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DESCRIPTION
There have been numerous attempts to treat and rehabilitate 
juvenile offenders throughout the contemporary history of 
juvenile justice. By the 1980s, therapeutic nihilism had set in 
due to the significant failure of the majority of these endeavours 
[1]. However, in recent years, there has been a resurgence of 
hope in the effectiveness of young offenders' rehabilitation and 
therapy. Numerous thorough meta-analyses of studies have 
looked at the efficiency of various treatment modalities in 
lowering teenagers' propensity for violence in the future. Write 
that there is conflicting data on the superiority of Multisystemic 
Therapy (MST) over other interventions after reading the 
randomised controlled studies of MST. However, according to 
some studies, there is a tonne of proof that MST and other 
treatments are successful in greatly lowering the likelihood of 
future violence. Revealed that among male and female juveniles 
aged 12 to 17, MST significantly reduces violent offending. They 
found that there was a statistically significant overall treatment 
effect in their thorough meta-analysis of 200 therapy studies, 
with some techniques offering tremendous promise. The best 
treatment outcomes in the meta-analysis had a first-year 
recidivism rate of 30% as opposed to control groups' 50% rate. 
The most successful treatment plans for community groups 
included various services, individual counseling, cognitive 
behavioral therapy, and interpersonal skills training [2]. 
Although a moderate treatment effect could be proven, the 
authors came to the conclusion that even 200 studies would not 
be enough to draw any definite conclusions given the variety of 
treatment programme combinations.

The history of violence prevention and treatment programmes 
with no shown efficacy was addressed in the Surgeon General's 
report on teenage violence. After reviewing successful 
programmes, they chose Level 1 programmes that showed a 
decrease in major delinquent or violent behaviour and Level 2 
programmes that showed a decrease in known risk factors for 
violent behaviour. Replication of data at multisite or clinical 
trials, evidence of considerable deterrent effects, and strict 
experimental designs served as the foundation for the

conclusions [3]. There were three categories of preventative
programmes: basic, secondary, and tertiary. Teenagers who were
already engaging in violent or seriously delinquent behaviour
were the target audience for tertiary preventive programmers.
The analysis came to two key results. First, treatment could
prevent a sizable fraction of aggressive youth from engaging in
violent behaviour in the future. Second, there was a clear
disparity between the efficacies of various programme types.

The Surgeon General Report described "model programmes"
that used a strict experimental methodology and produced
violent deterrent effects that could be repeated. "Multisystemic
therapy," "functional family therapy," and multidimensional
foster care were among the tertiary preventive model
programmes geared for young people who were already engaging
in antisocial or violent behaviour. "Promising programmes" used
a rigorous experimental approach that showed deterrent effects
that could be duplicated for every risk factor for violent
behaviour. Tertiary programmes that were ineffective were also
noted. These included residential programmes, social casework,
and "boot camps." Waiving adolescents to adult court has been
demonstrated to increase recidivism among those juveniles who
had been waived, contrary to the stated goals of reducing crime,
and to expose them to higher rates of physical harm from other
adult jail inmates. When compared to adult defendants,
adolescents who had their charges waived had considerably
greater rates of attempted and successful suicide while in
detention [4-6].

Even though empirical studies to date have shown only a modest
improvement in treatment outcomes for violent adolescents,
advances in pediatrics psychopharmacology are likely to boost
these results by focusing on particular risk factors, such as
impulsivity, attention deficits, and underlying psychiatric
conditions linked to violence. The pharmaceutical methods for
treating teenage violence are summarized by Connor. Both the
use of neuroleptics for conduct disorder and attention-deficit
hyperactivity disorder as well as the use of stimulants for
psychotic illnesses and disruptive behaviour disorders has
substantial scientific evidence. Mood stabilizers have also shown
promising outcomes. There is reason to expect that combining
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psychosocial treatments with specific pharmacological
interventions will improve compliance and ultimately increase
efficacy, even though it would be reductionist to think that
pharmacological treatments by themselves would have a
significant impact on individual aggression.
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