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Abstract

Juvenile offenders have disproportionately high rates of psychiatric and substance use disorders 

relative to their nonoffending counterparts. Less is known about the impact of psychiatric and 

substance use disorders on repeat juvenile justice involvement among juveniles specifically 

referred for forensic mental health evaluations. We describe the demographic, psychiatric, and 

legal history background of 404 juveniles who underwent a court clinic forensic mental health 

evaluation, and we examine the association between these factors and detention rates of 20 percent 

over a 12-month postevaluation period. After accounting for known predictors of reoffending, such 
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as prior offense history and externalizing disorders, dual diagnosis (i.e., co-occurring psychiatric 

and substance use disorders) remained a salient predictor of future detention. Consistent with prior 

literature on juvenile offending, substance use may greatly enhance the likelihood of subsequent 

detention.

A substantial number of adolescents are involved in the juvenile justice system each year. 

Recent estimates report that 2.11 million youths under the age of 18 are arrested annually,1 

and more than 31 million adolescents are under the jurisdiction of juvenile courts.2 These 

youths are at increased risk of a variety of negative outcomes, including high rates of 

substance use3 and psychiatric problems.4

Much of the research exploring the intersection of juvenile justice involvement, psychiatric 

concerns, and substance use has been conducted among juveniles in detention. It has been 

estimated that 70 to 90 percent of incarcerated youths have psychiatric problems4–6 and that 

70 percent of those have a diagnosis that may require further intervention.5 Studies of 

detained youths have found that, excluding conduct disorder, 60 percent of males and 75 

percent of females met diagnostic criteria for one or more psychiatric disorders.4 Although 

disproportionately high rates of oppositional defiant disorder (ODD), attention deficit 

hyperactivity disorder (ADHD), and conduct disorder are not surprising (near 90% for 

conduct disorder in one study7), significant rates of depression and dysthymia (17% of 

males and 26% of females) have also been found.4,8

Detained juvenile offenders also have substantially higher rates of substance use disorders 

than do their nonoffending peers.4,9 Rates of dual diagnosis (co-occurring psychiatric and 

substance use disorders) are also high among detained youths, ranging from 50 to 73 percent 

of those studied.4,10,11 Dual diagnosis among detained youths has been linked with 

increased delinquent behavior4,12 and continued legal consequences, including higher rates 

of recidivism and future incarceration than those in counterparts with nondual diagnoses.
13,14 This trajectory of legal involvement places youths at increased risk of a variety of other 

negative outcomes, such as continued substance use, academic problems, and risky sexual 

behavior.15,16 A growing body of literature therefore suggests that dual diagnosis affects 

psychosocial outcomes and justice system involvement among detained youths. Yet, few 

studies have explored these associations in court-involved, nonincarcerated (CINI) youths 

who are not typically included in samples of detained or incarcerated juveniles, but who may 

possess similar risk factors and associated negative outcomes.

Court-involved, nonincarcerated juveniles comprise approximately two-thirds of the juvenile 

justice population.17 It has been estimated that between one-half and one-third of this 

population has a diagnosable psychiatric condition.18 Most of these youths present with 

symptoms of conduct and substance use disorders.19 However, other diagnoses, including 

mood and anxiety disorders and ADHD, are also disproportionately represented among child 

and adolescent arrestees.16,19,20 Studies have found that juveniles with substance use 

disorders and psychiatric problems are at increased risk for substance-related recidivism,13 

persistent reoffending,20 and self-reported antisocial activity.16 However, the impact of 

psychiatric diagnosis and substance use on reoffending, specifically among CINI juveniles, 

remains understudied. Understanding the prospective associations among psychiatric 
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diagnosis, substance use, and rates of future detention may provide important information 

about what types of screening measures and evidence-based interventions may be important 

to consider in attempting to offset a trajectory of continued legal involvement.

Many juvenile and family court systems use diversion programs, such as specialty courts 

(e.g., juvenile drug courts and mental health courts) to address a variety of concerns 

including substance use and mental health (and dual diagnosis).21 These specialty courts 

divert youths from detention by requiring that they participate in substance use therapy or 

mental health treatment or both to reduce their likelihood of reoffending. Some juvenile 

courts also rely on in-house juvenile court clinics (the first established in 1899 in Chicago) 

to provide forensic evaluation and consultation to the bench regarding the needs of detained 

and nondetained juveniles and their families. These clinics provide the court with forensic 

mental health expertise, timely evaluations, and comprehensive recommendations for 

intervention.22 Court mental health clinics vary in the services and interventions offered; 

however, most are designed to aid and support juveniles through a rehabilitation model that 

encourages identification and treatment of substance use problems and co-occurring 

psychiatric diagnosis, with the goal of preventing future justice system involvement.22

Court mental health clinics serve youths who are at increased risk for recidivism due to their 

mental health concerns that draw the attention of the judges. Repeat legal involvement is 

typically associated with a host of poorer health and behavioral outcomes, such as substance 

use and increased psychiatric distress. As studies of detained youths have consistently 

illustrated, incarceration places youths at risk for on-going substance use, academic 

problems, increased risky sexual behavior, and involvement in the adult criminal justice 

system.13,15,16 Thus, understanding the factors that place juveniles referred specifically for 

mental health clinic evaluations at increased risk for future detention may facilitate the 

development of preventive interventions that offset this pernicious course of legal 

involvement and associated consequences.

The current study represents one of the first to explore the intersection of juvenile justice 

involvement, psychiatric problems, and substance use in a juvenile court clinic (JCC) sample 

referred from a statewide family court. The study’s goals were two-fold: to provide 

descriptive information (demographic, legal, and psychiatric) regarding 404 nondetained 

juveniles referred for forensic mental health evaluation and to identify predictors of 

detention over a 12-month follow-up period among this referred sample of court-involved 

youths. Based on the extant literature, we hypothesized that JCC youths who are dually 

diagnosed (comorbid substance use disorder and psychiatric disorder) are at increased risk 

of future detention when compared with those without this diagnostic profile.

Method

Participants

This study was a retrospective chart review of 454 juvenile offenders who were referred for 

a brief forensic mental health evaluation at a juvenile court clinic in the Northeast between 

2006 and 2008. The court clinic serves status and criminal juvenile of-fenders ages 11 to 17 

who are ordered by judges and magistrates to receive a brief, focused forensic mental health 
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evaluation. Judges and magistrates who preside over specialty court proceedings, such as 

truancy and juvenile drug court (diversion and postadjudication) hearings and formal 

delinquency hearings, ordered all evaluations. Sample referral questions included whether 

the juvenile was experiencing depression, what level of care was appropriate, and whether 

the juvenile was a danger to self. Evaluations varied in the length of time they took to 

complete, depending on the referral question. Given that this court clinic’s model for 

evaluations is brief and focused on a primary referral question, the evaluation visits did not 

typically last more than 3 to 4 hours. They included the following: a brief forensic interview 

of the juvenile (45–60 minutes); a forensic interview of the parent or guardian (45–60 

minutes); and completion of evidence-based, self-report psychological assessment measures 

by both the caregiver (regarding the juvenile’s symptoms and behavior) and the juvenile 

(self-report of symptoms and behavior) (45–60 minutes). When English was not the 

juvenile’s or caregiver’s primary language, a court-based interpreter assisted in completing 

the evaluation, which typically increased the time required for the evaluation visit. In 

addition to the evaluation visit, time was spent conducting a relevant records review (legal 

and other relevant records, such as school, and outside treatment providers) and obtaining 

any other relevant collateral information (e.g., through interview of collateral informants). 

Time spent obtaining collateral information ranged from 1 to 3 hours, depending on the case. 

All forensic evaluations were conducted by licensed mental health professionals 

(psychologists, psychiatrists, and social workers), and the families incurred no costs for the 

evaluation.

Study Design and Procedures

Between 2006 and 2008, 454 juveniles were referred for a mental health evaluation at the 

clinic. Of those, 404 received a brief, focused mental health evaluation and were included in 

this chart review study. Fifty referred juveniles missed their appointments and were not 

evaluated. There were no differences between those evaluated (n = 404) and those not 

evaluated (n = 50) in any of the demographic or legal history variables under study (p > .05 

for all). For this study, court mental health clinic records were reviewed to obtain 

demographic, psychiatric, and substance use data on the juveniles. These data were collected 

from both adolescent and caregiver in clinical interviews conducted by a licensed mental 

health professional using standardized measures. The institutional review board (Lifespan—

The Miriam Hospital IRB, applicable to Rhode Island Hospital) approved this study as a 

retrospective chart review and authorized a waiver of the usual requirement for informed 

consent.

Chart Data

Predictors

Demographics: Demographic information including age, gender, race and ethnicity, and 

health insurance status were collected with a standard intake form. This form was completed 

by legal guardian(s) before the mental health assessment.

Legal: The court clinic maintains a database of legal information relevant to each juvenile 

referred for evaluation that is extracted from a larger statewide court database of all juveniles 
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processed through the family court. Data examined for this study included source of referral 

(e.g., truancy, drug, or delinquency petition), number and type of charges (criminal versus 

status), and history of social service involvement.

Psychiatric: Forensic Interviews: Separate forensic interviews were conducted by licensed 

mental health professionals (i.e., psychologists, psychiatrists, and social workers) with the 

parent/guardian(s) and the adolescent. These interviews yielded information regarding 

number and type of diagnosis and comorbidity, as well as history of out-of-home placement, 

mental health treatment, and psychiatric hospitalization. All diagnoses were made by the 

evaluating clinician, using Diagnostic and Statistical Manual of Mental Disorders, Fourth 

Edition, Text Revision (DSM-IV-TR) criteria.23

Psychiatric: Standardized Measures: Clinician interviews were also informed by 

standardized assessment measures; however, not all juveniles received all measures. Choice 

of measures was driven by clinical decision-making unrelated to chart review study; 

questions and measures were available only to English-speaking juveniles and their 

caregivers. Juveniles could complete the Diagnostic Interview Schedule for Children: 

Present State Voice Version24 or the Youth Inventory-425 or both, and all caregivers 

completed the Adolescent Symptom Inventory-4.26 Details regarding the standardized 

measures available to court clinic clinicians are as follows:

The Diagnostic Interview Schedule for Children: Present State Voice Version, the Voice 

DISC (V-DISC) is a self-administered, computerized interview that assesses more than 30 

diagnoses from DSM-IV-TR. Each juvenile gets a unique interview based on his pattern of 

responses about his symptoms and behaviors. The V-DISC generates provisional DSM-IV-

TR diagnoses according to computer-assisted scoring that can then inform clinicians about 

the juvenile’s mental health needs. It has been validated for use in juvenile justice samples.24

The Adolescent Symptom Inventory-4 (ASI-4) is a 120-item, parent-completed 

questionnaire on adolescent behavior based on DSM-IV-TR23 criteria. ASI-4 items cluster 

into subscales corresponding to DSM-IV-TR Axis I diagnoses. The ASI has demonstrated 

good evidence of internal consistency, test-retest reliability, and convergent validity.26

The Youth Inventory-4 (YI-4) is a 128-item, self-report rating scale for children and 

adolescents, ages 12 to 18 years, parallel to the ASI-4 parent measure. It screens for 

symptoms of psychiatric disorders contained in the DSM-IV-TR. It has satisfactory internal 

consistency (α = 0.66–0.87), test-retest reliability (r = 0.54–0.92), and convergent and 

discriminant validity.25,27

Detention—The main outcome of the evaluation, detention, was assessed through a 

statewide court computer database and did not include juvenile arrestees waived to the adult 

system. Classified according to computerized legal records, detention was defined as being 

ordered by a judge to reside in the state’s juvenile detention facility at least once, at either 3, 

6, 9 or 12 months after evaluation (n = 82). Length of time in detention was unavailable for 

the current study.
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Data analysis

Before conducting group comparisons, we calculated descriptive statistics for the main study 

variables. Bivariate analyses were then conducted to compare detainees (detained at any 

point over a 12-month follow-up; n = 82) to nondetainees (not detained at any point over a 

12-month follow-up; n = 322) on demographics (age, gender, race and ethnicity), legal 

history (e.g., prior status and criminal offenses), psychiatric history, and current DSM-IV-TR 

psychiatric diagnoses including dual diagnoses (co-occurring psychiatric problems and 

substance abuse). To understand more about the impact of prior offending on future 

detention in this sample, we conducted parallel comparisons of baseline first-time (n = 287; 

72%) and repeat-offending juveniles (n = 111; 28%). Bivariate analyses guided the 

development and testing of logistic regression models to determine the most salient 

prospective demographic, legal, and psychiatric factors of detention.

Results

Baseline Descriptive Data

Demographics—Of the 404 juveniles who underwent a mental health evaluation, the 

majority were male (241 males, 163 females) with an average age of 15 years (SD 1.6; 

range, 10–18). Juveniles self-identified primarily as white (64%), with the remainder 

identifying as African American (7%), Hispanic/Latino (17%), or other (e.g., Asian Pacific 

Islander or Native American; 4%); 7 percent of the juveniles’ records were missing race and 

ethnicity data. Eighty-five percent (n = 343) of juveniles had some form of health insurance 

(49% private and 43% public/state insurance; some reported having both).

The majority (72%) of the juveniles evaluated had completed up to the ninth grade at the 

time of the evaluation (range of education, 4th to 12th grade). Five juveniles (1%) had 

graduated from high school and 16 (4%) had withdrawn from school (n = 12) or earned a 

GED (n = 4). Thirty-one percent endorsed a current special education plan (individualized 

education or a 504 plan). The majority (68%) of evaluation referrals came from wayward or 

truancy petitions, with the remainder court ordered for evaluation from the juvenile drug 

court (21%) and juvenile delinquency court (11%). Nine percent of the juveniles were in 

out-of-home placement at the time of the evaluation.

Psychiatric History—The majority (61%) of the juveniles reported prior mental health 

treatment, 14 percent reported at least one prior psychiatric hospitalization, and 37 percent 

reported a history of psychotropic medication. Some proportion of juveniles may have 

undergone a psychiatric evaluation elsewhere, but those data were not coded for the current 

study.

Legal History—Slightly more than two-thirds of the juveniles referred were status 

offenders (e.g., truant, disorderly conduct, or elopement), and 31 percent were criminal 

offenders (reflecting the referral source noted above). For 72 percent of the juveniles, the 

petition open at the time of the evaluation represented the first offense. Almost one-quarter 

of the sample had prior status offenses (range, one to four) and 15 percent of the sample had 
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prior criminal offenses (range, one to four; offenders could have one petition filed with 

multiple charges or offenses).

Psychiatric and Substance Use Disorders—Eighty-three percent (n = 337) of the 

juveniles were given a primary Axis I diagnosis, with the three most common being 

oppositional defiant disorder (ODD; 23%), mood disorders (major depression, dysthymia, or 

bipolar; 16%), and anxiety disorders (11%). Figure 1 presents proportions of specific 

psychiatric diagnoses. Approximately 10 percent of the juveniles received a primary 

substance use disorder diagnosis (most commonly cannabis abuse or dependence). The 

majority (62%) received a diagnosis of a primary externalizing disorder. The most common 

secondary diagnoses were mood disorders (the secondary diagnosis in 12% of the sample) 

and cannabis abuse/dependence (the secondary diagnosis in 10% of the sample). Forty-three 

percent of the sample was diagnosed with a single disorder, 30 percent received two 

diagnoses, 12 percent received three diagnoses, and 4 percent received four to five diagnoses 

(average number of diagnoses at time of court clinic evaluation was 1.4; SD 1.02). Almost 

one-quarter of the sample had dual diagnoses (co-occurring psychiatric and substance use 

disorder).

Baseline Bivariate Analyses: First-Time Versus Repeat Offenders

Group comparisons are presented in Table 1. First-time and repeat offenders did not differ 

with respect to gender and race or ethnicity. The repeat offenders were more likely to be 

older (mean (M), 15.32 years) than the first-time offenders (M 14.51 years) (t(230) = 5.07, p 
< .0001) and were also more likely to have a new criminal (versus status) offense at the time 

of referral for evaluation. In terms of the psychiatric variables, a higher proportion of the 

repeat offenders had a history of out-of-home placement, inpatient psychiatric 

hospitalization, and mental health treatment. More of the repeat offenders were also given a 

dual (substance use and psychiatric disorder) diagnosis by the court clinic evaluator. Repeat 

offenders also met DSM-IV-TR criteria for a higher average number of Axis I psychiatric 

diagnoses (M 1.67; SD 1.10) relative to their first-time offending counterparts (M 1.34; SD 

0.98; t(397) = 2.98, p = .003).

Longitudinal Outcomes

Descriptive Data

Detention: Over the 12-month follow-up period, 20 percent of the juveniles (n = 82) were 

detained at least once. Cumulative detention rates were 10, 16, 18, and 20 percent across 3-, 

6-, 9-, and 12-month follow-ups. Seven percent of the young offenders were detained two or 

more times (range, 2–4) over the 12-month period. The most common charges over time 

were larceny, breaking and entering, and destruction of property (representing, on average, 

approximately 25% of all crimes accrued) followed by vagrancy or disorderly conduct 

(approximately 20% of all crimes accrued). Substance-related crimes represented only a 

small proportion of the offenses (range, 7–12% of the total committed during the 12-month 

follow-up period).
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Bivariate Analyses

Detained Versus Nondetained Offenders: Group comparisons are presented in Table 2. 

Detention at any time during 12-month follow-up was associated with being older (15.33 

versus 14.6 years; t(402) = 3.86; p < .0001) and with being male, belonging to a racial or 

ethnic minority group, and residing in out-of-home placement at the time ofthe court clinic 

evaluation. A legal history (before the charge related to the court clinic evaluation referral) 

of status and criminal offending was also associated with incidence of detention. In terms of 

psychiatric variables, a history of inpatient psychiatric hospitalization with co-occurring 

substance use and a psychiatric disorder (i.e., a dual diagnosis made by the court clinic 

evaluator) was associated with future detention. Those detained over the 12-month period 

also met DSM-IV-TR criteria for a higher average number of psychiatric diagnoses (M 1.67; 

SD 1.09) than did the nondetained juveniles (M 1.34; SD 0.99), t(401) = 2.63, p = .01.

Logistic regression—We tested the associations between multiple baseline variables and 

future detention while accounting for well-established predictors of detention, such as prior 

offense history, and for externalizing diagnoses made at the time of the evaluation, such as 

conduct disorder. Variables were entered into the model in three different steps as three 

distinct groups of variables: demographics (age, gender, race and ethnicity, and out-of-home 

placement), legal history (prior status and criminal offending), and psychiatric variables 

(inpatient psychiatric hospitalization, number of diagnoses made by court clinic clinician, 

and dual-diagnosis status). Table 3 reflects the unadjusted and adjusted odds ratios of these 

associations. The overall model resulted in an 81 percent correct classification. After 

accounting for relevant demographics (age, gender, race, and ethnicity), legal history (prior 

offense type), and other psychiatric factors (history of hospitalization, externalizing 

diagnosis, and number of diagnoses), those juveniles who had a co-occurring psychiatric and 

substance use (i.e., dual diagnosis) disorders were approximately six times more likely than 

their non-dually diagnosed peers to have been detained over the 12-month follow-up period 

(odds ratio (OR) 5.83; Wald = 12.90; p < .0001).

Discussion

Overall rates of psychiatric diagnosis (87%) found in this juvenile population are fairly 

consistent with those reported in prior studies of mental health disorders in youths in the 

juvenile justice system.4,28 Rates are slightly higher than in some other general population 

detention samples, but the difference may be explained by the fact that juveniles in this study 

were specifically identified (and referred to the court clinic) by the judge’s questions about 

psychiatric difficulties. Rates of detention increased over time and, consistent with our 

hypotheses, receiving a dual diagnosis of substance use and other psychiatric disorders 

substantially heightened the risk of future juvenile detention for these young offenders. This 

strong prospective association remained, even after we accounted for known demographic 

predictors, such as older age, male gender, repeat offender status, and primary externalizing 

diagnosis, all of which are commonly linked to reoffending and detention. Thus, severe 

substance use (sufficient to warrant an abuse or dependency diagnosis) that co-occurs with 

an Axis I psychiatric disorder may be associated with an increased risk of committing 

another offense that results in detention.
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Those in juvenile justice settings should consider expanding their concern about status or 

criminal offending juveniles with co-occurring substance use and mental health problems, to 

reduce the risk of future detention. Within 48 hours of detention, many U.S. and 

international juvenile detention settings implement a brief mental health and substance use 

screening measure (i.e., the Massachusetts Youth Screening Inventory; MAYSI29). This type 

of measure assists unit staff and correctional clinicians in identifying whether the juvenile 

requires substance use or psychiatric intervention or both. The MAYSI-2, for example, has 

been widely disseminated in detention and probation settings. To our knowledge, however, 

neither the MAYSI-2 nor any similar measure has been tested or implemented in court-

involved, nonincarcerated juveniles supervised in the community who may never be detained 

or on probation. Implementation and testing of a brief measure that screens for substance use 

and other psychiatric concerns (at the time of first court contact) could be useful in triaging 

juveniles to the appropriate treatment referral opportunities and thereby perhaps in reducing 

the risk of future detention. Our data suggest that repeat offenders referred for forensic 

evaluation have higher rates of psychiatric impairment and co-occurring substance use than 

those referred at the time of the first offense. Therefore, screening and possibly intervention 

at the time of the first offense could be critical in preventing entrenched behavioral 

problems, psychiatric difficulties, and repeat legal involvement. Paraprofessional court staff 

can be trained to conduct mental health and substance use diagnostic screenings on juveniles 

(e.g., at the time of intake for the first offense) before the youths accumulate a history of 

status or criminal offenses. Licensed court clinicians could then provide consultation on 

results and referrals, as needed.

From a prevention standpoint, assisting these juveniles in receiving the appropriate treatment 

at the earliest point of court contact, particularly for substance use, could divert them from 

their course toward detention and result in positive outcomes for the juveniles and families 

as well as cost savings for mental health, legal, school, and health systems. From a legal and 

justice system standpoint, however, it should be considered that improved surveillance of 

dual-diagnosis offenders can actually lead to more detention than treatment. This possibility 

could be realized if our findings reflect the negative attitudes of the juvenile justice system 

toward substance-using young offenders (i.e., that judges are likely to impose harsher 

sanctions on juvenile substance abusers) versus the individual factors that we hypothesized 

are associated with detention. Likewise, judges may impose detention on these young 

substance abusers to mandate them to treatment within the detention setting, independent of 

the severity of the offense (e.g., if a juvenile has been repeatedly noncompliant with 

community-based treatment). The current chart review study was limited to the available 

clinical data, but future study designs may consider inclusion of data on the attitudes of the 

juvenile justice system toward substance-abusing young offenders, to understand more about 

these complex associations.

It is also noteworthy that in a sample of juveniles with high rates of mental health disorders, 

most did not get detained. Thus, psychiatric disorders may not be indicative of the worst 

future legal outcomes for these youths. Specific psychiatric diagnoses, profiles, or 

comorbidities (with the exception of substance use) also may not be so useful in determining 

risk of detention among a group of adolescent offenders with severe mental health needs. 

Consistent with the small body of literature in this area, understanding more about specific 
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mental health profiles or attempting to identify particular diagnoses with risk for detention 

may not be as helpful in understanding the prospective course of risk for these juveniles. 

Instead, identifying specific symptoms, symptom constellations, and differences in degree 

versus kind of symptomatology (e.g., more or less depressed versus depressed or not 

depressed) may be more relevant. Taking a more dimensional versus categorical approach to 

understanding psychiatric presentation and tailoring recommendations for screenings and 

interventions based on this dimensional approach may be more predictive of criterion 

outcomes (e.g., recidivism or incarceration), as has been demonstrated for the construct of 

juvenile psychopathy.30

Finally, juvenile court clinics should perhaps consider ways to implement brief substance 

abuse treatment interventions to divert juveniles from future detention. Evidence-based, brief 

interventions for substance abuse, particularly those that involve motivational interviewing 

approaches, have achieved great success in reducing alcohol and drug use and associated 

negative consequences among those in the adolescent community and in clinical samples. 

However, such brief interventions have rarely been implemented and tested in juvenile 

detention or juvenile intake settings (see Dembo and colleagues31 and Rosengard and 

colleagues32 for exceptions). To our knowledge, no such brief interventions have been 

developed or tested for juveniles referred to court clinics. However, our pattern of results 

suggests that enrolling juveniles and their families in a brief, evidence-based intervention at 

the point where the family is already referred for court clinic assessment services could be 

efficient, timely, and perhaps effective in reducing the likelihood of juvenile detention and 

other negative outcomes.

Limitations

These data were part of a chart review study and were not collected for the purposes of 

research. Therefore, although rigorous chart and database review procedures were 

implemented, patterns of missing data were inconsistent, and measures used to arrive at 

certain diagnoses differed, depending on clinical need. These data were also collected from 

only one juvenile court clinic in the northeastern United States, thereby limiting 

generalizability. Generalizability may also be limited, in that these data do not necessarily 

extend to the larger juvenile justice population, because the juveniles under study here have 

raised attention or concern from the judge related to more readily apparent emotional, 

behavioral, and psychological concerns. Study strengths, however, include access to a large 

sample size (i.e., more than 400 juveniles), a focus on a severely mentally ill juvenile 

subsample not commonly studied in the literature, and reliance on detention outcome data 

collected directly from a statewide court database (versus self-report), thereby ensuring 

greater accuracy in prospective outcomes. Despite notable strengths, our findings require 

replication in other court clinic settings, particularly through a priori studies that examine 

these associations.

Conclusions

Our study uniquely expands prior findings among detained juvenile offenders that substance 

use heightens risk for future legal involvement to a court-involved, nonincarcerated juvenile 
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offender sample identified by the court as having psychiatric difficulties. Screenings for 

substance use and mental health occurring earlier in the court involvement process (ideally 

at the time of first court contact) may assist with appropriate, early treatment referrals that 

could then reduce the chances of future detention. If resources are available, juvenile court 

clinics might also consider how to implement brief, evidence-based, dual-diagnosis 

interventions on site and shortly after screening. The pros and cons of implementing 

treatment interventions within court clinic settings developed for forensic assessments 

require careful consideration. If appropriately implemented, treatment engagement could be 

greatly enhanced (i.e., less likelihood that a family does not follow up with community-

based referral). Greater treatment engagement could lead to decreased rates of detention and 

related negative outcomes that are associated with considerable costs to the legal, health, 

mental health, and school systems. Future research that replicates these findings and also 

focuses on understanding system-related attitudes toward dually diagnosed juveniles is 

necessary to provide more definitive guidance of screening and intervention 

recommendations for these high-risk youths.
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Figure 1. 
Rates of primary Axis I diagnoses given at the time of the court clinic evaluation (n = 337).
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