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ABSTRACT. Over the past decade, there has been a
dramatic increase in the population of juvenile offenders
in the United States. Juveniles detained or confined in
correctional care facilities have been shown to have nu-
merous health problems. Such conditions may have ex-
isted before incarceration; may be closely associated with
legal problems; may have resulted from parental neglect,
mental health disorders, or physical, drug, or sexual
abuse; or may develop within the institutional environ-
ment. Delinquent youths are often disenfranchised from
traditional health care services in the community. For
these adolescents, health care provided through correc-
tional services may be their major source of health ser-
vices. Pediatricians and correctional health care systems
have an opportunity and responsibility to help improve
the health of this underserved and vulnerable group of
adolescents.

SCOPE OF THE PROBLEM

Epidemiologic Factors
A congressionally mandated study released in

1994 reported that yearly admissions to juvenile cor-
rectional facilities reached almost 690 000 in 1990.1
These facilities included short-term (awaiting adju-
dication and placement) detention and reception
centers and long-term (postadjudication and place-
ment) training schools and ranches. Juveniles dis-
charged from correctional facilities in 1990 spent an
average of 15 days in short-term detention centers
and 32 weeks in long-term training schools.1 In 1996,
US courts with juvenile jurisdiction handled an esti-
mated 1.8 million cases in which the juvenile was
charged with a delinquency offense (an offense for
which an adult could be prosecuted in criminal
court). This was a 49% increase, compared with the
number of cases handled by juvenile courts in 1987.
Nationally in 1997, 368 juveniles were in custody for
every 100 000 in the population. On October 29, 1997,
juvenile residential facilities held 105 790 delinquent
juveniles. Public facilities housed 76 335 individuals,
and private facilities held 29 455.2 The number of
offenders younger than 18 years admitted to adult
state prisons has more than doubled from 3400 in
1985 to 7400 in 1997, consistently representing about
2% of new admissions in each of the 13 years.3

Gender demographics of the juvenile population
arrested are changing. In 1996, 1 in 4 juveniles ar-
rested was female. Increases in the percentages of

arrests between 1992 and 1996 were greater for juve-
nile females than for juvenile males in most offense
categories, including violent crimes, property crimes,
weapon offenses, and drug abuse violations.4 In
1997, there were 748 000 arrests of females younger
than 18 years representing 26% of all juvenile arrests
that year.5 However, the vast majority (86%) of indi-
viduals detained in residential facilities are males.2

Black and Hispanic youths account for 6 in 10
juveniles held in residential facilities. Compared
with their proportion in the population, black juve-
niles are overrepresented at all stages of the juvenile
justice system. Although they comprise only about
15% of the US population between 10 and 17 years
old, they account for approximately 45% of the pop-
ulation in detention and residential facilities. On Oc-
tober 29, 1997, for every 100 000 non-Hispanic black
juveniles in the population, 1018 were in a residential
placement facility. For Hispanic juveniles, the rate
was 515, and for non-Hispanic whites, it was 204.2
The reasons for this overrepresentation of youths of
color remain unclear but may relate to factors such as
socioeconomic status or racial prejudices.

The rate of recidivism is high in juvenile correc-
tional care facilities. Approximately 40% of adoles-
cents appearing in juvenile court are repeat offend-
ers. Repeat offenders tend to have committed more
serious crimes and are younger at the time of their
first offense than are first offenders.4

HEALTH CONDITIONS EXISTING BEFORE
INCARCERATION

Adolescents entering correctional care facilities
may be at higher risk than unincarcerated youths for
certain problems that may affect their general health,
including: 1) sexually transmitted diseases (STDs)
and drug use and abuse; 2) issues regarding preg-
nancy and parenting; 3) human immunodeficiency
virus (HIV) infection; and 4) preexisting mental
health disorders.

Medical Conditions—General Health
A landmark report published in 1980 documented

medical problems in 46% of incarcerated youths en-
tering correctional care facilities.6 These problems
included conditions occurring in any population of
youth, such as asthma, hypertension, acne, and dia-
betes. Conditions occurring at a greater rate in incar-
cerated than in unincarcerated youth included a 7%
prevalence of tuberculosis (confirmed by positive
results of skin testing) and a 90% prevalence of den-
tal caries or missing, fractured, or infected teeth.6 In
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a more recent study, 10% of juveniles admitted to a
short-term detention facility had significant medical
problems (excluding drug and alcohol abuse or un-
complicated STDs) that, if left untreated, could have
a major effect on the growth and day-to-day function
of the juvenile. The most commonly diagnosed prob-
lems were asthma, orthopedic problems, and otolar-
yngologic conditions. Only one third of the detainees
examined had a regular source of medical care, and
only about one fifth had a private physician. More
than half of the families of adolescents with a preex-
isting medical problem seemed to be unable or un-
willing to assist in ensuring that the adolescent re-
ceive proper medical care after release.7

STDs
Adolescents in correctional care facilities report

having become involved in sexual behavior at earlier
ages and having had greater rates of STDs than do
nondelinquent adolescents.8 Two recent studies of
adolescent males in detention centers substantiated
previously documented findings of high rates of
STDs in this population. In one study,9 evidence of at
least 1 current STD was found in 15% of male de-
tainees, and 34% of male detainees had a history or
current evidence of at least 1 STD. Detainees re-
ported frequent sexual and drug use behaviors.8 In
another study,10 an STD was identified in 12% of
male detainees screened at time of admission to a
detention facility. In this group, more than 50% of the
gonorrheal infections and 90% of the chlamydial in-
fections identified were asymptomatic and detect-
able only by screening. The entire population of
screened detainees reported initiating sexual inter-
course at an early age (median, 13 years), having
numerous sexual partners (median, 8 partners), and
inconsistently using condoms (only 37% reported
always using a condom).10

A study published in 1990 documented high rates
of cervicitis, vaginitis, and complaints of vaginal dis-
charge in female juvenile correctional populations.11

In a study published in 1998 that used urine-based
DNA amplification tests to identify unsuspected
Neisseria gonorrhoeae and Chlamydia trachomatis infec-
tions in detained females at the time of their initial
medical screening, it was determined that C tracho-
matis infection existed in 28%, and N gonorrhoeae was
present in 13%.12 Overall, 33% of adolescent females
evaluated had positive test results for one or both
infections.12 Additionally, reports from Chicago and
San Francisco have confirmed the existence of high
rates of STDs among incarcerated females.13

Pregnancy and Parenthood
As the number of females entering the juvenile

justice system increases, the number who may be
pregnant increases. Approximately 6% of adult
women entering prison are pregnant.14 Correspond-
ing data are not available for adolescents. However,
a national survey involving juvenile facilities found
that approximately two thirds of 261 correctional
facilities housed between 1 and 5 pregnant adoles-
cents on any given day.15 Only about one third (31%)

of responding correctional facilities provide prenatal
services, and only 30% provide parenting classes.15

One quarter of juvenile male detainees have fa-
thered a pregnancy, and 40% of the detainees who
are fathers report responsibility for more than 1 preg-
nancy.16 A majority of respondents believed that fa-
thering a child would be desirable, that they would
be capable of being a father to a child, and that they
could be responsible for the child and mother.16 In
another study of adolescent detainees, fathers were
more likely than nonfathers and blacks were more
likely than non-Hispanic whites to report that they,
their parents, and their friends would be pleased if
they were to father a child.7

HIV Infection
At the present time, few cases of HIV infection or

acquired immunodeficiency syndrome (AIDS) are
being identified in juvenile correctional facilities. Re-
sults of a 1994 National Institute of Justice and Cen-
ters for Disease Control and Prevention survey re-
ported a cumulative total of 60 incarcerated juveniles
(50 boys and 10 girls) with known AIDS in 73 state
and city or county correctional care systems that
responded.17 Similarly, the rate of HIV seropositivity
among confined juveniles seems to be low. Multiple
states have reported far less than a 1% prevalence
rate of seropositivity for HIV among incoming
screened juveniles.17 Despite these data, the popula-
tion of juvenile detainees is at high risk for develop-
ing HIV infection or AIDS in the future because of
high rates of risk-taking behaviors, including drug
use, initiation of sexual intercourse at a young age,
having multiple sexual partners, and inconsistent
use of condoms.8

Preexisting Mental Health Conditions
Mental health problems, predominantly attention-

deficit/hyperactivity disorder, conduct disorder, op-
positional-defiant disorder, and depression, have
been found to be common among incarcerated
youths. In 1992, a report reviewing the mental health
needs of youth in the juvenile justice system docu-
mented the following18: 1) at least 20% and perhaps
as many as 60% could be diagnosed as having a
conduct disorder; 2) attention-deficit/hyperactivity
disorder may exist in up to 50%; 3) affective disor-
ders may exist in between 32% and 78%; 4) between
2% and 17% had a personality disorder; 5) previous
suicide attempts occurred in up to 28%; and 6) psy-
chotic disorders existed in between 1% and 6%. This
study also reported that higher rates of psychiatric
hospitalizations occur in juvenile offenders than in
the general population of adolescents. Inpatient psy-
chiatric hospitalization rates before detention ranged
from 12% to 26%. In addition, juveniles reported
previous outpatient contacts or treatment at rates
ranging from 38% to 66%.18 A high rate of posttrau-
matic stress disorder in incarcerated juveniles also
has been demonstrated in more recent research.19

The broad prevalence ranges of many of these men-
tal health diagnoses among juveniles in correctional
care systems may reflect a lack of consistent and
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comprehensive evaluations, the variety of settings, or
different populations (eg, male or female, urban or
rural).

PARENTAL NEGLECT, FAMILY DISSOLUTION,
ABUSE, MENTAL RETARDATION, AND

LEARNING DISORDERS
Many reports have documented that a large per-

centage of delinquent youths have experienced sig-
nificant emotional or physical trauma before admis-
sion to a correctional care facility. Children involved
in the juvenile justice system are more likely to have
a history of child abuse and neglect than those in the
general population. Rates of abuse and neglect have
consistently ranged between 25% and 31% of the
incarcerated juvenile population.18

The prevalence of mental retardation among juve-
niles has consistently been reported as between 7%
and 15%. The rate of learning disabilities and specific
developmental disorders that exist among juvenile
offenders ranges from 17% to 53%.18 These may be
gross underestimates or overestimates, because most
mentally retarded adolescents do not receive appro-
priate evaluations by the juvenile justice system un-
less or until they have committed the most serious or
violent offenses.

RISK BEHAVIORS ASSOCIATED WITH LEGAL
PROBLEMS

Handgun Ownership
The risk of violent death among youth who have

been incarcerated previously is 76-fold greater than
that in the general population.20 A study of urban
high school youths showed that handgun ownership
was highest in youth reporting participation in crim-
inal behavior.21 Another study22 of juvenile detain-
ees reported handgun ownership by almost 60% of
respondents. Adolescents who often heard gunfire in
their neighborhoods reported rates of handgun own-
ership of almost twice the rate for other youth. Al-
most 50% of detainees and 68% of handgun owners
reported shooting at another person. Of the detain-
ees, 78% reported having been threatened by some-
one with a weapon. Perceived improved personal
safety far exceeded recreational reasons as the moti-
vation for handgun ownership (52% vs 4%).22

Substance Use
Since 1990, the Drug Use Forecasting program con-

ducted by the National Institute of Justice has shown
an increase in illicit drug use (alcohol use not in-
cluded) by detainees or arrestees at almost all sites in
the 12 jurisdictions they evaluate in the United
States.23 The rate of juveniles with positive test re-
sults for at least 1 drug ranged from 19% to 58% in
1995. The Drug Use Forecasting program also found
that boys arrested for drug offenses (sales or posses-
sion) had the highest rate of positive drug test re-
sults, compared with youth arrested for other types
of crimes.23 A high rate of drug use also was found
among youth who committed violent, property, and
other crimes.23,24

CONDITIONS ACQUIRED WITHIN THE
INSTITUTIONAL ENVIRONMENT

Juveniles acquire a range of health care problems
during the period of confinement. In one study,25

almost 60% of boys and 35% of girls in a juvenile
correctional care facility required care for an injury
acquired during incarceration. Almost half of these
injuries were associated with recreational or miscel-
laneous causes, whereas 20% were associated with
fighting, 13% were accidentally self-inflicted, and 9%
were intentionally self-inflicted.25

The high rate of mental health disorders among
juveniles is associated with a high rate of suicide and
suicide attempts during incarceration.26 The risk of
suicide is especially great for youths detained in
adult jails or lockups and for youths with a history of
psychiatric illnesses.27 A 1984 survey on health ser-
vices for juveniles found that approximately 16% of
facilities reported at least 1 death during the preced-
ing 5 years and that approximately 67% of those
deaths were suicides.28

Other common medical problems within the con-
fined juvenile population include contagious dis-
eases, somatic complaints, menstrual disorders, and
skin problems.6,29 In addition, youths may be victims
of physical and sexual abuse perpetrated by other
inmates or staff while incarcerated. Such incidents
may result from overcrowding, poor supervision or
behavioral management, excessive use of restraints
or isolation, or the stress of confinement.11

FINANCING CORRECTIONAL HEALTH CARE
SERVICES

Most funds used to pay for correctional health care
services are derived from the same budget pool as
those for operating the correctional institution. Other
sources of revenue include separate funds from
county or state health departments, grants for pilot
projects, and reimbursement for services provided.
Federal guidelines prohibit the portion of Medicaid
that comes from the federal government to be used
for health services within a correctional facility.
However, some states have been able to use state
Medicaid funds to provide services to adolescents
awaiting adjudication or for inpatient services.

HEALTH CARE STANDARDS—THE AMERICAN
ACADEMY OF PEDIATRICS RESPONSE AND THE
NATIONAL COMMISSION ON CORRECTIONAL

HEALTH CARE
Since 1973, the American Academy of Pediatrics

(AAP) has published policy statements about health
care for correctional care facilities.30,31 The AAP is 1
of more than 30 organizations represented on the
Board of Directors of the National Commission on
Correctional Health Care, a not-for-profit organiza-
tion that comprises representatives from the fields of
corrections, law, law enforcement, and medical, den-
tal, and mental health care. Its primary purpose is to
work with correctional facilities to assist in improv-
ing their systems for providing health care. The com-
mission publishes national standards for correctional
health services, offers a voluntary accreditation pro-
gram,32,33 and publishes official position statements.
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The standards are categorized into the following 6
sections that provide guidelines and an explanation
for implementation of each of the approximately 70
standards: 1) administration; 2) managing a safe and
healthy environment; 3) personnel; 4) care and treat-
ment; 5) health records; and 6) medical-legal issues.
An updated Standards of Services in Juvenile Detention
and Confinement Facilities is available from the Com-
mission.32

RECOMMENDATIONS
1. Children and adolescents confined in correctional

care facilities should be provided with health care
services as recommended by the AAP (Guidelines
for Health Supervision III34) and at least equivalent
to those accepted as standards of care in the com-
munity. Because many of these children and ad-
olescents do not have a medical home, special
attention should be focused on immunization sta-
tus, developmental and psychosocial issues, and
establishing a medical home before release.

2. Children and adolescents confined in correctional
care facilities should receive recommended com-
prehensive preventive pediatric and adolescent
health services during the period of incarceration.
The circumstance of incarceration can be used as
an opportunity to provide health maintenance for
the adolescent, including a complete medical his-
tory and physical and dental examinations; STD
testing for the most common pathogens, including
N gonorrhoeae and C trachomatis; and gynecologic
examinations for teenage girls. Other examina-
tions should be conducted as needed and as or-
dered by the medical provider, including child
and adolescent psychiatry; psychopharmacology;
other mental health and substance abuse evalua-
tions; neuropsychologic, educational, and projec-
tive testing; and pediatric neurology assessments.
Immunizations should be provided as recom-
mended by the AAP, the Advisory Committee on
Immunization Practices of the Centers for Disease
Control and Prevention, and the American Acad-
emy of Family Physicians.35

3. Prenatal services, parenting classes, and tobacco,
alcohol, and drug cessation programs should be
available for males and females during their pe-
riod of incarceration.

4. Pediatricians and adolescent health care special-
ists should be consulted about health care policies
and procedures governing all correctional care
facilities in which children and adolescents are
incarcerated.

5. Children and adolescents should be detained or
incarcerated only in facilities with developmen-
tally appropriate programs (or structure) and staff
trained to deal with their unique needs. If children
and adolescents must be housed in adult correc-
tional care facilities, they should be separated
from the adult population by sight and sound and
provided with a developmentally appropriate en-
vironment.

6. Pediatricians should work with their AAP chap-
ters, the juvenile justice sections of their state ju-
diciary and bar associations, and state legislators

to make certain that the medical, educational, and
emotional needs of juveniles are appropriately ad-
dressed while they are confined and that appro-
priate state funding (including continued eligibil-
ity for Medicaid) is available for provision of these
needed services.

7. Pediatricians should encourage all correctional
care facilities to adopt and comply with the Na-
tional Commission on Correctional Health Care’s
Standards for Health Services in Juvenile Detention
and Confinement Facilities.32
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