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Abstract 

Background 

Adolescents with alcohol and drug-related problems (ADP) are at heightened risk 

for a range of difficulties, such as mental health problems and school-related problems. 

However, the nature of the association between ADP and mental health problems is 

complex and many questions remain unanswered. More knowledge is also needed on 

how ADP is related to school-problems such as poor grade achievement and absence 

from school, and how mental health problems affect these associations. Furthermore, 

previous findings are inconsistent on how mental health problems during childhood, 

particularly internalizing problems, are associated with ADP during adolescence. 

Finally, although previous research have demonstrated that adolescents with 

psychiatric diagnoses have higher rates of ADP compared to the general population, 

there is a lack of knowledge regarding which of these psychiatric diagnoses that are 

more strongly associated with ADP during adolescence, particularly when psychiatric 

comorbidity is accounted for. 

Objectives 

The main objective of this thesis is to investigate alcohol/drug use and its 

association with mental health and school-related factors among adolescents. More 

specifically, the objectives are to examine (a) the cross-sectional associations between 

ADP and school-related problems among adolescents, (b) the longitudinal associations 

between childhood externalizing and internalizing mental health problems and ADP 

during adolescence, and (c) which psychiatric diagnoses that precede the development 

of ADP among adolescents receiving specialist mental health care.  
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Methods 

All papers included adolescents aged 16 to 19 years of age who had participated in 

the youth@hordaland survey (n=10,253), which provided self-reported data on 

demographics, mental health problems, and alcohol/drug use. First, utilizing data from 

the youth@hordaland survey in linkage with official school registry data on school 

grades and attendance, including a total of 7,874 individuals, the cross-sectional 

associations between ADP and school-related problems were investigated. Second, 

data from the first, second and fourth wave of the Bergen Child Study (BCS) was 

employed (the fourth wave was nested within the youth@hordaland survey) including 

a total of 2,438 individuals, and longitudinal associations between childhood 

externalizing/internalizing problems and ADP were analyzed. Third, data from the 

youth@hordaland survey was linked with the Norwegian Patient Registry (NPR), 

including a total of 9,408 individuals, of whom 853 had received specialist mental 

health care during the past four years. Psychiatric diagnoses that preceded adolescent 

ADP were investigated. All studies included logistic regression analyses. 

Results 

ADP during adolescence was consistently associated with school-related problems 

in cross-sectional analyses. More specifically, alcohol/drug use was associated with 

low grade point average (GPA), high number of days missed from school, and high 

number of hours missed from school (Odds ratios (ORs) ranging from 1.79 to 3.44, all 

p<0.001). Adjusting for gender, age, socioeconomic status and co-occurring mental 

health problems reduced the magnitude of the estimates; however, all associations 

remained statistically significant.  
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In longitudinal analyses, childhood externalizing problems were positively 

associated with ADP during adolescence, particularly after the adjustment from co-

occurring internalizing problems, SES, gender and age (Adjusted odds ratios (AORs) 

ranging from 1.24 to 1.40, all p<0.05). In contrast, internalizing problems during 

childhood was consistently negatively associated with adolescent ADP after the 

adjustment from co-occurring externalizing problems, SES, gender and age (AORs 

ranging from 0.83 to 0.87, all p<0.05).  

In analyses conducted on the merged data set of the youth@hordaland survey and 

the Norwegian Patient Registry (NPR), higher odds for ADP were observed among 

adolescents that had received specialist mental health care during the past four years 

compared to adolescents from the general population (p’s ranging from <0.001 to 

<0.05). In unadjusted models, anxiety, depression, conduct disorders, eating disorders, 

ADHD, and trauma- and stressor-related disorders were all positively associated with 

some measure of ADP (ORs ranging from 1.60 to 4.76, all p<0.05). However, anxiety 

and ADHD were no longer positively associated with any measure of ADP after 

adjusting for age, gender, SES, and psychiatric comorbidity. While trauma-related 

disorders, depression and conduct disorders were positively associated with increasing 

levels of indicators for ADP in unadjusted analyses (ORs ranging from 1.92 to 3.20, 

all p<0.05), only trauma-related disorders remained positively associated when 

adjusted for age, gender, SES, and psychiatric comorbidity (AOR 2.53, p<0.01). 

Conclusion 

ADP was consistently positively associated with school-related problems, clearly 

suggesting that alcohol/drug use among adolescents are important factors for school-
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related functioning. Externalizing problems during childhood showed for the most part 

robust and consistent positive associations with ADP during adolescence, while 

childhood internalizing problems was negatively associated with ADP when potential 

confounding variables were accounted for. The occurrence of ADP was more common 

among adolescents who had received specialist mental health care, and among 

adolescents receiving specialist mental health care, individuals with trauma-related 

disorders had a particularly high-risk for developing ADP.  

In sum, efforts aiming at improving school functioning among adolescents should 

be aware of the importance of reducing alcohol/drug use; early prevention initiatives to 

reduce future alcohol/drug involvement should target children with externalizing 

problems; and specialist mental health care practitioners should address issues related 

to adolescent alcohol/drug use, particularly among individuals with trauma-related 

disorders. 
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1. Introduction 

1.1 Background for the thesis 

Adolescence is characterized by an escalation of alcohol and illicit drug use (1), 

and alcohol- and drug-related problems (ADP) during adolescence is strongly 

associated with continued ADP in adulthood (2, 3). A large body of scientific literature 

has demonstrated that ADP are highly correlated with mental health problems (4, 5), 

and the interplay between mental health problems and ADP is a topic of great interest 

in the scientific literature within developmental psychology on alcohol/drug use (1). 

The overall aim of this thesis is to contribute to a better understanding of ADP 

during adolescence, and how mental health problems relate to these problems. 

Specifically, the topics are related to how ADP is associated with school-related 

problems, how childhood mental health problems are associated with ADP, and which 

psychiatric diagnoses during adolescence that precede ADP. However, before these 

topics are elaborated, I will first discuss adolescence as an important developmental 

period, the prevalence of alcohol/drug use among adolescents, along with issues 

related to the conceptualization of ADP.  

 

1.1.1 Adolescence as an important and vulnerable developmental period 

Adolescence has been defined as “the period within the life span when most of a 

person’s biological, cognitive, psychological, and social characteristics are changing 

from what is typically considered childlike to what is considered adult-like” (6, 7). In 
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more straightforward terms, adolescence marks the transitional phase when a child 

develops into an adult (8). The World Health Organization (WHO) highlight the 

adolescent years as a developmental phase that needs explicit attention (9), in part due 

to rapid developmental changes on both physical, neurodevelopmental, psychological 

and social domains. Investment in adolescent health and wellbeing is further 

underscored as beneficial for adjustment both during adolescence, in adult life, and for 

the next generation of children (10). 

Historically, adolescence is defined by the WHO as the period between 10 and 19 

years of age (9), but definitions of age spans defining adolescence have been 

inconsistent in contemporary literature (11, 12) and the understanding of continued 

growth have further expanded the endpoint age of adolescence well into the 20s (13). 

Early adolescence has often been conceptualized as ages 10 to 14, while 15 to 19 

refers to late adolescence (13); however, these time spans are not definitive, and 

should be regarded as approximations. Although the biological sequences of 

adolescence are described as highly consistent (13), there are nevertheless 

considerable individual differences in timing of puberty both within gender (14) and 

across gender (15). In addition, the age of onset of puberty and of menarcheal age has 

been decreasing in most European countries during the past decades (16), suggesting 

that onset of puberty is subject to trends and changes over time. Also, the social-role 

changes related to adolescence tend to vary widely across economic and sociocultural 

settings (13), further highlighting that the adolescence is a complex and heterogenetic 

concept to study. 
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During adolescence the body gradually transforms from childlike to adult-like, 

with physical changes that include increased muscle growth, enhanced bodily forms, 

hair-growth, and changes in the voice. Also, a range of hormonal changes are in effect 

with implications for sexual drive, emotion, and identity formation (17). These bodily 

changes are accompanied by profound neurodevelopmental changes. These changes 

relates to the limbic system (18, 19) – involved in pleasure seeking and reward 

processing, emotional responses and sleep regulation – and the prefrontal cortex (18, 

19) – involved in executive functions, such as decision-making, organization, impulse 

control and planning for the future. Not least, a range of psychological, cognitive and 

social changes are intrinsically bound to adolescent years (1).  

Despite the problems with providing exact time spans that constitute adolescence, 

it must be acknowledged that the broad range of changes on most life domains make 

the adolescent period a time of vulnerability and adjustment (20). In particular, 

emotion is highlighted as an important but often overlooked aspect of decision-making 

(21), which may play a substantial role on health behaviors during adolescence (20). 

Concurrently, the choice to engage in alcohol/drug-related behaviors cannot solely be 

understood in terms of ‘cold’ cognitive processes – which refer to thinking processes 

under conditions of low emotion/arousal (20). On the contrary, recent contributions on 

adolescent decision-making processes highlight the significance of ‘hot’ cognitive 

processes, which refer to thinking processes under conditions of high emotion/arousal 

(20). These advances underscore the importance of considering emotional factors in 

the development of alcohol/drug-related behaviors during adolescence, and is 
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actualized during adolescence in light of the broad range of social, emotional and 

neurodevelopmental changes that occur during this period.  

Adding to this perspective, adolescence has historically been described as a period 

of storm and stress (22), suggesting that the adolescent years represent a stressful and 

emotionally stormy life phase for most individuals. Conflict with parents, mood 

disruptions, and risk behavior is highlighted as key aspects of this view (23). The 

suggestions of the universality of this storm and stress hypothesis, have however been 

challenged in current literature (23, 24), and it is acknowledged that cultural and 

individual differences must be taken into account. For example, adolescent storm and 

stress tend to be lower in more traditional cultures compared with Western societies 

(23). However, in recent years Norwegian adolescents generally report low levels of 

conflict with parents, as well as high levels of life satisfaction (25), challenging the 

storm and stress hypothesis. Hence, storm and stress may rather be an individual 

phenomena – related to adolescents that struggle with particular life difficulties – as 

opposed to being a global and expected experience during the adolescent years (23). 

Therefore, it is important to consider how individual differences in mental health 

problems may affect development of alcohol/drug use and problems during 

adolescence. 

The use of alcohol/drugs during adolescence has drawn considerable scientific 

interest. For example, researchers have suggested that extensive use of alcohol or 

drugs is associated with deviant brain functioning (26), deviant behaviors (27), school-

related problems (e.g. 28), and a range of mental health problems (29). Regardless of 

the directionality and mechanisms involved in these associations, such findings 



20 
 

underscore that use of alcohol/drugs is involved in processes that may further increase 

the vulnerability during adolescence for both present and future adverse outcomes. 

Hence, the adolescent years is an important and vulnerable development period in life, 

and the study of alcohol/drug use during this phase is a topic of great scientific 

interest.    

 

1.1.2 The prevalence of alcohol/drug use 

1.1.2.1 Alcohol/drug use among adults 

Within the adult population, the European Union (EU) is the region in the world 

with the highest alcohol consumption (30), with a yearly average of 12.5 liters of pure 

alcohol. This translates to nearly three drinks a day, or more than double the world 

average (30). In comparison, the yearly registered sale of alcohol in Norway to the 

average adult (aged 15+ years) was 6 liters of pure alcohol in 2016 (31). North 

America is the region with the highest regular use of cannabis – which is by far the 

most commonly used illicit drug worldwide (32). More specifically, among the adult 

population, 10.7% of adults report regular cannabis use in North America, compared 

with 5.2 to 5.3% in Europe, and as low as 0.4 to 1.6% in East and Southeast Asia. A 

range of studies have demonstrated that illicit drug use in Norway is fairly low 

compared with other European countries (33, 34). The prevalence of lifetime use of 

cannabis among Norwegian adults (16 to 64 years) has increased from 8.5% in 1985 to 

over 20% in 2016, but this increase is primarily explained by a cohort effect in which 

many individuals tried cannabis during the 1960s and still has not reached an age of 

above 65 (31). However, only 4% of Norwegian adults report to having used cannabis 
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past year and 2% past month (31), indicating that regular cannabis use have been 

relatively stable during the past 20 years in Norway (31).  

1.1.2.2 Alcohol/drug use among adolescents 

Adolescence is a particularly important period for the initiation of alcohol and illicit 

drug use. In order to monitor the prevalence and trends of these behaviors, the 

European School Survey Project on Alcohol and Other Drugs (ESPAD) has been 

conducted every fourth year since 1995 (33). The ESPAD survey targets 16 year old 

students in a large range of European countries. The most recent survey was from 

2015, and included data from over 96,000 individuals from over 35 countries.  

The ESPAD 2015 survey revealed that a total of 80% of the adolescents reported 

having consumed alcohol, while Norway were among the countries with a relatively 

low rate (57%) in this respect (35). This estimate corresponds well with results from 

the youth@hordaland survey in Hordaland, Norway, which investigated alcohol/drug 

use among adolescents aged 16 to 19 years, and revealed that 31% of the girls and 

40% of the boys in the youngest age span (16-17 years) had never tried alcohol (36). 

Alcohol use increased with increasing age and in the oldest age spans (18-19 years) 

only 6% of girls and 7% of boys reported to having not tried alcohol in the 

youth@hordaland sample. The Health Behaviour in School-Aged Children study 

(HBSC) is another recurrent large-scale cross-national survey which monitors trends in 

health behaviors, including alcohol/drug use, and has 11 to 15 year old adolescents as 

its target group (37). They conclude that adolescent alcohol use has decreased in most 

European and North American countries since the beginning of the 21st century, and 

confirm that alcohol use in Norway is low compared with other Western countries (38, 
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39). Other studies have also demonstrated decreasing levels of alcohol use among 

Norwegian adolescents during the past fifteen years (40, 41) (Figure 1).  

 

Figure 1: Proportion of Norwegian 15-16 year olds that report having drunken 

alcohol respectively life time use, past year, and past month (40) 

 

The ESPAD 2015 survey reported that an average of 18% of the European 

adolescents had tried illicit drugs (35). However, large regional differences were 

documented, with Norway among the countries with the lowest rate of illicit drug use 

(7%) while the Czech Republic in comparison had a rate of 37%. The estimates for 

Norwegian adolescents correspond fairly well with the youth@hordaland survey 

which estimated that 9% of the girls and 12–13% of the boys in the combined age span 

from 16 to 19 years had tried illicit drugs  (36). Similarly, a publication based on data 

from HBSC conclude that the prevalence of cannabis use vary considerable across 
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European and North American countries (39), but Norwegian adolescents were not 

included in the study. However, a recent Norwegian publication reported that cannabis 

use among Norwegian 15 to 16 year old adolescents has fluctuated during the past 

twenty years, but has overall remained fairly low compared to many European 

countries (31) (Figure 2). 

 

Figure 2: Proportion of Norwegian 15-16 year olds that report cannabis use, 

respectively lifetime use, and past month (31) 

  

1.1.2.3 A contextual phenomenon 

The considerable differences in prevalence estimates for alcohol/drug use in 

Western countries among both adults and adolescents demonstrate that alcohol/drug 

use is a highly contextualized behavior. Specifically, consumption levels and rates of 

users/abstainers for different substances vary across historical periods within a country 

(33, 42), geographical areas within the country (43), gender (44), socioeconomic levels 
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(45), and across the life-span for the particular individual (46). For example, alcohol 

use among Norwegian adolescents has decreased over the past twenty years (e.g. 47), 

and – compared with most European countries – Norwegian adolescents has over time 

had a relatively low use of both alcohol and illicit drugs (33).  

Also of note, ‘drinking cultures’ or motives for drug use may differ across 

geographical areas, adding to the notion of alcohol/drug use as a contextual 

phenomenon. For example, a broad division has been made between (a) northern 

European countries (often referred to as dry countries) in which beer is the most 

consumed beverage, and is typically consumed in weekends or outside mealtimes; and 

(b) southern European countries (often referred to as wet countries) in which wine is 

most commonly used, and usually drunk to meals (48, 49). However, drinking patterns 

across European countries tend to converge, and this traditional split between dry and 

wet countries may therefore be less relevant in the current historical context (49). 

Some convergences has also been observed across gender, as seen by a closing gender 

gap in use of alcohol in recent years in the young US population (50), and on some 

measures of alcohol use across European countries (33). On the other hand, boys still 

tend to be generally overrepresented in drug use (33, 51).  

 

1.1.3. How to conceptualize alcohol/drug-related problems (ADP)? 

The contextually dependent prevalence rates of alcohol/drug use among 

adolescents highlight the challenging task to conceptualize alcohol- and drug-related 

problems (ADP).  
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1.1.3.1 A pathological model for conceptualization of ADP 

In a strict pathological perspective, ADP may be understood as a categorical 

phenomenon, under which individuals with ADP are sharply divided from those 

without such problems. In accordance with a pathological model, the concept of ADP 

could be understood as synonymous to having symptoms that would qualify for a 

substance use disorder (SUD) or alcohol use disorder (AUD) diagnosis. The tenth 

version of the manual International Classification of Diseases (ICD-10) (52) outline 

the current gold standard within European countries for the understanding of which 

symptoms that characterize AUDs or SUDs, based on a categorical model. The strict 

division between diagnosis and non-diagnosis in this model highlight an underlying 

disease model in the conceptualization of ADP (53). 

Specifically, AUDs are described in the chapter F10 of the ICD-10, while SUDs 

are described in the chapters F11 to F16 and F19. AUDs are separated into alcohol 

abuse alone which include an excessive use of alcohol, and alcohol dependence, in 

which there also is present symptoms of craving (a strong need to drink); loss of 

control (not being able to stop once you have started); physical dependence (as proved 

by withdrawal symptoms including nausea, sweating or shakiness when you don’t 

drink); and tolerance (the need to drink larger amounts of alcohol to feel the same 

effect). The same differentiation between abuse and dependence is specified within all 

the variants of SUDs. 

While the gold standard measurement of formal AUDs and SUDs include in-depth 

clinical interviews based on the diagnostic operationalization provided by the ICD-10, 



26 
 

such interviews are resource demanding and not always possible to achieve in the 

context of epidemiological, population-based studies.  

1.1.3.2 A dimensional conceptualization of ADP 

An alternative and complementing conceptualization of ADP highlight 

alcohol/drug use as a dimensional phenomenon (54), in which the continuum of 

alcohol/drug use span from ‘no use’ on the one hand to ‘substance-/alcohol use 

disorders’, or merely ADP, on the other hand. Between these opposites a large variety 

of alcohol/drug-related behaviors manifest and a person can have emerging ADP even 

if he or she does not qualify for a formal alcohol/drug-related diagnosis. An underlying 

premise for a dimensional understanding of ADP is that these problems may be 

present in various degrees, adding to a disease model in which alcohol/drug use is only 

defined as problematic among those with symptoms that qualify for either an AUD or 

a SUD diagnosis. 

A dimensional perspective on symptoms of psychiatric diagnoses is well-known 

and widely used within epidemiological studies, and several studies indicate that the 

distribution of mental health symptoms follows a continuum from none to high 

symptom load in the population (55-57). There is also support for a dimensional 

perspective on symptoms of hazardous or extensive alcohol use (58), suggesting that 

alcohol problems can be arrayed along a dimension of severity. Similarly, cannabis 

dependence has also been demonstrated to follow an underlying continuum of severity 

(59). 
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1.2 Theoretical perspectives 

Alcohol/drug use – and therefore also adolescent ADP – is affected by a range of 

social and individual factors operating over the course of life. A proper framework of 

these processes is necessary for a better understanding of why some individuals 

develop ADP during adolescence. This thesis builds on a social epidemiological 

framework and a life-course, developmental perspective, in which the dual pathway 

hypothesis for development of adolescent ADP is examined, and in which the shared 

vulnerability model is an important underlying theoretical perspective. In the 

following sections these perspectives are briefly outlined. 

 

1.2.1 Developmental psychological perspectives 

1.2.1.1 Social epidemiology 

A substantial contribution to the contemporary psychology on development of 

ADP is coming from studies based on epidemiological methods (1, 3, 60), and the 

methodology of the present thesis is rooted in a psychological, epidemiological 

tradition. Epidemiology is the study of the distribution and determinants of health-

related states or events, and the application of this study to the control of diseases and 

other health problems (61) including ADP. It is believed that on the basis of 

observable data – e.g. retrieved from surveys, interviews or registers – it is possible to 

detect associations between variables through means of statistical methods (61, 62). In 

other words, important challenges within epidemiological research is related to 
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ensuring the accuracy of the data in terms of reliability, validity and generalizability 

(63).  

Different perspectives may underlie the use of epidemiological studies, and an 

important basis for the understanding of adolescent ADP is the present thesis is the 

social epidemiological perspective (64). Departing from clinical orientations with sole 

focus on individual factors – such as biology, genetics, personality, medical or 

psychiatric status – this perspective demonstrates the need for researchers to also 

investigate the role of social conditions on the production of health and diseases (64, 

65), and in the context of this thesis: ADP.  

In support of the notion that developmental processes have both individual and 

social influences, a comprehensive literature has demonstrated that risk factors for 

adolescent ADP include (1) individual psychological factors, such as conduct 

problems and delinquency (66-68), hyperactivity, impulsivity and disinhibited 

behavior (69, 70), depression (71), and positive expectancies towards alcohol/drug use 

(72, 73); (2) biological factors, such as increasing age (72, 74), being male (70, 74), 

and genetic vulnerability (75-78); (3) behavioral factors, including earlier alcohol/drug 

use (67, 74, 79), and low school engagement (80); (4) social factors, such as coming 

from a ‘disrupted’ family (67)¸ parents, siblings and friends alcohol/drug use (66, 72, 

81) or attitudes toward alcohol/drug use (66, 82), exposure to parental drinking (83), 

low parental monitoring (84), low socioeconomic status (SES) (85), contact with 

deviant peers (86), and peer pressure for alcohol/drug use (85); (5) adverse life 

experiences, which include childhood maltreatment and victimization (87, 88), 
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parental separation or divorce (85), and poor school performance (67, 89, 90); and (6) 

societal factors, such as availability of alcohol/drugs (81). 

Furthermore, it is demonstrated that exposure to multiple risk factors is associated 

with a cumulative risk for ADP (68, 91, 92), and the cumulative load of adverse 

childhood experiences show a graded relationship to the risk of ADP from early 

adolescence into adulthood (92). However, also protective factors for development of 

adolescent ADP is described in literature, i.e. factors associated with a reduced 

probability for ADP, and includes characteristics of individual, peer, family and 

community influences (e.g. 85, 93).  

Therefore, adolescent ADP cannot be viewed as an isolated or random 

phenomenon, or as merely a non-contextual intake of psychoactive substances with 

certain physiological and psychological effects. On the contrary, adolescent ADP but 

must be conceptualized as behavioral patterns that is affected and constituted by a 

range of social and individual influences surrounding the particular adolescent. 

 

1.2.1.2 Bronfenbrenner’s bioecological theory 

An important addition to a social epidemiological perspective of ADP, may be 

found in Urie Bronfenbrenner’s bioecological view of human development (94, 95), 

which have proved as a prominent theory with the field of developmental psychology 

during the last decades (96). He criticized much of the contemporary research on the 

field of developmental psychology as “the science of strange behavior of children in 

strange situations with strange adults for the briefest possible periods of time” (94). 
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Bronfenbrenner stressed that research should rather focus on how children develop in 

settings that is representative of their actual world, or in other words in ecologically 

valid settings (96). Therefore, the application of data from a representative, 

population-based sample of adolescents is a considerable strength in the present thesis, 

as it adheres to the need for studies on how ADP develop in a natural world setting. 

Furthermore, Bronfenbrenner’s theory is useful as a framework in the present 

thesis also in his views on the ecology of human development (94, 95). He proposed 

that children and adolescents development should be understood in the context of four 

interrelated systems: (1) the microsystem, (2) the mesosystem, (3) the exosystem, and 

(4) the macrosystem. The microsystem comprise the “complex of relations between the 

developing person and the environment in an immediate setting containing the person” 

(94). Such microsystems include both the family, school, and peers. However, these 

microsystems do not exist in isolation of each other, but are interrelated – and the 

matrix of interrelations between microsystems comprise the mesosystem (94, 95). For 

example, the individuals’ adjustment at home may affect his/her adjustment at school, 

and vice versa; or an adolescents’ use of alcohol/drugs in one setting may affect 

his/her behaviors, roles and relationships at other settings. In support of this model, it 

has previously been reported that ADP is associated with low school attendance (97-

101), while low school attendance is in turn related to increased ADP (97, 98). In other 

words, the reciprocity or dynamic influence across different settings is an important 

contribution of the theory, and appear to have some support in the current literature. 

Furthermore, a child’s development is also affected by characteristics of and 

processes within the interrelated microsystems even when the child is not present, and 
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Bronfenbrenner named these external influences for the exosystem (94, 95). For 

example, the contact between parents and the teacher may constitute a range of 

facilitating or interrupting influences on the child’s development, or conflicts between 

parents may affect the child even when most of the behavioral manifestations of these 

conflicts occur when the child is not present. Finally, Bronfenbrenner also highlighted 

the macrosystem, which is composed of historical events, cultural values, and other 

influences on a societal level (96). The large differences in prevalence of alcohol/drug 

use among adolescents across countries, support the importance of these influences 

(see section 1.1.2.2). In other words, the sociobiological models highlight the 

significance of conceptualizing ADP as a contextualized phenomenon (see section 

1.1.2.3), and to interpreted adolescent alcohol/drug use in light of the current historical 

and societal context.   

In accordance with this perspective, cohort effects may play important roles in 

determining which specific challenges and opportunities that are most salient among 

adolescents as a group, and these factors constitute a historical unique context in which 

ADP should be understood. For example, alcohol/drug use has decreased in recent 

years among Norwegian adolescents (40), and these trends may reduce the overall risk 

for ADP in the adolescent population. However, such trends may also hypothetically 

contribute to larger disadvantages among those individuals that – despite changing 

trends – exhibit hazardous alcohol/drug use. It is possible that these individuals will 

face more extensive social exclusion processes due to their non-normative 

alcohol/drug-related behaviors, as compared with what would be the case if these 

behaviors were more prevalent among adolescents as a whole. These mechanism are 
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related to a so-called ‘hardening’ hypothesis, implying that those individuals that 

remain using substances in the context of a general decline of substance use may be 

‘hardened’ to cessation, (102) or exposed to more psychosocial problems, due to the 

continued use (41). In support of this perspective, it is well described in the literature 

that the extent to which one’s values, identity and behaviors are viewed as legitimate 

and worthy by others is a component that may affect social inclusion/exclusion 

processes (103). Furthermore, hardening has been demonstrated among adolescent 

smokers in Norway (104). However, it has not been found similar signs of hardening 

in relation to adolescent alcohol use, and alcohol users reported even higher levels of 

social acceptance and social integration than did non-users (103).  

In short, the bioecological theory can be viewed as an elaboration of a social 

epidemiological model. Both models highlight the close interplay between the 

individual and its context; however, the bioecological theory of Bronfenbrenner gives 

more saliency to the dynamic relations between different systems comprising the 

ecology of human development, including societal and historical factors. This theory 

provides an additional basis for the present thesis and underscore the complexity 

behind the development of ADP during adolescence and beyond.  

 

1.2.1.3 A life-course perspective 

A life-course perspective on ADP highlight the significance of different pathways 

towards alcohol/drug use, and the identification of critical events or factors that 

influence alcohol/drug-related behaviors during the progressing life stages (105). It is 
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acknowledged that early exposures may have the potential to influence development of 

health problems throughout life – for example, in influencing critical developmental 

processes or in setting in motion a series of cumulative disadvantages during 

childhood, adolescence and early adulthood (64). For example, early mental health 

problems has been highlighted as prominent factors that can affect the risk for ADP 

(see section 1.3.2 and 1.33), along with a range of individual, social, family and 

societal factors that operate in concert (see section 1.2.1.1). Hence, the development of 

ADP can be conceptualized as the result of intertwining chains of individual and social 

factors operating over the course of life. A critical concern in a life-course perspective 

on ADP is related to the success or failure during different life stages (106, 107). 

Given the rise of alcohol/drug use which is commonly observed during adolescence, 

an important time period is when the adolescents are aged 16 to 19 years, during which 

a large majority of adolescents in Norway attend upper secondary school (108). This 

period often involve disruptions from previous friends in order to attend a new school 

(e.g. 109, 110, 111), and therefore also involve the formation of new social roles. 

The adolescent years are also associated with a rise in mental health problems 

(112, 113), with implications for the formation of friendship/peer relations (114), 

tendencies toward social approach or withdrawal (115), and school-related functioning 

(116). Importantly, mental health problems may contribute to the choice of whether to 

use or abstain from alcohol/drugs, to what extent the substances are used, and to which 

function the alcohol/drug use serve for the individual. In other words, the emergence 

of ADP during adolescence can be conceptualized to represent a continuation along 

developmental trajectories with roots back to childhood and early adolescence, in 
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which the occurrence of both prior and current mental health problems are of 

importance. 

Regardless of its functions, causes and background, the initiation of alcohol/drug 

use marks an important milestone in many adolescents life (1). For both alcohol and 

illicit drugs it has been found that the major risk period for initiation of alcohol, 

tobacco, and most illicit drugs begins around 12 years of age and is mostly over by age 

22 (117). The corresponding peak periods of risk of initiation for most drugs occur 

between 15 and 19 years of age (117). Early-onset alcohol/drug use is relatively rare, 

but is – when present – a strong predictor for continued, extensive use (118, 119) as 

well as being associated with prior adverse life-experiences such as witnessing 

domestic violence and experiencing physical or sexual abuse (120). High quit rates are 

observed in the first few years after initiation of illicit drugs, followed by a sharp 

decline in quit rates over time (117). On the other side, alcohol consumption levels 

often continues to rise and peaks at around 25 years of age (46), and similar patterns 

are found for men and women; however, with lower overall alcohol consumption 

levels among women (46). 

1.2.1.4 Summary 

A developmental psychological perspective – informed by social epidemiology, the 

bioecological theory, and a life-course perspective – provide a useful theoretical 

foundation for the investigation of how mental health problems and ADP co-occur and 

interplay. Important questions relate to how these problems are associated with 

functional problems on other domains in life, such as school-related problems. This 

thesis recognizes that adolescence is an important transitional period between 



35 
 

childhood and adult life, in which a range of developmental processes are in effect 

across settings, and characterized by both immediate influences (including current 

mental health problems) and prior influences (including childhood mental health 

problems), while also being inseparably related to a historical and cultural context.  

 

1.2.2 The dual-pathway hypothesis for development of alcohol/drug use 

During adolescence an escalation of both mental health problems (112, 113) and 

alcohol/drug use (1) is often observed. However, the nature of the association between 

mental health problems and alcohol and drug use is complex and different etiological 

pathways and mechanisms have been suggested. A recent theoretical model is based 

on the dual pathway hypothesis, suggesting that externalizing and internalizing 

problems constitute two separate pathways into adolescent alcohol/drug use (e.g. 1, 

121).  

Externalizing and internalizing problems are a frequently used dichotomization of 

childhood and adolescent maladjustment (122), and was originally proposed by 

Achenbach and colleagues during the 1960s (123). Their model distinguished between 

two psychopathological levels: the broad-band and the narrow-band (122). Whereas 

the broad-band categorized syndromes of psychopathology along eight separate 

categories, the narrow-band comprised only four factors, including internalizing and 

externalizing problems, along with other and mixed problems. According to Forns and 

colleagues (122) internalizing problems include inner-directed psychopathological 

symptoms such as anxiety, depression, social isolation, or somatic complaint. 
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Externalizing problems are conceptualized as outer-directed psychopathological 

tendencies, referring to problems that generate discomfort and conflict in other people 

and imply disrespect for social norms.   

Since the initial proposal, the dichotomization between externalizing and 

internalizing problems has been widely recognized among child and adolescent 

researchers on psychopathology. A range of studies have documented the validity and 

reliability of the externalizing and internalizing factors (124, 125). It has also been 

demonstrated that common DSM-based diagnoses have a good fit with a two-factor 

model comprising internalizing and externalizing factors (126), indicating that 

externalizing/internalizing problems are salient factors within common forms of 

psychopathology. However, externalizing and internalizing show a high co-occurrence 

(127), and some mental health problems do not fit neatly into neither internalizing nor 

externalizing syndromes (122). Therefore externalizing/internalizing problems must be 

regarded as a non-exhaustive conceptualization of common mental health or 

psychopathological problems among children and adolescents.  

The externalizing pathway towards the development of ADP has been suggested to 

comprise core features such as behavioral undercontrol and disinhibition / impulsivity 

(128, 129) and deviant behavioral tendencies (130), while externalizing personality 

traits such as sensation seeking have also been linked to early adolescent ADP (131, 

132). Current models also emphasize that the interaction between externalizing 

problems and high-risk environments – such as impaired parenting, adverse social 

contexts, and networking with deviant peers – may further increase the risk for 

alcohol/drug use (128, 133-135). Specifically, children with behavioral disinhibition 
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may be at larger risk for selection into social groups with similarly disinhibited peers 

(136), and these peer groups provide opportunities and norms that promote 

alcohol/drug use (137). However, several studies have also highlighted that 

associations between externalizing symptoms (including conduct problems, 

impulsivity and sensation seeking) and adolescent ADP may be mediated by other 

individual factors such as positive alcohol expectancies (135) and drinking motives 

(138). It is also reported that externalizing traits, such as conduct problems and low 

levels of shyness, may be specifically predictive of early onset alcohol intoxication, 

while having less significance in relation to early onset drinking in general (139).   

Hence, externalizing symptoms are highlighted as risk factors which alone or in 

concert with other individual and social influences may contribute to the development 

of ADP during adolescence. 

Different aspects of internalizing problems are hypothesized to be involved in 

respectively ‘protective’ mechanisms (reducing risk) and ‘risk/vulnerability’ 

mechanisms (increasing risk) towards ADP (140). Early inhibited temperament and 

emotional dysregulation are suggested as key features of internalizing problems that 

increase the risk for adolescent ADP (1, 141), while negative reinforcement is 

suggested as an important process that translate these internalizing problems into ADP 

(1, 142). The importance of negative reinforcement processes is described in early 

motivational models of addiction (e.g. 143), and highlights that escape and avoidance 

of negative affect is a key motive behind addictive alcohol/drug use (142). The broader 

self-medication hypothesis (144) also highlight that use of alcohol/illicit drugs may 

represent an attempt to ‘self-medicate’, or regulate, negative affect and emotional 
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problems. In support of these perspectives, several studies have documented that 

negative affect is an important feature of internalizing problems that may heighten risk 

for hazardous alcohol/drug involvement during adolescence and early adulthood (140, 

145), and depression is frequently found to be associated with adolescent ADP (29). 

Similarly, high levels on the personality dimension of hopelessness have been found to 

predict onset of alcohol use in early adolescence (131, 132). In addition, several 

scientific contributions link exposure to stress and trauma early in life with later 

development of ADP (146, 147). Specifically, it has been suggested that exposure to 

stress/trauma may result in a dysregulated stress response (148), which is influential in 

producing anhedonia (149), along with depression and post-traumatic stress disorder 

(PTSD) (150). In turn, both anhedonia, depression and PTSD are suggested to affect 

motivation for alcohol/drug use during the adolescent years (151-155).  

On the contrary, internalizing tendencies toward social withdrawal and fear of 

negative consequences are aspects suggested to decrease risk for exposure to 

alcohol/drug use during the adolescent years (140, 156, 157). Concurrently, symptoms 

of anxiety are in some studies related to decreased risk for adolescent ADP (158-161). 

However, the literature is highly inconsistent and inconclusive in this respect, with 

other studies pointing to anxiety as associated with higher risk for ADP (162-164). For 

example, a study by Kaplow and colleagues (165) found that adolescents with 

separation anxiety disorder was negatively associated with ADP, while generalized 

anxiety was positively associated with ADP. This finding indicate that social 

withdrawal is an internalizing problem that reduce risk for ADP, as social withdrawal 
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is naturally linked with separation anxiety, and not necessarily with generalized 

anxiety.  

The dual pathway hypothesis holds that both externalizing and internalizing 

problems may be involved in developmental processes that affects the risk for ADP 

during adolescence and beyond. While the existing evidence base for externalizing 

pathway to development of ADP is strong, more research is needed to disentangle the 

role of internalizing problems. Adhering to a life-course social epidemiological 

perspective, there is a need to evaluate how both childhood and adolescent 

internalizing symptoms correlates with adolescent ADP, along with investigation of 

the role of social and demographical factors on these associations.  

 

1.2.3 A shared vulnerability model 

An additional theoretical perspective underlying the present thesis is the shared 

vulnerability model for development of ADP (166, 167). This perspective criticize a 

disease model which imply that problems related to different types of substances 

(including alcohol, marijuana, sedatives, stimulants, opiates, psychedelics) has 

different etiologies. Although some differences may be present across user groups of 

different substances, Tarter and Mezzich (168) concluded that "there is no definitive 

evidence indicating that individuals who habitually and preferentially use one 

substance are fundamentally different from those who use another." On the contrary, 

empirical literature points to shared risk factors for high-risk alcohol use and illicit 

drug use (169, 170) and between different types of illicit drugs (167, 171). 
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Additionally, shared risk factors are also described for the development of both ADP 

and mental health problems (172). 

The shared vulnerability model is relevant for the present thesis in several ways. 

First, measures of both alcohol and illicit drug use, as well as combined symptoms of 

ADP, will be used in all the papers, as opposed to investigating only one of these types 

of substance use. This multi-faceted and dimensional conceptualization of ADP 

enables an investigation of the extent to which vulnerability factors, such as childhood 

mental health problems, serve as shared risk factors across different measures of ADP 

or if the risk is specifically related to only particular measures of ADP, for example 

only illicit drug use and not alcohol-related problems, or vice versa. 

Second, the analytic models applied in the present thesis aim to account for 

potential confounding variables which may serve as shared vulnerability factors on the 

associations of interest. It is demonstrated a high co-occurrence between ADP and 

mental health problems (173), while mental health problems has also been reported as 

factors which increase vulnerability for both ADP (for details, see section 1.3.3) and 

school-related problems (174-176). When associations between ADP and school-

related problems are explored, it is therefore important to evaluate whether or not these 

associations are unique to the individuals with ADP, or rather that this risk may be 

attributed to shared vulnerability factors, such as co-occurring mental health problems. 

Throughout the analyses in the present thesis potential confounding is accounted for – 

including mental health problems, SES, gender and age – in the associations which are 

explored in the different papers. 
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Third, mental health problems may either constitute a shared vulnerability factor 

for ADP, or the risk for development of ADP may be better attributed to particular 

sub-types of mental health problems. Specifically, it is possible that symptoms of 

externalizing and internalizing problems in childhood are shared vulnerability factors 

for future development of ADP, or that only one of these types of mental health 

problems drives an increased risk for ADP. Similarly, it is possible for psychiatric 

diagnoses during adolescence are shared vulnerability factors for co-occurring ADP, 

or that only specific sub-types of psychiatric diagnoses are involved in increased risk 

for ADP. 

In the present thesis, it is acknowledged that ADP must be understood in the 

context of a life-course social epidemiological perspective, in which associations 

between mental health problems and ADP are a main analytic focus. Associations 

between ADP and school-related problems will be investigated, accounting for the 

potential shared vulnerability driven by mental health and demographical factors. The 

externalizing and internalizing pathway towards ADP will be specifically investigated, 

along with an examination of psychiatric diagnoses preceding the development of 

ADP during adolescence.  

 

1.3 Main topics 

In the following sections I will present the main topics of the present thesis in more 

detail, highlighting particular knowledge gaps in current literature. 
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1.3.1 ADP and school-related problems 

Adolescents succeeding in school, in terms of grade achievement, attendance, 

socioemotional health and well-being, may have a good foundation for the further 

transitions into early adulthood (177, 178). Education is highly correlated with both 

income and occupation, as well as with health-related behaviors and illness in adult 

life (179-181). School success may be influences by a range of educational factors, 

such as intelligence and learning skills (182), effort and time spent on studies (183), 

self-determination (184), and general qualities of the school (185). However, the 

prospects of succeeding at school may also potentially be hampered by non-

educational factors such mental health problems (174-176, 186) and ADP (28, 187). 

Specifically, previous research have reported that ADP is associated with a range of 

long-term adverse school-related outcomes, such as lower high school graduation rates 

(188-191), lower post-secondary educational credentials (187), and higher drop-out 

rates from school (192-194).  

More intermediate measures of school-related problems, such as poor grade 

achievement and low rates of school attendance, may also be relevant indicators for 

school-related problems. Both poor grade achievement (195) and low school 

attendance (185) are associated with increased risk for school dropout. Low attendance 

is also linked with disengagement from school (97, 98), which in turn is an influential 

factor for a range of adverse long-term outcomes such as dropout, delinquency and 

ADP during adolescence and early adulthood (196). Of note, several studies have 

demonstrated that ADP are related to lower self-reported attendance rates (97-101) and 

lower self-reported grade achievement (197-200), while other contributions report 
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weak or non-significant associations between alcohol use and self-reported grades 

(194, 201) and registry-based grades (202). Hence, the literature is not conclusive to 

whether ADP should be regarded as an important factor for poor grade achievement 

and high school-absence or not.  

Furthermore, ADP is prevalent among adolescents with symptoms of common 

mental health problems, such as depression, anxiety, and hyperactivity/inattention (36, 

203). As both externalizing and internalizing mental health problems are demonstrated 

as influential factors in relation to both ADP (see section 1.3.2 and 1.3.3) and to 

negative school-related outcomes (174-176) it may be difficult to disentangle the 

unique contribution from ADP on school-related problems. Therefore, in order to 

highlight whether associations between ADP and school-related problems is a matter 

of shared vulnerability from mental health problems, or represent an independent 

association, it is a pronounced need to account for mental health problems in analyses 

of associations between ADP and school-related problems.  

The present thesis aims to explore associations between ADP and school-related 

problems focusing on several knowledge gaps in previous literature. First, the extent to 

which ADP is associated with negative school-related outcomes may be influenced by 

the conceptualization of alcohol/drug use. Alcohol use is prevalent among adolescents 

(e.g. 204), while only a minority of the adolescent drinkers develop more adverse ADP 

(e.g. 205). Nevertheless, most previous studies have used single measures of alcohol or 

drug use – such as either binge drinking, high-level alcohol consumption, heavy 

drinking, or illicit drug use – and have not attempted to account for how ADP with 

increasing adversity across relate to school-related problems. The present thesis 
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include an ordinal variable which sum up indicators for ADP, enabling the possibility 

to investigate how increasing number of indicators of ADP are associated with poor 

grades and low school attendance.  

Second, previous studies on associations between ADP and grade achievement and 

school attendance have relied on self-reported measures of school functioning with 

only a few exceptions (e.g. 202, 206). A study by Balsa and colleagues (202) 

demonstrated that self-reported grades among adolescents with a present alcohol 

consumption are subject to bias, and also that the bias differs by gender. Specifically, 

boys tended to report deflated grades, while girls tended to reported inflated grades. 

Therefore, studies employing registry-based information are needed in the 

investigation on how ADP is associated with school-related problems. In the present 

thesis registry-based data on school grades and attendance will be applied. 

Third, associations between ADP and school-related problems may be linked to 

socioeconomic status (SES), gender and mental health problems in complex ways 

(207). ADP and mental health are closely related phenomena (see section 1.3.2 and 

1.3.3), while mental health problems are also linked with school-related problems 

(174-176, 186). Similarly, SES have a robust impact on both academic achievement 

(208) and rates of ADP (209), while gender differences are found in relation to both 

grade achievement (210) and rates of ADP (see section 1.1.2.2). Hence, both mental 

health problems, SES and gender all have the potential to confound associations 

between ADP and school-related problems, something which needs to be addressed. 

However, few studies have included mental health problems, SES and gender in 

analyses of associations between ADP and grade achievement and school attendance 
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(198, 200). The present thesis expands on this by including a range of 

internalizing/externalizing mental health problems as potential confounders. This 

enables an investigation of the extent to which observed associations between ADP 

and poor grades/high school absence merely should be regarded as an expression of 

influences from internalizing and/or externalizing symptoms. In addition, SES and 

gender are included in the analyses, and thus shed light on the extent to which 

observed associations between ADP and school-related problems are expressions of 

socioeconomic factors or gender on school outcomes. 

Fourth, some previous studies have demonstrated that ADP is associated with low 

grades and high school absence (e.g. 99, 202). However, the effect sizes are often 

small, and it may be difficult to interpret whether the findings on lower school-related 

functioning should be regarded as indicators of school-related problems. In the present 

thesis school-related problems are defined as particularly low levels of grade 

achievement and particularly high levels of school absence. In this respect, the present 

thesis provides new knowledge with regard to how ADP is associated with short-term 

significant school-related problems.  

 

1.3.2 Childhood mental health problems and adolescent ADP 

As previously noted, mental health problems with an externalizing character – 

including symptoms such as deviancy, conduct problems and hyperactivity/inattention 

– are demonstrated to be potent risk factors throughout childhood and adolescence for 

adolescent ADP (e.g. 211, 212-215). On the other hand, it is more ambiguous to what 
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extent internalizing problems in childhood and throughout adolescence is associated 

with increased risk for adolescent ADP (e.g. 145, 216). As internalizing and 

externalizing symptoms often co-exist in childhood and adolescence (217, 218), it is 

likely that such high rates of comorbidity may obscure the unique associations 

between internalizing symptoms and ADP (140). Theoretical contributions have 

therefore recommended that developmental models of internalizing symptoms and 

ADP should also consider externalizing symptoms (145, 219). Although the majority 

of previous studies do not adhere to this recommendation (140), a growing body of 

research has emerged in recent years that also account for co-occurring externalizing 

symptoms in associations between internalizing problems and ADP (for a review, see 

145).  

Externalizing problems in absence of internalizing problems were in one recent 

study, conducted by Colder and colleagues (216), strongly associated with ADP during 

early adolescence (12-16 years). For combined externalizing/internalizing problems, a 

weak but statistically significant positive association with ADP was found. Finally, 

internalizing problems absent of externalizing problems was associated with lower risk 

for ADP. The authors stress that the failure to address co-occurring 

externalizing/internalizing problems is an important limitation within much of the 

previous research on development of ADP. In the present thesis, efforts are made to 

analyze internalizing problems in context of potentially co-occurring externalizing 

problems and vice versa, hence adhering to recent recommendations.  

Furthermore, different internalizing symptoms may potentially be important in 

either ‘risk/vulnerability’ (e.g. 162, 163, 164) or ‘protective’ mechanisms (e.g. 216, 
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220, 221) towards engagement in alcohol/drug-related behaviors. Nevertheless, 

previous empirical work on internalizing problems and adolescent ADP often apply 

generalized measures of internalizing problems, and therefore fail to address the 

potential that different sub-types of internalizing problems may differentially affect the 

risk for subsequent ADP. The broader self-medication hypothesis highlight that 

extensive use of alcohol/drugs may be used as a means of regulating difficult 

emotional states (222), and particularly negative affect has been proposed as an 

important feature of internalizing problems that may heighten risk for hazardous 

alcohol/drug involvement (140, 145). However, more studies are needed to investigate 

to what extent negative affect is actually linked to increased risk for adolescent ADP. 

On the other hand, internalizing tendencies toward social withdrawal and fear of 

negative consequences are aspects suggested to decrease risk for exposure to 

alcohol/drug use (140, 156, 157). This notion is compliant with the observation that 

adolescent alcohol/drug use is often socially influenced by for example relations with 

deviant peers (130), or by spending time with peers unsupervised by parents (84). Due 

to the possible conflicting ‘risk’ and ‘protective’ influences related to internalizing 

symptomatology, an evaluation of sub-types of internalizing problems may be a 

promising approach. The present thesis contributes to a better understanding of the 

internalizing pathway toward ADP by investigating different aspects of internalizing 

problems, such as peer/relationship problems and general emotional problems.   
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1.3.3 Mental disorders and ADP during adolescence 

Mental health problems have a high prevalence among children and adolescents, 

with an estimated one in five fulfilling criteria for a psychiatric diagnosis (112, 223-

225), and one in four of the adolescents with a psychiatric diagnosis have also at least 

one additional psychiatric diagnosis (173), suggesting that psychiatric comorbidity is 

common. Furthermore, psychiatric diagnoses are even more frequent among 

adolescents with ADP, and previous studies have estimated that between 37 to 80% of 

these adolescents has at least one psychiatric disorder (29, 226, 227). Similarly, one 

third of the adolescents within a psychiatric inpatient setting fulfilled criteria for a 

substance use disorder (SUD) (228), further highlighting the large comorbidity 

between psychiatric diagnoses and ADP during adolescence. Mental health problems 

that are present in adolescence may be particularly important for the development of 

ADP, due to its proximity in time to a normative increase in alcohol/drug use 

throughout the teenage years (see section 1.1.1.2). Also, many psychiatric disorders 

debut during adolescence (113), highlighting the need for a specific investigation into 

associations between psychiatric diagnoses present during adolescent and co-occurring 

ADP. 

In previous research it is established that psychiatric diagnoses and ADP are 

interconnected phenomena during adolescence, and both internalizing and 

externalizing mental disorders have been reported to heighten the risk for adolescent 

ADP. Specifically, internalizing psychiatric diagnoses such as anxiety (163, 229), 

depression (152, 211, 230), eating disorders (231, 232), psychotic disorders (233, 234), 

and post-traumatic stress disorders (152, 154) have been reported to increase risk for 
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ADP. However, it should also be noted that the internalizing pathway to ADP is 

hampered by inconsistent results (see section 1.3.2), while at the externalizing 

spectrum, both attention-deficit/hyperactivity disorders/ADHD (235, 236) and conduct 

disorders (237) have been more consistently reported to be risk factors for ADP.  

However, some previous studies have suggested that the predictive value on ADP 

stemming from different psychiatric diagnoses differ across psychiatric diagnoses, also 

at the externalizing spectrum. For example, a review concluded that ADHD does not 

increase the risk of illicit drug use beyond the effect of conduct-related disorders 

(238). In other words, it was highlighted that the often observed association between 

ADHD and ADP may be explained by comorbidity with conduct disorders. Similarly, 

a study reported that having an anxiety disorder alone or depression alone did not 

predict ADP, while either having comorbid anxiety and depression, or having anxiety 

or depression and a comorbid conduct-related disorder, were both associated with co-

occurring ADP (239). These findings underscore the need to evaluate comorbid 

psychiatric diagnoses in the study of associations between a broad range of psychiatric 

diagnoses and ADP. 

Despite a considerable evidence base that links adolescent mental disorders with 

ADP, most previous studies have been limited to investigating single psychiatric 

problems or disorders and ADP, while very few studies have investigated the full 

range of common psychiatric diagnoses. A notable exception is a recent, cross-

sectional Norwegian study (240) that reported illicit drug use to be four times higher 

among adolescents receiving psychiatric services compared to the general population. 

Further, it was reported that depression was the diagnosis with the highest frequencies 
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of alcohol and drug use, while autism had the lowest (240). However, participation in 

the clinical group was low and psychiatric comorbidity was not investigated. Some 

other studies have also applied a broader range of psychiatric diagnoses and their 

associations with ADP. A study by Wu and colleagues (241) explored comorbidity 

between a range of psychiatric diagnoses and substance use disorders (SUDs); 

however, their analyses were limited to associations between gender, ethnicity, and 

inpatient versus outpatient attenders on ADP, and no comparisons were made between 

diagnostic groups. A study by Boys and colleagues (242) also applied information on a 

broad range of psychiatric diagnoses and their associations with ADP, but a small 

sample did not allow differentiation between separate disorders.  

Therefore, there are still considerable knowledge gaps in relation to which 

psychiatric diagnoses that are associated with the highest risk for ADP among 

adolescents. This thesis aims to explore how a broad range of psychiatric diagnoses are 

associated with adolescent ADP. This investigation may help to clarify whether 

associations between psychiatric diagnoses and ADP are best characterized as a 

function of shared vulnerability due to general mental distress, as would be a viable 

interpretation if a broad range of mental disorders were all positively associated with 

ADP with comparable strength. Alternatively, associations between psychiatric 

diagnoses and ADP could be better explained by potentially unique psychological 

mechanisms, as would be a possible interpretation if some mental disorders are clearly 

stronger positively associated with ADP compared with other diagnoses. Such findings 

would also add to the literature on how respectively externalizing and internalizing 

mechanisms contribute to adolescent ADP. 



51 
 

The present thesis aims to take comorbidity between different psychiatric 

diagnoses into account in the analyses. This is important in order to further disentangle 

the unique contribution from specific mental disorders on ADP, avoiding the potential 

blending of influences from separate psychiatric diagnoses on the observed 

associations. Similarly, associations between specific psychiatric diagnoses and ADP 

may differ across gender, age and socioeconomic status (SES), and these factors may 

also be important to account for when analyzing how a broad range of psychiatric 

diagnoses are associated with ADP.  

 

1.4 Aims, research questions and hypotheses 

The overall aim of this thesis is to contribute to a better understanding of ADP 

during adolescence, and how mental health problems relate to these problems. In order 

to achieve this aim a quantitative, epidemiological investigation is conducted of ADP 

in relation to school-related problems, childhood mental health problems, and 

psychiatric diagnoses during adolescence. 

The thesis has three main research questions: 

1. How is ADP associated with school-related problems and to what extent are 

these associations independent from the potential confounding effects of 

gender, age, SES and mental health problems? 

2. How are childhood externalizing and internalizing problems associated with 

ADP during adolescence; how does the adjustment of the potential confounding 
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effects from SES, gender, age and co-occurring externalizing/internalizing 

problems in childhood affect these longitudinal associations; and how are sub-

scales of childhood externalizing/internalizing problems associated with 

adolescent ADP?  

3. Which psychiatric diagnoses precede ADP among adolescents that have used 

specialist mental health care during the past four years, and to what extent are 

these associations independent from the potential confounding effects from 

SES, gender, age and psychiatric comorbidity?  
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2. Methods 

2.1 Data collection 

To answer the particular research question of this thesis data from the 

youth@hordaland survey (Paper 1, 2 and 3) and the Bergen Child Study (BCS) (Paper 

2) is applied. Additionally, linkages are utilized between the youth@hordaland sample 

and the school registry for upper secondary school in the country of Hordaland (Paper 

1) and the Norwegian Patient Registry (NPR) (Paper 3).  

 

2.1.1 The youth@hordaland survey 

The youth@hordaland survey was conducted by Uni Research Health in 

collaboration with Hordaland County Council (Hordaland Fylkeskommune). The 

survey provided data on demographics, mental and physical health, use of health 

services, socioeconomic status, alcohol- and drug use, and more. It was carried out 

during early 2012, and all adolescents born between 1993 and 1995 (aged 16 to 19 

years) living in Hordaland County in western Norway were invited to participate 

(N=19,430). Overall, Hordaland County is considered representative of Norway on 

both the distribution of gender and rural/urban residence, and the median household 

income is also similar to that of the national average (243). 

The adolescents which at the time of the survey was attending upper secondary 

school, received information per email and one school hour was used to complete the 

questionnaires at school. A teacher was present during the data collection to ensure 
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confidentiality. In addition, the survey staff was available by phone to answer teachers 

or students questions in relation to the survey. Adolescents not going to school 

received the questionnaires by mail at their home address, and also mental health 

services and other institutions were contacted to let adolescents from these settings 

participate. All emails and text messages were sent to the adolescents and their parents 

by the County Council. The questionnaires used in the youth@hordaland survey were 

web-based, and electronic informed consent was obtained from all participants prior to 

the inclusion in the study. Of the 19,430 individuals comprising the target population, 

a total of 10,253 adolescents chose to participate, giving a participant rate of 53%.   

In accordance with the regulations from the REC and Norwegian health authorities, 

adolescents aged 16 years and older can make decisions regarding their own health 

(including participation in research), and thus gave consent themselves to participate in 

the current study. Parents/guardians have the right to be informed, and in the current 

study, all parents/guardians received written information about the study in advance. 

 

2.1.2 The Bergen Child Study (BCS) 

The BCS was conducted by Uni Research Health in collaboration with the 

municipality of Bergen. The BCS is a longitudinal total population study which 

followed up a cohort of children born between 1993 and 1995 in all public and private 

schools in the city of Bergen, and the fourth wave of the BCS was nested within the 

youth@hordaland survey. Bergen is the second largest city of Norway, with a total 

population of around 235,000. The BCS survey collected data from parents, teachers 
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and by self-report, and the protocol for the study is well described in previous 

publications (e.g. 244). For more information about the BCS and related publications 

see uni.no/en/bergen-child-study. The recruitment for the BCS was carried out at 

school level. All 79 primary schools in Bergen took part in the study, including 68 

ordinary public schools, in addition to four special education public schools and seven 

private schools (244). The special education schools included only children with 

mental retardation, while private schools included various religious or ideological 

orientations, and one international school in which the teaching language was English 

(244). 

In total, the BCS included four consecutive waves. The first wave was carried out 

during autumn 2002 and had a target population of 9,430 primary school children aged 

7–9 years. Informed consent to participate was received from 7,007 (74%) of the 

parents prior to the inclusion in the study. The second wave of the BCS was conducted 

four years later during spring 2006, and 5,683 children aged 11–13 years of age 

participated (60% of original target population). Two years later a third wave was 

conducted at a time when the children were 13 to 15 years of age; however, a very low 

response rate (18%) precluded the use of the third wave, and data from this wave is 

therefore not used in the present thesis. During the winter/spring of 2012, when the 

adolescents were 16–19 years of age they were again asked to participate, as the fourth 

wave of the BCS was nested within the youth@hordaland survey (see section 2.1.1). 
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2.1.3 Registry-based data 

The present thesis applies data from two additional registries: The official school 

registry for students in upper secondary school in Hordaland County (Paper 1), and the 

national patient registry (NPR) (Paper 3). Data from these registries was merged with 

the youth@hordaland survey for individuals that had provided an informed consent to 

the use of data from these registries. Among the 10,253 individuals aged 16 to 19 

years included in the full youth@hordaland survey, 9,408 (91.8%) individuals gave 

their consent to use data from national registries. Additionally, specific consent to the 

use of school-registry data was asked for, and a total of 9,569 (93.3%) of the 

youth@hordaland sample consented to the use of this register.  

2.1.3.1 The school registry 

The official school registry in Hordaland County collects data on all students which 

is registered at upper secondary schools in the County, which includes both vocational 

and general studies. Data were provided by the Hordaland County Council and was 

merged with the main dataset from the youth@hordaland, something that was made 

possible through the personal identification number. This merged dataset was used in 

the study presented in this thesis (Paper 1). The school registry provided data on 

academic grades and days and hours missed from school for the adolescents in upper 

secondary school. The data on school grades included achieved grades from past 

semester, while data on attendance rates included each individuals’ registered days and 

hours missed from school during the past semester.  



57 
 

2.1.3.2 The national patient registry 

The National Patient Registry (NPR) is the official national registry in Norway on 

specialist mental health care services and is owned by the Norwegian Health Ministry 

(245).   The NPR includes information on all patients that is either waiting for or 

having received services from the specialist health care services in Norway. One of the 

purposes of NPR is to facilitate research which can contribute to a greater knowledge 

regarding the use of health care services, treatment effects, diagnoses and type of 

interventions (246). It is indicated that the validity is high for most, but not all, types 

of somatic and psychiatric diagnoses in the Swedish national patient registry (247). A 

recent Norwegian study concluded that clinical diagnoses of schizophrenia and bipolar 

disorder in the NPR were accurate and consistent, as validated by research-based 

structural diagnostic interviews (248), supporting similar findings from other Nordic 

countries (249, 250). However, the quality of psychiatric diagnoses registered in the 

NPR remain currently unknown (248), something which is an important area for future 

investigations. 

A dataset from the NPR was made available from the Norwegian Health Ministry 

and was merged with the youth@hordaland survey. This merged dataset was used in 

the study which is presented in this thesis (Paper 3). The NPR provided data on 

specialist mental health care use from January 2008 to December 2011, at a time when 

the adolescents born between 1993 and 1995 were in the age span from 12 to 18 years 

of age, and before youth@hordaland participation. The NPR included data from 

different levels of specialist mental health care services, including both traditional 
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consultations at the mental health care clinics, outpatient visits from professionals at 

home, and inpatient hospital admissions. 

In Norway the tenth version of the International Classification of Diseases (ICD-

10) is the diagnostic manual which is adhered to within specialist mental health care 

(52). NPR data included frequency and amount of contact with the specialist mental 

health care, Axis 1 psychiatric diagnoses, general impairment levels (CGAS), referral 

information, and more. Psychiatric diagnostic evaluations were made by professional 

mental health practitioners, and were based on clinical interviews with 

children/adolescents, parents and teachers, observations and psychological tests. All 

diagnoses were registered in the NPR with ICD-10 codes (see Appendix). Due to the 

relatively small sample of adolescents receiving specialist mental health care, all 

psychiatric diagnoses were categorized into a set of broader diagnostic categories (for 

details, see section 2.3.3).  

 

2.2 Measures 

2.2.1 Potential ADP 

Self-reported measures of alcohol- and illicit drug use were collected during the 

youth@hordaland survey, and were used as explanatory variables (Paper 1) and 

outcome variables (Paper 2 and 3). The following estimates on alcohol/drug use are 

based on the full youth@hordaland sample (n=10,253). 
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2.2.1.1 Single measures of potential ADP 

Ever tried alcohol: A dichotomous variable was based on the single item ‘Have 

you ever tried alcohol?’ (Yes/No). In the youth@hordaland sample a total of 7,525 

(77.3%) of the adolescents reported having tried alcohol. 

Ever tried illicit drugs: Another dichotomous variable was based on a single item 

‘Have you ever tried hash, marijuana or other narcotic substances?’ (Yes/No). In the 

youth@hordaland sample a total of 999 (10.3%) of the adolescents reported having 

tried illicit drugs. 

High-level alcohol consumption: Items measuring self-reported glasses of beer, 

cider, wine, spirits and illegally distilled spirits usually consumed during 14 days were 

added up. 5,474 (53.4%) individuals in the sample reported any usual alcohol 

consumption. The high-level alcohol consumption variable was defined as the above 

90th gender-specific percentile alcohol consumption among the adolescents with any 

usual alcohol consumption, and a dichotomous variable was created for high-level 

alcohol consumption. In the youth@hordaland sample, 560 (5.5%) adolescents 

reported high-level alcohol consumption, comprising 10.2% of those with any usual 

alcohol consumption. For the purpose of secondary analyses, an ordinal gender-

specific variable of alcohol consumption was also constructed, including the following 

ordinal levels: ‘never consumed alcohol’, ‘no present consumption of alcohol’, ‘0.1 to 

19.9th percentile’, ’20 to 49.9th percentile’, ’50 to 79.9th percentile’, ’80 to 89.9th 

percentile’, and ’90 to 100th percentile alcohol consumption’ (36). 
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Frequent alcohol intoxication: Frequency of alcohol intoxication was measured 

based on the question: ‘Have you ever consumed so much alcohol that you were 

clearly intoxicated (drunk)?’ The original item had five categories ranging from ‘No, 

never’ to ‘Yes, more than 10 times’. Frequent alcohol intoxication was defined as 

drinking so much that one was clearly intoxicated more than 10 times (36), and on this 

basis a dichotomous variable was created. In the youth@hordaland sample 1,936 

(18.9%) of the adolescents reported frequent alcohol intoxication. 

A positive CRAFFT score: An additional measure for potential alcohol and drug-

related problems were constructed on the basis of the six-item, validated scale 

CRAFFT. This scale has been designed to identify possible alcohol-and drug related 

problems among adolescents, and has been demonstrated to have acceptable sensitivity 

and specificity at a cut-off of ≥2 (251), and it has been found to have a good 

concurrent validity in a population-based sample of adolescents (252). In addition, 

confirmatory factor analyses in the youth@hordaland-survey indicated a reasonably 

good fit for a single latent construct (alcohol/drug-related problems) for the whole 

sample χ2 (df 8) = 288.14, p < 0.0001, CFI = 0.97, RMSEA = 0.060. The conclusion 

was that there is good support for the factorial and construct validity of CRAFFT. A 

dichotomous variable separating those above the cut-off of ≥2 on CRAFFT from those 

below the cut-off were calculated. In the youth@hordaland sample 2,062 (21.2%) of 

the adolescents reported a positive CRAFFT score. The Cronbach’s alpha for the 

CRAFFT scale was 0.67 in the youth@hordaland sample, while the omega internal 

consistency coefficient was 0.88. 
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2.2.1.2 Increasing levels of indicators on APD  

In order to provide a dimensional variable of ADP, an ordinal variable was 

constructed which summed up dichotomous scores on frequent alcohol intoxication 

(0/1), high-level alcohol consumption (0/1), a positive CRAFFT-score (0/1), and 

having tried illicit drugs (0/1). This ordinal variable divided adolescents to five groups, 

spanning from 0 to 4 of the selected indicators for ADP. In the youth@hordaland 

sample 5,821 (64.3%) reported none, 1,719 (19.0%) reported one, 926 (10.2%) 

reported two, 487 (5.4%) reported three, and 107 (1.2%) reported four of these 

potential indicators of ADP. This variable will be referred to as increasing levels of 

indicators on APD in the present thesis.  

 

2.2.2 Mental health problems 

Mental health problems were collected by adolescent self-report (Paper 1), by 

parent and teacher report during childhood (Paper 2), and finally as formal psychiatric 

diagnoses registered in the NPR during adolescence (Paper 3). In addition, self-

reported mental health symptoms were used to investigate differences between 

adolescents from the youth@hordaland-survey that consented to the linkage with the 

NPR compared with those that refused to consent (Paper 3). 

2.2.2.1 Self-reported symptoms of adolescent mental health problems 

Self-reported symptoms on mental health problems during adolescence were 

measured in the youth@hordaland survey (see section 2.1.1), and included symptoms 

of depression, anxiety, ADHD, and conduct problems. These measures were applied as 
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control variables in the cross-sectional sample (n=7,874) with merged data between 

the youth@hordaland and the school-registry (Paper 1).  

Symptoms of depression was measured using the short version of the Mood and 

Feelings Questionnaire (SMFQ) (253). The SMFQ consist of 13 items assessing 

depressive symptoms rated on a 3-point scale, ranging from ‘Not true’, ‘Sometimes 

true’ and ‘True’. A continuous measure of the SMFQ has been validated among 

Norwegian adolescents (254), supporting its use in population-based samples. 

Symptoms of anxiety were assessed by using the five-item inventory SCARED, 

which is a short form of the 41-item full version screening inventory for anxiety 

disorders (255). Its usefulness as a screening instrument for anxiety have been 

demonstrated in both clinical (255, 256) and population based samples (257) of 

adolescents.  

Symptoms of inattention and hyperactivity were identified using an official 

Norwegian translation of the Adult ADHD Self-report Scale (ASRS) (258). This is an 

18-item self-report scale, consisting of nine items that measure symptoms of 

inattention, and nine items that measure symptoms of hyperactivity/impulsivity, and in 

which responses are given on a 5-point scale ranging from ‘Never’ to ‘Very often’. 

The ASRS scale is evaluated as a reliable self-reporting rating scale for symptoms of 

attention-deficit/hyperactivity disorder (ADHD) for both adolescents and adults (259). 

Symptoms of conduct problems were measured using the Youth Conduct Disorder 

(YCD) instrument. This scale consist of 8 items which are part of the Diagnostic 

Interview Schedule for Children Predictive Scales (DPS) (260). The DPS scale has 
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been shown to accurately determine adolescents who are at high probability of meeting 

diagnostic criteria for conduct disorder (260).  

2.2.2.2 Parent- and teacher reported externalizing and internalizing problems 

during childhood 

Childhood externalizing and internalizing problems was measured in the BCS (see 

section 2.1.2) with the Strengths and Difficulties Questionnaire (SDQ) scale (261), and 

was completed separately by parents and teachers at T1 and T2 of the BCS. 

Externalizing/internalizing problems were applied as explanatory variables in the 

longitudinal sample (n=2,438) of paper 2. 

The SDQ is a screening questionnaire for children and adolescents aged 4–16 years 

of age, consisting of 25 items which describe positive and negative characteristics of 

children within five subscales: (1) emotional problems (2) conduct problems (3) 

hyperactivity-inattention problems (4) peer/relationship problem and (5) pro-social 

behavior (not used in this thesis). Each item is scored on a three-point scale; not true, 

somewhat true, and certainly true, with total subscale scores each ranging from 0 to 

10. An externalizing problems scale is constructed by merging the subscales of 

conduct problems and hyperactivity-inattention problems, an internalizing problems 

scale is constructed by merging the subscales of emotional problems and 

peer/relationship problems, and a total problem score is constructed by merging the 

subscales of emotional, conduct problems, hyperactivity-inattention, and 

peer/relationship problems scale (262). 
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The SDQ has been validated in various countries (244, 263, 264), and a recent 

review found that the psychometric properties of the SDQ are strong and 

recommended its use as a screening instrument (265). Importantly, the use of broader 

internalizing and externalizing scales from the SDQ is found to be acceptable in low-

risk samples (124), has a good fit with the included subscales (266), and is relatively 

‘uncontaminated’ by each other (125). Additionally, the prosocial scale have low 

correlation with the other four subscales (262, 266), and is related to skills that are not 

conceptually restricted to neither externalizing nor internalizing problems (262), 

supporting its exclusion from the analyses of the present thesis.  

In the present thesis, an externalizing problems scale was constructed by merging 

the subscales of conduct problems and hyperactivity-inattention problems, while an 

internalizing problems scale was constructed by merging the subscales of emotional 

problems and peer/relationship problems. The responses from teachers and parents 

from T1 and T2 were summed to single, continuous variables. Moderate correlations 

between parent and teacher reports were found for both the externalizing problems 

scale (R=0.51) and the internalizing problems scale (R=0.47), which were evaluated as 

acceptable. The Cronbach’s α of the SDQ scales ranged from 0.81 to 0.85 in the 

longitudinal BCS sample (n=2,438). 

A single, continuous externalizing problems variable was constructed, including 

2,263 individuals (55.5% girls). Of note, the number of individuals in this variable 

were somewhat lower than the full sample of 2,438 subject as only individuals with 

valid reports on externalizing problems at both T1 and T2 were included in the 

variable. Externalizing problems ranged from 0 to 57 (M=9.72, SD=7.86). For the 
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purpose of secondary analyses, separate subscales were also constructed for conduct 

problems (M=2.26, SD=2.75) and hyperactivity/inattention (M=7.47, SD=5.91).  

Similarly, a single, continuous internalizing problems variable was constructed, 

including 2,266 individuals (55.4% girls), in which only individuals with valid 

responses on internalizing problems at both T1 and T2 were included. Internalizing 

problems ranged from 0 to 53 (M=6.02, SD=6.58). For the purpose of secondary 

analyses, it was also constructed a subscale for emotional problems (M=3.23, 

SD=3.86) and peer/relationship problems (M=2.79, SD=3.71).  

2.2.2.3 Formal Axis 1 psychiatric diagnoses during adolescence 

Psychiatric diagnoses given within specialist mental health care were retrieved 

from the NPR (see section 2.1.3.2) and were applied as explanatory variables in the 

follow-up sample (n=9,408) with merged data between the youth@hordaland survey 

and the NPR (Paper 3). As noted, 853 adolescents had received specialist mental 

health care during the past four years. A total of 103 Axis I diagnostic codes were 

detected (including F- and R-codes), as well as the codes for 1-000 (“No proven 

diagnosis on Axis I”) and 1-999 (“Not sufficient information to code on Axis 1”). All 

these diagnostic and administrative codes adhered to the ICD-10 diagnostic manual 

(52). 

The variables for psychiatric diagnoses were constructed on the basis of the full 

range of ICD-10 codes available in the NPR dataset, in which all the codes mentioned 

above were assigned to a simple set of broader diagnostic categories, including (1) 

anxiety (n=132); (2) depression (n=172); (3) conduct disorders (n=32); (4) attention-
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deficit/hyperactivity disorder (ADHD, n=154); (5) autism spectrum disorders (n=46); 

(6) eating disorders (n=40); (7) trauma-related disorders (n=66); (8) psychotic 

disorders (n=10); (9) other diagnoses (n=84); (10) and no diagnosis (n=329). The 

operationalization of the diagnostic categories used in the paper is summarized in the 

Appendix. Of note, none of the adolescents in the NPR were registered with any 

substance or alcohol-related diagnoses. 

Psychiatric comorbidity was operationalized as having a valid registration of an 

Axis I-psychiatric diagnosis in addition to having at least one psychiatric diagnosis 

from a different diagnostic category. Among the 524 adolescents with a psychiatric 

diagnosis, 133 individuals (25.4%) had at least one comorbid psychiatric diagnosis. 

Psychiatric comorbidity rates spanned from 28.8% among individuals with trauma-

related disorders to 70.0% among those with a psychotic disorder.  

 

2.2.3 School-related problems 

School-related problems were used as our main outcome measures in Paper 1, and 

included low school grades, high number of days missed from school, and high 

number of hours missed from school. The data was retrieved from the official school 

registry for upper secondary schools in the county of Hordaland, Norway (see section 

2.1.3.1).  

2.2.3.1 Low school grades 

In Norway, secondary schools use a scale running from 1 to 6, with 6 being the 

highest grade (outstanding competence), 2 being the lowest passing grade (low level of 
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competence), and a 1 is a “fail” (no qualified competence). The grade point average 

(GPA) was calculated as the average of the student's grades during their time at the 

school. Mean combined GPA in the sample was 3.85 (standard deviation 0.80). Based 

on the continuous distribution of GPA in the sample, GPA was dichotomized 

under/above the 10th gender-specific percentile, constructing a variable indicating low 

GPA for adolescents scoring below this threshold. 859 (10.9%) of the adolescents of 

the sample had a low GPA. 

2.2.3.2 High number or days and hours missed from school 

Official registry-based data on attendance rates were also provided by official 

registry data from the Hordaland County, and they included both days and school 

hours of absence for the last semester (6 months). The mean number of days missed in 

the sample was 4.02 (standard deviation 5.04), while the mean number of hours missed 

was 7.51 (standard deviation 11.10). Based on the continuous distribution in the 

sample of respectively days and hours missed from school, two variables were 

constructed indicating high number of days and high number of hours missed from 

school for adolescents which were dichotomized under/above the 90th gender-specific 

levels of respectively number of days and hours they did not attend school. 721 (9.2%) 

of the adolescents in the sample had a high number of days missed, and 767 (9.7%) 

had a high number of hours missed from school. 
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2.2.4 Demographic measures in adolescence 

All the demographic measures applied in this thesis were retrieved at a time when 

the individuals were adolescents, spanning from 16 to 19 years of age. 

2.2.4.1 Age and gender 

Age and gender on all participants were retrieved from the Norwegian Population 

Registry. These variables were used as potential confounding variables in all the three 

papers that comprise the present thesis. 

2.2.4.2 Socioeconomic status (SES) 

Several measures of self-reported socioeconomic status (SES) were collected, and 

included perceived family economy, maternal educational attainment, and paternal 

educational attainment. These variables have been used in a range of previous 

publications from the BCS and youth@hordaland (267, 268). Perceived family 

economy was reported as either ‘equal to others’, ‘better than others’, or ‘poorer than 

others’. A previous study revealed that family economy was a significant predictor of 

mental health problems (267). Parental educational attainment was also reported on 

both mother and father, and the responses were divided into only primary school, high 

school, or more than four years of University or higher education. The variables of 

perceived family economy and maternal and paternal educational attainment were all 

used as a measures of self-reported family SES, and were included as potential 

confounding variables in all three papers. 

 

2.3 Study samples 
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Common for all the samples was that we employed data from the 

youth@hordaland survey, which had a total of 10,257 individuals, which were all were 

living in Hordaland and were born between 1993 and 1995. Among these, 4 

individuals had not valid information on the age variable extracted from the personal 

identification number. In paper 1 all 10,257 adolescents were included. In paper 2 and 

3 these four individuals were excluded and the total number of participants in the 

youth@hordaland survey was updated to 10,253, which is the number applied in this 

thesis. Due to different use of additional data sources in the three papers, the final 

study samples for each paper differed correspondingly, as further highlighted in the 

following sections.  

 

2.3.1 Paper 1 

In paper 1, aiming to explore associations between ADP and school-related 

problems, some individuals did not consent to use data from the school registry 

(n=682), while some individuals had missing information on either school registry data 

(n=1,190) or alcohol- and illicit drug use (n=511). Therefore, the final sample for this 

paper consisted of a total of 7,874 adolescents (76.8% of the full youth@hordaland 

sample). Compared with the excluded individuals from the full youth@hordaland 

sample, these individuals were somewhat younger, had higher maternal and paternal 

education attainment, and had more symptoms of depression and 

inattention/hyperactivity. However, effect sizes for these differences were consistently 

small (Cohens d’s ranging from 0.06 to 0.16).  
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2.3.2 Paper 2 

In paper 2, which explored longitudinal associations between childhood mental 

health problems and adolescent alcohol/drug use, only children born between 1993 and 

1995 living in the city of Bergen were invited. The data stem from the first, second and 

fourth waves of the BCS (see section 2.1.2), while the third wave was excluded due to 

the low response rate (18%). For the ease of reading, the three included waves used in 

this paper are labeled T1, T2 and T3 in this thesis. The final study sample included 

only those that had valid parent or teacher responses on the Strengths and Difficulties 

Questionnaire (SDQ) at both T1 and T2, and which also had participated in the 

youth@hordaland survey (T3). Hence, the sample comprised a total of 2,438 

individuals. Compared with the excluded individuals from the full youth@hordaland 

sample, the included adolescents comprised somewhat more girls (d=0.07, p<0.01), 

had higher parental educational attainment (d’s ranging from 0.29 to 0.35, p<0.001), 

had more often tried illicit drugs (d=0.09, p<0.001), and had lower mean levels of 

externalizing/internalizing problems (d’s ranging from 0.18 to 0.20, p<0.001). 

However, these effect sizes were overall small. 

 

2.3.3 Paper 3 

Om paper 3, which aimed to explore which psychiatric diagnoses that preceded 

alcohol/drug use, data from the youth@hordaland survey and the NPR was applied. 

Among the 10,253 individuals aged 16 to 19 years included in the full 



71 
 

youth@hordaland survey, 845 (8.2%) individuals did not consent to use data from 

national registries (see section 2.1.3). These individuals were therefore excluded, and 

the final sample included a total of 9,408 individuals. Compared with the full 

youth@hordaland sample, these non-included individuals were slightly older (17.6 

versus 17.4 years, p<0.001), had more frequently high-level alcohol consumption (8.5 

% versus 5.9 %, d=0.11, p<0.01), and had more frequently symptoms of conduct 

problems (0.68 versus 0.54, d=0.11, p<0.01). Furthermore, out of the 9,408 individuals 

which comprised the sample for Paper 3, a total of 853 (9.1%) adolescents had at least 

one registration in NPR and therefore constituted the group of adolescents which had 

received specialist mental health care services during the last four years. Thus, these 

853 adolescents will be referred to as the clinical sample.  

 

2.4 Representativeness and generalizability 

In the present thesis the target population is adolescents born in 1993 to 1995 living 

in Bergen (paper 2) and in Hordaland (paper 1 and 3), and an overarching aim is to 

shed light on development of ADP and how ADP is associated with mental health 

problems and school-related problems among adolescents. In order to generalize 

results drawn from a given study sample to a larger population, a range of 

considerations should be made.  

First, the representativeness of the sample must be evaluated. In the process of 

inferring from a sample to the source from which it is drawn, it is a great aid to have a 

representative sample  (63, 269). The present thesis apply data from a large 
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community-based sample of adolescents, and has a considerable strength in the high 

number of participants that have participated in the survey. However, this does not 

imply that the sample is fully representative. Regarding the representativeness of the 

BCS, a previous publication suggest that the participants in the first wave of the study 

(which included 74% of the full target population) had fewer mental health problems 

and tended to have a higher socio-economic status compared with non-participants 

(244). However, the effect size of these differences were reported to be small (244), 

suggesting that the representativeness of the sample may be acceptable. There are also 

some indications of selective drop-out throughout the waves of the BCS (270), 

something which may contribute to reducing the representativeness of the sample. 

Selective dropout is a well-known challenge in longitudinal cohort studies (271). 

However, while selective dropout is likely to affect prevalence rates of both mental 

health problems and alcohol/drug use, regression models is proposed to be only 

marginally affected by selective drop-out (271) as measures of associations tend to be 

less vulnerable than prevalence rates (244, 272). This notion was confirmed in the 

BCS (270), suggesting that selective drop-out in the BCS, and hence the sub-optimal 

representativeness, do not seriously affect the opportunities to calculate the 

associations of interest for this thesis.  

Regarding representativeness of the youth@hordaland-survey, only a total of 53% 

of the target population (see section 2.1.1) participated in the survey, and no data are 

available from the non-responders. Therefore, it is difficult to evaluate how and to 

what extent the youth@hordaland sample differ from the adolescents which did not 

participate in the survey. All individuals in the target population was invited to 
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participate in the study, but the data collection was to a large extent located at an upper 

secondary school-setting, and individuals attending school are somewhat over-

represented in the study. Therefore, it cannot be ruled out that non-participation may 

have resulted in a not fully representative sample. However, school-participation in 

Norway is generally high, therefore contributing to diminish this potential source of 

this selection bias. According to national, Norwegian statistics, a total of 92% of 

adolescents in the target age group was attending upper secondary school at the time 

(108), while the corresponding percentage in the included youth@hordaland sample 

was 98%. Also of note, due to the linkage with school-registry data (paper 1), and 

linkage with patient-registry data (paper 3), additional differences occur between the 

samples of this thesis and the youth@hordaland/BCS original samples (for details, see 

section 2.3). Despite these shortcomings, the generally high representativeness due to 

the application of population-based samples, comprise overall a strength of the present 

thesis. 

Second, the generalizability of the findings should also be discussed. 

Generalizability refer to the extent to which research findings can be considered to be 

relevant to the larger group (i.e. adolescents) that the findings are supposed to 

represent, and not only to the particular sample that were used in the study (273). 

Hence, whereas representativeness primarily relate to the ability to draw statistical 

inferences, generalizability is related to the possibilities to draw broader scientific 

inferences (269). In order to ensure a high generalizability, it is necessary to employ 

designs that allow meaningful analyses, and therefore that the particular studies are 

informed by both theory and previous empirical findings. For example, although a 
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sample is fairly representative of the population it is supposed to represent, findings of 

overall associations within the sample may not necessarily apply to every subgroup of 

the sample, but may constitute an ‘average effect’ from subgroups that potentially 

differ considerably in terms of the associations of interest (269). Therefore, 

generalizability may be increased when associations are investigated across relevant 

subgroups. The present thesis is informed by recent scientific literature in order to 

ensure research questions and statistical analytic strategies which promote a proper 

generalizability. 

 

2.5 Statistical analyses 

2.5.1 Descriptive statistics and representativeness analyses 

All analyses of the present thesis were performed using STATA V.14.0 (274), with 

the exception that the omega internal consistency coefficient for the CRAFFT 

questionnaire was calculated in R (275). Descriptive analyses of the samples compared 

with the full youth@hordaland sample were applied using t-tests for mean group 

differences on explanatory, outcome and demographical variables across included 

versus non-included adolescents of the sample, along with Cohens d-tests for 

estimation of group differences by means. These differences are highlighted in section 

2.3 above for each paper with respect to representativeness analyses. Additional 

descriptive analyses are described for paper 3 under section 3.3 in which differences 

between the clinical sample and the general population are described in terms of ADP 

outcomes. 
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2.5.2 Logistic regression analyses 

In paper 1, logistic regression analyses were conducted for the associations 

between ADP and school-related problems. Adjusted models took into account the 

potential confounding effects from age, gender, and SES; as well as the potential 

confounding effects form age, gender, SES, and symptoms of mental health problems.  

In paper 2, logistic regression analyses were conducted for the associations 

between externalizing/internalizing problems and ADP during adolescence. In 

adjusted analyses it was accounted for the potential confounding effects of 

externalizing problems on the association between internalizing problems and ADP, 

and the potential confounding effects from internalizing problems on the association 

between externalizing problems and ADP. It was also accounted for the additional 

potential confounding effects from gender, age and SES. Secondary analyses included 

unadjusted and adjusted associations between sub-scales of externalizing/internalizing 

problems and ADP. 

In paper 3, logistic regression analyses were conducted on the associations between 

psychiatric diagnoses and ADP, while adjustments were made for the potential 

confounding effects from psychiatric comorbidity, and finally for the potential 

confounding effects from psychiatric comorbidity, SES, gender, and age. 

 

2.6 Ethical considerations 

Epidemiological questionnaire surveys are a widely used data collection method 

within social sciences (276), and provide an effective means of delivering the same 
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questions to a relatively large sample of persons. Although community based surveys 

provide a relatively non-intrusive research method, there are nevertheless important 

ethical considerations that should be undertaken (277, 278), including ethical issues 

relates to confidentiality and informed consent (279). Other considerations include the 

effort to ensure a high quality in the preparation and implementation of the survey, in 

the statistical analyses, and in the reporting of the results from studies that use data 

from the survey (279). Also, it is an ethical concern to provide relevant information 

and support during the conduction of the survey. 

The present thesis has been informed by these ethical concerns. Formal ethical 

approval for the study was ensured prior to the conduction of the data collection or 

merging of datasets. The BCS was approved by the Regional Committee for Medical 

and Health Research Ethics in Western Norway (REK Vest), and permission to collect 

and store data was given by the Data Inspectorate in Norway. The youth@hordaland 

survey in general and the linkages with school-registry (2011/811/REK Vest) and the 

NPR (2012/1467/REK vest) was also approved by REK Vest. The Norwegian Health 

Ministry which administers the NPR also provided their approval for the use of the 

registry in linkage with the youth@hordaland. 

Measures were taken to ensure the confidentiality of the participants of both the 

BCS and the youth@hordaland survey. The personal identification number of all 

participants was used along with an encryption key to link variables to a dummy 

identification number, ensuring a high quality of the dataset, and also hiding the 

personal identity of the participants from the datasets. Similarly, the personal 
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identification number was used to merge datasets properly, while keeping the 

participants anonymous for all researchers handling the data. 

Informed consent was retrieved from all individuals participating in the study. 

According to Norwegian rules and regulations, it is possible for adolescents aged 16 

years or older to give consent to participate in research studies, but parents should be 

informed. All parents received information on the BCS study prior to the inclusion in 

the data collection, while only adolescents that provided an informed, written consent 

prior to the data collection were included in the youth@hordaland survey. 

Additionally, the adolescents had the opportunity to provide consent to participation in 

the youth@hordaland survey only, or to also allow for the linkage of the survey with 

national registries in general or only to the school-registry.  

In order to ensure a high scientific quality of the work, all papers of the present 

thesis have been done in collaboration between the PhD candidate and the co-authors 

of each particular paper. This collaboration has included all phases of the scientific 

process, including planning, preparation of data, conduction of the statistical analyses, 

interpretation of the analyses, and writing of the manuscripts. Furthermore, all papers 

have been submitted to well-known peer-reviewed journals, therefore contributing to a 

high quality throughout the scientific process. 

Finally, in order to provide access to medical care, easy accessible information on 

mental health services was made available for the adolescents who participated in the 

youth@hordaland study. A direct phone number to the research staff was provided, by 

which they could call to receive more information. Also, personnel within school 
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health services were informed about the survey, and therefore enabled to be present for 

the adolescents by the time they answered the questionnaire. 

 

2.7 Overview of the papers 

To summarize: The first study in the current thesis is a cross-sectional study with 

the main aim to evaluate how ADP is associated with school-related problems, 

including low GPA and high number of days and hours missed from school. The data 

was retrieved from a linkage between the youth@hordaland survey and the official 

school-registry for upper secondary schools in Hordaland municipality.  

The second study has a longitudinal design with the main aim to analyze the 

prospective associations between childhood externalizing and internalizing problems 

and ADP during adolescence. The data was from the first, second and fourth wave of 

the BCS, and the last wave of the BCS was nested within the youth@hordaland 

survey.  

 The third study is a follow-up study with the main aim to investigate which 

psychiatric diagnoses that precede ADP among individuals which have used specialist 

mental health care. The youth@hordaland survey was merged with data from the NPR, 

from which information on the adolescents’ psychiatric diagnoses was retrieved.  
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3. Results 

3.1 Paper 1. ADP and school-related problems 

The final sample consisted of 7,874 participants from the youth@hordaland 

sample. Descriptive characteristics of the full youth@hordaland sample are described 

in section 2.2 in relation to the included variables. Also, as described in section 2.3.1, 

there were some differences between the included individuals of the final sample for 

this paper and the excluded individuals from the youth@hordaland on some of the 

variables; however, these differences were consistently small. 

The results of logistic regression analyses clearly showed that adolescents with 

indications of ADP had more school-related problems than adolescents without these 

indications. All measures of alcohol/drug use (including ever tried alcohol, ever tried 

illicit drugs, high-level alcohol consumption, frequent alcohol intoxication, and a 

positive CRAFFT score) were associated (all p<0.001) with low GPA (Odds ratios 

(OR) ranging from 1.82 to 2.21), high number of days missed from school (ORs 

ranging from 1.79 to 3.04) and high number of hours missed from school (ORs 

ranging 2.17 to 3.44). The strength of the estimates were somewhat reduced after 

adjusting for age, gender, SES, and mental health problems; however, all associations 

were still statistically significant (Adjusted odds ratios (AORs) ranging from 1.44 to 

2.31, all p<0.05). 

The results of ordinal logistic regression analyses between increasing levels of 

indicators on APD and school-related problems showed consistently positive 

associations, in which adolescents with the highest number of indicators for ADP also 
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had higher odds for low GPA, high number of days missed from school, and high 

number of hours missed from school. Monotonous trends (all p<0.001) were found in 

all these associations in both unadjusted and adjusted analyses. 

Additionally, increasing ordinal levels of alcohol consumption were associated 

with higher odds for low GPA, high number of days missed from school, and high 

number of hours missed from school. All associations between ordinal levels of 

alcohol consumption and school-related problems showed statistically significant 

monotonous trends (all p<0.001) in both the unadjusted and fully adjusted models.  

 

3.2 Paper 2. Childhood externalizing/internalizing problems and 

adolescent ADP 

The final sample consisted of 2,438 participants. Common for all the participants 

of the sample were that they participated in T1, T2 and T3 of the BCS. As outlined in 

section 2.3.2, there were some differences between the included individuals of the 

longitudinal sample for this paper and the excluded individuals from the 

youth@hordaland survey. These differences were from small to medium size, and 

importantly were small for all measures of alcohol/drug use and symptoms of youth 

self-reported externalizing/internalizing problems. 

Externalizing problems were positively associated with illicit drug use, a positive 

CRAFFT score, and frequent alcohol intoxication (ORs ranging from 1.17 to 1.29, all 

p<0.01), and with increasing levels of indicators on APD (OR=1.21, p<0.001), in 

unadjusted analyses. In fully adjusted models (adjusting for SES, gender, age and 
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internalizing problems), externalizing problems were positively associated with all 

single measures of alcohol/drug use (AORs ranging from 1.24 to 1.40, all p<0.05), as 

well as with increasing levels of indicators on APD (AOR=1.38, p<0.001). Both sub-

scales of externalizing problems, including SDQ conduct problems and SDQ 

hyperactivity/inattention, were for the most part positively associated with increasing 

levels of indicators on APD even in fully adjusted models (AORs ranging 1.19 to 1.23, 

all p<0.05). 

Internalizing problems were negatively associated with having tried alcohol and 

frequent alcohol intoxication (ORs ranging from 0.89 to 0.90, all p <0.05) in 

unadjusted analyses. After adjusting for SES, gender, age and externalizing problems, 

internalizing problems were negatively associated with all single measures of 

alcohol/drug use (AORs ranging from 0.83 to 0.88, all p<0.05). Furthermore, 

internalizing problems had a statistically significant association with increasing levels 

of indicators on APD in the fully adjusted model (AOR=0.84, p=0.001). Finally, 

neither of the internalizing subscales were significantly associated with increasing 

levels of indicators on APD (p-values ranging from 0.15 to 0.67).  

In secondary analyses, associations between externalizing/internalizing problems 

and ordinal levels of indicators for alcohol/drug use were analyzed stratified by 

gender. However, no substantial gender differences were found, as the same patterns 

of associations were evident across gender, with similar magnitude of associations.  

 

3.3 Paper 3. Psychiatric diagnoses preceding adolescent ADP 
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The final sample comprised 9,408 individuals, which had all participated in the 

youth@hordaland survey and consented to the use of registry data, and the included 

individuals were similar to the full youth@hordaland sample with few exceptions (see 

section 2.3.3). Within the final sample, a total of 853 (9.1%) had at least one 

registration in NPR and therefore constituted the clinical sample of this paper, 

implying that these adolescents had received specialist mental health care services 

during the last four years. The other individuals of the sample (n=8,555) comprised the 

general population, implying that they had not received specialist mental health during 

the past four years. 

Descriptive analyses applying t-tests revealed that individuals from the clinical 

sample had significantly (all p<0.05) more girls (d=0.12) and had lower self-reported 

SES (d’s ranging from 0.16 to 0.17) compared with the general population sample. 

Although individuals in the clinical sample were no more likely to having tried alcohol 

(p=0.57), they reported more often frequent alcohol intoxication (d=0.09, p<0.05), 

high-level alcohol consumption (d=0.12, p=0.01), positive CRAFFT-scores (d=0.20, 

p<0.001), illicit drug use (d=0.29, p<0.001), and increasing levels of indicators on 

APD (d=0.27, p<0.001) compared with the general youth@hordaland population. Of 

note, these differences were of relatively small size (ranging from d=0.09–0.29).  

Logistic regression analyses were conducted for associations between psychiatric 

diagnoses and self-reported ADP. Anxiety, depression, conduct disorders, ADHD, 

eating disorders, and trauma-related disorders were all positively associated with at 

least some measure of potential ADP (ORs ranging from 1.60 to 4.76, all p<0.05) in 

unadjusted analyses, while depression, conduct disorders and trauma-related disorders 
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were also positively associated with increasing levels of indicators on APD (ORs 

ranging from 1.92 to 2.82, all p<0.01). When adjusting for potential confounding 

variables – including psychiatric comorbidity, SES, gender and age – both anxiety and 

ADHD were no longer positively associated with ADP. Depression, conduct disorders 

eating disorders, and trauma-related disorders were positively associated with at least 

some measure of potential ADP (AORs ranging from 1.60 to 4.70, all p<0.05). Only 

trauma-related disorders were still positively associated with increasing levels of 

indicators on APD in adjusted models (AOR=2.53, p<0.01). 

Autism was negatively associated with frequent alcohol intoxication in both 

unadjusted (OR=0.30, p<0.05) and fully adjusted models (AOR=0.22, p<0.05). 

Adolescents from the clinical sample with no Axis 1-psychiatric diagnosis had positive 

associations in both unadjusted models with several single measures of potential ADP 

(ORs ranging from 1.51 to 1.74, all p<0.01) and increasing levels of indicators on 

APD (OR=1.46, p<0.01). After adjustment for SES, gender and age, there were still 

positive associations with both single ADP measures (AORs ranging from 1.74 to 

1.86, all p<0.05) and increasing levels of indicators on APD (AOR=1.50, p<0.01). 
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4. Discussion 

4.1 Summary of findings 

The results of the present thesis suggest that adolescents with ADP experience 

more school-related problems than individuals without a problematic use of 

alcohol/drugs. Childhood externalizing problems show robust and consistent 

associations with adolescent ADP, while childhood internalizing problems is 

negatively associated with ADP after adjustment from co-occurring externalizing 

problems. A range of psychiatric diagnoses during adolescence are positively 

associated with ADP, while trauma-related disorders, conduct problems and 

depression showed the most robust associations. Importantly, adolescents with trauma-

related disorders demonstrated as a particularly high-risk group for ADP among 

adolescents receiving specialist mental health care services. 

 

4.2 Interpretation of findings 

4.2.1 ADP and school-related problems 

The aim of the first paper of the thesis was to investigate how ADP is associated with 

school-related problems and to what extent these associations are independent from 

the potential confounding effects of gender, age, SES and mental health problems. The 

results demonstrate that ADP were consistently and independently associated with 

school-related problems. In this respect, our study supports several previous studies 

which have reported that adolescent ADP are associated with lower academic 
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achievement (e.g. 197, 199, 200) and increased absence from school (e.g. 99, 101). 

The results however contradict some recent studies which indicate that ADP should 

not be regarded as particularly important factors for school-related functioning (194, 

201, 202).  

It is important to consider possible reasons for these inconsistencies in previous 

results. First, earlier investigations that fail to demonstrate positive associations 

between ADP and school-related problems may have been tampered by the way 

school-related problems are measured. Previous investigations – with only a few 

exceptions (e.g. 202, 206) – have relied on self-reported data on school-related 

problems, something which potentially may flaw the conclusions. A recent study 

demonstrated that self-reported grades are highly vulnerable to bias, and that this bias 

also differed by gender (202). Balsa and colleagues therefore recommended that future 

investigations should give high priority to ensure non-biased data on school-related 

problems (202). The present thesis adheres to this recommendation, applying registry 

data on school-related problems, something which should be considered as a 

considerable strength compared with the majority of earlier studies. 

Furthermore, some of the inconsistencies in the previous literature on how ADP is 

associated with school-related outcomes may be related to the failure in many previous 

studies to include potentially relevant confounding factors such as mental health 

problems, SES and gender (207). As some developmental models conceptualize ADP 

among adolescents as expressions of a broader tendency towards either internalizing 

problems or externalizing problems (e.g. 1), observed associations between ADP and 

school-related problems may therefore be hypothesized to merely be a marker of these 
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broader tendencies. In support of this notion, a study by Hemphill and colleagues 

(101) reported that most of the association between alcohol use and school grades and 

school attendance disappeared when a range of individual, family, peer and school-

related confounders – including mental health problems – were accounted for.  

Despite the inclusion of common mental health problems as potential confounding 

variables in the associations between ADP and school-related problems, the results of 

the present thesis consistently demonstrated positive associations between all measures 

of ADP and all measures of school-related problems, in both unadjusted and adjusted 

models. These findings suggest that ADP is an important factor for school-related 

problems among adolescents, and that the association between ADP and school-related 

problems could not be attributed to vulnerability factors which are shared across those 

with and without adolescent ADP. However, it should be noted that residual 

confounding due to non-observed third variables cannot be excluded, such as genetic 

factors, peer relationships, or adverse family characteristics, all of which could 

potentially affect both ADP and school-related problems. The potential influence of 

these factors on the association between ADP and school-related problems were 

however beyond the scope of this thesis.  

The conceptualization of ADP may also play an important role. A previous study 

reported that binge drinking, but not alcohol use without binging, were associated with 

somewhat lower GPA (200), highlighting that the actual operationalization and 

measure of ADP may affect the extent to which positive associations are detected. It 

also raises the question on whether the association between ADP and school-related 

problems are specific to only certain patterns of alcohol/drug use. A previous study 
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reported a dose-response effect between cannabis use and results on standardized 

assessment test at age 16 (198), suggesting that dimensional aspects of ADP may be 

important to take into account. Nevertheless, no previous studies have investigated 

how increasing levels of indicators on APD or increasing levels of alcohol 

consumption correspond to negative school-related outcomes, such as GPA or school 

attendance. Therefore, the application of a variety of measures on ADP adds to the 

contribution from the present thesis. In short, the results indicate that positive 

associations between ADP and negative school-related outcomes were not restricted to 

only a certain type of drinking pattern, and that the magnitude on the association with 

the school-related problems only slightly varied across different measures of ADP. 

Higher number of total indicators on potential ADP, as well as increasing levels of 

alcohol consumption, was consistently associated with increasing odds for school-

related problems. These findings further strengthen the interpretation of ADP as an 

important factor for school-related problems.  

It may be useful to consider these findings in light of the bioecological model (94, 

280) in order to provide a better understanding of how ADP and school-related 

problems are subject to a considerable co-variation. Specifically, alcohol/drug use – 

which is most salient in a spare time / peer group setting – was in the present thesis 

found to be associated with problems evident at school. These findings highlight the 

dependencies across different microsystems surrounding the individuals. However, 

due to the cross-sectional design of the study, it cannot be concluded on the 

directionality of the findings. Previous findings have suggested that ADP is associated 

with subsequent school-related problems (198, 281), while school-related problems is 
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also linked with subsequent ADP (282). Hence, it is likely that ADP and school-

related problems have a reciprocal nature. In short, ADP and school-related problems 

appear to be concepts with a considerable co-variation, highlighting the importance of 

not viewing ADP as an isolated health-behavior, but as a multifaceted, complex 

problem with a disruptive potential for the further development from adolescence into 

the adult years. 

  

4.2.2 Mental health problems and development of ADP 

The present thesis aims to investigate how childhood externalizing and internalizing 

problems, and adolescent psychiatric diagnoses, are associated with ADP during 

adolescence. Importantly, these research questions address both childhood and 

adolescent antecedents of ADP, and both dimensional and categorical measures are 

used to conceptualize mental health problems.  

Previous literature have provided empirical support for a dimensional 

understanding of common mental health problems (55-57), and an important strength 

of a dimensional measure of mental health problems is that it taps continuous 

symptom loads of mental health problems that not necessarily imply the presence of 

problems above a clinical cutoff (283). The use of dimensional measures of 

externalizing and internalizing problems applied in paper 2, is suitable for studies 

within a general population, and particularly useful in highlighting how 

externalizing/internalizing problems operate as general risk or protective factors in the 

development of ADP. 
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Previous studies also provide substantial support for a categorical 

conceptualization of mental health problems, i.e. psychiatric diagnoses, which is 

extensively summarized and operationalized in the ICD-10 diagnostic manual (52). 

One substantial strength of using psychiatric diagnoses as a measure of mental health 

problems, is that the presence of a psychiatric diagnosis not only imply a thorough 

evaluation of an individual’s symptoms, but also that these symptoms are evaluated to 

be sufficiently impairing for daily functioning to qualify for a formal diagnosis. 

Therefore, the application of psychiatric diagnoses may be particularly suitable for an 

exploration of how mental health problems are associated with adolescent ADP in 

adolescents with clinically impairing mental health problems.  

In the following sections the results from papers 2 and 3 are outlined and 

summarized from respectively the analyses of childhood, dimensional mental health 

problems and adolescent ADP, and adolescent categorical mental health problems 

(psychiatric diagnoses) and ADP.   

 

4.2.2.1 Dimensional mental health problems and adolescent ADP 

The dual-pathway model for development of ADP is a main theoretical framework 

that has informed the design for paper 2 of the present thesis, underscoring 

externalizing and internalizing problems as potential developmental pathways into 

development of adolescent ADP.  

4.2.2.1.1 Childhood externalizing problems and ADP 

Results from this thesis suggest that teacher- and parent-reported dimensional 

symptoms of childhood externalizing problems are associated with higher odds for 
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adolescent ADP. These findings were for the most part consistent across different 

conceptualizations and measures of ADP, for increasing levels of indicators on APD, 

and across subtypes of externalizing problems, i.e. conduct problems and 

hyperactivity/inattention. More specifically, externalizing problems were consistently 

associated with adolescent ADP after the adjustment for SES, gender, age and co-

occurring internalizing problems. Secondary analyses also revealed positive 

associations between inattention/hyperactivity and ADP after adjustment for the 

confounding effects from SES, gender, age, conduct problems, and internalizing 

problems. Similarly, positive associations were found for associations between 

conduct problems and ADP, also after the adjustment for the confounding effects from 

SES, gender, age, hyperactivity/inattention, and internalizing problems.  

These results embrace both theoretical and empirical literature that highlight the 

significance of the externalizing pathway to ADP among adolescents (1, 216). 

Specifically, a range of previous publications have demonstrated both conduct 

problems (29, 215) are robust childhood predictors for the development of ADP. On 

the other side, associations between hyperactivity/inattention and subsequent ADP are 

somewhat more unclear. A recent comparative meta-analysis revealed that childhood 

ADHD were only linked with nicotine dependence during adolescence, while being 

positively associated with illicit drug use by adulthood (284). One publication 

demonstrated that associations between early inattention problems and ADP were 

largely mediated via the association between conduct and inattention problems (215). 

A recent literature review also revealed that there is no evidence to conclude that 



91 
 

inattention/hyperactivity symptoms increase the risk of illicit drug use beyond the 

effect of conduct-related disorders (238).  

In summary, the findings of the present thesis suggest that both childhood 

hyperactivity/inattention and conduct problems are important childhood factors 

associated with an increased risk for adolescent ADP. However, the associations were 

somewhat stronger and more consistent in relation to the full externalizing scale, 

possibly indicating that that overall externalizing behavioral tendencies are more 

potent predictors for subsequent ADP, compared with high symptoms on either 

conduct problems or hyperactivity/inattention alone. Moreover, it cannot be ruled out 

that conduct problems mediate the association between inattention/hyperactivity and 

adolescent ADP, as this question were beyond the scope of this thesis. 

 

4.2.2.1.2 Childhood internalizing problems 

The results further indicate that parent- and teacher-reported dimensional 

internalizing problems during childhood are negatively associated with ADP in late 

adolescence (16 to 19 years of age). Only the full SDQ internalizing problems scale – 

and not the subscales alone – was negatively associated with ADP in the present 

thesis, and only in the fully adjusted model, following the adjustment for SES, gender, 

age, and co-occurring externalizing problems. These findings support a recent 

contribution by Colder and colleagues (219), and adds to previous knowledge that 

internalizing problems are negatively associated with ADP in early adolescence (12 to 

16 years of age) (165, 216, 221). These findings also correspond with a more recent 
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contribution from Colder and colleagues that internalizing problems throughout 

adolescence were associated with a reduced risk for ADP (219). However, some 

important nuances were revealed.  

First, although associations between childhood internalizing problems and 

adolescent ADP consistently tended to have a negative direction, these associations 

were only statistically significant for some of the measures of potential ADP in 

unadjusted analyses. These findings points to a fairly modest ‘protective’ role of 

childhood internalizing problems on the development of adolescent ADP. Second, 

when adjusting for SES, gender, age and co-occurring externalizing problems, the 

negative association between childhood internalizing problems and ADP was 

strengthened. More specifically, internalizing problems was negatively associated with 

all single measures of potential ADP as well as increasing indicators of potential ADP 

in fully adjusted models. In other words, the present thesis suggests that childhood 

internalizing problems reduce the odds for both dichotomous measures of potential 

ADP as well as symptoms at the high end of a dimensional conceptualization of ADP 

during adolescence. Third, none of the internalizing peer/relationship problems 

subscale were robustly negatively associated with increasing levels of APD.  

These findings oppose some previous publications which report that early 

internalizing problems are associated with an increased risk for adolescent ADP (165, 

285-287). However, many studies have failed to account for co-occurring externalizing 

problems when investigating associations between internalizing problems and ADP 

(216), and may therefore have overestimated the unique contribution from 

internalizing problems as a risk factor for ADP. Furthermore, a substantial 
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heterogeneity within internalizing symptomatology in childhood may contribute to 

conflicting findings in previous research (219). For example, childhood depressive 

symptoms have been associated with an increased risk for ADP (29), also after the 

adjustment for co-occurring externalizing problems (71, 288). Symptoms of 

generalized anxiety are reported to be positively associated with ADP, while 

symptoms of separation anxiety are negatively associated (165).  

Yet another factor that may contribute to previous inconsistent findings are the age 

or timing on which the internalizing symptoms are present (219). Studies of social 

anxiety in childhood tend to show either no association with later ADP or low levels of 

subsequent alcohol/drug use (289, 290), while symptoms of social anxiety presenting 

during adolescence have been reported as a risk factor for ADP (291). Colder and 

colleagues (216, 219) hypothesized that co-occurring internalizing/externalizing 

problems during early adolescence may protect individuals from alcohol/drug 

involvement due to peer norms in favor of low alcohol/drug use during this period in 

life. When alcohol/drug use turns progressively more normative throughout the 

adolescent years, internalizing problems may gradually turn to a risk factor for ADP, 

according to their hypothesis. However, the results of their study did not support this 

prediction, as patterns of interactions between internalizing problems, externalizing 

problems and adolescent alcohol use were very similar across the time span from early 

to late adolescence (219). In other words, their study revealed that internalizing 

problems had robust negative associations with ADP throughout adolescence, 

something which correspond well with findings from paper 2 in the present thesis. 
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In sum, the present thesis is aligned with previous findings linking generalized 

internalizing problems during childhood with reduced odds for adolescent ADP (216, 

221). A previous study showed that separation anxiety disorder delayed the onset of 

alcohol use compared with peers (165), highlighting that internalizing problems may 

be involved in protective processes toward alcohol/drug use exposure through cautious 

behaviors and social withdrawal from peers during adolescence. Fearfulness, social 

withdrawal and avoidance have all been suggested as internalizing factors that may 

protect adolescents from engaging in alcohol/drug use (219), possibly due to a lower 

selecting into peer groups characterized by increased alcohol/drug use (292). The 

results of the present thesis are inconclusive in relation to which mechanisms that link 

internalizing problems with a reduced risk for adolescent ADP. Importantly, neither 

the internalizing peer/relationship problems scale, in which social withdrawal 

tendencies are prominent (293), nor the emotional problems scale had robust negative 

associations with ADP. At the contrary, only the full internalizing problems scale 

demonstrated statistically significant negative associations with ADP.  

The lack of significant associations between emotional problems and ADP in the 

present thesis is also an interesting finding. Emotional problems may theoretically both 

increase risk for alcohol/drug use through negative, depressive affect (1, 140) – and 

decrease the risk through fear of negative consequences for deviant behaviors along 

with general carefulness (140, 156, 157). As the SDQ scale of emotional problems 

includes both items on depressed affect and nervousness/anxiety, it is possible that 

such opposing ‘risk/vulnerability’ versus ‘protective’ mechanisms are blurred. 

Therefore, although we did not find evidence that internalizing problems may also be 
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involved in ‘risk processes’ – i.e. heighten the risk – for ADP (e.g. 212, 294, 295), we 

cannot rule out this possibility. As Hussong and colleagues (140) note in their article 

describing a developmental psychopathology framework for the internalizing pathway 

to alcohol use disorders, a range of factors may affect the extent to which internalizing 

problems increase the future risk for APD or not, such as coping expectancies and 

motives for alcohol/drug use, initiation of alcohol/drug use with the goal of self-

medication effects, and an escalation of alcohol/drug use to the point of addiction 

(140).  

Importantly, a recent study by Virtanen and colleagues (296) which followed 

adolescents into the adult years clearly indicated that internalizing problems predicted 

alcohol problems. In other words, the results of the present thesis do not rule out that 

internalizing problems may serve as a risk factor of ADP for subgroups of individuals 

with internalizing problems, or that internalizing problems may be involved in risk 

processes for ADP over a period of time that extends beyond adolescence. 

 

4.2.2.2 ADP among adolescents receiving specialist mental health care 

services 

Results from this thesis reveal that ADP was substantially higher among adolescents 

who had received specialist mental health care compared to adolescents who had not 

received such services during the past four years (paper 3). These patterns were 

consistent across multiple measures of potential ADP, except the extent to which the 

adolescents had ever used alcohol, in which there were no significant differences 

between the groups. Furthermore, adolescents in the clinical sample also had higher 
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increasing levels of indicators on APD, including combinations of illicit drug use, 

high-level alcohol consumption, frequent alcohol intoxication and a positive CRAFFT 

score. Effect sizes were however in the small to moderate range for differences in 

ADP across the clinical sample and the general population, suggesting that differences 

in ADP across adolescents receiving specialist mental health care services and other 

adolescents are fairly modest on group-level. Nevertheless, these findings underscore 

that adolescents with mental health problems have a somewhat heightened risk for 

ADP. 

Although these findings are not surprising, previous studies on this topic are very 

rare. These findings do however lend some support to a recent cross-sectional, 

Norwegian study (240) which demonstrated that illicit drug use was significantly 

higher among adolescents receiving psychiatric services compared to the general 

population (240). However, they also reported a significantly lower risk of being a 

current alcohol user in their clinical sample, whereas results from the present thesis 

reveal overall higher rates of ADP in the clinical sample, including several measures 

of high-risk alcohol use. A possible explanation for this discrepancy against the 

previous Norwegian study, may be the inclusion of more extensive measures of ADP 

in the present thesis. Importantly, they only included lifetime alcohol use as their 

measure of alcohol-related problems, which in the present thesis was the only alcohol 

measure that did not differ between the clinical group and adolescents from the general 

population. 

In summary, paper 3 of the present thesis present novel information that suggest 

heightened odds for ADP among adolescents receiving specialist mental health care 
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services. However, it is important to note that not all psychiatric diagnoses posed 

adolescents at risk for ADP, and comorbidity with other psychiatric diagnoses also 

played an important role. These critical nuances are outlined in more detail in the 

following sections. 

 

4.2.2.3 Categorical mental health problems and adolescent ADP 

Whereas the dual-pathway model for development of ADP may be a useful framework 

for the study of associations between dimensional mental health problems and 

development of ADP, not all psychiatric diagnoses fit well into the two factors of 

externalizing and internalizing problems (122). Therefore, a more general model of 

categorical measures of mental health problems were applied in the design of paper 3, 

in which a set of broader psychiatric diagnostic groups were defined. These diagnostic 

groups comprised anxiety, depression, ADHD, conduct disorders, autism, eating 

disorders, trauma-related disorders, and other diagnoses.  

Some of these psychiatric diagnoses can be categorized as externalizing disorders 

(ADHD and conduct disorders), and some can be categorized as internalizing disorders 

(anxiety and depression). However, other diagnoses (autism, eating disorders, and 

trauma-related disorders) do not fit well into neither the externalizing nor internalizing 

category (122). A useful model which dealt with the broader factor structure of 

common psychiatric diagnoses, proposed the following five factors: (1) internalizing 

problems, (2) externalizing problems, (3) disorders linked to abuse and neglect, (4) 

pervasive developmental disorders, and (5) other problems (122). Although the present 
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thesis have not explicitly used this five factor model as an analytic framework, this 

model may nevertheless be useful in the discussion of the results from of associations 

between psychiatric diagnoses and adolescent ADP. The outline of the further 

discussion will therefore roughly adhere to these five categories. 

 

4.2.2.3.1 Externalizing problems and adolescent ADP 

The results from this thesis highlight that externalizing disorders (conduct disorders 

and ADHD) were important markers of heightened risk for ADP, corresponding with 

the findings related to childhood dimensional externalizing problems. However, 

conduct disorders was a more robust marker for ADP compared with ADHD, and 

psychiatric comorbidity accounted for most of the variance between ADHD and ADP.  

Conduct disorders: More specifically, conduct disorder-diagnoses were positively 

associated with most single measures of ADP and increasing levels of indicators on 

APD, pointing to a significant role of conduct problems on adolescent ADP. These 

findings support the results from paper 2 that suggested robust positive associations 

between dimensional conduct problems during childhood and adolescent ADP. In 

addition, these findings also adhere to a range of previous studies that have pointed to 

positive associations between externalizing problems – in which conduct problems are 

an integrated part – and ADP (e.g. 211, 297, 298). 

When adjusting for the potential confounding from psychiatric diagnoses, as well 

as SES, gender and age, conduct problems were however only positively associated 

with illicit drug use, but this association was fairly strong. After the adjustment for 
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comorbidity with other psychiatric disorders, conduct disorders were still significantly 

positively associated with increasing levels of indicators on APD while the association 

was not statistically significant after the additional adjustment from SES, gender and 

age. However, the association with ADP was still clearly in a positive direction. These 

findings suggest that conduct problems is associated with an independent risk for illicit 

drug use among adolescents, while the risk for alcohol-related problems appears is 

potentially influenced by sociodemographic characteristics of adolescents with 

conduct problems.  

The bioecological model, which points to a close interplay between different levels 

of influence surround the individual, may contribute to explain these findings. As 

observed in this thesis, conduct problems were independently associated with 

increased risk for illicit drug use, suggesting that this risk is fairly indiscriminant of 

other individual and social characteristics. However, factors such as SES comes more 

into play in the extent to which conduct problems increase the risk for hazardous 

alcohol use. Previous studies have pointed to a range of social factors that serve as risk 

factors for ADP, such as coming from a ‘disrupted’ family (67)¸ parents, siblings and 

friends alcohol/drug use (66, 72, 81) or attitudes toward alcohol/drug use (66, 82), low 

parental monitoring (84), low socioeconomic status (SES) (85), contact with deviant 

peers (86), and peer pressure for alcohol/drug use (85). Although the present thesis do 

not explicitly investigate the mechanisms that link conduct problems with alcohol-

related problems, it is likely that differences across these social risk factors, may 

contribute to the variance in ADP among adolescent with conduct disorders. Also of 

note, the comorbidity rate was high among adolescents with conduct disorders, and it 
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is likely that conduct problems may have contributed to ADP also through interaction 

with other diagnoses, such as anxiety/depression (299) and ADHD (300).  

In summary, findings from the present thesis nevertheless suggest that conduct 

problems is a robust marker for ADP in adolescents receiving specialist mental health 

care services – particularly in relation to illicit drug use.  

ADHD: ADHD-diagnoses were only positively associated with illicit drug use, 

while no other significant positive associations were detected for neither single 

measures of ADP nor for increasing levels of indicators on APD. These findings add 

strength to the interpretation that externalizing psychiatric diagnoses may be 

particularly influential in relation to illicit drug use. However, ADHD-diagnoses was 

no longer positively associated with either illicit drug use or other measures of ADP 

when psychiatric comorbidity was accounted for as a potential confounding variable.  

These findings shed light on a range of previous findings, and add important 

nuances to the role of ADHD in adolescent ADP. First, a comparative meta-analytic 

investigation of associations between childhood ADHD and adult ADP, revealed that 

ADHD symptoms were positively associated with ADP during early adulthood (284). 

However, only a slightly increased risk for adult alcohol-related problems were 

observed, while positive associations were frequently stronger for adult drug-related 

problems (284). The present thesis adds to this knowledge by linking ADHD 

specifically with illicit drug use during adolescence. Second, whereas a large body of 

previous studies have indicated positive associations between ADHD symptoms and 

adolescent ADP (for a review of the literature, see 236), most investigations have not 
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controlled for associated psychopathology (301). Therefore, this thesis add to the 

existing knowledge base, highlighting the importance of considering co-occurring 

psychiatric diagnoses. Third, a recent literature review indicated that ADHD does not 

increase the risk of adolescent illicit drug use beyond the effect of conduct-related 

disorders (238). The present thesis support this notion, as the magnitude of the 

association between ADHD and illicit drug use was reduced after the adjustment from 

other comorbidity psychiatric diagnoses. Fourth, a recent study among adolescents 

with ADHD revealed that the presence of comorbid anxiety or depression substantially 

increased the positive association with alcohol use (299), and adolescents with 

comorbid ADHD and conduct disorders had a 3- to 5-fold increased likelihood of 

alcohol use compared to those with neither disorder (300). Hence, the findings from 

this thesis do not rule out the possibility that ADHD may be important for adolescent 

ADP, as symptoms related to hyperactivity/inattention may operate in interactions 

with other psychiatric diagnoses. This was however beyond the scope of the thesis. 

Fifth, previous studies have demonstrated that pharmacotherapy of ADHD symptoms 

reduce the risk for ADP (302, 303), and it is likely that a substantial proportion of the 

adolescents with ADHD diagnoses in our clinical sample have received such 

treatment, possibly contribution to an underestimation of the true associations between 

(untreated) ADHD and ADP. Hence, future investigations are needed on how 

dimensional ADHD-symptoms are associated with ADP, and how this association is 

influenced by the presence of co-occurring mental health problems. 

In summary, ADHD-diagnoses may be important markers for illicit drug use 

during adolescence, but appear to have a very modest independent role in relation to 
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ADP. On the other side, dimensional childhood symptoms of hyperactivity/inattention 

demonstrated as robust risk factors for subsequent ADP (paper 2). It is however 

unclear whether this risk is mediated by conduct disorders (215), something which 

should be evaluated in future research with both categorical and dimensional measures 

of ADHD.  

 

4.2.2.3.2 Internalizing problems and adolescent ADP 

The results from this thesis highlight that internalizing disorders (depression and 

anxiety) were both markers of heightened risk for ADP, contrasting the findings from 

the study of childhood dimensional internalizing problems. However, depression-

diagnoses was a more robust marker for ADP compared with anxiety.  

Depression: Importantly, depression was among the psychiatric diagnoses with the 

most consistent positive associations with ADP in unadjusted models. Positive 

associations were revealed between depression and all measures of potential ADP, 

except high-level alcohol consumption, including increasing levels of indicators on 

APD. All these associations were also present after the adjustment for psychiatric 

comorbidity. However, after additional adjustment for SES, gender and age, 

depression were only positively associated with a positive CRAFFT-score.  

These findings are aligned with previous studies reporting increased rates of ADP 

among adolescents with symptoms of depression (230, 304-306), while contradiction 

other previous findings. For example, it has previously been demonstrated that an 

anxiety disorder alone or depression alone did not predict co-occurring ADP, while 
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either having comorbid anxiety and depression, or having anxiety or depression and a 

comorbid conduct-related disorder, were both associated with co-occurring ADP 

(239). A previous study also reported that the co-occurrence of conduct disorders and 

depression is a strong predictor of ADP, while depression alone is a weak predictor 

(307).  

The results from this thesis demonstrate that depression is an overall strong marker 

of risk for ADP, relatively independent of comorbid psychiatric diagnoses, while it 

may be significantly influenced by demographical factors. First, these findings provide 

some support for an internalizing pathway to adolescent ADP through depressive 

affect (1, 140). The widespread use of alcohol/drugs among depressed adolescents 

highlights self-medication as a likely driver or motive. Moreover, it should be noted 

that sociodemographic factors (SES, gender and age) consistently reduced that 

magnitude of the positive associations with ADP. This finding can be interpreted in 

light of a bioecological model in which the dynamic relationship across contexts are 

conceptualized as drivers for developmental processes. Potentially, depression may 

only be a risk factor for ADP within specific social or demographical contexts. 

However, the present thesis did not explicitly investigate such mechanisms, and it is 

therefore difficult to draw firm conclusions.  

Finally, despite the negative longitudinal association between childhood 

dimensional internalizing problems and adolescent ADP, it is interesting to note that 

internalizing problems may serve as a risk factor of ADP for subgroups of individuals. 

Paper 3 lend some support to this hypothesis, as the internalizing diagnosis of 

depression was an important marker for adolescents at risk for ADP, while also being 
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independently associated with a positive CRAFFT-score. A possible explanation for 

the discrepancies between paper 2 and 3 in relation to emotional problems as predictor 

for ADP, is that a formal depression diagnosis during the adolescent years is likely to 

be a stronger indicator for clinically significant emotional problems than generalized 

internalizing problems during childhood. In support of this notion, individuals 

receiving specialist mental health services typically experience a considerable level of 

impairment (308, 309). Within the developmental psychological literature it is further 

noted that mental health problems that occur closer in time to the alcohol/drug use may 

have a stronger effect than more distant ones (310). Therefore, as depression-

diagnoses were positively associated with ADP, this may imply that clinically 

impairing emotional problems are important in ‘risk’ processes towards ADP, whereas 

less impairing levels of emotional problems and/or more distant emotional problems 

have less predictive value. These findings add to the literature on the internalizing 

pathway toward development of ADP, suggesting that emotional problems – as 

observed among clinically depressed individuals – may increase the risk for adolescent 

ADP. 

Anxiety: Previous literature is characterized by highly inconsistent findings on 

associations between anxiety and adolescent ADP, pointing to both negative (158-161) 

and positive associations (162-164). In the present thesis, anxiety was positively 

associated with illicit drug use during adolescence in unadjusted models. When 

comorbidity with other psychiatric diagnoses was accounted for, there was only 

detected one significant association with ADP, namely a negative association with 

frequent alcohol intoxication. When also accounting for the additional confounding 
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effects from demographic factors, no independent associations in neither negative nor 

positive direction were found between anxiety and any measure of ADP.  

These findings demonstrate a complex relationship between anxiety disorders and 

ADP among adolescents. As a global measure, and after adjusting for relevant 

confounding variables, anxiety does not appear to be related to any increased risk for 

adolescent ADP. However, it has been suggested that different anxiety disorders (311, 

312) and different anxiety typologies within a given disorder (313) yield different 

prediction of ADP. Previous literature have particularly pointed to social anxiety as a 

risk factor for ADP (291). Anxiety may also influence rates of ADP through 

interactions with other diagnoses, such as conduct disorders (239) or depression (239). 

Hence, the present thesis does not rule out that subtypes of anxiety maybe important 

factors for development of adolescent ADP; however, this possibility were not 

investigated in the present thesis.  

The present thesis is constrained to the study of ADP during late adolescence (16 to 

19 years of age). Although this is a highly influential period for experimentation with 

alcohol/drugs, it is also possible that anxiety disorders may be associated with ADP 

over a period of time that extend into adulthood. For example, previous publications 

have reported that a range of anxiety types during adolescence – including social 

phobia, panic disorders, generalized anxiety, and agoraphobia – are prospectively 

linked with ADP in adulthood (314, 315). Furthermore, in the transition from 

adolescence to adulthood reciprocal associations between anxiety disorders and ADP 

has been described (315). Nevertheless, it is interesting to note that anxiety diagnoses 

during adolescence were overall weak predictors for ADP.  
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In sum, the present thesis demonstrate that anxiety-diagnoses in general appear to 

play a very modest role in adolescent ADP. However, future research is needed to 

further disentangle the complex role of anxiety in the development of ADP in the 

transition to the early adult years. 

 

4.2.2.3.3 Trauma-related disorders and ADP 

A previous study by Forns and colleagues (122) identified trauma-related diagnoses as 

a separate psychopathological factor in addition to externalizing diagnoses, 

internalizing diagnoses, pervasive developmental disorders (including autism), and 

other psychiatric diagnoses. In accordance with this conceptualization, trauma-related 

disorders are discussed separately in the following section.  

In the present thesis, adolescents with trauma-related disorders were the group with 

most consistent positive associations with both single measures of ADP and increasing 

levels of APD. Particularly, trauma-related disorders were positively associated with 

increasing levels of indicators on APD even in fully adjusted models, accounting for 

the influence of psychiatric comorbidity, SES, gender and age. These findings suggest 

that adolescents with trauma-related disorders are a high-risk group for adolescent 

ADP, and lend support to previous studies that have linked trauma-related disorders 

with ADP among adolescents (151-154). Additionally, particularly high rates of PTSD 

(approximately 20%) is reported among adolescents with SUDs (166), indicating that 

traumatic symptomatology is an important factor for adolescent ADP.  
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Trauma-related disorders had consistent and robust associations with alcohol-

related problems, while associations with illicit drug use was no longer statistically 

significant after the adjustment from socidemographical factors (SES, gender and age). 

Although the mechanisms behind this increased risk is difficult to interpret based on 

the present thesis, it has been suggested several pathways between trauma-related 

problems and ADP in previous literature (154). The self-medication hypothesis (see 

section 1.2.2) suggest that individuals may use alcohol/drugs to cope with emotional 

problems, for example related to traumatic stress (316). Operationally, this hypothesis 

has been suggested to imply that trauma-related symptoms play a mediating role 

between trauma exposure and ADP (154, 317), something which have been supported 

in several studies (144, 154). For example, a study by Haller and Chassin (154) 

demonstrated that adolescent PTSD symptoms was associated with early adult ADP, 

and this link was not accounted by preexisting trauma exposure nor family adversity. 

At the contrary, PTSD symptoms mediated the effect of pre-trauma family adversity 

on subsequent ADP. However, other mechanisms may also potentially be at work. For 

example, early ADP often involves chaotic and violent lifestyles, which could possibly 

increase the risk for trauma exposure (166).  

In sum, the present thesis highlight that among adolescents receiving specialist 

mental health care services, individuals with trauma-related problems constitute a 

high-risk group for ADP. These findings is consistent with a notion that mental 

distress attributed to post-traumatic symptoms may serve as a context for self-

medication through use of – most notably – alcohol. Importantly, the increased risk for 

ADP observed among adolescents with trauma-related disorders was not substantially 
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influenced by sociodemographical factors, such as SES, something which further 

highlight the specificity of trauma-related problems as a potential risk factor for ADP. 

This finding does however not rule out that third factors (such as disrupted families) 

may be important in the etiology of trauma-related disorders, and hence also for 

development of ADP among adolescents with trauma-related disorders. Previous 

studies have demonstrated that exposure to psychological trauma may be directly 

related to adverse psychosocial factors. For example, maltreatment and victimization is 

associated with both ADP (87, 88) and PTSD (318). Moreover, the findings in the 

present thesis which highlight trauma-related disorders as the psychiatric diagnoses 

with the most robust links to ADP, provide some external validity to the usefulness of 

distinguish trauma-related disorders from other psychopathological factors in the 

prediction of ADP.   

 

4.2.2.3.4 Autism and ADP 

The abovementioned study by Forns and colleagues (122) also identified pervasive 

developmental disorders, which predominantly include autism disorders, from other 

psychopathological factors. In accordance with this conceptualization, the results on 

the analyses of associations between autism and ADP are discussed separately in the 

following section.  

Autism was the only psychiatric diagnosis in the present thesis which was 

convincingly negatively associated with ADP, supporting previous findings that link 

autism with reduced odds for ADP (240, 319). Specifically, autism had a negative 



109 
 

association with frequent alcohol intoxication, and this estimate was strengthened after 

adjusting for the confounding effects from psychiatric comorbidity, SES, gender and 

age. Although not statistically significant all the remaining associations between 

autism and ADP had also a negative direction. The findings in the present thesis of a 

particularly low risk for ADP among individuals with autism, highlight the usefulness 

of distinguish autism from other psychopathological factors (122) in the prediction of 

adolescent ADP. 

A possible explanation for the negative associations between autism and 

adolescent ADP, may be related to the core symptoms of autism, which frequently 

include social withdrawal and avoidance from interaction with peers. These behavioral 

tendencies may also potentially prevent these individuals from exposure to settings 

with high rates of alcohol/drug use. In addition, it is likely that adolescents with autism 

receive a considerable degree of adult supervision, and support, something which also 

may contribute to a reduced risk for ADP during the adolescent years. However, a 

recent study indicated that individuals with autism are at increased risk for ADP later 

in the course of life, and particularly in the presence of a comorbid ADHD diagnosis 

(320). Nevertheless, the present thesis highlight that – during adolescence – autism is 

linked with a slightly lower risk for ADP compared with the general youth@hordaland 

population. 

 

4.2.2.3.5 Eating disorders and ADP 
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Adolescents with eating disorder diagnoses had higher odds for frequent alcohol 

intoxication and a positive CRAFFT-score in the present thesis. After the adjustment 

for the confounding effects from psychiatric comorbidity, SES, gender and age, the 

only independent association was between eating disorders and frequent alcohol 

intoxication. These findings lend some support to previous studies which have linked 

eating disorders with specific patterns of alcohol use characterized by a loss of control, 

such as frequent intoxication (321) and binge drinking (322). The clinical feature of 

impulsivity among adolescents with eating disorders may be an important explaining 

factor for the co-occurring ADP (323), although other explanations may also be raised. 

Based on the present thesis, no specific explanations are given for the higher odds for 

frequent alcohol intoxication among these adolescents.  

However, associations between eating disorders and ADP may be difficult to 

interpret in light of the dual pathway hypothesis, as impulsivity is a common feature 

among both adolescents with eating disorders and those with externalizing problems, 

whereas emotional problems is prominent among individuals with eating disorders as 

well as with individuals with internalizing problems. In addition, individuals with 

eating disorders are not a homogeneous group. On the other side, the eating disorders-

diagnoses include both individuals with binge-eating tendencies (and possibly co-

occurring binge-drinking) and individuals with anorexic behaviors (and likely 

restrictive consumption of alcohol) (52). As these potentially important differences 

within the eating disorders-group were not investigated in the present thesis, it is likely 

that the results are not generalizable to all sub-groups of adolescents with eating 

disorders. Future studies are therefore needed to explore how different typologies of 
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eating disorders are associated with ADP during adolescence. Also of note, it is likely 

that childhood symptoms of eating disorders are not satisfactory identified in the SDQ-

based measures of childhood externalizing/internalizing problems (paper 2), and future 

investigations are warranted on how dimensional symptoms of eating disorders during 

childhood are prospectively associated with adolescent ADP.  

Despite these shortcomings, the present thesis highlight that adolescents with 

eating disorders had somewhat higher odds for ADP, specifically related to frequent 

alcohol intoxication, but not to broader measures of increasing levels of indicators on 

APD.  

  

4.2.2.3.6 Adolescents in clinical sample without Axis 1 psychiatric diagnosis 

Finally, adolescents that received specialist mental health care without receiving any 

Axis 1 psychiatric diagnosis had higher odds for high-level alcohol consumption and 

illicit drug use compared to the general population, even after adjusting for 

demographical factors. Additionally, these adolescents had slightly heightened odds 

for increasing levels of indicators on APD. A possible explanation for these findings 

may be highlighted in a shared vulnerability model, highlighting that these adolescents 

had one thing in common, namely that they were experiencing mental distress to such 

a degree that they were referred to the specialist mental health care services. However, 

lack of data on the psychiatric characteristics of this group makes it difficult to 

interpret these findings in detail. Further in-depth investigation is required for a better 

understanding of the heightened risk for ADP in this group.  
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4.3 Methodological and ethical considerations 

4.3.1 Strengths 

The thesis have some common strengths. First, they all applied data from the 

youth@hordaland sample, which consists of a well-defined population-based sample 

of adolescents in the age 16 to 19 years, which is sufficiently large to enable a detailed 

investigation of main effects between ADP, mental health problems, and school-

related problems. The data from the youth@hordaland sample is also fairly recent, 

thus allowing for an updated view into the current status of the topics. Second, all 

papers applied several measures of alcohol- and drug use, including a validated 

measure of potential alcohol- and drug related problems, i.e. the CRAFFT instrument, 

along with measures of increasing levels of potential indicators for ADP. As 

previously highlighted, ADP may be conceptualized as either a categorical or a 

dimensional phenomenon. For research purposes it may be meaningful to use tools 

that give an indication of potential ADP rather than evidence of a formal diagnosis. 

The application of both single, categorical ADP-measures and a dimensional measure 

of ADP with gradually increasing severity, is that a larger variation of ADP is kept in 

the data analyses, potentially enabling a better understanding of ADP and its 

associated predictors and/or outcomes. Third, a range of relevant potential 

confounding variables were applied in the analyses of the associations of interest.  

Additionally, each specific paper had its own strengths. In paper 1 a unique linkage 

to the official school-registry was utilized, facilitating an investigation of objective 
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data on GPA and days and hours missed from school. As measures of potential 

confounding factors, validated instrument for the measurement of symptoms on 

anxiety, depression, hyperactivity/inattention and conduct problems were used. 

Applying data from the BCS sample, paper 2 had the strength of a longitudinal design, 

therefore enabling an investigation of childhood mental health factors and their 

prospective associations with adolescent ADP. An additional strength of this paper 

was the utilization of repeated measures and multiple informants on the SDQ, 

providing a robust estimate for externalizing/internalizing symptoms which were 

present over time and across informants. Paper 3 applied a unique linkage between a 

community-based sample of adolescents (youth@hordaland) and official registry data 

on specialist mental health care services (NPR). This combined data set facilitated an 

investigation of a broad set of formal psychiatric diagnoses, and their associations with 

ADP, which is rare in previous research (240). Moreover, paper 3 is possibly the first 

contribution in the scientific literature to compare a broad range of psychiatric 

diagnoses in terms of their associations with ADP during adolescence, while also 

addressing the role of psychiatric comorbidity. 

 

4.3.2 Limitations 

The papers comprising the present thesis had also some limitations in common. 

The target population is a cohort of Norwegian adolescents aged 16 to 19 years (born 

1993 to 1995) from the youth@hordaland survey, and it should be noted that the 

prevalence rates of alcohol/drug use is fairly low in this group, compared with many 

other Western countries, and compared with previous historical cohorts. Therefore, the 
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results should be interpreted with caution, as they may not be fully generalizable to 

adolescent populations with different levels of alcohol/drug use. Furthermore, 

participant rate in the youth@hordaland survey were 53%, and the sample may 

therefore not be fully representative for the general population. Furthermore, the 

individuals of each of the three study samples were somewhat different from the full 

youth@hordaland survey (see section 2.3). Particularly, the samples included a low 

proportion of adolescents with self-reported low SES, who in previous studies are 

found to have higher levels of mental health problems (e.g. 267), while differences in 

ADP across levels of SES appear to be more limited (324). Differences between 

individuals in the study samples and the full youth@hordaland sample were overall in 

the small to medium range, but may nevertheless affect the generalizability of the 

findings. The use of self-reported measures on alcohol/drug use does not imply the 

presence of actual substance-related diagnoses, and the lack of clinical interviews in 

the collection of data on alcohol- and drug use adds as a limitation to this thesis. 

Finally, residual confounding may be an issue, due to third variables not included as 

confounding variables in the analyses, such as genetic predisposition, adverse life 

circumstances or events, peer relations, and family characteristics. 

Each specific paper also had its own sets of limitations. Paper 1 had a cross-

sectional design, and it is therefore not possible to draw conclusion on causality 

between ADP and school-related outcomes based on the study. The mental health 

variables were solely based on self-report, something which may have led to a bias in 

the data due to misclassification of the control variables used in this study. 
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Furthermore, cumulative effects on school-related problems from ADP and mental 

health problems were not investigated, as this issue was beyond the scope of the paper.  

Although paper 2 had a longitudinal design, the findings of the study are not 

necessarily an expression of causality. A range of not-included third factors may affect 

both externalizing/internalizing problems and ADP during adolescence, and the study 

may therefore have overestimated the unique associations between 

externalizing/internalizing problems and ADP. Also, complex mechanisms may be at 

work as mediators (e.g. timing of puberty, drinking motives, peer involvement, 

parental supervision, and parental problem drinking) between childhood 

externalizing/internalizing problems and ADP (e.g. 138, 325, 326), something which 

was beyond the scope of the paper. Importantly, depression and conduct problems 

have previously been found to be the mental health symptoms strongest associated 

with ADP during adolescence (e.g. 29, 145, 327). However, the internalizing scale of 

the SDQ is a generalized measure of internalizing problems, and therefore does not 

separate between for example symptoms of anxiety and depression. Moreover, the 

measures of externalizing/internalizing problems were constructed solely on parent 

and teachers SDQ report. Although such measures have been supported in a review of 

psychometric studies (Stone et al., 2010), internalizing problems are likely to be more 

accurately reported by children themselves (Ederer, 2004), something which also may 

apply to externalizing problems (127). Hence, the inclusion of self-reported 

externalizing/internalizing symptoms would add more strength to the measures of 

childhood mental health problems in the present thesis. As no self-report data were 

available on SDQ symptoms at T1 due to the young age of the children, and as the 
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externalizing/internalizing variables were constructed based on two time points, the 

inclusion of self-reports at one time only would not work. However, the use of 

parent/teacher reports on T1/T2 and self-reports on T3 may contribute to avoiding 

mono-informant bias. In addition, selective drop out is a well-known problem in 

longitudinal research (271), and may not be fully ruled out in this study of the present 

thesis. The discrepancy in participation between T1 (n=7,007) and the study sample 

(n=2,438) is however not merely a result of dropout at each consecutive wave, but is 

also an administrative issue of the longitudinal survey design. Importantly, the BCS 

(comprising T1 and T2) had a different target population than the youth@hordaland 

(comprising T3). Therefore, it is not possible to calculate a strict attrition rate for the 

present study. We did however find some differences between the study sample and 

the full youth@hordaland sample, suggesting that the included individuals had 

somewhat higher SES than the non-included individuals. On the other side, effect sizes 

for differences between the study sample and the full youth@hordaland sample were 

for the most part non-significant on alcohol/drug use, and small on 

externalizing/internalizing problems. Hence, selective dropout is not likely to be an 

issue that seriously bias the findings of the study. 

Although the measures of psychiatric diagnoses in paper 3 preceded those of ADP, 

the paper did not have a stringent longitudinal design. It is therefore not possible to 

draw conclusions on the causality between psychiatric diagnoses and ADP based on 

the paper, since alcohol/drug use may have predated the mental health care contacts. A 

longer time period between the data collection of psychiatric diagnoses and subsequent 

ADP could enable a better understanding of the directionality of the findings. 
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However, more rigorous research designs might also be needed, for example in order 

to examine how mental health problems and alcohol/drug use interact over time. Due 

to a small number of participants in each type of psychiatric diagnoses it was not 

differentiated between subtypes of psychiatric diagnoses, something which could 

provide important nuances in associations with ADP. For example, different anxiety 

disorders may yield different predictions on ADP (311, 312), and eating disorders 

characterized by binge eating as opposed to anorectic behaviors may also potentially 

have different associations with ADP. Also, rates of psychiatric comorbidity varied 

across diagnostic categories, and were high among individuals with some diagnoses. 

The independent associations between these psychiatric diagnoses and ADP may 

therefore have been underestimated. In addition, potential interaction effects between 

different psychiatric diagnoses and ADP were not examined due to the relatively small 

number of adolescents within each diagnostic group. Also of note, an important 

limitation related to the generalizability of the findings from this study is that 

individuals with untreated mental health problems in the general youth@hordaland-

population were not identified. Psychiatric diagnoses is in the study was restricted to 

individuals that had received specialist mental health care services during the past four 

years. A range of factors may however potentially affect specialist mental health care 

use, such as functional impairment levels (308) and sociodemographic characteristics 

(328). Also, a former wave of the Bergen Child Study concluded that specialist mental 

health care use differed considerably across psychiatric diagnoses, in which children 

with emotional disorders were underrepresented in mental health care services (244). 
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Therefore, the findings on associations between psychiatric diagnoses and ADP should 

be interpreted with caution, particularly in relation to anxiety and depression disorders. 

Finally, the bioecological model highlight that individual characteristics alone 

cannot explain how problem behaviors, such as ADP, develop during adolescence 

(280). On the contrary, multiple social contexts and the interdependencies among 

contexts should be considered in order to understand how individual characteristics 

result in heightened risk for ADP. The present thesis did not investigate interactions 

between psychiatric diagnoses and social factors, such as high-risk environments, 

which is proposed to further increase the risk for alcohol/drug use (128, 133, 134). 

This add as an important limitation to the thesis, and future studies should explore 

dynamic relations between psychiatric diagnoses and social contexts in the 

development of ADP. 

 

4.4 Implications 

4.4.1 For practice 

A range of implications for practice may be inferred from the results of the present 

thesis. First, adolescents with indications on ADP should be specifically targeted in 

initiatives aiming at better school-functioning among adolescents. As highlighted in 

paper 1, adolescents with ADP had consistently higher risk for school-related 

problems, which could not be attributed to shared vulnerabilities due to mental health 

problems, SES, gender or age. These findings suggest that ADP should be regarded as 

an important factor for school-related functioning among adolescents. Of note, positive 
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associations with school-related problems were found for all single measures of ADP, 

highlighting the need for a focus at reducing the overall use of alcohol/drugs in the 

adolescent population. Furthermore, it was also observed that the highest risk for 

school-related problems were related to adolescents with the highest number of 

increasing levels of indicators on APD. Hence, the adolescents with the most 

pronounced symptoms of ADP, pose as a high-risk group for school-related problems, 

and it is important for teachers, parents and practitioners within school- and health 

services to make joint effort to ensure adolescents at risk proper support and treatment. 

Additionally, the development of interventions to reduce ADP among adolescents at 

risk for school-failure is needed, along with evaluations of their effectiveness. 

Second, early and comprehensive efforts to support children with externalizing 

problems are important in order to reduce the future risk of adolescent alcohol and 

drug use. Adding to an already extensive evidence base that underscores the 

prominence of the externalizing pathway towards development of ADP, the results 

from paper 2 in this thesis demonstrated that children with symptoms of externalizing 

problems were at risk for the development of adolescent ADP. Furthermore, the results 

demonstrated that children with internalizing problems as a group were at no 

heightened risk for adolescent ADP. At the contrary, after the adjustment from co-

occurring externalizing problems, SES, gender and age, internalizing problems was 

consistently negatively associated with ADP. These findings should not be interpreted 

to reduce the importance of supportive interventions toward children with internalizing 

symptoms, but it should be noted that children with externalizing problems are at the 

highest need for early interventions specifically targeting development of adolescent 
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ADP. Importantly, these findings do not rule out that children with internalizing 

problems may be at heightened risk for ADP at a later stage in life; however, this topic 

was beyond the scope of the present thesis. 

Third, specialist mental health practitioners should be aware of the high prevalence 

of ADP among adolescents receiving specialist mental health care services, and should 

also be informed as to which diagnoses are associated with higher risk in order to 

employ appropriately targeted preventive interventions. Paper 3 of the present thesis 

demonstrated that adolescents receiving specialist mental health care services as a 

group had higher prevalence of ADP and were approximately twice as likely as 

adolescents in the general population to have tried illicit drugs or to have high number 

of indications of ADP. Specifically, conduct problems were strongly associated with 

higher odds of illicit drug use; eating disorders were associated with higher odds of 

frequent alcohol intoxication; depression were a strong marker for ADP across 

different measures; and adolescents with trauma-related disorders were an overall 

high-risk group for ADP independent of psychiatric comorbidity and demographical 

factors. A recent study provided evidence that individual trauma-focused 

psychological intervention delivered alongside interventions against ADP can reduce 

severity of PTSD symptoms and alcohol/drug use (329), and such interventions should 

be considered during specialist mental health care treatment of adolescents with co-

occurring trauma disorders and ADP. In addition, the results from this thesis highlight 

the continued need for public health initiatives which aim to identify children and 

adolescents which have been exposed to psychological trauma, abuse and neglect, as 

this work may have implications for the prevention of both trauma-related disorders 



121 
 

and future ADP. Finally, it is likely that the high prevalence of ADP among 

adolescents with mental health problems reflect attempts from the youths to self-

medicate or regulate their problems through the use of alcohol/drugs, and initiatives 

aiming at empowering adolescents to master their mental health problems in other 

ways are therefore encouraged. Several prevention programs and interventions for 

reduction of hazardous alcohol/drug use have recently been reviewed, including 

school-based programs (330, 331), family-based interventions (332), internet- and 

computer-based interventions (333), peer-led interventions (334), mentoring (335), 

media campaigns (336), and general positive youth developmental programs (337). 

These reviews provide useful information to be considered in prevention efforts. 

Similarly, psychological interventions for individuals with comorbid psychiatric 

diagnoses and ADP have also been reviewed (e.g. 318, 321, 322, and provide useful 

advice for mental health practitioners.  

 

4.4.2 For research 

The present thesis also suggests some directions for future research on the topic of 

ADP among adolescents. First, future studies should be encouraged to investigate to 

what extent poor grade achievement and high absence from school, serve as mediators 

between ADP and more long-term negative school-related outcomes, as very few 

studies have explored this possibility (338). As highlighted in paper 1, ADP was 

consistently associated with relatively short-term school-related problems, such as low 

school grades and high number of days and hours missed from school. Previous 

investigations have demonstrated that ADP is also associated with long-term 
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consequences such as lower high school graduation rates (188-191), lower post-

secondary educational credentials (187), and higher drop-out rates from school (192-

194). A better understanding of long-term school-related problems among adolescents 

with ADP, and the role of intermediate outcomes such as poor grades and low 

attendance in these associations, is needed. This knowledge could potentially be used 

to develop better informed treatment and prevention practices for adolescents at risk 

for school-failure.  

Second, future studies should be encouraged to investigate the reciprocal or 

longitudinal associations between change in externalizing/internalizing problems and 

change in alcohol/drug use, as this would add important knowledge to the 

understanding of the role of mental health in development of ADP across the 

adolescent years. Paper 2 demonstrated robust associations between externalizing 

problems and ADP, particularly when the influence of co-occurring internalizing 

problems was accounted for. Similarly, internalizing problems were more robustly 

negatively associated with ADP when co-occurring externalizing problems were 

adjusted for. These findings underscore the need to evaluate externalizing and 

internalizing problems in context of each other, in concert with recent 

recommendations (145, 219). However, the present study do not evaluate how changes 

in externalizing/internalizing problems interplay with changes in alcohol/drug use. In 

addition, it has been proposed that internalizing problems may increasingly turn from a 

protective factors towards a risk factor for ADP with increasing age (140, 145). 

Although there is some evidence that internalizing problems predict ADP from 

adolescence to adolescence (296), there is a need for more studies that investigate the 



123 
 

potentially changing role of internalizing problems on ADP from adolescence into the 

adult years. 

Third, future studies should apply measures that differentiate between discrete 

aspects of childhood internalizing symptoms and their associations with future ADP. 

In paper 2 of the present thesis, it was indicated that specific aspects of internalizing 

problems may be involved in ‘protective’ mechanisms toward adolescent ADP, while 

aspects potentially involved in ‘risk’ mechanism were not found. A better 

understanding of the internalizing pathway to ADP is generally an important area of 

future enquires, and novel approaches are needed in order to disentangle the complex 

role of internalizing problems in the development of ADP during the adolescent years 

and beyond. 

Fourth, future studies are needed to replicate the findings of the present thesis with 

regard to which psychiatric diagnoses that posed adolescents at the highest risk for 

ADP, as few previous studies have explored a broad range of psychiatric diagnoses 

and their associations with ADP (240). As highlighted in paper 3 adolescents 

receiving specialist mental health care services have higher rates of ADP, and these 

associations varied considerably across specific diagnoses. Also, future studies are 

required to further investigate how psychiatric comorbidity and demographical factors 

may interact with different psychiatric diagnoses in the prediction of ADP among 

adolescents. Further explorations into the developmental trajectories of common 

psychiatric diagnoses and ADP in the transition from adolescence to adulthood may 

also add to the scientific literature, as the present thesis was limited to investigating 

ADP during adolescence. 
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5. Conclusions 

Adolescence is a time period where it is common to experiment with alcohol and 

illicit drugs, and many of the adolescents which display a risky alcohol and drug use 

will neither develop long-lasting ADP, mental health problems, nor school- or later 

work-related problems. However, the results from the present thesis demonstrate that 

ADP is an important factor in school-related functioning, that children with 

externalizing problems are at heightened risk for adolescent ADP, and that specific 

psychiatric diagnoses during adolescence – most notably trauma-related disorders – 

are associated with higher rates of ADP. 

 

  



125 
 

Source of data 

1. Chassin L, Sher KJ, Hussong A, Curran P. The developmental psychopathology of alcohol use 

and alcohol disorders: Research achievements and future directions. Development and 

Psychopathology. 2013;25(4):1567-84. 

2. Grant JD, Scherrer JF, Lynskey MT, Lyons MJ, Eisen SA, Tsuang MT, et al. Adolescent 

alcohol use is a risk factor for adult alcohol and drug dependence: evidence from a twin design. 

Psychological medicine. 2006;36(01):109-18. 

3. Fergusson DM, Boden JM, Horwood LJ. The developmental antecedents of illicit drug use: 

evidence from a 25-year longitudinal study. Drug and alcohol dependence. 2008;96(1):165-77. 

4. Patton GC, Coffey C, Carlin JB, Degenhardt L, Lynskey M, Hall W. Cannabis use and mental 

health in young people: cohort study. Bmj. 2002;325(7374):1195-8. 

5. Marmorstein NR. Longitudinal associations between alcohol problems and depressive 

symptoms: early adolescence through early adulthood. Alcoholism: Clinical and Experimental 

Research. 2009;33(1):49-59. 

6. Lerner RM, Galambos NL. Adolescent development: Challenges and opportunities for 

research, programs, and policies. Annual review of psychology. 1998;49(1):413-46. 

7. Lerner RM, Spanier GB. A dynamic interactional view of child and family development. 

Child influences on marital and family interaction: A life-span perspective. 1978:1-22. 

8. Merriam-Webster. Adolescence: Merriam-Webster dictionary; 2018 [Available from: 

https://www.merriam-webster.com/dictionary/adolescence. 

9. WHO. Adolescent development 2018 [Available from: 

http://www.who.int/maternal_child_adolescent/topics/adolescence/development/en/. 

10. Patton GC, Sawyer SM, Santelli JS, Ross DA, Afifi R, Allen NB, et al. Our future: a Lancet 

commission on adolescent health and wellbeing. The Lancet. 2016;387(10036):2423-78. 

11. Curtis AC. Defining adolescence. Journal of Adolescent and Family Health. 2015;7(2):2. 

12. Arnett JJ, Taber S. Adolescence terminable and interminable: When does adolescence end? 

Journal of youth and adolescence. 1994;23(5):517-37. 

13. Sawyer SM, Afifi RA, Bearinger LH, Blakemore S-J, Dick B, Ezeh AC, et al. Adolescence: a 

foundation for future health. The Lancet. 2012;379(9826):1630-40. 

14. van den Berg SM, Setiawan A, Bartels M, Polderman TJ, van der Vaart AW, Boomsma DI. 

Individual differences in puberty onset in girls: Bayesian estimation of heritabilities and genetic 

correlations. Behavior genetics. 2006;36(2):261. 

15. Marceau K, Ram N, Houts RM, Grimm KJ, Susman EJ. Individual differences in boys' and 

girls' timing and tempo of puberty: Modeling development with nonlinear growth models. 

Developmental psychology. 2011;47(5):1389. 

16. Keizer‐Schrama S, Mul D. Trends in pubertal development in Europe. Apmis. 

2001;109(S103). 

17. Dahl RE. Adolescent brain development: a period of vulnerabilities and opportunities. 

Keynote address. Annals of the New York Academy of Sciences. 2004;1021(1):1-22. 

18. Crews F, He J, Hodge C. Adolescent cortical development: a critical period of vulnerability 

for addiction. Pharmacology Biochemistry and Behavior. 2007;86(2):189-99. 

19. Bava S, Tapert SF. Adolescent brain development and the risk for alcohol and other drug 

problems. Neuropsychology review. 2010;20(4):398-413. 

20. Steinberg L. Cognitive and affective development in adolescence. Trends in cognitive 

sciences. 2005;9(2):69-74. 

21. Loewenstein G, Lerner JS. The role of affect in decision making. Handbook of affective 

science. 2003;619(642):3. 

22. Hall GS. Adolescence: Its psychology and its relations to physiology, anthropology, 

sociology, sex, crime, religion and education: D. Appleton; 1916. 

23. Arnett JJ. Adolescent storm and stress, reconsidered. American psychologist. 1999;54(5):317. 

24. Casey B, Jones RM, Levita L, Libby V, Pattwell SS, Ruberry EJ, et al. The storm and stress of 

adolescence: insights from human imaging and mouse genetics. Developmental psychobiology. 

2010;52(3):225-35. 



126 
 

25. Sletten MA. Psykiske plager blant ungdom. Barn i Norge 2015: Barn i Norge 2015 Tema:" 

Ungdom og psykisk helse" http://www ungdata no/asset/8507/1/8507_1 pdf. 2015;13. 

26. Clark DB, Thatcher DL, Tapert SF. Alcohol, psychological dysregulation, and adolescent 

brain development. Alcoholism: Clinical and Experimental Research. 2008;32(3):375-85. 

27. Robins LN, Rutter M. Straight and devious pathways from childhood to adulthood: CUP 

Archive; 1990. 

28. Lynskey M, Hall W. The effects of adolescent cannabis use on educational attainment: A 

review. Addiction. 2000;95(11):1621-30. 

29. Armstrong TD, Costello EJ. Community studies on adolescent substance use, abuse, or 

dependence and psychiatric comorbidity. Journal of consulting and clinical psychology. 

2002;70(6):1224. 

30. Organization WH. Alcohol in the European Union: consumption, harm and policy approaches: 

Final report, Copenhagen 27 March 2012. 2012. 

31. Folkehelseinstituttet. Rusmidler i Norge 2016. Alkohol, tobakk, vanedannende legemidler, 

narkotika, sniffing, doping og tjenestetilbudet 2016 [Available from: 

https://www.fhi.no/globalassets/dokumenterfiler/rapporter/rusmidler_i_norge_2016.pdf. 

32. Degenhardt L, Hall W. Extent of illicit drug use and dependence, and their contribution to the 

global burden of disease. The Lancet. 2012;379(9810):55-70. 

33. Hibell B, Guttormsson U, Ahlström S, Balakireva O, Bjarnason T, Kokkevi A, et al. The 2011 

ESPAD report: substance use among students in 36 European countries: ESPAD; 2012. 

34. Thomas KV, Bijlsma L, Castiglioni S, Covaci A, Emke E, Grabic R, et al. Comparing illicit 

drug use in 19 European cities through sewage analysis. Science of the Total Environment. 

2012;432:432-9. 

35. Kraus L, Guttormsson U, Leifman H, Arpa S, Molinaro S. ESPAD Report 2015: Results from 

the European School Survey Project on Alcohol and Other Drugs: Publications Office of the European 

Union; 2016. 

36. Skogen JC, Sivertsen B, Lundervold AJ, Stormark KM, Jakobsen R, Hysing M. Alcohol and 

drug use among adolescents: and the co-occurrence of mental health problems. Ung@ hordaland, a 

population-based study. BMJ open. 2014;4(9):e005357. 

37. Currie C, Gabhainn SN, Godeau E, Committee IHNC. The Health Behaviour in School-aged 

Children: WHO Collaborative Cross-National (HBSC) study: origins, concept, history and 

development 1982–2008. International Journal of Public Health. 2009;54(2):131-9. 

38. Looze Md, Raaijmakers Q, Bogt Tt, Bendtsen P, Farhat T, Ferreira M, et al. Decreases in 

adolescent weekly alcohol use in Europe and North America: evidence from 28 countries from 2002 to 

2010. The European Journal of Public Health. 2015;25(suppl_2):69-72. 

39. Inchley J, Currie D. Growing up unequal: gender and socioeconomic differences in young 

people’s health and well-being. Health Behaviour in School-aged Children (HBSC) study: 

international report from the. 2013;2014. 

40. Samdal O, Mathisen FKS, Torsheim T, Diseth ÅR, Fismen A-S, Larsen TMB, et al. Helse og 

trivsel blant barn og unge. Resultater fra den landsrepresentative spørreundersøkelsen «Helsevaner 

blant skoleelever. En WHO-undersøkelse i flere land». 2016. 

41. Pedersen W, Von Soest T. Adolescent alcohol use and binge drinking: an 18-year trend study 

of prevalence and correlates. Alcohol and alcoholism. 2015;50(2):219-25. 

42. helsedepartementet S-o. NOU 1995:24. Alkoholpolitikken i endring? Hvordan norske 

myndigheter kan møte de nye utfordringer nasjonalt og internasjonalt. 1995. 

43. Ungdatasenteret. Ungdata. Alkoholberuset. 2018 [Available from: 

http://www.ungdata.no/Rusmiddelbruk/Alkoholberuset. 

44. Brady KT, Randall CL. Gender differences in substance use disorders. Psychiatric Clinics of 

North America. 1999;22(2):241-52. 

45. Van Oers J, Bongers I, Van de Goor L, Garretsen H. Alcohol consumption, alcohol-related 

problems, problem drinking, and socioeconomic status. Alcohol and alcoholism (Oxford, 

Oxfordshire). 1999;34(1):78-88. 

46. Britton A, Ben-Shlomo Y, Benzeval M, Kuh D, Bell S. Life course trajectories of alcohol 

consumption in the United Kingdom using longitudinal data from nine cohort studies. BMC medicine. 

2015;13(1):47. 



127 
 

47. Øia T. Ung i Oslo 2012. Nøkkeltall Notat. 2012(7/12). 

48. Heath DB. International handbook on alcohol and culture: ABC-CLIO; 1995. 

49. Allamani A, Voller F, Kubicka L, Bloomfield K. Drinking cultures and the position of women 

in nine European countries. Substance Abuse. 2000;21(4):231-47. 

50. Keyes KM, Grant BF, Hasin DS. Evidence for a closing gender gap in alcohol use, abuse, and 

dependence in the United States population. Drug & Alcohol Dependence. 2008;93(1):21-9. 

51. Steingrímsson S, Carlsen HK, Sigfússon S, Magnússon A. The changing gender gap in 

substance use disorder: A total population‐based study of psychiatric in‐patients. Addiction. 

2012;107(11):1957-62. 

52. Organization WH. The ICD-10 classification of mental and behavioural disorders: clinical 

descriptions and diagnostic guidelines: World Health Organization; 1992. 

53. Sheehan T, Owen P. The disease model. Addictions: A comprehensive guidebook. 1999:268-

86. 

54. McGill-University. Substance Use Continuum: McGill University; 2017 [Available from: 

https://www.mcgill.ca/substances/harm-reduction/substance-use-continuum. 

55. Andrews G, Brugha T, Thase ME, Duffy FF, Rucci P, Slade T. Dimensionality and the 

category of major depressive episode. International Journal of Methods in Psychiatric Research. 

2007;16(S1). 

56. Haslam N. Categorical versus dimensional models of mental disorder: The taxometric 

evidence. Australian and New Zealand Journal of Psychiatry. 2003;37(6):696-704. 

57. Melzer D, Tom B, Brugha T, Fryers T, Meltzer H. Common mental disorder symptom counts 

in populations: are there distinct case groups above epidemiological cut-offs? Psychological medicine. 

2002;32(7):1195-201. 

58. Krueger RF, Nichol PE, Hicks BM, Markon KE, Patrick CJ, McGue M. Using latent trait 

modeling to conceptualize an alcohol problems continuum. Psychological assessment. 2004;16(2):107. 

59. Beseler CL, Hasin DS. Cannabis dimensionality: dependence, abuse and consumption. 

Addictive behaviors. 2010;35(11):961-9. 

60. Kandel DB, Kessler RC, Margulies RZ. Antecedents of adolescent initiation into stages of 

drug use: A developmental analysis. Journal of Youth and Adolescence. 1978;7(1):13-40. 

61. Organization WH. Epidemiology 2018 [Available from: 

http://www.who.int/topics/epidemiology/en/. 

62. Pope D, Stanistreet D. Quantitative methods for health research: a practical interactive guide 

to epidemiology and statistics: John Wiley & Sons; 2017. 

63. Rothman KJ, Greenland S, Lash TL. Modern epidemiology: Lippincott Williams & Wilkins; 

2008. 

64. Berkman LF, Kawachi I, Glymour MM. Social epidemiology: Oxford University Press; 2014. 

65. Krieger N. A glossary for social epidemiology. Journal of Epidemiology & Community 

Health. 2001;55(10):693-700. 

66. Donovan JE. Adolescent alcohol initiation: A review of psychosocial risk factors. Journal of 

adolescent health. 2004;35(6):529. e7-. e18. 

67. Ellickson S, Tucker JS, Klein DJ, McGuigan KA. Prospective risk factors for alcohol misuse 

in late adolescence. Journal of studies on alcohol. 2001;62(6):773-82. 

68. Hayatbakhsh MR, Najman JM, Bor W, O'Callaghan MJ, Williams GM. Multiple risk factor 

model predicting cannabis use and use disorders: a longitudinal study. The American journal of drug 

and alcohol abuse. 2009;35(6):399-407. 

69. Agrawal A, Lynskey MT, Bucholz KK, Madden PA, Heath AC. Correlates of cannabis 

initiation in a longitudinal sample of young women: the importance of peer influences. Preventive 

medicine. 2007;45(1):31-4. 

70. Kaplow JB, Curran PJ, Dodge KA. Child, parent, and peer predictors of early-onset substance 

use: A multisite longitudinal study. Journal of abnormal child psychology. 2002;30(3):199-216. 

71. Marmorstein NR. Longitudinal associations between depressive symptoms and alcohol 

problems: The influence of comorbid delinquent behavior. Addictive behaviors. 2010;35(6):564-71. 

72. Fisher LB, Miles IW, Austin SB, Camargo CA, Colditz GA. Predictors of initiation of alcohol 

use among US adolescents: findings from a prospective cohort study. Archives of Pediatrics & 

Adolescent Medicine. 2007;161(10):959-66. 



128 
 

73. Smit K, Voogt C, Hiemstra M, Kleinjan M, Otten R, Kuntsche E. Development of alcohol 

expectancies and early alcohol use in children and adolescents: A systematic review. Clinical 

psychology review. 2018. 

74. Poelen EA, Scholte RH, Willemsen G, Boomsma DI, Engels RC. Drinking by parents, 

siblings, and friends as predictors of regular alcohol use in adolescents and young adults: a 

longitudinal twin-family study. Alcohol & Alcoholism. 2007;42(4):362-9. 

75. Sloboda Z, Glantz MD, Tarter RE. Revisiting the concepts of risk and protective factors for 

understanding the etiology and development of substance use and substance use disorders: 

Implications for prevention. Substance use & misuse. 2012;47(8-9):944-62. 

76. Rose RJ, Dick DM, Viken RJ, Kaprio J. Gene‐environment interaction in patterns of 

adolescent drinking: Regional residency moderates longitudinal influences on alcohol use. 

Alcoholism: Clinical and Experimental Research. 2001;25(5):637-43. 

77. Guerrini I, Quadri G, Thomson AD. Genetic and environmental interplay in risky drinking in 

adolescents: a literature review. Alcohol and alcoholism. 2014;49(2):138-42. 

78. van der Zwaluw CS, Otten R, Kleinjan M, Engels RC. Different trajectories of adolescent 

alcohol use: testing gene–environment interactions. Alcoholism: clinical and experimental research. 

2014;38(3):704-12. 

79. von Sydow K, Lieb R, Pfister H, Höfler M, Wittchen H-U. What predicts incident use of 

cannabis and progression to abuse and dependence?: A 4-year prospective examination of risk factors 

in a community sample of adolescents and young adults. Drug and alcohol dependence. 

2002;68(1):49-64. 

80. Simons-Morton B. Prospective association of peer influence, school engagement, drinking 

expectancies, and parent expectations with drinking initiation among sixth graders. Addictive 

Behaviors. 2004;29(2):299-309. 

81. Hofler M, Lieb R, Perkonigg A, Schuster P, Sonntag H, Wittchen HU. Covariates of cannabis 

use progression in a representative population sample of adolescents: a prospective examination of 

vulnerability and risk factors. Addiction. 1999;94(11):1679-94. 

82. Shamblen SR, Ringwalt CL, Clark HK, Hanley SM. Alcohol use growth trajectories in young 

adolescence: Pathways and predictors. Journal of Child & Adolescent Substance Abuse. 2014;23(1):9-

18. 

83. Smit K, Otten R, Voogt C, Kleinjan M, Engels R, Kuntsche E. Exposure to drinking mediates 

the association between parental alcohol use and preteen alcohol use. Addictive behaviors. 2018. 

84. Siegel JT, Crano WD, Alvaro EM, Lac A, Hackett JD, Hohman ZP. Differentiating common 

predictors and outcomes of marijuana initiation: A retrospective longitudinal analysis. Substance use 

& misuse. 2014;49(1-2):30-40. 

85. Haug S, Núñez CL, Becker J, Gmel G, Schaub MP. Predictors of onset of cannabis and other 

drug use in male young adults: results from a longitudinal study. BMC public health. 2014;14(1):1202. 

86. Whitesell NR, Asdigian NL, Kaufman CE, Crow CB, Shangreau C, Keane EM, et al. 

Trajectories of substance use among young American Indian adolescents: Patterns and predictors. 

Journal of youth and adolescence. 2014;43(3):437-53. 

87. Hyucksun Shin S. A Longitudinal Examination of the Relationships between Childhood 

Maltreatment and Patterns of Adolescent Substance Use among High‐Risk Adolescents. The 

American journal on addictions. 2012;21(5):453-61. 

88. Jasinski JL, Williams LM, Siegel J. Childhood physical and sexual abuse as risk factors for 

heavy drinking among African-American women: a prospective study. Child Abuse & Neglect. 

2000;24(8):1061-71. 

89. Englund MM, Egeland B, Oliva EM, Collins WA. Childhood and adolescent predictors of 

heavy drinking and alcohol use disorders in early adulthood: a longitudinal developmental analysis. 

Addiction. 2008;103(s1):23-35. 

90. Mason WA, Windle M. Family, religious, school and peer influences on adolescent alcohol 

use: a longitudinal study. Journal of studies on alcohol. 2001;62(1):44-53. 

91. Farrell AD, Danish SJ, Howard CW. Relationship between drug use and other problem 

behaviors in urban adolescents. Journal of consulting and clinical psychology. 1992;60(5):705. 



129 
 

92. Dube SR, Felitti VJ, Dong M, Chapman DP, Giles WH, Anda RF. Childhood abuse, neglect, 

and household dysfunction and the risk of illicit drug use: the adverse childhood experiences study. 

Pediatrics. 2003;111(3):564-72. 

93. Stoddard SA, Whiteside L, Zimmerman MA, Cunningham RM, Chermack ST, Walton MA. 

The relationship between cumulative risk and promotive factors and violent behavior among urban 

adolescents. American journal of community psychology. 2013;51(1-2):57-65. 

94. Bronfenbrenner U. Toward an experimental ecology of human development. American 

psychologist. 1977;32(7):513. 

95. Bronfenbrenner U. The ecology of human development: Harvard university press; 2009. 

96. Lerner RM. Concepts and theories of human development: Psychology Press; 2001. 

97. Chou L-C, Ho C-Y, Chen C-Y, Chen WJ. Truancy and illicit drug use among adolescents 

surveyed via street outreach. Addictive behaviors. 2006;31(1):149-54. 

98. Henry KL, Thornberry TP. Truancy and escalation of substance use during adolescence. 

Journal of Studies on Alcohol and Drugs. 2010;71(1):115. 

99. Roebuck MC, French MT, Dennis ML. Adolescent marijuana use and school attendance. 

Economics of Education Review. 2004;23(2):133-41. 

100. King KM, Meehan BT, Trim RS, Chassin L. Marker or mediator? The effects of adolescent 

substance use on young adult educational attainment. Addiction. 2006;101(12):1730-40. 

101. Hemphill SA, Heerde JA, Scholes‐Balog KE, Herrenkohl TI, Toumbourou JW, Catalano RF. 

Effects of Early Adolescent Alcohol Use on Mid‐Adolescent School Performance and Connection: A 

Longitudinal Study of Students in Victoria, Australia and Washington State, United States. Journal of 

school health. 2014;84(11):706-15. 

102. Docherty G, McNeill A. The hardening hypothesis: does it matter? : BMJ Publishing Group 

Ltd; 2012. 

103. Wolff J, De-Shalit A. Disadvantage: Oxford University Press on Demand; 2007. 

104. von Soest T, Pedersen W. Hardcore adolescent smokers? An examination of the hardening 

hypothesis by using survey data from two Norwegian samples collected eight years apart. nicotine & 

tobacco research. 2014;16(9):1232-9. 

105. Hser Y-I, Longshore D, Anglin MD. The life course perspective on drug use: A conceptual 

framework for understanding drug use trajectories. Evaluation Review. 2007;31(6):515-47. 

106. Baltes PB. Theoretical propositions of life-span developmental psychology: On the dynamics 

between growth and decline. Developmental psychology. 1987;23(5):611. 

107. Erikson EH. Identity: Youth and crisis: WW Norton & Company; 1994. 

108. Holmseth S. Utdanning 2013 – fra barnehage til doktorgrad: Statistics Norway 2012 

[Available from: http://www.ssb.no/forside/_attachment/153399?_ts=142ddafb448. 

109. Schneider M. Puberty as a highly vulnerable developmental period for the consequences of 

cannabis exposure. Addiction biology. 2008;13(2):253-63. 

110. Eccles JS, Midgley C, Wigfield A, Buchanan CM, Reuman D, Flanagan C, et al. Development 

during adolescence: The impact of stage-environment fit on young adolescents' experiences in schools 

and in families. American psychologist. 1993;48(2):90. 

111. Giedd JN. The teen brain: insights from neuroimaging. Journal of Adolescent Health. 

2008;42(4):335-43. 

112. Merikangas KR, He J-p, Burstein M, Swanson SA, Avenevoli S, Cui L, et al. Lifetime 

prevalence of mental disorders in US adolescents: results from the National Comorbidity Survey 

Replication–Adolescent Supplement (NCS-A). Journal of the American Academy of Child & 

Adolescent Psychiatry. 2010;49(10):980-9. 

113. Kessler RC, Amminger GP, Aguilar‐Gaxiola S, Alonso J, Lee S, Ustun TB. Age of onset of 

mental disorders: a review of recent literature. Current opinion in psychiatry. 2007;20(4):359. 

114. Dishion TJ, Spracklen KM, Andrews DW, Patterson GR. Deviancy training in male 

adolescent friendships. Behavior therapy. 1996;27(3):373-90. 

115. Erath SA, Flanagan KS, Bierman KL. Social anxiety and peer relations in early adolescence: 

Behavioral and cognitive factors. Journal of abnormal child psychology. 2007;35(3):405-16. 

116. Roeser RW, Eccles JS, Freedman-Doan C. Academic functioning and mental health in 

adolescence: Patterns, progressions, and routes from childhood. Journal of Adolescent Research. 

1999;14(2):135-74. 



130 
 

117. DeWit DJ, Offord DR, Wong M. Patterns of onset and cessation of drug use over the early 

part of the life course. Health education & behavior. 1997;24(6):746-58. 

118. Pedersen W, Skrondal A. Alcohol consumption debut: predictors and consequences. Journal of 

studies on alcohol. 1998;59(1):32-42. 

119. Anthony JC, Petronis KR. Early-onset drug use and risk of later drug problems. Drug and 

alcohol dependence. 1995;40(1):9-15. 

120. Hamburger ME, Leeb RT, Swahn MH. Childhood maltreatment and early alcohol use among 

high-risk adolescents. Journal of Studies on Alcohol and Drugs. 2008;69(2):291-5. 

121. Schulenberg JE, Maggs JL. A developmental perspective on alcohol use and heavy drinking 

during adolescence and the transition to young adulthood. Journal of Studies on Alcohol and Drugs. 

2002(14):54. 

122. Forns M, Abad J, Kirchner T. Internalizing and externalizing problems.  Encyclopedia of 

adolescence: Springer; 2011. p. 1464-9. 

123. Achenbach TM. The classification of children's psychiatric symptoms: a factor-analytic study. 

Psychological Monographs: general and applied. 1966;80(7):1. 

124. Goodman A, Lamping DL, Ploubidis GB. When to use broader internalising and externalising 

subscales instead of the hypothesised five subscales on the Strengths and Difficulties Questionnaire 

(SDQ): data from British parents, teachers and children. Journal of abnormal child psychology. 

2010;38(8):1179-91. 

125. Goodman R, Scott S. Comparing the Strengths and Difficulties Questionnaire and the Child 

Behavior Checklist: is small beautiful? Journal of abnormal child psychology. 1999;27(1):17-24. 

126. Krueger RF, McGue M, Iacono WG. The higher-order structure of common DSM mental 

disorders: Internalization, externalization, and their connections to personality. Personality and 

Individual Differences. 2001;30(7):1245-59. 

127. Kuijpers RC, Kleinjan M, Engels RC, Stone LL, Otten R. Child self-report to identify 

internalizing and externalizing problems and the influence of maternal mental health. Journal of Child 

and Family Studies. 2015;24(6):1605-14. 

128. Iacono WG, Malone SM, McGue M. Behavioral disinhibition and the development of early-

onset addiction: common and specific influences. Annu Rev Clin Psychol. 2008;4:325-48. 

129. Sher KJ. Children of alcoholics: A critical appraisal of theory and research: University of 

Chicago Press; 1991. 

130. Dishion TJ, Loeber R. Adolescent marijuana and alcohol use: The role of parents and peers 

revisited. The American journal of drug and alcohol abuse. 1985;11(1-2):11-25. 

131. Malmberg M, Kleinjan M, Vermulst AA, Overbeek G, Monshouwer K, Lammers J, et al. Do 

substance use risk personality dimensions predict the onset of substance use in early adolescence? A 

variable-and person-centered approach. Journal of youth and adolescence. 2012;41(11):1512-25. 

132. Krank M, Stewart SH, O'Connor R, Woicik PB, Wall A-M, Conrod PJ. Structural, concurrent, 

and predictive validity of the Substance Use Risk Profile Scale in early adolescence. Addictive 

behaviors. 2011;36(1-2):37-46. 

133. Hussong AM, Curran PJ, Chassin L. Pathways of risk for accelerated heavy alcohol use 

among adolescent children of alcoholic parents. Journal of Abnormal Child Psychology. 

1998;26(6):453-66. 

134. Zucker RA, Heitzeg MM, Nigg JT. Parsing the undercontrol–disinhibition pathway to 

substance use disorders: A multilevel developmental problem. Child Development Perspectives. 

2011;5(4):248-55. 

135. Barnow S, Schultz G, Lucht M, Ulrich I, Preuss U-W, Freyberger H-J. Do alcohol 

expectancies and peer delinquency/substance use mediate the relationship between impulsivity and 

drinking behaviour in adolescence? Alcohol and Alcoholism. 2004;39(3):213-9. 

136. Sijtsema JJ, Lindenberg SM, Veenstra R. Do they get what they want or are they stuck with 

what they can get? Testing homophily against default selection for friendships of highly aggressive 

boys. The TRAILS study. Journal of abnormal child psychology. 2010;38(6):803-13. 

137. Haller M, Handley E, Chassin L, Bountress K. Developmental cascades: Linking adolescent 

substance use, affiliation with substance use promoting peers, and academic achievement to adult 

substance use disorders. Development and psychopathology. 2010;22(4):899-916. 



131 
 

138. Lammers J, Kuntsche E, Engels RC, Wiers RW, Kleinjan M. Mediational relations of 

substance use risk profiles, alcohol-related outcomes, and drinking motives among young adolescents 

in the Netherlands. Drug and alcohol dependence. 2013;133(2):571-9. 

139. Enstad F, Pedersen W, Nilsen W, von Soest T. Predicting early onset of intoxication versus 

drinking—A population-based prospective study of Norwegian adolescents. Addictive behaviors 

reports. 2017;6:1-7. 

140. Hussong AM, Jones DJ, Stein GL, Baucom DH, Boeding S. An internalizing pathway to 

alcohol use and disorder. Psychology of Addictive Behaviors. 2011;25(3):390. 

141. Caspi A, Moffitt TE, Newman DL. Behavioral Observations at Age 3 Years Predict Adult 

Psychiatric Disorders: Longitudinal. Annual Progress in Child Psychiatry and Child Development 

1997. 1998:319. 

142. Baker TB, Piper ME, McCarthy DE, Majeskie MR, Fiore MC. Addiction motivation 

reformulated: an affective processing model of negative reinforcement. Psychological review. 

2004;111(1):33. 

143. Wikler A. Recent progress in research on the neurophysiologic basis of morphine addiction. 

American journal of Psychiatry. 1948;105(5):329-38. 

144. Breslau N, Kessler RC, Chilcoat HD, Schultz LR, Davis GC, Andreski P. Trauma and 

posttraumatic stress disorder in the community: the 1996 Detroit Area Survey of Trauma. Archives of 

general psychiatry. 1998;55(7):626-32. 

145. Hussong AM, Ennett ST, Cox MJ, Haroon M. A systematic review of the unique prospective 

association of negative affect symptoms and adolescent substance use controlling for externalizing 

symptoms. Psychology of Addictive Behaviors. 2017;31(2):137. 

146. Clark DB, Lesnick L, Hegedus AM. Traumas and other adverse life events in adolescents with 

alcohol abuse and dependence. Journal of the American Academy of Child & Adolescent Psychiatry. 

1997;36(12):1744-51. 

147. Fenton M, Geier T, Keyes K, Skodol A, Grant B, Hasin D. Combined role of childhood 

maltreatment, family history, and gender in the risk for alcohol dependence. Psychological medicine. 

2013;43(5):1045-57. 

148. Nemeroff CB. Neurobiological consequences of childhood trauma. The Journal of clinical 

psychiatry. 2004. 

149. Andersen SL, Teicher MH. Desperately driven and no brakes: developmental stress exposure 

and subsequent risk for substance abuse. Neuroscience & Biobehavioral Reviews. 2009;33(4):516-24. 

150. De Bellis MD. Developmental traumatology: The psychobiological development of maltreated 

children and its implications for research, treatment, and policy. Development and psychopathology. 

2001;13(3):539-64. 

151. Giaconia RM, Reinherz HZ, Hauf AC, Paradis AD, Wasserman MS, Langhammer DM. 

Comorbidity of substance use and post-traumatic stress disorders in a community sample of 

adolescents. American Journal of Orthopsychiatry. 2000;70(2):253. 

152. Wolitzky-Taylor K, Bobova L, Zinbarg RE, Mineka S, Craske MG. Longitudinal investigation 

of the impact of anxiety and mood disorders in adolescence on subsequent substance use disorder 

onset and vice versa. Addictive Behaviors. 2012;37(8):982-5. 

153. Cornelius JR, Kirisci L, Reynolds M, Clark DB, Hayes J, Tarter R. PTSD contributes to teen 

and young adult cannabis use disorders. Addictive Behaviors. 2010;35(2):91-4. 

154. Haller M, Chassin L. Risk pathways among traumatic stress, posttraumatic stress disorder 

symptoms, and alcohol and drug problems: A test of four hypotheses. Psychology of Addictive 

Behaviors. 2014;28(3):841. 

155. Boutros N, Semenova S, Markou A. Adolescent intermittent ethanol exposure diminishes 

anhedonia during ethanol withdrawal in adulthood. European Neuropsychopharmacology. 

2014;24(6):856-64. 

156. Windle M. A retrospective measure of childhood behavior problems and its use in predicting 

adolescent problem behaviors. Journal of Studies on Alcohol. 1993;54(4):422-31. 

157. Colder CR, Chassin L, Lee MR, Villalta IK. Developmental perspectives: Affect and 

adolescent substance use. 2010. 



132 
 

158. Nelemans SA, Hale WW, 3rd, Raaijmakers QAW, Branje SJT, van Lier PAC, Meeus WHJ. 

Longitudinal associations between social anxiety symptoms and cannabis use throughout adolescence: 

the role of peer involvement. European child & adolescent psychiatry. 2016;25(5):483-92. 

159. Schmits E, Mathys C, Quertemont E. Is social anxiety associated with cannabis use? The role 

of cannabis use effect expectancies in middle adolescence. Journal of Child & Adolescent Substance 

Abuse. 2016;25(4):348-59. 

160. Schmits E, Mathys C, Quertemont E. A longitudinal study of cannabis use initiation among 

high school students: Effects of social anxiety, expectancies, peers and alcohol. Journal of 

Adolescence. 2015;41:43-52. 

161. Savage JE, Kaprio J, Korhonen T, Pulkkinen L, Rose RJ, Verhulst B, et al. The effects of 

social anxiety on alcohol and cigarette use across adolescence: Results from a longitudinal twin study 

in Finland. Psychology of Addictive Behaviors. 2016;30(4):462. 

162. Birrell L, Newton NC, Teesson M, Tonks Z, Slade T. Anxiety disorders and first alcohol use 

in the general population. Findings from a nationally representative sample. Journal of anxiety 

disorders. 2015;31:108-13. 

163. Stapinski LA, Montgomery AA, Araya R. Anxiety, depression and risk of cannabis use: 

Examining the internalising pathway to use among Chilean adolescents. Drug and alcohol dependence. 

2016;166:109-15. 

164. Pardee CS, Colder CR, Bowker JC. Dynamic Associations Among Alcohol Use and Anxiety 

Symptoms in Early Adolescence. Psychology of Addictive Behaviors. 2014;28(4):1246-52. 

165. Kaplow JB, Curran PJ, Angold A, Costello EJ. The prospective relation between dimensions 

of anxiety and the initiation of adolescent alcohol use. Journal of clinical child psychology. 

2001;30(3):316-26. 

166. Deykin EY, Buka SL. Prevalence and risk factors for posttraumatic stress disorder among 

chemically dependent adolescents. The American Journal of Psychiatry. 1997;154(6):752. 

167. Tsuang MT, Lyons MJ, Meyer JM, Doyle T, Eisen SA, Goldberg J, et al. Co-occurrence of 

abuse of different drugs in men: the role of drug-specific and shared vulnerabilities. Archives of 

general psychiatry. 1998;55(11):967-72. 

168. Tarter RE, Mezzich AC. Ontogeny of substance abuse: Perspectives and findings. 1992. 

169. Fu Q, Heath AC, Bucholz KK, Nelson E, Goldberg J, Lyons MJ, et al. Shared genetic risk of 

major depression, alcohol dependence, and marijuana dependence: contribution of antisocial 

personality disorder in men. Archives of General Psychiatry. 2002;59(12):1125-32. 

170. True WR, Heath AC, Scherrer JF, Xian H, Lin N, Eisen SA, et al. Interrelationship of genetic 

and environmental influences on conduct disorder and alcohol and marijuana dependence symptoms. 

American Journal of Medical Genetics Part A. 1999;88(4):391-7. 

171. Kendler KS, Jacobson KC, Prescott CA, Neale MC. Specificity of genetic and environmental 

risk factors for use and abuse/dependence of cannabis, cocaine, hallucinogens, sedatives, stimulants, 

and opiates in male twins. American Journal of Psychiatry. 2003;160(4):687-95. 

172. Pickens RW, Svikis DS, McGue M, LaBuda MC. Common genetic mechanisms in alcohol, 

drug, and mental disorder comorbidity. Drug and alcohol dependence. 1995;39(2):129-38. 

173. 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(8):837-

44. 

174. Lee S, Tsang A, Breslau J, Aguilar-Gaxiola S, Angermeyer M, Borges G, et al. Mental 

disorders and termination of education in high-income and low-and middle-income countries: 

epidemiological study. The British Journal of Psychiatry. 2009;194(5):411-7. 

175. McLeod JD, Kaiser K. Childhood emotional and behavioral problems and educational 

attainment. American Sociological Review. 2004;69(5):636-58. 

176. Hinshaw SP. Externalizing behavior problems and academic underachievement in childhood 

and adolescence: Causal relationships and underlying mechanisms. Psychological bulletin. 

1992;111(1):127. 

177. Magnuson K, Duncan GJ, Lee KT, Metzger MW. Early school adjustment and educational 

attainment. American educational research journal. 2016;53(4):1198-228. 

178. Lochner L. Non-production benefits of education: Crime, health, and good citizenship. 

National Bureau of Economic Research; 2011. 



133 
 

179. Winkleby MA, Jatulis DE, Frank E, Fortmann SP. Socioeconomic status and health: how 

education, income, and occupation contribute to risk factors for cardiovascular disease. American 

journal of public health. 1992;82(6):816-20. 

180. Deaton A. Policy implications of the gradient of health and wealth. Health affairs. 

2002;21(2):13-30. 

181. Lantz PM, House JS, Lepkowski JM, Williams DR, Mero RP, Chen J. Socioeconomic factors, 

health behaviors, and mortality: results from a nationally representative prospective study of US 

adults. Jama. 1998;279(21):1703-8. 

182. Laidra K, Pullmann H, Allik J. Personality and intelligence as predictors of academic 

achievement: A cross-sectional study from elementary to secondary school. Personality and individual 

differences. 2007;42(3):441-51. 

183. Nonis SA, Hudson GI. Academic performance of college students: Influence of time spent 

studying and working. Journal of Education for Business. 2006;81(3):151-9. 

184. Field S, Sarver MD, Shaw SF. Self-determination: A key to success in postsecondary 

education for students with learning disabilities. Remedial and Special Education. 2003;24(6):339-49. 

185. Christle CA, Jolivette K, Nelson CM. School characteristics related to high school dropout 

rates. Remedial and Special education. 2007;28(6):325-39. 

186. Kessler RC, Foster CL, Saunders WB, Stang PE. Social consequences of psychiatric disorders, 

I: Educational attainment. The American journal of psychiatry. 1995;152(7):1026. 

187. Staff J, Patrick ME, Loken E, Maggs JL. Teenage alcohol use and educational attainment. 

Journal of Studies on Alcohol and Drugs. 2008;69(6):848. 

188. Chatterji P. Does alcohol use during high school affect educational attainment?: Evidence 

from the National Education Longitudinal Study. Economics of Education Review. 2006;25(5):482-

97. 

189. Renna F. The economic cost of teen drinking: late graduation and lowered earnings. Health 

Economics. 2007;16(4):407-19. 

190. Horwood LJ, Fergusson DM, Hayatbakhsh MR, Najman JM, Coffey C, Patton GC, et al. 

Cannabis use and educational achievement: Findings from three Australasian cohort studies. Drug and 

alcohol dependence. 2010;110(3):247-53. 

191. Kelly AB, Evans‐Whipp TJ, Smith R, Chan GC, Toumbourou JW, Patton GC, et al. A 

longitudinal study of the association of adolescent polydrug use, alcohol use and high school non‐

completion. Addiction. 2015;110(4):627-35. 

192. Van Ours JC, Williams J. Why parents worry: initiation into cannabis use by youth and their 

educational attainment. Journal of health economics. 2009;28(1):132-42. 

193. Leach LS, Butterworth P. The effect of early onset common mental disorders on educational 

attainment in Australia. Psychiatry research. 2012;199(1):51-7. 

194. Brière FN, Fallu J-S, Morizot J, Janosz M. Adolescent illicit drug use and subsequent 

academic and psychosocial adjustment: An examination of socially-mediated pathways. Drug and 

alcohol dependence. 2014;135:45-51. 

195. Janosz M, LeBlanc M, Boulerice B, Tremblay RE. Disentangling the weight of school dropout 

predictors: A test on two longitudinal samples. Journal of youth and adolescence. 1997;26(6):733-62. 

196. Henry KL, Knight KE, Thornberry TP. School disengagement as a predictor of dropout, 

delinquency, and problem substance use during adolescence and early adulthood. Journal of youth and 

adolescence. 2012;41(2):156-66. 

197. Homel J, Thompson K, Leadbeater B. Trajectories of marijuana use in youth ages 15–25: 

Implications for postsecondary education experiences. Journal of studies on alcohol and drugs. 

2014;75(4):674-83. 

198. Stiby AI, Hickman M, Munafò MR, Heron J, Yip VL, Macleod J. Adolescent cannabis and 

tobacco use and educational outcomes at age 16: birth cohort study. Addiction. 2015;110(4):658-68. 

199. Williams J, Powell LM, Wechsler H. Does alcohol consumption reduce human capital 

accumulation? Evidence from the College Alcohol Study. Applied Economics. 2003;35(10):1227-39. 

200. DeSimone J. Drinking and academic performance in high school. Applied Economics. 

2010;42(12):1481-97. 

201. Sabia JJ. Wastin’away in margaritaville? New evidence on the academic effects of teenage 

binge drinking. Contemporary Economic Policy. 2010;28(1):1-22. 



134 
 

202. Balsa AI, Giuliano LM, French MT. The effects of alcohol use on academic achievement in 

high school. Economics of education review. 2011;30(1):1-15. 

203. Jane-Llopis E, Jané-Llopis E, Matytsina I, Jané-Llopis E, Matytsina I. Mental health and 

alcohol, drugs and tobacco: a review of the comorbidity between mental disorders and the use of 

alcohol, tobacco and illicit drugs. Drug and alcohol review. 2006;25(6):515-36. 

204. Windle M. Alcohol use among adolescents and young adults. Population. 2003;45(5.9):19-5. 

205. Olsson CA, Romaniuk H, Salinger J, Staiger PK, Bonomo Y, Hulbert C, et al. Drinking 

patterns of adolescents who develop alcohol use disorders: results from the Victorian Adolescent 

Health Cohort Study. BMJ open. 2016;6(2):e010455. 

206. Hishinuma ES, Chang JY, Goebert DA, Nishimura ST, Choi-Misailidis S, Andrade NN. 

Substance use as a robust correlate of school outcome measures for ethnically diverse adolescents of 

Asian/Pacific Islander ancestry. School Psychology Quarterly. 2006;21(3):286. 

207. Busch V, Loyen A, Lodder M, Schrijvers AJ, van Yperen TA, de Leeuw JR. The Effects of 

Adolescent Health-Related Behavior on Academic Performance A Systematic Review of the 

Longitudinal Evidence. Review of Educational Research. 2014:0034654313518441. 

208. Sirin SR. Socioeconomic status and academic achievement: A meta-analytic review of 

research. Review of educational research. 2005;75(3):417-53. 

209. Liu Y, Lintonen T, Tynjälä J, Villberg J, Välimaa R, Ojala K, et al. Socioeconomic differences 

in the use of alcohol and drunkenness in adolescents: Trends in the Health Behaviour in School-aged 

Children study in Finland 1990–2014. Scandinavian journal of public health. 2018;46(1):102-11. 

210. Voyer D, Voyer SD. Gender differences in scholastic achievement: A meta-analysis. 

Psychological bulletin. 2014;140(4):1174. 

211. Heron J, Barker ED, Joinson C, Lewis G, Hickman M, Munafò M, et al. Childhood conduct 

disorder trajectories, prior risk factors and cannabis use at age 16: birth cohort study. Addiction. 

2013;108(12):2129-38. 

212. White HR, Xie M, Thompson W, Loeber R, Stouthamer-Loeber M. Psychopathology as a 

predictor of adolescent drug use trajectories. Psychology of Addictive Behaviors. 2001;15(3):210. 

213. Windle M. A longitudinal study of antisocial behaviors in early adolescence as predictors of 

late adolescent substance use: gender and ethnic group differences. Journal of abnormal psychology. 

1990;99(1):86. 

214. Miettunen J, Murray G, Jones P, Mäki P, Ebeling H, Taanila A, et al. Longitudinal 

associations between childhood and adulthood externalizing and internalizing psychopathology and 

adolescent substance use. Psychological medicine. 2014;44(08):1727-38. 

215. Fergusson DM, Horwood LJ, Ridder EM. Conduct and attentional problems in childhood and 

adolescence and later substance use, abuse and dependence: results of a 25-year longitudinal study. 

Drug and alcohol dependence. 2007;88:S14-S26. 

216. Colder CR, Scalco M, Trucco EM, Read JP, Lengua LJ, Wieczorek WF, et al. Prospective 

associations of internalizing and externalizing problems and their co-occurrence with early adolescent 

substance use. Journal of abnormal child psychology. 2013;41(4):667-77. 

217. 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(3):298-311. 

218. Russo MF, Beidel DC. Comorbidity of childhood anxiety and externalizing disorders: 

Prevalence, associated characteristics, and validation issues. Clinical Psychology Review. 

1994;14(3):199-221. 

219. Colder CR, Frndak S, Lengua LJ, Read JP, Hawk LW, Wieczorek WF. Internalizing and 

Externalizing Problem Behavior: a Test of a Latent Variable Interaction Predicting a Two-Part Growth 

Model of Adolescent Substance Use. Journal of Abnormal Child Psychology. 2017:1-12. 

220. Scalco MD, Colder CR, Hawk Jr LW, Read JP, Wieczorek WF, Lengua LJ. Internalizing and 

externalizing problem behavior and early adolescent substance use: A test of a latent variable 

interaction and conditional indirect effects. Psychology of addictive behaviors. 2014;28(3):828. 

221. Edwards AC, Latendresse SJ, Heron J, Bin Cho S, Hickman M, Lewis G, et al. Childhood 

Internalizing Symptoms Are Negatively Associated with Early Adolescent Alcohol Use. Alcoholism-

Clinical and Experimental Research. 2014;38(6):1680-8. 



135 
 

222. Khantzian EJ. The self-medication hypothesis of substance use disorders: a reconsideration 

and recent applications. Harvard review of psychiatry. 1997;4(5):231-44. 

223. Canino G, Shrout PE, Rubio-Stipec M, Bird HR, Bravo M, Ramirez R, et al. The dsm-iv rates 

of child and adolescent disordersin puerto rico: prevalence, correlates, service use, and the effects of 

impairment. Archives of general psychiatry. 2004;61(1):85-93. 

224. Belfer ML. Child and adolescent mental disorders: the magnitude of the problem across the 

globe. Journal of Child Psychology and Psychiatry. 2008;49(3):226-36. 

225. Barkmann C, Schulte-Markwort M. Prevalence of emotional and behavioural disorders in 

German children and adolescents: a meta-analysis. Journal of epidemiology and community health. 

2012;66(3):194-203. 

226. Rohde P, Lewinsohn PM, Seeley JR. Psychiatric comorbidity with problematic alcohol use in 

high school students. Journal of the American Academy of Child & Adolescent Psychiatry. 

1996;35(1):101-9. 

227. Regier DA, Farmer ME, Rae DS, Locke BZ, Keith SJ, Judd LL, et al. Comorbidity of mental 

disorders with alcohol and other drug abuse: results from the Epidemiologic Catchment Area (ECA) 

study. Jama. 1990;264(19):2511-8. 

228. Deas-Nesmith D, Campbell S, Brady KT. Substance use disorders in an adolescent inpatient 

psychiatric population. Journal of the National Medical Association. 1998;90(4):233. 

229. Kedzior KK, Laeber LT. A positive association between anxiety disorders and cannabis use or 

cannabis use disorders in the general population-a meta-analysis of 31 studies. BMC psychiatry. 

2014;14(1):136. 

230. Edlund MJ, Forman-Hoffman VL, Winder CR, Heller DC, Kroutil LA, Lipari RN, et al. 

Opioid abuse and depression in adolescents: results from the National Survey on Drug Use and Health. 

Drug and alcohol dependence. 2015;152:131-8. 

231. Castro-Fornieles J, Díaz R, Goti J, Calvo R, Gonzalez L, Serrano L, et al. Prevalence and 

factors related to substance use among adolescents with eating disorders. European addiction research. 

2009;16(2):61-8. 

232. Bisetto PD, Botella GÁ, Sancho MA. Eating Disorders and drug use in adolescents. 

Adicciones. 2011;24(1):9-16. 

233. Addington J, Addington D. Patterns, predictors and impact of substance use in early 

psychosis: a longitudinal study. Acta Psychiatrica Scandinavica. 2007;115(4):304-9. 

234. Ferdinand RF, Sondeijker F, Van Der Ende J, Selten JP, Huizink A, Verhulst FC. Cannabis 

use predicts future psychotic symptoms, and vice versa. Addiction. 2005;100(5):612-8. 

235. Groenman AP, Oosterlaan J, Rommelse N, Franke B, Roeyers H, Oades RD, et al. Substance 

use disorders in adolescents with attention deficit hyperactivity disorder: a 4‐year follow‐up study. 

Addiction. 2013;108(8):1503-11. 

236. Zulauf CA, Sprich SE, Safren SA, Wilens TE. The complicated relationship between attention 

deficit/hyperactivity disorder and substance use disorders. Current psychiatry reports. 2014;16(3):1-

11. 

237. Khoddam R, Jackson NJ, Leventhal AM. Internalizing symptoms and conduct problems: 

Redundant, incremental, or interactive risk factors for adolescent substance use during the first year of 

high school? Drug and alcohol dependence. 2016;169:48-55. 

238. Serra-Pinheiro MA, Coutinho ES, Souza IS, Pinna C, Fortes D, Araújo C, et al. Is ADHD a 

risk factor independent of conduct disorder for illicit substance use? A meta-analysis and 

metaregression investigation. Journal of attention disorders. 2013;17(6):459-69. 

239. Lansford JE, Erath S, Yu T, Pettit GS, Dodge KA, Bates JE. The developmental course of 

illicit substance use from age 12 to 22: Links with depressive, anxiety, and behavior disorders at age 

18. Journal of Child Psychology and Psychiatry. 2008;49(8):877-85. 

240. Mangerud WL, Bjerkeset O, Holmen TL, Lydersen S, Indredavik MS. Smoking, alcohol 

consumption, and drug use among adolescents with psychiatric disorders compared with a population 

based sample. Journal of adolescence. 2014;37(7):1189-99. 

241. Wu L-T, Gersing K, Burchett B, Woody GE, Blazer DG. Substance use disorders and 

comorbid Axis I and II psychiatric disorders among young psychiatric patients: findings from a large 

electronic health records database. Journal of psychiatric research. 2011;45(11):1453-62. 



136 
 

242. Boys A, Farrell M, Taylor C, Marsden J, Goodman R, Brugha T, et al. Psychiatric morbidity 

and substance use in young people aged 13–15 years: results from the Child and Adolescent Survey of 

Mental Health. The British Journal of Psychiatry. 2003;182(6):509-17. 

243. Norway S. Income and Wealth Statistics for Households, 2014. 2014. 

244. Heiervang E, Stormark KM, Lundervold AJ, Heimann M, Goodman R, Posserud M-B, et al. 

Psychiatric disorders in Norwegian 8-to 10-year-olds: an epidemiological survey of prevalence, risk 

factors, and service use. Journal of the American Academy of Child & Adolescent Psychiatry. 

2007;46(4):438-47. 

245. Ministry NH. Norsk pasientregister (NPR) 2018 [Available from: 

https://helsedirektoratet.no/norsk-pasientregister-npr. 

246. Bakken IJ, Estenstad MG, Gystad SO, Németh J, Huse UE. Nytt Norsk pasientregister gir nye 

forskningsmuligheter. Norsk epidemiologi. 2010;20(1). 

247. Ludvigsson JF, Andersson E, Ekbom A, Feychting M, Kim J-L, Reuterwall C, et al. External 

review and validation of the Swedish national inpatient register. BMC public health. 2011;11(1):450. 

248. Nesvåg R, Jönsson EG, Bakken IJ, Knudsen GP, Bjella TD, Reichborn-Kjennerud T, et al. 

The quality of severe mental disorder diagnoses in a national health registry as compared to research 

diagnoses based on structured interview. BMC psychiatry. 2017;17(1):93. 

249. Jakobsen KD, Frederiksen JN, Hansen T, Jansson LB, Parnas J, Werge T. Reliability of 

clinical ICD-10 schizophrenia diagnoses. Nordic Journal of Psychiatry. 2005;59(3):209-12. 

250. Dalman C, Broms J, Cullberg J, Allebeck P. Young cases of schizophrenia identified in a 

national inpatient register. Social psychiatry and psychiatric epidemiology. 2002;37(11):527-31. 

251. Dhalla S, Zumbo B, Poole G. A review of the psychometric properties of the CRAFFT 

instrument: 1999-2010. Current drug abuse reviews. 2011;4(1):57-64. 

252. Skogen JC, Bøe T, Knudsen AK, Hysing M. Psychometric properties and concurrent validity 

of the CRAFFT among Norwegian adolescents. Ung@ hordaland, a population-based study. Addictive 

behaviors. 2013;38(10):2500-5. 

253. Thapar A, McGuffin P. Validity of the shortened Mood and Feelings Questionnaire in a 

community sample of children and adolescents: a preliminary research note. Psychiatry research. 

1998;81(2):259-68. 

254. Lundervold AJ, Breivik K, Posserud M-B, Stormark KM, Hysing M. Symptoms of depression 

as reported by Norwegian adolescents on the Short Mood and Feelings Questionnaire. Frontiers in 

psychology. 2013;4. 

255. Birmaher B, Brent DA, Chiappetta L, Bridge J, Monga S, Baugher M. Psychometric 

properties of the Screen for Child Anxiety Related Emotional Disorders (SCARED): a replication 

study. Journal of the American Academy of Child & Adolescent Psychiatry. 1999;38(10):1230-6. 

256. Birmaher B, Khetarpal S, Brent D, Cully M, Balach L, Kaufman J, et al. The screen for child 

anxiety related emotional disorders (SCARED): scale construction and psychometric characteristics. 

Journal of the American Academy of Child & Adolescent Psychiatry. 1997;36(4):545-53. 

257. Hale WW, Raaijmakers Q, Muris P, Meeus W. Psychometric properties of the Screen for 

Child Anxiety Related Emotional Disorders (SCARED) in the general adolescent population. Journal 

of the American Academy of Child & Adolescent Psychiatry. 2005;44(3):283-90. 

258. Kessler RC, Adler LA, Gruber MJ, Sarawate CA, Spencer T, Van Brunt DL. Validity of the 

World Health Organization Adult ADHD Self‐Report Scale (ASRS) Screener in a representative 

sample of health plan members. International journal of methods in psychiatric research. 

2007;16(2):52-65. 

259. Adler LA, Newcorn JH. Administering and evaluating the results of the adult ADHD Self-

Report Scale (ASRS) in adolescents. The Journal of clinical psychiatry. 2011;72(6):e20-e. 

260. Lucas CP, Zhang H, Fisher PW, Shaffer D, Regier DA, Narrow WE, et al. The DISC 

Predictive Scales (DPS): efficiently screening for diagnoses. Journal of the American Academy of 

Child & Adolescent Psychiatry. 2001;40(4):443-9. 

261. Goodman R. The Strengths and Difficulties Questionnaire: a research note. Journal of child 

psychology and psychiatry. 1997;38(5):581-6. 

262. Goodman R. Psychometric properties of the strengths and difficulties questionnaire. Journal of 

the American Academy of Child & Adolescent Psychiatry. 2001;40(11):1337-45. 



137 
 

263. Muris P, Meesters C, van den Berg F. The strengths and difficulties questionnaire (SDQ). 

European child & adolescent psychiatry. 2003;12(1):1-8. 

264. Smedje H, Broman J-E, Hetta J, Von Knorring A-L. Psychometric properties of a Swedish 

version of the “Strengths and Difficulties Questionnaire”. European child & adolescent psychiatry. 

1999;8(2):63-70. 

265. Stone LL, Otten R, Engels RC, Vermulst AA, Janssens JM. Psychometric properties of the 

parent and teacher versions of the strengths and difficulties questionnaire for 4-to 12-year-olds: a 

review. Clinical child and family psychology review. 2010;13(3):254-74. 

266. Van Roy B, Veenstra M, Clench‐Aas J. Construct validity of the five‐factor Strengths and 

Difficulties Questionnaire (SDQ) in pre‐, early, and late adolescence. Journal of Child Psychology and 

Psychiatry. 2008;49(12):1304-12. 

267. Bøe T, Øverland S, Lundervold AJ, Hysing M. Socioeconomic status and children’s mental 

health: results from the Bergen Child Study. Social psychiatry and psychiatric epidemiology. 

2012;47(10):1557-66. 

268. Bøe T, Sivertsen B, Heiervang E, Goodman R, Lundervold AJ, Hysing M. Socioeconomic 

status and child mental health: The role of parental emotional well-being and parenting practices. 

Journal of abnormal child psychology. 2014;42(5):705-15. 

269. Rothman KJ, Gallacher JE, Hatch EE. Why representativeness should be avoided. 

International journal of epidemiology. 2013;42(4):1012-4. 

270. Heiervang E, Goodman R. Advantages and limitations of web-based surveys: evidence from a 

child mental health survey. Social psychiatry and psychiatric epidemiology. 2011;46(1):69-76. 

271. Wolke D, Waylen A, Samara M, Steer C, Goodman R, Ford T, et al. Selective drop-out in 

longitudinal studies and non-biased prediction of behaviour disorders. The British Journal of 

Psychiatry. 2009;195(3):249-56. 

272. Lundberg I, Thakker KD, Hällström T, Forsell Y. Determinants of non-participation, and the 

effects of non-participation on potential cause-effect relationships, in the PART study on mental 

disorders. Social psychiatry and psychiatric epidemiology. 2005;40(6):475-83. 

273. Johnson JL. Generalizability in qualitative research. Completing a qualitative project: Details 

and dialogue. 1997:191. 

274. StataCorp. Stata Statistical Software: Release 14. College Station, TX: StataCorp LP. 2015. 

275. Team RC. R: A language and environment for statistical computing. 2013. 

276. Hellevik O. Questionnaire surveys: The Norwegian National Research Ethics Committees; 

2015 [Available from: https://www.etikkom.no/en/library/introduction/methods-and-

approaches/questionnaire-surveys/. 

277. Aiga H. Bombarding people with questions: a reconsideration of survey ethics. Bulletin of the 

World Health Organization. 2007;85(11):823-. 

278. Groves RM, Fowler Jr FJ, Couper MP, Lepkowski JM, Singer E, Tourangeau R. Survey 

methodology: John Wiley & Sons; 2011. 

279. Kelley K, Clark B, Brown V, Sitzia J. Good practice in the conduct and reporting of survey 

research. International Journal for Quality in health care. 2003;15(3):261-6. 

280. Ennett ST, Foshee VA, Bauman KE, Hussong A, Cai L, Reyes HLM, et al. The social ecology 

of adolescent alcohol misuse. Child development. 2008;79(6):1777-91. 

281. Latvala A, Rose RJ, Pulkkinen L, Dick DM, Korhonen T, Kaprio J. Drinking, smoking, and 

educational achievement: Cross-lagged associations from adolescence to adulthood. Drug and alcohol 

dependence. 2014;137:106-13. 

282. Englund MM, Siebenbruner J. Developmental pathways linking externalizing symptoms, 

internalizing symptoms, and academic competence to adolescent substance use. Journal of 

adolescence. 2012;35(5):1123-40. 

283. Loe IM, Feldman HM. Academic and educational outcomes of children with ADHD. Journal 

of pediatric psychology. 2007;32(6):643-54. 

284. Charach A, Yeung E, Climans T, Lillie E. Childhood attention-deficit/hyperactivity disorder 

and future substance use disorders: comparative meta-analyses. Journal of the American Academy of 

Child & Adolescent Psychiatry. 2011;50(1):9-21. 

285. Kwon TY. Trajectory and Predictors of Early Adolescent Alcohol Use. Asian Social Work and 

Policy Review. 2013;7(2):117-34. 



138 
 

286. Parrish KH, Atherton OE, Quintana A, Conger RD, Robins RW. Reciprocal Relations 

between Internalizing Symptoms and Frequency of Alcohol Use: Findings from a Longitudinal Study 

of Mexican-origin Youth. Psychology of addictive behaviors: journal of the Society of Psychologists 

in Addictive Behaviors. 2016;30(2):203. 

287. Fleming CB, Mason WA, Mazza JJ, Abbott RD, Catalano RF. Latent growth modeling of the 

relationship between depressive symptoms and substance use during adolescence. Psychology of 

Addictive Behaviors. 2008;22(2):186. 

288. 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(3):287-99. 

289. Fröjd S, Ranta K, Kaltiala-Heino R, Marttunen M. Associations of social phobia and general 

anxiety with alcohol and drug use in a community sample of adolescents. Alcohol and alcoholism. 

2011;46(2):192-9. 

290. Myers MG, Aarons GA, Tomlinson K, Stein MB. Social anxiety, negative affectivity, and 

substance use among high school students. Psychology of Addictive Behaviors. 2003;17(4):277. 

291. Buckner JD, Schmidt NB. Understanding social anxiety as a risk for alcohol use disorders: 

Fear of scrutiny, not social interaction fears, prospectively predicts alcohol use disorders. Journal of 

psychiatric research. 2009;43(4):477-83. 

292. Fite PJ, Colder CR, O'Connor RM. Childhood behavior problems and peer selection and 

socialization: Risk for adolescent alcohol use. Addictive Behaviors. 2006;31(8):1454-9. 

293. Rønning JA, Handegaard BH, Sourander A, Mørch W-T. The Strengths and Difficulties Self-

Report Questionnaire as a screening instrument in Norwegian community samples. European Child & 

Adolescent Psychiatry. 2004;13(2):73-82. 

294. McCarty CA, Wymbs BT, King KM, Mason WA, Stoep AV, McCauley E, et al. 

Developmental consistency in associations between depressive symptoms and alcohol use in early 

adolescence. Journal of studies on alcohol and drugs. 2012;73(3):444. 

295. Wittchen H-U, Fröhlich C, Behrendt S, Günther A, Rehm J, Zimmermann P, et al. Cannabis 

use and cannabis use disorders and their relationship to mental disorders: a 10-year prospective-

longitudinal community study in adolescents. Drug and alcohol dependence. 2007;88:S60-S70. 

296. Virtanen P, Nummi T, Lintonen T, Westerlund H, Hägglöf B, Hammarström A. Mental health 

in adolescence as determinant of alcohol consumption trajectories in the Northern Swedish Cohort. 

International journal of public health. 2015;60(3):335-42. 

297. Cerda M, Prins SJ, Galea S, Howe CJ, Pardini D. When psychopathology matters most: 

identifying sensitive periods when within-person changes in conduct, affective and anxiety problems 

are associated with male adolescent substance use. Addiction. 2016;111(5):924-35. 

298. Hopfer C, Salomonsen-Sautel S, Mikulich-Gilbertson S, Min S-J, McQueen M, Crowley T, et 

al. Conduct disorder and initiation of substance use: a prospective longitudinal study. Journal of the 

American Academy of Child & Adolescent Psychiatry. 2013;52(5):511-8. e4. 

299. Tong L, Shi H-J, Zhang Z, Yuan Y, Xia Z-J, Jiang X-X, et al. Mediating effect of anxiety and 

depression on the relationship between Attention-deficit/hyperactivity disorder symptoms and 

smoking/drinking. Scientific reports. 2016;6. 

300. Brinkman WB, Epstein JN, Auinger P, Tamm L, Froehlich TE. Association of attention-

deficit/hyperactivity disorder and conduct disorder with early tobacco and alcohol use. Drug and 

alcohol dependence. 2015;147:183-9. 

301. Bidwell LC, Henry EA, Willcutt EG, Kinnear MK, Ito TA. Childhood and current ADHD 

symptom dimensions are associated with more severe cannabis outcomes in college students. Drug 

and Alcohol Dependence. 2014;135:88-94. 

302. Biederman J, Wilens T, Mick E, Spencer T, Faraone SV. Pharmacotherapy of attention-

deficit/hyperactivity disorder reduces risk for substance use disorder. Pediatrics. 1999;104(2):e20-e. 

303. Wilens TE, Faraone SV, Biederman J, Gunawardene S. Does stimulant therapy of attention-

deficit/hyperactivity disorder beget later substance abuse? A meta-analytic review of the literature. 

Pediatrics. 2003;111(1):179-85. 

304. Pedersen DE. Gender differences in college binge drinking: Examining the role of depression 

and school stress. The Social Science Journal. 2013;50(4):521-9. 



139 
 

305. Harrell ZA, Slane JD, Klump KL. Predictors of alcohol problems in college women: The role 

of depressive symptoms, disordered eating, and family history of alcoholism. Addictive behaviors. 

2009;34(3):252-7. 

306. Crum RM, Green KM, Storr CL, Chan Y-F, Ialongo N, Stuart EA, et al. Depressed mood in 

childhood and subsequent alcohol use through adolescence and young adulthood. Archives of General 

Psychiatry. 2008;65(6):702-12. 

307. Maslowsky J, Schulenberg JE. Interaction matters: Quantifying Conduct Problem x 

Depressive Symptoms interaction and its association with adolescent alcohol, cigarette, and marijuana 

use in a national sample. Development and Psychopathology. 2013;25(4):1029-43. 

308. Hintzpeter B, Klasen F, Schön G, Voss C, Hölling H, Ravens-Sieberer U, et al. Mental health 

care use among children and adolescents in Germany: results of the longitudinal BELLA study. 

European child & adolescent psychiatry. 2015;24(6):705-13. 

309. Merikangas KR, He J-p, Burstein M, Swendsen J, Avenevoli S, Case B, et al. Service 

utilization for lifetime mental disorders in US adolescents: Results of the National Comorbidity 

Survey–Adolescent Supplement (NCS-A). Journal of the American Academy of Child & Adolescent 

Psychiatry. 2011;50(1):32-45. 

310. Martin P, Martin M. Proximal and distal influences on development: The model of 

developmental adaptation. Developmental Review. 2002;22(1):78-96. 

311. Ohannessian CM. Anxiety and substance use during adolescence. Substance abuse. 

2014;35(4):418-25. 

312. Wu P, Goodwin RD, Fuller C, Liu X, Comer JS, Cohen P, et al. The Relationship Between 

Anxiety Disorders and Substance Use Among Adolescents in the Community: Specificity and Gender 

Differences. Journal of Youth and Adolescence. 2010;39(2):177-88. 

313. Tomlinson KL, Cummins KM, Brown SA. Social anxiety and onset of drinking in early 

adolescence. Journal of child & adolescent substance abuse. 2013;22(2):163-77. 

314. Zimmermann P, Wittchen H-U, Höfler M, Pfister H, Kessler RC, Lieb R. Primary anxiety 

disorders and the development of subsequent alcohol use disorders: a 4-year community study of 

adolescents and young adults. Psychological medicine. 2003;33(07):1211-22. 

315. Kushner MG, Sher KJ, Erickson DJ. Prospective analysis of the relation between DSM-III 

anxiety disorders and alcohol use disorders. American Journal of Psychiatry. 1999;156(5):723-32. 

316. Breslau N, Davis GC, Schultz LR. Posttraumatic stress disorder and the incidence of nicotine, 

alcohol, and other drug disorders in persons who have experienced trauma. Archives of general 

psychiatry. 2003;60(3):289-94. 

317. Stewart SH. Alcohol abuse in individuals exposed to trauma: a critical review. Psychological 

bulletin. 1996;120(1):83. 

318. Margolin G, Vickerman KA. Posttraumatic stress in children and adolescents exposed to 

family violence: I. Overview and issues. Professional Psychology: Research and Practice. 

2007;38(6):613. 

319. Ramos M, Boada L, Moreno C, Llorente C, Romo J, Parellada M. Attitude and risk of 

substance use in adolescents diagnosed with Asperger syndrome. Drug and alcohol dependence. 

2013;133(2):535-40. 

320. Butwicka A, Långström N, Larsson H, Lundström S, Serlachius E, Almqvist C, et al. 

Increased risk for substance use-related problems in autism spectrum disorders: a population-based 

cohort study. Journal of autism and developmental disorders. 2017;47(1):80-9. 

321. Mustelin L, Latvala A, Raevuori A, Rose RJ, Kaprio J, Keski‐Rahkonen A. Risky drinking 

behaviors among women with eating disorders—A longitudinal community‐based study. International 

Journal of Eating Disorders. 2016;49(6):563-71. 

322. Khaylis A, Trockel M, Taylor CB. Binge drinking in women at risk for developing eating 

disorders. International Journal of Eating Disorders. 2009;42(5):409-14. 

323. Ortega RO, Chapela IB, Santoncini CU. Disordered eating behaviors and binge drinking in 

female high-school students: the role of impulsivity. Salud Mental. 2012;35(2):83-9. 

324. Humensky JL. Are adolescents with high socioeconomic status more likely to engage in 

alcohol and illicit drug use in early adulthood? Substance abuse treatment, prevention, and policy. 

2010;5(1):19. 



140 
 

325. Dickson DJ, Laursen B, Stattin H, Kerr M. Parental supervision and alcohol abuse among 

adolescent girls. Pediatrics. 2015;136(4):617-24. 

326. Finan LJ, Schulz J, Gordon MS, Ohannessian CM. Parental problem drinking and adolescent 

externalizing behaviors: the mediating role of family functioning. Journal of adolescence. 

2015;43:100-10. 

327. Kandel DB, Johnson JG, Bird HR, Canino G, Goodman SH, Lahey BB, et al. Psychiatric 

disorders associated with substance use among children and adolescents: findings from the Methods 

for the Epidemiology of Child and Adolescent Mental Disorders (MECA) Study. Journal of Abnormal 

Child Psychology. 1997;25(2):121-32. 

328. Zwaanswijk M, Van Der Ende J, Verhaak PF, Bensing JM, Verhulst FC. Factors associated 

with adolescent mental health service need and utilization. Journal of the American Academy of Child 

& Adolescent Psychiatry. 2003;42(6):692-700. 

329. Roberts NP, Roberts PA, Jones N, Bisson JI. Psychological interventions for post-traumatic 

stress disorder and comorbid substance use disorder: a systematic review and meta-analysis. Clinical 

psychology review. 2015;38:25-38. 

330. Faggiano F, Minozzi S, Versino E, Buscemi D. Universal school‐based prevention for illicit 

drug use. The Cochrane Library. 2014. 

331. Lize SE, Iachini AL, Tang W, Tucker J, Seay KD, Clone S, et al. A meta-analysis of the 

effectiveness of interactive middle school cannabis prevention programs. Prevention Science. 

2017;18(1):50-60. 

332. Vermeulen-Smit E, Verdurmen J, Engels R. The effectiveness of family interventions in 

preventing adolescent illicit drug use: A systematic review and meta-analysis of randomized 

controlled trials. Clinical child and family psychology review. 2015;18(3):218-39. 

333. Tait RJ, Spijkerman R, Riper H. Internet and computer based interventions for cannabis use: a 

meta-analysis. Drug & Alcohol Dependence. 2013;133(2):295-304. 

334. Georgie J, Sean H, Deborah M, Matthew H, Rona C. Peer‐led interventions to prevent 

tobacco, alcohol and/or drug use among young people aged 11–21 years: a systematic review and 

meta‐analysis. Addiction. 2016;111(3):391-407. 

335. Thomas RE, Lorenzetti DL, Spragins W. Systematic review of mentoring to prevent or reduce 

alcohol and drug use by adolescents. Academic pediatrics. 2013;13(4):292-9. 

336. Ferri M, Allara E, Bo A, Gasparrini A, Faggiano F. Media campaigns for the prevention of 

illicit drug use in young people. status and date: New, published in. 2013(6). 

337. Melendez-Torres G, Dickson K, Fletcher A, Thomas J, Hinds K, Campbell R, et al. Positive 

youth development programmes to reduce substance use in young people: Systematic review. 

International Journal of Drug Policy. 2016;36:95-103. 

338. Perini L, Marti J. Substance use and high school academic performance. IRENE Institute of 

Economic Research; 2011. 

 

 



I





ORIGINAL RESEARCH
published: 20 June 2017

doi: 10.3389/fpsyg.2017.01023

Frontiers in Psychology | www.frontiersin.org 1 June 2017 | Volume 8 | Article 1023

Edited by:

José Carlos Núñez,

Universidad de Oviedo Mieres, Spain

Reviewed by:

Marie Leiner,

Texas Tech University Health Sciences

Center, United States

Elisardo Becoña,

Universidade de Santiago de

Compostela, Spain

*Correspondence:

Ove Heradstveit

ove.heradstveit@uni.no

Specialty section:

This article was submitted to

Educational Psychology,

a section of the journal

Frontiers in Psychology

Received: 09 March 2017

Accepted: 02 June 2017

Published: 20 June 2017

Citation:

Heradstveit O, Skogen JC, Hetland J

and Hysing M (2017) Alcohol and Illicit

Drug Use Are Important Factors for

School-Related Problems among

Adolescents. Front. Psychol. 8:1023.

doi: 10.3389/fpsyg.2017.01023

Alcohol and Illicit Drug Use Are
Important Factors for School-Related
Problems among Adolescents

Ove Heradstveit 1, 2*, Jens C. Skogen 1, 3, Jørn Hetland 4 and Mari Hysing 2

1Center for Alcohol and Drug Research, Stavanger University Hospital, Stavanger, Norway, 2 Regional Centre for Child and

Youth Mental Health and Child Welfare, Uni Research Health, Bergen, Norway, 3Department of Health Promotion, Norwegian

Institute of Public Health, Bergen, Norway, 4Department of Psychosocial Science, University of Bergen, Bergen, Norway

The aim of this study was to investigate the association between alcohol and drug

use, and school-related problems measured by low grade point average (GPA) and

high school attendance. We also examined potential confounding effects from mental

health problems. Although the issue is not new within current literature, the present

study has its strengths in a large number of participants and the utilization of registry-

based data on school-related functioning. A cross-sectional design is employed

in this study using data from a large population-based sample of adolescents,

youth@hordaland, in a linkage to official school registry data, and the current study

presents data from N = 7,874. The main independent variables were alcohol use and

drug use, as well as potential alcohol- and drug-related problems. The dependent

variables were registry-based school attendance and grades. All the alcohol- and

drug measures included were consistently associated with low GPA (Odds ratios (OR)

ranging 1.82–2.21, all p < 0.001) and high levels of missed days from school (ORs

ranging 1.79–3.04, all p < 0.001) and high levels of hours missed from school (ORs

ranging 2.17–3.44, all p < 0.001). Even after adjusting for gender, age, socioeconomic

status and mental health problems all the associations between alcohol and illicit

drug use and the school-related outcomes remained statistically significant. Increasing

number of indications on alcohol/drug-related problems and increasing levels of alcohol

consumption were associated with more negative school-related outcomes. The results

suggest that alcohol- and drug use, and particularly alcohol/drug-related problems, are

important factors for school-related problems independently of mental health problems.

Keywords: alcohol use, illicit drug use, alcohol and drug-related problems, school-related problems, grade point

average (GPA), school attendance

INTRODUCTION

Adolescents using alcohol and illicit drugs are at risk for prolonged alcohol/drug-related problems
(Ellickson et al., 2003), and co-occurrence with mental health problems are often observed among
adolescents with alcohol/drug-related problems (Bukstein et al., 1989; Clark et al., 1997). Not least,
both alcohol and illicit drug use during adolescence have been found to be associated with long-
term negative school-related outcomes, such as lower high school graduation rates (Chatterji, 2006;
Renna, 2007; Horwood et al., 2010; Kelly et al., 2015), lower post-secondary educational credentials
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(Staff et al., 2008), and higher drop-out rates from school (Van
Ours and Williams, 2009; Leach and Butterworth, 2012; Brière
et al., 2014).

More immediate consequences of alcohol and illicit drug use
on school-related problems, such as poor grade achievement and
high absence from school, are also highlighted in the scientific
literature. Poor grade achievement has been found to be a potent
predictor for dropout from school (Janosz et al., 1997), while
lower attendance may be an indicator of disengagement from
school and is associated with increased substance use (Chou et al.,
2006; Henry and Thornberry, 2010). A study by Perini and Marti
(2011) found that substance use had no direct effect on drop-out,
but had an indirect impact through the intermediate outcomes
of poor grades and high school-absence. In other words, short-
term school-related problems appear to be important mediators
between alcohol/drug use and long-term negative school-related
outcomes. Hence, the investigation of how alcohol/drug-related
problems are associated with poor grades and high school-
absence may be an important step toward a better understanding
of adolescents at risk for more long-term negative school-related
outcomes.

Some previous studies report that alcohol and illicit drug
use is associated with both poorer grades and lower school
attendance. For example, adolescent alcohol and illicit drug use
are demonstrated to be related to lower self-reported attendance
rates (Roebuck et al., 2004; Chou et al., 2006; King et al.,
2006; Henry and Thornberry, 2010; Hemphill et al., 2014) and
lower self-reported grade achievement (Williams et al., 2003;
DeSimone, 2010; Homel et al., 2014; Stiby et al., 2015), while
other contributions report weak or non-significant associations
between alcohol use and self-reported grades (Sabia, 2010; Brière
et al., 2014) and registry-based grades (Balsa et al., 2011). In
sum, the literature is not conclusive to whether alcohol and illicit
drug use should be regarded as important factors for poor grade
achievement and high school-absence or not.

A range of factors should be noted as potential limitations in
the previous literature. First, the extent to which alcohol/drug
use is associated with negative school-related outcomes may be
influenced by the conceptualization of alcohol/drug use. Alcohol
use is very prevalent among adolescents (e.g., Windle, 2003),
while only a minority of the adolescent drinkers develop more
adverse alcohol/drug-related problems (e.g., Olsson et al., 2016).
Nevertheless, most previous studies have used single measures of
alcohol or drug use—such as either binge drinking, high-level
alcohol consumption, heavy drinking, or illicit drug use—and
have not attempted to account for how combinations of potential
problematic alcohol/drug-related behaviors relate to school-
related problems. In our study we employ combined indicators of
potential alcohol/drug-related problems, enabling us to evaluate
how high-risk alcohol/drug use patterns are associated with poor
grades and low school attendance.

Second, previous studies on associations between alcohol and
illicit drug use and grade achievement and school attendance
have with only a few exceptions (e.g., Hishinuma et al., 2006;
Balsa et al., 2011) relied on self-reported measures of school
functioning. A study by Balsa et al. (2011) demonstrated that
self-reported grades among adolescents with a present alcohol

consumption are not only subject to bias, but also that the bias
differs by gender. Specifically, boys are more likely to report
deflated grades, while girls are more likely to report inflated
grades. Therefore, studies employing registry-based information
are needed in the investigation on how adolescent alcohol and
illicit drug is associated with school functioning. In our study we
utilize a linkage with registry-based data on school grades and
attendance, which is rare in previous literature.

Third, it is noted that associations between alcohol and
drug use and poor school performance may have significant
interactions with socioeconomic status (SES), gender and mental
health problems (Busch et al., 2014). In particular, mental health
problems are demonstrated as influential factors in relation to
both adolescent alcohol and illicit drug use (e.g., Chassin et al.,
2013) and to negative school-related outcomes (e.g., Lee et al.,
2009), and appears to be particularly important factors to take
into account when exploring associations between alcohol and
illicit drug use and school-related problems. However, very few
studies have included mental health problems in the analyses
of associations between alcohol and illicit drug use and grade
achievement and school attendance (DeSimone, 2010; Stiby et al.,
2015). The present study expands on this by including both
internalizing symptoms such as anxiety and depression, along
with externalizing symptoms such as inattention/hyperactivity
and conduct problems as potential confounders. This enables
us to investigate whether or not associations between alcohol
and drug use and school grades and attendance are also present
when mental health problems are accounted for, or if observed
associations between alcohol/drug use and school functioning
should merely be regarded as an expression of influences from
internalizing and/or externalizing traits (e.g., Chassin et al.,
2013).

Fourth, some previous studies have demonstrated that
alcohol/drug use is associated with general reductions in grade
achievement and school attendance (e.g., Roebuck et al., 2004;
Balsa et al., 2011). However, the effect sizes are often small,
and it may be difficult to interpret whether or not such
reductions in school-related functioning should be regarded as
indicators of school-related problems. In our study we address
this “interpretation” issue, by investigating associations between
alcohol/drug use and school-related problems, defined as low-
levels of grade achievement and high-levels of school absence.
In this respect, our study provides new knowledge with regard
to how alcohol/drug use is associated with short-term school-
related problems.

In sum, the present study contributes to the understanding of
the association between adolescent alcohol- and illicit drug use
and academic achievement in terms of grades and attendance
rates. Utilizing a unique linkage between a large scale Norwegian
population-based study among adolescents and official school-
registry data on student’s grades and attendance rates, we aimed
to investigate the cross-sectional association between alcohol-
and illicit drug use, and alcohol/drug-related problems, and
negative school-related outcomes, including low GPA and high
number of days and hours missed from class. Importantly, we use
official registry based data on both grades and attendance rates,
thereby obviating self-report bias in relation to the school-related
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outcomes. Additionally, we employed a range of indicators for
both alcohol and illicit drug use, along with potential alcohol
and drug-related problems, thereby enabling us to investigate
associations with school-related functioning across different
patterns of alcohol and illicit drug use.

MATERIALS AND METHODS

Study Population
We employed data from the youth@hordaland study, which
aimed at providing data on child and adolescent mental health,
lifestyle, school performance and use of health services. All
adolescents born between 1993 and 1995 living in Hordaland
county in western Norway were invited to participate (N =

19,430), and of these 10,257 adolescents chose to participate,
giving a participation rate of 53%. After deletion of participants
not giving consent to use data from the school registry (N = 682),
and those having missing information on either school registry
data (N = 1,190) or alcohol- and illicit drug use (N = 511), the
final number of participants was 7,874. 52% of the participants
were girls, and the mean age in the sample was 17.4 (standard
deviation 0.8).

Youth@hordaland is a cross-sectional population-based study
carried out during early 2012, and data was collected from
adolescents in upper secondary school. The adolescents received
information per email and one school hour was used to complete
the questionnaires at school. In addition, adolescents not going to
school received the questionnaires by mail at their home address,
and also mental health services and other institutions were
contacted to let adolescents from these settings participate. The
questionnaires used in the youth@hordaland study were web-
based, and electronic informed consent was obtained from all
participants. The study was approved by the Regional Committee
for Medical and Health Research Ethics in Western Norway.

In order to provide access to medical care, easy accessible
information on mental health services was made available for
the adolescents who participated in the youth@hordaland study.
Additionally, a direct phone number to the research staff was
provided, by which they could call to receive more information.
Also, personnel within school health services were informed
about the survey, and therefore enabled to be present for the
adolescents by the time they answered the questionnaire.

A previous population-based study found that the
geographical area from where the adolescents came, Hordaland
county, to be regarded as representative of the general Norwegian
population (Folkehelseinstituttet, 2010).

Exposure: Alcohol- and Illicit Drug Use
Self-reported measures of alcohol- and illicit drug use were our
main independent variables.

Ever Tried Alcohol
Based on a single item “Have you ever tried alcohol?,” a
dichotomous variable was constructed (Yes/No). N = 6,159
(78.3%) of the sample reported to having consumed alcohol.

Ever Tried Illicit Drugs
Another dichotomous variable was constructed based on a single
item “Have you ever tried hash, marijuana or other narcotic
substances?” (Yes/No). N = 788 (10.0%) of the sample reported
to having tried illicit drugs.

High-Level Alcohol Consumption
Items measuring self-reported glasses of beer, cider, wine, spirits
and illegally distilled spirits usually consumed during 14 days
were added up. A total of N = 4,503 (61.2%) of the sample
reported a present alcohol consumption. The high-level alcohol
consumption variable was defined as the above 90th gender-
specific percentile alcohol consumption among the adolescents
with a present alcohol consumption, and a dichotomous variable
was created for high-level alcohol consumption (N = 453).
In addition, based on the continuous distribution of alcohol
consumption in the sample an ordinal gender-specific variable
of alcohol consumption was constructed, including seven levels
from never used alcohol to consumption above 90th centile.

Frequent Alcohol Intoxication
Frequency of intoxication was measured based on the question:
“Have you ever consumed so much alcohol that you were
clearly intoxicated (drunk)?” The original item had five categories
ranging from “No, never” to “Yes, more than 10 times.” Frequent
intoxication was defined as drinking somuch that one was clearly
intoxicated more than 10 times (Skogen et al., 2014), and on this
basis a dichotomous variable was created. N = 1,588 (20.2%) of
the sample reported frequent intoxication.

Positive Crafft Score
Alcohol and drug-related problems were measured using the
six-item, validated scale CRAFFT. This scale has been designed
to identify possible alcohol-and drug related problems among
adolescents, and has been demonstrated to have acceptable
sensitivity and specificity at a cut-off of ≥2 (Dhalla et al., 2011).
A dichotomous variable separating those above the cut-off of ≥2
on CRAFFT from those below the cut-off were calculated. N =

1,664 (21.2%) of the sample scored above the CRAFFT cut-off,
and were operationalized to indicate potential alcohol- or illicit
drug-related problems. In our sample the Cronbach’s α of the
CRAFFT scale was 0.67.

Any and Total Potential Alcohol/Drug-Related

Problems
We constructed a dichotomous measure for any potential
alcohol/drug-related problems, indicating whether or not an
adolescent had a positive score for either having frequent
alcohol intoxication, high-level alcohol consumption, a positive
CRAFFT-score or having tried illicit drugs. N = 2,710 (34.4%)
of the sample had any potential alcohol/drug-related problem.
Similarly, we constructed an ordinal variable for total potential
alcohol/drug-related problems, in which we summed up the
number of positive scores on frequent alcohol intoxication, high-
level alcohol consumption, a positive CRAFFT-score or having
tried illicit drugs. A total of 5,164 (66.1%) had none, 1,439 (18.4%)

Frontiers in Psychology | www.frontiersin.org 3 June 2017 | Volume 8 | Article 1023



Heradstveit et al. Alcohol/Drug Use and School-Related Problems among Adolescents

had one, 743 (9.5%) had two, 384 (4.9%) had three, and 84 (1.1%)
had four of these potential alcohol/drug-related problems.

Outcome: Registry-Based Information
about School Performance and Attendance
Academic grades were provided by official school registry in
Hordaland County. In Norway, secondary schools use a scale
running from 1 to 6, with 6 being the highest grade (outstanding
competence), 2 being the lowest passing grade (low level of
competence), and a 1 is a “fail” (no qualified competence).
The grade point average (GPA) was calculated as the average
of the student’s grades during their time at the school. Mean
combined GPA in the sample was 3.85 (standard deviation
0.80). Based on the continuous distribution of GPA in the
sample, we dichotomized GPA under/above the 10th gender-
specific percentile, constructing a variable indicating low GPA
for adolescents scoring below this threshold. 859 (10.9%) of the
adolescents had a low GPA.

Official registry-based data on attendance rates were also
provided by official registry data from the Hordaland County,
and they included both days and school hours of absence
for the last semester (6 months). The mean number of days
missed in the sample was 4.02 (standard deviation 5.04),
while the mean number of hours missed was 7.51 (standard
deviation 11.10). Based on the continuous distribution in the
sample of respectively days and hours missed from school, we
constructed two variables indicating high number of days and
high number of hours missed from school for adolescents which
were dichotomized under/above the 90th gender-specific levels of
respectively number of days and hours they did not attend school.
721 (9.2%) of the adolescents had a high number of days missed,
and 767 (9.7%) had a high number of hours missed from school.

Included Co-variates
Demographic information and self-reported symptoms of
depression, anxiety, inattention and hyperactivity (ADHD), and
conduct problems were included and used as control variables in
the main regression analyses.

Demographic Information
Age and gender were retrieved from registry data. In addition,
socioeconomic status (SES) was collected by a self-reported item
of perceived family economy as either (1) “about the same as
others” (67%) (2) “better than others” (26%), or (3) “worse than
others” (7%). Information on maternal and paternal educational
attainment was collected by two self-report items separating
the parental educational attainment variable into only primary
school, high school, or more than 4 years of University or
higher education. Both perceived family economy and parental
educational attainment have been used as measures for SES in
previous publications (e.g., Skogen et al., 2014) and have been
found to be comparably associated with mental health problems
(Bøe et al., 2012). The variables of perceived family economy,
paternal educational attainment, and maternal educational
attainment were all used as a measure of socioeconomic status
(SES), and were included as control variables in the logistic
regression models for the associations between alcohol and illicit

drug use, and potential alcohol/drug-related problems, and the
school-related outcomes of interest.

Mental Health Problems
Symptoms of depression was assessed using the short version
of the Mood and Feelings Questionnaire (SMFQ) (Thapar and
McGuffin, 1998). The SMFQ consist of 13 items assessing
depressive symptoms rated on a 3-point scale, ranging from “Not
true,” “Sometimes true,” and “True.” A continuous measure of the
SMFQ has recently been validated among Norwegian adolescents
(Lundervold et al., 2013), and was used in the regression analyses
in our study. In our sample the Cronbach’s α of the SMFQ was
0.88.

Symptoms of anxiety were correspondingly identified by
employing the five-item inventory SCARED, which is a short
form of the 41-item full version screening inventory for anxiety
disorders (Birmaher et al., 1999). A continuous measure of the
SCARED was used in our regression analyses. The Cronbach’s α

of the short form of the SCARED instrument in our sample was
0.69.

Symptoms of inattention and hyperactivity were measured
using an official Norwegian translation of the Adult ADHD
Self-report Scale (ASRS) (Kessler et al., 2007). The ASRS
instrument is an 18-item self-report scale, where 9 items
construct the hyperactivity-impulsivity subscale and the 9 other
items construct the inattention subscale. Responses are given
on a 5-point scale ranging from “Never” to “Very often.” The
Cronbach’s α of the ASRS in our sample was 0.89.

Symptoms of conduct problems were measured using the
Youth Conduct Disorder (YCD) instrument, consisting of 8
items which are part of the Diagnostic Interview Schedule for
Children Predictive Scales (DPS) (Lucas et al., 2001). The DPS
scale has been shown to accurately determine adolescents who
are at high probability of meeting diagnostic criteria for conduct
disorder. The Cronbach’s α of the YCD in our sample was 0.79.

Statistical Analysis
The following statistical analyses were conducted: First, the
sample was described according to age, gender, socioeconomic
status, school-related functioning, and alcohol and drug
use (Table 1). Second, odds ratios of the associations
between alcohol/drug-related variables and the school-
related variables were computed using logistic regression
models (Table 2). More specifically, crude regression models
were utilized, followed by adjustments for age, gender and
SES, and finally adjusted for age, gender, SES, and mental
health problems. Third, logistic regression analyses were
conducted for the associations between ordinal number of
indications on alcohol/drug-related problems and school-related
outcomes, and also these associations were adjusted for the
potential confounding by age, gender, SES and mental health
problems. Fourth, crude and adjusted logistic regression models
were conducted for associations between ordinal levels of
alcohol consumption and the school-related outcomes. All
analyses were performed using STATA V.14.0 (StataCorp.,
2015).
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TABLE 1 | Demographical and mental health-related characteristics in the

adolescents of the sample (n = 7,874).

Demographics Girls Boys p-value

Girls, % 52.3 <0.001

Age, mean (SD) 17.4 (0.8) 17.4 (0.8) n.s.

Perceived family economy, % <0.01

Below average 8.1 6.2

Average 70.3 64.6

Above average 21.6 29.3

Mothers education, %a n.s.

University/college 11.4 9.7

High school 40.9 43.3

Primary school 47.7 47.0

Fathers education, %b n.s.

University/college 11.5 10.8

High school 46.3 48.1

Primary school 42.3 41.1

ALCOHOL AND ILLICIT DRUG USE

Tried alcohol, % 81.1 75.2 <0.001

Tried illicit drugs, % 8.5 11.7 <0.001

CRAFFT-score ≥ 2, % 22.9 19.4 <0.001

Frequent drinking to

intoxication, %

20.0 20.3 n.s.

MENTAL HEALTH PROBLEMSc

Depression symptoms, mean

(SD)

7.29 (6.04) 4.08 (4.87) <0.001

Anxiety symptoms, mean

(SD)

2.02 (1.91) 0.93 (1.51) <0.001

ADHD symptoms, mean (SD) 28.32 (10.07) 25.08 (10.85) <0.001

Conduct problems

symptoms, mean (SD)

0.38 (0.95) 0.71 (1.48) <0.001

SCHOOL-RELATED FUNCTIONING

GPA, mean (SD) 3.95 (0.78) 3.73 (0.80) <0.001

Days missed, mean (SD) 4.51 (5.26) 3.49 (4.72) <0.001

Hours missed, mean (SD) 7.58 (10.68) 7.44 (11.55) n.s.

CRAFFT: screening scale for identification of potential problematic alcohol and drug use

among adolescents.
aOnly includes those whowith valid response onmothers education (n= 5,937), excluding

those having answered that they don’t know (n = 1,881).
bOnly includes those who with valid response on fathers education (n= 5,819), excluding

those having answered that they don’t know (n = 1,979).
cThemeasure for mental health problems includes depression (SMFQ), anxiety (SCARED),

inattention/hyperactivity (ASRS), and conduct problems (YCD).

RESULTS

Demographical and Mental Health-Related
Characteristics in the Sample
The adolescents which were excluded (n = 2,383) due to either
non-consent for the usage of school registry data, or to missing
information on either school registry data or alcohol- and illicit
drug use, were found to deviate slightly from the adolescents of
the final sample. They were more likely to be younger (mean
difference −0.13, p < 0.001), to have mothers with higher

educational attainment (mean difference 0.11, p < 0.01) and
fathers with higher educational attainment (mean difference 0.15,
p < 0.001), to have more symptoms of depression measured
by SMFQ (mean difference 0.76, p < 0.001), and to have more
symptoms of inattention or hyperactivity measured by ASRS
(mean difference 0.74, p < 0.01). The adolescents who were
excluded from the sample and which had valid responses on
alcohol and illicit drug use, were found to be less likely to have
tried alcohol than the adolescents in the included sample (73.1%
compared to 78.3%, p < 0.001), but did not deviate on having
tried illicit drugs or on the extent to which they had a positive
CRAFFT score.

The final sample consisted of N = 7,874 participants.
Table 1 outlines the main demographical characteristics of
the final sample, as well as the characteristics on alcohol
and illicit drugs and school-related variables. The mean age
of the sample was 17.4 years (standard deviation 0.83),
and the sample included more girls (52.3%, p < 0.001).
Regarding alcohol- and illicit drug use, a total of 78.3% of
the sample had used alcohol, 10.0% had tried illicit drugs,
21.2% scored above the CRAFFT cut-off at ≥2, indicating a
problematic alcohol and drug use, and 20.2% of the sample
reported to having been intoxicated by alcohol more than 10
times.

Some gender differences were found in the sample. Lower
perceived family economy were more common among girls
(p < 0.01). Girls had higher mean scores compared with boys
on symptoms of depression (7.29 vs. 4.08, p < 0.001), anxiety
(2.02 vs. 0.93, p < 0.001) and ADHD (28.32 vs. 25.08, p <

0.001), while boys had higher mean scores compared with girls
on symptoms of conduct problems (0.71 vs. 0.38, p < 0.001).
Girls were also more likely to having ever tried alcohol (81.1 vs.
75.2%, p < 0.001) and to have a positive CRAFFT score (22.9 vs.
19.4%, p < 0.001), while boys were more likely to having tried
illicit drugs (11.7 vs. 8.5%, p < 0.001). Finally, girls had a higher
mean GPA (3.95 vs. 3.74, p < 0.001) and a higher number of
days missed from school (4.51 vs. 3.49, p < 0.001) compared
to boys.

Alcohol- and Illicit Drug Use and
School-Related Outcomes
Table 2 depicts the crude and adjusted associations between
alcohol- and illicit drug use and the school-related outcomes of
GPA, days missed from school, and hours missed from school.
As detailed in this table, all the alcohol- and drug measures in
the crude model were consistently associated (all p < 0.001) with
low GPA (Odds ratios (OR) ranging 1.82–2.21) and high number
of days missed (ORs ranging 1.79–3.04) and hours missed (ORs
ranging 2.17–3.44).

When adjusting for age, gender, self-reported family SES
and mental health problems the estimated associations were
somewhat altered, but even in the fully adjusted model, all
measures of alcohol- and illicit drug use still showed statistically
significant associations with low GPA (Adjusted odds ratios
(AOR) ranging from 1.48 to 2.04, all p < 0.05), and high number
of days missed (AORs ranging 1.44–2.31, all p < 0.01) and high
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TABLE 2 | Logistic regression analyses of associations between alcohol- and illicit drug use and negative school-related outcomes.

Low GPA High number of days missed from school High number of hours missed from school

OR 95% CI OR 95% CI OR 95% CI

TRIED ALCOHOL (n = 6,159)

Crude 1.98*** 1.70, 2.31 2.20*** 1.74, 2.78 2.99*** 2.32, 3.84

Adjusted for age, gender and SES 2.12*** 1.79, 2.50 1.85*** 1.44, 2.36 2.59*** 1.99, 3.36

+ adj for mental health problemsa 1.83*** 1.54, 2.18 1.60*** 1.25, 2.06 2.09*** 1.60, 2.73

TRIED ILLICIT DRUGS (n = 788)

Crude 1.82*** 1.36, 2.44 3.04*** 2.51, 3.69 3.44*** 2.86, 4.14

Adjusted for age, gender and SES 1.92*** 1.42, 2.58 2.81*** 2.29, 3.44 3.12*** 2.57, 3.79

+ adj for mental health problemsa 1.48* 1.09, 2.01 2.31*** 1.87, 2.86 2.28*** 1.86, 2.80

POSITIVE CRAFFT-SCORE (n = 1,664)

Crude 2.04*** 1.65, 2.52 2.41*** 2.04, 2.83 2.41*** 2.06, 2.83

Adjusted for age, gender and SES 2.05*** 1.65, 2.54 2.13*** 1.80, 2.52 2.21*** 1.88, 2.60

+ adj for mental health problemsa 1.60*** 1.27, 2.00 1.70*** 1.42, 2.04 1.53*** 1.28, 1.83

FREQUENT ALC INTOXICATIONb (n = 1,588)

Crude 2.14*** 1.68, 2.72 1.79*** 1.51, 2.14 2.17*** 1.84, 2.56

Adjusted for age, gender and SES 2.31*** 1.80, 2.96 1.63*** 1.35, 1.96 2.05*** 1.72, 2.44

+ adj for mental health problemsa 2.04*** 1.59, 2.63 1.44*** 1.19, 1.74 1.70*** 1.42, 2.04

HIGH ALCOHOL CONSUMPTIONc (n = 453)

Crude 2.12*** 1.42, 3.17 1.97*** 1.51, 2.56 2.68*** 2.11, 3.40

Adjusted for age, gender and SES 2.00** 1.33, 3.00 1.71*** 1.29, 2.26 2.51*** 1.96, 3.23

+ adj for mental health problemsa 1.66* 1.10, 2.51 1.48** 1.11, 1.97 1.90*** 1.46, 2.47

ANY ALCOHOL/DRUG PROBLEM (n = 2,710)

Crude 2.21*** 1.86, 2.63 2.49*** 2.13, 2.90 2.82*** 2.42, 3.28

Adjusted for age, gender and SES 2.30*** 1.92, 2.76 2.17*** 1.85, 2.56 2.60*** 2.21, 3.04

+ adj for mental health problemsa 1.90*** 1.58, 2.30 1.85*** 1.56, 2.19 1.98*** 1.67, 2.35

N = 7,874 (girls n = 4,121, boys, n = 3,753).
aThe measure for mental health problems includes depression (SMFQ), anxiety (SCARED), inattention/hyperactivity (ASRS), and conduct problems (YCD).
bDrinking alcohol to intoxication more than 10 times.
c
≥90th percentile gender-specific alcohol consumption (n = 453) among adolescents with a present alcohol consumption (n = 4,503).

Bold font denotes statistical significant mean differences at ***p < 0.001, **p < 0.01, *p < 0.05.

number of hours missed (AORs ranging from 1.53 to 2.28, all
p < 0.001).

Ordinal Levels of Potential
Alcohol/Drug-Related Problems and
School-Related Outcomes
Table 3 outlines the associations between ordinal number of
indications on alcohol/drug-related problems and school-related
outcomes. For GPA the odds ratios ranged from 2.01 to 2.91
(all p < 0.001) in crude models, and from 1.78 to 2.35 in fully
adjusted models (all p < 0.01). For days missed from school
the odds ratios ranged from 2.08 to 4.69 in crude models and
from 1.72 to 3.13 in fully adjusted models (all p < 0.001),
while the odds ratios for hours missed from school ranged
from 2.02 to 5.17 in crude models and from 1.62 to 2.93 in
fully adjusted models (all p < 0.001). In both the crude and
adjusted models there were statistically significant monotonous
trends in the associations between increasing levels of potential
alcohol/drug-related problems and increasingly adverse school-
related outcomes (all p < 0.001), indicating that more indicators

of alcohol/drug-related problems were associated with more
negative school-related outcomes.

Ordinal Levels of Alcohol Consumption
and School-Related Outcomes
Table 4 depicts the crude associations between ordinal levels of
alcohol consumption and the school-related outcomes of low
GPA, high number of days missed from school, and high number
of hours missed from school. As detailed in the table, increasing
levels of alcohol consumption were associated with lower GPA
and a higher number of days and hours missed from school, and
for all the school-related outcomes of interest these monotonous
trends were statistically significant in both the crude and fully
adjusted models (all p < 0.001).

DISCUSSION

Main Findings
The aim of this study was to investigate the associations between
alcohol and drug use, and alcohol/drug-related problems, and
school-related problems measured by low GPA and high number
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TABLE 3 | Logistic regression analyses of associations between ordinal levels of potential alcohol/drug-related problems and negative school-related outcomes.

Low GPAa High number of days missed from schoola High number of hours missed from schoola

OR 95% CI OR 95% CI OR 95% CI

No alc/drug problems (n = 5,164) (Base) (Base) (Base)

1 INDICATION OF ALC/DRUG PROBL (n = 1,439)

Crude 2.01*** 1.62, 2.49 2.08*** 1.71, 2.53 2.02*** 1.66, 2.47

Adjusted for age, gender and SES 2.03*** 1.63, 2.53 1.90*** 1.55, 2.33 1.92*** 1.57, 2.35

+ adj for mental health problemsb 1.78*** 1.42, 2.23 1.72*** 1.39, 2.12 1.63*** 1.32, 2.01

2 INDICATIONS OF ALC/DRUG PROBL (n = 743)

Crude 2.81*** 2.02, 3.90 2.40*** 1.89, 3.06 3.13*** 2.50, 3.91

Adjusted for age, gender and SES 2.92*** 2.08, 4.09 2.13*** 1.66, 2.73 2.85*** 2.26, 3.59

+ adj for mental health problemsb 2.35*** 1.66, 3.31 1.80*** 1.39, 2.33 2.17*** 1.70, 2.76

3–4 INDICATIONS OF ALC/DRUG PROBL (n = 468)

Crude 2.91*** 1.84, 4.60 4.69*** 3.61, 6.11 5.17*** 4.00, 6.69

Adjusted for age, gender and SES 2.98*** 1.87, 4.74 3.95*** 2.98, 5.22 4.36*** 3.32, 5.71

+ adj for mental health problemsb 2.17** 1.35, 3.48 3.13*** 2.33, 4.22 2.93*** 2.17, 3.91

N = 7,874 (girls n = 4,121, boys, n = 3,753).
ap-value for trend in the association between potential alcohol/drug-related problems and school-related outcomes, all p < 0.001.
bThe measure for mental health problems includes depression (SMFQ), anxiety (SCARED), inattention/hyperactivity (ASRS), and conduct problems (YCD).

Bold fonts denotes statistically significant associations: ***p < 0.001, **p < 0.01.

TABLE 4 | Logistic regression analyses of associations between ordinal levels of alcohol consumptiona and negative school-related outcomes.

Low GPAb High number of days missed from schoolb High number of hours missed from schoolb

OR 95% CI OR 95% CI OR 95% CI

CRUDE MODEL

Never consumed alcohol (Base) (Base) (Base)

Non-consumption 1.42** 1.14, 1.76 1.61** 1.19, 2.19 1.74** 1.25, 2.42

0.1–19.9th percentile 1.21 0.96, 1.52 1.59** 1.14, 2.21 1.88*** 1.32, 2.67

20–49.9th percentile 1.99*** 1.59, 2.48 1.97*** 1.49, 2.62 2.64*** 1.97, 3.55

50–79.9th percentile 3.24*** 2.50, 4.21 2.77*** 2.12, 3.64 4.03*** 3.04, 5.34

80–89.9th percentile 3.28*** 2.15, 5.01 3.77*** 2.70, 5.27 5.09*** 3.61, 7.18

90–100th percentile 2.97*** 2.01, 4.40 3.05*** 2.17, 4.29 6.05*** 4.37, 8.40

FULLY ADJUSTEDc

Never consumed alcohol (Base) (Base) (Base)

Non-consumption 1.35** 1.08, 1.69 1.36 0.99, 1.88 1.49* 1.06, 2.10

0.1–19.9th percentile 1.34* 1.05, 1.72 1.30 0.91, 1.84 1.60* 1.12, 2.30

20–49.9th percentile 2.01*** 1.58, 2.56 1.50** 1.11, 2.03 1.98*** 1.45, 2.72

50–79.9th percentile 3.14*** 2.37, 4.17 1.83*** 1.36, 2.46 2.83*** 2.09, 3.83

80–89.9th percentile 2.82*** 1.82, 4.38 2.50*** 1.74, 3.59 3.50*** 2.43, 5.04

90–100th percentile 2.62*** 1.75, 3.94 2.06*** 1.42, 2.98 4.01*** 2.81, 5.71

N = 7,874 (girls n = 4,121, boys, n = 3,753).
aPresented alcohol level consumption percentiles are calculated among those adolescents who report to have an actual alcohol consumption.
bp-value for trend in the association between alcohol variable and school-related variable: all p < 0.001.
cAdjusted for the confounding of age, gender, SES and mental health problems.

Bold fonts denotes statistically significant associations: ***p < 0.001, **p < 0.01, *p < 0.05.

of days and hours missed from school. In short, all the alcohol-
and drug measures included were consistently associated with
lowGPA and high number of days and hours missed from school.
In this respect, our study supports several previous studies
which have reported that adolescent alcohol- and illicit drug use
are associated with lower academic achievement (e.g., Williams
et al., 2003; DeSimone, 2010; Homel et al., 2014) and increased

absence from school (e.g., Roebuck et al., 2004; Hemphill et al.,
2014), while it contradicts some recent studies which indicates
that alcohol/drug use should not be regarded as particularly
important factors for school-related functioning (Sabia, 2010;
Balsa et al., 2011; Brière et al., 2014).

Few previous studies have investigated the extent to which the
associations between alcohol- and illicit drug use/problems and
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negative school-related outcomes may be confounded by mental
health problems, along with SES, gender and age. Theoretically,
this is a highly relevant issue, as the association between school-
related adverse outcomes and adolescent alcohol and illicit drug
is likely to be complex and not necessarily causal in its nature
(e.g., Busch et al., 2014; Stiby et al., 2015). It is suggested
that the often observed association between alcohol and illicit
drug use and school-related outcomes may be either direct
(e.g., Latvala et al., 2014), that it may be a reverse association
(e.g., Crosnoe, 2006; Brière et al., 2014), or that it may be
caused by third factors which operate in ways that creates
the observed association (e.g., Crosnoe, 2006). Importantly, as
developmental models conceptualize alcohol and illicit drug use
among adolescents as expressions of a broader tendency toward
either internalizing problems or externalizing problems (e.g.,
Chassin et al., 2013), observed associations between alcohol and
illicit drug use and school-related outcomes may therefore be
hypothesized to merely be a marker of these broader tendencies.

In our study we adjusted the associations between alcohol-
and illicit drug use/problems for the potential confounding from
gender, age, socioeconomic factors and mental health problems,
in accordance with recommendations from previous studies
on this topic (e.g., Sabia, 2010; Balsa et al., 2011). We found
that these confounders accounted for some, but not all of the
association. In the fully adjusted models all associations between
alcohol and illicit drug use/problems and the negative school-
related outcomes were still statistically significant, although the
size of the odds ratios were generally reduced, particularly
when mental health problems were entered into the model.
Therefore, our findings suggest that alcohol- and illicit drug
use, and potential alcohol/drug-related problems, has a unique
contribution to the association with negative school-related
outcomes, which only in part may be attributed to the presence of
mental health problems, and therefore to the broader tendencies
to either internalizing or externalizing problems.

These findings extend the existing literature. A previous study
by Sabia (2010) reported that after adjusting for psychological
well-being and factors and individual changes in alcohol use,
much of the association between alcohol use and grades
disappeared. Similarly, Hemphill et al. (2014) reported that
most of the association between alcohol use and subsequent
grades and school attendance disappeared when adjusting for a
range of individual, family, peer and school-related confounders.
In our study the association between alcohol and illicit drug
use and school-related outcomes consistently remained robust
and statistically significant after adjusting for age, gender,
socioeconomic status, and mental health.

We also wanted to explore how potential alcohol/drug-
related problems contributed to the association between
alcohol/drug use and negative school-related outcomes. The
CRAFFT instrument is a widely used screening tool for potential
alcohol/drug-related problems among adolescents, providing a
broader perspective of adolescent alcohol and illicit drug use
than self-reported frequency of alcohol and illicit drug use alone
(Agley et al., 2015). CRAFFT has been found to correlate with
other measures of substance use in adolescents, supporting its
efficacy as a screening tool among adolescents (Pilowsky andWu,
2013; Skogen et al., 2013; Oesterle et al., 2015). In the present

findings potential alcohol/drug-related problems as measured
by the CRAFFT instrument were consistently associated with
negative school-related function in terms of low GPA and high
number of days and hours missed from school. The magnitude
of the associations between alcohol/drug-related problems as
indicated by a positive CRAFFT score and school-related
problems was comparable to the magnitudes of the associations
between the other included measures of alcohol/drug use and
school-related problems. However, we also added supplementary
measures for potential alcohol/drug-related problems, in terms
of ordinal number of indicators on problematic alcohol and
illicit drug use, and we found that higher number of indicators
on potential alcohol/drug-related problems was associated with
higher levels of school-related problems.

Similarly, the associations with negative school-related
outcomes increased with ordinal increases of alcohol
consumption levels. This tendency was found with regards
to all the negative school-related measures. To our knowledge
no previous studies have investigated how increasing levels
of either potential alcohol/drug-related problems or alcohol
consumption correspond to negative school-related outcomes,
such as GPA or school attendance. A previous study reported
a dose-response effect between cannabis use and results on
standardized assessment test at age 16 (Stiby et al., 2015), while
we have not found other studies reporting on how ordinal
or continuous levels of alcohol- and illicit drug use/problems
are associated with either school grades or school attendance
rates. In short, our findings indicate that increasing levels of
indicators of alcohol/drug-related problems and increasing
levels of alcohol consumption are associated with increasing
school-related problems, indicating that high-risk alcohol/drug
use is strongly associated with school-related problems. We did
not have available data to investigate if these patterns also applied
to increasing levels of illicit drug use; something which should be
addressed in future studies.

A final noteworthy finding in our study was that the
association between alcohol use and negative school-related
outcomes were not constricted to only a certain type of drinking
pattern, and the magnitude on the association with the school-
related problems only slightly varied across different measures
of alcohol use. A previous study reported that binge drinking,
but not alcohol use without binging, were associated with
somewhat lower GPA (DeSimone, 2010). Although we did not
have a variable which directly measured binge drinking, we
found that both frequent alcohol intoxication and othermeasures
of alcohol use were consistently associated with lower grade
achievement, thereby contradicting the findings from DeSimone
and colleges. Overall, our findings suggest that all types of alcohol
and illicit drug use were associated with negative school-related
outcomes, with comparable magnitudes between all measures
of alcohol/drug use, and that increasing numbers of indicators
for potential alcohol/drug-related problems was associated with
more school-related problems.

Implications
Our study suggest that alcohol and illicit drug use should be
regarded as important factors for school-related functioning
among adolescents, and that alcohol and illicit drug use has
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a unique contribution to negative school-related outcomes in
terms of low GPA and high number of days and hours missed
from school. Although positive associations were found for
all included measures of alcohol/drug use, the most high-risk
alcohol/drug use patterns had clearly the strongest associations
with school-related problems. An important implication of this
study is that alcohol/drug use, and particularly the most risky
patterns of alcohol/drug use, should be targeted in initiatives
aiming at better school-functioning among adolescents. Future
studies should be encouraged to investigate to what extent short-
term school problems, such as poor grades and high school-
absence, serve as mediators between alcohol/drug use and more
long-term negative school-related outcomes, as very few studies
have explored this possibility (Perini and Marti, 2011).

Strengths and Limitations
The present study has several strengths. First, the sample consists
of a well-defined population-based sample of adolescents in the
age 16–19 years, which is sufficiently large to enable a detailed
investigation of main effects between alcohol- and illicit drug use
and school-related outcomes, along with sub-analyses of ordinal
levels of alcohol consumption and potential alcohol/drug-related
problems. Second, a unique linkage to the official school-registry
was utilized, facilitating an investigation of objective data on
GPA and days and hours missed from school. Third, the data
from our study sample is recent, thus allowing for an updated
view into the current status of alcohol- and drug use and its
association with school-related outcomes. Fourth, the study used
several measures of alcohol- and drug use, including a validated
measure of potential alcohol- and drug related problems, i.e.,
the CRAFFT instrument, along with measures of increasing
levels of potential indicators for alcohol/drug-related problems.
Fifth, other standardized measures of symptoms on anxiety,
depression as well as hyperactivity and inattention, were used
in our study. Finally, we adjusted our analyses for a range of
potential confounders on the association between alcohol and
illicit drug use and school-related problems.

The present study has some limitations. First, the study has
a cross-sectional design, and it is therefore not possible to draw
conclusion on causality between alcohol and illicit drug use
and school-related outcomes based on this study. Second, due
to some adolescents not giving consent to use registry data, to
missing data in the school-registry, and missing responses on the
alcohol- and illicit drug variables, a total of 23% (n = 2,383) of
the school-attending adolescents aged 16–19 were not included
in our study. Our analyses revealed that this excluded group
reported somewhat higher education among their parents, they
were younger, and had more symptoms from depression and
ADHD. Additionally, they were less likely to have tried alcohol.
In sum, this may affect the generalizability of our findings among
the school-attending adolescents. Third, the questionnaire which
measured both the alcohol- and illicit drug use and the mental
health variables, were solely based on self-report. This may
have led to a bias in the data due to misclassification of the
independent and control variables used in this study. The use
of self-reported measures does not imply the presence of actual

psychiatric or substance-related diagnoses, and the lack of clinical
interviews in the collection of data on mental health and alcohol-
and drug use adds as a limitation to our study. Fourth, we did
not include chronic illness as a confounding variable. We may
not rule out that chronic illness may have played a confounding
role on the association between alcohol/drug use and school-
related problems, something which could be addressed in future
studies. Fifth, we did not investigate cumulative effects from
alcohol/drug use in combination with other potential risk factors
such as mental health problems on school-related problems, as
this issue is beyond the scope of the present paper. Finally,
residual confounding may be an issue.

CONCLUSION

Adolescence is a time period where it is common to experiment
with alcohol and illicit drugs, and many of the adolescents
which display a risky alcohol and drug use will neither develop
long-lasting substance problems nor school- or later work-
related problems. However, the results from our study indicate
that alcohol- and drug-related problems are important factors
in school-related functioning. Importantly, alcohol- and illicit
drug use, and potential alcohol/drug-related problems, were
consistently associated school-related problems, even when
no mental health problems are present, and the associations
were particularly strong among adolescents with the most
risky alcohol/drug use patterns. Our study highlight the need
to keep adolescent’s use of alcohol and illicit drugs as an
important concern for prevention initiatives at all levels of
the society surrounding the adolescents. In particular, efforts
aiming to increase school-related functioning among adolescents
should be aware of the important role of reducing levels of
alcohol and illicit drug use (e.g., Engberg and Morral, 2006).
Measures should be made to ensure a proper identification of
adolescents at the highest risk for problematic alcohol- and
illicit drug use, along with access to and utilization of health
care services when needed; while initiatives aiming at reducing
total levels of alcohol- and drug use among adolescents are also
encouraged.
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study (n ¼ 2438) followed up when the subjects were 7–9, 11–13, and 16–19 years of age, we
investigated associations between parent/teacher-reported externalising and internalising prob-
lems (Strengths and Difficulties Questionnaire, SDQ) and adolescent self-reported alcohol and
illicit drug use and problems. Socioeconomic status (SES), gender, and age were included as
potential confounding variables. We also adjusted for the potential confounding effects from
externalising problems on the association between internalising problems and alcohol/drug use,
and vice versa. Results: Externalising problems were positively associated with all measures of
alcohol/drug use and problems (adjusted odds ratios [AORs] ranging from 1.24 to 1.40, all p < .05),
while internalising problems were negatively associated with all measures of alcohol/drug use
(AORs ranging 0.83 to 0.88, all p < .05). Full-scale SDQ externalising problems were somewhat
stronger and more robust predictors of adolescent alcohol/drug-related problems compared with
SDQ externalising subscales, while only full-scale SDQ internalising problems were negatively
associated with alcohol/drug-related problems. All estimates were similar across genders. Con-
clusions: Childhood externalising problems are positively associated while internalising problems
are negatively associated with alcohol/drug use and problems in late adolescence.

Keywords
adolescence, alcohol use, drug use, externalising problems, internalising problems, longitudinal

Adolescence can be characterised by an escala-

tion of alcohol and illicit drug use (Chassin,

Sher, Hussong, & Curran, 2013), and the use

of alcohol/drugs during adolescence may serve

as a potent risk factor for both prolonged alco-

hol- and drug-related problems (Fergusson,

Boden, & Horwood, 2008) and mental health

problems (Marmorstein, 2009). However, the

nature of the association between mental health

problems and alcohol and drug use is complex,

leading to suggestions of different etiological

pathways and mechanisms (e.g., Chassin

et al., 2013; Schulenberg & Maggs, 2002).

A range of previous publications demon-

strate that childhood externalising problems –

in which symptoms of deviancy, conduct prob-

lems, and hyperactivity/inattention are promi-

nent – are important precursors to alcohol/drug

use during adolescence (e.g., Fergusson, Hor-

wood, & Ridder, 2007; Heron et al., 2013;

Miettunen et al., 2014). However, previous lit-

erature on associations between childhood

internalising problems – in which symptoms

of depression, anxiety, peer problems, and

social withdrawal are important – and adoles-

cent alcohol/drug use is marked by a lack of

consistent results. Some recent contributions

have even pointed to a negative association

between internalising problems and adolescent

alcohol/drug use (Colder et al., 2013; Edwards

et al., 2014; Scalco et al., 2014).

Previous findings highlight that a core fea-

ture in the externalising pathway towards sub-

stance use is behavioural disinhibition (Iacono,

Malone, & McGue, 2008), whereas negative

affect has been proposed as an important fea-

ture of internalising problems that may

heighten the risk of hazardous alcohol/drug

involvement (Hussong, Ennett, Cox, & Haroon,

2017; Hussong, Jones, Stein, Baucom, & Boed-

ing, 2011). This is consistent with the broader

self-medication hypothesis (e.g., Chassin et al.,

2013; Khantzian, 1987), while internalising

tendencies towards social withdrawal and fear

of negative consequences are aspects suggested

to decrease the risk of exposure to alcohol/drug

use (Colder, Chassin, Lee, & Villalta, 2010;

Hussong et al., 2011). Still, few empirical

investigations have actually examined how spe-

cific internalising symptoms, such as peer/rela-

tionship problems and emotional problems,

may affect alcohol/drug use, although these
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internalising factors may be differentially asso-

ciated with adolescent alcohol/drug-related

behaviours.

Importantly, comorbidity rates between

internalising and externalising symptoms are

high in childhood and adolescence (Chan,

Dennis, & Funk, 2008), and it is likely that such

high rates of comorbidity may obscure the

unique associations between internalising

symptoms and alcohol/drug-related problems

(Hussong et al., 2011). It is therefore recom-

mended that developmental models of interna-

lising symptoms and alcohol/drug use should

also consider externalising symptoms (Colder

et al., 2018; Hussong et al., 2017). Although

the majority of previous studies do not attempt

to control for externalising symptoms when

associations between internalising problems

and alcohol/drug use are investigated (Hussong

et al., 2011), a growing body of research has

emerged complying with the recommendation

to control for co-occurring externalising symp-

toms (for a review, see Hussong et al., 2017).

For example, a study by Colder and colleges

(2013) demonstrated that externalising prob-

lems in the absence of internalising problems

yielded the strongest longitudinal association

with both alcohol/drug use during early

adolescence (12–16 years). For externalising

problems in combination with internalising

problems, a weak but statistically significant

positive association with alcohol/drug use was

found. Finally, internalising problems in the

absence of externalising problems were associ-

ated with lower alcohol/drug use.

Our study uses the Strengths and Difficulties

Questionnaire (SDQ) to investigate how child-

hood externalising and internalising problems

precede alcohol/drug-related problems during

late adolescence. We hypothesise that child-

hood externalising problems will have a robust

positive association with adolescent alcohol/

drug-related problems, and that childhood inter-

nalising problems are negatively associated

with adolescent alcohol/drug-related problems,

particularly after the adjustment of externalis-

ing problems. We also investigate how

subtypes of externalising and internalising

problems are differentially associated with

alcohol/drug-related problems. We expected

that both SDQ subscales of externalising prob-

lems (conduct problems and inattention/hyper-

activity) are positively associated with alcohol/

drug-related problems, and that the SDQ inter-

nalising subscale of peer/relationship problems

is more strongly negatively associated with

alcohol/drug-related problems compared with

the SDQ internalising subscale of emotional

problems, due to the conceptual proximity

between peer/relationship problems and social

withdrawal processes. Our study adds to the

knowledge base with data from a large, long-

itudinal sample of Norwegian children.

Methods

Participants

The sample comprised participants from the

Bergen Child Study (BCS; for more informa-

tion about the BCS and related publications,

see uni.no/en/bergen-child-study), and the

data stem from the first, second, and fourth

waves of this study. The BCS is a longitudinal

total population study of children in all public

and private schools in the city of Bergen, Nor-

way. The fourth wave of the BCS is nested

within the youth@hordaland survey (Sivert-

sen, Harvey, Pallesen, & Hysing, 2017) cover-

ing the whole Hordaland county, in which

Bergen is the largest city, as its target popula-

tion. The BCS has been utilised in a range of

previously published studies, and has also

recently been used in a longitudinal design

(Sivertsen et al., 2017).

The first wave of the BCS, conducted in

autumn 2002, comprised a target population

of 9430 primary-school children aged 7–9 years

from the city of Bergen, and informed consent

to participate was received from 7007 parents

(74%) prior to inclusion in the study. The sec-

ond wave was conducted four years later during

spring 2006, and 5683 children aged 11–13

years participated (60% of the original target
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population). Six years later in winter/spring

2012, when the adolescents were 16–19 years

of age, the target population was expanded to

include the whole county of Hordaland, and

10,253 (53%) of the 19,439 invited adolescents

participated. The three waves used in our study

are labelled T1, T2, and T3.

A total of 2438 adolescents had participated

in T1, T2, and T3 with valid parent or teacher

responses on the Strengths and Difficulties

Questionnaire (SDQ) at both T1 and T2, and

therefore comprised the final sample. The mean

age of the total sample at T3 was 17.4 years

(standard deviation 0.8), and 53.7% of the sam-

ple were girls.

The study was approved by the Regional

Committee for Medical and Health Research

Ethics in Western Norway.

Explanatory variables: Childhood mental
health problems

The variable of mental health problems was

defined by scores on the Strengths and Difficul-

ties Questionnaire (SDQ) (Goodman, 1997),

which was completed separately by parents and

teachers at T1 and T2. The SDQ is a screening

questionnaire for children and adolescents aged

4–16 years, consisting of 25 items which

describe positive and negative characteristics

of children within five subscales: (1) emotional

problems, (2) conduct problems, (3) hyperac-

tivity/inattention problems, (4) peer/relation-

ship problems, and (5) pro-social behaviour

(not used in the current study). Each item is

scored on a three-point scale – not true, some-

what true, and certainly true – with total sub-

scale scores each ranging from 0 to 10.

The SDQ has been validated in several coun-

tries (Heiervang et al., 2007; Muris, Meesters,

& van den Berg, 2003). A recent review found

that the psychometric properties of the SDQ are

strong, and recommended its use as a screening

instrument (Stone, Otten, Engels, Vermulst, &

Janssens, 2010). Importantly, the use of broader

internalising and externalising scales from the

SDQ is found to be acceptable in low-risk

samples (Goodman, Lamping, & Ploubidis,

2010), has a good fit with the included subscales

(Van Roy, Veenstra, & Clench-Aas, 2008), and

the scales are relatively “uncontaminated” by

one another (Goodman & Scott, 1999). Addi-

tionally, the prosocial scale has low correlation

with the other four subscales (Goodman, 2001;

Van Roy et al., 2008), supporting its exclusion

from our analyses.

Accordingly, an externalising problems

scale was constructed by merging the subscales

of conduct problems and hyperactivity/inatten-

tion problems, while an internalising problems

scale was constructed by merging the subscales

of emotional problems and peer/relationship

problems. We were interested in externalising/

internalising symptoms that were present over

time and across informants, and therefore added

together the responses from teachers and par-

ents from T1 and T2, and summed the scales to

single, continuous variables. Moderate correla-

tions between parent and teacher reports were

found for both the externalising problems scale

(R ¼ 0.51) and the internalising problems scale

(R ¼ 0.47), which were evaluated as accepta-

ble. The Cronbach’s a of the SDQ scales ranged

from 0.81 to 0.85 in our sample.

Externalising problems. We constructed a single,

continuous externalising problems variable

including 2263 individuals (55.5% girls) and

ranging from 0 to 57 (M ¼ 9.72, SD ¼ 7.86).

For the purpose of secondary analyses, we also

constructed a subscale for conduct problems

(M ¼ 2.26, SD ¼ 2.75) and hyperactivity/inat-

tention (M ¼ 7.47, SD ¼ 5.91).

Internalising problems. Similarly, we constructed

a single, continuous internalising problems

variable including 2266 individuals (55.4%
girls) and ranging from 0 to 53 (M ¼ 6.02,

SD ¼ 6.58). For the purpose of secondary

analyses, we also constructed a subscale for

emotional problems (M ¼ 3.23, SD ¼ 3.86)

and peer/relationship problems (M ¼ 2.79,

SD ¼ 3.71).
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Outcome variables: Alcohol- and
drug-related problems

Self-reported measures of alcohol and drug use

at T3 were our main dependent variables.

Ever tried alcohol. We used a single item “Have

you ever tried alcohol?” (Yes/No) to determine

whether individuals had ever tried alcohol, and

the majority (n ¼ 1854, 78.5%) of the sample

confirmed having tried alcohol.

Ever tried illicit drugs. Similarly, we used another

single item “Have you ever tried hash, mari-

juana, or other narcotic substances?” (Yes/No)

to determine whether individuals had ever tried

illicit drugs, and 291 (12.3%) participants con-

firmed that they had tried illicit drugs.

High-level alcohol consumption. We added up

items measuring self-reported amounts of beer,

cider, wine, spirits, and illegally distilled spirits

usually consumed during 14 days, and each

type of beverage was weighted according to its

alcohol percentage. To accurately calculate

alcohol consumption levels, we used data from

the full sample (n ¼ 10,253), and 5471 (53.3%)

individuals reported any usual alcohol con-

sumption. High-level alcohol consumption was

defined as above the 80th gender-specific per-

centile alcohol consumption among the adoles-

cents with any usual alcohol consumption.

Based on this, a dichotomous variable was cre-

ated. Within the final sample (n ¼ 2438), 255

individuals reported high-level alcohol con-

sumption, which constituted 11.4% of the sam-

ple and 18.5% of those with any usual alcohol

consumption.

Frequent drinking to intoxication. Frequency of

alcohol intoxication was measured by asking:

“Have you ever consumed so much alcohol that

you were clearly intoxicated (drunk)?” The

original item had five response categories rang-

ing from “No, never” to “Yes, more than 10

times”. Frequent intoxication was defined as

drinking so much that one had been clearly

intoxicated more than 10 times (Skogen et al.,

2014), and on this basis a dichotomous variable

was created. Of the participants, 439 (18.0%)

reported frequent intoxication.

A positive CRAFFT score. Alcohol- and drug-

related problems were measured using the six-

item, validated CRAFFT scale. This scale has

been designed to identify possible alcohol- and

drug-related problems among adolescents, and

has been demonstrated to have acceptable sen-

sitivity and specificity at a cutoff of � 2

(Dhalla, Zumbo, & Poole, 2011), also in the

target population of our study (Skogen, Bøe,

Knudsen, & Hysing, 2013). The CRAFFT scale

has been found to correlate with other measures

of alcohol/drug use in adolescents, supporting

its efficacy as a screening tool among adoles-

cents (Oesterle, Hitschfeld, Lineberry, &

Schneekloth, 2015; Skogen et al., 2013). A

dichotomous variable was calculated separating

those above the cutoff of� 2 on CRAFFT from

those below the cutoff. We identified 499

(21.2%) participants who scored above the

CRAFFT cutoff, indicating potential alcohol-

and drug-related problems. In our sample the

Kuder–Richardson’s reliability score of the

CRAFFT scale was 0.67.

Total alcohol and drug use indicators. Finally, we
constructed an ordinal variable for total alco-

hol- and drug-use indicators, summing up the

number of positive scores on frequent alcohol

intoxication, high-level alcohol consumption, a

positive CRAFFT score, and having tried illicit

drugs (Heradstveit, Skogen, Hetland, & Hysing,

2017). A total of 1435 respondents (64.5%) had

none, 423 (19.0%) had one, 207 (9.3%) had

two, 129 (5.8%) had three, and 30 (1.4%)

had four of these potential alcohol/drug-

related problems. In our sample, the Cronbach’s

alpha for this ordinal scale of total alcohol/drug

use indicators was 0.63.

Included covariates

Age and gender for all participants were

retrieved through personal identity numbers in

Heradstveit et al. 5



the Norwegian National Population Registry. In

addition, we measured self-reported perceived

economic well-being by an item where partici-

pants rated their family’s economic situation

either as (1) “Equal to others” (66.0%),

(2) “Better than others” (28.8%), or (3) “Poorer

than others” (5.2%). We also collected informa-

tion on maternal and paternal educational

attainment at T3 by two self-report items differ-

entiating between primary school only, high

school, or higher education. Perceived family

economy, and maternal and paternal educa-

tional attainment were used as measures for

socioeconomic status, and were entered sepa-

rately into the regression analyses.

Statistical analysis

Data preparation. The distributions on the

scales for externalising and internalising prob-

lems, and their subscales, were all skewed

(skewness > 1, ranging from 1.55 to 2.48 as

would be expected in a community sample)

(Woerner, Becker, & Rothenberger, 2004).

We transformed these scales using a log trans-

form (Rønning, Handegaard, Sourander, &

Mørch, 2004), which improved the normality

of the data (skewness < 1, ranging from –0.32

to 0.35). All analyses are reported on log-

transformed SDQ data.

Descriptive statistics and regression analyses. We

conducted the following statistical analyses:

First, the sample was described by demo-

graphics, alcohol/drug use, and externalising/

internalising problems, and was compared with

the non-responders of the full BCS/youth@hor

daland sample. Second, we computed odds

ratios for associations between externalising/

internalising problems and alcohol/drug use

using logistic regression models. More specifi-

cally, unadjusted regression models were

utilised, followed by adjustments for SES,

gender, and age, and were adjusted for SES,

gender, age, and externalising/internalising

problems. Finally, unadjusted and adjusted

ordinal logistic regression analyses were

conducted for (a) the associations between

externalising/internalising problems and ordi-

nal number of indications on alcohol/drug-

related problems, and (b) the associations

between subscales of externalising/internalis-

ing problems and ordinal number of indications

on alcohol/drug-related problems. All analyses

were performed using STATA V.14.0 (Stata-

Corp, 2015).

Results

The final sample consisted of n ¼ 2438 parti-

cipants. Table 1 outlines the demographics of

the subjects in the total included sample, as well

as alcohol and illicit drug use. There were some

differences between the included versus the

not-included individuals, related to gender,

socioeconomic status, alcohol/drug use, and

externalising/internalising problems. However,

effect sizes were overall small to moderate

(Cohens d’s ranging from 0 to 0.35). Of note,

these differences were small for externalising/

internalising problems (d’s ranging from 0.18

to 0.20) and non-existent or very small for alco-

hol/drug use (d’s ranging from 0 to 0.09).

As outlined in Table 2, externalising prob-

lems were positively associated with illicit drug

use, a positive CRAFFT score, and frequent

alcohol intoxication (odds ratios [ORs] ranging

from 1.17 to 1.29, all p < .01) in unadjusted

analyses. After adjusting for SES, gender, age,

and internalising problems, externalising prob-

lems were positively associated with all mea-

sures of alcohol/drug use (AORs ranging from

1.24 to 1.40, all p < .05). Internalising problems

were negatively associated with having ever

used alcohol and frequent alcohol intoxication

(ORs ranging from 0.89 to 0.90, all p < .05) in

unadjusted analyses. After adjusting for SES,

gender, age, and externalising problems, inter-

nalising problems were negatively associated

with all measures of alcohol/drug use (AORs

ranging from 0.83 to 0.88, all p < .05).

Table 3 outlines associations between exter-

nalising/internalising problems and ordinal lev-

els of indicators for alcohol/drug use during

6 Nordic Studies on Alcohol and Drugs



adolescence. Using likelihood-ratio tests of pro-

portionality of odds across response categories,

we found only non-significant differences

between externalising/internalising problems

and each ordinal level of indicators for alco-

hol/drug use in the unadjusted models (p-values

ranging from 0.08 to 0.73), indicating that the

proportional odds assumption underlying the

ordinal logistic regression models was met

(Liao, 1994, p. 41). We found positive associa-

tions between externalising problems and

increasing levels of indicators for alcohol/drug

use in both unadjusted models (OR ¼ 1.21,

p < .001) and after adjustment for SES, gender,

age, and internalising problems (AOR ¼ 1.38,

p < .001). We found negative associations

between internalising problems and increasing

levels of indicators for alcohol/drug use after

adjusting for SES, gender, age, and externalis-

ing problems (AOR ¼ 0.84, p ¼ .001).

In secondary analyses, associations between

externalising/internalising problems and ordi-

nal levels of indicators for alcohol/drug use

were analysed stratified by gender. However,

no substantial gender differences were found:

the same patterns of associations were evident

across genders, with a similar magnitude of

associations (not shown).

Table 4 sketches associations between sub-

scales of externalising problems (conduct

Table 1. Demographics, alcohol and drug use, and mental health problems during adolescence in the full
youth@hordaland sample (n ¼ 10,253)a.

Demographics
Study sample
(n ¼ 2438)

Non-included
sampleb (n ¼ 7815) Cohen’s d p-valuec

Girls, % 55.3 51.8 .069 .003
Age at completion, mean 17.4 17.4 .020 .399
Perceived economic well-being, % .043 .066
Poorer than others 4.4 8.0
Equal to others 66.6 67.5
Better than others 29.0 24.5
Mother’s education, % –.285 < .001
University/college 60.0 44.6
High school 32.2 44.3
Primary school 7.8 11.2
Father’s education, % –.345 < .001
University/college 56.3 38.2
High school 36.3 50.0
Primary school 7.4 11.8
Alcohol and illicit drug use
Tried alcohol, % 78.5 76.9 –.038 .104
Tried illicit drugs, % 12.3 9.6 –.089 < .001
CRAFFT score � 2, % 21.2 21.3 .003 .908
Frequent drinking to intoxication, % 18.0 19.1 .029 .216
High-level alcohol consumption, % 11.4 12.3 .003 .298
Mental health problemsd

Externalising problems, mean (SD) 4.99 (2.98) 5.55 (3.05) .183 < .001
Internalising problems, mean (SD) 4.31 (3.12) 4.98 (3.36) .204 < .001

Note. SD ¼ standard deviation; CRAFFT ¼ screening tool for identification of problematic alcohol and drug use among
adolescents.
aAll the demographic and alcohol and drug use variables listed are measured at T3. bIndividuals participating in the youth@
hordaland study (T3) but excluded from the study sample due to not having valid Strengths and Difficulties Questionnaire
(SDQ) responses at T1 and T2. cp-value for difference between the study sample and the sample of non-included
individuals. dIncludes youth self-reported SDQ scores at T3.
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problems, hyperactivity) and internalising

problems (emotional problems and peer

problems) and ordinal levels of indicators for

alcohol/drug use during adolescence. The pro-

portional odds assumption underlying the ordi-

nal logistic regression models was also met for

these analyses (p-values ranging from .25 to

.86). Both externalising subscales were for the

most part positively associated with increasing

levels of indicators on alcohol/drug use even in

fully adjusted models (AORs ranging from 1.19

to 1.23, all p < .05). Neither of the internalising

subscales were significantly associated with

increasing levels of alcohol/drug-related prob-

lems (p-values ranging from .15 to .67).

Discussion

Our study suggests that childhood externalising

problems are positively associated, and that

internalising problems are negatively associ-

ated, with adolescent alcohol/drug use and

problems. These estimates were exacerbated

when associations between internalising prob-

lems and alcohol/drug use were adjusted for co-

occurring externalising problems, and vice

versa. There was no evidence for substantial

gender differences in these associations.

These findings correspond with those of a

growing body of literature that is conceptualis-

ing involvement with alcohol/drug use within a

broader context of antisocial or deviant beha-

viour (Chassin et al., 2013; Zucker, Heitzeg, &

Nigg, 2011). Our results also extend the exist-

ing knowledge base of studies which have indi-

cated that childhood internalising problems are

negatively associated with alcohol/drug use in

early adolescence (Colder et al., 2013; Edwards

et al., 2014) to also apply to later stages of

adolescence. This supports a recent contribu-

tion by Colder and colleges (2018). Also of

note, both the full SDQ externalising problems

scales and the subscales of conduct problems

and hyperactivity/inattention were positively

associated with alcohol/drug-related problems.

However, the associations were somewhat

stronger and more consistent in relation to theT
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full externalising scale, possibly indicating that

overall externalising behavioural tendencies are

more potent predictors of subsequent alcohol/

drug-related problems, compared with high

symptoms on either conduct problems or hyper-

activity/inattention alone.

Only the full SDQ internalising problems

scale was negatively associated with alcohol/

drug-related problems in our study, and only

in the fully adjusted model, following

the adjustment for SES, gender, age, and

co-occurring externalising problems. This find-

ing lends support to recent studies suggesting

that internalising problems may protect against

alcohol/drug use during adolescence (Colder

et al., 2010; Hussong et al., 2011). It has been

suggested that internalising problems may con-

tribute to less alcohol/drug use due to avoidance

and social withdrawal strategies, and hence

potentially less exposure to situations or peer

groups with high risk for alcohol/drug use

(Hussong et al., 2017). Therefore, we hypothe-

sised that peer/relationship problems were more

strongly negatively associated with alcohol/

drug-related problems, compared with emo-

tional problems, but our study did not confirm

this hypothesis. A possible explanation is that

the influence of peer/relationship problems on

alcohol/drug-related behaviours is exacerbated

by emotional problems, and hence that overall

internalising behavioural tendencies are more

influential than peer/relationship problems

alone. However, more studies are needed to

clarify the complex mechanisms that link child-

hood internalising problems with fewer alco-

hol/drug-related problems during adolescence.

Although we did not find evidence that inter-

nalising problems may also be involved in “risk

processes” or heighten the risk of alcohol/drug-

related problems (e.g., McCarty et al., 2012;

Wittchen et al., 2007), we cannot rule out this

possibility. As Hussong and colleagues (2011)

note in their article describing a developmental

psychopathology framework for the internalis-

ing pathway to alcohol-use disorders, that a

range of factors may affect the extent to which

internalising problems increase the future risk

of alcohol/drug use or not, such as coping

expectancies and motives for alcohol/drug use,

initiation of alcohol/drug use with the goal of

self-medication effects, and an escalation of

alcohol/drug use to the point of addiction

(Hussong et al., 2011). Furthermore, it is

hypothesised that the self-medication hypoth-

esis on development of alcohol/drug-related

problems becomes more relevant later in life

Table 3. Ordinal logistic regression analyses between childhood externalising/internalising problems and
increasing levels of alcohol and drug use indicators among adolescents (n ¼ 2438).

Increasing levels of indicators on alcohol and drug use

OR/AOR (95% CI) p-value

Externalising problems
Unadjusted 1.21 (1.12, 1.31) < .001
Adjusted for SES, gender, age 1.29 (1.17, 1.42) < .001
Adjusted for SES, gender, age, INT problems 1.38 (1.23, 1.54) < .001

Internalising problems
Unadjusted 0.93 (0.87, 1.00) .057
Adjusted for SES, gender, age 0.93 (0.85, 1.02) .112
Adjusted for SES, gender, age, EXT problems 0.84 (0.77, 0.93) .001

Note. OR¼ odds ratio; AOR¼ adjusted odds ratio; CI¼ confidence interval; EXT problems¼ externalising problems; INT
problems ¼ internalising problems; SES ¼ socioeconomic status. Bold font denotes statistically significant associations.
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(Virtanen et al., 2015), and therefore that inter-

nalising problems hypothetically tends to

become positively associated with alcohol/

drug-related problems with increasing age

(Colder et al., 2013, 2018). While a study by

Colder and colleagues could not confirm this

hypothesis in the transition from early to late

adolescence (Colder et al., 2018), a recent study

by Virtanen and colleagues (2015), which fol-

lowed adolescents into the adult years, clearly

indicated that internalising problems predicted

alcohol problems. There is a need for more

studies that further investigate the potentially

changing role of internalising problems on

alcohol/drug-related problems from adoles-

cence into the adult years.

Strengths and limitations

Our study has several strengths. The sample

consists of a well-defined population-based

sample of children followed into adolescence,

which is sufficiently large to enable a detailed

investigation of longitudinal associations

between childhood mental health problems

and adolescent alcohol/drug use. An additional

strength is the utilisation of repeated measures

and multiple informants on the SDQ, provid-

ing a robust estimate for externalising/interna-

lising symptoms.

The study has some limitations. First,

although we employed a prospective design

for the study with a temporal order of data

Table 4. Ordinal logistic regression analyses between subscales of externalising/internalising problems and
increasing levels of alcohol and drug use indicators among adolescents (n ¼ 2438).

Increasing levels of indicators on
alcohol and drug use

OR/AOR (95% CI) p-value

Subscales of externalising problems

Conduct problems
Unadjusted 1.16 (1.05, 1.28) < .001
Adjusted for SES, gender, age 1.19 (1.05, 1.34) < .010
Adj for SES, gender, age, hyperactivity 1.10 (0.96, 1.25) .168
Adj for SES, gender, age, hyperactivity, INT problems 1.19 (1.03, 1.38) < .05

Hyperactivity/inattention
Unadjusted 1.18 (1.10, 1.28) < .001
Adjusted for SES, gender, age 1.24 (1.13, 1.37) < .001
Adj for SES, gender, age, conduct problems 1.18 (1.04, 1.35) < .010
Adj for SES, gender, age, conduct problems, INT problems 1.23 (1.07, 1.41) < .010

Subscales of internalising problems

Emotional problems
Unadjusted 0.94 (0.86, 1.02) .156
Adjusted for SES, gender, age 0.96 (0.86, 1.07) .448
Adj for SES, gender, age, peer problems 0.97 (0.85, 1.11) .671
Adj for SES, gender, age, peer problems, EXT problems 0.91 (0.79, 1.04) .162

Peer/relationship problems
Unadjusted 0.94 (0.85, 1.03) .205
Adjusted for SES, gender, age 0.92 (0.82, 1.04) .183
Adj for SES, gender, age, emotional problems 0.95 (0.83, 1.09) .494
Adj for SES, gender, age, emotional problems, EXT problems 0.90 (0.78, 1.04) .153

Note. OR¼ odds ratio; AOR¼ adjusted odds ratio; CI¼ confidence interval; EXT problems¼ externalising problems; INT
problems ¼ internalising problems; SES ¼ socioeconomic status. Bold font denotes statistically significant associations.
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collection, the findings of the study are not

necessarily an expression of causality. The

findings can also be explained, for example,

by third factors (such as genetic predisposition,

adverse life circumstances, and family charac-

teristics), which may act as risk factors for both

externalising/internalising problems and alco-

hol/drug use during adolescence. Additionally,

we had available measures of alcohol/drug use

only at T3, therefore failing to control for prior

substance use. Second, complex mechanisms

may be at work as mediators (e.g., timing of

puberty, peer involvement, parental supervi-

sion, and parental problem drinking) between

childhood externalising/internalising problems

and subsequent alcohol/drug use (e.g., Dickson,

Laursen, Stattin, & Kerr, 2015; Finan, Schulz,

Gordon, & Ohannessian, 2015). This is beyond

the scope of our study. Third, the information

on alcohol/drug use was based on self-reports,

while the information on childhood mental

health problems was based on parent and

teacher reports. The lack of clinical interviews

thus adds as a further limitation to our study.

However, whereas clinical diagnoses of either

mental health or alcohol/drug-related problems

are typically categorised as dichotomous mea-

sures, previous studies have also gained support

for dimensional conceptualisations of common

mental health problems (e.g., Andrews et al.,

2007) and alcohol/drug-related problems

(Beseler & Hasin, 2010; Krueger et al., 2004)

that are not necessarily above a formal, clinical

cutoff. Our study thus highlights how parent/

teacher-reported externalising/internalising

symptoms across a spectrum of severity are

associated with self-reported alcohol/drug use.

Future studies that also apply diagnostic levels

of respectively externalising/internalising prob-

lems and alcohol/drug-related problems should

therefore be encouraged. Fourth, although it

might be preferable to have more detailed infor-

mation on illicit drug use, only lifetime use was

available in the youth@hordaland-survey. Illi-

cit drug use is also particularly infrequent

among Norwegian adolescents compared with

other European countries (Kraus et al., 2016),

and the inclusion of frequent illicit drug use

could therefore be too strict a measure in the

context of this study. Fifth, depression and con-

duct problems have previously been found to be

the mental health symptoms most strongly asso-

ciated with alcohol/drug use during adoles-

cence (e.g., Armstrong & Costello, 2002;

Hussong et al., 2017). In addition, associations

with alcohol/drug-related problems tend to vary

across subtypes of anxiety problems (Fröjd,

Ranta, Kaltiala-Heino, & Marttunen, 2011;

Ohannessian, 2014). However, the internalising

measures of the SDQ, including its subscales,

are generalised measures of internalising prob-

lems, which therefore do not separate between,

for example, symptoms of anxiety and depres-

sion, and between subtypes of anxiety. There-

fore, our findings may not be generalisable to

all manifestations of internalising symptoma-

tology. Sixth, only parent and teacher reports

on SDQ were available at T1. Although teacher

and parent versions of the SDQ have gained

support in a review of psychometric studies

(Stone et al., 2010), it should be noted that

internalising problems are likely to be reported

more accurately by children themselves

(Ederer, 2004). The inclusion of self-reported

externalising/internalising symptoms would

add more strength to the measures of childhood

internalising problems. However, there is no

self-report data available on SDQ symptoms

at T1 due to the young age of the children. Our

externalising/internalising variables are con-

structed based on two time points, and thus

including self-reports at one time only would

not work. In addition, the use of parent/teacher

reports on T1/T2 and self-reports on T3 may

contribute to avoiding mono-informant bias.

Finally, selective drop out is a well-known

problem in longitudinal research (Wolke

et al., 2009), and may not be fully ruled out in

our study. However, the discrepancy between

T1 (n ¼ 7007) and the study sample (n ¼
2438) is not merely a result of dropout at each

consecutive wave, but is also an administrative

issue of the longitudinal survey design. More

specifically, the BCS (comprising T1 and T2)
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had a different target population than the

youth@hordaland (comprising T3). Therefore,

it is not possible to calculate a strict attrition

rate for the present study. We did, however,

find some differences between the study sam-

ple and the full youth@hordaland sample, sug-

gesting that the included individuals had

somewhat higher SES than the non-included

individuals. While this was the case, effect

sizes for differences between the study sample

and the full youth@hordaland sample were for

the most part non-significant on alcohol/drug

use, and were small on externalising/interna-

lising problems. Hence, selective dropout is

not likely to be an issue that would seriously

bias our findings.

Conclusion

An important contribution from our study is that

childhood externalising problems are positively

associated while internalising problems are

negatively associated with alcohol/drug use and

problems in late adolescence. Associations with

alcohol/drug-related problems were similar

across both genders, and were most consistent

and robust when associations between exter-

nalising problems and alcohol/drug-related

problems were accounted for co-occurring

internalising problems, and vice versa.
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Fröjd, S., Ranta, K., Kaltiala-Heino, R., &

Marttunen, M. (2011). Associations of social pho-

bia and general anxiety with alcohol and drug use

in a community sample of adolescents. Alcohol

and Alcoholism, 46(2), 192–199.

Goodman, A., Lamping, D. L., & Ploubidis, G. B.

(2010). When to use broader internalising and

externalising subscales instead of the hypothe-

sised five subscales on the strengths and difficul-

ties questionnaire (SDQ): Data from British

parents, teachers and children. Journal of Abnor-

mal Child Psychology, 38(8), 1179–1191.

Goodman, R. (1997). The strengths and difficulties

questionnaire: A research note. Journal of Child

Psychology and Psychiatry, 38(5), 581–586.

Goodman, R. (2001). Psychometric properties of the

strengths and difficulties questionnaire. Journal

of the American Academy of Child & Adolescent

Psychiatry, 40(11), 1337–1345.

Goodman, R., & Scott, S. (1999). Comparing the

strengths and difficulties questionnaire and the

child behavior checklist: Is small beautiful? Jour-

nal of Abnormal Child Psychology, 27(1), 17–24.

Heiervang, E., Stormark, K. M., Lundervold, A. J.,

Heimann, M., Goodman, R., Posserud,

M.-B., . . .Gillberg, C. (2007). Psychiatric disor-

ders in Norwegian 8-to 10-year-olds: An epide-

miological survey of prevalence, risk factors, and

service use. Journal of the American Academy of

Child & Adolescent Psychiatry, 46(4), 438–447.

Heradstveit, O., Skogen, J. C., Hetland, J., & Hysing,

M. (2017). Alcohol and illicit drug use are impor-

tant factors for school-related problems among

adolescents. Frontiers in Psychology, 8.

Heron, J., Barker, E. D., Joinson, C., Lewis, G.,

Hickman, M., Munafò, M., & Macleod, J.
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Abstract 

 

Objectives To examine alcohol/drug-related problems across psychiatric diagnoses, and to 

what extent associations between each psychiatric diagnosis and alcohol/drug-related 

problems were independent from the potential confounding effects from psychiatric 

comorbidity, socioeconomic status, sex and age.   

Design A large population-based and cross-sectional study among Norwegian adolescents, the 

youth@hordaland conducted in 2012, were linked with national registry-based data on 

specialist mental health care use during the four years prior to the survey (2008 to 2011).  

Study population Individuals aged 16 to 19 years who participated in the youth@hordaland 

survey and consented to the linkage with patient registry data (n=9,408). Among these, 853 

(9%) had received specialist mental health care and comprised the clinical sample, while the 

rest (n=8,555) comprised the comparison group. 

Main outcome measures Several measures of indicators for alcohol/drug-related problems, 

including frequent alcohol intoxication, high-level alcohol consumption, a positive CRAFFT-

score, and lifetime illicit drug use. 

Results: Adolescents receiving specialist mental health care (n=853) reported more frequently 

alcohol/drug use and problems compared to adolescents not receiving these services (Cohens 

d’s ranging from 0.09 to 0.29, all p≤0.01). Anxiety, depression, conduct disorders, eating 

disorders, ADHD, and trauma-related disorders were all associated with problematic 

alcohol/drug use, with odds ratios (ORs) ranging from 1.60 to 4.76 (95% CI [1.13, 8.70]) in 

unadjusted models. Trauma-related disorders, depression and conduct disorders were 

positively associated with higher numbers of indicators for alcohol/drug-related problems 

(ORs ranging from 1.92 to 3.20, 95% CI [1.43, 6.23]); however, only trauma-related disorders 
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remained positively associated in the fully adjusted model (adjusted odds ratio 2.53, 95% CI 

[1.34, 4.79]).  

Conclusions: Alcohol/drug use and problems were slightly more common among adolescents 

who received specialist mental health care during the past four years compared with the 

general adolescent population, and adolescents with trauma-related disorders had particularly 

high odds for alcohol/drug-related problems.  

 

Strengths and limitations of this study 

 The youth@hordaland survey is a well-established, large population-based survey 

among adolescents that allows analysis of alcohol/drug-related problems and the 

associations of interest. 

 The linkage between population-based data on alcohol/drug use and registry-based 

data on psychiatric diagnoses independently determined by professional mental health 

practitioners are very rare in the scientific literature. 

 This study is to our knowledge the first to compare a broad range of psychiatric 

diagnoses in terms of their associations with alcohol/drug-related problems during 

adolescence, while also addressing the role of psychiatric comorbidity. 

 Although the measures of psychiatric diagnoses preceded those of alcohol/drug use, 

the study does not have a stringent longitudinal design, and it is not possible to draw 

conclusions on the causality between psychiatric diagnoses and alcohol/drug, since 

some substance use may have predated the mental health care contacts. 
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Introduction  

Mental health problems are prevalent among children and adolescents, with one in five 

fulfilling criteria for a mental disorder [1-4]. Furthermore, approximately 25% of adolescents 

with a psychiatric diagnosis have at least one additional psychiatric diagnosis [5], indicating 

that psychiatric comorbidity is common. Mental disorders are particularly frequent among 

adolescents with alcohol/drug-related problems, and it is estimated that 37–80% of 

adolescents with alcohol/drug-related problems have at least one psychiatric disorder [e.g. 6, 

7, 8]. Similarly, among adolescents within a psychiatric inpatient setting, one third of the 

adolescents fulfilled criteria for a substance use disorder (SUD) [9]. 

Previous studies have demonstrated positive associations with adolescent alcohol/drug-related 

problems for a range of psychiatric disorders, including anxiety [10, 11], attention-

deficit/hyperactivity disorder (ADHD) [12, 13], eating disorders [14, 15], post-traumatic 

stress disorder (PTSD) [16, 17], conduct disorders [18], depression [17, 19, 20], and psychotic 

disorders [21, 22]. The majority of previous literature has however focused on selected 

associations between single psychiatric diagnoses or symptoms and alcohol/drug-related 

behaviors, and few studies have investigated the full range of common mental disorders. 

Furthermore, it is important to consider psychiatric comorbidity in order to clarify whether 

specificity of risk is indicative of potentially unique psychological mechanisms, or whether 

“general mental distress” is primarily driving an increased vulnerability. Nevertheless, the 

inclusion of control for psychiatric comorbidity is rare in previous studies. 

A recent Norwegian study reported that illicit drug use was four times higher among 

adolescents receiving psychiatric services compared to the general population, and that 

depression was the diagnosis associated with the highest frequencies of alcohol and drug use 

and autism with the lowest [23]; however, participation in the clinical group was low and 
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psychiatric comorbidity was not investigated. Similarly, a study by Wu and colleagues [24] 

investigated comorbidity between a range of psychiatric diagnoses and substance use 

disorders (SUDs); however, their analyses focused primarily on sex, ethnicity, and inpatient 

versus outpatient attenders, and there were no comparisons between diagnostic groups. A 

study by Boys and colleagues [25] also collected information on a broad range of psychiatric 

diagnoses in relation to alcohol/drug-related problems but small numbers did not allow 

differentiation between separate disorders. Therefore, there are still considerable knowledge 

gaps in relation to which psychiatric disorders that are associated with the highest risk for 

alcohol/drug use and problems among adolescents.  

In the present study, we aimed to examine the prevalence of alcohol/drug use and problems 

among adolescents receiving specialist mental health care compared with a general population 

of adolescents, and compared between psychiatric diagnostic groups, accounting for potential 

confounding from other comorbid psychiatric diagnoses, as well as sex, age and 

socioeconomic status (SES). The study contributes to the scientific field with knowledge on 

which psychiatric disorders that are associated with the highest risk for alcohol/drug use and 

problems among adolescents. 

 

Methods 

Study population 

We employed data from the youth@hordaland-survey, which includes information on child 

and adolescent mental health, lifestyle, school performance and use of health services. Of all 

19,430 adolescents born between 1993 and 1995 living in Hordaland County in Western 

Norway, 10,253 (53%) agreed to participate. The youth@hordaland-survey is a cross-

sectional population-based study carried out during early 2012, when the adolescents ranged 
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from 16 to 19 years of age, and data were collected from adolescents in upper secondary 

school. Participants received information by email and one school hour was used to complete 

the questionnaires. In addition, adolescents not going to school received the questionnaires by 

mail at their home address, and mental health services and other institutions were contacted to 

let adolescents from these settings participate. The questionnaires used in the 

youth@hordaland-survey were web-based.  

The youth@hordaland-survey was linked to data from the National Patient Registry (NPR) 

through the participants’ personal identification number. The NPR is the official national 

registry in Norway on specialist mental health care services, and includes information on 

specialist mental health care use and Axis 1 psychiatric diagnoses from January 2008 to 

December 2011, at a time when the adolescents ranged from 12 to 18 years of age, and before 

youth@hordaland participation. A total of 845 (8.2%) of the adolescents did not provide 

consent for merging the data from the youth@hordaland-survey with other registries, and 

were excluded from the analyses. The final sample therefore included 9,408 participants, of 

whom 853 (9.1%) had at least one registration in NPR.  

The study was approved by the Regional Committee for Medical and Health Research Ethics 

(REC) in Western Norway. In accordance with the regulations from the REC and Norwegian 

health authorities, adolescents aged 16 years and older can make decisions regarding their 

own health (including participation in research), and thus gave consent themselves to 

participate in the current study. Parents/guardians have the right to be informed, and in the 

current study, all parents/guardians received written information about the study in advance. 

Patient involvement 

Patient were not involved in the planning of the present study.  

Measures and instruments 
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Explanatory variables: Mental health disorders 

The adolescents who had received specialist mental health care (n=853) were assigned to the 

following diagnostic categories: anxiety (n=132), depression (n=172), conduct disorders 

(n=32), attention-deficit/hyperactivity disorder (ADHD, n=154), autism spectrum disorders 

(n=46), eating disorders (n=40), trauma-related disorders (n=66), psychotic disorders (n=10), 

other diagnoses (n=84), and no Axis 1 psychiatric diagnosis (n=329). In addition, 133 

adolescents had psychiatric diagnoses from more than one of the specified diagnostic 

categories, and were correspondingly assigned to multiple diagnostic categories. Due to the 

small group size, psychotic disorders were excluded from the diagnosis-specific analyses, 

while the “other diagnoses” group also was excluded due to considerable conceptual 

heterogeneity. However, both these diagnostic categories were included as confounders when 

adjusting for psychiatric comorbidity. Appendix I details the operationalization of the 

diagnostic categories. 

In addition, self-reported mental health problems were measured in order to examine 

differences between individuals that consented (n=9,408) to the linkage between the 

youth@hordaland-survey and the NPR, and those that did not consent to this linkage (n=845). 

Specifically, the short version of the Mood and Feelings Questionnaire (SMFQ) [26] was used 

to measure symptoms of depression; the SCARED inventory [27] was used for anxiety 

symptoms; the Adult ADHD Self-report Scale (ASRS) [28] for symptoms of 

hyperactivity/inattention; and the Youth Conduct Disorder (YCD) instrument [29] for 

symptoms of conduct disorders. 

  

Outcome variables: Alcohol/drug use and problems 
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Based on a single item, ‘Have you ever tried alcohol?’ (Yes/No), a variable for having ever 

used alcohol was constructed, and based on a single item, ‘Have you ever tried hash, 

marijuana or other narcotic substances?’ (Yes/No), a variable for having ever used illicit 

drugs was constructed. Frequent drinking to intoxication was measured based on the question: 

‘Have you ever consumed so much alcohol that you were clearly intoxicated (drunk)?’ The 

original item had five categories ranging from ‘No, never’ to ‘Yes, more than 10 times’. 

Frequent intoxication was defined as drinking so much that one was clearly intoxicated more 

than 10 times, and on this basis, a dichotomous variable was created. We added up five items 

that measured how many glasses of i) beer, ii) cider, iii) wine, iv) spirits and v) illegally 

distilled spirits the adolescents usually consumed during a time period of 14 days. A total of 

5,058 adolescents reported any usual alcohol consumption. The high-level alcohol 

consumption variable was defined as the above 90th sex-specific percentile alcohol 

consumption among the adolescents with any usual alcohol consumption, and a dichotomous 

variable was created for high-level alcohol consumption. Alcohol and drug-related problems 

were measured using the six-item, validated scale CRAFFT. This scale has been designed to 

identify possible alcohol-and drug related problems among adolescents, and has been 

demonstrated to have acceptable sensitivity and specificity at a cut-off of ≥2 [30]. A previous 

publication based on the youth@hordaland-sample investigated the factor structure and 

concurrent validity of CRAFFT and demonstrated a good fit with a single latent construct of 

alcohol/drug-related problems [31]. A dichotomous variable separating those above the cut-

off of ≥2 on CRAFFT from those below the cut-off were calculated. In our sample the omega 

internal consistency coefficient [32] of the CRAFFT scale was 0.88. Finally, an ordinal 

variable for total potential alcohol/drug-related problems was constructed (ranging from 0 to 

4), in which we summed up the number of positive scores on frequent alcohol intoxication, 

high-level alcohol consumption, a positive CRAFFT-score, and having tried illicit drugs.  
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Included co-variates 

Age and sex were retrieved from the Norwegian Population Registry, and were available for 

all participants in the youth@hordaland-sample. In addition, self-reported family financial 

circumstances was collected as either (1) ‘about the same as others’ (2) ‘better than others’, or 

(3) ‘worse than others’. Self-reported information on maternal and paternal educational 

attainment was divided into primary school, high school, or more than four years of university 

or higher education. The variables of self-reported family financial circumstances, paternal 

educational attainment, and maternal educational attainment were used as a compound 

measure for socioeconomic status (SES) [33]. 

Statistical analyses 

All analyses were performed using STATA V.14.0 [34], with the exception that the omega 

internal consistency coefficient for the CRAFFT questionnaire was calculated in R [35]. First, 

differences in terms of alcohol/drug use, self-reported symptoms of mental health problems, 

and sociodemographic variables were examined across individuals who gave their consent to 

the linkage between the youth@hordaland-survey and the NPR, and those who refused to 

consent to this linkage (Table 1). Second, the sample was described according to age, sex, 

SES, and alcohol and drug use among adolescents that had received specialist mental health 

care services compared to the adolescents that had not receiving these services during the past 

four years (Table 2). Third, psychiatric comorbidity rates within each diagnostic category 

were described, and all investigated psychiatric diagnoses were analyzed in terms of 

Spearman’s Rank correlations with other psychiatric diagnoses (Table 3). Fourth, logistic 

regression models were employed to calculate associations between psychiatric diagnoses 

received within specialist mental health care and alcohol/drug use and problems, and we also 

adjusted the analyses from the potential confounding effects from age, sex, SES, and 
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comorbid psychiatric diagnoses (Table 4). Finally, ordered logistic regression models were 

employed to calculate crude and adjusted odds ratios for the associations between psychiatric 

diagnoses and increasing number of indicators for potential alcohol/drug-related problems; 

however, restricted to associations that met the underlying proportional odds assumption for 

the ordered logistic regression model (Table 5).  

 

Results 

For the most part, adolescents that consented to the linkage between the youth@hordaland-

survey and the NPR and which therefore constituted the final study sample (n=9,408), were 

similar to those that refused to consent (n=845) and which therefore were excluded (Table 1). 

However, the individuals that refused consent had somewhat higher frequencies of high-level 

alcohol consumption (8.5 % versus 5.9 %, d=0.11, p<0.01), higher mean symptom levels of 

self-reported conduct problems (0.68 versus 0.54, d=0.11, p<0.01), and were somewhat older 

(17.6 versus 17.4, p<0.001). 

In the study sample (n=9,408), a total of 9.1% (n=853) of the adolescents had received 

services from Norwegian specialist health care during the past four years (2008 to 2011). As 

outlined in Table 2, adolescents that had received specialist mental health care services were 

more likely to be female (58.5% versus 52.3%, p=0.001), and to have a low SES (d=0.17, 

p<0.001). In addition, adolescents that had received specialist mental health care services had 

higher frequencies of most alcohol/drug use and problems (d’s ranging from 0.09 to 0.29, all 

p<0.05) compared with adolescents that had not received specialist mental health care 

services. The only exception was on the measure for having ever used alcohol, which were 

non-significant (p=0.571).  

(Insert table 1 around here) 
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Frequencies of comorbidity with other psychiatric diagnoses were examined for each of the 

included psychiatric diagnoses. Among adolescents who had received a psychiatric diagnosis 

from a specialist mental health care clinic (n=524), a total of 133 (25.4%) had at least one 

comorbid psychiatric diagnosis from another diagnostic category (data not shown). 

Specifically, the prevalence of psychiatric comorbidity were 59.1% (n=78) for anxiety, 62.2% 

(n=107) for depression, 62.5% (n=20) for conduct disorders, 42.9% (n=66) for ADHD, 60.1% 

(n=28) for autism, 52.5% (n=21) for eating disorders, 28.8% (n=19) for trauma-related 

disorders, 70.0% (n=7) for psychotic disorders, and 11.8% (n=39) for “other psychiatric 

diagnoses”. Table 3 presents the correlation coefficients between the psychiatric diagnoses. 

Anxiety and depression had the strongest correlation (rs=.246, p<0.001), while all other 

correlations were either non-significant or had a very small magnitude, spanning from rs=.069 

to rs=.108. 

(Insert table 3 around here) 

In unadjusted models (Table 4), anxiety was associated with illicit drug use (OR=1.99, 95% 

CI [1.26, 3.14], p<0.01); depression was associated with frequent alcohol intoxication, a 

positive CRAFFT score and illicit drug use (ORs ranging from 1.60 to 2.57, 95% CI [1.13, 

3.72], p<0.01); conduct disorders were associated with a positive CRAFFT score and illicit 

drug use (ORs ranging from 2.49 to 4.67, 95% CI [1.20, 10.08], p<0.05); ADHD was 

associated with illicit drug use (OR=1.83, 95% CI [1.17, 2.85], p<0.01); eating disorders were 

associated with frequent alcohol intoxication and a positive CRAFFT score (ORs ranging 

from 2.01 to 2.09, 95% CI [1.05, 4.06], p<0.05); trauma-related disorders were associated 

with all alcohol/drug measures (ORs ranging from 1.89 to 4.76, 95% CI [1.12, 8.70], p<0.05); 

and the “no diagnosis received” group was associated with a positive CRAFFT score and 

illicit drug use (ORs ranging from 1.51 to 1.74, 95% CI [1.18, 2.37], p<0.01). Additionally, 
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autism was negatively associated with frequent alcohol intoxication (OR=0.30, 95% CI [0.09, 

0.97], p<0.05). 

In fully adjusted models, adjusting for the potential confounding effects from psychiatric 

comorbidity, SES, sex and age, neither anxiety nor ADHD were significantly associated with 

any measures of alcohol/drug use. Depression was associated only with a positive CRAFFT 

score (AOR=1.60, 95% CI [1.03, 2.51], p<0.05); conduct disorders were associated only with 

illicit drug use (AOR=4.03, 95% CI [1.31, 12.39], p<0.01); eating disorders were associated 

only with frequent alcohol intoxication (AOR=2.25, 95% CI [1.02, 4.95], p<0.05); and 

trauma-related disorders were associated with high-level alcohol consumption, frequent 

alcohol intoxication and a positive CRAFFT-score (AORs ranging from 2.14 to 4.70, 95% CI 

[1.07, 10.30], p<0.05). In addition, autism was negatively associated with frequent alcohol 

intoxication (AOR=0.22, 95% CI [0.05, 0.98], p<0.05), and the “no diagnosis received” group 

was associated with high-level alcohol intoxication and illicit drug use (AORs ranging from 

1.74 to 1.86), 95% CI [1.04, 2.92], p<0.05) after adjustment for SES, sex and age. 

(Insert table 4 around here) 

Using likelihood-ratio tests of proportionality of odds across response categories, we found 

only non-significant differences between all the psychiatric diagnoses listed in Table 5 and 

each ordinal level of indicators for alcohol/drug-related problems in the crude models (p-

values ranging from 0.27 to 0.93), indicating that the proportional odds assumption 

underlying the ordered logistic regression models were met [36, p.41]. Autism diagnoses were 

excluded from this analysis as the proportional odds assumption was not met for this 

diagnosis. In unadjusted models employing ordered logistic regression analyses we found 

positive associations with increasing levels of indicators for alcohol/drug-related problems 

and depression (OR=1.92, 95% CI [1.43, 2.59], p<0.001), conduct disorders (OR=3.20, 95% 

CI [1.65, 6.23], p<0.01), trauma-related disorders (OR=2.82, 95% CI [1.75, 4.56], p<0.001), 
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and the “no diagnosis received” group (OR=1.46, 95% CI [1.16, 1.84], p<0.01). Depression, 

conduct disorders and trauma-related disorders remained positively associated with increasing 

levels of indicators for alcohol/drug-related problems after adjustment for psychiatric 

comorbidity (AORs ranging from 1.57 to 2.92, 95% CI [1.08, 5.47], p<0.05). However, in 

fully adjusted models, accounting for the confounding effects from psychiatric comorbidity, 

SES, sex and age, we found only a positive association with increasing levels of indicators for 

alcohol/drug-related problems for trauma-related disorders (AOR=2.53, 95% CI [1.34, 4.79], 

p<0.01). Additionally the “no diagnosis received” group had a positive association after 

adjustment for SES, sex and age (AOR=1.50, 95% CI [1.11, 2.02], p<0.01).  

(Insert table 5 around here) 

 

Discussion 

The present study is to our knowledge the first to compare a broad range of psychiatric 

diagnoses in terms of their associations with alcohol/drug use and problems during 

adolescence, while also addressing the role of psychiatric comorbidity. Frequencies of 

alcohol/drug use and problems were higher among adolescents who had received specialist 

mental health care services compared to adolescents who had not received such services 

during the past four years; however the magnitude of these differences were overall small. 

Furthermore, the investigated psychiatric diagnoses varied widely in the extent to which they 

were associated with potential alcohol/drug-related problems, particularly when the influence 

of other comorbid psychiatric disorders and demographic variables was accounted for. 

Depression and alcohol/drug-related problems. In unadjusted models, depression was among 

the psychiatric diagnoses with the most consistent positive associations with alcohol/drug use 

and problems. Specifically, we found positive associations between depression and all 



15 
 

measures of alcohol/drug use and problems except high-level alcohol consumption. These 

associations remained significant after adjustment for psychiatric comorbidity. However, the 

only independent association between depression and alcohol/drug use, after the additional 

adjustment for sociodemographic factors, was in relation to a positive CRAFFT-score. Our 

findings suggest that depression is an overall good marker of risk for hazardous alcohol/drug 

use, but associations between depression and alcohol/drug use appeared to be influenced by 

sociodemographic factors.  

These findings correspond with previous studies that report positive associations between 

depression and self-reported adolescent alcohol-related problems [37] and general 

alcohol/drug use [38, 39]. However, previous studies have also reported positive associations 

between depression and binge drinking [40] and alcohol intoxication [39] among adolescents. 

In the present study, depression was associated with frequent alcohol intoxication in 

unadjusted analyses and after adjustment from psychiatric comorbidity, while after the 

additional adjustment from sociodemographic factors, this association was non-significant. It 

has also been reported that the co-occurrence of conduct disorders and depression is a strong 

predictor of substance use, while depression alone is a weak predictor [38]. The present study 

adds to the existing knowledge base by suggesting that the association between depression 

and alcohol/drug-related problems appears to be explained only to a modest extent by 

comorbid psychiatric diagnoses, while it may be significantly influenced by 

sociodemographic factors. 

Anxiety and alcohol/drug-related problems. We found that anxiety was positively associated 

with illicit drug use in unadjusted models. However, when comorbidity with other psychiatric 

diagnoses was accounted for, we found only a negative association with frequent alcohol 

intoxication, but this association was no longer significant after the additional adjustment 

from SES, sex and age. In sum, the present study lends little support to an independent 
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association between anxiety and alcohol/drug use or problems among adolescents, and 

adjustment from psychiatric comorbidity tended to reduce the positive direction of the 

associations between anxiety and alcohol/drug use.   

Of note, the previous literature is characterized by highly inconsistent findings, pointing to 

both negative [41-44] and positive associations between anxiety and adolescent alcohol/drug 

use [10, 45, 46]. Some studies have suggested that different anxiety disorders [47, 48] and 

different anxiety typologies within a given disorder [49] yield different prediction of 

alcohol/drug-related problems, and anxiety may also have a role on adolescent alcohol/drug 

use through interactions with other diagnoses [50]. The present study further highlight the 

complexity of associations between anxiety and adolescent alcohol/drug use.  

Autism and alcohol/drug-related problems. In the present study, autism was negatively 

associated with frequent alcohol intoxication independent of other disorders. A limited 

number of previous studies have to our knowledge explored associations between autism and 

alcohol/drug use among adolescents [23, 51], all suggesting a low alcohol/drug use in this 

group. The present study add to these findings by indicating that adolescents with autism may 

have lower odds for frequent alcohol intoxication compared with the general adolescent 

population.  

Eating disorders and alcohol/drug-related problems. Our findings suggest that eating 

disorders were positively associated with frequent alcohol intoxication and a positive 

CRAFFT-score. However, the only independent association was between eating disorders and 

frequent alcohol intoxication. This finding supports previous studies linking eating disorders 

with specific patterns of alcohol use characterized by a loss of control, such as frequent 

intoxication [52] and binge drinking [53].  
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ADHD and alcohol/drug-related problems. Previous studies have linked both childhood 

ADHD symptoms [54] and ADHD symptoms during adolescence [55] with adolescent 

alcohol/drug use. However, several researchers have highlighted that most studies have not 

controlled for associated psychopathology [54-56], therefore leaving doubt on the 

independence of this association. Our findings were that ADHD was associated with illicit 

drug use alone. We found no independent associations between ADHD and any measures of 

alcohol/drug use or problems, suggesting that the association between ADHD and illicit drug 

use was explained by comorbidity with other psychiatric diagnoses.  

These findings correspond well with a study by August and colleagues [55], which 

demonstrated that adolescent ADHD was positively associated with illicit drug use only for 

individuals with a comorbid externalizing disorder, primarily oppositional defiant disorder. A 

recent literature review similarly indicated that ADHD does not increase the risk of illicit drug 

use beyond the effect of conduct-related disorders [57].  

Conduct disorders and alcohol/drug-related problems. A range of previous studies have 

pointed to positive associations between externalizing problems and alcohol/drug use [e.g. 20, 

58, 59], while studies exploring the independence of these associations with respect to 

comorbidity are more limited. In the present study, we found that conduct disorders were 

associated with illicit drug use, a positive CRAFFT score, and increasing levels of indicators 

for alcohol/drug-related problems in unadjusted models, while the only independent 

association between conduct problems and adolescent alcohol/drug use was in relation to 

illicit drug use.  

Trauma-related disorders and alcohol/drug-related problems. Adolescents with trauma-

related disorders had the highest odds of alcohol/drug-related problems among all adolescents 

that had received specialist mental health care during the past four years. In both unadjusted 
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models and after the adjustment for psychiatric comorbidity, trauma-related disorders were 

positively associated with all included measures of alcohol/drug use and problems. 

Additionally, it was the only diagnostic group that was independently associated with 

increasing levels of potential alcohol/drug-related problems. These findings support previous 

studies which found positive associations between trauma-related disorders and alcohol/drug 

use and problems among adolescents [16, 60], while also adding that adolescents with trauma-

related disorders constitute the group with the highest odds for alcohol/drug use and problems 

in a clinical sample. The mechanisms behind associations between trauma-related problems 

and alcohol/drug-related problems are complex. A longitudinal, community-based study by 

Haller and Chassin [16] found that PTSD symptoms increased the risk for later alcohol/drug-

related problems among adolescents, and the authors concluded strong support for a self-

medication hypothesis. However, other mechanisms may also potentially be at work. For 

example, early alcohol/drug-related problems often involves chaotic and violent lifestyles, 

which could possibly increase the risk for trauma exposure [61].  

Adolescents receiving specialist mental health without being assigned any Axis 1 psychiatric 

diagnosis. Adolescents that received specialist mental health care without receiving any Axis 

1 psychiatric diagnosis were found to have higher odds for high-level alcohol consumption 

and illicit drug use compared to the general population, even after adjusting for 

sociodemographic factors. Additionally, these adolescents had slightly heightened odds for 

potential alcohol/drug-related problems. Lack of data on the psychiatric characteristics of this 

group makes it difficult to interpret these findings, and further in-depth investigation is 

required for a better understanding of the heightened risk.  

 

Strengths and limitations 
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The study described here has several strengths. First, the sample consists of a well-defined 

population-based sample of adolescents aged 16 to 19 years, and was sufficiently large to 

enable a detailed investigation of the associations of interest. Second, a unique linkage with 

official registry data on specialist mental health care services was utilized, facilitating an 

investigation of formal psychiatric diagnoses independently determined according to the ICD-

10 by professional mental health practitioners, potentially superior to self-reported measures. 

Third, we investigated alcohol/drug use across a broad range of diagnostic groups, which is 

rare in previous research [23], and enabled us to evaluate the relative likelihood for 

alcohol/drug-problems across several psychiatric diagnoses. Finally, due to the relatively 

large sample and comprehensive information about psychiatric diagnoses, we were able to 

adjust our analyses for psychiatric comorbidity, SES, sex and age. 

There are some limitations that require consideration when drawing inferences. First, although 

the measures of psychiatric diagnoses preceded those of alcohol/drug use, the study does not 

have a stringent longitudinal design, and it is not possible to draw conclusions on the causality 

between psychiatric diagnoses and alcohol/drug use in this study, since some substance use 

may have predated the mental health care contacts. A longer period between the data 

collection of psychiatric diagnoses and subsequent alcohol/drug use, as well as records of the 

history of alcohol/drug use, could establish a better understanding of the directionality of our 

findings. However, more rigorous research designs might also be needed, for example in 

order to examine how mental health problems and alcohol/drug use interact over time.  

Second, the response rate in the population-based sample was 53% and included a relatively 

low proportion of adolescents with self-reported low SES, who in previous studies are found 

to have higher levels of mental health problems [e.g. 62]. Official Norwegian statistics 

indicate that in 2012, 92% of all adolescents in Norway aged 16 to 18 years of age attended 

high school, compared with 98% in the youth@hordaland-sample [63]. The sample may 
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therefore not have been fully representative of adolescents with psychiatric diagnoses due to 

selective participation. However, a previous publication from the Bergen Child Study 

indicated that although non-participation in the survey affected the estimated frequency of 

mental health problems, it did not affect patterns of associations between sociodemographic 

characteristics and mental health problems [64]. Nevertheless, our findings on associations 

between the broad range of psychiatric diagnoses and alcohol/drug use require replication 

within more comprehensively ascertained clinical samples. Third, we did not differentiate 

between subtypes of psychiatric diagnoses. Fourth, psychiatric comorbidity was significantly 

higher within some of the diagnostic categories, particularly anxiety, depression and conduct 

disorders. We may therefore have underestimated the independent associations between these 

psychiatric diagnoses and alcohol/drug use. Fifth, alcohol/drug use was measured by self-

report, and does not imply the presence of diagnosable substance use disorders. This adds as a 

limitation to the study. Moreover, the legal drinking age in Norway is 18 years, and the 

sample of the present study spanned from 16 to 19 years of age, something that may naturally 

affect prevalence rates for alcohol/drug use. Although this issue is not explicitly elaborated in 

the present study, age is included as a potential confounding variable in all analyses. Sixth, 

although adolescents that refused to consent to the linkage between the youth@hordaland-

survey and the NPR, were overall similar to those that consented to this linkage, they reported 

somewhat higher frequency of high-level alcohol consumption, self-reported conduct 

problems, and higher age. Hence, this limitation may affect the generalizability of our 

findings. Seventh, the present study included many sets of analyses of associations. Multiple 

testing might therefore be an issue to consider when interpreting the results. However, the 

analyses of associations between psychiatric diagnoses and total number of indicators for 

alcohol/drug-related problems are less likely to be affected by multiple testing, and should 

therefore be regarded as our most robust estimate. Finally, an important limitation related to 
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the generalizability of the findings from the present study is that individuals with untreated 

mental health problems in the general youth@hordaland-population were not identified. 

Psychiatric diagnoses in the present study was restricted to individuals that had received 

specialist mental health care services during the past four years. A range of factors may 

potentially affect specialist mental health care use, such as functional impairment levels [65] 

and sociodemographic characteristics [66]. Also, a former wave of the Bergen Child Study 

concluded that specialist mental health care use differed considerably across psychiatric 

diagnoses, in which children with emotional disorders were underrepresented in mental health 

care services [67]. Therefore, our findings on associations between psychiatric diagnoses and 

alcohol/drug use should be interpreted with caution, particularly in relation to anxiety and 

depression disorders. 

Conclusions 

Alcohol/drug-related problems were slightly more common among adolescents who received 

specialist mental health care during the past four years compared with the general adolescent 

population. All investigated psychiatric diagnoses – except autism – were associated with 

some measure of hazardous alcohol/drug use, and adolescents with trauma-related disorders 

had particularly high odds for alcohol/drug-related problems.  
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Table 1. Frequencies of alcohol/drug use, mental health problems and sociodemographic 

characteristics in adolescents excluded from the study sample (n=845), compared with 

adolescents in the study sample (n=9,408)  

 Youth@hordaland-sample (n=10,253) 
 

  

  

 

Study sample: 

Consented to 

linkage with NPR 

(n=9,408) 

Excluded individuals: 

Refused consent to 

linkage with NPR 

(n=845) 

Cohens 

d p-value 

Alcohol/drug use         

Ever tried alcohol, n (%) 6,948 (77.2) 573 (77.6) .01 .803 

Ever tried drugs, n (%) 917 (10.2) 82 (11.1) .03 .436 

CRAFFT≥2, n (%) 1,901 (21.2) 161 (21.9) .02 .636 

Frequent alcohol intoxication, n (%) 1,766 (18.8) 168 (19.9) .03 .429 

High-level alcohol consumption, n (%)1 495 (5.9) 56 (8.5) .11 .008 

Mental health problems     

Anxiety (SCARED), mean (95% CI) 1.51 (1.47, 1.55) 1.55 (1.42, 1.69) .02 .522 

Depression (SMFQ), mean (95% CI) 5.88 (5.76, 6.00) 6.30 (5.85, 6.76) .07 .058 

Hyperactivity/inattention (ASRS), 

mean (95% CI) 26.90 (26.68, 27.12) 27.25 (26.39, 28.11) .03 .396 

Conduct problems (YCD), mean (95% 

CI) 0.54 (0.52, 0.57) 0.68 (0.57, 0.79) .11 .004 

Sociodemgraphic variables     

Girls, n (%) 4,974 (52.9) 425 (50.3) .05 .151 

Age, mean (95% CI) 17.4 (17.4, 17.4) 17.6 (17.6, 17.7) .26 <.001 

Poor family economy, n (%)2 650 (7.1) 57 (7.2) .00 .953 

Low maternal education, n (%)3 718 (10.1) 71 (12.8) .09 .050 

Low paternal education, n (%)4 743 (10.7) 55 (10.1) .02 .649 

1 Includes individuals above 90th percentile sex-specific alcohol consumption levels in the full youth@hordaland sample (n=10,253) 

2 Includes individuals reporting family economy as "worse than others" 

3 Includes individuals reporting maternal education as restrictred to only primary school 

4 Includes individuals reporting paternal education as restrictred to only primary school 
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Table 2. Alcohol/drug use and sociodemographic characteristics of the study sample (n=9,408) 

stratified by those who had received specialist mental health care and those who had not 

received such services  

 Study sample (n=9,408)   

Demographics 

Received 

specialist mental 

health care 

services1  

Did not receive 

specialist mental 

health care 

services  
Cohens d p-value 

(n=853) (n=8,555) 

   Girls, n (%) 499 (58.5) 4,475 (52.3) .124 .001 

   Age, mean (SD)2 17.4 (0.8) 17.4 (0.8) .047 .189 

   Family financial circumstances, n 

(%) 
  .173 <.001 

      Below average 115 (13.9) 535 (6.4)  - 

      Average 531 (64.4) 5,623 (67.6)  - 

      Above average 179 (21.7) 2,165 (26.0)  - 

   Mothers education, %3   .159 <.001 

      University/college 258 (43.8) 3,174 (48.9)  - 

      High school 242 (41.1) 2,687 (41.4)  - 

      Primary school 89 (15.1) 629 (9.7)  - 

   Fathers education, %4   .174 <.001 

      University/college 190 (35.9) 2,770 (43.4)  - 

      High school 264 (49.8) 2,953 (46.2)  - 

      Primary school 76 (14.3) 667 (10.4)  - 
     

Alcohol and illicit drug use 

Received 

specialist mental 

health care 

services1  

Did not receive 

specialist mental 

health care 

services  
Cohens d p-value 

(n=853) (n=8,555) 

Ever used alcohol, n (%) 636 (78.0) 6,312 (77.2) -.021 .571 

Frequent drinking to intoxication5, n 

(%) 
188 (22.0) 1,578 (18.5) -.092 .010 

High-level alcohol consumption, n 

(%) 
65 (8.7) 442 (5.8) -.122 .001 

CRAFFT-score ≥ 2, n (%) 233 (28.7) 1,668 (20.4) -.202 <.001 

Tried illicit drugs, n (%) 148 (18.2) 769 (9.4) -.292 <.001 

Combined alcohol/drug problems   -.269 <.001 

   No indicators for alcohol/drug 

problems, n (%) 
419 (56.3) 5,002 (65.4)  - 

   1 indicator for alcohol/drug 

problem, n (%) 
136 (18.3) 1,454 (19.0)  - 

   2 indicators for alcohol/drug 

problems, n (%) 
103 (13.8) 738 (9.6)  - 

   3 indicators for alcohol/drug 

problems, n (%) 
70 (9.4) 375 (4.9)  - 

   4 indicators for alcohol/drug 

problems, n (%) 
16 (2.2) 83 (1.1)  - 
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CRAFFT: screening scale for identification of potential problematic alcohol and drug use among 

adolescents 
1Received specialist mental health care services during the four years (2008-2011) prior to the 

youth@hordaland-survey (2012) 
2Age at the time that the youth@hordaland-survey was collected 
3Only includes those who with valid response on mother’s education (n=7,079), excluding those 

having answered that they don’t know (n=2,187). 
4Only includes those who with valid response on father’s education (n=6,920), excluding those having 

answered that they don’t know (n=2,325). 
5Above 90th percentile alcohol consumption among those adolescents with a present alcohol 

consumption (n=5,058) 

 

 

Table 3. Correlation matrix between psychiatric diagnoses (n=853) 

  ANX DEP COND ADHD AUT EAT TRA PSY 

ANX (n=132) -        
DEP (n=172) .246*** -       

COND (n=32) .001 -.038 - 
     

ADHD (n=154) -.091** -.038 .100* -     
AUT (n=46) -.059 -.004 .008 .090** -    
EAT (n=40) -.049 .096** -.044 -.090** -.028 -   
TRA (n=66) -.051 -.047 .012 -.102** -.069* -.043 -  
PSY (n=10) .074* .108** -.022 -.023 -.026 -.024 -.032 - 

OTH (n=329) -.022 -.098** .018 .019 .078* .020 -.052 -.036 

                  

ANX=anxiety disorders; DEP=depression/mood disorders; COND=conduct disorders; ADHD=attention 

deficit/hyperactivity disorder; AUT=autism spectrum disorders; EAT=eating disorders; TRA=trauma-related 

disorders; PSY=psychotic disorders; OTH=other psychiatric diagnoses. 

Bold fonts signify statistically significant associations. *p<0.05. **p<0.01. ***p<0.001 
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Table 4. Logistic regression analyses between psychiatric diagnoses given during contact with 

specialist mental health care services and potential alcohol/drug-related problems among 

adolescents (n=9,408)1 

 

 

High-level alcohol 

consumption 

OR (95%CI) 

Frequent 

alcohol 

intoxication 

OR 

(95%CI) 

CRAFFT-score 

 ≥2 

OR (95%CI) 

Illicit drug use 

OR (95%CI) 

Anxiety (n=132) 

   Crude model 

   Adj for comorbidity2 

   +Adj for SES+sex+age 

 

1.16 (0.56, 2.39) 

0.85 (0.40, 1.81) 

1.21 (0.49, 2.98) 

 

0.68 (0.41, 1.12) 

0.53 (0.31, 0.89)* 

0.64 (0.34, 1.23) 

 

1.22 (0.81, 1.83) 

0.90 (0.58, 1.38) 

0.86 (0.49, 1.52) 

 

1.99 (1.26, 3.14)** 

1.21 (0.74, 1.98) 

1.24 (0.65, 2.39) 

Depression (n=172) 

   Crude model 

   Adj for comorbidity2 

   +Adj for SES+sex+age 

 

1.50 (0.86, 2.62) 

1.13 (0.62, 2.08) 

0.86 (0.39, 1.93) 

 

1.60 (1.13, 2.25)** 

1.49 (1.02, 2.17)* 

1.15 (0.70, 1.88) 

 

2.05 (1.48, 2.82)*** 

1.77 (1.25, 2.52)** 

1.60 (1.03, 2.51)* 

 

2.57 (1.77, 3.72)*** 

1.78 (1.17, 2.69)** 

1.40 (0.81, 2.43) 

Conduct disorders (n=32) 

   Crude model 

   Adj for comorbidity2 

   +Adj for SES+sex+age 

 

1.88 (0.57, 6.25) 

1.18 (0.34, 4.09) 

0.80 (0.10, 6.45) 

 

1.97 (0.93, 4.17) 

1.58 (0.73, 3.43) 

1.60 (0.48, 5.36) 

 

2.49 (1.20, 5.18)* 

1.71 (0.80, 3.65) 

1.76 (0.58, 5.32) 

 

4.67 (2.16, 10.08)*** 

2.30 (1.04, 5.13)* 

4.03 (1.31, 12.39)** 

ADHD (n=154) 

   Crude model 

   Adj for comorbidity2 

   +Adj for SES+sex+age 

 

0.88 (0.41, 1.89) 

0.67 (0.30, 1.48) 

0.79 (0.28, 2.23) 

 

1.33 (0.91, 1.93) 

1.23 (0.83, 1.81) 

1.16 (0.67, 2.01) 

 

1.09 (0.73, 1.63) 

0.89 (0.59, 1.35) 

1.00 (0.59, 1.71) 

 

1.83 (1.17, 2.85)** 

1.29 (0.81, 2.06) 

1.42 (0.77, 2.61) 

Autism disorders (n=46) 

   Crude model 

   Adj for comorbidity2 

   +Adj for SES+sex+age 

 

0.84 (0.20, 3.51) 

0.61 (0.14, 2.58) 

0.60 (0.08, 4.59) 

 

0.30 (0.09, 0.97)* 

0.24 (0.08, 0.79)* 

0.22 (0.05, 0.98)* 

 

0.49 (0.19, 1.24) 

0.36 (0.14, 0.92)* 

0.37 (0.11, 1.25) 

 

0.43 (0.10, 1.77) 

0.24 (0.06, 1.03) 

0.15 (0.02, 1.17) 

Eating disorders (n=40) 

   Crude model 

   Adj for comorbidity2 

   +Adj for SES+sex+age 

 

1.38 (0.42, 4.51) 

1.07 (0.32, 3.54) 

0.83 (0.19, 3.62 

 

2.09 (1.08, 4.06)* 

1.90 (0.97, 3.72) 

2.25 (1.02, 4.95)* 

 

2.01 (1.05, 3.86)* 

1.64 (0.85, 3.19) 

1.40 (0.65, 3.02) 

 

1.26 (0.49, 3.22) 

0.80 (0.31, 2.08) 

0.91 (0.31, 2.72) 

Trauma disorders (n=66) 

   Crude model 

   Adj for comorbidity2 

   +Adj for SES+sex+age 

 

4.76 (2.60, 8.70)*** 

4.60 (2.50, 8.48)*** 

4.70 (2.14, 10.30)*** 

 

1.89 (1.12, 3.21)* 

1.81 (1.06, 3.06)* 

2.14 (1.07, 4.26)* 

 

2.73 (1.66, 4.51)*** 

2.52 (1.53, 4.17)*** 

2.42 (1.27, 4.62)** 

 

2.49 (1.37, 4.52)** 

2.04 (1.11, 3.74)* 

1.97 (0.90, 4.31) 

No diagnosis received 

(n=329)3 

   Crude model 

   Adj for SES+sex+age 

 

1.31 (0.84, 2.04) 

1.74 (1.04, 2.92)* 

 

1.13 (0.86, 1.49) 

1.13 (0.78, 1.64) 

 

1.51 (1.18, 1.94)** 

1.37 (0.98, 1.90) 

 

1.74 (1.28, 2.37)*** 

1.86 (1.24, 2.80)** 
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CRAFFT: screening scale for identification of potential problematic alcohol and drug use among 

adolescents 
1Analyses for psychotic disorders (n=11) and other psychiatric diagnoses (n=84) are not shown in the table. 
2For each diagnostic category, psychiatric diagnoses from any other category are included as confounding 

comorbid diagnoses. 
3Fully adjusted model for ’no diagnosis received’ group does not include adjustment for psychiatric 

comorbidity. 

 Bold fonts signify statistically significant associations. *p<0.05. **p<0.01. ***p<0.001. 

 

Table 5. Ordered logistic regression analyses between psychiatric diagnoses given during 

contact with specialist mental health care services and increasing levels of indicators for 

alcohol and drug-related problems among adolescents (n=9,408)1 

 

 

Unadjusted model 

 

 

OR (95%CI) 

Adjusted for 

psychiatric 

comorbidity2 

AOR (95%CI) 

Adj psychiatric 

comorbidity2 

+ SES, sex and age 

AOR (95%CI) 

Anxiety (n=132) 1.09 (0.76, 1.58) 0.77 (0.52, 1.13) 0.81 (0.49, 1.34) 

Depression (n=172) 1.92 (1.43, 2.59)*** 1.57 (1.13, 2.17)** 1.28 (0.84, 1.94) 

Conduct disorders (n=32) 3.20 (1.65, 6.23)** 2.15 (1.08, 4.28)* 2.28 (0.85, 6.14) 

ADHD (n=154) 1.36 (0.97, 1.91) 1.13 (0.80, 1.62) 1.31 (0.83, 2.08) 

Eating disorders (n=40) 1.84 (1.00, 3.40) 1.46 (0.79, 2.73) 1.44 (0.71, 2.93) 

Trauma disorders (n=66) 2.82 (1.75, 4.56)*** 2.92 (1.56, 5.47)** 2.53 (1.34, 4.79)** 

No diagnosis received (n=329)3 1.46 (1.16, 1.84)** n/a 1.50 (1.11, 2.02)** 

 
1Analyses for psychotic disorders (n=11) and other psychiatric diagnoses (n=84) are not conducted. Autism 

diagnoses (n=46) were also excluded as the proportional odds assumption was not met. 
2For each diagnostic category, psychiatric diagnoses from any other category are included as confounding 

comorbid diagnoses. 
3Fully adjusted model for ’no diagnosis received’ group does not include adjustment for psychiatric 

comorbidity as they had no comorbid psychiatric diagnoses. 

 Bold fonts signify statistically significant associations. *p<0.05. **p<0.01. ***p<0.001. 
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Appendix    

Full range of ICD-10 psychiatric diagnoses (F and R codes) in the clinical sample, 

and the psychiatric diagnostic categories employed in the study 

Diagnostic 

category 

ICD-10 

code 

ICD-10 diagnosis 

ADHD F900 Hyperkinetic disorders 

F901 Disturbance of activity and attention 

F908 Other hyperkinetic disorders 

F909 Attention-deficit hyperactivity disorder, 

unspecified type 

Conduct 

disorders 

F910 Conduct disorder confined to family context 

F911 Unsocialized conduct disorder 

F913 Oppositional defiant disorder 

F918 Other conduct disorders 

F919 Conduct disorder, unspecified 

F920 Depressive conduct disorder 

F928 Other mixed disorders of conduct and emotions 

F929 Mixed disorder of conduct and emotions, 

unspecified 

Anxiety  F401 Social phobias 

disorders F402 Specific (isolated) phobias 

 F408 Other phobic anxiety disorders 

F410 Panic disorder [episodic paroxysmal anxiety] 

F411 Generalized anxiety disorder 

F412 Mixed anxiety and depressive disorder 
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F413 Other mixed anxiety disorders 

F418 Other specified anxiety disorders 

F419 Anxiety disorder, unspecified 

F420 Predominantly obsessional thoughts or 

ruminations 

F421 Predominantly compulsive acts [obsessional 

rituals] 

F422 Mixed obsessional thoughts and acts 

F429 Obsessive-compulsive disorder, unspecified 

F452 Hypochondriacal disorders 

F930 Separation anxiety disorder of childhood 

F931 Phobic anxiety disorder of childhood 

F932 Social anxiety disorder of childhood 

F940 Elective mutism 

F932 Social anxiety disorder of childhood 

F940 Elective mutism 

Depression 

/ mood 

disorders 

F310 Bipolar affective disorder, current episode 

hypomanic 

F311 Bipolar affective disorder, current episode manic 

without psychotic symptoms 

F313 Bipolar affective disorder, current episode mild 

or moderate depression 

F316 Bipolar affective disorder, current episode mixed 

F317 Bipolar affective disorder, currently in remission 

F319 Bipolar affective disorder, unspecified 

F320 Mild depressive episode 

F3200 Mild depressive episode 

F321 Moderate depressive episode 
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F322 Severe depressive episode without psychotic 

symptoms 

F328 Other depressive episodes 

F329 Depressive episode, unspecified 

F331 Recurrent depressive disorder, current episode 

moderate 

F332 Recurrent depressive disorder, current episode 

severe without psychotic symptoms 

F333 Recurrent depressive disorder, current episode 

severe with psychotic symptoms 

F338 Other recurrent depressive disorders 

F349 Persistent mood [affective] disorder, unspecified 

F381 Other recurrent mood [affective] disorders 

F412 Mixed anxiety and depressive disorder 

Trauma-

related 

disorders 

F430 Acute stress reaction 

F431 Post-traumatic stress disorder 

F4320 Adjustment disorder, unspecified 

F4321 Adjustment disorder with depressed mood 

F4322 Adjustment disorder with anxiety 

F4323 Adjustment disorder with mixed anxiety and 

depressed mood 

F4325 Adjustment disorder with mixed disturbance of 

emotions and conduct 

F438 Other reactions to severe stress 

F439 Reaction to severe stress, unspecified 

Psychotic 

disorders 

F2090 Schizophrenia, unspecified 

F21 Schizotypal disorder 

F231 Acute polymorphic psychotic disorder with 

symptoms of schizophrenia 
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F239 Acute and transient psychotic disorder, 

unspecified 

F2390 Acute and transient psychotic disorder, 

unspecified 

F29 Unspecified nonorganic psychosis 

F333 Recurrent depressive disorder, current episode 

severe with psychotic symptoms 

Autistic 

disorders 

F840 Childhood autism 

F841 Atypical autism  

F845 Asperger syndrome 

F849 Pervasive developmental disorder, unspecified 

Eating 

disorders 

F500 Anorexia nervosa 

F501 Atypical anorexia nervosa 

F502 Bulimia nervosa 

F503 Atypical bulimia nervosa 

F509 Eating disorder, unspecified 

Other 

psychiatric 

diagnoses 

F449 Dissociative [conversion] disorder, unspecified 

F454 Persistent somatoform pain disorder 

F489 Neurotic disorder, unspecified 

F510 Nonorganic insomnia 

F512 Nonorganic disorder of the sleep-wake schedule 

F54 Psychological and behavioral factors associated 

with disorders or diseases classified elsewhere 

F601 Schizoid personality disorder 

F633 Trichotillomania 

F640 Transsexualism 

F659 Disorder of sexual preference, unspecified 
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F933 Sibling rivalry disorder 

F938 Other childhood emotional disorders 

F939 Childhood emotional disorder, unspecified 

F941 Reactive attachment disorder of childhood 

F942 Disinhibited attachment disorder of childhood 

F951 Chronic motor or vocal tic disorder 

F952 Combined vocal and multiple motor tic disorder 

[de la Tourette] 

F980 Nonorganic enuresis 

F981 Nonorganic encopresis 

F988 Other specified behavioral and emotional 

disorders with onset usually occurring in childhood 

and adolescence 

F989 Unspecified behavioral and emotional disorders 

with onset usually occurring in childhood and 

adolescence 

R418 Other symptoms and signs involving cognitive 

functions and awareness 

R452 Unhappiness 

R454 Irritability and anger 

R457 State of emotional shock and stress, unspecified 

R458 Other symptoms and signs involving emotional 

state 

 R466 Undue concern and preoccupation with stressful 

events 

Non-

diagnosis 

1000 No proven diagnosis on Axis I 

1999 Not sufficient information to code on Axis I 

- No F- or R-codes on Axis I 
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