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Still Shackled in the Land
of Liberty
Denying Children the Right to be Safe
From Abusive “Treatment”

Wanda K. Mohr, PhD, APRN, FAAN

The troubled-teen industry has come under federal scrutiny after over a decade of reported
abuses and the reported deaths of at least 10 children. This article provides a brief overview
of the development of the troubled-teen industry, addresses the thorny issue of parents’ right
to send their children to these facilities vis-a-vis the rights of their children, and argues that
nurses and other health professionals have a collective obligation to speak out against them in
the strongest possible terms. Suggestions for action by nurses are proposed that could protect
vulnerable children against this continuous cycle of institutionalized child abuse masquerad-
ing as therapy. Key words: children’s rights, residential treatment, vulnerable populations

FOR over a decade, parents seeking help
for their children turn to programs in

the United States known collectively as the
“troubled-teen industry.”1 The troubled-teen
industry arose in its various forms, slowly
insinuating itself into an environment in
which mental health services for children
and their families are either not available or
inadequate.2,3

The troubled-teen industry facilities go by
a variety of names: among them are behav-
ior modification schools, therapeutic treat-
ment facilities, attitude adjustment schools,
emotional growth schools, wilderness ther-
apy programs, attachment therapy institutes,
and boot camps. Many of these programs are
located within the western areas of the United
States where they are subject to very little
oversight or regulation. Some operate over-
seas, mostly in developing countries, where
they are subject to even less regulation.
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In response to Internet advertisements full
of testimonials, parents send their children to
these facilities unaware that the staff are gen-
erally unqualified or underqualified to provide
services, such as education and psychother-
apy, and that their methods range from ques-
tionable to highly dangerous and abusive.2

Apart from testimonials, these facilities cite
no legitimate theoretical foundation that is
consistent with what we know about child de-
velopment, no research upon which to rest
their claims, and because of loose regulations
that vary from state to state,2 children are
not protected from harm. For many years in-
cidents of abuse and death of children have
been reported in news reports, with little ef-
fort on the part of state or federal authorities
to bring them under legal scrutiny. The results
of the harsh “discipline” endemic of this in-
dustry have been seen in reports of death and
abuse that has surfaced sporadically, but on a
regular basis, over the past decade.

For example, in 1990 two teens were re-
ported to have died in wilderness camps fol-
lowing long hikes under harsh conditions in
Arizona and Utah. One of the operators of
these camps was back in business after receiv-
ing immunity from prosecution in return for
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their testimony against one of the partners,
and 4 years later a 16-year-old child died from
peritonitis caused by a perforated ulcer that
was ignored by their camp staffers.1,2

In 1998, a 16-year-old child died of
empyema at a boot camp in Arizona after hav-
ing been subjected to various acts of humil-
iation by staff members who insisted that he
was “faking”his illness. During the late 1990s,
children were reported to be subjected to
abusive conditions and mind control tactics
employed by staff members employed at fa-
cilities run by a consortium called Teen Help.
These kinds of events continue. In 2000,
two children died proximal to a restraint
procedure in a “therapeutic wilderness pro-
gram.”1,2,4 In 2006, a 14-year-old child died in
a Florida boot camp after having been beaten
and restrained by camp guards. More de-
tailed information is available at the Coalition
Against Institutionalized Child Abuse Web
site.5

Huffine and Mohr6 and Mohr7 drew the
attention of nurses to this problem many
years ago, and Friedman et al8 brought the
troubled-teen industry to the attention of the
mainstream psychiatric community. Recently,
Thomas9 wrote an editorial about abuse in
wilderness camps. Despite their history of
successful advocacy efforts on behalf of pa-
tients in the past, the nursing community has
been quiet about this subject. This is trou-
bling insofar as this is but the latest iteration
in the history of abusive conditions and prac-
tices suffered by children. In the past, nurses
decried the misuse of seclusion and restraints
and the exploitation and maltreatment of chil-
dren and teens by the for-profit psychiatric
industry. They worked with advocacy groups
(eg, National Alliance on Mental Illness and
others) as well as the news media to bring
about needed regulation and needed changes
in both areas.10–12

This article provides a brief overview of
the development of the troubled-teen indus-
try and addresses the thorny issue of parents’
rights to send their children to these facil-
ities vis-a-vis the rights of their children. It
argues that nurses and other mental health

professionals have a collective obligation to
speak out against the conditions in these facil-
ities and the situational factors that have given
rise to them. Finally, suggestions for action by
nurses are proposed that have the potential to
protect children against a continued cycle of
abuse masquerading as therapy.∗

BACKGROUND

Ascertaining how the troubled-teen indus-
try came about and proliferated is difficult.
Little accurate descriptive or historical data
are available, outside of the popular press.
Most of these programs never come to the
attention of authorities. But in response to
reports of abuse and deaths an investigative
report was1 published about these facilities,
and the United States General Accountabil-
ity Office (USGAO) conducted an investiga-
tion resulting in congressional hearings in
2007.13

Web sites promoting boot camps and “be-
havior modification” schools often refer to
“tough love” in their descriptions. “Tough
love” is a variation of TOUGHLOVE, which is
a registered trademark for TOUGHLOVE In-
ternational started in the 1970s.14 The pro-
gram employed a zero tolerance approach to
deviant behavior. Although York’s philosophy
has no resemblance to the “tough love” pro-
moted by the troubled-teen industry, the in-
dustry has used it to promote their programs,
while avoiding copyright infringement of the
TOUGHLOVE logo.

The modern practice of “tough love”
was first practiced in treatment facilities
for heroin addicts in 1958 with a program
called Synanon.14 This program viewed drug

∗For nurses interested in a fact sheet that they might share

with their clients and other professionals on the troubled-

teen industry and tips on helping parents to choose legit-

imate mental health programs, see the ASTART (Alliance

for the Safe and Appropriate Use of Residential Treat-

ment) fact sheet on the University of South Florida De-

partment of Child and Family Studies, Louis de la Parte

Florida Mental Health Institute Web site.
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dependence as a character flaw and centered
around verbally humiliating residents during
intense encounter group sessions. Synanon
fell on hard times when data showed that
it had no more success in treating drug and
alcohol dependence than government run
programs.14

By the 1970s, new programs, some with
government funding, began employing a
combination of Synanon-type methods and
combined them with so-called behavior mod-
ification techniques. The most infamous of
these was Straight, Inc, which was designed
specifically for “curing” teens believed to be
using drugs.15 Fuelled by Reagan-era antidrug
hyperbole, the program opened numerous
sites across the United States between 1981
and 1989. As knowledge of abusive practices
surfaced, lawsuits and state investigations pro-
liferated and, in 1993, after paying millions
of dollars in damages, Straight, Inc, dissolved.
Their methods, however, did not go away,
and former Straight, Inc, employees opened
up new “treatment” programs employing the
same abusive tough love practices.15

A new genre of tough love programs be-
gan to emerge as the tough love drug/alcohol
dependence programs fell on hard times.
These programs combined the philosophy of
boot camps with that of wilderness “therapy.”
Juvenile boot camps are correctional pro-
grams designed for delinquent youth who are
generally restricted to nonviolence or to first-
time offenders. They embody a military-style
environment and characteristically empha-
size discipline and physical conditioning.16

Juvenile boot camps were developed as an al-
ternative to longer terms of confinement in
juvenile correctional facilities. The empirical
literature on boot camps for youth is exceed-
ingly sparse, and what does exist shows that
participants in these facilities have high rates
of recidivism and that they reoffend more
quickly than those in control groups.16,17

The progenitor of the wilderness move-
ment was Outward Bound, which was
founded as a leadership course using the
purported character building qualities of the
wilderness as its foundation.18 The idea was

that physical challenges are encountered
in the wilderness, and overcoming those
challenges honed character and redeemed
the soul. Wilderness therapy schools and
programs distinguish themselves from wilder-
ness experience programs by promoting
wilderness therapy as an intervention and
treatment for adolescents with behavioral
problems.18,19 The research literature on
wilderness therapy is scant and most studies
are conducted by industry organizations
devoted to the promotion of “wilderness
therapy.”

Until the late 1980s, wilderness programs
and boot camps were distinct entities, until
the opening of the privately owned wilder-
ness boot camp Challenger, which allegedly
synergized the healing power of wilderness
programs with the militaristic approach of
boot camps through the catalyst of tough
love.1 These programs adopted the tactics
and philosophies of Synanon and Straight,
Inc, seeing children as needing to be broken
down before they could be “healed.” Chal-
lenger attracted a wealthy clientele who paid
over $12 000 per month for “therapy” con-
ducted by inexperienced staff, some of whom
were teenagers themselves.2 It closed after a
Florida teen collapsed after a 4-day hike in
the scorching heat of a Utah plateau. The
owner was eventually banned from operat-
ing in Utah, but a previous employee opened
a similar program called North Star Expedi-
tions, in which a 16-year-old honor student,
accused of being manipulative after he com-
plained about stomach pains, died from a per-
forated ulcer.1,5

The latest iteration of “tough love” therapy
is the attitude adjustment school. While there
is scant literature that documents where or
when these schools started or why they pro-
liferated, there are some events that can be
tied to their appearance. During the 1980s
and 90s, troublesome teens and defiant chil-
dren were admitted inappropriately to psy-
chiatric hospitals, which became a growth
industry.20 Following the psychiatric hospi-
tal scandals of the 1980s and 90s and re-
sulting federal, state, and civil lawsuits, the



176 ADVANCES IN NURSING SCIENCE/APRIL–JUNE 2009

for-profit psychiatric hospital industry was
curtailed in its growth as a result of vigorous
federal and civil prosecution,21 the attention
of psychiatric nurses, and media scrutiny.9

Hospital closures coupled with managed care
“efficiencies” meant that parents no longer
had the option of placing their children in psy-
chiatric facilities. Although we cannot be cer-
tain that the troubled-teen industry arose and
proliferated as a consequence, the proximity
of the two trends is compelling. The effects
of several high-profile deaths of children in
Colorado and other states may also have con-
tributed to a fertile environment for the birth
of “creative approaches” to the treatment of
emotionally disturbed children, children who
are gay, or otherwise become inconvenient or
burdensome to their families.22,23

Attitude adjustment schools came under
public scrutiny during the late 1990s with
reports of forcible abductions of children
from their beds by escort services to off-
shore “treatment”facilities in Jamaica, Samoa,
and the Czech Republic surfaced. This led to
a brief flurry of activity by the mainstream
media and journalistic investigations into the
troubled-teen industry. Although there are
many such schools, the media investigations
were almost exclusively focused on a large
conglomerate of limited partnerships, cen-
tered in the western part of the United States,
which exist to this day. For children who
are sent to one of their facilities, life is
closer to prison than school, with constant
surveillance by staff and their peers, humili-
ation, forced work, solitary confinement, de-
nial of nutrition, extended isolation and re-
straint, sleep deprivation, and other aversive
“interventions.” Lawsuits by former con-
sumers and their parents describe conditions
and actions by staff, which read like cases of
child abuse.1,2

Parents pay from $26 000 to $54 000 a year
to these attitude adjustment schools to mod-
ify their children’s behavior, treat their sub-
stance abuse, or “cure” their homosexuality.1

Although behavior modification techniques
are powerful psychotherapeutic techniques,
the creator of Teen Help’s behavior modifi-

cation program is not a psychologist, but an
engineer.1,24 Interestingly, owners of these fa-
cilities say that they are not in the business of
psychology and they deny that they deal with
emotional disorders. The only requirement to
work in these facilities is to have “good youth
leadership.”1,2

HOW UNVALIDATED TREATMENT

APPROACHES CAN OPERATE

Whatever name they take, or however they
characterize themselves, two significant ways
in which entities of the troubled-teen indus-
try differ from mainstream treatments are that
they offer no empirical support and no theo-
retical support for their effectiveness. Instead,
they offer anecdote and testimonial as “evi-
dence”on their Web sites. Many of them deny
the efficacy of mainstream psychiatric or psy-
chological approaches to troubled youth.1,8

Descriptions of these programs do not ap-
pear in mainstream peer-reviewed journals.
Instead, they advertise prolifically over the In-
ternet. In the event of some disastrous out-
come such as a death, injury, or other unto-
ward event, they may come under brief, albeit
intense, scrutiny as a result of scattered news
media reports. Judging from the available me-
dia reports, as well as the material presented
on various Web sites, these programs operate
on a punitive model.

In attempts to ameliorate behavior prob-
lems and/or to “teach” children appropri-
ate behaviors, staff members employ an
array of aversive procedures. These staff mem-
bers may or may not have had a crim-
inal background check, and their creden-
tials for working with high-risk children
may be questionable. Their use of various
types of punishments are characterized on
Web sites euphemistically as “consequences”
with the word “consequence” not only be-
ing substituted for “punishment” but also
transmuted into a verb. Thus, children are
“consequenced” (sic) for their inappropriate
behavior. Those consequences may range
from being forced to do push-ups for hours,
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to being forced to hike many miles with no
nourishment and under brutal conditions.1,8

In light of its growth and staying power,
one of the most peculiar aspects of the
troubled-teen industry is that what it sells—
“tough love”—is a discredited method for
dealing with troubled teens. In 2004, the Na-
tional Institutes of Health released a “state
of the science” consensus statement on deal-
ing with juvenile delinquency and youth vi-
olence, concluding that programs seeking to
prevent delinquency through fear and tough
treatment “don’t work and there is some
evidence that they may make the problem
worse. . . . Such evidence as there is indicates
that. . . boot camps, and other ‘get tough’
programs can provide an opportunity for
delinquent youth to amplify negative effects
on each other.”25 Even the US Department
of Justice claims boot camps and military-
style wilderness programs as interventions
for youth at risk are not efficacious, espe-
cially over the long-term.26 Despite the con-
sensus of legitimate authorities, the troubled-
teen industry continues to rely (successfully)
on punitive and coercive tactics.

In addition, the problem of the troubled-
teen industry is greatly exacerbated by me-
dia coverage of unorthodox approaches to
health problems and their solutions, which
frequently involve a phenomenon termed
“pseudosymmetry.”That is, reporters dutifully
seek to “balance”their coverage of these treat-
ments by giving each point of view equal
weight, even though 99% of professionals may
question the therapies’ effectiveness. Two
such examples of the recent past are the
centers that specialized in coercive attach-
ment therapies and rebirthing “therapies,”
which have been discredited by professional
organizations.22 Such seemingly balanced re-
porting gives the public the impression that
serious debate over efficacy exists, where, in
fact, there is none.

Complicating this situation, individual pro-
fessionals and professional groups may be un-
aware of questionable and unvalidated treat-
ments or unwilling to make public statements
decrying them. Thus, outright quackery may

continue to be employed by some members
of mental health professions until or even af-
ter direct harm to a patient attracts the atten-
tion of the police, the courts, and the media.
One example of such “treatment” in mental
health facilities is the point and level system,
a widely used but professionally discredited
milieu programming.27 Other include “attach-
ment therapy”and “rage reduction therapy.”22

THE APPEAL OF THE TROUBLED-TEEN

INDUSTRY

What accounts for the explosion of these
programs and why are parents flocking to
them? Validation of a treatment is a long and
tedious process that bores most people and
that few laypersons understand.28 Approval of
randomized experimental trials may be diffi-
cult to get if there is any possibility of harm
to children, to say nothing of the travails and
ethics of designing sham or placebo groups
against which treatment groups can be com-
pared. If done correctly and in a develop-
mentally appropriate way, such research is
difficult, costly, and time consuming. More-
over, even after it has been conducted, our
canons of science require replication of re-
sults. Thus, many years may go by before a
treatment or a medication receives approval.
Even then the results are not likely to be trum-
peted in popular magazines, television talk
shows, or Web sites. They appear in specialty
research journals that are targeted to profes-
sional audiences, written in intimidating aca-
demic prose, and presented in a pretentious
and academic way that sometimes puts off
even its intended audience. While such tri-
als take place, patients and their families con-
tinue to suffer. Favorable reports based upon
personal anecdotes may thus tempt busy prac-
titioners to use an unvalidated therapy or to
refer to questionable programs, particularly
when faced with desperate parents seeking
help for their children.

In addition, the mental health system in the
United States has been described as being “in
shambles.”3 It is characterized by therapies
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and programs that range from excellent to du-
bious, which most laypersons are ill-equipped
to evaluate. Families with troubled children
suffer and endure the vagaries and failures of
endless, imprecise mainstream therapies and
programs of varying quality. The financial cost
of mainstream mental health treatment can
pose an enormous burden to many families.
When they see less than dramatic outcomes,
they may wonder about the investment that
they have made.

Like terminal cancer sufferers, desperate
parents searching for help will grasp at any-
thing that promises to relieve the chaos that
has become their lives. Hearing glowing testi-
monials suggesting effectiveness on Web sites
that make it simple to sign up their children,
it should come as no surprise that parents
are attracted to these programs. In addition,
some of these programs appeal to very impor-
tant and ingrained ideologies pervading the
US character, such as the appeal of the value
of hard work and suffering in the face of an
unforgiving mother nature. The enduring of
a trial of suffering and subsequent higher lev-
els of moral or spiritual development are very
much part of the American Judeo-Christian
ethic.29

HOW THESE APPROACHES TO

TROUBLED CHILDREN ARE

INCONSISTENT WITH EXTANT THEORY

In the past decade, enormous advances
have been made in our understanding of
childhood psychopathology and maladap-
tation. Current understandings of child
psychopathology incorporate neurobio-
logical factors, parent-child relationships,
attachment processes, long-term memory
stores that develop with age and experience,
microsocial and macrosocial influences, cul-
tural factors, age and sex, and reactions from
the social environment as variables and pro-
cesses that interact and transform children
over time. Most informed professionals now
understand the roots of child maladaptation

as the result of complex interactions over the
course of development between the biology
of brain maturation and the multidimensional
nature of experience.30 Current conceptual
models of childhood psychopathology draw
on and integrate a number of ecological and
transactional perspectives to explain how
risk and protective factors at multiple levels
of the child’s ecology and their prior develop-
ment contribute to an understanding of the
developmental consequences of exposure to
environmental influences and the processes
that underlie both maladaptive and resilient
outcomes.

Approached in this way, it is clear that the
enormous range of ever-changing variables in-
fluence each child in unique ways and, there-
fore, no one approach will be appropriate for
each child or his or her family. Trends in le-
gitimate service delivery have reflected this
dynamic understanding of children in context
and the focus for interventions has shifted
from the child himself to the family in the con-
text of their community and they have been
targeted more precisely to their unique situa-
tions. Indeed, the US Surgeon General’s only
report on mental health31 called upon mental
health professionals to design culturally sen-
sitive treatment that takes into account the
complex interactions and interdependence
of the child, family, and the greater commu-
nity. This represents a fundamental departure
from traditional service provision and the one-
to-one relationship of client to therapist in
weekly 50-minute sessions, and it affirms the
importance of environment, as noted by nurs-
ing scholars.32

When children are removed from their
homes and communities to remote wilder-
ness environments or to offshore islands, they
are also removed from the very sources that
can exert the strongest influence on them.
The same limitations that apply to restric-
tive mainstream residential treatment facili-
ties also apply to the troubled-teen industry
approaches, in that even if behavior changes
occur, it is highly unlikely to generalize to chil-
dren’s environments when they complete the
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program. While in a troubled-teen setting, dif-
ferent contingencies and operant variables are
likely to be operating than those present in
the environment outside that setting. Learn-
ing and operant theory posits that sustained
modification of behavior is far more apt to oc-
cur if children and family are treated where
they live and where they have a daily oppor-
tunity to engage in practicing more adaptive
ways of relating.

COERCION AND THE LAW:

THE RIGHTS OF PARENTS

In the United States, parents possess sev-
eral fundamental rights protecting their de-
cisions to send their children to whatever
treatment programs they choose. While there
is no explicit parental right articulated in
the US Constitution, under common law and
Supreme Court jurisprudence parents have
a fundamental right under the Due Process
Clause of the Fourteenth Amendment to make
decisions concerning the care, custody, and
control of their children, and specifically to
direct their child’s discipline, education, and
healthcare.33,34

Unlike other countries, US jurisprudence
has failed to recognize the damaging effects
of corporal punishment.35 Thus, in the United
States parents also have a right, and a duty un-
der some religious persuasions, to discipline
their children as they see fit. Corporal punish-
ment is still permitted in every state, either
under state statute or common law.36 These
rights are limited to punishment in the best
interest of the child, but the distinction be-
tween discipline in the best interest of the
child and actual criminal child abuse is blurry.

Parents also have both a right and a duty to
provide psychiatric care for their child, and
failure to do so can lead to criminal charges
of child neglect. In Parham v. J.R.,37 the
United States Supreme Court ruled that par-
ents may voluntarily commit his or her child
to a mental health facility against the child’s
wishes, but that this power is not absolute.

But, parents retain plenary authority to seek
involuntary psychiatric care for their children
subject to independent examination and med-
ical judgment. Parents also may elect to place
their children in the care of an entity that may
function in loco parentis, which means that
the entity (or individual) so designated is dele-
gated the rights of parents with respect to the
child.37

COERCION AND THE LAW:

THE RIGHTS OF CHILDREN

The rights of children in the United States
fall somewhere between those of protected
citizen and property. Children’s rights ju-
risprudence in the United States is incon-
sistent and conflicted. Legal scholar Barbara
Woodhouse38 has suggested that one reason
for this is that the laws have been forged out
of crisis intervention. The US Constitution re-
quires that a case or controversy implying
some sort of conflict be present as a condition
to court action. Advisory opinions are not part
of the US legal tradition as they are in other
countries. While the body of scholarship on
children’s competence to assent to treatment
is sparse, the idea and the importance of con-
sidering children as sentient beings who pos-
sess personal autonomy are not new. It has
been championed by Rodham39 who argued
that children should be presumed legally com-
petent until proven otherwise, and that their
opinions and preferences elicited when ques-
tions of decision making arise. Moreover, by
asserting children’s right to life as a distinct
personality and a right to possess a legally rec-
ognized entity, the United Nations Conven-
tion on the Rights of the Child [Convention]40

was the first document to state explicitly that
children have a say in processes affecting
their lives. Article 12 of the Convention pro-
vides that children who are capable of form-
ing views must be assured the right to ex-
press them on all matters affecting them, and
these views must be given due weight. Un-
der Article 3, the Convention provides that
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a child “considered by internal law as hav-
ing sufficient understanding”is to be granted,
and is entitled, to request the right to receive
all relevant information, to be consulted and
to express his or her views, and to be in-
formed of the possible consequences of com-
pliance with these views and the possible con-
sequences of any decision.40 However, the
Convention holds no authority in the United
States.

Although parental authority still overrides
children’s assent or dissent, whether a child
or an adolescent gives active assent or dis-
sent may play a powerful role in the type,
frequency, and execution and success of treat-
ment. The concept of “success” and engage-
ment in therapeutics is not one that is given
consideration in discussions of parental rights
to force “treatment”upon their children.

A number of civil and criminal lawsuits
have been filed against the troubled-teen in-
dustry on behalf of children and by children
who were formerly held in their facilities. If
there is a sufficient link between an action
taken by a behavior modification facility and
state action, children may assert a civil rights
claim. In Milonas v. Williams,41 2 former res-
idents of a facility brought a class action suit
challenging their treatment and confinement,
and asserting that the administrators (“act-
ing under the color of state law”41(p934)) had
caused them to be subjected to cruel and un-
usual punishment, inhumane and nonthera-
peutic treatment, and denial of due process of
law (acting under the color of the law means
having the legal appearance of being able to
discharge certain actions). The school’s ad-
ministrators were found to be acting under
the color of state law because various states,
either through their juvenile courts or their
school districts, had placed the plaintiffs, or
at least many members of the class, in the
institution, and because there was insignifi-
cant funding and regulation by the state. The
court thus held that the complainants’ con-
stitutional and statutory rights had been vio-
lated. The US Court of Appeals for the 10th
Circuit agreed with the district court find-
ing that a child involuntarily confined by the

state to an institution retains liberty interests
that are protected by the Due Process Clause
of the Fourteenth Amendment including the
right to reasonably safe conditions of confine-
ment, the right to be free from unreasonable
bodily restraints, the right to be free from cen-
sorship of correspondence, and the right to
privacy of his or her own thoughts.41(p942)

But, these decisions are not the norm, and
children continue to be placed without their
consent in abusive situations with little pro-
tection except the threat of future civil lit-
igation. The doctrine of informed consent
implies a right of informed refusal. In the
United States, competent adults have that
right, not only under common law, but as
part of their constitutional right to privacy.
That right has generally not been extended to
minors.42

REGULATION OF THE TROUBLED-TEEN

INDUSTRY

At this writing, there is no federal regula-
tion of the troubled-teen industry, nor is there
any requirement that psychotherapies, even
for children, be proven safe and effective be-
fore marketing. A few states have adopted
regulations, but many facilities avoid state li-
censure and monitoring by claiming exemp-
tion to state licensure requirements.1 Regu-
lation from oversight is easily circumvented
by designating a residential treatment pro-
gram as a boarding school, even if it has
no educational services per se. Only a hand-
ful of states have attempted to close this
loophole. Montana, which has a large num-
ber of these facilities, failed to pass a bill
that would have prevented behavior modifica-
tion schools from avoiding licensing require-
ments by merely changing how they describe
themselves.43 However, there is legislation
(HR 1738 “End institutionalized abuse against
children”) introduced in 2008 by Represen-
tative George Miller (D) of California that, if
passed, would ensure that all youth residential
facilities and programs would be licensed and
regulated.
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USGAO REPORT

In response to a number of complaints
of serious abuse in these facilities, the Com-
mittee on Education and Labor of the US
House of Representatives conducted an in-
vestigative hearing on October 9, 2007, on
“Cases of Child Neglect and Abuse and Pri-
vate Residential Facilities.” The hearing was
accompanied by the release of a report by the
USGAO, entitled “Residential Treatment Pro-
grams: Concerns Regarding Abuse and Death
in Certain Programs for Troubled Youth,”2

which was conducted at the direction of the
US Congress. Although the investigation was
hampered by the fact that there is no cen-
tral government repository that collects such
data, the forensic unit of the USGAO con-
ducted numerous interviews and examined
nearly 2 decades of documents that included
state investigations, autopsy reports, police
reports, parents’ complaints, and depositions
from closed or settled civil lawsuits. Spanning
the years from 1990 to 2007, the unit found
thousands of allegations of abuse, some of
which involved deaths in these facilities. Fa-
cilities investigated included those located in
the United States, as well as those located
overseas. The USGAO found that during a
single year (2005), 33 states reported 1619
staff member involvement in incidence of
abuse.

They also found ineffective management
that resulted in hiring untrained and uned-
ucated staff, lack of adequate nourishment,
and negligent and/or reckless operating prac-
tices. They concluded that these factors con-
tributed significantly to the deaths in these
facilities.

This USGAO report is depressingly similar
to that ordered by Congress and conducted
on the use and misuse of restraints in behav-
ioral health facilities in 1998 and the for-profit
psychiatric industry abuses in 1992.13,20 Both
of those reports resulted in Congressional
hearings and significant reforms in the regu-
lations governing restraint use and tightening
of reimbursement to for-profit mental health
hospitals. Nothing of regulatory substance

has been passed on the troubled-teen indus-
try as of this writing.

PROFESSIONAL OBLIGATIONS OF

NURSES WITH RESPECT TO THE

TROUBLED-TEEN INDUSTRY

Polls consistently show that nurses are
among the most highly regarded and trusted
professions by the public.44 However, trust is
easily lost in the absence of a strong voice on
behalf of that public and trust must be earned
on an ongoing basis. Abuse has been perpet-
uated on unsuspecting patients and their fam-
ilies in the name of treatment in the past.21

These received attention by the professions
only after they were brought to light by the
media, politicians, or advocates. Profession-
als, as experts possessing special knowledge,
have a special obligation to use their knowl-
edge and power on behalf of the public.
When that public is a vulnerable class, such
as the mentally ill or children, that obligation
becomes even more important and urgent.
Nurses are aware that there is a difference be-
tween abuse and treatment and the situation
in the troubled-teen industry should spark col-
lective outrage by the profession.

To be sure, a solitary nurse speaking up
may be the recipient of negative conse-
quences by those in power, but this fact does
not release professionals from their moral and
ethical obligations under their professional
codes. There is power in numbers and groups
of professionals do have the power to speak
up, educate themselves and the public, and
work on behalf of vulnerable populations
who have little voice to speak for themselves.

RECOMMENDATIONS: TEACHING THE

PUBLIC AND LOBBYING FOR EFFECTIVE

REGULATION

Nurses have an admirable history of advo-
cating successfully for patients and patient
care and helping to bring justice to whom it
has been compromised. Two notable exam-
ples include the seclusion and restraint policy
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reforms enacted in nursing homes and psy-
chiatric facilities and in helping to expose the
dissociative identity disorders industry.11,12,45

The following are some ways that nurses
can become more active in preventing the
abuses that seem to fester and periodically
erupt on the landscape of mental health pro-
vision to children and their families. As part
of their teaching role, nurses must make pa-
tients aware of abusive and nontherapeutic
practices. They must take a lead in encour-
aging children and parents who fall victim
to abusive practices at troubled-teen institu-
tions to report abuse and pursue civil liti-
gation. Their professional organizations must
develop position papers on residential treat-
ment for youth.

Nurses can make this issue more visible by
reading and writing about it. As mentioned,
there is precious little in the actual schol-
arly literature designed to educate nurses on
this problem. Schools are frequent recruit-
ing grounds for young patients; hence, school
nurses, as well as mental health nurses, can be
targets for education about these institutions.
Venues for disbursing information about the
troubled-teen industry can include but also go
beyond the scholarly literature. Newsletters
and the popular press can provide platforms
for nurses to write articles about this prob-
lem, and that can serve as a source of edu-
cating lay audiences about the harmful effects
of coercive and authoritarian tactics on the
mental health of young minds. Many of these
sources of distribution are easily accessible
and they often seek speakers for their meet-
ings. Examples include local Rotary Clubs
and speakers’ bureaus of state chapters of
National Alliance on Mental Illness. Nurses
can take these opportunities to promote and
educate the public about the paucity and in-
adequacy of the mental health system that has
helped to give rise to abuses. At the same time
they can educate them about legitimate in-
terventions, such as the systems of care ap-
proach, sanctuary models of care, and trauma
informed methods, that keep children in their
communities and are based on strength and
nurturance, not coercion.

To strengthen the rights of children, nurses
might lobby collectively at the federal level on
behalf of the ratification of the United Nations
Convention on the Rights of the Child. Most
nurses would be surprised to learn that the en-
tire world has ratified the Convention, except
the US and Somalia. The Convention is widely
recognized as laying out the most compre-
hensive framework of children’s rights ever
formulated, and many scholars advocate US
ratification.46,47

The Convention has 4 primary areas of
concern to protect children’s rights: the sur-
vival, development, protection, and partici-
pation rights. Survival rights mandate ade-
quate living standards, including access to
health services. Development rights include
children’s rights to education, access to in-
formation, to recreation and cultural activi-
ties, and to freedom of thought, conscience,
and religion. Protection rights in the Conven-
tion guard children against economic and sex-
ual exploitation, cruelty, arbitrary separation
from their families, and abuses in the crimi-
nal justice system. The best interests of chil-
dren are central to the Convention, which
provides basic respect for a child’s opinion
on critical issues regarding the child. Each of
these rights is implemented through appro-
priate legislative, administrative, and other
measures.

However, because education, health, and
family issues are predominantly within the
province of states, rather than the federal gov-
ernment, lobbying should start by state nurses
associations at the state levels. Nurses can de-
mand that state legislatures enact appropriate
regulatory legislation to protect teens from
potentially abusive programs. These actions
need not “reinvent the wheel.” Nurses can
join with other interested professions on be-
half of such efforts. For example, in 2007, the
American Bar Association (ABA) Commission
on Youth at Risk issued a draft recommenda-
tion urging state legislatures to enact laws that
require the licensing, regulating, and moni-
toring of privately owned residential facilities
that offer treatment to at-risk children under
age 18 for emotional, behavioral, educational,
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substance abuse, and social problems.48 The
ABA concluded that this legislation should
confirm the following:

1. Require licensure of, or otherwise reg-
ulate, private residential treatment fa-
cilities by defining clearly which pro-
grams must comply with the statute
and impose minimum legal require-
ments to operate and maintain them,
including standards regarding staff
qualifications and residents’ physi-
cal and emotional safety, educational,
mental health, and other treatment
needs.

2. Require government monitoring
and enforcement of the opera-
tional standards outlined in the
statute.

3. Promote the preferred use of appropri-
ate in-home and community-based pre-
vention and intervention programs for
at-risk children and youth by requiring
enhanced governmental support that
provides families with better access to
these programs.

Most psychiatric nurses would see the
ABA’s recommendations as simply laying out
a blueprint for quality psychiatric care and
would probably not take issue with any of
these 3 recommendations.

Finally, at the risk of seeming self-serving,
through their organizations they must collec-
tively lobby for a mandatory nursing presence
in institutions that house some of our most
seriously traumatized and psychiatrically dis-
turbed individuals. Even legitimate residen-
tial treatment facilities do not and are not
required to have a strong nursing presence.
Powerful psychotropic medications are pro-
vided by technicians who do not have the ed-
ucation to evaluate the effects of these sub-
stances on developing brains. The USGAO
reported that parents were often unaware
that their children would be put under the
care of unskilled and uneducated individuals
and presumed that professionals staffed these
programs. This situation calls for immediate
reform.

CONCLUSION

Each day, children continue to suffer hu-
man rights violations in unregulated troubled-
teen facilities all over the world. Fortunately,
there are ways to begin preventing the indus-
try from profiting from their harmful meth-
ods. While children in the United States have
the right not to be abused, there are currently
few viable legal avenues to challenge parental
authority to send their children to these pro-
grams. But, this can change, as US law based
on a case model is not static. It is crucial that
professional nurses become aware of these
issues, which impact not only our vulnera-
ble citizens but also ourselves. We must move
ahead in collaboration with other profession-
als to prevent patient abuse and rectify injus-
tice where it emerges.

History documents that those who give
voice to strong intensities or convictions are
at risk of being labeled inflammatory, emo-
tional, or provocative. They can be marginal-
ized by their fellow professionals as being
“too” radical. So many of us have learned to
speak (and perhaps even to think) in ways de-
void of passion, learning to “go along to get
along” and other such exercises in moral ob-
viation. However, the stories of children be-
ing starved, made to march for hours in the
desert, secluded for days in prison cell-like
rooms, and subjected to sleep deprivation and
other mind control techniques1,49 must spark
a sense of outrage and passion in us to take
up the cause on behalf of those who need our
help most. History shows that the fruits of si-
lence contribute to hate crimes, racism, sex-
ism, homophobia, genocide, and make for a
brutish society. We must take up high-profile
causes such as those described in this arti-
cle and make ourselves visible and a signifi-
cant presence as advocates on behalf of this
very vulnerable population that suffers from
the powerlessness of childhood, as well as the
powerlessness and stigma of being different
or having a mental illness. For the sake of chil-
dren suffering in troubled-teen facilities, and
for those of us who care about them, this can-
not begin too soon.
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