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ABSTRACT
Objective: At national, state, and local levels, there is increasing recognition of the importance of identifying and responding to the mental health needs of youths in the juvenile justice system, as policymakers and practitioners struggle to find
ways to address causes and correlates of juvenile crime and delinquency. The proposed guidelines for mental health
assessment provide explicit information about how, why, and when to obtain mental health information on justice youths
at each important juncture in processing. Method: A national group of expert researchers and practitioners convened in
April 2002. Experts derived six recommendations, following the expert consensus method, for conducting mental health
assessments in juvenile justice settings. Experts had broad experience creating collaborations between juvenile justice,
mental health, and child welfare systems and understood the policy and health implications of conducting such assessments in juvenile justice settings. Results: Consensus Conference recommendations regarding screening for emergent
risk, screening and assessment of mental health service needs, comprehensive mental health assessment components,
assessment before community re-entry, need for periodic reassessment, and staff training are presented. Conclusion:
Deriving specific recommendations that can be implemented systematically is a necessary first step toward policy changes
that will optimize the standard of care for this vulnerable population. J. Am. Acad. Child Adolesc. Psychiatry, 2003,
42(7):752–761. Key Words: juvenile justice, consensus conference, assessment, screening, best practices.
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or treated in their communities. In one study of juvenile
detainees, only 40% of those with a diagnosed substance
use disorder and only 34% of those with anxiety, mood,
or disruptive behavior disorders had received earlier services (Novins et al., 1999).
Little systematic information is available concerning
best practices for the clinical management of justice system youths with mental health concerns. In the past
decade, several organizations have developed broad standards for managing youths in detention and correctional
facilities (i.e., American Association for Correctional Psychology [AACP], 2000; American Correctional Association,
1991; Council of Juvenile Correctional Administrators,
2001; National Commission on Correctional Health Care
[NCCHC], 1999; Office of Juvenile Justice and Delinquency Prevention [OJJDP], 1994), which include recommendations regarding how and when to assess for both
emergent risk and more long-ranging mental health service needs among youths in secure care. Similar adult
standards appear in the Criminal Justice/Mental Health
Consensus (CJMHC) Project (Council of State Governments, 2002).
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Recent scientific studies using well-standardized procedures concur that as many as 65% of youths in the juvenile justice system have diagnosable disorders (Garland
et al., 2001; Teplin et al., 2002; Wasserman et al., 2002;).
However, many youths with mental health problems enter
the justice system without having been either identified
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To focus such standards more clearly on assessment of
justice system youths, a national group of expert researchers
and practitioners convened in April 2002 to draft practice recommendations.
A youth’s “progress” through the juvenile justice system takes him or her through various settings, administered by different agencies (Fig. 1). Youths may await trial
(“adjudication”) in either a secure detention or community setting; after determination of guilt/innocence, a
plan (“disposition”) is developed to be implemented in
either a secure or community setting; after completing
required time in a secure postadjudicatory setting, youths’
community reintegration (“aftercare”) is often also supervised. The Consensus Conference began with recommendations relating to entry into secure care (whether
pre- or postadjudication) and continued through to community release. Alternative processing points (e.g., community-based probation intake), specific dispositions
(e.g., mental health court), or treatment recommendations were not examined. We identified two primary purposes for gathering mental health information on justice
youths, and a number of points when such information
should aid in decision-making.
METHOD
We followed the RAND Corporation expert consensus guidelines
approach (Brook et al., 1986). We first developed a survey, administered in paper and Internet formats, in which juvenile justice staff
(clinical and nonclinical) nationwide reported on assessment prac-

tices in their work settings and then expressed their opinions on best
practices for such assessments (Evans et al., 2003). We then held a
Consensus Conference on “Mental Health Assessments in Juvenile
Justice Settings,” sponsored by the Center for the Promotion of Mental
Health in Juvenile Justice, the Center for the Advancement of Children’s
Mental Health (both at Columbia University), and the National Center
for Mental Health and Juvenile Justice, on April 17, 2002. The conference was attended by a nationally recognized group of more than
20 expert mental health assessment researchers and expert juvenile
justice practitioners. Attendees were experienced in creating collaborations across mental health, juvenile justice, and child welfare service systems and were well aware of the policy and health implications
of conducting mental health assessments in juvenile justice settings.
The conference included a series of scientific presentations. Review
of the practitioner survey results provided a springboard for developing consensus on concrete recommendations.

RESULTS
SCREENING AND ASSESSMENT

Mental health information should inform identification of both emergent risk and mental health service
needs. Screening can be an efficient mechanism for gathering either type of information, at several points in the
youth’s contact with the system. Screening is the identification of unrecognized problems in apparently well persons via procedures that can be applied rapidly and
inexpensively. Screening is not intended to be definitive;
persons who screen positive should receive further assessment to establish whether the problem truly is present
(Valanis, 1999, p. 313). Compared with comprehensive
assessment, screening should be low in cost, should have

Fig. 1 Timing of mental health screening and assessment recommendations. Recommendation 1: Emergent Risk;
Recommendation 2: Mental Health Service Needs; Recommendation 3: Mental Health Assessment Components;
Recommendation 4: Community Re-entry; Recommendation 5: Reassessment; Recommendation 6: Staff Training.
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What we have termed “emergent risk screening” has
elsewhere been called “reception” (AACP, 2000) or “intake”
screening (Council of State Governments, 2002); below,
we distinguish screening for emergent risk from procedures intended to identify mental health service needs.
Reception screening in a juvenile justice population
includes use of a short procedure on every youth arriving at a secure facility to ascertain emergency and triage
information for safety concerns (Grisso, 2002). Because
they should be simple and administered by nonclinical
staff, minimal training is generally necessary and decision rules regarding selection of youths for further scrutiny
are usually based on agency policy.
To counteract difficulties in using nonstandardized
screens, we recommend using evidence-based, scientifi-

cally sound screens that are well-validated and reliable.
Systematic screening helps alleviate biases that influence
staff recommendations (Niarhos and Routh, 1992) and
allows for comparisons across settings. The American
Psychiatric Association (APA) Guidelines on Psychiatric
Services in Jails and Prisons (APA, 2002) recommends
standardizing mental health screening procedures and
instruments so that responses can be documented systematically and, presumably, aggregated across settings.
Purpose. Because the primary purpose of emergent risk
screening is identifying potential risk for harm to self and
others and mental health crises, it should occur as soon
as a youth enters a facility (within the first few hours),
just as youths are assessed for emergency medical conditions (e.g., asthma).
Several attendees felt that screening should occur within
the first hour after admission; understanding that facilities may not have screening staff available 24 hours a day,
7 days a week, we have extended this period to 24 hours.
Youths who must wait for screening, however, should be
kept on close watch until their status can be determined.
Although youths may be particularly non-forthcoming
at entry, it is difficult to know who is answering accurately and who is not. Youths who appear to be denying
problems during screening should be rescreened at a later
opportunity. It should be noted, however, that the accuracy of currently evidence-based screens is based on samples that have included some proportion of likely inaccurate
respondents (i.e., deniers and exaggerators) so that such
inaccuracy has been addressed, in aggregate, in determining the screen’s validity.
Lengthy assessment is likely to be impractical at this
juncture, given the realities of staffing and context. Youths
whose mental or physical status (e.g., head injury) interferes with ability for accurate self-report should be triaged
to an emergency room or supervised closely.
Existing Practices. While 90% or more of the juveniles
in the detention, reception, and training school facilities
examined in the OJJDP study (1994) received such screening at some point during their stay, only 80% of juveniles
in detention and reception facilities, and fewer than half
of those in training schools, were screened within their
first hour. This difference may reflect the fact that training schools are more likely to receive juveniles previously
evaluated at reception centers and may rely on that earlier screening. While 90% of the juveniles in detention
and reception facilities were screened for emergency medical conditions and drug/alcohol use (with correspond-
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at least low to moderate accuracy, and should be simple,
safe, and acceptable.
Issues of accuracy and safety relate to concepts from
public health and epidemiology of “sensitivity” and “specificity.” Sensitivity reflects the screen’s ability to identify
truly positive “cases,” minimizing the likelihood of false
negatives (individuals who have a problem missed by
screening); specificity reflects the degree to which the
screen minimizes false positives (problem-free individuals incorrectly identified as “cases”). An ideally accurate
screen would show high sensitivity and high specificity,
although there is generally a trade-off between these two.
A tolerable degree of safety in a screening procedure relates
to the likelihood and danger of missing a “case” (false
negative). For a high-risk behavior such as a suicide attempt,
for example, only a very low proportion of false negatives
would be tolerable.
The experts agreed upon the following recommendations, targeted for use by administrators and directors of
juvenile justice facilities and their clinical staff.
RECOMMENDATION 1: EMERGENT RISK

Provide an evidence-based, scientifically sound mental health screen within the first 24 hours of a youth’s
arrival at a facility.
An evidence-based, scientifically sound mental health
screening should be included in the general health screen.
While addressing legal protections for the youth, screening
should attend to current use of any medications, service/treatment history, current substance use, and risk of suicidal, selfinjurious, and assaultive behavior.
Rationale

MENTAL HEALTH IN JUVENILE JUSTICE

ingly lower rates in training schools), other components
were less consistently inquired about. Across settings,
fewer than 75% of the juveniles were asked about mental health problems and fewer than 60% were asked about
prior mental health treatment or hospitalization.
Despite the suggestion that initial admission to a facility is a period of particularly high risk for suicide attempts
(Hayes, 1999), almost 90% of juvenile detainees, but
fewer than 70% of those in reception centers or training
schools, are screened in any way for suicide at admission
(OJJDP, 1994).
Components. Many conditions impact initial adjustment to secure care and may call for immediate attention
and/or triage. Institutions receiving youths into custody
need to provide for continuity of mental health services
by identifying those currently using psychotropic medications or with a mental health service/treatment history. Abrupt termination of medication may pose a health
emergency. Similarly, current intoxication or history of
recent substance use confers added risk, as youths may
require detoxification. Additional conditions (e.g., selfinjurious behavior, suicidality, physical assaults on other
youths or staff, and potential for sexual misconduct) elevate risk for youths in institutional care, for other youths
held with them, and for the staff who supervise them.
Instruments. A number of scientifically sound instruments developed as general screening tools, such as the
Youth Self-Report (Achenbach, 1991), the Symptom
Checklist-90-Revised (Derogatis, 1977), and the Brief
Symptom Inventory (Derogatis, 1993), have been used
in juvenile justice populations. The Massachusetts Youth
Screening Instrument-2 (MAYSI-2), in particular, was
developed as an intake screen for potential mental, emotional, or behavioral problems for justice youths (Grisso et al.,
2001). The Problem Oriented Screening Inventory
(Rahdert, 1991) and the Child and Adolescent Functional
Assessment Scale (Hodges and Wong, 1996) assess global
functioning and general problems.
Other instruments tap one or more components of emergent risk (i.e., suicide risk, substance use, self-injurious
behavior, service history). The American Academy of Child
and Adolescent Psychiatry (AACAP) has published a series
of practice parameters that provide guidelines and descriptions of instruments and procedures helpful in assessing
various conditions. Those addressing assessment of sexually abusive behavior (AACAP, 1999) and the management
and prevention of suicide (AACAP, 2001a) also note a
number of resources for locating additional information.

Instruments that assess mental health service history generally are too complex (in their wording and descriptions
of type of services) to be self-administered by youths (e.g.,
Stiffman et al., 2000). As a result, complete information
about mental health service history is often not obtained.
To our knowledge, no instrument inquires about all
components for which emergent risk screening should be
used. Thus, not only do justice sites need to work toward
more systematic use of evidence-based screens, but mental health researchers need to develop instruments covering all important aspects of screening for emergent risk
for justice youths.
Legal Protections. Facilities charged with processing
juveniles prior to adjudication must balance the need to
provide mental health care with the responsibility to protect youths from self-incrimination. Information disclosed to detention staff may not be confidential. During
screening for emergent risk a youth may admit illegal
behavior (e.g., substance use) that was not the focus of
detention (e.g., shoplifting). Thus justice facilities must
have protections in place so that either information provided in an intake screen cannot be used in support of
current or future charges, or facilities do not ask questions by which youths may self-incriminate.
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RECOMMENDATION 2: MENTAL HEALTH
SERVICE NEEDS

Provide an evidence-based, scientifically sound mental health screening and/or assessment for all youths as
early as possible in order to determine need for mental
health services.
This comprehensive mental health assessment should occur
prior to disposition to inform judicial and probation planning. Because mental health conditions may contribute to
misbehavior, treatment may help prevent recontact with the
justice system. Because of the potential overlap between mental health conditions and criminal activity, screening and
assessment must incorporate legal protections for youths.
Youths screening positive should receive comprehensive mental health assessments.
Rationale

Definitions. Independent from measurement of emergent risk at intake, information regarding need for mental
health services should be gathered for all justice youths who
will remain in care or supervision. This can be accomplished
with or without screening. As noted earlier, a safe and accurate screen may make information-gathering more efficient.
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Purpose. Since the purposes of emergent risk screening
are different from mental health service need screening,
the same instruments and assessment protocols may not
suffice for both. Youths demonstrating emergent risk should
receive a mental health service need screening/assessment
more quickly. Youths positive on the mental health service need screening should then be followed up with a
comprehensive mental health assessment. The service
need screening may uncover further needs not detected
during emergent risk screening.
Comprehensive mental health assessments should occur
before disposition to inform judicial and probation planning. Availability of assessment results prior to disposition may decrease referrals to inappropriate programs and
allows mental health services to be included in disposition plans. Comprehensive assessments undertaken prior
to adjudication should incorporate procedures for legal
protections against self-incrimination. Once youths have
entered long-term care, the State has the responsibility
to provide appropriate care (including mental health care).
Importance of Obtaining a Diagnosis. Providing appropriate care begins with an assessment that accurately identifies mental health service needs. Although not the only
component in the assessment process, obtaining a diagnosis is central to that process (AACAP, 1997), since treatment recommendations necessarily vary depending on
diagnosis. In recent years the fields of psychology and psychiatry have moved dramatically to establish treatment
guidelines based on empirical evidence (e.g., Chambless
et al., 1996; Weisz and Hawley, 1998). Most evidencebased treatments map onto specific disorders; efficacy has
been demonstrated only for those disorders.
Instruments. Since comprehensive mental health assessment should provide a diagnosis for service planning, instruments used should include those that generate probable
diagnoses. Although not formally a screen, the self-administered voice version of the Diagnostic Interview Schedule
for Children Version IV (Shaffer et al., 2000) lends itself
to use as a mental health service needs screen. Youths meeting criteria for certain disorders can be selected for more
comprehensive evaluation (see Recommendation 3, below).
Another example of a structured self-administered mental health assessment is the Diagnostic Interview for Children
and Adolescents (Reich, 2000).
Existing Practices. In practice, many justice youths are
not assessed for mental health service needs. The OJJDP
study (1994) reported that overall, 80% of juveniles
received such an appraisal within a week of admission,
756

but only 61% of detainees, 86% of juveniles in reception centers, and 67% of those in training schools received
health appraisals that included any type of mental health
component.
RECOMMENDATION 3: MENTAL HEALTH
ASSESSMENT COMPONENTS

A comprehensive mental health assessment must be
based on careful review of information from multiple
sources and must measure a range of mental health concerns.
Most Axis I disorders and suicidality are important to
measure, as well as the youth’s functioning and impairment
in such contexts as home and school. Assessment should consist of direct observation and face-to-face interview with the
youth; mental status examination; chart review; interview
with parents/other adults, if available; and family history.
Rationale

Components. The clinical assessment process by which
a diagnosis and treatment plan are derived for children
and adolescents proceeds in multiple steps and targets a
number of components (AACAP, 1997; Sattler, 1998).
Youth interviews should also include a mental status examination by a properly trained clinician (Casat and Pearson,
2001). History of head trauma with loss of consciousness
or seizures would also be important information to obtain.
Continuity of Care. Mental health assessment for youths
entering justice facilities should include review of community and/or justice charts to determine prior or current mental health service use and should incorporate
existing evaluations and school reports.
Using Multiple Sources. Family history should move beyond
diagnosis to consider psychosocial and mental health history for the youth and family members (e.g., Andrews et al.,
1993), thereby highlighting risk both for disorders with a
genetic component and for environmental and social stressors affecting current functioning. Youths in the justice system, with expectably limited insight, judgment, and remorse,
may not be accurate reporters of their own impairment
(Wasserman et al., 2002). Children and adolescents usually report significantly fewer hyperactive/inattentive and
oppositional behaviors than parents or teachers (Jensen
et al., 1999), and parents’ reports of externalizing problems
map better onto justice indicators than do youths’ reports
(Loeber et al., 1991). Pooling diagnostic information for
disruptive disorders from both parents and youths results
in increased prevalence rates (Bird et al., 1992).
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Measure a Range of Mental Health Concerns. The youth
interview should measure a range of disorders and conditions (e.g., suicidality) that have relatively high prevalence among adolescents, that are most likely to interfere
with adjustment to justice programs, and for which evidence-based treatments are available. Recent prevalence
studies based on standardized assessments report comparably high rates of both expectable and unexpected disorders in justice system youths (Garland et al., 2001; Teplin
et al., 2002; Wasserman et al., 2002). Expectable disorders include conduct and substance use disorders, as justice youths’ high levels of disruptive and substance-related
behaviors are often directly related to their offense. Because
prevalence studies also document high levels of mood and
anxiety disorders (e.g., Wasserman et al., 2002), a comprehensive assessment should measure a full range of disorders and conditions to ensure that both expectable and
unexpected diagnoses are evaluated. Internalizing disorders (e.g., depression) are easily overlooked because symptoms may be less readily observed (LeCroy et al., 2001).
Existing Practices. In the juvenile justice system, conducting a comprehensive mental health assessment is challenging because of unavailability of charts and parents/other
adults. The Conditions of Confinement report (OJJDP,
1994) noted that, across all types of facilities, only 60%
of interviewed juveniles had been visited by parents during their stay, regardless of length of stay. The average
facility was almost 60 miles away from juveniles’ homes,
and, for 25% of facilities, there was no public or provided
transportation to encourage parental contact. Thus many
facilities may only be able to complete one component of
a mental health assessment: the youth interview.
RECOMMENDATION 4: COMMUNITY RE-ENTRY

Provide an evidence-based and scientifically sound
screening or assessment for all youths preparing to leave
a postadjudicatory secure facility and return to their
communities.
To facilitate linkage to community mental health services,
high-risk youths should receive a comprehensive assessment,
and low-risk youths should receive a screen to identify any
mental health concerns before release. Youths who screen positive should receive a full mental health assessment.
Rationale

Continuity of Care. Just as charts and previous mental
health service history should be reviewed when youths
enter the system, they should be reviewed again before
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return to their communities (Practice Parameter for the
Assessment and Treatment of Youth in Juvenile Detention
and Correctional Facilities, AACAP, in preparation). This
can provide important information about services received,
youth’s response to those services, availability of family/caretaker, family history of mental illness or substance
abuse, and family service needs. Altschuler and Armstrong
(1994a,b) emphasize the critical need for case management to ensure a seamless transition from a highly regimented institutional environment to a more unstructured
life in the community. This includes arranging postinstitutional referrals and placements for mental health services before institutional release. Youths in secure care
identified with continuing mental health needs should
be able to continue that treatment in their communities.
Referrals and placement decisions should be based on
information from a comprehensive mental health assessment (described under Recommendation 3). In addition,
this assessment should include an evaluation of the youth’s
family characteristics and needs and community resources.
Need for Reassessment. None of the existing guidelines
we reviewed stressed the value of mental health evaluation of juveniles prior to community release. Although
attenuated by either treatment or the structure provided
by incarceration, some disorders are likely to reappear
when treatment is terminated or if the youth is free to
engage in behavior that has been curtailed in confinement.
Thus youths who may have been substance-free during
incarceration will face obvious challenges when returning
to an environment in which illicit drugs are available. Even
if symptom-free, substance-using youths, as well as those
whose disorders abated or remitted during incarceration,
should undertake an assessment that considers their full
symptom and treatment history before discharge.
RECOMMENDATION 5: REASSESSMENT

Provide evidence-based, scientifically sound screening/
assessment on a regular basis for all youths.
Certain components of mental health status are likely to
change over time in response to internal and external events.
While the exact timing and interval for mental health screening and assessment may vary, at a minimum it should be a
part of any routine medical screening and/or assessment.
Youths who screen positive should receive a full mental health
assessment.
Rationale

Chronicity and Developmental Course of Disorder. Even
youths with chronic disorders require regular reassessment
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because stressors may exacerbate symptoms or may increase
risk for developing other disorders. The developmental
course of certain disorders also impacts importantly on the
likelihood of onset during adolescence/early adulthood.
For example, schizophrenia usually emerges in early adulthood, with onset prior to adolescence rare, while some
symptoms of attention-deficit/hyperactivity disorder
(ADHD) usually appear before age 7. Youths not identified during adolescence as having schizophrenia might still
develop the disorder later, while those found earlier to have
ADHD are likely to still have it at a later time point.
Role of External Events in Precipitating Disorder. The
onset of a disorder is often precipitated by an identifiable
stressor. For example, separation anxiety disorder usually
develops after some life stress (e.g., change of school, move
to a new neighborhood; APA, 1994). Thus it is not surprising that many justice youths, perhaps in an unfamiliar environment or separated from families for the first
time, exhibit symptoms of separation anxiety disorder.
Manic episodes, major depressive disorder, and social phobia are also often precipitated by psychosocial stressors
(APA, 1994). Transitions in justice system processing,
transfer to a new facility, or peer suicide could easily qualify as psychosocial stressors or stressful life events and thus
may contribute to the onset or worsening of a disorder.
Existing Practices. A report that constitutes part of the
Performance-Based Standards Resource Guide (Hayes,
1999) notes that risk for suicide attempts in confined
youths may increase in the postadjudication period when
the youth is returned to confinement from court; following receipt of bad news, humiliation, or rejection;
when confined in isolation or segregation; or after a prolonged stay at the facility. All of these are useful points
for systematic rescreening.
RECOMMENDATION 6: STAFF TRAINING

Ensure that mental health staff are professionally credentialed or are directly supervised by credentialed staff.
Provide training for staff appropriate to their role for
assessment in evidence-based, scientifically sound mental health screening/assessment procedures.
Staff at a variety of levels need to be able to assist with
assessing a youth’s risk to self and others, so that they will be
able to inform treatment and service planning/disposition
for the youth.

tice staff reported that mental health assessments in their
settings were conducted by nonclinical staff. Furthermore,
even designated mental health staff in juvenile justice
facilities often are not professionally trained, licensed,
and/or supervised by someone who is licensed. According
to the practices survey, 15% of mental health staff in juvenile justice facilities had a bachelor’s degree or less. In
addition, 72% of respondents desired more training in
mental health issues (e.g., workshops, conferences).
Importance of Licensure for Mental Health Providers
and/or Their Supervisors. In most states, obtaining licensure as a psychologist or psychiatrist or social worker is
rigorous, requiring an advanced degree at minimum. In
addition, most licenses require documentation of continuing education to demonstrate knowledge of innovations in one’s field. Provision of care by licensed mental
health professionals, or their direct supervision of noncredentialed staff, would likely result in a higher standard
of care for justice system youths.
Cross-Training. Nonclinical staff are often called upon
to provide information regarding youths’ observed behavior and social interactions. Their skills would be enhanced
by a better understanding of the interplay between mental
disorders and everyday management. Similarly, mental
health staff need to learn the policies and procedures of the
juvenile justice agency or facility in which they work (Practice
Parameter for the Assessment and Treatment of Youth in
Juvenile Detention and Correctional Facilities, AACAP, in
preparation). Besides encouraging dialog in case conferences, event review meetings, or in-house workshops, formal cross-training curricula are available. The National
GAINS Center has developed a cross-training curriculum
for justice staff, mental health practitioners, and substance
use practitioners (Trupin and Boesky, 2001), consisting of
a Web-based component and 2-day training, focusing on
narrowing service provision gaps for youths or adults with
treatment needs who are involved with the justice system.
Existing Practices. Many justice agencies do not require
credentialing for mental health staff. OJJDP’s Conditions
of Confinement report (1994) found that 33% of juveniles
in detention centers were screened for health (including
mental health) concerns by staff who were neither licensed
health care staff nor trained by medical personnel.

Rationale

DISCUSSION

Current Training Levels. In a recent national mental
health practices survey (Evans et al., 2003), 10% of jus-

As noted, several groups have developed guidelines and
standards for management of youths in detention and
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Training/Development of Curricula. There are currently
about 6,300 child and adolescent psychiatrists practicing in the United States (AACAP, 2001b); in 1997, approximately 2.8 million juveniles were arrested, and in 1996,
1.8 million delinquency cases were processed by juvenile
courts (Snyder and Sickmund, 1999). Disproportionality
is comparable for psychologists, although obtaining exact
numbers of clinical child psychologists is more difficult.
The limited number of mental health professionals cannot themselves address all components of direct assessment and treatment for all justice youths at all points in
processing. To the contrary, mental health staff in justice
settings are not always professionally trained or supervised; some settings have no designated mental health
staff. Thus judges, probation officers, and detention workers often function as gatekeepers for youths’ entry into
mental health treatment. It is essential that both mental
health staff and other gatekeepers be provided with appropriate training and clear mental health assessment protocols. Going beyond these recommendations, the CJMHC
Project (Council of State Governments, 2002) also recommends training for court officials (defense attorneys
and prosecutors) regarding defendants with mental illness. Mental health professionals need to open dialog
with justice professionals to exchange information regarding research and practices. Mental health professionals
also need to take the lead in developing instruments and
procedures for the fair and accurate mental health assessment of justice youths.
Standardization and Implementation of Procedures.
Current practices for obtaining mental health informa-

tion vary enormously across settings (detention, court,
corrections, diversion) and jurisdictions (even within the
same state) and often do not reflect the highest standard
of care (Wiebush et al., 1995). Moreover, staff representing various organizations, including public agency
staff (with and without formal clinical training) and private individual and group care contractors, have mental
health assessment responsibilities. While mental health
professionals may be able to provide important information relevant to dispositional planning and recidivism
risk, existing guidelines do not establish how that information should be obtained, how it should be used, and
when and to whom it should be disclosed (Niarhos and
Routh, 1992). While there has been a recent movement
toward standardization of other types of forensic assessments (e.g., competency to stand trial, child custody proceedings; Nicholson and Norwood, 2000), and despite
the juvenile justice system’s presumed responsibility for
rehabilitation, there has been no comparable movement
toward standardization of mental health assessment procedures for justice youths.
These recommendations address important points in
case processing (Fig. 1). They have been developed to be
comprehensive in scope and to help justice settings implement system changes in a fair and accurate manner. The
next step for the field of juvenile justice is to standardize
these recommendations and make them part of their procedures. As an example, procedures for exchange between
mental health staff and parents need to be developed and
supported. Parents can provide vital insight regarding youths’
level of impairment and medical and family history that
are essential components of a complete evaluation.
Instrument Development. There is a need to develop a
comprehensive instrument that screens for all of the conditions described under Recommendation 1. Such an
emergent risk screen would be valuable for juvenile justice sites, many of which currently gather this information unsystematically. For example, there are currently
no evidence-based measures that assess sexual misconduct (AACAP, 1999). However, this type of information
would greatly enhance the ability of justice settings to
aid and protect staff and youths in their care.
There is broad consensus in the fields of psychology
and psychiatry that the components listed under Recommendation 3 are essential aspects of comprehensive mental health assessment (e.g., parent interview, family history,
service history). Although we have evidence-based instruments that address the youth interview component, there
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corrections facilities. More recent publications, and those
whose focus is mental health, have addressed the present
recommendations more explicitly. Of the groups providing guidelines, none provides explicit information for
all six recommendations, although the CJMHC Project
(Council of State Governments, 2002), pertaining only
to adults, comes closest. Currently, practitioners seeking
mental health practice guidance would need to consult
several publications that include that information along
with recommendations for security and for youth privileges. Mental health standards available in more general
documents rarely provide specifics about implementation practices. We hope that the current recommendations expand on a growing trend toward setting clear
standards for mental health care for justice youths.
Future Directions

WASSERMAN ET AL.

are fewer instruments that systematically obtain information about family medical and psychiatric history, service history, and mental status. That being the case, we
need to work on developing instruments for each component in Recommendation 3.
Legal Protections. There is considerable controversy at
present regarding how to balance protections regarding
youth self-incrimination and confidentiality with need to
address mental health needs. The AACP Standards (2000)
include a documented policy ensuring confidentiality of
all psychological files, records, and test protocols, with
access to this material only on a “need-to-know” basis. The
NCCHC (1999) report underscores the inappropriateness
of health services staff collecting forensic information.
Although some states have formal and informal procedures
for protecting such information, they are rare. Dialog
among legal advocates, mental health advocates, and justice practitioners on these issues should be encouraged.
Deriving specific and detailed recommendations that
can be implemented systematically is a necessary first step
toward affecting policy changes that will optimize the standard of care for this vulnerable population. The recommendations derived from the Consensus Conference will
generate guidelines for a higher real-world standard of care.
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