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New Directions to Address
Co-occurring Mental Disorders

Advancing Juvenile Drug Treatment Courts: Policy and Program Briefs

Holly Hills, Ph.D.," and Karli J. Keator, M.P.H.2

The presence of co-occurring mental disorders among court-involved youth with substance use disorders creates
unique challenges for juvenile drug treatment courts. Research consistently finds that these youth present with the
greatest impairment in individual and academic functioning, have elevated risk of suicide, and consistently have the
poorest treatment outcomes. Policy and practice changes are necessary to successfully address youth with
co-occurring disorders in juvenile drug treatment courts.

Given the growing recognition that most youth who come in contact with the juvenile justice system have both
substance use and mental disorders, the National Center for Mental Health and Juvenile Justice and the National
Council for Juvenile and Family Court Judges have developed a series of three briefs that

= outline policies that should be reviewed and modified,
= describe emerging program models with demonstrated evidence of effectiveness, and

= identify treatment practices that increase the likelihood of achieving positive outcomes for these youth.

This brief outlines program modifications for juvenile drug courts to consider and describes two models that have
successfully served youth with co-occurring disorders.
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Introduction

Juvenile drug treatment courts are specialized court docket programs designed
for juvenile offenders with substance abuse and dependency problems. These
courts seek to reduce substance use and recidivism through judicial interaction,
assessment of risks and needs, ongoing monitoring and supervision, engagement
in treatment and rehabilitation, and application of sanctions and incentives.
Although variation in structure and population target exists across jurisdictions,
juvenile drug treatment courts typically operate according to the 16 strategies set
forth in Juvenile Drug Treatment Courts: Strategies in Practice by the Bureau of
Justice Assistance.

The relationship-building inherent in these strategies is a core feature of juvenile
drug treatment courts. The first strategy calls for the collaboration of a
multidisciplinary team of judges, prosecutors, defense attorneys, treatment
professionals, and community corrections staff. These stakeholders work together
to create a coordinated, systemic approach to working with youth and their
families. Other strategies call for frequent judicial reviews and a system for
program monitoring — both of which can help youth and their families connect to
the multidisciplinary team working with them. As youth move successfully through
the program, they may be rewarded with suspended sentences or dropped
charges (Stein, Deberard, & Homan, 2013).

Emergence of Juvenile Mental Health Courts

Juvenile drug treatment courts began to emerge in the mid-1990s as a natural
extension of the adult drug court movement that began in 1989. A further
development in the offering of specialized dockets for subgroups of juvenile
offenders was the initiation of juvenile mental health courts, beginning with Santa
Clara County, California, in 2001. Since then, dozens of juvenile mental health
courts have been created to address the “increasingly obvious problem” of the
presence of significant mental disorders in youth under the courts’ purview (Office
of Juvenile Justice and Delinquency Prevention, undated). Modeled on drug
courts, juvenile mental health courts focus on therapeutic jurisprudence: engaging
youth in a non-adversarial, treatment-oriented approach to the adjudication
process. The development of this additional specialty focus has been met with
concern by some who question whether splintering of dockets will actually provide
added value to the juvenile justice system.



Prevalence of Youth with Co-occurring Disorders

Skepticism aside, research regarding the prevalence of mental disorders among
youth in the juvenile justice system is clear. When compared to youth in the
community, youth in the juvenile justice system experience significantly higher
rates of mentalillness (Shufelt & Cocozza, 2006; Teplin etal., 2002). Approximately
70 percent of justice-involved youth met criteria for at least one mental disorder,
27 percent of whom were thought to have a disorder serious enough to impact
their ability to function (Shufelt & Cocozza, 2006).

Some investigators have found even higher rates of mental disorders among
incarcerated youth. Karnik and colleagues (2009) reported that 90 percent of
youth in their sample had a psychiatric disorder — even with Conduct Disorder and
Oppositional Defiant Disorder removed. This study evaluated youth who had
been incarcerated for at least nine months in the California Department of Juvenile
Justice system. It found that 86 percent of females and 85 percent of males met
criteria for three or more disorders. Among youth with a substance use disorder, it
is estimated that 50-75 percent also experience a co-occurring mental disorder
(Armstrong & Costello, 2002; Chan, Dennis & Funk, 2008; Hawkins, 2009).

As epidemiological and clinical evidence has demonstrated, youth coming into
contact with juvenile courts are likely to present with both mental and substance
use disorders (i.e., co-occurring disorders) (Hussey et al., 2008; Skowyra &
Cocozza, 2006; Teplin et al., 2002). Other research suggests that as youth are
more deeply involved in the juvenile justice system, even higher rates of co-
occurring disorders are likely (Teplin et al., 2013; Abrantes et al., 2005; Golzari et
al., 2006; Timmon-Mitchell et al., 1997; Robertson et al., 2004; Wasserman et al.,
2010). Conclusions from multiple studies have found that youth with co-occurring
disorders have greater impairment in role functioning, academic abilities, and
number of suicide attempts, than their peers without co-occurring disorders
(Roberts, Roberts & Xing, 2007).

History of Program Modification

In response to the emerging awareness that many of the youth appearing in
juvenile drug treatment courts meet criteria for co-occurring disorders, some
programs around the country are making modifications to ensure that youth
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receive individualized and comprehensive services. These court teams have had
to undertake the following:

reevaluating services available in their local communities and establish
relationships to create a service continuum that meets the needs of the
youth in their care

reconsidering and altering program policies and criteria to allow for
specific inclusion (and exclusion, where necessary) of youth with
co-occurring disorders

modifying the content and coverage of screening and assessment tools,
as well as the range and type of treatment services

Most screening and assessment processes in juvenile drug treatment courts
have historically focused on identifying the severity of a youth’s substance use
problem, performing a risk assessment, and evaluating the willingness and ability
of the youth and his or her family to participate in the court programs. To address
youth with co-occurring disorders, many jurisdictions have modified their
standardized screening and assessment protocol to capture a broader range of
mental disorder symptoms. As most screening measures have been developed
to capture either mental or substance use disorders, this typically involves adding
an additional brief screen to the initial process and ensuring that assessment
instruments have the breadth required to capture symptoms associated with both
mental and substance use disorders.

Other steps toward program modification have occurred over the past decade,
but not without challenges prompted by providers’ philosophical orientation,
historical missions, funding sources, and personnel resources. Early in this
evolutionary process, many service providers offered parallel care, where one
agency delivered mental health and psychopharmacological services and another
delivered substance abuse treatment. This created an unnecessary burden for
youth and their families who were now required to see multiple treatment providers
— providers who may not even communicate or collaborate with one another. In
some areas, this is still the norm due to insurance plans that do not offer access
to providers who have developed integrated care models, or because community
providers are still in the process of modifying their service offerings. Fortunately,
some providers are moving toward integrated care, offering single-site treatment
delivered by a multidisciplinary staff to address both mental and substance use
disorders (Shepler et al., 2013).



Modifications to Court Programs: Case Examples

As noted, some juvenile courts have modified their programs to explicitly
acknowledge the needs of youth with co-occurring disorders. Program expectations
have been revised to confirm their achievement by youth with co-occurring
disorders and to expand access to services consistent with the range of challenges
experienced by these youth. Described below are two programs that have modified
eligibility and program requirements consistent with the common presentation of
youth with co-occurring disorders who are appearing before their courts.

What started in 1999 as a juvenile drug treatment court in Summit County, Ohio,
became one of the first diversion programs in the country to specifically target
youth with co-occurring disorders. In 2002, a 40-member advisory board planned
and implemented the Crossroads Program. Approximately 70 youth, aged 12-17,
are annually referred to the program, post-adjudication. If they successfully
complete the program, the admitting charge and any probation violations will be
expunged from their record. Youth with more severe forms of mental disorders in
addition to co-occurring substance use disorders, are the focus of this docket.
Youth with a history of serious felonies (including aggravated murder, manslaughter,
rape, or drug trafficking) or gang involvement are not eligible for the program.

Youth in this program are assessed by the court with the Survey of
Psychodevelopmental Influences, developed by the court’'s psychologist, which
generates a mental disorder diagnosis. Substance use screening is conducted by
a chemical dependency counselor using the Substance Abuse Subtle Screening
Inventory (SASSI). Youth are in the Crossroads Program for approximately one
year. Program participants and their families move through four phases of contact
with the court (from weekly to monthly).

Family members are required to participate in the court programs and in the
development of a case plan. A network of community agencies deliver the services
to the youth and their families, which include substance abuse and mental health
treatment in family and individual formats, as well as educational, vocational, and
employment services. Though families can choose their service provider(s) in the
local community, most are treated by a community-based treatment provider
delivering integrated care. Caseloads are low, and youth receive 3-5 hours of
direct contact with their counselor per week.



Probation officers receive training in Motivational Interviewing (MI) and cognitive
behavioral therapy techniques. They meet with youth under their supervision two
or three times per week. The court can impose sanctions on youth who are unable
to meet program expectations. These sanctions may include changes in their
curfew, electronic monitoring, suspension of their driver’s license, or detention.
Similarly, youth may be rewarded for their successful phase movement efforts.
Youth can graduate from the program if they abstain from substance use for a
minimum of 3 months, have had no new charges, and have completed a
substance-abuse focused intervention. They must be compliant with their
medication, if prescribed, and be considered stable in their mental health
treatment. They must also be involved in some form of prosocial activity (organized
sports, volunteer activities). Youth must apply in letter form to be released from
probation when they consider these conditions to have been met.

Operating since 2005, the juvenile drug treatment court in Ouachita Parish,
Louisiana, has broadened its service offerings through collaboration with the
University of Louisiana-Monroe to more comprehensively serve youth who are
referred to the court. Youth, age 10-17, initially undergo a clinical eligibility
screening to determine their level of substance use, mental health status, and
ability to comply with the demands of court participation. Measures used for this
screening include the Massachusetts Youth Screening Instrument-2, the
Adolescent SASSI-A2, and the CRAFFT (Car, Relax, Alone, Forget, Friends,
Trouble); in addition, academic and family history and demographics are reviewed.
Only youth with significant cognitive limitations, or those who are actively
psychotic, are excluded from participation. Based on this initial evaluation, the
court team determines whether a youth is appropriate for this program. In the next
phase of their participation, youth in the program undergo a more comprehensive
assessment, which includes the Comprehensive Adolescent Severity Inventory,
the Inventory of Drug Taking Situations, and the Stages of Change Readiness
and Treatment Eagerness Scale. The findings from this evaluation form the basis
for their treatment plan.

This juvenile drug treatment court program offers two different tracks of court
involvement that vary in length and content of service offerings. Most youth with
co-occurring disorders are served in the program’s “Track Two.” Youth in this
program progress through four phases of program requirements, and finish with



an aftercare phase. In the first phase of their intervention, youth participate in
Cannabis Youth Treatment groups, which incorporate Motivational Interviewing
techniques. In a later phase, Solution-Focused Brief Therapy is offered in
individual and family formats. In the aftercare phase, a family member or guardian
must develop a Family Action Plan for sustaining progress when involvement with
the court ends. Youth in Track Two are engaged in the program for approximately
36 weeks.

Throughout their involvement in the program, youth are in close contact with their
case manager, who helps them address any problems in program compliance
that may arise. In their initial phase of court involvement, youth have two contacts
with their case manager and probation officer per week, occurring in their home,
at school, or in the team member’s office. This contact is reduced as youth
progress through the program’s phases.

Throughout their involvement in the court, youth may receive incentives or
sanctions related to their performance in the program. Examples of incentives
include gift certificates to local restaurants, tickets to sporting events, extended
curfews, or reduction of time in a program phase. Sanctions include earlier
curfews, writing assignments related to the violation, movement to an earlier
phase, electronic monitoring, increased frequency in court attendance, or possible
detention. To graduate, youth have to have achieved 8 weeks with no positive
drug screen and been an active and compliant participant in their individual,
group, and family interventions.

Conclusion

Epidemiological and clinical research has revealed the prevalence of co-occurring
mental and substance use disorders. To adequately address co-occurring
disorders, juvenile drug treatment court programs must modify their program
missions, broaden their screening and assessment domains, promote access to
integrated care models, and review outcome measures to ensure that youth are
able to achieve their treatment goals, successfully meet the court’s requirements,
and graduate from the program.
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