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Abstract
Although research on runaway and homeless youth is increasing, relatively little is known about the
diagnostic profile of runaway adolescents. The current study examined patterns of psychiatric dual
and multiple diagnosis among a sample (N = 226) of treatment-engaged substance-abusing youth
(ages 13 to 17) who were residing at a runaway shelter. As part of a larger treatment outcome study,
the youths’ psychiatric status was assessed using the DSM-IV based computerized diagnostic
interview schedule for children [CDISC; (1)]. The majority of the youth in our sample met criteria
for dual or multiple diagnosis (60%) with many having more than one substance-use diagnosis (56%).
The severity of mental-health and substance-use problems in this sample of substance-abusing
runaways suggests the need for continued development of comprehensive services. The range and
intensity of diagnoses seen indicates a need for greater focus on treatment development and strategies
to address their multiple areas of risk.
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INTRODUCTION
Despite controversy in the field regarding the usefulness of diagnoses and the potential for
negative repercussions associated with labeling or validity of diagnoses (2–4), diagnostic
information allows communication and provides information that can be a useful starting point
for intervention efforts (5,6). Used appropriately, diagnostic information has the potential to
enhance treatment outcome through guiding intervention efforts (7).

The literature on adolescent dual diagnosis is much smaller than is that of the adult literature
(8) even though many studies indicate that substance use disorders often develop in conjunction
with other psychiatric disorders (9). Furthermore, longitudinal studies found that childhood
conduct problems/antisocial behaviors foster subsequent problem substance use or antisocial
personality disorder in adolescence and adulthood (10,11). Stice et al. (10) note that much
research on antisocial behavior and substance use among adolescents is based upon community
or school samples, with fewer researchers having examined clinical samples of youth treated
for substance abuse.

Indeed, many studies found that conduct problems are common among adolescents treated for
substance abuse problems, with the incidence ranging from 40% to 90% [e.g., (12,13)]. A mong
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specific subtypes of psychiatric dual diagnosis, depressive diagnoses are studied more widely
than is any other type (8) with studies showing dual diagnosis rates of depression ranging from
20% to 30% [e.g., (14–17)]. Several studies found that the presence of an anxiety disorder was
not significantly higher in youth with a substance-use disorder (8) and that the range of dual
diagnosis with anxiety disorder is from 7% to 18% (18–20).

Runaways, as a subgroup of adolescents, are relatively understudied and underserved.
Researchers investigated the characteristics and correlates of adolescent runaways and found
that this population is especially at risk for engaging in delinquent behavior (21–23). In the
runaway literature, Booth and Zhang (24) assessed the prevalence of conduct disorder (CD)
among runaway and homeless adolescents and investigated the association between CD and
HIV-risk behaviors among 219 runaway and homeless adolescents recruited from a drop-in
center. One-half of the males and 60% of the females were diagnosed with CD. Conduct
disorder was the strongest predictor of lifetime heroin and cocaine use and survival sex
practices, number of sex partners, and number of drugs used in the prior three months. These
authors note the importance of considering the influence of psychiatric diagnosis on high-risk
behaviors.

In addition to the high rate of conduct disorder and high-risk behaviors among runaway youth,
substance use, psychotic symptoms, and depression are also high in this population. Substance
use among runaway and homeless adolescents is two to three times higher than is that of school
youths (25,26). Kooperman, Rosario, and Rotheram-Borus (27) compared a sample of runaway
adolescents to adolescents in general and found that runaways are three times more likely to
use marijuana, seven times more likely to use crack/cocaine, five times more likely to use
hallucinogens, and four times more likely to use heroin. Mundy and colleagues (28) found that
29% of their sample of homeless youth reported experiencing four or more of the psychotic
symptoms on the Diagnostic I nterview Schedule psychotic-symptom index. It is not surprising
that studies have found rates of clinical depression ranging from 29% to 83.6% (29–31).

Although several studies examined conduct disorder, depressive symptoms or substance-
related diagnoses among runaway and homeless youth (24,29,30,32,33) fewer studies
examined the range of comorbid diagnoses that these youth may present with utilizing
Diagnostic and Statistical Manual-IV (DSM IV) criteria. However, Unger et al. (30) assessed
symptoms of Attention Deficit Hyperactivity Disorder (ADHD) utilizing the Adolescent
Diagnostic Interview (34), depression utilizing the CES-D (35), and substance use with
questions from the Substance Abuse Module (36). Unger et al. (30) evaluated youth, age 12 to
23 years, who were living in shelters and on the street. They found an extremely high prevalence
of these mental health problems compared with corresponding rates among housed youth.

Schweitzer and Hier (37) examined the prevalence of psychological maladjustment in homeless
adolescents (N = 54) in Australia, as compared to a housed control group (N = 54) using the
Youth Self-Report (38). They found that 74% of the homeless group and 22.4% of the control
group scored within the clinical range on one or more clinical subscales. Similarly, Craig and
Hodson (39) examined psychiatric disorder prevalence among a sample of London homeless
youth as compared to housed youth utilizing the Composite International Diagnostic Interview
[CIDI; (40)]. Their findings were similar to those found in the United States. The homeless,
where compared to nonhomeless, youth, suffered from chronic mental health disorders. The
rates of mental illness were three times those seen in the nonhomeless sample and included
primarily depression and anxiety disorders. They further noted that childhood psychiatric
disorder may contribute to adult homelessness through the negative impact on the youth’s
ability to earn income and effectively engage in housing programs.
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Unlike these prior findings, McCaskill, Toro and Wolfe (41) found that although shelter-
residing youth, compared to a matched sample of housed adolescents, showed more disruptive
behavior disorders and alcohol abuse or dependence, no differences in drug abuse, affective
disorders, or psychotic disorders were found.

No study was found that examined multiple diagnostic patterns among runaway youth utilizing
DSM-IV criteria. Thus, using the Computerized Diagnostic I nterview Schedule for Children
(CDISC), which provides diagnoses based upon DSM-IV criteria (1), the goals of this study
were to 1) examine diagnostic patterns associated with dual, concurrent diagnoses (both
conditions are diagnosed as being present in the individual at the same time vs. sequential or
lifetime comorbidity), 2) examine diagnostic patterns associated with multiple diagnoses (two
or more diagnoses are present in addition to substance use), 3) examine whether different drugs
show distinct comorbid patterns, and 4) examine family and individual correlates of multiple
diagnoses.

Our final aim is to 5) examine gender and ethnicity differences in patterns of dual and multiple
diagnoses among this sample of shelter-residing, runaway youth. This is important given that
Winters, Latimer and Stinchfield (42) noted that research on gender differences in psychiatric
dual and multiple diagnosis among drug-abusing youth is too small to reach definitive
conclusions. The literature on runaway youth is even sparser in examining gender and ethnicity
differences associated with dual and multiple diagnosis. Overall, the findings from this study
might help increase our understanding of the range of diagnoses that this group of substance-
abusing youth have that can be useful for treatment development efforts.

METHOD
Participants

Researchers recruited 226 runaway youth from two adolescent runaway shelters in a
southwestern city. A total of 123 (54%) females and 103 (46%) males were included in this
study. The ethnic distribution was 15 (7%) Native Americans, 14 (6%) African American, 98
(43%) Hispanic, 76 (34%) Anglo, and 23 (10%) Other. Adolescents were an average of 15
years old (SD = 1.39), with a range from 12 to 17 years old. Adolescents reported having run
away from home an average of 4.72 times (SD = 10.02). Of the 226 adolescents, 142 (62%)
reported ever being arrested. Of those ever arrested, adolescents reported being arrested an
average of 2.67 times (SD = 5.38).

The current study is part of two larger studies examining treatment outcomes with substance-
abusing runaway adolescents (grants R29DA11590 and R01AA12173). In order to participate
in the study, youth had to satisfy eligibility requirements, which included meeting DSM-IV
diagnostic criteria for a substance-use disorder, being between the ages of 12 to 17, reside
within a 60-mile radius of the research site, and have a parent or surrogated parent willing to
participate in family therapy. Of eligible youth referred to the study 95% agreed to participate.

Procedure
A project research assistant approached each youth identified as potentially eligible for the
program by shelter staff. If the youth met preliminary eligibility criteria, the research assistant
reviewed the nature and conditions of the study and the elements of informed consent. The
youth was then asked to sign the consent statement. However, prior to the assessment being
administered, the youth’s primary caretaker was contacted and their consent was obtained for
participation in the program. In most cases, the assessment was completed within 24 hours
after initial contact. Once both consents were obtained, the research assistant administered the
Diagnostic Interview Schedule for Children [DISC; (1)] sections on alcohol, marijuana, and
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other substances to the youth in an effort to ascertain whether or not the youth met DSM-IV
criteria for a substance-use disorder. If the youth did not meet criteria for a drug- or alcohol-
use disorder, they continued with treatment as usual through the shelter. Those youth receiving
a drug- or alcohol-use diagnosis continued with the assessment. T hey were told that the
assessment would take up to three hours and that they would receive $25 at the completion of
the assessment.

Materials
Three domains of interest were assessed: family functioning, substance use, and related
problem behaviors. The assessment included both clinician-assisted and self-report
questionnaires. Those youth having difficulty completing the self-report questionnaires were
offered assistance from the interviewer and youths were given the option of completing the
assessment in one sitting or in two shorter sessions on separate days.

Diagnostic Status—Shaffer’s Computerized Diagnostic Interview Schedule for Children
[CDISC, (1)] is a computerized instrument consisting of 263 items measuring the criteria for
DSM-IV diagnoses. The CDISC was developed specifically to diagnose children and
adolescents and is prominent in the field (43), it was administered to youth in the study by the
research assistant. The CDISC includes sections on Conduct Disorder, Oppositional Defiant
Disorder, Mood, Eating, and Anxiety disorders. It has demonstrated excellent interrater
reliability of 97% with clinicians agreeing with the diagnosis of CDISC (44).

Demographic Measures—A demographic questionnaire, designed to characterize and
compare participants, was administered. Measures included age, gender, self-identified
ethnicity, information about parents and siblings, economic information, education level, grade
point average, suicidiality, family abuse, and arrest history.

Family Measures—The Conflict Tactic Scale [CTS; (45)] was implemented to measure the
occurrence of several methods of conflict resolution used by the youth and primary caretaker.
Three subscales were used (reasoning, verbal aggression, and physical violence), with each
subscale separately scored to understand the methods used in conflict resolution. The measure
has shown good internal consistency with a Cronbach’s alpha of .83 (46) in a clinical sample.
The CTS is a widely used measure of conflict resolution tactics (44).

The Parental Bonding Instrument [PBI, (47)] consists of 25 items designed to measure the
youth’s perceived attitudes of parental bonding and overprotection during the period of time
in which the youth lived in the home. Reliability and validity were established in both clinical
and nonclinical samples (48,49). A number of studies document the suitability of using the
PBI with adolescent samples (50,51).

The Family Environment Scale [FES; (52)], is a commonly used and well-standardized family
assessment instrument. It is comprised of 90 true-false items and consists of 10 subscales that
measure the following social-environmental characteristics of families: Cohesion,
Expressivity, Conflict, Independence, Achievement-Orientation, Intellectual-Cultural
Orientation, Active-Recreational Orientation, Moral-Religious Emphasis, Organization, and
Control. Internal consistencies range from .61 to .78 and test-retest reliabilities from .73 to .
86. Conflict and Cohesion subscales were used to assess family disturbance as these two areas
of functioning are shown to predict negative communication exchanges in delinquent families
(53).

Measures of Substance Use—The Form 90, developed for NIAAA-funded Project Match
(54), was the primary measure of quantity and frequency of drug and alcohol use. This measure
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uses a combination of the timeline follow-back method (55) and grid averaging (56). This tool
has shown excellent test-retest reliability for indices of drug use in major categories (57,58)
including with runaway substance abusing adolescents (59) with kappas for different drug
classes ranging from .74 to .95. To address problem consequences associated with drug use,
the POSIT (92) was utilized. Support for the psychometric properties of the POSIT, including
convergent and discriminant validity, has been reported by McLaney, Delboca and Babor
(93).

Related Problem Behaviors
The NYSDS is a structured interview used as a measure of delinquent behavior. It includes 5
subscales: General theft, Crimes against persons, Index offenses, Drug sales, and Total
delinquency. The NYSDS is a structured interview that has displayed adequate test-retest and
criterion validity (60). Test-retest reliabilities for periods between two weeks and six months
range from .75 to .98, internal consistency alphas range between .65 and .92, and criterion
correlations between self-report and police or parent data approach .40 (61).

The Youth Self-Report (YSR) of the parent-reported Child Behavior Checklist [CBCL; (62)]
provides a standardized format to quickly elicit reports of children’s behavior across a wide
range of problem areas. The 120-item scale includes an assessment of behaviors in children
associated with withdrawal, somatic complaints, anxiety/depression, social problems, thought
problems, attention problems, delinquency, and aggression. The YSR provides factor scores
for internalizing and externalizing as well as total behavior problems. The measure is highly
reliable and effectively discriminates between children referred to clinics for problem behavior
and nonclinic children.

The Health Risk Questionnaire (63,64) a modified version of the 1989 edition of the CDC
Health Risk Survey [HRS; (63)] and of the Homeless Youth Questionnaire (64) were utilized
in this project. Johnson et al. (64), examined seven specific AIDS risk factors, which were
included in the present study as follows: 1) IV drug use; 2) multiple sexual partners; 3) high-
risk sexual partners (including prostitutes, IV drug users, and persons who are HIV positive);
4) irregular condom use, defined as whether or not the respondent or partner usually uses a
condom; 5) anal sex; 6) prostitution; and 7) ever having had an STD. These risk factors can be
aggregated into an overall AIDS risk index, which is a simple count of the number of risk
factors reported by the youth (range 0–7; Cronbach’s alpha = 0.61).

RESULTS
Substance Use Disorders

Of the 226 adolescents included in this study, 90 (40%) had only substance-use diagnoses.
Seventy-seven (34%) had one mental health diagnosis in addition to a substance-use diagnosis
(dual diagnosis). Finally, 59 (26%) had two or more mental health diagnoses in addition to a
substance-use diagnosis (multiple diagnosis). A “diagnostic status” variable was created to
delineate substance-use alone diagnosis (coded as 0), dual diagnoses (coded as 1), and multiple
diagnoses (coded as 2).

Of the adolescents with substance-use disorders, 1 45 (64%) were diagnosed with an alcohol-
use disorder (alcohol abuse or alcohol dependence), 182 (81%) were diagnosed with marijuana-
use disorder (abuse or dependence), and 57 (25%) were diagnosed with other substance-use
disorder (abuse or dependence). Nicotine dependence was not included in the substance-use
disorders and also was not considered for the inclusions for dual or multiple diagnoses in the
rest of the paper. However, 61 (27%) adolescents did report nicotine dependence. Further, of
these three substance-use diagnoses, 100 (44%) adolescents were diagnosed with only one

Slesnick and Prestopnik Page 5

Am J Drug Alcohol Abuse. Author manuscript; available in PMC 2008 June 18.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



substance-use disorder, 94 (42%) were diagnosed with two substance-use disorders, and 32
(14%) adolescents had all three substance-use disorders (see Tables 1, 2 and 3).

For lifetime reported use for specific drugs, 223 (99%) reported ever using alcohol, 122 (54%)
ever used cocaine, 29 (13%) ever used sedatives, 146 (64%) ever used hallucinogens, 82 (36%)
ever used inhalants, 224 (99%) ever used marijuana, 48 (21%) ever used opiates, 6 (3%) ever
used steroids, 218 (97%) ever used tobacco, 37 (16%) ever used tranquilizers, and 50 (22%)
ever used other drugs.

We now will investigate each of our previously stated goals in turn, beginning with examining
the mental health diagnoses as they differ for dually and multiply diagnosed adolescents.

Examine Diagnostic Patterns Associated with Dual, Concurrent Diagnosis
Dually Diagnosed: We examined the mental health diagnoses of the dually diagnosed
adolescents. F or the 77 adolescents with a mental health diagnosis in addition to a substance
use diagnosis, the most common diagnosis was conduct disorder (N = 35). See Table 4 for the
number of dually diagnosed adolescents with each mental health diagnosis.

Examine Diagnostic Patterns Associated with Multiple Diagnosis
Multiply Diagnosed: For the 59 multiply diagnosed adolescents, the most common diagnosis
was major depression (N = 28) and an additional four reported dysthymia. See Table 4 for the
number of multiply diagnosed adolescents with each mental health diagnosis.

Throughout the remainder of the results, we will be investigating substance use and mental
health. In order to compare the relation of substance use and mental health, a number of
different measures of each will be used to help understand the data in different ways. To
measure substance use, the number of substance-use diagnoses (range from 1 to 3), and
measures of amount of use (% days of the past 90 days) of different drugs will be used. To
measure mental health, the measure of diagnostic status (described previously) will be used,
along with the incidence of specific diagnoses (e.g., major depression) will be used.

Examine Whether Different Drugs Show Distinct Comorbid Patterns
Substance-Use Diagnoses and Mental Health Diagnoses: Next, we investigate the relation
between substance-use diagnoses and mental health diagnoses. Differences in specific
diagnoses based on the number of substance-use diagnoses (1, 2, or 3) were examined using
Chi-Square tests. Only the diagnosis of conduct disorder differed by the number of substance-
use diagnoses (χ2 = 8.10, p = .02), with 15 (15%) adolescents with one substance-use diagnosis,
25 (27%) adolescents with two substance-use diagnoses, and 12 (38%) with three substance-
use diagnoses, reporting conduct disorder. No other diagnoses differed by number of substance-
use diagnoses ( p’s > .10).

We were also interested in the patterns of mental health diagnoses that specific substance-use
diagnoses showed. However, since a majority of adolescents (56%) had more than one
substance-use diagnosis, the patterns were not discernable due to the overlap of adolescents
between groups.

Examinations of differences in frequency of use (percent of days of use in the past 90) of the
major drug classes were examined for differences for the major diagnoses. Although 11 major
drug classes are examined in the Form 90, only cocaine (CO), marijuana (MA), and alcohol
(AL) were examined because they were the most frequently used by these adolescents. [Percent
days used out of the past 90 days: M (SD) = 15% (19) for AL, 39% (35) for MA, 5% (15) for
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CO.] All other drugs were used an average of less than 3% of days and were, therefore, not
considered to be used often enough to warrant analyses.

Dual/Multiply Diagnosed: Using the “diagnostic status” variable described previously, the
relation of diagnostic status to differing patterns of drug use was investigated. To determine if
the pattern of use identified drugs differed between those with dual and multiple diagnosis, a
profile analysis was performed, using repeated measures ANOVA, with diagnostic status
variable as a between-subjects variable and the percent days of drug use as the dependent
variables (AL, MA, and CO percent days use). An interaction was the key effect sought in this
analysis, because this would show that differing numbers of mental health diagnoses were
related to different amounts of use of AL, MA, and CO. No significant interaction was found
( p > .10). However, one reason for no interaction could be that all diagnoses were grouped
together. A better way to conduct the analyses may be to separate the mental health diagnoses
into different classes. This same analysis was used to determine if the adolescents with a
diagnosis in particular classes of diagnosis were related to different patterns of drug use.

To conduct these analyses, new variables grouping mental health diagnoses into classes were
created from the individual diagnosis counts. Three main variables were created. Conduct
disorder and oppositional defiant disorder were combined to create a CD/ODD variable.
Eighty-two (36%) adolescents had a diagnosis of CD or ODD. Depression, dysthymia, mania,
and hypomania were to combined to create an affective disorders variable. Forty-six (20%)
adolescents had one or more affective disorder diagnoses. Generalized anxiety disorder,
obsessive compulsive disorder, panic disorder, post-traumatic stress disorder (PTSD),
agoraphobia, general phobia, and specific phobia were combined to create an anxiety disorders
variable. Seventy-three (32%) adolescents had one or more anxiety disorder diagnoses.

CD/ODD: To test whether diagnoses of conduct disorder and oppositional defiant disorder
showed differences in use of particular drugs, ANOVAs were utilized. Since conduct disorder
and oppositional defiant disorder are mutually exclusive according to DSM-IV criteria, all
adolescents could only have a diagnosis for one of the disorders. Adolescents with a CD/ODD
diagnosis showed differential patterns of substance use as compared to adolescents without a
CD/ODD diagnosis [F (2, 223) = 3.51, p < .05; see Figure 1]. Those with CD/ODD used
marijuana more frequently (M = 47% days, SD = 34) than did those without CD/ODD (M =
34% days, SD = 34), t (224) = −2.72, p < .01.

Anxiety: Since the number of anxiety disorders could range from zero to six, the anxiety
disorders variable was recoded so that the incidence of any anxiety disorder (one or more) was
compared to no anxiety disorder. Incidence of anxiety disorder did not show differential
patterns of substance use ( p > .10).

Affective: Affective disorders were recoded in the same manner as anxiety disorders so that
incidence of any affective disorder was compared to no affective disorder. Affective disorders
also did not show differential patterns of drug use ( p > .10).

Examine Family and Individual Correlates of Multiple Diagnosis—Next, our interest
in mental health diagnoses was in the possible relation that mental health diagnoses would have
to the family environment and individual characteristics. Our interest was in how factors related
to the family environment (conflict tactics total score for parent and for youth, bonding care
score, conflict, and cohesion) and individual factors (HIV risk score, drug or alcohol problem
consequences (POSIT), and Delinquency total score) were related to diagnostic status (none,
one, or multiple co-occurring mental health diagnoses, scored 0, 1, or 2) and to the incidence
of major classes of mental health diagnoses. Hierarchical regression analyses were performed
to determine the relative impact of the family environment and individual factors on diagnostic
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status and the occurrence of the major classes of diagnoses (affective disorders, anxiety
disorders, and CD/ODD). For these analyses, the classes of diagnoses were not dichotomized
since regression analyses are well equipped to handle continuous variables and would lend
further sensitivity to the analyses. Four stepwise regression a nalyses, predicting diagnostic
status and each of major classes of diagnoses in turn, were conducted by first entering the
individual factors and then entering the family environment factors second. By doing so, not
only can we determine the overall effect of the family environment and the individual factors,
but we can determine the relative impact of each set of factors, separate from the other. Due
to missing data in some of the individual and family variables, the number of valid cases for
these analyses is 219.

Predicting Diagnostic Status: Diagnostic status was significantly predicted by the individual
factors [sr2 = .04, F (3, 215) = 2.68, p < .05]. Higher scores on the individual problem measures
were related to higher levels of diagnostic status (multiple diagnoses). Family environment
factors did not add a significant amount of variance above that of the individual factors (sr2

= .02, p > .10). Overall R for the model was .23 [R2 = .05, F (8, 210) = 1.45, p > .10].

Predicting Affective Disorders: Affective disorders were significantly predicted by the
individual factors [sr2 = .11, F (3, 215) = 8.37, p < .001]. Family environment factors added a
significant amount of variance above that of the individual factors [sr2 = .07, F (5, 210) = 3.31,
p > .01]. Overall R for the model was .41 [R2 = .17, F (8, 210) = 5.38, p < .001].

Predicting Anxiety Disorders—Anxiety disorders were predicted by the individual factors
[sr2 = .04, F (3, 215) = 2.64, p = .05]. Family environment factors did not add a significant
amount of variance above that of the individual factors (sr2 = .04, p > .10). Overall R for the
model was .27 [R2 = .07, F (8, 210) = 2.03, p < .05].

Predicting CD/ODD: The diagnoses of CD and ODD were not predicted by family and
individual variables (all p’s > .10). Overall R for the model was .21 (R2 = .04).

Examine Gender and Ethnicity Differences in Patterns of Dual and Multiple
Diagnosis—Finally, investigations into ethnicity and gender differences were made. Chi-
Square analyses were conducted to determine if gender and ethnicity showed differences in
the incidence of mental health and substance use diagnoses.

Gender Differences: Differences between males and females were investigated. No
differences were found for the number of substance-use diagnoses. However, females were
more likely to have multiple diagnosis than were males (see Table 5; χ2 = 7.77, p < .05). Gender
differences were found for all three diagnostic groupings, with males reporting greater
incidence of CD/ODD (χ2 = 4.49, p < .05), females reporting a larger number of anxiety
disorders (χ2 = 10.36, p < .01), and more affective disorders (χ2 = 8.84, p < .01). See Table 5
for number and percentage of males and females with each class of disorder.

Ethnicity Differences: Ethnicity differences in mental health and substance-use diagnoses
were only examined for Anglo youth and Hispanic youth because the other ethnicities were
not as prominent. Therefore, 76 Anglo youth and 98 Hispanic youth were compared on dual
and multiple diagnosis; number of substance-use diagnoses; and on the incidence of affective,
anxiety, and CD/ODD diagnoses. No differences between Anglo and Hispanic youth were
found for any of these measures (all p’s > .10).
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DISCUSSION
This paper examined patterns of dual and multiple diagnosis among a sample of shelter-
residing, treatment-seeking runaway adolescents. To our knowledge, this is the first systematic
study using a DSM IV-based interview schedule to examine the full range of psychiatric
diagnoses within this population.

Patterns of Diagnostic Status
The majority (60%) of our sample had dual (34%) or multiple diagnoses (26%). Among
multiply diagnosed youth, major depression was the most common diagnosis, followed by
oppositional defiant disorder, conduct disorder, and obsessive compulsive disorder. For those
youth dually diagnosed, conduct disorder was the most common mental health diagnosis
followed by oppositional defiant disorder and major depression. Regardless of dual or multiple
comorbidity, among diagnostic categories, conduct/oppositional defiant disorders were the
most common (36%), followed by anxiety disorders (32%), and then affective disorders (20%).
Among the general population of substance-abusing youth seeking treatment our incidence of
conduct and affective disorder is similar to the findings of others (8). In addition, conduct
disorder was related to multiple substance-use diagnoses and to greater marijuana use.
However, our sample of runaway youth show a much higher incidence of anxiety disorder
compared to that of nonrunaway substance abusers (with ranges of 7% to 18%), and we found
no other reports among runaway youth on anxiety diagnoses. This is an interesting finding as
anxiety disorders respond well to brief psychosocial interventions and generally show good
prognosis (65–69).

Several researchers have investigated the relationship between affect and substance use finding
that reduction of negative affect is linked to drug and alcohol use with heavier users reporting
negative affect [e.g., (70–72)]. Some have interpreted substance use as an escape-avoidance
form of coping with emotions (73,74). Given the evidence suggesting that anxiety may be
successfully treated in adolescents and its potential role in substance use, substance-use
treatment providers might consider evaluation and intervention of anxiety disorder in these
youth. Further research can determine if such a focus might reduce substance-use relapse.

Among substance-use diagnoses, 56% of our youth met criteria for more than one substance-
use disorder, including 14% who met criteria for three substance-use diagnoses. Our sample
of shelter-residing runaway youth has severe substance-abuse problems. Other researchers
have noted high levels of substance use among runaways, and our data show that in addition
to high levels of use, these youth are meeting symptom criteria at an early age of onset. This
is disturbing for several reasons. First, research has shown that early onset substance use
problems can predict continuing substance abuse problems in adulthood (75–78). Hawkins,
Catalano, and Miller (79) in a review of risk and protective factors for alcohol and drug
problems in adolescence found that early onset of substance-use problems is associated with
other problem behaviors including conduct problems, alienation and rebelliousness, and school
failure.

Second, although these adolescents have sought assistance at the shelter, many do not seek
treatment for substance use or mental health problems. Most shelters do not provide
intervention beyond crisis intervention. Only 9% of homeless and runaway youth surveyed in
one study had ever accessed mental health services (80) and only 10%–15% had ever received
treatment for alcohol or drug problems (80,81). The high levels of multiple substance-use
diagnoses in combination with dual and multiple comorbidity, family chaos, and individual
problem behaviors creates a large set of risk factors that challenge current treatment efforts.
This is a breakdown in our treatment services as shelters are not typically funded to provide
comprehensive substance abuse and mental health assessment and intervention. Even for those
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youth who access treatment for substance-abuse problems, Winters et al. (42) note that many
drug treatment programs do not address psychiatric comorbidity issues directly. The
unavailability of comprehensive services can interfere with treatment outcome as Latimer et
al. (82) suggest that untreated comorbid psychiatric disorder may contribute to posttreatment
relapse rates.

Family and Individual Correlates of Multiple and Dual Diagnosis
Individual factors (high-risk behaviors, drug-use consequences, and delinquency score)
showed greater influence on both diagnostic status (dual and multiple diagnosis), and on
presence of affective and anxiety disorders. Kaliski and coworkers (83) noted that the runaway
adolescent’s focus on present survival outweighed any major concerns for the future. In
addition, chronic depression in runaway youth was viewed as being manifested as passively
suicidal behaviors (83) as the depression obstructed more self-protective behaviors from being
learned and practiced. These authors reported that seriously depressed runaways also believe,
“if they get AIDS they would die and that would put an end to their worry and struggle” (83).
The relationship between diagnostic status, affective and anxiety disorders, HIV risk behaviors,
problem consequences, and illegal behaviors is not surprising given that multiply disordered
youth might have a “nothing left to lose” philosophy.

Family environment factors (conflict, cohesion, bonding and conflict resolution skills) also
predicted affective disorders above the contribution of individual variables, suggesting that
family conflict and connection is especially salient for depressed youth as noted by many other
researchers (84–87). Interestingly, conduct and oppositional defiant disorder were not
predicted by our measures of family or individual variables, possibly this is due to a ceiling
effect of uniformly high scores amongst this sample of youth.

Gender and Ethnicity
Males and females did not differ on number of substance-use diagnoses, although females were
more likely to have multiple diagnoses than were males. Among mental health diagnoses, more
males than females were diagnosed with conduct/oppositional defiant disorder (44% vs. 30%,
respectively) and more females were diagnosed with anxiety (42% vs. 21%) and affective
disorders (28% vs. 12%). Although one study found no differences in rates of comorbid
diagnoses by gender in a school-based sample (9) our findings are consonant with other
researchers whose findings were similar to ours (12,82,88).

No differences between Hispanic and Anglo youth on any of the dependent measures were
found. Knight, Virdin, and Roosa (89) found rates of mental health problems to be similar
among the general population of Hispanic and Anglo adolescents. Findings for substance use
among runaway adolescents are mixed. Two studies showed no differences in diagnostic status
of substance-use disorder or drug-use intention between Hispanic and Anglo runaways (90,
91). Contrary to our findings of no differences, two other studies found differences between
Hispanic and Anglo runaway youth in which Hispanic runaways used drugs more frequently
(27) and Anglo runaways were more likely to be diagnosed with an alcohol or other drug abuse
disorder (30).

Limitations and Future Directions
Although one strength of this study was the utilization of DSM criteria and a structured
interview to assess a range of mental health and substance-use disorders, several limitations
of this research need to be considered. First, the findings are cross-sectional and causation
cannot be attributed. This population is more severe than the population of housed substance-
abusing youth and so the findings may not generalize to nonrunaway substance-abusing youth.
In addition, our sample of runaway youth is based upon a sample of convenience and may not
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represent runaway youth in other parts of the country that have different ethnic and racial
compositions, and perhaps different environmental/social influences.

This study is a step towards increasing our understanding of the unique range and intensity of
problems that runaway youth face beyond those of other substance-abusing youth, however,
future research efforts need to focus on intervention strategies. To date, we have found no
published intervention strategies to address the range of problems these youth face. Given the
problem severity of this subgroup of substance-abusing youth, treatment efforts might best be
directed towards multisystemic interventions that address individual, interpersonal and social
factors that likely all interact in a reciprocal and bidirectional way.
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Figure 1.
Percentage days use of alcohol, marijuana, and cocaine by CD/ODD diagnosis.
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Table 1
Number and percentage of substance-use diagnoses for adolescents with one substance-use disorder

AL abuse 17, 17%
AL dependence 15, 15%
MA abuse 20, 20%
MA dependence 41, 41%
Other substance abuse 2, 2%
Other substance dependence 5, 5%
Total N 100
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Table 2
Number and percentage of substance-use diagnoses for adolescents with two substance-use disorders

AL abuse, MA abuse 18, 19%
AL abuse, MA dependence 19, 20%
AL abuse, other substance abuse 0, 0%
AL abuse, other substance dependence 0, 0%
AL dependence, MA abuse 15, 16%
AL dependence, MA dependence 24, 26%
AL dependence, other substance abuse 2, 2%
AL dependence, other substance dependence 3, 3%
MA abuse, & other substance abuse 0, 0%
MA abuse, & other substance dependence 3, 3%
MA dependence, & other substance abuse 4, 4%
MA dependence, & other substance dependence 6, 6%
Total N 94
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Table 3
Number and percentage of substance-use diagnoses for adolescents with three substance-use disorders

AL abuse, MA abuse, & other substance abuse 0, 0%
AL abuse, MA abuse, & other substance dependence 1, 3%
AL abuse, MA dependence, & other substance abuse 1, 3%
AL abuse, MA dependence, & other substance dependence 3, 9%
AL dependence, MA abuse, & other substance abuse 2, 6%
AL dependence, MA abuse, & other substance dependence 6, 19%
AL dependence, MA dependence, & other substance abuse 3, 9%
AL dependence, MA dependence, & other substance dependence 16, 50%
Total N 32
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Table 4
Number and percentage of adolescents who are dually and multiply diagnosed who meet criteria for each mental health
disorder

Dually diagnosed (N = 77) Multiply diagnosed (N = 59) Total (N = 136) Total sample (N = 226)

Conduct disorder 35 (45%) 17 (29%) 52 (38%) 23%
Oppositional defiant (ODD) 11 (14%) 20 (34%) 31 (23%) 14%
CD/ODD† 46 (60%) 36 (61%) 82 (60%) 36%
Depression 9 (12%) 28 (47%) 37 (27%) 16%
Dysthymia 0 (0%) 4 (7%) 4 (3%) 2%
Mania 1 (1%) 7 (12%) 8 (6%) 4%
Hypomania 0 (0%) 2 (3%) 2 (1%) 1%
Affective disorders† 10 (13%) 36 (61%) 46 (34%) 20%
Obsessive compulsive 5 (6%) 22 (37%) 27 (20%) 12%
PTSD 4 (5%) 12 (20%) 16 (12%) 7%
Agoraphobia 3 (4%) 12 (20%) 15 (11%) 7%
Generalized anxiety disorder (GAD) 0 (0%) 10 (17%) 10 (7%) 4%
Specific phobia 8 (10%) 22 (37%) 30 (22%) 13%
Panic disorder 0 (0%) 10 (17%) 10 (7%) 4%
Social phobia 0 (0%) 16 (27%) 16 (12%) 7%
Anxiety disorders† 20 (26%) 53 (90%) 73 (54%) 32%
Schizophrenia 0 (0%) 1 (2%) 1 (1%) 0.4%
Anorexia 0 (0%) 8 (14%) 8 (6%) 4%

†
Note. Number of adolescents with one or more disorders in this class.
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Table 5
Gender differences in diagnostic status and incidence of mental health diagnoses

Male (N = 103) Female (N = 123)

Only substance use diagnoses 48 (47%) 42 (34%)
Dual diagnosis 37 (36%) 40 (33%)
Multiple comorbidity 18 (17%) 41 (33%)
CD/ODD* 45 (44%) 37 (30%)
Anxiety* 22 (21%) 51 (42%)
Affective* 12 (12%) 34 (28%)

*
Note. Number of male or female adolescents meeting criteria for at least one of these disorders.
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