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Trauma and Suicide Risk in Juvenile Detention

Abstract
Trauma and PTSD have been associated with suicidality in certain populations but not
examined empirically in juvenile justice settings. Consecutive youth admitted to juvenile
detention centers in Connecticut in 2004 and 2005 completed the Massachusetts Youth
Screening Instrument Version 2 (MAYSI-2) and the Suicidal Ideations Questionnaire
(SIQ) at intake. Robust relationships were found between the Traumatic Experiences
subscale of the MAYSI-2 and the SIQ, on a bivariate and multivariate basis. Discussion
includes the potential impact of trauma exposure and traumatic stress on suicidality and
the need for trauma/PTSD screening as a component of suicide prevention with youth in

juvenile justice.
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Introduction

Youths in Juvenile Justice: At Risk for Mental Health Problems and Suicide

The American juvenile justice system has begun to hold increasing numbers of
youth, with juvenile arrests at 2,261,000 million in 2002 (Snyder, 2004). The number of
youths in custody in the United States on any given day has been estimated to be 134,011
(Sickmund, 2004). Many now enter the juvenile justice system with psychiatric needs
(Briscoe, 1996). Therefore, numerous authors have called for behavioral health screening
of all children entering juvenile detention centers (Grisso & Underwood, 2004;
Wasserman, McReynolds, Ko, Katz, Kauffman, Haxto, et al., 2004; Metzner, 2003)
based on evidence from epidemiologic and clinical studies of high levels of incidence of
psychopathology among this sub-population (Teplin, Abram, McClelland, Dulcan, &
Mericle, 2002; Abram, Teplin, McClelland, & Dulcan, 2003). Wierson, Forehand and
Frame (1992), found that in addition to conduct disorder, personality disorders, affective
disorders (with 10-30% prevalence), attention deficit disorder, substance abuse disorders
and mental retardation occur frequently in juvenile delinquent populations. Children with
mental health problems are detained longer on average than those without such problems
(U.S. House of Representatives, 2004). Desai, Goulet, Robbins, Chapman, Migdole, &
Hoge, (in draft) note that there are few studies with sufficient rigor to calculate
prevalence of mental health disorders in the juvenile justice system, but of those that
exist, a consistent finding is that almost two in three detained youths (65%) have such
disorders. Screening thus may be seen as an ethical and moral responsibility in juvenile
justice settings, as well as a means to potentially reducing future delinquent behavior and

enhancing the safety of the child and staff (Grisso & Underwood, 2004). The importance
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of screening is underscored by Wasserman et al., (2004), who recommend the use of two
universal screening instruments in order to minimize false negatives.

Suicidality is a behavioral health risk of particular concern for triage in juvenile
justice settings because of its surprising prevalence and serious lethality. Hayes (2004)
cites suicide rates for children in detention as four times higher than for the general
population. Nationwide data indicate that 69% of juvenile detention facilities report
suicide attempts or aggressive behavior in youths waiting for community treatment (U.S.
House of Representatives, 2004). Moreover, suicides in correctional facilities are often

found to be preventable, and thus there is a strong focus on determining suicide risk upon
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Table 1. Pearson correlations of MAYSI-2 sub-scale and TE item scores with SIQ risk and MAYSI-2 Suicidality sub-scale scores.

Total Sample

DA TD Al AD TEG TEB Hyp T/B HD Rape IR Wit
333 .237 320 .180 .219 .228 .099 .I51 101 .238 .190 .065
000 .000 .000 .000 .000 .000 .031 .001 .028 .000 .000 .161
469 469 469 469 467 467 469 469 469 469 469 467
587 461 398 362 366 .384 218 .219 215 390 307 .104
p .000 .000 .000 .000 .000 .000 .000 .000 .000 .000 .000 .022
N 489 489 489 489 487 487 489 489 489 489 489 487

SIQ Risk

\:2@\

MAYSI2 Suicide

Boys
SIQ Risk r 264 210 283 127 151 149 054 092 .079 .138 .144 .082
p .000 .000 .000 .024 .007 .008 .337 .102 .157 .013 .010 .144
N 319 319 319 319 318 318 319 319 319 319 319 318
MAYSI2 Suicide r 592 417 349 353 300 276 .I33 .166 231 .400 .269 .078
p .000 .000 .000 .000 .000 .000 .0I5 .002 .000 .000 .000 .155
N 332 332 332 332 331 331 332 332 332 332 332 331
Girls
SIQ Risk r 366 .226 .323 256 .263 .259 107 .231 .198 252 177 .017
p .000 .005 .000 .002 .001 .001 .192 .004 .015 .002 .030 .837
N 150 150 150 150 149 149 150 150 150 150 150 149
MAYSI2 Suicide r 526 469 405 358 375 417 269 264 .245 326 .268 .142
p .000 .000 .366 .000 .000 .000 .001 .001 .002 .000 .001 .076
N 157 157 157 157 156 156 157 157 157 157 157 156
Bold p <0.01 level (2-tailed). Italic p <0.05 level (2-tailed). Note: DA=MAYSI2 Depression Anxiety Subscale; TD

= MAYSI2 Thought Disturbance Subscale AI=MAYSI2 Anger Irritability Subscale ~AD = MAYSI2 Alcohol Drug Use Subscale

TEG = MAYSI2 Trauma Experiences Girls' Subscale TEB = MAYSI2 Trauma Experiences Boys' Subscale Hyp =
People talk about you (Boys) T/B = Ever had something terrible/bad happen Hd = Been hurt or danger (Girls) Rape = Ever
been raped or danger or rape IR = Thoughts/dream about events Wit = Witness someone else injured/killed
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Table 2. Logistic regression predicting suicide risk on the SIQ

B S.E. WaldF df p OR 95% C.L

AGE -100 .103 933 1 334 905 739 1.108
GENDER(1) -.735 .231 10.1521 001 480 .305 .754

RACE AA 318 275 1338 1 247  1.374 802 2.355
RACE HISP .097 261 .137 1 711 1.102 .660 1.838
THOUDIST .508 .146 12.1311 000 1.662 1.249 2.211
ALCODRUG .108 .055 3.829 1 050 1.114 1.000 1.242
TRAUMAEX 216 .099 4.793 1 029 1.242 1.023 1.507
AGE -.089 .103 749 1 387 915 748 1.119
GENDER(1) -.735 .231 10.0831 001 480 .305 .755

RACEAA 290 273 1.123 1 289  1.336 .782 2.283
RACE HISP .101 .260 .152 1 697  1.107 .665 1.843
THOUDIS 497 .151 109131 001 1.644 1.224 2.209
ALCODRUG .134 .054 6.174 1 013 1.143 1.029 1.270
Intr Re-Exp .503 304 2.743 1 .098 1.654 912 2.999

GENDER(1)=Female, RACEAA=African American, RaceHISP=Hispanic,
THOUDIST=MAYSI-2 Thought Disturbance subscale, ALCODRUG=MAYSI-2
Alcohol and Drug Use subscale, TRUAMEX=MAYSI-2 Traumatic Experiences
subscale, Intr Re-Exp=Intrusive Re-Experiencing



