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ABSTRACT  

 

Evaluating the Need for Mental Health Courts for Juvenile Offenders with Mental Illnesses  

 

Statement of the Problem 

 “Research shows that incarceration does not rehabilitate juvenile offenders”, which is 

why alternative forms of rehabilitation such as juvenile mental health courts are necessary 

(Makany-Rivera, 2010).  In the traditional juvenile court, justice officials may not always take 

the time to investigate the underlying causes of a youth’s criminal involvement.  When the 

underlying causes of criminal involvement are unidentified mental health issues, youth stand a 

greater chance of being processed and punished in a justice system that is not structured to meet 

their mental health or rehabilitative needs.  The United States Department of Justice found that 

“the mental health services typically available to youth in the juvenile justice system are often 

inadequate or simply unavailable” (United States Department of Justice, 2011; National Center 

for Mental Health and Juvenile Justice, 2014).  “Many young people with mental illnesses are 

unable to respond to the traditional juvenile justice model, either because their mental illnesses 

make it difficult to make appropriate decisions or to conform their behavior to required norms, or 

because traditional punishment may be counterproductive to their needs or treatment goals” 

(American Bar Association, 2011).   

Mental health disorders affect millions of youths, and present unique challenges for 

individuals struggling to live with mental illnesses.  Such challenges include difficulties in 

decision making, distorted thinking, and diminished understanding of right versus wrong.  All of 

which increases a youth’s likelihood of becoming involved in the juvenile justice system.  

Studies have consistently demonstrated that 65–70% of all youth with juvenile justice system 



 
 

involvement have a diagnosable mental health disorder (Bonham, 2006; Fazel, Doll, & 

Langstrom, 2008).  The inadequate and uneven delivery of mental health services to children and 

families in the juvenile justice system is a national crisis (National Council of Juvenile & Family 

Court Judges, 2000; Geary 2013).  Juveniles with mental health disorders are at an increased risk 

for victimization in detention centers, reoffending, and worsened mental health status, due to the 

limitations of the juvenile justice system to care for such youths.   

Investigations by the US Department of Justice has called into question the ability of 

many juvenile justice facilities to adequately respond to the mental health needs of the youths in 

their care (US. Department of Justice, 2005; Cocozza & Shufelt, 2006).  Many youths that are 

detained or placed in the juvenile justice system end up in the system simply because of a lack of 

community based service options (US House of Representatives, 2004; Cocozza & Shufelt, 

2006). Traditional juvenile courts lack key component necessary to effectively handles cases 

involving youths with mental illnesses such as; diversion programs, the use of scientifically 

reliable instruments for assessing youth’s mental health, nationwide criteria and uniformity in the 

treatment/care of juvenile offenders with mental illnesses, community based service options 

tailored for juveniles with mental illnesses, and continued support and monitoring from mental 

health professionals.  Youth with mental illnesses that are placed in detention instead of being 

diverted to juvenile mental health court may experience an “interruption in therapeutic services 

and medication already in place” and the result may cause trauma, depression, anxiety, 

difficulties adjusting to confinement, or worsen their mental health state (National Conference of 

State Legislatures, 2007).  Juveniles with mental illnesses should be referred to juvenile mental 

health courts where juvenile justice officials understand their unique challenges, can properly 

address their mental health needs and can develop treatment and aftercare plans that support 



 
 

rehabilitation, and teach accountability.  It is imperative that juveniles with mental illnesses have 

a juvenile mental health court in their state that is designed to address their specific mental health 

needs, along with the resources and qualified staff to support their rehabilitation and future 

success.   

 

Purpose of the Study 

“As children’s mental health issues have entered the spotlight in recent years, the juvenile 

court’s gross inadequacy as a guardian of child development and gatekeeper of treatment 

services has become clearer” (Geary, 2013).  The high number of youth involved in the juvenile 

justice system with mental health disorders is an issue of paramount concern, especially when 

considering the shortcomings of the juvenile justice system to sufficiently help such youth.  

“Raising awareness of mental health needs in the broader juvenile justice system presents a 

wider opportunity to improve the treatment of youths with mental disabilities in all juvenile 

courts” (Geary, 2013).  This research will argue the need for mental health courts for juveniles 

with mental illnesses, while highlighting the shortcomings of the traditional juvenile court in 

being able to successfully rehabilitate youth with mental illnesses.  Recommendations for best 

practices and effective programming components that will adequately address the needs of 

juveniles with mental illnesses will also be proposed.   

 

 

 



 
 

Significance & Implications of the Study  

Burris, Breland-Noble, Webster, and Soto (2011) found that juvenile mental health courts 

may provide a positive and effective alternative to incarceration for youths with mental health 

problems (Burris et al., 2011).  The significance of this study is the outline and recommendations 

for juvenile mental health courts for youths with mental illnesses.  This study could lead to the 

creation of a comprehensive guide for improving existing mental health courts, and for states 

looking to create juvenile mental health courts.   

 

Methods  

Government data and peer reviewed studies on juvenile offending, recidivism, and 

mental health, will highlight the prevalence of juvenile offenders with mental illnesses.  

Secondary research, such as scholarly articles will also be used to provide statistics and evidence 

to support the argument for the need for juvenile mental health courts.  The Office of Juvenile 

Justice and Delinquency Preventions’ Resource Guide for Practitioners for Screening and 

Assessing Mental Illness in Juveniles, will be a primary tool used to support the 

recommendations for mental health assessments for juvenile offenders.  Mental health screenings 

and assessments such as the Massachusetts Youth Screening Instrument- Second Version 

(MAYSI-2) and the Minnesota Multiphasic Personality Test-ii (MMPI-ii), will be reviewed to 

evaluate their potential effectiveness in assessing juveniles with mental illnesses.  Existing 

juvenile mental health courts and diversion programs will be reviewed to identify vital 

programming components, that can be incorporated into existing and future juvenile mental 

health courts and diversion programs for youths with mental illnesses.   



 
 

The Merced County Juvenile Behavior Court (California), Hamilton County 

Individualized Disposition Docket (Ohio), Juvenile Behavioral Diversion Program (Washington, 

D.C), Los Angeles County Juvenile Mental Health Court (California), and the Court for the 

Individualized Treatment of Adolescents (California) will serve as partial models of successful 

juvenile mental health courts, and will give support for recommendations for an ideal juvenile 

mental health court.  Additionally, the Mental Health Training Curriculum for Juvenile Justice 

Trainers (MHTC-JJ) will be reviewed to evaluate the potential/need for a nationwide training for 

juvenile justice officials.   

 

Contribution to the Field  

This study will contribute to the field of criminal justice by outlining best practices for 

future and existing mental health courts.  This study will also contribute to the field of criminal 

justice by raising awareness to the prevalence of victimization of youths with mental illnesses 

involved in the juvenile justice system, and the need for mental health treatment and 

rehabilitative services for youth with mental illnesses.  Additionally, this research can serve as an 

educational tool for juvenile justice officials working with juvenile offenders with mental 

illnesses.  

Anticipated Outcomes  

It is anticipated this study will demonstrate the need for juvenile mental health courts in 

every state. It is also anticipated this study will lead to improvements in the juvenile justice 

system as it relates to treatment and rehabilitation of juvenile offenders with mental illnesses.  

Additionally, this study will highlight the need for universal training for juvenile justice officials 

working with juveniles with mental illnesses.   
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SECTION I: INTRODUCTION  

Section I, briefly outlines the need for juvenile mental health courts; defines mental illness and 

juvenile mental health courts, provides an overview of the prevalence of mental illnesses in the 

juvenile justice system; provides an overview of the structure of juvenile mental health courts; 

and details the purpose of the research paper.  

 

 

Youth with Mental Illnesses  

Mental illness is defined as “any broad range of medical conditions (such as 

schizophrenia, obsessive compulsive disorder, or depression) that are marked by primarily 

sufficient disorganization of personality, mind, or emotions to impair normal psychological 

functioning and caused marked distress or disability that is typically associated with a disruption 

in normal thinking, feeling, mood, behavior, interpersonal interactions, or daily functions” 

(Merriam-Webster, n.d).  The most common mental illness among juvenile offenders are 

depressive disorders, anxiety disorders, behavioral disorders (Attention Deficit Hyperactivity 

Disorder, Oppositional Defiant Disorders), and psychotic disorders (Bipolar, Schizophrenia) 

Underwood & Washington, 2016).  The high prevalence of mental illness among juveniles 

involved in the juvenile justice system supports arguments for the need to create more juvenile 

mental health courts, so such youth can be connected to the appropriate resources and mental 

health services to address their needs.  

“The majority of youth coming into contact with the juvenile justice system have a 

diagnosable mental health disorder (approximately 65-70%), a rate three times higher than the 

general population of youth” (National Center for Mental Health and Juvenile Justice, 2014).  

Youth with mental illnesses are more likely to become involved in the juvenile justice system if 

the proper interventions are not in place.  “For a child with a mental illness a juvenile record 

serves as an additional punishment in a group already stigmatized by mental health status” 
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(Makany-Rivera, 2010).  The negative impact of having a juvenile record could exasperate a 

juvenile’s mental health state; lead to difficulties finding employment; lead to poor school 

performance; and increase the likelihood of reoffending.   

Juvenile Mental Health Courts  

The Juvenile Justice and Delinquency Prevention Act of 1974 was created with a goal of 

“diverting youth from the formal punitive processing of the adult system” (Underwood & 

Washington, 2016).  The juvenile justice systems goals of diversion and rehabilitation would 

eventually lead to the creation of a specialized court known as the juvenile mental health court, 

which youth with mental illnesses could be diverted to.  Juvenile mental health courts are 

“specialized courts that utilize a separate docket coupled with a team approach and regular 

judicial supervision to respond to individuals with mental illnesses who come into contact with 

the juvenile justice system” (Makany-Rivera, 2010).  One of the primary goals of juvenile mental 

health courts are to “protect the public while also preventing youth with mental illnesses from 

revolving in and out of the juvenile justice system which is not equipped to assist them” 

(Makany-Rivera, 2010).   

Referrals to juvenile mental health court occurs during the pre-adjudication stage, after 

adjudication, and as “an add-on for youth released from detention or residential facilities” 

(Burriss, 2011). Each court will establish their own eligibility criteria but most require youth to 

be under age 18, have a condition classified in the Diagnostic and Statistical Manual of Mental 

Disorders, 5th Edition (DSM-V), have no violent charges, and consent to the conditions 

established by the court.  Participation in juvenile mental health courts is voluntary; youth must 

have a current mental health diagnosis or be highly likely to be diagnosed with a mental illness; 
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youth must provide consent from a parent/guardian, and satisfaction of all court conditions 

usually results in pending charges being dismissed.  

 Most juvenile mental health courts utilize screening and assessment tools to identify and 

diagnoses mental illness in youths.  After the screening and assessment process participants 

receive an individualized treatment plan tailored to address their mental health needs and 

criminal behavior.  Youth are also typically required to undergo drug testing; attend regular 

status hearings; and adhere to an aftercare plan (Council of State Governments, 2003).  Many 

juvenile mental health courts also provide incentives and rewards for adhering to the treatment 

and aftercare plans and any other conditions set by the court (Council of State Governments, 

2003).   

Juvenile mental health courts utilize a multidisciplinary team approach and wraparound 

method.  A multidisciplinary team approach allows for juvenile justice officials and mental 

health professionals to openly communicate, collaborate, share information, coordinate mental 

health services, and create and implement treatment and aftercare plans for juveniles.  “Burns 

and Goldman (1999) defined wraparound as a philosophy of care that includes a definable 

planning process involving the child and family that results in a unique set of community 

services and natural supports individualized for that child and family to achieve a positive set of 

outcomes” (Burns & Goldman,1999; Underwood & Washington, 2016) The wraparound method 

incorporates the family into the rehabilitation of the youth by educating a juvenile and their 

family about the youths mental illness, teaching parents how to advocate for their child, and 

directing family members to the appropriate agencies to receive counseling and other services 

(Makany-Rivera,2010).  Additionally, juvenile mental health courts operate under the therapeutic 

justice model; “a problem-solving model which includes the use of collaborative law, 



4 
 

preventative law, holistic law, intervention, humanization, rehabilitation, and transformation” 

(Cusak, 2014).  “The principles of therapeutic justice encourage increased sensitivity to youth’s 

mental health needs in courtroom procedures” (Geary, 2013)   

SECTION II: LITERATURE REVIEW 

Section II highlights the literature and data that exists on the inadequacies of the traditional 

juvenile court to handle cases involving juveniles with mental illnesses; offending and recidivism 

data of juveniles with mental illnesses; and a review of existing mental health courts and 

diversion programs. 
 

A New Focus Emerges with the Creation of Juvenile Mental Health Courts  

It wasn’t until around the mid-1900s that researchers began focusing on the psychological 

development of juveniles, and how that brain development might affect involvement in criminal 

activity.  This new information caused criminal justice officials to take notice, and reevaluate 

how the juvenile justice system could better help youths with mental health issues.  On February 

14, 2001, The Court for Individualized Treatment of Adolescents (CITA) was established in 

Santa Clara County, California.  The primary goals of juvenile mental health courts are to; 

address the underlying mental health issues that lead to juvenile criminality; hold juveniles 

accountable for their actions; and reintegrate them into society.  Studies have shown “juvenile 

mental health courts consistently offer numerous benefits to youth including reduced recidivism 

rates, the provision of effective treatments, facilitation of involvement in community mental 

health services, and the encouragement of family participation in treatment” (Burriss, Breland-

Noble, Webster, and Soto, 2011).  Unlike traditional juvenile courts mental health courts are 

voluntary, which promotes accountability and commitment to the rehabilitation process. 
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Lack of Mental Health Services  

The lack of mental health services available for youth in the juvenile justice system is 

concerning, because without services to address their mental health issues, the likelihood of 

youth with mental health issues continuing to engage in criminal activity is high.  Providing 

mental health services is not a primary concern of the traditional juvenile court.  Traditional 

juvenile courts often don’t prioritize the deliverance of mental health services, collaboration with 

community agencies and resources, and the courts lacks a team approach that includes the input 

of mental health professionals.  If traditional juvenile courts can’t meet the needs of youth with 

mental illnesses then it creates an environment that is counterproductive to the juvenile justice 

systems goal of rehabilitation.  Lack of mental health services in residential services in 

residential and detention facilities is also an issue.  

“A nationally representative survey of over 7,000 incarcerated youth demonstrated the 

majority of residential facilities are ill prepared to adequately address the needs of youth in their 

custody” (McPherson & Sedlak; National Center for Children in Poverty, 2011).  The Office of 

Juvenile Justice and Delinquency Prevention created The Survey of Youth in Residential 

Placement, which gathers information from youth who are currently in custody of the juvenile 

justice system.  The report “describes youth’s emotional and psychological needs, substance 

abuse problems, medical needs, and educational status as well as the relevant services they 

receive in custody” (Office of Juvenile Justice and Delinquency Prevention, 2010).  The survey 

found 88% of youth in residential placement are not receiving therapy from a mental health 

professional (Office of Juvenile Justice and Delinquency Prevention, 2010).  It is imperative that 

professionals with the proper training are providing mental health services to ensure juveniles are 

getting the help they need to address their mental health issues. 
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Studies have found that many detention centers do not have appropriate mental health 

screenings and assessment tools.  “45% of youth are incarcerated in facilities that don’t screen all 

new youth in 24 hours; and 50% of youth are in detention facilities that don’t provide mental 

health evaluations for all juveniles” (McPherson & Sedlak; National Center for Children in 

Poverty, 2011).  Research also shows that detention centers that have access to mental health 

services are not utilizing those resources.  “Among youth with a documented mental health issue 

that are incarcerated in residential placement, 47% have not me with a mental health counselor” 

(McPherson & Sedlak; National Center for Children in Poverty, 2011).   

 

Treatment of Juveniles with Mental Illnesses in Detention Centers  

 “Approximately 40-80% of incarcerated juveniles have at least one diagnosable mental 

health disorder” (Underwood & Washington, 2016).  Many youths in the system are not 

identified with having a mental disability due to lack of mental health screening and assessments 

as juveniles entered the system.  The Department of Justice conducted investigations and found 

mental health services throughout the juvenile justice system are inadequate or not available 

(United States Department of Justice, 2011; National Center for Mental Health and Juvenile 

Justice, 2014). Juvenile detention centers have become the place where many youths with mental 

illnesses end up for various reasons. “Insufficient care for those juveniles actually diagnosed 

with a mental illness led to an increase in violence among juveniles in placement facilities and in 

juvenile halls who suffered from an untreated mental illness” (County of Los Angeles Probation 

Department, 2000; DiGiovanni, 2002).   But, juvenile offenders with mental illnesses is not a 

new phenomenon, which is why the inability of detention centers to accommodate youth with 

mental illnesses is unacceptable.    
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“Youth with significant mental and emotional disorders can be vulnerable to abuse and 

exploitation by others while incarcerated and more prone to experience adverse consequences of 

confinement” (Coalition for Juvenile Justice, 2001; National Center for Mental Health and 

Juvenile Justice, 2014).  “Incarceration of youth has been found to increase the rate of antisocial 

activity and raise the level of offending for some youth” (National Juvenile Justice Network, 

2009; National Center for Mental Health and Juvenile Justice, 2014).  Youth who suffer from 

mental illnesses face an even greater barrier as compared to youth who do not have mental 

illness when attempting to adjust to life in confinement.  “Poor adjustments can have a negative 

impact on behavior, discipline, and a youth’s ability to participate in available program 

components designed to address mental health, emotional, physical, and academic needs” (Office 

of Juvenile Justice and Delinquency Prevention, 2004).  When youth are placed in confinement 

they are not receiving access to the psychological care they need to address their mental health 

needs.  Odgers, Burnette, Chauhan, Moretti, & Reppucci (2005) state; “given the complex 

mental health needs that incarcerated youth present it is unlikely that the current structure of the 

juvenile justice system will be able to respond to their treatment needs” (Odgers, Burnette, 

Chauhan, Moretti & Reppucci, 2005).   

“The prevalence of psychiatric disorders among those detained in the juvenile justice 

system is 50-75%” (Geary, 2013).  Detention center staff often lack adequate training on how to 

handle youth with mental illnesses such as psychiatric disorders.  When staff are inadequately 

trained the chances of victimization by detention staff and other juveniles increases.  

Victimization can exasperate a youth’s mental health state, and lead to trauma which can have 

lifelong negative effects.  Youths may also be placed in solitary confinement if detention staff is 

not adequately trained on how to handle a juvenile with mental health disorders.  Detention staff 



8 
 

may believe a youth with a mental health disorder is being blatantly defiant, when in actuality 

they may be experiencing a manic episode if they are bipolar, for which they would be less likely 

to control their actions and follow directives from others.  Many people argue that solitary 

confinement is cruel and unusual punishment, and as such it should not be a place where youth 

with mental illnesses are placed simply because detention center staff lack the essential training 

to deal with such youth.  The justice system must not allow for such bad practices towards 

mentally ill offenders to continue, because it is detrimental to the safety, physical, mental, and 

emotional wellbeing of the juvenile.  Placing youth with mental illnesses in detention should be 

avoided if possible, and youth should be diverted to juvenile mental health courts where a 

treatment plan can be created to address their mental health needs and causes of criminality.  

 

Recidivism of Juveniles with Mental Illnesses 

Research shows that youth with mental illnesses are more likely to offend and reoffend as 

compared to their counterparts without mental illnesses (Underwood & Washington, 2016). 

Research on recidivism among youth who juvenile mental health court participants is limited, to 

date only three significant studies have been conducted.  Behnken, Arredondo, and Packman 

(2009) conducted a study to determine if the components and structure of the Court for the 

Individualized Treatment of Adolescents (CITA) were linked to reduced recidivism for juvenile 

offenders.  From 2007 to 2008 data was gathered on 64 youths involved in CITA, based on 

offenses committed within a 12-year period.  “Data detailed the demographic and criminal 

offense history of the juveniles from first arrest until they graduated from the program or aged 

out of the system at age 18” (Behnken, Arredonodo, Packman, 2009).  67.42% of participants 

were male, 34% were Caucasian, the mean year of education was 9th grade, and bipolar disorder 
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was one of the most common psychiatric disorders (Behnken, Arredonodo, Packman, 2009).  

Researchers found after juveniles participated in CITA the average number of offenses they 

committed were significantly lower.  Significant reductions in recidivism were noted for violent 

crimes, theft, and vandalism, and automobile theft.  Researchers contribute decreased recidivism 

to the “multidisciplinary team treatment approach, with individually tailored interventions” 

(Behnken, Arredonodo, Packman, 2009).   

A study by Heretick and Russell (2013) examined recidivism among 81 youth in 

Colorado’s First Judicial District Mental Health Court from 2005 to 2011, with 133 youth in the 

Court for the Individualized Treatment of Adolescents (CITA) in California from 1996-2008.  

Data was obtained from case files and computer databases for each of the participants.  

Demographic data shows; on average youth in the Colorado juvenile mental health court were 

younger (mean age 14), 72% of youth in the Colorado juvenile mental health court were males, 

66% of youth in the California juvenile mental health court were males, whites represented the 

largest number of juveniles in juvenile mental health court for both groups, and most youth 

received multiple mental health diagnoses (Heretick & Russell, 2013).  Researchers found that 

the majority of youth did not reoffend during the time they were active in the juvenile mental 

health court, and there was no significant difference in recidivism rates between juveniles in 

Colorado and California’s juvenile mental health court.  Researchers also found youth that were 

active in Colorado’s juvenile mental health court had higher recidivism rates when compared to 

youth on minimum, medium, and maximum level probation.  Research also found; participants 

in the California and Colorado juvenile mental health courts showed declines in violent acts and 

property offenses while they were active and after completion of the juvenile mental health court 

(Heretick & Russell, 2013).  The findings of the study indicate that similarly structured juvenile 
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mental health courts can have a significant impact in reducing recidivism for juveniles while 

involved with the juvenile mental health court and one-year post release.  

Makany-Rivera (2010) conducted an evaluation on three juvenile mental health courts 

and one diversion program (which operates very similarly to a juvenile mental health court) in 

Texas; Travis County COPE Program, El Paso Special Needs Diversionary Program, the Harris 

County Juvenile Mental Health Court, and the Bexar County Crossroads Court Program.   

Bexar County Crossroads Court Program (Juvenile Mental Health Court): In March 2009, the 

Bexar County Crossroads Court Program opened its doors for the first time to address at risk 

behavior and mental health needs of girls ages 12 to 15 years old.  Since opening in 2009, 10 

girls successfully completed the program; as of August 11, 2010, 12 girls had nearly completed 

the program; and nine girls were kicked out of the program for not adhering to program 

guidelines (Makany-Rivera, 2010).   

Travis County COPE Program (Juvenile Mental Health Court):  The COPE program began 

servicing the youth in Travis County in 2007.  From 2007 to September 2010, 194 youth 

participated in the program, and 65.2% of juveniles did not recidivate as a juvenile or adult 

(Makany-Rivera, 2010).  In 2008 the program serviced 55 youth, 69% did not recidivate, 38 out 

of 55 completed the program (Makany-Rivera, 2010).  “The success rate for COPE participants 

in 2009 was 82% with a recidivism rate of 33%” (Makany-Rivera, 2010).  Makany-Rivera 

(2010) found the recidivism rate for participants from the COPE program was significantly lower 

when compared to participants who completed the El Paso Special Needs Diversion Program 

(for mentally ill juveniles) (Makany-Rivera, 2010).   
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El Paso Special Needs Diversionary Program (Juvenile Diversion Program): Approximately 

5,777 juveniles in El Paso are eligible for mental health services, and an estimated 1,322 (24%) 

have access to mental health services (Institute for Policy and Economic Development at the 

University of North Texas, 2008; Makany-Rivera, 2010).  The El Paso Special Needs 

Diversionary Program began in 2007.  In 2009, 78% of participants were Latino, the majority 

were males, the average age was 16 to 17 years old, and 36% had disruptive behavior disorders 

(Makany-Rivera, 2010).  Since June 30, 2008 the Special Needs Diversionary Program served 34 

juveniles, the completion rate for 2007 was 57.14%, 83 % in 2008, 88 % in 2009, and 77% in 

2010 (Makany-Rivera, 2010).  The recidivism rates for participants in 2008 was 16%, 17 % in 

2009, and 16% in 2010 (Makany-Rivera, 2010). 

Harris Court Juvenile Mental Health Court:  Approximately 229,055 youth in Harris County 

had a diagnosable mental health disorder in 2008; and approximately 10,000 out of 16,000 in the 

juvenile probation department had a diagnosable mental health disorder (Substance Abuse and 

Mental Health Services Administration, 2008; Houston and Harris County Joint City/County 

Commission on Children, 2009; Makany-Rivera, 2010).  Since the Harris County Juvenile 

Mental Health Court began on February 3, 2009, most participants were identified with having 

affective disorders (major depressive, mood, bipolar, dysthymic disorders).  The recidivism rate 

of participants in 2010 was 33%.  
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Overview of Mental Health Courts 

Merced County Juvenile Behavioral Court  

The Merced County Juvenile Behavioral Court is a “court supervised programs for 

minors with mental illnesses, with a goal of providing the resources, tools, and care to keep 

youth in school, out of trouble, and in their home” (Superior Court of California County of 

Merced, 2016).  The Merced County Juvenile Behavioral Court began in 2012 with 9 

participants, and it has grown immensely since inception, and it will accept a caseload of 20 

participants at a time.   

After youth receive a variety of screenings, and a mental health diagnosis is confirmed, 

participants will begin stage one of the five stage treatment plan.  Phase one lasts for three 

months, and consist of; one circle of support group per week; one support group per month; one 

meeting with the probation officer per week; one weekly meeting with the mental health 

counselor; court hearings twice per month; and random drug testing.  Phases two, three, and four, 

are sixty days, and juveniles follow the same schedule as they did in phase one, with the addition 

of an additional circle of support group and probationary meeting per month.  The last step in the 

program is aftercare which last for 90 days, but it is voluntary unlike many other mental health 

courts aftercare programs.  If participants agree to participate in the aftercare program they will 

receive and individualized aftercare treatment plan; one support group session per week; one 

session with the mental health counselor per month, random drug testing; and court appearance 

as required by the judge.  Like many other juvenile mental health courts there is a collaborative 

team approach, and “a wraparound learning model in which the behavioral health team, families, 

and youth will receive development to promote wellness, recovery and resiliency” (Merced 

County Department of Mental Health, 2010).   
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Hamilton County Individualized Disposition Docket  

The Hamilton County Individualized Disposition Docket (HCIDD) opened in Hamilton County, 

Ohio in February 2004.  To be accepted into HCIDD a “juvenile must be between the ages of 12 

and 17 years old, have an identified primary caregiver, be at risk of out-of-home placement, must 

not require residential placement, and may not be in custody of Hamilton County Job and Family 

Services” (National Center for Mental Health and Juvenile Justice, 2005).  Youth do not have to 

accept a guilty plea, but they must be adjudicated delinquent to be accepted into HCIDD.  

HCIDD is overseen my magistrates that are specifically designated for the mental health court.  

HCIDD uses a community collaborative model which utilizes resources in the community, and 

partners with community agencies, to provide a wealth of services necessary to facilitate growth, 

accountability, and rehabilitation in youth.  “The model focuses on the provision of assertive, 

comprehensive psychiatric interventions designed to assist and empower the family in achieving 

individualized goals which are tailored to meet their needs, thus eliminating the risk of out of 

home placements or other court sanctioned dispositions” (Hamilton County Juvenile Court, 

2014).  Ideally juveniles would be involved in HCIDD for three months, but the average time in 

HCIDD is six and a half.  In 2014, 27 youth were accepted into HCIDD, 13 were discharged 

from the program, and 54% graduated from the program (Hamilton County Juvenile Court, 

2014).   

HCIDD uses the Massachusetts Youth Screening Instrument- Second Version (MAYSI-

2) to screen juveniles for mental illnesses, and determine eligibility for the mental health court.  

After the MAYSI-2 determines a youth does have a mental illness that is on the list of eligible 

disorders they will be accepted into the program, and a clinical psychological evaluation and a 

family assessment is conducted.  “Youth participating in HCIDD receive intensive home and 
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school based and strength based behavior management, psychiatric services, and comprehensive 

support services through a community treatment provider” (National Center for Mental Health 

and Juvenile Justice, 2005).  HCIDD strives to establish lasting connections with community 

treatment providers, which will aid in transitioning juveniles back into the community.  

Juvenile Behavioral Diversion Program (Washington, D.C)  

The Juvenile Behavioral Diversion Program opened in 2011 in Washington D.C.  It is a 

juvenile mental health court that “provides intensive case management to youth in the juvenile 

justice system who have serious mental health issues and links youth with appropriate 

community based mental health services and support” (Superior Court of the District of 

Columbia, 2014).  The program also targets status offenders and offers them an opportunity to 

participate in the program so they can avoid further formal involvement in the juvenile courts.  

Some of the goals of the program are; connecting juveniles with appropriate mental health 

services; strengthening communication and parental involvement in a juvenile’s life; and 

reducing the reoffending rate (Superior Court of the District of Columbia, 2011).   

For a youth to participate in the Juvenile Behavioral Diversion Program they must be 

under age 18; have an existing Axis I diagnosis (non-severe mental health issues), or be likely to 

receive an Axis I diagnosis.  Youth who have not entered a plea are assigned to track one, youth 

that are in the pre-disposition phase are assigned to track two, and track three is designed for 

youth “post-disposition or after a motion to provoke probation has been filed” (Superior Court of 

the District of Columbia, 2014).  Track three also “requires participants be placed on probation 

with participation in the Juvenile Behavioral Diversion Program as a condition, and if the 

juvenile completes the program their probation program may be terminated early” (Superior 

Court of the District of Columbia, 2014).  Like many other juvenile mental health courts, a 
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multi-disciplinary team approach is employed to provide youth with access to a variety of 

community based services.  Each youth will receive a treatment plan which will include mental 

health services, counseling, educational support, weekly team meetings to monitor progress, and 

regularly scheduled court visits to monitor progress and adherence to treatment plans.  During 

the first year of operation “the re-arrest rate of participants was 11% compared to a re-arrest rate 

of 40% on the regular juvenile court calendars and 60% nationally (District of Columbia 

Government, n.d).   

Los Angeles County Juvenile Mental Health Court  

The Los Angeles County Juvenile Mental Health Court began servicing youthful 

offenders with mental illnesses in 2001.  To be eligible for participation in the juvenile mental 

health court youth must have an Axis I or Axis II disorder.  Axis II disorders are developmental 

and personality disorders, and all other mental disorders are classified in the Axis I category 

(Fort Burke, n.d).  The Los Angeles County Juvenile Mental Health Court has a Juvenile Mental 

Health Court Services Team which handles the preliminary work most juvenile mental health 

court teams would handle, and serves as a liaison for the juvenile mental health court.  Some of 

the responsibilities of the Juvenile Mental Health Court Services Team are; “obtaining mental 

health records of juveniles; assessing youths current mental health needs; evaluating if current 

mental health services are benefiting youth; making recommendations for new mental health 

services; and assisting the courts in determining when mental health evaluations would be useful 

and what type of evaluations should be conducted” (Superior Court of California County of Los 

Angeles, n.d).   

Unlike many other juvenile mental health courts, the Los Angeles County Juvenile 

Mental Health Court does not exclude youth based on their charges.  They evaluate every 
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juvenile, determine the ability of the court to rehabilitate the youth, and then make a decision on 

admission.  Like most juvenile mental health courts, the Los Angeles County Juvenile Mental 

Health Court utilizes a multidisciplinary team approach consisting of; the judge, district attorney, 

public defender, Department of Mental Health psychologist, school liaison, probation officer, 

and psychiatric social worker (Superior Court of California County of Los Angeles, n.d).   

Most youth are referred to the juvenile mental health court post-adjudication.  Youth are 

screened by a psychiatrist from the University of California Los Angeles.  After the screening 

and assessment results are interpreted, the team will create a treatment plan for the youth which 

includes mental health services, medications, counseling, and short term and long terms goals 

(National Center for Mental Health and Juvenile Justice,2005).  “The court typically has an 

active caseload of 70 youth, but at its peak the court has had a caseload of 90 youth” (Superior 

Court of California County of Los Angeles, n.d).  While many participants of the juvenile mental 

health court are “temporarily detained in juvenile detention, most reside in group homes or with 

their family during their participation in the court” (National Center for Mental Health and 

Juvenile Justice, 2005). Youth that agree to participate in the juvenile mental health court will be 

enrolled for a minimum of two years.  “Participants are monitored through formal delinquency 

court reviews every six months” or as often as necessary.  Incentives are offered to juveniles to 

reward good behavior and compliance to guidelines established by the court. If youth satisfy the 

requirements of the court pending petitions are dismissed.  

Court for the Individualized Treatment of Adolescents  

The Court for the Individualized Treatment of Adolescents (CITA) in Santa Clara 

County, California was the first juvenile mental health court in the United States, opening its 

doors on February 14, 2001.  The mission of CITA is to “treat minors in delinquency court who 
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suffer from serious mental illness while keeping the minor and community safe, and treat the 

underlying causes of criminal behavior in an attempt to keep young mentally ill persons from 

becoming institutionalized and from becoming adult criminals” (California Government, 2010).  

CITA places an emphasis on rehabilitation, accountability, and restorative justice.  “CITA has 

several goals including; increasing public safety, reducing recidivism, increasing treatment 

engagement and increasing effective use of existing community resources” (Cocozza and 

Shufelt, 2006; Office of Juvenile Justice and Delinquency Prevention, 2010).   

Most CITA participants reside in their home.  Serious offenders that are incarcerated but 

agree to participate in CITA will be released and placed on electronic monitoring until they have 

satisfied the conditions established by CITA and the probation department (Geary, 2013).  “The 

goals of CITA are child-center and individualized, and the CITA team believes each minor can 

succeed despite minor setbacks, shortcomings, and plummeting performance” (California 

Government, 2010).  A youth may be removed from CITA if they are not “demonstrating a 

willingness to participate in psychological counseling, comply with prescribed medication 

regiments, and exhibit a generally positive attitude” (Geary,2011).   

There are 10 steps in the CITA program a youth must complete before they graduate.  

The first step for juveniles to enter the CITA program is admitting to the allegations, and 

voluntary consent to participate in the program.  The second step is referral of the juvenile case 

to the CITA court, where a judge will review the case and set a dispositional (sentencing) 

hearing.  Next the judge will (1) “order a complete jurisdictional probation social study then (2) a 

forensic psychological evaluation that includes a Diagnostic and Statistical Manual of Mental 

Health Disorders 5th Edition (DSM-V) assessment to be completed prior to the CITA screening 

team meeting date” (California Government, 2010).  The third step is determining eligibility for 
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participation in CITA.  Youth accepted into CITA are between the ages of 14 and 17 years and 6 

months, have no violent offenses, and have at least one mental illness. If a youth is accepted into 

CITA some of the responsibilities of CITA are; medication assessment, crisis intervention, 

periodic comprehensive mental health evaluations, and post permanency case management plan 

from probation.  Step four involves the psychiatric assessment by a psychiatric social worker 

from the Department of Mental Health whom will diagnose and/or rule out mental disorders 

identified in the DSM-V.   

Step five is the screening team suitability finding.  CITA will not accept juveniles with 

the following disorders; conduct disorder, oppositional defiant disorder, impulse control 

disorder, adjustment reactions, personality disorders and similar disorders (California 

Government, 2010).   CITA will only accept juveniles with the following disorders; brain 

conditions with a genetic component (major depression, bipolar disorder, schizophrenia, severe 

mood or anxiety disorders, severe ADHD), developmental disorders (pervasive developmental 

disorder, mental retardation, autism), organic brain syndromes (severe head injury, severe 

cognitive deficit, degenerative diseases of the brain), and fetal alcohol syndrome (California 

Government, 2010).     The screening team also checks the home life of the juvenile, their 

support system, and if CITA can adequately address the youth’s needs.  Step six is acceptance 

into the CITA program.  After the previous stages are completed a juvenile is either granted 

acceptance into CITA or denied.  If a youth is denied acceptance into CITA they will remain 

under jurisdiction of their probation officer, and be referred to juvenile court for reevaluation and 

disposition.  After being accepted into CITA youth will undergo psychological, behavioral, 

educational, social, and family assessments.  CITA uses the Diagnostic Interview Schedule for 
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Children (DISC) to assess the mental health issues of youth, which allows staff to create 

treatment plans and identify resources to help rehabilitate youth.   

Step seven is the multidisciplinary teams pre-court review.  Each youth has a 

multidisciplinary team that works to ensure their success while enrolled in CITA and after 

completion of CITA.  The multidisciplinary team consists of; two mental health clinicians, two 

CITA probation officers, CITA probation supervisor, three to five juvenile civil advocate 

attorneys, deputy district attorney, and the presiding judge.  There is also a family 

multidisciplinary team which is designed to facilitate open communication between all parties on 

matters pertaining to the success of the juvenile while in the CITA program and after completion.   

Each juvenile in CITA will have a probationary report (mandated by state law) that is prepared 

by the probationary officer.  Some information the report must include are; lists of medications, 

DSM-V diagnosis, input from school teachers, type of counseling and services, youth’s behavior 

in the community and at home, and recommendations for court orders.   

Step eight is the Parte review.  Every second and fourth Wednesday juveniles in CITA 

and multidisciplinary team members are required to report to court for a Parte review.  The 

purpose of the Parte review is to discuss and celebrate the accomplishments of the juvenile.  

Everyone present may speak during the Parte review; “attorneys may bring motions or make 

requests, input is received from the minor and their family, and the judge makes appropriate 

orders” (California Government, 2010).  What sets CITA apart from other juvenile mental health 

courts is if a juvenile or one of their parents fail to show up for court a bench warrant can be 

issued for their arrest.  Step nine is frequent Parte reviews to provide youth with consistency and 

to address any changes that have occurred or any adjustments that need to be made for the youth.   
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The tenth and last step of the CITA program is graduation.  “The goal is to graduate the 

minor from CITA as quickly as reasonably possible” (California Government, 2010).  CITA 

aims to employ youth with the skills, education, counseling, and mental health services necessary 

so they can return to society and be law abiding citizens.  After graduation from CITA a juvenile 

is no longer on probation and their and court orders are terminated.  “Graduation from CITA 

occurs when the minor is; connected with the appropriate mental health services and community 

supports; stabilized and has an individualized treatment plan in place; attending school, working, 

or in vocational school; not a danger to self or others; free of new law offenses and probation 

violations for four months; receive at least three consecutive CITA reviews; and the CITA team 

agrees it is appropriate for the juvenile to graduate” (California Government, 2010).   

CITA is considered a model juvenile mental health court because of its design and record 

of success in reducing recidivism.  In 2008, CITA received the Best Practices award from the 

Council on Mentally Ill Offenders.  In the first year the program began there were 43 juveniles 

enrolled.  After graduation from CITA none of the participants committed a new offense, and 

only 7% had a probation violation (Kadandale, 2008; Burriss et al., 2011).  “In addition, during 

the first six years of program implementation, CITA received over 700 referrals from which 200 

youth were accepted into the program, 101 graduated, and 93 remained crime free one-year post 

graduation” (Loftus & Arredondo, Burriss et a., 2011).   CITA has had a positive impact on the 

youth it serves in Santa Clara County, the “recidivism rate was lowered to as low as 7% 

(compared to the 25% recidivism rate for the general juvenile population) (Davilla, 2002; 

California Department of Health Care, n.d).    

A study by the Office of Juvenile Justice and Delinquency Prevention examined 

recidivism rates of 64 CITA participants.  Researchers compared the number and type of 
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offenses committed by juveniles 18 months before they began CITA to offenses committed 23 

months after graduation from CITA.  “Data showed before involvement with CITA, 99% of 

program graduates had recidivated at least once while on traditional probation” (Office of 

Juvenile Justice and Delinquency Prevention; 2010).  Results also indicated that involvement in 

CITA led to reductions in violent offenses, and involvement in CITA led to more positive 

outcomes for youth (Office of Juvenile Justice and Delinquency Prevention, 2010).   

Denton County Juvenile Mental Health Court SOAR Program 

SOAR was established in 2016, to help juveniles with mental illness who have come into contact 

with the juvenile justice system.  The purpose of SOAR is “to serve the needs of children who 

are at risk of being removed from their homes due to mental health issues that result in behaviors 

that make them unmanageable in their home or and/or community environments” (Denton 

County Government, 2016).  The goal of SOAR is “to reduce delinquency, increase offender 

accountability and rehabilitate juvenile offenders through a comprehensive, coordinated 

community based juvenile probation system that involves the entire family dynamic” (Denton 

County Government, 2016).  SOAR places an emphasis on bringing the necessary services into 

the homes of the juveniles in need while addressing delinquent behavior and mental health 

issues, and strengthening family dynamics.  By addressing these core areas SOAR aims to “keep 

juveniles in their home, reduce their risk of being removed from the home, and lessen the risk of 

recidivism, thereby keeping the community safe (Denton County Government, 2016).  

To participate in SOAR a juvenile must be; post adjudication, between the age of 10 to 

17, have a DSM-V diagnosis, and an IQ of 70 or greater.  The requirement of an IQ level above 

70 is unique to SOAR, as most juvenile mental health courts don’t deem IQ level a factor that 

should eliminate someone from benefiting from the services of the mental health court (except in 
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the case of severe mental impairment.  Youth with a diagnosis of obsessive compulsive disorder, 

conduct disorder, attention deficit hyperactivity disorder, and juvenile sex offenders, are not 

eligible to participate in SOAR.   

There are nine essential program characteristics of SOAR; (1) “an integrated treatment 

and service approach in processing cases by utilizing a psychiatric evaluation, a psychological or 

behavioral health assessment, and a substance abuse screening; (2) non-adversarial approach 

with participants by including prosecutors and defense attorneys, which will ensure due process 

rights and protection for the public; (3) program staff will strive for early identification of 

program participants who are eligible; (4) within two days after placement in the program, 

participants will have a developed treatment plan for appropriate mental health treatment with 

services beginning the same week of acceptance; (5) participants will attend mental health court 

bi-weekly or monthly depending upon their phase in the program; (6) through intensive mental 

health treatment and services SOAR will provide opportunities for participants who are at risk 

for out of home placements to remain in the community and avoid further re-offending and avoid 

further court sanctions; (7) output measures and monitoring will be done for each phase of the 

program and recidivism rates will be measured; (8) program staff will continue to participate in 

interdisciplinary training and continuing education to promote effective program planning and 

services; (9) program staff will work closely with juvenile justice, mental health, and community 

programs to provide appropriate services and referrals to participants and their families” (Denton 

County Government, 2016).  

Juveniles must go through a six-step screening process to be accepted into SOAR.  Step 

one is the inquiry/referral stage, where the referring lawyer or agency fills out the SOAR referral 

form, which is then forwarded to the mental health coordinator and prosecuting attorney.  During 
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the second stage, the prosecuting attorney and mental health coordinator will review the case and 

the prosecuting attorney will decide if the juvenile should be accepted.  Step three is the 

screening process which involves completing the necessary paperwork for evaluations and 

scheduling an interview with the probation officer.  Step four is the mental health evaluation.  

Step five is the collaborative review, when the mental health court report is drafted and 

presented, and a final determination on acceptance into SOAR is made.  Step six involves the 

juvenile entering a plea with the court and requesting admission to the program.  

After the acceptance stage, there are three program phases in SOAR.  Phase one is the 

orientation phase which lasts for 30 days.  During the orientation phase participants will have bi-

weekly court reviews, therapeutic services for a minimum of one hour per week, case 

management services for a minimum of one hour per week, two meetings with the probationary 

staff, one hour per week of cognitive behavioral group interventions, mandatory meetings that 

focus on family suitability, and SOAR staff will frequently review each juveniles case and 

develop a treatment plan.  Phase two occurs during months two to four and is known as the 

stabilization phase.  During this phase participants have the same schedule as they did in phase 

one, the only change is the mandatory meetings will cover updates for treatment plans, transition 

planning, and staff review of the juvenile’s case.  Phase three is the transition phase, which 

occurs during months five to six.  Phase three has the same schedule as phase one, with the 

exception being the juvenile now has one court review meeting per month, and the staff is now 

planning for discharge.  After a juvenile has completed all three phases they are in aftercare 

which lasts for 90 days.   During the 90-day aftercare there are no court review hearings, 

therapeutic services are still received for one hour per month or as needed, case management is 
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received for one hour per month or as needed, meetings with the probationary staff are held a 

minimum of once per week, and there is a monthly review of the juvenile’s progress.   

Mental Health Screenings  

Mental Health Screenings  

“Most definitions of screenings for mental health describe a relatively brief process 

designed to identify youth who are at an increased risk of having disorders that warrant 

immediate attention, intervention, or comprehensive evaluation” (Trupin and Boesky, 1999; 

Grisso and Barnum, 2000; Office of Juvenile Justice and Delinquency Prevention, 2004).  The 

mental health screening process is crucial because it essentially allows clinicians to identify areas 

of concern for a juvenile that may not have been readily identifiable during their initial encounter 

in the system.  Regardless of the frequency or what point a youth enters the juvenile justice 

system screening is a critical step which should be performed.  Screenings are essentially a series 

of written and/or oral questions which allow a clinician to gather as much information as 

possible on a youth.   

“Screening is most likely to be needed at three points in the system; (1) at the first 

interview with a youth after referral to the juvenile court, often conducted by an intake officer; 

(2) upon admission of a youth to a pretrial detention center to await adjudication; (3) upon 

admission to a post adjudication community program or correctional facility to begin the 

rehabilitative process” (Office of Juvenile Justice and Delinquency Prevention, 2004).  In 

selecting a screening instruments, clinicians should look for one that is scientifically sound and 

has been tested for reliability, validity, and psychometric quality (Office of Juvenile Justice and 

Delinquency Prevention, 2004).  Professionals should also choose instruments that are racially 
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and culturally sensitive, and can accommodate youth with various education levels, attention 

spans, and comorbid issues.  “Despite the importance of early identification, 45% of youth are in 

facilities that fail to screen all youth within 24hours, and 26% are in facilities that do not screen 

any youth at intake (first 24 hours) (Office of Juvenile Justice and Delinquency Prevention, 

2010).   

Mental Health Screening Instruments 

 Massachusetts Youth Screening Instrument Second Version (MAYSI-2)   

MAYSI-2 was released in 2000, and has become one of the most widely used screening 

instruments for identifying biological and psychological disorders in juveniles.  MAYSI-2 is 

specifically designed to identify suicide risk, mental health, and substance abuse disorders in 

juveniles.  “MAYSI-2 has been translated in 13 languages, and registered for use in over 2,000 

sites in 47 states, including statewide use in all intake, probation, detention and/or correctional 

facilities in 44 states which allows for clinicians to be able to meet the growing needs for 

services” (Grisso & Barnum, 2000; Grisso et al., 2012).  MAYSI-2 is a 52 question, self-report 

questionnaire (youth answer “yes” or “no”) which can be administered on the computer or paper 

to youth ages 12 to 17 to identify potential mental health disorders.  The test is approximately 15 

minutes, takes three minutes to calculate results, and youth must read the questions themselves, 

which requires at least a fifth-grade reading level (National Youth Screening and Assessment 

Partners, 2014).  Screening administrators do not need to have any clinical experience, but they 

must complete an in-service training to learn how to properly use the screening instrument.   

A study by Archer et al. (2004) and Cauffman (2004) measured the test-retest reliability 

of MAYSI-2.  Cauffman (2004) retested youth approximately 111 days after initial testing, and 
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found “significantly lower reliability over time, and found test-retest correlates in the moderate 

to high range” (Cauffman, 2004; Grisso et a., 2012).   

A study by Grisso et al. (2001) compared the outcome results of MAYSI-2 to similarly 

constructed screening tools. Grisso et al. (2001) compared angry-irritable results from MAYSI-2 

with results from the Youth Self-Report Externalizing Scales and found a strong relationship did 

exist for this variable on both screening tests (Grisso et al., 2001; Grisso et al., 2012).  Grisso et 

al. (2001) compared depressed-anxiety results, using the MAYSI-2 and Milton Adolescents 

Clinical Inventory and Youth Self-Report Externalizing scales, and found a correlation existed 

for this variable on both screening tests t (Grisso et al., 2001; Grisso et al., 2012)  

Over the years numerous studies have also been conducted that compare screening results 

of MAYSI-2 to other screening instruments, to test for validity.  ” Two studies found no 

significant MAYSI-2 scale differences between youths with different degrees of impairment in 

functioning due to mental health problems (Bailey, 2008) and differences in severity of mental 

health based on background records” (Vaughn et a., 2007; Grisso et a., 2012). A study by 

Newbauer and Stone (2010) “found a strong correlation between MAYSI-2 summary scores and 

a measure of general mental health” on the Sulliman Scale of Social Interest (Newbauer & Stone, 

2010; Grisso et al., 2012).  Studies consistently show the validity and reliability of MAYSI-2, 

and “demonstrate the relation of its scales to behavioral and mental health criteria theoretically 

associated with the constructs the scales claim to measure” (Grisso et al., 2012).   

Child and Adolescent Functional Assessment Scale (CAFAS) 

CAFAS is another screening instrument used in the juvenile justice system, though it is 

not as widely used as MAYSI-2.  “It is used in approximately 30 states and assesses the level of 
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impairment of day-to-day functioning related to emotional, behavioral, psychological, 

psychiatric, or substance use problems” (Administrative Offices of the Court, 2011).  CAFAS 

has 315 questions and takes approximately 10 to 30 minutes to complete and can be used to 

screen youth between the ages of 7 to 17 of either gender.  The higher a youth scores on the 

screening the more impaired they are.  The test is administered by a someone who has received 

the training to administer the exam and can calculate and explain results.  Unlike other screening 

instruments CAFAS can be a reliable instrument for predicting recidivism.  “As CAFAS scores 

increase, so does the risk of reoffending; however low scores do not guarantee that youth will not 

reoffend” (Administrative Offices of the Court, 2011).   

Mental Health Assessments  

Assessments are a more in-depth examination of the issues identified during the 

screening process.  “Assessments are used to identify a youth’s psychological needs and to 

recommend treatment and rehabilitative intervention for consideration by the youth court or 

correctional program” (Office of Juvenile Justice and Delinquency Prevention, 2004).  While 

screenings can be conducted by non-mental health professionals, assessments are typically 

conducted by mental health professionals because they require “more individualized data 

collection, often including psychological testing, clinical interviewing, and obtaining past 

records from other agencies for review by the assessor” (Office of Juvenile Justice and 

Delinquency Prevention, 2004).  Assessments are typically used during three specific stages; 

(stage 1) assessments may be used at intake so youth can be diverted to an appropriate agency to 

better address their needs and to stop the process of them moving further into the juvenile justice 

system; (stage 2) pretrial assessments provide judges with psychological history which a judge 

will review before deciding what rehabilitative programs would be appropriate for a juvenile; 



28 
 

(stage 3) information from the assessment is provided to the appropriate agency (diversion 

program staff, detention center staff) about the treatment and/ or medical needs of each juvenile.  

Mental Health Assessment Tools 

Diagnostic and Statistical Manual of Mental Disorders, 5th Edition (DSM-V)  

One of the most widely used assessment tool to assess, diagnose, and classify mental 

disorders in adults or juveniles is the Diagnostic and Statistical Manual of Mental Disorders 5th 

Edition (DSM-V).  DSM-V allows mental health clinicians to assess, diagnose, and classify 

persons with mental disorders ranging from disorders identified in infancy to old age, as well as 

biological, psychological, genetic, and substance abuse disorders.  Most of the classifications in 

DSM-V contains the name of the disorder, classification of the disorder (neurological, 

biological,), a code number (used for coding purposes in the U.S), criteria for identifying a 

person has the disorder; possible root causes of some disorders, severity of disorders, and details 

about the disorder and how it’s affects (American Psychiatric Association, 2013).   

Minnesota Multiphasic Personality Inventory-Adolescents (MMPI-A) 

The MMPI-A is another popular assessment tool used by juvenile justice officials.  There 

are 468 questions, and the screening takes approximately 60 to 90 minutes to complete via 

computer or paper copy.  The assessment should be administered by someone with a Master’s 

degree, clinical experience, or supervised by a psychologist (Administrative Office of the Courts, 

2011).  Some of the subscales the MMPI-A measures are; depression, hysteria, psychopathic 

deviate, paranoia, and schizophrenia (Office of Juvenile Justice and Delinquency Prevention, 

2004).  A study by Zubeidat, Sierra, Salinas, and Rojas-Garcia (2011) examined the reliability 

and validity of the MMPI-A.  939 juveniles (539 girls, 400 boys) ages 14 to 18 were in the group 
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that received the MMPI-A once.  109 juveniles (53 girls, 56 boys) were selected to retake the 

screening two weeks after it was originally administered.  “Results showed no significant 

changes in means or variance between the first and the second test administration for most 

MMPI-A; internal consistency values were similar for test-retest; and external validity was 

demonstrated through several significant correlations on the Youth Self Report Survey” 

(Zubedait et al., 2011).   

 

Diversion Programs 

Diversion programs play an important role in the juvenile justice system especially for 

youth with mental illnesses.  The concept of diversion programs emerged during the 1960s with 

the rapid growth of juveniles becoming more involved in the juvenile justice system.  Juvenile 

diversion programs were created to divert youth away from formal court processing, connect 

them with community based programs that could address their needs, hold them accountable for 

their actions, and reintegrate offenders that have been incarcerated back into the community 

(Cusak, 2014).   “In 1976 the Office of Juvenile Justice and Delinquency Prevention Special 

Emphasis branch (OJJDP) provided $10 million in funding for the development of diversion 

programs” (Models for Change Juvenile Diversion Workshop, 2011).  The initiative for creation 

of diversion programs was based off the OJJDP belief that “diversion programs might yield 

many benefits; (1) decreased recidivism rates; (2) less crowded detention; (3) allowing youth the 

option to choose an alternative form of processing; (4) providing more appropriate treatments at 

the community level; (5) reducing stigma associated with formal juvenile justice system 

involvement; and (6) increasing family participation” (Models for Change Juvenile Diversion 

Workshop, 2011).   
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A review of diversion literature over the past 35 years finds five emergent themes 

identified by communities explaining why they developed methods to divert youth from formal 

juvenile court processing;”(1) reducing recidivism; (2) providing services; (3) avoiding labeling 

effects; (4) reducing cost control systems; (5) reducing unnecessary social controls” (Models for 

Change Juvenile Diversion Workgroup, 2011).   Many juvenile courts have partnered with 

community organizations to create diversion program0s that service youth with mental illnesses, 

so they can be diverted away from further involvement with the juvenile justice system, and 

receives the services they need to address their underlying mental health problems, and 

accompanying issues.   

Special Needs Diversionary Program (Texas) 

In 2001 the Texas Juvenile Justice Department created the Special Needs Diversionary 

Program (SNDP) in El Paso, Texas.  Their mission is “to provide mental health treatment and 

specialized supervision in order to rehabilitate juvenile offenders and prevent them from 

penetrating further into the criminal justice system” (Texas Juvenile Justice Department, n.d).  

Though the program operates very similarly to a juvenile mental health court it is not one, as 

juvenile mental health courts are operated by the county or state department of juvenile services, 

and the judge is the final decision maker in all matters that pertain to the youth’s involvement in 

the juvenile mental health court. “SNDP is administered in a collaborative model by the Texas 

Juvenile Probation Commission and the Texas Correctional Office of Offenders with Medical 

and Mental Impairments” (Texas Juvenile Probation Commission, 2010).  

To participate in SNDP youth “must be 10-17 years old, have an Axis I diagnosis (all 

mental health disorders except developmental and personality disorders); must be under 

jurisdiction of the juvenile court (either adjudicated to formal probation or have deferred 
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adjudication dispositions); youth must have at least six months remaining in their case 

supervision; obtain parental consent to participate; and parents must be willing to participate in 

program activities (National Institute of Justice, 2015).  Youth that have severe mental 

disabilities are not eligible to participate in SNDP.  

Mental health therapists and probation officers are responsible for preparing treatment 

plans, monitoring a youth’s progress while enrolled in SNDP, and connecting youth to 

community base resources.  Youth that participate in SNDP will receive a treatment plan within 

72 hours of being accepted.  The initial treatment plan and monthly case reviews will be 

prepared with input from the mental health clinicians, probation officers, the juvenile, and the 

juveniles family (National Institute of Justice, 2015).  Two months before a juvenile exits SNDP 

the team will create an aftercare plan which is intended to “increase support from the community 

and family once the formal services have ended” (National Institute of Justice, 2015).  Additional 

components of SNDP include; probation services (life skills, mentoring, and anger 

management); parental education and support; group and individual sessions with the mental 

health clinician; and aftercare programs (Texas Juvenile Probation Commission, 2010).    

Data for the Special Needs Diversionary Program  

As of 2010 SNDP was operating in 19 cities in Texas, and had serviced a total of 1,400 

youth, with an average stay of 161 days, and an average completion rate of 73% (Texas Juvenile 

Probation Commission, 2010).  The average age of participants is between 15 and 15 years old, 

the majority are Hispanic (42%), and male (68%) (Texas Juvenile Probation Division, 2010).  

Attention deficit hyperactivity disorder, oppositional defiance disorder, and other mood 

disorders, were the most common mental health disorders found in SNDP participants (Texas 

Juvenile Probation Commission, 2010).  The number of juveniles who reoffended in 2005 was 
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43% as compared to 37% of SNDP participants (Texas Juvenile Probation Commission, 2010).  

In 2008, the number of juvenile who completed SDNP and reoffended was 36% as compared to 

58% for those that did not complete SNDP (Texas Juvenile Probation Commission, 2010).  In 

2011, 1,140 juveniles participated in SNDP, and 68% graduated from the program. 

A study by Jeong, Lee, and Martin (2012) evaluated the effectiveness of the SNDP in 

reducing recidivism.  The study contained 328 youth with mental illnesses, 168 participated in 

SNDP and 160 were part of another diversion program.  “Findings reveal participation in SNDP 

was strongly associated with reduced recidivism when compared to non-participation in SNDP 

among mentally ill juvenile offenders throughout the 12 month follow up” (Jeong, Lee, Martin, 

2012).   

“Cuellar and colleagues (2006) evaluated SNDP in six counties in Texas” from March 

2000 to June 2003 (Cuellar, 2006; National Institute of Justice, 2015).  Data on mental health 

status was obtained from results from the Voice Diagnostic Interview Schedule for Children (V-

DISC).  148 SNDP youth were placed in the intervention group, and 151 youth who were 

eligible for SNDP were placed in the comparison group and received services from another 

program.  Demographic data gathered include; race, age, and gender of the offender, offense 

type, adjudication, disposition, criminal history, mental disorder, and level of education (Cuellar, 

2006; National Institute of Justice, 2015).  66% of youth in the intervention group were male as 

compared to 68% in the comparison; Hispanics were representative of the majority of the 

participants (41% intervention group, 34% comparison group); followed by Caucasian and Asian 

(40% intervention group, 38% comparison group) (Cuellar, 2006; National Institute of Justice, 

2015).  Researchers found “SNDP significantly reduced total number of rearrests within 1 year 

compared with youths not enrolled in the comparison group program.  Over a one-year period 63 
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fewer arrests occurred per 100 youth (from SNDP).  Data also indicates no significant difference 

between the intervention and comparison group on time between arrests” (Cueallar, 2006; 

National Institute of Justice, 2015).   

Thurston & Mason County Mentally Ill Juvenile Offender Program  

The Mentally Ill and Juvenile Offender Program of Thurston & Mason County “provides 

case management and mental health services for juvenile justice involved youth” (University of 

Washington, n.d).  The program is designed to divert youth from further involvement in criminal 

activity post release from a detention center.  To be eligible for participation in the program 

youth must be age 18 or younger; youth with any offense are eligible to participate; and youth 

with any mental health condition are eligible to participate (University of Washington, n.d).  

Acceptance to the program will be determined case by case, availability of services, and if staff 

agrees they can provide services and treatment that will be beneficial to the juvenile.  After youth 

are referred to the program an appointment is made to meet with the transition therapist who is in 

charge of the diversion program.  The next step is the assessment, which identifies a youth’s 

mental health issues, as well as behavioral, drug, and other issues. After the assessment “the 

therapist and youth will develop a plan and communicate the next steps to probation” (University 

of Washington, n.d).  The transition therapist visits youth while they are in the detention center 

to monitor progress, address mental health issues, and discuss post treatment goals with the 

juvenile and detention center staff.  “If the youth experiences problems in detention the transition 

therapist will attend juvenile court team meetings to help develop a treatment plan” (University 

of Washington, n.d).  After the youth is released from detention the “transition therapist will help 

coordinate with family members, the probation officer, resources and other service agencies that 

might be involved with the youth” (University of Washington, n.d).   
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SECTION III: THEORETICAL PERSPECTIVE 

Section III discusses the theories that pertain to juvenile offending and victimization among 

youth with mental illnesses, and theoretical components that underlie juvenile diversion 

programs for youth with mental illnesses.    

 

 

Routine Activities Theory    

Routine activities theory was created by Felson and Ohen.  The theory assumes “crime occurs 

when the following three elements are present at the same time; an accessible target, absence of 

capable guardians, and presence of a motivated offender (Hemmens & Tibbetts, 2015).   

Accessible Target: Youth with mental illnesses who are placed in detention centers are at an 

increased risk of victimization by other juveniles and detention center staff (National Alliance on 

Mental Illnesses, 2008).  The Bureau of Justice Statistics found “of the inmates with serious 

psychological distress who were sexually abused by another inmate, 80% were assaulted more 

than once” (Bureau of Justice Statistics, 2012; Just Detention International, 2013).  While the 

detention center is under 24-hour surveillance, every juvenile cannot be monitored at every point 

of the day.  This creates an ideal situation for offenders to strike, and a vulnerable situation for 

their unknowing victims.  Juveniles with mental illnesses are also at an increased risk of 

victimization due to their limited mental capacity (for some), which affects their ability to protect 

themselves.  It is sometimes difficult for youth with mental illnesses to have positive social 

interactions and make friends. Friendships and alliances in detention centers can be a natural 

deterrent because offenders recognize their potential victim has other inmates looking out for 

their safety, which will likely deter offenders from planned attacks.   
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Absence of Capable Guardian: The lack of parental presence when a youth is in detention can 

lead to detention center staff taking advantage of juveniles, because they believe they can get 

away with abusing juveniles and not being reprimanded for such actions.   

Motivated Offender: Violence in detention centers is not uncommon.  Many people incite 

incidents of violence because they want to establish power and control, rebel, cause tension, 

challenge authority, and some offend because they feel they have nothing to lose.   

General Strain Theory  

Robert Agnew created general strain theory, the theory claims criminal behavior is linked to 

three specific types of strain; (1) the inability to achieve positively valued goals; (2) the removal 

of positively valued stimuli; (3) presentation of negatively valued stimuli (Hemmens & Tibbetts, 

2015).   

Inability to Achieve Positively Valued Goals: “37% of students with a mental health condition 

age 14 and older drop out of school; the highest dropout rate of any disability group” (National 

Alliance on Mental Health, n.d).  The high dropout rate for youth with mental illnesses could be 

attributed to the difficulties youth encounter in their academic career.  Despite the educational 

services offered to youth with mental illnesses, many do not perform well in school.  Their 

inability to achieve the positively valued goals in the academic world can lead to their lack of 

interest in school, which can lead to involvement in deviant behavior.   

Removal of Positively Valued Stimuli & Presentation of Negatively Valued Stimuli: For youth 

who do become involved in the juvenile justice system the effects can be extremely detrimental.  

If youth are placed in confinement they are removed from the positive community, educational, 

vocational, social, and mental health supports they were receiving.  Placing a youth with mental 
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illness in confinement directly inputs negative stimuli into their life (trauma, stress, 

victimization, sense of hopelessness).  The negative stimuli juvenile’s encounter in confinement 

can be detrimental to their mental and emotional wellbeing.  It can be even harder for a youth 

will mental illnesses to adjust to the sudden input of negative stimuli, because they may lack the 

emotional and mental capacity to adapt.   

Labeling Theory  

Labeling theory was created by Howard Beck in the 1960s, he believed people that were 

labeled criminal were more likely to engage in criminal activities (Hemmens & Tibbetts, 2015).  

Juvenile justice advocates believed it would be detrimental to youth if they carried the same 

criminal labels as adults and it might contribute to criminality.  Diversion programs are 

essentially rooted in labeling theory, because “diversion programs attempt to minimize the 

effects of labeling associated with offending” (Petrosino, Turpin-Petrosino, and Guckenburg, 

2010; National Institute of Justice, n.d).  Without diversion programs, many youths would be 

subject to formal processing in the juvenile justice system which is accompanied with criminal 

labels and stereotypes.  Even though a youth’s record is sealed, if they are formally charged, then 

they now bare the official label of delinquent.  While youth are active in the juvenile justice 

system the delinquent label will remain, which is essentially equivalent to being labeled a 

criminal.  Diversion programs allow youth to avoid the stereotypes and negative consequences 

associated with being labeled delinquent.  Studies consistently show diversion programs can 

have a great impact on reducing recidivism for youth (Petrosino, Turpin-Petrosino, and 

Guckenburg, 2010; National Institute of Justice, n.d).  After the completion of a diversion 

program many youths will have charges expunged, and they will have second chance to live 

without the stigma and shame of a criminal label.   
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SECTION IV: RECOMMENDATIONS 

 

Section IV outlines recommendations for programming components for existing juvenile mental 

health courts, training recommendations for juvenile justice official, recommendations for 

mental health screenings and assessments, and recommendations for potential partnerships with 

agencies to help better service youth with mental illnesses.  

 

Mandatory Mental Health Screening & and Assessments 

When juveniles in Broward County, Florida area arrested they are “identified by jail staff 

within 24 hours, and are evaluated by a psychiatrist to determine whether they qualify for mental 

health court” (Denckla & Berman, 2001; Cusak, 2014).  The efficiency of the Broward County 

Juvenile Justice System in evaluating the mental health of arrestees is ideal and should be a goal 

for other juvenile justice systems.   Mental health screenings and scientifically sound assessment 

tools should be used in all juvenile justice systems (at various stages) nationwide to identify and 

diagnose mental illnesses, and divert youth to the appropriate courts and agencies.  By 

conducting mental health screenings and assessments juveniles are more likely to be properly 

identified with a mental health diagnoses, after which justice officials can make an informed 

decision about the best course for rehabilitation (e.g. diversion program, juvenile mental health 

court).  Screenings can be administered by non-clinicians, but assessments should be 

administered by clinicians that have the proper clinical licenses and training on the assessment 

instrument (since assessments yield a diagnosis for which only a medical professional can 

provide).   

When selecting screening and assessment instruments juvenile justice officials should 

select screening and assessment instruments that are “(1) evidence based (strong validity and 

reliability verified by rigorous studies); (2) standardized (administered to all youth the same 

way); (3) culturally relevant and competent”; (4) designed to assess mental illnesses in juveniles 
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(Administrative Office of the Courts, 2011).  Some of the most commonly used mental health 

screening instruments in the juvenile justice field are; the Massachusetts Youth Screening 

Instrument- Second Version (MAYSI-2), the Diagnostic Predictive Scale (DPS), and the Child 

and Adolescent Functional Assessment Scale (CAFAS).  Some of the most commonly used 

assessment tools in the field of juvenile justice are the Minnesota Multiphasic Personality 

Inventory Adolescent (MMPI-A), the Voice Diagnostic Interview Schedule for Children (V-

DISC) and the Milton Adolescent Clinical Inventory (MACI).  Mental health screening and 

assessments are necessary to identify, diagnose, and service youth with mental illnesses, and 

make the best decisions regarding rehabilitation.  

Risk Assessments  

Juvenile mental health courts should consider implementing risk assessments as part of 

their standard operating procedures.  “Risk assessments gauge the likelihood that an individual 

will reoffend and guide intervention planning by identifying and prioritizing criminogenic 

needs” (Juvenile Justice Geography, Policy, Practice & Statistics, 2015).  33 states and 

Washington, D.C currently utilize risk assessments statewide in their juvenile justice system 

(Juvenile Justice Geography, Policy, Practice & Statistics, 2015).  Risk assessment tools should 

be evidence based and scientifically sound.  A risk assessment is a vital tool that if used properly 

could have a positive impact on youth, and direct intervention efforts for youths with mental 

illnesses.  “The authority to implement a risk assessment statewide often comes from a variety of 

sources including state statutes, state agency or probation administrative policies, or local 

jurisdiction policies” (Juvenile Justice Geography, Policy, Practice & Statistics, 2015).  State 

governments should offer incentives for juvenile justice systems to incorporate risk assessment 
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into their existing court structure, and consider creating legislation requiring juvenile courts to 

utilize risk assessments. 

Data Collection 

There are currently no federal statistics for tracking juvenile offending among mentally ill 

youth, or mentally ill offenders in custody (Behnken, Arrendondo, & Packman, 2009).  

Additionally, Cocozza & Shufelt (2006) note there is “limited data on juvenile mental health 

court recidivism, and there is less data on mental health outcomes in these courts” (Cocozza & 

Shufelt, 2006; Ramirez, et al., 2015).  The Office of Juvenile Justice and Delinquency Prevention 

or the Bureau of Justice Statics could be responsible for creating a reporting system comparable 

to the Uniform Crime Report or the Human Trafficking Report System, that would encourage 

juvenile justice systems to report data regarding youth with mental illnesses.  With 

approximately 70% of children in juvenile detention having a mental health disorder, and some 

studies reporting 93% of youth with mental illnesses in juvenile detention centers suffering from 

trauma linked to their mental health conditions, it is imperative that official government data be 

collected so that this vulnerable population can be better understood and serviced (Children’s 

Defense Fund, 2012).  Data could be gathered on topics such as; the number of juveniles 

identified with mental illnesses serviced each year, the prevalence of specific mental illnesses, 

available mental health services, offense committed, length and type of sentence imposed, ratio 

of mental health clinicians to juveniles with mental illnesses, mental health screening tools and 

assessment instruments used, and recidivism data.  

As many as 93% of juvenile offenders with mental illnesses suffer at least one form of 

severe trauma while incarcerated (Children’s Defense Fund, 2012). Existing data collection 

sources such as the National Crime Victimization Survey or the National Inmate Survey could 
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begin collecting data on juvenile with mental illnesses that are victimized while incarcerated.  

Collecting and analyzing data on victimization of mentally ill offenders will highlight the 

growing epidemic, and provide data to support mandates for improved trainings and 

certifications of officials; and initiatives to develop more juvenile mental health courts which 

would reduce placement and victimization of youth in detention centers, and further the positive 

impact juvenile mental health courts have on youth. 

The National Center for Mental Health and Juvenile Justice recommends the following; 

“(1) requiring the Administrator of the Office of Juvenile Justice and Delinquency Prevention to 

report annually on the prevalence of mental health disorders among youth in the juvenile justice 

populations, including the prevalence of various types of mental health disorders, and whether 

confinement exasperates a mental health disorder, as well as the description of the manner in 

which psychotropic drugs are prescribed and used in treatment plans for youth; (2) compel the 

Office of Juvenile Justice and Delinquency Prevention to provide evidence of practices, policies, 

and approaches shown to be rehabilitative” (National Center for Mental Health and Juvenile 

Justice, 2014).   

 

Diversion Programs 

Juvenile mental health courts should partner with community organizations to create 

diversion programs and refer youth to existing diversion programs.  “Research has emerged 

indicating the likelihood of reoffending actually increases as youths are further processed into 

the juvenile justice system”, which supports the idea of diverting youths away from the system 

(Petrosino, Turpin-Petrosino, & Guckenburg, 2010; National Institute of Justice, n.d).  Diversion 
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programs provide counseling; mental health services; educational support; vocational training to 

youth; prevent youth from being formally processed; cut down on court costs; eliminate costs 

associated with placement in a detention center; offer support for youth and families after 

completion of the program; and completion of a diversion program may result in a juvenile 

avoiding having a juvenile record.  Makany-Rivera (2011) states “the community benefits from 

decreased recidivism, an improved match of resources to needs, and fewer unnecessary 

detentions” (Makany-Rivera, 2011).  Diversion programs should be a part of every juvenile 

mental health court because they have been proven to reduce recidivism, rehabilitate offenders, 

and offer needed mental health services.  

Collaboration with Schools Systems 

Many juveniles with mental illnesses have difficulties in school because they are in an 

environment that is not suitable for their needs (Makany-Rivera, 2011).  After a youth agrees to 

participate in a juvenile mental health court, court officials may need to become involved in a 

youth’s academic life to advocate for the youth to receive the academic, therapeutic, special 

education, and mental health services, they are entitled to in the public-school system.  The 

Travis County Juvenile Mental Health Court Program COPE team advocated for a youth whose 

Individualized Education Plan (IEP) was not followed, which led to a situation where the 

juvenile was provoked, assaulted his teacher, and charges were filed (Makany-Rivera, 2011).    

Because a relationship already existed between the COPE program and the local school system, 

after the incident “the COPE team was immediately contacted, and the program manager and 

child advocate organization discussed the situation with authorities and the charges were 

dropped” (Makany-Rivera, 2011).   
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Makany-Rivera (2011) states “if a child is placed in a school setting structured to meet 

his or her unique needs, it further supplements the work of the juvenile mental health court” 

(Makany-Rivera, 2011).  Juvenile mental health courts should consider appointing a liaison 

whose primary purpose is to advocate for the educational rights of youth with mental illnesses. 

Establishing a relationship with school systems is necessary to bridge the gap in services offered 

to youth with mental illnesses, while simultaneously addressing their underlying mental health 

issues.  

Juvenile Mental Health Court Certification 

The Massachusetts Trial Court created the Executive Office of the Trial Court (EOTC) 

which supports, trains, and certifies specialty courts.  The Massachusetts EOTC certification 

team reviews items such as; treatment court processes, policies, and practices for interacting with 

youth with mental illnesses, operational standards, creation, planning, and implementation of 

treatment plans; and areas in need of improvement (Massachusetts Trial Court,2015).  After 

meeting the established criteria for operation of a juvenile mental health court, a certification 

would be granted, and re-certification would occur every three years.  The implementation of a 

national certification for juvenile mental health courts would create a national standard of 

excellence for juvenile mental health courts, and would require less than satisfactory courts to 

improve their performance, thus facilitating uniform treatment for juveniles with mental illnesses 

in juvenile mental health courts nationwide.   

Juvenile Crisis Intervention Teams 

“A Crisis Intervention Team is a model for community policing that brings together law 

enforcement, mental health providers, hospital emergency departments, individuals with mental 
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illness, and their families, to improve responses to people in crisis” (National Alliance on Mental 

Illness, n.d).  People with mental illnesses are less likely to understand and follow directives 

given by law enforcement, and if not approached in the proper manner the encounter could 

escalate and be dangerous for all parties involved.  Crisis Intervention Teams have gained 

popularity in recent years, but there is a need for more Juvenile Crisis Intervention Teams.   

Juvenile Crisis Intervention Team trainings should become part of the standard training 

for police officers and other juvenile justice involved officials so they can be more aware of the 

unique needs of juveniles with mental illnesses, and receive training on best practices for 

interacting with juveniles with mental illnesses. Crisis Intervention Training is typically 40 hours 

and covers topics such as; recognition of mental health disorders; suicide intervention; learning 

from mental health professionals and experienced officers in the community; learning from 

firsthand experiences of persons with mental illnesses who have interacted with law 

enforcement; skills to verbally deescalate a situation; and role play situations (Alexandria 

Government, n.d; National Alliance on Mental Illness, n.d).  Crisis Intervention Training has 

been proven to “(1) improve officer safety; (2) minimize the amount of time law enforcement 

spends on calls for mental disturbance, effectively meeting the needs of people with mental 

illness, and keeping the community safe; (3) reduce re-arrest rates of juveniles with mental 

illness”; (4) divert persons with mental illnesses to the appropriate agencies (National Alliance 

on Mental Illness, n.d).  “By bringing together school leaders, school based law enforcement, 

parents, children, and mental health providers, Juvenile Crisis Intervention Teams can help 

prevent youth with mental health conditions from entering the juvenile justice system" (National 

Alliance on Mental Health, n.d).  Juvenile Crisis Intervention Teams should utilize the national 
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Crisis Intervention Team training curriculum developed by the National Alliance on Mental 

Illness and other Crisis Intervention Team organizations.   

Mental Health Training Curriculum for Juvenile Justice Officials 

Many officials that work in the juvenile justice “receive little formal training on 

adolescent development and mental health and therefore lack the skills to effectively respond to 

these youth” (National Center for Mental Health and Juvenile Justice, n.d).  The National Center 

for Mental Health and Juvenile Justice recommends “compelling the Office of Juvenile Justice 

and Delinquency Prevention to increase training assistance related to mental health, including 

best practices for law enforcement, probation officers, detention/corrections, and community 

corrections and court services personnel (National Center for Mental Health and Juvenile Justice, 

2014). It is imperative that juvenile justice personnel understand the complexities of mental 

health issues, how mental health issues can affect youths thinking, judgement, actions, 

comprehension.  The Mental Health Training Curriculum for Juvenile Justice (MHTC-JJ) has 

trainers that provide onsite research based training for juvenile justice officials on adolescent 

development, mental illnesses, childhood trauma, and guidance based treatment and support 

strategies for working with youth (National Center for Mental Health and Juvenile Justice, n.d).  

The following data was collected from juvenile justice staff who participated in a MHTC-JJ 

training;” 66% reported making changes in their interactions with youths; 77% report their 

interactions with youth with mental health needs improved; and 63% report making changes in 

their interactions with co-workers around addressing the needs of youth with mental health 

conditions” (National Center for Mental Health and Juvenile Justice, n.d).  More states should 

join Georgia and Florida an implement the MHTC-JJ training as a mandatory training 

component for juvenile justice staff to ensure youth are receiving the best treatment.   
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SECTION V: CONCLUSION 

“Reconciling our obligation to serve youth and respond to the mental health needs, with 

our obligation to serve justice and protection is challenging but certainly not impossible” 

(Odgers et al, 2005).  The prevalence of mental illness among juvenile offenders is high, with 

data indicating approximately 65-70% of youth in the justice system have a mental illness 

(Bonham, 2006; Fazel, Doll, & Langstrom, 2008).  The traditional juvenile court lacks the 

necessary components to successfully rehabilitate youth with mental illnesses.  Juveniles with 

mental illnesses do not fare well under the supervision and/or punishment typically imposed by 

the juvenile justice system.  “Juvenile mental health courts are designed to help provide 

individualized, community based mental health services to youth in the juvenile justice system 

under the close supervision of a judge and other court administrators” (American Bar 

Association, 2011).  Juvenile mental health courts are needed to divert youth with mental 

illnesses from being prosecuted in a traditional court system that ignores and/or does not 

understand the underlying causes of their criminality, mental illness.  Juvenile mental health 

courts prioritize the mental health needs of the youth, while also holding them accountable for 

their actions.  

The first juvenile mental health court, The Court for The Individualized Treatment of 

Adolescents (CITA) in Santa Clara County California, has a track record of success, in reducing 

recidivism, and is a model juvenile mental health court.  The multidisciplinary team approach, 

combined with the model of therapeutic justice used in juvenile mental health courts creates an 

environment where juveniles with mental illnesses are surrounded by juvenile justice officials 

and mental health clinicians, that work collaboratively to ensure a youth’s mental health, social, 

and emotional development are supported.  Makany-Rivera (2010) found “juvenile mental health 
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courts are an effective treatment alternative to placement in psychiatric and detention facilities; 

they reduce recidivism rates among juveniles suffering from mental illness; they are effective 

and efficient use of public resources; and they provide participants and their families with the 

essential skills and resources they need to move toward success” (Makany-Rivera, 2010).   

The use of scientifically sound screening and assessment tools, such as the Massachusetts 

Youth Screening Instrument Second Version (MAYSI-2) and the Diagnostic and Statistical 

Manual of Mental Disorders, 5th Edition (DSM-V), aid juvenile justice officials and mental 

health clinicians in accurately diagnosing the mental health issues of juveniles.  After diagnosing 

a youth’s mental disorders, the appropriate treatment plans and interventions can be put in place 

for those juveniles.  Collaboration between the juvenile mental health court and diversion 

programs such as the Special Needs Diversionary Program in Texas connect youth with 

community resources, which aids in their rehabilitation, and reduces recidivism.    

Juvenile mental health courts are rooted in labeling theory, as the juvenile courts 

philosophy of the juvenile justice system is that juveniles should not be labeled criminal because 

that label can have a negative impact on a juvenile’s life.  Juvenile mental health courts attempt 

to divert youth away from formal processing, and give them an opportunity to receive the mental 

health care they need, and provide youth with tools and skills which they can utilize to help them 

become law abiding citizens.  Juvenile mental health courts are becoming increasingly popular, 

and as such more data needs to be gathered on topics such as; prevalence of specific mental 

illnesses among juvenile offenders, assessment and screening procedures employed, recidivism 

rates, and mental health outcomes for participants while they are active in the juvenile mental 

health court and after completion.  Existing juvenile mental health courts should continuously be 

exploring options to bridge community resources with the juvenile justice system, improve 
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training and education for juvenile justice officials, and explore new treatment and rehabilitative 

options for juveniles with mental illnesses.  

It was a disservice to prosecute juveniles in the adult criminal justice system then, and it 

is a disservice to process youth with mental illnesses in a traditional juvenile court now.  “The 

juvenile mental health court model has successfully readjusted its primary focus away from 

punishment and culpability and back toward the concepts of individualized treatment and 

rehabilitation” (Geay, 2013).  “Research consistently shows that rates of mental disorders are 

higher among youth within juvenile justice versus normative settings” (Otto et al., 1992; 

Vermeiren, 2003; Odgers et al., 2005).  Juveniles with mental illnesses are a unique population 

of offenders, whom require different services, interventions, and treatment approaches to be 

successfully rehabilitated.  Juvenile mental health courts provide youth with mental health 

services, foster accountability, keep communities safer, connect youth to available community 

resources, and ultimately reduce the likelihood of reoffending.   
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