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My name is Linda A. Teplin.  I am the Owen L. Coon Professor of Psychiatry and Behavioral 
Sciences at the Feinberg School of Medicine, Northwestern University.  I am also Director of the 
Psycho-Legal Studies Program, a research group that studies people who “fall between the 
cracks” of the mental health system into the criminal justice net. 

Since 1983, my research group has studied detained populations—adults and juveniles.  We 
are currently conducting the Northwestern Juvenile Project, the first large-scale longitudinal 
study of mental health needs and outcomes of juvenile detainees.  We are studying 1829 youth 
(657 girls and 1172 boys) randomly sampled as they entered Cook County Juvenile Temporary 
Detention Center in Chicago, from 1995 to 1998.  We chose to study youth in Cook County 
because Chicago is a typical big city, with typical big-city problems.  Since they were enrolled, 
we continue to track and re-interview our participants.  To date, findings have been published in 
journals that are widely read and broadly distributed:  Pediatrics, Archives of General 
Psychiatry, American Journal of Public Health, Journal of the American Academy of Child and 
Adolescent Psychiatry, Journal of Consulting and Clinical Psychology, and Psychiatric 
Services.1-16 

I am here to present key findings from the Northwestern Juvenile Project, all of which illustrate 
the dire mental health needs and poor outcomes of juvenile detainees overall, as well as the 
unique problems of girls.  Based on our empirical findings, I will also recommend how the 
juvenile justice system can address their mental health needs. 

I am here to speak about some of the nation’s most vulnerable and troubled youth.  Without 
significant investments, this group faces serious risks of school failure, long-term unemployment 
and reliance on public assistance, continued trouble with the legal system, and premature 
death.  Moreover, making such investments is necessary to promote community safety and to 
increase the likelihood that these young people will be successful in school, avoid recidivating, 
and contribute economically.   

How common are psychiatric disorders in girls and boys in detention?  Our study shows 
that youth with psychiatric disorders pose a challenge for the juvenile justice system and, after 
their release, for the larger mental health system.  At intake, nearly three-quarters of girls and 
two-thirds of boys have 1 or more psychiatric disorders, rates 3 to 4 times that of the general 
population younger than age 18.  Girls have significantly higher odds than boys of having any 
disorder.1  Substance use disorders are the most common type of disorder, affecting about half 
of girls and boys (see Figure 1).   
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How are the mental health needs of girls different from those of boys?  The mental health 
needs of girls are substantially different than those of boys.  For example, girls have significantly 
higher odds than boys of having affective disorders (such as major depression), any anxiety 
disorder, and some substance use disorders (using “hard drugs” such as cocaine and 
amphetamines).  Note that these prevalence rates refer to fully developed disorders, not merely 
symptoms of anxiety or use of substances. 

What proportion of detained youth has more than 1 disorder?  Many juvenile detainees 
have more than 1 disorder, referred to as comorbid disorders.  Significantly more girls (56.5%) 
than boys (45.9%) have comorbid disorders.  Significantly more girls (22.5%) than boys (17.2%) 
also have 3 or more types of disorders.  In addition, more than one-fifth of girls have 2 or more 
substance use disorders—most often alcohol and marijuana use disorders.  Among girls with an 
alcohol use disorder, 4 out of 5 also have 1 or more drug use disorder.6 

I highlight these facts because youth with comorbid disorders are far more difficult to treat and 
have much poorer outcomes than youth with only 1 disorder. In short, girls are not only more 
likely than boys to have psychiatric disorders but also more likely to have more complex and 
intractable problems.  

Adverse life events are a fact of life for delinquent girls.  Nearly 85% of girls report 1 or 
more traumatic life event, such as having been attacked physically or beaten badly; 15% meet 
criteria for post-traumatic stress disorder (PTSD) in the past year.10  Significantly more girls 
(27.1%) than boys (9.8%) have ever attempted suicide.  Nearly one-third of girls report sexual 
victimization with force, compared with less than 5% of boys.10  Such traumatic events in 
childhood are risk factors for poor psychological and social outcomes. 

Do youth who need services receive them?  Despite their obvious need for mental health 
services, few receive them.  Among youth with a major mental disorder, fewer than 40% of girls 
receive any evaluation or treatment in the detention center.  Ironically, fewer girls are treated in 
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the community (12.4%) than in the detention center.  From the youth’s point of view, there are 
substantial barriers to receiving services.  For example, more than 40% of girls report they are 
unsure about how to access help. 

How do youth fare when they leave detention?  Three years after detention, approximately 1 
of every 5 youth have markedly impaired functioning, indicating a ‘‘need for interventions that 
are more intensive than standard outpatient care would provide.’’17  These youth struggle to 
occupy age-appropriate social, occupational, and/or interpersonal roles.  Among youth with 
marked global impairment, nearly two-thirds are severely impaired in 3 or more areas of 
functioning.  For example, these youth may have been expelled from school, engaged in serious 
violations of the law, and had drug addictions.  These findings underscore the ongoing costs to 
youth and society of the failure to provide effective rehabilitation services during detention and 
after release. 
 
Impairment at follow-up varies by sociodemographic characteristics.  Consistent with patterns of 
mental health needs among detained youth and youth in the general population, females are 
more likely than males to be impaired in moods and emotion, self-harm, and substance use.  
 
One of our articles, published in Pediatrics, analyzed death rates of the 65 (3.8%) youth who 
died as of March 2004;4 95.5% of these youth died from homicide or legal intervention (e.g., 
killed by police).  Among homicides, 93.0% were from gunshot wounds.  Mortality among girls is 
nearly 8 times that of general population rates; in contrast, mortality among boys is about 4 
times general population rates.4   
 
Since that article was published, 35 more youth have died.  As of today, March 11, 2010, 100 of 
our original 1829 participants have died: 22 girls and 78 boys.   
 
Implications for Juvenile Justice Policy: The US Department of Justice estimates that more 
than 14,000 girls are held in detention centers on an average day.18  Extrapolating from our 
findings, we estimate that as many as 10,000 girls in detention have 1 or more psychiatric 
disorders. 

By law, youth with serious mental disorders should receive mental health treatment while 
incarcerated.19-21  Federal courts have affirmed that detainees with serious mental disorders 
have a right to receive needed treatment as part of the state’s obligation to provide needed 
medical care under the U.S. Constitution’s Eighth Amendment (barring cruel and unusual 
punishment) and Fourteenth Amendment (right to substantive due process for youth in the 
juvenile justice system) (e.g., Estelle v Gamble, 1976;22 Ruiz v Estelle, 1980;23 Madrid v Gomez, 
1995;24 Bowring v Godwin, 197725).  Despite the legal mandate, recent reports issued by the 
Surgeon General26 and the President’s New Freedom Commission on Mental Health19,27 
suggest that juvenile detainees are a profoundly underserved population.   

Advocacy groups, researchers, and public policy experts are concerned that the juvenile justice 
system has become the only alternative for treatment for many poor and minority youth with 
psychiatric disorder.  Reports from the Government Accountability Office and the U.S. House 
Committee on Government Reform demonstrate that a portion of those in juvenile detention are 
not facing any delinquency charges and remain in these settings only as they await community 
mental health services.28,29 

Most delinquent youth experience substantial barriers to services.  Youth in the juvenile justice 
system are disproportionately minority, poor, poorly educated, and have few social networks—
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all characteristics known to limit the type and scope of mental health services that are 
provided.30,31  Girls who are pregnant or are already mothers face additional barriers due to 
childcare needs.  The Surgeon General reports that, compared with non-Hispanic whites, racial 
and ethnic minorities have less access to mental health services, are less likely to receive 
needed care, and are more likely to receive poor-quality care.32  Moreover, poor minority youth 
rarely have private insurance.33,34,35,36,37,38  Many are ineligible for Medicaid.34,36 

Youth with comorbid disorders—common among detained youth—are particularly underserved.  
A recent report to Congress39 and the Surgeon General’s Report26 on children’s mental health 
highlighted the paucity of mental health services available to youth with comorbidity.  Because 
the fragmented public mental health system has little to offer,40 youth with comorbidity may “fall 
between the cracks” into the juvenile justice net. 

Despite the fact that youth with mental and behavioral health needs are overrepresented in 
juvenile justice, these agencies never were intended to serve as the main point of access for 
mental health or substance abuse services.  Moreover, they are hamstrung by shortages in 
administrative capacity, funding, and staffing and they also lack sufficient staff training.  In 
many, if not most, cases, other child-serving agencies are better suited to address a youth’s 
mental and behavioral health needs. 

The President’s New Freedom Commission on Mental Health19 and the Surgeon General26 
stress the need to improve mental health treatment for youth in the juvenile justice system.  Yet, 
without continued leadership from the Office of Juvenile Justice and Delinquency Prevention 
(OJJDP), services are not likely to improve.  Based on our findings, we recommend that the 
juvenile justice system provide for the mental health needs of detained youth—and for the 
specific needs of girls—at each point in the juvenile justice system and hope that Congress will 
give strong consideration to these issues in the reauthorization of the Juvenile Justice and 
Delinquency Prevention Act. 

 

1.  Before detention:   

Increase diversion.  Whenever possible, youth with major mental health problems should 
be diverted to treatment programs or facilities instead of being detained.  Most detained 
youth are charged with nonviolent offenses41 and could be placed in community-based 
programs.  Effective diversion services require a mental health evaluation following arrest or 
during judicial review.  With collaboration from mental health professionals, juvenile courts 
can detect and refer many youth, avoiding unnecessary detention. 

2.  At intake:   

Improve screening for psychiatric disorders.  The most recent national survey of juvenile 
justice facilities found that more than 70% provided screening for mental health problems,42 
a substantial improvement over the 24% found in 1983.43  Although there are promising 
screening tools,44,45 additional studies are needed to document their validity.  Moreover, we 
need to improve how we detect comorbid disorders, which are more common among girls 
than boys.  Comorbid mental and substance use disorders are particularly difficult to detect 
because intoxication and withdrawal can mask or exacerbate psychiatric symptoms (and 
vice versa).46,47,48  Yet, failure to accurately diagnose complex conditions will lead to 
ineffective care and clinical deterioration. 
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We must focus especially on detecting conditions common among girls, such as trauma and 
PTSD.  The Surgeon General’s report on children’s mental health suggests that emergency 
medical providers must address the mental health needs of youth who have experienced 
trauma.26  Post-traumatic stress disorder is frequently overlooked even in the best 
psychiatric settings.49,50  Because PTSD frequently co-occurs with other psychiatric 
disorders,51,52 it can be difficult to detect without systematic screening.  

3. During detention:   

Avoid retraumatizing youth.  The conditions of confinement often exacerbate symptoms of 
mental disorder.53 Youth with significant mental and emotional disorders can be vulnerable 
to abuse and exploitation by others while incarcerated and are more prone to experience 
adverse consequences of confinement.53  This may help explain the disturbing information 
that came from a January 2010 Department of Justice report on sexual victimization in 
juvenile facilities.  They reported that an estimated 12% of youth in state juvenile facilities 
and large non-state facilities reported experiencing 1 or more incidents of sexual 
victimization by another youth or staff.54  

Detention centers must also reduce the likelihood that youth will be retraumatized during 
routine processing.  For example, symptoms of PTSD may be exacerbated by such common 
practices as handcuffs and searches.55,56  In detention centers, psychiatric crises are often 
handled by isolating and restraining symptomatic detainees.  These practices can trigger or 
escalate symptoms of PTSD (e.g., severe anxiety, aggression, numbing of emotions).55,56  
Well-trained mental health professionals can help to develop strategies to manage 
emergencies more humanely, and ultimately more cost-effectively. 

Provide gender-specific services.  There is a growing awareness that girls need services 
designed to address their special needs.  Our study shows that girls have greater and 
different mental health problems than boys.  In addition, compared with delinquent boys, 
girls have worse family situations57-59 and are more likely to have been abused or 
exploited.60,61,62,63  These are key risk factors for psychiatric disorders.  Recognizing 
delinquent girls’ special needs, federal agencies have established programs designed for 
them.64,65-69  These must be continued and expanded. 

 4. After release from detention:   

Ensure linkage to community treatment after release.  Most juveniles do not remain in 
detention for long.  The responsibility for their care typically falls to the public mental health 
system on their release.  Treatment in detention will not be successful unless detainees are 
linked to services in the community.  So-called “linkage” services are relatively inexpensive 
because they can often be managed by paraprofessionals, and the service has tremendous 
potential to interrupt the criminalization of mentally ill girls and boys.  Simply ensuring that a 
first appointment is made and kept maximizes the chance of successful linkage to 
services.70 

Improve services for victims of trauma.  Exposure to trauma is a serious public health 
problem among high-risk youth.  Yet, services are insufficient.71  Timely interventions may 
avert subsequent and often chronic social problems common among traumatized 
youth.72,52,73  To the extent that PTSD is correlated with subsequent violent perpetration, 
effective treatment is also a matter of public safety.74,75,76  I greatly appreciate the intent of 
the OJJDP to focus more on this area of critical need. 
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Two final notes:  First, providing effective screening, evaluation, planning, diversion, and 
treatment for detained youth in need will not be easy.  OJJDP could enhance state and local 
efforts by providing more extensive training and technical assistance to the many stakeholders.  
Second, we strongly encourage OJJDP to continue supporting research studies that provide the 
empirical basis for changes in juvenile justice policy.   

 

Conclusion 

The Surgeon General reports that, despite their need for mental health treatment, insufficient 
services are available for delinquent youth in detention centers and after they return to their 
communities.26  To reduce delinquency, improve community safety, and, indeed, the nation’s 
public health, we must redress this omission.  For example, treating youth who have behavioral 
or substance use disorders may reduce their risk of victimization by curtailing the high-risk 
lifestyles associated with these disorders.77  Treating youth who have substance use or mood 
disorders may decrease suicidal risk.78  Improving mental health services can reduce 
recidivism.79  These investments will benefit individuals and communities and provide 
substantial returns on public expenditures.   

Girls have unique mental health needs.  They arrive in detention particularly vulnerable, with 
histories of abuse and exploitation, school failure, multiple home transitions, and childcare 
needs.  Although studies document the high rates of PTSD and depression among girls in 
detention, mental health screening and treatment are often unavailable or of poor quality; 
overcrowding worsens an already bad situation.  Yet, because girls are underrepresented in the 
justice system, they often have no access to services that address their special needs.   

The challenge to the public health system is to provide accessible, innovative, and effective 
treatments to a population that is often beyond the reach of traditional services.  The challenge 
to the federal government is to continue supporting efforts and innovation in more and 
meaningful ways at the state and local levels that provide the right incentives, guidance, and 
technical assistance.  The challenge to us all is in protecting the needs and safety of our young 
people and our communities. 

Thank you for your time today.  I greatly appreciate the opportunity to discuss and work with the 
Committee on these critically important issues. 
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