
 

 
 

DECLARATION OF DR. MARTY BEYER  
 

  1. My name is Marty Beyer.  I am a clinical psychologist licensed in the District of Columbia, 
Virginia and Washington. 
 
  2. I have a Ph.D. in clinical/community psychology from Yale University.  I am an independent 
child welfare and juvenile justice consultant. My expertise is adolescent development: how a young person's 
cognitive, moral and identity development, trauma and disabilities affect his/her behavior and should be the basis 
for designing rehabilitative services. I have evaluated more than 100 juveniles accused of serious offenses. I have 
been involved in improving services for delinquents in numerous states and assisted in federal Department of 
Justice investigations of juvenile facilities. I have also been involved in reform in foster care practices in several 
states and serve as a clinical consultant to child welfare workers and supervisors making decisions about children 
who have been physically and sexually abused.  I frequently provide training on child and adolescent development 
for judges, lawyers, and staff in child welfare and juvenile justice.  
 
  3. I have testified numerous times as an expert witness assessing the factors articulated by the 
United States Supreme Court in juvenile transfer / waiver cases, including maturity and prospects for protecting the 
public and rehabilitating the young person (Kent v. United States, 383 U.S. 541 (1966); Stanford v. Kentucky, 492 
U.S. 361 (1989)).  I have provided expert testimony concerning adolescent development research cited by the 
United States Supreme Court (in striking down the death penalty for juveniles, Roper v. Simmons, 543 U.S. 551, 
2005 and in limiting the life without parole sentence for juveniles, Graham v. Florida and Sullivan v. Florida       , 
2010). 
 
 4. My publications include "Immaturity, Culpability and Competency in Juveniles"  (2000),  
"What's Behind Behavior Matters: The Effects of Disabilities, Trauma and Immaturity on Juvenile Intent and 
Ability to Assist Counsel" (2001), Best Practices in Juvenile Accountability (U.S. Department of Justice, 
2003), and "Fifty Delinquents in Juvenile and Adult Court” (2006), and “A Developmental View of Youth in 
Juvenile Justice System” in Promoting Health and Well Being in the Juvenile Justice System (Francine 
Sherman & Francine Jacobs, Eds.), in press. 
 
          5.       This declaration is based on articles and books and my clinical experience in working with 
delinquents and families.  
 
 6.  It is generally accepted by mental health and correctional professionals that the use of 
isolation with children and adolescents should be limited to rare situations when a young person poses an 
imminent threat to others’ safety, and then should only be used briefly. Isolation, even for brief periods, is 
harmful for adolescents for two reasons: (1) Youth in isolation cannot participate in programs, including 
education, designed to help them and Juvenile Courts mandate that youth are sent to facilities for 
rehabilitation as required by state law; and (2) In addition to not being able to participate in positive 
programming, isolation has a series of critical negative psychological consequences, including increasing risk 
of suicide, re-traumatizing, depression and agitation. The routine use of isolation does not have benefits in 
managing young offenders, and instead provokes youth. Treatment programs have demonstrated success in 
reducing behavior and mental health problems in youth.   
 
 7. The malleability of adolescents is the foundation of the juvenile and family court’s goal of 
rehabilitation. Because teenagers are in the process of developing, they are especially susceptible to the emotional 
and educational harms of isolation. 
 
 8.  Isolation can exacerbate a young person’s emotional crisis. (Room Confinement, in Standards 
for the Administration of Juvenile Justice, Office of Juvenile Justice and Delinquency Prevention, 
Washington, D.C.1980).  Research on adult prisoners has found that “…confinement of a prisoner alone in a 
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cell for all or nearly all of the day, with minimal environmental stimulation and minimal opportunity for 
social interaction - can cause severe psychiatric harm.  This harm includes a psychiatric syndrome which has 
been reported by many clinicians in a variety of settings.  In more severe cases, this syndrome is associated 
with agitation, self-destructive behavior, and overt psychotic disorganization. More than half the prisoners [in 
isolation] reported an inability to tolerate ordinary stimuli. Almost a third described hearing voices saying 
frightening things and noises taking on [bizarre] meaning. Over half the inmates interviewed described 
severe panic attacks while in isolation.  Many reported difficulties with thinking, concentration and memory. 
Almost half the prisoners reported intrusive obsessional thoughts, primitive aggressive ruminations and 
paranoid, persecutory fears.  In addition, solitary confinement often results in severe exacerbation of a 
previously existing mental condition, or in the appearance of a mental illness where none had been observed 
before.  Even among inmates who do not develop overt psychiatric illness as a result of confinement in 
solitary, such confinement almost inevitably imposes significant psychological pain during the period of 
isolated confinement…Moreover, although many of the acute symptoms suffered by these inmates are likely 
to subside upon termination of solitary confinement, many -- including some who did not become overtly 
psychiatrically ill during their confinement in solitary -- will likely suffer permanent harm as a result of such 
confinement.  This harm is most commonly manifested by a continued intolerance of social interaction, a 
handicap which often prevents the inmate from successfully readjusting to the broader social environment of 
general population in prison and, perhaps more significantly, often severely impairs the inmate's capacity to 
reintegrate into the broader community upon release from imprisonment.”  S. Grassian, Psychopathological 
Effects of Solitary Confinement, 140 American Journal of Psychiatry 1450 (1983. Another study found that 
adult prisoners in solitary confinement “begin to lose the ability to organize their own lives around activity 
and purpose. Chronic apathy, lethargy, depression, and despair often result. Almost 90% of these prisoners 
had difficulties with irrational anger,” compared with 3% of prisoners in the general population. (C. Haney, 
Infamous Punishment: The Psychological Effects of Isolation, 8 National Prison Project Journal 3 (1993);  C. 
Haney and M. Lynch, Regulating Prisons of the Future: A Psychological Analysis of Supermax and Solitary 
Confinement, New York Review of Law & Social Change, 23, 477 (1997). 
 
 9. Youth in isolation are frequently denied education they are entitled to. The majority of youth in 
detention and commitment facilities have disabilities that substantially affect their education and either have 
or should have been identified for special education. IDEA services can and should be designed to prevent 
the behaviors that might lead to punishment such as isolation.  As Joe Tulman has described in 
REPRESENTING JUVENILE STATUS OFFENDERS,  (2010 ABA Section on Children and the Law), youth who 
have or should have been identified for special education have the right not to be excluded from school even 
if facility staff are disciplining the youth for rule violations.  (a) Youth identified as eligible for special 
education services. In the facility, these youth should have current individualized education programs (IEPs). 
Youth already identified as IDEA-eligible have special protections against exclusion from school for 
violations of disciplinary rules. Even if school administrators properly exclude the IDEA-eligible youth from 
school, the youth (and the youth's parent on behalf of the youth) maintains a right to receive a free 
appropriate public education.  Even if the facility school staff have followed the IEP and the youth's behavior 
is not a manifestation of the disability and they suspend or expel the youth, he/she still has the right to receive 
a free appropriate public education.  A youth with a disability can be removed for a total of ten days in a 
school year, and, as Tulman writes, “Even a short suspension from school of 10 days or less requires some 
due process protection. Removal of a child from school for more than ten days constitutes a 'change in 
placement' under special education law that triggers procedural protections to ensure the authorities are not 
removing a child with a disability in a discriminatory manner or for behavior that is a manifestation of the 
disability. If the behavior is not a manifestation of a disability, school authorities may discipline a child with 
a disability as they would a nondisabled child, except that the child nevertheless maintains the right to 
participate in the general education curriculum and progress toward meeting the IEP goals, although perhaps 
in a different setting. In other words, a child with a disability does not lose the entitlement for special 
education and related services, even if excluded from school. Nothing in the IDEA excludes from coverage, 
or diminishes the rights of, children with education-related disabilities who are detained or incarcerated in 
delinquency facilities.”  (b) Youth who should have been identified as eligible for special education services. 
The facility is required to identify these youth as eligible for special education even if the youth enters the 
facility without this designation. This affirmative obligation is known as the “child find” duty. Youth who 
have not yet been identified also have the right to be protected from school exclusion if the school or 
institution staff knew or should have known that the youth had an education-related disability. (c) Youth who 



BEYER DECLARATION (2011)  -  Page 3 

are not eligible for special education because they do not have education-related disabilities. Taking any 
young person out of school in a detention or long-term incarceration setting is inconsistent with care and 
rehabilitation, as well as a state statutory right to education.  
 
 10.  Isolating juveniles may cause depression. Often youth in isolation are often denied reading 
materials, programming including school and therapy, and exercise.  Being alone and having nothing to do 
gives youth too much time to ruminate, which can lead to the onset of  depression. Depression is common but 
often not diagnosed in delinquent youth. Their behavioral problems become the focus rather than their 
underlying sadness, isolation and loss. Irritability is a frequent symptom of adolescent depression, and 
annoys staff and peers and makes it more difficult to involve the adolescent in positive activities. Whether or 
not a youth is depressed before being isolated, usually he/she will feel disturbed from being alone and having 
nothing to do. 
 
 11.  Isolating juveniles causes agitation. During adolescence, young people gradually define their 
moral values, and they tend to be moralistic, insisting on what should be and intolerant of anything that seems 
unfair. They view isolation as unfair. Adolescents do not have the adult cognitive abilities to say, “This is not 
unfairness directed at me personally, isolation is the consequence for certain behaviors for all residents.” For youth 
of color especially, isolation may be perceived as degrading and racist.  It is normal for youth to protest unfairness, 
and when they are in isolation if their protest does not get attention, they are likely to become more and more 
agitated.  Their trust in adults, on whom they remain dependent and expect to be fair and kind, is violated when 
they are isolated and not heard when they protest the unfairness.  
 
 12. Isolating juveniles causes them to feel victimized, which can be re-traumatizing. Many youth 
in juvenile facilities experienced abuse, neglect, significant loss, exposure to violence and other trauma. Some 
youth in delinquency facilities were previously known to child protective services agencies and had multiple 
placements in foster care. Trauma slows down development and can cause disturbances of emotional regulation, 
relationships, and communication. The depression, difficulties trusting others, fearfulness, aggression, substance 
abuse and school concentration problems common in delinquent youth are often caused by untreated trauma. Abuse 
of power by an adult can provoke in a traumatized young person a combination of self-blame and sense of betrayal 
that can lead to self-destructiveness or aggression.   For those who have been abused and/or neglected, being 
isolation is likely to flood the young person with painful memories and may be experienced by him/her as re-
victimization. Isolation could make a traumatized youth feel once again that they cannot control hurtful things that 
happen to them. Such powerlessness is damaging and could undermine progress the youth has made in recovering 
from earlier trauma. Youth may believe that “confinement is an overt attempt by authorities to break them down 
psychologically…[and] the product of an arbitrary exercise of power, rather than the fair result of an inherently 
reasonable process.” Grassian, S., Psychiatric Effects of Solitary Confinement, 1993 Declaration   
 
 13.  Isolating juveniles causes an increased risk of suicide.  In 1999, the Office of Juvenile Justice and 
Delinquency Prevention, U.S. Justice Department released a national study of suicides in public and private 
juvenile facilities. The study found that 50% of youth who committed suicide were in isolation at the time of their 
suicide; 62% had previously been in isolation. (Hayes, Lindsay M., “Juvenile Suicide in Confinement: A National 
Survey,” National Center on Institutions and Alternatives, February 2004, at p. x, http://nicic.org/Library/020131).  
 “Emotionally disturbed youth are not the only ones who think about hurting themselves or committing suicide in 
institutions. Mental health professionals cannot prevent suicides by themselves. Individual attention by unit staff is 
crucial for suicide prevention. Boredom can be a dangerous condition in a juvenile institution, because mental and 
physical inactivity increases frustration and depression in youth. Various activities, positive relationships between 
staff and youth, individual attention and accessible counseling are all aspects of the general program that help 
stabilize youth and contribute to suicide prevention…An adolescent’s mood can swing quickly from a ‘normal’ 
emotional state to suicidal, often in reaction to an apparently minor event. Any change in a youth’s psychosocial or 
emotional state may trigger suicidal thoughts or actions. It is not acceptable to isolate suicidal youth because 
isolation is likely to cause emotional deterioration. After expressing suicidal thoughts or attempting to hurt 
themselves, youth should not sit in bare cells, forced to miss school and other activities.” Clinical Practice in 
Correctional Medicine, Michael Puisis, ed. Mosby: Philadelphia, 2006, p. 139). 
 

 14.  Younger juveniles are at even higher risk of harm from isolation. Youth 14 and younger 
require more individual attention to tolerate institutional life. They do not have the emotional capacity or maturity to 
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be alone for long periods of time without asked for, and if necessary, acting out to get attention for their needs.  
 
 15. The Juvenile Detention Alternatives Initiative of the Annie E. Casey Foundation has 
established the most current standards for isolation. “Room confinement” and “isolation are distinguished. 
Room confinement is a disciplinary procedure for a serious rule violation, usually limited to 4 hours and not 
routinely used for 24 hours; the facility director must authorize use of room confinement for longer than 24 
hours and the youth must be seen by a mental health professional.  Isolation is defined as placing a youth in a 
room if the youth’s behavior threatens imminent harm to self or others or serious destruction of property, 
limited to four hours; prior to using isolation staff utilize less restrictive techniques to de-escalate the youth 
and a mental health professional provides crisis intervention while the youth is in isolation. Recommending 
that juvenile facilities should have a “firm upper time limit on isolation,” two mental health professionals 
who have provided clinical consultation in such institutions concluded that “a 24-hour upper limit is more 
than sufficient.” Mitchell, J. & Varley, C. (1990), Isolation and Restraint in Juvenile Correctional Facilities. 
Journal of the American Academy of Child and Adolescent Psychiatry, 29, 2:251-55. These authors cited 
Costello in concluding that “judges who enjoin facilities from overusing isolation tend to impose limits n the 
range of 2 to 5 days.” Costello, J.C. & Jameson, E.J. (1987), Legal and ethical duties of health care 
professionals to incarcerated children. J. Legal Med., 8:191-263. The American Correctional Association 
(ACA), which establishes professional standards for adult correctional and juvenile justice facilities, limits 
isolation of juveniles to a maximum of five days (American Correctional Association, Standards for Juvenile 
Detention Facilities, 3d ed. (Latham, Maryland: ACA, 1991, p. 67.)  By stating a maximum of five days, the 
ACA was suggesting that most youth who were isolated would be secluded for a shorter period. The harms of 
isolation and the loss of time in education are severe for youth who are isolated for aa few days. The ACA is 
the national association regulating practices in juvenile facilities, and public and private juvenile detention 
and commitment facilities should not be out of compliance with ACA standards. 

 
 16.  “Programs relying on excessive isolation experience high rates of aversive behaviors 
among residents.” While as many as 65%-75% of youthful offenders have one or more diagnosable 
psychiatric disorders (Teplin et al., 2002; Wasserman et al., 2003), most juvenile detention facilities do not 
have the capacity to serve them. This situation is aggravated by multiple problems, including overcrowding, 
dilapidated institutions, inadequate funding for services and programs, and inadequately trained custodial and 
mental health staff. These factors are associated with an increased risk of suicide, physical assaults, and 
accidental injuries (National Juvenile Detention Association, 2000). Isolation is “a reaction to day-to-day 
crises and evolve[s] into an institutional practice with its foundation never being questioned.” Mitchell, J. & 
Varley, C. (1990), Isolation and Restraint in Juvenile Correctional Facilities. Journal of the American 
Academy of Child and Adolescent Psychiatry, 29, 2:251-55.The authors describe their work with a juvenile 
detention center that closed its isolation unit, despite the objections of staff, and instituted a behavior 
modification program. The incidence of behavior problems decreased dramatically. “It is essential for 
juvenile correctional programs to provide their residents with stimulating recreational programs, educational 
programs, well-administered behavior management programs and team-generated, individualized service 
plans…these recommendations…improve behavioral management. Administrators who eliminate abusive 
isolation…practices find that they are in more control of their programs. It is presumed that their residents 
recognize this and behave accordingly.” Mitchell, J. & Varley, C. (1990), Isolation and Restraint in Juvenile 
Correctional Facilities. Journal of the American Academy of Child and Adolescent Psychiatry, 29, 2:251-55. 
 
 17.  Juveniles who get isolated for behavior problems tend to be youth who are triggered by 
harassment and perceived threat because of their past trauma.   Behind challenging youth behavior is a combination 
of immature thinking and identity, learning disabilities, and trauma.  Because they need acceptance, teenagers have 
more difficulty than adults in ignoring what others say.   It is difficult to have high self-esteem or self-confidence 
when others stigmatize them.   When adults do not protect teenagers from being picked on, they are likely to 
become preoccupied with the unfairness of being treated unfairly. Their behavior when teased or when adults do 
not protect them may get them labeled as uncooperative.  “Aggressive youth overreact to perceived threat, typically 
because it is reminiscent of past victimization. These youth do not see these responses as excessive. They may have 
little experience expressing their thoughts and resolving their feelings verbally rather than through aggression. 
These youth may feel helpless about regulating their behavior. Clinical Practice in Correctional Medicine, Michael 
Puisis, ed. Mosby: Philadelphia, 2006, p. 124).  Some teenagers who have been victimized in the past react to limit-
setting as if it is personalized, or a form of harassment of them.   Any “No” from an adult can be seen as 
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victimization. Some of these youth misinterpret and are offended by relatively benign things that others say and do. 
They perceive hostility coming from others, and their reactions make adults view them as difficult and 
oppositional. Reacting to perceived threat is characteristic of traumatized teenagers.  When there is a history of 
repeated physical and sexual abuse, a young person is likely to feel more threatened and be on the alert more than 
other teens.  Afterwards it may appear that a frightened teenager over-reacted, but threat can only be evaluated 
from the perspective of each young person at the time he/she felt in danger (no matter how well-intentioned the 
adult was). It is not unusual for traumatized youth to be surprised by their angry outbursts when memories of their 
victimization are triggered. A traumatized teenager may have no way of responding to harassment, feeling out of 
control and perceived threat other than a primitive, unthinking reflex, but these youth are often punished with 
isolation.  
 
 18.  Use of isolation is the result of punitive programming in juvenile facilities. “Behavior problems 
are typically the focus of institutions rather than residents’ underlying sadness, isolation, and sense of loss. 
Aggressive responses to youth anger and aggression have led to a pathology-oriented, punitive approach in juvenile 
facilities that may be harmful. There must be close supervision to assure safety and consequences for rule 
violations, but these have to be seen by residents as fair or they will be counter-productive. An environment of rigid 
external control produces chronic crises due to behavior management problems and staff who are frustrated that 
youth.   The usual adult reaction to adolescent rule violations or other misbehaviors is anger or punishment, which 
increases the probability that problem behaviors will continue.   Staff can get caught up in residents’ aggression. A 
perceived provocation gets an angry reaction that causes a more aggressive response, and so on, in an escalating 
cycle…often relying on punitive or anger-based methods of control. Avoiding this cycle by preventing 
confrontation, deescalating provocative situations and modeling reduced reactivity to insults and threats leads to an 
environment where staff are not afraid of residents and do not use physical force against them. Clinical Practice in 
Correctional Medicine, Michael Puisis, ed. Mosby: Philadelphia, 2006, p. 1245) 
 
 19.  Juvenile facilities can manage youth more effectively with treatment instead of isolation 
Traumatized youth typically need nurturing as if they were much younger than their chronologic age. 
However, they may be reluctant to accept adult nurturing because their trust has been violated in the past. 
Program interventions should be based on an understanding of the role of unresolved emotional and physical 
trauma in the youth’s behaviors Traumatized youth need to: know they will be protected from harassment or 
touch; learn how to sooth themselves when they get anxious before escalation takes over; have help to 
separate past trauma from present provocations; and to be understood as victimized and not labeled as “bad.” 
Individual trauma treatment, to learn to separate mistreatment and loss in the past from limit-setting and 
teasing in the present and to learn self-soothing are essential so the traumatized teenagers can avoid reacting 
to every provocation out of an unresolved pool of anger and hurt. Aggressive young people who overreact 
need to be taught how to hear and observe others differently and respond without aggression. It takes patient 
teaching to help youth see that they are misinterpreting what others say and do, and that most people are not 
hostile toward them. An important aspect of skill-building is learning to recognize these aggressive reactions 
to perceived threats and to use self-calming techniques instead of lashing out. Avoiding power struggles, de-
escalation before they get out of control, and teaching how not to be so rejection-sensitive and what to do 
with their angry feelings are crucial elements of caring for traumatized teenagers. Adult actions can prevent 
most of their behavior problems. Staff who work with traumatized teenagers require training on how to 
respond  (and not respond) to reactive youth and how to avoid exacerbating their behavior and effectively de-
escalating them. 
 
 20. Parents are not allowed to physically or emotionally abuse or neglect their children. Emotional 
abuse includes restriction of movement, such as closing a child into a closet or room. Excessive punishment 
is prohibited even when parents believe their children must be disciplined. Excessive punishment by parents 
is a known risk factor for depression, suicide, and substance abuse. Prohibited neglect includes keeping 
children out of school and/or separated from social interaction. The child welfare system removes children 
from parents who are abusive or neglectful because the long-lasting harm of abuse and neglect is well-
known. Being placed in isolation by adults in authority whom the young person trusts to care for them could 
have similar harms. 
 
 21.  Isolation does not have the purported benefits of safety, punishment or deterrence in juvenile 
facilities. “The use of extended isolation as a method of behavior control is an import from the adult system that 
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has proven both harmful and counterproductive when applied to juveniles.  It too often leads to increased incidents 
of depression and self-mutilation among isolated juveniles, while also exacerbating their behavior problems.  We 
know that the use of prolonged isolation leads to increased, not decreased, acting out, particularly among juveniles 
with mental illness.” (Steven H. Rosenbaum, Civil Rights Division, U.S. Department of Justice, National Juvenile 
Corrections and Detention Forum, May 16, 1999, http://www.usdoj.gov/crt/split /documents/juvspeech.htm).  
Psychiatric facilities for youth, have also used isolation for youth who present a danger to themselves or others, but 
“the research has found seclusion to be harmful to patients and not related to positive patient outcomes…There is 
no theoretical foundation for the use of seclusion with children.  Evidence has been building for more than 30 years 
that the practice of seclusion does not add to therapeutic goals.”(Finke, Linda M., RN, PhD, “Use of Seclusion is 
not Evidence-Based Practice,” Journal of Child and Adolescent Psychiatric Nursing, Oct.-Dec. 2001, 
http://www.findarticles.com/p/articles/mi_qa3892 /is_200110/ai_n8993463/print).   
 

 22.      British prisons “resorted to a harshly punitive approach to control, including, in the mid-
seventies, extensive use of solitary confinement. But the violence in prisons remained unchanged, the costs 
were phenomenal (in the United States, they reach more than fifty thousand dollars a year per inmate), and the 
public outcry became intolerable. British authorities therefore looked for another approach. Beginning in the 
nineteen-eighties, they gradually adopted a strategy that focused on preventing prison violence rather than on 
delivering an ever more brutal series of punishments for it. The approach starts with the simple observation 
that prisoners who are unmanageable in one setting often behave perfectly reasonably in another. This 
suggested that violence might, to a critical extent, be a function of the conditions of incarceration. The British 
noticed that problem prisoners were usually people for whom avoiding humiliation and saving face were 
fundamental. When conditions maximized humiliation and confrontation, every interaction escalated into a 
trial of strength. Violence became a predictable consequence. So the British reduced isolation and offered 
them opportunities for work, education, and special programming to increase social ties and skills. The results 
have been impressive. The use of long-term isolation in England is now negligible. In all of England, there are 
now fewer prisoners in “extreme custody” than there are in the state of Maine. And the other countries of 
Europe have, with a similar focus on small units and violence prevention, achieved a similar outcome. In this 
country, in June of 2006, a bipartisan national task force, the Commission on Safety and Abuse in America’s 
Prisons, called for ending long-term isolation of prisoners. Beyond about ten days, the report noted, practically 
no benefits can be found and the harm is clear—not just for inmates but for the public as well. Instead, the 
report said, we should follow the preventive approaches used in European countries.” Gawande, Atul.  
Hellhole: The United States holds tens of thousands of inmates in long-term solitary confinement. Is this 
torture? The New Yorker, March 30, 2009. 
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