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Thank you for this opportunity to speak to the memstof the Subcommittee on Healthy
Families and Communities. | am a doctor of clihgsychology and the Director of
Health Services at the District of Columbia Depamitnof Youth Rehabilitation Services.
Prior to my current position, | was Director of Beforal Health Services at the
Maryland Department of Juvenile Services.

As you consider reauthorization of the Juvenildidasand Delinquency Prevention Act,
practitioners, public officials and advocates itHbmental health and juvenile justice
welcome your concern about the very serious is$tigegorevalence of mental health
disorders among youth who come into contact wighjtivenile justice system.

While juvenile arrest rates have generally sincgided since 1997, there are still over
two million youth who are arrested and come intotaot with the nation’s state and
local juvenile justice systems each ytaFhe now widely-accepted prevalence data
indicate that as many as 70% of youth who comedantdact with the system suffer one
or more diagnosable mental health disorders, aatdathmany as 25% suffer serious
disorders causing impaired functioning in one orenife domains. That means that as
many 1,400,000 of these youth have at least orgndged mental health disorder and
that as many as 500,000 have disorders of signifeaverity to cause dysfunction. By
comparison, it is estimated that 10% of childred adolescents in the general population
suffer from mental illness severe enough to caas@devel of impairment. When we
consider the frequently co-occurring substanceabisorders, the numbers are
astronomically high.

But these data alone fall short in really underditagn the complexity of the issues our
youth and our systems face in addressing theségpnsb There are other statistics we
need to consider to really put this into contexbr example, children of color are
disproportionately represented in juvenile justigstems across the countryThe data
clearly show that youth of color are more likelybt® arrested, locked up before trial, sent
to state facilities after adjudication and spendartone incarcerated than white youth,
even when they are charged with the same categuragffense.

Another piece of the puzzle is this, and I'll use District to exemplify: According to
Annie E. Casey’s Kid€ounfstatistics, the District surpasses national averagessues
such as low birth weight of babies born, infant talitly, child deaths, teen deaths, teen
births rates, teen high school drop out rates steehin school and not working, children
living in poverty and children living in single gant households.

When | worked for the District’'s Department of MahiHealth 5 years ago, their
penetration rate — that is, the number of childred adolescents to whom services were



being provided was just under 1% of all youth. sTisian example, but children
throughout the country are underserved by menttiheystems. And | don't think it's
too big a leap to claim that judging from disprapmmrate number of children of color
who wind up in the juvenile justice system withghased mental health disorders —
which public mental health systems are especialtjeuserving this youth population.

There’s one more context setting parameter. Tisegeawing evidence documenting the
nearly pervasive experience of trauma among incai®e youth prior to their
incarceration. Some studies report prevalencs egdigh as 93.2% for boys and 84%
for girls> Trauma refers to the experience or exposuredienie, physical, sexual or
emotional abuse or neglect. Trauma for these yoanthes in the form of family violence
and close contact with violence among friends antiéir communities, in addition to
being the being the victim of physical, sexualeorotional abuse or neglect.
Internalizing trauma responses include: emotionahlbing, depression, decline in
functioning, confusion, nightmares and flashbadksternalizing trauma responses are
evidenced in interpersonal conflicts, aggressiwkrasky behaviors, substance abuse and
school avoidance or refusalThese are entirely characteristic of incarcergtmeth and
likely account for the resulting diagnoses of opipmsal defiant disorder and conduct
disorder and other hyperkinetic disorders that mgka majority of the 70% of youth
diagnosed as having a mental health disorder. tra8liena our youth have experienced is
pervasive and it is multi-generational. If we ddréat the whole family system we will
be less successful in responding to the needsrofauih.

Juvenile justice systems have struggled to devlepange of behavioral health services
that satisfactorily address the needs of childrehfamilies. For example, the
partnership between the John D. and Catherine ArtMiar Foundation and the National
Center on Mental Health and Juvenile Justice thndbg foundation’s Models for
Change initiative has led to some significant iny@rments in the collaboration strategies
between state level mental health and juvenilegestgencies.

In addition, SAMHSA'’s Center for Mental Health Siees’ System of Care work in
numerous states has provided both the philosoptiyrenstrategies for interagency
collaboration among child serving agencies, inaigdnental health, child welfare,
education, and juvenile justice. Children and asloénts cross multiple agencies, and
programs and services must come from the combifiedsand collaboration among
them all - from the identification of a youth withental health needs to their treatment in
programs and services that all agencies have ectiok interest in developing.

There are several core values and strategies moagiuing this effort, some of which are
already embodied in the Juvenile Justice and Deéngy Prevention Act:

1. Deinstitutionalization of Status Offenders
Status offenses are those that only a minor carmdmyed with such as
truancy, running away and curfew violations. Thasethe very behaviors
we would expect from a youth being sexually abuseatherwise traumatized
— many girls are running away from abusive adultheir families or



neighborhoods. Locking girls up for what may bagtd/e or survival
behavior is wrong. Incarceration is not good fayl@ody, and for traumatized
youth it recapitulates their original trauma expades.

2. Early Identification of Youth with Mental Health orSubstance Abuse
Disorders
A critically important development in recent yearshe systematic
identification of youth with mental health or sudrste abuse disorders with
validated screening instruments (such as the MAYSGAIN-Q? and
Trauma Severity Ind€x upon their first contact with juvenile justiceeagies.
Screening must lead to culturally competent, ewteerbased treatments —
whether within juvenile justice agencies or fambtor in the community.

3. Diversion to Community-Based Programs
Whenever public safety concerns allow, youth shdeldliverted from
detention or incarceration to home- or communitgdzhtreatments with
proven effectiveness.

4. Use of Evidenced-based Treatments and Services
Quite a lot is now known about the kinds of sersiaad supports that work
most effectively with the juvenile justice poputati These include Multi-
systemic Therapy, Functional Family Therapy andtMdimensional
Treatment Foster Caf®. These interventions bring therapeutic services in
the home (or foster home) with varying intensitg &or various durations to
work with the youth and family in natural settings.

5. Adult Jail and Lockup Removal
Youth locked up in adult jails suffer significantiygher negative outcomes
than youth in juvenile facilities, from higher sidgie rates to increased
likelihood of being victims of assault and abuse¢outh under the age of 18
should not be held in adult jails, whether theyararged in the juvenile
justice system or the adult criminal justice system

6. “Sight and Sound” Separation
Youth held in adult jails [or prisons] even fordirperiods of time, such as for
screening or waiting for transport to juvenile faies, should be kept
completely separated from adult inmates to rededikelihood of their
being abused or exploited.

7. Disproportionate Minority Contact (DMC)
States and local jurisdictions must be held acahlatto assess and address
the racial and ethnic disparities affecting youtleaor that exist throughout
the juvenile justice system.

JIDPA's reauthorization with proposed amendmerdsRep. Kennedy’s new piece of
legislation, taken together, would take us furtian we have been previously in



ensuring that youth in need of mental health treatrwill receive effective services at
home or in their communities.

Let me share with you now the singular effortshaf District in creating a model for
change. DYRS has implemented Positive Youth Dgreknt as its signature focus.
PYD incorporates a culturally competent, strengibeal, family-focused agenda for
those youth in the District who further penetratd are committed to the District’s
juvenile justice system. DYRS has also adopteddiphealth model for its health
services — both medical and behavioral health.h\t¥i¢ recognition of trauma &

central issue with which most of our youth are faced and the rg#inerational nature of
this phenomenon, DYRS has adopted a set of stestéigat incorporate families, schools,
residential staff and multiple agencies in the tlgwment of family recovery plans.
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