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Abstract 

 

Effective Components for Ideal Mental Health Diversion Programs for Youth 

 

Carly J. McPeak 

 

Under the Supervision of Dr. Nancy Gartner 

 

 

The purpose of this research is to find current diversion and intervention programming which 

have shown to reduce mental illness among youth. There are many programs out there that are 

currently being used but whether they are effective in reducing mental health symptoms is 

questionable. Researching different types of programs will be beneficial to determine what 

components are necessary for a success program which will aide in the development of future 

programming. Different programming is also used for different mental health disorders, so it is 

important to identify which mental health disorders a program is able to help treat.  

 

Reducing mental health symptoms while also reducing criminal justice involvement are goals 

that are currently not being met by detention facilities. Driessen (2011) states that punishment is 

not as effective at reducing recidivism as treatment-oriented interventions and may actually 

increase rates of recidivism. According to Stoddard-Dare et al. (2011), detention of a juvenile 

often leads to continued offending while community programming has been found to decrease 

re-offending, even for those who commit serious, and sometimes violent, crimes. Bringing 

awareness to the effectiveness of diversion and intervention programming is important to ensure 

that youth who are struggling with mental illness are receiving the help that they need. There 

continues to be a disconnect between detained youth with mental illness and connecting them to 

appropriate services within the community (Aalsma et al., 2014).   
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The methodology used in this paper includes statistics and research studies on youth mental 

illness and current intervention and diversion programming which focuses on mental and 

behavioral disorders. Theoretical framework on youth crime and mental illness is explained. 

Research was gathered from the Karrmann Library as well as from various government websites 

such as the National Institute of Mental Health, National Institute of Justice, and the Department 

of Justice. Four different programs were explored to show their treatment effects on mental 

illness among youth. 

 

This research paper provides a comprehensive look at the juvenile justice system and the mental 

health issues that surround youth involved in this system. Increasing the use of diversion 

programming instead of incarceration is necessary to avoid the detrimental effects that 

incarceration has. There are differing outcomes in the success of diversion programs, but some 

commonalities can be found within programs that are successful. These commonalities can be 

used to determine what is necessary in the development of new programs.  
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Effective Components for Ideal Mental Health Diversion Programs for Youth 

 

Introduction 

 

As many as 30% of preschool children exhibit significant problem behaviors and these 

rates are even higher for children living in poverty, but intervention programming can alter these 

behaviors from becoming more serious in the future (Conroy et al., 2015). For some of those 

children who do not receive any intervention programming, their future could include 

involvement with the juvenile justice system and later the criminal justice system. Detained 

youth have high rates of mental illness, but there is a serious disconnect when linking these 

youth to community mental health services (Aalsma et al., 2014). Studies estimate that between 

65% to 75% of youth involved in the juvenile justice system have a behavioral health disorder 

(Kretschmar et al., 2015) compared to 49.5% in the overall adolescent population (Comer and 

Comer, 2018). The goal of the juvenile justice system is rehabilitation. Greater emphasis must be 

placed on addressing the youth’s mental health needs in order for this to goal to be 

accomplished.  

Youth who are diagnosed with attention-deficit hyperactivity disorder and conduct 

disorder are significantly less likely to commit personal crimes, such as assault, battery, and 

homicide (Stoddard et al., 2011). They are also less likely to experience detention. However, 

youth who are diagnosed with bi-polar disorder are more likely to commit personal crimes and 

experience detention (Stoddard et al., 2011). Different mental health disorders are dealt with 

differently within the juvenile justice system but regardless of the disorder every youth should be 

receiving help. Without diversion programming to treat these disorders and/or behaviors, 

individuals will continue committing crime. Without intervention programming, young children 

will eventually face involvement with the criminal justice system. There is a stigma attached to 
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those that are involved in the juvenile justice system. However, that is not the only stigma these 

youths may face.  

There is a negative stigma surrounding mental illness. Many individuals who suffer from 

a mental illness get treated differently than those who do not. Depending on the disorder a person 

suffers from, they could be called things such as “crazy,” “over dramatic,” and “nut case.” An 

adolescent who is suffering from a mental illness has an even more difficult time feeling 

different from their peers. However, what many people do not realize is that having a mental 

illness is quite common. Among adolescents, 49.5% have at least one mental disorder with 22% 

having a severe impairment (National Institute of Mental Health, 2019). Mental health disorders 

effect an equal number of females and males, despite assumptions that it is mainly females who 

suffer. For youth in the juvenile justice system, it is estimated that 65% to 75% of youth have at 

least one behavioral health disorder (Kretschmar et al., 2015).  

There are four features that are common in the majority of definitions of a psychological 

abnormality (Comer and Comer, 2018) which can also be explained as a mental illness. These 

features are deviance, distress, dysfunction, and danger.  

Deviance is considered to be behaviors, thoughts, and emotions that are markedly 

different than what society’s ideas are about proper functioning (Comer and Comer, 2018). In 

each society, there are norms which are the stated and unstated rules for proper conduct. These 

norms change over time and are based on the society’s culture. Behavior that breaks legal norms 

is considered criminal. In the United States, it would be considered breaking the society’s norm 

if one cried themselves to sleep every night, wished themselves dead, or obeyed voices that no 

one else hears.  
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Functioning that is considered unusual does not automatically qualify the person to be 

considered abnormal or mentally ill. The individual’s behaviors, ideas, and emotions could cause 

distress (Comer and Comer, 2018). If an individual has an altar in their home dedicated to a 

particular animal, they believe it to be a divine being, and worship at the alter every day for at 

least four hours, this may be considered unusual. However, if this behavior is not bringing any 

sort of distress to the individual and it may even bring happiness, then it should not be 

considered abnormal. 

Dysfunction in a person’s life would mean that the abnormal behavior interferes with 

daily functioning (Comer and Comer, 2018). The behaviors, thoughts, or emotions interfere with 

the person in a way that they are unable to take care of themselves. Danger could also be present 

as well. Individuals who engage in behaviors that are careless or hostile may be endangering 

themselves or others around them.  

Some individuals may have a mental illness and may not have any distress or pose any 

danger to themselves or others. There are many people who suffer from a mental illness and are 

able to function in their day to day lives (e.g., take care of themselves, have a job, and have a 

family) without many issues. Mental health effects those who suffer from an illness differently.  

Adolescents are especially vulnerable to the negative effects of mental illness when it 

comes to school, friends, and a sense of belonging. The most common disorders among youth are 

anxiety, depression, bipolar disorder, oppositional defiant disorder, and neurodevelopmental 

disorders such as ADHD (Comer and Comer, 2018). If youth are not receiving treatment for their 

mental health disorder, it could have negative long-term effects on the child. For some, the long-

term effects involve a criminal career as adults.  
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The purpose of this research is to explain the advantages of diverting youth from the 

traditional ways of court processing to diversion programs that will help to reduce the youth’s 

mental health symptoms which in turn should also help to reduce recidivism. Traditional court 

processing includes a formal court prosecution which could result in incarceration. The youth 

may then face the stigma of a criminal record. Many of the adults in prison began their careers as 

criminals as a youth (Patrick & Marsh, 2005). One way to break this cycle of crime is to divert 

juvenile offenders as soon as possible from the formal justice system. One way to do that is to 

use diversionary programs which helps in treating those youth who have mental illnesses that 

may have contributed to the offense. Reducing mental health symptoms while also reducing 

criminal justice involvement are goals that are currently not being met by sanctioning youth with 

mental illnesses to detention facilities. 

Diversion programs have been around for several decades, but further efforts need to be 

made in order for more of these programs to be utilized. This means that the juvenile justice 

system needs to allow for more offenses to be eligible for diversionary programming. Schwalbe 

et al. (2008) explained that around 25% of youth that are referred to the juvenile justice system 

become involved in some type of diversionary programming.  

Since there are so many diversion programs out there it becomes difficult to know which 

programs are effective at reducing mental health symptoms and recidivism. Different 

programming is also used for different mental health disorders, so it is important to identify 

which mental health disorders a program is able to help treat. This paper will discuss current 

diversion and intervention programs which have been shown to reduce mental illness among 

youth and will provide recommendations to develop new programming.  
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Mental illness effects all social classes, races, ages, genders, and religions. Kretschmar et 

al. (2015) reports that jails and prisons hold more than 10 times the number of people who suffer 

from a mental illness than those that are in state hospitals. According to the National Institute of 

Mental Health (2019), about one in five, 18%, adults, aged 18 or older, have a mental illness and 

around 49.5% of adolescents have a mental illness. However, at least 65%, if not more, of youth 

in the juvenile justice system suffer from mental illness (Kretschmar et al, 2015).  

Youth who suffer from attention deficit hyperactivity disorder, learning disorders, 

depression, anxiety, conduct disorder, posttraumatic stress disorder, and substance use and abuse 

have a significantly increased risk for incarceration and also likely contribute to the lower 

physical health status (Bernert et al., 2016). Bernert and colleagues (2016) found that two third 

of incarcerated boys and three quarters of incarcerated girls meet the criteria for at least one 

psychiatric diagnosis. The most prevalent diagnoses being substance use, behavior disorder, and 

depression. 

 When a mental illness is not treated, it could have many negative impacts on the person’s 

life. They may be unable to work, go to school, raise a family, and they may end up involved in 

the criminal justice system. For some of those people suffering from mental illness, they may die 

by suicide because they do not have effective coping skills. Many of these negative impacts can 

be alleviated by treating youth who are suffering. 

It is crucial to finding diversion programs that will help treat mental illness in youth to 

ensure that these youths are able to live productively and without having to suffer from the 

symptoms of their illness every day. There are many programs and sentencing options that may 

reduce recidivism in many youths. However, if a juvenile is suffering from a mental illness the 

reduction of recidivism will be incredibly difficult for this youth because of the mental health 
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issues that are not being treated. When a program focuses on reducing symptoms of an 

individual’s mental illness this will lead to less problematic behaviors, less offending, and a 

reduction in recidivism. Finding which intervention and diversion programs are effective at 

decreasing mental health symptoms will help with overall wellness while also decreasing 

recidivism. 

Although rates of juveniles in residential placement have been declining since 2000, there 

is still a need to improve (Sawyer, 2019). There are nearly 51,000 juveniles held in residential 

placement facilities and only 50% of the residential placements evaluate youth for mental health 

needs (Office of Juvenile Justice and Delinquency Prevention, n.d.). Of the 51,000 juveniles that 

are in facilities, 92% are in locked facilities (Sawyer, 2019). Forty percent of the long-term care 

and detention facilities isolate youth in a locked room for four hours or more. Around 68% of 

youths are either held in juvenile justice systems version of jails and prisons or in actual adult 

jails and prisons.  

The possible effects that incarceration can have on these youths are many. The effects 

could cause harm to their well-being including physical, emotional, and mental. Some health 

issues could have existed prior to the youth being incarcerated. However, being incarcerated 

could cause the health issues to worsen. Barnert and colleagues (2015) found that incarcerated 

youth face disproportionately higher morbidity and mortality compared to the general population 

of adolescents. Incarceration as a juvenile is likely correlated with worse health and social 

functioning across the course of the individual’s life.  

Mental health is also affected greatly for incarcerated youth. Ng et al. (2011) found that 

youth who were incarcerated for more serious crimes had higher rates of depression. They also 

found that there was some indication that the risk of depression for juvenile offenders 
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incarcerated in adult prisons is higher as well. For youth who already have mental health 

diagnoses, the risk of depressive symptoms while incarcerated is much greater. Although there is 

still a risk of depression, it is lessened when the youth is sentenced to community-based 

programs.  

Detained youth commit suicide at a rate of more than 4 times greater than the general 

adolescent population (Bernert et al, 2016). Youth who are diagnosed with and experience 

depressive symptoms are at a higher risk for suicide. Youth tend to make impulsive decisions to 

temporary problems. Every year nearly 1,000 youth between the ages of 12 and 17 commit 

suicide (Mallett et al.,2012). Being able to identify the risks that are associated with suicide 

attempts can be crucial in saving the lives of youths. Risk factors include residential placement, 

prior psychiatric hospitalization and related mental health services, and diagnoses of depression 

(Mallett et al, 2012). Bernert and colleagues (2016) found that stress related to incarceration, 

separation from family and peers, abuse histories, substance use, mental health disorders, and 

impulsive personality traits contribute to the elevated risk of suicide as well. The study by 

Mallett et al. also found that a court disposition to a group home was related to a tenfold 

increased risk in reported suicide attempts (2012). Thoughts of suicide are found to be as high as 

51% among incarcerated youth. Knowing that incarceration and out-of-home placement is a risk 

factor for depression and that a risk factor for suicide is depression, it is pertinent for youth to be 

sentenced to community-based programming whenever possible.  

Despite all the negative effects of incarceration, there are some health benefits. Federal 

law requires that all youth be provided health care while detained (Bernert et al, 2016). Many 

youth, prior to being detained, did not have access to health care and while in detention would be 

able to receive immunizations, diagnoses and treatment for acute infections and injuries, and 
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management of chronic physical illnesses. Even with access to health care while detained, there 

are still many unmet needs of youth including mental health care.  

Lipsey and colleagues (2010) explain that deterrence-oriented programs that focus on 

discipline, surveillance, or threat of punitive consequences have no effect on recidivism on 

average and may actually increase recidivism. They also found that therapeutic programs that are 

oriented toward constructive changes in behavior have shown positive effects even for serious 

offenders.  In the following sections, current programming will be reviewed and components of 

these programs will determine what is necessary for effective programing.  
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Literature Review 

History of the Juvenile Justice System 

 In the early 1800’s, youth were treated the same way as adults in the criminal justice 

system. Children were punished for crimes and served their time among adults and individuals 

who were mentally ill in large overcrowded institutions. Many youths were also confined for 

noncriminal behavior simply because there was no other place for them to go. In response, the 

New York House of Refuge was established in 1825 to house youth who were poor, vagrant, and 

deemed to be on the path towards delinquency by authorities (Center on Juvenile and Criminal 

Justice, n.d.). Within a few years, similar facilities throughout the country were opening. Soon 

the refuge houses were facing the same issues as the jails and prisons. They were becoming 

overcrowded with deteriorating conditions and rampant abuse of the residents by staff.  

 In 1899 Chicago became the first city to establish a juvenile court. The court was founded 

on the legal doctrine parens patriae which declared the King to be the guardian of all his 

subjects. The juvenile court in Chicago assumed the right to be able to intervene on behalf of the 

youth who were in need of help because of their delinquent acts or life circumstances. The 

motive of the juvenile court was to provide rehabilitation as opposed to punishment for the 

youth. Court proceedings were less formal and judges had large discretion on how each case 

would be handled.  

 In the mid 1900’s, the public’s concern began to grow regarding juvenile courts because 

of the disparities in treatment from the judges having complete discretion. Youth who committed 

the same criminal act and had similar situations could receive vastly different sentences based on 

the judge. In the 1960’s, the Supreme Court formalized the juvenile courts and required more 

due process protections. Formal hearings were also required if the youth faced the possibility of 
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being transferred to adult court or the possibility that the youth would be confined for a long 

period of time (Center on Juvenile and Criminal Justice, n.d.).  

 During the 1960’s, diversion programs were advocated for and funded by the federal 

government. This was done so youth would avoid the stigma associated with the formal court 

processing. Diversion programs also allow for youth who have committed less serious crimes to 

still able be held accountable for their actions. With the large disconnect between youth with 

mental illness and community mental health care, diversion programs allow the youth to receive 

the treatment necessary to stabilize the mental health concerns while also decreasing recidivism 

rates. According to Driessen (2011), interventions that are treatment-oriented work better than 

punishment to change future behavior.  

 Beginning around 1995, policy began to change to the view that children are different. 

The Network on Adolescent Development and Juvenile Justice conducted research on adolescent 

developmental psychology. This research was used to develop evidence-based for juvenile 

justice policy (Feld, 2017). The focus included how a youth’s judgement is immature because of 

risk perception, time frame, and appreciation of consequences, along with impulsivity and lower 

self-control. All of these factors distinguish youths from adults (Feld, 2017).  

Supreme Court decisions have paved the way for sentencing youth to less severe 

punishments. Roper v. Simmons, in 2005, ruled that states are prohibited from executing youths 

for crimes they committed as juveniles. The Court determined that capital punishment must be 

limited to those offenders who commit the most serious crimes. They explain that juveniles are 

susceptible to immature and irresponsible behaviors and that their conduct in not as morally 

reprehensible as that of adults.  
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Graham v. Florida, decided in 2010, ruled that juvenile offenders cannot be sentenced to 

life in prison without parole for a non-homicide crime. The Court argued that the goals of the 

penal system include retribution, deterrence, incapacitation, and rehabilitation and none of these 

goals are adequate to justify for juvenile offenders for non-homicide crimes. The State must 

impose a sentence that provides some meaningful opportunity for release based on demonstrated 

maturity and rehabilitation (Supreme Court of the United States).  

Both cases argue that impulsivity, susceptibility to peer influence, and immaturity as 

reasoning for shorter sentences based on diminished responsibility. With the goal of 

rehabilitation, diversion programs are a great option to ensure treatment for mental illness while 

rehabilitating the youth.  

History of Mental Health Treatment 

 Throughout the years, mental illness has been viewed differently and treatment options 

are largely influenced by the views of society. During the Middle Ages, between the period of 

500 to 1350 A.D., churches held the power and the churches rejected scientific forms of 

investigation (Comer and Comer, 2018). Those who suffered from a mental illness were seen by 

the church as being influenced by Satan. The treatment for the illness was exorcisms which were 

conducted by clergymen to rid the person of the evil spirit. If the exorcism was unsuccessful, the 

clergyman would have other citizens attempt try to rid the person of the evil spirit and some of 

the attempts led to torture of the individual. Towards the end of the Middle Ages, government 

officials began to gain power and take over activities that were nonreligious. This included 

running hospitals and the direct care of those who suffered from a mental illness (Comer and 

Comer, 2018).  
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 The Renaissance period, between 1400-1700, views of mental disorders changed. The 

belief during this period was that the mind was just as susceptible to illness as the body was. 

Caring for the mentally ill did improve for a short period of time. Those who suffered could 

possibly stay home with their families and were often given financial aid by the local parish. 

During the middle of the sixteenth century these improvements declined once again. Hospitals 

and monasteries were converted into asylums with the intention that they would provide quality 

care to patients. The asylums quickly became overcrowded and were no different from prisons 

with filthy conditions and patients being treated cruelly (Comer and Comer, 2018).  

 During the 1800’s, treatment began to improve, only for a brief time, with the belief that 

those who suffer from a mental illness should be treated with sympathy and kindness rather that 

chains and beatings. Phillipe Pinel unchained the patients and allowed them to move freely 

among the grounds of the hospital (Comer and Comer, 2018). Pinel also changed the dark 

dungeons to well-lit rooms and the patients were offered support and advice. Patients who had 

been shut away for years showed great improvements over a short period of time. When 

hospitals began to multiply, overcrowding became an issue once again along with financial and 

staff shortages. The recovery rates of patients declined, and the public viewed these individuals 

as strange and dangerous (Comer and Comer, 2018).  

 Somatogenic and psychogenic perspectives emerged in the early twentieth century. The 

somatogenic perspective is the view that abnormal psychological functioning has physical 

causes. Physical factors such as fatigue could be responsible for mental dysfunction (Comer and 

Comer, 2018). The psychogenic perspective explains that the main causes for abnormal 

functioning are psychological. The focus during this time period was on physical conditions 

which would supposedly cure the mental illness.  
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 Today, common forms of treatment include psychotropic medications and individual 

psychotherapy. Deinstitutionalization began in the 1960’s and the preference today is to attempt 

to treat individuals by psychotropic medications and outpatient therapy before placing them in a 

mental institution. The view was that if someone could live in the community and receive 

treatment without the risk of harming themselves or others, this was better for their treatment. 

The individual could spend time with family, friends, and potentially work if they were able. 

Deinstitutionalization allows for those with a mental illness to have freedoms as a product of not 

being confined in a hospital (Comer and Comer, 2018).  

Deinstitutionalization has caused some issues for the criminal justice system. Some 

individuals, due to their mental illness, may commit crimes, and depending on the severity of 

their crimes they may be sentenced to jail or prison. This puts strain on the criminal justice 

system to treat these individuals with little resources and funding. Deinstitutionalization led to 

the increased number of incarcerated offenders with mental illness. Today, deinstitutionalization 

is still preferred for those that can receive treatment in the community. Severely mentally ill are 

still placed in hospitals.  However, it is for short periods of time and efforts are made while they 

are hospitalized to link them to outpatient services and medications upon being released (Comer 

and Comer, 2018)..  

Mental Illness and Violence 

 Due to the high number of offenders with mental illness, there are many theories to 

explain that criminality is due to mental illness. One theory maintains that an individual’s 

suffering from a mental illness are put at a higher risk for violence (Ministry of Children and 

Youth Services, Communications and Marketing Branch, 2016). Osenblatt (2001) explains that 

depression, substance use, and conduct disorders are the most prevalent among youth. 
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Depression, which is relatively common among youth, may be related to aggression. One study 

showed that affective disorders are related to aggression at school and in the home (Ministry of 

Children and Youth Services, Communications and Marketing Branch, 2016). This is very 

important information to have because it can allow for treatment of the aggressive behaviors 

through the mental illness.  

 Some mental disorders are associated with violent behavior while other disorders are not. 

One disorder that is associated with violence is schizophrenia. Symptoms of the schizophrenia, 

specifically paranoid delusions, is makes an individual vulnerable to periodic episodes of rage 

and violence (Ministry of Children and Youth Services, Communications and Marketing Branch, 

2016). Someone with paranoid delusions may believe that a certain person is trying to harm 

them, and they may act aggressively towards that person. However, not all individuals who 

suffer from schizophrenia are violent.  

There are many people with a mental illness that do not commit violent crimes or any 

crimes at all. It is also important to note that rates of violent crime have actually decreased while 

mentally ill populations have been deinstitutionalized (Ministry of Children and Youth Services, 

Communications and Marketing Branch, 2016). 

Evidence Based Programming 

 Evidence-based programming is the application of scientifically directed strategies to 

interventions for juvenile offenders (Lipsey et al., 2010). For a program that is evidence-based to 

be successful, application of the evidence-based principles must be effective and consistent. An 

evidence-based program would have components that are shown to be able to produce a certain 

result. If a program has been shown to be effective at reducing mental health symptoms and that 

was the goal of the program, then that particular program would be effective. Multiple studies 
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are conducted to ensure that the program is effective in different areas and for different 

populations (Lipsey et al., 2010). Once a program is deemed effective, communities may begin 

to implement the program. When implementing a particular program, no changes should be 

made as this could be detrimental to the effectiveness. The consistency of a program’s 

implementation is the most difficult because of the amount of people involved during the 

implementation of a new program. It is important to adhere to the guidelines of the program to 

ensure that the program is effective (Lipsey et al., 2010). Evidence-based programs are important 

because they allow for real insight into what is beneficial to others. Millions of dollars could be 

spent by communities on a new program to decrease mental health systems among youth only to 

find out that the program has no effect on the reduction of mental health. Not only could this be 

dangerous to the consumers of the program, but the community received no benefit from the 

program. The use of evidence-based programming helps avoid this issue. 

Standardized Program Evaluation Protocol (SPEP) is a tool that is able to compare 

juvenile justice programs to what has been found to be effective within research (Lipsey et al., 

2010). SPEP is a point system with more points going towards factors of a program that are 

considered to be strong indicators of having an effect on recidivism. Fewer points are assigned to 

factors with weaker indicators and therefore are not as effective at reducing recidivism (Lipsey et 

al., 2010). SPEP is beneficial for deciding which programs, or components of programs, a 

community could implement that will work the best.  

Factors include type of program, amount of treatment, quality of treatment, and youth 

risk level. SPEP only covers programs with a therapeutic approach. Effectiveness of each 

program type at reducing recidivism is categorized as having high, medium, or low effects with 

higher points going to those programs in the high effectiveness category. The amount of 
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treatment is divided between duration of services and total number of contact hours. A higher 

number of hours receives a higher number of points. The quality of treatment refers to the extent 

to which the program was implemented as intended for every consumer of the program. Quality 

programs should have a written protocol of the intended services, training on the intended 

services, some monitoring services given, and a procedure for taking corrective action if a 

service is not delivered as intended. The risk level of youth is assessed to ensure that youth who 

are high risk are the priority for effective treatment (Lipsey et al., 2010).  

 Programming for juveniles that is evidence-based is crucial to ensure that the program is 

effective and that it not having a negative effect on the youth. Evidence-based programming in 

the juvenile justice system focuses on reducing recidivism. However, it is important for there to 

also be evidence-based programming that focuses on the reduction of mental health symptoms.  

 Evidence-based programming may also be effective in a controlled setting but there may 

be issues when communities implement the program. Any changes in programming can 

drastically change results. Those who implement these programs in the community may have the 

best intentions and do not realize that they are leading to an ineffective program when they make 

minor changes.  

Crimesolutions.gov (2018) categorizes programming as effective, promising, and no 

effects. Some programs may be effective for some area and not effective in other. One of the 

programs assessed is Family-based Treatment for Adolescent Delinquency and Problem 

Behaviors. Crimesolutions.gov (2018) shows that is effective at reducing recidivism. This 

program is promising for reducing antisocial behavior and substance use and improving 

psychological functioning. More research would need to be conducted to determine what areas of 
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improvement are needed to ensure that this program is effective for mental health before 

implementing it for that concern.  

Mental Health Programming 

 With the increased number of youths with mental illness entering the juvenile and 

criminal justice systems, mental health diversion programs are being utilized more frequently 

(Cuellar et al., 2006). The purpose of the diversion programs is therapeutic rather than punitive. 

Diversion programs attempt to divert youth who suffer from a mental illness from the court 

system to receive treatment for mental health.  

 Diversion programs that focus on mental health reflect the increasingly common view 

that there is a causal relationship between mental illness and crime (Cuellar et al., 2006). 

Policymakers who share this view place a greater emphasis on treatment and rehabilitation, 

rather than punishment, to reduce crime. Recidivism can be decreased with diversion while also 

being more responsive to the youth’s individual, family, and social contexts. The increase in 

these programs is related to the concept that the mental illness that a youth suffers from can lead 

to criminality and that crime can therefore be reduced by providing treatment for the mental 

illness.  

 The Enhanced Mental Health Services Initiative in Texas assisted in increasing mental 

health services for adult and juvenile offenders (Cuellar et al., 2006). The funds that were 

contributed were intended to reduce recidivism while also providing other alternatives to 

incarceration. Part of the funding was used towards the Special Needs Diversionary Program 

(SNDP) which provided mental health services and caseload supervision in the community for 

juvenile offenders with mental illness. To be eligible for SNDP the youth needed to meet certain 

criteria. The youth needed to be adjudicated to meet mental health criteria, have an adult family 
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member involvement, and be under the jurisdiction of the juvenile court. Youth also needed to be 

at risk of being removed from their home or have a low Global Assessment Function (GAF) 

score indicating poor functioning psychologically, socially, or occupationally. Individuals that 

were in the comparison group were those that were on the waitlist for SNDP. Results showed 

that those who were in the comparison group had a higher re-arrest rate- 22% more-than the 

treatment group. The authors analyzed the data and concluded that mental health diversion is 

effective at delaying or reducing recidivism for youth (Cuellar et al., 2006). Individuals who are 

enrolled in the mental health diversion program had a lower probability of being re-arrested for 

any offense (Cuellar et al., 2006). This is a huge indicator that mental health diversion can 

reduce crime while also treating youth.  

 There are many other benefits to mental health treatment as well such as increased skill 

development, increased use of coping skills, decreased symptoms, and the potential for the youth 

to achieve academically. All of these benefits will lead to success in the youth’s future adult life. 

Understanding theories to juvenile offending will assist in the creation of an effective mental 

health program. It will allow for us to know what causes the offending, other than mental health, 

and what factors can be included in a program to reduce recidivism. The next section will 

explain behavioral theory, labeling theory, and mental illness and violence.  
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Theoretical Framework 

 There are many theories and explanations for why someone commits a crime. Some 

theories have led to the formation of national, state, and local policies. Earlier it was explained 

that mental health can be a root cause as to why someone commits crime. However, this is still a 

small piece of the puzzle. There can be other reasons, along with the mental health concerns, that 

factor into criminality.  

Behavioral Theory 

 Behavioral theorists maintain that all human behavior is learned within the social 

environment. Individuals are not born to be offenders. Rather they learn to think and act 

criminally due to their surrounding environment. Studies have shown that aggressive children 

often model the violent behavior of their parents (Ministry of Children and Youth Services, 

Communications and Marketing Branch, 2016). The child has learned that acting out 

aggressively during certain situations is acceptable. According to Point Park University (n.d.), 

associating with criminals increases criminal behavior. This could be because others are learning 

how to commit crime. It could also be that there are rewards to committing the crime from the 

other criminals, such as peer acceptance.  

Operant conditioning is a method of learning through rewards and punishments. The 

individual’s actions are rewarded whether it be by peer acceptance, monetary gain, or other types 

of rewards from committing the crime or deviant act. Rewards can be different for different 

people. The reward must outweigh any punishment the person may receive for the act (Funder, 

2019). For example, if a youth skips school, the reward could be that they are able to spend all 

day playing video games. If this is something the youth loves to do this is a great reward. As 
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long as the individual continues to receive the reward when they act in a certain way, they will 

continue the behavior.  

Punishment for a behavior would decrease that behavior. Many youths who commit 

crime are able to get away with the crime and not get caught by law enforcement. This increases 

the frequency of these behaviors as well because the youth believes that they continue engaging 

in the act and not receive a punishment. When a youth does receive a punishment, it must be a 

big enough punishment to deter the behavior in the future. If a youth steals a candy bar from a 

convenience store and the clerk catches him or her but only tells them they have to put it back, 

this is not much of a punishment. The only punishment is that the youth did not get the candy 

bar. The youth then believes that if they steal something there are no major repercussions.  

When mental health issues are involved, some punishments may never be large enough. 

For example, if a youth has extreme social anxiety and is incredibly stressed out and anxious 

when attending school, the youth has a huge reward for skipping school. The reward is the 

decreased anxiety. The school skipping could become so habitual that the youth becomes truant. 

However, for someone with social anxiety they may not care what punishments they receive as 

long as they can avoid situations and places they do not want to be.  

Substance use may also be involved to help the youth cope with the mental illness they 

are suffering from (Funder, 2019). The substance use could be a learned behavior from peers 

who teach the youth how to use and teach them that the substances can help with their anxiety, 

depression, etc.  

Labeling Theory 

 Labeling theory can be best explained as an individual being labeled as deviant or 

criminal because of their actions. When a youth commits a crime or juvenile offense and is 



 
 

 21 

formally processed, he or she may be labeled as a trouble-maker, a criminal, or deviant. Once a 

label has been given to a person, they will integrate the label into their sense of self (Funder, 

2019). There are expectations that society has set about behavior. The majority population puts a 

negative label on individuals seen as deviant from standard cultural norms. Deviant behavior has 

a bigger scope than just criminality. Deviance also includes mental illness, for example. There 

are two distinctions of labeling, hard and soft. People who believe in hard labeling believe that 

mental illness does not exist. They believe it is deviance from the norms of society. These people 

maintain that mental illness is socially constructed when the label of “mentally ill” is given to an 

individual (University of California Davis, 2020).  

 This theory suggests that people are given a label based on how others view them and 

their behaviors. Labeling theory hypothesizes that the labels applied to a person will influence 

their behavior. When a negative label is given that person will act deviant and it becomes a self-

fulfilling prophecy (Funder, 2019).  

 For youth who commit juvenile offenses such as skipping school, drinking underage, 

running away from home, and violating curfew, they are acting in a deviant manner. When an 

authority figure attaches the label of deviance to the youth, the youth will see themselves as 

deviant. The youth may also begin to believe that everyone sees them in this negative way. Once 

the youth believes that they cannot change others’ mind, they will begin to act in a way that is 

congruent with the label.  

 Formal court processing for minor offenses can lead to the youth being labeled and to a 

self-fulfilling prophecy. For minor crimes, youth should be given other options such as 

community service or diversion programs to avoid the label. Youth who suffer from a mental 

illness and are behaving in deviant ways are at risk for being labeled twice. By allowing them to 
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be diverted from formal court processing, it can allow for the youth to receive treatment. This 

will then lead to a reduction in recidivism.  

There are many different causes of crime, and these causes are not the same for everyone. 

However, it cannot be ignored that juvenile offenders have a much higher rate of mental illness 

than other youth. The next section will examine four different programs that have been effective 

at reducing mental health symptoms with juvenile offenders and youth with problematic 

behaviors. 
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Current Mental Health Intervention and Diversion Programs 

  

There are hundreds of mental health intervention and diversion programs that have been 

implemented. However, not all of them have been proven to be effective and some may even 

have worsening effects on the participants. This section will focus on three diversion programs 

and one intervention program that have been proven effective at reducing mental health 

symptoms and subsequently reducing recidivism.  

Ohio’s Juvenile Justice Initiative 

 The Ohio Department of Mental Health and Addiction Services (OMHAS) and the Ohio 

Department of Youth Services (ODYS) met with judges around the year 2000 to address the 

growing number of youths who appeared in court that demonstrated serious behavioral health 

problems (Kretschmar, et al., 2015). There were few alternatives for these youths, and the judges 

lacked resources and expertise to identify, assess, and serve these youths. A three-year pilot 

program was created, which eventually became to be called Ohio’s Behavioral Health Juvenile 

Justice Initiative, and courts facilitated behavioral health screenings. The pilot program’s goal 

was to divert youth who demonstrated a need for behavioral health treatment from a juvenile 

detention facility to a community-based treatment. If a youth met the criteria, they were diverted 

into community-based behavioral health treatment. Criteria included an individual being under 

the age of 18, charged or adjudicated as a delinquent, and demonstrated significant affective, 

behavioral, and/or cognitive domains (Kretschmar et al., 2015).  

 In 2005, the state of Ohio allocated funding for the project which was called Behavioral 

Health Juvenile Justice (MHJJ) project. The intention of this program was to transform the local 

systems’ ability to be able to identify, assess, evaluate, and treat multisystem youth and their 

families (Kretschmar et al., 2015).  The youth are identified by the juvenile court when the youth 
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have been charged with a crime. The youth is then assessed to determined if behavioral health 

concerns were the reason for the behavior of the youth. The youth are then sent to a treatment 

agency where they are evaluated and diagnosed. The treatment agency also is involved in the 

treatment of the youth for the various therapies (Kretschmar et al., 2015).  

 The youth, and occasionally the family, will participate in behavioral health treatment 

and other related services such as mentoring or tutoring to address what the program team 

identifies as a need. Types of treatment models provided include Multi-Systemic Therapy, 

Functional Family Therapy, Integrated Co-occurring Treatment, Trauma-Focused Cognitive 

Behavioral Therapy, and Multi-Dimensional Therapy. In a majority of cases, the youth remains 

on probation supervision while in the program. When the youth completes the identified goals in 

the treatment plan, the therapist then works with the juvenile court to begin the process of 

termination. The state allows each county to select the treatment model that fits best for the 

youth and their family (Kretschmar et al., 2015).  

 The Ohio Scales that were used were designed to assess clinical outcomes for children 

with severe emotional and behavioral disorders (Butcher et al., 2018). The four primary domains 

of outcomes included problem severity, functioning, hopefulness, and satisfaction with services. 

There is also a version of this scale for the caregiver of the youth to give their perspective on 

outcomes. Another scale that is used is the Trauma Symptom Checklist for Children (TSCC) 

including 54 questions. These questions are designed to measure anxiety, anger, depression, 

posttraumatic stress, dissociation, and sexual concerns. Youth respond to the questions regarding 

frequency of certain thoughts, events, or behaviors (Butcher et al., 2018). A substance use survey 

is also completed by all youth to report the frequency of his or her substance use including 

tobacco, alcohol, marijuana, cocaine, painkillers, etc. (Butcher et al., 2018).  
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 Upon enrollment, program staff complete an enrollment form that includes information 

such as reasons for BHJJ services, DSM diagnoses, Global Assessment of Functioning (GAF) 

scores, and other agencies that the youth is involved with. This form is also completed upon 

termination to follow progress. At intake and upon termination, the caregiver of the youth will 

complete a questionnaire allows staff to record information including demographics, risk factors, 

family composition, physical custody of the child, abuse history, family history of mental health 

issues, the child’s mental and physical health service use history, caregiver employment status, 

and child’s presenting problems. Caregivers are also given the option to fill out a satisfaction 

survey to give information regarding results of services, whether or not the youth showed 

improvement, and satisfaction of the services the youth was involved with (Butcher et al., 2018). 

 The Ohio Scales and the Substance Use Survey were taken at intake, every three months, 

and at termination. The other surveys and forms were administered at intake and termination 

(Butcher et al., 2018).  

 Between 2006 and 2013, around 2,500 youth were enrolled in BHJJ. Participants 

included 58% male and 42% female with the average age being 15.5 years old. The majority of 

the youth involved were either white (52%) or black (39%) (Kretschmar et al., 2015). Youth had 

an average of 2.3 DSM diagnoses and 40% had a co-occurring mental health and substance use 

diagnosis. The most common disorders included Depressive Disorder, Attention Deficit 

Hyperactivity Disorder, Cannabis-related Disorders, Oppositional Defiant Disorder, and Conduct 

Disorder (Kretschmar et al., 2015). Trauma and violence exposure were major issues in the lives 

of the youth, especially females. Nearly 30% of the female participants had a history of sexual 

abuse, 50% talked about suicide, and 20% had attempted suicide at least once (Kretschmar et al., 

2015).  
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 Results from this study are very promising. Since 2005, 65% of youth successfully 

completed their treatment program. Two years later, that number had increased to 72% which is 

attributed to sites gaining more experience running the program. Youths demonstrated significant 

improvements in trauma symptoms, day to day functioning, and problem severity. Participants 

also demonstrated a 50% decrease in the risk for out-of-home placement. There were still 

benefits for youth who did not complete the program. Youth who were unsuccessful in 

completion still showed reduced future delinquency compared to levels prior to their enrollment 

(Kretschmar et al., 2015).  

 An evaluation of the program was conducted by Butcher et al. (2018) between 2006 and 

2017. During this time period, 12 counties in Ohio participated in the program. Youth that were 

diagnosed with both a mental health and substance use diagnosis included 44% of males and 

35% of females (Butcher et al., 2018). Youth who were at moderate or high risk to reoffend 

included 67% of participants. Youth who had a felony charge within 12 months prior to 

enrollment in the program was 35% (Butcher et al., 2018).  

 Further positive results were found during the evaluation. Prior to enrollment in BHJJ, 

about 66% of youth were suspended or expelled form school. At termination, 85% of youth were 

attending school. While this is a positive result alone, the number of youths who received A and 

B grades at school increased as well. At termination, youth reported a significant decrease in 

trauma symptoms from when they began the program. Results from the Ohio Scales showed 

caregivers, worker, and youth all reported increased youth functioning and decreased problem 

severity while in treatment through BHJJ (Butcher et al., 2018). Both male and female youth also 

reported decreased substance use. All delinquent behaviors decreased by 50% or more including 

violence, stealing, teasing, threatening, and carrying a weapon. Youth also reported decreased 
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mental health symptoms such as anxiety, anger, depression, dissociation, posttraumatic stress, 

and sexual concerns (Butcher et al., 2018). Overall positive functioning for youth increased upon 

completion from the BHJJ program while symptoms decreased.  

Big Brothers Big Sisters 

 The Big Brothers Big Sisters program is a community-based mentoring program (Crime 

Solutions, 2018). The youth that are mentored are at-risk and are between the ages of 6 and 18. 

The goals for this program include positive adult contact, reducing risk factors for negative 

behaviors, and increasing protective factors for positive behaviors (Crime Solutions, 2018). The 

youth that are targeted for this program are at high risk of exposure to violence as well as trauma 

at home and in the community.  

 Programming involves one-on-one mentoring between an adult and a youth that takes 

place in the community. Matching up adults with a youth is very important because the pair will 

spend between three to five hours a week together, two to four times a month, for at least one 

year. The matches would engage in developmentally appropriate social activities which could 

include attending sporting events, going to the movies, going on a hike, and/or reading books 

(DeWit et al., 2016).  

 One study conducted by DeWit et al. (2016) studied the relationship between youth 

mentoring and behavioral, developmental, and emotional outcomes for 859 youths. A national 

survey was conducted where youth self-reported behavioral and mental health occurred at the 

baseline assessment and at the 18-month follow-up. The youths mentoring status included 

continuous mentoring for less than 12 months, continuous mentoring 12 months or more, 

dissolved mentoring less than 12 months, dissolved mentoring after 12 months or more, 

mentoring with a second mentor, and never mentored. 
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 The mentors involved must be at least 18 years old with no criminal record, provide three 

personal references, and complete an assessment interview. Mentors undergo training which is 

given by program staff on child safety, application and assessment features, roles and 

responsibilities, match closure, caseworker support and supervision, recognizing abuse, and 

optimizing match quality (DeWit et al., 2016). Caseworkers conduct interviews with the families 

and mentors to assess common interests, personal preferences, and the mentors’ ability to meet 

the needs of the youth. Once matched, mentors, youths, and parents are contacted every month 

for the first 6 months and then bi-monthly until 12 months (DeWit et al., 2016).  

 DeWit et al.’s (2016) study consisted of slightly more males (50.6%) than females 

(49.4%). The average age of the youths was 9.74 years and the majority (93%) resided in an 

urban area. Seventy percent were residing with a single biological parent, 10% resided with both 

biological parents, and 20% in other arrangements such as foster home, grandparent, etc.  

 Youth outcomes were assessed using self-reports of behavioral problems, mental health, 

coping behaviors, peer self-esteem, and perceived social support at the studies baseline and again 

at 18 months. Results showed that there was a statistically significant association between 

relationship quality and mentoring status. Results also showed that youths in long-term stable or 

dissolved mentoring relationships experienced better outcomes than youths who were never 

mentored (DeWit et al., 2016). A youth who entered a second mentoring relationship was also 

beneficial. There were statistically positive relationships between the re-matched category and 

cognitive behavioral coping and perceived parental support. Youth who had a dissolved 

mentoring relationship that lasted 12-month or less showed no significant correlations in any of 

the models (DeWit et al., 2016).  
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 For both males and females, long-term mentoring relationships were negatively 

associated with symptoms of depressed mood and social anxiety in relation to youth who were 

never mentored. Only males in long-term relationships with their mentor reported stronger 

perceptions of emotional support from peers and parents. Females that were re-matched to a 

second mentor performed better than never mentored females. Males that were re-matched, 

however, showed no difference or did significantly worse in peer self-esteem than never 

mentored males (DeWit et al., 2016).  

 The results from this study show supporting evidence for mentoring relationships lasting 

12 months or longer. The processes of change through which mentoring influences youth social-

emotional, identity, and cognitive development takes time to fully develop. Positive changes are 

not likely to develop until well into the growth and maintenance phase of a mentoring 

relationship (DeWit et al., 2016). There is also an absence of health and social benefits 

associated with youth involved in the short-term dissolved relationship. Youth that were re-

matched did not experience health and social benefits.  

 Overall, results showed that youth in long-term stable or long-term dissolved mentoring 

relationships experienced significant a decrease in behavioral problems, symptoms of depression 

and social anxiety, and an increase in coping strategies and parent emotional support (DeWit et 

al., 2016).  The Big Brothers Big Sisters program is an effective program for reducing mental 

health symptoms among youth. Improvements could be made to ensure that youth who are not 

able to be involved long-term are still benefitting from the program.  

 Another study, conducted by Taussig and Culhane (2010), researched 156 children from 

9 to 11 years old. A total of 77 children were in the control group and 70 were in the intervention 

group. Each child and caregiver were interviewed at baseline and at a 6-month follow-up on 
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mental health problems, youth-reported symptoms of PTSD, dissociation, and quality of life 

(Taussig & Culhane, 2010). Each child met with their mentor once a week for 30 weeks for a 

period of 2 to 4 hours each week. A Trauma Symptom Checklist for Children (TSCC) was used 

along with a multi-informant index of mental health problems (Taussig & Culhane, 2010). A 

Child Behavior Checklist and a Coping Inventory was also completed.  

 Results from this mentoring study showed that the intervention group participants had 

significantly decreased symptoms for trauma, anxiety, depression, dissociation, PTSD compared 

to the control group. Intervention participants also reported an increased quality of life. 

Improvements were reported at the 6-month follow-up. Overall, results from both studies show 

that mentoring programs can be effective at reducing mental health symptoms.  

 

Prolonged Exposure Therapy 

 Prolonged Exposure Therapy is a cognitive-behavioral treatment program for individuals 

that are suffering from posttraumatic stress disorder (PTSD) (Crimesolutions.gov, 2018). 

Program goals for Prolonged Exposure Therapy include reduced symptoms of PTSD, depression, 

anger, guilt, and general anxiety. There are four components of Prolonged Exposure Therapy. 

The first is imaginal exposure which is repeated recounting of the traumatic memory. Second, in-

vivo exposure which is gradually approaching items and situations that remind the individual of 

the trauma that, despite posing no harm, brings the person distress and these items and situations 

are avoided. The third component is psychoeducation. This gives the individual knowledge about 

common reactions to trauma and the cause of post trauma difficulties. The final component is 

breathing retraining for managing the individual’s anxiety (Crimesolutions.gov, 2018).  
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 Treatment consists of 8 to 15 once or twice weekly sessions that last between 70 to 90 

minutes. The treatment course can be lengthened or shortened based on individual need. This 

therapy can also be used in many different clinical settings such as outpatient clinic, veterans’ 

centers, private practice offices, and inpatient units (Crimesolutions.gov, 2018).  

 A study was conducted by Foa et al. (2005) as a randomized trial of Prolonged Exposure 

Therapy for PTSD. Participants for the study were referred by police departments, victim 

advocacy workers, or they were recruited through advertisements. Eligible participants were 

adult women with a primary diagnosis of PTSD. The total sample included 179 participants. 

Treatment was considered completed when individuals attended at least eight therapy sessions 

and completed a posttreatment assessment. Participants were assigned to either Prolonged 

Exposure Therapy, Prolonged Exposure Therapy with Cognitive Restructuring, or a waitlist. 

Measures included the PTSD Symptom Scale interview, Beck Depression Inventory, and Social 

Adjustment Scale. Evaluations were completed prior to treatment, right after treatment was 

completed, and then three months, six months, and 12 months after treatment. Individual 

sessions lasted between 90-120 minutes in length and up to 12 total sessions. Adherence to 

treatment protocol was monitored weekly during supervision meetings.  

 Of the 96 treatment participants, 40 terminated treatment after session eight which would 

be considered short treatment while the remaining 56 received ten to 12 sessions which would be 

considered long treatment. Results showed that the authors first hypothesis was accurate in that 

treatment with Prolonged Exposure Therapy and Prolonged Exposure Therapy with Cognitive 

Restructuring were both superior to the waitlist in reducing PTSD and depression. Those who 

completed treatment also showed improvements in work and social functioning (Foa et al., 

2005). Adding Cognitive Restructuring did not enhance treatment outcomes for Prolonged 
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Exposure Therapy. While many participants terminated treatment after session eight, results 

show that the majority needed additional sessions. Treatment gains were maintained at follow-up 

on measures of PTSD, depression, and work functioning. Among participants that returned for a 

follow-up assessment, 80% had maintained their gains. This study also found that treatment 

targeted at PTSD also reduced depression.  

 Another study on Prolonged Exposure Therapy that focused more on adolescents was 

conducted by Zandberg et al. (2016). This study consisted of 61 adolescent girls between the 

ages of 13 and 18. Prolonged Exposure Therapy was compared to Client Centered Therapy on 

co-occurring emotional and behavioral problems. All of the participants were seeking treatment 

for PTSD at a community mental health clinic. The mean age was 15 years old (Zandberg et al., 

2016). 

 Participants in either the prolonged exposure therapy or the client centered therapy had 

eight to fourteen sessions with the therapist. Non-completion of the treatment was defined as a 

participant having completed less than eight sessions. The therapists had a master’s degree and 

all had attended a four-day training in both types of therapies. Each therapist was required to 

complete two cases of both therapies with intense supervision prior to treating the studies 

participants (Zandberg et al., 2016).  

 Evaluations were completed prior to treatment at baseline, mid-treatment after session 

seven, and post-treatment at three, six, and 12 months after treatment was completed. The 

evaluations were measured by the Youth Self-Report scale. This scale measured 

drawn/depressed, anxious/depressed, somatic complaints, rule breaking behavior and aggressive 

behavior, social problems, thought problems, and attention problems. There were also six DSM 

scales that included anxiety problems, affective problems, somatic problems, attention deficit 
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hyperactivity problems, oppositional defiant problems, and conduct problems (Zandberg et al., 

2016).   

 Results showed that there was a significant decrease in all Youth Self-Report scales from 

baseline to the 12-month follow-up. The only exception was for positive qualities which 

significantly increased over the course of the treatment. Prolonged Exposure Therapy had a 

larger decrease in externalizing problems (DMS conduct problems, Attention Problems, ADHD, 

and ODD scales) compared to the Client Centered Therapy. Both therapies were equally 

effective at reducing internalizing scales (anxious/depressed, withdrawn/depressed, somatic 

complaints, etc). Prolonged Exposure Therapy was superior to Client Centered Therapy between 

pre- and post-treatment for some scales (Rule-breaking and conduct problems) and during the 

follow-up evaluations for other scales (Aggressive Behavior). For Client Centered Therapy, the 

participants were more likely to demonstrate post-treatment increases for these scales. Prolonged 

Exposure Therapy is effective during treatment and also has long-term effects once treatment is 

completed.  

 Overall, Prolonged Exposure Therapy proves to be effective for youth and for adult 

women. It is important that this therapy can serve multiple populations as communities may be 

more likely to implement a program that can be effective for larger groups of people.  

BEST in CLASS 

 BEST in CLASS stands for Behavioral, Emotional, and Social Training: Competent 

Learners Achieving School Success. This intervention is a school-based intervention that is 

delivered by teachers and was designed to prevent emotional and behavioral disorders in high-

risk children. Program goals include reducing chronic problem behaviors and improving 

interactions and relationships between teachers and students (Crime Solutions, 2018). Teachers 
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are trained in a six-hour workshop and are also provided with a training manual that summarizes 

the primary content from the workshop. Practice-based coaching is used two hours per week in 

the teachers’ classroom.  

 Instructional practices include rules, behavior specific praise, pre-correction, 

opportunities to respond, teacher corrective feedback, and teacher instructive feedback. Rules 

refer to a verbal statement from the teacher that uses the work ‘rule’ and is directed towards the 

student. Behavior-specific praise is a verbal statement to the student that indicates approval of a 

behavior and specifies what behavior is being praised. Pre-correction is a verbal statement to the 

student prior to going into an activity of the expectations for that activity. This is to avoid 

predictable problem behaviors. Opportunities to respond are instructional questions, requests, 

commands, or gestures that seek to receive a response from the student. Teacher-corrective 

feedback is a verbal statement from the teacher to the student to acknowledge that an incorrect 

response, display of incorrect information, or inappropriate behavior was done and providing 

information for a correct alternative behavior or response. Lastly, teacher-instructive feedback is 

a verbal statement to the student that they engaged in a correct behavior or response and provides 

additional information to the student (Conroy et al., 2015).  

 Conroy et al. (2015) conducted a study to determine the outcomes of the BEST in 

CLASS intervention. The participants were ages three to five and at risk for school failure. There 

were 130 children with 66 being in the BEST in CLASS program and 64 in a comparison 

classroom. A total of 53 teachers participated with 26 in the BEST in CLASS intervention and 

27 in the comparison group. The comparison classroom was a business as usual condition. 

Teachers were observed and a coding system was used to code responses related to 

implementation of the intervention. Behavioral observation occurred at baseline, post-test, and 
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maintenance which occurred four weeks following the post-test. The observation sessions lasted 

15 minutes. There was a total of 60 intervals with ten seconds being observation time and five 

seconds as the recording period (Conroy et al., 2015).  

 Results for this program are very promising. The overall percentage of student 

engagement increased significantly for the intervention group. Overall, percentages of disruptive, 

aggressive, and defiant behavior significantly decreased as well. Positive interactions also 

increased significantly, and the number of negative interactions decreased (Conroy et al., 2015).  

. This program is encouraging as many children are at elevated risk for being suspended and 

expelled from their early childhood program. As these children enter school, they often 

experience even more difficulties including poor academic outcomes and peer rejection. 

Changing behaviors at a young age can reduce the risk of future behavioral and delinquency 

issues.  

 As promising as these four programs seem there are some limitations and barriers for 

these programs to be implemented. The following sections with explain what these limitations 

and barriers are along with what components seem necessary for a program to be effective.  
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Implementing a Mental Health Program 

 Mental Health programming for youth involved in the juvenile justice system is essential. 

However, implementing an effective program can be challenging. With large amounts of 

resources that it takes to start a new program, it is important to ensure that the program will be 

effective. In this next section, a multidisciplinary approach is discussed as the ideal type of 

program. Implementing a new program also does not come without its limitations and barriers.  

 For a program to be effective, it must have multiple approaches. Youth involvement in 

the juvenile justice system could include a large amount of different crimes committed and 

reasons as to why they committed the crime. It is important for a program to be able to fit the 

needs of each youth to ensure effectiveness for all participants. An assessment of each youth 

should be completed prior to determining what interventions to use. It could also be beneficial to 

allow for the youth to give his or her input as to what intervention they would prefer. By 

allowing for the youth to have some choice in what they work on could allow for increased 

engagement and better change of improvement.  

 Big Brothers Big Sisters, Prolonged Exposure Therapy, Ohio’s Juvenile Justice Initiative, 

and BEST in Class are all effective programs for some youth. It may not be possible to develop a 

program that is effective for every single youth that is involved. However, a program that has a 

high success rate and can be effective for a diverse number of youths is ideal. Big Brothers Big 

Sisters targeted population is for youth exposed to violence. Many youths with mental health 

concerns may have been exposed to violence but not all. This limits who is able to be involved in 

this program. Prolonged Exposure therapy’s targeted population is females that are victims of 

crime and were exposed to violence as children. As effective as this program is, it only serves a 

small portion of the juvenile population.  
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 Having a program such as Ohio’s Juvenile Justice Initiative allows for multiple 

approaches within one program. This program includes five different types of therapy along with 

mentoring and tutoring. This allows for the youth to be involved in what will fit best with their 

needs and does not limit who will benefit from the program.  

 For youth suffering from mental illness, therapy is necessary to ensure that youth is 

treated. Ohio’s Juvenile Justice Initiative included different forms of therapy into their 

programming based on the needs of the youth. Prolonged Exposure Therapy proved to be 

effective as well. Big Brothers Big Sisters did show effectiveness. However, including therapy 

along with the mentoring could have allowed for those that had less than 12 months with a 

mentor show improvement.  

 The longer a youth can be involved in a program seems to affect the outcome as in the 

Big Brothers Big Sisters study. Youth that spend less than 12 months in a program have no 

improvement or very minimal improvement. Having a youth be involved in a program for over a 

year is ideal to ensure that real change has been made for the long-term.  

Limitations and Barriers 

 Implementing a new program in a community is no easy feat. There are some limitations 

that communities face. Funding is large issue for many communities. There may not be adequate 

funds for a new program or perhaps there is pushback from certain members of the community 

who do not want to spend funding on new programs. The possibility of the program being 

ineffective may also be reason for concern for community leaders as they do not want to spend 

funds on a program that may not work. Other resources that can be a barrier to new programming 

are time and commitment. Finding individuals to run the program and to ensure that the program 
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is operating correctly can be difficult. To implement a new program, it takes a large amount of 

time and commitment to ensure it will run effectively and smoothly.  

 Community members may not be able to see the importance of mental health 

programming for youth and believe that the current process, such as formal adjudication, works 

adequately. Many people do not like change, especially when they are unsure if the change will 

have a positive impact. There may also be no incentive to change if individuals do not 

understand the benefits of implementing such a program.  

 Once a program is implemented there are barriers. Those who implement the program 

may not be prepared to deliver the intervention. Implementers may also need to be volunteers, if 

funding is unable to pay them, and implementers may not want to invest large amounts of time to 

the program. There could also be poor communication between the trainers and the program 

implementers which hinders the effectiveness of the program. If there is no system in place to 

address ongoing needs of the implementers or problems that arise the program would not be as 

effective which could cause decreased funding and possibly an end to the program.

 Smaller and rural communities that do not have as much funding may lack the means to 

have diversion programs. Lack of interventions such as therapy, mentoring, and mental health 

clinics may also be part of the reason that smaller communities cannot implement mental health 

programs. This requires other sanctions for youth in the juvenile justice system that may be 

harsher than necessary.    

 Despite the limitations and barriers than program implementers face, mental health 

programming is essential for youth to divert from the juvenile justice system. The number of 

youths that can be rehabilitated and treated for their mental health symptoms through these 

programs are worth putting up with the barriers to implement an effective program.  
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Conclusion 

Most of the programs discussed earlier were diversion programs. However, one program 

was an intervention program for young children. Once a youth is involved in the juvenile justice 

system it is important to divert them away from the formal court processing system to avoid 

labeling. However, many youths who become involved in the juvenile justice system showed 

signs as young children of behavioral and emotional issues. Intervention programs such as BEST 

in CLASS focus on the problem behaviors prior to any criminal involvement.  

Intervention programs should be used as a first priority to assist young children in 

overcoming any mental health concerns at a young age. Those who suffer from a mental illness 

never fully recover but they are able to manage their symptoms in a positive way. Young 

children who are treated when they start showing symptoms may never become involved in the 

juvenile or criminal justice system and this should be the main goal.  

There are many diversion and intervention programs currently in place. However, more 

work needs to be done to ensure that all communities are able to afford and implement these 

programs. Larger communities have more resources and advocacy for youth diversion, but rural 

youth cannot be left behind. These rural communities may also be lacking access to the specific 

therapies that youth are in need of and therefore cannot implement a program surrounding these 

needs.  

A large amount of youth in the juvenile justice system have at least one mental illness. It 

is crucial to ensure that these youths are placed in diversion programs whenever possible to help 

them avoid the stigma of a criminal label. By treating mental illness, it will decrease recidivism 

and decrease the youth’s mental health symptoms (Kretschmar et al., 2015). This can allow the 

youth to attend school, have employment, and live productively. Confinement is detrimental and 
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carries the risk of labeling. Diversion allows for these labels to be avoided, prevent youth from 

associating with a delinquent population if confined, and a way of providing treatment and 

rehabilitation which results in reduced recidivism.  
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