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On any given day, more than 100,000 
minors are held in detention facili-
ties across the United States,1 many 
thousands of them with unmet mental 
health needs.2 The juvenile justice 
system is ill-equipped to meet the 
needs of these youth. Unfortunately, 
this leads to youth languishing in 
detention centers without treatment, 
and with little hope of getting better 
or returning home. 
	 In an effort to better serve these 
youth, Alameda County, California es-
tablished the Alameda County Juvenile 
Collaborative Court (ACJC) in 2007. 
The ACJC, one of approximately 15 
juvenile mental health courts nation-
wide, is an effort to “enable youth to 
remain safely in their homes, succeed 
in school, avoid continued involvement 
with the delinquency system, and make 
a successful transition to adulthood.”3  
The ACJC’s goal is to “divert mentally 
ill youth from detention by providing 
them with better access to the mental 
health services and community sup-
port” they need in order to safely re-
turn to their homes and communities.4 

Mental Illness in the Juvenile 
Detention Population
A majority of the tens of thousands of 
minors residing in juvenile detention 
and correctional facilities nationwide 
have at least one diagnosable mental 
disorder.5  Mentally ill youth often en-
ter the juvenile justice system because 
of behaviors caused by their mental 
illness. Key risk factors include "low 
caregiver involvement, maltreatment 
by family members, and poor school 
performance.”6  These stressors are 
often aggravated by a lack of economic 
resources and an inability to access 
adequate mental health treatment.7   

National and Statewide Problem
 The sheer number of detained youth 
with serious unmet mental health 
needs has overwhelmed the juvenile 
justice system. In many jurisdictions, 
court and probation staff cannot ad-
equately screen or identify youth with 
mental illnesses, much less offer ap-
propriate treatment. Instead, detained 
youth with unrecognized or untreated 
mental illness may languish in deten-
tion centers for months at a time wait-
ing for proper assessment. The Con-
gressional Committee on Government 

Reform in 2004 found that two-thirds 
of juvenile detention facilities hold 
youth unnecessarily due to a lack of 
available mental health treatment(s).8  
On average, these youth are jailed 
longer than the general population of 
juvenile detainees.9  Many of these 
youth are held for minor offenses that 
ordinarily would not result in long-
term detention.

Local Problem: Alameda County
In 2004, a study of 111 minors in 
Alameda County’s Juvenile Hall 
revealed that more than 60 percent of 
those detained had been previously  
diagnosed with a psychiatric disor-
der.10  The minors examined com-
prised only 45 percent of the total 
population at Juvenile Hall, leaving 
many instances of disorders possibly 
unreported.11  Of those minors with a 
previous diagnosis, more than 42  
percent of them were diagnosed with 
two or more psychiatric disorders.12  
In addition, a self-reported survey 
of 109 of the youth in Juvenile Hall 
showed that 79.8 percent of them had 
used illegal drugs prior to being placed 
in Juvenile Hall.13  Although four out 
of five detainees may struggle with 
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drug abuse and dependency, minors do 
not receive substance abuse treatment 
in the hall or upon their release.14

	 Alameda County’s experience 
is typical. For youth, as for adults, 
incarceration is the substitute for an 
adequate public mental health system. 
Considering the high percentage of 
youth detained in Alameda County 
who have psychiatric disorders, it is 
likely that many of them find them-
selves on the wrong side of the law 
as a result, at least in part, of their 
unmet mental health needs.

Addressing the Problem:  
The Alameda County Juvenile 
Collaborative Court
	 In 2007, under the leadership of 
Commissioner Paul D. Seeman and 
Presiding Juvenile Judge Gail  
Bereola, Alameda County established 
the Alameda Collaborative Juvenile 
Court (ACJC). The ACJC’s intent 
is to avoid criminalizing youth who 
have become involved in the juvenile 
justice system primarily because of 
their mental illnesses. It is believed 
that both the troubled youth and the 
community will benefit when youth 
remain in their homes and communi-
ties, avoid continued contact with the 
delinquency system, and transition 
successfully into adulthood.15  As a 
collaborative court, the ACJC seeks 
to improve coordination between the 
juvenile justice and mental health 
systems so that juveniles with serious 
mental health needs get the treatment 
they need to keep them out of trouble 
with the law.16 

Program Goals
The ACJC attempts to place mentally 
ill minors with their families or in the 
most family-like, least-restrictive, prac-

tical alternative. The assumption is not 
that the youths’ families are ideal—
many are far from it—but that restric-
tive, congregate care alternatives  
are almost always worse. The ACJC 
works through a Multi-Disciplinary 
Team structure to reach a common 
understanding of how the best  
interests of the child with mental  
illness, his or her family, victims, and 
the community might be served.17  

Program Participants
Candidates for the program are mi-
nors charged with a criminal offense 
and suffering from a mental illness, 
disorder, or problem. These afflictions 
include depression, bipolar disorder, 
schizophrenia, severe anxiety disor-
ders, and attention deficit hyperac-
tivity disorder (ADHD), as well as 
developmental disabilities like mental 
retardation, and autism spectrum dis-
orders. Sexual offenders with serious 
mental illness also are eligible. Youth 
with “conduct disorder” or “opposition-
al defiant disorder,” diagnoses are not 
eligible. Minors charged with mur-
der, robbery or other serious crimes 
of violence are, with few exceptions, 
excluded from the court.18 

The Collaborative Court Team
The Court's Multi-Disciplinary Team 
(MDT) consists of the Commissioner, 
representatives from Behavioral 
Health Care Services, Probation, the 
Office of the District Attorney, the 
Office of the Public Defender, Social 
Services, Bay Area Legal Aid, and the 
National Center for Youth Law.	
	 The collaborative court works by 
consensus. Youth referred to the court 
are evaluated by a deputy  
district attorney, who places particu-
lar emphasis on whether they meet of-

fense criteria. Behavioral Health Care 
staff prepare a mental health report 
for each youth, focusing on whether 
the youth's strengths and needs are a 
good match for the collaborative court. 
A deputy public defender, in consulta-
tion with the youth and his family, 
determines whether participation in 
the court is in the minor's interest, 
and makes a recommendation to the 
client accordingly. Then, the MDT  
determines whether to accept the child 
into the court.
	 When a youth is accepted into the 
court, a hearing date is set—usually 
within two weeks—and the MDT 
begins to fashion a treatment plan, 
called an Individualized Service Plan. 
Probation staff share responsibility for 
intensive case management, a critical 
part of which involves linking youth 
to appropriate mental health services 
and supports. The Commissioner 
presides over the MDT and supervises 
overall progress of the participants. 

Civil Advocates	
An important feature of the ACJC  
is its civil advocacy component.  
Once a minor is accepted into the 
court, a civil advocate conducts an 
intake interview with the family  
and reviews available records to assess 
civil legal needs. These needs may 
involve education, housing, Regional 
Center services,19 and a range of 
other government benefits such as 
CalWorks, Medi-Cal, and Supplemen-
tary Security Income (SSI). The civil 
advocate provides advice and counsel, 
brief service, or full representation. 
	 Civil advocates are key to the suc-
cess of the program. Civil advocates 
substantially increase the array of re-
sources available to juveniles involved 
with the court – resources that are 
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often unknown to prosecutors, public 
defenders, probation officers and others 
involved with the juvenile court. Civil 
advocates also increase the likelihood 
of diversion from the juvenile justice 
system because services and resources 
accessible through civil advocacy are 
not dependent on the continuing  
jurisdiction of the juvenile court.

Individualized Service Plans
The MDT collaborates on the design 
of each participant's treatment plan, 
emphasizing the youth's individual 
strengths and needs. A plan may  
include psychiatric and psychological 
evaluations; medication evaluation, 
monitoring and support; individual, 
group, or family counseling; intensive 
home-based services such as Thera-
peutic Behavioral Services; emergency 
services and crisis intervention; links 
to educational services,  
including special education services 
and the development of Individualized 
Education Plans; access to vocational/
employment services; mentoring 
programs; services for transition-aged 
youth; and assistance with accessing 
government benefits or entitlements.20

	 The planning process focuses  
on individually tailored services,  
family participation, and collaboration 
among the ACJC partners. The Plan 
is approved by the team members, 
the minor, and his or her parents or 
guardian.21

Court Appearances
Each youth appears in court  
periodically, at intervals of 15 to  
90 days, according to the MDT's  
assessment of the minor’s needs. This 
allows the judicial officer and the team 
to commend youth who are doing well 
and to urge greater efforts by those 
who are not. The youth’s individualized 
program may be changed at these peri-
odic sessions to account for changed  

circumstances. The main subjects  
of discussion are the youth’s living  
arrangements, school work, vocational 
or work preparation, and progress  
in controlling behavior and coping  
with crises. 

Completion of Program 
The ACJC assumes that mental illness 
does not preclude successful comple-
tion of the program.22  Many youth 
will face a lifetime of mental challeng-
es, with periods of stability punctuated 
by episodes of crisis. 
	 Program completion occurs when 
the juvenile’s behavior has improved 
and his or her living situation is 
stable.23  The goal is to put in place 
community supports that can sustain 
the family after intense case manage-
ment ends. 
	 Program termination and rever-
sion to the regular probation/deten-
tion system may occur if the juvenile 
commits a new crime (not simply a 
probation violation), consistently fails 
to follow court orders or the treatment 
plan, or if the minor or the parent/
guardian voluntarily withdraws from 
the program.24 

Defining and Evaluating  
Program Success
Although the number of mental health 
courts in North America has risen dra-
matically in recent years, evaluations 
of these courts are lagging.25  A key 
to evaluating any program’s success is 
defining success itself. Given the flex-
ible and individualized approach of the 
ACJC, defining its success is no simple 
task. The ACJC’s benchmarks for suc-
cess include ensuring that mentally 
ill youth have better access to mental 
health services, are connected to ap-
propriate educational and vocational 
services, remain in their homes and 
communities, spend reduced amounts 
of time in detention facilities, and exit 

the juvenile justice system without 
endangering public safety.26  
	 Results so far are encouraging. In 
the last six months, 11 of the 13 youth 
who entered Alameda's collaborative 
court with out-of-home placement 
orders now live at home. It is a mod-
est beginning, but promising. Because 
the ACJC is one of the first juvenile 
mental health courts in the United 
States, evaluation and analysis of its 
accomplishments may prove valuable 
for planning future juvenile mental 
health courts across the country. 

Conclusion
	 Untreated, seriously mentally ill 
youth nationwide may be headed for 
a lifetime of failure, including never 
graduating high school or getting a job 
and/or ending up homeless or incarcer-
ated. Alameda County’s Juvenile Col-
laborative Court is an innovative initia-
tive designed to link mentally ill youth 
with mental health, social, educational, 
and civil legal services that in combina-
tion can steer these youth away from 
continued involvement with the juve-
nile justice system. Through 
collaborative efforts, the ACJC 
addresses, in an individualized 
manner, the underlying psychologi-
cal, developmental, and social needs 
that contribute to juvenile offending. If 
successful, the ACJC will not only lead 
to a more cost effective system for the 
county, but also to a brighter outlook 
and better outcome for youth with seri-
ous mental illness in Alameda County.
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