Juvenile Justice Evaluation Center GuidebooR Series

Evaluation Issues in

Mental Health Programming

in the Juvenile Justice System

OfDP

Juvenile Justice Evaluation Center Office of Juvenile Justice and

. . . Delinquency Prevention
Justice Research and Statistics quency

Association






Evaluation Issues in Mental Health Programming
in the Juvenile Justice System

Ron Prinz, Ph.D.
Mary E. Poulin, M.A.

Juvenile Justice Evaluation Center GuidebooR Series

August 2003

Juvenile Justice Evaluation Center
Justice Research and Statistics Association
777 North Capitol Street, N.E.
Suite 801
Washington, DC 20002
WWWw.jrsa.org



Mental Health Guidebook

JJEC GuidebooR Series

Evaluation Issues in Mental Health Programming in the
Juvenile Justice System is the first in the Guidebook
Series produced by the Juvenile Justice Evaluation
Center (JJEC). JJEC, a project of the Justice Research
and Statistics Association funded by the Office of
Juvenile Justice and Delinquency Prevention, pro-
vides evaluation information, training, and technical
assistance to enhance juvenile justice evaluation in
the states. For more information about JJEC, visit the

Web site at www.jrsa.org/jjec or email jjec@jrsa.org.

The intent of the Guidebook Series is twofold: 1) to
provide those who work with juvenile justice pro-
grams information on topics of special concern, and
2) to report on evaluation issues particular to those
topics. The focus of this guidebook is on mental
health programming within the juvenile justice sys-
tem and the particular issues raised when evaluating

such programming.
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Introduction

Youth involved with the juvenile justice system
have higher rates of mental health problems
and psychological disorders than youth in the
general population.! Some of the same factors that
place children and adolescents at risk for delin-
quency also contribute to the emergence of men-
tal health problems such as depression, posttrau-
matic stress disorder, and attention deficit hyper-
activity disorder. Furthermore, mental health
problems have been shown to be a risk factor for
delinquency.? Delinquent youth who have serious
mental health problems present major challenges
to juvenile justice systems and their community
and institutional programs. Mental health prob-
lems and treatment are serious and pressing con-
cerns for the American juvenile justice system.?
Being educated about these issues will help juve-
nile justice systems better deal with juveniles with
mental health problems. Furthermore, evaluating
interventions for this population will help us bet-
ter understand the circumstances under which a
particular approach is effective.

This publication is intended for juvenile jus-
tice program administrators or state-level juvenile
justice personnel with an interest in the evaluation
of mental health programs that serve a juvenile

justice population or juvenile justice programs

with mental health components. It is not geared
toward experts in the mental health or evaluation
fields. In light of this target audience, discussions
with regard to mental health and evaluation are
not exhaustive. Their purpose is to give the reader
an overview of mental health issues facing a juve-
nile justice population, with an emphasis on evalu-
ation issues of particular concern for juvenile pro-
grams delivering mental health services.

This guidebook provides fundamental infor-
mation about the following topics: 1) using infor-
mation about mental health problems in the devel-
opment of programs for youths in the juvenile
justice system and building evaluation into the
program design; 2) designing evaluations of men-
tal health interventions or mental health elements
in other juvenile justice interventions; 3) special
considerations of confidentiality and protection of
human subjects; 4) ethical considerations in con-
ducting evaluations of mental health programming
in juvenile justice; 5) systemic issues (sustain-
ability, funding sources, schools, employability);
6) delinquency risk and protective factors ; 7) imple-
mentation issues (data collection, fidelity to the

model, etc.); and 8) utilization of evaluation results.
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Throughout this publication, reference will be
made to a seven-step evaluation process developed

by the Juvenile Justice Evaluation Center (JJEC).

The steps are:
(1) Define the problem.

(2) Implement evidence-based programming.
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Collect and analyze data.

Report findings.
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Reassess program logic.
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This document will discuss evaluation of mental
health programming in the juvenile justice system
within the context of the steps in this process. We
will provide information on how and why to de-
fine a problem for a program to address. We will
focus on the importance of gathering information
about a problem in order to select an appropriate
program, and discuss how selecting evidence-
based programming helps increase the likelihood

that a program will work. Having a well-defined

problem and information on what works will help
with the next evaluation steps—Iaying out a logi-
cal program design and determining how to mea-
sure whether the program achieved the desired
results. Once data about program performance are
collected, they must be analyzed and reported in a
meaningful manner to help determine whether the
program was successful. This information can be
used in the final step of the process—considering
whether the logic of the program should be re-
vised based on the evaluation results. Additional
information on this evaluation process can be
found in the JJEC publication, Juvenile Justice Pro-

gram Evaluation: An Overview, 2nd Ed .*



Mental Health Problems Among Juveniles

I n order to successfully complete the first step in
the evaluation of a juvenile justice program,
"define the problem,” it is important to understand
the mental health problems and disorders likely to
affect juveniles in the justice system, as well as
those factors that can precipitate the occurrence
of mental health problems or disorders. Adoles-
cents, and particularly youth who are involved in
the juvenile justice system, may be at risk of a
broad array of mental health problems.

Broadly defined, mental health problems are
those conditions of a psychological, emotional,
and behavioral nature that interfere with an
individual's ability to function or to cope with the
demands of everyday living.> All of the mental
health problems considered in this guidebook
correspond to recognized psychological problems
in the taxonomy system used by mental health
practitioners, the Diagnostic and Statistical Manual of
Mental Disorders, currently in its fourth edition and
commonly known as DSM-IV-TR.® This guide-
book focuses on frequently occurring mental
health problems in a juvenile offender population.

They include attention deficit and disruptive

behavior disorders (e.g., conduct disorder and
attention deficit byperactivity disorder [ADHD]), mood
disorders (including depressive disorders and bipolar
disorder), posttraumatic stress disorder (PTSD) and
other anxiety disorders (e.g., phobias, obsessive-
compulsive disorder, and acute stress disorder), and
psychotic disorders (e.g., schizophrenia).

Although substance abuse is also a type of men-
tal health disorder, it is not discussed in this guide-
book because substance abuse issues and treatment
require extensive coverage in their own right. Simi-
larly, sexual offending, which is often accompanied
by mental health problems, is a special topic beyond
the scope of this guidebook. The reader is referred
elsewhere for a discussion of juvenile sexual offend-

ing and appropriate treatment considerations.”

ADHD
A child is considered to bave ADHD when be or

she displays certain characteristic behaviors, such

as inattention, hyperactivity, and impulsivity

over a period of time.

Bipolar disorder
A neurobiological brain disorder involving
extremes in moods (e.g., depressed

mood and manic mood).
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opulation of Interest

The population of relevance to this guidebook
includes two groups. The first consists of youthful
offenders, both male and female, who have been
adjudicated by the juvenile justice system and may
be on probation, in community treatment, in resi-
dential placement, or incarcerated. The second
group includes children and adolescents who are at
elevated risk to commit delinquent acts. Intervention

for these youths is typically referred to as prevention.

ental Health Treatment

The term mental health treatment has a specific
meaning in the context of this guidebook, namely,
interventions for mental health (psychological or
psychiatric) disorders and for identified mental
health problems (e.g., suicidal behavior) that
may not have resulted in a confirmed diagnosis
of disorder. For disorders that youth are most
likely to experience, there are known and recom-
mended treatment regimens. These can include
specific psychosocial interventions (including in-
dividual, group, family, and community strategies
and formats), as well as psychopharmacological

therapies (medication).

revention

In contrast to treatment, which takes place after a
disorder or problem has emerged, prevention is an
intervention prior to the appearance of a particular
disorder or adverse outcome. For example, inter-
ventions aimed at delinquency prevention focus on
youth who have not yet committed delinquent
acts or on younger children who might be on a
developmental trajectory toward delinquency but
whose behavior has not yet become a concern or
come to the attention of law enforcement. Preven-
tive interventions ideally would prevent the ad-
verse outcomes from occurring, but a more reason-
able goal is risk reduction.

Preventive measures are generally targeted at
specific audiences. There are three classes of pre-
ventive measures distinguished by their audience:
universal, selected, and indicated interventions. Universal
intervention refers to prevention strategies that are
delivered to an entire population of individuals
regardless of risk status. Media messages about
the warning signs of depression in young people
are an example of this type of intervention. Selected
intervention refers to prevention strategies delivered
to a subset of the population that shares one or
more risk factors. An example of this type of inter-
vention is programming for children whose parent
has a particular problem (e.g., substance abuse,
serious psychological disorder, criminal record).
Indicated intervention refers to prevention strategies
aimed at individuals who are already showing
early signs of a disorder or adverse outcome. Pro-
grams for parents of first-grade children who are
showing elevated rates of aggressive behavior are

indicated interventions.
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‘ >< J hen planning new mental health programs
or initiatives, or when designing an evalu-
ation for existing initiatives, it is important to con-
sider how mental health problems/disorders are
defined and identified in the justice system. This
section reviews a number of issues related to the
development of mental health problems/disorders
and involvement in delinquency and the juvenile

justice system and considers how to identify men-

tal health problems/disorders.

ental Health Problems/Disorders and
the Juvenile Justice System

The distinction between a mental health disorder
and a mental health problem is sometimes blurred,
but it is important when characterizing prevalence
rates and estimating treatment needs. For a disor-
der, formal diagnostic requirements need to be
met. Mental health problems, on the other hand,
include symptom patterns that may or may not
rise to the level of a formally diagnosed disorder
of the DSM-IV-TR. Two common problems, de-
pression and antisocial personality disorder, can be
used to illustrate the complexities of this issue

with respect to juvenile offenders.

Incarcerated youth, not surprisingly, often ex-
perience symptoms of depression. Removed from
friends and family, youth commonly feel isolated,
sad, cut off from previous sources of reinforce-
ment, and helpless to alter their situation. These
feelings are exacerbated in some instances by fear
of other incarcerated youth and institutional staff,
and by lack of interest or contact from family
members. Incarceration taxes the coping skills of
all but the most resilient and stable individuals,
and for many youth the incarceration experience
is the primary cause of depressive symptoms. Most
of these youth, however, do not meet the criteria
for a formal diagnosis of major depressive disor-
der, although the stress of incarceration could pre-
cipitate a full-blown episode of major depression
in some youth, particularly ones who were already
predisposed to such a problem. For treatment
planning and implementation, it is useful to distin-
guish between the commonly experienced symp-
toms associated with incarceration and the rarer
diagnosis of major depression. The former might
be addressed by short-term therapeutic and insti-
tutional strategies administered at a broad level,
while the latter would require extensive treatment

and follow-up.
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Antisocial personality disorder (APD) is an-
other common, yet typically undiagnosed, prob-
lem found among incarcerated youth. APD is actu-
ally a disorder of adulthood that has antecedent
features, such as conduct disorder, in adolescence.
Many of the youth who commit antisocial acts in
adolescence show some early signs of APD, such
as frequent lying, a con artist approach to interper-
sonal relations, and lack of conscience. However,
these characteristics in adolescence, though prob-
lematic, are not sufficient to confirm a diagnosis
of APD. Like all of the personality disorders,

APD is considered a chronic disorder that persists
throughout much of adulthood, although early
signs in adolescence may desist in adulthood for
some individuals. Except in extreme cases, it is
difficult to diagnose APD until the chronic fea-
tures are observed in adulthood. Consequently,
while many youth in the juvenile justice system
exhibit some of the characteristics associated
with APD, most cannot be diagnosed with this
personality disorder.

It is important, then, when identifying the
scope of mental health issues that are problematic
in a juvenile justice system, to consider the range
of severity and occurrence for mental health prob-
lems versus disorders. Relying solely on diagnosed
disorders may underrepresent the extent of mental
health concerns in the system. Focusing on mental
health problems but ignoring whether actual disor-
der is confirmed may overrepresent needs in the
system and perhaps cause more intensive forms of

treatment to be misapplied.

revalence of Mental Health
Problems/Disorders

Estimates of the prevalence of mental health prob-
lems/disorders in the juvenile justice system vary
widely depending on factors such as the types of
problems considered, the criteria for confirmation,
the setting, and gender.® If the full range of men-
tal health problems and disorders is considered,
then almost all youth who commit delinquent acts
and are involved in the juvenile justice system
qualify for the diagnosis of at least one mental
health disorder. That is, within the disruptive be-
havior disorders category of the DSM-IV-TR is a
set of disorders called conduct disorders.” The vast
majority of youthful offenders meet or have met
the requirements for diagnosis of a conduct disor-
der during adolescence or even in late childhood.
For nondelinquent youth who are diagnosed with
a conduct disorder, mental health treatment is
commonly considered. Once a youth diagnosed
with a conduct disorder commits an illegal act, the
conduct disorder becomes a legal problem. Never-
theless, mental health treatment is an appropriate
intervention for these justice system youth as well.
Although delinquency and conduct disorders are

serious problems that require comprehensive

Conduct disorders

Children and adolescents with conduct disorders bave a
repetitive and persistent pattern of bebavior in which
they violate the rights of others, or violate norms or
rules that are appropriate to their age. Their conduct is
more serious than the ordinary mischief and pranks of

children and adolescents. Examples include setting fires,

stealing, truancy, and using weapons.
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treatment and rehabilitation, some of the youth in
the juvenile justice system have other mental health
problems that are potentially more disruptive.

In an extensive review, Wierson et al.'® found
that attention deficit hyperactivity disorder
(ADHD), personality disorders, and affective dis-
orders (depressive and bipolar disorders) are the
most common mental health problems associated
with adolescent offenders. A review by Otto and
colleagues'' found that youth with a history of
delinquency were twice as likely to have mental
health problems than adolescents in the general
population. Youth who enter the juvenile justice
system often bring with them a history of mental
health problems. For example, an epidemiological
study of the Ohio juvenile justice system found
that 18.3% of the committed youth had previ-
ously received inpatient mental health services,
27% had previously received outpatient mental
health services, and many youth had a history of
suicidal threats (21.3%) or actual suicide attempts
(13.5%)."? Overall, the problem of mental illness
appears to be even greater for girls than boys. For
example, studies have reported that depression '3
and PTSD' are far more common in girls than

boys in the juvenile justice system.

Oppositional-aggressive bebavior
A pattern ofnegativistic, hostile, and defiant
bebavior. Examples include loss of temper and

spitefulness or vindictiveness.

ental Health Risk and Protective
Factors Related to Delinquency

Risk factors are those characteristics that put one
at an elevated likelihood of a negative occurrence
or outcome. Protective factors are characteristics
that decrease the likelihood of a negative occur-
rence or outcome. The negative occurrences/out-
comes considered here are mental health problems,
mental health disorders, and delinquency. A more in-
depth discussion of risk and protective factors can be
found in Hawkins and Catalano (1992) and in the
Serious, Violent and Chronic Juvenile Offenders: A Compre-
hensive Strategy published by the Office of Juvenile
Justice and Delinquency Prevention (OJJDP)
(1993). They identify the following risk factor
domains: school, individual/peer, community, and
family. Though the labels used to describe risk and
protective factors differ somewhat in this guide-
book, they are similar to those used by Hawkins
and Catalano and OJJDP. The discussion of risk
and protective factors in this guidebook is organized
into the following areas: parenting/family manage-
ment, temperament/social skills, educational, peer,

negative life events, and biological factors.

@reschool and Early Elementary School Years

There is overwhelming evidence that parenting
difficulties are a significant risk factor for opposi-
tional-aggressive behavior' and later conduct prob-

lems in children's preschool years.'® These
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difficulties most commonly include poor disci-
pline, child noncompliance with discipline, and
insufficient positive teaching.””  Children with early
temperamental problems may be particularly prone
to the adverse effects of parenting difficulties, with
the two factors operating together to escalate op-
positional behavior with parents and siblings, and
aggravate attention problems.®

A second set of family-related risk factors cen-
ters on family adversity, and includes parental iso-
lation and social disadvantage, parental alcohol and
illicit drug abuse, parental criminality and psychopa-
thology, and marital discord.!” Over time, interac-
tions between child temperament and parenting
difficulties, especially in the presence of family adver-
sity, are likely to undermine effective parenting fur-
ther and escalate child conduct problems, setting the
stage for a difficult transition to school. Social sup-
port for the family, on the other hand, may offer a
protective influence, allowing children to derive a
critical amount of support from caring relatives, and
enabling parents to be more effective when they

receive adequate social support themselves 2

Insufficient positive teaching
Underutilization of encouragement, positive

reinforcement, positively framed instruction,

and positive modeling.

years, but by the end of first grade (and beyond),
troubled relations with peers, negative classroom
experiences, school climate, low reading perfor-
mance, and poor coping skills at school likely play a
greater role. First graders who are aggressive in many
situations are at heightened risk for learning difficul-
ties, conduct disorder, delinquency, and adolescent
substance abuse.?' Children who enter first grade
already exhibiting high rates of aggressive and oppo-
sitional behavior, as well as poor self-control of emo-
tions, are at risk for classroom behavior problems,
such as ignoring teacher instructions, hitting class-
mates, disrupting class, and destroying property.??
In addition to difficulties carried over from the
preschool period, children with early conduct prob-
lems are affected by two new risk factors: negative
classroom experiences and troubled relations with
peers. Children already showing disruptive and inat-
tentive behaviors in class tend to develop learning
difficulties, particularly in reading and language-
related skills, that frustrate them and make class-
room experiences more hostile. Furthermore, ag-
gressive and disruptive behaviors in the classroom
tend to provoke aversive responses from teachers,
which in turn strain parent-school relations and
further tax parents who are struggling with other
sources of family adversity.?* Finally, child aggres-
sive-disruptive behavior, associated with underdevel-

oped social skills, often leads to peer rejection and
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social isolation around second grade or even earlier.*
In short, children who have difficulty dealing with
social situations experience the punishing conse-
quences of peer rejection, which further restricts
the development of social competency.

In the early elementary school years, coping
skills related to self-control and interpersonal deal-
ings continue to be important in terms of antiso-
cial behavior, but school-related coping skills take
on increased significance by the middle of elemen-

25

tary school.?> Reading mastery, often a difficulty
for children with conduct problems, is critical to
school adjustment and often acts as a protective
factor against general school failure and drift to-

wards substance abuse.?

te Childhood and Early Adolescence

Social interactions that occur in late childhood
and early adolescence further affect the develop-
ment of conduct disorder and negative outcomes.
Negative experiences in the classroom coupled
with disturbed peer relations, including peer rejec-
tion, contribute to an escalating spiral of aggres-
sive and negative interactions with teachers, peers,
and family.?” This pattern can easily continue
through elementary school and into adolescence
if family, peer, and school-related risk factors pre-
dominate. The impact of troubled relations with
peers and peer rejection, in particular, is magnified
around fourth or fifth grade.?® In late childhood
and early adolescence, the most important features
of the parental-difficulties risk factor are insuffi-
cient parental monitoring and supervision, as well

as parental inconsistency and marked family con-

flict. In school, a history of learning difficulties,
classroom misconduct, and rejection by teachers
and classmates leads to poor “bonding” to the
school context, which is a prelude for future

school failure and dropout or expulsion.?

Although less well understood, protective fac-
tors increase the likelihood that some children
break the negative cycle associated with the risk
factors. One protective factor, which may offset
the impact of risk factors discussed above, is fam-
ily social support. Even when parents are ineffec-
tive at discipline and other parenting skills, chil-
dren may still derive a critical amount of social

support from other family relationships.?!

onnection Between Delinquency and

Mental Health Problems in Childhood

and Adolescence
Delinquent behavior and mental illness often co-
exist in youths in the juvenile justice system.
Many of the risk factors for delinquency contrib-
ute to the development of mental health problems
during childhood and adolescence, and mental
health problems increase the risk of delinquency.
However, some youths with delinquency risk fac-
tors may develop mental health problems, but not
get in trouble in the community. Family-related
delinquency risk factors, such as problematic
parenting, family conflict, child abuse, and expo-
sure to domestic violence, also produce chronic
stress and contribute to the development of mental
problems such as anxiety disorders (e.g. PTSD),
depression, and, of course, conduct disorders. At-
tention difficulties in early childhood, which in-

crease risk for delinquent outcomes, can also lead
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to pronounced mental health problems in adoles-
cence (e.g., ADHD * bipolar disorder,** and per-
sonality disorders).

As discussed earlier, factors such as gender,
race, and age can affect the likelihood of youths in
the juvenile justice system having mental health
problems or disorders. For girls, physical or sexual
abuse is a key pathway to mental health problems/
disorders and subsequent delinquency.?* Physical
or sexual abuse may lead to suicidal ideation, de-
pression, or PTSD that may subsequently result in
antisocial behavior.*> Boys with ADHD may be at
higher risk for delinquency than boys without
ADHD ¢ With regard to age, according to one
study of detained youths, youths ages 13 years and
younger are among those least likely to have men-
tal health disorders.’” The same study indicates
that white youths are the most likely to have diag-

nosed mental health disorders.

10

dentifying Mental Health Problems
and Disorders

Given the high incidence rates of mental health
problems and disorders among youth in the juve-
nile justice system, effective screening methods
are needed to identify mental health problems of
youths early on in their involvement with the jus-
tice system. Screening serves as an initial look at
a youth's mental health needs, while a diagnostic
assessment provides more comprehensive infor-
mation on which long-term treatment goals are
based. All youth in the juvenile justice system
should be screened for mental health problems,
whereas only a subset of that population requires
full diagnostic assessment for psychological and
psychiatric disorders. Screening helps identify
immediate needs when youth first enter the sys-
tem, and provides the basis for deciding whether
to pursue more in-depth assessment. The screen-
ing instruments discussed here can help save re-
sources because they are relatively inexpensive
and do not have to be conducted by a mental
health professional.
Screening can occur in at least four settings:
(a) intake within probation departments;
(b) when a youth enters an emergency or
pretrial juvenile detention center;
(c) upon entry to an assessment/evaluation and
reception center;
(d) at the beginning of placement in a commu-
nity program or in a juvenile justice residen-

tial or secure facility.
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The second version of the Massachusetts
Youth Screening Instrument (MAYSI-2), devel-
oped by Grisso and Barnum,* and the Child Be-
havior Checklist-Youth Self Report (CBCL-YSR) %
are two well-validated screening instruments. The
MAYSI-2, a 52-item youth self-report instrument,
is written at a fifth-grade reading level and takes
about 15 minutes to complete. The instrument
covers a broad range of mental health-related
problems including alcohol and drug use, problems
associated with anger and irritability, depressed
and anxious symptoms, somatic complaints (physi-
cal distress possibly associated with stress reac-
tions), suicidal thoughts and intentions, thought
disturbance (unusual beliefs and perceptions; pos-
sible risk for serious thought disorder), and trau-
matic experiences. It was designed primarily for
12- to 17-year olds in the juvenile justice system, is
easy to administer, and does not require a mental
health professional for scoring and interpretation.

The CBCL-YSR is an adolescent self-report
instrument with 129 items assessing a wide range
of problem areas. The instrument has correspond-
ing parent/caregiver and teacher report forms,
which can be useful in some systems in which cor-
roboration across informants (providers of infor-
mation) is desired. The CBCL-YSR was not de-
signed specifically for juvenile justice populations,
but is intended for use with any adolescent who

might be experiencing a mental health problem.

Compared with the MAYSI-2, the CBCL-YSR

11

takes longer to administer (30 to 40 minutes)
and does not cover traumatic experiences (see
resource page for information on obtaining
these instruments).

[t is preferable for the screening process to
overidentify rather than underidentify problem
areas because there could be serious and imminent
consequences for missing a real problem. Those
youths for whom problems are identified in
screening should then be subject to a mental
health assessment by a professional in order to
confirm a problem or diagnosis. Some youth
will deny symptoms or adverse experiences even
when they are truly having problems. Conse-
quently, screening based on youth self-report
should be supplemented by information based
on other relevant sources, such as staff observa-
tions, police reports, and concerns expressed by

family members.
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rogram Evaluation Step 1: Defining
Mental Health Problems/Disorders

Before conducting an evaluation of a program for
juveniles, or before implementing a new mental
health component within an existing program, it is
essential that the problem the program is designed
to address is clearly identified and defined. It is
important for an evaluator to understand why an
intervention was selected. This step, defining the
problem, is the first in the seven-step program
evaluation process discussed earlier. It will help
ensure the selection of appropriate programming
as well as establish how the problems faced by

the program compare with those of other pro-
grams, communities, or juvenile justice systems.
Information from the previous discussion on the
nexus between mental health problems and delin-
quency can be used to help identify the problem
in a specific jurisdiction or program. Trying to
answer the following questions when identifying
and defining mental health problems/disorders

may also be helpful:

= What are the mental health problems of the
youths in your program/those of the youths that
you plan to serve? Do they differ from those of
youths in other programs> How?

= Does the existence of problems differ for par-
ticular subpopulations of youth?

=« How extensive is the problem?

= What capacity exists for collecting baseline data
on the mental health problems of youth to un-
derstand whether a change(s) occurred after pro-
gram implementation?

= If you focus on the entire juvenile justice system
or a particular locality, are there some stages in
the system where mental health problems/disor-
ders are more or less of a problem?

= When is an appropriate time to assess and/or
diagnose problems?

= What are the implications of this evaluation for
decision- or policymaking?

= What factors are putting youths at risk for
mental health problems? What factors are
protecting them?

Zj Defining the Problem: An Example

A program administrator hears an increas-
ing number of complaints about the youths
at his residential program for weapon offend-
ers: they are becoming harder to deal with,
they are taking more staff time, they seem
to be more depressed and be talking about
suicide, and some of them do not seem to
be adapting well to the program. The ad-
ministrator thinks that these reports may sig-
nify an increase in mental health problems
among youths in the program. Currently the
program offers mental health services only
to youths identified by the court as having a
mental health disorder. These youths receive
counseling from an off-site psychologist.
The program administrator wants to change
the mental health services offered by the
program, but is not sure what the problems
really are, how to provide the proper ser-
vices, or how to determine whether the ser-
vices provided are effective.

Although the program administrator has
some information about the problem from
his staff, it is not systematic. He is not sure
whether the change in behavior represents

simply one or two isolated incidents that will




Mental Health Problems and Delinquency

not require a change to the program or
whether the change is symptomatic of a
more serious increase in mental health prob-
lems. To get a handle on the problem, he
decides to take the following steps: 1) ad-
minister the MAYSI-2 to all youths currently
in the program; 2) ask program staff to iden-
tify youths they think have mental health
problems and state what they think the prob-
lem is; and 3) consult the most recent juve-
nile court trends report. By asking the youths
to take the MAYSI-2, he will be able to iden-
tify the scope of the problem with a well-
validated screening tool. Asking the program
staff to identify youths with mental health
problems will help determine whether the
youths that the staff believe have problems
coincide with those identified as having
problems by the MAYSI-2. The juvenile
court trends report is useful for identifying
whether there is an increase in the number
of juveniles with a history of mental health
problems being processed by the court. This
may explain why staff have only been com-
plaining recently about the youths.

As a result of this process, the adminis-
trator learns the following information about

mental health problems in his program:

= According to the MAYSI-2, 25% of girls
in the program have thought about hurt-
ing themselves (Depressed-Anxious di-
mension). Staff indicated that 15% of girls
in the program seemed depressed. Of the
15% identified by staff, 90% had thought
of hurting themselves.

= The MAYSI-2 identified that 33% of all
youths in the program report feeling frus-
trated and angry with others (Angry-Irritable
dimension). However, staff reported that
45% of youth in the program are hard to
deal with because of anger control problems.

= On the other dimensions of the MAYSI-
2, fewer than 10% of the youths had po-
tential for other mental or behavioral
problems. Staff reported few youths with
other problems.

= In the past 3 years, the number of youths
adjudicated who have a history of docu-
mented mental health problems has risen
by 10%.

Based on these statistics, the program ad-
ministrator made a number of conclusions
about mental health problems of the youths
in the program. Depression and anger ap-
pear to be the most serious problems at the
program and a substantial proportion of
the population likely suffers from these
problems. Though there is a discrepancy in
the numbers between the staff and the
MAYSI-2, the complaints of the staff are
similar to the problems identified by the
MAYSI-2. The recent reports of problems
by staff likely occurred because of the in-
crease in the proportion of adjudicated
youths with mental health problems. The
program administrator decides that he must
adapt the program to address the mental
health problems of youths.

13
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P ositive resolution of mental health problems
among youth usually requires the careful
implementation of some type of well-chosen inter-
vention. Programming that has been demonstrated
by research to work for particular problems or for
particular classes of youths should be considered if
it fits with the problems of youths in the jurisdic-
tion of interest. Furthermore, implementing and
evaluating research-based programming will serve

as another test of program effectiveness.

rogram Evaluation Step 2:
Implement Evidence-Based
Programming

Implementing evidence-based programming is step
two of the program evaluation process. This sec-
tion will describe various evidence-based treat-
ments and will consider how to move from the
problem identification stage to the selection of
research-based programming.

[t is important to keep in mind that the treat-
ment needs of delinquent youth with mental
health problems are quite similar to those of youth

who enter the mental health care system rather
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than the juvenile justice system. For example, de-
pression or PTSD causes distress for all affected
youth regardless of whether they have also com-
mitted delinquent acts.

Two different intervention modalities are con-
sidered here. The first is treatment—that is, inter-
vention after a youth has already developed the
mental health problem or disorder that needs at-
tention. Specific issues arise regarding how to de-
liver good treatment and what kinds of evidence-
based treatments are needed for specific problems
or populations.

The second intervention modality is preven-
tion—that is, stepping in before a child or adoles-
cent has developed the mental health problems
and delinquent conduct that would warrant treat-
ment. While there are some overlapping issues
pertaining to treatment and prevention, for the
most part prevention has its own distinctive fea-

tures and requirements for success.
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be associated with significant impairment of psy-
chological functioning and interpersonal relations.
Depressed youth frequently experience negative
thoughts (e.g., beliefs of worthlessness), disruption
of sleep and appetite, sustained sadness or de-
pressed mood, fearfulness, difficulty concentrating,
aggressive behavior, and possibly thoughts of sui-
cide. Depression often goes untreated in children
and adolescents.* Failure to diagnose the prob-
lem, insufficient insurance or funds to pay for
treatment, and resistance to labeling youths as
mentally ill are common reasons for a lack of treat-
ment for youth in the general population. In the
juvenile justice system, juveniles face these prob-
lems as well as a system that is not equipped to
provide mental health treatment to juveniles or
diagnose juveniles with depression.

A number of treatment strategies can be used
to treat mood disorders in adolescents. Cognitive-
behavioral therapies that focus on thought pro-
cesses and promote self-regulation of mood and
other psychosocial treatments aimed at altering
youth-environment interactions have had some
success.*® Cognitive-behavioral therapies help
individuals learn ways to change the thought pat-
terns that lead to depressed and hopeless feelings
and to cope with difficult circumstances. This type
of therapy is particularly useful with youth whose
depressive symptoms vary over time or whose de-
pression becomes problematic in that it affects
their interactions with others. Other psychosocial
treatments focus on increasing the activity levels

of depressed youth under the assumption that
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depression partly reflects low activity and lack of
positive reinforcement from the environment.*

Medication is often a useful mode of treat-
ment, particularly for major depression and bipolar
disorder.* Antidepressant medications can allevi-
ate some of the physical symptoms of depression,
including lethargy. There are also specific medica-
tions for controlling bipolar disorder (e.g., lithium).
When psychoactive medication is prescribed, two
recommendations are in order. First, the medica-
tion treatment should be professionally supervised
on a regular basis (e.g., weekly) to adjust dosage,
monitor potential side effects, and assess impact.
Second, medication alone is rarely sufficient to
address all of the core and associated mental prob-
lems that a youth is experiencing; consequently,
psychosocial treatment (structured therapy) should
usually be administered as well.

Anxiety Disorders. Posttraumatic stress disor-
der (PTSD) is a serious anxiety disorder that is
associated with exposure to trauma, such as wit-
nessing violence (e.g., domestic violence, a shoot-
ing, rape, or other assault of another person, terrorist
attack), being victimized by violence or other
crime (e.g., child abuse, sexual or physical assault,
kidnapping), experiencing severe threat or destruc-
tion (e.g., war, natural disasters, life-threatening
illness), or living through some other shock-filled
event (e.g., automobile accident, plane crash).

When the trauma (or traumas) is interpersonal in
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Individual-Level Treatment

Problem

Intervention Description

Mood Disorder

Posttraumatic Stress

Disorder (PTSD)

Anxiety Disorder
(other than PTSD)

Psychotic Disorder

Cognitive-behavioral therapy helps individuals learn ways to change thought
patterns that lead to depressed and hopeless feelings, and to cope with difficult
circumstances. Medication is often useful, particularly for major depression and
bipolar disorder.

Treatment for PTSD helps individuals feel less helpless, more in control, and
reduces anxiety related to the trauma. It restores the capacity of the individual
for normal interaction.

Treatment includes systematic desensitization for agoraphobia; flooding and
response prevention for obsessive-compulsive disorder; and contingency man
agement, modeling, and cognitive-behavior procedures to help youth modify the
unhealthy perception of an event. Supplemental medication is sometimes helpful.

Psychosocial and pharmacological treatment conducted in neutral and supportive

environments is the evidence-based treatment for psychotic disorders.

and graduated exposure, flooding and response pre-
vention,* contingency management,”® modeling, cog-

nitive-behavior procedures to help youth modify

Flooding and response prevention

Exposing a person to an anxiety-provoking (but physi-
cally barmless) stimulus in excessive proportions without
giving the person a chance to escape the situation in order
to allow the anxiety to subside by itself. For example, if a
person is anxious in a room where items are not put away
and engages in compulsive bebavior to put everything
away and straighten up in order to lower the anxiety, a
flooding approach would involve baving him or ber sit in
a very messy room and not put anytbing away—over
several minutes until anxiety naturally subsides. Over
time this flooding exposure tends to weaken anxiety,

which in turn lessens the drive for compulsive bebavior.

inappropriate or dangerous thoughts, and family-
based methods, where relevant.’’ In some cases,
psychoactive medication is a useful supplement to
psychosocial treatment.”

Psychotic Disorders. In the general youth
population, schizophrenia occurs in about one out

53 Psychotic disorders

of every 1,000 adolescents.
in their purest forms, such as with schizophrenia,
rarely occur in youth who are involved with the

juvenile justice system. Adolescents who are

Contingency management

Arranging the environment predictably so that specific
desired bebaviors are reinforced, and the absence of
these bebaviors and the occurrence of undesired

bebaviors are not reinforced.
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clearly suffering from a psychotic disorder are usu-
ally funneled into the mental health system. More
than likely, adolescent offenders who show some
psychotic symptoms (such as reports of delusions
or hallucinations, incoherent speech, disrupted
orientation toward time and space) may be show-
ing warning signs of a disorder that might not
emerge for a few years. Alternatively, such youth
could be misdiagnosed and may actually be experi-
encing a different disorder, such as PTSD or a se-
vere substance-abuse reaction. In cases of psy-
chotic symptomatology or disorder, pharmacologi-
cal treatment is often recommended, coupled with
counseling for the youth and his/her family.

Youth who are exhibiting psychotic symptoms
typically do not fare well in interpersonal situa-
tions where there is excessive taunting or other
stressful interactions. Youth with psychotic disor-
ders typically need to be placed in neutral or sup-
portive environments for treatment and stabiliza-
tion. Sound psychosocial treatment, in conjunc-
tion with pharmacological treatment, should focus
on management of disturbing thought processes,
coping with stress, interpersonal skills training,
and family relations. Treatment should include the
family whenever possible to provide additional
support for the youth and to alter any dysfunc-
tional family interaction patterns that may have
developed in reaction to, or as a part of, the psy-

chotic problems.
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@amily Treatment

Family-based treatments are useful strategies for a
broad range of the mental health problems previ-
ously discussed, as well as for conduct disorder,
delinquency, and substance abuse. When family
members are accessible and willing to participate,
family-based treatment is an important part of ef-
fective programming in both institutional and
community settings. Three family approaches that
have shown some success are Functional Family
Therapy, Brief Strategic Family Therapy, and Multi-
dimensional Family Therapy.

Functional Family Therapy (FFT) focuses pri-
marily on understanding how the interrelation-
ships among an adolescent’s family members pro-

4

mote or maintain maladaptive behavior.>* Using a
multisystemic perspective, FFT targets both ado-
lescent and family functioning, with an emphasis
on how various problematic behaviors function
within the family context. FFT moves through
three phases of treatment: (1) engagement and
motivation, (2) behavior change, and (3) generali-
zation. Each phase includes both assessment and
treatment facets. During the engagement and mo-
tivation phase, the goals are to develop an alliance,
reduce negative communication, and enhance en-
gagement and optimism. In the behavior change
phase, the goals are to implement individualized
change plans, alter delinquent behavior, and build
relational skills. The third phase focuses on gener-
alization of changes, relapse prevention, and utiliz-

ing community support. All family members attend
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the sessions together. Treatment is typically com-
pleted in 8 to12 hours, but can extend to 26 to 30
hours for particular cases. FFT can be delivered in
home, clinic, and school settings.

Brief Strategic Family Therapy (BSFT) grew out
of a need for a culturally appropriate and acceptable
treatment for Hispanic youth exhibiting antisocial
behavior problems such as conduct disorder and
substance abuse.”> BSFT draws from the structural
and strategic approaches of traditional family
therapy. The approach assumes that the behaviors of
individual family members affect each other greatly
and that treatments that fail to take the family struc-

ture into account are doomed to limited success.

BSFT therapists are particularly interested in
the repetitive interaction patterns that characterize
the family. A key assumption is that a maladaptive
family structure can help maintain problematic
behaviors. BSFT attempts to change the repetitive
interactions within the family system, and between
the family system and other systems that affect the
youth, particularly interactions that are unsuccess-
ful in achieving the goals of the family or its mem-
bers. BSFT operates by: (1) emphasizing practical-
ity, for example, by focusing on the family's per-
ception of reality by reframing how events are per-
ceived; (2) staying problem-focused, for example,

by targeting family interaction patterns that relate

Family Treatment

Problem

Intervention Description

Youth exhibiting behavior
that places them at risk of
delinquency or youth who
have displayed delinquent,
violent, drug abusing, or
related behaviors

Functional Family Therapy (FFT) focuses on understanding how
interrelations in the adolescent’s family promote maladaptive behavior.
Using a multisystemic perspective, FFT targets both adolescent and
family functioning.

Youth displaying or at risk
for developing behavior
problems, including sub-
stance abuse

Youth with drug and behav-
ior problems, or substance
abuse prevention for early
adolescents

Brief Strategic Family Therapy (BSFT) is a short-term, problem-
oriented intervention that focuses on modifying maladaptive
patterns of interactions.

Multidimensional Family Therapy (MFT) is a multicomponent family

intervention that targets four main areas:

¢ [ntrapersonal and interpersonal functioning of the adolescent

¢ [ntrapersonal and interpersonal functioning of the parent

¢ Parent-adolescent interactions

¢ [nteractions between family members and influences outside the
family system

21
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most directly to the identified problem behaviors;
and, (3) acting in a deliberate manner, for example,
by having the therapist determine which unhealthy
patterns of interaction need to be changed to
achieve healthy behavior. Several variations and
extensions of BSFT exist, such as: Bicultural Effec-
tiveness Training, which addresses stressors related
to acculturation across generations; Strategic
Structural Systems Engagement, which is a set of
procedures developed to better engage adoles-
cents in their family relationships; and Structural
Ecosystems Therapy, which places a major empha-
sis on cultural issues in applying BSFT principles.
Although developed for adolescents, BSFT has
also been conducted with 6- to 11-year-old
youth.’® BSFT typically involves 12 to 24 hours
of therapy during weekly sessions over the course
of a 4- to 6-month period.

Multidimensional Family Therapy (MDFT) is
a multicomponent family intervention designed to
treat or prevent adolescent substance abuse and
problem behaviors.”” MDFT targets four main ar-
eas for intervention: the intrapersonal and inter-
personal functioning of the adolescent; the intra-
personal and interpersonal functioning of the
parent; parent-adolescent interactions; and inter-
actions between family members and influences
outside the family system. Individual symptoms
are addressed in context, and changes in the indi-
vidual, such as decreasing maladaptive behaviors
and increasing prosocial functioning, are assumed
to result from changes in the family system. Treat-

ment tends to last 14 to 16 sessions over 6 months.
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@ther Evidence-Based Treatment

Multisystemic Therapy (MST) is another form

of evidence-based therapy. MST uses a social-
ecological approach to intervention that takes in-
to account the network of interconnected systems
that encompass adolescent, family, and extra-
familial (peer, school, neighborhood) factors.”®
With a focus on parental and youth empowerment,
MST is a highly individualized and comprehensive
treatment that seeks to build upon identified ado-
lescent and family strengths in order to protect
against operating risk factors. The main goals are
to reduce youth delinquent activity, reduce other
types of antisocial behavior, such as substance
abuse, and decrease rates of incarceration and
out-of-home placements. Service is provided in
the home to reduce barriers to treatment, prevent
dropout, allow the therapist to provide intensive
services, and maintain treatment gains. Typically
MST lasts for 60 hours over a four-month period,
although youth and family needs dictate frequency

and duration of sessions.

dapting Interventions

Adapting interventions developed for a mental
health setting to a juvenile justice setting may af-
fect the outcomes of the intervention. A number
of the evidence-based interventions discussed pre-
viously have been presented as stand-alone inter-
ventions or interventions that do not occur in a

juvenile justice setting. This is of concern because
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youths in the juvenile justice system often receive
mental health interventions when residing in a
juvenile justice facility. These interventions may
not work as well in a juvenile justice setting as they
do in a mental health setting. For example, juvenile
justice facilities often have policies or procedures
in place that make it more difficult for youths with
mental health problem to adapt to life in the facil-
ity than other youths.”® Behavior management
strategies such as token economies may not work
well with youths who have certain mental health
problems. In addition, youths with untreated men-
tal health problems/disorders may appear to be
unmanageable or unwilling to follow rules when,
in fact, their behavior may be a sign of a mental
health problem/disorder. Finally, youths with diag-
nosed mental health disorders may be embarrassed
or feel stigmatized by treatment. All of these fac-
tors may affect the outcome of the mental health
intervention. Though facility staff can take mea-
sures to deal with these issues in a positive way,®

it is important to consider the implications of such
policies or procedures on the evaluation of a pro-
gram even if the intervention itself has been shown

to work in another situation.
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revention of Mental Health
Problems/Disorders

Prevention programs for children and adolescents
at risk for delinquency can take several forms, in-
cluding school programming (classroom-based and
schoolwide), community interventions, and family-
based interventions. Of these modalities, family-
based preventive interventions have great relevance
to mental health problems and delinquency. The
family-related risk factors, discussed earlier, often
contribute to either the development or exacerba-

tion of mental health problems in youth.

amily-Based Preventive Interventions

Family-based preventive interventions cluster
roughly into three groups according to the age of
the child: families with (1) infants; (2) toddlers,
preschoolers, and elementary school children; and
(3) adolescents.

For families with infants, home-visiting inter-
ventions have shown promise. The most re-
searched and successful one is the Nurse Home
Visitation Program developed by Olds and col-
leagues.®! The program is aimed at young, low
socioeconomic status, unmarried mothers, al-
though the model is sufficiently flexible to apply
to other family constellations and circumstances.
This program provides support, parenting educa-
tion, and follow-up in an attempt to improve the
health and adjustment of parent and infant and
prevent child abuse, learning and antisocial prob-

lems, and other mental health-related difficulties.
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For families with children in the 2- to 11-year-
old age range, the approach that has shown the
most success centers on parenting education, also
called parent training. A number of such programs
have shown promise. Two noteworthy examples
are the Incredible Years program and the Triple P-
Positive Parenting Program. The core intervention
for the Incredible Years program, developed by
Webster-Stratton and colleagues,®® is a 12- to14-

week facilitator-led group parent training program.

The program focuses on enhancing appropriate
parenting, strengthening positive child behavior,
and improving parent-child relations. The Triple
P-Positive Parenting Program, developed by Sand-
ers and colleagues, is really a multilevel system of
programs.®® Triple P uses a tiered system of inter-
ventions of increasing strength, ranging from me-
dia- and information-based strategies, to a brief
consultation format, to more intensive levels of
parent training and behavioral family intervention.
It targets parenting skills and other family adver-
sity factors such as marital conflict, depression,
and high levels of parenting stress. Triple P is
multidisciplinary and has been used in primary
care, mental health, educational, and social ser-
vices settings. The focus is on expanding the posi-
tive parenting options available to parents and
strengthening children’s development of self-

regulation and positive socialization.
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For families with adolescents, the family-based
treatments discussed previously (FFT, MST, BSFT,
and MDFT) may also provide intensive strategies
for secondary prevention programming to reduce
risk for subsequent mental health problems. Other,
less-intensive approaches to prevention include
two promising evidence-based programs called the
Strengthening Families Program and the Adoles-
cent Transitions Program.®* The Strengthening
Families Program consists of seven weekly group
sessions for parents and parallel group sessions for
young adolescents. The sessions focus on parental
expectations about behavior and youth develop-
ment, appropriate disciplinary practices, manage-
ment of emotions, family communication and con-
flict resolution, and youth involvement in the fam-
ily. The Adolescent Transitions Program consists
of 12 group sessions with parents (and separate
group sessions with the adolescents), and focuses
on enhancing parenting skills, empowering youth
to better manage their lives, building youth self-
esteem, improving family communication, and

reducing behavior problems and depression.
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]

Selecting Evidence-Based Treatment:
An Example

Having identified the problems of the popu-
lation served by a program, the program ad-
ministrator must now move to selecting
treatment to address them. One of the ma-
jor problems appears to be depression in
25% of the girls. Evidence-based treatments
for depression include: cognitive-behavioral
therapy and antidepressive medications in
conjunction with structured therapy. The
program administrator searched the litera-
ture to identify evidence-based treatment for
depression and has decided that he would
like to introduce cognitive-behavioral
therapy for girls diagnosed with depression.
He approached his funding agency to re-
quest additional funds to provide the therapy
and medication. Using the information ob-
tained from his assessment of the problem,
he was able to provide his funders with a
budget that would be required to offer the
new services as well as evaluate the impact
of the new services on addressing the prob-
lem. The next step is to think about how to
evaluate whether this approach will be suc-
cessful in dealing with the problem of de-

pression among girls.
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Evaluation Planning

E valuation of a program and its effectiveness
works best when it is routine, planned in ad-
vance, understood by all concerned, and meaning-
fully incorporated into the workings of the institu-
tion or organization. The planning process for
implementation and evaluation of mental health
services should include a broad range of stakehold-
ers, including: service system representatives (e.g.,
juvenile justice, mental health, family and social
services, alcohol and drug treatment), youth and
their families, school district personnel, commu-
nity and child advocates, law enforcement, judicial
representatives, lawmakers and policymakers, and
research/evaluation professionals.

The same stakeholders involved in the plan-
ning process need to be kept informed on a regular
basis (e.g., every six months) regarding progress
and obstacles in the evaluation of mental health
treatment and prevention efforts. Adopting a stan-
dard summary format and mechanism makes it
easier for stakeholders to assimilate results. For
example, the information disseminated can focus
on screening data, numbers of youth receiving
specific kinds of mental health services, trends for
indicators, and outcome assessment for specific

targeted problems.
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easuring the Performance of Mental
Health Programs

@utcome Evaluation Strategies

The key question of an evaluation that measures
the outcome of a program is, "Did the program/
intervention do what it proposed to do?" The abil-
ity to provide an answer to this question is directly
related to the design and implementation of the
evaluation. A rigorous evaluation is one that is able
to ensure that it was the program rather than some
other factor that caused something to occur (or
not occur). In general, this means that it is impor-
tant to understand how factors both internal and
external to the program may have affected the
clients of a program.

There are a number of different evaluation
designs from which to choose, and each of them
answers different questions. For example, let's say
an evaluator must determine whether the behavior
of juveniles diagnosed with oppositional-defiant
disorder who received Functional Family Therapy
(FFT) has changed and, if the behavior has changed,
whether the change is attributable to FFT. How
can the evaluator determine whether a change in
their behavior was a result of FFT or something

else that occurred during the course of the program?
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Posttest-Only Design. If juvenile behavior is
assessed at the end of the program (a posttest-only
design), the evaluator only learns about the behavior
of the juveniles at the time they leave the program.
This design will not indicate whether there was a
change in behavior over the course of the program.

Pretest/Posttest Design. To identify whether
change occurred, one can assess behavior at the be-
ginning and at the end of the program—a pre-post
design. Although it is quite a useful means of examin-
ing the effectiveness of a program, a pre-post design
will not provide information on whether FFT caused
the change. To be able to attribute change to a
specific program (or control for how factors external
to the program may have affected its outcomes),
one must compare juveniles who attended the
program to similar juveniles who did not.

Experimental Design. The best way to do this
is to select a group of juveniles who would be ap-
propriate for the program and randomly assign
them to either FFT (treatment group) or no treat-
ment (control group). One can then measure be-
havior at the beginning and end of the program for
both the FFT youths and the non-FFT youths. This
approach uses an experimental design, the most
rigorous of all the types of evaluation designs. If
the results indicate either that more FFT youths
than non-FFT youths had a positive behavior
change or that the behavior change was greater
for FFT youths than non-FFT youths, the change
can reasonably be attributed to the FFT program.
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While experimental designs are the most de-
sirable for use in evaluating mental health pro-
grams, there are several factors that limit their
utility. Decisionmakers who must select juveniles
for treatment may be reluctant to use this design
for ethical reasons. These are discussed below in
the section called Collecting and Analyzing Data
for Evaluation.

Other Evaluation Decisions. In addition to
selecting the evaluation design, a program man-
ager must make a number of other decisions when
preparing for an evaluation. These include deci-
sions about how to collect evaluation data and
what data to collect, as well as whether to select a
method to determine why or how the program
caused the change(s).

Time is an important element of an evaluation.
In assessing program effects, should follow up be
short-term, perhaps six months, or long-term, per-
haps five years? Key considerations in making this
decision should be how long you are willing to
wait for data, how long you expect treatment ef-
fects to last, and the resources available for con-
ducting the evaluation.

Sometimes programs affect such a large number
of people that it does not seem either reasonable
or necessary to collect data on everyone affected
by the program. In this situation, one may choose
to include only a sample of cases in the evaluation.
One needs to be cautious, however, about how
the sample is selected to ensure that it is repre-

sentative of the population served by the program.
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Finally, some program participants may be
more or less likely to have successful outcomes. By
controlling for differences among participants, one
can test for the differential effects of the program.
If, for example, you have reason to believe that age
will affect the likelihood of completing the pro-
gram successfully, then you can look at program

outcomes by age of participants.

@rocess Evaluation Strategies

Although measuring program effectiveness is the
key concern in an evaluation, measuring the imple-
mentation of the program is often a concern as
well. A process evaluation, one that looks at how
well a program was implemented, is useful in com-
bination with an outcome evaluation when one
wants to ensure replication of a particular program
or when one wants to attribute outcomes to par-
ticular program components. Measures for a pro-
cess evaluation are discussed below in the section
called Identifying Measures.

A critical decisionmaking factor in selecting an
evaluation design will, of course, be the feasibility
of implementing it. Thinking about these various
evaluation strategies will help in the next two steps
of the evaluation process: developing program

logic and developing measures.
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rogram Evaluation Step 3:
Developing Program Logic

In preparation for the evaluation of a program, it
is useful to understand how the design of the pro-
gram relates to what the program is trying to
achieve. Laying out the rationale of the program
by describing the connections that exist between
what the program is trying to achieve (the pro-
gram goal and objectives) and the activities of the
program will help do this. More specifically, a goal
is a broad statement about what a program hopes
to accomplish. It is also the intended long-term
outcome of the program. Objectives are expected
achievements that are well-defined, specific, mea-
surable, and derived from the goal. Objective
statements should include a direction, timeframe,
and target. Identifying the resources that will be
necessary to conduct the program is important as
well. After goals, objectives, activities, and re-
sources have been determined, it is important to
specify what information/data (i.e., performance
measures) will be used to provide evidence that the
objectives of the program have been achieved. This
will be further discussed in step four, "Developing
Measures.” All of these elements can be organized
into a logic model, a visual design of the program.
More specific information on logic model develop-
ment can be found in the JJEC Briefings Juvenile
Justice Program Evaluation: An Overview, 2nd Ed.,
and Incorporating Evaluation into the Request for Pro-
posal (RFP) Process. An example of a logic model
for a mental health program for juveniles is pre-

sented on pages 32-33.
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rogram Evaluation Step 4:
Identifying Measures

Selecting and/or developing measures to assess
progress on screening, assessment, and treatment
procedures is step four in the evaluation process.
There are two types of performance measures: pro-
cess and outcome. Process measures are data used to
demonstrate the implementation of activities. Pro-
cess measures include products of activities and
indicators of services provided. Process measures
help the evaluator understand whether the pro-
gram is being implemented as designed. Outcome
measures are data used to measure achievement of
objectives and goal(s).

Measures can take many different forms. They
may be qualitative or quantitative in nature. Data
may be gathered by observation of the client or
directly from the client. Qualitative data are those
that are difficult to measure, count, or express in
numerical terms. For example, how a client feels
the program affected him/her is considered quali-
tative data. Qualitative research often involves
detailed descriptions of characteristics, cases, and
settings and typically uses observation, interview-
ing, and document review to collect data.®> Quan-
titative data can be expressed in numerical terms,
counted, or compared on a scale.®® The number of
counseling sessions received in a month, for ex-
ample, is quantitative data. Personal preference
and concern about the validity and reliability of
the measure should govern decisions about which

measures to use.
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@I'OCQSS Measures

Process measures, which indicate how well a pro-
gram has been implemented, can be used to mea-
sure many different program elements. For a juve-
nile program with a mental health component,
process measures can gauge service utilization and
the extent to which youth who need mental health
treatment are actually receiving it. In addition to
using a screening assessment to determine which
youths need mental health services, a program
should employ some type of system-level measure-
ment to monitor service delivery, i.e., which youth
in need receive or do not receive services, the
kinds and amounts of services received, whether
the intervention provided matched the interven-
tion planned, and the disposition of each service
component (delivered or not delivered, completed,
or prematurely terminated).

[t is also important to measure dropout and
retention rates of participants in treatment to iden-
tify any patterns in who is dropping out. For ex-
ample, one might discover that the intervention is
inappropriate for youths with certain problems or
that the youths are not getting all of the services
they need. Similarly, one might identify patterns in
the characteristics of youths who complete the
program. In order to examine dropout and reten-
tion, the evaluation should assess the following:

e Rates of program completion,

® Points of dropout (i.e., early, middle, or late
stage of intervention),

e Reasons for dropout,
e Potential barriers to participation, and

e Beliefs of participants (youth, family members)
about the program, the goals, and the likelihood
of success.
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Another type of process measure concerns
treatment or program fidelity, i.e., whether the
actual treatment provided resembled the intended
treatment. Program fidelity can be monitored in
several ways, including: a checklist completed by
the treatment provider; spot or random review of
tape-recorded sessions by supervisors; and a simple
checklist completed by participants. Monitoring or
evaluating program or treatment fidelity is impor-
tant, but taking proactive steps to promote fidelity
is important too. This can be done through:

e use of treatment or program manuals that detail
both the content and the delivery style of the
intervention,

® intensive training and practice,
e close supervision by knowledgeable supervisors,

® peer support networks in which treatment
providers share tips and strategies,

e collecting information on client satisfaction
with services

e regular feedback to treatment providers for
continuous fidelity monitoring, and

® system recognition or incentives for effective
implementation.

@utcome Measures

Outcome measures can be used to determine the
impact of an intervention on a particular youth or
on the program or mental health system as a
whole. Though mental health interventions are
perhaps most concerned with having an impact on
individual clients, whether intended or not these
interventions may have a number of other conse-
quences as well. A mental health institution, for
example, may find that an intervention resulted in

fewer suicide attempts, fights, and mental health
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crises among youths; lower staff burnout; and
greater cooperation and academic performance
among the population of youths at the institution.
After the program has been in place for an ex-
tended period of time, the public may express
greater community satisfaction with the entire sys-
tem, litigation may decline, and fewer incidents of
mental health problems or delinquency may occur.
Evaluation of mental health interventions can
be useful to determine the effects of the interven-
tion on individual clients as well as on the program
or larger mental health or juvenile justice system.
Examples of mental-health outcome measures that
can monitor system-wide impact include: suicidal
incidents (verbal threats noted by staff, suicide
attempts), fights, discipline episodes, rates of par-
ticipation in positive activities, hospitalizations for
acute mental health crises, and other indices that
one might expect to change as a function of the
effectiveness of mental health treatment.
Outcome measures can also assess the treat-
ment received by individual juveniles. At the be-
ginning and end of mental health treatment, every
youth should be routinely administered measures
specific to the problems being treated. For ex-
ample, there are standardized measures for symp-
toms of depression (Reynolds Adolescent Depres-
sion Scale), PTSD (Posttraumatic Stress Diagnos-
tic Scale), anxiety disorders (Multidimensional
Anxiety Scale for Children), and other disorders
(Brief Psychiatric Rating Scale for Children).”
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A treatment service provider can also institute
goal attainment assessment. Three to six specific
treatment goals should be established for each
youth, and achievement of the goals can then be
assessed at the end of treatment to determine to
what extent the goals were met. This type of goal
attainment system can be used first to help guide
follow-up service planning for individual youths,
and also to monitor overall impact of treatment
services on youths who receive treatment. Pre- and
posttesting can provide an indication of, for ex-

ample, the reduction of a particular anxiety.
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Zj Program Logic Model: An Example

Based on the problems identified earlier—
depression among girls and frustrated and an-
gry youths—the program administrator has
identified the following goal: Reduce re-
ported symptoms related to mental health
disorders. One of the objectives for the pro-
gram will be: Within one year, to resolve is-
sues related to the diagnosis of depression
for 50% of girls diagnosed with depression.
As a means to achieve this objective, the pro-
gram will provide weekly cognitive behav-
ioral therapy sessions to girls diagnosed with
depression by the program. A psychiatrist to
diagnose the girls, therapists to provide ser-
vices to the girls, and a location for services
are the major resources required. A process
measure for this activity will be the number
of weekly cognitive behavioral therapy ses-
sions attended by each depressed girl. This
number can then be compared to the num-
ber of sessions offered to determine the level
of compliance with treatment. An outcome
measure for the objective will be a pre-post
test using the Reynolds Adolescent Depres-
sion Scale. The psychologist will use the first
scale results to make a diagnosis of depres-
sion. The program selected the pre-post test
design because they were not able to gain
permission to perform random assignment of
girls to treatment or no-treatment groups.
The table on the facing page presents the pro-
gram logic model visually. (Note: This does
not represent a complete program logic
model, but provides an example of the ele-

ments that comprise a logic model.)
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rogram Evaluation Step 5: Collecting
and Analyzing Data for Evaluation

There are a number of important considerations in
the evaluation of mental health programming that
relate to step five of the evaluation process, col-
lecting and analyzing data. These considerations
include when and how data are collected and con-
sent, confidentiality, and ethical issues.
Participation in an evaluation often involves
collecting additional data and consequently may
place additional work on program staff. To keep
data collection burdens to a minimum, forms
should be streamlined and cross-coordinated so
there is little redundancy. If data collection is suc-
cessfully implemented in a coordinated manner, all
staff and administrators who see or complete a
data form or computer entry should be able to ex-
plain why that particular information is needed.
Regardless of who does the collecting, training to
ensure consistency in how the data are collected,
procedures for entering and tracking the data, and
decisions about the timing of collection are all

critical to ensuring the data's integrity.

iming Data Collection in Mental Health
Evaluation

Troubled youth who are experiencing mental
health problems do not always show their symp-
toms continuously. The manifestations of psycho-
logical disorder may wax and wane, sometimes as a
function of environmental stress and other times

for no apparent reason. Compounding the issue,
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youth reports of problems may also vary depend-
ing on circumstances—perhaps they continue to
report symptoms to stay connected to supportive
treatment providers, or underreport symptoms to
avoid treatment. Staff need to be prepared to
weather the inevitable fluctuations in mental
health functioning. This can involve periodic
monitoring of youth who have received treatment,
making contingency plans for relapses and addi-
tional treatment needs, and looking for concrete
evidence of positive adjustment (e.g., youth in-
volvement in activities, social interactions) versus
continued problems (e.g., youth avoidance of ac-
tivities, difficulties with staff and other youth)
when collecting data to monitor the problem or
evaluate the success of an intervention.
Fluctuations in mental health problems have
implications for evaluating the success of interven-
tions. Data collection should be timed to account
for possible fluctuations in symptoms. Collecting
data at multiple times during and after treatment is

one way to deal with this.

onsent, Confidentiality, and Ethical Issues

In Mental Health Treatment and Evaluation

Youth who are in the juvenile justice system, and

their parents or significant family caregivers, have
a right to know what kinds of mental health treat-
ments are being provided, and in many cases they
should be given the opportunity via informed con-

sent procedures to accept or decline treatment.
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When youth are involved in treatment, they do
not forego the right to be fully informed, for ex-
ample, about the possible side effects of psycho-
pharmacological medication or the nature of
cognitive-behavioral treatment. The exception is
when youth are a danger to themselves or others,
and there is good cause for imposing treatment.
Even under those conditions, youths and family
members should be fully informed about the treat-
ment process. When youths participate in assessment
or evaluation procedures as well as in treatment, in-
formed consent procedures should outline what
kinds of privacy and confidentiality are afforded
and what the limitations of confidentiality are.

To be effective, mental health treatment needs
to be delivered in such a manner that privacy and
confidentiality are maintained. For example, psy-
chological therapies often involve disclosures by
youths about sensitive and potentially embarrass-
ing subject matter, such as episodes of sexual
abuse, expressions of fear or upsetting thoughts, or
revelations of personal weaknesses. If youths be-
lieve that their most sensitive secrets are going to
be routinely revealed to others, they are much less
likely to participate meaningfully in treatment and
to trust treatment providers. Some recommended
safeguards for confidentiality include:

e restricting access to clinical records to staff who
truly have a need to know,

e establishing clear rules throughout an institution
or system to provide guidance to staff about how
to protect confidentiality,
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¢ avoiding discussion about a youth's treatment or
case in front of other youths or other individuals
who do not have a true need to know,

e providing youths and family members with in-
formation in advance about the boundaries and
exceptions to confidentiality,

e storing mental health records in secure facilities
with restricted access, and

® going to great lengths to respect the privacy of
youths who are receiving treatment.

Any evaluation project involving human sub-
jects that is funded with federal money is subject
to the regulations governing the protection of hu-
man subjects (28CFR 46) and the confidentiality
of identifiable information (28CFR 22). Two major
issues regarding the protection of human subjects
include the requirement of a review of research by
an institutional review board (IRB) and informed
consent on the part of the subject or legally autho-
rized representative. With regard to the confiden-
tiality of identifiable information, such informa-
tion may be used only for research or statistical
purposes and identifiable information may only be
revealed with prior consent. Before any evaluation
project is undertaken, local legislation and regula-

tions should be reviewed as well.
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Ethical concerns are sometimes raised when an
experimental design is proposed—particularly if
the presenting problem is as serious as a mental
health disorder. When it is not known whether
treatment is better than no treatment and one is
reasonably sure that no undue harm will arise by
placing youths in either the treatment or no treat-
ment group, it is usually not considered unethical
to restrict treatment. If, however, there is concern
over the ethicality of not treating a youth, two
options may be considered. If a new treatment is
being evaluated, one may want to consider evalu-
ating the new treatment compared to the current
treatment so that all youth are receiving some
treatment. Another option is randomly assigning
individuals to a waiting list or to treatment when
the number of clients exceeds the number who can
be served. As treatment becomes available, the
waiting-list clients are moved to the treatment
group. This model allows the treatment to be
compared with no treatment without denying
treatment to anyone. These issues should be dis-
cussed in the consent procedures given to youths
and/or their families, and decisionmakers in the
juvenile justice system should be aware of all of
these procedures so they can make an informed
decision about how to evaluate the performance

of the program.
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j Collecting and Analyzing Data:

An Example

Based on the logic model the program ad-
ministrator created for his program, data re-
garding each case will be collected at mul-
tiple points in time throughout the program.
Data will be collected for all girls entering
the program during the first year following
the implementation of the new program. As
aresult of this, rules and procedures for when
and how to collect and store data must be
created. These decisions will be influenced
by concerns for confidentiality and privacy,
as well as the need for the data to inform the
program manager about the effectiveness of
the intervention. Accordingly, a process for
obtaining and documenting consent for par-
ticipation in the evaluation will be developed.
The decisions that must be made about data
collection include:

e Who is responsible for obtaining the con-
sent for participation and when will it be
obtained?

e What is the process for administering the
pretest depression scale and who will ad-
minister it? When will it be administered?
(e.g., All girls entering the program will
complete the scale within one month of
entry to the program. Those whose scores
indicate possible depression will be referred
to the psychiatrist.) Where will the scale
be administered (e.g., private office)?

e At what point after the pretest scale is com-
pleted will the psychiatric exam occur?

e How will attendance at the cognitive-
behavioral therapy sessions be tracked?
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e Who is responsible for planning and running
the cognitive-behavioral therapy sessions?

® When will the posttest depression scale be
administered? (e.g., Girls diagnosed with de-
pression will complete the scale within two
weeks prior to program discharge.)

e At what point after the posttest scale is com-

pleted will the psychiatric exam occur?

® Who will be responsible for coordinating the
data collection effort?

The program administrator plans to perform
data analyses to answer the primary question,
“Did the cognitive-behavioral therapy allevi-
ate the symptoms of depression?” The depres-
sion scale and the psychiatric evaluation serve
as indicators of depression. The analyses will
consider whether these measures indicate that
the depressive symptoms that existed when a
girl was admitted to the program still exist when
she leaves the program. The scores on the scale
and psychiatric evaluation administered at in-
take will be compared to those conducted at
discharge to determine the level of depression
at discharge. Analyses will also consider
whether the program was administered as de-
signed (for example, did each girl attend a
therapy session each week at the program?
Were the scales administered according to
plan?) With these thoughts in mind, the pro-
gram administrator decides precisely what in-
formation is needed for each case and how to

keep track of the information.

To keep track of data and analyze data
quickly, the program administrator decides that
it makes sense to store evaluation information
in a database. After consulting with staff, he de-
cides the database should document the follow-
ing information about each case:

e Sufficient identifying information to track par-
ticipation in the program but not enough in-
formation to identify an individual

e Date of entry to program

e Date of pretest of Reynolds Adolescent
Depression Scale

e Score on pretest of Reynolds Adolescent
Depression Scale

e Date of the first psychiatric evaluation
e Results of the first psychiatric evaluation

e For each girl diagnosed with depression, con-
sent or refusal to participate in the evaluation

e Date of each cognitive-behavioral therapy
session held

e Date of each cognitive-behavioral therapy
session attended

e Date of posttest of Reynolds Adolescent
Depression Scale

e Score on posttest of Reynolds Adolescent
Depression Scale

e Results of the second psychiatric evaluation

¢ Date of discharge from program
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Evaluation Results

At this point, it is time to consider how the
program has performed. The logical steps
after data analysis are to produce a report detailing
the results and consider the implications of those

results on the design of the program.
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rogram Evaluation Steps 6 and 7:
Report Findings and Reassess
Program Logic

Throughout this document a number of references
have been made to the importance of reporting
program findings. The stakeholders of the pro-
gram should have an opportunity to see the results
of the analysis in a format that will help them
make decisions about how to use the information.
Reporting findings, step six in the evaluation pro-
cess, leads to the logical, final stage of the evalua-
tion process—reassessing program logic. Program
managers and administrators should be able to
understand the results to determine whether and/
or how to make modifications to the program de-
sign or implementation. Understanding and using
evaluation results is frequently a greater challenge
when an external evaluator performs the evalua-
tion. Program staff should work very closely with
the evaluator to ensure that the results provide the
information they need to reassess the program.
Staff should also make sure that they understand

the results and their implications.
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! / Report Findings and Reassess
Program Logic: An Example

Approximately three months following the end
of collecting data about the effectiveness of the
program in treating depressed girls, the program
administrator releases a report. The report makes
the following key statements:

e Eighty-five percent (85%) of girls diagnosed
with depression received weekly therapy ses-
sions throughout their stay at the program.
Another 10% of girls diagnosed with depres-
sion received at least 75% of the weekly
therapy sessions during their program stay.
The average length of stay for these two
groups was 6 months.

e The remaining 5% diagnosed with depres-
sion received less than half of the required
sessions. Each of the girls in the 5% group
attended the program for less than six weeks.

e Twenty-five percent (25%) of the depressed
girls who attended therapy every week
while at the program did not have depres-
sion at discharge.

e Of the depressed girls who did not receive
therapy every week while at the program,
only 15% did not have symptoms of depres-

sion at discharge.

Conversation with the evaluator led the pro-
gram administrator to conclude that with the ex-
ception of a few situations, the program was

being administered as designed. Though the in-

tervention appeared to be successful with some
youths, the program was not successful in reach-
ing the 50% target for those youths who par-
ticipated in the program as designed. Further-
more, those youths who did not receive therapy
each week were more likely to have depression
at discharge than those who did receive therapy
each week. As a result, the program administra-
tor has made a change to the program design:
the number of therapy sessions has been in-
creased to two per week. The next evaluation
will examine whether the outcomes achieved
with the revised program design are better than

those with the original program design.
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Conclusion

As previously discussed, youth involved in

the juvenile justice system have higher rates
of mental health problems and psychological
disorders than youth in the general population.
Those juveniles who engage in delinquent acts and
who also have mental health problems present seri-
ous problems to the juvenile justice system. In addi-
tion to holding juveniles accountable for their of-
fending behaviors, the juvenile justice system is faced
with the prospect of identifying and treating delin-
quent youth who have complex problems.

In order to respond to this issue at the com-
munity, residential, and institutional programming
levels, it is crucial that juvenile justice planners
and key stakeholders educate themselves about
the role of mental illness in delinquency. They
should be aware of the roles of prevention and
the types of evidence-based treatment services
that are appropriate for specific mental health
problems in youthful offender populations.

Aside from understanding this information, it is
necessary for program managers to implement
these treatments within their programs. In addi-
tion, juvenile justice planners and key stakeholders
should work and collaborate with all appropriate
agencies to ensure a full continuum of care for
youth with mental illness.

As crucial as it is to implement these pro-
grams, however, it is equally as crucial that they

be evaluated. Evaluation is a key component in
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program development and management. Because
programs are constantly screening, assessing, and
treating clients, it is important to have mental health
outcome measures in place for continual feedback on
progress and (or) setbacks. It is also important that
program managers promote program fidelity and
monitor it through collection of process measures to
ensure that their programs are carrying out the actual
procedures needed to produce the intended treat-
ment. Finally, when possible and appropriate, the use
of experimental designs is recommended in program
evaluation because it allows one to determine if
outcomes are a result of the intervention rather
than some other factor. The results of the evalua-
tion are a key management tool that can be used to
revise the program design or implement tactics to
improve program integrity. Reporting of findings
and reassessing program logic are the final, critical
steps in the evaluation process.

Over a million youth enter the juvenile justice
system each year because of delinquent behaviors.
It is likely that significant numbers of these youth
have moderate to severe mental and emotional
problems that put them at risk for developing seri-

% Jtisup to

ous physical and emotional disorders.
juvenile justice planners and key stakeholders to
make a firm commitment to prevent and address
mental health problems in youth involved in the
juvenile justice system, and to systematically

evaluate the impacts of their interventions.
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Resources

or information on the scales and other re-

sources referenced in the guidebook, see the

following sources:

The Brief Psychiatric Rating Scale for Chil-
dren, developed by J. E. Overall, Ph.D., and

B. Pfefferbaum, Ph.D_, is in the public domain:

Overall, ] .E., & Pfefferbaum, B. (1982). The
Brief Psychiatric Rating Scale for Children.
Psychopbarmacology Bulletin, 18, 10-16.

The Child Behavior Checklist:
ASEBA

1 South Prospect Street
Burlington, VT 05401-3456
Telephone: 802.656.8313
Email: mail@ASEBA org
Web: http://www.ASEBA .org

Center for the Promotion of Mental Health
in Juvenile Justice

Columbia University/ NYSPI

1051 Riverside Drive Unit 74

New York, New York 10031

Web: http://www.promotementalhealth.org

The Massachusetts Youth Screening Instrument

MAYSI Project Office

Department of Psychiatry

University of Massachusetts Medical Center
Worcester, MA 01655

Telephone: 508.856.8727

Web: http://www.umassmed.edu/nysap/
maysi2/what.cfm

The Multidimensional Anxiety Scale for Children
developed by J. March, M.D.
Multi-Health Systems, Inc.

908 Niagara Falls Blvd.

North Tonawanda, NY 14120-2060
Telephone: 800.456.3003

Web: http://www.mhs.com

National Center for Mental Health in Juvenile
Justice: Policy Research Associates

345 Delaware Avenue

Delmar, New York 12054

Telephone: 866.9NCMH)]J]J

Web: http://www.ncmhjj.com/publications

The Posttraumatic Stress Diagnostic Scale,
developed by E. Foa, Ph.D.

National Computer Systems, Inc.

P.O. Box 1416

Minneapolis, MN 55440

Telephone: 800.627.7271

The Reynolds Adolescent Depression Scale,
developed by W. R. Reynolds, Ph.D.
Psychological Assessment Resources, Inc.
P.O. Box 998

Odessa, FL 33556

Telephone: 800.331.8378
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