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Abstract While psychiatric disorders are common among juvenile delinquents, many mental

health problems go undetected, increasing the likelihood for persistent difficulties. This is the

first known study to examine mental health referral rates and recidivism in the juvenile justice

system. In addition to the study, we review juvenile justice mental health screening to improve

detection and treatment. Juvenile criminal records in conjunction with behavioral health

screenings were analyzed to determine differences in referrals and recidivism among first time

offenders. Recidivism rates were significantly lower (p = 0.04) and time to recidivism was

significantly longer (p = 0.03) for those referred specifically for mental health services than

for those without any referrals, even after adjusting for offense severity. While black youths

had a significantly higher recidivism rate (p = 0.02) and a shorter time to recidivism

(p = 0.009) than white youths, there was no significant difference between races when referred

specifically for mental health services. Among the groups studied, black youths had the most

profound positive effect from mental health referrals (p\0.0001). This study indicates the

importance of detecting mental health problems among juvenile delinquents, especially for

black offenders. The apparent protective effect of mental health interventions necessitates

screening that better identifies underlying psychosocial factors rather than strict reliance upon

diagnostic criteria and self-report. Broader or even universal mental health referrals for juvenile

offenders could reduce future legal system involvement and costs to society. We review

potential reasons that mental health problems go undetected and provide recommendations.
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Introduction

The prevalence of psychiatric disorders in the juvenile justice population may be as high as

85 %, but less than half of these youths are identified [1, 2]. Mental health referrals

generally depend on the cooperation and reliability of the youth (in a confined and legally

threatening environment), and criteria from the Diagnostic and Statistical Manual. The use

of subjective information provided during intake to the justice system may rely too heavily

on openness in a legal situation where an individual may be reluctant to disclose infor-

mation, especially when the first words uttered to the offenders on their way to detention

are: ‘‘you have the right to remain silent.’’ This almost certainly results in undertreatment,

which is supported by a study finding 69 % of non-referred youths in juvenile detention

meet criteria for psychiatric disorders [3]. Criteria-specific symptom screening may also

overlook psychosocial factors influencing criminal behavior that do not meet the threshold

for diagnosis, but can improve with mental healthcare nonetheless. For example, family

adversity, poor parenting skills, parental criminality, parental psychiatric disturbance,

abuse, neglect, abandonment, broken homes, violence, overcrowding, and low socioeco-

nomic status have been associated with juvenile criminality [4–8]. Trauma, with and

without resultant posttraumatic stress disorder, is pervasive among juvenile delinquents

and puts them at greater risk for recidivism [6–8]. The etiology of criminal behavior may

not be evident, especially if juveniles are reluctant to disclose information such as stres-

sors, in a legal setting. Furthermore, when screeners are looking only for ‘‘mental illness,’’

they are apt to miss more general mental health problems that cause significant dysfunction

without meeting criteria for a disorder.

It is important not to assume that all criminal behavior implies conduct disorder (CD),

or that all youths with CD develop antisocial personality disorder (ASPD). Only about

30 % of those with CD develop ASPD based on average prevalence, but many more

develop mood disorders, anxiety disorders and PTSD, suggesting other factors besides

psychopathy/sociopathy are implicated in child and adolescent criminal behavior [9].

Those with CD and oppositional defiant disorder commonly also have depression and

anxiety, and CD and childhood depression often predict the comorbidity of each other [10].

Simply presenting to the juvenile justice system is a strong indicator of likely exter-

nalizing problems (e.g., hyperactivity, impulsivity, aggression), underlying psychosocial

problems, and poor coping skills. Many studies have demonstrated that juvenile delin-

quents are more likely to have problem-solving and social skills deficits which may

increase the likelihood of seeking inappropriate or illegal solutions to problems they have

an inability to deal with effectively [2]. Criminal behavior among youths can be under-

stood as externalizing behavior related to underlying conflicts within poorly developed

psychic structures and unfulfilled psychological needs, further limited by age and imma-

turity. Externalizing behaviors can be observed in many psychiatric disorders outside of

CD, and even in those that do not meet criteria for a specific disorder. For example,

childhood hyperactivity, whether or not a part of attention-deficit hyperactive disorder

(ADHD), is related to criminal behavior [4]. Persistent juvenile delinquency, itself, is

known to be significantly correlated with persistent substance use, persistent internalizing

problems (e.g., depression, anxiety, social withdrawal), and ADHD [1, 11]. Childhood

psychiatric disorders predict future criminal behavior, even when controlling for past

criminal behavior, especially when two or more of the following are comorbid: depression,

anxiety, substance use and CD [12]. Interventions such as social skills training have been

found to be effective in improving deficits in dealing with these problems, increasing an
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internal locus of control, and reducing recidivism [2]. Delivering mental health services to

juvenile delinquents likely mitigates the risk for recidivism by treating underlying mental

health problems.

Unfortunately, there is a paucity of studies—and few recently—about mental health

interventions for juvenile delinquents. Those that exist tend to focus on mental health

treatment independent of the justice system (e.g., any treatment prior to an arrest) [13, 14],

assess referral rates without assessing outcomes (e.g., recidivism) [15, 16], or focus on a

single intervention type (e.g., social skills training, multisystemic therapy). This study aims

to build upon existing research and, to the authors’ knowledge, is the first study of juvenile

delinquents to assess referral rates and recidivism. There is evidence that mental health

care prior to juvenile justice involvement can reduce initial offenses and recidivism,

especially for serious offenses [13]. Ours is the first known study to focus on recidivism

and mental healthcare initiated after the initial offense.

We hypothesize that all offenders would benefit from mental health referrals, and that

such services would therefore reduce recidivism. Intervention during the time spent in

juvenile detention facilities is especially important because many experts believe that this

time can worsen preexisting mental health problems and (further) traumatize youths [13].

Providing mental health services to juvenile offenders may help the justice system to

recognize and treat underlying psychopathology, improve coping skills, reduce the nega-

tive effects of detention, and decrease future costs to society by reducing recidivism. Our

goal is that this initiative will serve as a pilot study for a randomized controlled trial

comparing outcomes between universal mental health referrals for first time offenders and

referrals as usual.

Methods

Participants

All protocols were approved by the Wright State University Institutional Review Board.

Participants were youths (n = 54), aged 14 to 16 years, processed at the Montgomery

County Juvenile Justice Center in Dayton, Ohio for their first offense. Data was retro-

spectively collected from records dated January 23, 2010 (the earliest available electronic

medical record) to April 29, 2013. Potential participants were excluded if, when charged,

they were aged B13 years or C17 years, had any previous arrests or incarcerations, had

any previous mental health treatment, were arrested only for illicit drug charges (which are

managed separately in a drug court and use different mental health services), were not

released from detention prior to completion of the study, or if they were referred to the

adult criminal system (which is processed and managed separately). The mean age was

15.5 (SD = 0.5) years, 24.1 % were female, 68.5 % were black, and 27.8 % were white.

Race was not documented for two youths, who were excluded from analyses that included

race. Follow up lasted until a participant recidivated, aged out of the system, or the study

was complete, whichever came first.

During processing, participants were screened by justice center mental health staff (i.e.,

licensed counselors or social workers). 30 (55.6 %) were referred for mental health ser-

vices, based on the clinical judgment of their behavioral health screeners. Those referred

were referred for child and adolescent psychiatry and/or psychotherapy, within the juvenile

detention center or in a community mental health center if incarcerated or not, respectively.
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Despite our intention to exclude participants with substance-related problems (for reasons

described earlier and in the discussion), 19 participants were referred for alcohol or other

drug (AOD) services. Therefore, we defined the following groups: mental health only (MH

Alone, n = 17), No Referral (n = 18), mental health referrals with or without AOD

referrals (Total MH, n = 30), no mental health referral with or without AOD referrals (No

MH, n = 24), and mental health or AOD referral (Any Referral, n = 36).

Statistical Analyses

Outcome variables were referral rate, recidivism rate (the proportion of individuals who

recidivated before the end of the study), and time to recidivism. Those who did not

recidivate before study completion are considered right-censored (their time to recidivism

is known only to be greater than their time on study). Our primary analyses of recidivism

rates and time to recidivism exclude AOD referrals, comparing MH Alone and No

Referral. Secondary analyses compare Total MH and No MH.

We adjusted analyses based on offense severity. Severity levels for first and second

offenses were determined using a 1–10 scale created by the authors based on the level of

the offense (1 = unruly charge, 2 = fourth degree misdemeanor, 3 = third degree mis-

demeanor, 4 = second degree misdemeanor, 5 = first degree misdemeanor, 6 = fifth

degree felony, 7 = fourth degree felony, 8 = third degree felony, 9 = second degree

felony, 10 = first degree felony). Offense severity was analyzed both as a continuous

variable, and dichotomized as ‘‘Misdemeanor/Unruly’’ vs. ‘‘Felony’’ for simple compar-

ison of lesser and greater offenses (realizing that unruly charges are a status offense). For

participants who recidivated, the Wilcoxon signed rank test was used to compare severity

levels between first and second offenses. All hypothesis tests were two-sided and at the

0.05 level of significance. Analyses were carried out in R 3.1.2 [17]. Cox regression was

carried out using the coxphf package [18].

Fisher’s Exact Test was used to compare rates between referral groups, sexes, races, and

dichotomized first offense severity. Logistic regression was used to test for association

between first offense severity level (as a continuous variable) and rates, and to conduct

covariate adjusted comparisons. Comparisons of rates are expressed as odds ratios (OR).

Kaplan–Meier survival curves were used to illustrate the distribution of time to recidivism.

Cox proportional hazards regression and likelihood ratio tests were used to compare time

to recidivism between referral groups, sexes, races, and dichotomized first offense severity,

to test for associations between first offense severity level (as a continuous variable) and

time to recidivism, and to conduct covariate-adjusted comparisons. Comparisons of time to

recidivism are expressed as hazard ratios (HR). Sex, race and referral group comparisons

are ‘‘male vs. female,’’ ‘‘white vs. black,’’ and ‘‘MH Alone vs. No Referral,’’ and ‘‘Total

MH vs. No MH,’’ respectively. An OR[ 1 indicates that the group to the right of the ‘‘vs.’’

has the higher rate and, for HR[ 1, a shorter time to recidivism.

Results

Table 1 summarizes descriptive statistics for the total sample, and the primary analysis

sample which excludes AOD referrals. Of the total participants, 51.9 % reoffended during

the follow-up period. For those who recidivated, the average time to recidivism was
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221 days. For those who did not, the average time on study was 624 days. Tables 2 and 3

summarize referral rates and recidivism rates, respectively.

Participants were charged with the following initial offenses: theft (15 %), burglary

(13 %), domestic violence (9 %), robbery (7 %), aggravated robbery (7 %), illegal con-

veyance of a deadly weapon (7 %), breaking and entering (4 %), felonious assault (4 %),

assault (4 %), disorderly conduct (4 %), and other offenses committed by a single par-

ticipant (26 %). Approximately 54 % of the initial offenses were felonies, 39 % were

misdemeanors and 7 % were unruly charges (e.g., truancy).

Recidivating participants were charged with the following re-offenses: truancy (11 %),

theft (7 %), assault (7 %), unruly (7 %), offenses involving underage persons (7 %),

curfew violation (7 %), criminal trespassing (7 %), and other offenses committed by a

single participant (47 %). Approximately 43 % of re-offenses were misdemeanors, 36 %

were unruly charges and 21 % were felonies. The median severity level of the re-offense

(4.5) was significantly lower (p = 0.0001) than that of the initial offense (6.0).

First offense severity—dichotomized or as a continuous variable—was not significantly

associated with referral rate for MH Alone (p = 0.5661, p = 0.2601, respectively), Total

MH (p = 1.0000, p = 0.1431), or any referral (p = 0.7765, p = 0.1294). A one unit

decrease in first offense severity was associated with an increase of 4 % in mean time to

recidivism (HR = 1.04, p = 0.6430), but this effect was not statistically significant.

Table 1 Participant characteristics among youths in the juvenile justice system with no prior legal or
mental health histories

Total sample Primary analysis (AOD excluded)

Overall (n,
% of 54)

Total MH
(n, % of 30)

No MH (n,
% of 24)

Overall (n,
% of 35)

MH alone
(n, % of 17)

No referral
(n, % of 18)

Sex

Male 41 (75.9 %) 22 (73.3 %) 19 (79.2 %) 27 (77.1 %) 12 (70.6 %) 15 (83.3 %)

Female 13 (24.1 %) 8 (26.7 %) 5 (20.8 %) 8 (22.9 %) 5 (29.4 %) 3 (16.7 %)

Race

Black 37 (68.5 %) 19 (63.3 %) 18 (75.0 %) 21 (60.0 %) 7 (41.2 %) 14 (77.8 %)

White 15 (27.8 %) 10 (33.3 %) 5 (20.8 %) 13 (37.1 %) 9 (52.9 %) 4 (22.2 %)

Unknown 2 (3.7 %) 1 (3.3 %) 1 (4.2 %) 1 (2.9 %) 1 (5.9 %) 0 (0.0 %)

First offense

Felony 29 (53.7 %) 16 (53.3 %) 13 (54.2 %) 17 (48.6 %) 8 (47.1 %) 9 (50.0 %)

Misdemeanor 21 (38.9 %) 11 (36.7 %) 10 (41.7 %) 16 (45.7 %) 7 (41.2 %) 9 (50.0 %)

Unruly 4 (7.4 %) 3 (10.0 %) 1 (4.2 %) 2 (5.7 %) 2 (11.8 %) 0 (0.0 %)

Second offense

Felony 6 (11.1 %) 2 (6.7 %) 4 (16.7 %) 4 (11.4 %) 1 (5.9 %) 3 (16.7 %)

Misdemeanor 12 (22.2 %) 5 (16.7 %) 7 (29.2 %) 9 (25.7 %) 3 (17.6 %) 6 (33.3 %)

Unruly 10 (18.5 %) 6 (20.0 %) 4 (16.7 %) 4 (11.4 %) 1 (5.9 %) 3 (16.7 %)

None 26 (48.1 %) 17 (56.7 %) 9 (37.5 %) 18 (51.4 %) 12 (70.6 %) 6 (33.3 %)

Recidivism 28 (51.9 %) 13 (43.3 %) 15 (62.5 %) 17 (48.6 %) 5 (29.4 %) 12 (66.7 %)

AOD alcohol and other drug referral; MH mental health referral
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Referral Types

Of the total sample, 31.5 % were referred to MH Alone, and 56.0 % were referred to Total

MH. In our primary analysis, recidivism rate was significantly greater (OR = 4.57,

p = 0.0437) for those with No Referral (66.7 %) than for MH Alone (29.4 %), and mean

time to recidivism was significantly (197 %) greater for MH Alone (HR = 2.97,

p = 0.0326). Figure 1 displays the Kaplan–Meier survival curves for MH Alone and No

Referral.

In our secondary analysis, when including AOD referrals, recidivism rate was greater

for No MH (62.5 %) than Total MH (43.3 %), but the difference was not statistically

significant (OR = 2.15, p = 0.1828). Similarly, Total MH had an average time to

Table 2 Referral rates among youths in the juvenile justice system with no prior legal or mental health
histories

Referral type Total sample (% of
54)

Sex Race First offense

Female
(% of
13)

Male (%
of 41)

Black
(% of
37)

White
(% of
15)

Felony
(% of
29)

M/U (%
of 25)

MH alone 31.5 38.5 29.3 18.9 60.0 27.6 36.0

MH and
AOD

24.1 23.1 24.4 32.4 6.7 27.6 20.0

AOD alone 11.1 15.4 9.8 10.8 6.7 13.8 8.0

No referral 33.3 23.1 36.6 37.8 26.7 31.0 36.0

Total MH 55.6 61.5 53.7 51.4 66.7 55.2 56.0

No MH 44.4 38.5 46.3 48.6 33.3 44.8 44.0

Any referral 66.7 76.9 63.4 62.2 73.3 69.0 64.0

AOD alcohol and other drug referral; MH mental health referral; M/U misdemeanor or unruly charge

Table 3 Recidivism rates among youths in the juvenile justice system with no prior legal or mental health
histories

Referral type Overall (%) Sex Race First offense

Female (%) Male (%) Black (%) White (%) Felony (%) M/U (%)

All Youths 51.9 46.2 53.7 64.9 26.7 44.8 60.0

MH alone 29.4 60.0 16.7 28.6 33.3 0.0 55.6

MH and AOD 61.5 66.7 60.0 66.7 0.0 50.0 80.0

AOD alone 50.0 0.0 75.0 75.0 0.0 75.0 0.0

No referral 66.7 33.3 73.3 78.6 25.0 66.7 66.7

Total MH 43.3 62.5 36.4 52.6 30.0 25.0 64.3

No MH 62.5 20.0 73.7 77.8 20.0 69.2 54.5

Any referral 44.4 50.0 42.3 56.5 27.3 35.0 56.3

AOD alcohol and other drug referral; MH mental health referral; M/U misdemeanor or unruly charge

172 Psychiatr Q (2017) 88:167–183

123



0 200 400 600 800

Time (days)

0.0

0.2

0.4

0.6

0.8

1.0

Su
rv

iv
al

 P
ro

ba
bi

lit
y

No Referral

Mental Health Referral

Censored

0 200 400 600 800 1000
Time (days)

0.0

0.2

0.4

0.6

0.8

1.0

Su
rv

iv
al

 P
ro

ba
bi

lit
y

Male

Female

Censored

0 200 400 600 800 1000

Time (days)

0.0

0.2

0.4

0.6

0.8

1.0

Su
rv

iv
al

 P
ro

ba
bi

lit
y

Censored

Black

White

Fig. 1 Product-limit survival estimates based on referral type, sex, and race
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recidivism (73 %) greater than No MH, but the difference was not statistically significant

(HR = 1.73, p = 0.1509).

After adjusting for first offense severity, recidivism rate remained significantly greater

for No Referral compared to MH Alone (OR = 6.83, p = 0.0196), and time to recidivism

remained significantly greater among MH Alone (HR = 3.12, p = 0.0271). When com-

paring time to recidivism between Total MH and No MH, adjusted for first offense

severity, there was a significant interaction between severity and group (p = 0.0119). For

those with non-felony offenses, the two groups did not differ significantly (HR = 0.76,

p = 0.6074). However, for those with felonies, time to recidivism was significantly longer

for Total MH (HR = 3.80, p = 0.0211).

Sex Differences

Females had a higher referral rate than males, but the difference was not statistically

significant for MH Alone (OR = 1.50, p = 0.7328), Total MH (OR = 1.37, p = 0.7527),

or Any Referral (OR = 1.90, p = 0.5061). There was no significant difference in recidi-

vism rate between sexes (OR = 0.74, p = 0.7540). Figure 1 displays the Kaplan–Meier

survival curves for the two sexes. Males had an average time to recidivism that was 25 %

shorter than females (HR = 0.75, p = 0.5166), but the difference was not statistically

significant. For those with mental health referrals, males had a longer (but still non-

significant) average time to recidivism (HR = 5.74, p = 0.0590 for MH Alone;

HR = 1.84, p = 0.3011 for Total MH).

When comparing MH Alone and No Referral, and Total MH and No MH, there was a

significant interaction between sex and group for both recidivism rate (p = 0.0398 and

p = 0.0201, respectively) and time to recidivism (p = 0.0136 and 0.0154, respectively). In

each case, for males, the groups with mental health referral (MH Alone and Total MH) had

significantly lower recidivism rates (OR = 0.38, p = 0.0063 for MH Alone vs. No

Referral; OR = 4.70, p = 0.0279 for Total MH vs. No MH) and longer time to recidivism

(HR = 7.64, p = 0.0017 for MH Alone vs. No Referral; HR = 2.81, p = 0.0182 for Total

MH vs. No MH). For females, the effects were in the opposite direction but not significant

(rate: OR = 0.38, p = 1.0000 for MH Alone vs. No Referral; OR = 0.18, p = 0.2657 for

Total MH vs. No MH; time: HR = 0.40, p = 0.4033 for MH Alone vs. No Referral;

HR = 0.26, p = 0.1656 for Total MH vs. No MH).

Racial Differences

White youths were more likely to receive mental health referrals than black youths, and

this difference was statistically different for MH Alone (OR = 0.16, p = 0.0069) but not

for Total MH (OR = 0.53, p = 0.3688) or any referral (OR = 0.60, p = 0.5320).

Recidivism rate was significantly higher (OR = 4.91, p = 0.0161) for black (64.9 %) than

for white youths (26.7 %). Among those with mental health referrals, this difference

became non-significant (OR = 0.81, p = 1.000 for MH Alone; OR = 2.51, p = 0.4335

for Total MH), which is displayed in Fig. 2. Recidivism rate was significantly higher

among black youths who received No Referral than black youths who received MH Alone

(p\ 0.0001), but there was no significant difference in recidivism rates between MH

Alone and No Referral among white youths (p = 0.2931).

Figure 1 displays the Kaplan–Meier survival curves for white and black youths. White

youths had an average time to recidivism that was significantly longer (252 %) than black

youths (HR = 3.52, p = 0.0086). When adjusting for race, time to recidivism
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(HR = 2.30, p = 0.1158) and recidivism rate (OR = 3.39, p = 0.1134) was no longer

significantly different between MH Alone and No Referral. Although there was not a

significant interaction between race and group, when stratifying by race, time to recidivism

was significantly longer in the MH Alone group for black youths (HR = 4.05,

p = 0.0383).

Discussion

Recidivism by Referral Type

As expected, the primary comparison in this study was statistically significant: the

recidivism rate was significantly higher, and the time to recidivate was significantly shorter

among those without any referrals than those with mental health referrals. Mental

healthcare likely reduces recidivism by treating underlying psychopathology and

addressing unmet psychological needs; lowering the youth’s stress, shame and anger from

legal involvement; and mitigating the effects of legal involvement such as interrupted

school attendance, identification with criminality, and potential exposure to other dan-

gerous youths or negative behaviors. Furthermore, reduced recidivism lowers costs to

society, both in harms to potential victims, and financial burden to society by reducing

legal processing and incarceration costs. Failure to address behaviors can lead to perpetual

recidivism and the youth identifying with inherent wrongdoing, acceptance of ineffective

efforts to meet their psychological needs, and developing futile appraisal of their future.

The individual and societal benefits of reduced recidivism make mental health interven-

tions a worthwhile endeavor. Based on these results, increased usage of referrals or uni-

versal mental health referrals for all juvenile offenders may target developmental problems

and greatly reduce recidivism. Some have even suggested that integrating juvenile justice

and community mental healthcare systems may reduce criminal behavior [13].

When including AOD referrals, recidivism differences were only significant in males

and those with a felony as their first offense. The reason we initially planned to exclude

substance users is that those receiving AOD referrals should not necessarily be collapsed

together with those with mental health referrals or those without any referrals. Previous

studies have reported this collapsing together as a limitation and have recommended
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Fig. 2 Recidivism rates by race
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examining the services separately [15]. To this end, efforts were taken to exclude the

juvenile drug court from our sample, but some participants were still referred for AOD

services despite not entering the drug court system. In hindsight, this was to be expected

considering the near ubiquity of substance use among offenders. However, this means the

AOD referral population in this study is not representative of the whole substance using

juvenile delinquent population. Therefore, our primary analysis excluded those receiving

AOD referrals, and compared those receiving mental health referrals alone to those without

any referrals. Among the four intervention groups, those without any referrals had the

highest recidivism rate, followed by those with mental health and AOD referrals, AOD

Alone, and MH Alone. One might expect those getting the most help (i.e., both a mental

health and AOD referral) would have the least recidivism. However, the fact that those

receiving both referrals have more recidivism than receiving either alone is likely

indicative of substance use causing more severe problems and more treatment-resistance.

Substance use is known to increase recidivism rates [8], likely because of impairing

judgment, increasing interaction with criminals, and because youth substance use, itself, is

a crime. This added risk factor may offset some of the protective effect of mental health

services.

Offense Severity

For those who recidivated, re-offense severity levels were significantly lower than the

severity levels of the first offenses. This finding may be explained by: punishment deterring

or decreasing the severity of future criminality, lower threshold for punishing previous

offenders, previous offenders being monitored more closely (e.g., lesser offenses that went

unnoticed or unpunished previously are punished when the offender is on probation), and/

or by the fact that the majority of the total participants were referred to mental health which

reduced the mental health factors that contribute to criminality. This may also expose a

potential limitation of this study: juvenile justice records may not always accurately

measure recidivism (e.g., youths recidivating without being arrested).

This study also found that the severity of the first offense did not influence recidivism,

but mental health referrals had a greater positive impact on those with more serious first

offenses. This provides hope regarding even the worst offenders: that intervention for all

offenders, even the most severe, can reduce recidivism. However, another possibility is

that more severe offenses likely to result in longer sentences, decreasing the period of time

during the study in which participants were out of detention (i.e., had an opportunity to

recidivate). Future studies measuring recidivism with consideration for length of incar-

ceration may elucidate this finding.

Racial Differences

A surprising finding was that, while offense severity and the sex of offenders did not have a

statistically significant impact on recidivism, race did. Recidivism rates are significantly

higher, and time to recidivate is significantly shorter among black than white youths.

Though our statistically significant findings must be given appropriate weight, especially in

view of the small sample size, these findings are generally consistent with previous studies

that have found juvenile justice involvement is more likely for non-white youths [13, 14].

In accordance with our hypothesis that youth criminal behavior is associated with

underlying mental health problems, this may indicate that black youths have increased

mental health needs. This is supported by evidence that black juvenile delinquents have the
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highest rates of psychiatric disorders among all delinquents [15], and black populations, in

general, are 30 % more likely to have a disorder compared to non-Hispanic white popu-

lations [19]. Black children are also more likely to experience physical abuse, sexual

abuse, neglect, violence and broken homes than white children [15, 20], which puts them at

greater risk for mental health problems. It may also be related to substance use. While

some studies indicate there is no racial difference in substance use within the juvenile

justice system [15], black youths in this study were more likely to receive AOD referrals,

indicative of substance use (a predictor of recidivism, as stated above), than white youths

(likely why black youths were less likely to receive MH alone). Higher recidivism risk

among black youths is likely explained by increased presence of underlying psy-

chopathology, psychosocial stressors (e.g., trauma), and substance use.

Though black youths are known to have more mental health problems, there was no

statistical difference between the total mental health referral rates of black and white

youths. This suggests there are many black offenders who would benefit from mental

health services but are not getting referred. Potential explanations include an inherent bias

making screeners less likely to detect or refer black youths with mental health problems,

and/or black youths being less likely to disclose mental health concerns. Evidence for the

former point is unclear as some studies suggest black juvenile delinquents are less likely to

receive referrals while others suggest they are more likely [15, 16]. Racial bias preventing

black youths from getting the care they need is less likely in our study based on black

youths being more likely to receive any mental health, or combined mental health and

AOD referrals than white youths. It is more likely that the strongest factor is black youths

being reluctant to self-report psychosocial stressors, traumas, and other mental health

problems. This has been repeatedly demonstrated in black populations, who are less likely

to seek help for mental health than white populations [15–25].

Importantly, when black youths received mental health referrals, they did as well as

white youths with referrals, with respect to recidivism. Indeed, when stratifying by race,

mental health referrals had a more profoundly positive effect on black youths than any

other group studied (in fact, white youths had no significant difference). This suggests that

screeners need better methods for detecting mental health problems and thresholds for

referring juveniles should be lowered, especially for those with recidivism risk factors (e.g.

black, male, substance use).

Improving Mental Health Screening and Referrals

Possible reasons for a reluctance to self-disclose mental health problems and self-reports

being highly censored are described in Table 4, including findings based on our extensive

review of mental health screening in juvenile offenders. While some factors may be more

common among black youths (e.g., stigma, overvaluing self-reliance, a lack of knowledge

about mental health, distrust of clinicians from different backgrounds, fear of discrimi-

nation, cultural mandate to protect black abusers or violent offenders) [15, 16, 19, 24, 25],

most of these deterrents to being forthcoming apply to all juvenile delinquents. For

example, while over 90 % of juvenile offenders have a trauma history and up to 49 % have

PTSD, there are low rates of disclosing trauma (e.g., only 26 % of sexually abused youth

report it within a year, and self-disclosure is even less likely when the youth is connected to

the abuser through the community, e.g., a parent, friend, teacher, coach) [33].

Those screening or treating mental health problems in juvenile delinquents can better

help these troubled youths with methods recommended in Table 5. We include recom-

mendations by the Consensus Conference on Mental Health Assessments in Juvenile
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Justice Settings [1], and the American Academy of Child and Adolescent Psychiatry [26].

Improved screening and psychoeducation can enhance self-awareness of previously

unrecognized problems, how they can manifest in behavior, and increase the perceived

need for treatment. This is especially important considering that self-awareness of mental

and emotional status has been positively linked to mental healthcare utilization among

black populations, who in general are less likely to recognize mental health symptoms as

problems [25]. It is important to realize that the juvenile justice system is often the first

contact with mental healthcare that these youths have ever had [15]. No assumptions

should be made about mental health literacy. It is equally important that screeners realize

the importance of treating mental health problems and their effect on behavior. Too often

psychosocial problems (e.g., a history of trauma) and developmental problems (e.g., a

youth clearly not on the same track as their peers) are recognized but not referred for

treatment simply because the youth does not meet symptomatic criteria for a disorder

(criteria which are almost always for adults, and may not necessarily or accurately apply to

children and adolescents). With regards to development, one could surmise that earlier

deficits in the formation of trust, emotional regulation, and competency can bring a youth

into adolescence at a disadvantage for developing peer relationships and becoming more

Table 4 Possible reasons juvenile offenders are reluctant to report mental health problems

General
Help-seeking deterrents

Stigma related to ‘‘mental illness’’
Lack of trust in clinicians
Issues of confidentiality
Previous unsatisfactory contacts with clinicians
Lack of knowledge of resources and benefits of treatment

Low mental
Health literacy

Denial of mental health problems
Disbelief in mental health treatment
Lack of knowledge about mental health
Attributing psychiatric symptoms to religious or supernatural causes
Misperceptions of mental disorders as a sign of weakness

Cultural attitudes Overvaluing self-reliance and resiliency
Gender role socialization and endorsing cultural masculine norms
Perception that clinicians of different backgrounds cannot empathize
Fear of discrimination from clinicians of different backgrounds
Fear that mental health labels will lead to discrimination
Cultural mandate to protect offenders with similar backgrounds (e.g., not
reporting abuse or violence perpetrated by family or neighbors)

Contextual factors in
legal settings

Fear of negative repercussions (e.g., prolonging legal involvement)
Fear of self-incrimination
Avoidance of the inconvenience of further legal or medical involvement
Perceived conflict of interest of clinicians (i.e., clinician is more interested in
interrogating youth as a suspect than in treating youth as a patient)

Fear that reporting abuse, neglect or witnessed violence will result in legal
action against family or friends (which may or may not result in backlash)

Common issues with
trauma

Avoidance of trauma-related discussion
Embarrassment or shame
Normalization of maltreatment or violence
Fear of revictimization by mental health professionals or law enforcement
Identification with the aggressor
Belief that nothing can help change the distressing situation
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independent from parents. Juvenile justice involvement, though often necessary, highlights

the youth’s misstep at striving towards independence within societal norms.

Those that refer juveniles to mental health vary in training and roles (e.g., psychiatrists,

psychologists, nurses, social workers, licensed counselors, judges, detention center staff,

probation officers, parents). In most cases, screeners will require and benefit from training

specific to mental health in the juvenile justice system (in addition to general mental health

training) to improve interviewing techniques and diagnostic skills, and direct supervision

by credentialed professionals for those who are not credentialed themselves.

We recommend research to validate juvenile recidivism risk assessment instruments for

screening. While many studies have assessed risk factors, most screening and treatment

decisions are still based on clinician perceptions [29]. The present system requires sub-

jective self-report of symptoms or suggestive collateral history to prompt referral, whereas

an improved instrument could introduce an index of risk that correlates with mental health

problems and recidivism.

Limitations and Recommendations for Future Research

Limitations of this study include site-specific demographics and methods for referral,

retrospective data collection, and juvenile justice records as a source for data. Additionally,

this study does not address duration or quality of interventions. Due to limited access to

Table 5 Recommendations for improving mental health treatment for juvenile delinquents

General Focus on levels of dysfunction and distress rather than diagnostic criteria (e.g., developmental
and psychosocial problems rather than ‘‘mental illness’’)

Rapport-building to encourage youth self-disclosure
Provide psychoeducation about the definitions, prevalence and effects of trauma, psychosocial
stressors, and mental health conditions

Avoid pejorative connotations/slang/labels associated with mental disorders
Culturally attuned questions and explanations regarding mental health

Detection Professionally credentialed screeners, or directly supervised by such
Specific training for screeners about mental health interviewing, and reasons why juvenile
offenders are reluctant to report mental health concerns

Clear discussions about the limits of confidentiality, and clinician conflicts of interest in a
juvenile justice setting (i.e., clinical provider versus forensic evaluator)

Screen all juvenile offenders with face-to-face interviews
Screen within 24 h of intake at a detention facility
Comprehensive screening of externalizing and internalizing problems, in addition to safety
concerns (e.g., self-harm, violence, mandated reporting)

Routine and sensitive screening for abuse, neglect and other traumas
Obtaining collateral information from family and teachers
Juvenile recidivism risk assessment instruments for screening
Broaden mental health referrals (e.g., any history of suicidality, substance use, abuse, neglect,
or other traumas; all first time offenders; or all juvenile offenders)

Treatment Psychotherapy targeting specific symptoms, trauma, stressors, social skills, problem-solving
skills, and family dynamics

Increase understanding of stressors/traumas within social-cultural contexts
Involve family, friends and/or clergy, when appropriate
Psychopharmacotherapy only as part of a comprehensive treatment plan
Assistance with reentry into the community following detention
Continuity of treatment after detention or referral to community mental health
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data we were unable to determine exactly what services participants received once

referred. While our lack of consistent intervention (e.g., multisystemic therapy [30]) may

be viewed as a limitation, it makes the study more naturalistic and, more importantly, the

fact that recidivism significantly improved despite a non-specific treatment modality

suggests that any mental healthcare is likely protective. Nevertheless, not all interventions

are panaceas, as indicated by findings that up to 45 % of those referred to community

mental health systems after juvenile detention still have impairment associated with psy-

chiatric disorders 5 years later [31].

Because this study lacks randomization, we cannot eliminate possible confounding

factors differentiating referral groups that may influence recidivism. To the contrary, the

factor we predicted to most likely influence referrals was offense severity, which was

actually found to not have a significant influence. Nevertheless, even if those referred are

more likely to only engage in criminal behavior briefly and those not referred are more

likely to have ‘‘life-course-persistent antisocial behavior,’’ the latter group still warrants

treatment—and likely even more significant interventions for their neuropsychological

problems and criminogenic environments [32]. We hypothesize that mental health treat-

ment would still have a positive effect in randomized studies even in those who would

otherwise screen negative, indicating mental health problems are not being detected by

current screening methods, but further research is needed.

The chief limitation of the study, small sample size, is largely due to strict inclusion

criteria. The age criteria was chosen because the typical age of first offenses in this center

is 14–16, offenses prior to 14 are rare and often unusually severe, and youths no older than

16 were selected to allow for significant time of follow up prior to aging out of the juvenile

system. We also excluded those with prior mental health and legal histories, and drug

possession charges, to eliminate potential variables and specifically focus on early mental

health interventions for first time offenders. Our hypothesis was that mental health prob-

lems are a factor in criminality and treatment can reduce recidivism, even for those without

obvious risk factors (e.g., prior mental health treatment, prior legal involvement, early age

of first offense). Despite the small sample size and strict inclusion criteria, statistically

significant findings were demonstrated. Nevertheless, this pilot study demonstrates a need

for additional and larger studies to examine the impact of mental health services on future

criminal behavior. Our initial plan was to assess several additional factors (e.g., trauma

history, academic problems, parental factors), but these factors were not consistently

assessed or documented in the records. That speaks to the importance of our recommen-

dations that these factors always be assessed in juvenile offenders, and also reinforces our

goal that future studies will be able to have the funding and support necessary to train

screeners and track these important factors.

We believe our findings warrant future research about the cost of referrals, which we

hypothesize would demonstrate that increased funding for early mental health interven-

tions would significantly reduce total public spending on these youths later in life (e.g., the

cost of legal proceedings and imprisonment, mental and general healthcare services,

unemployment compensation and entitlement subsidies, lost tax revenue from greater time

spent unemployed and incarcerated) [27, 28]. Cost-benefit analyses may evoke action on

the part of policy-makers.
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Conclusion

This study found a favorable impact of mental health interventions on recidivism among

youths involved in the juvenile justice system, but suggests that current screening and

referral procedures are inadequate. Subjective screening should not be taken at face value

as the sole determinant of psychopathology or disposition. Juvenile delinquents are chil-

dren and adolescents with externalizing behaviors that can pose danger to others, and incur

great social costs required to facilitate the legal process and subsequent sentencing dis-

position, to include incarceration. Interventions to address the individual mental health

needs of offending youths can serve to reduce externalizing psychopathology, reduce

recidivism, intervene in adolescent development, and also limit the burden of cost to

society. This is especially true for black youths, who have been consistently shown in this

and previous studies to be more likely to be involved in the juvenile justice system (and

often under-referred), but have as good of outcomes as white youths when receiving mental

health referrals after first-time offenses. For these reasons, improving mental health

screening, expanding the amount of mental health referrals among initial offenders and,

perhaps, even universally referring all juvenile offenders would be beneficial for these

youths, their families and society as a whole. It is important to remember that juvenile

delinquents are developing children, many of whom have developmental problems. The

juvenile justice system cannot rely solely on punishment as a means of reducing crime and

must utilize interventions addressing the underlying deficits and dysfunction that are

driving behaviors. Sometimes curbing criminal behavior requires going beyond the basics

of teaching right and wrong, and simply providing consequences. Having a mental health

problem does not imply a lack of responsibility for behavior, and even depressed and

traumatized children need to learn that their behavior has consequences. However, for

those making polices, and those processing, screening and treating juvenile offenders, it is

important to consider the old adage: the reason these children behave ‘‘bad’’ is often

because they are mad and sad—and we can help with that.
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