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Abstract
The aim of this thesis was to expand the knowledge of victimization in children and youth in
Sweden. Victimization, prevalence, health and peritraumatic reactions were explored in a cross
sectional, representative sample of 5,960 second grade high school students in Sweden. A
computerized survey was developed and administered in class room setting.
Lifetime victimization was found in 84.1% of the sample (m=83.0%, f=85.2%), and, in
relation to the five domains, 66.4% had experienced conventional crime, 24% child
maltreatment, 54.4% peer and sibling victimization, 21.8% sexual victimization, and 54% had
experienced witness victimization. Females experienced significantly more child maltreatment,
peer and sibling victimization, sexual victimization, and witnessed victimization, males more
conventional crime (p<0.001). Using logistic regression risk factors for victimization were
confirmed by a significant increase OR regarding gender, environment and lack of both parents.
Symptoms (TSCC), were clearly associated with both victimizations per se and the number of
victimizations. The results indicated a relatively linear increase in symptoms with an increase in
number of events experienced. Mental health of the polyvictimized group was significantly
worse than that of the non-polyvictimized group, with significantly elevated TSCC scores
(t<0.001). Hierarchical regression analysis resulted in beta value reduction when
polyvictimization was introduced supporting the independent effect on symptoms.
Social anxiety was found in 10.2 % (n = 605) of the total group (n = 5,960). A significant
gender difference emerged, with more females than males reporting social anxiety. Elevated
PTSS was found in 14.8 % (n=883). Binary logistic regression revealed the highest OR for
having had contact with child and adolescent psychiatry was found for the combined group with
social anxiety and elevated PTSS (OR = 4.88, 95 % CI = 3.53–6.73, p<001). Significant
associations were also found between use of child and adolescent psychiatry and female gender
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(OR = 2.05, 95 % CI = 1.70–2.45), Swedish birth origin (OR = 1.68, 95 % CI = 1.16–2.42) and
living in a small municipality (OR = 1.33, 95 % CI = 1.02–1.73).
Mediation models used peritraumatic reactions (PT): total, physiological arousal (PA),
peritraumatic dissociation (PD), and intervention thoughts (IT) and JVQ and TSCC. Of the
n=5,332 cases, a total of n=4,483 (84.1%) reported at least one victimizing event (m = 83.0%, f
= 85.2%). Of these, 74.9% (n=3,360) also experienced a PT reaction of some kind. The effect
mediated by PT tot was b= 0.479, BCa CI [0.342 – 0.640], representing a relatively small effect
of 7.6%, κ2=0.076, 95% BCa CI [0.054-0.101]. The mediating effect of JVQ on TSCC was
mediated by PD more for males (b=0.394 BCa CI [0.170-0.636]) than for females (b=0.247, BCa
CI [0.021-0.469]). The indirect effect of the JVQ on the TSCC tot mediated by the different PT
reactions was significant for PD (b=0.355, BCa CI [0.199-0.523]. In males a mediating effect of
PD could be seen in the different models, while females had a more mixed result. IT did not
show any indirect effect in males, but had a mixed effect for females.
The empirical findings in this thesis lead to the conclusion that victimization is highly
prevalent in children and youth and is related to health issues. The association of victimization
on symptoms was mediated by peritraumatic reactions. Using a comprehensive instrument such
as the JVQ provides the researcher or clinician the opportunity to acquire more complete
measurement and also makes it possible to identify polyvictimization, a high-level category of
events with severe impact on health.
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Sammanfattning på svenska
Bakgrund
Våld är ett internationellt och nationellt uppmärksammat folkhälsoproblem och våld bland unga
är därför ett prioriterat område. Barn och unga tillhör den grupp som är mest utsatt för våld och
detta under en viktig period där händelser kan påverka framtida liv och hälsa. Våldsutsatthet kan
ha betydande negativa konsekvenser för hälsan och därför är det viktigt att öka kunskapen om
våldsförekomst och dess konsekvenser för barn och unga.

Syfte
Avhandlingens syfte var att undersöka förekomst av emotionellt, fysiskt och sexuellt våld bland
barn och unga och att studera riskfaktorer för att drabbas av våld. Vi ville också undersöka
samband mellan olika typer av våld samt mängden våld i relation till hälsa. Vi ville veta mer om
skillnader mellan pojkar och flickor i denna fråga och vi ville också testa om sambandet mellan
våldshändelser och symptom påverkades av peritraumatiska reaktioner vid våldstillfället.

Metod
Gymnasieungdomar från hela landet fick anonymt besvara en sammansatt digital enkät med flera
beprövade formulär gällande våld och brottshändelser, social fobi, reaktioner under händelsen
och symptom samt frågor om social situation. Ungdomarna fick redogöra för sina upplevelser av
allt slags våld under deras liv. Förekomst och risk för utsatthet samt samband och skillnader
analyserades. Avancerade statistiska analyser användes för att undersöka enskilda faktorers
direkta liksom indirekta betydelse för symptom.

Resultat
Totalt 51 gymnasieskolor deltog och 5960 studenter i årskurs 2 besvarade enkäten. Resultaten
visade att majoriteten av flickor och pojkar under sitt liv varit offer för någon typ av våld eller
brott under sitt liv (vad vi kallar viktimisering) 84%. Uppdelat på typ av viktimisering såg vi att
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en majoritet av ungdomarna rapporterade konventionellt våld och brott (ex. rån, stöld, överfall)
66%, barnmisshandel (fysiskt våld, psykiskt våld, försummelse, vårdnadskonflikt) rapporterades
av 24%, utsatthet från jämnårig och syskon (ex. överfall, mobbing) rapporterades av 55%,
sexuellt våld/ofredande rapporterades av 22%, bevittnande och indirekt utsatthet av våld och
brott rapporterades av 54% av ungdomarna.
Flickor var mer utsatta för barnmisshandel och sexuellt våld/ofredande. De var också utsatta av
jämnåriga och syskon, och hade bevittnat och indirekt utsatts för våld och andra brott i större
utsträckning än pojkar. Utsatthet för viktimisering innebär risk för psykisk ohälsa ex. ångest och
nedstämdhet och att sänka förekomst av våld skulle därför innebära minskad framtida ohälsa.
Risken för sexuellt våld/ofredande av jämnårig var speciellt förhöjd för flickor och behöver
studeras vidare. Risken för viktimisering är högre i städer. Sociala faktorer inverkade där boende
med båda föräldrar var en skyddsfaktor som minskade risken för viktimisering jämfört eget
boende eller vistelse på institution. Vi fann att hälsa var relaterad viktimisering i sig och vi såg
ett linjärt samband mellan ökat antal händelser och ökad ohälsa. Antalet händelser visade sig
också vara en egen faktor (utöver de som presenterats ovan) som påverkar symptom vilket
innebär att vi måste fråga barn om alla typer av händelser och inte bara en viss typ då vi annars
riskerar att gå miste om en betydelsefull information som kan påverka barnens framtida liv och
hälsa.

x

Konklusion
•

Våld och brott är vanligt förekommande bland barn i Sverige och dessa händelser var
relaterade till ohälsa.

•

Risken för vålds och brottsutsatthet ökade med kvinnligt kön och boende i storstad.
Boende med båda föräldrar sänkte risken för vålds-och brottsutsatthet.

•

Flickors utsatthet för sexuellt våld/ofredande av jämnåriga var mycket hög och behöver
speciellt beaktas.

•

Upplevelser i samband med aktuell händelse ökade mängden symptom och vi fann att
betydelsen av upplevelsen skilde sig mellan pojkar och flickor.

•

Specifika händelser liksom totala antalet händelser är viktigt att systematiskt undersöka,
speciellt i de verksamheter där man träffar barn med svårigheter.

•

Användandet av ett beprövat frågeformulär som täcker de flesta förekommande vålds och
brottshändelser har visat sig ha flera fördelar och rekommenderas i relevanta
verksamheter.

•

Värdet av att få information är större än den eventuella negativa inverkan som frågor om
våld och brott har på barn och unga. I denna studie upplevde de att frågorna var viktiga
och de var motiverade att besvara enkäten.
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Introduction
A large number of children are exposed to adverse events. Childhood victimization, especially in
the form of child physical and sexual abuse, has since the middle of the 1990s merited increased
attention from media as well as from researchers and policy makers (Krug et al., 2002). This has
resulted in a series of international protocols (Council of Europe, 2012, United Nations Office of
the High Commissioner for Human Rights., 2000, Butchart et al., 2006) for addressing the issues
of physical and sexual abuse of children (Council of Europe, 2012) and child exploitation,
including trafficking (U.N, 2000, Butchart et al., 2006). The Global Partnership to End Violence
against Children has set a goal of ending all forms of violence against children by 2030, as part
of the United Nations Division for Sustainable Development (2015).
Childhood victimization is prevalent, and the US Children’s Bureau reported a rate of 9.4
victims per 1,000 children in the population during 2014, of which 75.0% were victims of
neglect, 17.0% were physically abused, and 8.3% sexually abused (Children's Bureau, 2016).
The same report stated that an estimated 1,580 children died of abuse and neglect, corresponding
to a rate of 2.13 per 100,000 children in the US population (Children's Bureau, 2016). Studies
using extensive standardized questionnaires with representative samples are showing that 71%
(US) and 84% (Sweden) of the participating children reported at least one type of violence
exposure before the age of 18 (Finkelhor et al., 2009d, Aho et al., 2016).

Victimization
Terms often used in the field have some limitations. Violence (as in exposure to violence)
strictly defined means acts of physical force intended to cause pain. Yet many people concerned
about these issues are interested in inappropriate but nonviolent sex offenses against children
that do not require actual force and are not intended to cause pain. This is not technically
violence, so violence is not a completely accurate term.
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The same can be said about the term child abuse, usually used to describe neglect or child
maltreatment. The advantage of the terms ‘child abuse’ and ‘child maltreatment’ is that they
conventionally refer to violent offenses against children as well as to many nonviolent offenses
such as neglect, emotional abuse and nonviolent sexual abuse, but unfortunately these terms also
have limitations as general terms in this field. These terms apply by law in many states (and in
reports) only to acts committed by caregivers. This means that acts of violence against children
by peers, such as gang assaults and crimes like abduction by strangers, are not technically child
abuse. Since most of the terms used limit the full scope of events, one solution is to use a term
that broadens the field. Victimization refers to harm caused by human agents acting in violation
of social norms (Finkelhor, 2008). The human agency component excludes things like natural
disasters and illnesses, even though these are sometimes referred to as having victims. The term
‘victimization’ is broad enough to include what most people are concerned about in this realm:
child maltreatment, extrafamilial violence, sex crimes, exposure to violence, and even bullying.

Prevalence of victimization
Studies using extensive standardized questionnaires with representative samples of children in
the US from birth to age 17 show that a majority (60.6%) experienced at least one victimization
in the last year, and victimizations were distributed among physical assault (46%), property
offense (24.6%), childhood maltreatment (10.2%), and sexual victimization (6.1%) (Finkelhor et
al., 2009d). A Swedish sample of young adults (20-24 years old) reported lifetime victimization,
including physical abuse (68.2% among males and 48.0% among females), verbal abuse (39.5%
males versus 51.1% females), sexual abuse (7.5% males versus 33.3% females), neglect (8.6%
males versus 13.1% females), witnessing violence (47.7% males versus 36.4% females), and
property crimes (57.8% males versus, 51.9% females) (Cater et al., 2014). Prevalence levels
increased by the age of puberty for maltreatment and sexual victimization (Finkelhor et al.,
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2009d) while physical bullying and sibling assaults declined in adolescence (Finkelhor et al.,
2005b, Finkelhor et al., 2009c).
Retrospective survey data, e.g. from Sweden and the US, also reveal that a majority of the
adult population has experienced some kind of childhood traumatization (Nilsson et al., 2015). In
the Adverse Childhood Experience (ACE) study sample of health care consumers, 11.1%
reported psychological abuse, 10.8% physical abuse and 22% sexual abuse (Felitti et al., 1998).

WHO typology
Developing knowledge of children’s exposure to adverse events through science requires
specificity of observations in order to draw reliable and valid conclusions. The World Health
Organization (Krug, 2002) has developed a typology categorizing violent acts into four broad
categories and their subcategories, with the exception of self-directed violence (Figure 1). For
example, violence against children committed within the home can include physical, sexual and
psychological abuse, as well as neglect. Community violence can include physical assaults
between young people, sexual violence in the workplace and neglect of older people in longterm care facilities. Political violence can include such acts as rape during conflicts and physical
as well as psychological warfare. This typology provides a useful framework for understanding
the complex patterns of violence taking place around the world, as well as violence in the
everyday lives of individuals, families and communities. It also overcomes many of the
limitations of other typologies by identifying the nature of violent acts, the relevance of the
setting, the relationship between the perpetrator and the victim, and – in the case of collective
violence – possible motivations for the violence. However, in both research and practice, the
dividing lines between the different types of violence are not always so clear. The WHO
typology covers a broad range of outcomes including psychological harm, deprivation and
maldevelopment, reflecting a growing recognition among researchers and practitioners of the
need to include violence that does not necessarily result in injury or death, but that nonetheless
3

poses a substantial burden on individuals, families, communities and health care systems
worldwide.

Figure 1: Typology of violence, adapted from WHO report on violence and health (Krug, 2002).

Developmental victimization
The use of the term ‘developmental victimization’ reflects the need to refer to the threats that
face children at different ages, including strategies for avoidance at different stages of
development, and to differentiate how children at different stages react and cope with the
challenges posed by victimization. For example, age is associated with perpetrator type, with
young children more often being victimized by parents and older children by acquaintances or
strangers (Finkelhor, 1997). Age is also associated with gender, since victimization becomes
more gender differentiated over the course of childhood. Young boys and girls suffer the same
amount of victimization, but among teens homicides increase disproportionally for boys and
sexual assaults for girls (Finkelhor and Kendall-Tackett, 1997). Developmental victimization
focuses on two areas: risk for victimization and impact of victimization.
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Risk
The dominant theory of victimization risk, the so-called Routine Activities Theory (Cohen
and Felson, 1979, Miethe and Meier, 1994), is generally interpreted as favoring an expectation of
higher victimization rates among adolescents (Lauritsen et al., 1991). The theory emphasizes, in
particular, the risk factors of weak guardianship and proximity to offenders, which would apply
strongly to features of adolescence including the declining supervisory role of parents and the
proximity to increasing numbers of delinquent peers, but the Routine Activities Theory has been
criticized for not adequately explaining the risk factors for victimizations by family members
and other close associates (Finkelhor and Asdigian, 1996b), to which children are particularly
vulnerable. Alternative factors have been identified that create vulnerability to victimization in
childhood, including physical weakness, social isolation, lack of self-control, dependency, and
inadequate verbal or conflict resolution skills (Finkelhor and Asdigian, 1996a). Some of these
are features more characteristic of younger children than adults. In assessing risk for
victimization concerning children as targets, there has been an emphasis on developmental
changes, capacity for self-protection, environment and gender.
Children acquire and lose personal characteristics that make them more or less suitable as
targets for various types of victimization. For example, sexual maturation tends to make children
more vulnerable to sexually motivated crimes, and theft and robbery increase as older children
acquire more possessions. The capacity for self-protection changes: older children are better able
to run away, to use verbal and intellectual skills to placate, and to fight back. Increase in body
size and strength may also be the deterrent that explains the developmental decline in sibling
violence.
The environments where children live, travel and work change over their course of
development, dramatically affecting their risk of victimization. Children do not choose with
whom or where they live or where they go to school, and they cannot easily leave a dangerous or
unpleasant environment that exposes them to the risk of victimization. As children grow they are
5

less dependent upon or constrained by the family and seek environments of their own accord.
The changing environments within and outside the home can either increase risk for
victimization or serve a protective function.
As children grow their gender differences become more pronounced, with older children
having more gender specific victimizations than younger children.
Child development and risk for victimization are linked to the extent of children’s

Figure 2: Dependency Continuum adapted from(Finkelhor, 2007)
dependency needs (Figure 2), a factor that encompasses both personal and environmental
characteristics.
What is unique about victimization is that it violates both the child’s dependency needs and
the social expectation that adults will respect these needs. Dependency related victimization
operates on a continuum, with physical neglect of the dependent child on one end and homicide
at the other end. Sexual abuse fits into the central position since it may involve nonviolent acts
that are ordinarily acceptable between adults but are deemed victimizing in the case of children
because of the child’s immaturity and dependency. Since younger children are more dependent,
dependency related victimization events are more prevalent at younger ages, largely because the
offenders are limited to caretakers and family members.

6

Impact
Impact can be understood in terms of localized effects and developmental effects. Localized
effects are often short term and refer to behavior related to the victimization experience, which
may include fear of returning to the location, anxiety about adults resembling the perpetrator and
nightmares.
Developmental effects are related to generalized types of impact, more specific to children,
that result when a victimization experience and its related trauma interfere with developmental
tasks or dysfunctionally distort their course. Examples of developmental effects include impaired
attachment (Cicchetti and Lynch, 1993), low self-esteem (Copeland et al., 2009), highly
sexualized behaviors (Wells et al., 1995) or highly aggressive behaviors (Maughan and
Cicchetti, 2002). Localized effects can be persistent and pervasive (for example, specific
anxiety) yet not interfere with development. Developmental effects have broader and more
disruptive implications that may impair the completion not only of current but of future
developmental tasks. These kinds of observations have led to a general conceptual framework
for thinking about the differential impact of victimization, the Developmental Dimensions Model
of Victimization Impact (Figure 3), which proposes that developmental differences can affect
four relatively distinct dimensions of the impact of victimizations on children. These four
dimensions are:
1. Appraisals of the victimization and its implications. Children at different developmental
stages appraise victimizations differently and tend to form different expectations based on
those appraisals.
2. Task application. Children at different stages are facing different developmental tasks, to
which these appraisals will be applied.
3. Coping strategies. Children at different stages of development have available to them
different repertoires of coping strategies with which to respond to stress and conflict
produced by victimizations.
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4.! Environmental buffers. Children at different stages of development operate in different social
and family contexts which can alter how the victimization affects them.

Figure 3: Developmental Victimization Impact Model, adapted from
Finkelhor and Kendall-Tackett (1997)
This conceptual framework supposes a certain sequence in a child's response to victimization.
When a victimization occurs, children must appraise what is happening to them during the
course of the victimization and then in its aftermath. These appraisals apply to a wide range of
aspects: the nature of the event ("I am being robbed"), the cause of the event ("I led him on"), the
motives of the perpetrator, the nature of the harm ("1 could have been killed"), or the nature of
their own response ("I can't handle this"). These appraisals are applied to the developmental
tasks facing the child: for a child trying to learn cooperative play with peers, "l can't trust them";
for a child adjusting to dating, "it's dangerous to look attractive"; for a child trying out
independence from a parent, "I can't survive without mother's presence”.
Children also express the conflict in a vocabulary of behaviors or coping strategies available
to them in that developmental context. If the child is at the stage of fantasy play, the conflict is
expressed through fantasy play; if the child is at the stage of testing independence from parents,
the conflict can be expressed through a radical break (for example, running away) or through
regression (for example, a retreat back into family dependence). Other people in the child's
environment respond to the victimization and the child's coping strategies in ways that also
8

depend on the child’s developmental stage: this influences, for example, whether they blame the
child, whether they believe the child, whether they are alarmed, whether they take steps to
protect the child, whether they involve social authorities, and whether they seek help.
With this model we can analyze victimization developmentally for any child by asking (1)
how does this child's stage of development affect his or her appraisal, (2) what developmental
tasks are at the forefront that may be most prominently impacted, (3) what developmental
vocabulary is the stress most likely to be expressed in, and (4) what environmental reactions are
likely for this developmental context. This framework suggests the existence of some general
differences in the answers to these questions depending on the age of the child, but it also
answers them in relation to a particular child and that child's specific developmental history. To
illustrate how this conceptual framework can be generalized across a variety of different kinds of
victimizations and developmental contexts we might represent one instance of this as follows:
Victimization: mother hits, shakes, and roughly handles a young child in response to crying.
Appraisal: Mother hurts me when I cry or have needs. Task application: Attachment formation: I
do not feel safe with my caregiver. Coping strategy: I avoid my caregiver or am reluctant to
express needs. Environmental buffer: no other significant relationships buffer the insecure
adaptation.
This four-dimensional framework is not the only way in which the impact of victimization
can be analyzed. Nor does it encompass all the components of the process that determines how a
victimization will be processed. For example, the nature and severity of the victimization itself
plays a big role. What the framework is intended to highlight are the elements of the
victimization response process that are most affected by developmental changes. These four
dimensions-appraisal, developmental task, coping strategy and environmental buffers- are those
domains which best encompass the developmental differences that have been noted in the
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literature on victimization. This framework will be used for understanding the scope of impact
from victimization. For details see Finkelhor and Kendall-Tackett (1997).

Sociodemographics and risk for victimization
Most studies have not accounted for the impact of sociodemographic background and its
complexity on the occurrence of victimization. However, (Finkelhor et al., 2009a) did consider
sociodemographic background and identified four distinct pathways leading to possible
victimization: (a) residing in a dangerous community, (b) living in a dangerous family, (c) living
in a chaotic and complex family environment, and (d) having emotional problems. Other studies
have shown that living in a dangerous neighborhood increases the risk of being exposed to
community violence (Cohen et al., 2006) as does living in a family where domestic violence
occurs (Annerback et al., 2010). Victimized children are less likely to come from intact, twoparent families than from single-parent households (Berger, 2004, Finkelhor et al., 2009b,
Radford, 2011) or reconstituted families (Ondersma et al., 2006, Turner et al., 2007). Low
household income has also been shown to increase the risk of assault with dangerous weapons,
attempted assault, multiple peer assault, rape or attempted rape, and emotional abuse (Finkelhor
et al., 2005b). Being exposed to neglect, harsh verbal treatment, physical violence, and coerced
sexual activity was more common among children from lower social classes (more
disadvantaged groups) (Radford, 2011) than among children from higher social classes.
Furthermore, parental factors such as illness, psychiatric problems, and substance abuse
(Ondersma et al., 2006) as well as learning disabilities (Radford, 2011) have all been found to
increase the risk of victimization. Finally, Finkelhor and co-workers (2009a) highlighted the
significance of a child having emotional problems that increase risk behavior, engender
antagonism, and compromise the child’s capacity to protect himself or herself (especially among
younger children), resulting in an increased risk for being severely victimized.
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Health effects
Several health effects have been reported in relation to victimization. In their meta study,
Hawker and Boulton (2000) found associations between victimization and psychosocial
maladjustment, including depression, loneliness, global low self-esteem, poor social selfconcept, generalized anxiety, and social anxiety with effect sizes (Pearson’s r) ranging from .25
to .45. Further findings that victimization is related to health are found by Chan (2013) who
reported that child victims were more likely to report PTSD, depressive symptoms, self-harm
ideation and poor physical or mental health. Takizawa et al. (2014) concluded that victimized
individuals were at risk for a wide range of poor social, health and economic outcomes nearly
four decades after exposure. Victimized individuals are overrepresented regarding psychological
distress and are also frequent health care users (Bjorklund et al., 2010). Victimization also
increases the risk for psychiatric diagnoses (Scott et al., 2010) and appears to increase severity of
psychiatric symptoms (Ford et al., 2011). Victimization is also associated with poor academic
performance (Holt et al., 2007), a lower grade point average (GPA) and predicts later
unemployment. (Strom et al., 2013).
Diathesis–stress models propose that psychopathology occurs as the result of the combination
of individual cognitive or biological vulnerabilities (i.e., diatheses) and certain environmental
stressors (Cicchetti and Toth, 1998). Further, these models suggest that both negative life events
and one’s cognitions about those events contribute to the development of internalizing and
externalizing psychopathology.
In exploring the utility of a diathesis–stress model in understanding victimization, we
consider victimization as a negative life event that, when mixed with certain cognitive,
biological, and social vulnerabilities (i.e., diatheses), leads to the development of trauma
symptoms. Diathesis–stress models have received considerable empirical support (Garber and
Hilsman, 1992, Gibb and Alloy, 2006), and have contributed to our understanding of relational
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2003), and compulsive internet use
(van der Aa et al., 2009).
In more specific or diagnosis
focused studies, victimization has
been shown to be associated with
social anxiety (Iffland et al., 2012,
Figure 4: Diathesis Model

van Oort et al., 2012, Gren-Landell
et al., 2011) depression (Iffland et

al., 2012), anger (Kaynak et al., 2015), posttraumatic stress disorder (PTSD) (Chan, 2013,
Crosby et al., 2010), personality disorder (PD) (Kuo et al., 2015, Browne and Finkelhor, 1986,
Polusny and Follette, 1995), deliberate self-harm (DSH) (Lereya et al., 2013) and nonsuicidal
self-injury (NSSI) (Giletta et al., 2012, Zetterqvist et al., 2013).

Neurobiology
The neurobiological perspective and advances in in-vivo neuroimaging have provided findings
corroborating observations of behaviors and cognitive functioning as a result of trauma (Delima
and Vimpani, 2011). The brains of maltreated children with PTSD have been found to have
smaller than normal cerebellar volume (De Bellis and Kuchibhatla, 2006), and the impact of
maltreatment on the brain has been shown to worsen with duration and to vary depending on age
of onset, affecting the youngest the worst (De Bellis and Kuchibhatla, 2006). A lack of
experience of stimuli in development, as seen in neglect, has been shown to result in delayed
myelination of axons, with loss of executive function and self-regulatory behaviors (De Bellis,
2005).
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Genetics
In addition to the models presented, the study of genetics has added to our understanding of both
risk and impact from victimization. Genetic factors could explain why only some people develop
symptoms from trauma, and this can be tested by studying twins with PTSD who differ (are
discordant) regarding traumatic environmental exposure. (Stein et al., 2002, True et al., 1993,
Koenen et al., 2002). However, to date, very few genes for PTSD have been identified (Yehuda
and LeDoux, 2007).
Exposure to stressful events during development has consistently been shown to produce
long-lasting alterations in the hypothalamic-pituitary-adrenal (HPA) axis, which may increase
vulnerability to disease, including PTSD and other mood and anxiety disorders. The HPA axis is
a collection of neural and endocrine structures that facilitate the adaptive response to stress.
Recently reported genetic association studies indicate that these effects may be mediated, in
part, by gene x environment (GxE) interactions involving polymorphisms within two key genes,
CRHR1 and FKBP5. Data suggest that these genes regulate HPA axis function in conjunction
with exposure to child maltreatment or abuse.
In addition, a large and growing body of preclinical research suggests that increased activity
of the amygdala-HPA axis induced by experimental manipulation of the amygdala mimics
several of the physiological and behavioral symptoms of stress-related psychiatric illness in
humans. These translational findings lead to an integrated hypothesis: high levels of early life
trauma lead to disease through the developmental interaction of genetic variants with neural
circuits that regulate emotion, together mediating risk and resilience in adults (Gillespie et al.,
2009).
Epigenetic modifications, such as DNA methylation, can occur in response to environmental
influences to alter the functional expression of genes in an enduring way which can potentially
persist over generations. These modifications may explain inter individual variation as well as
the long-lasting effects of trauma exposure. While there are currently no findings that suggest
13

epigenetic modifications that are specific to PTSD or PTSD risk, many recent observations are
compatible with epigenetic explanations. These include recent findings of stress-related gene
expression, contributions to in utero infant biology, the association of PTSD risk with maternal
PTSD, and the relevance of childhood adversity to the development of PTSD (Yehuda and
LeDoux, 2007).
Consistent with a diathesis–stress model, recent research on the biological factors underlying
depression has documented the moderating role played by the serotonin transporter gene 5HTTLPR in the relationship between stress and depression (Karg et al., 2011). For example,
Caspi and colleagues (2003) found that maltreated children who possess a “short- short” allele
for the 5-HTTLPR polymorphism were far more likely to be depressed as adults than those with
a short-long or long-long allele, who were found to be no more at risk for depression than
children who were not maltreated. Extending the diathesis–stress model of depression to our
understanding of victimization, researchers have shown that victimized children with the shortshort allele are more likely to be depressed than those with the long-long allele (Benjet et al.,
2010, Iyer et al., 2013). Longitudinally, victimized children with the short-short allele for
5HTTLPR have also been found to be at greater risk for emotional problems (Sugden et al.,
2010, Vaillancourt et al., 2003, Swearer and Hymel, 2015).

Gender differences
Adolescent girls are overrepresented in sexual victimization (Turner et al., 2006). Boys report
somewhat higher levels of victimization by physical assault (Finkelhor et al., 2009d). Although
differences between girls and boys change over time (Finkelhor et al., 2009b), gender differences
can generally be described by saying that boys are exposed to more physical victimization and
girls are exposed to more relational victimization (Tran et al., 2012).
Although multiple findings support the conclusion that victimization is harmful, interpersonal
events (one- on- one interactions) are found to have greater weight than non-interpersonal events
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regarding symptoms. This effect is larger among female adolescents than among males,
indicating a developmental gender difference regarding vulnerability (Gustafsson et al., 2009).
Further findings indicate that the most severe sexual abuse causes the greatest health issues, with
penetrating child sexual abuse (CSA) as one of the most severe events (Fergusson et al., 1996).

Polyvictimization
Finkelhor et al. stress that the number of events is a more potent factor than are single events
concerning impact on health, and that a simple victimization count can predict symptom
variability to a greater extent than specific victimization types or categories (Finkelhor et al.,
2005c). Further, those with the highest number of events, i.e. polyvictims (PV), bear a
considerable load of symptoms (Turner et al., 2010) and are also at greatest risk for revictimization in childhood (Finkelhor et al., 2007b) as well as in adulthood (Holliday et al.,
2014). In clinical samples, polyvictimization is shown to account for psychosocial impairment
more than demographics and psychiatric diagnosis among inpatients as well as outpatients (Ford
et al., 2009).
In groups of victimized individuals, the 10% with the highest levels of victimization have
been defined as polyvictims, with different thresholds for different ages (Finkelhor et al., 2009c).
Adolescents 15-18 years old have reported an average of 4.9 lifetime events, and for this group
polyvictimization corresponds to 15 or more lifetime victimizations (weighted value) (Finkelhor
et al., 2009c). The results showed that polyvictimization correlated strongly with trauma
symptoms (.46, p< .001), and this was the case both for older and younger children (Finkelhor et
al., 2009c).
In the well-known Adverse Childhood Experiences (ACE) study, 24.9% reported one event,
12.5% two, 6.9% three, and 6.2% four out of seven event categories of adverse childhood events
(Felitti et al., 1998). The authors found support for the theory of cumulative impact of childhood
adversities when it was shown that increased exposure to multiple categories of victimization
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events increased the risk for various health risk behaviors, as well as for both somatic and mental
illness (Felitti et al., 1998).
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Peritraumatic reactions
Of the theoretical diathesis stress models proposed to identify vulnerability factors or predictors
of PTSD development, the most recent models propose that pretrauma individual risk factors
(diatheses) contribute to a constitutional vulnerability to a situational stressor/trauma (Bomyea et
al., 2012, Elwood et al., 2009, McKeever and Huff, 2003). This stressor must be sufficiently
severe to activate the diathesis and promote the development of PTSD, and according to Elwood
et al. (2009), the comprehensive diathesis stress model of PTSD should take into account not
only pretrauma factors, but also peritrauma and posttrauma factors, as well as different types of
vulnerability (e.g. biological, psychological and cognitive). Pretrauma factors can include age,
gender, race or ethnicity, education, prior psychopathology, and neurobiological factors.
Peritraumatic factors can include the duration or severity of trauma experience and the
perception that the trauma has ended. Posttrauma factors can include access to needed resources,
social support, specific cognitive patterns, and physical activity (Sayed et al., 2015).
There has been an increasing interest in understanding the role of peritraumatic variables (i.e.
physiology, affect, and/or cognition) that occur during the trauma (Bernat et al., 1998). Particular
attention has been given to the construct of peritraumatic dissociation (i.e. dissociation that
occurs during the event; e.g. experiencing moments of losing track or blanking out, having an
altered sense of time, feeling as if floating above the scene, feeling disconnected from one’s
body) (Marmar et al., 1994) with a proliferation of related research published since the middle of
the 1990s (Ehlers et al., 1998, Griffin et al., 1997, Koopman et al., 1994, Marmar et al., 1996,
Shalev et al., 1996). A couple of studies have provided evidence for an association between
peritraumatic dissociation and symptoms of PTSD (Boelen et al., 2012, Bui et al., 2013) and
(Boelen, 2015) found that the impact of violent loss and of the unexpectedness of the loss on
PTSD severity was fully mediated by peritraumatic distress and dissociation; peritraumatic
helplessness and peritraumatic dissociation emerged as unique mediators. Prospective studies of
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women found peritraumatic distress was predictive of acute PTSD, defined as beginning one
month after the traumatic event, whereas peritraumatic dissociation predicted midterm PTSD at
four months post trauma event (Gandubert et al., 2016). Johnson et al. (2001) found that in adult
female CSA victims peritraumatic dissociation was the only variable found to significantly
predict symptom severity across symptom type or disorder.
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Purpose
The overall purpose of this thesis was to study the prevalence of and risk for victimization in
adolescents in Sweden, as well as the prevalence of polyvictimization and how peritraumatic
reactions mediate the relationship between victimization and symptoms.

Specific aims
Paper 1
To establish prevalence levels of victimization and polyvictimization as well as to identify
gender differences and risk factors associated to victimization.

Paper 2
To test whether victimization and polyvictimization are related to trauma symptoms.

Paper 3
To explore mental health services utilization as well as the association between trauma
symptoms and social anxiety for victimized as well as nonvictimized adolescents.

Paper 4
To study peritraumatic reactions in relation to victimization and symptoms of posttraumatic
stress and to enhance our understanding of peritraumatic reactions as mediators between trauma
and later symptomatology.
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Method
Overall study design
We used a cross-sectional design with retrospective data by means of a computerized composite
survey in the classroom setting. A representative sample of adolescents in upper secondary
schools in Sweden was selected in relation to municipality categories and geographical
convenience. No exclusion criteria were used. Participation was voluntary and anonymous.

Participants
Sweden consists of 290 municipalities, which are classified into nine categories on the basis of
structural parameters such as population, commuting patterns and economic structure (SKL 1-9)
developed by the Swedish Association of Local Authorities and Regions (SALAR, 2009). Power
analysis was used to calculate the minimum sample size needed to detect an effect of a given
size. The analysis indicated a sample of roughly 6000 cases. The goal for the sampling procedure
was to obtain a representative sample (approximately 5%) of 2nd year students in the upper
secondary school system, evenly distributed among the nine SKL categories. All youth in
Sweden who have completed compulsory school are entitled to a three year upper secondary
school education. Students enter at age 16 and may study until the age of 20. The upper
secondary school offers three programs: 1. Higher education preparatory programs (typically
humanities, natural science, and social science). 2. Vocational programs (typically health and
social care, building and construction, hotel and tourism). 3. Introductory programs (typically
preparatory education, program oriented individual options, vocational introduction, individual
alternative, and language introduction, providing resources for students with different kinds of
learning difficulties (The Swedish National Agency for Education, 2013).
Municipalities and schools were selected from registers of the Swedish National Agency for
Education (2007) in order to represent the national average concerning gender, birthplace,
enrollment from various municipalities and educational programs, and to include a proportion of
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students in the introductory program. From a geographical perspective, the selection of
municipalities and schools was made relative to convenience. If possible, all high schools in a
municipality were chosen. One municipality category, “sparsely populated municipalities” (SKL
5), was omitted due to lack of high schools. All schools were public schools except for some
private schools in the SKL 3 category.
A total of 53 schools were asked to participate in the survey. Two schools declined to
participate. One reported that they had participated in other surveys and the other school did not
present any reason. The 51 participating schools enrolled a total of 7,849 second year students. A
total of 6,096 students (78%) were present at the scheduled survey. The missing students were
absent by plan or absent without
notice (skipping class). Out of
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that victimization might be more
prevalent in this group.
The sample of 5,960 second

year high school students, with a mean age of 17.3 (range 16-20 years of age SD 0.652),
represented 4.5% of all 17-year-olds in Sweden (StatisticsSweden, 2008). The sample
corresponds well with the national population distribution among municipality categories, with ±
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10% variation from the national average. The sample was merged from nine into three
municipality categories, with 17.1% of the sample in large municipalities (> 200,000
inhabitants), 47.9% in medium municipalities (50,000-200,000 inhabitants) and 35% in small
municipalities (< 50,000 inhabitants).
Of the sample, 50.4% were young men and 49.6% were young women. Roughly 9% were not
born in Sweden, and 21.5% were second generation immigrants with at least one parent born
abroad. The majority of sociodemographic variables were in line with population measures. Two
measures deviated: residing with both parents was more frequent, and parents had higher
unemployment rates. For sociodemographic data concerning adolescent birthplace, parent’s
birthplace and employment, residence and educational program, see Table 1. Due to technical
failure a total of 628 cases were lost for JVQ item #3 and JVQ item #5. The missing cases were
removed in paper 4 with a total sample of N= 5,332 cases.
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Table 1: Sample, sociodemographic data
Sample
Variable
Gendera
Male
Female
Birthplace: Adolescenta
Sweden
Europe
Outside Europe
Birthplace: Parentsa
Both parents born in Sweden
One or both in Europe
One or both outside Europe
Employment Parentsa
Both employed
At least one unemployedd
Residencya
Both parentse
One parent
Alone or other
Education Programa
Theoretical
Practical
Introductory
Municipality Size (inhabitants) a
Large >200,000
Medium 50,000-200,000
Small <50,000

%

n

Reference Group
%

50.4
49.6

3002
2958

51.6
48.4

91.1
4.1
4.8

5428
247
285

91.0
2.4
6.6

78.5
8.6
12.9

4679
510
771

81.5b
18.0b
-

68.9
31.1

4107
1853

87.3c
12.7

75.1
19.9
5.0

4478
1185
297

59.2
39.9
0.9

44.4
54.0
1.6

2648
3219
93

34.6 f
55.7 f
9.8 f

17.1
47.9
35.0

1018
2857
2085

21.2 g
46.6 g
32.2 g

Note. All values in percent. SCB (Statics Sweden) registers contain data of the population by sex, age, marital status, country of birth and
citizenship for all of Sweden, in each county, in county-blocks, metropolitan areas, and in each municipality. Asylum-seekers who have not yet
obtained a permit to stay are not included in the population statistics. In 2008, there was a total population of 9,256,347: male = 4,603,710; female
= 4,652,637. Total number of 17-year-olds was 131,366: male = 67,836; female = 63,530. The Swedish National Agency for education report
total second grade students at 83,953: male = 42,097; female = 41,856.
a Variable put into the multiple logistic regression analysis.
b Statistics Sweden, both within and outside Europe, biological born abroad or adopted abroad excluded.
c Statistics Sweden, Unemployment 15 to 74 years.
d Unemployment = unemployed, being a student, on parental leave, not working due to disability or chronic or temporary illness.
e Living with both parents of origin or alternate residence.
f The Swedish National Agency for Education.
g Statistics Sweden, three categories made from nine SCB categories.

The students were grouped by educational program: for the theoretical program n =2,648,
44.4%, for the vocational program n =3,219, 54.0% and for the introductory program n =93,
1.6% (Table 1).

Ethical considerations
There are a number of ethical challenges concerning youth surveys, including the question of
who can give consent for children’s participation in research, how “informed” informed consent
must be, the problem of ensuring that the information is understood by mentally impaired youth
and concern regarding potential harm from being questioned about their experiences.
24

According to Swedish law, children by the age of 15 may decide for themselves if they want
to participate in a study (The Swedish Ministry of Education and Cultural Affairs, 2003). All
human studies referred to in this thesis have been approved by the Regional Ethical Review
Board in Linköping, which also approved this study (number: 69-07). The sample did not
include individuals with learning disabilities in upper secondary school. Information about the
study was given in the classroom and all subjects gave their written informed consent by
completing the survey. Students could at any time during the survey choose to abort the data
collection with all data deleted. Asking students about traumatic events warranted concern for
subsequent emotional reactions, and written contact information for the Youth Guidance Center
(UMO) was given to the students. Only one of the students reported concern as she recalled a
deceased parent. Relevant research found no ethical objections to children aged 15 or above
participating in surveys concerning child sexual abuse (Helweg-Larsen and Boving-Larsen,
2003).

Procedure
A standardized information letter was sent to 51 schools following the initial contact and request
to conduct the survey. Participating schools were asked to set up a suitable room for the survey,
arrange a schedule, and appoint a teacher responsible for each class. School registers were
updated with the help of the appointed teacher. Student attendance was noted on the register. All
students were initially handed one page of written information about the project and contact
information to use in the event that they felt any discomfort answering the questions that were
asked. Prior to data collection the students received written information about the study and gave
informed consent for participation in the survey. According to the Ethical Review Act of Sweden
(2003), active consent is not required from parents when adolescents are 15 years of age or older.
The survey was administered on PCs provided by the school or the researcher, and the
researcher was present for information and for answering any questions. None of the items could
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be omitted, limiting internal attrition on the item level. The students completed the survey in 3040 minutes and were given movie vouchers.

Measures
The composite questionnaire consisted of introductory questions: location of survey, gender,
birthplace, age, educational program, parents’ birthplace, parents’ employment, and residence,
followed by five standardized questionnaires: the Child Self-Administered Questionnaire of the
Juvenile Victimization Questionnaire (SAQ/JVQ), the Life Incidence of Traumatic Events
(LITE), the Strengths and Difficulties Questionnaire (SDQ), the Social Phobia Scales
Questionnaire for Children (SPSQ-C), and the Trauma Symptom Checklist for Children (TSCC).
Certain questions regarding peritraumatic reactions were added to the JVQ. The four final
questions concerned debut age and consumption level for alcohol, sexual debut age, contact with
professionals (BRIS, school psychologist, school counsellor, social worker, or child
psychiatrist), and history of medication for mood disorder, hyperactivity or trouble sleeping.

Juvenile Victimization Questionnaire
The JVQ was designed to be a more comprehensive instrument than questionnaires used in
previous research, providing an inventory of most of the major forms of offense against young
people, including nonviolent victimization and events not typically conceptualized as crimes
(Finkelhor et al., 2005c). The JVQ obtains reports on 34 forms of offense against young people
that cover five general domains of concern: conventional crime, childhood maltreatment, peer
and sibling victimization, sexual victimization, and witnessing and indirect victimization. For the
purpose of the current research, a modified self-administered version of the questionnaire (SAQ)
was used. One survey item concerning sexual victimization which asked, “Did you do sexual
things with anyone 18 years or older, even things you both wanted?” was excluded due to
differences between the legal systems in the USA and Sweden, resulting in a total of 33 JVQ
items. The event items used in the model fall within five domains: conventional crime
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victimization (items 1 to 8), childhood maltreatment (items 9 to 12), peer and sibling
victimization (items 13 to 18), sexual victimization (items 19 to 24, excluding the item statutory
rape) and witnessing and indirect victimization (items 26 to 34). The JVQ covers victimizing
events during the prior year (PY) and before the prior year (BPY), which also make it possible to
assess lifetime (LT) events. If victimization occurred in the PY and/or BPY, the participant was
instructed to answer follow-up questions regarding the most recent event of peritraumatic
reactions and perpetrator characteristics, whether the event caused injury, and whether medical
attention had been obtained.
The JVQ has been tested for construct validity using the TSCC (Briere, 1996) to measure
trauma symptoms. The JVQ shows moderate but significant correlations with trauma symptoms
for all the domains (Pearson´s r = .14 to .35) and for most screener items as well. The
correlations are in the same range as those found in most assessments of community samples of
victimized children (Finkelhor et al., 2005a). The JVQ has been tested for reliability. Overall,
concerning test-retest, after 3-4 weeks there was an agreement of 95% in 100 adolescents with
range 77-100 and the test-retest reliability was good (Pearson´s r = .59). Cohen’s kappa for
screener items ranged between κ=.22-1.0 with a mean of κ=.63 (Finkelhor et al., 2005a). Internal
consistency reliability is reported for the full scale JVQ as Cronbach's Alpha 0.80, ranging
among the five domains from 0.35 to 0.64 (Finkelhor et al., 2005a).
In this study the internal consistency (Cronbach´s Alpha) was calculated for the full JVQ
scale α = .83 and for conventional crime α = .66, childhood maltreatment α = .55, peer and
sibling victimization α = .52, sexual victimization α = .64, and witnessing and indirect
victimization α = .51. For the measure of polyvictimization a simple count of endorsed screeners
from the JVQ was used, where “endorsed” denotes a “yes” response to a victimization screener
question. Polyvictimization was the label given to the most extreme 10% of the sample,
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corresponding to those who reported 10 or more of the 34 types of victimization events (33 in
our study) during a lifetime.

Trauma Symptom Checklist
The Trauma Symptom Checklist for Children (TSCC) (Briere, 1996) is a self-report
questionnaire about trauma-related symptoms. It consists of 54 items (scored 0–3), six main
clinical subscales (anxiety, depression, anger, posttraumatic stress, dissociation and sexual
concerns) and two validity scales (hyper- response and under- response). The clinical scales are
added up to give a total score. The Swedish translation of the questionnaire has displayed
satisfactory psychometric properties in Swedish adolescents (Nilsson et al., 2008). The total
score was used as the main measure of health.

Peritraumatic reactions
To assess peritraumatic reactions of physiological arousal, dissociation, and intervention
thoughts, three scales developed by Dyb et al. (2008) were used. All items in these scales were
dichotomous 0/1. Three items described physiological reactions at the time of the trauma,
including increased heart and respiration rate and perspiration, and these items formed the
physiological arousal scale (PA) (range 0-3), α = 0.90. A five item, peritraumatic dissociation
scale (PD), was developed to capture reports of dissociation at the time of the traumatic
experience, including derealization, depersonalization, and alterations in perception of time or
place. PD subscale scores ranged from 0–5, α = 0.90. Finally, three items described intervention
thoughts, intervention thoughts scale (IT), at the time of the trauma, including thoughts of
altering the precipitating events and interruption of the traumatic action by self or others. The IT
subscale scores ranged from 0–3, α = 0.89.
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The Social Phobia Screening Questionnaire for Children
The SPSQ-C is a modified version of the Social Phobia Screening Questionnaire (SPSQ),
adapted and validated for use with children and adolescents (Furmark et al., 1999). A
psychometric evaluation of the SPSQ-C showed a test–retest reliability of r = .60. When
compared to the diagnostic structured interview a specificity of 86 % and a sensitivity of 71 %
were found (Gren-Landell et al., 2009). The SPSQ-C is based on the diagnostic criteria of SAD,
also called social phobia, in the DSM-IV (American Psychiatric Association, 2000). Eight items
cover eight potentially phobic social situations like ‘‘speaking in front of the class’’, ‘‘raising
your hand during a lesson’’, and ‘‘looking someone in the eyes during a conversation’’. On the
initial item the participant rates fear of each of the eight situations on a scale ranging from 1 (no
fear) to 3 (marked fear). This item represents the criterion A. Next follow five items covering
criterion A of the DSM-IV (fear that others will notice that I am nervous), criterion B (I find
these situations distressing) and criterion D (I try to avoid these situations) for one or more of the
phobic situations. Since the youths were below 18 years of age the C-criterion, realizing that the
fear is excessive or unreasonable, did not have to be fulfilled. The seventh item assesses criterion
E by three yes/no questions, i.e., the student was asked whether the nature of the social fear was
such that it severely interfered with his/her activities in school, during leisure time or when being
with peers. The eighth and last question covered the F-criterion about whether the fear has had at
least a six months duration (yes/no question). In the present study, internal consistency for the
first item covering eight phobic situations was α = .83.

Statistical analysis
For the statistical analysis we used IBM SPSS Statistics for McIntosh, Version 22.0. Armonk,
NY: IBM Corp. The JVQ data was of score type and consolidated with data with a wider range.
Although the sample was large and representative, the data provided by the JVQ was skewed
positively with a majority of cases centered around zero or low frequencies, as is the usual case
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with score data. No transformation of the distribution was performed on any data. Data from
TSCC depicted a normal distribution. As the research was exploratory we did not correct for the
effect of multiple testing. No imputations were made for missing cases and when analyzed
listwise deletion was performed. Outliers were not removed. Multicollinearity was checked with
variance inflation factor and tolerance. Prevalence rates were reported as point. Retrospective
period rates and lifetime rates were reported as well. Correlations were analyzed with
Spearman’s rho rank order correlation. Differences in means or frequencies were analyzed using
an independent sample t-test for continuous variables or Chi 2 test for categorical variables.
Significance levels for ruling out chance of zero hypotheses were used with levels of <0.05 or
<0.01 or <0.001. Bootstrap analyses based on 1000 samples were used to test significance in
mediation analysis.
Logistic regression was used in paper 1 to determine the risk for victimization with different
sociodemographic variables and in paper 3 to predict mental health utilization from the
following independent variables: SAD only, elevated PTSS only and comorbid SAD with
elevated PTSS, controlling for sociodemographic variables. Multiple logistic regression analysis
was performed in paper 1 to evaluate the background items’ mutual relationships concerning
total JVQ, the five domains, and polyvictimization. Crude and adjusted odds ratios were used.
Hierarchical multiple linear regression analysis was used in paper 2 to predict symptoms from
type of victimization and polyvictimization. Effect sizes were expressed using Cohen: 0.2 for
small, 0.5 for medium, and 0.8 for large effect, and κ2 was used to measure effect size for the
indirect effect in the mediation analysis. Regression analysis was also used in order to test
whether peritraumatic reactions during an event mediated the effect of victimization and
symptoms using bootstrap to determine if the difference was significant.
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Study specific analysis
Paper 1
Logistic regression was used to assess the odds of presenting with victimization in relation to
gender, birthplace, parents’ birthplace and employment, residence, educational program, and
municipality size. Multiple logistic regression analysis was performed to evaluate the
background items’ mutual relationships concerning total JVQ, the five domains, and
polyvictimization. All domains (dependent variables) and background data used in the binary
analyses in Table 2, Table 3, Table 4 (independent variables), together with polyvictimization
(dependent variable), were put into seven different multiple logistic regression models (Table 5).

Paper 2
All the background items were dummy coded and entered in a simple regression analysis with
TSCC as an outcome factor. The largest dummy coded variable was used as a reference variable.
If there were no significant negative effects of the different dummy coded variables, the variable
was dichotomized. When multiple regression models were analyzed for the background
variables, the dichotomized background variables were entered first, followed by variables with
more than two categories. The nonsignificant variables were excluded in the final model.
Thereafter, a series of regression models were analyzed, separately for males and females and for
the different victimization domains, with or without PV. If the regression coefficient for the
domain remained largely unchanged after the PV measure was included, it indicated an
independent effect for the domain. A total of ten separate regression analyses were performed.
All the background variables were added into simple regression models. A decision was made
to dichotomize the variables “immigration status” (both parent and student), “SKL municipality
division”, “study program”, and “family occupation” due to the nonsignificant effect of some of
the “dummy groups”. Immigration variables were grouped into immigration status, “born in
Sweden and Europe or born outside Europe”; SKL municipality division, “living in large or
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medium municipalities or living in small municipalities”; and study program “practical and
theoretical program or individual program”. The variable “family occupation” was originally
dichotomized, and the variable “student’s living situation” was kept within three groups (two
dummy variables): “living with parent”, “living in an institution” and “living alone”. A multiple
regression analysis was carried out with the background variables. The results showed that only
the variables “SKL living in small municipalities”, “family occupation”, and “living alone” were
significant and were kept for further analysis. In order to test the influence of type of
victimization on symptoms as well as the contribution of PV, a series of regression analyses was
performed with psychological symptoms (total continuous scale of TSCC total) as the dependent
variable. In the first step, the domain variable (categorical 1/0) was entered, and in the second
step, the PV variable (categorical 1/0) was entered. This was repeated for each item.

Paper 3
On the initial item the participant rates fear of each of the eight situations on a scale ranging
from 1 (no fear) to 3 (marked fear). This item represents criterion A. Next follow five items
covering criterion A of the DSM-IV (fear that others will notice that I am nervous), criterion B (I
find these situations distressing) and criterion D (I try to avoid these situations) for one or more
of the phobic situations. Since the youths were below 18 years of age the C-criterion, realizing
that the fear is excessive or unreasonable, did not have to be fulfilled. The seventh item assesses
criterion E by three yes/no questions, i.e., the student was asked whether the nature of the social
fear was such that it severely interfered with his/her activities in school, during leisure time or
when being with peers. The eighth and last question covered the F-criterion about whether the
fear has had at least a six-month duration (yes/ no question). In order to fulfill the diagnostic
criteria for SAD based on the responses on the SPSQ-C, the respondent had to rate at least one of
the eight potentially phobic situations as ‘‘marked fear’’. This particular situation had to be
consistently endorsed in the diagnostic questions covering social phobia criteria. Thus, a
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categorical measure was applied. The cut-off point used was based on fulfilling the DSM-IV
criteria of SAD or not.
Social anxiety symptoms were cross-tabulated with demographic variables. Differences were
determined by χ2 statistics. Group differences were analyzed by independent t-test. Binary
logistic regression was used to predict mental health utilization from SAD only, elevated PTSS
only and comorbid SAD and elevated PTSS, controlling for demographics. Elevated PTSS was
determined by cut of scores for males and females respectively.

Paper 4
The prevalence rates were reported as point prevalence. Missing cases were not analyzed.
Trauma was measured by total life events according to the JVQ. Trauma symptoms were
measured by three TSCC variables: total, posttraumatic and dissociation, and four variables of
PT reactions: total, physiological arousal (PA), peritraumatic dissociation (PD), and intervention
thoughts (IT).
Correlation was reported as Spearman rho. To test whether peritraumatic reactions had an
indirect effect on symptoms resulting from traumatic events, multiple regression analyses were
performed using Hayes’ PROCESS SPSS macro (Hayes, 2013), which allows for the testing of
models with bias corrected and accelerated confidence interval BCa CI. In mediation models,
Path A indicates the direct association between the independent variable and mediator, Path B
indicates the direct association between the mediator and dependent variable, Path C represents
the association between the independent and dependent variables without the inclusion of the
mediator, and Path C’ represents the direct effect of the independent on the dependent variable
holding the mediator constant. In bootstrapped models, a significant indirect effect, as evidenced
by the exclusion of 0 from the 95% CI, is consistent with statistical mediation. P-values were
used to test significance for the other paths. Mediation was analyzed following instructions from
(Hayes, 2013) and (Field, 2000).
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First we built a model for lifetime number of victimizing events with the JVQ as the
independent variable and trauma symptoms with the TSCC sum as the dependent variable.
Second, we included the PT tot as mediators in the model followed by a model where the
different PT subscales were differentiated in a parallel fashion, with the JVQ as the independent
variable and the TSCC sum as the dependent variable. Because gender has been known to
influence both the development of symptoms after trauma and because different types of trauma
can be seen in boys and girls, two different models were analyzed in the mediating analysis. All
analyses were performed IBM SPSS Statistics version 24.0.
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Results and discussion
Paper 1
Prevalence
Lifetime victimization was found in 84.1% of the sample (males = 83.0%, females = 85.2%),
and, in relation to the five domains, 66.4% had experienced conventional crime, 24% child
maltreatment, 54.4% peer and sibling victimization, 21.8% sexual victimization, and 54% had
experienced witness victimization. Females experienced significantly more child maltreatment,
χ2 (1, 5332) = 184.22, p < .001; peer and sibling victimization, χ2 (1, 5960) = 21.42, p < .001;
sexual victimization, χ2 (1, 5960) = 447.51, p < .001; and witnessed victimization, χ2 (1, 5960) =
4.74, p < .001. Males experienced significantly more conventional crime in their lifetime, χ2 (1,
5332) = 16.58, p < .001 (Table 2).
Adolescents born outside of Europe experienced significantly more events in the domain of
child maltreatment, χ2(2, 5960) = 15.01, p < .001, with more physical abuse by a caregiver, χ2(2,
5960) = 36.75, p < .001, and less peer and sibling victimization, χ2(2, 5960) = 14.96, p < .001.
Immigrants witnessed significantly more victimization, χ2(2, 5960) = 6.45, p < .05, with more
witnessing of domestic violence, χ2(2, 5960) = 30.02, p < .001, including parent assault of
sibling χ2(2, 5960) = 24.26, p < .001 (Table 2).
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Table 2. Prevalence of Lifetime Victimizing Events: Gender and Birthplace
Gender
M

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
26
27
28
29
30
31
32
33
34

n
Variable
Totalc
Conventional crimea
Robbery
Personal theft
Vandalisma
Assault with a weapon
Assault without a weapona
Attempted assault
Kidnapping
Bias attack (hate crimes)
Child maltreatment
Physical abuse by caregiver
Psychological/emotional abuse
Neglect
Custodial interference/abduction
Peer/sibling victimization
Gang or group assault
Peer or sibling assault
Nonsexual genital assault
Bullying
Emotional bullying
Dating violence
Sexual victimization
Sexual assault by known adult
Nonspecific sexual assault
Sexual assault by peer
Rape: Rape or attempted rape
Flashing/sexual exposure
Verbal sexual harassment
Witnessing victimization
Witness to domestic violence
Witness to parent assault of sibling
Witness to assault with a weapon
Witness to assault without a weapon
Burglary of family household
Murder of family member or friend
Witness to murder
Exp. to random shootings, terrorism
Exp. to war or ethnic conflict

F

3002 2958
%
%
83.0 85.2
69.0 63.7
16.0 12.1
41.2 43.3
27.6 24.2
15.4 11.6
39.0 30.1
19.0 10.2
2.0
2.3
5.7
4.7
16.6 31.6
9.1 15.4
8.9 22.3
3.0
6.6
2.5
3.9
51.5 57.4
15.9
6.8
21.7 25.7
11.8
2.3
14.6 23.4
19.7 34.6
9.9 11.3
10.6 33.2
1.1
5.7
0.9
3.9
1.1
8.4
2.6 14.7
2.7
7.4
6.3 18.2
52.7 55.5
4.1
9.3
3.0
6.5
20.1 18.3
35.4 32.8
12.9 16.3
4.0
4.9
2.1
0.5
9.5
6.2
2.6
2.2

Swe.
χ2
4.90
16.58
17.99
2.87
8.10
18.36
46.91
90.51
0.51
2.61
184.22
56.00
205.44
42.01
8.83
21.42
121.49
13.24
201.21
75.69
168.26
3.08
447.51
97.83
58.90
177.17
278.71
69.01
195.85
4.74
64.93
40.33
2.88
4.54
14.12
2.67
26.81
22.11
1.04

p
*
***
***
**
***
***
***
***
***
***
***
**
***
***
***
***
***
***
***
***
***
***
***
***
***
*
***
***
*
***
***
***

EU

5428 247
%
%
84.0 86.8
66.0 72.7
13.6 20.2
41.9 48.2
25.6 28.2
12.9 22.3
34.5 37.3
14.5 17.0
2.0
3.6
4.5 12.1
23.4 27.1
11.5 17.4
15.1 18.6
4.8
4.0
3.2
3.2
55.1 52.6
11.3 14.2
23.9 23.5
6.9 10.1
19.4 13.8
27.6 22.7
10.6 13.4
22.2 20.2
3.4
4.5
2.3
3.6
4.7
4.9
8.8
9.7
5.1
4.9
12.4 10.1
53.7 61.9
6.1 10.1
4.3
7.3
18.9 26.3
34.8 32.0
14.8 14.2
3.7 10.5
1.0
4.9
6.8 19.8
1.0 20.2

Birthplace
NonEU
285
%
χ2
82.2
1.90
68.5
4.75
17.9
12.33
43.9
4.14
30.7
3.68
17.2
21.17
35.7
0.81
15.4
1.36
4.2
9.45
13.3
68.46
33.0
15.01
22.5
36.75
21.1
9.17
4.9
0.33
2.5
0.54
43.5
14.96
10.9
2.06
19.3
3.20
8.4
4.61
15.1
7.85
21.1
8.36
7.4
5.14
16.8
4.87
2.8
1.14
2.5
1.85
4.2
0.16
5.3
4.57
3.9
0.89
9.5
3.21
53.7
6.45
13.7
30.02
10.2
24.26
19.3
8.46
23.2
16.80
11.9
1.77
13.0
77.70
3.9
42.12
17.5
94.85
12.3 504.88

p
**
***
**
***
***
***
*
***

*
*

*
***
***
*
***
***
***
***
***

Note. N=5960. EU = Born in Europe. Non-EU = Born outside Europe. Swe. = Born in Sweden.
a
5332 participants due to technical error.
*p < .05. **p < .01. ***p < .001.

A majority of the parents, 68.9%, worked (83.7% of the fathers and 77.9% of the mothers).
Unemployment significantly increased victimization for conventional crime, χ2 (1, 5332) =
31.66, p < .001; child maltreatment, χ2 (1, 5960) = 78.34, p < .001; and sexual victimization: χ2
(1, 5960) = 10.80, p < .001, and for some witnessing items including witnessing domestic
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violence, χ2 (1, 5960) = 65.24, p < .001, and witnessing parental assault on a sibling, χ2 (1, 5960)
= 24.20, p < .001 (Table 3).
Most of the participating adolescents (75.1%) were living with both their biological parents;
19.9% lived with only one parent (alone or together with a stepparent), and 5.0% lived alone, in
a foster family, or in an institution (Table 1). The living situation was significantly different for
adolescents who had experienced some form of lifetime victimization compared with those who
had no such experience, χ2 (2, 5332) = 35.48, p < .001. In all domains, adolescents living with
both parents experienced significantly fewer victimization events (Table 3).
The most noteworthy significant difference that concerned the domain of child maltreatment
was linked to adolescent living arrangements: 19.3% of the adolescents living with both parents
had experienced some form of maltreatment compared with 37.1% among those who lived with
just one of their biological parents, and 42.4% of those who lived under other circumstances: χ2
(2, 5960) = 221.07, p < .001.
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Table 3: Prevalence of Lifetime Victimizing Events, Employment and Residency
Yes

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
26
27
28
29
30
31
32
33
34

n
Variable
Total a
Conventional crime a
Robbery
Personal theft
Vandalism a
Assault with a weapon
Assault without a weapon a
Attempted assault
Kidnapping
Bias attack (hate crimes)
Child maltreatment
Physical abuse by caregiver
Psychological/emotional abuse
Neglect
Custodial interference/abduction
Peer/sibling victimization
Gang or group assault
Peer or sibling assault
Nonsexual genital assault
Bullying
Emotional bullying
Dating violence
Sexual victimization
Sexual assault by known adult
Nonspecific sexual assault
Sexual assault by peer
Rape: Rape or attempted rape
Flashing/sexual exposure
Verbal sexual harassment
Witnessing victimization
Witness to domestic violence
Witness to parent assault of sibling
Witness to assault with a weapon
Witness to assault without a weapon
Burglary of family household
Murder of family member or friend
Witness to murder
Exp. to random shootings, terrorism
Exp. to war or ethnic conflict

Employment
Nob

4107 1853
%
%
83.4 85.5
63.9 71.7
12.8 16.8
41.1 44.7
23.9 30.5
11.6 17.8
32.1 40.2
13.4 17.3
1.7
3.1
4.0
7.9
20.7 31.3
10.2 16.9
13.3 20.4
3.6
7.5
2.3
5.3
54.4 54.6
10.9 12.3
23.5 24.1
6.7
7.9
19.0 18.9
27.0 27.1
10.0 11.9
20.6 24.4
2.6
5.2
2.2
2.8
4.2
5.8
8.0 10.1
4.5
6.3
11.6 13.4
53.3 55.6
4.9 10.5
3.8
6.7
18.4 20.9
35.0 32.1
14.8 14.1
3.7
6.0
1.0
1.9
6.5 10.7
1.3
4.6

χ2
3.50
31.66
16.50
6.54
26.08
42.60
33.26
15.61
12.87
39.10
78.34
53.94
48.45
42.32
37.65
0.02
2.39
0.23
2.61
0.01
0.01
5.10
10.80
25.74
2.26
7.93
7.35
9.22
3.97
2.70
65.24
24.20
5.28
5.05
0.45
16.56
7.01
30.24
60.27

p
***
***
*
***
***
***
***
***
***
***
***
***
***
***

*
***
***
**
**
**
*
***
***
*
*
***
**
***
***

Both
Biol.
Parents
4478
%
82.4
63.7
12.5
40.9
24.2
11.4
31.7
13.1
1.9
4.8
19.3
9.9
12.7
3.1
1.3
52.9
11.0
22.6
6.9
18.7
26.1
8.6
19.7
2.5
1.9
3.9
7.2
4.2
11.1
52.3
4.4
3.8
18.4
33.1
14.3
3.9
1.2
7.7
2.3

One
Biol.
Parent
1185
%
88.6
73.4
17.5
45.9
30.3
18.8
42.2
17.8
2.5
5.8
37.1
17.9
23.6
8.8
9.2
58.3
12.2
26.6
7.7
19.5
29.4
15.9
26.7
5.4
3.0
7.0
12.5
7.4
14.8
59.5
13.2
7.0
20.5
36.7
15.7
5.7
1.5
7.7
2.5

Residencec
Other
297
%
91.0
77.8
24.6
48.5
34.4
23.6
48.7
25.3
4.4
8.1
42.4
25.3
26.6
14.5
8.4
61.6
13.1
29.0
7.4
20.5
33.0
19.2
35.4
9.1
6.7
7.7
14.1
7.7
18.5
59.3
14.8
10.4
25.6
39.7
14.5
7.1
2.4
9.8
2.0

χ2
35.48
53.25
48.07
14.74
27.33
70.83
67.43
44.95
9.49
7.07
221.07
104.94
115.03
128.93
217.12
17.47
2.38
13.24
0.91
0.85
10.76
77.95
60.53
54.65
30.15
27.29
44.90
24.95
23.67
23.05
150.30
44.57
10.86
9.97
1.44
12.57
3.48
1.62
0.30

p
***
***
***
***
***
***
***
***
**
*
***
***
***
***
***
***
***
**
***
***
***
***
***
***
***
***
***
***
***
**
**
**

Note. N=5,960. a 5332 participants due to technical error. b One or both parents unemployed. c Living together with both parents of origin, one
parent of origin or alone/apart from the family including foster home or institution.
* = p<.05, ** = p<.01, *** = p<.001

The majority of the students were studying at a vocationally oriented practical program
(54.0%), or at a theoretical program, a program preparing for further studies (44.4%). A minority
(1.6%) were studying at a program adapted to the individual, such as an introductory program
(Table 1). In total, adolescents from theoretical programs reported significantly more
experiences of victimization χ2 (2, 5960) = 15.22, p < .001, and witnessing violence χ2 (2, 5960)
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= 44.38, p < .001, compared with their peers in both practical programs and the introductory
programs (Table 4). In contrast, child maltreatment was reported more often among adolescents
in the introductory program, χ2 (2, 5960) = 8.86, p < .01, whereas peer/sibling victimization was
less common among students in the introductory program, χ2 (2, 5,960) = 8.61, p < .05.
The majority (47.9%) of the adolescents lived in medium-sized communities (50,000 to
200,000 inhabitants) whereas 35% lived in small communities (<50,000 inhabitants) (Table 1).
The remainder, or 17.1%, came from a large city (>200,000 inhabitants). Community size was a
significant factor for the total lifetime experiences, χ2 (2, 5332) = 22.51, p < .001, as well as
within the domains of conventional crimes, χ2 (2, 5332) = 34.03, p < .001, and witnessing
victimizing events, χ2 (2, 5960) = 38.98, p < .001. Generally, adolescents living in small
communities had fewer experiences of victimizing events, especially within these two domains
(Table 4).

39

Table 4: Prevalence of Lifetime Victimizing Events, Education Program and Municipality Size
Education Programa
T
P
I
n 2648 3219 93
Variable
%
%
%
χ2
Totalc
86.1 82.9 75.3
15.22
Conventional crimec
66.9 66.1 63.4
0.74
1 Robbery
13.4 14.4 19.4
3.49
2 Personal theft
43.6 41.0 45.2
4.29
3 Vandalismc
24.8 26.5 34.4
5.54
4 Assault with a weapon
11.9 14.7 18.3
12.06
c
5 Assault without a weapon
34.7 34.8 31.2
0.52
6 Attempted assault
13.8 15.2 19.4
3.99
7 Kidnapping
1.7
2.4
5.4
7.48
8 Bias attack (hate crimes)
5.2
5.0 11.8
8.47
Child maltreatment
22.7 24.8 34.4
8.86
9 Physical abuse by caregiver
11.4 12.6 21.5
9.48
10 Psychological/emotional abuse
14.1 16.6 21.5
9.33
11 Neglect
4.3
5.1 10.8
9.09
12 Custodial interference/abduction 2.6
3.4 11.8
25.97
Peer/sibling victimization
55.6 53.9 40.9
8.61
13 Gang or group assault
10.1 12.4 12.9
7.73
14 Peer or sibling assault
25.1 22.7 17.2
6.96
15 Nonsexual genital assault
7.3
6.9
7.5
0.50
16 Bullying
21.1 17.4 12.9
15.78
17 Emotional bullying
28.5 26.3 12.9
13.04
18 Dating violence
7.1
13.2 17.2
61.41
Sexual victimization
21.5 22.2 18.3
1.14
19 Sexual assault by known adult
2.2
4.2 10.8
34.46
20 Nonspecific sexual assault
2.1
2.5
4.3
2.92
21 Sexual assault by peer
3.9
5.3
5.4
6.07
22 Rape: Rape or attempted rape
7.9
9.2
9.7
2.94
23 Flashing/sexual exposure
5.6
4.5
7.5
4.80
24 Verbal sexual harassment
12.0 12.3 11.8
0.15
Witnessing victimization
58.6 50.8 38.7
44.38
26 Witness to domestic violence
6.0
6.9 16.1
15.29
27 Witness to parent assault of
4.9
4.6
6.5
0.92
28 Witness
3.18
sibling to assault with a weapon 20.0 18.7 14.0
29 Witness to assault without a
38.1 31.2 20.4
38.50
30 Burglary
weapon of family household
17.0 12.7 10.8
22.93
31 Murder of family member or
4.6
4.2
7.5
2.73
32 Witness
1.0
1.5
3.2
5.19
friend to murder
33 Exp. to random shootings,
9.3
6.6
7.5
14.06
34 Exp.
terrorism
to war or ethnic conflict
2.5
2.1
5.4
4.65

p
***

**
*
*
**
**
**
**
***
*
*
*
***
***
***
***
*

***
***
***
***
***

Municipality Sizeb
L
M
S
1018 2857 2085
%
%
%
χ2
88.5 84.1 81.9 22.51
73.9 65.7 63.5 34.03
19.7 13.7 11.8 36.07
47.8 42.2 39.6 19.18
32.0 25.9 23.0 28.84
16.4 12.6 13.4
9.51
40.3 33.9 32.8 17.87
13.7 14.8 14.8
0.94
1.5
2.2
2.4
2.84
6.7
4.7
5.1
5.85
25.3 24.2 23.1
1.95
12.8 12.6 11.6
1.45
14.4 15.6 16.0
1.31
4.8
4.6
5.1
0.79
2.7
3.6
2.9
3.47
54.9 54.8 53.7
0.75
12.1 12.0 10.1
4.89
25.0 24.0 22.5
2.72
8.3
7.2
6.3
3.98
19.1 18.7 19.3
0.32
23.0 27.7 28.2 10.50
12.7
8.8 12.0 18.43
21.3 22.0 21.9
0.20
3.0
3.2
3.9
2.28
2.9
2.1
2.4
2.16
4.3
4.5
5.1
1.50
9.3
8.2
8.9
1.49
6.6
5.0
4.3
7.66
9.7 12.1 13.4
8.78
59.9 55.7 49.0 38.89
7.1
7.1
5.8
4.09
5.4
5.3
3.6
8.42
20.9 19.8 17.5
6.80
34.7 35.9 31.4 10.85
15.4 15.2 13.4
3.55
5.6
4.8
3.3
10.55
2.4
1.1
1.2
10.55
13.6
8.5
4.1
88.89
4.2
2.1
1.9
18.55

p
***
***
***
***
***
**
***

**
***

*
*
***
*
*
**
**
**
***
***

Note. N=5,960. aT=Theoretical, P=Practical, I=Introductory. bLarge > 200 000 inhabitants, Medium = 50-200.000 inhabitants, Small < 50 000
inhabitants. c5332 participants due to technical error.
* = p<.05, ** = p<.01, *** = p<.001.
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Risk for victimization
All domains (dependent variables) and background data used in the binary analyses in Tables 1
to 4 (independent variables), together with poly-victimization (dependent variable), were put into
seven different multiple logistic regression models (see Table 5). Parental unemployment was
also associated with a significant increase in victimization within the three domains of
conventional crime (aOR = 1.30, CI = [1.13, 1.49]), maltreatment (aOR = 1.32, CI = [1.15,
1.52]), and sexual victimization (aOR = 1.20, CI = [1.04, 1.40]). A higher rate of victimization
was found throughout all domains when adolescents did not reside with both of their parents
(Table 5). Living in a large community increased the odds that children would be exposed to
both conventional crime (aOR = 1.61, CI = [1.35, 1.92]) and to witnessing victimization (aOR =
1.38, CI = [1.18, 1.62]). Attending a theoretical program increased the odds ratios on the total
JVQ score as compared with the practical program and the introductory program, concerning the
total score, peer victimization, and witnessing victimization (Table 5) There was no increased
risk factor in any domain for a participant who was an immigrant or had at least one parent born
abroad. On the contrary, having parents born outside of Europe seemed to be a protective factor
as concerned both peer victimization (aOR = 0.69, CI = [0.57, 0.83]) and sexual victimization
(aOR = 0.76, CI = [0.60, 0.96]). Some isolated issues were more often experienced by immigrant
adolescents from Europe, such as murder of a family member (aOR = 3.27, CI = [1.87, 5.71]),
witnessing murder (aOR = 4.85 CI = [2.01, 11.72]), and exposure to murder, random shootings
and terrorism (aOR = 2.28, CI = [1.52, 3.43]). This was also true for exposure to war or ethnic
conflicts for adolescents both from Europe (aOR = 14.22, CI = [7.71, 26.21]) and outside
Europe: (aOR = 2.31, CI = [1.38, 3.87]). Having parents born outside of Sweden increased the
risk for bias attacks (hate crime), physical abuse, being a witness to domestic violence, to
random shootings or terrorism, war, and other ethnic conflict.
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0.85-2.09
0.60-1.33

0.62-1.03
0.60-1.03

0.91-1.29

1.36-2.07
1.60-3.73

0.66-0.91
0.30-0.81

0.99-1.38
1.33-2.12

1.33
0.90

0.80
0.79

1.09

1.68
2.44

0.78
0.49

1.17
1.68

1.09
1.61

0.97
0.74

1.49
2.12

1.30

1.09
0.94

1.09
0.94

0.96-1.30

1.12

0.96-1.24
1.35-1.92

0.86-1.10
0.48-1.16

1.27-1.74
1.58-2.85

1.13-1.49

0.88-1.34
0.77-1.16

0.77-1.55
0.68-1.30

0.67-0.84

0.75

95% CI

aOR

1.06
1.07

1.10
1.53

2.16
2.67

1.32

1.14
1.19

1.08
1.29

2.29

0.92-1.22
0.89-1.29

0.97-1.26
0.96-2.44

1.86-2.50
2.07-3.43

1.15-1.52

0.92-1.41
0.96-1.48

0.77-1.53
0.94-1.76

2.02-2.60

Child
Maltreatment
aOR
95% CI

1.08
1.12

0.89
0.57

1.26
1.47

1.06

0.78
0.69

1.06
0.80

1.24

0.96-1.21
0.95-1.31

0.80-0.99
0.37-0.87

1.10-1.44
1.15-1.88

0.94-1.20

0.65-0.93
0.57-0.83

0.79-1.42
0.60-1.06

1.12-1.37

Peer/Sibling
Victimization
aOR
95% CI

1.06
1.03

1.04
0.89

1.35
1.94

1.20

0.86
0.76

1.00
0.84

4.12

0.92-1.23
0.84-1.26

0.91-1.19
0.50-1.57

1.15-1.58
1.49-2.54

1.04-1.40

0.69-1.09
0.60-0.96

0.68-1.46
0.58-1.22

3.58-4.74

Sexual
Victimization
aOR
95% CI

Note. N=5,960.
Logistic Regression with Total JVQ score, Conventional Crime, Maltreatment, Peer/Victimization, Sexual Victimization and, Witness Victimization as Dependent
JVQ = Juvenile Victimization Questionnaire; CI = confidence interval; aOR = adjusted odds ratio.
Significant items in bold. aCutoff ! 10 victimization events.

Variable
Gender
Male (ref)
Female
Birthplace Adolescent
Sweden (ref)
Europe
Outside Europe
Birthplace Parents
Sweden (ref)
One or two in Europe
One or two outside Europe
Employment Parents
Both employed (ref)
At least one unemployed
Residency
Both parents (ref)
One parent
Alone or other
Education Program
Theoretical (ref)
Practical
Introductory
Municipality Size
Small (ref)
Medium
Large

Conventional
Crime
aOR
95% CI

Total JVQ score

Table 5: Logistic Regression with Total JVQ score and Sociodemographic data

1.23
1.38

0.76
0.45

1.36
1.50

1.01

1.11
1.10

1.21
0.88

1.08

1.10-1.39
1.18-1.62

0.68-0.85
0.29-0.70

1.18-1.55
1.18-1.92

0.89-1.14

0.92-1.33
0.91-1.33

0.90-1.64
0.66-1.16

0.97-1.19

1.15
0.86

1.16
1.58

2.07
2.84

1.53

1.33
1.27

1.38
0.99

1.53

0.89-1.48
0.70-1.06

0.96-1.42
0.89-2.84

1.68-2.54
2.07-3.91

1.26-1.86

0.99-1.78
0.94-1.72

0.89-2.14
0.63-1.55

1.28-1.84

Witnessing/Indirect
Poly
Victimization
Victimizationa
aOR
95% CI
aOR 95% CI

Conclusion
This study confirms that victimization among young people is common: a majority of the
adolescents reported at least one event, as found by others (Gustafsson et al., 2009, Turner et al.,
2010, Boelen, 2015, Jackson et al., 2016). The mean number of experienced events was four (x̅ =
4.12, SD = 4.043). This is in line with the earlier studies (Finkelhor et al., 2009c, Gustafsson et
al., 2009, Boelen, 2015), higher than the UK studies (Jackson et al., 2016), and lower than the
findings of Soler et al. (2015).
The frequency of experiencing lifetime victimization was high, with 83.0% of young men and
85.2% of young women experiencing some type of lifetime victimization. This figure for women
is lower than the 97.8% of female college students in the United States experiencing lifetime
victimization, as reported in the JVQ (Elliott et al., 2009). The prevalence rating in our sample is
also lower than the findings for a similar sample of 14- to 17-year-olds in the United States,
which was 86.8% (Turner et al., 2010). Taking into account that victimization increases with
age, our results point to a lower prevalence in Sweden than in the United States, possibly
reflecting different living conditions in the two countries. A study from China with a similar
sample (N = 18.431, 15-17 years) found a prevalence of 71.4%, possibly related to the fact that
“parental supervision is relatively strict” in China (Chan, 2013). The results highlight the fact
that the vast majority of adolescents within the countries studied have experienced victimization.
The most common experiences included various forms of community violence or crime,
followed by peer/sibling victimization and witnessing victimization, all of which were
experienced by more than 50% of the sample.
Second, slightly more than 10% of the respondents were categorized as polyvictims, which
meant that their lives were marked by multiple (10 or more) violent events, indicating that they
came from very vulnerable and complex backgrounds. Previous research has shown that those
who have experienced polyvictimization are burdened with adverse symptoms later in life
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(Turner et al., 2010) and are at the greatest risk of revictimization (Finkelhor et al., 2007b) .In
samples from groups of hospital inpatients, polyvictimization accounts for more psychosocial
impairment than demographics and psychiatric diagnoses account for (Ford et al., 2009).
Similar to findings in a previous study (Finkelhor et al., 2007a), our study found that residing
in a larger city means that because adolescents are exposed to more people, both adults and
peers, city life is more dangerous for adolescents, with higher rates of criminality and with a
greater anonymity in cities than in smaller communities. The most evident finding regarding
background factors was the finding showing the importance of the participants’ living situation
and family composition. Being raised by both biological parents was a protective factor that
significantly reduced the risk of total victimization. This result correlates well with previous
studies (Finkelhor et al., 2009c, Berger, 2004, Radford, 2011, Turner et al., 2007) that have
stressed the increased risk of victimization for children living with only one parent or living
alone, in foster care, or in institutions. Even though intact families provide a safer environment
for children, a substantial percentage of children are victimized in their families through
maltreatment or witnessing domestic violence.
Females were overrepresented in all domains except conventional crime compared to males,
as found by (Finkelhor et al., 2005b). Sexual victimization was roughly three times as common
and child maltreatment roughly twice as common among females than males. Females also had
more events in all domains except conventional crime where men had more events, as reported
by Cyr et al. (2012). Our data revealed very large differences in the number of events in that
males had twice as many child maltreatment events and females had approximately four times as
many sexual victimizations events than males, a finding also described by Jackson et al. (2016).
Females were victimized significantly more often than males within four domains with an
aOR ranging from 1.1 (witnessing victimization) to 4.1 (sexual victimization), although females
experienced fewer conventional crimes during their lifetime (aOR = 0.7). The domain of sexual
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victimization showed the largest differences between the sexes. Being sexually assaulted by a
peer (within two years age difference) showed an aOR of 8.4 for females. The increased risk of
sexual abuse for females is well established. Epidemiological studies have shown that it is two to
four times more common for girls to be exposed to sexual abuse than it is for boys (Stoltenborgh
et al., 2011). However, it is important to highlight the vulnerability of girls who are victimized
by their peers. Sexual abuse perpetrated by peers has historically been neglected, because early
studies defined a perpetrator of sexual abuse as someone who is at least four to five years older
than the victim. As the data clearly show, there is an elevated risk for females of experiencing
sexual abuse from their peers; therefore, appropriate action to limit exposure to this form of
abuse is needed.
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Paper 2
Health
A majority of the sample (84.1%) had experienced various victimizing events according to the
JVQ/SAQ, and the mean number of different events was 4.1 (SD = 4.0). Of the students, 64.4%
(x̅ = 1.5, SD = 1.6) reported experience of conventional crime, 24.0% (x̅ = 0.4, SD = 0.7)
childhood maltreatment, 54.4% (x̅ = 1.0, SD = 1.2) peer and sibling victimization, 21.8% (x̅ = 0.4,
SD = 0.8) sexual victimization, and 54% (x̅ = 1.0, SD = 1.2) witnessing or indirect victimization.
Young females had more experience of victimization in total (females x̅ = 4.45, SD = 4.22 and
males x̅ = 3.81, SD = 3.84, P< 0.001, d= 0.158) and more experience in all domains, except for
the domain of conventional crime, in which young males had experienced more victimization
(males x̅ = 1.64, SD = 1.66 and females x̅ = 1.39, SD = 1.55, P< 0.001, d= 0.156) (Table 6).
Table 6: Prevalence and number of victimizations
Variable
Totala
Conventional Crimea
Child Maltreatment
Peer/Sibling Victimization
Sexual Victimization
Witnessing and Indirect Victimization

%b
83.0
69.0***
16.6
51.5
10.6
52.7

Male
x̅ c
3.81
1.64***
0.24
0.93
0.15
0.94

SD
(3.84)
(1.66)
(0.61)
(1.19)
(0.53)
(1.20)

%
85.2*
63.7
31.6***
57.4***
33.2***
55.5*

Female
x̅
4.45***
1.39
0.48***
1.04***
0.58***
0.97***

SD
(4.22)
(1.55)
(0.82)
(1.17)
(1.02)
(1.15)

dd
0.158
0.156
0.332
0.093
0.529
0.025

Note.
N=5,960
a
5 332 participants due to technical error.
b
Group differences were tested with Chi2 using dichotomized data.
c
Differences in mean were tested by t-test, independent samples.
d
Cohen effect size mean differences 0.2 small, 0.5 medium and 0.8 large effect size.
*= p<.05, ** = p<.01, *** = p<.001

Table 7 shows gender differences in the results from the TSCC, which were significant for all
TSCC measures, with young females having more symptoms for anxiety (females x̅ = 5.95, SD =
3.89 and males x̅ = 3.06, SD = 3.58, P< 0.001, d= 0.773), depression (females x̅ = 5.77, SD = 4.39
and males x̅ = 2.95, SD = 3.89, P< 0.001, d= 0.679), posttraumatic stress (females x̅ = 4.74, SD =
3.99 and males x̅ = 4.24, SD = 4.32, P< 0.001, d= 0.592), dissociation (females x̅ = 6.91, SD =
4.61 and males x̅ = 4.83, SD = 4.43, P< 0.001, d= 0.460), overt dissociation (females x̅ = 4.77, SD
= 3.45 and males x̅ = 3.34, SD = 3.25, P< 0.001, d= 0.426), fantasy (females x̅ = 4.77, SD = 3.99
and males x̅ = 1.49, SD = 1.54, P< 0.001, d= 0.411), sexual distress (females x̅ = 1.16, SD = 1.52
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and males x̅ = 0.82, SD = 1.60, P< 0.001, d= 0.212), and anger (females x̅ = 4.74, SD = 3.99 and
males x̅ = 4.24, SD = 4.32, P< 0.001, d= 0.120). Young men reported more sexual preoccupation
(males x̅ = 5.47, SD = 4.21 and females x̅ = 3.51, SD = 3.13, P< 0.001, d= 0.528) as well as
sexual concerns (males x̅ = 5.92, SD = 4.76 and females x̅ = 4.46, SD = 3.72, P< 0.001, d= 0.341).
Table 7: Mean TSCC score and gender
Male
Variable
Anxiety
Depression
Anger
Posttraumatic stress
Dissociation
Overt dissociation
Fantasy
Sexual Concerns
Sexual preoccupation
Sexual distress
Total TSCC

x̅ a
3.06
2.95
4.24
4.88
4.83
3.34
1.49
5.92
5.47
0.82
24.90

Female
SD
3.58
3.89
4.32
4.69
4.43
3.25
1.54
4.76
4.21
1.60
20.73

x̅
5.95
5.77
4.74
7.80
6.91
4.77
2.14
4.46
3.51
1.16
34.10

SD
3.89
4.39
3.99
5.16
4.61
3.45
1.62
3.72
3.13
1.52
20.28

p
*
*
*
*
*
*
*
*
*
*
*

db
0.773
0.679
0.120
0.529
0.460
0.426
0.411
0.341
0.528
0.212
0.449

Note. TSCC = Trauma Symptom Checklist for Children.
a
Differences in mean were tested using the independent sample t-test.
b
Mean differences of Cohen effect size were 0.2 for small, 0.5 for medium, and 0.8 for large effect sizes.
*P<0.001.
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Victimization and polyvictimization are related to symptoms
Symptoms of psychological ill health, as
measured by the TSCC, were clearly
associated with both victimizations per se
and the number of victimizations. The
results show a relatively linear increase in
symptoms with an increase in number of
events experienced (Figure 6), similar to
the findings of others (Turner et al., 2010, Figure 6: TSCC score, number of victimizations
Cater

et

al.,

2014)

especially

for

posttraumatic stress and dissociation (Figure 7), which was also reported as a main finding by
Nilsson et al. (2010) in which the authors discuss the link to interpersonal events. As expected,
the bivariate analysis showed that the mental health of the polyvictimized group was
significantly worse than that of the non-polyvictimized group, with significantly elevated TSCC
scores (Table 8).
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Table 8: TSCC for normal group and polyvictimized group
Male
Variable
Anxiety
Depression
Anger
Posttraumatic stress
Dissociation
Overt dissociation
Fantasy
Sexual concerns
Sexual
Sexual
distress
preoccupation
Total TSCC

Normal Group
x! a
SD
2.88
3.48
2.75
3.78
3.88
4.11
4.48
4.48
4.50
4.29
3.09
3.15
1.41
1.50
5.65
4.67
5.22
4.13
0.77
1.57
23.24
20.08

Poly Group
x!
SD
4.96*
4.85
5.30*
4.99
7.91*
5.17
8.74*
5.84
7.84*
5.26
5.63*
3.89
2.21*
1.82
8.37*
5.76
7.59*
4.96
1.40*
2.18
41.39*
24.97

Female
Normal Group
Poly Group
x!
SD
x!
SD
5.49
3.59
8.58*
4.69
5.21
3.96
9.47*
5.66
4.29
3.69
7.74*
4.94
7.13
4.74
12.47*
5.81
6.31
4.21
10.38*
5.61
4.31
3.11
7.56*
4.23
2.00
1.54
2.82*
1.88
4.08
3.48
6.61*
4.47
3.23
2.92
5.04*
3.83
1.04
1.45
1.91*
1.82
31.13
18.32
52.78*
24.16

Note. TSCC = Trauma Symptom Checklist for Children
Differences in mean were tested by t-test, independent samples
* = p<.001

a

Specific effects of polyvictimization
All domains significantly predicted symptoms; PV alone was strongly related to symptoms for
females (b= 0.340). PV also affected symptoms for males, although not as strongly (b= 0.233) as
for females. For males, the strongest predictor was child maltreatment (b= 0.260), followed by
peer sibling victimization (b= 0.226). For all
the domains, b value was diminished when
PV was entered into the model and the
adjusted R2 increased, most strongly for the
domain of conventional crime. For females,
childhood
victimization

maltreatment
both

and

presented

sexual
a

strong

relationship (Table 9)
Figure 7: TSCC scores, number of victimizations
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Table 9: Hierarchical regression analysis
Variable
Conventional Crime
Child Maltreatment
Peer Sibling Victimization
Sexual Victimization
Witness Victimization

MODEL
ONLY PV
without PV
with PV
without PV
with PV
without PV
with PV
without PV
with PV
without PV
with PV

Item β
0.210
0.172
0.260
0.187
0.226
0.160
0.221
0.157
0.103
0.038

Male
PV β
0.233
0.200
0.158
0.187
0.181
0.223

Adj R2
0.063
0.053
0.091
0.075
0.092
0.059
0.086
0.057
0.084
0.018
0.064

Item β
0.251
0.171
0.322
0.219
0.274
0.195
0.342
0.254
0.189
0.099

Female
PV β
0.340
0.294
0.246
0.281
0.239
0.310

Adj R2
0.133
0.081
0.159
0.118
0.172
0.091
0.167
0.132
0.186
0.052
0.141

Note. Hierarchical multiple regression analyses were conducted considering the adolescents’ answers irrespective of the number of domains they
had endorsed.
Numbers are standard standardized coefficients. All values significant to P<0.001

Conclusion
All JVQ domains were related to symptoms, and polyvictimization had an impact on symptoms
in the model in itself and in relation to each domain. When polyvictimization was introduced
into the model all the domains’ beta values dropped, for females more than for males. For males
the beta value of the domain “childhood maltreatment” was higher than the beta value of PV,
suggesting that childhood maltreatment contributed more than PV alone, and for females “sexual
victimization” showed the same relationship. Witnessing victimization had a low beta value
initially, and with PV introduced into the model it dropped clearly below PV beta alone,
suggesting that witnessing victimization in this model had little impact on health and that PV to a
large degree accounted for the symptom levels in witnessing victimization (Table 9).
Females were overrepresented in all domains except conventional crime compared to males,
as found by Finkelhor et al. (2005b) Sexual victimization was roughly three times as common
and child maltreatment roughly twice as common among females than males (Table 8). Females
also had experienced more events in all domains except conventional crime, where men had
experienced more events, as reported by Cyr et al. (2012). Our data revealed very large
differences in the number of events; Females had experienced twice as many child maltreatments
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events and roughly four times as many sexual victimizations events than males, a finding also
described by Jackson et al. (2016)
We found that symptoms of psychological ill health as measured by the TSCC were clearly
associated with both victimizations per se and the number of victimizations. The results show a
relatively linear increase in symptoms with the increased number of events experienced, similar
to the findings of others (Cater et al., 2014, Turner et al., 2010), especially for posttraumatic
stress and dissociation, which was also reported as a main finding by Nilsson et al. (2010) in
which the authors discussed the link to interpersonal events. As expected, the bivariate analysis
showed that the mental health of the polyvictimized group was significantly worse than that of
the non-polyvictimized group, with significantly elevated TSCC scores.
Our findings are in line with those of Finkelhor et al. (2007a) in that the sheer number of
different events is of importance when measuring victimization. Our results, however, do not
support the conclusion by Finkelhor et al. (2007a) that PV is of foremost importance in relation
to the domains in the study; our study did not find the same b value reduction as theirs did when
PV was introduced. This could probably be explained in part by methodological differences,
such as differences in information gathering techniques (telephone survey versus the classroom
computerized survey used in this study), differences in sample size (the sample used in this study
is approximately five times larger), and differences in the age groups studied (this study included
only adolescents aged 17 years compared to their subsample of 10–17-year olds). Further
research is needed in order to explain why PV had a lower impact in our model.
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Paper 3
Prevalence
Self-reported SAD was found in 10.2 % (n = 605) of the total group (n = 5,960). A significant
gender difference emerged, with more females than males reporting SAD. Prevalence rates
increased with increasing age, and prevalence of SAD differed significantly depending on
ethnicity, with higher rates in those with Swedish birth origin. Also, higher rates were seen in
adolescents from small and medium-sized municipalities compared to large municipalities.
Elevated PTSS, i.e., above clinical cutoff on the PTS scale-of the TSCC, was found in 14.8 %
(n=883) and significantly higher rates were seen in females compared to males subjects of nonSwedish birth origin compared to those of Swedish origin and among those aged 19–20 years
compared to the younger adolescents (Table 10).
Table 10: Prevalence of SAD, elevated PTSS in relation to sociodemographic variables
SAD
Yes
%
Gender
Male
Female
Age (years)
16
17
18
19–20
Ethnicity (child)
Non-Swedish
Swedish
Municipality
Small
Middle
Large

PTSS
No

Elev.
n

Not Elev.
χ2

n

n

χ2

%

n

5.8
14.6

173
432

2829
2526

128.39***

13.3
16.4

399
484

2603
2474

11.14***

8.9
9.9
10.1
15.4

27
384
156
38

277
3481
1389
208

8.30*

12.5
14.1
15.3
26.0

38
545
236
64

266
3320
1309
182

27.57***

6.0
10.6

32
573

500
4855

10.96***

20.5
14.3

109
774

423
4654

14.90***

11.2
10.2
7.8

234
292
79

1851
2566
938

8.97**

15.3
14.7
14.4

318
419
146

1767
2439
871

0.54

Note. SAD=Social Anxiety Disorder
PTSS= Post Traumatic Stress Symptom
* p<.05, ** p<.01, *** p<.001

SAD, victimization and PTSS
In the total group the mean value of lifetime victimization was 4.12 (SD = 4.04). Subjects with
self-reported SAD reported significantly higher rates of victimizing experiences compared to the
non-SAD group as well as higher levels of PTSS on the PTS-scale of the TSCC, (Table 11).
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Table 11: Reports of PTSS and of victimization in subjects with SAD and without SAD
SAD (n=605)
PTSS
Females
Males
Victimization
Females
Males

x̅
9.77
10.56
7.79
5.54a
5.74
5.04

SD
5.68
5.62
5.63
4.79
4.92
4.41

Not SAD (n=5355)
x̅
SD
5.94
4.92
7.33
4.92
4.70
4.58
3.96b
3.92
4.22
4.05
3.74
3.80

t
15.92***
11.25***
7.42**
7.36***
5.71***
3.56***

Note. a n = 68 (20 males and 48 females), b n = 560 (241 males and 319 females)
** p<.01, *** p<.001

Within the SAD group no significant differences were found between genders regarding
lifetime victimization (t = 1.53, df = 535, ns), although significantly higher levels of PTSS were
found in females with SAD compared to males with SAD (t = 5.55, df = 603, p<.001).

SAD and elevated PTSS
When studying each condition separately, reports of SAD alone were more common (n = 410)
than reporting both conditions (n = 195) and most common were reports of elevated PTSS alone
(n = 688). Elevated PTSS was found in 32.2 % (n = 195) of adolescents reporting SAD
compared to 12.8 % (n = 688) in those not reporting SAD. In the SAD group, no gender
differences were found for clinical levels of PTSS. Clinical levels of PTSS were reported by 32.9
% (n = 57) of males with SAD and by 31.9 % (n = 138) of females. The inverse relation showed
that 22.1 % of adolescents with SAD reported elevated PTSS (14.3 % among males; 28.5 %
among females).

Mental health utilization
The most common mental health service use was contact with a school counselor as reported by
26.7 % of the total sample. Significantly higher rates of utilization of all investigated forms of
services were seen in those with self-reported SAD compared to those not reporting SAD. For
example, among subjects with SAD, 18.3 % (n = 111) reported having had contact with a CAP
clinic during their lifetime compared to 9.1 % of subjects without SAD (χ2 = 51.30, df = 1,
p<.001). However, when comparing the group of subjects reporting SAD alone and not elevated
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PTSS, lower rates of mental health utilization were seen in those with SAD alone compared to
those with elevated PTSS or both conditions (Table 12).
Table 12: Use of mental health services
n
Child psychiatric service
Female/male
Psychotropic medication
Female/male
School counselor
Female/male
School psychologist
Female/male

SAD (%)
410
11.5
11.6/11.2
8.0
8.8/6.0
33.9
37.4/25.0*
7.8
8.8/5.2

High PTSS (%)
688
17.4
23.7/11.1**
18.2
23.1/13.2**
43.6
52.6/34.5**
15.6
16.8/14.3

SAD + Elev. PTSS (%)
195
32.8
36.2/24.6
28.2
31.9/19.3
53.8
58.0/43.9
23.1
24.6/19.3

Note. Figures in bold represent significant differences between genders.
Use of mental health services during life time among those with SAD only, only elevated PTSS and those with both SAD and elevated PTSS
* p<.05, ** p<.001

Significant gender differences were found for all services except contact with the school
psychologist in the group with elevated PTSS, but no significant differences for any services
were found in the group with both conditions. The highest odds ratios for having had contact
with a CAP-clinic was found for the combined group with SAD and elevated PTSS (OR = 4.88,
95 % CI = 3.53–6.73, p<001), followed by the group with elevated PTSS and no SAD (OR =
2.50, 95 % CI = 2.00–3.14, p< .001). However, no significant prediction was made for the group
of subjects with SAD but without elevated PTSS (OR = 1.26, 95 % CI = .91–1.74). Significant
associations were also found between use of CAP clinic service and female gender (OR = 2.05,
95 % CI = 1.70–2.45), Swedish birth origin (OR = 1.68, 95 % CI = 1.16–2.42) and living in a
small municipality (OR = 1.33, 95 % CI = 1.02–1.73).

Conclusion
Significantly higher rates of lifetime victimization were found in socially phobic adolescents
compared to those not reporting SAD. Theoretical models (Pynoos et al., 1999) and empirical
findings (Perkonigg et al., 2000) suggest an increased risk of experiencing traumatic events as
well as reacting with PTSD in individuals with phobic disorders like SAD. Secondly,
significantly higher levels of PTSS were found in socially phobic adolescents compared to those
not presenting with SAD. One third of males with SAD and the same proportion of females
54

reported clinical levels of PTSS. As expected, an inverse relation was also found, though gender
differences emerged in this respect.
In the total sample, 3.3 % reported SAD and elevated PTSS. This finding indicates that for a
subgroup of adolescents with SAD, treatment models of SAD may need to include components
that address PTSS, as has been successfully demonstrated in adults. Posttraumatic symptoms like
intrusive memory images involve emotions and physical sensations similar to those the person
would feel if confronted by an anxiety eliciting situation. Memory images like these commonly
occur in persons suffering from SAD, and the images are often based on prior social experiences
that the person has experienced as negative and anxiety provoking (Holmes and Mathews, 2010).
Further, these images become more and more negative and distorted in conjunction with the
critical self-image common in persons with SAD. The images are updated in situations
reminding the person of the unpleasant social situations. Addressing the unifying characteristics
and components commonly seen in the treatment of PTSD could thus be of value in the
treatment of SAD-like exposure not only to real events but also to memories of past events (Wild
and Clark, 2011).

Paper 4
Descriptive statistics
Of the N=5,332 cases, a total of n=4,483 (84.1%) reported at least one victimizing event (males
= 83.0%, females = 85.2%). Of these, 74.9% (n=3,360) also experienced a peritraumatic reaction
(PT) of some kind: Physiological arousal (PA) was reported by 31.9% (n=1,428), Peritraumatic
Dissociation (PD) was reported by 48.2%, (n=2,159) and Intervention thoughts (IT) was reported
by 63.2%, (n=2,834). Table 13 shows univariate analyses of peritraumatic reactions and TSCC.
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Table 13: Descriptive data of peritraumatic variables
Variable
JVQ
Peritraumatic reactions
Total (PT)
Physiological arousal (PA)
Peritraumatic dissociation (PD)
Intervention thoughts (IT)
TSCC
Total
Dissociation
Posttraumatic stress

Mean
4.12

Range
33

SD
4.043

4.94
1.06
1.56
2.32

152
47
55
76

9.942
2.990
3.774
4.400

29.15
5.77
6.27

162
30
30

21.279
4.635
5.190

Note. N=5,332

As shown in Table 14 traumatic events (JVQ) correlated with peritraumatic reactions and
revealed moderate to strong correlations PT total (rs=0.73, P>0.001), PA (rs = .50, p < .001), PD
(rs = .59, p < .001) and IT (rs = .65, p < .001). Traumatic events and posttraumatic symptoms
correlated weakly to moderately but significantly. All of the different peritraumatic reactions
correlated weakly with the endpoints of all of the different trauma symptoms (Table 14)
Table 14: Bivariate, zero order correlation of peritraumatic reactions and symptoms
Tot

Peritraumatic reactions
PA
PD
IT

Trauma symptomsa
Tot
Dis
PTS

1
0.68
0.79
0.90
0.41
0.35
0.40

1
0.52
0.51
0.29
0.25
0.28

1
0.87
0.87

JVQ
JVQ
Peritraumatic reactions total (PT)
Physiological arousal (PA)
Peritraumatic dissociation (PD)
Intervention thoughts (IT)
TSCC total
TSCC dissociation
TSCC posttraumatic stress

1
0.73
0.50
0.59
0.65
0.41
0.34
0.37

1
0.60
0.33
0.28
0.33

1
0.38
0.33
0.38

1
0.75

1

Note. N=5,332. All values significant p<0.001 spearman rho (two tailed).
aTrauma symptoms measured by (TSCC).

Mediation analysis with PT total
The JVQ positively predicts the TSCC tot (path c) b= 2,158 t= 32.822, p= <0.001 (Figure 8).
This is the total effect of the JVQ on the TSCC sum without controlling for any mediators.
Looking at the mediating effect of PT tot on the TSCC tot, the JVQ significantly predicts PT tot
(path a), b= 1.597, t= 62.379, p=<0.001 and the 42.2% of the PT tot variance is explained. PT tot
significantly predicts the TSCC tot (path b), b= 0.300, t= 8.585, p= <0.001 with 17.9% of the
TSCC sum variance explained. The direct effect of the JVQ on the TSCC tot is b=1.679, t=
19.547, p<0.001 and the indirect effect mediated by PT tot is b= 0.479, BCa CI [0.342 – 0.640],
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representing a relatively small effect of 7.6%, $2=0.076, 95% BCa CI [0.054-0.101]. The model
explains 18% of the variance.

Figure 8: Model of trauma exposure as a predictor of trauma symptoms, mediated by
peritraumatic reactions.
Mediation of the association between trauma exposure and trauma symptoms by peritraumatic reactions. Unstandardized B coefficients are
displayed with t and p values. Trauma exposure indicates total trauma exposure measured by the JVQ lifetime total scale, trauma symptoms
indicates total score from the TSCC, peritraumatic reactions are measured by peritrauma total scale. Path c indicates the association between
trauma exposure and trauma symptoms without the inclusion of a mediator. Path c´ indicates the direct effect, ie controling for the mediator in the
model. Paths a, b, and c are significant as evidence by p=<0.01. The "t'' statistic is computed by dividing the estimated value of the parameter by
its standard error. This statistic is a measure of the likelihood that the actual value of the parameter is not zero. The larger the absolute value of t,
the less likely that the actual value of the parameter could be zero.

Mediation with peritraumatic reactions: physiological arousal (PA), peritraumatic
dissociation (PD) and intervention thoughts (IT)
The JVQ predicts the pathways (path a) to the different peritraumatic reactions: PA b=0.400,
t=47.055, p<0.001, explaining 29% of the variance, PD b=0.529, t=50.160, p<0.001, explaining
32% of the variance and IT b=0.668, t=56.802, p<0.001, explaining 37% of the variance (see
Figure 9). The different PT reactions PD and IT significantly predict the total score on the TSCC
(path b) in the model; PA: b=-0.980, t=-0.777, p=0.473, PD: b=0.672, t=6.101, p=<0.001 and IT:
b=0.227, t=2.322, p=0.020. The indirect effect of the JVQ on the TSCC tot mediated by the
different PT reactions is only significant regarding the PD b=0.355, BCa CI [0.199-0.523], since
the confidence interval of the other two reactions included 0.
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Figure 9: Model of trauma exposure as a predictor of trauma symptoms, mediated by
peritraumatic arousal, dissociation and intervention thoughts
Mediation of the association between trauma exposure and trauma symptoms by peritraumatic reactions. Unstandardized B coefficients are
displayed with t and p values. Trauma exposure indicates total trauma exposure measured by the JVQ lifetime total scale, trauma symptoms
indicates total score from the TSCC, peritraumatic reactions are measured by peritrauma scales. Path c indicates the association between trauma
exposure and trauma symptoms without the inclusion of a mediator. Path c´indicates the direct effect, ie with the mediator. Paths a, b, and c´ are
significant as evidence by p=<0.01. The "t'' statistic is computed by dividing the estimated value of the parameter by its standard error. This
statistic is a measure of the likelihood that the actual value of the parameter is not zero. The larger the absolute value of t, the less likely that the
actual value of the parameter could be zero.

Inspection of the conditional indirect effects at different levels of the moderator (males versus
females) shows that the model explains more of the variance on the TSCC tot for females
(females 21.7%, males 11.7%). There was a stronger mediation effect of PD between the JVQ
and the TSCC for males (b=0.394 BCa CI [0.170-0.636]) than for females (b=0.247, BCa CI
[0.021-0.469]).
Different mediating models for males and females were tested with the TSCC dis and the
TSCC pts as dependent variables parallel with the TSCC tot, see Table 15. In the different
models, the PT tot showed a significant indirect effect, but the PA did not have any significant
indirect effect in any of the models. In males a significant indirect mediating effect of PD could
be seen in the different models, while females had a more mixed result. IT did not show any
indirect effect in males, but had a mixed effect for females.
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Table 15: Separated mediating models for males/females
TSCC
Dis

Tot
PT tot F
M
PA
F
M
PD
F
M
IT
F
M

b
0.35
0.32
0.28
-0.07
0.23
0.43
0.09
-0.90

BCa CI
0.16-0.53
0.12-0.56
-0.18-0.20
-0.30-0.13
0.02-0.50
0.20-0.68
-0.14-0.32
-23.00-0.00

b
0.06
0.07
0.00
-0.02
0.05
0.09
0.01
-0.02

BCa CI
0.02-0.12
0.02-0.11
-0.04-0.04
-0.06-0.02
-0.00-0.10
0.04-0.14
-0.04-0.07
-0.04-0.00

PTS
b
0.12
0.10
0.00
0.00
0.07
0.09
0.06
-0.01

BCa CI
0.08-0.17
0.05-0.16
-0.05-0.05
-0.05-0.04
0.01-0.12
0.05-0.14
0.01-0.11
-0.03-0.02

Note. Separated mediating models for males/females with TSCC tot, TSCC dis and TSCC pts as dependent variables. First model with PT total,
and then separating the different mediating factors – PA, PD and IT. BCa CI= Corrected and Accelerated Confidence Interval. Significance is
obtained when 0 is not in the confidence interval.

Conclusion
This study investigated the relationship between peritraumatic reactions and both victimization
and symptoms of posttraumatic stress, as well as the relationship between trauma and
posttraumatic symptoms mediated by peritraumatic reactions among adolescents in Sweden. The
main results from this study can be summarized in three main findings:
First, traumatic experiences are common among young people (84.1%), and these experiences
are accompanied in three quarters of those with trauma experiences by at least one form of
peritraumatic reaction, most commonly intervention thoughts.
Second, the study confirms that peritraumatic reactions are related to the TSCC (b= 0.300, t=
8.585, p= <0.001), as has also been found in adults (Briere et al., 2005), and in youth (Dyb et al.,
2008). Considering each of the different peritraumatic reactions for males and females, we found
that physiological arousal (PA) did not show any significant indirect effect and peritraumatic
dissociation (PD) showed a clear indirect effect for males and a more unclear picture for females.
Intervention thoughts (IT) showed an indirect effect for females but not for males. This result
may be due to the fact that PA has a moderating role in the development of symptoms after
trauma, because the mechanism of the development of symptoms after trauma may be different
for males and females, or because different trauma takes different developmental paths. Further
research has to be done.
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Third, we found that peritraumatic dissociation (PD) at the time of the event (b= 0.769, t=
6.101, p<0.001) was related to trauma symptoms, which was also found by Dyb et al. (2008) in a
normal sample of children and in a clinical sample of youth by Sugar and Ford (2012). The
association of peritraumatic dissociation and current PTSD reactions is also consistent with
findings in studies of PTSD in adults (Johnson et al., 2001, Lawyer et al., 2006, Marmar et al.,
1994, Werner and Griffin, 2012).
In our model we found support for PD mediating the relationship between trauma and
symptoms. Other research has found similar results, such as Bryant et al. (2011) who found
peritraumatic dissociative mediation effects on the relationship between panic and PTSD
symptoms among physical trauma patients. In the models, peritraumatic arousal (PA) was, on the
other hand, not significant, and intervention thoughts (IT) were only found significant at p<0.05
(p=0.035) with a relatively low b value (b=0.277), leading to the conclusion that only
peritraumatic dissociation (PD) acted as a mediator of the three variables tested. Similar results
were found by Dyb et al. (2008).
The mediating effect of dissociation was higher for males than for females. Similar results
were reported by Bennett et al. (2015), who found that PD mediated persistent dissociation only
in males. Some studies have found higher rates of dissociation in girls than in boys in samples
exposed to community violence (Zona and Milan, 2011).
Another question for further research, however, is whether gender differences in dissociation
may depend on the type of trauma youth experience (Hetzel-Riggin and Roby, 2013). For
example, girls are more likely than boys to experience traumatic events that are highly related to
dissociation, such as sexual abuse (Bernier et al., 2013, Trickett et al., 2011). In the current
study, we did not examine results by trauma type.

60

General Discussion
The aim of this thesis was to expand the knowledge of victimization of children and youth in
Sweden, as international studies have shown that these events were prevalent and were
associated with negative outcomes. Our findings are in line with international research on
victimization with high prevalence rates and clear association to symptoms. We found that an
increase in victimization also increased symptoms and that experiencing a large number of
events; (polyvicimization) was as powerful in predicting symptoms as the experience of single
specific events such as sexual assault or child maltreatment. Risk factors were confirmed
regarding gender, environment and lack of both parents. We found support of comorbidity of
SAD and victimization, and also that peritraumatic reactions during the adverse event had a
mediating effect.
Comparing specific events internationally required a standardized questionnaire, and great
care was taken to register events in such a way that we would be able to compare our work with
the results obtained by other researchers. The Swedish translation of the JVQ in a research
setting has provided valuable relevant data in an important area of research.
Because we wanted to generalize to all adolescents in Sweden, and due to the fact that some
of the events asked about are less frequently encountered, we needed a large sample. In order to
collect a representative sample, we administered the data collection electronically and we
imposed some limitations compared to an interview in that we did not collect data on when the
event occurred or if the event was a separate incident. The size of the sample was sufficient to
answer the research questions we had.
Using a comprehensive instrument such as the JVQ provides the researcher or clinician the
opportunity to acquire more complete measurement than has been possible using instruments
previously used in this area. Using a comprehensive instrument also makes it possible to identify
polyvictimization, a high-level category of events with severe impact on health.
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The sample was representative, and although more refined methods, such as random
selection, would perhaps increase representativity, using these methods would increase the cost
of data collection.
The results support the use of a developmental model in the interpretation of victimization for
the specific child; we found support for the hypothesis that environment and gender are risk
factors, as well as for the risk reduction of living with both parents. Significant gender
differences were found regarding victimization: girls were both overrepresented and had
experienced more events in all domains measured except for conventional crime. We also found
that girls had more symptoms and that it was more common for girls to visit child and adolescent
psychiatrists. The results indicate that adolescent girls are highly exposed to adverse events and
perhaps in turn more affected by them.
Some of those who are victimized are at risk for developing symptoms and PTSD. Variables
before, around and after the event are of interest. Peritraumatic reactions seem to be a component
of interest as they mediate the symptoms of those victimized. We found that symptoms after
trauma were mediated by peritraumatic reactions, where peritraumatic dissociation seems to
have a clear role especially for males, and intervention thoughts play that role for females.
Identifying peritraumatic reactions as early as possible may facilitate the identification of those
at risk for PTSD and other psychiatric symptoms.
The current study findings are consistent with those from earlier studies, which have found
that child victimization is a large problem, and they highlight the importance of prevention and
the early identification of potential victimization cases.
In the light of these findings, providing interventions to decrease the prevalence of
victimization in childhood and adolescence would benefit overall health in the population. Being
able to identify key factors that increase the threat of victimization and being able to recognize
the symptoms of this type of trauma would help establish targeted interventions and help those
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with some of the greatest health concerns. Most types of victimization are experienced in the
general community in locations such as schools and public places. Evidently, more effort is
needed to keep young people safe in their community and in schools.
In addition to the direct suffering and health consequences of victimization for individuals,
society also bears a burden. The US, Centers for Disease Control and Prevention reported
580,740 cases of child maltreatment in 2011, including fatal (n=1,740) and nonfatal cases (Fang
et al., 2012). The total financial burden caused by child maltreatment was estimated to be
approximately $210,000 over the lifetime of each victim who survives, with a conservative
estimated total cost of $124 billion a year. Such figures include child and adult healthcare related
costs, child welfare costs, productivity losses, criminal justice costs, and the cost of special
education, and have been reported to be comparable with the total lifetime costs per individual
related to other important illnesses such as stroke ($159,846) and type 2 diabetes ($181,000$253,000) (Fang et al., 2012). The average economic and social costs of child maltreatment in
Europe were estimated by the European Commission to be approximately 4% of the gross
domestic product (GDP) of the European countries each year (World Health Organization,
2013). This figure includes costs related to child health care, social welfare, the justice system,
and loss of productivity. The European Report on Preventing Child Maltreatment estimates that
altogether sexual, physical, and mental abuses affect 117 million children under 18 years of age
(World Health Organization, 2013).
The high level of peer victimization in adolescence suggests that interventions need to be
implemented that will protect adolescents from the risk of exposure. An ecological approach
might be appropriate in the planning of preventive measures. In families, caregivers must try to
protect their children and adolescents from risks through providing adequate care and
supervision. Schools have a role in educating children about how to protect themselves as well as
promoting the qualities of good friendship to bullies and peers who may assault others. On a
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societal level, structural measures should be taken which include the provision of safe public
places, adult supervision where adolescents gather, and safe public transport at night. The social
welfare agencies have a key role in the protection of children in abusive and or disrupted
families. Particular attention should be given to children and adolescents living in disrupted
families whose parents are not able to restrict risky behavior outside of the home. These children
and adolescents have been shown to be more at risk of being targeted by potential perpetrators in
society.

64

Clinical implications
The empirical results show that victimizations are common and are related to symptoms, and that
polyvictimization is an important component to consider in clinical assessments.
In child psychiatry trauma referrals, the assessment of polyvictimization seems warranted, as
it has been shown to explain symptoms to the same extent that specific events such as sexual
victimization and child maltreatment do.
Child and adolescent psychiatry in general would benefit from a structured screening
procedure with a comprehensive questionnaire, such as the JVQ for all patients during intake, as
we have seen from other research that victimized individuals are more frequent health care users
than the general population and that victimized children report elevated levels of psychiatric
symptoms. Routine standardized screening for victimization provides the opportunity to detect
victimization as well as to determine the type of victimization, providing the clinician with
valuable diagnostic information.
The results show comorbidity between social anxiety disorder and victimization, and other
researchers have found comorbidity with victimization and non-suicidal self-injury (Zetterqvist
et al., 2013), findings that needs to be accounted for in the clinical assessment of children and
youth. We have demonstrated that peritraumatic reactions in general, and specifically
peritraumatic dissociation, seem to mediate the relationship between a traumatic event and
symptoms. Finally, we found gender differences in that peritraumatic dissociation was more
frequent in males and intervention thoughts were more common for females. Attention to
peritraumatic reactions seems warranted in clinical settings as further research will expand the
knowledge in this area.
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Strengths and limitations
The need for well designed research in this field has been pointed out by others (Briere, 1992,
Finkelhor, 1994, Kinard, 1994), who identified key methodological issues in abuse research such
as: definitions of maltreatment, source of study populations, source of comparison group, and
subject recruitment. We have designed this study according to their recommendations.
The strength of this thesis was the use of clearly defined questions covering a broad range of
victimizations and psychiatric symptoms, a large sample generalizable to the population and a
standardized recruitment process. No cause and effect relationship can be inferred due to the
cross sectional design. Because victimization is not a randomly assigned condition, it is not
possible to state that the symptoms are caused only by the victimization; it could as well be true
that those with trauma symptoms are more susceptible to victimization.
We used lifetime data, which has an increased potential for attribution error and puts a strain
on memory recall, leading to the possibility of biased results.
Due to our data collection method we could not use the separate incident version of the JVQ,
with the effect that all victimizations counted equally regardless of whether they originated from
the same incident or not, with the obvious result of a higher number of reported victimization
events. Due to the design of the survey we did not have temporal data; the student was asked
about the most recent event when answering questions about reactions related to a series of
events. When designing the survey, we chose to use the most recent event as this limits recall
bias. In this study we used data from the most recently reported events, but it would be important
for future research to focus on the age of first exposure to adverse events because the
relationship between total exposure to violence and symptoms of hyperarousal has been shown
to be stronger for those first exposed at earlier ages (Miller-Graff et al., 2016).
We did not control for pretrauma dissociative tendencies, acute posttraumatic reactions,
personality traits, social support, locus of control, initial depression, anxiety, and prior PTSD, all
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of which are constructs with potential impact on posttrauma psychopathology (Ozer et al., 2003,
Engelhard et al., 2003). All data was collected from the same source, so common method
variance (CMV) could have inflated the observed correlations. (Podsakoff and Organ, 1986).
In this paper we chose to limit the research to the total scale of victimization and the five
domains; regarding the TSCC, we used the total scale as well as measures of dissociation and
posttrauma symptoms as these measures have been used by other researchers. However, the
survey data may be analyzed according to other domains and subscales within the TSCC and for
items within the JVQ and peritraumatic events; further research will have to be done.
Nonparametric tests were used for bivariate analyses. No transformations were performed.
Missing cases were deleted from the dataset in paper 4. Outliers are known to effect results in
regression analysis. We chose not to remove outliers as we know from prior studies that some
cases can have extremely high levels of victimizations. Due to the fact that trauma questions and
peritraumatic items are of score type and because their distributions were positive with a
majority of cases assembled around zero, nonparametric tests were indicated. However, we
chose to use parametric tests such as regression analyses as the sample was large and the
dependent variable was normally distributed as discussed in (Fagerland, 2012).
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Future research
From a methodological perspective, further research is needed in this area using prospective,
longitudinal study designs. Without proper sequential assessment, it is impossible to identify
effects of trauma exposure on assessments of external as well as individual factors. One
challenge is that some of the items studied are not very prevalent, requiring a large group of
individuals to track over time. Without an adequate baseline group, lack of statistical power
prevents analyzing potential relationships between baseline factors and symptoms.
Identifying high risk populations of individuals who are more likely to experience trauma
(e.g. patients in child and adolescent psychiatry) offers a viable alternative, with the limitation
that these populations are likely to be different from a typical representative sample, with many
characteristics that may influence development of trauma symptoms or other psychopathology
after traumatic events.
Evidence supporting and generating theoretical hypotheses may also be derived from
experimental and analogue study designs, particularly when conducted in conjunction with
studies in pre clinical populations.
More research should be conducted on the consequences of victimization, including mental
illness and potential traumatization.
Further studies are needed to address sexual abuse by peers and the effect of abuse on both
the disclosure process and on the psychological wellbeing of those involved.
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