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Abstract

Objective—To examine the prevalence of posttraumatic stress disorder (PTSD) and comorbid
psychiatric disorders among juvenile detainees.

Methods—~Participants were a stratified random sample of 898 youth (10-18 years of age) arrested
and detained in Chicago.

Results—Among participants with PTSD, 93% had at least 1 comorbid psychiatric disorder
compared with 64% without PTSD. Over half of participants with PTSD had 2 or more types of
comorbid disorders (i.e., affective, anxiety, behavioral, and substance use disorders), and 11% had
all 4 types of comorbid disorders. Among males, having any psychiatric diagnosis significantly
increased the odds of having comorbid PTSD. Among females, alcohol use disorder and comorbid
alcohol and drug use disorder significantly increased the odds of having PTSD. No significant
difference in prevalence rates of PTSD was found between males and females with specific
psychiatric disorders.

Conclusions—High rates of PTSD and comorbid disorders among detainees argue for improved
screening in detention centers. Implications for services are discussed in light of the clinical
challenges of treating persons with comorbid disorders.

Most youth in detention have 1 or more psychiatric disorders (1). Posttraumatic stress disorder
(PTSD) is one of the more prevalent disorders in detention, affecting at least 1 in 10 youth
(2-4). One of the more debilitating aspects of PTSD is its tendency to co-occur with other
psychiatric disorders (5-7). In a community sample, Giaconia and colleagues (8) found that
nearly four-fifths of those with lifetime PTSD also had one or more additional disorders.
Studies of detained adolescent males in Russia (9) and detained adolescent females in Australia
(10) found that all of the detainees with PTSD had at least 1 comorbid disorder.

It is unclear if PTSD increases the vulnerability to other disorders or if there are common
genetic or environmental factors underlying the disorders (5,11). Researchers agree, however,
that comorbid disorders have an adverse impact on the prognosis and treatment of individuals
with PTSD. Youth with PTSD and comorbid disorders have significantly more behavioral and
health problems and more impaired interpersonal relationships than those without comorbid
disorders (5).
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Effective treatment planning for detained youth with PTSD requires epidemiologic data on
patterns of prevalence and comorbidity. Yet, to our knowledge, no epidemiologic study of
detainees in the US has examined PTSD and comorbid psychiatric disorders. In this paper, we
administered standardized diagnostic measures to a large, stratified random sample of detained
youth to: (a) compare the prevalence of psychiatric disorders among juvenile detainees with
and without PTSD and (b) examine the prevalence of PTSD among youth with and without
other psychiatric disorders.

Participants and Sampling Procedures

Participants were part of the Northwestern Juvenile Project, a longitudinal study of 1829 youth
(10-18 years of age) arrested and detained between 1995 and 1998 at the Cook County Juvenile
Temporary Detention Center (CCJTDC) in Chicago. The random sample was stratified by sex,
race/ethnicity (African American, non-Hispanic white, Hispanic), age (10-13 years of age or
14 years and older), and legal status (processed as a juvenile or as an adult) to obtain enough
participants to examine key subgroups (e.g., females, Hispanics, and younger children).

Interviewers described the study to participants and obtained written informed assent (if
participants were <18 years) or consent (if they were >18 years). The Northwestern University
Institutional Review Board, the Centers for Disease Control and Prevention Institutional
Review Board, and the US Office of Protection from Research Risks, who all approved the
study, waived parental consent, consistent with federal regulations regarding research with
minimal risk. We nevertheless tried to contact parents or guardians to provide them information
and offer them an opportunity to decline participation. Despite repeated attempts to contact a
parent or guardian, for 43.8% of the participants, none could be found. In lieu of parental
consent, youth assent was overseen by an independent participant advocate representing the
interests of the participants. Federal regulations allow for a participant advocate if parental
consent is not feasible.

We began collecting data on PTSD 13 months after the larger study began because this was
when the Diagnostic Interview Schedule for Children, version IV (DISC-1V) module was
available for use. PTSD data were collected on 898 youth, 532 males (59%) and 366 females
(41%); 490 (54.6%) were African American, 154 (17.1%) were non-Hispanic whites, 252
(28.1%) were Hispanic and 2 (0.2%) were “other.” Participants ranged in age from 10 to 18
years (mean age, 14.8 years; median, 15.0 years). Additional information on our methods is
published elsewhere (1,2).

Measuring PTSD and Comorbid Disorders

Independent, Master's level clinical research interviewers administered the DISC-1V to assess
past-year PTSD using DSM-IV criteria. The DISC 2.3, the most recent version available when
the study began, was used to assess comorbid psychiatric disorders in the last 6 months based
on DSM-111-R criteria. Our data are based on the youth's self-reported data because it was not
feasible to interview caretakers. We chose the PTSD module of the DISC-1V because it is the
most widely used diagnostic instrument for child and adolescent research (12); it is relatively
brief, it can be administered by non-clinicians, and it is designed to assess youth who have and
have not been traumatized.

The PTSD module assesses whether youth have ever experienced any of 8 traumatic
experiences: (1) ever been in a situation where you thought you/someone close to you was
going to be hurt very badly or die; (2) ever been attacked physically, or beaten badly; (3) ever
been threatened with a weapon; (4) ever forced to do something sexual that you did not want
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to do; (5) ever been in a bad accident, like a car accident; (6) ever in a fire, flood, tornado,
earthquake, or other natural disaster where you thought you were going to die or be seriously
injured; (7) other than on T.V./movies, ever seen/heard someone get hurt very badly or be
killed; and (8) ever very upset by seeing a dead body/pictures of a dead body of someone you
knew well. Participants then identify the event that was “the most difficult for you in your
entire life.” The DISC assesses PTSD diagnosis within the past year for this “worst” trauma.
Because the diagnosis of PTSD by the DISC requires that the symptoms last at least one month,
PTSD could not have been due to the stress of the current incarceration.

Because we stratified our sample by sex, race/ethnicity, age, and legal status, we weighted all
prevalence estimates to reflect the population of the detention center. All reported inferential
tests were corrected for design characteristics with Taylor series linearization using the survey
estimation procedures of Stata SE statistical software, version 9.0. We conducted tests of
prevalence rates between groups with logistic regression using an adjusted Wald F statistic.

Prevalence of comorbid psychiatric disorders among participants with and without PTSD

Among participants with PTSD, 93% had at least 1 comorbid psychiatric disorder compared
with 64% without PTSD (odds ratio [OR], 7.3; 95% confidence interval [CI], 3.2-16.5; p<.
001). Among participants with PTSD, 54% had 2 or more types of comorbid disorders (i.e.,
affective, anxiety, behavioral, and substance use disorders), and 11% had all 4 types of
comorbid disorders.

Table 1 shows the prevalence (and ORs) of psychiatric disorders among participants with and
without PTSD. Males with PTSD had significantly greater odds of having any comorbid
psychiatric disorder and drug use disorder than males without PTSD. Both males and females
with PTSD had significantly greater odds of having any substance use disorder, alcohol use
disorder, and both alcohol and drug use disorders than those without PTSD. Having PTSD did
not significantly increase the odds of having an affective, anxiety, or behavioral disorder for
either males or females. The prevalence of any comorbid psychiatric disorder was significantly
greater for males with PTSD than females with PTSD (OR, 3.4; 95% ClI, 1.1-10.6; p<.05).

Prevalence of PTSD among youth with and without specific psychiatric disorders

Table 2 shows that among males, having any psychiatric diagnosis, including any affective,
anxiety, behavioral or substance use disorder, significantly increased the odds of having
comorbid PTSD compared to those with no other psychiatric disorder. Among females, only
alcohol use disorder and comorbid alcohol and drug use disorders significantly increased the
odds of having PTSD. No significant difference in prevalence rates of PTSD was found
between males and females with specific psychiatric disorders.

DISCUSSION

Juvenile detainees with PTSD almost invariably have a comorbid disorder; over half have 2
or more types of comorbid disorders. The prevalence rate of drug use disorder — the most
common comorbid disorder among youth with PTSD — is 2—3 times higher than rates of drug
dependence found in a sample of high school seniors with PTSD (8). Rates of PTSD among
detainees with substance use disorders are also similar to or higher than rates among youth
with substance use disorders receiving psychiatric or substance use treatment (13,14).

Although comorbidity is a significant problem for both male and female detainees with PTSD,
males were more likely to have comorbid disorders than females. Similar findings were
reported among adults in the National Comorbidity Study (15); however, the opposite pattern
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was reported in a sample of chemically dependent adolescents (13). This gender difference
warrants further study.

Our findings may pertain only to youth in urban detention centers with similar demographic
composition. Because it was not feasible to interview caretakers, our data are subject to the
reliability and validity of youths' self-report; however, youth and their caretakers provide
comparable reports of youths' anxiety disorders (16). The DISC-1V — like most measures of
PTSD — uses the single-worst trauma as the stem question; hence, we are unable to estimate
the age at onset of PTSD. Finally, our rates might differ somewhat if we had been able to use
DSM-1V instead of DSM-I1I-R criteria to measure comorbid disorders.

CONCLUSION

Our findings have implications for the treatment of PTSD among at-risk youth.

Improve detection of comorbid PTSD among detained youth

PTSD is often missed, even in psychiatric settings (17), because traumatic experiences are
rarely included in standard screens or volunteered by patients (6). Screening should also
determine the relative onset of disorders, which may indicate which disorder should be the
primary target for treatment.

Consider the treatment ramifications of comorbid disorders

Even brief psychosocial and pharmacologic interventions for detainees with PTSD must
address comorbid disorders, especially substance use disorders. Detoxification or withdrawal
from substances can worsen the symptoms of PTSD (6). Exploration of traumatic experiences
-- a common psychotherapeutic tool for treatment of PTSD -- may worsen symptoms of
comorbid mood disorders or precipitate self-medication and relapse for those in recovery (6).
Medication management requires special attention to abuse potential and drug interactions
(7,18). Finally, the high-risk behaviors associated with certain psychiatric disorders, such as
attention-deficit/hyperactivity disorder, mania, and substance use (13,19), may increase the
likelihood of experiencing additional traumas.

Juvenile detainees typically remain in facilities for only 2 weeks before release (20). Hence,
their mental health needs must be addressed by community psychiatry as well as correctional
service systems. The treatments most likely to succeed will address past traumas and the
diagnostic complications which often follow.
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