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Abstract  Studies on juvenile delinquents have shown an overlap between delinquency and psychiatric disorder 
such as depression, post-traumatic stress disorders (PTSD, conduct disorders (CD) and attention deficit hyperactivity 
disorder (ADHD). This study investigated the prevalence of psychiatric morbidity among adolescent girls in selected 
rehabilitation schools in Kenya. The study sample had a total of 78 purposely selected adolescents in the two 
rehabilitation schools. The research found that the overall prevalence of depression was 66.7% that of anxiety 
disorder was 70.5%, while the prevalence of conduct disorder was 55.1%.In addition. This article has shown high 
presence of psychiatric morbidity among adolescent girls, incarcerated at Kirigiti and Dagoretti rehabilitation 
schools. These juvenile needs mental treatment as a key rehabilitation measure. 
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1. Introduction 

Adolescence begins at puberty and extends to late teens 
and early twenties [1]. 

During this period, adolescents change physically, 
emotionally, intellectually, and socially [2]. Adolescent 
life is often confusing and changing so quickly that 
adolescents do not always adjust effectively [3]. The 
period is a highly disruptive period characterized by 
rebellion and periods of stress [4]. Nevertheless, 
adolescents go through change, characterized by the  
need to adjust to a variety of physical changes, peer 
pressure, identity crisis, lifestyles, and relationship with 
others. 

Adolescence is divided into three periods; the early 
stage (11-12 years), middle (13-15 years), and late 
adolescence (16-21 years) [1]. This study indicates that 
adolescents at different stages may experience different 
behavioural and emotional problems. 

The adolescents’ behavioral and emotional problems 
exist on a continuum; as such it is not easy to separate 
troubling behavioral from emotional problems. Some of 
the behavioral problems portrayed by adolescents are 
conduct disorder, aggressiveness, fighting, lying, stealing, 
fighting and sleeping problems [3]. Common emotional 
problems on the other hand include: depression, ADHD, 
and PTSD [5]. Adolescents exhibit these problems even 
before admission to the Kirigiti and Dagoretti rehabilitation 

centers. It is also likely that some girls develop these 
problems while they are in these centers. 

Behavioral and emotional problems have been identified 
as major problems among adolescents incarcerated in 
rehabilitation schools [6]. The rise in emotional and behavioral 
problems among adolescents in rehabilitation schools in 
Kenya and the resultant adverse effects have led to a 
simultaneous increase in number of adolescents in need  
of professional help [3]. However, few corresponding 
evidence-based treatment modalities targeting adolescents 
in rehabilitation schools in Kenya were identified by the 
researcher. There are a number of corrective interventions 
to deal with behavioral and emotional problems among 
girls incarcerated in rehabilitation centers [7] which have 
varying levels of effectiveness. Some of the interventions 
mainly used are Strategic family Therapy, play and art 
therapy, person-centred therapy as well as gestalt therapy 
[8], none of which seems to address many of the systems 
within the girls’ ecological milieu, such as family and 
schools and peers that contribute to and precipitate 
adolescents’ behavioral and emotional problems.  

As of 2011 there were 1.2 billion young people in the 
world aged 10-19 years which translates to about 18% of 
the world’s population [9]. In another study [10] reported 
that globally young people committed 40% of robberies, 
felony and assaults. In addition, he noted that 
approximately 50% of the youth engaged in hard drugs 
abuse and peddling. [11] noted that adolescents aged  
13-19 years were responsible for approximately 25% of 
major offences, with many of the criminal offences being 
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caused by the youth with emotional and behavioral 
problems. 

The problem of juvenile delinquency is a challenge for 
many countries [12]. In the US, for example, approximately 
3.2 million youths under the age of 18 years were arrested 
in 2009 [7] while in 2010, more than 70,000 children were 
held in juvenile jails [3]. In India 42,508 juveniles were 
apprehended and taken to court in 2012 [13]. A study 
done by [7] noted that some of the adolescents in 
rehabilitation institutions ended up becoming criminals in 
adulthood. It is therefore necessary to give the appropriate 
intervention to prevent adolescents from graduating into 
criminal tendencies in adulthood.  

The challenge of juvenile crime in developed countries 
is not drastically different from developing countries. 
Juvenile crimes present fundamental challenge in Africa. 
In South Africa, children aged between 12 and 22 years 
constituted a considerable percentage of both victims and 
perpetrators [14]. However, since 2003 the number of 
children imprisoned in South Africa across all categories, 
have declined rapidly from 4500 to 846 in February 2010 
[15]. In the year 2012, about 3600 adolescents were 
incarcerated in rehabilitation centres in Nigeria [16]. 

The challenge of juvenile crime in Kenya appears 
similar to the experience in other parts of the world. The 
number of juvenile delinquents that joined rehabilitation 
schools had been increasing from the year 1990; with total 
juvenile arrest rates peaking in 1996 at 9,443 per 100,000 
youth aged 10 to 18 and fell by one-third in 2008 to 6,318 
[17]. This trend has however changed with the current 
juveniles in custody having increased by over 60 % (2008 
- 2012) from 6,318 to 13,108 to 13,108 [17]. The number 
of new juveniles coming into the rehabilitation institutions 
as at 2012 was 1800 adolescents [18], most of them 
having been found in street families as well as in regular 
homes. Very few attend schools with most of them being 
apprehended for committing crimes such as; disorderly 
conduct, drug and substance offences, prostitutions, 
truancy, loitering, as well as handling of stolen property. 
Others join rehabilitation schools for care and protection. 
They stay in these schools for a maximum of three years 
only, after which they are released to join their families. 

At the same time, some youths released from incarceration 
are rearrested and readmitted to rehabilitation schools for 
similar or different offences [19]. On distribution of 
juvenile crime across the counties of Kenya, Nairobi 
region had the highest incidences compared to the other 
areas in Kenya [19]. 

Research indicates that the majority of the incarcerated 
adolescents in the rehabilitation schools were from poor 
socio-economic background. A study carried out in 
Nairobi juvenile court indicated that over 70% of the children 
appearing in Nairobi Juvenile Court were from the slums 
and the street [20]. Another study done by[6] noted that 
the prevalence of crime among Kenyan children is high, 
with 80% of the crimes being poverty-related such as theft, 
prostitution, drug peddling, and truancy. Their study 
revealed that 78% of those who appeared in juvenile 
courts were male while 22% were females.  

Adolescents incarcerated in Dagoretti and Kirigiti 
rehabilitation centers have behavioral and emotional 
problems. A study conducted by [21] in Nairobi indicated 
that 60 % of the children and young person appearing in 

juvenile courts had emotional and behavioral problems.  
[6] argued that putting adolescents in rehabilitation centers 
may not be enough to rehabilitate them. To promote 
psychological health and deal with behavioral and 
emotional problems among adolescents in rehabilitation 
centres, treatment programmes should focus on systems 
that contribute to the adolescents psychopathology report 
[22]. Hence a reduction of the behavioural and the 
emotional problem among the youth in the rehabilitation 
schools would be expected to positively impact most on 
their psychological well-being [6]. 

2. Procedure and Methods 

The participants in this study included 78 purposefully 
sampled adolescents incarcerated at Kirigiti and Dagoretti 
rehabilitation schools. They were recruited for the study 
after [23] YSR 11-18 was administered to them. They 
were diagnosed with DSM-V psychiatric disorders, including 
depressive disorder, anxiety disorder and conduct disorder. 
The age range of the adolescents recruited was 11-17 
years with a mean age of 14.89 years, median of 15 years 
and standard deviation of 2.04 years. The adolescents 
were categorized into three groups: 11 to 12 years, 13-15 
years and 16 to 17 years. They were also screened for the 
PTSD and ADHD 

As all the adolescent girls in this study were below 18 
years of age, consent for interviewing them was requested 
from the school management. In addition, the assent from 
the adolescents was obtained prior to the research. The 
relevant protocol through the Director of Children’s 
Department was followed to enable the researcher conduct 
the study. Seven participants withdrew from the study due 
to absenteeism, home visit, as well as sickness occasioning 
an attrition rate of 8.2%. 

Prior to the testing, all the participants were oriented to 
the administration protocol and the nature of the procedure. 
In addition verbal and written explanations of the study 
were provided. They were also informed early that the 
study participation was voluntary, and that they could 
withdraw their informed consent at any time during and 
after testing. If subjects had difficulties understanding the 
procedure, additional explanations were provided. Legal 
information such as the legal status of the participants, 
reasons for convictions and length of stay were collected 
from the admission file information. The protocol 
however, excluded those who were below 11 years. Since 
YSR is designed for persons aged 11 to 18 years. 

Socio-economic backgrounds of the adolescent girls in 
the study were assessed using socio-demographic 
questionnaire. This is a self-administered questionnaire 
about subjects’ background as well as the reasons for 
incarceration. It was filled by the participants in the 
presence of the researcher. The filling of socio-
demographic questionnaire lasted for about 25 minutes 
while YSR took 40 minutes. 

Juvenile behavioral and emotional problems were 
assessed with youth self- report (YSR). The YSR contains 
a list of 118 specific problems in children and adolescents. 
It has been standardized on a sample between 11 to 18 
years, and consists of two broad scales that reflect 
externalizing and internalizing domains. The internalizing 
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composite consists of the anxious, depressed, somatic 
complaints and social withdrawal subscale while the 
externalizing composite consists of the aggressive and 
delinquent behavior subscale. Internal consistency (>0.90) 
test retest reliability, (0.86 – 0.90) and factorial validity 
were found to be good (2) [23]. 

The researcher used YSR to assess depressive disorder, 
anxiety disorder and conduct disorder, as well as attention 
deficit hyperactivity disorder and post-traumatic stress 
disorder. Where a respondent had any challenge, the researcher 
employed clinician administered format and referred to 
the YSR manual for detailed scoring information. 

Data analysis using SPSS version 21 to describe each 
category of DSM-V diagnosis of participants was done by 
summing up the responses to meet the DSM-V criteria for 
depression, anxiety, conduct disorder, attention deficit 
hyperactivity disorder and post-traumatic stress disorder. 
Probability values of equal or less than 0.05 (≤ 0.05) was 
taken to be statistically significant. 

Table 1. Characteristics of the Study Population 

Years Frequency Percent 
11yrs 2 2.6 
12yrs 1 1.3 
13yrs 6 7.7 
14yrs 18 23.0 
15yrs 24 30.8 
16yrs 21 26.9 
17yrs 6 7.7 

Total (n) 78 100.0 

3. Results 

All the 85 participants enrolled for this study. They 
participated in the study from the beginning to the end 

except for the seven who left due to absenteeism, home 
visit and sickness. 

There was an attrition rate of 8.2%. Eventually the 
study had 78 respondents out of 85. To this end therefore 
a total of 78 participants were enrolled in two schools. 
Kirigiti had (38) and Dagoretti (40). Kirigit was the 
experimental center while Dagoretti was the control center. 

Table 2. Study Population Class Placement 

Class Frequency Percent 
Four 17 21.8 
Five 14 17.9 
Six 13 16.7 

Seven 31 39.8 
Above 8 3 3.5 
Total (n) 78 100% 

 
In regard to schooling, all the 78 girls were in school, as 

presented in Table 2. This Table represents distribution of 
the participants according to current class placement at the 
rehabilitation centers, meaning that the girls were engaged 
in school activities at the centers. Only 3 girls were not in 
primary school, but were involved in vocational skills 
training in hair dressing. At the time of the study, the three 
girls were training as hair dressers since the institution did 
not have a high school curriculum. The study did not 
include standard 8 because they were about to start their 
KCPE at the time of the study. The age range of 
participants was six years. The youngest were aged 11 
years while oldest were 17 years with a median age of 
15.0 and variance of 4.17, as shown in Table 1. 

According to Table 3, class six had the lowest number 
of girls at 13. Maximum age in this study was 17 years, 
while the minimum age was 11 years. The average age 
was 14 and standard deviation was 0.66. The simple 
majority girls were in class seven. 

Table 3. Descriptive Statistics Showing the Age for Various Class Categories 

Class N Minimum Maximum Mean Std. Deviation 
4 Age 17 11.00 16.00 13.6471 1.41161 
5 Age 14 13.00 16.00 14.8571 1.02711 
6 Age 13 14.00 16.00 14.5385 .66023 
7 Age 31 14.00 17.00 15.6129 .91933 

Form Age 3 16.00 17.00 16.3333 .57735 

Table 4. Comparison between Kirigiti and Dagoretti Schools in Terms of Social Demographic Variables 

Background Experimental Control P Value 
Age 14.3674 (95% CI: 14.3674 – 15.2542) 14.8684 (95% CI: 14.4628 – 15.2740) 0.001 
Class (mean) 5.73 (95% CI: 5.31 – 6.15) 5.82 (95% CI: 5.43 – 6.20) 0.002 
Class (median) 6.00 6.00 0.021 
Religion    
Catholic 16/38 (42.1%; 95% CI: 26.4% to 57.8%) 19/40 (47.5%; 95% CI:32.02% to 62.98%) 0.0374 
Protestants 16/38 (42.1%; 95% CI: 26.4% to 57.8%) 20/40 (50.0%; 95% CI:34.51% to 65.49%)  
Islam 6/38 (15.8%; 95% CI: 4.2% to 27.4%) 1/40 (2.5%; 95% CI: -2.34% to 7.34%)  
School dropouts    
Yes 24/38 (63.2%; 95% CI: 47.87% to 78.53%) 22/40 (55.0%; 95% CI: 39.58% to 70.42%) 0.0464 
No 14/38 (36.8%; 95% CI: 21.47% to 52.13%) 18/40 (45.0%; 95% CI: 29.58% to 60.42%)  
Disadvantaged Family 
Social Economic Status    

Yes 30/38 (78.9%; 95% CI: 65.93% to 91.87%) 34/40 (85.0%; 95% CI: 73.93% to 96.07%) 0.486 
No 8/38 (21.1%; 95% CI: 8.13% to 34.07%) 6/40 (15.0%; 95% CI: 3.93% to 26.07%)  
Single Families    
Yes 24/38 (63.2%; 95% CI: 47.87% to 78.53%) 28/40 (70.0%; 95% CI: 55.8% to 84.2%) 0.522 
No 14/38 (36.8%; 95% CI: 21.47% to 52.13%) 12/40 (30.0%; 95% CI: 15.8% to 44.2%)  
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Table 5. Comparison between Kirigiti and Dagoretti Rehabilitation Schools in Terms of Behavioral Problems 

Background Experimental Control P-value 
Anxiety disorders 5.8378 (95% CI: 4.9969 – 6.6788) 3.7895 (95% CI: 2.9277 – 4.6512) 0.011 
Conduct disorders 7.3784 (95% CI: 5.6996 -9.0572) 7.2632 (95% CI: 6.0341 – 8.4923) 0.003 
Affective Problems – Depression 10.2973 (95% CI: 9.0650 – 11.5295) 7.1579 (95% CI: 6.1658 – 8.1500) 0.004 
Attention deficit Hyperactivity 
Disorder (ADHD)    

Yes 21/38 (55.3%; 95% CI: 39.49% to 71.11%) 28/40 (70.0%; 95% CI: 55.8% to 84.2%) 0.178 
No 17/38 (44.7%; 95% CI: 28.89% to 60.51%) 12/40 (30.0%; 95% CI: 15.8% to 44.2%)  
Post-traumatic Stress 
Disorder(PTSD)    

Yes 34/38 (89.5%; 95% CI: 79.75% to 99.25%) 31/40 (77.5%; 95% CI: 64.56% to 90.44%) 0.0156 
No 4/38 (10.5%; 95% CI: 0.75% to 20.25%) 9/40 (22.5%; 95% CI: 9.56% to 35.44%)  

Table 6. The Prevalence of Behavioral and Emotional Problems of Adolescent in Kirigiti and Dagoretti Group 

 Emotional problems Behavioral problems 

 Prevalence of Affective Problems-
Depression (n, %); 95% CI 

Prevalence of Anxiety Disorders (n, %); 
95% CI 

Prevalence of Conduct Disorders (n, %); 
95% CI 

Overall prevalence 52 / 78 (66.7%;95% CI: 56.24% to 
77.16%) 

55 / 78 (70.5%;95% CI 60.38% to 
80.62%) 

43 / 78 (55.1%; 95% CI: 44.06% to 
66.14%) 

Study sites 
Kirigiti 30/38 (78.9%; 95% CI 65.93% to 

91.87%) 
33/38 (86.8%; 76.04% to 97.56% %; 
95% CI) 

20/38 (52.6%; 95% CI: 36.72% to 
68.48%) 

Dagoretti 22/40 (55.0%;95% CI:39.58% to 
70.42%) 

22/40 (55.0%;95% CI: 39.58% to 
70.42%) 

23/40 (57.5%; 95% CI:42.18% to 
72.82%) 

 
Table 4 presents a comparison between Kirigiti and 

Dagoretti schools at baseline. According to the table, the 
age of the respondents in Dagoretti and Kirigiti groups 
were comparable; 14.3 years and 14.8 years respectively. 
Class means in both groups were almost the same; 5.73 in 
Kirigiti and 5.82 in Dagoretti. Standard six was the 
median class in both groups. Girls who came from 
disadvantaged socio-economic status were 78.9% in 
Kirigiti and 85% in Dagoretti. The majority of the girls 
came from Single families, 63.2% in Kirigiti and 70% in 
Dagoretti. Half of the girls had dropped out of school prior 
to incarceration; 63.2% and 55% in Kirigiti and Dagoretti 
respectively. Participants who had ADHD at Kirigiti and 
Dagoretti were 55.3% and 70% respectively. In addition 
those who had PTSD were 89.5% in Kirigiti and 77.5% in 
Dagoretti. ADHD and PTSD were equally distributed in 
the two groups. These results indicate that ADHD and 
PTSD were confounders in the study. 

Table 6 presents the prevalence of behavioural and 
emotional problems of adolescent girls incarcerated at 
Dagoretti and Kirigiti rehabilitation schools. According to 
the table, girls who exhibited depression in the 
experimental and control groups were 78.9% and 55% 
respectively. Anxiety prevalence rate were 86.8% in the 
experimental and 55.0% in the control groups. In addition, 
the prevalence rate for conduct disorder in the 
experimental and control groups were 52.6% and 57.5% 
respectively. Overall prevalence of depression, anxiety 
and conduct disorder in both groups were 66.7%, 70.5% 
and 55% respectively. Table 5 further depicts the 
prevalence of depression and anxiety disorder, which 
appeared to be more prevalent in the Kirigiti group as 
compared to the Dagoretti group. 

4. Discussion 

The main finding indicates that adolescents incarcerated 
in rehabilitation schools were more likely to have 

psychiatric comorbidity. The prevalence of affective 
problem depression (APD), anxiety disorder (AD) and 
conduct disorder (CD) were 66.7%, 70.5% and 55% 
respectively. The study indicates that most girls 
incarcerated in the rehabilitation schools were depressed. 
The finding supports previous studies that confirmed the 
existence of depressive disorder among incarcerated 
adolescents. In agreement, [2] noted that rehabilitation 
centers are extremely stressful for incarcerated adolescents 
partly because they have little control of their environment. 
In addition research indicates that high level of depression 
and anxieties were common among inmates [24,25,26]. 
Entry shock is particularly evident in the initial stages of 
incarceration where adolescents with conflict with the law 
face disproportionate amount of stress [25].  

The presence of high level of depression and anxiety 
among incarcerated girls indicates that females are more 
prone to depressive circumstances. This finding supports a 
study done by [27] who noted high likelihood for high 
depressive disorder among incarcerated girls in 
rehabilitation schools as compared to boys in the same 
institutions. High rates of anxiety disorder have been 
found repeatedly among incarcerated girls [26]. This study 
was therefore not an exception as 70.5% of the sampled 
girls in Kirigiti and Dagoretti met the diagnostic criteria 
for anxiety disorder. Prevalence rate of anxiety disorder 
among them was substantially higher than for adolescent 
male in the community [27]. 

The prevalence of conduct disorder in this study was 
55.1%. This research agrees with [28] that conducts 
disorder is highly prevalent among juvenile incarcerated 
in rehabilitation schools. This study revealed that 
adolescents involved in juvenile delinquency have 
psychological comorbidity. This study further agrees with 
[29] that conduct disorder often occurs with attention 
deficit hyperactivity disorder as well as post-traumatic 
stress disorder. Effectiveness of Multisystemic therapy 
was lowest on conduct disorder as compared to depression 
and anxiety disorder, due to unavailability of family 
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intervention. [30] noted that family intervention is an 
essential component of treating conduct disorder.  

There is also evidence that MST is an effective intervention 
for conduct disorder delivered in family and community 
setting [31]. The study revealed that most of the adolescents 
with conduct disorder originated from single parent families. 
[32] noted that family background can have an influence 
on many domains of development problems especially 
conduct disorder. The majority of adolescents in the study 
had high psychiatric morbidity. This is in agreement with 
a study by [21] who noted that psychiatric morbidity 
among incarcerated adolescents was 80%. 

The prevalence of ADHD among the study population 
was 62.8%. This occurrence is supported by [13] that between, 
21% to 45% of children incarcerated in rehabilitation 
centers have ADHD. [13] also revealed that children with 
ADHD are four to nine times more likely to have conflict 
with the law. The study revealed that those with ADHD 
accumulated comorbid conditions, such as depression, and 
PTSD. This study is in agreement with [29] who noted 
that young people with ADHD have high rates of 
depression, anxiety and conduct disorder. If left untreated 
ADHD will lead to other psychological problems [33]. 

The study indicates that 83.3% of the adolescents had 
PTSD and those with PTSD had significantly more 
behavioural and emotional problems. Studies on incarcerated 
adolescents in Kenya found that most of the incarcerated 
children had at least one additional or comorbid 
psychological disorder such as depression, anxiety and 
conduct disorder [27]. 

The study found out that exposure to trauma was common 
among incarcerated adolescents. The findings are comparable 
to report from studies of children in rehabilitation centers by 
[6]. The conditions of confinement often exacerbate symptoms 
of mental disorders [34]. It is thus important for the Juvenile 
Justice System, law enforcement and mental health 
systems to incorporate knowledge of mental illness in the 
programme. [35] found that two-thirds of adolescents with 
depression had at least one comorbid psychiatric disorder. 
They noted that adolescents with depression were six to 
twelve times more likely to have anxiety, and four to 
eleven times more likely to have disruptive behaviour 
disorder. According to [34] cormorbidity is especially 
increased in adolescents with severe depression. 

From the foregoing, the study recommends that mental 
health problems such as depression, anxiety, conduct 
disorder, ADHD and PTSD should be an integral 
component of the rehabilitation programmes for girls. 
Depression and anxiety are more frequently diagnosed in 
girls than in boys [36], and behavioural and emotional 
problems may accompany delinquency. Furthermore, 
Conduct disorder among girls may indicate early 
victimization and signify that these girls need intervention 
to deal with this experience. An increase in school and 
family centered programme may also be useful. 

5. Conclusion 
This study showed a high prevalence of psychiatric 

morbidity among incarcerated girls. The girls definitely 
need psychological support. The study adds to the existing 
body of research on the psychiatric morbidity of 

incarcerated adolescents. The main findings indicate that 
there was a correlation between juvenile delinquency and 
psychiatric cormobidity. 
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