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Over the past several decades
there has been a growing
awareness of the problem of

trauma and its consequences through-
out the lifespan. Although much at-
tention has focused on the long-term
effects of adverse experiences in
childhood (1–3), the plight of youths
exposed to trauma has also become a
major concern. Rates of trauma as
low as 16% have been reported
among adolescents (4), although a

number of other studies suggest
about 40% of adolescents experience
a traumatic event before age 18 (5–8).

The high exposure of children and
adolescents to trauma has led to ef-
forts to evaluate its impact, including
the development of posttraumatic
stress disorder (PTSD). General pop-
ulation surveys indicate 12-month
prevalence rates of PTSD between
.5% and 22% among youths (4,9–11).
Even higher rates are reported for

youths exposed to specific traumatic
events, such as physical or sexual
abuse (11–19), or who are in particu-
lar settings, such as jails and deten-
tion centers (20–24).

Less research has examined the
prevalence of PTSD among adoles-
cents with severe emotional and be-
havioral disorders. This group pres-
ents many treatment challenges be-
cause of their frequent involvement
in multiple service systems (mental
health, school, and juvenile justice
systems), the extent of their function-
al impairments, their high risk for
out-of-home residential placement,
and their struggle to transition into
adaptive adult roles (25). In response
to these needs, a system-of-care mod-
el was developed to integrate frag-
mented services into a cohesive, fam-
ily-driven, community-based system
(26,27). Over the past decade the sys-
tem-of-care model has been widely
disseminated and implemented in the
United States through the National
Evaluation of the Comprehensive
Community Mental Health Services
for Children and Their Families Pro-
gram, sponsored by the Center for
Mental Health Services (28,29).
Grantees are required to implement a
standard evaluation protocol to evalu-
ate the outcomes of youths and their
families served in the system of care.
One recent study drawn from the na-
tional evaluation data reported that
the rate of childhood physical or sex-
ual abuse was 36% (30). However, the
evaluation did not include measures
of PTSD symptoms or diagnosis, so
the extent of PTSD in this population
is unknown.
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Objective: This study examined the prevalence and correlates of post-
traumatic stress disorder (PTSD) among adolescents with severe emo-
tional disorders who were involved in multiple service systems. Meth-
ods: Sixty-nine adolescents, ages 11–17, and their primary caregivers
participated in a system-of-care project in three regions of New Hamp-
shire and were interviewed to determine adolescent trauma exposure,
prevalence of PTSD, treatment history, family background, behavioral
and emotional problems, functioning, caregiver strain, and strengths
and resilience. Results: The rate of current PTSD was 28%, which was
underdiagnosed in adolescents’ medical records. PTSD was related to
gender (42% for girls and 19% for boys; p=.03), history of sexual abuse
(61% among youths with sexual abuse and 15% among youths without),
chart diagnosis of depression (47% among youths with depression diag-
noses and 16% among youths without), and treatment with multiple psy-
chotropic medications (53% among youths prescribed two or more med-
ications and 26% among those prescribed no medication or one med-
ication). Adolescents with PTSD also were more likely to have run away,
engaged in self-injurious and delinquent behavior, reported higher anx-
iety and depression, and functioned worse at school and home than
those without PTSD. Conclusions: PTSD is a common but underdiag-
nosed disorder among adolescents with severe emotional and behav-
ioral disorders who are involved in multiple service systems. Routine
screening for trauma exposure and PTSD should be conducted with all
adolescents receiving mental health services so that treatment can be
provided to those with PTSD. (Psychiatric Services 59:627–634, 2008)



among youths served by multiple
service systems has potentially impor-
tant treatment implications. PTSD is
frequently undetected in adult popu-
lations when specific screening ques-
tions are not asked (31). With the
strong association between PTSD
and poor psychosocial and health
functioning among adolescents (7,12,
32–34), the failure to identify and
treat PTSD could increase youths’
vulnerability to negative mental and
physical health outcomes as they
transition into adulthood, increasing
their burden of chronic PTSD. To ad-
dress this question, we studied the
rate and correlates of PTSD among
adolescents with severe emotional
disorders who were enrolled in a sys-
tem-of-care demonstration project in
New Hampshire. The study was guid-
ed by four hypotheses. First, girls will
have higher rates of PTSD than boys,
consistent with gender differences in
PTSD (35,36). Second, PTSD diag-
nosis will be most strongly related to
history of childhood sexual abuse,
consistent with previous research on
youths (7) and adults (37,38). Third,
the rate of PTSD diagnosis in the
medical records of youths will be low-
er than the rate based on structured
clinical interviews. Fourth, youths
with PTSD will have a history of more
treatment, more severe symptoms
and behavior problems, and worse
functioning than youths without
PTSD.

Methods
The study took place at three com-
munity mental health centers in New
Hampshire, including two serving ru-
ral areas of the state (Berlin and Lit-
tleton) and a third serving the largest
city, Manchester. All three centers
were implementing a system-of-care
approach for youths with severe emo-
tional disorders that was specially
adapted in the state and called the
Community Alliance Reform Effort
(CARE NH). A regional collaborative
was created in each community to co-
ordinate and integrate planning for
the local system of care. The collabo-
rative included a regional coordina-
tor, representatives from local service
systems, consumer families, and cul-
tural competence consultation. All
youths served by CARE NH partici-

pated in an individual and family-cen-
tered process to identify and coordi-
nate needed community services and
supports (26).

Participants
Eligibility for CARE NH required
that the child meet Bureau of Behav-
ioral Health criteria for severe emo-
tional disorder, including being under
the age of 21, having an axis I DSM-IV
diagnosis (39), and having severe
functional impairment in more than

one domain (such as school and
home), as determined by the Child
and Adolescent Functional Assess-
ment Scale (40). Eligibility also re-
quired involvement with two or more
state-operated systems that serve
youths, including the Bureau of Be-
havioral Health, Bureau of Special
Education, Division of Juvenile Jus-
tice Services, Bureau of Developmen-
tal Disabilities, Division of Children,
Youth, and Families (child protec-
tion), Division of Substance Abuse
Services, and the Bureau of Early

Childhood Services. Finally, for eligi-
bility the child had to be at risk for
placement—or to have been placed—
out of the home and community.

The families of all referred youths
eligible for CARE NH were invited to
participate in a research evaluation at
baseline, which was repeated every
six months for three years. Project as-
sessments began on October 2, 2000,
and ended on October 27, 2005. For
youths over age ten this evaluation in-
cluded an interview with both the pri-
mary caregiver and the child. Access
to the CARE NH program was pro-
vided to all eligible youths and their
families regardless of whether they
agreed to the research. This article
covers youths over age ten who par-
ticipated in the research assessments.
For these assessments, written in-
formed consent for the evaluation
was obtained from the caregivers and
written assent was obtained from the
youths. All study procedures were ap-
proved by the institutional review
boards of Dartmouth College and the
state of New Hampshire.

A total of 150 adolescents were re-
ferred to CARE NH, and 118 met el-
igibility requirements for CARE NH.
Among these eligible adolescents and
their families, 70 (59%, or 47% of all
referrals) agreed to participate in the
research. This rate of participation
compared with all referrals (eligible
and not) is consistent with the 52%
rate reported for all system-of-care
communities in the national sample
for cohort 3 (December 2004 Aggre-
gate Data Profile Report, Macro In-
ternational, Atlanta). Among the 70
youths and caregivers who participat-
ed in the research evaluation, one had
incomplete information about PTSD
and was dropped from subsequent
analyses.

We compared the 69 research par-
ticipants with the 48 nonparticipants;
t tests and chi square tests were used
to analyze youth characteristics (gen-
der, age, race, living situation, in-
volvement of specific agencies, refer-
ral source, chart diagnoses, child be-
havior problems, recurring health
problems, history of physical abuse,
and history of sexual abuse) and fam-
ily characteristics (biological family
history of domestic violence, mental
illness, or substance abuse; parental
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history of psychiatric hospitalization,
substance abuse treatment, or crimi-
nal conviction). None of these differ-
ences were significant, indicating that
the research participants were com-
parable with the nonparticipants in
these chararcteristics.

Measures
This study was part of the National
Evaluation of the Comprehensive
Community Mental Health Services
for Children and Their Families Pro-
gram, and all of the assessment in-
struments (except the Children’s In-
terview for Psychiatric Syndromes
[ChIPS], described below) were se-
lected by Macro International, Inc.,
for the Center for Mental Health
Services. Assessments included sepa-
rate interviews with caregivers and
youths.

The Child Behavior Checklist
(CBCL) (41) was completed by care-
givers to measure the youth’s behav-
iors and symptoms. The CBCL con-
sists of two sections, including the so-
cial competence section, which taps
information related to involvement in
organizations, sports, peer relations,
and school performance, and the be-
havior and emotional problems sec-
tion, which taps various problems and
symptoms. For statistical analyses, we
used the total problems score, two
broad-band syndrome scores, and
eight narrow-band syndrome scores.

The Child and Adolescent Func-
tional Assessment Scale (CAFAS)
(40) was used to assess the degree to
which a youth’s mental disorder or
substance use disorder was disruptive
to daily life, based on the caregiver’s
report. The CAFAS uses semistruc-
tured interview questions covering
eight domains of psychosocial func-
tioning. Section V of the Behavior
and Emotional Rating Scale (BERS)
(42) was used to assess psychosocial
functioning across dimensions of
childhood strength and resiliency,
based on the caregiver’s report. This
section includes 52 items, correspon-
ding to interpersonal strength, family
involvement, intrapersonal strength,
school functioning, and affective
strength subscales.

The Caregiver Strain Question-
naire (CGSQ) (43) was used to assess
the extent to which the caregiver was

affected by the special demands of
caring for the youth over the past six
months. The CGSQ contains 21
items, from which three dimensions
of strain (objective, internalized sub-
jective, and externalized subjective)
and a global measure of strain were
computed. Higher scores indicate
greater strain.

The ChIPS (44) was used to evalu-
ate DSM-IV disorders. The parent
version was administered to care-
givers, and the child version was ad-
ministered to youths. The ChIPS is a
structured evaluation for trained lay
interviewers that yields DSM-IV diag-
noses. It is reliable and valid in this
population (45), including for the as-
sessment of PTSD. For example, one
study reported that PTSD diagnoses
based on the ChIPS for a clinical sam-
ple of youths were strongly related
(κ=.77) to diagnoses based on the
DSM-III-R Diagnostic Interview for
Children and Adolescents (46) and
clinician diagnoses (sensitivity rating
of 100%; specificity rating of 86%).
The ChIPS also elicits information
about a wide range of stressful and
traumatic events, including questions
to determine whether events meet
DSM-IV criteria A1 (perceived
threat) and A2 (distress) for PTSD.
This study focused on current (past-
month) PTSD diagnosis based on the
ChIPS. Because trauma reports and
PTSD symptoms are more often un-
derreported than overreported among
youths, resulting in discrepancies be-
tween caregivers and adolescents, we
followed the procedure of scoring
PTSD symptoms as present if either
the caregiver or adolescent reported
them (47,48).

Procedure
Youths were referred to CARE NH
by a service provider, family member,
or other involved person. Referrals
were sent to the regional coordinator
for the local CARE NH program at
each of the three sites, who conduct-
ed an intake interview with the pri-
mary caregiver. If the youth had not
been a client of the mental health
center, a clinical intake also was
arranged. Eligible families were then
invited by the regional coordinator to
participate in the research evaluation.

Families who agreed to participate

provided written informed consent and
were scheduled for the caregiver and
youth interviews. Interviews were con-
ducted in a location convenient for the
family. Interviewees were paid for their
participation. Interviewers were peo-
ple who had a child with a severe emo-
tional disorder or other service needs
and who were extensively trained in
conducting the interviews. Regular in-
terviewer reliability checks were con-
ducted throughout the project to en-
sure good interrater reliability.

Statistical analyses
We first examined the relationship
between gender, exposure to trau-
matic events, and PTSD diagnosis by
computing chi square analyses. We
next evaluated other demographic
correlates of PTSD, as well as family
history, clinical history, and treatment
history characteristics by computing
chi square analyses and t tests. Final-
ly, we evaluated the clinical and care-
giver correlates of PTSD diagnosis by
performing t tests on the CBCL,
CAFAS, BERS, and CGSQ scores.

Results
The characteristics of the remaining
study sample are summarized in
Table 1.

Rates of trauma exposure and the
prevalence of PTSD are summarized
in Table 2. Chi square tests indicated
that girls were more likely to have
been sexually abused than boys (χ2=
7.32, df=1, p=.007) but showed no
other differences in trauma exposure.
On the basis of the ChIPS, girls were
also more likely to have PTSD (χ2=
4.56, df=1, p=.03) and to have chart
diagnoses of PTSD (χ2=8.92, df=1,
p=.003). Exposure to sexual abuse
(but not other traumatic events) was
associated with higher rates of PTSD
according to the ChIPS, with 11 of 18
(61%) youths with sexual abuse hav-
ing PTSD, compared with six of 34
(15%) youths without sexual abuse
(χ2=12.74, df=1, p<.001).

Comparisons of adolescents with or
without PTSD (based on the ChIPS)
indicated no significant differences in
any demographic characteristics oth-
er than gender but several differences
in family history, behavior problems,
and treatment history. Parental di-
vorce was related to PTSD diagnosis,
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with 15 of 19 (79%) youths with
PTSD experiencing parental divorce,
compared with 22 of 50 (44%) youths
without PTSD (χ2=6.76, df=1, p=
.009). A history of having run away
from home was related to PTSD, with
13 of 19 (68%) youths with PTSD
having run away, compared with 20 of
48 (42%) youths with no PTSD (χ2=
3.90, df=1, p=.05). PTSD diagnosis
was significantly related to chart diag-
noses of depression (nine of 19, or
47% of adolescents with ChIPS diag-
nosis of PTSD had chart depression
diagnoses versus eight of 50, or 16%
of adolescents without PTSD) (χ2=
7.30, df=1, p=.007). Of note is that
PTSD diagnosis on the ChIPS was
only marginally related to a chart di-
agnosis of PTSD (five of 19, or 26% of
adolescents with a ChIPS diagnosis of
PTSD had a PTSD diagnosis in their
charts, compared with five of 50, or
10% of youths without a ChIPS as-
sessment of PTSD) (p=.08).

There were no differences in serv-
ice system involvement or treatment
history between the PTSD groups.
However, they differed in prescribed
psychotropic medications (χ2=8.70,
df=3, p=.03). Adolescents with PTSD
were more likely than those without
PTSD to be prescribed medication
(two of 19 youths, or 11%, versus 15
of 49, or 31%, respectively) or to be
prescribed only one medication (one
of 19 youths, or 5%, versus 12 of 49 or
25%, respectively) and were more
likely to be prescribed two medica-
tions (ten of 19 youths, or 53%, versus
13 of 49, or 27%, respectively) or
three or more medications (six of 19
youths, or 32%, versus nine of 49, or
18%, respectively).

The clinical and functional corre-
lates of PTSD on the CBCL and
CAFAS are summarized in Table 3.
On the CBCL, adolescents with
PTSD had higher scores on the nar-
row-band subscales of anxiety and de-
pression and of delinquent behavior,
and they had marginally higher scores
on somatic complaints and aggressive
behavior. The PTSD group also had
higher scores on both broad-band
syndrome subscales and on total
problems. On the CAFAS, adoles-
cents with PTSD had worse function-
ing in their home role, moods and
emotions, and self-harming behavior,

PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' June 2008   Vol. 59   No. 6663300

TTaabbllee  11

Demographic and diagnostic characteristics of 69 adolescents with severe 
emotional disorders

Characteristic N %

Age (M±SD)a 14.13±1.88
Gender

Male 43 62
Female 26 38

Race
White only 61 88
All others 8 12

Current living situationb

Two parents or caregivers (at least one biological) 26 39
One biological parent only, without a partner 15 23
In a home, not with a biological parent 12 18
24-hour residential (includes juvenile detention 

and corrections centers) 13 20
Annual household income

$0–$19,999 31 52
$20,000–$34,999 11 19
≥$35,000 17 28

Adolescent behavior problems
Ran away without caregiver’s knowing location 33 49
Attempted suicide 18 27
History of substance abuse 11 17
Sexually abusive toward others 10 16

Recurring health problem 37 54
Taking medications for emotional or behavioral problems 51 75
Total number of psychotropic medications taken

None 18 26
1 13 19
2 23 33
3 or more 15 22

Chart diagnosis
Posttraumatic stress disorder 10 14
Other anxiety disorder 3 4
Mood disorder 17 25
Conduct disorder 6 9
Oppositional defiant disorder 31 45
Attention-deficit disorder or attention-deficit hyperactivity disorder 57 83

Global Assessment of Functioning score (M±SD)c 48.3±7.6
Family history

Divorce 37 54
Member of household has recurring health problem 44 77
Someone in family is very sick 25 36
Biological family history of mental illness 54 84
Biological parent has ever been in a psychiatric hospital 21 46
Biological parent has ever been convicted of a crime 34 59
Biological family history of substance abuse 50 77
Biological parent has ever received treatment for substance abuse 21 54
History of domestic violence or spouse abuse 48 75

Experience with services
Adolescent service experience (past 12 months)
Outpatient servicesb 57 86
School-based services 63 94
Day treatment 17 25
Residential treatment or inpatient hospitalization 35 51
Alcohol or substance abuse treatment 9 13
Previous psychiatric hospitalization 30 45

Service system involvement at enrollment
Mental health 59 85
Education 66 96
Juvenile justice 20 29
Child protection 16 23
Developmental disabilities 12 17
2 systems 37 54
3 systems 29 42
4 systems 3 4

a Range=11–17
b N=65
c Possible scores range from 0 to 100, with higher scores indicating better functioning.



as well as on the total score.
None of the comparisons be-

tween the PTSD groups on the
BERS or CGSQ subscales were sig-
nificant. Thus PTSD was not relat-
ed to caregivers’ ratings of adoles-

cents’ strengths or resiliency or to
caregiver strain.

Discussion
Consistent with the high rate of trau-
ma among these youths with severe

emotional disorder and multisystem
involvement, the rate of PTSD was
also high, at 28%. This rate exceeds
general population estimates of
PTSD among youths (4,9–11) and is
more in line with the rates reported in
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TTaabbllee  22

Traumatic events and prevalence of posttraumatic stress disorder (PTSD) among adolescents with severe emotional disorders

Total sample Males Females

Exposed Exposed Exposed

Trauma exposure Total N N % Total N N % Total N N %

Physically abused 60 29 48 38 17 45 22 12 54
Sexually abused 58 17 29 36 6 17 22 11 50
Witnessed domestic violence 69 35 51 43 24 56 26 11 42
Death of a loved one 69 35 51 43 22 51 26 13 50
Someone close was murdered 69 7 10 43 5 12 26 2 8
Someone adolescent likes

was killed in an accident 69 9 13 43 7 16 26 2 8
Meets criteria for PTSDa 69 19 28 43 8 19 26 11 42
Chart diagnosis of PTSD 69 10 14 43 2 5 26 8 31

a As assessed with the Children’s Interview for Psychiatric Syndromes

TTaabbllee  33

Clinical and functional correlates of posttraumatic stress disorder (PTSD) among adolescents with severe emotional disorders

PTSD No PTSD

Measure N M SD N M SD t df p

Child Behavior Checklista

Narrow-band syndrome scales
Withdrawn 19 70.21 10.76 48 68.12 9.94 –.76 65 .45
Somatic complaints 19 68.00 10.41 48 62.91 9.70 –1.89 65 .06
Anxious or depressed 19 74.95 10.61 48 68.92 11.37 –1.99 65 .05
Social problems 19 74.00 11.41 48 71.60 11.19 –.79 65 .43
Thought problems 19 71.84 10.72 48 71.40 9.80 –.16 65 .87
Attention problems 19 71.11 10.18 48 71.52 10.40 –1.99 65 .55
Delinquent behavior 19 73.11 8.60 48 67.88 8.38 –2.29 65 .03
Aggressive behavior 19 79.84 11.11 48 74.21 11.26 –1.85 65 .07

Broad-band syndrome scales
Externalizing 19 76.53 7.88 48 71.65 8.18 –2.22 65 .03
Internalizing 19 72.95 8.07 48 67.88 9.58 –2.04 65 .05

Total problems 19 78.77 6.72 48 73.69 7.92 –2.45 65 .02
Child and Adolescent Functional
Assessment Scalesb

School role 18 26.11 8.50 47 25.53 9.28 –.23 63 .82
Home role 18 30.00 .00 47 25.74 9.03 –3.23 46 .002
Community role 18 8.89 11.32 47 10.85 11.00 .64 63 .52
Behavior toward others 18 22.78 7.52 47 21.70 7.32 –.53 63 .60
Moods and emotions 18 26.67 4.85 47 20.64 8.95 –2.70 63 .01
Harmful behavior to self 18 20.00 11.88 47 12.13 12.50 –2.30 63 .02
Substance abuse 18 2.78 8.26 47 1.49 5.89 –.70 63 .48
Thinking 18 10.00 10.29 47 5.74 10.16 –1.51 63 .14
Total scorec 18 147.22 39.53 47 123.83 37.74 –2.21 63 .03

a Possible scores range from 0 to 100, with higher scores indicating worse functioning; T scores of 67–70 for syndromes are in the borderline clinical
range and scores over 70 are in the clinical range, whereas “total problems” T scores of 60–63 are in the borderline clinical range and scores over 63
are in the clinical range.

b Domains were rated on 4-point scales: 0, minimal or no impairment; 10, mild impairment; 20, moderate impairment; 30, severe impairment.
c Possible scores range from 0 to 240, with higher scores indicating worse functioning.



studies of abused youths (11–19).
Also consistent with prior research,
girls were more likely than boys to
have a history of sexual abuse and to
meet criteria for PTSD (42% versus
19%) (7,30, 49–53), and sexual abuse
was identified as the most distressing
event linked to PTSD (7,49,54).

Despite the high rate of PTSD de-
tected by the ChIPS, it was much less
frequently noted in adolescents’
charts. Furthermore, the relationship
between chart diagnosis of PTSD and
diagnosis based on the ChIPS was
only marginally significant, suggest-
ing that PTSD was frequently not di-
agnosed or was misdiagnosed in the
treatment settings. The only chart di-
agnosis that was significantly related
to the interview-based diagnosis of
PTSD was depression, which is often
comorbid with PTSD among youths
(7,12,18,33,49,55).

PTSD diagnosis was correlated
with several important problems.
Adolescents with PTSD were more
likely to have a history of running
away from home, consistent with pri-
or research (30,33,56–59), and were
more likely to engage in self-harming
behavior, also consistent with prior
research (59–62). PTSD also was as-
sociated with more severe behavior
problems and symptoms on the
CBCL, including increased anxiety or
depression and increased delinquen-
cy on the narrow-band syndromes,
and internalizing and externalizing
symptoms on the broad-band syn-
dromes, as well as more problems
with mood and emotions on the
CAFAS. These findings are consistent
with research showing that PTSD
among youths is associated with a
wide range of symptoms and problem
behaviors (7,17,18,33,63).

PTSD was also related to greater
functional impairments on the
CAFAS, including worse functioning
at home and in school. These associa-
tions are consistent with other re-
search on the functional correlates of
PTSD among adolescents (12,33,53),
as well as studies suggesting that
PTSD symptoms contribute to worse
functioning among youths (64). How-
ever, despite the worse clinical and
psychosocial functioning of adoles-
cents with PTSD, caregivers did not
perceive them as having fewer

strengths or as posing more burden.
Overall the findings suggest that

PTSD is a common but underdiag-
nosed disorder among adolescents
with severe emotional disorders. Al-
though interview-based diagnoses of
PTSD were associated with severe
problems, chart diagnosis indicated
that treatment providers were largely
unaware of who had PTSD. The poor
recognition of PTSD, combined with
its more severe and heterogeneous
clinical presentation, may partly ac-
count for the high rate of polyphar-
macy for adolescents with PTSD
(88%) compared with those without
PTSD (46%).

The findings have potentially im-
portant clinical implications. With the
high rate of PTSD in this study and
the underdiagnosis of PTSD in
charts, routine screening for trauma
and PTSD with standardized instru-
ments (65,66) should be conducted
with all adolescents receiving mental
health services. In addition, mental
health providers who treat youths
need training in empirically validated
interventions for PTSD (67,68).
More accurate detection and treat-
ment of PTSD among adolescents
with severe emotional disorders
could reduce the severe symptoms
and functional impairments associat-
ed with the disorder.

Several limitations of this study
should be noted. First, the sample
was not large, and we did not control
for conducting multiple statistical
tests, and thus some of the findings
could be spurious. Second, although
the racial-ethnic composition of the
study sample reflected the communi-
ties where the study took place, the
sample was predominantly Cau-
casian. Research is needed to evalu-
ate prevalence of PTSD in a more
racially and ethnically diverse popula-
tion of adolescents with severe emo-
tional disorders. Third, 41% of eligi-
ble adolescents and their caregivers
declined participation in the study,
suggesting that the findings may not
generalize to a broader population of
similar youths. Of youths with atten-
tion-deficit hyperactivity disorder or
oppositional defiant disorder, a signif-
icantly higher percentage participat-
ed in the research than refused. Al-
though it is unclear why youths with

these diagnoses were more likely to
agree to participate in the research,
the difference suggests that the find-
ings may be more generalizable to
youths with these disorders than to
youths without. Fourth, the ChIPS
was designed for lay interviewers, not
experienced clinical interviewers. Al-
though it has acceptable psychomet-
ric characteristics for assessing PTSD
among youths (45), a more refined di-
agnostic instrument should be con-
sidered in future research.

Conclusions
Despite these limitations, this study
was unique in its examination of
PTSD among youths with severe
emotional disorders involved in mul-
tiple service systems. The findings in-
dicated that PTSD is common but
underdiagnosed, and it is associated
with more severe problems and
treatment with more medications.
There is a need for greater awareness
of the problem of trauma and PTSD
among youths with severe emotional
disorders.
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