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Abstract

Sexual and gender minority (SGM) youth and racial and ethnic minority (REM) youth are
overrepresented in carceral settings. Specifically, SGM youth experience higher rates of
depression, anxiety, and suicidality and mental health need is significantly higher among REM
groups of children and youth compared to non-REM youth. However, the intersectionality
between these marginalized identities among justice-involved populations as it relates to mental
health outcomes remains unclear. Among youth in juvenile correctional facilities, this thesis used
cross-sectional data from the 2019 Minnesota Student Survey to examine differences in four
mental health indicators (suicidal ideation, suicide attempt, self-harm, depressive symptoms) as

well as receipt of behavioral health care by SGM and REM statuses.

Here, we find that, across axes of identity, SGM youth—regardless of REM status—have
substantially higher prevalence of all measured mental health outcomes. However, a higher
proportion of these SGM, versus non-SGM, incarcerated youth received behavioral health care,
motivating future research on the efficacy of these interventions. Specifically, SGM identity
seems to be a stronger determinant of negative mental health indicators; as compared with non-
SGM/REM youth, SGM/non-REM and SGM/REM youth demonstrated elevated ORs of suicide
attempt and self-harm when adjusted for sociodemographic covariates. This indicates that
disparities may lie in self-harming behavior, rather than ideation. Interestingly, SGM status may
confer poor mental health, but REM status may uniquely impart resilience factors, suggesting
that incarceration-related trauma may be especially harmful to SGM youth. Consequently,

interventions that treat SGM and REM status as important components of unique cultural needs



can aid juvenile justice systems in working towards a model that is more rehabilitative for its

vulnerable youth.



Background

Youth incarceration in the U.S.

The United States incarcerates a far greater proportion of youth than any other developed
country.! Youth-justice involved populations face a great deal of hardship before, during, and
after their involvement with the juvenile detention system. In 2021, nearly 25,000 youth under

age 18 were incarcerated in juvenile jails and prisons in the United States.?

Although the prevalence of youth incarceration is on the decline—a June 2023 report from the
U.S. Bureau of Justice Statistics found that the number of juveniles incarcerated in all U.S. adult
prisons or jails declined from a peak of 10,420 in 2008 to a low of 2,250 in 2021—the decline
largely resides in the proportion of youth held in large facilities and adult prisons and jails, while
the proportion held in small or medium facilities have increased steadily over the past 2 decades

with data collected from 2,019 juvenile facilities.?

However, these facilities are not equipped to handle this increase. Juvenile correctional facilities
are often subject to crowding, understaffing, and insufficient trauma screening. In fact, 1 in 6
incarcerated youth in 2020 were found to be in facilities that were at or over their standard bed
capacity.® But, the juvenile justice workforce to tend to these youth is severely lacking: a 2016
report found that annual turnover among juvenile correctional staff is between 20% and 25%
because of a variety of reasons that were quite different from non-correctional staff 4. Juvenile
correctional officers reported lower levels of job satisfaction and voluntarily left the organization

at a higher rate than non-correctional employees. Specifically, correctional staff were



significantly more likely to cite safety concerns as a factor in their decision to leave compared to
non-correctional staff.* Considering the instability of a carceral system, increased trauma
screening is also especially important and has been identified as a major need in juvenile justice

settings to prevent chronic justice involvement via retraumatization.>®

As a result, incarceration is a known social determinant of health.” An inherently harmful
experience, incarceration results in a higher prevalence of experiencing substance abuse,
violence, infectious and chronic diseases, and mental health issues. For example, the Centers for
Disease Control and Prevention (CDC) found that about 2.3% of all tuberculosis cases in the
U.S. in 2021 occurred among people 15 years of age or older who were current residents of
correctional facilities, while only about 0.7% of the American population is currently in a federal
or state prison or local jail.*® In general, justice-involved adolescents are significantly more
likely to have several physical health disorders, including STIs, asthma, and high blood
pressure.'? Further, with these concerns at both youth- and leadership-levels of the institution,
incarceration is a physical mechanism that exacerbates an already disenfranchised population,

contributing to worsened health.

At the same time, mental health is a major need for these justice-involved youth. More
specifically, youth who are incarcerated are already at a higher risk of mental health need. This
may be because nearly 90% of youth involved with the juvenile justice system have been
exposed to at least one potentially traumatic event, including violent victimization, psychological
trauma, and traumatic loss.!! In fact, about two thirds of youth in detention or correctional

settings have at least one diagnosable mental health disorder, compared with an estimated 9 to 22



percent of the general youth population.!? Further, a 2022 study by Mental Health America found
that 15.08% of youth (age 12-17) report suffering from at least one major depressive episode
(MDE) in the past year.'? Incarceration itself also exacerbates previously present mental health
need, as specifically the incarceration of youth before the age of 18 years in an adult correctional
facility was associated with a 33% increase in the risk of mortality between 18 and 39 years of
age.'* Clearly, vulnerable youth often enter carceral spaces and experience further distress once

in the system, resulting in elevated negative mental health indicators.

Racial and ethnic minority status and mental health need

Youth incarceration is occurring in a way that disproportionately affects racial and ethnic
minority (REM) youth. As of 2021, Black youth were 4.7 times as likely to be placed (detained
or committed) in juvenile facilities as their white peers, according to nationwide data collected in
October 2021, a trend that has persisted over the past decade.!> A 2022 review by the Office of
Juvenile Justice and Delinquency Prevention (OJJDP) states that Black and Latino youth are the
most likely to be incarcerated. Specifically, the OJJDP notes that 41% of incarcerated young
people are Black, despite making up only 15% of the adolescent population. So, for every
100,0000 Black youths, 315 are in custody, and for every 100,000 Latino youths, 92 are in

custody, compared to 72 white youths per 100,000.'6

Even outside of juvenile correctional facilities, the suicide death rate among Black youth has
been found to be increasing faster than any other racial/ethnic group. According to a report
released by the 2019 Congressional Black Caucus (CBC) Emergency Taskforce on Black Youth
Suicide and Mental Health, Black youth under 13 years are twice as likely to die by suicide.

When comparing by sex, Black males ages 5-11 years are more likely to die by suicide compared
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to their white peers.!” Clearly, these racial and ethnic minority-based disparities in mental health
are deep-rooted in the U.S. and exacerbated by the carceral state. Delving deeper into the
intersection of race, ethnicity, and mental illness specifically within juvenile correctional
facilities, a 2014 study of over 40,000 youth with 17,695 being committed found that, within
private facilities, Black and Latino youth were not as likely to be committed to a community
therapeutic program as white youth.!'® In addition, a 2016 study that used records from Maricopa
County, AZ, found that the presence of mental health needs enhanced the likelihood of
confinement to the greatest degree for African American youth, followed by Latino youth, with
little impact among White youth. Essentially, this provides evidence that race and ethnicity
disproportionately interact with mental health status to influence dispositional conditions for
these minority youth.!® Overall, REM youth are both disproportionately incarcerated in the U.S.

and deprived of the appropriate mental health supports.

Sexual and gender minority status and mental health need

Sexual and gender minority (SGM) youth are also disproportionately impacted by mass
incarceration. More specifically, a 2017 study based on a nationally representative federal agency
survey revealed that 39.4% of girls and 3.2% of boys in juvenile correctional facilities identified
as lesbian, gay, or bisexual (LGB).?’ Sexual minority youth, in general, were also found to be 2-3
times more likely than heterosexual youth to report prior episodes of detention lasting a year or
more. In addition, data from 7 juvenile detention centers found that ~20% of incarcerated youth
reported an LGB identity compared with 7% of 9% of the general population.?! It is difficult to
determine an accurate picture of involvement for transgender youth specifically, as current data
largely exists within the broader demographic of lesbian, gay, bisexual, or transgender (LGBT)

youth, but we can expect a similar overrepresentation of this population in carceral spaces.??



11

In general, SGM youth have poorer mental health compared to their non-SGM peers.?3 2

Nationally representative data demonstrate that nearly one-quarter of LGB youth and more than
one-third of transgender youth attempted suicide in 2019 compared with ~6% of non-SGM
youth.?6?7 This is especially important considering that 1 in 4 teens identify as LGBTQ,
according to a 2023 study by the CDC. When magnifying mental health needs among this
uniquely underserved population of SGM youth during incarceration specifically, a 2018 study
also found that sexual minority adolescents were more likely than nonsexual minority
adolescents to endorse symptoms on the Behavior Assessment System for Children, Second
Edition (BASC-2) within the clinical range for Internalizing Problems, Inattention/Hyperactivity,
the Emotional Symptoms Index, and Personal Adjustment.?® This can be better understood
through research portraying the fact that LGBTQ youth often experience a hostile school
environment, may fight to protect themselves, and are frequently blamed for their own
victimization, ultimately facilitating entry in the school-to-prison pipeline.?® All in all, SGM
youth who are incarcerated may be at greater risk of experiencing harm within these oppressive

spaces, contributing to poor mental health, overall.

Intersectionality and incarceration: a paucity of research

Intersectionality theory is a major motivator of this research, as it provides a “theoretical
framework rooted in the premise that human experience is jointly shaped by multiple social
positions (e.g. race, gender), and cannot be adequately understood by considering social
positions independently,” a concept first published by legal scholar Kimberlé Crenshaw and
developed within Black feminist theory to better explicate the situation of Black women in the

U.S..3% In the field of mental health, specifically, the expectation is that public stigma might be
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higher towards members of multiple stigmatized social groups, especially due to stereotypes,
prejudice, and discrimination among members of the general public.3! The three directions in
which this intersectionality is generally understood to lead are double disadvantage, prominence,
and exacerbation. Double disadvantage theory specifically describes an accumulation of
disadvantage with an increasing number of stigmatized identities: a double Jeopardy, predicting
that individuals who hold more than one disadvantaged status may experience worse health than

their singly disadvantaged and privileged counterparts.3>-3?

Prominence, on the other hand, states that some person characteristics may become more
noticeable and inhibit the influence of the other social identities, a concept that is situation
dependent.?? The exacerbation model then posits that each additional form of discrimination
exacerbates the effects of the others. Among LGBT youth of color specifically, a 2013 study
revealed that both racism and antigay discrimination were associated with negative health
outcomes for LGBT African-American youth, indicating a potentially double disadvantaged

model.?*

However, analyzing these models within the context of justice-involved youth requires extensive
information on the current demographic of marginalized, incarcerated youth. Unfortunately, a
common trend in research that surrounds incarcerated youth across either SGM or REM status,
sometimes even more so than heightened mental health need, is a paucity of data availability and
accessibility within these intersectional fields. Consequently, the mental health of incarcerated
SGM youth is severely understudied.®> Although few studies in the past year have attempted to

explore SGM status and mental health in the context of incarceration, risks for these outcomes in
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REM populations remains unclear.>® In other words, intersectionality between marginalized
identities (including SGM status and REM status) specifically in this highly oppressive state of
incarceration is a topic even less studied.*® Consequently, this thesis aims to begin bridging this

gap between multiple marginalized identities, mental health needs, and appropriate intervention.
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Methods

Data

This study used data from the 2019 MSS, a statewide, population-based, self-report survey of
youth administered every 3 years in public schools, alternative learning centers, and juvenile
correctional facilities.>” More specifically, these analyses used data solely from juvenile
correctional facilities. Within these carceral spaces, the MSS is administered either online or via
paper and pencil to all incarcerated youth (12-18 years), regardless of grade in school.
Specifically, in 2019, there were 27 juvenile correctional facilities in Minnesota, and 17
participated in the MSS. The current analytic sample consists of 221 incarcerated youth (Mage =

15.5 years).

Measures

Exposure

Sexual orientation was assessed with the question: “How do you describe yourself?”: Response
options were: heterosexual (straight); bisexual gay or lesbian; questioning/not sure; pansexual;
queer; I don’t describe myself in any of these ways; and I am not sure what this question means.
Respondents who were not sure what the sexual orientation question meant were not included in
further analyses. Transgender and gender-diverse identity were assessed with the question: “Are
you transgender, genderqueer, or genderfluid?”” Response options included: yes; no; I am not sure
about my gender identity; and I am not sure what this question means. Respondents who replied
yes to this question also received a follow-up question: “How do you describe yourself?”

Responses options to this question included: male, trans male, trans man, or trans masculine;
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female, trans female, trans woman, or trans feminine; nonbinary, genderqueer, or genderfluid;

and I prefer to describe my gender as something else.

Racial identity was assessed with the question: “How do you describe yourself? (Mark ALL that
apply).” The response options included “American Indian or Alaskan Native,” “Asian or Asian
American,” “Black, African, or African American,” “Hispanic or Latino/a,” “Native Hawaiian or
other Pacific Islander,” and “White.” Youth who selected more than one race were classified as
multiracial. Hispanic was classified as an ethnicity, which meant that youth who self-identified
as Hispanic and any one of the races (e.g., White) were not coded as multiracial. Among racial
minority youth, those who identified as American Indian/Alaskan Native, Asian/Asian American,
or Black/African/African American were subsequently asked which ethnic group best describes
them and were presented with a list of options specific to their race. Ethnicities included in study
analyses were: Hispanic, other-minority ethnicity (i.e., all youth who identified as an ethnic

minority other than Hispanic), and non-minority ethnicity (i.e., non-Hispanic White).

Respondents were classified as an SGM individual if they reported any nonheterosexual sexual
orientation and/or responded yes or I am not sure about my gender identity to the question
assessing transgender and gender diverse identity. Respondents were classified as an REM
individual if they reported any non-White race or ethnic minorities (Hispanic or other-minority
ethnicity). Hispanic, white individuals were classified as multi-race. We then used this SGM and
REM classification to create 4 mutually exclusive groups: (1) non-SGM and non-REM youth, (2)

SGM and non-REM youth, (3) non-SGM and REM youth, (4) SGM and REM youth.
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Mental Health Indicators

Suicidal ideation was assessed with the question: “Have you ever seriously considered
attempting suicide?” Suicide attempt was assessed with the question: “Have you ever actually
attempted suicide?” For both questions, respondents who answered, “Yes, during the last year”
were classified as experiencing past year suicidal ideation and past-year suicide attempt,
respectively. Suicidal ideation and attempt have been assessed in the MSS since 1992, use the
same wording as suicide-related questions in the Centers for Disease Control and Prevention’s
national Youth Risk Behavior Survey, and as an indicator of convergent validity, are positively
associated with expected variables recorded in the MSS, including self-injury, exposure to

interpersonal violence, and alcohol and substance use.*

Self-harm was measured with the question: “During the last 12 months, how many times did you
do something to purposely hurt or injure yourself without wanting to die, such as cutting,
burning, or bruising yourself on purpose?”” Respondents who reported purposely hurting or

injuring themselves at least once were classified as engaging in past-year self-harm.

Depressive symptoms were assessed using the Patient Health Questionnaire-2 (PHQ-2). The
PHQ-2 is a brief, depression symptom screening tool with 2 items that are predicated with the
statement, “Over the last 2 weeks, how often have you been bothered by...?” and the items are:
(1) little interest or pleasure in doing things, and (2) feeling down, depressed, or hopeless,
Responses to each item are recorded on a scale form 0 (not at all) to 3 (nearly every day), and
then summed. Sum scores were then dichotomized into scores < 3 and > 3. The sum score >3

variable indicates more-frequent depressive symptoms. The sum score has been widely used as a
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continuous measure of depressive-symptom severity in previous studies with adolescents,

including in primary care, community, and school-based settings.3**3

Exposure to ACEs

Respondents answered 9 yes-or-no questions assessing exposure to adverse childhood
experiences (ACEs) that covered several types of negative and traumatic experiences, including:
incarceration of a parent; living with someone who uses too much alcohol, uses drugs, or has
serious mental health problems; experiencing verbal or physical abuse by a parent; witnessing
domestic violence; and experiencing sexual abuse by a nonfamily or family member. Previous
research has documented that exposure to 4 or more ACEs is associated with physical and mental
health morbidity across the life course, whereas exposure to 0 ACEs is protective.*# Thus, we
categorized the number of endorsed ACEs into 3 categories: none, 1 to 3 ACEs, and 4 or more

ACEs.

Receipt of Behavioral Health Care

To assess youths’ history of treatment for mental health problems, the following item was used:
“Have you ever been treated for a mental health, emotional, or behavioral problem?” with
response options of “no,” yes, during the last year,” and “yes, more than a year ago.” If a student
marked yes to during the past year,” the response was coded as “yes.” It is also important to note
that, as the survey is administered in a broad range of educational settings throughout the state of
Minnesota, the survey does not contain specific items delineating whether care received occurred

in the community or in the correctional facility.
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Sociodemographics

For context, the MSS assessed several sociodemographic covariates, including age (continuous)

and sex assigned at birth (male/female).

Analyses

Descriptive statistics, including means and proportions, were used to describe sociodemographic
characteristics among the 4 groups: (1) non-SGM and non-REM youth, (2) SGM and non-REM

youth, (3) non-SGM and REM youth, (4) SGM and REM youth.

Then, we also used chi-square tests to look at unadjusted associations and determine the
relationships between youths’ SGM status and their receipt of behavioral health care, along with

REM status and their receipt of behavioral health care.

We then used separate multivariable logistic regression models to assess adjusted associations
between SGM and REM status and binary mental health indicators (suicidal ideation, suicide
attempt, self-harm, and depressive symptoms). For all models, the reference group for the 4-level
SGM and REM status independent variable was set as non-SGM and REM youth. In all the
models we controlled for sociodemographics, including age and sex. In the final analytic sample,
there were very limited missing data (ranging from 0.4% in age, and 2.7% in depressive

symptoms).

Analyses were conducted using R version 4.3.0. Statistical significance was 2-sided and assessed

at a P value of <.05.
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Results

Demographics and Prevalence

With respect to gender, SGM incarcerated youth across REM statuses are more likely to be
assigned female at birth. With regards to adverse childhood experiences (ACEs), 90% of non-
SGM/non-REM youth, 83.3% of SGM/non-REM youth, and 80.4% of SGM/REM incarcerated
youth reported 1 or more ACEs. Access to behavioral health care differed across the four groups,
as SGM/REM youth were most likely to receive continuous behavioral health care (22%, during
the last year AND more than a year ago). Table 1 presents key demographic information across
the 4 SGM and REM status groups.

Table 1: Demographic information for analytical sample across 4 SGM and REM status
groups

Non-SGM and Non- [SGM and Non- Non-SGM and SGM and REM
REM Youth in REM Youth in REM Youth in Youth in
Correctional Correctional Correctional Correctional
Facilities (N = 50) [Facilities (N = 18) [Facilities (N = 107) [Facilities (N = 46)
Characteristic In (%) In (%) In (%) In (%)
Race/ethnicity
American Indian or Alaska Native |0 (0.0) 0 (0.0) 20 (18.7) 13 (28.3)
Asian or Asian American 0 (0.0) 0 (0.0) 1(0.9) 1(2.2)
Black or African American 0 (0.0) 0 (0.0) 26 (24.3) 8 (17.4)
Hispanic/Latinx 0 (0.0) 0 (0.0) 10 (9.3) 4 (8.7)
>] race 0 (0.0) 0 (0.0) 50 (46.7) 20 (43.5)
Native Hawaiian or Pacific
Islander 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)
Non-Hispanic white 50 (100.0) 18 (100.0) 0 (0.0) 0 (0.0)
No answer 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)
Sexual orientation
Heterosexual (straight) 50 (100.0) 0 (0.0) 107 (100.0) 1(2.2)
Bisexual 0 (0.0) 8 (44.4) 0 (0.0) 20 (43.5)
Gay or lesbian 0 (0.0) 0 (0.0) 0 (0.0) 6 (13.0)
Pansexual 0 (0.0) 2 (11.1) 0 (0.0) 6 (13.0)
Queer 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)
Questioning/not sure 0 (0.0) 4 (22.2) 0 (0.0) 1(2.2)
I don’t describe myself in any of
these ways 0 (0.0) 4 (22.2) 0 (0.0) 12 (26.1)

Gender identity
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Identifies as
transgender/genderqueer/genderfluid 0 (0.0) 2 (11.1) 0 (0.0) 8 (17.4)
Not sure about gender identity 0 (0.0) 2 (11.1) 0 (0.0) 2 (4.3)
No/do not understand question 49 (98.0) 13 (72.2) 98 (91.6) 33 (71.7)
No answer 1(2.0) 1(5.6) 9 (8.4) 3 (6.5)
ACEs
None 4 (8.0) 1(5.6) 16 (15.0) 5(10.9)
1to3 32 (64.0) 6 (33.3) 55 (51.4) 15 (32.6)
4 or more 13 (26.0) 9 (50.0) 22 (20.6) 22 (47.8)
No answer 1(2.0) 2 (11.1) 14 (13.1) 4 (8.7)

More SGM Youth Receive Behavioral Health Care

Receipt of behavioral health differed by SGM (p = 0.04) but not REM statuses. Specifically, 65%
of SGM/REM youth and 61% of SGM/non-REM incarcerated youth, compared with 43% of
non-SGM/REM and 46% of non-SGM/non-REM incarcerated youth received behavioral health
care in the past year (Figure 1). Overall, a higher proportion of SGM, versus non-SGM,

incarcerated youth received behavioral health care—however, its therapeutic quality is unknown.
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Figure 1: Receipt of behavioral health care across 4 SGM and REM status groups
Proportions correspond to each individual group. "Yes" indicates receipt of behavioral health care
in the past year.
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Prevalence of Mental Health Indicators Suggests Resilience Factors

SGM/non-REM incarcerated youth reported the highest prevalence of all assessed outcomes
including suicidal ideation (44%, Figure 2A), suicide attempt (50%, Figure 2B), self-harm (61%,
Figure 2C), and depressive symptoms (33%, Figure 2D), compared with all other groups. It

seems that SGM status confers risk for mental health outcomes, but REM status may offer

resilience.
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Figure 2: Prevalence of 4 mental health indicators (suicidal ideation, suicide attempt, self-
harm, and depressive symptoms) across 4 SGM and REM status groups Proportions
correspond to each individual group. Only affirmative responses are graphed.



Disparities in Suicidal and Self-Harming Behavior

Compared with non-SGM/REM incarcerated youth, SGM/non-REM and SGM/REM

22

incarcerated youth demonstrated elevated ORs of suicide attempt and self-harm. Specifically,

compared with non-SGM/REM incarcerated youth, SGM/non-REM incarcerated youth

demonstrated significantly elevated odds of suicide attempt (adjusted odds ratio [aOR] = 3.39,

95% confidence interval [95% CI] = 1.09-10.52). SGM/non-REM (adjusted odds ratio [aOR] =

2.53, 95% confidence interval [95% CI] = 0.86—7.77) and SGM/REM (adjusted odds ratio [aOR]

= 2.14, 95% confidence interval [95% CI] = 0.98-4.75) incarcerated youth also demonstrated

elevated odds of self-harm (Table 2). Consequently, disparities may lie in suicidal and self-

harming behavior, rather than ideation, which may have important implications for clinical

intervention.

Table 2: Adjusted odds ratios for multivariable logistic regression models of mental health
indicators across 4 SGM and REM status groups

Suicidal Ideation (N =[Suicide Attempt (N = [Self-Harm (N =215)¢ |Depressive Symptoms (N
218)? 218)" = 214)¢
(OR (95% |aOR (95% [OR (95% [aOR (95% |OR (95% [aOR (95% |OR (95% JaOR (95%
CD)® CD)f CI)* CD)f CI)® CDf CI)* CDf
Non-SGM and Non-
REM Youth in 1.02 (0.451.17 (0.50- J1.22 (0.50- |1.32 (0.53- |1.36 (0.67- |1.39 (0.67- ]1.39 (0.67- |1.08 (0.40-
Correctional Facilities [2.22) 2.63) 2.84) 3.17) 2.75) 2.89) 2.89) 2.75)
SGM and Non-REM
Youth in Correctional [2.59 (0.9041.66 (0.53- |4.89 (1.69- |3.39 (1.09- |3.49 (1.26- |2.53 (0.86- [2.53 (0.86- |1.55 (0.44-
Facilities 7.30) 5.10) 14.28)**  ]10.52)* 10.27)* 7.77). 7.77) 5.09)
Non-SGM and REM
Youth in Correctional
Facilities Ref IRef Ref Ref Ref Ref Ref Ref
SGM and REM Youth
in Correctional 2.37 (1.1241.37 (0.58- |2.44 (1.09- |1.54 (0.63- |3.04 (1.48- |2.14 (0.98- [J2.14 (0.98- ]0.81 (0.30-
Facilities 4.99)* 3.15) 5.46)* 3.71) 6.34) 4.75). 4.75) 2.09)

2Suicidal ideation (past year) assessed by affirmative response to Have you seriously considered attempting suicide during the

last year?

bSuicide attempt (past year) assessed by affirmative response to Have you ever actually attempted suicide during the last year?
Self-harm (past year) assessed by reporting 1 or more times to During the last 12 months, how many times did you do something
to purposely hurt or injure yourself without wanting to die, such as cutting, burning, or bruising yourself on purpose?

4Depressive symptoms assessed with sum score on the PHQ-2 (>3).

¢Unadjusted models.

fModels adjusted for sociodemographic covariates (age [continuous] and sex assigned at birth)
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Discussion

In this study, we sought to examine differences in four mental health indicators (suicidal
ideation, suicide attempt, self-harm, depressive symptoms) as well as receipt of behavioral health
care by SGM and REM statuses. Across axes of identity, SGM youth—regardless of REM
status—have substantially higher prevalence of all measured mental health outcomes. However,
a higher proportion of these SGM, versus non-SGM, incarcerated youth received behavioral
health care, motivating future research on the efficacy of these interventions. With regards to the
intersectional, marginalized identities of SGM and REM youth, incarcerated SGM/REM youth
experience only some elevated negative mental health indicators. Specifically, SGM identity
seems to be a stronger determinant of negative mental health indicators. Compared with non-
SGM/REM youth, SGM/non-REM and SGM/REM youth demonstrated elevated ORs of suicide
attempt and self-harm after adjusted for sociodemographic covariates. This indicates that
disparities may lie in self-harming behavior, rather than ideation, a finding that can have
important effects on clinical intervention among these populations of vulnerable, minoritized

youth. Overall, these findings have important implications for theory, research, and intervention.

Intersectionality theory and resilience via REM statuses

Although discrete models of intersectionality have been identified (i.e., double disadvantage,
prominence, exacerbation), all are situation specific.?? Within this conceptual framework of
intersectionality, some identities may become more prominent in certain environments and,
therefore, the meanings attributed to a particular category interaction may vary as a function of
perceiver and situational characteristics. To our knowledge—this is one of the first studies to

explore intersectionality between incarceration, SGM status, and REM status among youth. Our
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finding that SGM/non-REM youth reported the highest prevalence of all assessed outcomes, with
SGM/REM youth reporting the second highest prevalence of all assessed outcomes (Figure 2),
indicate that SGM status confers risk for mental health outcomes, while REM status may offer
resilience. This may be a unique example of the prominence model because of the added
component of an extremely oppressive, carceral space. While incarcerated, SGM individuals
often face extreme stigma in carceral spaces and, therefore, need to keep their distinct, physical,
psychological, and social needs hidden.*”* Due to the threat of transphobia, homophobia, and
biphobia, many SGM individuals may choose not to disclose their gender identity or sexual
orientation whilst in prison or feel discriminated against in sex-segregated facilities. 302

Consequently, this kind of isolation of identity may prove to be especially detrimental towards

the mental health of SGM populations, specifically, during incarceration.

Since REM status is a more outwardly prominent identity and source of collective identification,
resilience may be the main component of what REM status offers, making these youth less likely
to face interpersonal discrimination compared to SGM youth. This may also be due in part to
cultural coping strategies that include racial socialization, or the instilling of racial and cultural
pride in youth, to prepare them for potential racial bias.> Consistent with the resilience
perspective, a 2019 study showed that Black bisexual youth were less likely to report
sadness/hopelessness and suicidal ideation than White bisexual youth, highlighting the
heterogeneity and complexity in holding multiple marginalized identities and its effect on mental
health.>* More specifically, studies have shown that incarcerated Black and Latino individuals
often remain resilient by accepting the reality of the circumstances, keep themselves occupied

with tasks and activities, relying on social support groups or mental health services, and
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reconstructing their social identity within these carceral spaces.>® Generally, studies have found
that more African American than White youth have more prosocial involvement, strong
attachments and bonds, and resilient personality traits,’® which further supports the increased
prevalence of negative mental health indicators among SGM/non-REM youth compared to

SGM/REM youth.

The resiliency observed in this study may also be due to the unique demographic of Minnesota,
which has the largest Somali population in the United States with 64,354 Somalis, making up
1.12% of the state’s total population.®’ Studies have shown that immigrants may be more
resilient to shocks, given that they are a self-selected group of individuals possessing traits that
include a greater willingness to move long distances, further contributing to this unique
interaction of REM status on negative mental health indicators.’® However, we were unable to
accurately determine the relevance of this fact in the MSS dataset, as 161 out of 221 (72.9%)
respondents did not answer the question for Somali ethnicity. Of those that responded, only one
was Somali (0.4%). In general, resilience is understudied among particular axes and
incarceration and should motivate future studies that aim to explore more unique, cross-sectional

resilience factors, such as REM status in carceral spaces.

Mitigating 1ssues of data availability among justice-involved youth

More research is necessary to examine sexual and gender minority disparities in incarceration
and its health implications in the United States. This study is limited considering a relatively
small sample size of 221 incarcerated youth, with the four mutually exclusive SGM and REM
status groups consisting of sample sizes as small as 18 youth (SGM/non-REM). This general

issue of data availability is corroborated by a 2022 study that found only five publicly accessible
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representative health datasets assessing sexual minority status and incarceration history, where
gender minority status was not assessed in any question.*’ In addition, there is a lack of
standardization among these datasets with regards to assessing incarceration history, ranging
from one binary question assessing lifetime incarceration to several questions capturing duration,

timing, and frequency of incarceration.

This lack of standardization exists on an even broader, institutional scale, as the Office of
Juvenile Justice and Delinquency Prevention (OJJDP) reports that many states and localities lack
the data infrastructure to collect and effectively apply information that is critical to monitoring
and improving their reentry practices and, in turn, achieving better outcomes for youth. This is
further exacerbated by the fact that multiple agencies responsible for helping youth reintegrate
into their communities often use disparate data systems and different terminology, and often do
not share information.>® Although the OJJDP then went on to invest in improving juvenile justice
data more broadly through the Juvenile Justice Model Data Project, whose primary goals were to
develop model measures for monitoring trends and assessing the efficiency and effectiveness of
juvenile justice systems, cross-sectional data that highlights SGM and REM status of these youth
is still lacking, widening the gap in existing literature about correlations between
intersectionality and health of these vulnerable populations of youth.®® This can only be
accomplished by removing barriers to accessing these publicly available health datasets—such as
exorbitant data access fees and burdensome IRB approvals—and including institutionalized
individuals across both SGM and REM statuses, especially in longitudinal studies that are vital
for understanding what factors potentially cause certain mental health outcomes over time and

when these exposures take place.’
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Mental health of incarcerated youth exacerbated by the COVID-19
pandemic

It is also worth noting that the COVID-19 pandemic, beginning in March 2020, resulted in
especially abysmal conditions for incarcerated youth across the U.S. Although the dataset used in
this study pre-dates the pandemic, we know that this event widened racial and ethnic disparities
outside correctional settings. For example, Black youth faced the compounded effects of a dual
pandemic due to their navigation of both COVID-19-related stressors and increased exposure to

racial discrimination and racial injustice, which worsened their mental health outcomes. ©!

And, correctional settings specifically are highly susceptible to these COVID-19 stressors due to
a variety of reasons including the prevalence of physical assaults, limited supplies for personal
hygiene, and overall contained environment.®?> Conditions were further exacerbated by early
April, when all 50 states had suspended in-person visits to juvenile correctional facilities.®® This
greatly limited frequent contact with families, increasing youth anxiety and depression, as well
as problem behavior. Not only was this contact limited with family, but also with resources, some
youth experiencing a mental health issue could only speak with mental health professionals

through their cell door for a couple minutes per day.*

A survey among 557 youths on probation with the Florida Department of Juvenile Justice (FL
DJJ) who completed two assessments during pre-COVID-19 conditions and two assessments

found that there were statistically significant differences in the indicators of psychological
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distress and antisocial behavior (aggressive behavior, poor frustration tolerance, school conduct
problem, alcohol use problem, drug use problem, suicidal ideation/attempt) when comparing the
first wave of assessments (pre-COVID-19) and the third and fourth waves of assessments
administered during post-COVID-19 conditions without significant change between the 2 pre-
COVID-19 assessments.®® Similar trends prevailed on the other side of the country, as a 2021
report by the Center on Juvenile and Criminal Justice (CJCJ) found that youth spent more than
half of each day in their cells with an average of 14.38 hours cell-time per day at California’s
Division of Juvenile Justice (DJJ), from July 2020-June 2021.%¢ During the same period of time,
the DJJ reported 467 total instances of suicidality—with a population averaging approximately

700 youth—from July 2020-June 2021.

In addition to extensive social isolation, the high mental health need of these youth was further
exacerbated by the fact that many rehabilitative offerings were cancelled in response to the
pandemic.®’ This is especially harmful for incarcerated youth, considering that 30-80% of youth
have disabilities that impact their learning.®® The situation is further aggravated by the fact that
students with Individualized Education Plans reported that they were not receiving any
individualized help and find it difficult to understand the work they have been assigned.®’
Overall, the pandemic has resulted in an increase in uncertainty within these carceral spaces, as
the people who normally provide crucial support and programming, such as volunteers, case
managers, and mental health professionals, are no longer coming to facilities, which leaves

vulnerable young people to manage this emotionally-challenging time on their own.®
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The major consequence of these alarming trends post-COVID-19 pandemic has been a national
trend in closure of states’ youth prison systems, persisting until present day. Four states have
done so thus far, with Connecticut, South Dakota, and Vermont leading the way for the largest of
the four, California, to follow suit just this past year, in July 2023, as required under Senate Bill
823. 7973 As can be seen, incarceration has been identified as a major detriment to youth health,
overall, and is sparking major, national trend towards youth justice reform. In the context of this
study, the still generally unknown impact of the carceral spaces on the mental health of REM and

SGM vyouth is yet to be fully understood and motivates future research in this space.

Limitations

Results of this study should be interpreted in light of several limitations. First, this data source
comes from a single state, which may limit generalizability to other contexts, although we expect
these disparities to be relevant across the U.S. Second, the MSS does not collect data on the
duration of incarceration, which may be an important component of mental health outcomes.
According to a 2022 report by the Office of Juvenile Justice and Delinquency Prevention
(OJJDP), the average length of stay for youth in correctional facilities was 259 days.”* When
paired with a finding from the National Longitudinal Survey of Youth showing that young people
who were incarcerated for less than one month had higher rates of depression in adulthood than
comparable peers who were not incarcerated, the need for future research on the effect of varying
duration of incarceration on youth mental health is emphasized.” Especially as it relates to this
study, it seems paradoxical that SGM incarcerated youth are receiving the most care, yet are also
experiencing negative mental health, indicating that the quality of these treatments is potentially
questionable and requires further evaluation. Overall, the cross-sectional nature of this research

precludes establishing causal inference and future prospective research is needed. More
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specifically, more longitudinal studies that focus on mental health outcomes among justice-
involved youth across SGM and REM status are important, considering that most studies have
solely focused on criminal recidivism.’®”” These longitudinal studies can help build on the
findings of this study by identifying predictors of resiliency, whether that be due to identities,
incarceration, victimization, or a combination of factors, and how this resiliency corresponds to
mental health needs at particular stages of justice-involvement among SGM and REM youth.”® In
addition, the small sample size in this study may have reduced power to detect significant
differences between groups. This latter limitation highlights the need for collection of sexual
orientation and gender identity (SOGI) data in carceral settings to be able to explore these issues

in well-powered analyses.

General efficacy of behavioral health care in carceral settings &
promoting intersectional care

Our finding that a higher proportion of SGM, versus non-SGM, incarcerated youth received
behavioral health care raises questions about the quality of these services in carceral spaces. This
is especially important considering that upwards of 70 percent of justice-involved youth have at
least one diagnosable mental illness.”® Behavioral health needs are further increased when youth
are exposed to traumatic stress conditions within oppressive carceral spaces and engage in
behaviors that raise safety concerns among juvenile justice staff. This then fuels staff burnout,
increases negative attitudes toward youth, and decreases the effectiveness of service delivery,

exacerbating the mental health needs of these vulnerable youth. 808!
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The paradoxical finding of increased negative mental health indicators among SGM youth that
are more likely to receive behavioral health care can also be explained by barriers to completion
of care among justice-involved youth. More specifically, 2017 data from the Substance Abuse
and Mental Health Services Administration found that only 45% of youth aged 12-20 years who
were referred to publicly funded substance abuse treatment by a criminal justice organization
successfully completed treatment.®? Most were discharged by the service provider or dropped out
of treatment early due to lack of compliance with treatment. Among SGM youth specifically, this
disengagement may also be explained by a difference in needs due to poly-victimization, defined
as having experienced many different types of traumatic victimization in their lifetime.®3
Specifically, a survey of 1,177 sexual and gender minority adolescents who were currently
enrolled in middle or high school determined that most of the sample experienced some form of
lifetime physical assault, bullying victimization, sexual victimization, and indirect or witnessed
forms of victimization.®* Specifically, genderqueer assigned male at birth, transgender female,
transgender male, genderqueer assigned female at birth, and cisgender female adolescents were
significantly more likely to be lifetime poly-victimized than their cisgender male counterparts.
Poly-victimization rates only increase when incorporating carceral status, highlighting the

importance of intervention that more effectively caters to multifaceted exposures.

When considering the impact of these multifaceted exposures, we might expect that suicide
attempt and self-harm behavior uniquely impacted by SGM and REM status considering
nationally-representative data that found a 78% increase in suicide rates among Black youth
within the past decade and that 45% LGBTQ youth seriously considered attempting suicide in

2022.8586 However, the importance of informed, intersectional intervention is evident through
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the fact that both SGM/non-REM and SGM/REM youth demonstrated elevated ORs of only
suicide attempt and self-harm (not suicidal ideation and depressive symptoms) when adjusted for
sociodemographic covariates. Consequently, there may be fewer warning signs for intervention
(e.g., low mood) before suicidal behavior in these high-risk, SGM groups (regardless of REM
status) within high-risk contexts like juvenile justice settings. Although some studies point to
impulsivity mediating the relationship between adverse childhood experiences and juvenile
incarceration among Black women, additional layers of SGM and REM status are necessary to
inform our understanding of manifestations of trauma through impulsivity among these multiply
minoritized youth.?” As a result, trauma-informed care is especially important and effective in
juvenile justice settings, representing a more compassionate approach to reducing risk while
defining it as an understandable reaction to childhood adversity and trauma.®® Given the very
high prevalence of ACEs across all groups within this study, statewide systems change initiatives
can build capacity for workforce development, trauma screenings, and secondary traumatic stress
supports can work towards more effectively catering to the needs of these often poly-victimized

youth.3-1

Part of the solution also includes increasing family engagement in juvenile justice systems.
Research shows that family engagement improves outcomes for youth by reducing mental health
symptoms, increasing grade point averages, reducing behavioral infractions, and improving
social emotional learning.’> Only by moving away from existing, stigmatized models of blame
placed on the families of justice-involved youth towards a structural framework that is
empowering and sustained, can the juvenile justice system better support these youth.”> One way

in which this can be done is by implementing services that strengthen the connection between
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incarcerated youth and their families, whether that be via technology or increased opportunities
for evening and weekend visits. This is especially important for families of ACE-impacted
students of color who often experience racism, including microaggressions and stereotypes, and
feel excluded from decision related to their child in broader community spaces.”* When
considering ways to include intersectional perspectives to intervention, with both SGM and REM
statuses, it is vital to conduct comprehensive psychosocial screenings upon entrance into
correctional facilities to assess these youths’ exposure to multiple minority stressors before and

during their time in these spaces.”

Conclusions

SGM and REM youth are overrepresented within juvenile correctional facilities and experience a
high prevalence of poor mental health indicators, an inequity that appears to be largely
determined by SGM status more so than REM status. However, the unique interaction between
the two, intersectional exposures indicate that SGM status may confer poor mental health, but
REM status may remarkably impart resilience factors, suggesting that incarceration-related
trauma may be especially harmful to SGM youth. Consequently, interventions before and during
incarceration must be attuned to the unique cultural needs of SGM and REM youth, especially

within their social contexts.
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