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With four million youth in the United States estimat-
ed to have experienced at least one traumatic event 
(Craig & Sprang, 2007), childhood trauma has be-
come a pressing public health concern. A traumatic 
event can involve interpersonal events such as 
physical or sexual abuse, war, community violence, 
neglect, maltreatment, loss of a caregiver, witness-
ing violence or experiencing trauma vicariously; 
it can also result from severe or life-threatening 
injuries, illness, and accidents. The direct and indi-
rect costs associated with child maltreatment alone 
make it among the most costly public health prob-
lems in the United States (Putnam, 2006). Based on 
national surveys of youth in the United States:

•	 14-34 percent of children have experienced at 
least one traumatic event (Feletti et al. 1998);

•	 Children are twice as likely as adults to be vic-
tims of serious violent crime and three times as 
likely to experience simple assault (Felletti et al. 
1998; Costello et al. 2003);

•	 13.4 percent of female adolescents report 
having been sexually assaulted (Kirkpatrick, 
Saunders & Smith 2003);
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Introduction

Any number of factors can contribute to a person 
becoming involved in the criminal justice system, 
including a history of trauma or victimization. Over 
93,000 children are currently locked up in juvenile 
correctional facilities around the country. Research 
shows that while up to 34 percent of children in the 
United States have experienced at least one trau-
matic event, between 75 and 93 percent of youth 
entering the juvenile justice system annually in this 
country are estimated to have experienced some 
degree of trauma.
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•	 35-46 percent of adolescents report witnessing  
violence (Kirkpatrick et al. 2003);

•	 Youth of color are more likely than their white 
counterparts to experience violence (NCVS, 2009).

Significant research on the effects of trauma on 
youth and on its impact on youth involvement in 
both the juvenile and criminal justice systems shows 
that identifying children who have experienced 
trauma is either being done inappropriately or not 
as often as necessary. This may be leaving many of 
these young people without the services and treat-
ment they need, thus making them more at risk for 
involvement in the justice system.

Youth in correctional facilities already face signifi-
cant challenges related to their incarceration and 
justice involvement, including separation from their 
families, communities, education and other positive 
social networks. But youth who have experienced 
trauma will be even more acutely affected. In addi-
tion, there is risk of re-traumatization by staff and 
other people in correctional facilities. Addressing a 
child’s trauma through the public health system be-
fore the child becomes involved in the justice system, 
or if necessary while in the justice system, is critical 
to promoting the well-being of the child, his family 
and the community. 

Traumatic experiences affect brain  
development in children

Youth who have experienced trauma may be more 
likely to be involved in illegal behavior for a variety 
of reasons, including the neurological, psychologi-
cal, and social effects of trauma. A growing body of 
research in developmental neuroscience has begun 
to uncover the pervasive detrimental effects of trau-
matic stress on the developing brain. The majority 
of brain development is completed during the first 
five years of life, with the most critical development 
occurring within the first two years. Considering 
that the average first trauma exposure in children 
who experience trauma occurs at five years old 
(Putnam 2006), the experience of trauma in child-
hood is likely to impact some critical aspect of this 
brain development.

Brain structures responsible for regulating emo-
tion, memory and behavior develop rapidly in 
the first few years of life and are very sensitive to 
damage from the effects of emotional or physical 
stress, including neglect. Some of these structures 

are measurably smaller in abuse survivors (Shin, 
Rauch, & Pitman, 2006), and irregular brain activ-
ity in these areas among abuse survivors is corre-
lated with an increased frequency of violence (Ito 
et al., 1993). Without adequate emotional control, 
particularly in aggression centers of the brain, 
people may fail to develop empathy and are more 
prone towards aggressive, violent, and sociopathic 
behavior (Shin, Rauch, & Pitman, 2006; Heide & 
Solomon, 2006; Raine, Buchsbaum & LaCasse, 
1997; Blake, Pincus & Buckner, 1997). 

People who have experienced trauma often have 
abnormal blood levels of stress hormones, and the 
parts of the brain responsible for managing stress 
may not function as well as in people who have 
not been exposed to trauma (Solomon & Heide, 
2005; Cook et al.; Sapolsky, 1996). Also, a decreased 
integration of the left and right sides of the brain 
following prolonged stress exposure can affect the 
ability to use logic and reason and can result in poor 
problem-solving skills (Teicher et al. 2004). Although 
the most critical brain development occurs in early 
childhood, the part of the brain responsible for ra-
tional decision-making does not fully develop until 
the mid-20s. Because of this extended maturation 
process, in March 2005 the U.S. Supreme Court abol-
ished the death penalty for people who committed 
their offense prior to age 18, citing scientific evidence 
that children should not be held accountable to the 
same extent as adults (Roper v. Simmons, 2005).

People who experienced trauma as children are also 
more likely to develop life-long psychiatric condi-
tions, including personality disorders, conduct dis-
order, ADHD, depression, anxiety, substance abuse 
disorders and posttraumatic stress disorder (PTSD). 
Developmental delays, decreased cognitive abilities, 
learning disabilities and even lower IQ levels have 
been observed among those who experienced trau-
ma at a young age (Goodman, Quas & Ogle 2009). 
Research shows that a majority of people with these 
histories experience school problems; school drop-
out and expulsion rates are as high as three times 
those of peers who had not experienced trauma 
(Putnam 2006, Goodman, Quas & Ogle, 2009).

People of color are more likely to be victims  
of crime and violence

One source of trauma for both children and adults 
is being the victim of a crime. Research shows 
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that those who may be most likely to experience 
victimization include people of color, people from 
single-parent households, people living in an urban 
environment or people from disadvantaged com-
munities (Siegfried, Ko & Kelley, 2004). People with 
these same characteristics also bear the concentrat-
ed impact of incarceration. 

Data from the National Crime Victimization Survey 
reveals that whites age 12 and over are less likely 
to be victims of violent offenses than African Ameri-
cans or people identifying with more than one race 
(NCVS, 2009). 

When income is brought into the equation, African 
Americans who make less than $7,500 per year 
are nearly twice as likely to be victims of violence 
as whites at the same income level (NCVS, 2009).  
Rates of victimization fall steadily as income in-
creases.

Children are rarely screened for trauma,  
especially in the juvenile justice system

Child-serving systems upstream of the justice 
system often fail to routinely screen for and treat 
trauma in referred children; alternatively, this infor-
mation is not made readily available to these  

Traumatic brain injury and juvenile justice

The Brain Injury Association of America describes 
traumatic brain injury (TBI) as “a blow or jolt to 
the head or a penetrating head injury that disrupts 
the function of the brain.” (BIAA 2006) The sever-
ity of TBI may range from mild (i.e. brief change 
in mental status) to severe (i.e. extended amne-
sia). (CDCP, 2010a) According to the Centers for 
Disease Control, children and adolescents are at 
greater risk for TBI than adults, with the highest 
risk ages being 0-4 years and 15-19 years, re-
spectively (Faul et al., 2010). The short and long-
term consequences of TBI consist of physical (i.e. 
hearing, speech, vision, coordination), cognitive 
(i.e. perception, communication, reasoning, judg-
ment), and behavioral (i.e. mood swings, anxiety, 
difficulty with emotional control and anger man-
agement) impairments (CDCP 2010b). 

A traumatic brain injury during the period of brain 
development, which lasts well into a person’s 20s 

(CJJ 2006), could disrupt the full development of 
decision-making skills and emotional controls that 
guide behavior. A traumatic brain injury combined 
with the impulsiveness of a youthful developing 
brain can increase the likelihood that a young 
person is involved in delinquent behavior. A large 
scale longitudinal research study in Finland found 
increased incidents of delinquency among youth 
who had experienced a traumatic brain injury 
prior to the age of 14 (Rantakallio et al., 1992). 
Additionally, recent research examining youth 
currently incarcerated in juvenile detention facili-
ties in Missouri found high prevalence rates of TBI 
(Perron & Howard, 2008).

In addition to screening for psychological trauma, 
social agencies that come into contact with youth 
that need services should also test for physical 
trauma that may be contributing to delinquent 
behaviors.

agencies. In one study, 84 percent of agencies 
reported either no or extremely limited informa-
tion provided on the youth’s trauma history, and 33 
percent of the agencies reported not training staff 
to assess for trauma at all. Although 60 percent of 
states surveyed report using universal or selective 
trauma screenings, the scope is often limited, and 
fewer than 20 percent of states provide evidence-
based or otherwise standardized assessment tools 
(Taylor & Siegfried, 2005). 

Of the millions of youth who come into contact 
with the juvenile justice system every year, and the 
thousands who will enter some type of correctional 
facility, few will be screened for trauma-related 
symptoms or provided with trauma-informed care 
at their point of entry into the system. Screening for 
trauma may be overlooked because the behavioral 
responses to trauma often resemble the common 
delinquent behaviors seen in youth referred to the 
justice system and are therefore under-identified as 
posttraumatic symptoms. Additionally, traumatic 
stress may manifest differently in children of differ-
ent ages or developmental stages, making it difficult 
to assess for stereotyped posttraumatic adaptations. 
Although it may be difficult to initially identify the 
role trauma has played in the child’s current circum-
stances, the mental health needs and basic trauma 
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exposure history should be systematically identified 
at all stages of juvenile justice processing, ideally at 
the earliest point of contact with the system.

Evidence gathered through focus groups conducted 
with juvenile and family court judges suggests 
that current scientific information on childhood 
trauma has not fully permeated the justice system 
(Sprague, 2008). These focus groups revealed that 
over 50 percent of participants had not received 
prior training on the assessment or treatment of 
childhood trauma. Many are not aware of the psy-
chological diagnoses or symptoms that are com-
mon following trauma exposure and only 23.1 per-
cent reported getting information from psychology 
journals. When judges were aware of issues related 
to childhood trauma, many reported being over-
whelmed by the degree of trauma exposure among 
the children they encounter in court and frustrated 
with the lack of evidence-based treatments for 
trauma available in the community.

Children who experience trauma  
have disproportionate contact with  
the justice system

One of the most unfortunate repercussions of child-
hood trauma is that children exposed to violence of-
ten grow up to engage in or become repeat victims 
of violence (Craig et al., 2007; Neigh, Gillespie & 
Nemeroff, 2009). People who experience childhood 
trauma are more likely to be arrested for serious 
crimes both as youth and adults (Holowka et al., 
2003). Many of the nation’s most traumatized youth 
are found in the juvenile justice system, and a large 
percentage of adults in the criminal justice system 
report having experienced trauma in childhood. 
Illegal behavior is not an inevitable consequence of 
childhood trauma, however based on the diverse 
range of traumatic exposure observed among youth 
in the juvenile justice system, trauma can be con-
sidered a specific risk factor for future involvement 
with the justice system (Shaffer & Ruback, 2002). A 
number of studies have examined the relationship 
between childhood trauma and justice involvement. 

•	 Studies from a number of psychological jour-
nals report that between 75-93 percent of youth 
entering the juvenile justice system annually 
are estimated to have experienced some degree 
of traumatic victimization (Kilpatrick, 2003; 
Sprague, 2008; Maschi, 2006; Abram et al., 
2004; Arroyo, 2001; Cauffman et al., 1998)).

•	 A study of children held in a Chicago detention 
center found that over half of them had experi-
enced more than six traumatic events prior to 
their detainment (Abram et al., 2004).

•	 Two studies reviewing the link between child-
hood maltreatment and juvenile justice involve-
ment found that among males who experienced 
maltreatment prior to 12 years of age, 50-79 
percent became involved in serious juvenile 
delinquency (Stouthamer-Loeber et al., 2002; 
Lemmon, 1999).

•	 A study published in the Journal of Child 
Sexual Abuse found that among young boys 
engaged in sexual offenses, 95 percent reported 
some type of trauma exposure, 77.5 percent 
reported more than one type of trauma and 
nearly half had experienced both physical and 
sexual abuse (McMackin et al., 2002). 

•	 A study of mental disorders in incarcerated 
women found that when compared to women 
in community samples, incarcerated women 
were more likely to report a history of child-
hood sexual or physical abuse (Zlotnick, 1997).

•	 A study in the Clinical Child and Family Psycho-
logical Review found that most pre-teen and 
adolescent youth who participated in a homi-
cide offense have histories of severe childhood 
maltreatment (Shumaker & Prinz, 2000). 

Additionally, studies show that 65-75 percent of 
youth in juvenile custody suffer from multiple men-
tal health disorders, with 25 percent of these youth 
exhibiting severe functional impairment (Skowyra & 
Cocozza, 2006; Teplin et al., 2006; Wasserman et al., 
2002). Given the link between trauma exposure and 
mental illness, and the prevalence of trauma among 
youth in the juvenile justice system, it is not sur-
prising that mental illness is also highly prevalent 
among youth in the system. 

The current juvenile justice system does not 
meet the needs of youth who have experi-
enced trauma

Once a child enters the justice system, quality, 
evidence-based trauma-informed treatments and 
interventions are not always provided. A number 
of factors contribute to this problem: lack of clinical 
resources in the community or within the juvenile 
justice system itself; an under-identification of trau-
ma symptoms which are often mistaken for gen-
eral behavioral disturbances; and greater resource 
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expenditure on management of these behavioral is-
sues rather than treatment of their underlying cause 
(Mahoney et al., 2004). Additionally, when youth 
are detained in adult facilities, they are less likely 
to have access to youth-appropriate therapy, if they 
are able to access any mental health services at all.

Accompanying the growing awareness of the nu-
merous and deleterious effects of childhood trauma 
has been a desire to understand—particularly within 
the last decade—the causes of and solutions to the 
disproportionate involvement of traumatized youth 
in the justice system. To this end, Congress estab-
lished the National Child Traumatic Stress Network 
(NCTSN) in 2000. The NCTSN, funded by the Sub-
stance Abuse and Mental Health Services Adminis-
tration of the U.S. Department of Health and Human 
Services, has a mission to raise the standard of care 
and improve access to services for children who 
have experienced trauma, their families and com-
munities throughout the United States. Although 
the federal government recognized the far-reaching 
effects of childhood trauma by creating this collab-
orative network, a unified push for trauma-informed 
juvenile justice systems in states has yet to occur.

Although more than 50 percent of states provide 
some form of evidence-based treatment for youth 
with mental illness, their scope is often limited and 
they do not always include culturally competent or 
trauma-informed services (Sigfried & Van Tassell, 
2010). In recent years, 11 states have implemented 
large-scale, trauma-informed services or pilot pro-
grams into their youth services system, but their 
expansion remains limited by budget constraints. 
For example, in North Carolina, the Child Treatment 
Program was established in 2006 as a three-year 
pilot program for underserved counties. The pro-
gram provided free treatment to uninsured children 
who have experienced sexual trauma and aimed to 
impact PTSD, depression and behavioral outcomes. 
Advanced training in an evidence-based form of 
therapy specifically for people who have experi-
enced trauma was offered free of charge to eligible 
clinicians between 2008-2009, but a bill drafted to 
train additional clinicians across the state over three 
years failed to pass in the North Carolina state legis-
lature, despite support from consumers, profession-
als and universities (Siegfried & Van Tassell, 2010).

Incarceration itself can be traumatic

For youth who have experienced trauma who are 
entering the justice system, the process of arrest 
and incarceration can itself represent a traumatic 
event. Confinement has been shown to exacer-
bate the symptoms of mental disorders, including 
PTSD, and the act of processing youth into juvenile 
custody (for example, using handcuffs, searches, 
isolation and restraints), as well as the risk of abuse 
by staff or other youth can be traumatizing (Abram 
et al., 2004; Huckshorn, 2006). In particular, charac-
teristics of correctional facilities, such as seclusion, 
staff insensitivity or loss of privacy, can exacerbate 
negative feelings created by previous victimization, 
especially among PTSD sufferers and girls. Youth 
in correctional facilities are frequently exposed to 
verbal and physical aggression, which can intensify 
fear or traumatic symptoms. In addition, investiga-
tions in recent years have uncovered deplorable 
conditions in youth correctional facilities across the 
country that could significantly impact youth:

•	 A 2007 General Accountability Office revealed 
problems with abuse, including 10 deaths, in 
juvenile facilities across 33 states and involving 
over 1,600 facility staff (Kutz, 2008; Dillanian, 
2007). Most often, this abuse was related to 
untrained or inexperienced staff, poor nourish-
ment as a form of “tough love” or negligent 
operating procedures (Cooper, 2009). 

•	 A Bureau of Justice Statistics survey of youth 
in custody revealed that 12 percent of adjudi-
cated youth in state-operated and large, locally 
or privately owned juvenile facilities reported 
experiencing one or more incidents of sexual 
victimization by another youth or facility staff in 
the previous 12 months or since admission, if 
less than 12 months. Over 2,800 of these youth 
(10.7 percent) report sexual contact by staff, 
with or without the use of force (Beck, Harrison 
& Guerino, 2010).

•	 The juvenile justice system in New York State 
gained notoriety in recent years as an especially 
traumatic and poorly-run system, and has been 
rated by Human Rights Watch and the American 
Civil Liberties Union as among the worst in the 
world (HRW/ ACLU, 2006). A U.S. Department 
of Justice (DOJ) report highlighted abuse at 
four youth residential centers, and based on the 
results of this investigation, the DOJ has raised 
the possibility of a federal takeover of the entire 
youth prison system (King, 2009). Even though 
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over 75 percent of youth entering New York’s 
justice system have drug or alcohol problems, 
and over half have been diagnosed with psy-
chological disorders, these facilities failed to 
provide adequate counseling or mental health 
treatment (Confessore 2009). Recently, more 
family court judges have tried to send youth 
to the Child Welfare Agency for foster care or 
residential placement, but the agency is unable 
to accommodate this increased demand due to 
resource constraints. 

Youth who spend time in juvenile facilities 
have poorer outcomes than youth who stay 
in the community

In the context of often overcrowded juvenile facili-
ties, incarcerated youth may experience increased 
suicidal behavior, stress-related illness and psychi-
atric problems (Burrell et al., 1998). Additionally, 
youth in secure confinement often do not develop 
social skills (such as self control and conflict resolu-
tion) on par with those who remain in the commu-
nity. Overall, studies show that imprisoned youth 
have higher recidivism rates, are less likely to “age 
out” of illegal behavior, suffer more mental illness 
and are less likely to succeed at education and 
employment than youth who stay in the community 
(Justice Policy Institute, 2009).

In a follow-up study of youth involved in the ju-
venile justice system that examined outcomes 
as adults, placement in a correctional facility was 
found to be the most important determinant of adult 
outcomes. The fewest adult aggressive offenses 
were committed by those who were returned to 
non-abusive households, followed by those re-
turned to special schools, psychiatric hospitals or 
their families. The most offenses were committed by 
those discharged to adult prisons, group homes or 
other disciplinary settings. Trauma-exposed children 
with PTSD who are diverted to mental health treat-
ment demonstrate higher recovery rates, suggest-
ing that treatment is more effective than incarcera-
tion at reducing recidivism in youth with mental 
illness who have experienced trauma ((Weintraub 
1997).

Conclusions and recommendations

Trauma is an unfortunately common part of the 
lives of many U.S. children. The biological, psycho-
logical and social development of children who 

have experienced trauma is often derailed, resulting 
in increased involvement with the justice system, 
where their developmental and rehabilitative needs 
are often not met. Experts in medicine, psychology, 
social work and juvenile justice are advocating for 
system reforms that address the unique needs of 
children who have experienced traumatic events. A 
consensus exists among these experts that long-
term strategies to treat rather than incarcerate are 
needed to curb the cycle of criminal justice involve-
ment at its source and that these programs should 
be supported at federal and state levels.

Based largely on the collaborative work of research-
ers, clinicians and members of the NCTSN, JPI 
makes the following recommendations for child-
serving systems, law enforcement, judges and 
entire judicial systems to better recognize and treat 
trauma in children. These recommendations outline 
“trauma-informed” care models for people who 
have experienced childhood trauma, the overall 
goal being to improve systematic responses to 
these people using evidence-based practices. The 
following policies outline steps towards a trauma-
informed system.

Improve in-system understanding and public aware-
ness of the effects of childhood trauma. Prior to 
contact with the justice system, other child-serving 
organizations have an opportunity to intervene 
on behalf of the children they may encounter. The 
NCTSN recommends that systems work together to:

•	 increase public awareness of the impact of trau-
ma and the range of effective trauma assess-
ment strategies and interventions that exist;

•	 develop strategic partnerships with national 
organizations to help disseminate information,  
products and training tools; and

•	 provide trauma-focused education and skill-
building for all staff across child-serving 
systems. This includes pediatric health practi-
tioners in the community and school educators 
and administrators, who often represent the 
first service system to which the child will be 
exposed. Training should also extend to profes-
sionals in the child welfare system, broader 
health care system, juvenile justice systems, 
law enforcement/first responders and the men-
tal health system.

Improve reporting of and screening for trauma 
exposure. One impediment to addressing youth 
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trauma exposure is that the majority of violent vic-
timizations of youth are not reported to authorities 
(Siegfried, Ko & Kelley, 2004). Adults may be un-
aware of the consequences of youth victimization, 
and youth may see reporting the incident as a sign 
of weakness or betrayal. In order to increase report-
ing, the justice system must emphasize an interest 
in assisting people who experience abuse, as well 
as supporting people who do report incidents of 
abuse or neglect. For example, supportive services 
for youth who have experienced a traumatic event 
could be expedited by simplifying the process of ac-
cessing these services and not requiring the person 
to pursue criminal charges. Within communities, 
there should be greater support for reporting inci-
dents of abuse and neglect of youth. 

Child welfare professionals such as custody evalua-
tors or family court magistrates should investigate 
allegations of intimate partner violence or other 
domestic disturbance with an understanding of 
the psychological, cognitive and behavioral conse-
quences that occur following exposure to violent 
or insecure environments, even in the absence of 
direct physical harm to the child (Putnam 2006). 

Once youth enter the juvenile justice system, a for-
mal screening method for trauma is critical in iden-
tifying children and adolescents in the courtroom 
who suffer from stress related to trauma. Regular 
and universal screening for trauma history is rec-
ommended for all child-serving agencies, but this 
has a particularly critical application among certain 
populations, such as youth in substance abuse and 
delinquency programs.

Improve assessment of trauma exposure. Follow-
ing a positive trauma screen, a more thorough and 
time-consuming trauma assessment should be 
performed by a professional trained in both general 
psychiatric assessment and child traumatic stress 
assessment (Ford et al. 2004). This involves an 
investigation into the child’s current environment 
beyond basic safety assurance, which is important 
for both diagnosis and treatment of trauma-related 
dysfunction. It is important to recognize that some 
information culled from an extensive assessment 
may have consequences for an ongoing legal case, 
particularly those involving substance use or vio-
lence. In order to protect the child’s legal interests 
in the absence of mandated privacy considerations, 

these assessments may best be performed in the 
window between adjudication and disposition.

Provide targeted prevention and early intervention 
programs. Ideally, the needs of people who have 
experienced childhood trauma would be addressed 
prior to their entry into the justice system. Counsel-
ing and other early interventions should be pro-
vided for all people who have experienced trauma 
and should be instituted relatively soon following 
the initial incident. Schools are one place these 
interventions can occur, as the warning signals of 
reactivity to trauma may first become evident here 
(Siegfried. Ko & Kelley, 2004).

Any professional in the community who has con-
tact with children could be a reasonable target for 
education on trauma prevention, identification 
and early intervention. For example, the Violence 
Intervention Program led by Dr. Carnell Cooper at 
Baltimore’s Shock-Trauma Hospital is an intensive 
in-hospital intervention program that works with re-
cent victims of violence to prevent re-victimization. 
The program was founded to address the reality 
that health care providers are often the first and 
only professionals to encounter youth who have 
experienced trauma, and those who treat victims of 
violence may be uniquely poised to intervene be-
fore they enter the justice system or meet a worse 
fate.

For maximum effectiveness, public education, 
prevention and early intervention programs should 
be targeted to the groups and communities that re-
search shows are most likely to experience trauma: 
youth of color, children in single-parent families, 
urban youth, those who have been previously 
victimized, youth with disabilities and youth from 
disadvantaged communities (Siegfried, Ko & Kelley, 
2004). 

Provide services and treatment programs for chil-
dren who have experienced trauma. Youth and 
families that have experienced trauma should be 
referred to practitioners or agencies that provide 
evidence-based, trauma-informed treatment. Youth 
should not have to enter the justice system to ac-
cess these and other mental health services. Youth 
with trauma-related or other mental health needs 
should be preferentially diverted to mental health 
treatment in a community setting, if necessary. 
The therapy with the highest rating for adolescent 
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trauma victims is “trauma-focused cognitive be-
havioral therapy” (TF-CBT), which has been used 
successfully in the treatment of PTSD and other 
trauma-related psychological disorders (Putnam, 
2006; Cohen, Mannarino & Deblinger, 2003; Saun-
ders, Berliner & Hanson, 2004). Therapy must be tai-
lored to the individual trauma history and needs of 
the person and should include gender-specific and 
culturally-sensitive programming. This is especially 
relevant since youth of color are disproportionately 
represented in the juvenile justice system, and girls 
often have unique mental health needs that are cur-
rently not met by most juvenile facilities.

Avoid further traumatization within the justice sys-
tem. At all stages of processing, care should be taken 
to not further traumatize youth entering child-serving 
systems, most of whom have previous traumatic 
experiences or concurrent mental illness. First 
responders and police officers should be trained in 
trauma-sensitive handling and arrest methods. Every 
effort should be made to send children to the least 
restrictive and least traumatizing environments pos-
sible, which may entail rigorous inquiry into foster 
care, home environment or preferential placement 
in community-based treatment facilities. If this is not 
possible, the child should be placed in the least re-
strictive setting possible with access to this treatment 
and with minimal use of seclusion and restraints. 
A child should never be placed in an adult facility, 
because these facilities are far less likely to provide 
any mental health treatment and are not equipped to 
ensure the safety and well-being of youth. In light of 
recent reports of substandard and even life-threaten-
ing conditions in juvenile facilities, no child should be 
placed in a facility that has not recently passed rigor-
ous health and safety standards.

Consider trauma exposure when deciding sentenc-
ing and placement. It is critical for judges to under-
stand the role of trauma exposure on youth, particu-
larly if the traumatic exposure may have contributed 
to an offense. This is particularly true when complex 
mental disorders or PTSD are evident. In some 
cases, the impact of the disorder on the youth’s 
behavior can and should serve as a mitigating fac-
tor. Judges should receive training on the impact of 
trauma on youth and appropriate, evidence-based 
responses.

In recent years, the role of PTSD in the defense of 
combat veterans has gained national attention.  

Beginning in 1984, California allowed veterans 
convicted of felonies and suffering from substance 
abuse or psychological illness to receive treatment 
in federal facilities. In 2007, this mandate was updat-
ed to require the sentencing judge to hear evidence 
related to the person’s military history in a special 
hearing. In 2008, Minnesota enacted the “Military 
Veterans Provision” which requires a pre-sentence 
investigation for all people convicted of a felony. 
This report describes the individual circumstances, 
characteristics, needs, criminal record and social 
history of the veteran, as well as the circumstances 
of the offense. 

Recent developments in the treatment of people 
with PTSD reflect a growing understanding of the 
relationship between traumatization and criminal 
activity, and similar models should be applied to 
youth in the juvenile justice system. While prosecu-
tion and sentencing should take into account the be-
havioral and mental health of the young person, it is 
perhaps more critical that a consideration of trauma 
exposure impact placement decisions, as youth 
who are diverted to treatment programs are more 
likely to have better outcomes than those placed in 
correctional facilities.

Invest in prevention and trauma-informed pro-
grams. Although many states are currently grap-
pling with record budget deficits, cutting prevention 
and trauma-informed programs may result in more 
costs down the road. The direct and indirect costs 
associated with child maltreatment make it among 
the most costly public health problems in the United 
States (Putnam, 2006). Beyond the social benefit, by 
preventing or addressing child maltreatment early, 
both direct (medical and psychiatric care, govern-
ment services, criminal justice, child protection ser-
vices) and indirect (lost earnings and productivity) 
costs could be lowered substantially by investing in 
programs that work (Mulvihill, 2005). 

One study by the RAND Corporation comparing the 
cost of early childhood interventions to the benefits 
found that, in general, the benefits far outweigh the 
costs. This is true particularly when programs were 
targeted to the most at-risk populations who were the 
most likely to benefit from them (Karoly et al., 1998). 
For example, child abuse prevention programs save 
an estimated $3 for every $1 spent. However, cost-
benefit analyses necessarily understate the benefit, 
since the exact cost of the program is always known 
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while the full benefits may not be obvious or quan-
tifiable (Karoly et al., 1998; Waldron, 2003). Some 
of the benefits are derived from less use of other 
resources such as welfare services or incarceration 
or from a decreased cost of crime to society, all of 
which are not easily measured. Trauma-informed 
programs are as cost effective as other prevention 
and education programs and likely provide a similar 
benefit in exchange for the initial expenditure outlay 
(Kamradt, 2002).

The most humane and effective response to a 
person who has experienced trauma entering the 
justice system is one of treatment and support. We 
can no longer afford to ignore the evidence of both 
the prevalence and long-term effects of untreated 
childhood trauma. If we are to invest in a safe and 
strong society, we must start with children, whose 
unseen scars can hinder their ability to meet their 
adult potential.
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