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FORWARD 

The National Coalition for the Mentally III in the Criminal Justice system is a unique non
profit organization founded in 1989 to deal with the growing national crisis of increasing numbers 
of offenders who are mentally ill or dually-diagnosed and who are in the custody of criminal justice 
agencies. The Coalition is the only organization that has developed a national agenda focused on the 
mental health needs of this underserved population. Within this agenda are the following objectives: 
to develop effective models for screening, diverting, and treating offenders who are mentally ill or 
dually-diagnosed, and to establish comprehensive community-based systems of care to facilitate the 
rehabilitation of these individuals. 

The coalition's mission is based on the premj~e that proper screening and handling by 
criminal justice agencies of offenders who are mentally ill or dually-diagnosed is a significant issue 
that has substantial public safety, health, economic, and moral implications. It is believed that 
problems related to offenders who are mentally ill or du.ally-diagnosed is a serious issue not only for 
criminal justice agencies but for· a number of agencies at every level of government. Three specific 
offender groups have been targeted as priorities: detainees in local jails who are mentally ill, inmates 
b prison who are mentally ill, and youthful offenders who are emotionally disabled. 

Through a series of innovative national forums, the Coalition seeks to build consensus and 
craft strategic solutions to impact the problems it addresses. Participants at these forums are 
stakeholders and experts from national organizations including corrections professionals, judges, 
court administrators, adolescent and adult treatment providers, legislative leaders, policy makers, 
families, clinical and policy researchers, and federal agencies involved in mental health, juvenile 
justice, and dtug and alcohol treatment. By enlisting top researchers, policy-makers and advocates 
who deal with these issues on a daily basis, L'1e Coalition develops relevant literature that reflects the 
current status and realities of the corrections field. In calling on these leading experts, the Coalition 
seeks to motivate technology adoption efforts, and to influence the directions of policy making. 

The Coalition is committed not simply to the growth and synthesis of knowledge in the field, 
but also to its dissemination and diffusion to those who can utilize the information within various 
sectors of society to strengthen families and communities. It is believed that by targeting youth while 
they are still within the co~text of their home communities and while they are most responsive to the 
least restrictive and least intrusive interventions, future problems would be prevented. 

Perhaps the only pUblic system in the United States that is in worse shape than education and 
health care is criminal justice. Since 1960, the rate of violent crimes have increased 12 times faster 
than the population. Furthermore, juvenile crime accounts for a significant proportion of this 
increase; in 1991, youth under the age of 18 accounted for 16% of all the arrests in the U.S., 
(17.2% of violent crime arrests) reflecting a 3.2% increase since 1990. Moreover, the popUlation 
between the ages of fourteen and seventeen is projected to increase from 13.2 million in 1990 to 15.3 
in the year 2000. If these trends continue, the population in facilities can be expected to well outstrip 
the capacity of the system as it is currently configured. 

It has been estimated' that many of the youth who become involved with the juvenile justice 
system suffer from an emotional disability (perhaps as many as 20 to 60%). However, due to the 
relative lack of attention paid to this· group of youth by researchers, service providers, advocates, 
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and policy makers, it is not known what the true magnitude of this problem is, and what the 
subsequent needs for service are among these youth. Youth of color appear to be adversely 
victimized by the juvenile justice system, particularly African American youth who are 
disproportionately represented at all levels of the system. Although issues of cultural sensitivity and 
ethnicity have mostly been ignored by researchers and pc~icy makers who have studied youth in 
correctional settings, it is widely believed that the juvenile justice system suffers from many of the 
same deficiencies related to cultural sensitivity and the provision of culturally appropriate services 
that many sectors of the mental health, education, and social services system have been charged with 
lacking. 

The problems stem in part from an outmoded way of approaching the problem. That is, in 
the early 1900's the Juvenile Court/Justice System was created to maintain "benevolent oversight" 
of wayward youth. In this spirit, juvenile programs were established to rehabilitate, re-eciucate, and 
resocialize troublesome youth. However, in response to increasing trends in juvenile crime, the 
juvenile justice system has evolved into a system designed to incapacitate and punish youth who are 
believed to be deserving of society's wrath. Nevertheless, while public safety and retribution are 
of increasing concern, recidivism data, cost, population trends, over crowding and offense data 
indicate a need to reevaluate the juvenile justice system's efficacy in serving the nations' youth. 

In 1991 and 1992, at three separate work sessions, representatives from universities, national 
associations, families, mental health, and criminal justice agencies gathered to discuss the challenges 
faced by youthful offenders in the juvenile justice system who are emotionally disabled and to help 
develop this monograph. In May 1992, at a National Work Session, Chapter Seven of this 
monograph was drafted by work session participants. Its purpose is to delineate our responses to 
these challenges which can be implemented at national, state and local levels. 

Participants discussed many of the tragedies and challenges that face youth with mental illness 
who are caught up in a juvenile justice system that is often unresponsive to their needs. Many 
examples were shared of personal experiences involving family members. On the positive side, there 
were also some encouraging examples of truly caring, effective, and cost efficient serVice programs 
that exist in certain communities. Legislative alternatives an.d methods of sharing information and 
innovative service practices for mental health and juvenile justice professionals also were discussed. 

Eleven major priorities emerged from the National Work Session to shape the agenda with 
respect to improving services and guiding policy and future efforts in response to the challenges of 
youth with emotional disabilities in the juvenile justice system. These were: 

• 
1) Research is needed to develop screening and assessment tools to determine 

mental health intervention needs of youth as they enter the juvenile justice 
system. . 

2) Inter-agency Collabor~tion is needed to provide an expanded range of 
services and to bring agencies together in a collaborative ,effort, in addition 
to developing new financing mechanisms. 

3) Neighborhood-Driven Programs are needed within communities to play a 
catalytic role with other sectors of society, including involving families in 
management and decision-making. . 
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4) Education for juvenile justice and mental health personnel is necessary to 
increase awareness on the special needs of youth with mental illness, 
including culturally competent evaluations and treatment. 

5) Assessment of Amenability to Treatment is a critical issue. The courts' 
decisions are typically based on whether a child can fit into existing treatment 
models, not whether or not the mental illness is treatable. The issue is 
complicated by determinations being based on the variability of expertness of 
mental health professionals and availability of resources. 

6) Treatment Specificity must be determined. That is, differentiation of 
solutions from successful models that meet the needs of inner city youth and 
those that meet the needs of suburban or rural youth must be found. 

7) Funding Mechanisms must be re-tooled. A major barrier to the provision 
of services for this population group is the categorical nature of federal, state, 
and local funding. Successful models have been achieved only when funding 
is adapted to the needs of the youthful offender and their families. 

8) Diversion Programs must be developed as alternatives to incarceration. A 
major emphasis is needed on programs that keep youth out of the juvenile 
justice system in the least restrictive setting that is clinically appropriate, 
while at the same time protecting public safety. 

9) Stigma 'must be reduced. To make the most progress, we need to "put a 
human face" on this issue. One speak~r suggested that the audience 
"visualize our friend or their child as the person with mental illness or child 
in trouble." This will help to reduce the terrible stigma faced by families in 
general, and those who end up in the juvenile justice system in particular. 

10) Dissemination of Information must be increased. Emerging trends and 
challenges impact the retention of youth in trouble. New paradigm for 
knowledge dissemination and utilization must be moved into the field to 
maximize the impact. . 

11) Participatory Treatment must be emphasized. Youth and families must be 
involved with treatment providers in assessing service needs and developing 
strategies for service provision. 

~ 

The emerging knowledge base regarding how to best serve youthful offenders in the juvenile 
justice system from this monograph will have maximum national impact only if what is being learned 
is widely disseminated. Further improvement in how youth with emotional disabilities are treated 
will occur only if the program innovations which are emerging in the field get applied in new 
settings. Often, those working with this popUlation are not aware of what is happening in the next 
state, or even the next county. When innovative and effective service programs can be identified, 
there may be many organizational and financial problems/barriers to overcome before such a model 
program can be implemen~ed. 
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As a new century approaches, change is all around us. It is hoped that this monograph will 
identify new means which are being developed, often in fits and starts, across America to help to 
address the mental health needs of youth who are seriously emotionally disturbed and mentally ill 
in the juvenile justice system. 

There are many people who have been absolutely crucial to the completion and success of 
this monograph. It represents the culmination of a project spanning over a year. It has been an 
ambitious undertaking to develop and describe the critical problems confronting youth in the juvenile 
justice system who are emotionally disabled. 

In Joe Cocozza, we had the guidance of an editor of extraordinary gifts. From the onset, 
his knowledge and insightful comments helped us to improve the structure and contents of the 
monograph. 

Special thanks to Mike Johnson for his expertise and unflagging support of this project. 

Thanks to Joel Dvoskin, whose boundless energy provided us valuable and generous support. 

We are grateful for the outstanding devotion to this population group, despite their busy 
schedules, of Eric Trupin and Jana Ewing, who served as facilitators at the National Work Session. 
A special thank you to Pauline Pagliocca for agreeing, at the last minute, to present Chapter Four, 
and to Tom Backer for helping wherever needed at the work sessions. 

We thank all the writers of the chapters who unselfishly served as facilitators and whose 
labors significantly contributed to the success of the work groups: Mareasa Isaacs, N. Dickon 
Reppucci and Richard Barnum. Also, we appreciate the special assistance provided by Randy Otto, 
Sharon Gross, Jennifer Woolard and John Whitbeck. 

Many others made contributions to Chapter Seven, particularly Pat Arthur, Lynn Davidson 
and Rose Oreskovich. We are deeply indebted to Katherine Donner, who helped during the year of 
planning and contributed so much to the success of the advisory and national planning meetings. 

A special note of gratitude to Marsha Glaziere for her artwork on the cover page. 

Lastly, we owe a great deal to the stakeholders listed in the Appendix from all th~ national 
associations, universities, juvenile justice and mental health agencies, and the families' that are 
graciously helping us to see with new eyes. To all of the above, we owe our heartfelt thanks. 

Susan Rotenberg 
Executive Director 
National Coalition for the Mentally III 

in the Criminal Justice System 
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CHAPTER 1 

INTRODUCTION 

Joseph J. Cocozza 

OVERVIEW 

A decade ago, Jane Knitzer wrote in her study Unclaimed Children: The Failure of Public 
Responsibility to Children and Adolescents in Need of Mental Health Servkes (1982): 

Children who are charged with status offenses or delinquent acts and show a range of 
emotional or behavioral disorders pose' a complex and unsolved challenge for the 
juveni!e justice and mental health systems. 

The title of the relevant section of her work, "Juvenile Justice and Mental Health: The Forgotten 
Mandate," captures her primary conclusion -- these youth and their needs have been consistently 
neglected. 

Unfortunately, even though ten years have passed, the situation has not changed. We still know 
very little about the mental health needs of youth who are involved in the juvenile justice system. There 
are no good national studies on the number of such youth who come in contact with the juvenile justice 
system. Systematic information on how services are organized and delivered across the country, or on 
how the mental healt11 and juvenile justice systems coordinate their efforts, does not exist. Moreover, 
we have no adequate information on what services are provided, their quality and whether or not they 
make a difference. 

What we do know is that this population places great stress on the system and that their needs 
have been largely ignored. These are the youth who are seen as "bad" and "mad," both delinquent and 
mentally ill. As such, they are youth who cause uncertainty for the service delivery systems, frequently 
bouncing back and forth between systems, and often being rejected as inappropriate for care by all 
given their multiple and complex needs. Occasionally, special programs and efforts will be undertaken, 
particularly for highly visible sub-groups of the population such as the violent juvenile offender 
(Cocozza, Hartstone and Braff, 1981). In general, however, little attention has been given t~them. 
As Fagan (1991) points out, "research over the past 10 years has found few efforts to develop programs 
and services for mentally disordered juvenile offenders." As he and others have discussed, there are 
probably a number of factors that contribute to this service gap. But regardless of the reasons, the 
consequences of this neglect are clear: their needs remain unmet by a confused system of care that 
lacks the ability to adequately assess and address the youth who come in contact with the juvenile justice 
system and who require mental health services. 

This monograph is a part of an effort by the National Coalition for the Mentally III in the 
Criminal Justice System to respond to this complex and unresolved challenge by developing and 
advocating a national policy for improving the delivery of mental health services to youth in the juvenile 
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justice system. Organized in June 1989, the National Coalition has been working over the past several 
years to inform a wide range of policy makers and administrators in criminal justice and mental health 
at the state, local, and federal levels about the needs of the adult mentally ill offender and to advocate 
for needed changes. With this current effort, the National Coalition is attempting to bring the same 
kind of attention to the mental health needs of youth in the juvenile justice system. This monograph 
is the starting point for this work. 

The monograph represents an attempt to systematically review, summarize and assess in a single 
document what we know, and what we do not know, about mentally disordered youth in the juvenile 
justice system. It provides a comprehensive, state-of-the-art picture of the available body of research 
on this population. 

The compr~aensiveness of this monograph further underscores the lack of prior research on this 
group of youth. When the National Coalition brought together a number of national experts to seek 
their advice on the Coalition's planned activities, most of them suggested that, given the paucity of 
research on this topic, the monograph should focus on addressing a series of basic questions. The key 
issues they raised included questions such as: Who are these youth and how many of them are there?; 
What key legal issues effect their care and treatment?; Are there certain service models which are more 
effective for these youth?; and What cultural and racial variations exist in the types of services needed 
and provided? Based on these questions and discussions, the main topics to be covered in the 
monograph were identified. 

ORGANIZA TION OF THE MONOGRAPH 

In addition to this introductory section, the monographceonsists of five main review chapters. 
As described later, the last chapter, Chapter 7, presents issues and recommendations that resulted from 
a National Work Session sponsored by the National Coalition. 

Each of the five main chapters focuses on a different topic. These topics are: 

• The Population. The definition and prevalence of mental illness among the population 
of youth involved with the juvenile justice system. 

• Service Systems. The various structural, organizational, and funding arrangements 
currently used to 'support services for this population. 

• Legal Context. The critical legal issues surrounding their identification and treatment. 
• Program Models. Available service models throughout the country that represent 

effective and innovative models. 
• Cultural Competence. Cultural and racial variations in the type of services needed and 

delivered. 
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The author of these chapters were provided with three guidelines: 

1. - to focus on youth with mental disorders in the juvenile justice system; 
2. - to identify, summarize and integrate available studies and findings in order to describe 

what we know and what we don't know about each topic; and, 
3. - to assess the research in terms of its implications for policies, programs and future 

research. 

The purpose of the first of these guidelines was to attempt to narrow the focus of the work to 
a specific population of youth -- those involved with the juvenile justice system who require mental 
health services -- while at the same time recognizing that youth with simEar characteristics and 
problems can be found in a variety of settings (e.g., foster care and special education prograxru). 

The phrase "the juvenile justice system" is meant to include youth who have formal contact with 
some component of the system including juvenile correcti,onal agencies and family courts. Phrases such 
as "mentally ill youth" or alternatives such as youth with serious emotional disturbances, mental 
disorders, or mental health problems are meant to include primarily youth with serious disturbances 
(e. g., those admitted to a psychiatric program or facility, or those meeting DSM-IIIR diagnosis criteria). 
At the same time, given the lack of consistency in the use of these terms in the research literature and 
the relevance of other issues such as prevention, information and studies were included even though 
they employed broader definitions of the target population. 

The first of the review chapters by Otto, Greenstein, Johnson and Friedman addresses the 
parameters of the problem - what is the prevalence of mental disorders among youth in the juvenile 
justice system? This work highlights how little we know. Their chapter includes a review of 
prevalence estimates for the general popUlation of youth, and an analysis of 34 identified research 
studies conducted between 1975 and 1992 that provide information~ on the prevalence of mental disorde~ 
specifically on youth in the juvenile justice system. The authors discuss their findings within the 
context of the serious inadequacies they find in the existing body of research. An important part of this 
chapter is the detailed recommendations the authors offer for the type of research needed to more 
accurately establish prevalence rates for this population and for the development of systematic 
procedures for screening and evaluation of this population. 

Barnum and Keilitz in their chapter help us to understand the organizational functions and 
structures that are involved in addressing the mental health needs of youth in the juvenile justice system 
by describing the complex patterns of interactions and the overlapping functions of the relevant 
agencies. The authors also review a series of issues, such as defining mental illness and as~essing 
appropriateness for care, in a way which is both enlightening and practical. Also noteworthy is their 
discussion of four common patterns or models of organizing services: agency - centered, collaborative, 
child-centered and family-centered. Finally, they describe what they judge to be the components for 
ideal systems of care for this popUlation. lnterestingly, they view this ideal approach not as eliminating 
the conflict between the goals and practices of the involved systems but as developing "fair and reliable 
means of resolving such conflicts, in accordance with law and explicit public policy. " 

The next chapter by Woolard, Gross, Mulvey and Reppucci articulates a reality that underlies 
many of the issues raised throughout the monograph -- the currently confused mission of the juvenile 
justice system that seeks to balance the often conflicting goals of individual treatment and community 
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safety. Most of this chapter is a careful review of the adequacy of existing legal provisions for 
addressing the variety of mental health issues encountered by juveniles as they move from intake to 
placement and service provision. The relevance and adequacy of various rights and legal standards such 
as Miranda, waiver to adult courts, competency, insanity defenses, and amenability to treatment are 
examined and, in general, found to be in need of improvement and clarification. Of particular 
importance are the authors' recommendations, especially regarding the need to establish a legal right 
to treatment for these youth. 

Given the documented failure of most intervention strategies to demonstrate any success with 
this type of population, are there any approaches which are being implemented in the country that 
appear to be providing effective treatment? In a very important piece, Melton and Pagliocca 
convincingly argue in Chapter 5 that the answer may be yes. Not only do they describe concrete 
examples of promising treatment models, but these innovative approaches share common characteristics. 
Furthermore, as they point out, these characteristics are consistent with a set of principles of effective 
treatment which are being recognized by both mental.health and juvenile justice professionals. These 
promising models emphasize flexible, integrated approaches that maximize individualized, home-and 
neighborhood-based services. 

The last of the research review chapters focuses on a sub-group of thE;. target population -
children and adolescents of color. As Isaacs clearly demonstrates, these youth are overrepresented in 
the juvenile justice system and underserved in the mental health system. She documents the findings 
of racial discrepancies in placement decisions and the provision of mental health services and argues 
that both systems fail youth of color for exactly the same reasons, "the lack of culturally appropriate 
and competent tools, staff and programs." While this chapter's topic is different in scope from the 
others, it is clearly as critical. Many of the issues raised in the other chapters, such as the inadequacy 
of data on prevalence rates and the absence of screening instlllments, are even more severe for this 
group of youth. Finally, the chapter identifies several developing concepts and models that show some 
promise for more effectively addressing the needs of youth of color. 

As described in the final chapter, the National Coalition, in the Spring of 1992, brought together 
a group of national experts for a three-day National Work Session. The task of the attendees was to 
review an earlier draft of this monograph, identify the key issues facing mentally ill youth in the 
juvenile justice system based on the information contained in the monograph and on their own expertise. 
and recommend actions and strategies for more effectively responding to the needs of these youth. The 
chapter by Whitbeck represents" a summary of the results of this three-day session. The work of each 
of the groups that were formed to address the five review cpapter topics is described with atl emphasis 
on the critical issues discussed and the group's recommendations for action. In addition, the chapter 
includes the series of steps identified by the group that were seen as forming the beginnings of a 
National Policy Action Plan. 

COMMON THEMES 

The chapters in this work vary significantly not only in their topics but also in their 
perspectives, reflecting the different backgrounds and priorities of the authors. At the same time, there 
is a remarkably high degree of consistency across all of the chapters around a number of common 
findings. 
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Among the common themes that emerge from these chapters are the following: 

• 

• 

• 

• 

• 

• 

• 

• 

Because of the complex needs of these youth and their impact on the service 
delivery systems, significantly more attention must be given to clarifying and 
strengthening the legal, programmatic, administrative and policy framework that 
affects them. 
The existing body of research is inadequate and frustrates attempts both to 
understand this population and to establish responsive service delivery systems 
for effectively meeting their needs. 
There continues to be much confusion and conflict within individual systems 
and across mUltiple systems regarding the goals and responsibilities for this 
population of youth. 
Despite the limitations of the research, findings indicate that the prevalence of 
mental disorders for youth in the juvenile justice system is significant and 
appears to be substantially higher than the rate for the general population of 
youth, for whom estimates range from 14 % to 22 %. 
There is a growing recognition of the high degree of comorbidiry that exists 
between mental disorders and substance abuse disorders for these youth and of 
the significant implications of this trend for assessment and treatment services. 
The relevant systems of care tend to' be culturally-biased from the p0int of 
assessment through treatment, resulting in inadequate responses to the needs of 
youth of color. 
For the most part, current mechanisms and instruments for systematically 
screening and evaluating these youth are nonexistent and current treatment 
approaches are ineffective. 
There are a number of promising, innovativ~ models being tested and 
implemented across the country that appear to successfully respond to the needs 
of these youth by incorporating key design elements such as individualized care, 
integrated services, flexible funding, family involvement and community-based 
services. 

It is clear from the work contained in this monograph and from this overview of common 
themes that much more must be done if the needs of these youth are to be effectively addressed. This 
monograph represents a very important step in meeting the challenge by filling a knowledge gap that 
has existed for too long. However, many more steps must be taken not only by researchers, but also 
by advocates, public officials, service providers, policymakers, families, and others in order to 
successfully respond to the mental health needs of these youth

t 
in the juvenile justice system. 

\ 
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CHAPTER 2 

PREVALENCE OF MENTAL DISORDERS 
AMONG YOUTH IN THE 
JUVENILE JUSTICE SYSTEM 

Randy K. Otto 
Jonathan J. Greenstein 
Michael K. Johnson 
Robert M. Friedman 

INTRODUCTION 

The purpose of this chapter is to review the research literature on the prevalence of mental 
disorders among youth in the juvenile justice system, and to discuss some of the critical issues related 
to determining prevalence rates for this population. From the outset it should be noted that the research 
literature on the prevalence of mental disorder among children and adolescents in the juvenile justice 
system is not well-developed and the quality of work varies considerably. The number of studies is 
fewer than might be expected given the number of youth in the juvenile justice system and their needs. 

r. 
Following a discussion of general issues, including factors which might explain the inadequacies 

in the research literature, a summary of the literature addressing the prevalence of mental disorders 
among the general population of children and adolescents is presented. Prevalence rates among the 
general population of youth are viewed as providing minimum estimates of mental disorder among youth 
in the juveniI:' justice system. They are considered minimum estimates because there is little reason 
to believe thal },Juth with mental disorders are under-represented in the juvenile system. In fact, the 
currently available prevalence data indicate that mentally ill children are over-represented in the juvenile 
justice system. 

After summarizing the findings, recommendations are .. offered for improving the nature and 
scope of prevalence research. A strong call is made for a multi-state study examining the prevalence 
of mental disorders among children involved at various points in the juvenile justice system. Finally, 
recommendations for mental health screening and evaluation of juveniles at various points in the system 
are presented. 
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GENERAL ISSUES 

There are a number of general issues that must be addressed in order to set the context for 
understanding the findings on prevalence presented later in the chapter. The first four of these issues 
relate to the definition and measurement of mental disorders, the next two help to clarify the scope of 
this review and the last discusses the status of research on this population. 

Definitions and Terms 
First and foremost, the use of the term "mental disorder" should not be taken to indicate any 

kind of assumptions regarding the etiology of the various disorders discussed. "Mental disorder" could 
be interchanged with a variety of terms such as "mental illness," "emotional difficulties, II 
"psychopathology," "emotional disorders," or "behavior disorders. " 

For purposes of this chapter, the term mental disorder is used very broadly. The review covers 
the broad spectrum of mental disorders that can affect children and adolescents, ranging from more 
severe and pervasive disorders (e.g., psychotic disorders, major affective disorders, pervasive 
developmental disorders, mental retardation) to more circumscribed disorders (e.g., attention deficit 
disorder, conduct disorders, specific developmental disorders). 

This broad spectrum of disorders are included for two reasons. First, many disorders, including 
the less severe or pervasive ones, have the potential to be inextricably linked to a particular child's 
involvement with the juvenile justice system. Indeed, it is this assumption that in many ways forms 
the basis for the traditional, treatment-based juvenile justice-social service system.! For example, a 
child with a learning disability might have difficulty performing in school. He or she might begin to 
exhibit externalizing behaviors which translate into delinquent acts outside of school. In this case, the 
specific developmental disorder is an issue with respect to this child's delinquent behavior and 
subsequent involvement in the juvenile justice system. . 

Second, it is reasonable to expect that there are a large number of youth who, while their mental 
disorder is not causally linked to their delinquent behavior, nonetheless, must be treated while they are 
in the juvenile justice system. For example, an older adolescent may engage in a pattern of assaultive 
behavior directed towards both peers and adults. In response to incarceration for this behavior, the 
adolescent may experience a severe depression. In this case, the depression may be more related to 
the arrest and incarceration than the actual delinquent behavior but it still must be identified and 
treated. Thus, for purposes of this chapter, "mental disorder" is defined broadly. . 

... 
This review is guided by the most recent diagnostic' and statistical manual of the American 

Psychiatric Association, DSM-III-R (American Psychiatric Association, 1987), and covers the range 
of disorders included in DSM-III-R. However, much of the research received in this chapter was 
conducted prior to the development of the DSM-III-R (using D'SM III, American Psychiatric 
Association, 1980). Certainly, the us~ of different diagnostic systems over time is one of the 
impediments to drawing firm conclusions from the research particularly with regard to determining the 

! It is acknowledged, however, that the juvenile justice system appears to have shifted from this 
traditional paternalistic, treatment orientation to a more retribution and rights-based model ov~r the past 
two decades. 

------- J 
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extent to which prevalence rates for mental disorders in the juvenile justice population have changed 
across the years. For example, important changes were made in the categories of conduct disorder, and 
the criteria, between the earlier manual, DSM-III, and the revised version, DSM-III-R, creating a 
special problem since this diagnosis is one of the most prevalent in the juvenile justice population. 

From a clinical, epidemiological, and policy perspective, it is important to detennine whether 
obtained rates of a particular disorder in recent studies indicate a pattern of increasing (or decreasing) 
prevalence for that particular disorder, or simply reflect a higher rate because of changed definitions 
and criteria. The absence of a consistent diagnostic system over time makes this especially difficult. 

Specific Diagnoses and Co-Morbidity 
Many of the studies that have been conducted report only a single diagnosis for each youth. 

Yet, the research is increasingly indicating that there is a high rate of co-occurrence or comorbidity of 
mental disorders in children and adolescents (Anderson, Williams, McGee, & Silva, 1987; Caron & 
Rutter, 1991; Greenbaum, Prange, Friedman, & Silver, 1991; Kashani, Beck, Hoeper, Fallahi, 
Corcoran, McAllister, Rosenberg, & Reid, 1987; & Silver, Duchnowski, Kutash, Friedman, Eisen, 
Prange, Brandenburg, & Greenbaum, 1992). For example, in a group of youngsters identified by 
public mental health or education systems as having a serious emotional disturbance, Silver et al. (1992) 
found that the mean number of ~iagnoses per youngster, using a structured diagnostic interview that 
permitted multiple diagnoses per youngster, was 1.38 at the severe level and 3.56 at the mild level. 
In this study, approximately half of the youngsters with a conduct disorder diagnosis had at least one 
other diagnosis in the emotional domain. Anderson et al. (1987) reported that of 14 children in their 
general population sample with a depressive disorder, 11 had at least one other psychiatric condition. 

As Caron and Rutter (1991) indicate, the results of epidemiological research in child mental 
health indicate that the observed rate of comorbidity exceeds the rate that would be expected by chance 
alone. Given this, research that reports only on a single diagnosis per youngster may be misleading. 
There is a need to understand comorbid patterns and not just single diagnoses. 

Developmental Pathways, Risk Factors, and Protective Factors 
In addition to the increased epidemiological focus in recent years on research that examines 

comorbid patterns, another significant change has been the evolution of the related fields of 
developmental psychopathology and developmental epidemiology. Within these fields, the basic 
research paradigm is longitudinal with a particular emphasis on prospective longitudinal research. 

Such research has the potential to identify specific and general risk factors, as well as prOtective 
factors for different mental disorders and delinquent patterns. Thus, common developmental pathways 
leading to particular disorders can sometimes be identified. Information on such pathways, and the 
associated risk and protective factors, is of critical importance in developing early intervention 
programs, and in increasing attention to the full range of needs of children and families. 

Loeber (Loeber, 1982, 1988, 1990, & 1991b) is engaged in a prospective longitudinal study in 
Pittsburgh, beginning with children as young as the first grade. He indicates that, within developmental 
pathways, behaviors often become more organized and differentiated over time, and more serious 
behaviors typically take place further into the pathway rather than in the early stage. As part of this 
developmental perspective, Loeber identifies separate risk factors for disruptive behaviors that occur 
at different developmental stages. For example, he identifies baseline risk factors such as exposure to 
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neurotoxins and neurological insult, as being a risk factor in infancy, disruptions in caretakers' 
socialization practices as being one of the risk factors from the toddler years onward, and poor 
academic achievement as being a risk factor from mid-childhood onward. 

Although it is beyond the scope of this paper to review, in detail, the findings on risk factors, 
protective factors, and developmental pathways, it is imponant to recognize the contribution that this 
type of research can make to understanding youth in the juvenile justice system, and to developing 
effective prevention programs and intervention strategies. 

Changes Over Time 
Lee Robins (1988), one of the most noted researchers on antisocial behavior, has specifically 

examined changes in the rate of conduct disorder over time. She did this based on retrospective data 
from adults who were studied as pan of the NIMH-sponsored Epidemiological Catchment Area (ECA) 
Program. Since the adults included in the ECA study were of all ages, they represented a succession 
of historical cohorts. Participants were asked to report whether they had engaged in particular 
behaviors as children. Robins found that the proportion qualifying as having had conduct disorder was 
greater in the younger binh cohorts than in the older ones. Of the males in her youngest cohort group 
(aged 18-29), 36% would have earned a label of conduct disorder based on their adolescent behavior 
while only 6 % of the males in her oldest cohort group (65 and over) would have earned such a label 
based on their adolescent behavior. For females, the youngest cohort group (18-29) had a rate of 13 % 
while the oldest cohon group (65 and over) had a rate of 0.5 %. 

Earls (1989) indicated that "cultural changes in the United States also seem to have brought on 
new vulnerabilities in children, reflected in higher rates of completed suicide and an early age of onset 
for some types of psychiatric disorders." He included in this category such problems as depression, 
bipolar affective disorder, and alcohol and drug abuse. Thus, ~here is at least some epidemiological 
research which suggests that the rates of some disorders have increased considerably over the years. 

Other Characteristics of Youth Served in the Juvenile Justice System 
As indicated above, the specific purpose of this chapter is to review the literature on prevalence 

of mental disorders among children and adolescents in the juvenile justice system. This focus is not 
intended to diminish the imponance of other factors which contribute to a full understanding of youth 
in the juvenile justice system. These other factors include strengths and special interests of the child, 
educational abilities, physical health, and social and adaptive behaviors. A full understanding of the 
children served in this system also requires an understanding of each child's family, inCluding factors 
such as the family's structure, strengths, culture, history, and their perception of the situation. 

< 

Models of Delinquency 
The focus of this paper is on the psychological characteristics of youth in the juvenile justice 

system; it is not intended to be a review of alternative models of delinquency (e.g., psychological versus 
sociological). It is recognized that there are a variety of social factors that affect delinquency directly 
and also that affect it indirectly by creating risks for psychological dysfunction. The chapter's focus 
is .not intended to diminish the imponance of social factors. 

Loeber (1991a) included in his list of risk factors, for example, exposure to violence on 
television and association with delinquent peers. Quay (1987), in discussing the problem of conduct 
disorders, has made the distinction between "socialized" conduct disorders, where the antisocial 
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behavior seems to be largely a result of social and cultural influences, and "unsocialized" conduct 
disorder, where antisocial behavior is more likely to be the result of psychological andlor neurological 
factors. There are also models of delinquency based on factor analytic procedures. These often build 
on dimensional systems of describing youngsters, based on instruments such as those developed by 
Achenbach (1991) and Quay and Peterson (1987). The information from these models is useful but a 
full discussion of them is beyond the scope of this paper. 

Current Research 
A review of the literature addressing the issue of youth with mental disorder in the juvenile 

justice system suggests that little more attention has been paid to this population in the past 15 years 
than was paid in the 15 years prior to that. This can be explained by a number of factors. Perhaps 
most important, is the issue of crime. The claims regarding how the needs of youth with mental 
disorders who are in the juvenile justice system are largely understudied and ignored parallel the 
observations made by authorities addressing the needs of adults who have mental disorders and are in 
criminal justice system. It is generally agreed that adults who have mental disorder and are in the 
criminal justice system are provided with inadequate mental health services (e.g., Otto & Ogloff, 1988; 
Ogloff & Otto, 1989; Steadman, McCarty & Morrissey, 1989). 

Various reasons for this lack of adequate attention and care have been identified. These include: 
1) persons with mental illness, in general, suffer from stigmatization in the eye of the public, 2) persons 
with mental illness who are in the criminal justice system are not of immediate concern to the public 
because they are out of view, 3) persons who commit crimes and are mentally ill are considered less 
deserving of treatment than their non-criminal counterparts, and 4) the public's general dissatisfaction 
with the rehabilitation model of corrections. Put more simply, adults who are mentally ill and involved 
in the criminal justice system suffer on two counts with respect to receiving adequate study and 
treatment ~ they are mentally ill and they have been accused or convicted of committing crimes. 

~, 

The lack of attention to youth with mental disorder in the juvenile justice system may be 
influenced not only by the above factors but also by issues relevant to children more specifically. It 
has been established that the needs of children with mental disorder who have no involvement with the 
juvenile justice go unmet in many ways (Knitzer, 1982; Office of Technology Assessment, 1986). 
There is no reason to expect any better for their counterparts in the juvenile justice system, given the 
added stigma associated with criminal activity. 

PREVALENCE OF MENTAL DISORDERS IN THE GENERAL POPULATION OF YOUTH 

The ECA program (Eaton, Holzer, Von Korff, Anthony, Helzer, George, Burnam, Boyd, 
Kessler, & Locke, 1984; Regier, Myers, Kramer, Robins, Blazer, Hough, Eaton, Locke, 1984) was 
established to determine prevalence rates of mental disorders among adults in the United States. It has 
made significant contributions in the areas ,of case definition, methodology, and instrumentation, and 
has clearly moved the field of psychiatric epidemiology forward with respect to adult popUlations. 
Consistent point prevalence estimates, incidence rates, and lifetime risk estimates for most of the major 
categories of mental disorder have been established as a result of the ECA efforts and related studies. 
Children's mental health, however, has not benefitted from such a coordinated epidemiologically 
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focused study or series of studies. While epidemiological research focused on children and adolescents 
not only exists but has improved in recent years, there is a general lack of consistency across studies 
regarding definitions of disorders, methods, and data analysis. 

Prevalence Estimates of Mental Disorders 
In their review of25 studies conducted in the U.S. from 1928 to 1975 involving "school age" 

children, Gould et aI., 1981 reported the median prevalence rate of "childhood maladjustment" to be 
11.8 %. They concluded, however, that this figure underestimated the true prevalence rate. Prevalence 
rates in studies that reported parents' estimates of childhood maladjustment ranged from 10.9 % to 37% , 
while studies that used teachers' ratings ranged from 6.6% to 22%. The studies reviewed by Gould 
et al. were based almost exclusively on teacher reports although they used a variety of sampling 
techniques, instruments, and definitions of maladjustment. Rather than presenting information on 
prevalence rates for specific diagnostic conditions, or comorbid relationships, Gould et al. presented 
estimates of a global condition called "childhood maladjustment. " 

Links (1983) reviewed 16 community surveys, which represented a heterogeneity of methods, 
definitions, and data sources. Although these studies included widely diverse cultures (e.g., inner-city 
Chicago, the Sudan, the Isle of Wight), and a wider age range (0 to 18 years), the prevalence rates, 
again for a global condition, were approximately equal to those obtained by Gould et al. As shown in 
Table 1, Costello (1989), in a review of six recent studies, found higher rates, ranging from 17.6 % to 
22%. 

In a review of eight more recent studies which involved samples of children whose ages ranged 
from four to 16, Brandenburg, Friedman, and Silver (1990) found general prevalence estimates of 
mental disorders that were higher, ranging from 14% to 20%. These authors noted that ~stimates across 
studies were remarkably consistent, despite quite heterogeneoustsamples, methods, and measures in 
some instances. These estimates were based on research conducted' in the 1980s using general 
community samples. 

Based on the most recent estimates offered by Brandenburg et al. (1990) of the prevalence of 
disorders found in the general child population (14% to 20%) and a child population of approximately 
68 million (Bureau of the Census, 1991), it can be concluded that between 9.5 and 13.6 million children 
in the United States suffer from a diagnosable mental disorder at any given time .. Using Costello's 
(1989) somewhat higher upper figure (22 %) would result in an estimate of as many as 15 million 
children suffering from a diagnosable mental disorder at any given time. 

Most reviewers who have addressed the i~sue of prevalence of mental disorders among youth 
have provided only global estimates of "maladjustment." Several studies conducted over the last 
decade, however, have attempted to identify prevalence rates of specific disorders among community 
samples of youth who ranged in age from four to 20. These studies represent significant advances in 
the field, in that the investigators uniformly sought similar sets of multiple informants, relied upon 
sophisticated sampling techniques, and utilized a variety of standardized measures. 
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Informants 

N 

Sample Ages 

Diagnoses: 
Attention deficit disor~er 
(w/wo hyperactivity) 

Oppositional disorder 

Conduct disorders 
(all types) 

Separation anxiety 

Overanxious disorder 

Simple phobia 

Depression, dysthymia 

Functional enuresis 

One or more diagnoses 

'" "Emotional disorder." 
t Major depression. 
# Anxiety disorder. 

Table 1 

Premlence Rales of DSM-III Diagnoses in Nonclinic Samples' 

Anderson et al. Bird et a!. Velez et a!. Costello et at: 
(1987) (1988) (1989) (1989) 

Child (Interview) 
Parent (Checklist) Child (Interview) Child (Interview) Child (Interview) 
Teacher (Checklist) Parent (Interview) Parent (Interview) Parent (Interview) 

. 782 777 776 789 

II 4-16 11-20 7-11 

6.7% 9.9% 4.3% 2.2% 

5.7% 9.5% 6.6% 6.6% 

3.4% 1.5% 5.4% 2.6% 

3.5% 4.7% 5.4% 4.1 % 

1.9% NA 2.7% 4.6% 

2.4% 2.3% NA 9.2% 

1.8% 5.9% 1.7%t 2.0% 

NA 4.7% NA 4.4% 

17.6% 18.0% ± 3.4% 17.7% 22.0% ± 3.4% 

Offord et 81. K'lShani et a!. 
I (1989) (1987) 
! 

Parent (Checklist) Parent (Interview) 
Teacher (Checklist) 
Child (Checklist) Child (Interview) 

2,679 150 

4-16 14-16 

6.2% 2.0% 

NA 6.0% 

5.5% 8.7% 

8.7%' 

9.9%" .7% 

8.0% 

NA .7% 

18.1 % 18.7% . 

o Note. From "Developments in Child Psychiatric Epidemiology." by E.1. Costello, 1989, Journal of the American Academy of Child and Adolescent Psychiatry, 28, 
p.838. Copyright American Academy of Child and Adolescent Psychiatry. Reprinted and adapted by pennission. 

...... 
w 
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Based on the high and low estimates of the prevalence rates for specific DSM-III disorders summarized 
in Costello (1989), and Kashani et al. (1987), the following figures can be offered: 

Attention deficit disorder with/without hyperactivity 
1.4 to 6.7 million (2.0% to 9.9%), 

Oppositional disorder 
3.6 to 6 million (5.7% to 9.5%), 

Conduct disorder, all types 
1 to 5.9 million (1.5% to 8.7%), 

Over-anxious disorder 
.5 to 6.7 million (0.7% to 9.9%), 

Affective disorders, depression/dysthymia 
1.2 to 5.4 million 0.7% to 8 %), 

Phobias 
1.5 to 6.2 million (2.3% to 9.2%), 

It should be noted, however, that these rates vary with age. Conduct disorder and depressive disorders 
were reported by Costello (1989) to be greater in adolescents than in young children, while anxiety disorders 
decrease after pUberty. These age differences are important to keep in mind since youth in the juvenile justice 
system are primarily adolescents. 

Prevalence Estimates of Substance Abuse 
Several investigators have studied the prevalence of alcohol and drug use and abuse among youth ·in the 

United States. Johnston et al. (1991) found that 90% of high school seniors reported that they had consumed 
alcoholic beverages at least once in their lives. Occasions of heavy drinking (defined by reports of having 
consumed five or more drinks in a row at least once during the previous two week period) were reported by 32 % 
of the high school seniors. A substantial gender difference was noted in the prevalence of heavy drinking with 
39% of males versus 24% of females reporting heavy drinking. Johnston and his colleagues also indicated that 
the use of any illicit drug among high school seniors declined from 1989 levels by three percent to 33 % in 1990, 
continuing a longer term gradual decline. This study sampled a representative number of high schools from 
across the country. As a result, high school dropouts are not incl\.lded and there may be reason t6 believe that 
rates of abuse may be substantially higher in this group. 

The National Household Survey on Drug Abuse (National Institute on Drug Abuse, 1991) selected a 
probability sample of households from across the United States. Forty-eight percent of the surveyed youth 
between the ages of 12 and 17 reported using alcohol on one or more occasions. Twenty four percent of this 
age cohort reported that they had used alcohol within the previous month, with 2 % of the cohort being identified 

. as heavy drinkers (five or more drinks at one sitting or within a couple of hours). Within this group of heavy 
drinkers, males were approximately four times more likely to be identified than females. Of those respondents 
12 to 17 years old, 8. 1 % reported some illicit drug use within the previous month, while 23 % reported some use 
of illegal drugs in their lifetime. 
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The National Youth Survey (Elliot, Huizinga & Menard, 1990) is a longitudinal study of delinquent 
behavior, alcohol and drug use, and problem-related substance use among American youth. For the years 1976 
through 1980, Elliot et al. present age specific trends of substance use for youth ages 15 to 17. The mean 
prevalence rates for these youth were: alcohol use, 74 %, marijuana use, 37 %, and polydrug use, 11 %. 

Using the prevalence rate of heavy drinking (2%) reported in the National Household Survey (National 
Institute on Drug Abuse, 1991) and the prevalence reported by Johnston et al. (1990, 32%) as ranges of alcohol 
abuse among youth in the United States, it is estimated that between 480,000 and 7,700,000 youth between the 
ages of 11 and 18 may abuse alcohol in some way. Using the data reported by Elliott et al. (1990) regarding 
polydrug use (11 %) as a gross estimate of the level of substance abuse, it is estimated that approximately 1.1 
million youth between the ages of 15 and 17 may suffer from a diagnosable substance abuse problem. 

Greenbaum et al. (1991) have examined comorbidity of substance abuse and other mental disorders. They 
sought to determine rates of comorbidity in a sample of youth that had originally been selected because of 
emotional disorders. They found a significantly increased likelihood of a diagnosis of marijuana or alcohol 
abuse/dependence if the youngster also had a diagnosis of conduct disorder or depression. Amongst youngsters 
with a severe conduct disorder, as measured on the Diagnostic Interview Schedule for Children, the prevalence 
rate for either a marijuana or alcohol disorder was 36.1 % compared to a prevalence rate of 9.3 % for youngsters 
without a conduct disorder diagnosis. Similarly, for youngsters with a diagnosis of depression, the prevalence 
rate for marijuana or alcohol abuse/dependence was 48.3 % compared to 17.4 % in youngsters without a diagnosis 
of depression. 

The study conducted at the Florida Mental Health Institute, which provides the data base for the above 
work by Greenbaum et al. (1991), and Silver et al. (1992) includes a longitudinal component. It is noteworthy 
in this regard, that in this sample of children with serious emotional disorders, none of whom were in a juvenile 
justice facility at the start of the study, 10 % were residing in some type(.of juvenile justice placement after three 
years. 

Extrapolating from the General Population: Prevalence Estimates of Mental Disorders Among Youth in 
the Juvenile Justice System 

Estimates from the National Juvenile Court Data Archives maintained by the National Center for Juvenile 
Justice (Synder et aI., 1992) indicate that there were approximately 1,265,900 cases that were referred to juvenile 
courts in 1989, the last year for which data are available. This figure includes all delinquency and status offense 
cases that were handled by juvenile courts regardless of the referral agent (e.g., police, schools, social services) 
or the outcome (e.g., dismissed, waived, adjudicated) and represents court cases not individual youths. 

~ 

The National Center further estimates that these cases represent approximately 848,100 individual 
juveniles who came in contact with the court each year. Using Brandenburg et al.'s (1990) general prevalence 
rates of psychiatric disturbance of 14% to 20%, and Costello's (1989) upper limit of22%, it can be assumed that 
at a most conserviitive level, between 118,700 and 186,600 youth who come in contact with the juvenile justice 
system meet diagnostic criteria for at least one ,mental disorder. It is also estimated that between 17,000 and 
271,400 of these youth suffer from a diagnosable alcohol abuse or dependence disorder, while approximately 
93,300 youth may suffer from a diagnosable substance abuse/dependence disorder at any given time. 

National Juvenile Custody Trends 1978-1989 
(Krisberg, DeComo, & Herrera, 1992) reports that 94,000 juveniles were being held in public and private 

juvenile justice facilities on any given day in 1989. With the general prevalence rates of psychiatric disturbance 



16 

offered by Brandenburg et al. (1990) (14 to 20%) and the upper limit offered by Costello (1989) (22%), it is 
conservatively estimated that, on a daily basis, between 13,200 and 20,700 youth who are in custody in the 
juvenile justice system meet diagnostic criteria for at least one mental disorder, and between 1,900 and 30,100 
of these youth suffer from a diagnosable alcohol abuse or dependence disorder, and approximately 10,300 youth 
may suffer from a diagnosable substance abuse/dependence disorder. 

PREVALENCE OF MENTAL DISORDERS AMONG YOUTH IN THE ,JUVENILE ,JUSTICE SYSTEM 

There have been a number of studies that have attempted to estimate the prevalence of mental disorders 
among youth in the juvenile justice system, There are considerable differences across these studies, The 
research methods, assessment techniques, and settings in which they have taken place vary considerably, While 
this provides a wealth of data, it also makes drawing general conclusions about prevalence rates for this 
population very difficult. Among the most important factors influencing the findings of these studies are: 

1) when the study was conducted (as conceptualizations of mental disorder change over time, the 
identification of particular disorders and their corresponding prevalence rates will vary; similarly, 
rates of disorders will also vary as social systems and social factors, such as the incidence of 
child abuse change over time), 

2) demographics of the samples (e,g" age, race, gender), 
3) setting in which the study took place (e,g" "outpatient" court clinic, community-based detention 

center, foster care, halfway house, state training school, special mental health program/unit 
within an institution), 

4) status of subjects (Le., pre-adjudication versus post-adjudication), 
5) length of time in facility/setting when subjects were evaluated (e.g., 24 hours versus 12 months), 
6) sampling procedure (e.g., evaluation for suspected mental health problems versus random sample 

of institutionalized juveniles), 

The factors identified above can be expected to affect prevalence rates. That is, we might expect different 
prevalence rates across different settings, at different times in a juvenile's processing, and with different 
SUb-populations (e.g., higher rates of mental disorder among juveniles referred for evaluation because of 
suspected disorder than among the general population of juvenile offenders). 

Another factor that affects the interpretability of existing studies is the variation in the methods used to 
assess subjects. This is particularly important with regard to: 

1) the assessment approaches used (e.g" record review, clinical interview, structured diagnostic 
interview, general disorder/behavioral instruments, focused assessment instruments, caretaker 
interview), and 

2) the' classification or analysis of mental disorders employed (DSM-III-R diagnoses, educational 
classification, behavioral descriptions, mean test score differences) . 

Such variations limit the descriptions that can be offered generally about this population of youth, Some 
classification schemes are so broad and vague that they are of little use in documenting and describing the 
problems, abilities, and deficits of this popUlation (e.g., the educational classifications of "severely emotionally 
disturbed." Other approaches are more precise, yet still fail to provide detailed behavioral description of the 
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population (e.g., DSM-IJI-R diagnoses), and other measures, while they provide more specific descriptions of 
behaviors and adjustment of a particular sample, do not facilitate discrete classifications (e.g., mean test profiles). 

Table 2, presented at the end of the chapter, summarizes the methodological design and primary findings 
.of 34 studies conducted between 1975 and 1992. These 34 studies represent documented research efforts that 
provide information about the prevalence of mental disorder among youth in the juvenile justice system. While 
all of these provide important information, the following review will emphasize those that either employed a 
random sampling procedure or implemented a comprehensive procedure for obtaining data such as including all 
cases admitted during a certain period of time. The results of these studies should be interpreted in light of the 
issues noted above. Included below is a summary of the findings and a discussion of their significance. The 
diagnostic categories in the table were chosen based on our review of the research. First reviewed are prevalence 
rates for different diagnoses. Subsequently, other findings relevant to mental disorder and emotional adjustment, 
but not specific to diagnosis, are considered. 

Diagnostic Categories· 

Conduct Disorder 
As might be expected, conduct disorder is more prevalent than any other diagnosis among youth 

in the juvenile justice system. Of the studies reviewed, eight employed random or comprehensive 
sampling procedures and provided rates for conduct disorder (Cairns et ai., 1988; Cocozza & Ingalls, 
1984; Davis et ai., 1991; Friedman & Kutash, 1986; Halikas et ai., 1990; H~llander & Turner, 1985; 
McPherson, 1991; Student & Myhill, 1986). The rates reported vary considerably - from 10% to 
91 % . Five of the nine studies report rates of 81 % or above. The two studies which reported the 
lowest estimates (Friedman & Kutash, 1986 - 10%; Cocozza & Ingalls, 1984 - 30%) did not employ 
interviews with the subjects in their assessment techniques. Also, the large discrepancies between the 
findings is partly due to the lack of clarity and consistency over time in the definition and criteria of 
conduct disorder. Overall, higher rates for conduct disorder were generally more likely to be found 
among juveniles in institutional setting than juveniles in community settings. For example, Cocozza 
and Ingalls reported rates that varied from a high of 46 % among youth in secure institutions to a low 
of 10% for delinquent youth placed in foster family care. 

Despite the diagnostic discrepancies, it is clear that, relative to the general population, high rates 
of conduct disorders were reported in all of these studies, with a large number of studies reporting 
prevalence rates between 50 % and 90 % . 

Attention Deficit Disorder and Attention Deficit Hyperactivity Disorder ~. 
Of the nine studies which examined ADD/ ADHD among youth in the juvenile justice system, 

seven employed random or comprehensive sampling procedures (Cairns et ai., 1988; Cocozza & 
Ingalls, 1984; Cohen et ai., 1990; Davis et ai., 1991; Friedman & Kutash, 1986; Halikas et a~., 1990; 
Hollander & Turner, 1985; McPherson, 1991; Student & Myhill, 1986). It is important to note that 
none of these stud' ~s employed instruments specifically designed to assess for attention deficit or 
hyperactivity (e.g., Connors Parent/Teacher Rating Scales; Connors, 1970). Reported prevalence rates 
ranged from 0% to 46 % .. The New York Out of Home Study conducted by Cocozza & Ingalls (1984) 
found uniformly low rates (0% to 3 %) across five different settings. Relatively low rates (2% for 
females and 6% for males) were also reported by Cairns et ai., (1988) in their review of Willie M... 
cases in North Carolina. Both of these studies relied predominantly on case review methods. The low 
rates may also be a reflection of the tendency to develop only one diagnosis per youngster. When this 
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is done, the diagnosis of attention deficit disorder may either not be detected or may not be included 
because other diagnoses are considered to be more primary. In the Student and Myhill study (1986), 
where each youngster could receive more than one diagnosis, 38 % of the sample was identified as 
having an attention deficit disorder. Four of the five studies in which higher rates were found (19 % 
to 46%) employed a clinical interview of the youth (Davis et al. 1991; Halikas et al. 1990; Hollander 
& Turner, 1985; Student & Myhill, 1986). 

Substance Abuse and Dependence 
A relatively small number of studies address the issue of alcohol and drug use, abuse, or 

dependence in any way. Among those studies that do address this issue, there is a great deal of 
variability with respect to differentiating alcohol from other drugs and differentiating use, abuse, and 
dependence. The studies that address the issue of substance abuse are generally more recent. 

Eight of the twelve studies which provide estimates of subsu .•• ce abuse and dependence 
employed random or comprehensive sampling methods (Davis et al., 1991; Dembo et al., 1990; 
Friedman & Kutash, 1986; Halikas et al., 1990; McPherson, 1991; Student & Myhill, 1986; 
Westendorp et aI., 1986). While Friedman and Kutash reported an astonishingly low rate of 0%, the 
majority of estimates ranged between 25% and 50%. Halikas et al. (1990) reported a rate of 67%. 
Together, the data indicate that between one-quarter and one:-half of the youth involved in the juvenile 
justice system have some history of substance abuse, and this rate may be as high as 67 %. 
Interesting insights into the comorbidity of substance abuse and other mental disorders are provided by 
the works ofMilin et al. (1991) and Rosenthal et al. (undated), which report data regarding the number 
of subjects with substance abuse/dependence diagnoses that had additional psychiatric diagnoses. Milin 
and his colleagues found that 75 % of the subjects with a substance abuse/dependence diagnosis had at 
least one other diagnosis while Rosenthal and his colleagues reported a figure of 95 %. 

Work done by Richard Dembo (DI!mbo et al., 1990) is {i"orthy of mention because of his use 
of collateral information (Le., urinalysis) and his high compliance rate among potential subjects (98 %). 
Dembo and his colleagues have studied randomly selected youth entering a local detention center in 
Florida, interviewing them extensively about their use of legal and illegal substances. Dembo's 
estimates suggest that 25 % or more of the youth in detention had significant histories of substance abuse 
or dependence; indeed, 13 % of his sample of 399 youth reported prior treatment for alcohol or drug 
abuse. Dembo's use of urinalysis indicated that some youth were motivated to deny or minimize their 
use suggesting that the actual rate of abuse may be higher than reported. 

Personality Disorders ~: 

Eight of the studies reviewed provided prevalence estimates of personality disorders;- five of 
these studies employed random or comprehensive sampling (Cairns et aI., 1988; Cocozza & Ingalls, 
1984; Davis et aI., 1991; Friedman & Kutash, 1986; Hollander & Turner, 1986). Most investigators 
did not separate personality disorders intQ distinct subtypes. Prevalence estimates varied considerably. 
While four studies reported rates ranging between 2 % and 17 %, Hollander and Turner (1985) reported 

a rate of 46%. . 
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Mental Retardation 
Rates of mental retardation for this population have been reviewed in detail by staff of the 

Institute on Mental Disability and the Law at the National Center for State Couns (1987). Their 
comprehensive review of the literature, concludes that the prevalence of mental retardation among 
juvenile offenders is approximately 13%. 

Ten of the studies examined for this review reported prevalence rates for mental retardation. 
Of the six studies that used random or comprehensive sampling (Cairns et aI., 1988; Cocozza & Ingalls, 
1984; Day & Joyce, 1982; Friedman & Kutash, 1986; Prescott & Van Houten, 1979; Smyklen & 
Willis, 1981) prevalence rates ranged from 1 % to 23 %, with most studies providing estimates between 
7 % and 15 %. The variability of rates may be due to a number of factors including the tests used to 
assess intellectual functioning and the criteria for diagnosing mental retardation (Le., low intellectual 
functioning versus low intellectual functioning and deficits in adaptive behavior). 

Learning Disabilities and Specific Developmental Disorders 
These disorders were also comprehensively reviewed by staff of the Institute on Mental 

Disability and the Law at the National Center for State Couns (1987) who concluded the prevalence 
of learning disabilities/specific developmental disorders among juvenile offenders to be approximately 
36% .. 

Five of the seven studies, reviewed here, that provided prevalence estimates of learning 
disabilities employed random or comprehensive sampling procedures (Davis et al., 1991; Hollander & 
Turner, 1985; Robbins et ai. 1983; Smyklen & Willis, 1981; Waite, 1992). Reported prevalence rates 
varied considerably - between 17% and 53%. 

Affective Disorders 
Eleven of the studies reviewed provided estimates of the prevalence of affective disorders (for 

purposes of this review, the following were considered affective disorders: major depression, 
dysthymic disorder, bipolar disorder, cyclothymic disorder, and adjustment disorder with depressed 
mood). Seven of the eleven studies providing estimates employed random or comprehensive sampling 
(Cairns et ai., 1988; Cocozza & Ingalls, 1984; Davis et ai., 1991; Friedman & Kutash, 1986; 
McPherson, 1991; 'student & Myhill, 1986; Winter, 1991). Reported rates varied widely. In four of 
the studies, rates between 2 % and 12 % were reported - these studies did not employ interviews with 
the youth. The three remaining studies reported much higher rates - 32 %, 48 %, 78 %; all of these 
studies employed clinical interviews with the subjects. 

Anxiety Disorders 
In only seven studies were estimates of anxiety disorder prevalence rates presented; six of these 

studies employed random or comprehensive sampling (Cairns et al., 1988; Cocozza & Ingalls, 1984; 
Davis et aI., 1991; Friedman & Kutash, 1986; McPherson, 1991; Student & Myhill, 1986; Winter, 
1991). Higher prevalence rates were geperally reported by investigators who employed clinical 
interviews (6%,9%,25%/41 %), ratherthan record reviews on other approaches (0-3%,0-1 %,3-7%). 

In the only study examining the prevalence of Post Traumatic Stress Disc-:der (PTSD) in this 
population, McPherson (1991) interviewed children in a southwestern detention center. She reported 
a rate of 41 %. 
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Psychotic Disorders 
Nine studies reported prevalence rates for psychotic disorders (for purposes of this review 

psychotic disorders included schizophrenia and autism/pervasive developmental disorder). Of these nine 
studies, five employed random or comprehensive sampling techniques (Cairns et al., 1988; Cocozza 
& Ingalls, 1984; Hollander & Turner, 1985; Rosenthal et al., undated; Winter, 1991). Reported 
prevalence rates were generally higher than those reported for the general population of youth, ranging 
from 1 % (Cocozza & Ingalls, 1984) to 6% (Winter, 1991). 

Other Indicators I Measures of Mental Disorder 
Some of the reviewed studies reported infonnation which provides some additional insight into 

the adjustment and problems of youth in the juvenile justice system. Some of the more important 
factors presented in Table 2 are highlighted below. 

Prior Mental Health Treatment and Psychiatric Hospitalization 
A gross measure of adjustment and needs of youth in the juvenile justice system can be obtained 

by determining the number who have received mental health treatment in the past. Of course, this must 
be considered a general estimate of youth with "mental disorders" in the juvenile justice system since 
a number of youth in the juvenile justice system who are relatively free of mental disorder and 
psychopathology might be referred for "mental health treatment" solely because of their delinquent or 
troubling behavior (see e.g., Weithorn, 1988), and others with legitimate needs for treatment may not 
be referred. 

Higher rates of psychiatric hospitalization are observed among randomly selected youth in the 
juvenile justice system than in the general population. Reported rates varied considerably - from 3 % 
to 26 %. Five of the seven studies including such information reported rates of 12 % or above. 

Similarly, many more youth in the juvenile justice system report a history of outpatient contact 
or treatment. Five studies that employed random or comprehensive sampling procedures provided 
infonnation about mental health treatment prior to contact with the juvenile justice system (Dembo et 
al., 1991; Friedman & Kutash, 1986; McPherson, 1991; Rosenthal et aI., undated; Westendorp et aI., 
1986). Reported rates ranged from 38 % to 66 % . 

Historv of Child Abuse 
Children involved in the juvenile justice system are also more likely to have a history of child 

abuse and neglect than those outside the system. The emotional effects of abuse have been 
well-documented and this increased prevalence suggests that the adjustment of youth in the~juvenile 
justice system will be affected accordingly. Four studies that employed random or comprehensive 
sampling procedures provided information about abuse and neglect of the youth (Dembo et aI., 1991; 
Friedman & Kutash, 1986; Report of the" Juvenile Justice System, 1988; Student & Myhill, 1986). 
Reported rates of documented abuse in randomly selected juvenile justice samples are relatively 
consistent. Rates ranging between 25 % and 31 % were reported. in the fours studies. 

History of Suicide Attempts 
Also important in understanding the adjustment and needs of youth in the juvenile justice system 

is their history of self-injurious behavior. Reported estimates of previous suicide attempts among 
randomly selected juveniles in the juvenile justice system are relatively consistent, with the exception 
of the New York study (Cocozza & Ingalls, 1984) which reported an extremely low rate (1 %). Most 
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investigators reported rates that are substantially higher, and range between 6 % and 28 % (Cairns et al. , 
1988; Davis et aI., 1991; Dembo et aI., 1990; McPherson, 1991; Ohio Department of Human Services, 
1987; Report of Juvenile Justice Committee, 1988; Waite, 1992; Winter, 1991). These estimates are 
both deri ved from juveniles' self-reports as well as record reviews. There is some variability among 
investig:.tors with respect to what constitutes a suicide attempt, and these rates might be artificially high 
as a result. Nonetheless, the findings suggest that the problems of suicide, self-injurious behavior, and 
affective disorders are significant among youth in the juvenile justice system. 

Summary of Prevalence Findings 
Despite the limitations of the available data reviewed in these studies, it is possible to draw 

several conclusions. First, while it is not possible to offer an exact prevalence rate of mental disorders 
for youth in the juvenile justice system, it is clear that the prevalence rate is substantially higher than 
in the general population. While the estimates for the general population ranged as high as 22 % 
(Costello, 1989), it is likely that the prevalence rate for youngsters in the juvenile justice system is 
considerably higher. 

Second, although information on the specific types of conduct disorder are typically lacking, 
it seems safe to assume that at least one-fifth, and perhaps as much as 60 %, of the youth in juvenile 
justice system can be diagnosed.as having a conduct disorder. . 

Third, the rate of psychotic disorders was generally found to be greater than that found in the 
general population, ranging between 1 % and 6%. Although this still represents a relatively small 
number of children, it is an important group of youngsters because of the severity of their problems, 
and the inappropriateness of many correctional placements for responding to their needs. 

Fourth, it is obvious that attention deficit di~orders and affective disorders are a significant , 
problem in this population. However, there seems to be less clarity about the prevalence of these 
disorders than there is about other disorders, largely because of the measurement procedures used and 
the typical focus on only one diagnosis per youngster. 

Fifth, it is also clear that substance abuse disorders represent an important problem, and that 
there is a high degree of comorbidity between mental disorders and substance abuse disorders. 

Sixth, it is clear that many of the youngsters have multiple diagnoses, and that more attention 
has to be paid to the issue of comorbidity. Unless this is done, information on the rates of specific 
disorders may be misleading. ~, 

Seventh, as conceptualizations of mental disorder and diagnosis change, prevalence estimates 
of specific disorders will change. For example, only one investigator reported prevalence rates for 
post-traumatic stress disorder, despite the large number of youth in the juvenile justice system that have 
been severely abused or otherwise traumati~ed (McPherson, 1991). Estimates of the prevalence of this 
diagnosis will most likely increase over time. 

In addition to these conclusions, there are several other points which emerge from this review 
that may help to guide future research. First, the emerging area of developmental psychopathology 
would seem to have great potential for helping understand the characteristics of youth in the juvenile 
justice system, and the types of services that may be needed to prevent and/or treat their disorders. The 
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focus on developmental pathways, risk factors, and protective factors appears to be of great potential 
for advancing the field. 

Although it is always useful to have data on overall prevalence rates, it is likely that in the 
future the areas of research that may prove most fruitful will focus on the development of specific 
disorders, and the co-occurrence of varying problems. 

Another area that appears to hold much promise for understanding youth with emotional 
disorders is that of individual strengths, family strengths, and social competence. In understanding the 
nature of this population, and in developing prevention and treatment strategies, it is essential that a 
holistic perspective be considered that examines not only the presence or absence of disorders but also 
strengths, and that incorporates not only a diagnostic perspective but also an ecological perspective on 
family issues, cultural issues, and social issues. 

RESEARCH ON THE PREVALENCE OF MENTAL DISORDERS AMONG YOUTH IN THE 
JUVENILE JUSTICE SYSTEM: LIMITATIONS AND RECOMMENDATIONS 

Limitations of Existing Research 
The existing studies have a number of limitations which must be re-emphasized. First, in many 

of the studies, oni), a single diagnosis was reported. Since many youth have mUltiple diagnoses (Silver 
et aI., 1992; Studer,'t & Myhill, 1986), this tendency results in an under-identification of particular 
diagnoses that may not be typically classified as primary such as attention deficit disorder, affective 
disorders, and anxiety disorders. 

Second, the research has paid very little attention to the issue of comorbidity. As a result, it 
is difficult to have a complete understanding of the nature of the disorders of the youth, and to 
effectively project treatment needs. 

Third, the methods used for gathering data have not always been appropriate for identifying 
particular problems. For example, none of the studies employed those instruments that have been most 
widely used to determine the presen~e of an attention deficit disorder. 

Fourth, the changing diagnostic systems make it difficult to compare results over time. This 
is particularly the case with the disruptive behavior disorders. Since it is likely that there will be 
further changes in the disruptive behavior disorders in DSM-IV (Loeber, Lahey, & Thomas, 19JH), the 
problem of comparing results will be even greater in the future. 

Fifth, there continues to be an over-reliance on retrospective record reviews as the exclusive 
or primary assessment technique. There are many potential sources of bias and unreliability .in this 
approach including lack of specificity regarding definitions of symptoms and disorders and sampling 
problems. Probably the second most common assessment technique employed in the studies reviewed 
is the unstructured clinical interview that relies on self-reporting. The criticisms noted above also apply _ 
to this technique. 

A more promising trend in recent investigations is the use of structured or semi-structured 
diagnostic interviews (DICA, Herjanic & Reich, 1982; DISC, Costello, Edelbrock, Kalas, Kessler, & 

.. 
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Klaric, 1984). These interview instruments, which produce DSM-I1r diagnoses, can be administered 
by non-doctoral-level professionals and have demonstrated levels of reliability. They also have the 
advantage of providing multiple diagnoses per youngster, when appropriate. 

Some investigators have also used structured instruments of psychopathology, personality, and 
behavior (e.g., MMPI, SCL-90-R, MAPl), which are economical to administer and provide norms for 
comparison. A number of these instruments also include validity measures which assess the subject's 
test-taking set. This appears to be particularly important with this population since there are a number 
of reasons to suspect that arrested or adjudicated juveniles might be less than honest with an 
interviewer, even when the content of the interview is non-threatening, e.g., for research purposes. 

Sixth, there is often an inadequate description of the sample (e.g., insufficient information on 
age, gender, race, etc.) and little detail on how the sample was selected. Studies range from those that· 
studied every child or adolescent that entered a particular facility, to those that studied a much more 
select sample of those referred for a psychiatric evaluation. In the latter case the criteria for the referral 
is not typically described. 

Seventh, it is often unclear at what point in the juvenile's retention in the system they are being 
evaluated. While this is sometimes made explicit in particular investigations, there is a lack of 
consistency across the epidemiological studies. Finally, surprisingly little attention is paid in the current 
literature to separating mental illness from what may be reactive behaviors in response to being 
incarcerated and separated from one's family. 

Recommendations for Future Research 
With the above criticisms in mind, the following recommendations for research are offered to 

more accurately establish prevalence rates in this population. The recommendations offered below are 
not for purposes of clinical evaluation. Clinical needs and r~search needs are very different, 
particularly when logistical and economic considerations of clinical services are taken into account. 
Recommendations for clinical screening and identification are included in the next section. A 
state-of-the-art epidemiological study of prevalence rates of mental disorders in the juvenile justice 
system would begin with a standard assessment protocol utilizing mUltiple sites across several states. 
Investigators cannot rely solely on retrospective reports, but must collect current data in the most 
reliable manner possible. The following components should be included in such a study. 

Random Selection of Subjects 
Subjects must be randomly selected from the general pop,ulation of youth in the juvenile justice 

system in order to provide useful estimates of prevalence rates of mental disorder. Descriptions of 
special sub- popUlations (e.g., youth referred for psychiatric evaluation, youth in a special mental health 
treatment program), while useful in some ways, do not provide necessary information about the 
characteristics and needs of the population as a whole. 

Detailed Description of Subjects with Respect to Important Variables 
Samples should be fully described in terms of age, gender, race, SES, status in the system, and 

familial variables. Data should be analyzed for differences between groups on these variables. For 
example, few of the studies reviewed reported information separately for males and females, despite 
the numerous differences between the two groups on important factors (e.g., prevalence of different 
disorders, crimes committed leading to incarceration). 
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Investigators have also paid relatively little attention to the role age may play. We recommend 
that two categories be independently studied--those below age 16 and those above age 16. Juveniles 
below age 16 are more likely to be appropriately placed into a child diagnostic system, and youth 16 
years of age and above are more likely to receive Axis II personality disorders or be diagnosed with 
adult disorders. 

Recognition of the Effects of Placement in the System 
With respect to status in the system, it would appear that prevalence rates may vary among 

groups of youth depending on their location in the juvenile justice system. Different prevalence rates 
for mental disorder may occur at different places in the juvenile justice system (e.g., probation services, 
diversion/community programs, detention, training school) and the adjustment of juveniles in the system 
may also be affected by how long they have been in the system (e.g., less than 24 hours versus 24 
months). Thus, we recommend that juveniles in these different situations be studied at different points 

. in time in order to identify acute, shon-term situational disorders and needs, as well as more chronic, 
longer-term needs. By doing so investigators may finally be able to document these differences. 

Utilization of a Multi-Method/Multi-Source Assessment Approach 
A multi-method/multi-source assessment approach is necessary given the limitations of any 

single technique. The assessment protocol should include: 

Standard Record Review. A scoring system and decision making protocol should be developed 
so that the record review can be systematic, operationally defined for other researchers, and yield 
reliability estimates. Critical events in the records should be assigned weights or values on an a priori 
basis and then "added up" to help accept or rule out panicular diagnoses. 

Structured Diagnostic Interviews. A structured diagnostic,interview (e.g., DISC, DICA) should 
be completed with all subjects. As described earlier, thes~ instruments produce DSM-JII/DSM-JII-R 
diagnoses, have proven reliable, and can be administered by non-doctoral-level research assistants. 

Prevalence studies that did not employ some kind of interview of subjects generally reported 
lower rates of mental disorder than .those studies which employed some kind of structured or 
unstrucrJred interview. Face-to-face contact via a clinical interyiew may be important in identifying 
youth ('!xperiencing some type of mental disorder which may not be identified by other methods (e.g., 
record review, psychological testing, repon by caretakers). 

Self-Repon Measures of Psychopathology, Personality, and Adjustment. Inclusion of 
norm-based, self- repon instruments (e.g., MAPI, MMPI-A, SCL-90-R) should be considered. These 
instruments are economical to administer and score, have validity measures, and may prove useful with 
respect to providing descriptive information about this population. 

Corroborative Measures of Psvchopathology. Personality, and Adjustment. Again, the use of 
standard instruments ,completed by parents and teachers, particularly with the younger population of 
juveniles, is critical. Instruments such as the CBCL (Achenbach, 1991) can be completed by parents 
and teachers, and yield a profile of a child or adolescent that compares their symptomatology on several 
internalizing and externalizing factors relative to one another and to a normative sample. 
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The Personality Inventory for Children-Revised (PIC-R; Win, Lachar, Klinedinst, & Seat, 
1984) is another assessment instrument that might be useful in describing the population of youth in the 
juvenile justice system. The PIC-R is an extensive true-false inventory completed by parents describing 
their children. It yields a profile based on parental perceptions and includes scales which reflect general 
family dysfunction, learning impairments, and social difficulties in addition to the more traditional 
categories of childhood psychopathology. 

Structured interviews with the subjects' parents and/or family members should also be 
considered. This would provide detailed and helpful information about the developmental history of 
the subjects, and would also help corroborate reports in the subjects' records or offered by the subjects. 
Of course, researchers using such interviews would have to demonstrate the reliability of such a 
technique. 

Specific/Focused Measures of Psychopathology, Behavior. and Adjustment. The measures 
described above should lead to a preliminary diagnostic impression, to be followed up with measures 
that are more specific and sensitive to the particular disorder thought to be present. For example, the 
Connors Rating Scales (Connors, 1970) or the ACTeRS (Ullman, Sleator, & Sprague, 1984) could be 
used to confirm ADHD and the Children's Depression Inventory (Kovac, 1981) or Beck Depression 
Inventory (Beck & Steer, 1987) could be used in a similar way for affective disorders. 

Measures of Intellectual Functioning, Academic Functioning, and Adaptive Behavior. Standard 
measures of intelligence (e.g., WISC-III, WAIS-R), adaptive behavior (Adaptive Behavior Scale, 
American Association on Mental Deficiency, 1975) and academic achievement (e.g., Woodcock
Johnson Psycho-Educational Battery, 1989) must be administered if accurate rates of mental retardation 
and learning disability/specific developmental disorder are to be o.btained. 

Collection of Data Over Time. The ideal study would also follow subjects longitudinally, so 
effects of movement through the system could be measured. Such an undertaking, of course, increases 
considerably the expense of such an investigation. 

Discussion 
A protocol incorporating the above suggestions will provide reliable and structured diagnoses 

and thus would establish the prevalence rates of mental disorder among youth in the juvenile justice 
system and among specific sub-populations (e.g., males, females, those under 16, those above 16, 
juveniles in detention centers, juveniles in training schools). It would also provide desqiptive 
information about the behaviors and adjustment of children in the juvenile justice system. The protocol 
also has the potential to document the effects of different parts of the system on juveniles' mental health 
and adjustment; this could have implications for different kinds of screening and treatment needs. 

The rigor of our recommended tec~nique might result in estimates of "mental disorder" lower 
than those previously reported by some investigators. With more explicit criteria and systematic 
assessment, many children who are having emotional and behavioral difficulties but where those 
difficulties are not primarily related to the presence of a mental disorder may be eliminated from the 
estimates. This should not be interpreted to mean that only those with a clear diagnosis are in need of 
or would benefit from mental health services. In fact, there is a large subset of the child population 
who are in need of mental health services, broadly conceived, but who do not meet the criteria for any 
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mental disorder. More importantly, the majority of those with diagnosable disorder will need more than 
traditional services (e.g., psychotherapy and medication). A multi-systemic assessment and treatment 
approach is needed with this population. Information gathered through such assessments may offer 
alternative (and more parsimonious) explanations for a child's current functioning (other than a mental 
disorder). Second, a broader systems evaluation will certainly aid in individualized treatment planning 
and cooperation between systems in which the child is involved, for both those with and without 
diagnosable mental disorders. 

RECOMMENDATIONS FOR CLINICAL SCREENING AND EVALUATION 

The review of literature undertaken for this chapter highlights not only the inadequacies of 
existing research but also the critical need for improving the screening and evaluation of youth who 
come in contact with the juvenile justice system. In all likelihood, the implementation of systematic 
procedures for screening and evaluation would have a positive impact on our understanding of the 
prevalence of mental disorders among this population. More importantly, however, it would result in 
better and more appropriate services to the individual youth within the system. In considering 
recommendations for clinical screening and evaluation, it is helpful to divide screening and evaluation 
tasks into two functions: 1) identification of acute disorders that need immediate treatment, and 2) 
identification of non-acute, mental disorders requiring longer- term treatment. Recommendations for 
each type of screening are presented separately below. 

Acute Screening Functions 
All parts of the juvenile justice system must have the capacity to identify acutely disordered 

youth as well as juveniles with severe mental disorders in need of ongoing treatment and care. All 
points in the system need to have in place cost-efficient, time-efficient, and effective screening 
mechanisms to identify juveniles with no pre-existing mental disorders who may be in crisis as the 

. result of their entry into the system, and juveniles with pre-existing mental disorders who require 
continued treatment. This screening mechanism must be in place so that all juveniles entering the 
system are evaluated. 

The system must be time-efficient because of temporal realities (e.g., juveniles may be held in 
a detention center for a short period of time but they may nonetheless be in need of evaluation and 
treatment) and cost-efficient given economic realities (intensive psychological/educational/social 
evaluations of all youth when they first enter the juvenile justice system is not financially feasible given 
the numbers that are eventually diverted in some way, or who )lave been evaluated at some earlier pOiilt 
in time). 

Thus, we recommend that immediate entry points in the system (e.g., probation intake, child 
welfare/social service offices, detention centers)"have qualifie.d persons in place who can conduct a 
routine mental health screening that is largely guided by a structured interview/questionnaire. Such a 
screening mechanism should be incorporated into the standard intake procedure, and could be 
administered by a nurse (RN or LPN) with 'special mental health training and experience or a 
bachelors/masters level mental health professional with special training and experience. The screening 
technique could be incorporated into a health screening that might take place in some facilities (e.g., 
detention centers) or it could be administered independently. Psychological testing would not be part 
of such an evaluation procedure. 
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The structured interview should gather relevant historical information (e.g., past outpatient 
treatment, past inpatient treatment, past medications, past suicide attempts) and relevant current 
information (e.g., current treatment, current medications, suicidal ideation, assessment of mood, 
assessment of mental status, recent drug or alcohol use). A parent or caretaker should also be 
interviewed (in person or via telephone) about the juvenile's mental health history and more recent 
adjustment in order to verify the juvenile's accounts. 

The mental health screener has a number of options to pursue with a particular juvenile. Many 
youth will not be involved in any current mental health treatment, will not be in any distress, and will 
not be in need of referral for further evaluation or treatment. Others will be involved in treatment 
which will not be necessary to continue during the juvenile's initial contact with the juvenile justice 
system. Others will be receiving ongoing care that must be continued (e.g., medication) and referral 
to a qualified mental health professional for a more detailed evaluation will be necessary. Other 
juveniles will be in acute distress (e.g., suicidal, under the influence of alcohol or drugs) and in need 
of immediate attention (e.g., transfer to another facility or referral to a mental health professional for 
some kind of immediate intervention or further evaluation). 

It is stressed that this evaluation task serves a triage function, and is designed to identify 
juveniles in need of immediate attention; it is not designed to be an all-encompassing evaluation that 
makes recommendations regarding long term treatment needs. As such, it is important to emphasize 
that this kind of screening must be available at all points in the system, not solely at the entry point 
(i.e., police stations, detention centers, and juvenile justice agencies). Since movement from one part 
of the system to another can have a significant impact on the person (e.g., transfer from a detention 
center to a training school) all facilities must have a fast, efficient, and reliable screening system in 
place which identifies, refers, and provides services to juveniles in need of immediate treatment. 

Longer Term Evaluation and Examination 
It is also recommended that a subset of juveniles entering the juvenile justice system undergo 

a comprehensive psychological, medical, and social evaluation to identify medical, psychological, 
academic, and social factors that may be related to their adjustment and delinquent behavior. Ideally, 
a state would be able to designate a uniform point at which all juveniles would undergo such an 
evaluation (e.g., a court clinic). But the logistical realities of many state systems and the funding 
mechanisms of many services make implementation of such a uniform system difficult. Such a system 
would be cost efficient insofar as it would prevent multiple evaluations. Additionally, these evaluations, 
completed upon entry into the system, could follow the juvenile through the system. A system of 
comprehensive, uniform evaluations is not without shortcomings~ however. Uniform evaluationst:inight 
mean that some juveniles are evaluated on factors that are largely irrelevant to their case. Uniform 
evaluations also have the potential to ignore individual factors that may be relevant in a particular case, 
but are generally not relevant. However, an individualized, multi-source multi-method evaluation will 
minimize these risks. 

A thorough clinical assessment would require multiple sources of data (e.g., parents/caretakers, 
the youth themselves, teachers, and other individuals who may have relevant input with respect to the. 
individual youth's treatment needs). Such a process may seem to be costly and time consuming; 
however, if its purpose is to produce a comprehensive treatment plan designed to rehabilitate the youth 
to prevent future involvement in the juvenile or adult justice sys·tem, such an evaluation is necessary. 
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Depending upon their level of involvement with the youth, these sources/individuals may also be 
imponant agents in developing and implementing a comprehensive, individualized treatment plan. 

Multiple methods will also be necessary to produce a comprehensive assessment of the youth. 
These methods should include interviews and traditional psychological assessment measures which can 
evaluate the youth's clinical functioning and behavioral/emotional adjustment (Le., intellectual 
functioning, personality functioning, adaptive behavior/social skills, substance abuse/dependence issues, 
levels of psychopathology), academic achievement, vocational interests, and strengths. Structured 
and/or semi-structured clinical interviews used with other sources (parents, etc.) will be helpful in 
corroborating information reponed by the youth. It is panicularly imponant to determine what a 
youth's strengths and interests are as this information is often helpful in developing treatment plans 
which are designed to both ameliorate problems and enhance adaptive functioning. Additionally, the 
incorporation of individuals from the community who may not be at all related to the youth's problems 
(e.g., job training instructors, OED program directors, etc.) may be helpful in the enhancement of 
adaptive functioning. 

It is acknowledged that this type of evaluation and treatment planning goes well beyond the 
scope of assessing for the presence of mental disorders among youth. However, it is clear that targeting 
one domain of functioning (Le., psychopathology) does not sufficiently address the needs of these youth 
with multiple problems who are likely to have significant histories of involvement with multiple service 
systems. In all probability, unidimensional assessment will do little to stem the growing tide of youth 
revolving in and out of our juvenile and adult criminal justice systems. 



Informants 

N 

Sample Agc:s 

Diagnoses: 
Attention deficit disorfler 
(w/wo hypc:ractivity) 

Oppositional disorder 

Conduct disordt!rs 
(all typt!s) 

Separation anxiety 

OVt!ranx inus llison.1er 

Simple phobia 

Dc:prt!ssion, dysthymia 

Functional t!nuresis 

Ont! or mort! diagnoses 

* "Emotional disorder." 
t Major depression. 

Table 1 

Premlence Roles of DSM-1I1 Diaglloses in Nonc/illic Samples' 

Anderson et al. Bird et a!. Velez et a!. Costello e( a!. 
(1987) (1988) (1989) ( 1989) 

Child (Intervit!w) 
Par~nt (Checklist) Child (Interview) Child (interview) Child (Interview) 
Teacher (Cht!Cklist) Parent (Interview) Parent (Interview) Parent (Intc:rview) 

782 777 776 789 

II 4-16 11-20 7-11 

6.7% 9.9% 4.3% 2.2% 

5.7% 9.5% 6.6% 6.6% 

. 
3.4% 1.5% 5.4% 2.6% 

3.5% 4.7% 5.4% 4.1% 

·2.9% " NA 2.7% 4.6% 

2.4% 2.3% NA 9.2% 

1.8% 5.9% 1.7%t 2.0% 

NA 4.7% NA 4.4% 

17.6% 18.0% ± 3.4% 17.7% 22.0% ± 3.4% 

Offord ct al. Kashani et al. 
(1989) ( 1987) 

Parent (Cht!Cklist) Parent (Intervit!w) 
Teacht!r (Cht!Cklist) 
Child (Checklist) Child (Intervic:w) 

I 

2,679 150 

4-16 14-16 

6.2% 2.0% 

NA 6.0% 
I 

5.5% 8.7% 

8.7%' 

9.9%" .7% 

8.0% 

NA .7% 

18.1 % 18.7% ' 

/I Anxit!ly disorder. 
/) No/e. From "Dt!velopments in Child Psychiatric Epidemiology.· by E.J. Costello, 1989, Journal of the American Academy of Child and Adolt!scent Psychiatry, 28, 

1'.838. Copyright Amt!rican Acadt!my of Child and Adolescent Psychiatry. Rt!printed and adapted by permission. 

N 
\0 
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TABLE 2 - PREVALENCE STUDIES OF MENTAL DISORDERS IN THE JUVENILE SYSTEM 1975 - 1992 

I STUDY 

Lewis, Balla, Sack, & 
Jekel (1975) 

King & Young (1978) 

Lewis, Shanok, Pincus, & 
Glaser (1979) 

Prescott & Van Houten (1979) 

Chiles, Hiller, & Cox 
(1980) 

Lewis, Shanok, Cohen, 
Kl igfeld, & Frisone (1980) 

Broder, D~ivant, 
Smi th, & Sutton 
(1981) 

Smyklen & lIillis (1981) 

I 
SlIfrPle 

H : 40 
Age range : 8-17 

H = 749 

N = 97 
100); male 

N : 950 

H : 120 
23X female, m IMle 
83X whi te, 15X other 
Mean age = 14.01 

N = 63 
17% female, 83X mle 
67% black, 33X white 
Mean age = 15.56 

N = 633 males 
41X white, 42X black, 
8X hispanic, 9X other 

N = 30 

N = 30 

N = 30 

Setting 

Juvenile court cl inic 

State juveni Ie 
correctional 
institutions 

Secure state 
institution for 
juveniles 

Various 
(institutionsl) 
correct i OtIIIl 
facil ities 

State correctionsl 
facit ity 

Secure state 
institution for 
juveni les 

comrunity (56X) and 
one of 6 state 
training schools 
(44X) 

State' juveni le 
institutions 

Adjudi cated, but in 
comrunity 

Status offenders in 
comrunity 
(CHINS) 

METHODOLOGY 

Inclusion 
Criteria 

First 40 juveniles 
referred to cl inic 
staff because of 
suspected mental 
health involvement 

Ccxrprehens i ve 

Apparently randomly 
selected 

Ccxrprehens i ve 

Bet~ 13 and 15 
years of age; 
exc l uded ado I escents 
who were psychotic, 
mentall y retarded or 
had a history of 
seizure disorder; 
were i ntervi ewed 
within 48 hours of 
aanission 

Consecutive acinissions 
to facility from an 
urban catchment area 
over the course of one 
year 

• Adjudicated as 
del inquent or status 
offenders; IIBles wi th 
mental retardation, 
seriously emotiOtllllly 
disturbed, or physical 
h~ndi caps were 
excluded 

Randomly selected 

Matched to confined 
juveni les for 
geographic location 
and age 

Matched to confined 
juveni les for 
geographic location 
and 8ge 

. 
Assessment 
Techniaues 

1- Cl in;cal interview 
2. Psychological testing 

1. Record Revi ew 

1. psychiatric interview 
2. Neurological evaluation 
3. Psychological testing 
4. Review of prior IQ testing 

1. Record Revi ew 

1. Clinical Interview 
2. Beck Depression Inventory 
3. Behavior Inventory for Depressed 

Adolescents 

1. Record revi ew 

1. Record Revi el/ 
2. IIISC-R 
3. l/00dcock Reading 
4. Key Math Diagnostic Arithmetric Test 
5. Bender Visual Motor Gestalt Test 

1. IIISC-R 
2. \/RAT 
3. Bender Visual Motor Gestalt Test 
4. D&E .Behavior 'Rating Scale 

Same 8S above 

Same as above 

I 
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FINDINGS 

Conduct ADHD Drug aM/or Persona l i ty Mental LD/ Affective Anxiety Psychotic Other FiMings 

Disorder Alcohol Disorder Retardation SOD Disorder Disorder Disorder 
;'~r,e 

15:1: 25:1: lOX 5X · 25X displayed 
"psychot I c" 
S)'lTl'tomatoI ogy; 

· 3X rece I ved ant i • 
convulsant medications 
suggesti ng sel lure 
disorders· 

· Stbj ects who comni tted 
more violent crimes 
generaLl y showed more 
psychotic 
s)'lTl'tomatology; 

· 35X reported displayed 
S)'lTl'toms of 
depressi on; 

• 21X reported visual 
hallucinations; 

· 31X reported audi tory 
hallucinations; 

· 11:1: reported 
01 factory/gustatory 
hallucinations; 

· 6X reported tacti le 
hallucinations; 

· 59X reported current 
or past paranoid 
s)'ITl'tomatology; 

• 33X displayed loose, 
ranbl ing, illogical 
though t processes; 

6X 

- Majority of stbjects 
(96:1:) had spent 
approximately 4 weeks 

('. 
at a diagnostic center 
prior to entering this 
faci Ilty; 

• 61X of depressed 
stbjecfs reported 
us i ng drugs eM 
alcohol to relieve 
depress i on; 

• 61% of stbjects for 
whom I nformat I on was 
avai lable had 
histories suggesting 
perinatal problems; 

- 39X of ado l escents 
displayed ·~ychiatric 
svn,tomsH • \:( 

37X" *Tests were only 
ministered to 
stbjects whose records 
suggested a learning 
di sabi Ii ty; 

. 
23X 37X - No significant 

difference between 
. the 3 groups on any 
diagnosis; 

20:1: 40X - 38:1: of all subjects 
were neither Ip,arning 
disabled or mentally 
retarded; 

13X 53'; 

'---------------
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I STUDY I METHODOLOGY I 
SlIO'ple Setting Inclusion . Assessrrent 

cri teria Techniques . 
Davol i & Stock N = 71 2 state training For inclusion swjects 1. Structured Interview (Schedule for 
(1982) 44% female, 56% male, schools rust have history of: Affective Disorders end 

55X white, 37X black, - violent felonies or Schizophrenia & Diagnostic Interview 
4X hispanic, rultiple non-violent for Borderl ines 
4X lImixedll factors; 2. Mental Status Examination 
Hean age = 16.28 • prior training 3. Del inquency Checkl ist 

school placements; 4. Behavior Checkl ist 
• psychiatric 5. Record Revi ew 

hospital ization; 
• assaultive training 

school behavior; 

DBY & Joyce (1982) N = 202 Juveni I e court CBses Randomly selected with 1. Record Revi ew 
96% females, 4:: males the exception of 40 
56:: black, 44:: white low IQ CBses selected 

to guarBntee s he of 
borderl ine retarded & 
mentally retBrded 
gr~ 

Lewis, Shanok, & Pincus N = 54, State correctional Referral for mental 1. Psychiatric interview 
(1982) 35); female, 65); male institution heal th evaluation 2. Neurological evaluation 

100); white because of disruptive 3. Review of prior psychological 
behavior in the testing 
institution 4. EEG 

5. Revi ew of records 

Hi Lter, Chiles, & Barnes N = 50 State correct i ana I 150 consecutive 1. Structured interview 
(1982) 79'1. wh i t e institution lIanissions 

Hean age = 14 

lIilgosh & Paitich (1982) N = 27 females Court cl inic Referred to court 1. Raven Progressive Hatrices 
Hesn IIge = 14.51 clinic for 2. IIRAT 

assessment 3. III SC Vocabulary Subtest 

N = 72 male Court Clinic 
Hean age = 14.27 

'. 
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FINDINGS 

Corduct ACHD Drug and/or Personal i ty Mental lDI Affect ive Anxiety Psychotic Other Findings 

Disorder Alcohol Disorder Retardat ion SOD Disorder Disorder Disorder-
Abuse 

87X 23X 55X 7X 63" 8X - Hean JQ = 85.15; 
- Hean \/RAT readi ng 

· 
grade level = 6.98; 
Hean \/RAT spell ing 
grade level = 5.65; 

· Hean \/RAT math grade 
level = 5.54; 

7X - 31X were "borderl ine 
mentally retarded;" 

- Kean Full Scale JQ for 
females = 97.00, 
males = 94.26; 

- Kean readi ng and math 
grade levels ranged 
from 2.49 to 3.62; 

- 25:1: of females and 21X 
of me l es showed 

· 
al:norma 1 EEG; 
74X of females and 71X 
of males reported a 
his tory of head 
injury; 

- 61X of females and 55X 
of males displa/ed 
paranoid 
s~tomatology; 

- 35% of females end 29X 
of males evidenced 
visual hallucinations; 

- 38X of females and 40X 
of moles evidenced 
auditory 
hallucinations; 

• 36% of females and 33% 
of males evidenced 
loose, rsrtbling, 
illogical thought 

, processes; 
• 48X of females and 26X 

of me.les had prior 
psychiatric 
hosoital ization· 

• 20X reported a pes t 
suicide att~t; 

63% 

61'; 

---- --- -----



STUDY 

Robbins, BeCK, 
Pries, Jacobs, & smith 
(1983) 

Cocozza & Ingalls (1984) 

HeMa,..,., Al"ssi, Grapentive, 
& Brickman (1984) 

Hollander & Turner (1985) 

Friednan & Kutash (1986) 

Stu:lent & Myhill (1986) 

S"""le 

N = 25 adju::licated 
males 
80X white, 20X blaCK 
Hean age = 15.9 

N = 25 edju::licoted 
males 
88X white, 12X black 
Hean age = 15.7 

N = 101 
15X female, 65% male 
15% white, 59% black, 
25% Hispanic, 19% 
other 

N = 110 
100X female 
42X white, 41'- bleCK, 
lOX Hispanic, lX other 

N = 106 
79X female, 21X male 
40X whi te, 47X black, 
12X Hispanic, 1X other 

N = 64 
72X female, 28X male 
17); white, Tn: black 
5X Hispanic, 2X other 

N = 105 
66% female, 31.% male 
48% white, 36% black, 
12X Hispanic, 4% other 

N = 103 
59% female, 41% male 
48X white, 41% black, 
9% Hispanic, 
2X other /lXlknown 

N = 71 
44% t_le, 56% male 
55% whi te, 37% black, 
ex other 

N = 200 
57% black, 36% white, 
6X hispanic, 2X other 
H"an age = 15.5 

N " 325 
36% female, 64X male 
47% white, 51X black, 
2X other 
Hean IIge = 15 yrs,11 
IIlOS • 

N = 56 
24X females, 76% males 
33X white, 67% black 
Age range: 11-18 

Setting 

Court clinic 

Court clinic 

Highly secure 
institutions, 
non-comruni ty based 

Secure institutions, 
non-conmJ!li ty based 

Non·secure 
institutions, 
non-conmJ!li ty based 

Youth Development 
C..nters 
(cOlTllUli tv-based 
residl!ntial centers) 

GrQ\4) homes 

Foster/temily care 

Stete training 
schools 

New J"rs"Y juveni le 
court system 

3 state training 
schools 

. 

Two state training 
schools 

METHODOLOGY 

I nc I us i 00 • Assessment 
Criter~ia~ ____ -+ ______________ T~e~c~h~n~i",~ue~,s~ __________ -il 

Referred for 
evaluation by ju::lge or 
probation officer 

Not referred for 
evaluati on by ju::lge or 
probation officer 

Randoml y selected 

Randomly selected 

Randomly selected 

Randomly selected 

", 

Randoml y selected 

Randomly selected 

For inclusion, 
slbjects IIIJSt have 
history of: 

- violent ott"""es, 
or 

- IIJJl tiple non-
viol..nt offenses; 

- prior training 
school placeRnt; 

- assaultive 
training school 
behavior 

All ccmnitments ov"r 
10 week period 

< 

Random selection or 
all cas"s in a 
particular training 
school 

1/3 of population, 
randomly selected 

1. Structural Interview 
2. IIISC-R/IIAIS 
3. IIRAT 
4. Physical Exemination by ItJ 
5. Golcinan, Fristoe, lloodcock, Au::litory 

Ski lis Battery 
6. Purdue Perceptual Hotor Chalkboard 

Task 
7. Neurological Screening 

1. Record revi ew 
2. Interview with facil ity esrployee 

"fami I iar with the case" 

1. Record revi ew 
2. Interview with facit ity esrployee 

"famil iar with the casel! 

1. Record review 
2. Interview with tacil i ty esrployee 

"familiar with the C6se" 

1. Record r"vi ew 
2. Int"rview with facil i ty esrploy"e 

"femil i ar wi th the case" 

1- Record revi ew 
2. Interview with hcil i ty esrployee 

"famil iar wi th the case" 

1- Record r"vi t'li 
2. Interview with tacil i ty esrployee 

"femil iar with the easel! 

1. Record r"vi ew 
2. Del irqJeOCy Checkl ist 
3. Two cl inical int"rviews 
4. Schl!dJled tor Affective Disorders 

and schizophrenia 
s. Hamilton Rating Scale tor Depression 
6. Carrol Self-Rating Scale for 

Depr""sion 

1- Clinical Int"rview 
2. Int"llectual Testing (varied) 
3. "'PI 
4. Projective Testing (varied) 
5. Record revi ew 

~. 

1. Record Revi ew 
2. Intervi ew wi th staff noenber 

f emil i IIr wi th the ch ild 
3. QUlly Revised Behavior Checklist 
4. Jes"""s Behavi or Checkli 5t 

1- Psychiatric Interview Using I:iddie
Schl!dJle for Affective Disorders 
and Schi zophrenia 

2. Hi II ion Adolescent Personality 
IIlV..ntory 

3. Hamil ton Rating Scale for Depression 
4. Chart Review 
5. Cottage Behavior Rating Scale 
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FINDINGS 

Conduct ADHD DrUg andlor Persona l i ty Hental LDI Affective Anxiety Psychoti .. Other Findings 
Disorder Alcohol Disorder Retardation SOD Disorder Di sorder Disorder 

Abuse 

40X • Hean Full Scale /0 " 
90.4; 

· 3 sLtljects had full 
Scale 10 < 70; 

48X · Hean Full Scale /0 " 
94.2; 

• 1 sLtlject had Full 
Scale /0 < 70; 

46X OX 13X 12X 2X OX OX • lX atterrpted suicide 
Primary diagnosis with 
except i on of mental 
retardation; 

nx 2X 6X 9% 8X OX 3X • lX otterrpted suicide; 
Primary psychiatric 
diagnosis with 
exception of mental 
retardation; 

24X lX 9% 4X 5% 2X OX · 2X atterrpted suicide; 
Primary psychiatric 
diagnosis with 
exception of mental 
retardation; 

19% OX 11X lOX 6X OX OX • OX attell'pted suicide; 
primary psychiatric 
diagnosis with 
exception of mental 
retardation; 

17% lX ex ex 12X 3% OX • OX attell'pted suicide; 
Primary psychiatric 
diagnosis with 
exception of mental 
retardation; 

lOX 3X 8X 4X 4% 2X OX • OX attell'pted suicide; 
Primary psychiatric 
diagnosis with 
exception of mental 
retardation· 

11% 13X SOX 4% 18X 4% 

85% 19% 46X 19% 2X • Adjustment di sorder " 
9%; 

• "Other" di sorders " 
4X; 

'f , 

lOX OX 2X 1% 2X lX • 13% had IQ < 70; 
• 96X on no psychotropi c 

lIledications; 
• 62X reported receiving 

some type of mental 
health service prior 
to entering training 
school; 

• 27% had docunent ed 
histories of abuse; 

91X 38X 50" 78X 9% • 26X had history of at 
least 1 psychi atric 
hospital ization; 

• 31" had histories of 
docounented abuse; 
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STUDY 

Sanple Setting 

I~-----------------+--------------~---------' 
lIestendorp, Brink, Roberson, 
& Ortiz (1986) 

Lewis, Pincus, Lovely, 
Spitzer, & Hoy (1987) 

on i a Departmer.t of 
Hunan Servic"s (1987) 

Report of the Juveni Ie 
Justic" Subcomni ttlOe of the 
InterdlOpartmental COl.I'lCil's 
Children's Policy ComnittlOe 
(1988) 

Cairns, Peterson, & 
Neckerman (198!!) 

Zagar, Arbi t, Hughes, 
Busell, & Busch (1989) 

N " 51 
7X female, 93% male 
58% white, 36% black, 
6); other 
Hean age" 15.2 

N " 31 
39% female, 61% male 
48% whi te, 32% black 
19% Hispanic 

N " 520 
59% wh i te, 39% black 
1X hispanic, 1% other 

N = 639 
lSX female, 85X mal" 
Hean age" 16.3 

N = 520 
19% fetMle, 81X IIBle 
48X black, 48); white, 
4X other or 
I.nClassified 

N" 1,956 
20X female, 80X IIBle 
Mean age = 13.9 

Juven i I e court 

State secure 
institution 

All juveniles ages 12 
through 17 who were 
adjudicated 
del inquent and in an 
out-of-home placement 

74% adjudicated, but 
in cCll'llUli ty; 
26% Maine Youth 
Center (R ... idential 
Program) 

Variety of settings 

Juvenile court cl inic 

METHODOLOGY 

Inclusion - Assessment 
criJ~rti~aL-____ -+ ____________ ~T~e=c~hn~i~a~~:s ____________ ~, 

55 consecutive 1. Structured Interview 
placements from 2. MHPI, Adolescent Norms 
juvenile court 3. PlAT 

No report on criteria, 
appeared to be 
randomly selection 

Random sanple 

All youth in th" Maine 
Youth Center (MYC); 
Others consi~red "at 
ri sic" for out-of-home 
placement or in need 
of ecfditional 
s~rvices~ 

Fi rst 800 cases 
identified as 
q.l81 Uyi ng for the 
lIillie H. vs. Hunt 
class action law sui t 

Adjudicated del inquent 
and referred for 
evaluation of 
emotional, behavioral, 
Iledical, and 
educational problems; 
Juveni les who had 
s~tcms of psychosis 
were excluded 

4. Child and Adolescent Adjustment 
Profi Ie (Parent or Courtworker 
cc:wrpleted) 

1. Structured psychiatric intervi"w 
2. Neurological evaluation 

1. Record revi ew 

1. Record revi ew 
2. Survey of casework"rs 

1. Record r"vi lOll 

1. Psychiatric intervilOll 
2. Medical history fi· 
3. Physical eXIim 
4. \lISC-R 
5. B~r Visual Motor Geshl t Test 
6. Gates McGenitie Stanford Achievement 

Test 
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FINDINGS 

Conduct ADHO Drug .OO/or Persona Ii ty Hental LOI Affective Anxiety psychotic Other FiOOings 

Disorder Alcohol Disorder Retard.ti on SOD Disorder Disorder oi sorder· 

Abuse 

- 60% reported regular 
to excessive drug use; 

- 44); reported prior 
contact wi th menta I 

-
heal th system; 
group mean of 23rd 
percenti Ie on PIAl; 

- most frequent 
2-point liMP I code was 
4-9/9-4 (22);); 

- 74% eOOured severe 
head injury; 
39% reported severe 
headaches; 

- 32% reported visual 
hallucinations; 

- 35:1: reported audi tory 
hallucinations; 

- 61,. reported paranoid 
ideas; 

- 30X reported loose, 
illogical thought 

-
processes; 
55X reported past 
suicide .ttelll'ts; 

-m reported history 
of physical aOO 
~tional abuse; 

- 14X of subj ects were 
identified as having 
some kind of mental 
heal th probl em, 
broadly conceived; 

- 27% of subjects 
displayed syrrptoms of 
depress ion; 

- 13X of subjects 
di splayed syrrptoms of 
hyperactivi ty; 

- 49% had history of 
substance abuse; 

- 3.3X of subj ects 
displayed syrrptoms of 
thought disorder; . 18X had history of 
sui cide .ttelll'ts· 

- 58X had "drug 
problems" 

- 25:1: were physically 
abused 

- 22X were sexually 
abused 

- 20% were "suicidal" 
- 28% were "assaultive" 

57% female 2X female 4% female 3% female 5X female OX female *4X female - Adjustment disorder" 
66X male 6X male 2X male 6X male lX male lX IMle *5X male 9% of females, 

4X of males; . "Other beh8v; oral" 
problems" 12X of 
females, 5X of males; 

- 24X of females BOO llX 
of males reported past 
suicide Btt~ts; 

* Includes POD; 

9% ADHD 15X - Plean Full ScaLe IQ " 
83.6; 

46% ADD - Hean grade in school " 
8.0; 

- Hean reading speed and 
accuracy grade level " 
4.1; 

- Mean vocabuLary grade 
level" 4.1; 

- Hean reading 
cOfll'Osition grade 
level" 4 .3; 

- Mean IIBth 9rade l eve l 
= 3.6· 
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STUDY METHODOLOGY . 
S8I1'Ple Setting Inclusion Assessment 

Cri teri a Techniques 

Cohen, Parmelee, Irwin, N = 35 State juveni Ie All adnissions over B 1. Child Behavior Check I ist 

lIeisl, Howard, Purcell, & 25X female, 75X male correct i ons f ac il i ty 5 month peri od 
Best (1990) 36X white, 64X black 

Mean age = 14.1 

Denbo, lIill iams, lIish, N = 399 Local detention - Half of incoming 1. Structured I ntervi ew 
Berry, Getrey, lIashburn, & 28X female; nx male center males (randomly 2. SCL-90-R 

Schmeidler (1990) 51X white, 41X black, sa~led) and all of 3. Urinalysis 

6X hispanic, incoming females 4. Revi ew of HRS Records 

2X "other" over an 8 month 
Mean age = 15.4 period 

- (98X of juveni les 
approached 
participated in 
stUdy) 

Hal ikas, Meller, Morse, & N = 114 Juvenile court, all Not stated, aJ>Peared 1. DICA 
Lyttle (1990) 22X female, 78X mle slbjects were in to be random selection 

detention 

Davi s, Bean, SchU1l8cher, & N = 173 Residential Random selection 1. Structured interview 
Stringer (1991) 9X female, 91X male tacH ities (10% of youth in state 2. Record revi ew 

49X white, residential 3. Revised Behavior Problem Checklist 
51): "non-white" fecil ities) 4. Matson Evaluation of Social Ski lls 

5. Hopelessness Scale for Children 
6. Children's Global Assessment Scale 
7. Brief Psychiatric Rating Scale for 

Children 

McPherson (1991) N " 64 Detention center All detainees ednitted 1. Structured i ntervi ew 
during 8 5 week period 

f;.. .... 
~ 

. 
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FINDINGS 

Conduct ADHD Drug end/or Persone l i ty Mental LD/ Affective Anxiety Psychoti c Other Findings 
Disorder Alcohol Disorder Reterdat ion SOD Disorder Disorder Disorder· 

Abuse 
~- ----

I - No s i gnif i cnnt 
differences on mejor 
CBCL scores between 
this sOO'ple and a 
ccxrparison slII!ple from 
8 stete hospital; 

25):· • estimate, based on 
authors' reports 

- 55): reported pri or 
mental health contact; 
9X reported prior 
psychiatric 
hospital ization; 

- lOX reported ever 
taking psychiatric 
medications prior 
mi ss i on; 

- 16): reported prior 
atte<rpts to "hurt 
them-selves"-
11): reported'suicidal 
ideation during incar-
ceration; 

- 13): reported pri or 
treatment for drug/ 
alcohol abuse; 

-m had records 
indicating 1 or more 
investigations for 
p/lysical abuse; 

- 42% reported prior 
enrollment in special 
education prO!/rams; 

- 25X reported that 
alcohol/drug use 
r .... ulted in their 
being referred to 
juvenile or &<Jul t 
court: 

alX 19% 67"1. 

alX 19% 46X ETOH 17"1. 17"1. I 32): 6% - 14X displayed "active 
abuse & suicidal behavior" 
dependence; - 21X reported suicidal 

threats in the past 
64X drug - "nearly 20X" had at 
abus~ & leBst one psychiatric 
dependence hospi ta l izat i on 

SOX 48X 41% - 25% reported past 
PTSO; suicide atte<rpts 

• 26X reported pri or 
psychiatric 

25% hospital i:r.ation 
Phobias • 66X reported pri or 

outpatient 
psychotherapy 

• 16X reported audi tory 
holluc:inetioos 

· 3X reported vi sual • halluc:inetions 
.. • 16% reported regular 

use of creel: cocaine 
• 13X reported regular 

use of heroin 
• 56% reported us i ng 

alcohol at leest once 
e_1: 

• 38X reported smal: i ng 
, .... rijuane daily 1 

IOOOth prior to 
mission 
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I STUDY I METHODOLOGY ~ 
S8ITple Setting Ir.::lusion . Assessment 

Criter;a Technioues 

Hilin, Halikas, Heller, & N = 111 Local detention Referred for 1- DICA 
Horse (1991> 23X female, m male, center evaluation because of 

66X white, 2BX blaCK, suspected menta I 
6% "other" heal th or subs tanee 
Mean age = 1S.S abuse i nvol vement 

\linter (1991) N = BS1 Two reception centers Cooprehens i ve 1- !4HPI/MHPI·2 
20X female, BOX male for males; ~ Jesness Inventory ~. 

Age range = 14·24 3. Youth Authority \lard Profile 
State training school 
for females 

\laite (1992) N = 3662 State Reception and All conrnitted youth 1. Cl inical interview 
11X f"" .. le, 89X male di agnost i c Center lJ'ldergoing evaluation 
63X black, 36X whi te prior to placement in 
1X "other" a state training 

school. 

Rosenthal, Viole-Val, Clay, N = 102 males Recepti on and All adnissions over a 1. Schedule for Affective Disorders and 
Hoss'Zerwic, Stapleton, & 60X black, 40X wh i te classification 2 month per i od Schizophrenia-Lifetime (SADS-L) 
Curtiss Hean age = 15.4 center 2. Select item from DIS-C and 
(u-dated) Diagnostic Interview for Border I ines 

3. Carroll Rating Scale for Depressi""' 
4. Delinquency Checkl ist 
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FINDINGS 

Conduct ,\OHD Drug andlor Persona Ii ty Mental LDI Affective Anxiety psychotic Other Findings 

Disorder Alcohol Disorder Retardation SOD Disorder Disorder Disorder 
Abuse 

91% 19% 81% m: 10% n: - 75% of subjects wi th 
some kind of diagnosis 
of substance abuse had 
some other kind of 
psychiatric diagnosis; 

- Mean nurber of 
diagnoses per subject 
= 2.05; 

2% female 3% female 6% female · 3% of females & 4X of 
4% fI1!\J.e n: male 3% male males had prior 

psychiatric 
hospital ization; 

- 28% of females & 6% 
of males had past 
suicide att~ts 

• Diagnosis based on 
HHPI/HHPI-2 and 
Jesness Inventory 
clustering 

21% · 20X had prior 
pyschiatric 
hospitalization 

- 14% had been placed on 
psychotropic medica-
tions in past while 
outs i de of a hospi tal 
setting 

- 20X had doctnented' 
history of suicidal 
ideation 

- 6% had doctnented 
history of suicide 
attem>ts 

3% - 12% had previ ous 
psychiatric 
hospital hation; 

- 38X had at least one 
prior session of out-
patient psychotherapy; 

- 95% of subjects wi th 
diagnoses of alcohol 
abuse/dependence had 
at least one other 

'. diagnosis; 
- 28% had diagnosis of 

adjustment disorder; 
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CHAPTER 3 

ISSUES IN SYSTEMS INTERACTIONS 
AFFECTING MENTALLY DISORDERED 
JUVENILE OFFENDERS 

Richard Barnum 
Ingo Keilitz 

INTRODUCTION 

The juvenile justice system has always had a troubled relationship with the mental health system 
(Kalogerakis, 1992). Original assumptions supporting the development of a separate system of justice 
for juvenile offenders included a tendency to characterize all juvenile offenders as disturbed in some 
way, but the traditional approach to treatment for juvenile offenders tended to lack explicit psychiatric 
diagnosis and specific mental health services. Instead, juvenile offenders were seen generally as 
"troubled" and in need of "treatment." This tradition interferes with establishing clear relationships 
rotween specific mental illness in youth and juvenile offenders. In fact, though many juvenile offenders 
show indications of some kinds of psychological abnormality, most are not mentally ill (Rutter & Giller, 
1984). 

Juvenile offenders who show signs of serious mental disturbance are anomalies in both the 
juvenile justice and the mental health sysl:efi.is. Juvenile justice institutions have difficulty responding 
to the special behavioral and emotional problems of juvenile offenders who may be mentally disordered, 
and mental health agencies are often reluctant to become involved with youth whose behavior may have 
been violent or otherwise antisocial. Institutional responses are complicated further by the fact that 
these youth tend to have multiple serious problems in many areas of functioning, and these problems 
go beyond the usual functional boundaries of the institutions responsible for them (Steadman, 1992). 
Establishing useful interactions among these institutions - families, social service agencies, schools, 
mental health agencies, courts, and correctional institutions - can be a daunting task. 

This chapter begins with a general analysis of organizational functions and structures that are 
involved in addressing the needs of any youth in the juvenile justice system. It then discusses in greater 
detail the issues that arise in dealing with mentally disordered juvenile offenders. It asserts that a clear 
understanding of systems issues in these relationships requires detailed attention to the specification of 
mental disorders, to the use of diagnostic' services, and to clarifying organizational arrangements for 
evaluation and treatment services. The chapter explores these issues, describes some specific programs 
of mental health service to juven.ile offenders of special interest, proposes characteristics of an ideal 
system of care, and suggests areas for analysis and research. 
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SYSTEMS OF INTERVENTION: FUNCTIONAL INTERACTIONS AND OVERLAPS 

Every juvenile offender is involved with three institutions: the justice system, the family, and 
the educational system. Some offenders also become involved with the mental health system or the 
social service/child protective system (or both). Each of these systems has its own special mission, 
goals, and functions, whether these are articulated or not. Though each of these institutions focusses 
on its own special function in dealing with a youth, they frequently become involved in providing other 
functions as well. This overlap i.s one source of confusion in service delivery and assignment of 
institutional responsibility. 

Justice functions include investigation and adjudication of offenses, and apprehension and 
containment of offenders in various settings. Educational functions for children and adolescents include 
instruction in a variety of prescribed topics, in order to develop in students certain basic knowledge and 
skills, taking into account the students' individual needs and capacities. Family functions include the 
provision of nurturance, protection, socialization and advocacy for children in their formative years. 
Protective or to social service to functions include discovering and serving abused and neglected children 
and their families. Finally, mental health functions include the recognition and differential diagnosis 
of mental disturbance, and the provision of treatment of various types in various settings. 

Boundaries of the institutions responsible for these functions are fluid and variable. More than 
one kind of institution may becom~ involved in the same function. For examples, special education 
programs often include both educational and mental health services. Prosecutors, courts, and 
corrections agencies frequently have intimate involvement with mental health providers, both for 
diagnostic and for treatment purposes. Courts, attorneys, and corrections agencies may frequently take 
over functions of decision-making, advocacy, and caregiving that are traditionally reserved for families 
(even in some cases where families are available and able to perform those functions, e.g. Cohen et aI., 
1991. Social service agencies, supporting or standing in for families, may also provide educational or 
mental health services. Mental health treatment providers increasingly aim to support families, 
sometimes by explicitly taking on family functions of decision-making and supervision, at least 
temporarily (Friesen & Korioff, 1990). Families frequently tum to the justice system (such as in 
runaway or stubborn child petitions) for help in providing functions of nurturance, supervision and 
protection. These are common overlaps that in many ways can be seen, however, as creative responses 
to difficult situations in which individuals have multiple needs. They always create the potential for 
ambiguity and conflict about who is doing what and why. . 

A wide variety of individuals and agencies, both public and private, have roles in the functions 
defined above. Some agencies seem devoted exclusively to one function, while others are more 
explicitly ambiguous and prone to overlapping functions. 
Table 1 identifies various agents and agencies and classifies them according to functions performed on 
behalf of youth with actual or suspected disorders. 

Justice Functions: Police, courts, prosecutors, defense attorneys, and probation officers are all 
primarily focused on the investigation, adjudication, and disposition of legal matters involving juvenile 
offenses. However, their work overlaps with some mental health functions, and with some traditional 
functions of the family. . 
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Mental Health Functions: Individual mental health professionals, hospitals, and clinics all provide 
mental health assessment and treatment. They also routinely perfonn police functions in assessing and 
responding to potentially dangerous behavior by clients, provide evidence for other justice related 
activities, help to support effective education for clients through the use of consultation and various 
specific treatments within or in support of schools, discover and report child abuse, and may take on 
cenain family executive, discipline, and nurturance functions either explicitly or implicitly. 

Educational Functions: Individual teachers, public and private schools, local educational authorities, 
special education teachers and administrators, are all primarily in the business of providing education 
to schoolchildren. However, they also routinely take on the mental health roles of providing counseling 
and behavior management, the justice roles of identifying and even prosecuting those who offend in 
school, and the family roles of teaching values and providing supervision (Sametz, 1981; Knoff & 
Batsche, 1990). Providing education to multiply disordered youth in the juvenile justice system presents 
special challenges both in terms of individual service and especially in terms of clarifying agency 
responsibilities (Keilitz & Miller, 1980). 

Family Functions: Parents, siblings, and extended family are routinely responsible for providing 
discipline, nurturance, and advocacy for their children. They may also be asked to take on certain 
mental health functions, especially in collaboration with a mental health professional in treating a 
difficult child (Friesen & Koroloff, 1990), educational functions in helping out at school and with 
projects at home, and justice functions in collaborating with courts and police in providing 
accountability and supervision for difficult kids. 

Protective Functions: Social service or child protective agencies provide a state-based response to 
family insufficiency, such as manifested by child abuse or neglect. Their primary function is to provide 
care and protection to children when families are not able to do so. However, they also have major 
and explicit police functions in investigating and supporting prosecution of child abuse and neglect 
(Barnum, 1990a), and mental health functions in identifying and referring, and in some circumstances 
evaluating and treating, children and parents with mental health problems. 

AGENTS 

Justice 

Police Investigation, 
apprehension 

Judge Adjudication 

Prosecutor Investigation. 
prosecution 

Table 1. 
Functions of Individuals and Agencies 

Responsible for Juvenile Offenders 

FUNCTIONS 

Mental Health Education. Social Services 

Emergency Special programs, Identification of 
commitment e.g .• drug abuse child abuse & 

neglect 

Selection for . Orders to attend Adjudication of 
evaluation; orders school parent fitness; 
to treatment orders to treatment 

& placement 

Evaluation of Orientation for Attention to welfare 
ment.al state victims & witnesses of child witnesses 
treatment/victims to legal system 

I'r< 
Family 

Informal 
"adjustments" 

Treatment and 
placement 

Discipline 
accountability 
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Table 1. 
Functions of Individuals and Agencies 

i 

Responsible for Juvenile Offenders (cont'd)' 

AGENTS FUNCTIONS 

Justice Mental Health Education Social Services Family 

Defense Defense, Evaluation of Orientation for Advocacy for Advocacy, 
counsel advocacy for mental state defendants to legal services protection 

services system 

Probation I Investigation, Counseling, Special tutoring and Support, Supervision, 
intake supervision selection and remedial programs supervision of curfews 

referral, intervention 
collaboration 
with treatment 

Diversion Infonnal Counseling, Special school Family conflict Support, 
disposition mediation programs as with resolution & supervision 

probation preservation 

Court clinics Investigation, Evaluation, Some specialized Child abuse Support for family 
assessment 0 f referral. infonnational assessment; family supervision. 
capacities & of treatment programs; special conflict assessment nurturance, 
dangerousness education evaluation & support advocacy 

Detention Protection of Evaluation; Containment for Protection, Protection, 
youth & public; containment for involvement in evaluation nurturance, 
ensuring return treatment school special supervision 
to court education evaluation 

~. 
Mental health Assessment 0 f Evaluation, Special education Child abuse Support for family 
clinics danger. legal treatment services recognition, supervision. 

capacities. need prevention & nurturance, 
for commitment treatment advocacy, values 

Mental Containment. Evaluation. Containment & Protection, Protection, 
hospitals protection, treatment support for school; assessment and nurturance, values 

assessment of special edur.'8tion treatment of child 
risk & legal evaluation, support abuse 
capacities 

Local schools Investigation & Counseling, Teaching Recognition & Supe~sion, 
prosecution of behavior ~ reporting of child articulAtion and 
school offenses management abuse conveying of 

values 

Residential Investigation & Counseling, Teaching Protection. Nurturance, 
schools prosecution of behavior assessment and protection, 

school offenses management support for family supervision, 
reunification values 

Social service Investigation of Assessment of Support for special Child protection Nurturance, 
agencies child abuse; psychological school placements and family support protection, 

petition for child condition of supervision 
protection parents and 

children. support 
for treatment 
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Systems difficulties stem not only from overlapping functions among agencies and institutions, 
but also from the fact that individuals' needs almost always involve ~ore than one of these functions 
at anyone time. As a result, they are simultaneously involved with different institutions for different 
reasons. Even when these institutions may be quite clear in what they are trying to provide, the 
demands of another institution may conflict. For example, a family may go to court for help with a 
runaway child, hoping for support in containing the child's behavior and protecting him or her from 
the dangers of the street. The court however may find that according to its rules, in order to protect 
the child it needs to find the parents negligent. A child with a mental health problem may need 
treatment that interferes with his school functioning; parents may believe that certain curriculum 
features of a school may be inappropriate for the moral education of their children; parents may take 
a child for mental health care, only to find themselves in disagreement with a child's therapist about 
the child's needs, and accused of neglect; a mental health provider may see a child as ill and in need 
of treatment when a court or corrections agency believes the child needs punishment; or perhaps just 
as commonly, the reverse: a mental health provider will want nothing to do with a child whom it sees 
as not sick but antisocial, while a court or corrections agency wants the child to be treated. 

Ambiguities about which function an institution (or agencies within it) seeks to serve, and 
collisions between institutions serving the same or different functions in the process of caring for the 
same individuals, make the real interactions of these institutions exceedingly complex. Understanding 
and managing these interactions requires a continuing awareness of the differing, overlapping, and 
sometimes conflicting purposes of the individuals, agencies, and institutions involved with an individual 
offender. 

,JUVENILE OFFENDERS AND MENTAL HEALTH NEEDS 

Basic Issues 
Discussions of interactions between the juvenile justice system and the mental health system 

often focus on the concept of appropriateness (Bederow & Reamer, 1981). Whether attention is on an 
individual case, or on systems interactions as a whole, the issue of which youths are "appropriate" for 
placement in the mental health system and which are appropriate for juvenile justice attention is central. 
Understanding the issues surrounding the question of appropriateness involves appreciating how mental 
disturbance is identified and characterized in young offenders, what its relationship is with a youth's 
offensive behavior, and how these issues contribute to placement of the youth in one system or the 
other. 

Identifying Mentally Disordered Juvenile Offenders 
In their overviews of systems issues involving mentally disordered juvenile offenders, Fagan 

(1991) and Hartstone (1986)· indicate that the first issue requiring attention is the identification of the 
youths who belong to this special class. The issue includes both process features and definitional 
features. How do we go about discovering. youth in need of special mental health attention? And more 
fundamentally, what kinds of psychological problems shall qualify as "mental disorder" for t.tte purposes 
of legal process or special treatment programming? 

Discovering Cases in Practice 
One approach to the question of definition is to look at programs of mental health evaluation 

for juveniles involved in the legal system to see how they define appropriate cases. What institutions, 
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agencies, and agents refer youth with mental disorders? According to what criteria? By what 
mechanisms are they referred? 

In the early years of court clinics in Massachusetts, Russell (1969a & b) indicated that one use 
of a court clinic was to provide diagnosis and treatment for a subgroup of clients selected for attention 
because of their apparent good potential to respond to treatment. These reports suggest that one 
approach to defining the mentally disturbed offender focusses on treatability. A more recent report from 
Massachusetts (Barnum et al., 1989) found in contrast that a juvenile court based selection of alleged 
delinquents for clinical evaluation more on impressions of high risk and need for intensive services than 
on impressions of "treatability." A crisis assessment program affiliated with the juvenile court in 
Detroit set explicit criteria for referral, including aggressive or self-destructive behavior, in an explicit 
attempt to capture youth with a high prevalence of clinical disturbance (Kelley, 1978). In the Coconino 
County (Flagstaff, Arizona) Juvenile Court, probation staff carry out a formal psychological screening 
process in order to determine if clinical evaluation is called for (Cady, 1990). Explicit criteria for 
referral to the court clinic relate mostly to the offense itself (violent, sexual, or pending transfer 
hearing), but they include indications of explicit suicidality, homicidality, or bizarre behavior. Finally, 
when Lewis et al. (1976) looked at the pattern of referral to their New Haven court clinic evaluation 
service, they found that referred youth tended to be younger, to have more offenses, and to have a high 
prevalence of psychotic symptoms. In later work (1979) they discovered significantly more physical 
trauma (including child abuse) and more state-sponsored parental psychiatric care in the referred group. 

In a broad based survey, Grisso et al. (1988) explored the extent to which various features of 
juvenile offenders, including potential features of mental illness, appear to playa part in the decisions 
made by juvenile court professionals regarding detention, transfer to criminal court, and restrictiveness 
of disposition. The authors do not address processes that may lead explicitly either to formal mental 
health evaluation or treatment from a juvenile justice context, bur they find that a "mental illness" factor 
appears to have some impact on decisions regarding detention and disposition. This factor includes 
features such as bizarre behavior and explicit self-destructiveness, but not less obvious features such 
as depression, aggressiveness, or hostility. Presence of this "mental illness" factor appeared to increase 
restrictiveness in both detention and disposition decisions. This suggests that juvenile courts tend to 
look at dramatic features of mental disturbance as they select cases for differential processing, but may 
miss less obvious ones. 

Mental health professionals have paid considerable attention to the possibility that factors 
entirely unrelated to clinical disturbance may determine whether d youth is identified as apprQpriate for 
the juvenile justice system or for mental health interventicb. Westendorp et al. (1986) compared 
adolescents at intake into either the juvenile justice system or the mental health system to see what 
variables might determine the system into which problem youth are placed. Although they found that 
the youth placed in the mental health system had more mental health symptoms (higher scores on MMP! 
schizophrenia, hysteria, and depressiop scales), most of these differences disappeared when they 
controlled for the impact of other variables. Further analysis revealed that the most important factor 
influencing the determination. between systems was ~thnicity, followed by gender. The MMPI 
depression scores, and the youth's previous mental health history (defined as "ever in contact with 
mental health service in the past "), were the only "mental illness" related factors that appeared to have 
any impact on their placement. 
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A series of studies by Lewis and colleagues further suggest the presence of significant systemic 
racial bias in recognizing and responding to mental health problems in juvenile offenders. Lewis et al. 
(1979; 1980; 1982) describe clinical impressions of black delinquent adolescents with serious 
psychopathology that was not recognized or was even actively denied by mental health professionals. 
They note a differential pattern of referral for treatment even when symptoms were recognized, with 
white youths and their parents more likely to be referred for mental health treatment than black. 

Taken together, this work suggests that recent practice in juvenile courts' selection of cases for 
clinical evaluation is done on the basis of risk factors such as serious offenses; self-destructive, 
aggressive, or bizarre behavior; and possibly serious family discord factors such as a history of child 
abuse. These evaluation practices do not appear explicitly to seek "treatable" youth for mental health 
attention, as they may once have done. Further, there does appear to be some racial selection bias at 
work in differentiating between youth who become involved in the mental health rather than the juvenile 
justice systems. It is not clear whether this bias works prior to youths' presentation to courts and their 
evaluation clinics, possibly involving family or police discretion in presenting cases originally either 
to court or to the mental health system; in explicit court processing of cases; or at some other phase 
of case processing. 

Defining Mental Disorder and Mental Health Services 
Even more fundamental than the question of how cases are identified is the question of whether 

we should consider a specific problem to represent a "serious mental disorder" for the purpose of 
special programming for young offenders. Defining mental disorders, both in general and in individual 
cases, is not just a matter of clinical diagnosis (although with many juvenile offenders clinical diagnosis 
is not a simple matter). It is more basically a problem of defining what kinds of problems with 
cognitive, emotional, and behavioral functioning are mental health problems, and what are other.kinds 
of problems, appropriate to other functional responses, such as e~cational problems, moral or justice 
problems, or social development or family problems. Formal diagnosis is no help with this issue, since 
virtually any kind of behavior problem can be characterized as a mental disorder according to 
DSM-IIIR. Applying a reliable diagnostic label to an emotional or behavioral condition does not solve 
the fundamental social value questions as to whether this condition should be understood to carry the 
curious combination of stigma and diminished moral responsibility that we tend to accord to those who 
are "mentally ill. " 

Despite fundamental philosophical questions (Szasz, 1961), in practice, there are probably some 
areas of consensus among professionals about what clearly represents mental disorder and what does 
not. Florid psychotic symptoms with a fundamental loss o~ accurate perception of reality~hat is 
consistent over time and across multiple situations means mental illness to almost anyone. Depression 
with suicidal preoccupations, sleeplessness, anorexia, and intrusive obsessions with one's own badness, 
especially in someone with a history of relatively normal past functioning, is also a syndrome that most 
mental health professionals have come to view as a form of mental illness, though there might still be 
greater disagreement on this definition among the general public. 

There tends to be considerably less consensus about other common problems. Is a boy mentally 
ill if he is characteristically guarded and tense, and fights with someone who jostles him in a movie line 
because he feels purposefully provoked? How do we categorize the sort of disturbance involved in a 
girl running away from home and becoming involved in indiscriminate sexual activity after a long 
history of being sexually abused? If a boy is routinely beaten by his parents, is emotionally tense and 
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constricted but not psychotic or depressed, and becomes violent when he drinks, do we consider.this 
to be mental disorder? What do we make of an adolescent who has always had difficulty learning and 
becomes increasingly bored and frustrated in school to the point of mutually provoking and ultimately 
fighting with a teacher? 

These are the kinds of experiences of deviant emotional and social development, with resultant 
fluctuating and intermittent abnormalities in mood, perception, and behavior, that are more common 
in juvenile offenders than are classic presentations of major psychotic or mood disturbance. They 
cenainly include manifestations of emotional disturbance, but they also include significant aspects of 
deviant family socialization, educational weakness, and moral failures as well. The extent to which we 
focus on the" mental disorder" element of any of these presentations is a fundamental social and moral 
judgement, not only an empirical epidemiological question. 

It is important to note that very many juvenile offenders who come to the attention of the mental 
health system have personal histories which include repeated serious physical and psychological trauma 
(Lewis et al., 1976). They show a high prevalence of variable anxiety, suspiciousness t agitation, 
impulsiveness, and depression, interspersed with periods of apparently normal perception, affect, and 
social functioning. Increasingly, clinicians are recognizing that the variability in clinical presentation 
that these youth show is often a sign of post-traumatic psychopathology. Though it is not the case that 
these youth all suffer from mental illness, generally, or from Post Traumatic Stress Disorder, 
specifically, it is probably true that all children who have been abused or otherwise traumatized have 
been affected by the experience, many in a manner that contributes to a variable and confusing clinical 
presentation. It is important for both mental health and justice institutions to appreciate the variety of 
children's responses to abuse, and the implications of those responses for mental health classification, 
prognosis t and treatment. o 

The emotional and perceptual instability that such youth show is often a contributing factor in 
clinical disagreements about the nature of their psychological functioning, and thus about the 
appropriateness of special mental health programming for such youth. Youth with traumatic pasts may 
show specific features of dissoci;:.tion, such as flashbacks, other suddenly erupting behavioral changes, 
or even whole personality changes. They are also at risk for developing borderline personality disorders 
which may be marked by significant emotional and behavioral variability, as well as other anxiety and 
affective symptoms. Because they are so prone to change from time to time and especially from 
situation to situation, they tend to generate confusion and conflict among professionals dealing with 
them about what they are "really" like. Disagreements over whether such youth consistently ~how the 
son of emotional disturbance that would qualify for a finding of serious mental disorder are frequent 
and difficult, and contribute to considerable confusion in determining what should be the. appropriate 
placements and dispositions for them. 

Currently, one popular way of ~onceiving of mental illness is as a "brain disease." By this 
conception, the psychological conditions that appear most clearly to represent abnormal biological 
functioning in the brain are those which would tend to be considered serious mental illness. It is 
important to be cautious about accepting this vision uncritically as a basis for determining which 
juvenile offenders should be seen as suffering from serious mental disorder. Many biological 
characteristics which are not routinely considered to represent mental illness are associated with 
delinquent and antisocial behavior (Barnum, 1987b; Wilson & Herrnstein, 1985). If we were to decide 
that we should pay special treatment attention to a contributing condition because it is a physical one, 
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then we might find that we need to consider youth to have special entitlements on the basis of such 
conditions as mesomorphic somatotype or male gender. Lewis' (1992) recent review of physiological 
correlates of violence finds broad evidence of biological abnormalities contributing to antisocial 
behavior, some in ways that we tend to think of as relating to mental illness, and others of which we 
may not. In principle, the "physicalization" of symptoms may be useful in helping us to think of some 
syndromes as illness rather than as moral flaws; but most (if not all) patterns of behavior have their 
physical correlates, and it is not clear that this approach to prioritization provides a way of 
discriminating between serious mental disorders and other kinds of problems in a way that will 
ultimately be meaningful and helpful. 

Assessing Appropriateness for Emergency Mental Health Care 
Most juvenile justice institutions - police lockups, detention centers, juvenile courts, and secure 

and non-secure youth corrections centers - identify youth who appear to be suicidal or psychotic as 
being in need of emergency mental health care, usually hospitalization (McNiel, 1991). Conflicts may 
arise from their requests for such care because of differing functjonal agendas in differing institutions. 
Justice institutions typically see kids behaving in a manner that they do not understand, or doubt their 
own capacity to manage successfully; mental health iastitutions typically see these young offenders as 
different from the patients with whom they are accustomed to dealing, and as less than fully welcome 
in either inpatient or outpatient settings. 

Mental health professionals may be reluctant to admit such youth to hospitals either because of 
their perceptions that they are not mentally ill (but rather only conduct disordered or personality 
disordered), or because they perceive such youth as being too difficult to manage. This reluctance can 
result in no mental health service being provided. In other circumstances it can lead to justice 
institutions pursuing what mental health institutions perceive as inappropriaIe hospital commitments. 

c 
A common inappropriate hospital admission is the commitment for forensic evaluation of a 

patient for whom there are no significant forensic questions. Courts or other legal institutions may 
pursue such commitments because they have the power to order them, when their real agenda is to 
obtain clinical care, containment, or non-forensic clinical evaluation,· which they may not have the 
power to order. The result may be an expensive inpatient stay which may include a careful but 
unnecessary forensic evaluation, and which does not address the true need for clinical treatment, 
because no one asked for it. Furthermore, to the extent that such commitments are made without the 
advice of mental health professionals, they may in fact be clinically inappropriate as well. Such 
commitments expose youth without substantial mental disorder to hospitalization, and the hospital to 
a youth whose antisocial behavior may not be what the hospital Js well equipped to deal with. These 
sorts of commitments will not be satisfying interactions for either the mental health or the justice 
institutions, or for the patients who move between them. 

Where courts or corrections agencies do have the power to commit to mental health institutions 
directly for clinical purposes, the mental health response may be a passive disapproval of the admission, 
and a tendency to minimize the patient's psychopathology. One example of the tendency to minimize 
is the practice of using conduct disorder as a diagnostic label, and thinking that the diagnostic job is 
complete. It rarely is. The various conduct disorder subtypes describe different combinations of bad 
behavior, but they do not explicitly account for any of the problems in mood, affect, or perception 
which are usually part of the clinical picture for the kind of multiply impaired adolescents who end up 
being hospitalized. Though it seems obvious that for such an adolescent to be hospitalized, significant 
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problems, usually thought of as signs of mental illness, will have been present, it is remarkable how 
often clinicians who are not familiar with such youth (and some who are) will be satisfied to apply a 
conduct disorder label, without seeming to explore the presence of co-morbid conditions (Ewing, 1991; 
Hutchinson, 1991). 

Another kind of minimization stems from the fact that the youth being evaluated by the hospital 
has become a different patient from the one initially referred by the justice community. It is common 
for these youth to show dramatic symptoms of behavioral, affective, and perceptual ' disturbance, and 
to have those symptoms disappear equally dramatically soon after entering the structured environment 
of the hospital. When adults show the same course, they tend to be seen as intermittently psychotic or 
depressed, or borderline, or suffering from some other syndron;" with a recognized presentation of 
variable symptomatology. With conduct disordered adolescents, there may be more of a tendency to 
discount the history of dramatic symptoms with labels such as "manipulative" or "acting out," losing 
track of the potential syndromal significance of the clinical history. 

These youths' quick stabilization tends to confirm clinicians F original impressions that they 
do not in fact belong in a mental health facility. Inpatient clinicians readily fall into the trap of 
believing that whoever referred this obviously healthy patient for hospitalization made a mistake. As 
already noted, it sometimes does happen that patients are hospitalized inappropriately from justice 
institutions. However, mental health settings do everyone a disservice when they assume that, because 
a patient rapidly improves in the hospital, he or she is there inappropriately, without taking time to 
understand how the patient got there, and what was going on to make that happen. As noted above, 
dramatic variations in functioning, including rapid stabililization after a change in placement, are 
characteristic of post-traumatic psychopathology and of some personality disorders. Such changes 
should be an occasion for careful diagnostic assessment and characterization rather than for clinical 
dismissal. ( 

Identifying the Appropriate System for Long-Term Care 
When juvenile offenderii appear to be mentally disturbed, the central question in the interaction 

of justice, mental health, and educational institutions is what sort of long term placement they should 
receive, under whose auspices, and by what funding. For those who appear to need months or years 
of institutional care on the basis of impaired functioning and risk to themselves or to the community, 
the question addresses the nature of their disturbance. Do their impairments represent such serious 
mental health problems as to justify long term hospital care? Is the difficulty something that should 
really be understood as an educational disability, for which a residential school should be prov~ed with 
special education funding? Or is it a fundamental problem With socialization and moral development, 
for which a correctional placement is an appropriate response? Different jurisdictions answer these 
questions in different ways, depending on their institutions. including their structures, organization, 
missions, goals, and resources, as well as on the social values embodied in their laws, regulations, and 
policies for dealing with these youth. As Melton points out (1990), the differences in agency placement 
appear to have to have little to do wit'll any differences in intrinsic clinical features of the youth 
themselves. 

The default institution for such youth is the juvenile justice system. Delinquent or status 
offe'nders end up placed primarily in long term placement in corrections or court-ordered social service 
group care programs. When they demonstrate high levels of behavioral or emotional instability prior 
to their justiee system involvement, or after justice system placement, the justice system may then move 
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to place them in the mental health system. At this point, conflicts regarding diagnosis and entitlement 
may arise, similar to those described in emergency situations, but 'they may be handled in more 
bureaucratic fashion. Generally, it is the mental health agencies which resolve the question of long 
term placement, by either accepting youth for long term inpatient programs, or rejecting them, based 
on criteria that reflect judgements of either need for or amenability to treatment. Some youth remain 
in juvenile justice institutions, but receive special mental health services in these placements. Some find 
themselves in special programs within the juvenile justice system for mentally disturbed offenders, while 
others remain in routine placements but receive added mental health services in those programs. Some 
remain in correctional facilities with no substantial mental health care at all. 

Sometimes youth in mental health treatment programs who have not been adjudicated begin to 
appear inappropriate for those programs, often as a result of aggressive or other antisocial behavior that 
is disruptive to the program. Sometimes mental health practitioners initiate prosecution of these youth 
in order to have them removed from the mental health program and placed in a juvenile justice 
program. An exploratory study of the extent of this practice in Massachusetts (Greenberg, 1992) found 
that about half the programs responding to the survey had used this practice as a response to 
misbehavior of program residents. Most notably, 16 % of the respondents indicated that" incapacitation" 
was a goal of the prosecution, and 8 % of the agencies indicated that a justification for using prosecution 
was in order to access services that were not available for the youth in question without prosecution. 
Presumably these were services available only through the juvenile justice system, and included the 
capacity to provide security and explicitly punitive responses. 

In summary, the primary issue in the relationships among mentally disordered juvenile 
offenders, the juvenile justice system, and the mental health system is appropriateness: what kind of 
problems does the offender have, and what system is appropriate for responding to them. Although, 
in theory, it may be possible to imagine one offender with the kin~ of problems that clearly would be 
appropriate for a justice response, and another offender with problems appropriate to a mental health 
response, in practice things are not so clear. The capacities of individual systems to provide for the 
needs of youths who are unfamiliar to them and difficult for them to manage are limited, and their need 
to protect themselves from the disruptions that such youth may present is significant. Diagnostic 
uncertainty clouds the picture. Racial and gender biases seem to have some impact on placement 
decisions. Indeed, the notion of appropriateness in placement of juvenile offenders may be to some 
extent mythical, as youth in mental health facilities may differ more from those in juvenile justice 
facilities on demographic variables than on diagnostic ones. 

Comparisons with the Adult System. Cf 
«: 

Professionals in mental health and law in the adult area are paying increasing attention to issues 
of systems interaction between criminal justice and mental health, after a period of preoccupation with 
concerns about the specifics of mental health laws in statute and appellate caselaw (petrilla, 1992). 
Wexler's development of "therapeutic jurisprudence" (1991; 1992) is consistent with a broadening of 
attention from a sole focus on the rights of ,the mentally ill to a more careful examination of the nature 
of mental health services and legal processes, and especially to the mental health consequences of 
actions in the justice 'system. 

Differences in the Juvenile System 
Current attention in the adult system to process and systemic interactions is practical and 

worthwhile in its focus on iderltifying and responding to the needs of adult offenders with serious mental 
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illness. Applying the same approach to systems issues for mentally ill offenders in the juvenile area 
is more complex, because of two important differences. First, the nature of psychopathology in 
childhood and adolescence is somewhat different from that in adulthood, and mental health professionals 
have tended to take a somewhat broader and more inclusive view of what sorts of difficulties call for 
mental health attention in childhood. The use of the term "emotional disturbance" (with its connotations 
of broadly varying deviations in emotional and social development) in preference to "mental illness" 
(with its connotations of more explicit psychotic and affective disturbances) when discussing children 
and adolescents reflects this difference. This makes the definition of the target population more 
difficult. Second, the juvenile justice system has traditionally maintained a more explicitly rehabilitative 
vision of its relationship to young offenders than the criminal justice system has held in its dealings with 
adult offenders. As a result, rehabilitative treatment, usuaJly focussing more on broad deviations in 
emotional and social development than on explicit mental illness, has (at least theoretically) been 
integrated into justice responses to juvenile offenders. It has not been a part of ordinary crimin2.1 justice 
responses to adult offenders. These two differences are closely related to each other, in that the 
tradition of rehabilitative focus in the juvenile justice system stems, at least in part, from the recognition 
that offensive functioning in the young usually represents a less fixed condition than it does in adults. 

In part because of these differences, much analysis of mental health issues in the juvenile justice 
area has focussed on exploring the implications of the rehabilitative basis for delinquency jurisdiction 
for mental health services in the juvenile justice system. Some mental health professionals have shown 
great enthusiasm for contributing to the juvenile justice system. For example, Sobel (1979) asserts that 
"psychology has infinite potential for productive inputs that would improve the condition of youths in 
the court system". Others suggest that mental health professionals should play a larger part in 
addressing the problems of juvenile offenders in part because the juvenile court seems to lack 
professionalism and effectiveness in doing so on its own (Rich, 1982). More balanced comments (Saxe, 
1988; Mulvey, 1989) note that mental health systems tend~to have their own problems with 
effectiveness, stemming from bureaucratization and subsequent failures of flexibility and 
responsiveness. They caution against casual and non-specific use of mental health evaluation and 
treatment by the juvenile justice system. 

Others are more critical of suggested interactions of juvenile justice and mental health. From 
a youth advocacy perspective, Soler (1987) reminds us of ongoing institutional abuses of children in the 
name of treatment. He does not conclude that treatment is a failed endeavor in the juvenile justice 
system, but asserts that juveniles being treated need considerable protection from abuse. Melton (1989) 
offers a severe critique of the fundamental paternalistic assumptions of the juvenile court ~d of its 
supposed affiliation with treatment, noting that this affiliation'seems so routinely to fail that ft should 
simply be disposed of in favor of a due process juvenile court that would be even more demanding 
procedurally than the criminal court. Connell (1980) suggests that as the juvenile justice system 
becomes more focussed on due process protections and less rehabilitation oriented, the mental health 
system will step in and deal more with juvenile offenders on an informal paternalistic basis, with a net 
reduction in procedural protections for juvenile offenders. Some recent concerns about inappropriate 
hospitalization of adolescents (Kerr, 1991) suggest that this may be a legitimate concern. 

On the other hand, courts are increasingly presented with requests to resolve complex social 
problems related to health care, social services, and family problems. In the future, courts may 
increasingly be called upon to resolve societal problems related to poverty, health care, social services, 
drug abuse and family matters. This trend is evident in the mandates of legislatures and 
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pronouncements of commissions (National Center for State Courts, 1991). Legislators have sQught 
greater use of involuntary civil commitment to outpatient facilities instead of inpatient hospitals, for 
example, expanding the role of courts beyond adjudication and disposition. These roles may now 
include patient monitoring, supervision, revocation of outpatient status, and other duties previously 
assumed by the health and social service systems. In the future, many courts will need to develop 
closer cooperation and coordination with these systems. The drug abuse crisis, widespread movement 
of mental patients from large public institutions to community-based mental health facilities 
(deinstitutionalization), increased public visibility of mentally ill homeless persons, and various 
economic factors have put pressures on state courts in the areas of involuntary civil commitment, 
guardianship, and other court-ordered mental health and drug treatment care. 

In response to such pressures, the legal system may establish further civil or administrative 
jurisdiction in cases involving mental health needs of juvenile offenders. Such civil jurisdiction would 
likely focus on regulation of treatment practice and entitlement, attending to such issues as the right to 
treatment, appropriate consent for treatment, insurance coverage for treatment, and even civil liability 
of professionals for failure to treat according to a proper standard. 

A fundamental source of confusion about what constitutes appropriate legal processing as well 
as placement for mentally disordered juvenile offenders results from a lingering sense that juvenile 
offenders are either sick or bad, and thus are clearly appropriate to the functions of either the mental 
health or the juvenile justice systems. Hartstone and Cocozza (1984) point out that states tend to 
identify youth as either delinquent or mentally ill, thus limiting treatment for delinquents and 
punishment for the mentally ill. They argue that it may be reasonable to deal in this way with the few 
youth who are so mentally ill that their mental illness is totally responsible for their offending behavior, 
but that most delinquent offenders with emotional disturbance are indeed responsible for their actions. 
As a result, they require a dual approach, including both treatment for the emotional disturbance as well 
as more basic socializing sanctions. Similarly, Barnum (1987a) offers an analysis of socialization - the 
development of a youth's "responsibility" in various areas - that minimizes the significance of mental 
illness in the juvenile justice system from an explicit forensic point of view. He argues that the 
disturbances in emotional development that most juvenile offenders have make both justice interventions 
and a variety of mental health treatments appropriate to their care. 

A careful understanding of the function of the juvenile justice system makes clear that its 
appropriate role is to provide a structured forum, according to law, for responding to a multitude of 
failures in individual development, family functioning, and in school and other agency functiflning, 
almost always in a manner that involves the concurrent application of sanctions, supervision, education, 
and a variety of treatments. Nonetheless, it is still common to encounter arguments about the system 
that are more simplistic, and couched in "either-or" terms. Either juvenile delinquents are sick or they 
are bad; they are like children or they are like adults; they are responsible for their acts or they are not; 
they deserve either treatment or punishment. 

These either-or arguments reflect fundamental conflicts in our values and beliefs about children 
and responsibility. When children fail to develop responsibility in appropriate ways at appropriate rates, 
unavoidable and legitimate questions include: "Whose fault is it?" "Should he be punished?" "How 
can he be helped, if at all?" The most stark conflict is between those who would see children as sick 
and impaired victims of such failures and as deserving of whatever help we may have to offer, and 
others who would see them as untamed perpetrators deserving of containment and punishment. One 
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result of this fundamental cunfiict is that there is inevitable tension between systems whose fundamental 
assumptions are of patienthood and need for help and treatment, and others whose fundamental 
assumptions are of "badness" and a need for containment and correction. 

This tension shows up in difficulties between mental health systems and the juvenile justice 
system when there are disagreements about the nature and functional significance of psychopathology 
in a youth. Unlike the criminal justice system, however, the juvenile justice system continues to 
maintain a rehabilitative tradition, with an expectation that its involvement with a youth will include 
elements both of correction and of treatment. This expectation creates a routine need for the system 
to deal with treatment and rehabilitation issues that go beyond the narrowest limits of serious mental 
disorder in offenders, contributing to occasions for conflict between institutions and to the need for 
communication and cooperation. 

MENTAL HEALTH EVALUATION ISSUES FOR ,JUVENILE OFFENDERS 

From a practical point of view, the first step in addressing the question of appropriate placement 
for a mentally disordered juvenile offender comes in assessing the offender's mental health condition. 
Assessment of mental health issues for offenders generally and for juvenile offenders specifically has 
two basic purposes: The first is to address specific legal issues that may arise in various situations; this 
is the forensic evaluation agenda. The second is to address the clinical needs of the offender at any 
stage of proceedings, from intake to dismissal or discharge; this is the clinical, or amenability to 
treatment agenda. In some situations, such as the juvenile transfer or waiver case, or in some 
disposition cases, these two agendas overlap (Sacks, 1992). 

Forensic Evaluations 
. (; 

The forensic agenda involves evaluation of the individual for the sake of the institution. The 
evaluator's primary function is to assist the juvenile court in the adjudication, disposition and 
management of the case. The evaluation may also benefit the individual, but the primary purpose is to 
answer questions about the state of the individual that the institution needs answered in order to carry 
on its work with this individual or with others. The forensic mental health evaluation of competencies 
(to stand trial, to consent to treatment, to testify, etc.) satisfies legal institutions' requirements that 
individuals meet a certain standard of capacity in order to take part in the activities of these institutions. 
The evaluation of need for civil commitment or continuation of commitment, or of dangerousness to 
self or others in other contexts such as bail or other preventive detention, meets the institutions' 
responsibility to protect the individual and others from harrn (O'Leary, 1989). Broad evaluations 
regarding disposition (Appelbaum, 1991; Halleck, 1984) not only determine an individual's mental 
health needs, but also satisfy the court about the individual's legal appropriateness for certain sentencing 
alternatives. 

. 
A variety of situations in the juvenile justice system call for explicit forensic evaluation. These 

include: 1) situations requiring assessment of dangerousness, such as in considering detention 
alternatives, or in response to behavioral crisis in any institutional setting; 2) the juvenile trial process 
itself, regarding such issues as competence to stand trial a:nd criminal responsibility; 3) the juvenile 
transfer or waiver hearing; and 4) dispositional planning. 
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Emergency assessment of dangerousness in situations involving potential suicide or violence to 
others is a familiar use of mental health expertise, even though dangerous behavior may not necessarily 
be a manifestation of mental disturbance. Violent behavior, whether to others or to the self, stems from 
many different sources (Cornell, 1990), many of which would fall outside the realm of what most 
mental health professionals would consider mental illness. Even so, mental health professionals may 
become as familiar as anyone with the actuarial variables which tend to be most powerful in making 
these predictions Monahan (1977). They may then use clinical skills in applying them to individual 
cases to ensure that the specific characteristics of the individual case under evaluation indeed match the 
variables in the actuarial model, and especially to determine if there are specific features of 
psychological functioning that might change the actuarial prediction. 

Some systems of juvenile justice and mental health expend considerable resources on forensic 
mental health evaluation of such issues as competence to stand trial and criminal responsibility (Grisso, 
1987; Weissman, 1983). Such efforts frequently seek more to provide circuitous routes to providing 
mental health treatment than to answer significant and relevant legal questions (Melton, 1987). 

Forensic mental health evaluation may have an important role to play in the determination of 
whether a case will be heard in the juvenile setting or transferred (waived) to the adult criminal court. 
(Barnum, 1987c; Benedek, 1985; Quinn, 1988). As in other situations, mental health evaluation is 
likely to be more significant when there is some indication of psychological disturbance, when the legal 
criteria involved require consideration of the defendant's likely amenability to treatment, and where the 
law and the facts of the case do not point to a predetermined conclusion. Consultation in such cases 
reflects consideration of specific psychological disturbances and of social and emotional development; 
attention to the relationship between these disturbances, the offense in question, and the likelihood of 
future offenses with or without treatment; the availability of specific programs of treatment to address 
the defendant's difficulties (Sarri, 1985) and the degree to which: the personal characteristics of the 
defendant match well with those programs (Weingard, 1987; Murphy, 1987; Grisso, 1988); the likely 
time course of treatment; and the expected results of treatment. 

Mental health evaluation for dispositional purposes in juvenile justice may include attention to 
all four traditional areas of concern (incapacitation, deterrence, retribution, and rehabilitation) 
(Appelbaum, 1991), or, in a more paternalistic traditional juvenile justice orientation, it may address 
only the public safety and individual development issues of incapacitation, deterrence, and rehabilitation. 

Amenability to Treatment Evaluations 
Like forensic examinations, the amenability to treatment evaluation agenda meets instittftional 

needs, but it tends to be more client focused. It addresses the question as to whether the individual is 
likely to respond to mental health treatment. This includes assessment of diagnosis, and also features 
of the person's individual situation that might have an impact on his or her capacity to engage 
successfully in treatment, including such concrete elements as insurance status and geographical access 
to care (Rogers & Webster, 1989), and more subtle ones such as matching patients with appropriate 
therapists or programs (Grisso, 1988; Weingard, 1987) .. If this evaluation concludes that mental health 
care of a particular type in a particular setting is likely to be of benefit, this may contribute to 
undenaking institutional attempts to provide it; this in turn may be attractive and helpful to the 
indi'vidual, or represent unpleasant intrusion and restrictions, or even (sequentially) both. If the 
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evaluation concludes that treatment is not likely to be useful, this may be disappointing to the individual 
and to institutions involved, or it may be a relief to all concerned, depending on the legal circumstances 
and various other institutional functions and interests at stake. 

Amenability to Treatment and Need for Treatment 
AS5essing an individual's likely response to treatment (amenability) is not the same as assessing 

his or her need for treatment. The latter includes addressing the question of whether the treatment is 
actually likely to help. But beyond this prediction, it adds value and policy considerations about such 
matters as the severity and the importance of a condition, especially (in this context) the contribution 
of a condition of mental disturbance to offensive behavior. A surgical example makes the point best. 
Cosmetic surgery to change the appearance of a person's nose is likely to be successful, so that there 
would be a high estimate of amenability to treatment for this procedure. Surgical removal of a lung 
cancer is less likely to be successful. However, as long as there is any possibility of success, this is 
a treatment for which there may be a greater need, because of its critical importance to the patient's 
life. 

There is no perfect analogy in psychiatry, but professionals make similar judgements all the time 
in which the relative importance of a disorder is considered together with an estimate of the likely 
success of treatment in reaching a determination of the need for treatment. States may be willing to 
pay a great deal for special programs for very seriously disturbed offenders which do not in fact have 
a high rate of success, because of the severity of the behavioral disturbance involved, whereas they may 
be averse to paying less for less intensive treatment of far more minor problems in emotional 
adjustment, for which treatment may be likely to be far more successful. These questions of 
prioritizing apportionment of treatment resources are especially challenging ones (Rogers & Webster, 
1989), and require input beyond pure mental health expertise. 

o 
Conducting Amenability to Treatment Evaluations. 

Because dealing with juvenile offenders always involves addressing issues from justice, 
educational, and family perspectives, in addition to issues of prognosis for mental health treatment, 
programs providing amenability to treatment evaluations for the juvenile justice system always have 
some trouble coping with the conflicting expectations and demands of the different institutions involved 
(Lewis et aI., 1973a & b; Halpern et a1., 1981; Chamberlain, 1975; White, 1976; Nurnberg, 1976). 
In light of these conflicts, the actual conduct of an evaluation for amenability to treat!TIent needs to take 
into account the differing perspectives and institutional agendas (Barnum, 1986). Just as forensic 
evaluations need to have a sound clinical basis, and will often make contributions to treatment planning, 
so also must amenability to treatment evaluations rest on a.sound basis of understanding l~gal and 
institutional requirements, goals, and capacities. To be useful, an amenability to treatment evaluation 
needs to avoid limiting itself to general treatment prognostication. It needs to offer explicit treatment 
recommendations that are consi~tent with the goals of the institutions for which they are performed, and 
grounded in the real capacities of those institutions to provide the sort of care and treatment which is 
being recommended. 

MODELS OF SERVICE DELIVERY AND ORGANIZATIONAL INTERACTION 

Mentally disordered juvenile offenders present multifaceted problems that require the 
organizations responsible for them - families, juvenile courts, juvenile detention, probatio~, and 
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corrections agencies, social service or child welfare agencies, mental health agencies, and local and 
state educational authorities - to interact with one another in providing mental health evaluation and 
treatment for youth. Flexibility and adaptiveness in these interactions appears to improve program 
effectiveness (Schorr, 1988). However, cross systems gaps and fragmentation of services are often the 
rule (Saxe et al., 1988). This section provides examples of arrangements for providing evaluation and 
specialized treatment services, including both community based and residential treatment, as well as 
aftercare services. 

Agencies deal with one another along a number of organizational boundaries and about a 
number of recurring issues of common interest. They all need to deal with funding issues, to sort out 
among themselves who will be responsible for paying for what services. They may need to deal with 
one another around issues of access to services or programs, or regarding custody of or authority over 
a youth. How these agencies interact with one another depends on many factors, including their 
primary institutional missions, and the extent to which their missions may overlap with one another. 

In his discussion of human service agencies' efforts to develop broad systems of care for 
mentally disordered youth, Friedman (1989) characterizes agency interactions as marked by a basic 
system of care pattern, by a pattern of mUlti-agency collaboration, or by a focus on providing 
individualized care. The following analysis characterizes agencies' interactions in dealing with mentally 
disordered juvenile offenders similarly. Three common patterns of interacting are discussed: 
agency-centered, collaborative, or child-centered. A fourth potential pattern, family-centered, which 
shows signs of becoming potentially significant as well, is also presented. No state or locality has 
agencies interacting with one another by only one of these patterns, but in different areas one pattern 
or another tends to predominate. 

Agency-Centered Interaction " 
It is probably most common for agencies to deal routinely with one another in ways that aim 

to foster the integrity of the agency itself. Services are provided within the agency itself, under its own 
control, with no need for the disruption and uncertainty that tends to come with crossing boundaries into 
other institutions. These services tend to be structured as discrete programs, with well-defined 
eligibility provisions and consistent service characteristics. 

Agency-centered organization of services is commonly criticized for its tendency towards 
bureaucratization, inflexibility, and lack of responsiveness to the specific needs of individual children 
and families. However, it is important to recognize that individual agencies may be capable of 

('i, 

establishing a broad range of specific service programs within their own boundaries, providing thereby 
for the service needs of most of the youth who are assigned to the agency's responsibility. 

Massachusetts' current arrangements for serving mentally disordered juvenile offenders provide 
a good example of interaction that is predominantly agency-centered and that offers a broad range of 
clinical services to a broad range of offenders. Mental health evaluation services for juvenile offenders 
are provided initially either by court clinics or by the Department of Youth Services (DYS) through a 
vendor contract with an independent mental health agency. Court clinics are primarily funded by the 
Department of Mental Health, though some receive funding from the Juvenile Court Department of the 
Trial Court. Regardless of funding source, however, in the areas where they exist, juvenile court 
clInics' primary institutional affiliation is with a court, and their business is to provide consultation in 
the context of ongoing cases to aid the ·court in its management of those cases. Where juvenile court 
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clinics do not exist, court-ordered evaluations are conducted by the DYS vendor. Additional mental 
health evaluation may be provided by the DYS vendor agency for youth committed to DYS, by other 
agencies or independent consultants on contract to the Department of Social Services (DSS) if DSS is 
responsible for the case, occasionally by the Department of Mental Health (DMH) (if the case appears 
to show the severity of explicit mental illness systems that would lead to DMH involvement), and 
sometimes by independent clinics or mental health professionals at the direct request of families. 
Occasionally, DYS will contract with individual independent mental health professionals to conduct 
evaluations in cases that have high public visibility and serious charges. Loughran (1985) describes the 
development of an interagency agreement between DMH and DYS, "/hich calls for DMH to provide 
evaluation and consultation to DYS detention and treatment facilities similar to that provided by the 
New York State Mobile Mental Health Teams (described below), but in fact this consultation tends only 
to be screening for emergency admission to hospitals (Forbes, 1992). DYS obtains more detailed 
consultation services, including ongoing clinical evaluation of cases, from its contract with the same 
vendor that provides court-ordered evaluations in lieu of court clinics. 

Inpatient evaluations are provided by DMH facilities or by private hospitals by agreement with 
DMH, with Medicaid funding. These tend to be reserved for emergency situations, though courts 
occasionally order explicit forensic evaluation on an inpatient basis. DSS has intensive, staff-secure 
residential evaluation centers, primarily used for containment and evaluation of status offenders. If a 
youth is committed to DYS on a serious charge, he is referred to a formal DYS classification process 
that includes psychological evaluation by a different vendor. 

Mental health treatment services for youth in DYS are provided mostly within the DYS 
residential settings, as part of the overall treatment program. If treatment services beyond the capacity 
of the program itself are required, DYS will pursue them in the community from local agencies or 
independent providers, without other agency involvement. These are usually funded by Medicaid, 
though in unusual circumstances DYS will pay the bill directly for a non-M~dicaid covered service. 
One small DYS program, the Butler Center, offers more intensive mental health services and is 
designed to serve committed youth with significant problems of mood, perception, and impulse control, 
who might otherwise be referred to the Department of Mental Health (Loughran, 1985). 

The Department of Social Services also provides some specialized outpatient treatment for 
children and families through vendor contracts. It funds many residential treatment placements for 
status offenders and for children and adolescents it serves on a protective basis. 

Extended inpatient mental health treatment is provided in Intensive Residential Reatment 
Programs (IRTP) , small self-contained units administered by DMH but provided by independent 
vendors. These are jointly funded by DMH and Medicaid, have extended stays (a year or two), and 
require that a youth meet the legal standard of mental illness and dangerousness to be admitted. Though 
it is not uncommon for IRTP residents to have had juvenile justice involvement, it is now uncommon 
for DYS committed youth to be admitted to these programs. They are mental health department 
programs, and a youth generally becomes the responsibility of DMH when he is admitted. 

DMH has also made a significant investment in out-patient case management services for 
mentally ill children and adolescents, and in community alternatives to hospital care, including respite 
care, day treatment, home based treatment, and residential treatment. However, these services are 
available only to clients who are eligible for them by reason of their demonstrating mental illness, and 
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not being involved in other agencies. If a youth is the responsibility of DSS or DYS, he is not eligible 
for case management services from DMH, as DSS or DYS caseworkers are responsible for providing 
these services. It is generally assumed that the responsible agency will provide needed residential or 
other treatment services as well. 

In Massachusetts, agency-centered interaction appears to contribute to individual agencies 
developing multiple capacities to provide appropriate specialized care in different ways. Most 
noteworthy is that the youth corrections agency sees its responsibility for its clients as including the 
provision of at least some types of mental health care. As a result, youth receive appropriate diagnostic 
and treatment services in contexts that are familiar for the responsible agency and that do not require 
the activation of complex interagency agreements. 

However, this sort of organization may work quite differently. For example, Myers (1992) 
notes that in Florida, most juvenile homicide perpetrators end up in youth corrections programs with 
very little treatment provided at all, despite the fact that many of them have significant mental health 
problems that have gone undetected. Hartstone and Cocozza (1984) note that New Mexico, like many 
other states, has a similarly wide separation between youth corrections and mental health services, 
limiting mental health treatment for all delinquents. Thus, agency-centered programming can only be 
expected to provide men~al health services for youth to the extent that the agency sees these services 
as part of itS responsibility. 

Collaborative Interaction 
When agencies come to recognize that they share responsibility for certain problems, and when 

they are capable of taking the initiative to approach one another to establish ways to work together in 
addressing these problems, they may develop a capacity for explicit collaboration. Such collaboration 
usually takes the form of explicit agreements, of greater or lesser scope, to address specific aspects of 
a shared responsibility. These agreements may focus on a 'narrow area of activity (such as 
Massachusetts DMH screening youth in DYS and DSS for emergency hospitalization), on the 
development of specific service programs, or on the development of an entire system of care. 

An example of very extensive use of collaborative interaction is the Ventura County system, 
described by Jordan and Hernandez (1990). They describe implementation of a county-wide 
collaborative arrangement for mental health services for all youth for whom the public was responsible, 
including those in state hospitals, special education placements, abused and neglected children who were 
state dependents, and juvenile offenders. The agreements stemmed from a generic approach to planning 
public mental health service delivery, resting on five steps: I} identification of a target population, 
defined in terms of the degree to which its members are, or are at risk of becoming, a state liability by 
vinue of specified difficulties (in this cQ.se mental health problems with functional impacts such as a 
pot~ntial need for out of home placement or justice system involvement); 2) defining goals of 
intervention, and measurable objectives; 3) collaboration among agencies responsible for various aspects 
of overall services for the target population, with an expectation of pooling resources and developing 
joint programs to provide individualized services; 4) development of specific service programs, with 
consistent standards of care across the entire system; and 5) development of careful evaluation 
measures, attending to both clinical and systems outcomes as well as to costs. 
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Their report describes a vast interlocking network of service agreements involving close 
collaboration by agencies providing services to one another in one another's programs. It claims 
significant resulting ~mprovements in efficiency in service delivery in Ventura County including 
decreasing interagency conflicts, clarifying responsibility, and reducing redundant services. The study 
further suggests that provision of mental health treatment services to youth within the county youth 
corrections center both reduced delinquency recidivism in that center, and was also concurrent with an 
increase in the court's utilization of the center. Diagnostic characterization of this group was not 
detailed, but suggested high prevalence of affective disorder and of substance abuse. The authors do 
not offer detailed hypotheses about the increased utilization of the center after the development of the 
services; one obvious possibility is that the court was more enthusiastic about committing youth to the 
program for longer periods, even on lesser offenses, when commitment led to their being treated. 

An example of limited collaboration is the New York State Mobile Mental Health Teams (Fagan, 
1991). In this program, staff of the state Office of Mental Health (OMH) travel on a regular basis to 
juvenile correctional facilities operated by the state Division for Youth (DFY), providing diagnostic 
assessment, treatment planning, case monitoring, crisis intervention, training and consultation to DFY 
staff, and interagency planning and advocacy. Their regular scheduled placement within the offices of 
the DFY programs enables these teams to ~stab1ish the sort of legitimacy within DFY that the 
Massachusetts DYS vendor consultation program enjoys, even though these teams are funded by the 
Office of Mental Health. 

Other less extensive collaboration efforts have not been so successful. Cocozza et al. (1981) 
describe the utilization of a specialized mental health program for seriously disturbed violent youth in 
New York. This program involved careful collaboration between the New York mental health and youth 
corrections agencies to ensure that only the seriously disturbed~ youth appropriate for this program 
would be admitted. The report notes that these careful screening' and strict admission criteria resulted 
in a rate of utilization that was far lower than had been anticipated, as 60% of the youth referred to this 
program were found inappropriate for admission, based on criteria of mental illness and violence. They 
indicate that many of those admitted, even with strict criteria, failed to complete the program, but that 
those who did complete the program had better overall results than youth involved in alternative 
treatment. This program has since been discontinued. 

Another failed effort at collaboration was the development of the Massachusetts Regional 
Adolescent Programs (Bederow & Reamer, 1981; Loughran, 1985). These specialized inpatient 
treatment programs were established by the Department of Mental Health to serve a population of 
severely disturbed, highly assaultive adolescents, 50% of ~hom were to be Department of Youth 
Servies committed youth. Though the programs were the responsibility of DMH, they represented a 
major effort at interagency collaboration in that they were expected to serve DYS youth as well, and 
had elaborate referral and admission approval procedures involving multiple agencies. Loughran 
characterized these programs as failures ~ven before they had all become operational, in part because 
they were much more expensive than other programs of DYS secure treatment, and in part because the 
Department of Mental Health seemed uncommitted to making them work. They ultimately were closed 
as a result of a withdrawal of funding from the legislature after an investigation suggested the presence 
of substandard care. 
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Child-Centered Interaction 
A newer approach to agency collaboration in serving troubled youth involves an explicit 

commitment to complete flexibility in arranging services for a child. This approach aims to provide 
arrangements for care that are driven entirely by the needs of the individual child, rather than by any 
preconceived institutional requirements or capacities. Burchard and Clarke (1990) characterize this 
"individualized care" as an approach to mental health services that allows for increased flexibility of 
both programming and expenditure, based on the principle of providing what the child needs when and 
where he or she needs it. This approach tends to focus more on the social ecology of a youth's 
behavior problems than does a more traditional approach to individual psychiatric diagnosis and 
treatment. In assessment and planning, it includes characterization of the child's individual functioning 
in various spheres, and also characterizes the rest of the family, the community context of the family 
(neighborhood, school, church, work, friends, extended family), and the availability and functioning 
of the relevant service systems. 

Probably the best known examples of child-centered agency interaction are the Willie M. 
program in North Carolina (Fagan, 1991), the Alaska Youth Initiative, and Project Wraparound in 
Vermont (Burchard & Clarke, 1990). These programs begin with an assumption of interagency 
collaboration, and establish this collaboration with multiagency teams to support service provision for 
individual youths. They go beyond the collaborative model, however, in that the agencies do not 
collaborate in providing a specific program that mayor may not be appropriate to an individual youth. 
Instead, they collaborate in approving purchases of services to support the care of each youth, as the 
services are needed. This arrangement is intended to allow more rapid and flexible provision of care, 
with a tendency towards needing less restrictive placements. 

While such flexible child-centered programming has considerable intuitive appeal, evaluation 
information is just beginning to become available. An important issue in applying ihis sort of 
interagency approach to juvenile offenders is how agencies and courts interact with youth and families 
in balancing a youth's individual treatment needs with other goals of the justice system such as 
community safety, deterrence, and retribution. 

In discussing interactions between mental health and juvenile justice in North Carolina, Behar 
(1992) noted that there remains a small group of youth who are eligible for community-based mental 
health services under the Willie M. decree but who remain in training schools, either because 
appropriate programming is not available in their geographical regions, or because they are perceived 
as presenting too great.a risk to the community. Although the Department of Mental Health thentPffers 
mental health services to these youth in the training schools,~ these services are seen as not fully 
adequate to the youths' needs. For juvenile offenders who are placed in the community, collaboration 
of mental health and juvenile justice ag~ncies is structured on an individualized basis, and generally 
appears to be helpful in fostering effective mental health care. 

Family-Centered Interaction 
A further extension of child-centered interaction among agencies. is interaction that focusses on 

fostering the integrity of the family as a whole unit (Friesen & Koroloff, 1990). Though child-centered 
arrangements certainly focus on supporting families, a truly family-centered process would set the goal 
of family support as primary, shifting the goal of service away from helping the il1dividual child. 
Although protecting and supporting families in caring for children clearly has an important role in 
delinquency prevention and treatment (Wilson, 1987), there are potential problems with focussing on 
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the family at the expense of the child. These include the potential for exacerbating discord and 
emotional disturbance for all family members in situations where the parents do not in fact want a child 
at home. Mahoney (1981) c1Jaracterizes this problem as moving from "storing kids in institutions to 
storing them in families." 

Funding 
The major issue in all interaction among agencies is funding for services. Who will pay the bill 

for specialized services for a youth whose problems go far beyond the boundaries of any single agency? 
The development of flexible services and the proliferation of private service providers who may be 
contracting with multiple agencies make these issues increasingly complex (Duchnowski & Friedman, 
1990; Mordock, 1990). As states turn to increasing reliance on Medicaid and Medicare funding for 
services for mentally disordered offenders, the rules and policies regarding reimbursement for mental 
health services will be major determinants of service organization and access for mentally ill children 
(Dougheny, 1988 ; Beachler, 1990). 

An important question affecting public funding options for services for mentally disordered 
offenders is to what extent Federal health care financing regulations allow juvenile offenders to be 
covered by Medicaid. Health Care Financing Administration regulations (Code of Federal Regulations 
v. 42) state that no individuals in corrections institutions are eligible for Medicaid, and most states have 
traditionally taken this prohibition to mean that Medicaid is not available as a funding source for mental 
health services for juvenile offenders. However, state youth agencies are increasingly exploring the 
possibilities of pursuing Medicaid reimbursement for mental health services for offenders, based on 
exceptions to this regulation. Apparent exceptions include youth who are placed in licensed child care 
institutions with under 25 residents, youth placed in primarily medical or psychiatric institutions, and 
youth who have not been "determined to be delinquent." 

I, 

Shostak (1991) offers a detailed description of the approach that the Massachusetts Departments 
of Youth Services and Public Welfare (Medicaid) have taken to financing health care services for youth 
in DYS care. The Department of Public Welfare has agreed to issue Medicaid cards to all youth 
committed to the Department of Youth Services, and to pay for health care (including eligible mental 
health services) from the state Medicaid program. For those youth who meet eligibility requirements 
for federal financial participation (such as financial criteria and placement in appropriate settings, e.g. 
home or group care), the state Medicaid program seeks federal Medicaid reimbursement. Since most 
DYS youth come from low-income households and are placed in various community settings, the 
number of youth who are eligible for federal financial participation is significant. However, ~e most 
important aspect of this program is that the state has agreed to fund health care services for DYS youth 
from the' Medicaid program, even when the youth are not eligible for federal financial participation. 
This agreement stems from the recognition that the state can purchase these services more cheaply 
through Medicaid, at Medicaid rates, than it could through DYS, with DYS or individual youth 
functioning as independent consumers and paying the higher rates of the private market. This 
arrangement relied for its implementation on the participation of a level of government higher than 
either DYS or Medicaid, since it involved a shift in the cost burden for health care from DYS to 
Medicaid. It is a good example of how inter-agency collaboration can lead to an overall increase in 
breadth of services for mentally disordered offenders, with a reduction in costs for the state as a whole. 

The growing recognition of the potential for cost savings in funding mental health services for 
offenders through Medicaid, with or without federal reimbursement, will likely increase the 
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panicipation of state Medicaid programs in supporting these services. Although this development offers 
benefits in terms of cost-savings and consistency of care, it also may increase the vulnerability of these 
services to the vagaries of federal reimbursement policy and to external management of care. 

IDEAL SYSTEMS OF CARE 

It is difficult enough to articulate goals for institutions as diverse, varying, and broad in scope 
as the juvenile justice system and the child mental health system, though doing so is fundamental to 
improvements in the performance of these institutions (Keilitz & Roesch, 1992). It is even more 
difficult to articulate goals for the interactions between these institutions. Attempts with a group of 
intett::sted professionals to aniculate goals for interactions between the mental health and justice systems 
generally (Hafemeister, 1991; Casey et aI., 1992) yielded a very broad and sometimes conflicting array 
of possible goals for these interactions, including such general statements as improving communication, 
attending to the needs of individual clients, and fostering efficiency and accountability in systems 
interactions. 

As suggested earlier, the juvenile justice system and the child mental health system are different 
institutions with different institutional goals. It is not reasonable to set goals for their interaction that 
would include the elimination of difference or conflict. Instead, we would urge that in interacting with 
one another, these institutions pursue the goals of being clear regarding the separate functions and 
purposes of the individual institutions, and being rational, efficient, and accountable in the pursuit of 
services and support from one another. Conflicts are inevitable between the justice, fairness, and public 
protection goals of the justice system (National Center for State Courts, 1990) on the one hand, and the 
individual care-giving goals of the mental health system on the other. Interactions should aim to 
develop fair and reliable means of resolving such conflicts, in accordance with law and explicit public 
policy. 

To make the meaning of these proposed goals more explicit, some specific recommendations 
regarding ideal systems of care are offered. 

Evaluation 
An ideal system of interaction between mental health and juvenile justice would be efficient 

regarding the use of mental health assessment services. That is, it would incur the costs of mental 
health assessment (in terms of money, time spent, intrusiveness, and possible increases in ambJ.,guity) 
only in proportion to the presence of indications that the ret will be a reasonable return on the 
investments involved. The nature of this potential return, and thus the determination of its likelihood, 
depends on the purpose of the assessment. 

Inforensic evaluation situations, rational use of mental health evaluation in the juvenile justice 
system would strictly limit mental health evaluations of specific forensic issues to legal matters meeting 
clearly aniculated threshold criteria for raising the questions, and in which answers to the questions 
would be relevant to 'the ultimate outcome of the case (Mulvey, 1989). For example, it would not ask 
for criminal responsibility examinations of juvenile defendants in situations where the consequences of 
a finding of lack of criminal responsibility are no different from a finding of delinquency (Weissman, 
1983), and where other outcomes (such as transfer to criminal court) are not at issue. It would seek 
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evaluation only when there was some rational initial basis for believing that the outcome of the 
evaluation would be positive. 

Rational use of mental health expenise in making emergency predictions of dangerousness would 
involve a clear delineation of potential dangerous behaviors about which an agency is concerned and 
feels an obligation to predict and prevent. It requires implementation of a screening process to discover 
individuals involved in the institution who are at higher than random risk for those behaviors. This 
screening makes use of actuarial models, based on group membership data, as well as on available 
historical information about individuals and clearly observable current characteristics and behaviors. 
Individuals found to be at high risk are referred for individual clinical evaluation, prioritized according 
to the degree to which the individual shows characteristics of mental disturbance contributing to the risk 
in question, and according to the level of apparent risk and the social or legal significance of the 
~ipecific behavior that is the object of concern. 

Many (e.g. Monahan, 1977; Stone, 1984) have pointed out that accuracy of clinicians' 
predictions in these areas is not very high, especially in that they tend to include so many false positive 
predictions. On the other hand, Grisso and Appelbaum (1992) explain that high levels of accuracy in 
predicting dangerous behavior are not neces~~ry for it to be wonhwhile for clinicians to be involved 
in this activity. It is necessary only that they provide honest estimates of the likelihood of danger, and' 
that courts or agencies then determine what level of increased likelihood over that of the general 
population deserves a protective response. 

An ideal system of amenability to treatment evaluation discriminates among individual offenders 
with regard to the appropriateness of mental health services. It attends to the complex issues of 
defining mental disorder and mental health services, understanding the functional significance of specific 
mental disorders, and differentiating between amenability to treatment and need for treatment. 

Selection of cases for evaluation should rest on clear definitions of what areas of mental 
disturbance the system aims to discover and treat. If justice institutions make these definitions, they 
will likely be made less on diagnostic grounds and more on functional significance grounds, using as 
indicators for evaluation such factors as severity or nature of offense. For example, regulations of the 
Massachusetts Department of Youth Services require certain committed offenders to go through a 
classification process, involving considerable clinical evaluation addressing amenability to treatment 
(LoughrB:n, 1986). The major indicator of the need for classification is seriousness of offense. 

If a mental health agency defines the limits of disturbance that evaluation aims to disc~ver and 
assess, the definitions are likely to be more clinical, focussing on specific diagnoses or symptoms. For 
example, the Massachusetts Department of lvlental Health sets explicit criteria of chronic or severe 
mental illness as the basis for entitlement to mental health services from the state. Thus evaluations 
that it offers or sponsors, even to juvenile offenders in DYS custody, focus on discovering those 
conditions, and less on issues regarding ·offense. 

An ideally interactive evaluation system would focus its efforts on mental health problems that 
are functionally significant with regard to contributing to offensive behavior. Especially to the extent 
that mental health care in this context is seen as a justice function (Le. offered for the purpose of 
offender rehabilitation, incapacitation or deterrence), targeting it to problems that are clearly related to 
offenses would be appropriate. In this view, entitlement to mental health care for problems that did 
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not contribute to offensive behavior would not be so great. Such treatment would serve a pure mental 
health function, and would not need to rely on interaction between the mental health system and the 
juvenile justice system. 

In performing amenability to treatment evaluations, an ideal system would differentiate between 
amenability to treatment and needfor treatment. It would articulate disturbances and their functional 
significance, and characterize treatment approaches quite specifically. It would then offer estimates of 
the likelihood of treatment success, its expected time course, and its results in terms of specific 
symptoms or behavior change, so that customers, including justice professionals, offenders, families, 
and the public, would know the functional significance of the treatment. Finally, it would be explicit 
regarding evaluating the need for treatment, prioritizing treatment efforts based on explicit algorithms 
involving such variables as functional significance, likelihood of success, cost, and desires of the 
offender and other interested parties. 

If the disorder contributes to, or is likely to contribute to, seriously offensive behavior with 
major adverse consequences, especially for the public, it is likely to be judged more in need of 
treatment than another mental health problem with less serious consequences. Examples of this 
reasoning include paying considerable clinical evaluation attention to evaluating amenability for 
disorders underlying sexual offenses, because 'of the likelihood that they will recur and cause harm to 
large numbers of citizens (Bengis, 1986), and paying less attention to the less dramatic symptoms of 
depression and low self-esteem that may be very common among juvenile offenders. 

In general, an ideal system of interaction would incur evaluation costs in a stepwise manner, 
only requiring more expensive or intrusive evaluations when screening devices indicated they were 
necessary. For example, it would not order detailed inpatient forensic examination of a defendant's 
capacities without some outpatient screening to determine whether 'such a course is necessary to answer 
the question, and likely to yield a positive result. It would attend to the legal stakes of situations in 
which forensic questions are posed, and be sure that the costs involved in answering them were not 
disproportionate to those stakes. On the other hand, it would not overlook the presence of major 
psychopathology with potential forensic relevance (Lewis et aI., 1988). 

Finally, to ~e truly efficient, a system of forensic mental health assessment would also have to 
be successful in answering the questions that were posed to it, with high quality evaluations that were 
culturally competent, clinically valid, and responsive to the questions, in order to justify the costs. It 
would not only avoid unnecessary evaluations, but it would recognize when evaluations were likely to 
yield significant results, and find a way to provide them. (> ~ 

Treatment 
The ideal system would provide appropriate mental health services for all juvenil~ offenders who 

need them. It would provide continua of care along mUltiple dimensions, including such program 
characteristics as security, structure, intensity of supervision and monitoring, specific type of mental 
health treatment, and involvement of ancillary services. It would serve a full range of patients from 
the most mentally ill to the least, from the most violent to the least, from those with the most cognitive 
impairment to those with the least, and from those with the most need for basic socialization to those 
with the least. It would set explicit goals for treatment and provide services that were appropriate to 
those goals (Barnum, 1990b). 
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It would rely on the coercive powers of the juvenile justice system to support treatment only 
to the extent that treatment was aimed at solving problems that made substantial contributions to 
behavior that had been adjudicated offensive, and only in proportion to the seriousness of that behavior. 
It would provide access to treatment in the community, for offenders involved in diversion programs 
and probation, attending carefully to issues of liaison and supervision between justice and mental health 
professionals, and providing needing case management services. It would offer treatmf,nt within special 
circumstances, including detention centers, group homes, residential schools, secure treatment, and 
incarceration. It would offer access to hospitalization in circumstances where it was clearly established 
that only hospital care would be sufficient to provide for a youth's treatment needs. 

The ideal system would have the capacity to identify younger children at risk for developing 
serious delinquency or mental disturbance, and to offer treatment aimed at preventing this development. 
It would be sensitive to family capacities and needs, providing flexible support and specific treatments 
to foster effective family functioning, but also being able to recognize when children and youth need 
protection and care beyond what their own families are capable of providing. 

Organization 
Casey et a1. (1992) reviewed a variety of specific characterizations of organizational interactions 

that may apply to activities of the justice and mental health systems. They note that in general, ideal 
interaction would be characterized by effective communication, flexible collaboration, and careful 
attention to developing an empirical basis for informing decisions, including ongoing review and internal 
feedback about problems in interagency collaboration. They acknowledge that it is not clear what 
structures of interagency collaboration will likely work best under various circumstances. Bederow and 
Reamer (1981) suggest that an ideal approach to specialized programming for mentaHy disordered 
juvenile offenders might be separate programing for youth 'corrections populations and for mental health 

c. 
populations, where resources allow for multiple programs. If it is necessary to base programming in 
only one agency, they recommend that it be in mental health, since access to a mental health program 
is likely to be easier than access to a corrections program. 

Interagency Collaboration 
Our limited review of interorganizational arrangements indicates that collaborative approaches 

may offer significant gains in reducing costs and increasing flexibility, but that these gains may be offset 
by problems of interagency conflict over issues such as access and standards of care. Separate agency 
programming offers potential benefits in terms of agency control, accountability, and consistency of 
programming. It also offers the prospect of services tailqred more specifically to "appropriate" 
populations, though it is important to be cautious about the potential for bias in differentiating between 
populations that are appropriate to menta! health as opposed to correctional programming. The 
capacities of child- and family-centered arrangements to respond rapidly to the needs of individuals 
rather than of institutions is appealing, but it is not clear to what extent these arrangements can 
withstand the special institutional conflicts inherent in providing services for serious juvenile offenders. 

Private vs. Public Providers 
Providing services through contracts with private agencies offers many advantages over the 

government providing services directly. These advantages include greater flexibility in starting new 
programs, as well as in ending programs that don't work. Private agency contracts offer government 
managers the advantages of circumventing cumbersome civil service and public employee union 
requirements. These advantages can lead to improved flexibility in staffing programs as well as reduced 
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costs in some circumstances. Private agency contracts may also increase the potential for obtaining 
third party reimbursement for mental health services, partially shifting costs from state and local 
governments to the federal government or the private sector. Potential disadvantages of contracting 
with private vendors include the likelihood that accountability for services will be further removed from 
the government, and that as a result services will be poorly managed or provided at a low standard. Of 
course, it is common enough for services provided directly by the government to have these problems 
as well. 

Standards and Quality Assurance 
Whatever model of interagency collaboration is established, it should include standards or 

guidelines for performance and quality assurance, including training and continuing education of mental 
health and justice systems officials who deal with juvenile offenders with mental disorders. As a means 
toward the integration of the forensic mental health system with the justice system, Keilitz (1989) 
suggests that forensic mental health professionals acquaint themselves with established standards for 
court performance. Such standards have been developed by the National Center for State Courts 
(1990). 

Quality assurance should include provisions for training of mental health professionals in the 
special clinical needs of mentally disordered juvenile offenders (Duchnowski & Friedman, 1990) and 
in the complexities of forensic evaluation (Fein et al., 1991; Melton et al., 1985). Training should 
routinely include efforts at developing culturally competent evaluation and treatment skills. It should 
also include attention to issues of organizational adaptation, both regarding youth and families, and also 
regarding service providers. It should foster both skill in and commitment to providing clinical service 
in the public sector. 

An ideal overall program of quality assurance would (.include not only training and the 
establishment of clinical standards of care but would also establish mechanisms for internal 
organizational feedback regarding process problems, in order to foster continuous quality improvement. 
It would require ongoing evaluation of programs of clinical evaluation and treatment, including review 
of services and feedback to service providers regarding any issues that presented problems. 

Transitioning Out of the Juvenile System 
A neglected area of inquiry is what happens to mentally disordered juvenile offenders when they 

become too old to be considered juveniles (Korol off, 1990; Loughran, 1985). Some states have the 
capacity to extend juvenile jurisdiction, which enables them to continue services with some consistency. 
However, this can lead to difficult problems owing to continuiQg juvenile jurisdiction over individuals 
who are unequivocally adult. In some situations mentally disordered juvenile offenders will enter the 
adult mental health system when they leave the juvenile justice system, but this transition may require 
them to adjust to marked differences in programming, and may not include the capacity for the sort of 
specialized programming that they may continue to need. 

In summary, an ideal system of organizational interaction would enable recognition of different 
types of offenders and mental health· needs, and provide appropriate services for them without 
interruption by interagency conflict. Agencies would develop mechanisms for sharing responsibility 
that would be informal enough to allow for flexibility and easy communication, and formal enough to 
allow for internal review, accountability, and quality improvement. The ideal system would 
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acknowledge the existence of conflicting needs of justice institutions and mental health institutions, and 
would establish means of resolving these conflicts that would be clear, mutually respectful, and reliable. 

Research Needs 
It is easy to agree that there is a great need for information to shed light on how systems might 

improve their capacities to interact successfully in responding to the needs of mentally disordered 
juvenile offenders. A few specific areas of study seem especially important, and reasonably practical. 

One of the most basic needs is for better information about the nature and extent of juvenile 
offenders' mental health problems, both for the system as a whole and in individual cases. It would 
be of great help in addressing this problem if researchers could develop a simple screening device that 
could be used with all offenders at entry into the system, and at other points along the way as well, to 
identify the likely presence of mental health problems, and the need for more detailed clinical 
evaluation. Such a device should be simple and easy to administer, not requiring professional 
involvement, and should focus on symptoms, behavior, and functional capacities rather than diagnosis. 
It should include attention to problems of substance abuse and disturbed cognitive, emotional, and social 
functioning, as well as to explicit problems of severe mental illness. The development of such a device 
could then co~tribute to more detailed epidemiological study using more thorough structured diagnostic 
instruments. 

Neither the justice system nor the mental health system--both of which have long-standing 
programs for the development and reporting of "case" statistics (e.g., number of arrests, volume and 
composition of civil, criminal, and juvenile court cases; average daily jail census; admissions to 
inpatient hospitals by selected diagnoses)--possess a meaningful statistical portrait of the volume and 
composition of juvenile court cases in the United States in which claims of mental disorder are made. 
Without such information, questions fundamental to reform and,.improvements of mental health and 
justice systems interactions are difficult to answer. For example, how many mentally disordered 

. juveniles are subjected to involuntary civil or criminal commitment annually in the United States? Do 
state court caseloads and compositions correlate with population? How do caseload levels, adjusted for 
the population, compare across different states? What social, economic, legal and systemic factors 
affect the rates of filing of cases? Although such questions are at the core of effective policy, planning, 
and improvement of mental health and justice systems interactions, the lack of empirical knowledge 
about the volume and composition of juvenile cases involving claims of mental disorder have precluded 
addressing them effectively. 

A second area involves problems of "appropriateness" tin individual case processing, and what 
these problems may tell us about the functioning of a system overall. All programs providing services 
in this area are troubled by "inappropriate admissions." These cases have the potential to tell us a great 
deal about where interaction between systems is breaking down. What characterizes the clinical 
histories, presentations, and course of these youth? In what specific ways do they appear 
"inappropriate" and to whom? By what process failures were they allowed into whatever program in 
which they appear to be inappropriate? From where did they come, and by what sort of preventable 
mistake (if any)? What further problems in legal process and in treatment result from their 
inappropriate admission? 

To what extent is the notion of appropriateness an illusion? What differences are there between 
youths in mental health programs and those in juvenile justice programs? Studying these differences 
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in an agency-centered system with multiple programs (such as the Massachusetts Department of Mental 
Health IRTP's and the Department of Youth Services Butler Center), using reliable epidemiological 
diagnostic instruments, and comparing demographic and personal history factors, would help to answer 
these questions and provide direction as to the real clinical need for, as well as the fairness of, 
differential placement. 

A third area where more systematic research is clearly needed is in the relationship between 
organizational models and effective treatments. What are the strengths and weaknesses of the 
agency-centered and collaborative interaction models for providing services to these youth? Can 
effective elements of collaborative interaction be identified and transferred to other locations? What 
do child- and family-centered service models have to offer to mentally disordered juvenile offenders? 
Can justice needs of community safety and due process be met adequately by programs organized 
around these principles? Do they provide genuine gains in terms of either cost savings or treatment 
effectiveness or both? Or do they short-change youth by keeping them out of residential programs 
offering more broad-based services? Does explicit involvement of such programming with a justice 
institution augment effectiveness or undermine it? 

What i~ involved in developing a system's capacity to offer greater flexibility and 
individualization in service planning? Is it possible to develop these capacities without disrupting 
agencies' capacities to provide services and programs with which they are familiar and have a record 
of effectiveness? The study by Olson et al (1991) of the attempts of the state of Washington to increase 
its capacity for individualized service within an overall agency-based framework is an example of 
research in this area that may help planners to learn what to expect in pursing models of individualized 
care. 

Finally, a fundamental area for systems research is that of t~e availability and impact of various 
funding mechanisms for mental health services. There appears to be enormous variation from place 
to place in who pays for these services, under what circumstances, and by what mechanisms. It is 
certain that these mechanisms have a very substantial impact on what services are indeed available and 
to whom, but what this impact may be has not been the subject of systematic research. The role of 
health insurance coverage (especially Medicaid but also other insurers) in determining access to mental 
health care for juvenile offenders appears to be critically important in some circumstances, but has not 
been carefully studied. Questions include the following. Are incarcerated juvenile offenders indeed 
eligible for Medicaid coverage? Who has the capacity to authorize the use of Medicaid or other 
insurance benefits for mental health evaluation of an offender, and with what threshold of clinical or 
forensic concerns? What is the role of managed care organizatiQns in determining access to care'? Do 
families have the right to "reserve" their mental health benefits for services which they have chosen for 
their children, or must they be expended on services which may have been ordered by a court or 
agency? 

Some Recommendations for Improving Practice 
No system of interactions can meet any of these ideals in real life. Even so, some practical 

recommendations for- improving ordinary practice may be worth pursuing. 

Screening 
Although the ideal system would have available a screening device for mental health problems 

that had a research basis to ensure validity, reliability, and cultural competence, even a simple, ad hoc 
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means of screening is better than none. Simply establishing the issue of a youth's mental health history 
as part of the agenda for intake into the juvenile justice system may help to identify youth with mental 
health needs that might otherwise go unnoticed. 

Such screening has been urged in other forensic mental health contexts. For example, in the 
area of involuntary civil commitment and guardianship, the National Center for State Courts (1986) and 
the American Bar Association (1989, 1991) have encouraged the designation or establishment, within 
each locale, of an organizational structure for receiving and screening potential cases. The purpose of 
such a screening agency is to provide an organizational and administrative structure for equitable and 
uniform decisionmaking about treatment and services in the least restrictive setting at the earliest point 
in time. Although initial contact with the screening agent or agency may be an inquiry specific to the 
particular legal question (e.g., commitment), the aim of the screening is to facilitate getting help for 
the individual, Le., the most appropriate treatment, care or social services consistent with the 
individual's needs. 

Collaboration 
Anyone working in an agency setting offering opportunities for interaction with other agencies 

can look for chances to develop relationships with others across agency boundaries that can become a 
basis for improvement in interagency collaboration. These improvements do not need to be on a large 
scale to be significant. Even "small wins" in interaction contribute to overall system improvements. 
Similarly, all efforts, even limited ones, at articulating a system's resources, goals, and constraints 
contribute to clearer and more effective functioning. Small individual attempts to develop 
communication across agencies, even focussing on individual cases, can grow into relationships in 
which regular review of agency interactions becomes possible and even familiar. 

A logical step toward improving collaboration would be to pay more attention to the structures, 
organizations and administration of mental health programs providing services to the justice system. 
Such attention is likely to -stimulate research in areas where little research exists today with results that 
are likely to be of great interest. Relatively simple descriptive studies, for example, could establish 
reliable estimates of the number of mental health forensic units as well as their location within the 
judicial system. It is highly doubtful that each of the 18,000 courts in the United States has its own 
forensic mental health program, but the total number of courts stands as the outside estimate of the 
number of such programs. Descriptive studies could ascertain the structures, organizations, and various 
administrative mechanisms of the forensic mental health programs and from this information develop 
tentative typologies and frames of references. . 

~ 

Communication 
In any interactions involving pursuit of clinical care, it is always helpful to be as clear and 

complete as possible in communicating the goals for a proposed intervention and the routes for reaching 
them. If, for example, it appears that hospitalization is called for, it helps to understand the various 
legal steps that can be taken to get a patient into the hospital, and especially how different moves will 
result in different types of hospital commitments, in different types of units, with different types of 
clinical and forensic interventions and outcomes. It is essential in this process to provide all the clinical 
history available, along with the specific questions for evaluation, or other specific goals for 
containment or treatment. As in any interaction involving obtaining clinical services, it is very helpful 
to insist on getting feedback as part of the initial contract for hospitalization. This helps to ensure that 
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the presenting concerns are being addressed, and that appropriate concrete plans are made for follow-up 
care after the patient is discharged. 

Treatment Planning 
In general, an explicit treatment plan should be articulated for any clinical services for juvenile 

offenders. This plan should specify who is to be providing what services to the patient and famiiy, both 
in terms of clinical treatments, and also in terms of whatever other casework support, educational, or 
rehab services may be called for. It should specify what means will be used to evaluate the progress 
of the youth in response to clinical intervention, and what responses from the various players will be 
involved if progress is good, and if it is not. It should also make clear what continuing legal obligations 
the patient and family may be under, if any, regarding treatment, probation, liability for protective 
services and removal, and so forth, and who the players in these activities are as well. Absent explicit 
violation of such conditions, it should be understood that the youth and family are empowered by this 
plan and are the prime players in its execution. 

Case Management 
Regardless of what formal or informal arrangements may be in place for interagency 

collaboration in the execution of treatment planning, it seems clear that a key ingredient in successful 
access to care is explicit case management. Programs providing dedicated case management for mental 
health services to individuals involved with the justice system show that this specialized service, 
provided with small caseloads (e.g. less than 15 cases), can make a substantial difference in fostering 
effectiveness of mental health services for justice involved people. 

Where these specialized programs do not exist, however, there may still be opportunities for 
professionals involved with young offenders and their families to craft networks of relationships that 
have some of the characteristics of good case management. Probation officers, social workers, 
therapists, consultants, advocates, and other professionals can all w,ork together to identify services and 
to establish relationships with one another and with youths and families that will support effective 
involvement with treatment. 

SUMMARY 

The problems of mentally disordered juvenile offenders are complex and multifaceted, and so 
are institutional responses to them. They do not fit neatly into diagnostic categories or into ordinary 
programming for either juvenile offenders or mentally disordered children. They engender conflict 
among those who deal with them, because of the difficulties they present in understanding their theeds, 
and because of the variety of demands they place upon public resources. 

Professionals who deal with these youth need to have a capacity for flexibility, and for 
understanding that their own way of understanding the youth's problems will never be sufficient to 
provide a basis for a complete response to the youth's needs. They need to be willing to learn from 
and to respect the perspectives of others who may also be involved in public responses to the youth, 
on grounds quite different from their own. Institutions that provide public responses to these youth, 
whether in the justice system, the mental health, social service, or educational systems, or in the private 
realms of family and community, need to foster communication and respect across their own 
boundaries, to find ways to cooperate in responding to youth in areas where they can agree, and to learn 
to disagree when they must, in ways that do not destroy their capacity to work together to help. 
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Youth who suffer from mental illness present a special challenge to the juvenile justice system. 
These youth are often difficult to recognize or categorize and even more difficult to treat. The 
complexity of the problems presented in these cases taxes the court's ability to meet its d;.!al goals of 
providing effective due process safeguards and rehabilitation. This complexity brings the limitations 
and tensions of juvenile justice into bold view. 

Clearly, youth with mental disorders who become involved in the juvenile justice system will 
not be afforded an opportunity for effective rehabilitation without an adequate system of identification 
and treatment. An infrastructure of legal procedures that promotes'recognition of disorder, appropriate 
due process safeguards, and a more responsive approach is necessary. Presently, however, legal 
provisions in juvenile justice do little to ensure consistent consideration of mental illness as a factor at 
the different stages of decision-making regarding a case. 

The purposes of this chapter are to examine critically: 1) how the existing legal framework of 
the juvenile court affects the identification, processing, and treatment of youth with mental illness and 
2) how a juvenile's mental illness might be relevant at each step of juvenile justice involvement. The 
chapter begins with a discussion of the currently confused mission of juvenile court and the ambiguity 
surrounding the legal definition of mental illness. In the next four sections, the adequacy of c~e and 
statutory laws and other legal provisions for addressing menta}- health issues are reviewed from each 
of the major decision-making points encountered by juveniles from intake to placement and service 
provision. Because of the variations in processing and legal procedures that exist across states and 
jurisdictions, this discussion may not completely cover issues of concern in all communities. 
Regardless, this examination makes it clear that certain recommended legal changes and research are 
needed to move this system closer to its vision of providing both justice and rehabilitation for mentally 
ill juveniles. 
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THE CONFLICTED MISSION OF THE COURT 

The lack of clarity regarding the relevance of mental illness to juvenile justice processing can 
be traced, at least partially, to the present state of confusion about the court's primary mission. 
Historically, the role of the juvenile court has been to spare children the harshness of the adult criminal 
justice system, instead promoting rehabilitation through individualized justice. The primacy of 
rehabilitation as a goal justified the more informal, non-adversarial nature of juvenile "civil" 
proceedings. In exchange for relinquishing due process and other constitutionally protected rights, 
minors were promised that the juvenile court would act in the minor's best interests as a parent 
substitute. As a result, during the first sixty years following their inception, juvenile courts were 
afforded almost unlimited discretion in making decisions concerning delinquent youth, with only the 
broad standard of "the best interests of the child" as a guideline. Although many states recognized that 
this guideline frequently entailed treatment that might require diversion from the juvenile justice system 
to alternative programs such as mental health services, legislatures and courts offered little guidance 
as to the exact nature of the treatment contemplated or its implementation. 

The legal basis for the juvenile court has resided from its beginning in the parens patriae power 
of the state as legal guardian of the community and of those citizens who are not competent to care for 
themselves. In the 1~60's, however, the Supreme Court recognized that the dual functions of protecting 
both the child and the community were often incompatible (Worrell, 1985). Kent l , Gault2, and several 
subsequent decisions emphasized that children's constitutional rights had been sacrificed in favor of the 
theoretically beneficial treatment that they often did not receive within the juvenile justice system. In 
response, the courts began to provide juveniles with many of the due process safeguards previously 
guaranteed to adult criminal defendants (e.g., notice of charges, the right to counsel, the right to 
confront and cross-examine witnesses, the privilege against self-incrimination, the application of the 
"reasonable doubt" standard of proof for adjudication)). NotablYq the Court declined to guarantee full 
adult rights to juveniles. The right to trial by jury4 and the right to bailS, for instance, were denied 
to juveniles. Thus, a new conception of legal processing, granting juveniles "limited rights", emerged, 
supplanting the former paternalistic system. 

These developments have produced a court in conflict about its mission. On the one 'hand, it 
is rooted in the task, of providing treatment through the application of innovative interventions in 
individual cases. Yet it also bears the responsibility of safeguarding the community and the individual 
liberties of the juveniles coming before it. Many commentators have begun to question the ability of 
any system to accommodate these often conflicting goals (Worrell, 1985; Mulvey, 1989). These 
concerns are particularly salient when children suffering from. mental illness are considered. (f 

I Kent v. U.S., 383 U.S. 541 (1966). 

2 In re Gault, 387 U.S. 1 (1967). 

3 In re Winship, 397 U.S. 358, (1970). 

4 McKeiver v. Pennsylvania, 403 U.S. 528 (1971). 

5 Schall v. Martin, 467 U.S. 253 (1984). 
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While rehabilitation and treatment are important to every juvenile coming into contact with the 
system, they are crucial to youth with mental disorders. These youth need both particular attention in 
planning for their rehabilitation needs and a refined system of legal safeguards for the protection of their 
civil liberties. In a system that performs each of these functions in a compromised fashion, juveniles 
with mental illness are the ones most likely to experience harmful consequences from juvenile justice 
involvement. Because their needs are so great with regard to both treatment and due process, these are 
the youths who will receive what Justice Fortas (in Kent) aptly decried the juvenile justice system for 
providing; that is, "the worst of two possible worlds. " 

DEFINING MENTAL ILLNESS UNDER .JUVENILE LAW 

Because juvenile proceedings have traditionally been structured as civil proceedings, in which 
rehabilitation planning was the central goal, rather than as criminal proceedings, the issue of the mental 
competence of the accused and its bearing on criminal responsibility has been largely overlooked by 
the judicial system. To some extent, state legislatures have attempted to recognize the need to afford 
special considerations to mentally ill juveniles, sometimes providing special classifications for children 
in need of treatment and/or mental health services. Nonetheless, few statutes set forth clear, concise, 
and informed guidelines for addressing the needs of this population. 

Indeed, even in defining mental illness, the states have adopted diverse and often inconsistent 
terminology. As a rule, these definitions are set forth in the general mental health provisions rather 
than appearing as a special consideration in juvenile proceedings. Representative of these laws is the 
Alabama statute which classifies an individual as "mentally defective" when he or she "suffers from a 
mental disease or defect which renders him [or her] incapable of appraising the nature of his [or her] 
conduct."6 Notably, the Alabama Code does not include a definifion for "mental disease or defect. If 
Other typical definitions of mental illness include: 

[a] disorder of thought or mood that substantially impairs judgment, behavior, capacity 
to recognize reality, or ability to cope with the normal demands of life.7 

... an illness, disease, or condition, other than epilepsy, senility, alcoholism, or mental 
deficiency, that: 

(A) substantially impairs a person's thought, perception of reality, e 
emotional process or judgment; or ~ 

(B) grossly impairs behavior as demonstrated by recent disturbed 
behavior. 8 

6 Code of Alabama § 13A-6-60. 

7'Alaska Statutes, §12.47.130 (1992). 

8 V.T.C.A., Health and Safety Code §571.003 (1992). 
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... any organic, mental, or emotional impairment which has substantial adverse effects 
on an individual's cognitive or volitional functions. 9 

Unfortunately, the vast majority of the states provide only vague guidelines in making mental illness 
determinations. Perhaps best illustrative of this lack of precision is the Delaware statute which includes 
within its definition of the mentally ill "any idiot. "10 

Furthermore, states vary with regard to whether mental retardat!on and substance abuse are 
included within the definition of mental illness. A number of states specifically distinguish mental 
illness from mental retardation and substance abuse. For example, Arizona defines mental illness as 
a "substantial disorder of emotional processes, thought, cognition, or memory" which is not 
characterized as substance abuse. 11 Other states, such as Virginia, expressly include substance abuse 
within the definition of mental illness, contributing further to the inconsistencies between the states' 
procedures in dealing with juvenile offenders. The Arizona statute also excludes from mental illness 
"a personality disorder characterized by antisocial behavior patterns," invoking the question of whether 
the Arizona legislature actually intended to exclude individuals suffering from a personality disorder 
diagnosable under the American Psychiatric Association's Diagnostic and Statistical Manual - version 
IIIR (DSM-I1IR) from the ambit of the statute. 

Some states have attempted to address the void in the law for juveniles suffering from a mental 
illness by creating a new adjudicatory category. For example, Oklahoma has labelled children alleged 
to be mentally ill as "children in need of treatment" or INT, thus distinguishing them from children 
alleged to be delinquent, deprived, or in need of supervision. The Oklahoma definition of "child in 
need of treatment" encompasses individuals with "demonstrable" mental illness who display danger to 
themselves or others. 12 Similarly, Virginia distinguishes a "child in need of services" as a "child whose 
behavior, conduct or conditions presents or results in a seriousathreat to the well-being and physical 
safety of the child. "13 For the court to acquire jurisdiction over such a child, it must be shown either 
that the conduct presents a clear and substantial danger to the child's life or health, or that there is a 
need for treatment or services and that court intervention is necessary to ensure their provision. 
Interestingly, the Virginia statute was the result of efforts to secure services in an individual case in 
which an adolescent with mental health problems did not qualify for involuntary commitment. 

This lack of Clarity regarding the definition of mental illness reflects both the theoretical and 
practical confusion about the overlap of mental illness and delinquency jurisdiction. Delinquency 
jurisdiction is invoked by a juvenile's actions, yet those same actions may often be seen as part of a 
larger constellation of mental health problems. There is no theoretical bright line indicating ~hen the 
conceptualizations of mental illness are more or less appropriate than the law's rubric of delinquency. 

9 West's R.C.W.A. 71.05.020 (2). 

10 Delaware Code, Art. 1, §302. 

II Arizona Statutes §8.242.01. 

12 Okla. Stat. tit. 10, §1101 (5) (Supp. 1990). 

13 Va. Code §16.1-228. 
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On a more practical note, there is also a question about the most appropriate methods for handling 
adolescents with such problems. Indeed, there is some debate as to whether the juvenile justice system 
has the resources and expertise to be dealing with mentally ill youth at all, or whether they should be 
prevented from entering the system and treated exclusively by the mental health system instead. 1<4 

The juvenile court is in a quandary about its capacity to individualize treatment in general, and 
cases in which mental illness is a factor raise this issue more dramatically. This confusion about what 
approach to take with juveniles with mental illness is not restricted to the issue of definition, however. 
As discussed below, it permeates each stage of the juvenile justice system. 

INTAKE AND PRETRIAL PROCEEDINGS 

Questions concerning mental capacity play a crucial role in determining the course of a 
juvenile's experience in the legal system even before formal proceedings are instituted: However, the 
extreme variability across local jurisdictions in how juveniles are processed upon being taken into police 
custody makes any gener~1 statement of the factors affecting prosecution or diversion to alternative 
programs impossible. There are few guidelines about criteria to be used in determining how to 
recognize or refer a child with mental ilInes5.. 

The first assessment of the mental state of the child is inevitably made by the police. While 
the officer may defer to the courts, he or she must, nonetheless, make the initial decision of whether 
to arrest and where the child should be taken (e.g. home, temporary custody in an authorized secure 
or non-secure facility, detention center, or a psychiatric facility). Although research has consistently 
shown that only a mincrity of police contac'LS with juveniles result in arrest (Wadlington, Whitebread 
& Davis, 1983), and it can be assumed that the diversion decision is influenced by the presence of a 
mental disorder, no clear guidelines exist for this discretionary decision. 

Before a juvenile is detained and questioned, officers must ascertain whether the child is capable 
of making a "knowing, intelligent and voluntary" waiver of Mirandals rights. Interestingly, despite 
the practical barriers to its implementation and the fact that the Supreme Court has not directly 
addressed the applicability of Miranda to juveniles, several states have held that Miranda applies to 
juveniles as well as adults. This means that children are afforded.the privilege against self-incrimiYtation 
and the right to counsel (Grisso and Conlin, 1984). The courts and legislatures, however, have 
enunciated only broad factors to be considered in determining the voluntariness of a confession, 
including age, prior police or court involvement, intelligence and mental age, educational level, 
maturity, and absence or presence of parents (Grisso, Tomkins, and Casey, 1988). 

The assumption that the Miranda model will hold for juveniles ignores the differences between 
the adult and juvenile contexts. In the adult criminal context, the accused individual is viewed as an 
autonomous individual asserting his or her constitutional rights against the state. Such a model does 

14 Discussion at the Conference of the National Coalition for the Mentally 111 in the Criminal Justice System, 
May 1992, Seattle, Washington. 

IS Miranda v. Arizona, 384 U.S. 436 (1966). 
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not necessarily hold for juveniles. With juvenile cases, the social context of decision making may exert 
considerable influence, especially in cases of adolescents with mental illness. For example, parents 
brought in ostensibly to "protect" the rights of juveniles, often induce confusion or counsel their 
children to waive their rights (Grisso, 1981; Grisso and Conlin, 1984). The realities of what occurs 
when a parent is involved in these deliberations thus casts doubt on whether there is true "voluntariness" 
present in the waiver of Miranda rights for a juvenile, especially for a mentally ill juvenile. No 
provisions for these possible dynamics presently exist in the law. 

All cases involving juveniles are typically initiated by filing a petition through a special juvenile 
justice agency. In most states, the intake officer has discretion as to whether the petition should be filed 
in delinquency or some alternative disposition, such as "child in need of services." It is also usually 
within the intake officer's discretion to dispose of the action informally. The complaint can be kept on 
file and the child's family simply notified of the incident or referred to other social service agencies. 
An intake officer may refuse to file a petition if there is no probable cause; the filing would not serve 
the best interests of the child; or some agency other than the court could deal with the matter more 
effectively. At this juncture, the juvenile court judge may also be consulted on a more informal basis. 
Again, however, no clear guidelines exist for this determination. 

When the child is noticeably suffering from some mental disturbance, the judge or agency 
representatives may urge the child or parents to institute commitment proceedings. The majority of the 
states provide that questions concerning the mental capacity of a minor may be raised by a variety of 
individuals, including persons who are not connected to the court, such as social service agency 
representatives and parents. For example, the Alabama statutes provide that a petition for the 
involuntary commitment of a child to custody of state Department of Mental Health and Mental 
Retardation (DMHMR) as mentally ill or retarded may be made by the state, any county or 
municipality, any other governmental agency, or "any person," including "a parent, legal guardian or 
other person standing in loco parentis. "16 In certain instances, if the parents are not willing to approve 
the proposed commitment, the court may issue orders compelling their cooperation. Conversely, court 
personnel may fail to advise parents who recognize that their child's problems extend beyond 
delinquency that this option is available to them. Realistically, though, if the court itself does not take 
this action, it is difficult for other frequently over-worked agencies to intervene, especially when the 
court makes no provision for their compensation. 

Where the child has not been identified as mentally ill and diverted to alternative treatment 
before delinquency proceedings are instituted, he or she will follow a much different route~to final 
disposition .. The juvenile may have to be subjected to emergency detention for one to three "days; a 
required judicial hearing will be held if extended detention is deemed warranted. Only Alabama, 
Nevada, and Rhode Island have not adopted decision standards to be applied by the juvenile courts in 
exercising their discretion regarding continued pretrial detention. The standards adopted by the majority 
of the remaining states comprise three categorie~: detention for the protection of the juvenile, detention 
if the juvenile is likely to flee the jurisdiction While charges are pending, and detention if the juvenile 
poses a danger to the community (Grisso, Tomkins and Casey, 1988). Continuing detention may also 
be deemed appropriate where adequate supervision is otherwise unavailable or the juvenile requests 

16 Code of Alabama §12-15-90 (1992). 
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protection. Some states direct the court to consider the nature of the alleged offense and the child's 
character, reputation, prior record, community ties, and mental condition in making a detention 
determination. 

The practical effect of these general criteria is that juveniles may spend widely varying amounts 
of time in detention. The distribution of length of stay in detention tends to be bimodal (Mulvey & 
Saunders, 1982), with a large proportion of adolescents staying a short time and a smaller group staying 
for lengthy periods. Those who stay longer are usually adolescents with complicated placement needs, 
not necessarily those charged with more serious offenses. Mentally ill adolescents would thus seem 
exceptionally susceptible to extended detention stays once processed in this manner, unless adequate 
provisions for identification and review are established. 

In sum, the identification of mentally ill juveniles can occur at a number of points in initial 
juvenile justice processing. This factor is a consideration in the waiver of Miranda rights, the diversion 
of a juvenile to the civil commitment system, and detention. In most cases, there is only the judgment 
and goodwill of the involved professionals available to ensure proper consideration of this factor. 

W AYVER OF JURISDICTION AND AD.IUDICATION 

As stated earlier, delinquency proceedings are instituted with the filing of a petition and notice 
of charges. If there is evidence to suggest that a child is mentally ill (e. g., a history of psychiatric 
treatment at the time the petition is filed), screening by a mental health professional may be required 
by statute. Such a screening may result in the case being shifted to the civil commitment system. If 
there is no provision for screening or if the case, after screening, is determined still to be within the 
purview of the juvenile court, the case will be considered in an adjudicatory hearing (to determine guilt 
or innocence). Alternatively, the jurisdiction for the case could be waived to adult court (the case is 
"transferred"), and a hearing is held there for the determination of guilt. 

There are two types of waiver from juvenile to criminal court. In some states, cases involving 
juveniles charged with particular crimes (e.g. rape, murder, arson), are waived' automatically. 
Alternatively, a judicial transfer hearing can be required to determine whether a particular juvenile case 
meets the standards for transfer. Criteria for waiving to adult court include threshold criteria (age, 
seriousness of the act) and status criteria specific to the case (expected future dangerousness, 
amenability to treatment). Decision standards usually used in the decision regarding waiver i~lude: 
1) a juvenile's lack of amenability to treatment; and, 2) protection of the community (Barnum, 1990). 

How mentdi illness 'should be considered in these waiver decisions is left vague in almost all 
state juvenile statutes. Some jurisdictions (e.g., District of Columbia) expressly provide that there is 
no transfer when the juvenile is deemed m.entally ill. Other states do not specifically address the issue 
of mental illness and transfer. For the most part, the waiver decision is still an individualized 
determination made by the judge. 
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Court decisions, meanwhile, have differed markedly regarding the issue of mental illness and 
waiver. A 1978 decision In the Interest of Myra Burns l7 upheld a denial of transfer for a juvenile 
charged with armed robbery and murder, finding that, because of the benefits she could receive from 
mental health treatment available through the juvenile justice system, refusal to transfer served the 
juvenile's best interest while posing minimal threat to society. However, in a 1977 case, In the Interest 
of M.A, Ferris l8

, the Kansas Supreme Court held that mental illness is but one of the factors to be 
considered in waiver determinations, and that the juvenile court is not required to retain jurisdiction 
because of alleged mental illness of a juvenile. Waiver in the case of mental illness was seen as 
acceptable because the juvenile has the ability to raise the insanity defense when tried as an adult. This 
ruling, however, fails to distinguish between mental illness and legal insanity; two terms with very 
different meanings. A juvenile could easily have a mental illness that could benefit from treatment, but 
still not qualify as legally insane at the time that the offense was committed. 

It also must be noted that, with transfer to adult court, the question of the degree to which much 
mental illness mitigates culpability still remains. Once juveniles are moved up to the adult criminal 
system, they are held to the standards used for adults in judging the role that mental illness might have 
played in the commission of an offense. Currently there is no developmentally oriented legal 
framework for culpability that takes into account that the effects of mental illness on criminal activity 
might be different for adolescems than for adults. Whether it is reasonable to hold mentally ill juveniles 
to the same standards as adults regarding culpability is an open question. 

Since waiver may effectively foreclose treatment options for juveniles, research needs to 
examine how and when the issue of transfer is raised and what the impact of mental illness is on the 
outcome of the hearing. The trend toward determinate sentencing and automatic waiver may preclude 
any practical consideration of amenability to treatment in deference to a concern with the protection of 
society (Feld, 1988; Braithwaite and Shore, 1981). It may be that the seriousness of the crime and the 
age of the defendant are the only factors that will really determine transfer, with the nature of the crime 
itself making the juvenile "not amenable." If so, juveniles with mental illnesses who could benefit from 
treatment but might not receive it in the adult system may be especiaJly vulnerable to foreclosure from 
this option. The_necessity for examining what role the consideration of mental illness does and should 
play in the waiver decision is imperative. 

A specific question which may be raised at the outset of the adjudicatory phase is the issue of 
the juvenile's competence to participate. In the legal sense, competency does not refer specifically to 
the presence or absence of mental illness per se, but instead refers more to the juvenile'S capacity for 
rational understanding, Since mental illness is not equivalent·to lack of competence, children~ho are 
'in need of some form of treatment may be found competent to participate in proceedings. The 
competency issue does not act as a screening device for mental illness. 

17 385 N.E. 2d. 22 (1978). 

18 563 P. 2d 1046 (1977). 



97 

Not all states explicitly address the competency issue for juveniles. If it is specifically noted, 
the adult standard set forth in Dusky19 is usually used. Dusky indicates that, in order for a defendant 
to be considered competent to participate in proceedings, he or s~1e must have the ability to consult with 
a lawyer with a reasonable degree of understanding, and to have a "rational as well as factual" 
understanding of the judicial proceedings. For example, the New York court in In the Matter of Jeffrey 
c..20 held that juveniles are entitled to all formalities available to adult defendants in criminal 
proceedings when ability to stand trial is an issue. The court declared that there is a constitutional 
mandate that these safeguards be extended to juveniles based on the due process clause of the 
Fourteenth Amendment. 

Competency hearings may be requested by the prosecution, the defense, or the judge. When a 
hearing is requested, the court must decide if there is enough evidence to warrant a hearing on this 
issue, and if there is, whether a mental health professional should conduct an evaluation to inform the 
court. A professional evaluation is almost always ordered. The court considers the results of the 
evaluation and other evidence to come to a decision regarding the juvenile's competency. 

Most states do not provide guidelines on when and how a competency evaluation is to be used. 
Judges are given no explicit assistance on how to evaluate a mental health practitioner's report, or on 
what specific factors should be considered when making a competency determination. Grisso, Miller 
and Sales (1987) provide tentative guidelines as to when competency might be raised as an issue, one 
of which is history of mental illness. There is a clear dearth of information, however, about when and 
why competency evaluations are done, and what factors are salient for judges in those determinations. 
There is also little information on how evaluations are conducted and how competency is conceptualized 
by mental health practitioners. 

The insanity defense raises a different issue than the capaci'ty for rational understanding at the 
time of proceedings. The insanity defense is founded on the principle that, in determining criminal 
responsibility, the capacity of the accused to understand the nature of his or her acts and to exercise free 
will in acting must be considered. In light of the extensive line of cases holding that a denial of the 
insanity defense to an adult defendant violates his or her right to due process and fundamental fairness, 
the issue necessarily arises as to whether a denial of the defense to a juvenile does not deprive him or 
her of fair treatment under the juvenile justice system. 

Given the series of Supreme Court opinions which extend to juveniles many of the due process 
guarantees afforded to adults, the foundation for the extension of the insanity defense to respoqrlents 
within the juvenile justice system has been laid (Harrington 'and Keary, 1982). In a case, In re 
Winburn21 , the Supreme Court of Wisconsin became the first court to make the insanity defense 
available to juveniles, allowing a 16-year-old charged with the shooting death of his mother to assert 
the defense. While noting that the philosophy behind the juvenile laws of Wisconsin was rehabilitation 
and treatment, the Court recognized that enforced treatment equates to punishment and thus, retribution . 

19 Dusky v. U.S., 362 U.S. 402 (1960). 

20 366 N.Y.S. 2d 826 (1975). 

21 145 N.W. 2d 158 (1966). 
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does playa role in the function of the juvenile system. Since Winburn, cases in California, Nevada, 
New Jersey, and Louisiana have resulted in rulings favorable to the applicability of the insanity defense 
to juvenile proceedings. This endorsement of the insanity defense has not been universal, however, with 
at least one court, in In re C.W,M.22, holding that the rehabilitative mission of the court left no place 
for the insanity defense in juvenile proceedings. The exact role of mental illness in mitigating 
culpability through invocation of the insamty defense in the juvenile system is a murky area. 

DISPOSITION 

At disposition, the judge must make a decision regarding a treatment plan, once again balancing 
the protection of society versus re!labii;~3tion of the youth. Ensuring that the most appropriate treatment 
is provided is assumed to oc;;ur from the judge's matching of the particulars of the case with 
dispositional options. In making this determination, judges are free to use almost any information 
available to reach their decisions. 

When confronted with cases having unusual features or a history of mental health involvement, 
judges often tum to mental health professionals (Le., psychiatrists, psychologists, social workers) and 
other agency personnel. These professionals contribute their opinions as to the juvenile's needs, 
character, and fit with particular treatment programs (Grisso, Tomkins and Casey, 1988). Most often, 
clinicians are called upon to make determinations regarding a juvenile's general amenability to treatment 
or likelihood of rehabilitation. Whether terms like "treatment" or "rehabilitation" mean the same thing 
to all mental health professionals, however, is questionable, and legal restrictions on the use of clinical 
expertise at disposition is minimal. Instead, statutes assume experts use the same terms uniformly in 
informing the court. That this may not be the case and the fact that there is limited validity of 
diagnostic formulations and predictions is seldom emphasized. ( 

Of course, if there is inconsistency in the use of terms or wide variability in clinical judgment, 
this is particularly disturbing since the type of treatment which is deemed appropriate usually forms the 
framework against which the range of a youth's problems and future successes will be evaluated. 
Although psychiatric evaluations are common in many jurisdictions - especially for more serious 
offenses and where incarceration is likely - the expertise needed to make amenability decisions is all 
too often lacking in most locales. Moreover, even if the expertise exists, little systematic information 
is available regarding what factors are or should be used in assessing a juvenile's amenability to 
treatment. 

There is also some evidence that these determinations of amenability to treatment may be 
influenced more by the existing service delivery system in' a locale than would be desirable. In a field 
based study of mental health, court, and social service professionals across different levels of service 
availability in one state, Mulvey and Reppucci (1988) found that personnel in low resource'locales saw 
more potential benefit from punishment'than did personnel in higher resource locales. Also, mental 
health professionals in medium resource locales judged youths' likelihood of benefiting from treatment 
as higher than their counterparts in either high or low resource locales. These results clearly suggest 

~ 407 A.2d 617 (1979). 
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that the contextual factors of resource availability and agency setting may influence assessments of 
amenability. Thus, the traditional wisdom that mental health professionals' assessments may be a 
method to counteract the biases of judges may provide far less of a safeguard than believed. 

The lack of theoretically valid clinical knowledge about amenability, the sparsity of expertise, 
and the potential contextual influences on clinical judgments have implications for policy and research 
regarding the dispositional process. Explicit recommendations to limit judicial discretion at disposition 
(e.g., Institute of Judicial Administration! American Bar Association Commission on Juvenile Justice 
Standards) appear warranted in light of these issues surrounding the dispositional process. 
Unfortunately, few locales have implemented these types of guidelines. Meanwhile, more research is 
needed to improve the validity of amenability determinations and dispositional judgments. At present, 
there is a dearth of empirical evidence about the optimal matching of juvenile offenders and treatment 
alternatives. What little research does exist on amenability has focused more on the process of 
decision-making rather than its cutent (e.g., linking outcomes and case characteristics). Yet, the 
amenability determination may be the critical area for mental health involvement, especially in cases 
with mentally ill juveniles, since the consequences at both transfer and disposition may differentiate 
those who receive treatment from those who receive punishment. 

MONITORING OF PLACEMENT AND SERVICE PROVISION 

Once the court has determined a treatment plan for a juvenile, the remaining issue concerns the 
court's role after this order has been entered. Historically, the court's role has been to prescribe 
particular services in the cases that come before it. However, since Gault and the concomitant 
recognition of the court's limited ability to deliver on its promise of treatment, the utility of the court 
in this role has been questioned. There has been considerable deoate about whether the court should 
continue to prescribe interventions as an all- knowing parent substitute after disposition or whether the 
court should revert to a more administrative function, serving to ensure that other agencies are meeting 
prescribed standards of care (Mulvey, 1982; Feld, 1988). 

The ultimate issue is the judiciary's ability to impact service delivery after disposition (Harris, 
1989). For example, what recourse is available when a chiid's lawyer argues .that the faci1i~ in which 
a juvenile is placed does not meet the juvenile's mental health needs? Should the court have the ability 
to revoke custody from that service provider and modify the treatment plan? In cases where the agency 
says that the service has not had an impact and requests another placement, should the court be~n the 
position to determine whether the youth has "failed to adjust" 'or whether the agency has "failed" to 
provide adequate treatment? If the latter were determined, should the court be empowered to order the 
agency to provide certain types of interventions? 

Most state statutes are vagUe, and case I~w is generally sparse and unclear ~bl)ut the extent of 
the court's monitoring and enforcement power. Some states require continued judicial review of juvenile 
court placements as a method for addressing this issue. For example, Arizona requires judicial review 
every 60 days after a child is committed. Whether such review can be done effectively, however, given 
the large case loads in most courts, is an open question. The level of review actually done by the courts 
and the ultimate value of this procedure requires further consideration and inquiry. 
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A case can be made that ongoing detennination of treatment effectiveness is not a role that the 
court should assume. Such a posture by the court could ultimately have detrimental effects on both 
individual youth and the organization of the service network connected with the court. A court active 
in every phase of treatment planning and implementation could lead to "micromanagement" of 
treatment. Judges, rather than treatment providers, could be making determinations as to appropriate 
treatment efforts, and the qualifications of many judges in this regard may be questionable. In addition, 
heavy court involvement in evaluating the appropriateness of particular treatment approaches could 
reduce the range and diversity of services available. The organizational reality of service provision in 
most communities is that as long as the court does not have an expansive service system of its own, it 
has to maintain contractual relationships with service providers who might go elsewhere (e.g., child 
welfare agencies) for referrals. An active court pressing service providers for more accommodations 
and effort in troublesome cases could eventually find itself with a limited pool of agencies willing to 
work with it. Providers could simply go to an easier market. 

This recognition of the court's undocumented record of ensuring adequate service provision and 
the potential risks of empowering the court to dictate treatment efforts creates a. policy dilemma. The 
reasonable midground in this situation might be for the court to function in a more administrative role, 
ensuring that service organizations are working together and that minimally acceptable standards of 
treatment are met, but leaving the evaluation and modification of individual treatment up to the agencies 
which are providing or administering the treatment. By enforcing broad mandates for identified groups 
of juveniles (e.g., offenders with specific types of disorders) or for such outcomes as comprehensive 
care (as in Willie M. v. Hunt23

), the court could operate to sketch out the general framework of a 
desired service system, rather than the specifics of intervention. 

An important final note is that, regardless of the court mechanism used, the promotion of any 
system of more comprehensive, open-ended treatment planniqg presents the problem of possibly 
promoting "indefinite" treatment for selected groups of juveniles. In most states, juveniles can only 
be adjudicated in the juvenile court system until they are 18, but in some states they may be committed 
to treatment until they are 21. The length of treatment in some cases exceeds the sentence for the 
equivalent offense in criminal court (Qru!.l1 entailed just such a situation). The usual criteria for 
continued placement are seriousness of offense and threat to the community rather than the youth's best 
interest. 

Such provisions are of particular importance to the treatment of mentally ill juvenile offenders. 
These juveniles may be seen as appropriate for continued treatment when their antisocial acts (especially 
in the case of violent offenders) are presumed to be linked causally to their mental disorder. diven the 
tendency of both the public and treatment professionals to posit a link between mental disorder and 
community violence, mental illness might be considered de facto a sufficient condition to warrant 
extended intervention by the court system. Obviously, such a practice could only be seen as legitimate 
if the juvenile court were providing positive services for those youth and if the linkage between the 
disorder and the antisocial activity could· be established. Ultimately, though, the joint involvement of 
the court and mental health professionals in more active treatment planning may produce a situation in 
which disordered youth will remain under the jurisdiction of the juvenile justice system for an extended 
period of time simply because of their mental condition. 

23 Willie M. v. Hunt, 657 F.2d 55 (1981). 
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SUMMARY AND RECOMMENDATIONS 

Several legal and research issues regarding the interaction of mentally disordered youth with 
the juvenile justice system have been identified in this review. After examining the legal policies in 
this area, one is left with a picture of a system with little theoretical clarity or institutional infrastructure 
for systematically identifying and treating these youth. Part of this is attributable to the current state 
of flux surrounding the central mission of the post-Gault juvenile court with its increased emphasis on 
due process and appropriate retribution for crimes committed versus the centrality of rehabilitation and 
individualized justice. Part of it is also attributable, though, to the simple fact that the juvenile justice 
system has never been forced to address several overarching issues. 

First, in Our opinion, the right to treatment for these youth in the least restrictive, appropriate 
setting must be made explicit in case and statutory law. A review of the vagaries of legal policy in this 
area makes it clear that the lack of this right is the singular most substantial barrier to the provision of 
effective due process and treatment for mentally ill juvenile offenders. Because the due process rights 
of juveniles are not total and certain actions can be taken in the juvenile justice system in the name of 
the child's best interest, it is necessary to provide a right to treatment as a trade off for these limitations 
on individual liberty and family privacy. 

Although the Supreme Court has not addressed the right to treatment issue, in recent years there 
has been a rise in the number of cases on the state level recognizing that right.14 Most of these 
decisions have relied on constitutional grounds of procedural and substantive due process (Becker, 
1980). Recognizing that inadequate mental health services violate the juveniles' right to treatment, 
several courts have ordered widespread institutional reforms and delineated minimal standards which 
must be met to satisfy the constitutional requirements (Costello and Jameson, 1987). These minimal 
standards have included individualized assessments by qualified mental health professionals for the 
development of treatment planslS , ongoing access to a psychiatrist26, and individual or group 
counseling27." In addition to these cases, numerous organizations involved with juvenile corrections 
have developed standards of medical and mental health care for detained juveniles. These groups 
include the Institute of Judicial Administration! American Bar Association Commission on Juvenile 
Justice Standards (IJA/ABA), the National Advisory Committee for Juvenile Justice and Delinquency 
Prevention Standards (NAC) and the American Correctional Associations Standards (ACA)28. 
Concerns for access and availability to quality services are raised in most of these standards. 

lA Gary W. v. State of Louisi.ana, 437 F. Supp. 1209; Gary H. v. Hegstrom, No. 77-1039-BU; Morgan v. 
Sproat, 432 F. Supp. 1130; Nelson v. Heyne, 355 F. Supp 451; Morales v. Turman, 383 F. Supp. 53; Inmates of 
Boys' Training School v. Affleck, 346 F. Supp. 1354; Martarella v. ~elley, 349 F. Supp. 575. 

1S Morales v. Turman, supra. 

26 Inmates of Boys'- Traininv School v. Affleck, supra. 

Z7 Gary H. v. Hegstrom, supra. 

28 Costello and Jameson (1987) provide a detailed review of the various standards and how they relate to the 
previously noted case law on right to treatment. 



102 

Based on the above, a strong case can be made for the recognition of a constitutional right to 
treatment in the juvenile justice system. While recognition of this right does not guarantee that effective 
treatment plans will be developed and implemented, it provides the leverage to force service providers 
and courts to be accountable for failures to do so. Ideally, recognition of this right by the United States 
Supreme Court would offer the legal foundation for nationwide reform. Pending such recognition, 
however, state legislatures could work to incorporate a juvenile's right to treatment into state statutes. 
From this base, a state-by-state initiative to guarantee access to a minimally acceptable level of 
treatment could be launched. Alternatively, administrative regulations tied to federal and state funding 
of juvenile justice programs and facilities could specify that funding be conditional upon the provision 
of treatment meeting certain standards. Regardless of what route is taken, the need to establish such 
a right is clear if a reformed legal framework is to be constructed. 

Second, the vagueness of statutory law regarding what special consideration should be given 
to mentally ill adolescents involved in the juvenile justice system must be eliminated, or, at the very 
least, vastly reduced. From the point of initial contact to placement, rules or guidelines for addressing 
the issue of mental illness in legal determinations are imprecise, ambiguous, and often tragically 
archaic. A clearer definition of the population constituting the "mentally ill" and how that classification 
may effect the proceedings is crucial in determining the fate of these youth in the system. 

Third, several issues related to youth with mental disorders require additional research to inform 
the juvenile justice system about the effectiveness of its processing of these cases. One portion of the 
research should examine how mentally ill youth are identified upon their entry into the juvenile justice 
system. Regardless of the vagueness of statutes in specifying the population, the proper identification 
of those youth in need of mental health treatment is the preliminary step necessary to ensure that they 
receive care. Research on this issue may lead to the development of a more uniform screening device 
capable of identifying those youth most in need of mental health services. 

Another major focus of a juvenile research agenda should address the issue of amenability. The 
determination of amenability to treatment and how mental illness affects that judgment will remain a 
central ,:oncern for juvenile justice processing. This determination is implicit in diversion decisions and 
explicit in waiver and disposition determinations. Despite this, little is known about the factors that 
presently do, or possibly should, go into this determination. Little research has been conducted about 
how to structure this judgment to maximize the effectiveness of a match between different types of 
adolescents and services. Mentally ill adolescents provide some of the greatest challenges to 
decisionmaking about amenability to treatment. Despite this, no special provisions exist for making 
these determinations with extra caution about their appropriateness. 

In addition, the issue of service availability is one that broadly affects decision-making about 
processing and placement of mentally ill adolescents. As mentioned earlier, in several states and at a 
few points in processing, this factor is cited as a relevant consideration for making legal decisions. At 
other points, however, this factor operates as a subtle frame of reference against which many decisions 
about juvenile justice processing are made. An explicit consideration of the role of the service context 
in driving decisions, ·particularly those related to amenability, are questions that will ultimately have 
a great deal to do with the types of services received by mentally ill adolescents in the legal system .. 

Finally, another decision-making criteria that remains salient, but inadequately explored and 
structured, is the prediction of dangerousness. From pretrial detention to transfer hearings to disposition 
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treatment plans, the predicted dangerousness of the juvenile can override other considerations in 
determining outcome. Even though research indicates that mental health experts have a tendency to 
overpredict dangerousness (Webster & Menzies, 1987), the courts have deemed reliance on expert 
determinations of this issue acceptable29

• 

The provision of treatment for potentially "dangerous" mentally ill juveniles becomes 
problematic, however, because the mental health system may not be equipped to handle, or may simply 
refuse to accept, dangerous, mentally ill juveniles in their treatment facilities. If that is the case, these 
juveniles may be forced to remain in juvenile correctional institutions when a mental health facility may 
actually be more appropriate. These children, then, find themselves caught between two systems which 
are unwilling or unable to provide needed services. 

In the end, legal regulations and research findings can only set the stage for effective service 
provision. Such a task, however, is an extremely important one. An examination of the existing legal 
policies toward mentally ill adolescents in the juvenile justice system shows that there is considerable 
room for improvement and clarification. Until an appropriate foundation has been laid in state statutes 
and case law setting forth standards and definitions, it will be difficult to ensure a consistent and 
equitable service system. 

29 Barefoot v. Estelle, 463 U.S. 880 (1983); Schall v. Martill, supra. 
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CHAPTERS 

TREATlVlENT IN THE JUVENILE JUSTICE SYSTEM: 
DIRECTIONS FOR POLICY AND PRACTICE 

Gary B. Melton 
Pauline M. Pagliocca 

In considering the treatment needs of youth in the juvenile justice system, policy makers and 
service providers should be aware of two general points. First, because the populations vary little 
across youth service systems, the design of effective programs for emotionally disturbed youth in the 
juvenile justice system is a task that In principle differs little from child mental health planning in 
general. Although some specific forms of treatment (e.g., confrontational group therapies such as 
Positive Peer Culture and Guided Group Interaction) have been adopted almost exclusively in the 
juvenile justice system, there is no reason to believe that effective treatment in the juvenile justice 
system differs appreciably from that in the mental health system. The treatment needs of youth do not 
become magically transformed when they walk through the courthouse door. If the specialized services 
in the juvenile justice system could be demonstrated to work in that context, they probably also would 
be effective if provided under the auspices of the mental health system. 

This point becomes even clearer when one considers the privatization of juvenile justice (see 
e.g., Lerman, 1980, 1982; Schwartz, 1989, chap. 7; Strasburg, 1978). Increasingly, the services that 
youth receive through the juvenile justice system are the same as if they walked through the door of 
the mental health center, residential treatment center, or psychiatric hospital. Indeed, they often do 
walk through that door as a disposition in the juvenile justice system, especially if they are White 
(Cohen et aI., 1990; Cohn, 1963; Farrington, 1987; Lewis, Shanok, Cohen, Kligfeld, & Frisone, 
1980). . 

Second, the services now typically available in the juvenile justice system--when any services 
are provided--bear little resemblance to what either common sense or empirical research suggests is 
likely to be effective. The needs of emotionally disturbed youth in the juvenile justice system seldom 
match the traditional service options of office-based counseling (whether administered by a probation 
officer in a court service unit or a therapist in a community mental health cente() and residential 
treatment (whether in a training school in the juvenile justice system, a residential treatment center in 
the child welfare system, a psychiatric hospital in the mental health system, or a residential school in 
the special education systeml

). 

Examination of these two premises is a good starting place for consideration of how treatment 
for emotionally disturbed delinquent and status offending youth ought to be done, if the goal is a 
decrease in behavioral and emotional problems. As we shall see, though, planning of treatment services 

IOf course, one program can simultaneously assume this myriad of identities, with the identity in 
any particular case being dependent primarily on the source of payment. 



108 

in the juvenile justice system is complicated by the fact that rehabilitation is not the only legitimate goal 
of the system and perhaps not even the primary goal. Design and implementation of treatment services 
in the juvenile justice system must accommodate those additional purposes. 

WHAT'S DIFFERENT ABOUT .JUVENILE ,JUSTICE? 

Are the Kids Different? 

South Carolina Studies 
To return to the first premise, "(seriously) emotionally disturbed (mentally ill) H youth in the 

juvenile justice system are not very different from delinquent and status offending youth in general. 
At the same time, they are not very different from emotionally disturbed youth in other public-sector 
service systems (e.g., mental health; child welfare). 

This point was demonstrated in a series of studies undertaken for the South Carolina Department 
of Mental Health (DMH).~ Because the various state agencies serving children and families shared the 
belief that seriously emotionally disturbed (SED) youth in the Department of Youth Services (DYS) 
were the cause of many bureaucratic nightmares, the first author was asked to assist in defining the 
population of concern and designing community-based services to meet their needs. Although studies 
in other states (discussed later in this chapter) suggested that investment of time and resources in the 
population definition bordered on frivolous, agency administrators were sufficiently adamant that an 
epidemiological effort was necessary to identify SED/DYS clients before moving to the design of 
services. 

As it turned out, the effort was worthwhile, not only because it persuaded local administrators 
that the service system's problems were not the product of uniquely emotionally disturbed clients but 
also because it uncovered some fortuitous findings (discussed later) that proved useful in service system 
reform. The initial belief was confirmed, though: SED/DYS clients looked much like DYS clients in 
general and community mental health (CMHC) clients in general. 

Three studies were conducted in Greenville County, the largest county in South Carolina. First, 
DYS clients referred to community mental health centers (CMHCs) were compared with those in the 
general DYS population. Most youth in both groups had been found not innocent of minor crimes. 
The DYSICMHC group did appear to have especially troubled and impoverished family backgrounds 
and to have entered the juvenile justice system at an early age. That group may have been de facto· 
child protection cases in which DYS workers hoped that CMHC would maintain monitoring and 
intervention, especially after the youth "aged out" of juvenile justice. 

2rfhis series of studies and a subsequent series of intervention studies are being reported in a 
forthcoming special issue of the Community Mental Health Journal (see also Henggeler et aI., 1991; 
Henggeler, Melton, & Smith, in press; Henggeler et aI., submitted for publication). Mark Zrull 
collaborated with the first author on the prevalence studies, and Scott Henggeler has played the lead 
role in the subsequent intervention research. Linda Smith has been an active collaborator in all of our 
work, and Jerome Hanley was the project director on the Child and Adolescent Service System Program 
(CASSP) grant from the National Institute of Mental Health that supported the studies. 
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Second, CMHC clients who were also DYS clients were compared with the general CMHC 
population. The demographic characteristics, history of trauma, and family background of the two 
groups were virtually identical. About one-fourth of the children in both samples were reported by their 
parents to be failing at least one subject. Parents' reports of their children's behavior showed that 
characteristics associated with conduct disorders or oppositional disorders were common in both samples 
(e.g., disobedient at home--CMHC/DYS, 56.7%, CMHC-only, 52.6%; impulsive or acts without 
thinking, CMHC/DYS, 40.0%, CMHC-only, 41.4%; gets in many fights, CMHC/DYS, 13.3%, 
CMHC-only, 19.0%). The biggest difference between the two groups--probably reflecting the high rate 
of institutionalization within DYS--was that the majority of CMHC/DYS youth (61.3 %) had a history 
of out-of-home placement, but a substantial percentage of CMHC-only youth (24.6%) also had such a 
history. 

Third, aU legal system and CMHC staff in the county who worked with juvenile offenders were 
surveyed. Using a questionnaire designed by Grisso, Tomkins, and Casey (1988) to assess decision 
making in juvenile courts, they were asked to describe their most recent case of an SED/DYS client. 
Except for some judges, the sample of professionals included the entire population of mental health and 
legal system personnel in juvenile justice in the county. The research team surveyed CMHC and state
hospital clinicians, DYS probation officers, youth-division police officers, the solicitor who prosecutes 
juvenile cases, and the family court judges. 

Those youth identified as SED/DYS clients were typically reported to be: 

male 
behind in school 
involved in property or status offenses 
living in a chaotic family 
lacking classic mental health symptoms (e.g., self- destructive behavior) 
displaying traits commonly associated with conduct disorders (e.g., association 
with delinquent peers, lack of sense of conscience, poor insight into personal 
problems, poor school attendance). 

Thus, although some differences appeared between the clients identified as both delinquent and 
in need of mental health services and their peers' in DYS and CMHCs, the more striking message 
cutting across the studies was how similar the groups were. This point was especially clear when 
workers were asked to identify an SED/DYS client in their caseload. 

Other Evidence 
One might argue that these findings were specific to the county studied. Although the relative 

frequency of use of the juvenile court in South Carolina is unusually high, the literature is replete with 
supportive evidence for the largely overlapping populations in the children's service systems (Cohen 
et aI., 1990; Lerman, 1992; Lewis et aI., 1980; Stroul & Goldman, 1990; Weithom, 1988). As 
Otto, Greenstein, Johnson, and Friedman (this volume) show, most youth in the juvenile justice system, 
especially its deep end, have diagnosable mental health conditions, and many have a history of mental 
health treatment. 

Indeed, it is difficult to imagine a youth whose behavior is sufficiently objectionable to remain 
in the juvenile justice system who would not meet the DSM-IIIR (American Psychiatric Association, 
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1987) criteria for conduct disorder.3 Any three of the following list of behaviors is enough to obtain 
the diagnosis: stealing, running away, lying, arson, truancy, breaking and entering, cruelty to animals, 
rape, fighting, fighting with a weapon, and armed robbery or extortion. Accordingly, a thief who 
sometimes lies and initiates fights would fit the criteria. When one considers the possibility of other 
behavior disturbances (e.g., oppositional disorders), it seems even more likely that most delinquents 
would fit a diagnosable condition. 

Taking the point a step further, it is difficult to imagine that such a youth would not be 
classified as seriously emotionally disturbed. The National Institute of Mental Health criteria for 
classification as S.ED require only a diagnosable condition (e.g., conduct disorder), involvement in two 
or more service systems (e.g., education and juvenile justice), and evidence of persistent problems. 
Because the latter two criteria are generally satisfied by involvement in the juvenile justice system itself, 
the fact that most delinquent and status offending youth could be diagnosed as having a mental disorder 
means that virtually all youth who are more than transient clients of the juvenile justice system are 
SED. In short, the definitional criteria for conduct disorder and SED are such that the identification 
of emotionally disturbed youth in juvenile justice is virtually a search for a tautology! 

Of course, the fact that most youth in the juvenile justice system are SED does not, by itself, 
establish that most youth in the mental health system are like them. The evidence is clear, though, that 
most youth in the public mental health system--like the samples in South Carolina--do not have classical 
mental health syndromes and, if they do, the reason for their referral typically is their coextensive 
behavior disorder (Lerman, 1982; Melton & Hargrove, in press; Miller & Kenney, 1966; Schwartz, 
Jackson-Beeck, & Anderson, 1984; Warren & Guttridge, 1984; Weithorn, 1988). 

In their chapter, Otto et a1. (this volume) note that mental disorders in youth in the juvenile 
justice system--and, they could have added, the mental health system--often are accompanied by 
substance abuse and serious learning problems (see Osgood & Wilson, 1991, for detailed discussion of 
covariation among adolescent problems). Although Otto et a1. (this volume) focus on delinquents' 
personal characteristics, they could have added an additional array of social problems: poverty 
(Brathwaite, 1981; Elliott & Ageton, 1980; Farrington, 1986; West & Farrington, 1973); 
neighborhood disintegration (Aber, Mitchell, Garfinkel, Allen, & Seidman, in preparation; Maccoby, 
Johnson, & Church, 1968; Simcha-Fagan & Schwartz, 1986; Wilson & Herrnstein, 1985); family 
dysfunction (DiLalla, Mitchell, Arthur, & Pagliocca, 1988; Farrington, 1986; Loeber & Dishion, 
1983; Rutter & Giller, 1984; Snyder & Patterson, 1987; West & Farrington, 1973; Wilson & 
Herrnstein, 1985); deviant peers (Elliott, Huizinga, & Ageton, 1985; Glueck & Glueck, 1950; 
Hirschi, 1969; Jackson, 1989; Rutter & Giller, 1984); present or soon-to-be unemployment (Elder, 
Liker, & Cross, 1983; Hirschi,1969; Patterson, 1982). That list could be replicated for adolescent 
clients of the public mental health system (see Melton & Hargrove, in press, for a review). 

3 The criterion of remaining in the juvenile justice system is emphasized because illegal behavior 
is sufficiently common among adole~cents (Erickson & Empey, 1963; Farrington, 1973, 1987; Gold 
& Petronio. 1980; Strasburg, 1978) that a one-time appearance in juvenile court is often a near-random 
event (Le., many other youth, if caught, might have appeared on the charge, but the index youth does 
not have a pattern of impulsive, antisocial behavior) that in the majority of cases is not repeated (West 
& Farrington, 1973). 
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Is the Purpose Different? 
Accordingly, in regard to treatment needs per se, there is little that is special about mental 

health services for youth in the juvenile justice system (compared with public child mental health service 
design more generally). Because the differences between youth in juvenile justice and mental health 
are minimal, the primary distinction that does exist is simply one of context. Mental health planners 
in juvenile justice must consider the values and goals present in the settings in which services might be 
delivered. Juvenile codes still almost uniformly retain a primary express purpose of rehabilitation. 
Therefore, the task for planners is, at one level, identical in the mental health and juvenile justice 
systems. To accomplish the goals of both systems, planners must seek to increase the availability and 
accessibility of services that will address the complex needs of SED youth and their families and 
increase their "fit" into the broader community. 

Nonetheless, courts also often have a statutory charge--and, when not, nearly always have a 
political mandate--to consider community interests in safety and even retribution when making decisions 
about intake, detention, transfer, and disposition within the juvenile justice system. Mulvey (1984) 
concretized this point by describing the variability of the implicit meaning of amenability to treatment 
in various legal contexts: 

Each different proceeding presents potentially different factors weighing on the amenability 
judgment, and no single decision equation applies to all hearings where amenability is at issue. 
In the transfer decision, for example, the consideration of amenability is explicit (usually 
defined by statute), and must be documented by the judge's written decision. Also, the 
consequences of a judgment of nonamenability in this hearing is that the juvenile is processed 
through the adult system. For transfer, the question for the clinical profession is, thus, usually 
one of whether the youth is treatable at all. In contrast, the diversion and disposition decisions 
present a much more implicit amenability question, often framed by its interaction with several 
unstated but influential variables (e.g., concern for public safety and court philosophy). Clinical 
information in these situations is deemed valuable for matching a juvenile with an appropriate 
service. The point is that, while pervasive, the amenability determination and the clinical 
question related to it are far from uniform. Different court proceedings frame the decision 
differently. (p. 201) 

Thus, purpose and context are defined not only by the particular system -- i.e., mental health or 
juvenile justice -- but also by the specific clinical question or legal decision at stake. 

To some extent, these concerns are now outside the juvenile justice system, because ever
widening provisions for transfer--sometimes automatic transfer--ofjuvenile defendants to criminal courts 
have removed from juvenile court jurisdiction those youth about whom the community is most 
concerned with punishment and incapacitation. Even among those offenders whom the community 
regards as deserving of the .elative solicitude of the juvenile justice system, though, there is sufficient 
variability of offense seriousness and chronicity that treatment goals may come into conflict with other 
systemic goals. Therefore, even if a given model of service can be demonstrated to be effective, it may 
be rejected by juvenile justice authorities who, even if not overtly, wish to give greater consideration 
to incapacitation and retribution as goals. For example, even if residential treatment is likely to be 
ineffective and a community-based program may have a reasonable chance of success, authorities may 
be willing to consider only out-of-home alternatives, because they believe that the seriousness of the 
offense demands a punitive or incapacitative response. 
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Moreover, a strong argument can be made that the ultimate purpose of the justice system is or 
should be the promotion of justice. Even an effective treatment system that interferes with, or is used 
to substitute for, fair resolution of respondents' cases fails in the end. Mental health professionals' first 
obligation in juvenile courts should be to ensure that those with whom they work believe that they are 
being heard, meaningfully represented, and treated with dignity and respect (see Melton, 1989a). 

A related consideration is that the juvenile justice system is in many ways ill-suited to the 
delivery of treatment. When treatment is the primary purpose being pursued, juvenile justice probably 
ought to be the service altemative of last resort. Care must be taken to ensure that mental health goals 
do not interfere with due process, by placing juveniles in restrictive correctional facilities for the 
purpose of receiving mental health or educational services not easily available (or affordable) in non
correctional settings. Ironically, most often, such needed services are not provided adequately in 
juvenile justice programs either, negating the likelihood of achieving even treatment goals. Also related 
to the right to due process, care must be taken to ensure that the juvenile justice option is not used as 
a means of discrimination against ethnic-minority clients who, in principle, might be as easily treated 
in other, less restrictive systems.4 

PRINCIPLES OF EFFECTIVE TREATMENT 

Therefore, although psychosocial characteristics and treatment needs of emotionally disturbed 
youth differ little across service systems, context and purpose color the acceptability of particular 
treatment approaches. Despite contextual differences, however, optimal mL.'Ciels of treatment in child 
mental health show striking similarity to those in juvenile justice. In that connection, the principles of 
mental health care proposed by Stroul and Friedman (1986) will be compared with the recent 
formulation of juvenile justice principles advanced by Barton, Streit, and Schwartz (1991). Both sets 
of tenets outline optimal system-level service models, rather than components of specific programs or 
interventions for individual clients. Both stress the needs of individual children and families in service 
development and the importance of community settings in decision making and service delivery. 

Mental Health 
In developing its mental health principles, the Child and Adolescent Service System Program 

(CASSP) proposed a "system of care," including not only an array of service components but also 
mechanisms for coordination and integration of service delivery. "A system of care is a comprehensive 
spectrum of mental health and other necessary services which are organized into a coordinated network 
to meet the multiple and changing needs of severely emotionally disturbed children and adolescents" 
(Stroul & Friedman, 1986, p. 3). In support of such a system, the CASSP model offers the following 
ten guiding _principles: 

1. Emotionally disturbed children should have access to a comprehensive array of 
services that address the physical, emotional, social and educational needs. 

4For findings addressing the relationship between racial stereotyping and recommendations for 
harsh punishment in the criminal and juvenile justice systems, see Bodenhausen & Wyer, 1985, and 
Pagliocca, 1992. 
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2. Emotionally disturbed children should receive individualized services in 
accordance with the unique needs and potentials of each child, and guided by 
an individualized service plan. 

3. Emotionally disturbed children should receive services within the least 
restrictive, most normative environment that is clinically appropriate. 

4. The families and surrogate families of emotionally disturbed children should be 
full participants in all aspects of the planning and delivery of services. 

5. Emotionally disturbed children should receive services that are integrated, with 
linkages between child-caring agencies and programs and mechanisms for 
planning, developing and coordinating services. 

6. Emotionally disturbed children should be provided with case management or 
similar mechanisms to ensure that multiple services are delivered in a 
coordinated and therapeutic manner, and that they can move through the system 
of services in accordance with their changing needs. 

7. Early identification and intervention for children with emotional problems 
should be promoted by the system of care in order to enhance the likelihood of 
positive outcomes. 

8. Emotionally disturbed children should be ensured smooth transitions to the adult 
service system as they reach maturity. 

9. The rights of emotionally disturbed children should be protected, and effective 
advocacy efforts for emotionally disturbed children and youth should be 
promoted. 

10. Emotionally disturbed children should receive services without regard to race, 
religion, national origin, sex, physical disability or other characteristics, and 
services should be sensitive and responsive to cultural differences and special 
needs. (Stroul & Friedman, 1986, p. 17) 

Juvenile Justice 
While recognizing the unique roles of the juvenile justice system in protecting the public and 

restri::::dng the freedom of juvenile offenders, Barton et al. (1991) have proposed a model for developing 
and revamping youth corrections. The following "system characteristics" of their "blueprint" show 
considerable overlap with the CASSP principles: 

1. Coordination -- at the system level, through interagency structures and agreements; at 
the case level, through the assignment of case managers who ensure that clients receive 
individualized services, as prescribed. 

2. Rational decision making -- based on case-specific information, addressing the 
appropriate levels of restrictiveness on placement and supervision and the treatment 
needs of individual clients. 

3. Array of services -- a range of options to meet client needs across the juvenile justice 
system, from probation to incarceration. Services include: basic supervision and 
supports; speCial treatments for substance abuse, mental health problems, sexual 
deviance, and medical problems; a variety of alternative living arrangements; job 
training and placement; regular, alternative, and special education; character and 
social skills building; day treatment; family interventions; leisure time and recreational 
services; and aftercare. Services may be provided by the juvenile justice system or by 
other child-serving systems. 



114 

4. Flexible funds -- allocated based on client needs rather than categorical funding 
schemes. In other words, money must be allowed to follow the clients, rather than 
forcing clients to follow the money. 

5. Advocacy -- ongoing legal advocacy to ensure fairness in dispositional decision making; 
and independent advocacy to ensure availability of appropriate treatment options. 

6. Evaluation -- at the system level, to assess coordination and decision making; and at 
the case level, to assess quality of services and case outcomes. (Barton et al., 1991) 

Even a casual review of the two sets of principles reveals that, despite apparent differences in 
context and purpose of the two systems, optimal models of intervention look much the same. It should 
come as no surprise that when child-serving systems focus on the needs -of clients (rather than on the 
competing interests of the systems, themselves), successful approaches to intervention are relatively 
indistinguishable, whether offered behind the door labeled "mental health" or that labeled "juvenile 
justice. " 

THE .JERICHO PRINCIPLE 

Given that the treatment needs of SED youth vary little on the basis of the system in which they 
find themselves, what services ought to be provided? Seriously emotionally disturbed delinquent youth 
commonly not only have aroused the ire of the guardians of public order (not to mention neighbors, 
teachers, and parents), but they frequently have a host of other problems that are apt to be persistent 
across time and pervasive across situations. These include: low educational achievement, distorted 
perceptions of social intera!;tion, impaired problem-solving skills, troubled and delinquent friends, 
conflictual family relationships, poverty, and deteriorating neighborhoods. Indeed, the list of personal 
problems often is even longer: substance abuse, vulnerability to accidental injury, a history of 
maltreatment, depression, learning disabilities, and so forth. Given such a picture, why should one 
expect that going to an office to talk for 50 minutes a week (if indeed one can expect such a level of 
attendance at therapy sessions) is going to make a significant difference in the adjustment of most 
emotionally disturbed youth in the juvenile justice system? Similarly, when youth are removed from 
their homes and communities for incarceration or residential treatment, why should one expect a lasting 
change in their adaptation to those families and communities, once they return? 

Outcome research supports these common-sense inferences from knowledge about the correlates 
of delinquency. This body of knowledge may be framed in terms of the Jericho Principle (Melton, 
1989b). Metaphorically, walls ought to come tumbling down between disciplines and, therefore, 
various sectors (e.g., mental health; child welfare) of the child and family service system. Those 
services that have the best track record with the "multiproblem" clients who remain in the juvenile 
justice system are highly integrated and individualized. Such service models combine educational, 
social, family, and psychological interventions into a single treatment (see Clements, 1988; Mulvey, 
Arthur, & Reppucci, 1990). As the Jericho Principle concludes: 

Given the multiplicity of problems that SED youth -present, it is logical that 
intervention, to be successful, must provide an integrated approach in which the youth 
is taught social, academic, and vocational skills, maladaptive expectancies are altered, 
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community settings are changed to provide a better "match" with the youth, and the family is 
made a focus of intervention, in regard to both its "reality-based" needs and its interpersonal 
problems. (Melton, 1989b, p. 17) 

We also ought to destroy the metaphorical walls that mental health professionals and service 
system administrators often seek to erect. It is time to move beyond the obsession with diagnosis: 

Separation of child and adolescent clients into the diagnoses contained in the DSM edition of 
your choice is largely uninformative .... Amid ... multifaceted and serious problems and a 
commonality of troublesome, "conduct-disordered" behavior, little of practical consequence is 
to be gained by attempting to compartmentalize child mental health disorders .... (Melton, 1989b, 
p. 12 and 17). 

Differentiation of conduct disorder, personality disorder, and oppositional disorder, for example, 
makes no difference in planning of treatments of demonstrated efficacy, whether in juvenile justice or 
mental health. Rather, a highly individualized functional and ecological assessment is needed (see 
Melton, 1983a, chap. 3). 

Regardless, as has already been discussed, differentiation of SED delinquent youth from other 
persistently delinquent youth is a futile, even silly exercise. We should recognize the obvious: youth 
who cannot adapt to the community's expectations and who live in troubled and sometimes troubling 
families and neighborhoods need help to overcome those problems. Moreover, the complexity and 
severity of the problems that they and their families face imply, as outcome research cO~1firms, that 
neatly packaged interventions based on diagnostic categories have little chance of success.s 

The Jericho Principle is not simply metaphorical, though. Demolition of metaphorical walls 
is a formidable task, whether the obstacles are bureaucratic (e.g., categorical funding), political (e.g., 
protection of separate "turf' for the various professions), or conceptual (e.g., reliance on diagnosis). 
Overcoming reductionist policy and thought is not enough, though. Not just how we think, but what 
we do must change. 

To facilitate that change in the mode of service delivery, therapists must leave their offices and 
institutions. Literally, clinic and residential-treatment walls ought to come tumbling down. As half
facetiously (but only half-facetiously) suggested by the Jericho Principle: 

Child and family services would be substantially improved if agencies divested their real 
estate holdings. One need not make a very high conceptual leap from facts about the 
characteristics of troubled children and youth to reach the conclusion that buildings are 
impediments to effective service delivery, (Melton, 1989, p. 12) 

The services that work best involve treatment in natural settings, with substantial family, school, 
and community components. Not only is generalization of treatment easier when real-life issues are 
addressed at the place and time when they arise, but the context that creates or maintains maladaptive 

5Indeed, the statement could go further, because childhood diagnoses are irrelevant even to extant 
packaged treatment.s, with the possible exception of some uses of psychoactive medication. 
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behavior also can be a focus of change. Moreover, for youth and families with as many problems as 
most who are in the juvenile justice system, the only real chance for successful treatment is to go where 
they are. 

In that regard, the studies in South Carolina showed, serendipitously, that although referrals by 
DYS to CMHCs were relatively rare (about 10% of the DYS caseload), half were "lost" (Le., they 
never showed up at the clinic )--a figure that is consistent with findings from various juvenile diversion 
programs That they did not arrive may not have been so tragic, though. In only about 3 % of the cases 
in which DYS clients did appear at CMHCs did clinicians judge treatment to have been terminated as 
a success!6 

THE SOUTH CAROLINA FAMILY AND NEIGHBORHOOD SERVICES <FANS) PROJECT 

A striking contrast has been developed in a project that follows the Jericho Principle. 
Responding to the sense of crisis in regard to SED/DYS clients, the FANS Project sought to 
demonstrate that even the most serious juvenile offenders could be treated successfully if services were 
sufficiently intensive, individualized, and integrated, with attention to the wide array of domains in 
which serious offenders have severe problems.7 

Multisystemic therapy (MST), a treatment approach developed by Scott Henggeler and Charles 
Borduin (Henggeler & Borduin, 1990), is based on family systems theories (e.g., Haley, 1976; 
Minuchin, 1974) and social ecology theory (Bronfenbrenner, 1979), but also considers the role of child 
development variables. Treatment, then, focuses on dysfunction in any of the affected systems--e.g., 
the individual, family, peers, school, neighborhood--as well as on relationships between and among the 
various systems. Although multiple systems may be involved, MST involves a single therapist for each 
client, providing brief (about four months) but intensive treatment. (In the FANS Project, each 
therapist carried four cases at a time.) 

Integrating intervention strategies from -structural family therapy, strategic family therapy, 
behavior therapy, and cognitive behavior therapy, MST applies the following general principles 
(Henggeler, 1991): 

1. The primary purpose of assessment is to understand the "fit" between the 
identified problems and their broader systemic context; 

2. Interventions should be present-focused and action-oriented, targeting specific 
and well-defined problems; 

6Incidentally, by simply moving outpatient services to the middle school, the no-show rate among 
early adolescents was reduced sufficiently that the difference in revenues generated by a single therapist
-who at the same time spent a much greater proportion of her time in prevention programs that were 
not reimbursable--went far toward paying for another therapist. 

7Violent juvenile offenders may differ from nonviolent delinquents primarily in the severity of the 
problems that they experience; the range of problems is similarly broad (Henggeler, 1989, chap. 6). 
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3. Interventions should target sequences of behavior within and between multiple 
systems; 

4. Interventions should be developmentally appropriate, matching the 
developmental needs of the youth; 

5. Intervt'fltions should be designed to require daily or weekly effort (including 
homework) by family members; 

6. Intervention efficacy should be evaluated continuously from multiple 
perspectives (e.g., youth, family members, teachers); 

7. Interventions should be designed to promote treatment generalization and long
term maintenance of therapeutic change; 

8. Therapeutic contacts should emphasize the positive and should use systemic 
strengths as levers for change; and 

9. Interventions should be designed to promote responsible behavior and decrease 
irresponsible behavior among family members. 

These principles were applied in the FANS Project. The 84 youths in the sample averaged 3.5 
previous arrests, with the majority having at least one arrest for a violent crime and three-fourths having 
been previously incarcerated. Three-fourths were male, and most were older juveniles (mean age = 
15.2). All had been recommended for residential placement by DYS. Youth were randomly assigned 
either to the services that they would have received otherwise (Usual Services) or to multisystemic 
treatment (MST). 

The results with this very "deep-end" sample were impressive. After more than a year of 
follow-up, the MST group had 42.7% fewer arrests than the Usual Services group (even though the 
MST group had been locked up substantially less), 64.2 % fewer weeks of incarceration, 66.3 % fewer 
self-reported delinquent incidents, and 78.6% fewer self-reported incidents of illegal drug use. Family 
cohesiveness was also better in the MST group, and peer aggression was reduced. 

The savings in reduced delinquent activity are obvious. Moreover, MST is much less expensive 
than Usual Services ($2800 versus well over $20,(00). Thus, a highly integrated treatment approach 
substantially reduces restrictiveness (relative to alternatives), increases efficacy, and reduces costs, even 
for treatment of the most serious juvenile offenders! 

Even more impressive results have been obtained in a study of less serious, but chronic, juvenile 
offenders in Missouri (Borduin et aI., in preparation). Youth were randomly assigned to individual 
psychotherapy or MST. After four years of follow-up, recidivism in the MST group was only 22%, 
but it was 72 % for youth who received individual treatment and 87 % for youth who refused any 
treatment. For youth who terminated treatment prematurely, the recidivism rate was 42 % for MST and 
72 % for psychotherapy (the same rate as those who completed psychotherapy). MST also has been 
shown to be effective in treating juvenile sex offenders--the only controlled treatment study of which 
we are aware in regard to that population (Borduin, Henggeler, Blaske, & Stein, 1990). 



118 

COMMON FORMS OF INTERVENTION 

As discussed above, the most commonly available forms of intervention for emotionally 
disturbed children, including those involved in the juvenile justice system, are outpatient psychotherapy 
and residential placement. 

Individual and Family Psychotherapy 
Although approaches to individual and family psychotherapies may differ somewhat, available 

outcome studies do not show substantial differences in generalizable effects of treatments of various 
orientations (Casey & Berman, 1985). Moreover, Casey and Berman's (1985) metaanalysis of child 
psychotherapy studies revealed that while treatment may be effective for relatively circumscribed 
problems (e.g., phobias, anxiety, disorders, psychosomatic disorders), this is not the case for broader 
problems of social maladjustment, such as those exhibited by youthful offenders. Most often, 
psychotherapy is provided on a once-a-week basis in a therapist's office and offers limited opportunity 
to address clients' "real life" problems in their "real life" settings. Rarely do therapists venture into 
the community to function as part (or coordinator) of a larger, integrated system of necessary services. 
After an exhaustive review of research on juvenile delinquency, Rutter and Giller (1984) concluded that 
"[c]ounselling and psychotherapy are of no value as a means of preventing delinquency, and as a mode 
of treating offenders it is likely that they are useful only in a minority of cases" (p. 318). (For 
extensive reviews of psychotherapy outcome with children, see Casey & Berman, 1985; Kazdin, 1990; 
Kuperminc & Cohen, in press; and Melton & Hargrove, in press.) 

Resirlential Placement 
Residential treatment, whether offered in group homes, psychiatric hospitals, or more security

focused training schools, does not. appear to be any more effective in producing long-term improvement 
in delinquents' social adjustment. Indeed, the literature is replete with accounts of residential treatment 
efforts that failed to show generalized behavioral change after clients returned to the community (e.g., 
Allerhand, Weber, & Haug, 1966; Blumstein & Cohen, 1987; Braukmann et al., 1985; Cavior & 
Schmidt, 1978; Jesness, 1971; Kirigin, Braukmann, Atwater, & Wolf, 1982; Taylor & Alpert, 1973). 
(For extensive reviews of research on residential treatment for juvenile offenders, see Mulvey et al., 
1990; Quay, 1987a; and Rutter and Giller, 1984.) 

The discouraging findings of residential treatment should not be surpnsmg, however, 
considering that, even though operating 24 hours a day, such settings face formidable obstacles to 
integration of affective, educational, and social services, even if all are apparently available. First, that 
a facility runs round the clock does not mean that services are well conceptualized or even that 
treatment is provided. Second, the residential character of a program disrupts a child's attachments and 
makes work with families difficult. Third, the more that a setting is divorced from "real life" in the 
community, the less likely it is to ensure that a child masters skills necessary for coping with the 
demands of everyday life. Fourth, removal of a child from the community minimizes the possibility 
that supports will be built in that community to which the child may return or that the conditions that 
maintained the child's deviant behavior will be remediated. These features of residential treatment are 
clearly in conflict with the proposed models of juvenile justice (Barton et aI., 1991) and mental health 
(Stroul & Friedman, 1986), described above. 
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WHAT TREATMENTS WORK~ 

Before describing specific programs and reform efforts, we will outline general conclusions 
drawn from the outcome literature about principles to guide therapeutic programs for behavior 
disordered youth. As may be expected, these are consistent with the models for system reform, already 
discussed. The programs that will then be described will serve as selected examples of the application 
of these principles. 

Perhaps the most fundamental rule is that programs must integrate affective. cognitive. and 
social interventions. Findings in regard to the characteristics of successful programs and the predictors 
of maintenance of behavior change among graduates of those programs indicate that a skills orientation 
is critical (e.g., Hobbs, 1982). Because school is the locus of many of the demands placed on children 
and youth, it is not surprising that those who are unable to cope with the academic and social 
requirements of school show poor general adjustment. 

At the same time, programs must be truly community-based; that is, for behavior change to 
be sustained, efforts must be made to alter the setting as well as the child, and to find a "best fit" 
between the child and his or her environment. Although some programs that focus more or less 
exclusively on the child, without attention to the family and the community, show impressive in
program gains, those gains rarely are maintained over the long term. 

To ensure that a child's program is fully integrated and tf;lat his or her interests are protected 
in the community, a strong case advocacy component is critical. Clinical child advocacy (Melton, 
1983a) provides consistent theoretically-based advocacy for children, with the aims of increasing the 
responsiveness of the community and fostering children's own participation in the community. It is 
noteworthy that such an approach has been central to some of the most successful programs for 
behavior disordered youth. Such programs (e.g., the FANS Project, described above; the vocationally 
oriented psychotherapy project, described below) have incorporated a procedure in which the child has 
an adult who assists in mastering problems of everyday living, through direct efforts to change the 
community, as well as to increase the child's skills in adapting to the demands of school, workplace, 
and other community settings. That therapist-advocate is available outside the office and beyond an 
hour a week. Community-based services are especially amenable to such an approach. 

Clinical advocacy is important not only because of its significance in ensuring a broad ecological 
intervention. It also is critical to protection of child clients' rights. Although such concerns obviously 
have profound ethical implications, they also are important in increasing the efficacy of treatment. 
Programs should show respect for the privacy and dignity of child and adolescent clients and provide 
opportunities for their involvement in treatment planning. Direct participation by children and 
adolesl;ents in planning medical, psychological, and educational interventions results in greater 
involvement and achievement, a stronger sense of personal efficacy, and fewer premature terminations 
(see, e.g., Adelman, Kaser-Boyd, & Taylor, 1984; Adelman, Lusk, Alvarez, & Acosta, 1985; 
Brigham, 1979; Holmes & Urie, 1975; Lewis, 1983; Lewis & Lewis, 1983; Melton, 1981, 1983b; 
Taylor & Adelman, 1986; Taylor, Adelman, & Kaser-Boyd, 1985a, 1985b). 

8Portions of this section are also discussed in Melton and Hargrove (in press). 
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Alternative Treatments 
Before describing specific programs that ope rationalize the systemic principles presented thus 

far, a brief mention of individual service components that are frequently cited in proposals for a 
"continuum of care" is in order. 9 Generally, these components may be considered" alternative" or non
traditional forms of service, that is, alternative to the more commonly available outpatient 
psychotherapy and residential placement. Non-traditional children's services include: partial 
hospitalization and day treatment (see, for review, Baenan, Parris-Stephens, & Glenwick, 1986; Zimet 
& Farley, 1985); intensive home-based services (see, e.g., AuClaire & Schwartz, 1986; Kinney, 
Madsen, Fleming, & Haapala, 1977); respite care and other crisis intervention services (see, e.g., 
Subramanian, 1985; Upshur, 1983); and therapeutic foster care (see, e.g., Hawkins & Breiling, 
(1989); Trout & Meadowcroft, 1989; Update, 1986). 

Clearly, many other core and supplementary services--such as school-based intervention, self
help groups, therapeutic recreational programs, and transportation--could be included. However, the 
significance does not lie in any ability to develop an exhaustive list of alternative interventions, but 
rather, in the creativity and flexibility required to develop a service plan tailored to the multiple and 
unique needs of individual children. 

Vocationally Oriented PsychotherapylO 
Although most research on psychotherapy has failed to support it as an effective intervention 

with youth in the juvenile justice system, those studies that have demonstrated substantial and persistent 
gains in social adjustment generally have focused on treatment programs that have gone well beyond 
what usually is labeled "psychotherapy." Probably the most frequently cited example is Massimo and 
Shore's "vocationally oriented psychotherapy" (1963, 1967), which was administered to conduct 
disordered late adolescents. 

Although called "psychotherapy" and often included in meta analyses of psychotherapy outcome 
studies, the term really is a misnomer when applied to Massimo and Shore's work. The therapy 
initially focused on expectations and attitudes related to work and, after the youth found a job, switched 
to job performance and problems encountered on the job. Thus, the "talking" part of the therapy -
centered on skill building and reality concerns. Perhaps most importantly, the therapy did not stop 
there. The therapist was available 24 hours a day, often as many as 10 times in a week, and functioned 
as advocate as much as counselor: 

Motility and action were emphasized. The therapist had no central office, and made 
frequent field trips when necessary. In essence, the therapist entered all areas of the 
adolescent's life. Job finding, court appearances, pleasure trips, driving lessons when 
appropriate, locating and obtaining a car, arranging for a dentist appointment, going for 
glasses, shopping for clothes with a first pay check, opening a bank account and other 
activities require this maximum commitment (Massimo & Shore, 1963, p. 636). 

9For a more in-depth discussion of these components, see Burns and Friedman (1990), Melton and 
Hargrove (in press), and Stroul and Friedman (1986). 

IOPortions of this section are also discussed in Melton and Hargrove (in press). 
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The Massimo-Shore study is virtually unique in showing marked differences in adjustment 
between experimental and control groups 15 years after treatment ended (Shore & Massimo, 1966, 
1969, 1973, 1979). Follow-up assessment showed that the group receiving the vocationally oriented 
treatment were functioning well in terms of employment, schooling, legal involvement, and marital 
status. Control group members, on the other hand, were still experiencing severe difficulties in legal, 
vocational, and personal adjustment. 

Although the Massimo and Shore project was limited in size (ten experimental and ten control 
youths), the long-term positive outcomes provide strong support for the integration of services within 
a single, community-based treatment program. 

OTHER REFORM EFFORTS 

Data from reform efforts based in the juvenile justice system itself present a mixed message. 
It is clear that many more youth are being locked up than need to be for the purpose either of treatment 
or community safety. Even in a largely de institutionalized system, such as the Massachusetts 
Department of Youth Services (DYS), the core group of youth who have brief periods of incarceration 
may be larger than some had originally thought (see Lerman's 1992 review). Unlike many other state 
juvenile corrections systems, DYS operates or contracts with a wide range of service options. At one 
end of the system are the secure treatment facilities, each housing up to 15 adolescents for an average 
of ten months. At the other end of the system are community-based programs, such as "outreach and 
tracking, " that supervise committed youth living at home or in other mainstreamed community settings. 
A variety of alternative programs exist along the continuum in between, e.g., foster care, community 
group homes, residential special education facilities. 11 

An unusual feature of the Massachusetts system, related to "hidden" rates of incarceration, is 
that DYS, rather than individual county or local authorities, operates a state-wide juvenile detention 
system. Therefore, the Department has an easier access to detention than many other states might have. 
Lerman (1992) calls attention to this feature, stressing DYS' use of "intermittent and relatively short 
periods of secure confinement" (p. 87) for committed youth who reside in non-secure settings and 
violate their "grant of conditional liberty" (comparable to rules of probation or parole). Such violations 
do not necessarily involve committing chargeable offenses; instead, they may consist of repeatedly 
breaking the rules in a residential setting or failing to maintain curfew or attend school on a regular 
basis. As such, detention serves as punishment or an attempt to control escalating deviant behavior. 
Whatever the purpose, this episodic use of incarceration has remained largely unexamined (with 
Lerman, 1992, being a rare exception) in the many accounts of DYS' radical move to 
deinstitutionalization. Even Lerman (1992), however, describes Massachusetts as a model application 
of Barton et a1. 's (1991) "blueprint" for an effective system of juvenile justice. 

11In the Massachusetts system, being "committed" does not automaticaBy mean that a youth is sent 
to a correctional facility, as it does in many other states. Instead, committed youth live in a variety of 
settings, including their own homes. DYS retains authority, however, umil the youth is officially 
discharged from the system. 
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Given the mixed goals of the juvenile justice system and the fact that significant levels of 
incarceration may persist in "deinstitutionalized" systems, there is a critical need for integration of 
mental health services into diverse settings in juvenile justice. Even in a "just-deserts" system, humane 
care demands that offenders in need of treatment receive it. Experience with programs such as the 
Teaching-Family Model (phillips, Phillips, Fixsen, & Wolfe, 1974) and the Robert F. Kennedy Center's 
former token economy program (Cohen & Filipczak, 1971), both well-known behaviorally oriented 
treatment progra'ns, establishes that juvenile offenders can be treated with dignity in a safe, even if 
sometimes punitive environment. No illusions should exist, however, that such programs do effective 
treatment (meaning generalizable, post-treatment behavior change), even though they are able to 
demonstrate within-program behavior change (see, e.g., Braukmann et al.. 1985; Kirigin et aI., 1982). 

Both the CASSP (Stroul & Friedman, 1986) and juvenile justice (Barton et aI., 1991) model 
principles suggest that better aftercare may improve the dismal post-release record that has accrued thus 
far even from "good" residential programs. The role of "teacher-counselor liaison specialists," as used 
in Project Re-Ed (Hobbs, 1982), illustrates the potential for aftercare through early planning for a 
child's return to the community (or "ecosystem") following residential placement. During and after 
treatment (up to 18 months), liaisons work to mobilize community resources--such as parents, extended 
family, schools, neighborhoods, and community services--necessary to sustain a child's progress beyond 
that attained while in residential care. 

Hobbs (1982) argues that the liaison role, although filling some of the same functions as case 
managers, differs in some crucial respects. Most especially, 

... an important strategy in liaison work is to teach the liaison function to one or more 
adults who are important in the life of a child, and to the adolescent when old enough 
and competent, so that the ecosystem can function effectively and meet new crises 
without external assistance .... the liaison concept may be an idea immune from the 
professional tendency to keep knowledge arcane; if not openly shared (so that others 
can take over the liaison function), the idea destroys itself (Hobbs, 1982, pp. 214-215). 

These examples illustrate efforts to develop inrlovative strategies within the usual confines of 
the juvenile justice system. Even with their mixed results, they highlight the need for the integration 
and coordination of services within and across child-serving systems. 

PROMISING INTEGRATED SERVICE MODELS 

The models to be described, and the FANS Project discussed above, are presented, not as 
therapeutic schemes for wholesale adoption, but as examples of programs that employ many of the 
treatment strategies supported by outcome research and the model system principles proposed by the 
CASSP initiative (Stroul & Friedman, 1986) and the Blueprint for Youth Corrections (Barton et aI., 
1991). 
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Individualized Care (IIWraparound ll Services)t:z 
A general approach to servi~e coordination and delivery that has attracted considerable attention 

and support is that of "individualized care" (Friedman, 1988), or what is sometimes referred to as 
"wraparound" services (Behar, 1985) The term "individualized" is often used in recommending 
innovative programs for behaviorally disordered children and youth. Most often, however, the activities 
represented by the term are limited to development of new programs to fill gaps in the overall treatment 
system or, even more likely, to efforts to "fit" individual clients into sume combination of available 
programs. In both cases, the emphasis is usually on programs. Individual child-serving systems 
generally fund a host of programs into which they funnel their own clients, with little accounting for 
client needs not met by existing options. In an effort to distinguish such a "component" system from 
an "individualized" system, Burchard & Clarke (1990) stated 

Individualized care involves a total commitment to serve the child and his or her family on an 
individualized basis. From the point of intervention all resources are available to follow the 
child and family until services are no longer needed. While many programs in a component 
system of care individualize their services, individualized care is the total system of care for 
the children and families who receive it (p. 50). 

Individualized care represents an operationalization of the CASSP principles at a system level, 
but with additional emphasis on the roles of funding and service coordination. Six basic principles 
(Burchard & Clarke, 1990) serve as the foundation for individualized/wraparound care: 

1. Unconditional care. Unlike component programs, whose responsibilities might end 
because of a client's age, legal status, diagnosis, or unacceptable behavior, individualized care makes 
a commitment to provide services until they are no longer needed. Clients cannot be "kicked out" of 
the system; instead, service plans (and accompanying funding) are redesigned to meet developing and 
changing needs. Responsibility for overseeing and guaranteeing service provision is assigned to an 
individual in a case manager, or similar, position. 

2. Least restrictive care. According to Sewell (in press) "[r]estf"ictiveness can be thought 
to exist along several dimensions: physical, programmatic, chemical, geographic and social." In that 
regard, services are provided in as "mainstreamed" a fashion and setting as possible. Two exceptions 
(not unique to wraparound services) to the least-restrictive rule apply: a) when the child presents a 
danger to him/herself or others; and b) when all less restrictive alternatives have been tried and proven 
ineffective. 

To guard against punitive or capricious changes in placement or programming (even to less 
restrictive alternatives), all decisions are made by an interdisciplinary team (described below). Moves 
to less restrictive settings, rather than depending on a standard amount of time or a client's "completing 
the program," are based on demonstrated improvements in adjustment. "With individualized care the 
child's program would be made increasingly less restrictive over a shorter period of time, guided by 
an active reintegration plan" (Burchard & Clarke, 1990, p. 50). 

12The authors would like to thank Robert Sewell for his review and commentary on this section. 
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3. Child and family-centered care. This may be considered the core principle, the one 
from which the terms "individualized" and "wraparound" derive, and the one which best serves to 
distinguish this system from more traditional component programs. Service plans are developed based 
on the assessed needs of individual clients and families. Needed interventions that do not already exist 
must be developed. 

Individualized care is not restricted in terms of time or place of delivery or admissions criteria. 
Likewise, services do not end simply because a particular component is completed; instead, treatment 
plans are designed to address long-term but changing needs. Service providers are hired because of 
their ability to meet a specific child's needs, rather than on the basis of general professional credentials. 

4. Flexible care. A key to maintaining a wraparound system for any individual client is 
the ability to provide services when they are needed, especially in times of crisis. In order to prevent 
more restrictive placement, it is essential that the system be capable of providing immediate intervention 
that can be increased or decreased as needed. Flexible care is a necessary backup and support if the 
principle of unconditional care is to be realized. 

5. Flexible funding. Even when separate systems collaborate in developing creative 
solutions for coordinated service delivery, budget limitations and other bureaucratic barriers to spending 
and pooling funds often thwart their efforts. In a wraparound system of services, flexible funding is 
seen as the "linchpin; II "it is essential that money is attached to the child for the purchase of services 
and not to a program for the delivery of services" (Burchard & Clark, 1990, p. 51). This is what is 
meant by funding "following the child." Flexibility in spending becomes crucial in times of crisis when 
immediate and unorthodox interventions may be needed to sustain existing services, placement, and 
supports. 

6. Interagency care. An individualized service plan is developed, monitored, and modified 
by a youth-specific interdisciplinary team, including the youth, parent(s), and representatives of relevant 
agencies. Such an approach fosters collaboration, communication, and accountability in developing and 
implementing the agreed-upon services. 

The Alaska Youth Initiative (AYI) 
One application of the individualized care model is the Alaska Youth Initiative (A YI), originally 

developed to support the return of Alaska's children and youth from out-of-state placements, and later 
expanded to prevent such placements in the future. Several accounts of the development and history 
of AYI exist (See e.g., Burchard, Burchard, Sewell, & VanDenBerg, in press; Lemlan, 1992; Sewell, 
in press; Sewell & Whitbeck, 1992) and that will not be retraced in detail here. Instead, the "principal 
features" of what has developed from an "initiative" into an established system of care will be 
presented. As indicated by Sewell (in press) initially "[v]ery little was understood of what later became 
known as 'individualized,' or so-called 'wrap-around' care. Virtually all of that remained to be 
elaborated .... " Thus, rather than serving as the building blocks of A YI, these ten features reflect the 
learning and evolution that inevitably occur in the real life application and implementation of any set 
of model principles. 13 

131n this instance, the CASSP "guiding principles" (Stroul & Friedman, 1986) and the "basic 
principles of individualized care" (Burchard & Clarke, 1990). 

- --~---~--------------------------------
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Principal Fei3.tures of A YI Individualized Care 

1. Building and maintaining normative life-styles. Consistent with its original intention of 
returning Alaskan youth from out-of-state placements, A YI has maintained a commitment to serving 
clients in their home communities and away from others with severely maladaptive behavior--that is, 
in as mainstreamed a fashion as possible. In that regard, all services should be developmentally, 
culturally, and ethnically appropriate. 

A YI also recognizes that to approach the care of youth who have multiple and severe problems 
in social adaptation with a "cure orientation" would be naive. Instead, the project stresses the need for 
ongoing supports for clients' long-term and changing needs and strengths. 14 

2. Ensuring that services are client-centered. Terms such as "client-centered II and "child
centered" have become popular in the treatment literature in mental health, social service, and juvenile 
justice. Usually, the terms refer to a process of "fitting" the client into some combination of existing 
programs; as such, this process is actually program-centered, rather than client-centered. 
Unfortunately, as A YI found, "[c]omponent services tend to have extremely limited flexibility regarding 
the (a) types of services delivered; (b) types of staffing patterns available; (c) locations of service 
delivery; (d) ongoing modifications of service plans; and (e) case-specific commitments of additional 
resource" (Sewell, in press) --all features which work against the implementation of a child-centered 
scheme. 

As the shortcomings of a component service system were discovered15 , A YI turned more to 
the needs of individual clients to guide the development of Individualized Service Plans constructed by 
local interdisciplinary planning groups (Core Service Teams). Each team is youth-specific; that is, 
membership is also individualized, determined by the needs of individual clients. As those needs are 
identified, appropriate services are developed, adapted, or purchased as-is, on a case-by-case basis. 

14It is interesting that in evaluating the research literature on delinquency intervention (not specific 
to children identified as having any emotional disturbance) Mulvey et al. (1990) reached a similar 
conclusion . 

... the necessity to ... plan for service provision as an ongoing, rather than "one shot," 
enterprise. In working with youths who appear to have an identifiable propensity for 
antisocial behavior, interventions should be conceptualized as a series of possible 
treatments for a problem that is likely to appear again in a different form as new issues 
and challenges arise. . .. Management, regular support, and routine care, rather than 
a dose of a treatment, would be the guiding activities. Such a strategy would mean 
providing care on an ongoing basis ... and replacing our present strategy of trying to 
"fix" the problem each time it reaches crisis proportions. (Mulvey et aI., 1990, p. 33) 

ISInterestingly, the prototype for the planning of A YI was a community-based component service 
system, Kaleidoscope, in Illinois. That system utilized a "continuum of care" approach that included: 
home-based supportive services; therapeutic foster care; vocational services; group homes; and case 
management. 
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3. Providing unconditional care. This is a hallmark of A YI. Commitment and responsibility 
for care extend beyond individual providers and programs. The emphasis is on the service plan 
adapting to the changing needs of the client, rather than the client being seen as "failing the program, II 
and thus, terminated from service. Youth cannot be excluded or expelled from A YI because of extreme 
behavior or multiple needs. Instead, discharge is to be based on a client no longer needing services. 
(Of course, this has sometimes meant multiple modifications in treatment planning and service delivery 
in order to honor this commitment of unconditional care.) 

4. Planning for the long term. With A YI's initial commitment to serving clients with the most 
severe needs, planners have learned that meeting those needs requires long-term attention. "Planning 
for chronicity mean[s] focusing on 'wrapping' residential and daily structure supports around the youth 
so as to build sustainable life-styles with sustaining relationships" (Sewell, in press). For A YI, this 
lesson has translated into (a) a focus on support strategies, rather than "cure strategies," (b) careful 
planning of contingent interventions for the episodic crises that are now routinely anticipated, and (c) 
detailed planning for transitions from one phase or setting of treatment to another. 

5. Working toward lesser restrictive alternatives. Consistent with the current practice of most 
therapeutic service systems, A YI adopted the goal of providing treatment in the "least restrictive 
environment. II Working toward this goal, however, required overcoming the belief that the most 
intensive services can be provided only in the most restrictive settings. Indeed, initially A YI frequently 
used highly restrictive placements in returning Alaskan youth to the state. Currently, A YI practices 
generally exclude placement in residential facilities and group homes, but do allow for the use of short
term inpatient hospitalization and both short- and long-term therapeutic foster care. When decisions 
to place a youth in suc!: lc;~trictive settings are made, however, plans also begin for his or her eventual 
return to the comni'iJnity, with the same coordinator retaining responsibility for overseeing continuity 
of services, regardless of changes in placement. 

AYI has learned (as likely have many other programs) that "least restrictive" does not have a 
single definition. Instead, what constitutes the least restrictive alternative for a given client is an 
empirical question whose answer depends not only on the individual client, but on the personnel and 
resources available to support that client, as well. One important issue in assessing the level of 
restrictiveness is the common preoccupation with the physical setting, with little attention paid to the 
specific modality and duration of the treatment. For example, it should not be presumed that placement 
in a long-term community-based group home that relies upon the routine use of psychotropic medication 
and physical restraints is less restrictive than emergency psychiatric hospitalization simply because of 
the physical setting (see Hoffman & Foust (1977) for further discussion). 

6. Achieving provider competencies. Although rarely addressed explicitly in descriptions of 
optimal models of care, the roles and competencies of individual service providers are critical to the 
success of any intervention, and perhaps most especially to those based on a "wraparound" concept. 
In a system such as A YI, not only are service plans individualized, but the roles, schedules, and 
activities of workers are also highly individualized, requiring careful selection and matching of 
personnel to specific youth. To support such efforts, an emphasis must be placed on the role of "human 
resource development" on a broad, rather than only a case-specific, basis. Interestingly, AYI has 
found personnel experienced in the developmental disabilities field to be particularly effective in 
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working with severely behaviorally disordered children. Perhaps this reflects their emphasis on skill 
building and an orientation (consistent with the experience of A YI) toward gradual independence and 
long-term support, rather than one-time cure-oriented interventions. 

7. Maintaining consensus among key decision makers. Early in AYI's development, the 
importance of interagency collaboration--at both the system and case levels--became apparent. In 
developing Individualized Service Plans, the role of the local coordinator became crucial in overcoming 
the "usual" barriers to innovative planning: e.g., thinking in terms of available services, rather than 
individual client needs; remaining "stuck" in routine responses, even in the face of complex client and 
family problems; focusing on blame for past program failures; and bickering about programmatic and 
fiscal responsibility. Coordinators learned that such problems are not resolved through involvement 
with any specific case, but instead, require working with key decision makers on a repeated and long
term basis. 

8. Funding services with flexible budgets. In returning a youth from out-of-state placement, 
an effort was made to allocate a comparable amount of funding to develop his or her array of 
community-based services. In developing ISPs, existing component services were used whenever 
possible; but when no relevant services existed, money had to be made available to develop and fund 
unique pieces of the total plan. As might be expected, moving from categorical to flexible funding 
incurred multiple intra- and inter-agency complications and objections. Over time, A YI developed a 
strategy for determining the costs of the overall program, as well as the unique components of each 
youth's plan. Other ways of covering costs--e.g., services of other systems, health insurance, 
Medicaid, etc.--are utilized before those available to AYI. 

9. Installing a gatekeeper function. As with many of the features of A YI, the gatekeeper 
function, which has become critical in adhering to the principle of unconditional care, is one that has 
evolved over time. A state-level Interdepartmental Team (lDT)16 serves as the body that controls 
youth admission to and discharge from A YI, so that the task of finding a youth eligible for A YI is 
separated from that of arranging and delivering services. "This case review process provide[s] a 
relatively independent authority which [can] make substantive decisions regarding a youth's service 
alternatives and welfare apart from the immediate pressures and limitations of local service capacity" 
(Sewell, in press). 

to. Developing measurable accountability. - Accountability is a necessary but complicated 
function of any service delivery system. For A YI, it is particularly challenging because of the 
frequently changing needs and concomitantly, the individual service plans, of each client. Local 
coordinators must monitor individual client behavior and progress, the performance of mUltiple service 
providers, as well as the individualized budgets developed to deliver each Service Plan. 

l~he IDT is composed of one mid-level manager from each of the fonowing state agencies: 
Department of Education - Division of Special Education; Department of Health and Social Services -
Division of Family and Youth Services; and Department of Health and Social Services - Division of 
Mental Health and Developmental Disabilities. (Each member has the power to authorize the spending 
of departmental funds.) State-level administration also now includes a non-voting State Individualized 
Services Coordinator and a project assistant. 
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To support its accountability function, A YI developed a novel approach to routine checking on 
the performance of clients and service vendors. Through a system of "Proactive Client Tracking," 
paraprofessionals made weekly telephone calls to identified key informants who had frequent contact 
with each client. Written summaries of informants' feedback were submitted to local coordinators and 
interdepartmental team members to inform service and budget modifications. (This strategy is no longer 
used routinely by A YI.) 

A unique feature of the Alaska Youth Initiative is that much has been written to document its 
development and functioning. 17 Program leaders have been candid about problems encountered and 
lessons learned. "Maintaining an open, self-critical, and non-defensive stance towards service delivery 
issues is an important organizational ingredient possessed by A YI. .. " (Lerman, 1992, pp. 55-56). AYI 
appears to have allowed a mixture of reality, common sense, and program outcome to influence and 
guide an evolving system. The lessons learned are probably not unique; administrators in other settings 
have probably confronted many of the same implementation issues and learned many of the same 
lessons. What is unique, however, is A YI's ability to change itself, in response to the lessons learned. 
Such an attitude can be instructive as other jurisdictions undertake the complex task of implementing 
model systems of service delivery for children and adolescents with seriously maladjusted behavior. 

If the Alaska Youth Initiative is to serve as a model for other states, it is because of its ability 
to achieve its initial goals of returning children from out-of-state placements, preventing further 
placements, and developing alternative interventions within its own boundaries. In that regard, it may 
be considered a successful demonstration project. Although components of the program are still in 
operation, its future as an institutionalized system of care remains unclear (see Sewell, in press). 

SOME CAVEATS 

The general thrust of this review has been clear. Insofar as treatment is the goal, juvenile 
justice authorities--like child mental health planners in other contexts--should maximize integrated, 
highly individualized, home- and neighborhood-based services. 

Several cautions should be added to this general thesis, however. First, the replicability of 
flexible, integrated service models is not well established. Because such interventions are not easily 
"packaged," this point is one of special concern. Research that we have begun in several South 
Carolina communities to measure replicability will begin to answer this question. 

Second, because they involve multiple components and require intensive staff time, maintenance 
of program integrity is a particular issue in complex and flexible service models like multisystemic 
therapy and individualized care (Davidson, Redner, Amdur, & Mitchell, 1990; Sechrest & Redner, 
1979; Sechrest & Rosenblatt, 1987). When a state attempts to implement such an approach on a large 
scale with severely emotionally disturbed youth in the juvenile justice system, care must be taken to 
ensure that individualization and intensity are not lost as program scale increases. 

17 A series of documents, Answers from A YI, is available from Daniel Wigman, Division of Mental 
Health and Developmental Disabilities, Department of Health and Social Services, P.O. Box H, Juneau, 
Alaska 99811-0604. 
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Third, because (a) the juvenile court is better suited to doing justice than administering treatment 
and (b) a substantial proportion of juvenile offenders fail to recidivate even if nothing is done, careful 
consideration must be given to net widening (Klein, 1979). The juvenile court should not be the 
centerpiece of the treatment system. Otherwise, youth will be drawn into a setting in which the goals 
are mixed and the method is unduly intrusive. 

POLICY RECOMMENDATIONS 

The level of change that is being proposed, while compatible not only with empirical data but 
also common sense, is sufficiently striking that it is difficult and perhaps even impossible to accomplish 
quickly. The problem with the existing treatment system is not simply one of poor diffusion of 
therapeutic technology; to a large extent, the problem is structural. Financing systems and personnel 
plans must be rearranged. 18 Juvenile courts and youth s~rvice programs must begin to establish 
treatment plans that are multifaceted and involve multiple parties when the agencies' institutional 
mission is oriented toward accountability for individual behavior. 19 Change must be synchronized 
across systems -- that is, multiple systems must change, all at the same time. Changing only one 
system at a time may result in transinstitutionalization--simply shifting children and adolescents from 
one system to another. In that regard, the movement based in the child welfare system toward "family 
preservation services" (programs intended to offer alternatives to foster care) offers a base, often 
including both legislation (Smith, 1991) and the support of private foundations (see Barthel, 1992), for 
cross-system initiatives (see Gittler, 1992, for a list of such initiatives). 

To be successful, system reform must be based on planned experimentation and accomplished 
incrementally. It is unlikely that such change could be initiated on a state-wide level. Starting on a 
smaller sca!e--at a city or county level--is likely to receive wider acceptance and ultimately greater 
success. Major changes in service delivery are often more palatable if conducted as research or as 
"commissioned studies," especially if they are well-designed and include plans for assessing cost 
effectiveness. Once positive outcomes have been documented, then the planful addition of other 
communities or jurisdictions can begin. 

Obviously, such a proposal presents a significant challenge to all child-serving systems. 
Difficulty of reform, however, does not excuse its absence. The U.N. Convention on the Rights of the 
Child (1989), to which most nations of the world (unfortunately, not yet including the United States) 

18For example, we have observed the actual or threatened demise of various home-based programs 
and other intensive, flexible treatments because of conflict with agency or civil. service rules about staff 
working hours. Therapists' lack of availability when families need help often is is derived less from 
unwillingness by staff to work on an "on-call" basis with unconventional hours than from the 
unwillingness of agencies to let them! If flexible services are to work, administrators must be prepared 
to relinquish some control and accountability. It's hard for therapists to punch time clocks when they 
are out of the office! 

19In concert with service system reform, consideration should be given to experimentation in 
systems of dispute resolution that emphasize community responsibility for the integration of youth into 
the community and the reconciliation between offenders and victims (see Melton, 1992). 
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are parties, requires availability of a broad array of alternatives to institutionalization (art. 40, § 3). 
As the drafters of the Convention recognized, development of such alternatives is necessary to the 
fulfillment of more fundamental principle that every child in the juvenile justice system "be treated in 
a manner consistent with the child's sense of dignity and worth, which reinforces the child's respect 
for the human rights and fundamental freedoms of others and which takes into account the child's age 
and the desirability of promoting the child's re-integration and the child's assuming a constructive role 

in society" (art. 40, § 1). 
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CHAPTER 6 

ASSESSING THE MENTAL HEALTH NEEDS 
OF CmLDREN AND ADOLESCENTS OF COLOR 
IN THE JUVENILE JUSTICE SYSTEM: 
OVERCOMING INSTITUTIONALIZED 
PERCEPTIONS AND BARRIERS 

Mareasa R. Isaacs 

OVERVIEW 

There are two simple and compelling facts about children of color and the mental health and 
juvenile justice systems that must be constantly evoked: 

(1) Children and adolescents of color are overrepresented in the American juvenile justice 
system, given their proportions in the overall American population. This 
disproportionate representation is increasing, not decreasing. 

(2) Children and adolescents of color are underserved andlor inappropriately served by the 
child mental health system. When services are received, they tend to be in the more 
restrictive settings within the mental health system, i.e. state psychiatric institutions 
andlor long-term residential treatment centers. 

The research literature advances many different reasons for these facts and they will be 
reviewed in this chapter. However, there are many methodological flaws and theoretical 
misconceptions in the research that tend to provide inconsistent findings when causes for these 
phenomenon are explored. To a large extent, this results from the fact that the overrepresentation of 
children of color in juvenile justice and their underservice in the mental health system have not been 
of top priority to many researchers over the last decade. Few researchers have explored systematically 
the reasons or the consequences of such accepted practices. 

These practices have dire and far reaching consequences and outcomes for youth of color, their 
families, and their communities. Mental health is essentially viewed as a "treatment" system, in the 
sense tI'1at those who seek its services are looked upon as having a problem that is in need of, and that 
can benefit from, a benevolent care approach. Certainly mental health has not always been viewed in 
this manner, but current viewpoints see those who seek treatment as "sick". Juvenile justice, on the 
other hand, although supposedly "rehabilitative" in philosophy is also a "punishment" system designed 
to protect the community from "bad" youth who create fear or compromise the safety of other citizens. 
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This chapter will examine the plight of youngsters of color, especially those with emotional 
disturbances, caught in the crossfires between two systems that are both failing them. It is true that the 
child welfare and education systems are also failing them, but those systems are not the focus of this 
particular review. However, it should be understood that the failures of education and child welfare 
are major forces that propel children into the secondary systems of mental health and juvenile justice. 
Many children are first identified by a school or social service agency as being at-risk or living within 
a family at-risk. However, due to the lack of an effective prevention network, these identifications do 
little to subsequently divert children and youth of color from the belly of the American juvenile justice 
system. Mental health and juvenile justice fail these children and adolescents in exactly the same way -
- an inability to recognize, understand, or provide adequate assessment, diagnosis and treatment - and 
for exactly the same reasons -- the lack of culturally appropriate and competent tools, staff, and 
programs. 

This chapter will attempt to answer the following questions: 

(1) What problems do children and adolescents of color encounter when interacting with 
the mental health system? 

(2) Why are youth of color overrepresented in the juvenile justice system? What 
percentage of these youth are suffering from some level of emotional disturbance that 
would warrant mental health treatment and interventions? Are they receiving mental 
health services in the juvenile justice setting and, if so, what types of services are being 
offered? 

(3) Why are both systems unable to accommodate or to meet the needs of children and 
adolescents of color? 

(4) What approaches or models appear to be more effective in meeting the needs of 
children of color? 

(5) What are the policy implications and research issues that result from this analysis? 

Finally, before reviewing the relevant literature, there are certain caveats that must be stated: 

• 

• 

• 

There is a noticeable lack of data on all of the major groups of color in the United 
States, i.e. African Americans, Asian Americans/Pacific Islanders, Latinos/Hispanics 
and Native Americans. When data does exist, it almost always pertains to African 
Americans and occasionally to Latinos/Hispanics. Seldom does data adequately reflect 
the Asian American or Native American populations. Therefore, most of the research, 
especially in juvenile justice, is focused primarily on African Americans. 
The confluence of race/ethnicity and socioeconomic status (SES) poses a critical 
problem for researchers in interpreting data and information concerning youngsters of 
color. Of course, there is a large correlation between these two variables when applied 
to many youth of color since they are also disproportionately poor. The literature tends 
to argue back and forth about whether race/ethnicity or SES is the predominant factor 
for the patterns described at the beginning of this chapter. Both playa major role and 
any change in either one of the variables would substantially change the impact of 
American institutions on children of color and their families. 
Information on the mental health of children and adolescents of color is poor. In those 
few studies that do exist, findings on children of color are often suspect due to the 
inadequacy of assessment and measurement instruments and diagnostic techniques, as 
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well as the imprecise nature of most mental health interventions that make outcomes 
difficult to determine. 

• Most of the research on youth of color in mental health and juvenile justice is focused 
on comparison studies with majority youth andlor "deficit" models of interpretation. 
This research assumes that the white middle class should almost always be the "norm" 
for all groups within the country. 

The fact thz.t there is so little data or relevant research conducted on groups of color is a major 
problem in and of itself and certainly has clear implications for policies, program development, and 
future research activities. 

MENTAL HEALTH AND CmLDREN OF COLOR 

In The Status of Children's Mental Health, (Rog, 1990), it is noted that the mental health needs 
of children have been a \~oncern of policy makers, professionals working with children, researchers, 
parents, and the general L1ublic since 1909. Today, that concern is growing because of the increasing 
number of children expedencing some type of emotional, behavioral, or developmental problem and 
numerous more who are considered at risk of emotional disturbance In 1986, an Office of Technology 
Assessment (OTA) study estimated that approximately 7.5 million American children were suffering 
from some type of emotional or psychological disorder. This estimate was based on an estimated 
prevalence rate of 12 percent for children under the age of 18. However, more recent studies have 
yielded estimates between 14 and 22 percent (Brandenburg, Friedman and Silver, 1990; Costello, 1989). 

Further, these estimates do not include the number of children and adolescents thought to be 
at-risk for emotional disorders. In fact, the rate of mental health problems among certain at-risk groups 
is believed to be greater than the rate for the general population of children. Those presumed to be at 
greatest risk are those exposed to multiple risk factors. For example the authors of the OTA report 
(1986) noted: 

"Being poor and being a member of a minority group are environmental stressors that 
may pose risks to children's mental health ... Although the relationships are correlational 
rather than causal, increasing evidence about the effects of psychosocial stress on both 
physical and mental health supports the view that poverty and minority status pose risks 
for mental health" (p. 50). 

In her report, Rog (1990) reviewed factors found to be related to increased probability of mental 
disorders among children and adolescents. These included: 

• parental disorders, including parents who are mentally ill or substance abusing; 
• poverty, including homelessness; 
• family disruptions, such as living in foster care and divorce; 
• physical abuse or neglect or sexual abuse; 
• poor prenatal care; and 
• low birthweight. 

There are also indications that domestic (spousal) abuse and chronic community violence are 
also factors that place children at greater risk of emotional disorders and developmental lags. Recent 
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data on children in our society illustrates that these factors are becoming more prevalent in the lives of 
our children and that more and more children are subjected to one or more of these factors that place 
them at-risk of emotional turmoil and developmental disruptions. The high rates of psychiatric 
hospitalization, homelessness, adolescent suicide, adolescent homicide, foster care placements, school 
dropout, teenage pregnancy, and juvenile arrests attest to, and are the results of, the critical condition 
of children and adolescents in our society. 

Given the disproportionate presence of many of these factors in the lives of many children of 
color, it would be logical to assume that they experience a greater incidence of emotional disorders. 
However, there are few studies or sources that address the prevalence of emotional disturbances among 
children of color. For instance, there has been little research that has focused systematically on the 
psychological development of Native American children and adolescents, but some studies have 
estimated the prevalence of psychological disorders among them (LaFromboise and Low, 1989). A 
study conducted by Ablon, Metcalf and Miller, in 1967, estimates that 10-20 percent of Native 
American children needed psychiatric help. Wallace (1972) found that up to 25 percent of Indian 
children displayed psychological problems. In a more recent study of American Indian-Alaska Native 
youth health, Blum et. al (1992) found that Native American youth reported substantial stress and 
depression. In fact, six percent of the population displayed severe emotional distress. Further, 17 
percent of the survey participants reported that they had attempted suicide at some point in their lives. 

For Asian !Pacific Islander Americans, prevalence rates are also hard to obtain, primarily 
because this generic grouping includes many different ethnic populations. Studies that have attempted 
to separate them into their ethnic groups, i.e. Chinese, Filipino, Japanese, Cambodians, etc. have found 
that there are differential rates of mental and psychiatric problems among them (Meinhardt et al., 1986). 
However, these studies and surveys were not focused on children and adolescents. In general, Asian 
American children and adolescents are underrepresented in mental health services. An assumption is 
made, therefore, that low utilization rates imply a low incidence of mental health problems in Asian 
American communities which may not be true (Nagata, 1989). 

There have also not been any systematic epidemiological studies of prevalence among 
Latino/Hispanic children and adolescents. As noted with the Asian American grouping, the generic 
grouping of Hispanic tends to mask the many different ethnic groups that are encompassed, including 
Cubans, Mexican Americans, Puerto Ricans, etc. However, the literature often suggests that the 
prevalence of psychological distress among the various Hispanic groups are at least as high as in the 
overall popUlation and, in some instances, higher (Ramirez, "1989). Clinical data on Puerto Rican 
children and adolescents in New York tend to suggest that there is a wide range of psychiatric 
symptoms among them and in some categories of psychiatric symptomatology, there are higher 
percentages of emotional disturbance among Puerto Rican children than among majority children 
(Canino, Earley and RogIer, 1980). In a review by Ramirez (1989) of one clinical setting, Mexican 
American children received diagnoses similar to those of non-Mexican American children, but were 
slightly more likely to receive certain diagnoses such as conduct disorder and affective psychosis. 

There is an assumption that African American children have high rates of psychological and 
behavioral disorders, although there are no large-scale epidemiological surveys of African American 
mental health problems (Gibbs, 1989), However, clinical and other studies have shown that rates of 
severe depression have ranged from 5 to 15 percent, with higher rates found among males and low
income African American adolescents. Psychiatric hospitalization rates of African American youth have 
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traditionally been two to three times the rates for majority youth (Myers, 1990). Although the 
prevalence of conduct disorders among African American adolescents is not known, it can be safely said 
that the group is seen as displaying a disproportionately high rate of conduct problems in group settings 
(Gibbs, 1989). 

Thus, the prevalence of mental disorders and emotional disturb~.nces among children of color 
has not been a subject for formal investigation by researchers. and this presents a major problem. The 
inadequacy of data leads to an inability to present cogent, verifiable facts. Rather, the mental health 
rates for these children are left to very different and noncompatible clinical studies and generalizations 
based on the preponderance of risk factors that play such a major place in their lives. Certainly, 
however, the literature does not suggest, except perhaps some Asian American children, that children 
of color suffer from fewer emotional disorders or that their incidence are very different from the 
majority child population. Yet, utilization patterns for mental health services are significantly different. 

In general, many of the children suffering from mental health problems in our society do not 
receive the treatment that they need. In her study, Unclaimed Children, Knitzer (1982) addressed the 
failure of public mental health systems at the Federal, state and local levels to meet the needs of 
children and adolescents with severe emotional disturbances (SED). She documented that, of the three 
million such children and adolescents, two million were receiving inadequate and inappropriate care, 
if they were receiving any care at all. She also found that many of these children were not know to 
the formal mental health system, but had been identified and were receiving services through the 
auspices of other child-serving systems such as education, child welfare, and juvenile justice. She 
found that children of color were seriously underserved and most often referred to the juvenile justice 
or child welfare systems that had limited mental health services available. She also found that children 
of color, when served in the mental health system, were more likely to receive more severe diagnoses 
and be placed in the most restrictive settings. 

In a more recent study of mental health utilization across four levels of care - outpatient, partial 
hospitalization, residential treatment center, and inpatient -- Burns (1991) also found that the level of 
available mental health services were insufficient to meet the needs of children and adolescents. Burns 
found that more than half a million adolescents received mental health services in 1986, which translates 
into less than two percent of this age group being served. In addition to this finding, Burns also found 
that: 

• The pattern of use for youth of color was at least proportionate to their representation 
in the population, ranging from 20 percent of inpatient users to 34 percent for partial 
hospitalization. 

• One-third of adolescents of color were admitted to inpatient services without a recent 
history (past year) of outpatient treatment. This finding would seem to point either to 
an important failing in the provision of community-based services or to a large number 
of admissions for conditions with rapid onset. Most likely, intensive community 
services were not available as an alternative to hospitalization. 

• Between 1975 and 1986 the number of youth of color who were admitted to state and 
county hospitals decreased. . 

Thus, Burns concluded that there is a need to improve the mental health system for adolescents, 
especially low income and youth of color who have limited access to treatment. 
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In addition to the lack of adequate information on prevalence and utilization patterns for children 
of color, there is also the problem of the imprecision of the diagnostic assessment tools and measures 
used. Assessment tools do not often take into account the various stresses that impact on and influence 
the psychological states of children of color. Nor do these assessment tools appear to be sensitive to 
differences in cultural values and practices. As noted earlier, these instruments are normed on the 
"white middle class 11 and as such, place all children of color at some level of disadvantage. 

Studies have consistently shown that children of color receive more severe diagnoses or those 
that are believed to not be amenable to traditional treatment approaches. In fact, the most common 
diagnoses for adolescents are conduct disorders, attention deficit disorders (ADD) and depression. 
These diagnoses appear to lead to different treatment approaches and settings for children of color. An 
African American male child is far more likely to end up in the juvenile justice system with a diagnosis 
of conduct disorder while his majority counterpart receives treatment in the mental health system. 

The conduct disorder diagnosis is one of great controversy in the field of mental health and one 
that illustrates the imprecise nature of mental health diagnoses and subsequent placement and treatment 
decisions. As noted earlier, children of color are more likely to receive a diagnosis of conduct disorder 
that places them in the juvenile justice system than are majority children and adolescents. Since conduct 
disorder is a diagnosis that is equally applied to psychiatric clients and juvenile justice youth, there have 
been extensive discussions of how to distinguish the psycpiatric diagnosis from the juvenile justice 
usage. In the OTA (1986) report, the authors state that: 

"Children with conduct disorder exhibit a pattern of behavior that violates social norms, 
often harming others. Conduct disorders are often first defined as problems by the legal 
system. Despite some overlap, however, conduct disorder is not the same as 'juvenile 
delinquency'. Conduct disorder is a psychiatric term describing a longstanding pattern 
of misbehavior, whereas delinquency is a legal term applied to minors convicted of an 
offense ... Many c.hildren incarcerated in juvenil\~ justice facilities would not be diagnosed 
as having conduct disorder, primarily becau~)~ ~heir behavior does not comprise a 
pattern. The extent to which juvenile crime is associated with conduct-disordered 
adolescents is unknown" (pp. 40-41). 

The continuing confusion and the inability to distinguish conduct disorders from pure "juvenile 
delinquency" have led many mental health professionals to regard it as a useless diagnosis, especially 
when applied to children of color. Hutchinson (1991), an African American psychiatrist and 
pediatrician who consults to a juvenile detention facility in the District of Columbia, sums up the 
prevailing attitude among minority mental health professionals when she states: 

"The most commonly diagnosed mental health problem in this population is conduct 
disorder. This is really just a euphemism for bad. Conduct disorder is a useless 
diagnosis. It reveals nothing about the characteristics of the person committing the act. 
It is a diagnosis that is superficial and narrow, and ignores underlying pathology" (p. 
100). 

A related issue is the co-occurrence of mental health problems and substance abuse among the 
juvenile delinquent population. Although this paper will not examine all of the ramifications of lack 
of substance abuse treatment and/or the relationship between mental health and substance abuse 
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agencies, suffice it to say that the research consistently shows a relationship between substance abuse 
and delinquent acts (Greenbaum et. aI, 1991; Watts and Wright, 1990; McManus et. aI, 1984). In fact, 
Watts and Wright (1990) found that the best predictors of violent delinquency were the frequent use of 
illegal drugs and alcohol in a population of high school males and adjudicated delinquents of Mexican 
American, African American and white descent. Use of these substances explained 59% of the variance 
in violent delinquency among blacks and 53 % of the variance in violent delinquency among Mexican 
Americans. 

Despite the strong correlations between mental illness and substance abuse and between these 
factors and juvenile delinquency, there are few programs or policies that address these concerns. The 
research is unclear as to the exact relationships and causal effects between these critical variables. It 
is uncertain, for example, whether substance abuse increases mental instability or whether mental 
instability leads to increased use of substances. The same lack of clarity is found in the research 
concerning substance abuse, mental illness and juvenile delinquency (Milin et. aI, 1991). The high 
levels of co-occurrence between all three of these and the tendency for each problem to be treated or 
focused on in a separate intervention system, further complicates the diagnostic and treatment process. 

Another major issue that significantly affects the ability of mental health systems to address the 
needs of children of color is mental health personnel training and attitudes. Braxton (1991) contends 
that the prevailing philosophy of the mental health system does not provide its professionals with the 
ability to adequately address the needs of youth of color, especially African American male children. 
Braxton postulates that these children produce mrJor problems for the mental health system due to three 
major factors: 

(1) The mental health system has failed to adequately treat any angry child or adult. This 
is particularly true if the person in question is non-white and male. It is as if black 
male anger cannot be tolerated, much less managed. This is primarily because anger 
is seen as bad and something that interferes with treatment. Consequently anyone 
coming into the system for treatment that is angry cannot be treated until they cease 
being angry. This is a profound contradiction since part of the reason they came for 
treatment is their anger. 

(2) The task of the mental health system seems to be to facilitate the return to a state of 
mental/emotional health, those who came to it with problems. The disorder inside of 
a person invites two options for managing it. The system can attempt to either control 
the external situation, or to help the person put some order back into their internal 
situation, thereby regaining some control .... Mental health professionals reinforce the 
clients need for external control rather than focusing on the development of their own 
internal controls. External controls require secure facilities, police and guards, and 
strong medication. 

(3) "The mental health system's treatment paradigm is a dependency one - based on the 
assumption that the patient/client, who is seen as helpless, disabled, vulnerable, 
powerless, victimized, wounded, paralyzed, etc. needs the help of the omnipotent, 
powerful, all-knowing, wise, insightful, strong, able therapist or helping professional. 
The system is structured to protect the omnipotence of professionals and insure the 
dependency of the patient" (pp. 3-4). 
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Braxton, therefore, contends that the average mental health professional has not been trained 
to work in a model that will be effective with children of color, the majority of whom present with 
anger and frustration. He notes that mental health professionals are provided with "techniques as 
tools". The patient is then required to fit the technique. When they don't fit or there isn't a good 
match, we say the patient can't be worked with, rather than the technique or the user can't relate to the 
patient. The failure of treatment then becomes the patient's problem and the professional is off the 
hook". He suggests that mental health professionals need to be retrained or trained in a different way 
to adequately meet the needs of angry, hopeless, and disempowered children and families. 

Friedman (1991) also argues for a major re-examination of the entire professional training and 
human resource development area. He states that: 

"Given the changes in the nature of the population of youngsters to be served, there is 
a pressing need to assure that professionals are well-trained to deal with issues such as 
physical and sexual abuse, separation and loss within the family, adoption, depression, 
aggression, substance abuse, and biological bases of behavior. There is also a need to 
insure that they have skill in working in many different ways with families, in providing 
services outside of traditional mental health settings, and in working with culturally 
diverse populations" (p.6). 

It would appear that many of these problems would be sufficiently addressed or neutralized with 
the reforms currently taking place in child mental health. Since the advent of the Child and Adolescent 
Service System Program (CASSP) in 1983, state mental health programs have undergone fundamental 
changes in philosophy and organization of service delivery. According to the CASSP philosophy, the 
system must be community-based and family-focused. There must be services available in the least 
restrictive, most normative environment, starting with the child's home and moving progressively from 
there. Thus, CASSP and others have emphasized the need for increased in-home services (Stroul, 
1988), crisis intervention services (Goldman, 1988) and family preservation services (Knitzer and Cole, 
1989; Nelson, 1988; Whittaker et aI., 1988). There must be a continuum of services available so that 
children can move and consistently receive the level and intensity of care demanded by their functional 
levels. There must also be an integration of services, both at the system's level and the individual client 
level. Thus, CASSP stresses the need for interagency, multiagency collaboration for the treatment of 
children and adolescents with severe emotional disturbances since they so often have multiple problems 
and multiple systems' involvement. There must also be management of these various resources for the 
individual client. Thus, case management is considered the glue that binds all the needs of the 
individual child and family together in a coordinated fashion. Finally, CASSP requires that the service 
system be culturally competent. 

Despite this major effort, the majority of mental health funding for children still goes to 
inpatient units and resid~ntial treatment centers that are not community-based (Tuma, 1989). In 
communities of color, very few of the principles of CASSP have been realized and they continue to be 
communities which overrely on removal of children from their homes and placements in restrictive 
institutional settings. 
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CmLDREN OF COLOR AND THE JUVENILE ,JUSTICE SYSTEM 

There has always been a relationship between mental health and juvenile justice. In fact, the 
initial child guidance movement grew out of concerns that juvenile court judges expressed regarding 
the need for "treatment and therapy" for children appearing before them. This uneasy "relationship" 
was created by the original belief that there was little distinction between criminals and the mentally 
ill. In colonial America, criminals and the mentally ill were all considered dangerous to society and 
locked away, primarily in jails and!or well-barred rooms. 

Usually, however, the relationship is an inverse one, i.e. treatment or punishment assumes 
primacy, depending on the prevailing paradigm or political whim of the times. It is also an inverse one 
in the sense that as one system contracts, the other tends to expand. Thus, in the de institutionalization 
of mental hospitals for adults, there has been an increase in the prison population. In fact, Laurie 
Flynn, executive director of the National Alliance for the Mentally III (NAMI), sadly refers to the Los 
Angeles jail as the largest mental health facility in the country now. One can observe a similar 
phenomenon as child mental health systems move toward community-based services and away from 
institutions. There has been a substantial increase in the number of juveniles incarcerated in states 
between 1980 and 1989. According to the Kids Count Data Book (1992), 32 states (63%) report an 
increase in the number of children who are incarcerated in the juvenile justice system. 

The current prevailing paradigm can best be characterized as "confused". On the one hand, 
there are those who believe that the mentally ill are "sick" and are deserving of treatment while "law 
and order" constituents believe that those who break laws are "bad" and deserving of punishment. This 
either/or approach, so characteristic of American policies does not easily handle ambiguity. Those who 
are "sick" often break laws and breach societal norms. These "sick" and "bad" persons pose the 
greatest dilemma for us as policy and decisionmakers. As noted earlier, the mental health profession 
is unable to offer clear, precise definitions or interventions for how to handle such persons; 
consequently, decisions are often based on individual perceptions, values and beliefs. 

Given the lack of clear distinctions between bad and sick, decisionmakers have imposed their 
own criteria -- regretfully, the criteria appears to be based on skin color and! or ethnicity. Krisberg et 
al. (1987) state that "there is broad agreement in the literature that minority adolescents are 
overrepresented at all stages of the juvenile justice system as compared to their numbers in the general 
popUlation" (p. 174). The authors note that there was an increase in incarcerations between 1979 and 
1982. The incarceration rate for white males increased from 154.8 per 100,000 to 183.3 -- an increase 
of 18 percent. But the African American rate of increase was even more dramatic -- from 587.9 to 
810.0 -- an increase of 38 percent. Latino/Hispanic males experienced a 36 percent increase in their 
incarceration rate. Both African American and Latino/Hispanic female incarceration rates increased 
by 29 percent as compared to 14 percent for majority females. The authors suggest that: 

"Race emerges as the single best predictor of arrest, incarceration, and release, even 
when the influence of other variables are controlled ... This is not only true for Black 
youth, but also Hispanic youth, Native Americans and Japanese Americans" (pp. 174-
175). 

Data from Pennsylvania (Commonwealth of Pennsylvania, 1991) -- a somewhat progressive state 
when it comes to juvenile justice reform -- can be used as an example to graphically demonstrate the 
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differential treatment received in the juvenile justice system by children of color. According to the 
1990 census, children of color comprise 12 percent of the population. Yet, children of color make up 
51 percent of those coming into the juvenile justice system in 1990. African Americans represent 43 
percent of the children of color in the juvenile justice system -- out of all proportion to their overall 
population percentage. The data from Pennsylvania is not atypical. 

Public analysts and researchers have offered several explanations for the differential 
incarceration rate of children of color, especially African American males. These explanations include: 

(1) Changing demographic trends 
Some observers speculate that the growing numbers of incarcerated youth of color are 
the result of demographic trends in which the majority population contains a smaller 
proportion of children than do communities of color. However, Krisberg et al. (1987) 
find that "the data on incarceration rates refute the hypothesis that these demographic 
trends are the principal forces generating the growth in minority incarceration" (p. 187). 

(2) Youth of color are arrested for and commit more violent or serious crimes 
A review of FBI arrest data does not support the straightforward conclusion that rates 
of arrest for serious youth crime are the primary determinants of minority incarceration 
rates (Dembo, 1988; Krisberg et aI., 1987). Further, in the National Youth Survey 
(NYS), a longitudinal study of delinquent behavior and alcohol and drug use among the 
American youth population, researchers consistently find no significant race differences 
in any of the violent or serious offense scales (Elliott et aI., 1983). Even if there were 
significant race differences, serious offenses represent only 20 percent of the offenses 
committed by juveniles and would still not account for the large discrepancy in 
incarcerations of youth of color. 

(3) Youth of color are more IIprone ll to delinquent behavior and are therefore, more 
likely to be arrested 
Again, data from the NYS, which include self-reports of various delinquent behavior, 
find that there are no significant differences between the self-reports of whites and 
children of color for general delinquency, index offenses, felony assault and felony theft 
from 1976 to 1980. There is a slightly higher proportion of African American 
involvement in general delinquency in most years. Both African American and 
Latino/Hispanic youth report higher rates of involvement in Index offenses and in 
Felony Assaults. However, few of these differences are statistical significant (Huizinga 
and Elliott, 1986). Therefore, Huizinga and Elliott conclude that: 

"Overall these findings suggest that there are few if any substantial differences 
between the delinquency involvement of different racial groups. This finding 
is not unique. Other large scale self-report studies of delinquency have reached 
similar conclusions ... As a result, it does not appear that differences in 
delinquent behavior can provide an explanation for the observed race differential 
in incarceration rates" (p. 13). 
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(4) It is socioeconomic status (SES), not race/ethnicity, that accounts for the 
disproportionate rates of incarceration for minority youth 
There certainly appears to be some evidence, primarily from the NYS, to substantiate 
an SES difference in self-reported delinquency activity. Lower class youth 
reported greater involvement in serious offenses against persons than youngsters from 
working class or middle-class families. Further, researchers found a significant race
by-social class interaction indicating a relatively high participation of lower class 
children of color in serious offenses against persons (Dembo, 1988). Since race and 
SES are so highly correlated, it is difficult, if not impossible, to determine which 
variable has primacy. Also, many argue that it may not be the greater prevalence of 
crime in low-income areas as much as the greater presence of police in low-income 
communities (Cashmore and McLaughlin, 1991). 

(5) It is racism and discrimination that accounts for the disproportionate rates of 
incarceration of youth of color 
More and more, professionals of color and others are coming to the conclusion that it 
is racism and discrimination that best explains the overrepresentation of youth of color, 
especially African American males, in the juvenile justice system. Racism is 
increasingly recognized as less blatant or overt discrimination than a set of subtly 
intertwined rules, policies, and activities that produce constant "mini-assaults" against 
groups of color and maintains the power relation of white supremacy in all American 
institutions and customs. Hacker (1992) states that "something called racism obviously 
exists. As a complex of ideas and attitudes, which translate into action, it has taken a 
tragic toll on the lives of all Americans .. .It goes beyond prejudice and discrimination 
and even transcends bigotry, largely because it arises from outlooks and assumptions 
of which we are largely unaware" (pp. 19-20). 

Until researchers. present compelling evidence to the contrary, it is almost impossible not to 
conclude that race and ethnicity are the major determinants of the overrepresentation of youth of color 
in the juvenile justice system. This practice has tremendous impact on the lives of youth of color, their 
families, their communities and, ultimately, American society. In 1983, Morales, Ferguson and 
Munford noted that this subtle, institutional racism places children of color at "far greater risk than 
white children of being permanently emotionally scarred by their experiences with the juvenile justice 
system. Additionally, the impact of their arrests and court records will handicap them further in future 
employment ... meager employment opportunities will further lock them into a life of continued poverty 
and also possibly criminality" (p. 516). Gibbs (1988) echoes many of these thoJ ... ghts when she noted 
that: 

"Too much emphasis has been placed on 'blaming the victims' for their own 
victimization and for the consequences of over three centuries of discrimination, 
deprivation, and denial of equal opportunity. Double standards have been applied in 
a blatantly hypocritical attempt to attribute immoral and deviant motives to black youth 
for the same kinds of behaviors for which white youth are ignored, excused, tolerated, 
or exonerated ... a generation of black youth is truly endangered" (pp. xxii, xxvii). 

In line with these concerns, a recent study by Miller (1992) found that on an average day in 
1991, 42 percent of the District of Columbia's African American male population, ages 18 through 35 
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had some level of involvement with the criminal justice system. He declarell that "in a vain attempt 
to deal with a range of serious social problems through near-exclusive reliance on the criminal justice 
system, the vast criminal justice apparatus of Washington, D.C. has been engaged in a disastrous 
feeding frenzy ... The call seems to be -- 'If you can't deal with the problem, arrest it'. In effect, the 
social safety net has been replaced by a dragnet" (p. 1). 

The same logic seems to hold when dealing with youth of color. The response to their real 
social and emotional problems seems to be arrest and punishment rather than treatment. As indicated 
earlier, there are many that do not believe that "badness" and "sickness" can reside in the same 
individual. Consequently, by placing youth of color into detention, we continually fail in the more 
rehabilitative components of juvenile justice while further placing these youth at greater disadvantage 
in the larger society. It has now become a truism that children have mental health needs, regardless 
of the system door through which they come. Youth in substance abuse programs, those with serious 
illnesses and chronic conditions, those in our child welfare'structures, and those in juvenile justice often 
display major symptoms of psychiatric and emotional distre~s. 

Child professionals are also recognizing that children basically look alike across all the child
serving systems. However, the services received are determined by the door through which the child 
enters. In fac~, most children enter the system numerous times and through numerous doors. Many 
of the children currently in the juvenile justice system have been known to special education, child 
welfare and mental health -- often in the same year. However, once a child, especially youth of color, 
enters the juvenile justice door, the less likely he or she is to receive therapeutic services and the more 
likely the possibility of being permanently branded. And yet, state surveys and researchers have 
consistently found a high percentage of emotional disturbance among the juvenile justice population -
often a range from 10 to 60 percent. 

In her work with African American males in the juvenile justice system in the District of 
Columbia, Hutchinson described them as follows: 

"Psychiatric examinations revealed a wide range of signs and symptoms of mental 
health disorders. About one in five boys gave histories that were compatible with 
attention deficit disorder. Hyperactivity, inattention and impulsivity were common 
findings. Occasionally a young man had been treated with ritalin or placed in a special 
program to address these signs. This was the exception rather than the rule. Most 
were undiagnosed and untreated ... Another common finding was hallucinations, both 
auditory and visual. .. self-mutilation ... extreme anger and unusual levels of aggression ... 
The most common finding, however, is depression and post-traumatic stress disorder 
(PTSD) is a frequently undiagnosed problem ... Identification is necessary, however, for 
treatment to begin" (pp. 100-101). 

This description is very similar to the ones that Lewis and her colleagues (Lewis et aI., 1979; 
Lewis et aI., 1980; Lewis and Shanok, 1980) found in their studies of mental disturbances within 
juvenile offender populations. In their original study the delinquent population in Connecticut facilities, 
Lewis et al.(1979) found that "black delinquent children a.nd their parents must demonstrate 
flamboyantly psychotic behavior before they are recognized as being in need of treatment" (p. 59). 
They concluded that "many seriously psychiatrically disturbed, abused, neglected, black children are 
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being channeled to correctional facilities while their white counterparts are more likely to be recognized 
as in need of help and directed toward therapeutic facilities" (p.60). 

In an attempt to further understand this racial bias, Lewis and her colleagues (1980) compared 
psychiatric symptoms, violent behaviors, and medical histories of an entire one-year sample of 
adolescents from the same community who were sent either to a correctional school or the state hospital 
adolescent psychiatric unit for adolescents. The initial hypothesis was that correctional youth would 
be as equally disturbed but more violent than those youth admitted to the state psychiatric unit. 
However, the assumption that the psychiatrically hospitalized adolescents would be demonstrably less 
violent than their incarcerated peers was refuted. They found that "violence seemed to be as 
characteristic of the hospitalized sample as it was of the incarcerated sample ... however, for reasons that 
were not explicit, the courts had not sent them to the correctional institution" (p. 1212). The 
researchers concluded that "a most striking factor distinguishing the two groups was neither behavior 
or psychopathology. It was race. In the lower socioeconomic sectors of the urban area studied, violent 
disturbed black adolescents were incarcerated; violent, disturbed white adolescents were hospitalized ... " 
(p. 1"215). 

Other studies by Lewis and her colleagues (1989), as well as others (McCarthy and Smith, 
1986), continue to document the racial discrepancies in placement and availability of mental health 
services. 

PROMISING PROGRAM MODELS AND CONCEPTS 

Despite the widespread discrimination and apparent racism inherent in both the mental health 
and juvenile justice systems, several concepts and models are now in the process of development that 
show promise and some ability to address the very. critical mental health needs of children of color. 
Perhaps the guiding concept behind current efforts to. reform public child-serving agencies is "cultural 
competence". Cross et al. (1989) in Towards A Culturally Competent System of Care. Vol. I, indicate 
that cultural competence involves systems, agencies and practitioners with the capacity to respond to 
the unique needs of populations whose cultures are different than that which might be called "dominant" 
or "mainstream" America. The authors provid~ the following definition of cultural competence: 

"The word culture is used because it implies the integrated pattern of human behavior 
that includes thoughts, communications, actions, customs, beliefs, values, and 
institutions of a racial, eilinic;religious, or social group. The word competence is used 
because it implies having the capacity to function in a particular way: the capacity to 
function within the context of culturally-integrated patterns of human behavior as 
defined by the group" (p.3). 

Thus, cultural competence is defined as a set of congruent behaviors, attitudes, and policies that come 
together in a system, an agency, or among professionals and enables that system, agency or those 
professionals to work effectively in cross-cultural situations. 

According to the authors, five essential elements contribute to a system's, institution's, or 
agency's ability to become more culturally competent. The culturally competent system: (1) values 
diversity; (2) has the capacity for cultural self-assessment at the institutional and individual levels; (3) 
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is conscious of the dynamic inherent when cultures interact; (4) institutionalizes cultural knowledge; and 
(5) develops adaptations to service delivery to reflect an understanding of cultural diversity. 

In addition, this work outlines the major values and principles that should guide the development 
of culturally competent systems and services for children and families of color. These values and 
principles include the following: 

• The family as defined by each culture is the primary system of support and preferred 
intervention. 

• The system must recognize that minority populations have to be at least bicultural and 
that this status creates a unique set of mental health issues to which the systems must 
be equipped to respond. 

e Individuals and families make different choices based on cultural forces; these choices 
must be considered if services are to be helpful. 

• Practice is driven in the system of care by culturally preferred choices, not by culturally 
blind or culturally free interventions. . 

• Inherent in cross-cultural interactions are dynamics that must be acknowledged, adjusted 
to, and accepted. 

• The system must sanctioI1 and in some cases mandate the incorporation of cultural 
knowledge into practice and policymaking. 

• Cultural competence involves determining a client's cultural location in order to apply 
the helping principle of "starting where the client is" and includes understanding the 
client's level of acculturation and assimilation. 

• Cultural competence involves working in conjunction with natural, informal support, 
and helping networks within minority communities, e.g., neighborhoods, churches, 
spiritual leaders, and healers. 

• Cultural competence extends the concept of self-determination to the community. 
• Cultural competence seeks to match the needs and help-seeking behaviors of the client 

population. 
• An agency staffing pattern that reflects the makeup of the client population, adjusted for 

the degree of community need, helps ensure the delivery of effective services. 
• Culturally competent services incorporate the concept of equal and non-discriminatory 

services, but go beyond that to include the concept of responsive services matched to 
the client population. 

On the systems level, one of the most innovative programs for identifying and treating mentally 
ill juvenile offenders is the State of North Carolina's Willie M. Program. It has been the prototype for 
so much of the community-based system of care movement in the country that it is sometimes forgotten 
that the program was established particularly for mentally ill juvenile offenders. In 1979, a group of 
plaintiffs who were youths in training schools argued that they were in institutions primarily because 
of a lack of mental health resources in their communities and hence were being denied proper treatment. 
The court concurred and the Willie M. Program was born. A consent decree was signed that stated 
that services for "remediation. of the mental, neurological, and other physical illnesses that resulted in 
these youths' violent behavior would be provided and that this treatment would be carried out in the 
'least restrictive environment'" (Keith, 1988, pg. 600) Along with the least restrictive environment 
criteria, the program operates with a legally mandated "no eject, no reject" policy that dictates that the 
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only condition under which services do not have to be provided is that parents or guardians have 
withdrawn the youth from the program. 

Keith (1988) describes the Willie M. population as follows: 

"With the admission criteria of documented interpersonal violence accompanied by 
psychiatric disorders andlor mental retardation, it comes"as no surprise that 85% have 
been male with an average age of 15 ... Black and lower socioeconomic strata youth have 
been overrepresented. Eighty percent of Willie M. plaintitTs initially received a 
diagnoses of conduct disorder by local clinicians filing the applications ... many of these 
youths turned out to have multiple diagnoses in addition to conduct disorder ... 60 to 
70% of the families have been unable to provide even minimal l)arental care. 
Statewide, 35 to 40%. of the plaintiffs were in custody of Social Services ... Thus, the 
Willie M. net swept up primarily severely emotionally disturbed, dysfunctional, acting 
out adolescents from disorganized, demoralized, or nonexistent family systems" (p. 
601). 

How effective has the Willie M. program been? Keith (1988) suggests that the program has 
been highly effective. In a sample of 80 Willie M. children in the Durham area, 30 percent of the 
plaintiffs received some benefits and 50 percent received significant benefits from the massive input of 
supportive community services. The remaining 20 percent either did not wish services, did not need 
services, or the plaintiff's particular psychopathology made them unengagable by the treatment 
modalities. He concludes that " in the majority of Willie M. youth, 3.ctual violence or the threat of 
violence decreased dramatically as the youth settled into more stable living arrangements, day care 
programs, and psychotherapy and embarked on appropriate medication regimes" (p. 603). It appears 
that the components of the Willie M. Program that differ from the traditional institutional setting for 
emotionally disturbed juvenile offenders are its no reject policy, focus on community-based services, 
involvement of families and other community supports, therapeutically-trained. staff, intensive case 
management, and individualized treatment programs. 

While not as extensive as the Willie M. Program, a number of other programs have been 
identified throughout the country that are attempting to deliver culturally competent care to children of 
color in many different settings (Isaacs and Benjamin, 1991). In these programs, the unique cultural 
needs and difficulties of minority children and their families are used to establish the therapeutic context 
in which interventions are delivered. 

For example, the Ada S. McKinley Intervention Services in Chicago, Illinois offers services to 
youth of color with emotional or developmental disabilities in a consolidated agency setting that serves 
many different child-serving systems. Its Unified Delinquent Intervention Services (UDIS) provides 
the same services to delinquents identified by the courts as is provided to those being referred to the 
mental health component. All staff are located together and receive the same types of training. The 
services offered to clients are similar and vary only in frequency and level of intensity. These service 
components include: home-based family therapy, individual treatment, adolescent group counseling, 
patient support/educational group training, psychiatric/psychological evaluations, substance abuse 
assessments/counseling, intensive outreach, therapeutic companion services, advocacy services, 24-hour 
crisis intervention, in-home and out-of-home respite care, aftercare and follow-up services. 
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The program acts as an alternative to institutionalization for African American and Latino males 
referred by the juvenile courts. In the UDIS component, the staff is experiencing a 50 to 60% success 
rate (keeping youth out of juvenile justice facilities). Based on a recognition of the cultural dictates of 
help-seeking and use of services, the McKinley Intervention Services have been able to structure 
services to meet the need of the primarily poor African American and Latino families it serves with 
considerable success. 

Another program that demonstrates the benefits of a culturally-syntonic approach to care for 
African American juvenile offenders is the Progressive Life Center (PLC) in Washington, D.C. PLC 
began in 1983 with a small demonstration grant from the District of Columbia government to provide 
community services to habitual and repeat juvenile offenders returning to the community from juvenile 
detention facilities. Today, PLC provides these services as well as mental health assessments and 
treatment within the District's detention facilities. The PLC was founded on the concept of integrating 
and merging African psychology and African American cultural practices with humanistic and 
interactional models of psychotherapy. Through this unique combination, called Afrocentric 
psychology, the founders of PLC hoped to create a model that would be more effective in intervening 
in the lives of African Americans experiencing stress and other symptoms of dysfunctional behavior due 
to societal racism as well as internal conflicts. The NTU principles that form the basis of the 
Afrocentric philosophy, emphasize the positive strengths of the individual and his/her culture, rather 
than approaching the treatment process from a deficit model. 

These principles are realized through a treatment process that occurs primarily in the family's 
home rather than in other sites. The exception, of course, involves those youth that are detained in 
juvenile facilities; however, their families are seen in their homes when the therapeutic contact is 
established. Based on the cultural preferences of African Americans, treatment interventions tend to 
be relationship-oriented and are more visual, action-oriented and spiritual. One of the more innovative 
and unique programs offered by the PLC is the adolescent Rites of Passage program. This program 
has become an effective way to guide young African American males into more responsive manhood 
roles. The essential components of the Rites of Passage model include (perkins, 1986): 

• Manhood and womanhood training 
• Sex education 
• Physical fitness and self-defense 
• Survival training 
• Health maintenance and hygiene 
• Life management and values clarification 
• Cultural enrichment 
• Political awareness 
• Educational reinforcement 
• Financial management 
• Racial awareness 
• Spiritual enrichment 

Finally, for youth within the juvenile justice facilities, PLC therapists make the assumption that 
many of these adolescents become involved in crimes and other antisocial behavior because they have 
become emotionally numb and cannot feel or empathize with their victims. The goal of treatment, 
therefore, is to reconnect the youth with his feeling, spiritual self and, thus, begin the healing process. 
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Within this framework, there are certain techniques that appear to be very responsive to the needs of 
these youth including hypnotherapy and creative visualization. 

POLICY IMPLICATIONS 

There are a number of policy implications that grow out of this review of the plight of 
emotionally disturbed youngsters of color in the juvenile justice system. One of the most critical and 
obvious ones is that the arbitrary nature of placement decisions in the juvenile justice system based on 
race and ethnicity must cease immediately. Priority should be given to solutions and settings that 
emphasize treatment and rehabilitation rather than punishment. It would also appear that the level of 
discrimination that appears to be associated with the placement of youth of color should be the subject 
of more thorough investigation and administrative review. at the federal, state and local jurisdictions 
responsible for juvenile delinquency. 

In order to reduce the arbitrariness of placement, based primarily on race and ethnicity, states 
and local communities should explore the feasibility of establishing single entry points which would 
provide comprehensive assessments for all children in need of mental health, juvenile justice, child 
welfare and/or-special education services. Although single entry points would not necessarily reduce 
the discrimination currently found in placements, they would offer an opportunity for multidisciplinary 
teams to work closely and to ensure that the needs of children are reviewed across more life domains 
than presently occurs. For instance, if all children entered through a single entry point, then regardless 
of the referral source, each might receive an assessment that includes mental health, health, education, 
child abuse, substance abuse, etc. This would present a great improvement over our current categorical 
system that essentially utilizes a uni-dimensional approach to children. Recent lawsuits in Oklahoma, 
Florida, the District of Columbia, and other states have begun to mandate a more comprehensive and 
inclusive array of services for children entering the juvenile justice system. 

Another critical conclusion is that all children, regardless of other characteristics, need to be 
maintained in an optimal, safe, and therapeutic environment. Juvenile justice facilities, even the most 
modem, are not usually designed to create an effective therapeutic environment. Nor are they staffed 
or are staff properly trained to deliver such services. Locating mental health services in juvenile justice 
facilities should be viewed as an interim measure only. Ultimately, placement in a juvenile justice 
facility has too many long-range negative repercussions, especially for the vast numbers of children of 
color, to ever be considered a placement of choice except under the most dangerous of circumstances. 
Therefore, whenever possible, every attempt should be made to maintain youth in the least restrictive 
environment. Certainly, the data from the North Carolina Willie M. Program and other such models 
throughout the country (Ventura County, California is another one) should be better utilized to develop 
policies. 

As the old adage states: you can wait for the bodies to float upstream or you can go 
downstream and find out who's throwing the bodies in.. In the most simplistic of terms, our policies 
must begin to focus more on prevention and early intervention and less on treatment and rehabilitation. 
We are losing too many of our precious commodity -- our children -- with our current policy focus. 
We know a considerable amount about the social conditions and structures that give rise to juvenile 
delinquency and violence in our society. Yet, we do little to prevent juvenile delinquency. Rather, we 
depend on the criminal justice system to punish after it has been allowed to fully bloom. According 



158 

to Deborah Prothrow-Stith (1991), the criminal justice system is fundamentally reactive, not proactive. 
"Little happens until a crime has occurred. By then, it is too late for prevention strategies" (p. 5). The 
goal is to prevent children from having to get into the juvenile justice system rather than rehabilitating 
them once they are there. The need to shift to a preventive approach to the problems plaguing our 
youth, especially those of color, is critical. 

For youth of color, the systems that they confront -- whether mental health, substance abuse 
or juvenile justice -- have proven to be ineffective, costly, and culturally incompetent. These systems 
tend to be culturally-biased from the initial assessment through the course of treatment and 
rehabilitation. These systems have proven to be inflexible when assessing or serving youth of different 
racial and cultural orientations. They lack the level of cultural diversity and competence needed to be 
effective in addressing the very real needs of groups of color in our country. For example, assessments 
of young African American males fail to take into account the types of defense mechanisms, such as 
'cool pose' (Majors and Billson, 1992) that are used for survival in a majority-controlled, hostile, 
discriminatory environment. Treatment interventions are individualistic and cognitive rather than group
oriented, interactive and emotive -- characteristics that appear to be associated with more effective 
interventions for youth of color (Gibbs and Huang, 1989; Oliver, 1989; Isaacs and Benjamin, 1991). 
There is a need to develop more effective, culturally-appropriate assessment instruments and to support 
the development of more culturally competent programs and services for children and families of color. 

However, none of these policy shifts or program innovations can come about without massive 
training and retraining of professionals at the policy, administrative and direct service levels. It is the 
attitudes and biases of individuals within our society that influence the decisions that are made. We 
must begin to retrain current workers so that they become more culturally competent as well as develop 
curricula in our training institutions that facilitate the ability, skills, and willingness to work with 
culturally diverse populations. Certainly, such training is no easy undertaking, but one that is critical 
to the development of effective services and policies for the increasing numbers of youth of color in 
our country. Simultaneously, we must also ensure that more professionals of color are trained to work 
with populations that are culturally similar. 

Concluding Comments 
The overrepresentation of children and adolescents of color, especially African American male 

youngsters, in the juvenile justice system, leaves one angry, saddened, and disheartened. It is difficult, 
as a member of a group of color, to quote numbers and statistics about the rates of incarceration and 
deaths of a very important and vital component of any community -- its male offspring, without 
remembering that in the midst of these numbers and charts and graphs stand your son, or brother, or 
nephew, or cousin, or lover, or just your best friend ever. When we get caught up in the numbers, in 
the drama of television reenactments and commentaries, it is often difficult to imagine that these 
youngsters of color paraded before our eyes are human beings and often children. These youngsters 
are often more victims than victimizers; more endangered than dangerous; more a product of our 
society than its inventor. Certainly we are capable of policies and services that nurture healthier and 
more productive generations. 
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CHAPTER 7 

THE NATIONAL WORK SESSION: 
ISSUES AND RECOMMENDED ACTIONS 

John Whitbeck 

INTRODUCTION 

In May 1992, the National Coalition for the Mentally III in the Criminal Justice System 
sponsored a three-day National Work Session in Seattle, Washington. The work session brought 
together experts from across the country to discuss the key issues facing mentally ill youth in the 
juvenile justice system and to recommend actions that would begin to more effectively address the needs 
of this population. 

Prior to the National Work Session, several planning meetings were held. As part of this 
preliminary work, a mission statement for the National Coalition regarding their efforts on behalf of 
mentally ill youth in the juvenile justice system was established. This mission statement is: 

1. Resources of the juvenile justice system, mental health, substance abuse, social service, 
educational and other systems must be developed and integrated to assure that children 
with severe emotional disturbance or mental illness in the juvenile justice system are 
identified, assessed and appropriately treated. 

2. No child or adolescent should be placed or detained in juvenile detention facilities or 
correctional facilities or any unduly restrictive care only because of mental illness or 
severe emotional disturbance and/or lack of appropriate services. 

3. Every child or adolescent, in or diverted from the juvenile justice system with serious 
emotional disturbance or mental illness should receive all needed mental health services 
wherever they reside. 

4. Every child or adolescent suffering from mental illness or serious emotional disturbance 
whose offenses are directly related to that condition should be treated in a manner and 
setting appropriate to his or her condition. 

S. Police should never have to charge a child in order to get them to mental health 
services. 

The approximately seventy individuals who attended the National Work Session (a complete list 
of participants in the work session and planning meetings is provided in the Appendix) represented 
universities, national associations, advocacy organizations and mental health and criminal justice 
agencies. Each of the work session attendees were provided with a draft conference copy of the 
preceding chapters of this monograph prior to the meeting. The information and findings served as a 
starting point and provided a context for the deliberations. An authors' panel was convened on the first 
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day to provide an overview of the research on the issues relevant to the mission of the session. 
Predetermined working groups then met over the next two days focusing upon five primary issues which 
paralleled each of the main monograph chapters. These included the population, service systems, legal 
context, program models and cultural competence. 

Each working group had a researcher, typically the author of the relevant chapter, a facilitator, 
an expert in the area being addressed, a recorder, and other attendees of the session. Each group 
facilitator was given the charge from the National Coalition to identify major problems experienced by 
youth and major factors contributing to these problems, and to identify possible interventions and 
solutions. From these small group interactions came the policy discussions and recommendations which 
were reported back to the full conference at a series of large group meetings. Three products resulted 
from this intense work: authors were given feedback on their draft chapters; small groups hammered· 
out policy recommendations to put forward around the assigned small group issues; and the group as 
a whole considered, debated, and then created a series of national policy recommendations for 
improving the delivery of mental health services to youth in the juvenile justice system. What follows 
are the layers of policies and recommendations that came out of this intense inter-active work session. 
Often there was creative tension around topics of interest. Consensus on issues was arrived at with 
diligence and perseverance. Occasionally, consensus did not occur. No format could capture totally 
the range of ideas and the massive amount of information that was reviewed. Thus, the following 
summary of the three-day work session provides only a taste of the charged, creative, and productive 
atmosphere that characterized the meeting. The information will be given in two sections: 

The Work Groups: Issues and Recommendations 
The work of each of the five groups around the pre-determined issues areas (population, service 

systems, legal context, program models and cultural competence) will be summarized seperately. Each 
group summary will include: an overview of the monograph chapter that informed the discussion, a 
review of the issues raised by the group in the subsuntive area, and the group's recommendations for 
action. 

National Policy Action Plan 
This section will summarize the discussions of the full group which met several times in the 

course of the national work session to consider the information from the small work groups, and to 
debate the national policy. The outcome was a focussed discussion aimed at informing the National 
Coalition about an action plan based upon the larger body of recommendations developed by the work 
groups. 
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THE WORK GROUPS: ISSUES AND RECOMMENDED ACTIONS 

Work Group One: The Population! 

Part 1: Chapter Summary -"Prevalence of Mental Disorders Among Youth in the Juvenile Justice 
System. " 

The authors summarize their complex findings as follows: 

1. The prevalence of mental disorders in the youngsters in the juvenile justice system is over 22 %. 

2. One-fifth of the youngsters in the juvenile justice system can be diagnosed as having a conduct 
disorder and perhaps as high as 60%. 

3. The rate of psychotic disorders was consistently found to be low. This is an important group 
of youngsters in terms of the severity of their problems, and the inappropriateness of 
correctional placement. The prevalence rate in the studies ranged between 0% and 5%. 

4. It is obvious that attention deficit disorders and depressive disorders are a significant problem 
in this population. However, there seems to be less clarity about the prevalence of these 
disorders than there is about other disorders, largely because of the measurement procedures 
used and the focus on only one diagnosis per youngster. 

5. It is also c!l~ar that substance abuse disorders represent an important problem, and that there 
is a high degree of co-morbidity between mental disorders and substance abuse disorders. 

6. Although data was limited, it is clear that many youngsters have mUltiple diagnoses and that 
more attention has to be paid to the whole area of co-morbidity. Unless this is done, 
information on the rates of specific disorders may be misleading. This should include learning 
disabilities as well as more traditional disorders. 

7. 

8. 

Although this review has not had a major focus on this area, the emerging area of 
developmental psychopathology would seem to have great potential fot helping to understand 
the characteristics of youngsters in the juvenile justice system and the types of services that may 
be needed to prevent and/or treat their disorders. The focus on developmental pathways, and 
on risk factors has great potential for advancing the field. 

Another important area that is often neglected in focusing on youngsters with emotional 
disorders is the whole area of individual strengths, family strengths and social competence. In 
understanding the nature of this population, and in developing treatment and prevention 
strategies, it is essential that a holistic perspective be considered that examines not only the 

!. The summaries of this and the other chapters reflect the information available at the work session 
in the conference draft of the monograph and, therefore, may vary from the final work contained in the 
preceding chapters. 
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presence or absence of disorders but also strengths, and that incorporates not only a diagnostic 
perspective but also an ecological perspective on family issues, cultural issues and social issues. 

Part 2: Issues 
There were three primary issues which dominated the discus~iion. The first related to the 

attempt to define the target group. This issue was seen as central to the policy discussion. This 
discussion ranged from focusing on a relatively narrow definition of serious emotional or 
neurobiological disorders to more inclusive definitions. As part of this deliberation, existing definitions 
were reviewed and options were discussed with the group as a whole in a plenary session. 

A second important discussion centered around those issues or conditions considered under the 
label "co-morbidity." This issue organized around inclusivity -- what other critical conditions should 
be included in a working definition of the target population. The strongly felt position of those 
advocating inclusion through the term "co-morbidity" was that children involved with the juvenile court 
who have a range of presenting conditions, such as substance abuse disorders or conditions typically 
defined as developmental disabilities, should be included in any definition of the target group. A final, 
important issue was the felt need for universal screening in order to systematically identify the needs 
of youth in the juvenile justice system. 

Part 3: Recommended Actions 
The following recommendations were made relative to defining, targeting, and identifying the 

population. 

• The target population should be those children in the juvenile justice system suffering 
from one or more serious emotional or neurobiological disorders. These children shall 
be treated in a culturally competent manner and setting appropriate to their condition. 

• 

• 

The definition of mental illness should include children with mental disorders who are 
suffering from severe, acute or chronic emotional, cognitive, behavioral, or 
neurological disorders, including mental retardation and substance abuse disorders that 
co-occur with other mental disorders which require intervention or treatment to improve 
functioning or prevent developmental dysfunction. 

With regard to treatment priorities, the first priority of service should be children who 
are emotionally disturbed, schizophrenic or having a bipolar disorder. Other priorities 
are those children identified as suffering from neuropsychiatric disorders which require 
intervention or treatment to prevent harm or improve functioning. 

• Clinical screening should be conducted on all children entering into the system, for the 
purpose of identifying children in need of immediate treatment/intervention/diversion, 
and children in need of more involved and detailed mental health evaluation. 

• All children identified as mentally ill should receive comprehensive medical, 
psychological, neuropsychiatric, and social evaluation to assist in disposition and 
treatment planning. 

• Screening and evaluation procedures mllst be racially and culturally sensitive. 
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• Clinical screening should be available at all points in the system, and should be 
mandatory when children are in custody (e.g., detention centers, training schools). 

• Legal requirements and standards that currently require screening and evaluation 
procedures should be identified, reviewed and used as the basis for extending these 
services to all youth entering the juvenile justice system. 

Work Group Two: Service Systems 

Part 1: Chapter Summary - "Issues in Systems Interactions A ffetting Mentally Disordered Juvenile 
Offenders. " 

Baamm and Keilitz introduce their chapter noting the difficulty of the interaction of two 
systems: juvenile justice and mental health. Juvenile justice typically see all juvenile offenders as 
"troubled" and in need of "treatment". Further, juvenile justice, as an institution, has difficulty in 
responding to the "special behavioral and emotional problems of juvenile offenders who may be 
mentally ill, and mental health agencies are often reluctant to become involved with youth whose 
behavior may have been violent or otherwise anti-social." These system responses are further 
complicated when the whole child is examined -- these youth "tend to have multiple serious problems 
in many areas offunctioning ... Establishing useful interactions among these institutions -- families, social 
service agencies, schools, mental health agencies, courts and correctional institutions -- can be a 
daunting task. " 

The authors note that when critical issues are "solved" around definitions of "mentally 
disturbed", then central questions about care surface, and these questions tend to be handled in a 
system-mode: "Different jurisdictions answer these questions in different ways, depending upon 
resources and on the social values embodied in their laws, regulations, and policies for dealing with 
these youth." . It is critical at this juncture to realize that differences in agency placements appear to 
have little to do with any difference in intrinsic clinical features of the youth themselves. It becomes 
an interactive, dyadic relationship between the juvenile justice system -- the default institution for youth 
so identified -- and by the mental health system which "resolves questions of long term treatment by 
accepting or rejecting youth for placement depending upon criteria that reflect judgements of either need 
or amenability to treatment. " 

The authors state that problems of mentally disordered youth are complex and multi-faceted. 
Professionals and institutions need a capacity for personal flexibility to foster communication and work 
across boundaries to solve problems. They examine a range of programs and models that address the 
multiple concerns addressed abO¥e. They urge that institutions interact with each other in support of 
individual children and, in doing so, be "rational, efficient, and accountable in the pursuit of services." 

In order to achieve desirable outcomes for children across multiple institutions, they focus on 
evaluation and assessment procedures. The ideal interactive evaluation would be: efficient, appropriate, 
require a screening technique prior to an evaluation, discriminate dangerousness, discriminate between 
amenability to, and need for, treatment, have a clear working definition of what areas of mental 
disturbance the system wishes to discover and treat, determine which problems were functionally 
significant with regard to underlying delinquency, and be stepwise, "requiring only more expensive or 
intrusive evaluations when screening devices indicate that they were necessary. " 
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Part 2: The Issues 
The work group emphasized the importance of understanding that the needs of children and 

families are complex. It was recognized that as service systems have developed over the years, there 
has been a focus on separate services that a particular segment of the service system can efficiently 
provide. As 21 result, narrowly focused systems such as child welfare, juvenile justice, education and 
mental health have evolved and shifted the emphasis away from the unique and changing needs of 
individual children and their families to specialized services defined by legal mandates and eligibility. 
While separ21te pre-designed services are easily managed and may be adequate in the context of the 
particular program (e.g., day treatment, home-based services), they may not be adequate for meeting 
the needs of the more complex children who need tailored approaches that integrate resources from 
multiple systems and agencies. 

The group also felt that, wherever possible, children -- even those with special needs - have 
a right to live with their families in the community and have the most normal childhood possible. When 
specialize;d mental health expertise is combined with that of other services and all supports are 
integrated in a manner that responds to the unique needs of the child, it is possible to support mentally 
ill children in the community. This focus on children and families happens when communities come 
together around the needs of their children, integrate formal services, create flexibility aCross available 
resources and blend formal services with other community resource in a manner that is supportive to 
individual families. It is this sense of system, family, and community integration that the group 
articulated. The focus was always on the two systems of interest: juvenile justice system and the mental 
health system, but the discussion always ranged across the individual child, the family, and those other 
systems and resources. 

In addition to this overriding issue affecting the justice system, a number of other concerns were 
raised by the group including: 

There are few, if any, appropriate assessments done of mentally ill children in the 
juvenile justice system. The group attributed this to a number of causes: poor training 
of those asked to do assessments, unreliability of available instruments, lack of training 
in cultural competence of assessors and instruments, inattention of instruments and 
assessors to individual and family strengths, and lack of a clear definition of the 
proposed target population. 
There is little coordination of mental health/treatment services with the juvenile justice 
system at any stage of juvenile justice system processing: from arrest and potential 
diversion to institutionalization and aftercare. 
The isolated and uncoordinated provision of services results in problems such as 
categorical funding, incapacity of mental health providers to cope with violence and 
transferrals from local to distant placements, all of which increase the likelihood of 
failure for the child. 
Inadequate attention is given to the ongoing evaluation of individual treatment programs, 
program effectiveness, and organizational coordination. 
There are significant problems for children and families created by a component driven 
system approach to problem identification and service delivery. These issues organized 
around power, access and "voice" for clients and families. 
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Part 3: Recommended Actions 
Based on the issues and concerns about the service delivery systems that were raised in the 

group discussions and the relevant monograph chapter, the work group recommended that the following 
steps should be taken: 

• Community and system integration strategies should be implemented for all children 
including those not involved with juvenile justice; and multiple entry points, not 
dependent upon juvenile offending, should be available. 

• Clear legal standards for issues such as right to treatment, refusal of treatment, and 
definitions and parameters for assessing competence should be developed. 

• Every child who, on the basis of evaluation, needs clinical services should receive 
appropriate services regardless of juvenile justice or custody status. 

• Agencies collaborating in providing services for children should meet routinely to plan 
and evaluate ongoing and prospective service plans for children. 

• Every child who is seriously emotionally disturbed, seriously mentally ill, or otherwise 
in need of interagency services, should have an interagency case manager assigned to 
integrate the efforts of all service providers. This case management shall be 
characterized by low caseloads and case managers shall be trained to understand 
multiple systems with specialties in mental health and juvenile justice service delivery 
and specialized training in cultural competence. 

• Plans of care developed for children must involve families and children in the 
development, implementation and evaluation phases and must include an explicit way 
of evaluating the child's progress in treatment (outcomes). 

• All children entering the juvenile justice system must have access to appropriate and 
culturally competent screening for mental health problems and every child who needs 
a clinical evaluation shall have one. 

Work Group Three: Legal Context 

Part 1: Chapter Summary - "Legal Issues Affecting Mentally Disordered Youth in the Juvenile Justice 
System." 

The authors' premise is that the current juvenile justice system has few legal mechanisms which 
ensure consistent consideration of mental illness as a factor across the different stages of the decision
making process. 

Intake and pretrial proceedings 
There are few guidelines about how to recognize/refer a child with mental illness. From initial 

contact by police, through decisions of detention, and filing of a petition, there are many critical 
decision-junctures that could be informed by a consistently applied understanding of mental illness, and 
appropriate responses and resources. 

The connection between pre-trial detention and mental illness is subtle. The distribution of 
length of stay in detention tends to be bimodal, with a large proportion of adolescents staying 
a short time and a smaller group staying for lengthy periods. Those who stay longer are usually 
adolescents with complicated placement needs, not necessarily more serious offenses. Mentally 
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ill adolescents would thus seem exceptionally susceptible to extended detention once 
processed ... unless adequate provisions for identification and review are established. 

Adjudication At an adjudication proceeding the traditional burden of proof is reasonable doubt. 
In juvenile cases it is not clear "what standard of proof will be applied in determining whether a child 
should be exculpated from responsibility as a delinquent due to mental illness. II At adjudication 
hearings, several issues about the youth's ability to stand trial may be raised. The insanity defense may 
be raised, the appropriateness of juvenile court jurisdiction may be raised (which has had uneven 
application across states on mental illness as a reason for transfer to adult jurisdictions) and competency 
issues (the juvenile's capacity for rational understanding) may be raised. 

Disposition After the finding of guilt, the judge must make a decision regarding a treatment 
plan for the juvenile. The question of whether there is a "right" to treatment at this stage has 
engendered considerable legal debate. Often the significant part of this decision turns on a clinician's 
assessment of a juveniles' amenability to treatment. The authors question whether "terms like treatment 
or rehabilitation mean the same thing to all mental health professionals" and similarly whether there 
is sufficient expertise in the psychiatric evaluations done for courts for the typically more serious 
offenses. 

Monitoring Placement and Service Provision The questions that arise at this juncture are 
typically whether a court should continue to be involved after adjudication, and what recourse may be 
available when it is clear that the placement decided by the court does not meet the juvenile's mental 
health needs. 

Part 2: Issues 
A critical point that framed much of this group's discussion is the fact that the juvenile justice 

system represents not a $ingle system but a series of state and local court venues organized around state 
statutes and mitigated by landmark decisions such as Gault, Kent, and Miranda. 

The juvenile justice system is not a top-down bureaucracy that is driven by administrative codes. 
Rather it is a loosely knit association of 50 states, each with a given juvenile code, generally modeled 
on adult criminal statutes. Further, there is a constructed tension in most statutes between goals of 
public safety and accountability and goals of rehabilitation and treatment. 

The work group discussion was formed around several key points. These discussion points 
included the following: 

The work group felt that the primary focus should be on persons already in the juvenile justice 
system, but that primary prevention issues are salient before the child becomes involved in the 
juvenile justice system and, therefore, more attention should be given to prevention and early 
intervention strategies. 
A second concern related to the relevance of competency issues for juveniles and the sense that 
the competency of children varies across different situations. Since the basic premise of the 
juvenile system is not criminal responsibility, but more civil, the critical underlying question 
is: "Does competency (or lack thereof) affect treatment?" 
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Coexisting with the above problems of definitions of target groups and competency, the work 
group noted that there is not a clear, 0::- legally applicable definition of mental illness with the 
express purpose of separating out a narrow mental health population which would allow juvenile 
courts to deal with issues raised around screening, diversion, referral and competency. 
Another concern was that the concept of "amenability to treatment" may be deceptive. 
Decisions around treatment are typically based on whether a child can fit into existing treatment 
models -- not whether the presenting mental illness is treatable. Further, treatment decisions 
are compounded by other factors, including the variability of expert opinions of mental health 
professionals and the availability of resources for treatment. 
The work group felt that there is a constitutional right of children in state custody not to have 
their mental health or medical needs ignored. This right, however, is significantly different from 
an affirmative right to treatment. Establishing a right to treatment standard should be a priority. 
Finally, there was concern that once the need for treatment is identified that it does not 
necessarily follow that are there is treatment available or that standards for each facility or 
treatment procedure exist. 

Part 3: Recommended Actions 
In order to r~spond to this set of concerns, the work group recommended the following: 

• Groups of youth who come in contact with, or are at risk of coming in contact with, 
the juvenile justice system and who could benefit from preventative services should be 
identified. 

• A clear framework should be established for identifying the points in the legal processes 
where pro-active screening requirements could be put in place. 

• A screening device or devices should be developed and instituted that are compatible 
with different junctures of legal processes: arrest, pre-trial, adjudication, 
sentencing/placement. 

• A specific uniform definition of mental illness should be promulgated across all states. 
• A clear, specifi.c and consistent definition of competence should be created. 
• Standards for community based care and for least restrictive care must be developed. 
• A minimally acceptable standard of treatment or care must be defined. 
• Evaluations of treatment should be mandated to include issues of cultural relevance, 

access and participation by families. 

Work Group Four: Program Models 

Part 1: Chapter Summary - "Treatment in the Juvenile Justice System: Directions for Policy and 
Practice. " 

The authors underline two critical points: 

1. Because populations vary little across youth service systems, the design of effective 
programs for emotionally disturbed youth in the juvenile justice system is a task that 
differs little from child mental health planning in general. 

2. Services now typically available in the juvenile justice system -- when any services are 
provided -- bear little resemblance to what either common sense or empirical research 
suggests is likely to be effective. 
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They suggest that the discussion of treatment also should be considered squarely in the context 
of legitimate competing goals of the juvenile justice system: public safety and accountability. 

Outcome research on what predicts success for an individual, multi-problem child in the juvenile 
justice system suggests the foHowing approach: highly integrated and highly individualized services 
that combine education, social, family and psychological interventions into a single treatment. As 
discussed by the author, the Jericho Principle means that, "metaphorically, the walls ought to come 
down between disciplines and, therefore various sectors (e.g., mental health, child welfare) of the child 
and family service system." They note that "little practical consequence is gained by attempting to 
compartmentalize child mental health disorders." 

Pan 2: Issues: 
The first concern of this work group centered around the characteristics of the juvenile justice 

system. Typically, group treatment models of intervention are the norm, with needs of the child 
understood in terms of "beds" or "slots" rather than "individual service needs. II The group felt that an 
outcome of this thinking was an emphasis on congregate treatment. Such institutionalized "treatment" 
is relied on to a degree that individual behavioral and psychiatric problems are aggravated. This is not 
to neglect the need for security and community protection, but to indicate that these concerns may well 
be addressed in other more collaborative, community-based models. 

The group also felt that rigid boundaries, particularly financial restrictions and mandates, impair 
effective collaboration. While this problem is not exclusive to the juvenile justice system, the rigidity 
of sentencing and adjudication does stand in the way of collaborative activities at certain junctures 
unless care is taken to make the child the focus of attention rather than the needs or structure of the 
system. Inter-disciplinary collaboration and team-work must be emphasized to a much greater degree 
during both the assessment and intervention phases. 

Also addressed by the group was the absence of proper, thorough and comprehensive 
assessments and/or evaluations - particularly mental health evaluations. It was asserted that these 
assessments need to focus on the strengths of children and families as much as possible. As a result of 
the lack of credible and reliable assessments, least restrictive, and appropriate, services are used too 
infrequently. Related both to the general juvenile justice process and the absence of adequate screening 
or assessment is the potential of labeling (eg. arsonist, sex offender) which can stigmatize and contribute 
to over-use of "component, packaged" service programs, or exclude such youth from other, more 
appropriate services. A juvenile justice label often allows other systems to back out of viable plans by 
using the label as an excuse. 

The work group also raised the issue of early intervention, noting that it is largely absent, to 
the point that individual and social problems are being needlessly compounded. Lastly, the group 
observed that family involvement in the treatment process occurred too infrequently, and little respect 
is given to family and youth and their positions or wishes in the decision-making and treatment process. 
Further, youth are too infrequently involved in service decisions. 

Part 3: Recommended Actions 
The groups felt that there was one overriding recommendation that flowed from their discussion 

which was: 
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• Collaborative interventions must be developed and implemented in order to effectively 
meet the full range of needs presented by these youth and their families. 

Most of the other recommendations centered on strengthening and further elaborating on this 
primary need. These other suggestions included: 

• 

• 

• 

All collaborative interventions for children should emphasis the following principles: 

Child and Family Focused. All aspects of evaluation, treatment and service 
will be conducted in a manner which fully involves and empowers the family. 
Culturally Competent and Free-of-Gender Bias. All aspects of evaluation, 
treatment and service will be conducted in a culturally competent and culturally 
specific manner. In addition, these service elements will be free of sex-bias, 
and be sensitivity to differences in any sex-dependent service needs. 
Least Restrictive. All children and adolescents who experience a severe 
emotional disturbance and/or mental illness should receive services within the 
least restrictive, most normative environment that is clinically appropriate. 
Individualized. The population of interest is extremely varied with regards to 
the range of problems experienced, strengths possessed, and service challenges 
posed. Therefore, attention must be paid to the individualization of all aspects 
of evaluation, service planning, and implementation. 

Furthermore, all collaborative interventions for children should be structured to: 

Minimize En to' into the Juvenile Justice System: To the extent possible, youth 
must be diverted from the juvenile justice system. 
Minimize Stay in the Juvenile Justice System: For those who do enter the 
juvenile justice system, they must be removed from the juvenile justice system 
at the earliest opportunity. 
Emphasis Rehabilitation and Treatment: Rehabilitation and treatment must be 
adopted as the mission of central importance for the juvenile justice system for 
those youth who suffer severe emotional disturbance. This commitment to 
rehabilitation need not be in conflict with protection of the public interest 
regarding safety and security. 
Identify SED/MI Youth: Each and all SED/MI youth in the juvenile justice 
system must be identified through a mental health screening process. 

Finally, all collaborative interventions must provide individualized planning and service 
delivery in a manner which would ensure: 

Service Implementation: Services that are required to respond to the identified 
needs of youth and families must be implemented and provided. 
Flexible Service Dollars: Current funding structures must be modified to allow 
greater flexibility and discretion in how money is spent for 
purchase-of-services. 
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Service Accountability: Responsibility and accountability will be maintained 
through "no eject, no reject" policies, and, providing services and treatment as 
long as is necessary. 
Program Evaluation: Substantive funding must be allocated for careful process 
and outcome evaluation studies of innovative demonstration projects. 
Human Resource Development: Training, technical assistance, consultation and 
quality improvement must occur at the local service delivery level and across 
all governmental levels. 

Work Group Five: Cultural Competence 

Part 1: Chapter Summary - "Assessing the Mental Health Needs of Children and Adolescents of Color 
in the Juvenile Justice System: Overcoming Institutionalized Perceptions and Barriers. " 

The author's organizing premises are: 

1. Children and adolescents of color are overrepresented in the juvenile justice 
system, given their proportions in the overall U.S. population. 

2. Children and adolescents of color are underserved and/or inappropriately served by the 
mental health system. When services are received they tend to be in more restrictive 
settings within the mental health system, Le. state psychiatric institutions and/or long
term residential treatment centers. 

The author states that "the analysis of the literature and current practices suggest that there is 
an immediate and critical need to overhaul current policies and treatment approaches to juvenile justice 
offenders who are emotionally disturbed." She lists the following nine policy implications: 

1. The arbitrary nature of placement decisions based upon race and ethnicity must 
cease immediately; 

2. All children, regardless of other characteristics, need to be maintained in an optimal, 
safe, and therapeutic environment in order to reap the benefits (of that placement); 

3. Focus must be placed on culturally competent systems and personnel training; 
4. More attention must be given to establishing and developing community-based systems 

of care in urban, minority communities, with greater emphasis on prevention and early 
intervention; 

5. Better training of law enforcement and juvenile justice personnel is needed; 
6. Research and programs that build on the strengths and positive attributes of ethnic 

minority youngsters and communities of color must be undertaken; 
7. There must be greater involvement of ethnic minority communities in the identification 

of problems and the promotion of solutions (Le. importance of self-help and 
empowerment) ; 

8. More emphasis and greater commitment to diversion of ethnic minority youngsters at 
the front-end of the justice system instead of over-reliance on the nebulous 
"rehabilitative" aspects of confinement is needed; and, 

9. Better diagnostic assessment and evaluation tools that are reliable and culturally 
appropriate must be developed. 
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Part 2: Issues 
The work group organized their discussion of issues into a set of assumptions followed by a list 

of problems which exist across systems and communities. 

Assumptions: 
• Culturally insensitive services for mentally ill juveniles in the juvenile justice system 

are, by definition, inadequate services. 
• Racism and the stigma of poverty negatively impact every aspect of the effective 

delivery of services for mentally ill juveniles of color in the juvenile justice system. 
• An underlying goal of all system improvements is to minimize the contact of mentally 

ill youth of color with the juvenile justice system. 

Problems: 
1. Because of cultural stereotypes, youth of color are frequently not diagnosed or identified 

as being mentally ill. 
2. The juvenile justice system is over-represented with youth of color who are mentally 

ill. 
3. The stigma of racism and poverty negatively impact accurate diagnoses of mental 

illnesses. 
4. Inadequate understanding of cultural differences create fear and suspicion of minority 

youth among treatment providers. 
5. Youth of color and their families fear the juvenile justice system and, thus, are often 

unwilling to interact with this system. 
6. Minority youth tend to fulfill in their actual behavior the negative expectations placed 

upon them through racism and the stigma of poverty. 

Part 3: Recommended Actions 
The work group recommended the following actions: 

• Cultural competency training should be provided to all personnel who interact with 
mentally m juveniles in the juvenile justice system, as well as to families, teachers and 
those who set policy for this system. 

• Assessment instruments for juveniles entering the juvenile justice system must be 
culturally sensitive. 

• Prevention and early interJc:1tion initiatives for youth in the juvenile justice system must 
be culturally sensitive. 

• Mental health aspects of health care reform should reflect the special needs and 
concerns of youth of color. 

• Information concerning youth of color needs to be more widely disseminated for use by 
service providers, policy-makers, families and the general public. 

• Research and evaluation agendas need to reflect the special needs and concerns of youth 
of color. 
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SECTION II: NATIONAL POLICY ACTION PLAN 

Discussion and Background 
The entire group came together at the end of the national work session to hear the reports and 

recommendations of the smaller work groups. From these presentations and discussions came specific 
suggestions and recommendations to the National Coalition for the Mentally III in the Criminal Justice 
System. The recommendations were in the form of specific activities that the National Coalition might 
undertake to accomplish specific goals in its planning and to impact policy around its mission. 
Underlying these suggested activities were certain tenets that were discussed and agreed to by the 
majority of the work session attendees. These included: 

• Youth within the juvenile justice system suffering from serious emotional or 
neurobiological disorders shall be treated in a culturally competent manner and setting 
appropriate to their condition. 

• Youth suffer from severe, acute or chronic emotional, cognitive/behavioral, 
neurobiological and disorders which can co-occur with mental retardation and/or 
substance abuse disorders. 

• The first priority should be for those incarcerated juveniles who have been identified 
as being serious emotional disturbed, schizophrenic or having bi-polar disorders but that 
every youth suffering from mental illness or serious emotional disturbance should be 
treated in a setting appropriate to his or her condition and in a culturally sensitive 
manner. 

National Policy Context 
Given the above foundations, there was agreement that action policies developed by the National 

Coalition should be cognizant of major national policy arenas including the specific ones named below. 
The listing is not eXClusive, nor does it recognize every important federal or state agency, nationally 
based non-profit agency or association whose work may be critical to the mission of the National 
Coalition. 

An important arena is the growing discussion around national health care reform and attendant 
issues of alcohol, drug and mental health benefits, guaranteed right to treatment, mandatory screening, 
and minimal standards of service and funding flexibility. 

Another area of relevance is the reauthorization of the Juvenile Justice and Delinquency 
Prevention Act with the opportunities to fund prevalence and outcome studies, demonstration projects 
and specific training activities around critical juvenile justice issues. 

Other national policy arenas include Family Preservation legislation, juvenile justice issues 
identified in the Omnibus Crime bill, the Center for Disease Control and its ability to mount 
epidemiological studies, and the Office of Minority Health and its potential to examine the 
overrepresentation of youth of color in the juvenile justice system as well as examining links between 
health and mental health issues for minority youth. 

Also significant are Public Laws 99-660 and 101-639. In particular, P.L. 99-660 mandates state 
planning around children's mental health issues, and encourages the development of culturally 
competent systems of care for emotionally disturbed children. 
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A final, extremely important consideration, is the reorganization of the Alcohol, Drug Abuse 
and Mental Health Administration (ADAMHA), into a new services agency: the Substance Abuse and 
Mental Health Services Administration (SAMHSA). As part of this, the Research Institutes of 
ADAMHA, including the National Institute of Mental Health (NIMH), will transfer to the National 
Institutes of Health (NIH). NIMH has been a major partner in the struggle to identify and serve the 
mentally ill child through the auspices of Child and Adolescent Service System Program (CASSP). 
CASSP and NIMH funded technical assistance, demonstration projects, epidemiological and outcome 
studies and other training related activities have done much to help communities develop comprehensive 
systems of care and collaborative relations across agencies at the community level. 

Action Plan 
The group as a whole and several of the small work groups helped to identify the initial steps 

that should be taken as part of an overall action plan for the National Coalition for the Mentally III in 
the Criminal Justice System. These steps include the activities of lobbying, developing position papers 
and statements, encouraging and promoting nationally consistent standards in certain critical areas, 
promoting and encouraging activities supporting the Coalition's mission across levels of federal, state 
and local governments and agencies through training seminars, meetings and related activities, and 
creating a clearinghouse for names, bibliographies and organizations to become aware of each other and 
current activities for the population of mentally ill children within the juvenile justice system. More 
specifically, steps to be incorporated into the Coalition's Action Plan for responding to the needs of 
these youth are listed below. In addition to these specific actions, the group also suggested that the 
Coalition sponsor a follow-up National State Policy Meeting aimed at working with specific states to 
refine and implement the suggested actions. 

Activities on Standards 
• The Cc,tiition should work toward establishing a right to treatment in the least restrictive 

placement through state statute, case law and administrative regulations. 
• The Coalition should work toward developing a uniform, culturally sensitive screening device 

to assess all youth entering the juvenile justice system for mental illness. 

Lobbying Activities 
• The Coalition should lobby appropriate federal and state agencies for resources to guarantee that 

the right to treatment is met, including those resources necessary to insure appropriate 
screening, evaluation, treatment and aftercare for mentally ill children identified at various 
stages of the juvenile justice system process. 

• The Coalition should lobby appropriate federal and state juvenile justice and mental health 
agencies, either directly or through Congress, to allocate funding for research and demonstration 
projects regarding mentally ill youth in the juvenile justice system, including epidemiological 
studies and prevalence studies. 

• The Coalition should lobby Congress to include a focus on the mentally ill in the Juvenile 
Justice and Delinquency Prevention Act and demonstration projects. 

• The Coalition should work to influence state advisory groups on the allocation of Juvenile 
justice monies. 

• The Coalition should actively pursue support from foundations currently working with complex, 
multi-system children (e.g. Robert Wood Johnson Foundation, Annie E. Casey Foundation). 
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Public Positions/Training 
• The Coalition should take the position that any juvenile with mental illness should not be 

allowed to be waived into adult COlirt. 
• The Coalition should work with judges, probation officers and various mental health 

organizations to deve!0p culturally sensitive training regarding working with mentally ill 
juveniles. 

• The Coalition should work to identify appropriate state statutes to deal with children's rights. 
• The Coalition should work to develop state level advocacy groups to focus on the problems 

confronting this population of youth. 
• The Coalition should develop curriculum and sponsor technical assistance and training sessions 

around meeting the mental health needs· of youth involved with the juvenile justice system. 

SUMMARY 

The National Coalition for the Mentally III in the Criminal Justice System has embarked upon 
an important and critical task: to insure that children with severe emotional disturbance or mental illness 
in the juvenile justice system are identified, assessed and appropriately treated. The Action Plan 
recommendations above will go a long way toward providing the climate for change. 
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