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Abstract of the Dissertation

ALTERNATIVES FOR YOUTH: A MENTAL HEALTH PERSPECTIVE
by
Carolyn A. Steinman
Doctor of Philosophy
in
Social Welfare
Stony Brook University

2011

Since the 1980’s, the common practice in handlivgile justice involved youth in the
United States has been with punitive sanctionsiestdutional placement. The general
agreement among policy makers, politicians andrjiegustice professionals is that there is a
better way to help these young men and women thi@mninstitutional placement or detention.

It has been shown that most youth involved injalvenile justice system can be better served
by community based supports grounded in evidensedprinciples and practices.

The purpose of this studyas to discover the factors associated with sutesstcome:
and failures for youth involved in a juvenile justidiversion program in Suffolk County, New
York. The subjects in this research project werpantticipants in the Suffolk County
Alternatives For Youth Program during their firglay of operation, from October 2005 until
October 2006 (573 youth). AFY uses a "wraparowapproach involving the collaboration and
coordination of juvenile justice, child welfare, ntal health and other youth service providers
provide short term intensive assessment and intdoreservicesThe objective of this program
is to provide at risk youth and families referrasservices and supports needed to prevent
involvement in the juvenile justice system.

Through examining the juvenile justice outcomeghefAFY participants, 85% (n=486)
did not require any additional court involvemenptacement up to five years post AFY intake.
Of the remaining 87 participants, 71 (12.4%) wezerded a juvenile delinquent and 16 (2.8%)
were adjudicated a “PINS” (status offender) by SlkffCounty Family Court. The outcome data
also showed that only 1.9% or 11 youth (of 573 Agarticipants) were placed in a residential
facility, and only 4.9% (28) of the AFY youth reced probation or juvenile drug treatment
court.
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CHAPTER |
INTRODUCTION

Since the 1980’s, the common practice in handling juvenile delinquent behavior in the
United States has been with punitive sanctions and institutional placement. Oxearthe
billions of dollars have been spent, an average of $210,000 per youth, per year, and consensus is
that this approach has failed (Vera Institute, 2009). As a result, thereaesnagiteamong
politicians, juvenile justice and child welfare professionals that themlest of youthful
offenders in residential facilities is a costly and ineffective apprtzadkaling with the problem
of juvenile offenders. Overwhelming research has shown that juvenile delinquentatasd st
offenders have an abundance of mental health, educational, and substance abuse problems tha
are not adequately addressed in the juvenile justice system (Venatén&0d09, Annie Casey
Foundation, 2008). As a result, many leave the juvenile justice system andodhe adult
criminal justice system just a short time later. The most recent rexidolata indicate that of all
youth released from New York State custody between 1991 and 1995, 75% weretee-arres
62% re-convicted, and 45% were re-incarcerated within three years (lked©6@6). Clearly,
something needed to change.

The institutionalization of youth is a nationwide problem and in most statesgist |
portion of the juvenile justice budget is spent on confining youth, either in correctioiitiefa
or detention centers pending trial or placement (Annie Casey Foundation, 2008). On any day, i
is estimated that 100,000 young people nationwide are “in placement” in juvenilgionss,
residential treatment centers, or group homes by order of juvenile colrn(8id et al, 2005).
The reliance on institutional placement is an upsetting solution for many senoejority of the

youth placed in facilities were not a risk to public safety. The alternailué@ of community



based “treatment” or alternatives to placement of delinquent youth have beed tgwome as
being “too soft” on crime and a risk to the community.

The effective management of juvenile delinquent behavior has always beeeregehall
the United States. To understand the difficulty that policy makers and juventide jus
professionals struggle with in how best to intervene with troubled and delinquent yauth, it i
important to review the history of the juvenile justice system in the UnitgdsSt

The History of the Juvenile Justice System

The first juvenile delinquency court was established in the United States in 189%to Prior
that, America followed the British traditions and categorized young peupleither “infant” or
“adult”. A child under seven years old was presumed incapable of criminal intenteangte
from prosecution. Children ages seven through 14 could try the “infancy defensevioce
the court of their incapacity for criminal intent. If the prosecutors werectssful” the child
could face criminal penalties including imprisonment or death. Children over 14 Ilwessa
prosecuted and punished as if they were adult criminals (Grossman & Portly, 2005).

In the 1800’s, members of the Society for the Prevention of Cruelty to Anitagisdsa
movement for prevention of cruelty to children (believing that animals wetedrbatter than
children). This movement helped establish separate courts for juveniles aisd Hukfirst
juvenile court in the United States began in Cook County, lllinois in 1899. The court esthblishe
a comprehensive set of policies to regulate the treatment of dependent, degyidatielinquent
children. The court was charged with promoting the welfare of children in traubleid the
stigma of being a criminal and “ as far as practical, treat children moinaisals but as children

in need of aid, encouragement and guidance” ( Trattner, 1989).



By 1925, all but two states had established juvenile courts based on the British
doctrine ofparens patriagthe state as parent). This doctrine allowed states to intervene in the
lives of children without the consent of parents. This approach included the concept of
individualized justice, where each child receives individualized treatmerd bpee their
situation and circumstance. Distinguishing it from the adult criminal juststers, the concept
of individualized justice remained the hallmark of the juvenile justice syg§B&ossman &

Portly, 2005).

In the 1960’s and 1970’s there were three U.S. Supreme Court decisions which caused
the pendulum to shift from th@arens patriaedoctrine to “punishment” oriented outcomes.
These three Supreme Court decisions weest v. United Statgd.966),In re Gault(1967), and
In re Winship {970). The outcomes of these decisions provided youth more rights including the
right to an attorney, due process, and the burden of proof to beyond a reasonable doubt.
Although the intent of these decisions were to provide youth with more rights, duripgitiog,
juvenile delinquency courts began to use the words “punishment” and “accountability”. The
juvenile courts started focusing on the criminal nature of delinquent acts and atiepted t
essential due process rights afforded to adult criminal defendants. This shthadéed
increased concern for the youth who had committed acts that would not be considered irimi
committed by adults- referred to as status offenders. The Juvenile JustiDelaaquency
Prevention Act of 1974 was passed to limit the placement of status offenders endstention
or correctional facilities (Grossman & Portly, 2005).

The category of “status offender” was a way to separataijegewho had committed
crimes, from truants, runaways, underage drinkers, and others who had higseapplying

only to children. In 1961, California was the first state to creagpecial category for status



offenders. In 1962, New York State passed the Family Court Act disdimgg their status
offenders, referred to as Person’s In Need of SupervisionS{Pbm juvenile delinquents.
New York State defined a PINS as a “male less than 16 péage and a female less than 18
years of age who does not attend school in accord with... the educatioor lavwo is
incorrigible, ungovernable or habitually disobedient and beyond the lawofitol of parent or
other lawful authority or who violates the provisions section 221.05 of tha fv [unlawful
possession of marijuana]” (New York Family Court Act Section .7I})e courts later declared
the difference in the cutoff ages for males and females untdimstal and until 2001, the New
York PINS jurisdiction was limited to youth under the age of 16 (Souweine, 2001).

The next major shift in the juvenile justice system began in the 1980’s in response to the
rapid escalation in the volume and seriousness of youth crime. There wasraggrablic
perception that delinquency courts were “soft” on crime and many statiafeggs significantly
modified their juvenile justice systems to address this concern. Since thesgubkef handling
juvenile delinquent behavior in the United States has been with punitive sanctions and
institutional placement.

With the simple slogan, “adult time for adult crime” theresvsamomentum to prosecute
youth in adult courts and punish them in the adult corrections systeme(&asey Foundation,
2008). Paradoxically, the new momentum for punishing youthful offendeaslidts gained
popularity as new empirical evidence demonstrated that punishing g®w@tiults was based on
false foundations and had negative results (Annie Casey Foundation, 2008)y stentific
studies defended the belief that children are not just “mini adultséw technologies in
neuropsychology have shown that the brain functioning associated withsempohtrol,

planning and thinking ahead, are still developing during adolescenceoatidues beyond the



age of 18. Research confirmed that many adolescents lack titg #@bihssess risks and
consequences, control impulses, manage stress and resist peee gidasédrthur Foundation
Research, 2008; American Medical Association, 2005). Lastly, one sadlyevealed that the
most important difference between adolescent and adult offendket rmost youthful offenders
will outgrow lawbreaking as part of the normal maturation process (EDd&, 1994).

Contrary to the timing of these findings, virtually every statended law in the 1990’s
to increase the number of youth transferred to criminal courttaaed as adults. The
justification for charging youth as adults was that it would redadgme. (Annie Casey
Foundation, 2008). Youth tried and punished as adults are more likely to rexiding laws
prosecuting youth as adult offenders do not decrease juvenile criee (AAnnie Casey
Foundation, 2008). New York is one of only three states that statudefilye age 15 as the cut
off point for juvenile jurisdiction. Any child, who allegedly commitgrame at age 16 or older,
regardless of the offense, is processed in the adult crimirtedegsystem. In New York State,
youth who are arrested may fall into two categories:

Juvenile Delinquent (JD): A youth who was found by family coutidiee committed an

act while between the ages of 7 and 15 that would constitute ai€eomamitted by an

adult.

Juvenile Offender (JO): A youth who committed a crime while unterage of 16 and

was tried and convicted in the criminal (adult) court rathem fhaily court, due to the

severity of the offense (Vera Institute of Justice, 2009)

New York State has also been reforming responses to PersoNaseld of Supervision
(PINS). PINS youth are status offenders (under 18 yearge)fvaho enter the juvenile justice
system for non-criminal behavior such as truancy, incorrigibilityponing away. In New York

State, 2001 PINS reform legislation increased the age fog fdiPINS petition from (under) 16



to (under)18 years of age. A few years later, New York St&tmisily Court Act was amended
(2005) to enhance diversion requirements for PINS cases and discthedigiag of PINS court
petition (to narrow the circumstances which PINS youth may béndd)a(Salsich et al., 2008).
According to New York State statute, Juvenile Delinquents §J&is be admitted into both
secure and non-secure facilities, while PINS youth may only taéndd to non —secure facilities
(Salsich et al., 2008).

Placement or Treatment?

The general agreement among policy makers, politicians and juvenile justice
professionals is currently that there is a better way to help these youngdnworaen than
with institutional placement or detention. States across the country have been dgwvahapi
implementing new programs to address the great needs of juvenile justice Woaination’s
approach to juvenile justice had previously been costly, discriminatory andctheff@Annie
Casey Foundation, 2008). Luckily new policies, practices and programs haviyreogerged
gaining support and attention for being effective alternative solutions togtitetionalization of
our high risk youth.

It has been shown that most youth involved in the juvenile justice system can be better

served by community based supports grounded in evidence based principles and [Bautiees.
it has been documented that up to 70% of youth in the juvenile justice system suffer fromh ment
health disorders (Skowkra & Cocozza, 2001), a model of effective strategies, iities
services aimed at improving services for youth involved in the juvenile juggtens received
national recognition (Skowkra & Cocozza, 2001). Research indicates that comrbasgy
alternatives to placement often produce lower recidivism rates than pladeldrake et al,

2009; Holman & Zeidenberg, 2006; Skowkra & Cocozza, 2001). The shift is to keep youth at



home where they can access community based services (Drake et al, 2009w e kN€ask
Force on transforming juvenile justice has a number of strategies in hopesdwedrafternative
to placement programs. One of the strategies states that New York needslenlthe
evidence based field by supporting and conducting evaluations of new, innovative gridgram
apply the principles of best practice (Vera Institute, 2009).

Alternatives For Youth

This study is a descriptive evaluation of one of the new innovative programs in Suffolk
County, New York which is an alternative to residential placement and aidiveregram
designed to prevent any court involvement for the youth and their familiemaltees For
Youth (AFY) uses the “wraparound approach” to the treatment of juvenile youth. gd€gses
the needs of the high risk youth and their families in an attempt to addressugseusderlying
problem of the problematic behavior of the youth. The symptoms usually includegitderr
behavior, truancy, substance abuse, educational difficulties and for most ofekers,and
multiple mental health needs. The purpose of this study is to explore the socioge#nuogra
variables, behaviors and clinical diagnoses of the AFY participants amer ggformation on
how the AFY program may divert youth from institutionalization and court involvement

Young people bring an excess of problems to the courts. However, because mehtal heal
needs are often at the core of many of these issues and often overlooked or urtiecatentat

health needs of the young offenders will be the focus of this descriptive study.



CHAPTER Il

REVIEW OF THE LITERATURE

Juvenile Justice and Mental Health

One of the most pressing problems facing the juvenile juststerayis the inability to
address the serious mental health issues of youth it serves.Esyyapbrt the claim that youth
with mental disorders are a significant portion of the youth who app@avenile courts (Teplin
et al., 2003; Otto et al., 1992). Recent statistics cite appradynéd% of youth in the juvenile
justice system suffers from a mental health disorder and 23ke®¢ youth are suffering from a
severe mental health disorder (Cocozza & Skowyra, 2007). The ineidénoental disorders
among youth in the juvenile justice system has been reported &b tthoee times higher than
the general population (Ruffalo et al., 2004). Numerous studies alsotenthed up to 80% of
foster children have a developmental or mental illness and thegvarerepresented in the
juvenile justice system (AACAP, 2001). Despite their disproportiomagetal health needs, the
lack of mental health services and resources continues to be a pfoblaoth the child welfare
and juvenile justice systems (Ruffalo, et al., 2004).

Contact with the juvenile justice system is frequently the first and only oppgrtbat
some youth have to receive help (Cocozza & Skowyra, 2007). Unfortunately, this oppdctunity
intervene early is often wasted by the juvenile systems and youth do not gevitesdbey
need (Cocozza & Skowyra, 2007). In addition, many youth are detained in the juvertée just
system for minor, nonviolent offenses simply due to a lack of community basedantat
options available to them (Cocozza & Skowyra, 2007). In an article entitled “Meltitall
Offenders Strain Juvenile System,” a Texas psychiatrist at the Texdls Lommission states:

“We're seeing more and more mentally ill kids who couldn’t find community progthat were



intensive enough to treat them. Jails and juvenile justice facilities arevitesgleims” (Moore,
2009, p.2).

Historically, juvenile justice facilities have been ill-equippedeffectively manage the
mental health (and substance abuse) needs of youth. Agenciesyitlamtibllowing factors as
barriers to meeting those needs: insufficient resources; inadeggia@inistrative capacity; lack
of appropriate staffing; and lack of training for staff (Fatlé&dvisory Committee on Juvenile
Justice, 2006). Since youth are often subjected to neglect and violehegjuvenile facilities,
studies have shown that mental illnesses can become worse whad pladetention (Moore,
2009). Additionally, it has been estimated that 80% of these children mibo the juvenile
justice system return or go to prison within three years of tekease (Office of Children and
Family Services, 2008).

Two—thirds of juvenile detention facilities report having childrepoasg as seven years
old awaiting mental health placement. In 2004, Congress documented trati@ppely seven
percent of youth held in detention were locked up simply pending amopgie treatment
placement (U.S. Congress, Committee on Government Reform, 2004). Mathy grder the
juvenile justice system with mental health, substance use, ardhwehéal/emotional disabilities
inadequately addressed by other social service agencies, ingckluld welfare, schools, and
mental health systems (Spangenberg Group, 2001).

Clinical disorders, likely to be found with the juvenile justice anid etelfare population
are: Mood Disorders (Major Depressive Disorder, Bipolar Disordyrsthmia); Anxiety
Disorders (Generalized Anxiety Disorder, Obsessive Compulsiserdar, Panic, Posttraumatic
Stress, Separation Anxiety, Social Phobia); and Disruptive Disord@DHD, Conduct,

Oppositional Defiant Disorder) (Garland, et al., 2001). Reports show ith#te general



population, youth with Disruptive Disorders are more likely to obtain ahdwealth services than
those with Mood Disorders (AACAP, 2008; Stiffman et al., 1997).

In a frequently cited study (Teplin et al., 2003) researchers examinedgisgchi
disorders in a randomly selected, stratified sample of 1,829 youth who had bedy recent
detained in a juvenile detention center in Cook County, lllinois. They presented six-month
prevalence estimates by demographic subgroups (sex, race, and etforiditg)following
disorders: Affective (Mood) Disorders; Anxiety Disorders: Psychosis;uptive Behavior
Disorders; and Substance Use Disorder (alcohol and other drugs). They foundwattyrds
of the males and three-quarters of the females met diagnostic dotesi@e or more psychiatric
disorders. Excluding conduct disorder (common among detained youth) nearly 60% cfimdales
more than two- thirds of females met diagnostic criteria and had diagnasificspgairment
for one or more psychiatric disorders. Significantly more females (56.5%) tias (45.9%)
met the criteria for two or more disorders in the diagnostic categorib®ofl, Behavior,

Anxiety, Psychotic and Substance Abuse: 17.3% of females and 20.4% of males had only one
disorder (Teplin et al., 2003).

A comprehensive study conducted by the National Center for Mental Health ande&uvenil
Justice included a collection of mental health data in three states for 12 moyth&@03 until
2004). The results confirmed that regardless of level of care or geographic, tbgi majority of
the male and female youth in the juvenile justice system met the criteatléast one mental
health diagnosis. Overall 70.4 percent of youth were diagnosed with at least oneheadtital
disorder. Among males the Disruptive Disorders were the most prevalent (44.@4gtblby
Substance Use Disorders (43.2%). Among females, Anxiety Disorders (568@)eidlby

Substance Use Disorders (55.1%). The mental health status was complicateprbgehee of

10



more than one disorder, 79.1% of youth met the criteria for more than one disorder (Cocozza &
Skowyra, 2007).

The Office of Juvenile Justice and Delinquency Prevention (ODJJP) Survey tf iMout
Residential Placement (SYRP) is the first comprehensive survey conductatect
information about the needs of youth in custody by surveying the detained offeelHes (&
McPherson, 2010). Researchers found that youth in residential placement selfineporéeous
mental and/or emotional issues. The survey questions were not diagnostic of speciél
disorders, but were indicative of symptomatic behaviors in a number of domains. Sgngptom
attention problems, hallucinations, anger, anxiety, isolation/depression, traumaicatel s
related thoughts were reported (Sedlak & McPherson, 2010). Problems with anger were
especially prevalent (more than 60 percent); depression and anxiety (51 perdentsa
notably, the majority of youth (70 percent) reported some type of traumatic evest fifth of
the youth in placement admitted to having two or more recent suicidal feelisgsyaha
“caution” or “warning” on the Massachusetts Youth Screening InstrumeiR¥Y@). The
MAYSI is commonly used for assessing the mental health needs of youth in thegywsiice
system (Grisso & Barnum, 2006). The prevalence of past suicide attempts (22)psnc®re
than twice the highest rate for peers in the general youth population. Additi@mally
overwhelming majority of youth responding to the survey (70 percent) respondedd'yks”
guestion “Have you ever had something very bad or terrifying happen to you?/ s&men
percent responded “yes” to the question “Have you ever seen someone sewgesdyonkilled
(in person- not in the movies or on TV)?” (Sedlak & McPherson, 2010, p.2).

Although mental health services in the form of evaluation, therapy or counaeding

universally available in the facilities, many youth do not receive cougsetim qualified

11



mental health providers. Although there are mental health professionals in 77 pethent
facilities, 88 percent of youth reside in settings where some or all of thestansnsre not
mental health professionals (Sedlak & McPherson, 2010). A mental health professional i
defined by the National Mental Health Association as any Medical Doctwmhélsgist, Social
Worker, Licensed Professional Counselor, Mental Health Counselor, CertiiedoAland
Drug Counselor, Nurse Psychotherapist, Marital and Family Therapist or&&bunselor.
These professionals hold medical, doctoral, master’s degrees, or cestifitiagnsure with
specific clinical training. There could be serious implications for youthtentien facilities
with serious mental health needs if they are not being treated by mental he&ésipruls.
More than one fourth (27 percent) of staff conducting suicide assessments anednad
other mental health assessments are not being administered by qualifiggestiak &
McPherson, 2010). Appropriate assessment of mental health issues is an espeatiaf as
treatment and requires appropriate training and skills.

In a service needs assessment of New York State operated juvernitiesacil
approximately 48 perceof the 891 youth (429) admitted needing mental health services (Vera
Institute, 2009). Furthermore, the Department of Justice found that some statiedofaeibties
failed to provide adequate programs to address the mental health needs duliesegds
(Vera Institute, 2009).

The Civil Rights Division of the US Department of Justice (2005) conducted a series of
investigations and found consistent inadequacies of the mental health care aed servic
juvenile facilities in a number of states (US Department of Justice, 2005yethgnition of the
problem of the mental health needs of youth has influenced the trend towards examining the

reliance on the juvenile justice system to care for youth with mentaslidevenile justice
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officials regard servicing the serious mental health problems (and the maftgpleomplex

issues surrounding the treatment) of the youth in their system as one of thestgreallenges
(Cocozza & Skowyra, 2000). Juvenile justice experts agree “that whenevéigossith with
serious mental health disorders should be diverted from the juvenile justice”sySteorza &

Skowyra, 2000 p.8).

Substance Use and Juvenile Justice

The relationship between substance abuse and delinquent behavior has been well
documented in the literature. The Survey of Youth in Residential Placement  8i1dRRtes
that nearly three fourths (74 percent) of youth in custody have tried alcohol and 84 percent
admitted to using marijuana. More than half the youth (59 percent) replied thatetesginunk
or high several times a week or more during the months before they were takersiotty.c
Two thirds (68 percent) reported problems related to the substance use such@mgetti
trouble under the influence, not meeting their responsibilities or having a blackeuvieexe
(Sedlak & McPherson, 2010). In 2002, a study done by the office of Substance Use and
Mental Health Services Administration (SAMHSA) found the substance useeligate among
youth (ages 12-17) who had ever been in detention or jail was 23.8 percent ( triple to the 8
percent rate of youth who had never been jailed or detained) (SAMHSA, 2002).

Recent studies have documented the prevalence of substance use among juvenile
offenders (Caldwell et al., 2010; Chassin, 2008) along with specific factors and pdbhiem
presents for this population. Juvenile offenders who continue to use drugs are mote likely
continue with criminal or delinquent behavior. Substance use among juvenile offenidedsd

with other health risk behaviors such as more sexual risk behaviors, violence and siccident
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(Teplin et al., 2005). Among all adolescents (not just juvenile offenders) youth usingisabsta
tend to have negative educational, occupational and psychological outcomes (Chassin, 2008).
Substance use disorders among juvenile offenders are also complicatedgifrequently co-
occurring mental health disorders, learning disabilities and acadefie$afTeplin et al.,

2005). Youth with co-occurring mental health disorders tend to have more severecgubstan
abuse disorders, greater family dysfunction, and poorer treatment outcomesetRbdw2004).

The American Academy of Child and Adolescent Psychiatry (2006) emphdmsazesed
for the identification and treatment of mental ilinesses that often arenpres@uth who use
drugs and/or alcohol. "Many children and adolescents with ADHD or depressiondhave ¢
occurring substance abuse disorder," says Dr. Anders, M.D. (President of AAG¥e cannot
treat one problem and ignore the other" (AACAP, 2006, p.91).

Experts in the juvenile justice system acknowledge the frequency of merithldreh
substance abuse co-morbid disorders associated among juvenile offendergl{@alavy 2010;
Chassin, 2008; Rowe et al., 2004). SYRP documented extensive substance abuse and mental
health problems of youth in the custody of juvenile justice systems but also fotiedighiag
intervention and treatment programs were not serving the large sectors of youtredtioeme.

Only about half of the youth surveyed reported receiving substance abuse counskéirg in t
facility. Recommendations for effective approaches and policy will be edplater in the

discussion chapter.

Institutionalization of Juveniles

Each year, it is estimated that approximately 500,000 youth are brought to juvemtode

centers. On any given day more than 26,000 youth are detained (Sickmund ,et al., 2005).
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Institutionalization, placement or detentions are terms frequently used imgecidy in the
literature. There are different levels of residential placement in jieveistice. In New York
State there are three types of placement: non-secure, limited sedsecare residential
facilities:

Non-Secure Residential Centers (NSprpvide a non-secure level of placement that
consist of a variety of urban and residential centers. Admissions to thesiesaoinsist
of adjudicated juvenile delinquents. Youth in NSD’s require removal from community
but do not require more restrictive settings. These facilities alloncaggeto lower costs
and provide smaller, flexible rehabilitation settings for youth.

Limited Secure Residential Settingsovide more restrictive service setting for the
juvenile delinquent population. First admission to these facilities is comprised of
adjudicated juvenile delinquents. Limited secure facilities are also osgduth
previously placed in secure facilities as a first step transition back cotheunity.
Most limited secure facilities are located in rural areas, and viytakléervices are
provided on grounds. Services provided include education, employment training,
recreation, counseling medical and mental health services.

Secure Residential Centegovide the most controlled and restrictive of the residential
programs. Secure facilities are located in non-urban areas with virdlighipgram
services provided on-grounds. Access to and from secure facilitieily stontrolled.

The facility is either a single building or a small cluster of buildingsosundgied by

security fencing and individual resident rooms are locked at night. Youth in secure
centers have an extensive history of delinquent behavior and involvement with the
juvenile justice system that includes out- of -home placements.

(Office of Children and Family Services, Division of Juvenile Justice and
Opportunities for Youthwww.ocfs.state.ny.us.main/rehab.

Unless otherwise noted, the terms “placement,” and “institutionaiZatienote any
form of residential center defined above. There are 591 secure “detenticer5cmtionwide
housing hundreds of thousands of youth every year. Detention centers are intended to
temporarily house youth posing a high risk of reoffending before their trial oredkeenlikely to
appear for their trial, these facilities are often filled with youth who doneett these criteria.

Approximately 70% of the youth in secure residential centers are detainszhforiolent
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offenses (Sickmund, et al., 2005). Typically, PINS youth or status offenders ard plamn-
secure facilities while JD’s can be placed in any of the above dependingragrithaial
background and nature of the crime.

The increased and unnecessary use of secure facilities exposes yowh\twament
often resembling adult prisons and jails rather than community and familg-indsievention
programs that have proven to be most effective (Holman & Ziedenberg, 2006). Siradat
crime, the act of placing youth in residential facilities, increasedtime rate by aggravating
the recidivism of those youth who are detained (Holman & Ziedenberg, 2006). l&mas be
shown that many youth naturally age out of “delinquent” behavior and placemeidwaor s
interrupt that process (Holman & Ziedenberg, 2006).

A study done on 2006 found that “pretrial jailing” of youth not yet determined to be
delinquent and placing youth in secure facilities does not deter juveniles fima ¢uiminal or
delinquent behavior (Holman & Zeidenberg, 2006). The incarceration of youth in residenti
facilities or prisons can seriously damage a youth’s chance of futuressutbe placement of
young people in state’s custody undermines the youth’s opportunities to acqukélsifeush
as the educational, vocational, and social skills required for success and sagdrsyfiAnnie
Casey Foundation, 2008).

Another disturbing problem with the reliance of institutional placement in thedJnite
States is the inequities and disproportionality of the juvenile justice sygtemitwcomes to
minority youth, specifically African American youth. Whereas Africanegkican youth
comprise 16% of the total juvenile population, 38% of youth in juvenile correctionaliéacilit
and 58% of youth sentenced to prison are African American (National Council oa &man

Delinquency, 2007). Itis estimated that African American youth commit aboutrtteeasaount
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of crime as White youth, yet they are arrested at dramaticallyrigtes and once arrested they
are more likely to be: “detained; formally charged in juvenile court; placadacked

correctional facility; waived to adult court; incarcerated in an adult prisonveaieed to adult

court” (National Council on Crime and Delinquency, 2007, p.3). This problem is evident in New
York State as it has an obvious overrepresentation of minority youth in the reditieilities.
African Americans represent only 19% of New York’s total youth population ag&g, Met

they accounted for more than 60% of all youth in residential placements in 2006 (Sallich et
2008). It has been studied but not much has been done to correct it.

Finally, the juvenile justice system has often been characterized ‘@uthping ground”
for other public systems that do not have the resources or ability to manage thegkhjiguth.
Youth with mental health problems, learning disabilities, or those in fostehaaeehistorically
been steered into the juvenile facilities (Annie Casey Foundation, 2008). Thesepgoplteyare
more at risk for delinquency related to their disability or disadvantage df aflaesources. An
example of this is the prevalence of mental health issues for court involved yoygharedrto
the overall youth population. Some estimates find that youth in the juvenile justes sye
two to three times more likely to suffer from a mental health disorder compake to t
adolescent population at large (Skowyra & Cocozza, 2006). Grisso (2004) stated whiag “D
the 1990’s, state after state experienced collapse of public mental heattesstar children and
adolescents...the juvenile justice system soon became the primary refleylth with mental
health disorders” (p10.) Although some youth with complex mental health treatneelstmay
require out of home care for their problems, many more can be appropriately sethe
community where youth behavior can be addressed in its social and familial ¢dblateanal

Mental Health Association, 2004).
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The residential placement of youth is expensive and ineffective. Alterative
institutionalization and diversion programs is an essential aspect of jupestite that needs to
be explored and established as an effective way of dealing with high rigk yout

Diversion Programs

The Mentally Ill Offender Treatment and Crime Reduction Act of 2003 passed by
Congress (S.1194/H.R. 2387) maintains that collaborative service programs heewnteh
health treatment and justice systems can reduce the number of individualscharsriacilities
while also improving public safety. The growing trend toward diversion prograrhs jovenile
justice system is based on the evidence that most juveniles commit minoesffeugrow their
delinquencies, and do not require formal intervention to live out crime free livesgCatedl.,
2006).

The support for diversion programs and specifically mental health treatmes of i
court involvement is expressed in a report by the New Freedom Commission on Matital He
which finds that people are frequently misdiagnosed or not diagnosed with mental disorder
Many mental health professionals recognize that it is important to keep aduitswth with
serious mental illnesses who are not criminals out of the criminal justiesyBhe experts also
believe that many nonviolent offenders with mental illnesses could be diverted to more
appropriate and typically less expensive supervised community care (Ctiall&2@6; New
Freedom Commission on Mental Health, 2003). The Commission also supports the
understanding that if people with mental illness received the services gw\timey would not
end up as part of the court system (Council of State Governments, 2002). In addition, media
attention and reports documenting the growing problem of mental health issuesiirethke

justice systems of New Jersey, Arizona, California, Michigan, and Pennsylvaeialka drawn
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national attention to an issue that historically, has not received coveragez @ & Skowyra,
2007).

This recognition of the problem of the mental health needs of youth has influenced the
trend towards examining the reliance on the juvenile justice system tocgoith with mental
illness (Cocozza & Skowyra, 2000). Juvenile justice officials regard servicirsgtioals mental
health problems (and the multiple and complex issues surrounding the treatment)ooitihie
the system as one of their greatest challenges (Cocozza & Skowyra, 2000).

Recently in New York State, the inadequacies of juvenile fi@silto adequately address
the needs of at-risk youth have taken center stage. In 2010, the Camasmissi the Office of
Children and Family Services (OCFS) committed to the transtaymaf the failing juvenile
justice system including closing down a number of juvenile residdatdities. Commissioner
Gladys Carrion announced in an address to the New York juvenileejysbfessionals that
these young people need intervention and support. She specifically eaghthe need for
education, job training, and mental health and substance abuse sdovisepport their
rehabilitation and return to the community (OCFS, 2008). Instead of contitauipgur money
into the broken system of juvenile justice, confining children wimta/ing them hundreds of
miles from their home, OCFS began aggressively moving toward ooitynbased alternatives
to incarceration where the children could maintain and strengtheecions with their families
and to significant adults in their lives (OCFS, 2008). Communitydopsagrams have proven

to prevent youth crime and drop recidivism rates to as low as 30 percent (OCFS, 2008).
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Diversion and Alternatives to Placement Programs

Diversion programs and alternatives to placement (or incarceratiompprogre two
types of interventions which attempt to redirect juvenile offenders out of néisidelacement to
community based treatment programs. Diversion programs attempt to provide nesessees
to identified youth (commonly status offenders or Person’s In Need of Supervistbpjevent
any court involvement and placement. Alternatives to placement are pragganesl towards
the youth who have been arrested or petitioned to court as a way to keep them oueof secur
(limited or non secure) residential programs. These programs were a \gagteerinstitutional
placement for youth who pose “a significant risk to public safety, and to ensun® tyauth is
placed in a facility because of social service needs” (Vera Institutestite, 2009, p.926).

In New York State, there are two system points where youth might be sehtence
community based alternatives to placement: in court at the time of disposgimen@sing) or;
when they are placed in custody of the Office of Children and Family ServiceSjO@HMen
parents wish to obtain a PINS petition for their youth, diversion programs ardItythedirst

step that parents must attempt before the filing of the petition and court inesiizem

The Efficacy of Diversion Programs

The initial goal of diversion programs was to steer juvenile offenders from je\anitt
in order to avoid stigmatizing youth (Feld, 2000). The earlier diversion programedocns
requiring youth to provide community service, follow educational directives, andé&veec
services from youth agencies (Cueller et al., 2006). The more recent trend/extyalith to
mental health treatment: “Mental health diversion programs, along with otloealsqesl

programs such as mental health courts, are one response to a policy problem” éCak|ler
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2006, p.198). Under such programs, justice and social service agencies collaboraté to dive
youth offenders with mental health problems to treatment in lieu of court pragedsis hoped
that, if mental health treatment is effective, diversion programs can help to redigdieism and
the severity of the crimes committed by the offenders with mental disptidersby reducing

the societal cost of crime” (Cueller et al., 2006, p.198).

Utilizing diversion programs is one way to minimize court intervention and juststs,
and supervise youth offenders with minimal response (Cueller et al., 2006). Through the
provision of community services, the digression from the court’s involvement is aadeak to
be more responsive to a youth’s individual, family and social needs (Feld, 2000).dahavi
interventions, such as interpersonal skills training and psychotherapy arefimcieesthan
vocational or wilderness programs (Lipsey, 1999). Diversion programs intervamaanner
consistent with the youth’s developmental and treatment needs (Cuelle2@0@)., Mental
health diversion programs are adapted to address the specific type of caswrgeoblems of
the youth based upon the mounting evidence that mental disorders are prevalent amdag juveni
offenders and contribute to youth crime. Although studies have found a correlationrbetwee
mental disorders and crime, this does not imply a causal relationship. EtgirtEnce also
suggests that mental health treatment can reduce crime. In a study donerex#srgoint,
researchers found that mental health treatment reduces subsequent detestafryaaith in
foster care (Cuellar et al., 2004).

Current research supports the effectiveness and cost savings assochatbd wit
appropriate diversion of youth with mental health and substance abuse needs to home and
community based programs (Greenwood, 2008; US Department of Justice, n.d.). Mostiexpert

the field of juvenile justice recognize the unmet mental health and substanceedisef
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youth in the juvenile justice population and call for increased action, better data on the
prevalence and manifestation of the disorders, and greater availabilitgenisgy, assessment
and treatment approaches. Former Presidents Clinton and Bush recommended that juvenil
justice agencies partner with other child serving agencies to transfermal health care for
children and youth, focusing on early identification and referral to home and community

connected services (New Freedom Commission on Mental Health, 2003).

Juvenile Justice/Child Welfare in New York State

In 1998, New York State developed an agency system designed to integrate tms syste
of care, child welfare and juvenile justice. The New York State Office of @hildnd Family
Services (OCFS) was formed on January 8, 1998 by merging the Division For Youth (DF
(formerly the agency responsible for juvenile offenders within the Probaé@parBnent)
with the family and children’s’ programs administered by the form@abment of Social
Services(DSS) (Johnson, 2004). OCFS is responsible for the oversight and monitoring of all
elements of the child welfare (foster care, adoption, child protectiveessrmic.) and the
juvenile justice system referred to as the Division of Juvenile Justice and @piestfor
Youth (DJJOY). OCFS has the responsibility to certify and license the dat&3Y juvenile
justice programs. OCFS is responsible for the transformation of the juvetite gysstem,
the overall administering and managing of their residential facilite@apanity-based group
homes, day-placement centers, and all other programs for juvenile delinquents ane juveni

offenders placed in the custody of the OCFS Commissioner.

The Division of Juvenile Justice and Opportunities for Youth (DJJOY) provides the

operation of the residential and community treatment of court-placed youth, inclotdike, i
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management of over 2,000 beds throughout the State in facilities ranging fume ceaters
to community residences, as well as day placement programs and aervares. DJJOY
manages the different types of residential placement centers and umakerfs for youth re-

placed in voluntary agencies.

The division of OCFS/DJJOY custody is a confusing issue in New York Statetbenc
do overlap and vary from county to county. For example, PINS youth who are in private
voluntary agencies in residential care are usually in the custody of tietamty Department
of Social Services (DSS). JD’s can be placed with the local county DSS, or pldbediate
custody of OCFS in a private voluntary agency for residential care (catbither foster care
or child welfare system). JD’s can also be in OCFS custody in a resigeataiment in state

operated DJJOY facility.

This overlap between foster care/child welfare and juvenile justice yousttheaubject
of a study of done of children in a private voluntary residential treatmelityfaciNew York
State (Dale et al., 2007). Due to the changes and overlap of the systems, eeséauiod a
significant increase in the proportion of youth with mental health and juvenile justice
backgrounds compared to 10 years earlier in facilities originally desf@t child welfare
youth (Dale et al., 2007). Compared to 1991, there were significantly more childreouind
entering residential treatment centers (RTCs) in 2001 with charéictetisually associated
with serious mental health problems (history of psychiatric hospitalization gokghsopic
drug use) and serious behavior problems(history of juvenile delinquency and substance abuse)

(Dale et al., 2007).
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The study also found three distinct groups of children entering R¥/Gtgh who have
come in contact with juvenile justice systems; youth involved wigmtal health system; and
youth traditionally served by child welfare system (Dalalet 2007). The researchers of the
study note that based on the limitations of their data collectiothauelogy (missing or
incorrect data in case record review) they believe it is prebidait the percentage of children
with mental health and behavioral problems is greater than reported (R&|e2607).

The data showed that more than half of the youth being served in R&@sa range of
characteristics more common to children traditionally servedittner mental health or juvenile
justice facilities. Over the past 10 years this has incresisiestantially and has coincided with
the decrease in options for child/adolescent psychiatric fasiknel a shift in the approach of
the juvenile justice system towards a child welfare perspe(fvall but the worst offenders).
Researchers found that this shift out of psychiatric hospitalsh@nshdre confining correctional
facilities could have been a positive shift for the children of Newk State if it was well
planned and if appropriate resources were allocated to meet ¢as o€ this challenging
population (Dale et al., 2007). Unfortunately, the resources werdloxdtad differently and the
systems were in need of a change of practice and policy.

Mental health, child welfare and juvenile justice are not intergbable systems. As they
each provide out of home care, they were each designed and shapetiffieyent philosophy
and perspective. Mental health espouses a medical model, intendeullizedtae “patient” and
improve the illness and the behavior. The juvenile justice systemseasa correctional model
to punish and correct socially unacceptable behavior (and proteabrtiraunity) (Dale et al.,
2007). Both the mental health and juvenile justice systems opreatee and locked facilities

and have high staff to client ratios in order to support their missiansontrast, the child
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welfare system’s RTC program operates from a social sepacgpective, with permanency
planning as the driving force. The goal of an RTC is to dischardgren to a permanent living
situation. RTC’s are non- secure facilities, have comparatieglystaff to child ratios and no
defined period for treatment (Dale et al., 2007).

Experts in the field of juvenile justice, child welfare and mental health reeachm
effective and innovative programming to divert these young people away fraarsi
facilities (Greenwood, 2008; US Department of Justice, n.d.; Chui & Mogulescu, 2004). Child
welfare and juvenile justice professionals support the claim that placingedoydaith into
residential facilities is seldom the answer to getting youth the helgervices they need
(OCFS, 2008; Dale et al., 2007; Howell, 2004; Lerman, 2002).

Persons In Need of Supervision (PINS)

In New York State, a common pathway for parents to receive supportheir
emotionally and/or behaviorally troubled adolescent is by reportiagntas PINS (Person In
Need of Supervision). “Person’s In Need of Supervision” is a pnogvdhin the juvenile justice
system that helps families intervene with children who are hdlgittraiant, disobedient,
incorrigible, or exhibit ungovernable behavior. Nationally, the termSAB\referred to as “status
offenders” because the laws they break apply only to minors.

In New York, PINS petitions are filed through the Probationddepent and ultimately
may be adjudicated by a family court judge. At any point thrabghprocess, depending on the
youth’s behavior, the youth may be remanded into state custofigyg©f Children and Family
Services) and placed in foster care. At that time, they maydoed in a secure, limited, or non-
secure facility or a community-based residential treatmemtec¢RTC) for adjudicated youth

(Johnson, 2004).
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In November 2001, New York State raised the age limit from (less) 16 to (less
than)18 years old at which a youth can be adjudicated a PINS.t@ribis, a PINS petition
might be filed in family court for a child “less than sixtegrars of age.” Parents in New York
State fought to change this legislation in order to have suppore ditdlte as they attempted to
deal with their troubled older children. Parents wanted servicethéar children, as well as
official support for their parental authority (Souweine & Kashu, 2001).

The governor and the legislature responded to the parents by ingrédas age limit;
however, the increase threatened to undermine the goal of theprdym by burdening an
already overloaded system (Souweine & Kashu, 2001). Additionally, th® padulation is one
of the least studied or understood groups that appear before the famtyand, currently, no
court model exists for effectively handling these cases (Lippman, 2001).

The estimated percentage increase in PINS cases translatezkié,500 and 10,000
more cases being referred to New York State Family Coypfhan, 2001). It was anticipated
that the elevated age limit would intensify the mental illneabstance abuse, and educational
problems that the young people struggle with (Lippman, 2001).

Out-of-home placements are the most expensive components of thesy&tdS. The
length of stay usually is guided by the court calendar so the yoathwell spend weeks or
months in residential placements pending a hearing or a judigeb decision (Chui &
Mogulescu, 2004). Research indicates that an out-of-home placement edfacerbate the
problems that cause family conflict (Chui & Mogulescu, 2004). It alag lead young people to
have diminished school performance and to adopt criminal behaviorseaslaof increasing

their exposure to negative peer groups (Chui & Mogulescu, 2004).
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Most PINS petitions are submitted by the parents of the childiénough school
administrators and police departments also may file. The data sugfugsthe same underlying
issues exist for a PINS petition (mental health, substance amissgtional issues and abuse)
regardless of the petitioner (Souweine & Khashu, 2001).

In 2005, the New York State’s Family Court Act was amended gaathis time to
enhance diversion requirements for PINS cases and discouragenthefflPINS court petitions
(Salsich et al., 2008). The provisions of this law promised to address the needyfaeftstive
intervention, and required each county in New York to enhance PINS divemines. The
diversion programs were also compelled to respond to the fanalesprovide appropriate
alternatives to placement (Johnson, 2005).

The diversion programs as well as the application processHt{& petition vary from
county to county in New York State. This variation has historicatlyngicated the data
collection and program analysis of PINS and diversion prografissa result, there is limited
research on both the PINS population and the programs that provideeseovthis challenging

population.

Statistics of JD/PINS Youth in Care (NY)

In New York State, the juvenile system is fragmented aaasanber of agencies (law
enforcement, probation, placement, family court, and social servicas).dgency is required to
collect and report particular data elements. Until recently howeke data had never been
compiled or distributed in a way that could offer a comprehensivevieverof the juvenile
justice system. In 2005, the New York State Office of Childred Family Services established

a task force on Juvenile Justice Indicators to address this \WWglening the Lens: A Panoramic
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View of Juvenile Justice in New York Statghlished in 2008, draws on three years of data, from
2004 to 2006. The report summarizes five key areas of the juvenile justice systermaloidbs
arrest, referral to court, detention, court processing and digpos(falsich et al, 2008). A

Flowchart of the Juvenile Justice System in New York State is represeriigplire 1.
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Figure 1: Flowchart of NYS Juvenile Delinquency System
(Vera Institute, 2008)

e
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In 2004, there was a total of 9,705 (6,355 non-secure, and 3,350 secure)cadnicssi
secure and non-secure facilities across New York State. In 2@06,was a 20 percent decrease
to a total of 7,797 (4,627 non-secure, and 3,170 secure) (Salsich et al., 2B@8jlecrease in
statewide admissions to secure and non-secure facilitieprissented in Figure 2, and mostly
seen in non-secure. Since PINS youth are detained in non-secliteedad can be surmised
that this decrease during the 2004-2006 (represented in Tables 2 & ®)fiwasced by the

change in PINS legislation in 2005.

Figure 2: NYS Juvenile Detention Admissions (excluding NYC)
2004-2006
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Source:Salsich, A; Paragini, A., Estep, B. (2009).Addemdo Widening the Lens 2008. New York: Vera Ingétu
of Justicewww.vera.org

PINS court petitions have decreased across the state by 4&htpgircce 2004, from a

total of 12,429 in 2004 to 7,349 in 2006. Consequently, admissions of youth to non-secure
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facilities have also significantly decreased by 39 percerdsa the state. In 2004 there were
5,038 PINS admissions to non- secure detention, and in 2006, there wereSzB8&th (et al.,
2008). The decrease in the number of PINS petitions is representigdiia 8. Suffolk County
was one NY county which demonstrated a significant decreaséNB Ron-secure detention

rates and PINS petitions (court involvement) (Salsich et al., 2008).

Figure 3: NYS PINS Admissions to Non-Secure Detention, 2004-2006
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Source: Salsich,A, Paragini,A, Estep, B. (2008) 8Midg the Lens: A Panoramic View of Juvenile JestictNew
York State. New York: Vera Institute of Justiasgvw.vera.org

Despite the significant decreases, PINS admissions to non-seetgetion facilities
across the state (excluding NYC) continue to account for neafly4vapercent) of the state’s

total detention facility usage (JD secure detention admissiceruat for 31 percent, and JD
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non-secure admissions account for 22 percent) (Salsich et al., 2008pIN&epopulation in

New York remained a significant problem to the juvenile justyjstesn. During the time period
of 2004-2006, policy makers and researchers were exploring ways beeresme of the core
issues of the PINS youth and families.

In 2001, changes to the New York State PINS law increased thiaragéor filing a
PINS petition from (less than) 16 to (less than) 18 years of dge.ifitial concern and
assumption was that this would overload the court system (Lippman, 20813. result of this
concern, a number of PINS diversion programs were put into plaaddiess the increased
number of youth eligible for PINS and help alleviate some of the gmobobf the youth and their
families.

Two specific programs that were developed to reduce court involvement and out-of-home
placement in New York State were the Family Keys Prograif@range County, NY, and the
Family Assessment Program (FAP) in New York City. The ga@dlthe FAP program are: to
connect children and families to appropriate services more quickhgduce the city’'s reliance
on family court in PINS cases; and, consequently, to reduce the nwhbmrt-of home
placements for PINS youth (Chui & Mogulescu, 2004). These progvams the basis for a

program initiative in Suffolk County, called Alternatives for Youth (AFY).

Alternatives For Youth

In October, 2005, the Suffolk County Departments of Social ServiceghiHBabbation,
and Youth Bureau developed a new program called Alternatives for YAEY). Modeled on
the Family Keys Program and Family Assessment Program, &émpts to intervene and

prevent cases from reaching family court and thus reducing the nuohbeut-of home
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placements for PINS youth. By preventing court involvement arckplant, it was expected
that AFY would be a cost effective manner to help PINS youth in Suffolk County, NY.

Between 2000 and 2002 the average number of PINS youth in residentngjssitm
Suffolk County, NY increased from 96 placements to 157 (64%). In 2005, ISGftainty spent
$21 million dollars for institutional foster care and $17.25 million for dilgeDelinquents/
PINS residential placements. In 2006, Suffolk spent an estimated $2bdh riwr foster care
placements and $17.25 million for JD/PINS placements (Suffolk County Bx8iget, 2005).
The average annual cost for a child in placement in New York &&210,000 (OCFS, 2008).
This is a significant percentage of the Departments budgkimany child welfare and juvenile
justice administrators were hoping to find a solution.

The growing concernfor PINS petitions include the: relative cost for placement,afise
out—of-state facilities, and the inability to work with familgisen the distance and location of
placement. The increasing numbers, escalating cost, the ineffexss of residential placement
present a compelling argument for an alternative to the PINSrakprocess. Since the PINS
process in Suffolk County begins at the Department of Probation,igtéaitan exploration of
the background and problems of the PINS youth.

The Suffolk County Department of Probation reviewed the case hsstarie number of
children and youth who had been placed in institutional care in order ttopeverofile of
youth problems. The department found that 70% of the youth had a historyntzl miaess,
alcohol and substance abuse, and learning disabilities (AFY, 2005). Téeyhatl other
emotional or behavioral problems including: aggressive behavior, suicii@t@ys, runaway

behavior, and sexual acting out (AFY, 2005).
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During 2003, close to 1600 youth were seen for a PINS intake by SuffalktyZ
Probation, of which 1200 were referred to the Designated AssesSennte Teams (DAS).
DAS teams attempted to divert the youth and families fromlyacourt. DAS units assessed the
needs of families and youth, referred them to services, andogedea service plan. Referrals
were made for mental health services, substance abuse tedanaly counseling, education,
and other support services. The work of the DAS team then, wasnmaléde an assessment,
motivate the family and youth to engage in treatment, and avoid patento foster care
(Armstrong, 1998).

AFY was designed as a short-term (3-4 weeks) crisis intg@ore case management
program linking families to long term services. One differencevd@mt AFY and the
aforementioned DAS is the elimination of the involvement of probatiortrendeduction of the
need for filing a PINS petition. Another difference is the @pvdied collaboration and
integration of county departments and services, referred to ‘agragparound” approach.
Participating county departments have enhanced and expanded the diagreaxsitjve, mental
health, alcohol and substance abuse, education, and mentoring services aadgnaeeted
what was available to youth and their families. Additionally, Bdcation and Assistance
Corporation (EAC) of Suffolk County is the contract agency responfblie provision of the
case management services for the AFY program. EAC is fonptofit agency which provides
vocational, educational, counseling, mediation and intervention services acrosoNeState.

To be eligible for the Suffolk County AFY program, a parent atetthe PINS program
at Suffolk County Probation. The AFY probation workers complete a phaaeeith determine
if the youth’s presenting problems and background are appropriateefpragram; that is, youth

should not be in imminent danger to self or others, and parents shouldibg teilbe involved.
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If the AFY worker determines the youth and family to be appragrthae family is accepted into
the program. The AFY worker will contact the family to schedah assessment interview
within a day or two if possible so that intensive case planningnaarthgement could begin
immediately. If however, the youth’s behavior is deemed inappredoathe AFY program, the
parent will file a PINS petition with the Suffolk County Department of Probation.

Suffolk County has an “AFY Oversight Committee” to manage thessy interagency
collaboration. The Committee meets regularly to discuss problemndljcts, and challenges

involved in program implementation.

THEORETICAL FRAMEWORK

Integrating Political Organizations

The development of the AFY Oversight Committee is an etidortnprove collaboration
and integration among the numerous political departments and organizatiolved in AFY.
To understand the complexity of integration among these agencidsstigewill be examined
within the framework of a “political organization model.” The podéll organization model
views organizations as political arenas that accommodate epmwwebs of individual and group
interest. It is based on the propositions that: (1) organizations are coalitionsreé @jk@ups and
individuals; (2) enduring differences exist among coalition memk8&jsthe most important
decisions involve the allocation of scarce resources; (4) the agddifferences and scare
resources create conflicts that are central to the orgamzg8) power is the most important
asset; and (6) goals and decisions emerge and bargainingatiegpind jockeying takes place

among competing stakeholders (Bolman & Deal, 2003).
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Interorganizational theory is based on the study of the intematiiat occurs between
two organizations. This interaction is affected “in part att)dasthe nature of the organizational
pattern or network within which they find themselves” (Warren, 1971). @e(E975) reports
that interorganizational theory has two deficiencies: 1) a enoldf confusion and overlap; and
2) being insufficiently concerned with issues of macrostructure.selteficiencies, especially
with the processes of conflict and cooperation, may be incorponatiedhe same model of
organizational interdependence (Aiken & Hage, 1967).

The relevance of the systemic political model to this rebeaests on the great
difficulties that youth service systems have in the provision anddic@tion of services. Both
consistency and communication among service providers are necessappnents in the
treatment of young people who have been diagnosed with mental ilhefsstunately, this
collaboration among service providers is a rare occurrence (Jenstott&, 2003; AACAP,
2002). Planned and coordinated transitions between the service providerserfitbes and the

youth and their families are integral to effective treatment (AACAP, 2002)

AFY and The Homebuilders Model

Before discussing the theoretical base for this studyjmpsrtant to discuss the original
theory for which AFY was developed. EAC/Alternatives For Youthialy designed the
theoretical foundation of its program on the Homebuilders Model. The Blalders Model
began in 1974 based on Family Preservation Services (FPS). FagsbnRtion Services is a
child welfare model designed to give caseworkers and fanaihesption of intensive, in-home
support as an alternative to removing children from their famalesplacing them in foster care

(Kinney et al., 2009). A 1999 Surgeon General’s report noted that:
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In a [third] study, records were analyzed from a large samphgouth (nearly 700)
presenting to the Home Based Crisis Intervention (HBCI) program in Netvo¢er a 4-
year period. Youth received short-term, intensive, in-home emergenages. After an
average service period of 36 days, 95% of the youth were referredenrolled in other
services...(Satcher, 1999).

The Homebuilders Model was designed from FPS not only to prevenuthef- home
placement of children, but specifically for children at risk fortdoscare. Homebuilders
programs seek “to prevent the unnecessary out-of-home placementicérciwho could remain
at home safely with the provision of services” (Wells, 1994).

Features of intensive home-based services include immediate centlctamilies,
assessments and service plans developed by family members amaswarld the linking of
families to resources. The Homebuilders program is “one of the mell-established, family
centered, family preservation service programs in the natiordséF et al, 1999, p.2).
Homebuilders works with families with a multitude of problemschézy them new skills and
suggesting a range of other services to help them stay together (Fals&089). It is important
to emphasize that Homebuilders Model and FPS wereoriginally ddsfgnéhe child welfare
system, and keeping children and youth out of foster care for aleglecihand other parent
issues. Although there have been studies done on the efficacy aindPtie Homebuilders
model with juvenile justice populations, they have been single group ei-ex@erimental
designs (Haapala & Kinney, 1988; Pecora et al., 1991). While the stsulijgested some
promise, other experimental evaluations of FPS have not supported favtoapldgerm
outcomes with juvenile justice populations (Henggeler et al., 1993).

The Homebuilders Model was the theoretical basis chosen f&EARZAFY program.

Nevertheless, the ‘wraparound’ approach is the guiding theory and tbabagiproach used in

this descriptive and exploratory study. Wraparound theory is designaegserve families and
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prevent placement of youth in placement. It is a collaborative nvdueh identifies the family
as the primary decision maker, using inherent strengths and “wggp@iseries of supports
around the individual and family to improve their situation. It focuses iiming community

resources as a source of empowerment and change. The Wraparouhtiandzben used with
high risk youth and specifically those with mental health needap&Yound philosophy is a

relevant theoretical framework for the AFY program.

Guiding Theory

Wraparound Theory

The wraparound philosophy began in Canada in the early 1980’s and \pésdaidathe
United States soon after. It is a philosophy of care thatflesesle, integrated services to meet
the needs of troubled youth and their families (Burns and Goldman, 19%&¥e are many
components of the wraparound philosophy, but the following factors ahe abte: strengths
based approach to youth and families; family involvement in tia¢ntent process; needs-based
service planning and delivery; individualized service plans; outdomesed approach (Burns et
al, 2000). Wraparound theory has “coalesced around a broadly stategthstiieased, family
focused, ecological process emphasizing individualized servicdee iteast restrictive setting
appropriate for a child’s need” (Malysiak, 1997). Wraparound philosophy kasabghift from
a categorical, (professional) deficit assessment interventiammore integrated, individualized
service, and a strengths-based engagement of families ageti®on making participants
(Malysiak, 1997).

Ecological systems theory is one which is most closely edsdcwith wraparound.

Environmental ecological theory assumes that a child functions iatbéb&t when the larger
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system surrounding him/her coordinates efficiently with theronsystem of his/her family and
home (Burns et al, 2000). Supportive relationships among family, school, camtunity
facilitate the improvement of behavior for a child or youth. The thetrgsses the importance
of understanding the relationship between the child and various environsystahs but also
the relationship and communication among the systems themselvestivEffatervention
begins with understanding each child’s unique interactions in their owal,sogltural, and
interpersonal systems environment. The intervention also requiresefitasentatives of the
different systems in a child’s environment work together in a lootktive and coordinated
approach to rearrange the environment in ways that promote adaptiverfumc (Walker &
Schutte, 2004)

The ecological perspective draws upon concepts from ego psychgbegiically
emphasizing coping and adaptation; the rational , cognitive, problem salapeacities of
people; the need for personal competence; and the importance ohgchester fits between an
individual’'s developmental phase specific needs and environmental res&tookegical theory
gives a key role to restructuring the environment as well @sowmg individual capacities
(Goldstein, 1995).

Wraparound is an individualized approach to applying comprehensive services within a
system of care for youth who have a multitude of complex problems (Burns & Goldman, 1998)
It is a system level intervention that “wraps” existing services aroaathyand their family in
an attempt to address their problems based on ecological theory. Wraparoundralso tie¢e
collaboration of services, involving all agencies involved in a coordinated way. Wuagas

intended for youth involved in the juvenile justice, child welfare, mental health, emtucati
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systems. Wraparound philosophy assumes that direct intervention in the seraoewsysiead
to positive change within the child and family (Stambaugh et al., 2007).

Although the wraparound approach has been around for almost 30 years, it has only
recently come into more widespread implementation. Reviews of evidence habes s
describe the approach as promising since there have been positive outcomes fronzeghdomi
trials and multiple quasi-experimental studies (Burns et al 2000). Wraparound stitldie
youth in juvenile justice have found improvements in school performance and decreased
instances of running away (Carney & Buttell, 2003; Pullman et al, 2006).

Wraparound theory is sometimes compared and confused with case mamageme
programs. The reason for this is because of one of the most signifeatures of the
wraparound approach is individual case management, although wraparound samicext
traditional case management programs. Case managementnpmogesely provide youth with
an individual case manager (or probation officer) who guide the youshghrexisting social
services or juvenile justice systems. Case management m®ogla not operate in the same
highly structured, integrated services environment that charesdrue wraparound initiatives
(US Department of Justice, n.d).

Numerous public agencies and research organizations, including the Nafientll
Health Association (NMHA), the US Surgeon General's Offi¢es National Wraparound
Initiative, and the Substance Abuse and Mental Health Servicesnisdiration (SAMSHA),
have offered their own definition of what constitutes a wraparoungrara A “true”
wraparound program feature several basic elements; a -collaeoratommunity-based
interagency team; a formal interagency agreement; cardioators; child and family teams; a

unified plan of care; systematic, outcomes- based services (US Deparfrdestice, n.d).
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Literature on the wraparound approach also emphasizes the impodfmecruiting
committed and persistent staff and creating programs thauliveally competent and strengths
based (Bruns et al, 2004; Franz, 2003). It has been estimated thatyaas2®0,000 youth and
their families may be enrolled in wraparound efforts nationwide (Burnsigr@an, 1999).

One of the most successful and most frequently cited wraparourgraprois
Wraparound Milwaukee. This program is a unique merger of wraparowideseand managed
care financing. Participants in the program pay a set capitatigodeally covered by Medicaid)
and then become eligible for individualized case management andiext#aatment services.
Repeated evaluations show that participants demonstrate manked@ments in their behavior
and socialization, and are less likely to recidivate than graglwdteonventional treatment
programs. The average monthly cost of treatment in Wraparound Mileaskaso less than
half the cost of traditional residential programming (Milwaaik€ounty Behavioral Health
Division, 2003).

Wraparound initiatives can be used to reach many types of atoiishk. yro date most of
the nation’s wraparound initiatives focus on youth with mental hea#us. Alternatives For
Youth (AFY) utilizes a wraparound approach to servicing a ehglhg population of the
juvenile justice system. For a number of reasons, including \@argwwithin counties and states,
there is lack of research on the PINS population. This high risk pmpulat youth has
numerous behavioral and emotional needs, and for those who work with the popURHNS

youth are a complicated and complex group to service.
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Policy Implications

Juvenile justice and mental health professionals expect thatltiescent mental health
crisis will continue to increase over the years but resourckésavitinue to decrease (GAO,
2003). Therefore, the method by which the juvenile justice system attemptsctivelyeaddress
the adolescent mental health problem can set a significawtasthand measure of practice with
this difficult population. Any program which is successful in intéggaand providing the
myriad of service needs while preventing youth from court involveimeptacement may have
important policy implications nationwide.

Additionally, there is a growing trend away from the use sfdential placement for
youth with emotional and behavioral issues as numerous studies demeoitsisacostly and
ineffective (Howell, 2004; Lerman, 2002). Researchers need to mifeey makers programs
that have been proven empirically effective. A program that preyatement will save agency
administrators and parents the expense and distress of removifyl arcadolescent from
home. Nationwide there is huge momentum towards community based dptiabsrisk youth
and reallocating funds from residential programs to community basetese Community
treatment is more appropriate for addressing the young persdrasibein relation to family
school and peers. It has been demonstrated that young people whosedewstirin their own
communities have been shown to be more likely to succeed in tregmémet (Vera Institute of
Justice, 2009).

Understanding the needs of status offenders is an importantt agpgievention and
intervention in the juvenile justice system. In New York Stateifpally, the PINS population

has been a complex and complicated population of the juvenile justteensyihey present the
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courts with a multitude of problems and service needs and juvenileejysbfessionals have
little information on the most effective interventions for status offenders.

The purpose of this study is to describe an innovative diversion proghéch provides
services and treatment to youth at risk for court intervention, iadfiwh, and placement in to
the juvenile justice system. If the majority of outcomes irtdicguccess, child welfare and
juvenile justice agencies will have initial evidence of how featively address and attempt to
resolve the adolescent's behavioral and emotional challenges. linfhegnce standards of
practice with this difficult population locally and nationally.

The literature reflects the abundant agreement that curreny policpractice necessitate
the need for youth service systems to work together with new and crg@gramming (Howell
et al., 2004; Johnson, 2004; Brown, 2003; Souweine & Kashu, 2001; Armstrong, 1998). This
study attempts to determine if Alternatives For Youth is sugirogram. AFY’s effort to
coordinate and integrate services for youth in the juvenile jusigteras, may well serve as a

model for other county agencies.

Statement of the Problem

It has been well-documented in the literature that youth in the juvenile jugsiesns
have an abundance of mental health issues (Otto et al., 1992; Teplin et al., 2003; Cocozza &
Skowyra, 2007). Traditionally, juvenile justice systems nationwide had been tryiolgedise
problem of juvenile offenders with residential placement (Sedlak A & McPhers@®1K);
Annie Casey Foundation, 2008). Recently, however, there has been vast recognition of the
ineffectiveness of this approach and a shift in the approach to best prattigevemnile

offenders is gaining momentum (OCFS, 2008; Skowykra & Cocozza, 2007). The utilization of
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creative diversion and alternative to placement programs has gainematéert policy makers
are examining closely effective programs documented through research.

This exploratory and descriptive study specifically looks at PiES population in
Suffolk County, New York. It examines the outcomes of the youth edroll¢he Alternatives
For Youth Program from October, 2005 until October 2006. Outcomes weldar@asany time
after the case was “closed” in AFY, from 4 weeks to 3 montlewolg the initial intake date.
This study focuses on the mental health issues that the AFR¥ipeants disclosed during the

initial intake interview and the impact these issues had on the outcome.

Conceptual Model

Figure 4 represents the conceptual model explored in this study. The “Sociod@mwgra
Predictor Variables” and the “Clinical Descriptor Variables” arendated and described.
Predictor variables were chosen to explore relationships believed to betassiocibe research
of juvenile offenders and delinquency. Since this is a descriptive and exploratbyytbe terms
“predictor”, “criterion” or “outcome” variable are used. The “ServiceséRals Intervening
Variables” are the specific referrals and services provided by the ARYgmcand would be
expected to moderate the relationship between predictors and outcomes. The “Oatcome
Criterion Variables were the variables obtained through the Departmemthation case record
database, and the case record extraction to discover some information aboututioséy
“failed” the AFY program (or entered the system after AFY) and thacomes included
placement, arrest or court involvement. These outcomes were measured aeaftetitne

families 4-6 week involvement with the AFY program.
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Figure 4: Conceptual Model

Socipdemographic_Predictor Variables Clinical Descriptor Predictor Variables
= Age ¥ Aggressive
¥ Gender ¥ Substance Use
> Ethnicity ¥ Runaway
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" ¥ Suicidal
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¥  Marital Status ¥ Fireplay
¥ Who Living With * ¥ Prior Mental Health Hx
¥ Family Housing ¥ Abuse Hx
* Current Grade ¥ Clinical Diagnosis
¥ Educational Placement
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o Types of Services
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o Services Rendered

L ]
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o Juvenile Justice Involvemnent
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o Court Involvement Outcomes
[{CFS Placement, Probation, PINS
Diversion, Pending, Mone)

o Types of Convictions
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Specific Research Questions:

e What are the socio-demographic and clinical intake characteristicaithf seferred to
the AFY program?

e What services are provided for AFY participants? What are the overall outémmes
AFY participants?

e What is the relationship between the demographic characteristics ofutheayal all
other variables in the conceptual model?

e What is the relationship between all intake characteristics and outcomes?

e What services are provided by the AFY program for youth with aildout mental

health diagnosis at intake?

Final Research Question:

What is the relationship between a mental health history and outcome of PIN$divers
juvenile justice, and/or residential placement up to 5 years following the AtBke date, when

all other pre-existing conditions and AFY interventions are also considered?
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CHAPTER IlI
METHODOLOGY

This exploratory and descriptive study was conducted in partial fulfillofesidoctoral
dissertation for the Stony Brook University School of Social Welfare.uliggse was to
discover the factors associated with successful outcomes and failurestfoinyolved in a
probation diversion program in Suffolk County, New York. The quantitative study used pre-
experimental, one shot case study design with previously collected deiedéifa of youth
enrolled in the Suffolk County Alternatives For Youth (AFY) Program (Kreugere&urhin,
2006).

AFY is an innovative program administered through the Education and Assistance
Corporation (EAC) and contracted through Suffolk County Department of Probationfioiit S
County Department of Social Services. It uses a "wraparound" approach invbk/ing t
collaboration and coordination of juvenile justice, child welfare, mental health andyotlibr
service providers to provide short term intensive assessment and interventioesservi

The subjects in this research project were all participants in the Suffolk County
Alternatives For Youth Program during their first year of operation, frototigc 2005 until
October 2006 (573 youth). EAC/AFY provided the researcher with previouslytealldata
acquired through the agency’s usual course of business and kept in computerizedotdse
The data included demographic information, educational history, family historyasabstbuse
and mental health history, types of services to which the participantsefened, court
involvement and emotional/behavioral changes. For each case, data collecABi ftarted
at the date of intake, and continued through the close of the case, anywhere froeef@itov
three months following intake and service referrals. For some cases, the date cdbsure was

not always recorded due to follow-up problems in contacting AFY participants.
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Because of inconsistent outcome information in the AFY databases, it wasangdes
obtain subject outcomes from an alternate source. Outcomes were defirtedrotdsenumber
of residential placements and court involvement (including arrests and PIN&ggtifter
participation in AFY. This data was obtained through case record review of proketords,

and included outcomes up to five years after initial AFY intake.

DESIGN

The pre-experimental, one shot case study design was chosen as the mosasppropri
plan for this study. The one shot case study design is also called the one group;quigttest
design with one group, a treatment, and a post test (Kreuger & Neuman, 2006). udthialkt
AFY participants enrolled in the program are the “one grotipe “treatmeritis referring to the
services and referrals the AFY program provides the youth and familiesp@s$tge’st-only” is
the outcome variable, juvenile justice involvement.

The major limitation of a design with only one group and no control or comparison
group, is that it cannot be claimed for certain that the treatment affectéepbedent/criterion
variable. Since the subjects are the same before and after the treatnresgdheher would not

be able to determine if any changes are the result of the treatmentgéiKi& Neuman, 2006).
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Overview of AFY Program

New York State requires all parents seeking a PINS petition to fiestietat a diversion
program. In Suffolk County, N.Y., parents seeking to obtain a PINS petition musbfitact
the Suffolk County Department of Probation. The Probation Department will thethefe
family to AFY for services. Within 24 hours the family is contacted by an ASéwarker to
schedule an intake appointment at the youth’s home within 48 hours.

The AFY caseworker meets with the family to identify the services ndmdext youth
and family to ameliorate the problems they are facing and then develops a ghtaioing
needed services. Services can include mental health treatment, educatistalcassubstance
abuse treatment, mediation services, social service, all of which will hellpetabuild personal
and community supports. On average, the caseworkers work with the famiteg wotk the
AFY program for four to six weeks by which time other supports should be in place.

All visits by the AFY caseworker occur in the youth’s home and workenstana phone
contact with the family while the case is open. AFY is a voluntary program ithth&mily can
withdraw at any time. If the family withdraws from AFY serviceshwiit complying with
recommended services and then attempts to file a PINS petition again, probktiefemthem

back to AFY for another attempt.

AFY Intake Process/Data Collection

Staffing for the AFY program during the data collection process averagedo ten
caseworkers (both full time and part time workers), a full time Pro@iaector and part time
Deputy Director. From October 2005 through October 2006, there were a total oéWoidass

assigned to a maximum of 10-12 cases each. Cases were assigned by &ne ¢iregtor based
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upon the geographic location of the family and/or strengths of the AFY casesvaltieg with
needs of the family and youth (workers with particular experience i.e., menital lgaags,
substance abuse are matched with those cases). Once the case wasdlies@maieker, the
worker contacted the family to schedule an intake interview. The intakéyidea completed
within 48 hours and all information was obtained through the parents and youth at tbéthme
intake in the client’s home. If an intake was not completed within the 48 hours it valy asie
to the parent’s/guardian’s late night work hours and difficulty scheduliimyeafor the
caseworker to come to the house.

The AFY caseworker administered the CANS (Child and Adolescent Needs and
Strengths) assessment tool during their intake process. CANS is a stedltodl used
nationally to measure behavioral changes and mental health issues of childrdolesckats.
CANS may be a reliable and valid instrument to measure behavior if therasséss measured
at three different points in time. Due to the nature of the program (often uaexlisis
intervention program) the CANS assessment was not always compldtedratke stage and
rarely at the follow up (three and six month&3.a result, the CANS assessment was not used in
this study.

The information collected by AFY workers at intake and at follow up was entered i
the AFY database by the worker (See Appendix A). The database progrgmeddsr AFY
was limited in the number of fields and entries for some questions, which lednsistent and
missing entries. Some of the categorical variables did not have the option of “atitkif the
answer did not fit the category it was left blank. In other cases it was untiether a blank
response indicated absence of a problem, refusal to answer the question or quelséimg not

asked.
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The original study plan was to use the outcome of the referrals to differeiceseand
the improvement of behavior as the “outcome measures”. This was to be gathared tgse
managers when contacting the family by phone or by a mailed survey. Thesmptoacaes
often failed leaving very little information to measure the effectiveaktweir intervention.

Due to the limited data available, other sources were needed to measure outetanes. D
from existing case records of youth involved with the Suffolk County Departm@&mbbéation
were obtained after receiving approval from the Stony Brook Universityuti@hal Review
Board (IRB).

AFY provided the Suffolk County Department of Probation (DOP) the names of the AFY
participants, which were then entered into the DOP database. The study cootidamator
extracted the relevant outcome data from the existing DOP casdgs¢kept in the course of
usual business) using a data extraction form developed specifically fauthySSee Appendix
B). The information provided in the probation records were often typed Presentencing
Investigations (PSlIs). Not all information was completed on all the youth, argefgotith who
were deemed “PINS” there was very little information documenting thdsdeba addition,
many of the youth were still “pending” outcomes in the records. These iongauill be
addressed in the discussion section, along with future research recommendsdtem$ie data
was extracted, the Department of Probation combined the two data files into onetealaiale
file with no identifying information included. No variables that could be used to figlémsi

participants in any way were recorded, analyzed or used for this study.
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IRB Compliance

The database used for analysis is compliant with all IRB and HIPAA. rlilee
application for “exempt” status was completed and submitted to Stony Brook Ukyivers
Committee on Research Involving Human Subjects (CORIHS) on the IRB Néilsit¢lIPAA
Waiver Form (verifying the use of a de-identified data set), the memitirdethe amendments
to the study and the data extraction form were also submitted and reviewed.

The initial research proposal was approved by the Stony Brook University itesnon
Research Involving Human Subjects (CORIHS) on July 25, 2007. The addendum and
modifications to the original application was approved on March 9, 2010 (Project ID:
20076794).

Data Cleaning

The AFY database had a total of 250 variables. However, due to missing ddta and t
inability of the database to differentiate between a true “no” ansvdea aefault “no” answer,
numerous variables were excluded in the analysis. Some variables neededltalbd indhe
analyses despite their high numbers of missing data. As a result, the missing ofucalses
will be reported in the results section.

Due to the low numbers of subjects with some intake characteristics or ositcoamsy
key predictor and outcome variables needed to be recoded. This will be deattdregth
below. Additionally, suggestions on how to improve the data collection process widlbeed
in the discussion chapter.

Department of Probation records also varied considerably in the amount ofatiform

available. Some records had extensive information, including psychosocial repodidthers
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were limited in the amount of information. Consequently, there were missing diatacase

record extraction as well.

Subijects

All participants in the Suffolk County Alternatives For Youth Program who estraf
the AFY program from October 1, 2005 until October 31, 2006 were included in the study. There
was a total of 603 intakes, however, 29 of these youth were repeat clients (and one had three
intakes) for a total of 573 youth. When a youth had repeat intakes, it was decidbd thiial
intake would be the one that would be used since that intake was the most complete. An
outcome variable of “AFY repeat” was then added to indicate repeat services.

AFY participants were primarily male (56%), White (58%), had a mean age of 14.8
years, and were living with a single parent (55%). Detailed intake chéstcseof the AFY

participants will be reported in the results section.

MEASURES

Biopsychosocial Predictor Variables

The followingsocio-demographic predictor variablesobtained through the AFY
database were used in the analyags; gender, race/ethnicity, town, school district, primary
language of parents and youth), marital status of parent/legal guardian, who youth lived with,
family housing, current grade and educational placement. The AFY program serviced almost
all of Suffolk County including 87 towns and 44 school districts. The complete table of a tow
and districts is provided in Appendix C. Educational variables inclogleént grade,

educational placement and school district. Educational placement was a string variable and
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had a number of responses includialjernative, day treatment, special education, regular
education and parochial schooFor bivariate analyseslucational placement was recoded to
regular education, special education, not in schexadmissing Since alternative and day
treatment programs are considered special education services in inaolydsstricts,
alternativeandday treatmentesponses were recoded isfiecial educationandparochialwas
recoded withregular education There was only one responseriot in schoobnd 53 intakes
had missing information on theaducational placement.

The clinical/mental health characteristics of the youth were the poaatl of this study.
The different variables that measured mental health were all considereelcaded in the
analysis. Clinical descriptor (CD) predictor variables were coded a®sitive” if they were
acknowledged as either a current behavior issue or a prior problem. Theseassachided
aggressive behavior, substance use, runaway, truancy, suicidal, fire play, sexual abuse victim,
physical abuse victim or sexually abusive. CD’s were distinguished fromlinical diagnosisin
the study since they were simply behavioral descriptors, self- reporethby parent and/or
youth at the intake process.

Clinical diagnosis variable described any official mental health disorder attributed to the
youth. Although these were also self-reported by the youth and family, hanezgioé and
specific details of the treatment were often included and supported the disclésurtne
bivariate and multivariate analyselinical diagnosis was recoded into four main categories;
Behavior Disordergincluding ADHD, Conduct, and Oppositional Defiant Disordityod
Disorders/Bipolar Disorde(including Major Depressive Disorder, Depressive Disorder NOS,
and Bipolar);Other (including Anxiety Disorders and Psychotic Disorders) andd¥gnosis.

Many of the youth had co-morbid diagnoses with one diagnosis often including a behavioral
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disorder. Given the population of JD's and PINS youth, this was anticipated as Behavior
Disorders are typically diagnosed in this population. As a result|ithieal diagnosis variable
was coded as a diagnosis other than a Behavior Disorder if more than one dissrder wa
disclosed. In addition, there were a number of youth who had mental health treatment or
intervention (counseling or therapy) that may not have had an official diagnosis.

A number of variables were created to describe different types of previowsl! itmealth
treatment experienced by the AFY youth, includbagpatient services, psychotropic
medication treatment, prior psychiatric hospitalizations or visits to a psychiatric emergency
room. In addition, the variablmental health history was created to represent the youth who had
never received any type of counseling or mental health services in anyrrpaan®
participating in AFY.

It is important to note that many of the youth who entered AFY with behavior problems
and emotional issues did not have had prior treatment or a clinical diagnosisvasRiie first
phase of their mental health treatment and these youth were not coded poasitivelyariables

of diagnosis or prior mental health history.

Intervening Variables

The original AFY database had the specific names of agencies to whicippats were
referred. Theypes of services and number of referrals could be important when exploring the
relationships between intake characteristics and outcomes for AFY yoosh oMthe youth had
more than one referral with a range of “wraparound services” providedtypds®f services
and referrals variable were recoded into service areas with “yes” or “no” responses imgludi

mental health, substance abuse, education, aftercare and parenting problems. Mental health
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included psychiatric evaluations, individual and family counseling, MST (MyétieBnic
Therapy) and anger managemeitbstance abuse was any substance abuse referral and
education was any educational referkhédiation was a common type of service and was
recoded into thearenting category. The number of referrals was coded intmtimeber of
referrals and then ta@ategorical number of referrals. An important variable that was often
missing and incomplete in the AFY case records were the outcomes of thedindagese

referrals. This issue will be discussed at length in the discussion section.

Qutcome/ Criterion Variables

The three outcome measures that were used for this studyjuerete justice
involvement; court involvement outcomes; andtypes of conviction. Thejuvenilejustice
involvement variable was determined after the Department of Probation ran the AFY paantsci
into their database. The data was then extracted from the existingaasks iff those youth
who appeared in the probation data base. After a youth’s name was enteradnaigedid not
appear in the database, the outcome was enterexhgsf a JD charge or arrest appeared it was
JD; and finally any family counparent or school PIN®/as the third outcome (parent PINS and
school PINS were combined for data analysis).

Court involvement outcomes were determined through the case record review and data
extraction. Court involvement outcomes includedOCFS placemerinto a Department of
Juvenile Justice or Child Welfare Residential Treatment Faaility)carceration(adult
institution); probationor juvenile drug treatment court; felolwy misdemeanor charge pending;

dismissedr fined; court mandating further PINS diversiar;none of the above.
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The charges that JD’s were convicted of were coded into the véasipedef
convictions. The coding included categorizing the charges and offenses by the guidelines used
by Suffolk County/New York State Department of Justice. The categoriesl@ciolent; drug;
sex offenses; DWI/alcohol; property; and assaudstinitions of the categories and specific
charges are provided in Appendix D. The youth who were deemed PINS with no other

conviction were placed in a categoryRINS

Original Research Question:

The research question at the onset of the study was: ‘What are the ictake dad
successful outcomes associated with the youth who were referred and linkeatab hrealth
treatment through AFY?”

This exploration could not be pursued because of the large amount of missing data in the
secondary data sets. This was due primarily to the inability of casewtwlatain necessary
data during the intake process and the failure of AFY parents/ youth to followhuthe/iAFY
workers to report the outcome of their referrals. Due to the crisis oriented oftlecintake
interview, the AFY workers’ primary goal at intake was to assesgihe, ameliorate the
troubled relationship of the parents (caregivers) and youth, and provide immediatdseind
resources. Consequently, the specific details of the intake interviewsfteareot completed.

After the youth and family connected with the agency and/or servigesra@mmended by the
AFY worker, the outcomes were often obtained.

Upon completion of “phase 1” of AFY, participants may have been referred to “phase 2”

which included aftercare services by other contract agencies (FamilgeSeeague, Suffolk

County Department of Social Services, and Suffolk County Department of Ntedhh).
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Although referrals to the “phase 2” aftercare programs were documergedyrttiber enrolled in
any aftercare program was not recorded.

The CANS assessment instrument was another measure of behavior changd totende
be used at the onset of the study. The CANS assessment was not completkd at atta
follow- up dates and thus was not used as an outcome measure. AFY workers stated that
parents/families would not respond to the workers attempts to obtain the follow up data
necessary for CANS.

The CANS assessment was designated as the assessment tool beforg#&EY be
CANS instrument was designed to measure behavior improvements over a penoelaridi
follow up measures are required for validity and reliability. This wasmaiparopriate choice of
behavior assessment given the nature of the program (crisis, short termcanchemdations

will be made in the discussion section about recommended alternative assdseine

Statistical Analysis Plan

The Statistical Package for Social Sciences (SPSS) 18.0 for Windows wde use
analyze the data. Univariate descriptive analyses were used toyidiatéfentry errors, describe
the frequencies of data items, facilitate recoding, and eliminate tiadles with numerous
missing responses.

Due to the majority of categorical variables, crosstabs and chi-squa¢hegrimary
bivariate analyses done for the research study. Chi- square analysied/&s test the
association between two predictor variables; between predictor and intervematdesa and
between predictor and outcome variables. Chi-square examines whether thecbser

frequencies obtained from a sample are similar to the frequencieseskpader the null
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hypothesis that there is no relationship between the two variables (Abu-Bader, 2a&6)s
and Analyses of Variance (ANOVA) were used to test the statistgrafisance of the
relationships between age (the only ratio level predictor variable) and allpo#ukctor and
outcome study variables. T-tests were used to test whether there ieyendds in mean age
between groups of youth when the grouping variable had only two levels. Simpleyne-wa
analysis of variance (ANOVA) was performed to examine the relationstweée age and
other predictor and outcome variables when the latter variable had more thatelyaviea of
response. The purpose of the one-way ANOVA is to examine the difference bgtaeps
with one continuous variable (Abu-Bader, 2010). The alpha level was se&t.@bpo determine
the statistical significance for all bivariate relationships.

Binary logistic regression was the multivariate analysis method usaddseof the
categorical nature of the outcome variables. This method has been shown to ba asefdki
range of contexts in which the outcome variable is dichotomous (e.g. an event does or does not
occur), and the set of predictor variables are continuous and/or categoiraly IBgistic
regression was used in this study to predict the odds that (based on intakeafett@srice
referrals) an AFY member would enter one of the outcome groups (juvenile justiceneutc
court involvement outcome, and type of conviction). In order to use the binary logistic
regression model, each of these outcome variables were recoded so thetrigssnited the
dichotomous outcomes of that event occurring (=1) or not occurring (=0) for each individua
(Abu-Bader, 2010). In addition, categorical predictor variables that had more than tw
categories had to be recoded into separate (“dummy”) variables each codedasrher
number of dummy variables is always one less than the number of categories igitiad ori

variable. The last category is the “reference” category and it igathe that the other values are
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compared to when determining statistical significance. SPSS version 18 tcdtynereates
these new variables when the predictor variables are specified asricaiieg the model.

The models in this study were run as forward-stepwise selection. pwistéemodel was
chosen because of the collinearity between many of the predictor variahkasg m difficult to
separate their effects when they are all entered simultaneouslyndStath a model that
contains only the constant, the forward-stepwise procedure selects ategditie yariable from
the list of available predictor variables that has the smallest observedtaigeeflevel if added
(as long as it is less than the chosen cutoff value of p<.05) and enters it into the Aftetet is
in the model, all variables previously entered are examined to see if thegritez@a for
removal (e.g. have significance levels above the chosen cutoff of p>.1). This pauasses
until no other variables are suitable for either inclusion or exclusion in theriwdel (Abu-
Bader, 2010). Predictor variables were specified as being available tebedento the models
in blocks, as specified in the conceptual model in Figure 4. Thus, sociodemograplhiesaria
were added first, followed by clinical descriptors, and finally serviaanas.

Final models are presented, along with B coefficients, odds ratios and probatbdlsy
for variables that are statistically significant. The B coefficis@in estimate of the contribution
that its corresponding variable makes to the prediction of the outcome. Coefficesatey than
zero indicate a positive contribution (e.g. predicts the occurrence of the everdg)nagnulive
coefficients indicate a negative contribution (e.g. predicts the event notiagd. Exp (B) is
indicative of the predicted change in the odds ratio of the event occurring vs. not gcfarrrin
each increment of the value of the predictor value. An odds ratio greater than ortesratica
increased likelihood of the event; an odds ratio less than one indicates a dedrekisedd of

the event. Overall significance of each block in the model is also included.
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CHAPTER IV
RESULTS

| . Sociodemographic and Clinical Characteristics of AFY Youth

Table 1 provides all the demographic characteristics of AFY youth and feundiBecan
be seen in Table 1, AFY participants were primarily male (56.5%), White (58.6%), duad ha
median age of 15 years. The majority of the youth (97.6%) and their parent(syjuaghan(s)
(87.3%) were English speaking and lived in a home owned by a parent(s)/ legens(s)
(57.1%). Approximately one third of the youth were living with their biological mathdr

father. More than half of the youth were living with single mothers or sintjlerta

Table 1:Demographic Characteristics (N=573)

Variable Frequency Percent Valid
Percent

Gender
Male 324 56.5% 56.6%
Female 248 43.3% 43.4%
Missing 1 0.2%

Ethnicity
White 336 58.6% 59.3%
Black 103 18.0% 18.0%
Hispanic 129 22.5% 22.8%
Other 2 0.4% <.1%
Missing 3 0.5%
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Table 1:Demographic Characteristics (N=573)

Variable Frequency Percent Valid
Percent

Age
7 2 0.3% 0.4%
9 1 0.2% 0.2%
10 3 0.5% 0.6%
11 4 0.7% 0.8%
12 25 4.4% 4.7%
13 48 8.4% 9.0%
14 108 18.8% 20.3%
15 153 26.7% 28.8%
16 144 25.1% 27.1%
17 43 7.5% 8.1%
18 1 0.2% 0.2%
Missing 41 7.2%

Age Categories

7-11 10 1.7% 1.7%
12-16 478 83.4% 89.8%
17-18 44 7.7% 8.3%
Missing 41 7.2%

Primary Language Youth

English 559 97.4% 98.6%
Spanish 8 1.4% 1.4%
Missing 6 1.0%

Primary Language Parent

Guardian
English 500 87.3% 88.7%
Spanish 60 10.5% 10.6%
Other 4 0.7% 0.8%
Missing 9 1.6%
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Table 1:Demographic Characteristics (N=573)

Variable Frequency Percent Valid
Percent

Marital Status Parents
Divorced 230 40.1% 40.9%
Married 192 33.5% 34.1%
Never Married 79 13.8% 14.1%
Separated a7 8.2% 8.3%
Widow/er 15 2.6% 2.7%
Missing 10 1.7%

Who Living With

Bio Parents 186 32.5% 33.6%
Single Mother 268 46.8% 48.5%
Single Father 49 8.6% 8.9%
Parent/Step 20 3.5% 3.6%
Other family 27 4.7% 4.9%
Other 3 0.5% 0.5%
Missing 20 3.5%

Family Housing

Own Home 327 57.0% 64.0%
Rent 172 30.0% 33.7%
DSS housing 4 0.7% 0.8%
Live w/Relative 8 1.4% 1.6%
Missing 62 10.8%

Education & School Districts

The youth included in this sample came from 88 communities/zip codes and 44 school
districts across Suffolk County, N.Y. Sixteen Towns had 10 or more AFY youth reprgsentin
55.4% of the AFY participants. The Town of Brentwood (8.9%) and the Brentwood School
District (11.2%) had the highest number of youth represented. The complete table of
towns/schools is provided in Appendix C. Table 2 shows the grade and school placement status

of AFY participants. Almost half the youth reported their current grad& as 80" grade, and
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two thirds reported a regular education placement. It is important to note that 10.6% (61) of
“current grade” and 9.1% (52) of “educational placement” responses weragrirssn the data.

Table 2: Grade/ Educational Placement

Status (N=573)
Variable Frequency Percent Valid
Percent

Current Grade
2 1 0.2% 0.2%
3 1 0.2% 0.2%
4 2 0.3% 0.4%
5 3 0.5% 0.6%
6 13 2.3% 2.5%
7 40 7.0% 7.8%
8 49 8.6% 9.6%
9 133 23.2% 26.2%
10 141 24.6% 27.5%
11 102 17.8% 19.9%
12 27 4.7% 5.3%
Missing 61 10.6%

Educational Placement
Regular 383 66.8% 73.4%
Education
Special 138 24.1% 26.4%
Education
Missing 52 9.1%

Clinical Descriptors

The clinical descriptor predictor variables are self reported behavioiptessiprovided
by the youth and/or the parents/caregivers during the intake interview. idialaffinical
diagnosis was not required for these responses. These descriptor variakidg, Tiatde 3, are:
aggression, substance abuse, runaway, truancy, suicidal, and fire play behaviorscafedimnali

Table 3, aggression and truancy behaviors were most frequent followed by substaa@ndbus
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runaway behaviors. The high numbers of responses for most of the clinical desarigtor
typical behaviors for both PINS and JD youth.

Approximately 45.4% of youth stated they had been in some type of outpatient mental
health treatment, and 46.2% of AFY youth reported some type of psychotropic medication

treatment.

Table 3: Clinical Descriptors

Variable Frequency Percent Valid
Percent
Clinical Descriptors
Aggressive
Y 360 62.8% 62.8%
N 213 37.2% 37.2%
Substance Abuse
Y 297 51.8% 51.8%
N 276 48.2% 48.2%
Runaway
Y 293 51.1% 51.1%
N 280 48.9% 48.9%
Truancy
Y 379 66.1% 66.1%
N 194 33.9% 33.9%
Suicidal
Y 131 22.9% 22.9%
N 442 77.1% 77.1%
Fire play
Y 139 24.3% 24.3%
N 434 75.7% 75.7%
Mental Health Hx
Outpatient Tx
Y 260 45.4% 45.4%
N 313 56.6% 56.6%
Medication
Tx
Y 265 46.2% 46.2%
N 308 53.8% 53.8%
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Table 3: Clinical Descriptors

Variable Frequency Percent Valid
Percent
Prior Psychiatric Hospitalizations
Y 85 14.8% 14.8%
N 488 85.2% 85.2%
Prior Psychiatric ER visits
Y 96 16.8% 16.8%
N 477 83.2% 83.2%
Any MH Tx or Hx
Y 394 68.8% 68.8%
N 179 31.2% 31.2%
Abuse Hx
Victim of Physical
Abuse
Y 78 13.6% 13.6%
N 495 86.4% 86.4%
Victim of Sexual
Abuse
Y 40 7.0% 7.0%
N 533 93.0% 93.0%

A clinical diagnosis was required for the variable “Clinical Diagngsesulting in two
thirds of youth having no prior diagnosis (66.1%). Most data obtained for this variable was
self-reported at the AFY intake; however, some of the diagnoses were ererdddrdata
extraction form used with Probation case records. As can be seen in Table 4, youtegrese
with diagnoses of Behavioral Disorders (Conduct, Oppositional Defiant DisordetDAr
other Behavioral Disorder), Mood/Bipolar Disorders, or other (e.g. AnRisyghotic
Disorders). Too few AFY participants reported any type of clinical sulbstamngese disorder to

be used as a variable in the study.
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Table 4: Clinical Diagnosis

Variable Frequency Percent Valid
Percent
Behavioral Disorders 97 16.9% 16.9%
Mood Disorders/ 84 14.7% 14.7%
Bipolar
Other 58 10.1% 10.1%
No diagnosis 334 58.3% 58.3%

Il. Services, Referrals and Outcome Variables

Table 5 shows the types of services and referrals made for the youth. Thteesapfar
the youth (74.9%) had at least one mental health referral, 26.0% were referretstaace
abuse provider, 40.3% were referred to parenting or mediation services and 54eb%fevezd
to aftercare services. The majority of youth (57.8%) had between 4-10 referttasvarious
categories of service providers and 190 youth had between 1-3 referrals. Theumder of

referrals was 3.84, and both the mode and the median were 4 referrals.

Table 5: Services/ Referrals
Intervening Variables Frequency Percent Valid
Percent

Type of Service
Mental Health

Y 429 74.9% 74.9%
N 144 25.1% 25.1%
Substance
Abuse
Y 149 26.0% 26.0%
N 424 74.0% 74.0%
Parenting/Mediation
Y 231 40.3% 40.3%
N 342 59.7% 59.7%
Educational
Y 321 56.0% 56.0%
N 252 44.0% 44.0%
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Table 5: Services/ Referrals

Intervening Variables Frequency Percent Valid
Percent
Aftercare
Y 312 54.5% 54.5%
N 261 45.5% 45.5%

Number of Referrals

0 52 9.1% 9.1%
1 24 4.2% 4.2%
2 52 9.1%. 9.1%.
3 114 19.9% 19.9%
4 118 20.6% 20.6%
5 98 17.1% 17.1%
6 64 11.2% 11.2%
7 33 5.8% 5.8%
8 13 2.3% 2.3%
9 2 0.3% 0.3%
10 3 0.5% 0.5%

Categorical Number of

referrals
0 52 9.1% 9.1%
1-3 190 33.2% 33.2%
4-10 331 57.8% 57.8%

Outcome Measures

Of the 573 youth who were participants of the AFY program from October, 2005 until
October, 2006, 84.8% (486 youth) did not require any additional court intervention, placement,
juvenile justice or criminal justice services (Table 6). Of the 87 youth withadat
involvement or placement, 71 were JD’s and 16 were deemed PINS. Of the 87 court involved
youth, 11 were placed in an OCFS facility, 29 were sentenced to Probation or Juvegile Dr

Treatment Court, and 41 had felony or misdemeanor pending at the time of therdatoax
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Property crimes (31 convictions) were the most frequently identified dehihquts followed by

acts of violence (21) and Drug/DWI (14).

Table 6: Juvenile Justice Involvement, Court Involvement Outcomes
and Types of Conviction (N=573)

Variables Frequency Percent
Juvenile Justice Involvement
JD 71 12.4%
PINS 16 2.8%
None 486 84.8%

Court Involvement Outcome

OCFS 11 1.9%
Placement/Jail

Probation/JTC 29 5.1%
Felony/Misd. 41 7.2%
Pending

Dismissed/Fine 1 0.2%
PINS Diversion 5 0.9%
None 486 84.8%

Types of Convictions

Property
Y 31 5.4%
N 542 94.6%
Assault
Y 13 2.3%
N 560 97.7%
PINS
Y 16 2.8%
N 557 97.2%
Drug/DWI
Y 14 2.4%
N 559 97.6%
Violent
Y 21 3.7%
N 552 96.3%
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Ill. Bivariate Relationships between Demographic Characteristics andClinical
Descriptors/Service Referrals

Gender, Ethnicity, Age & Clinical Descriptors

Bivariate associations between demographic variables and clinical dexscwais
explored in this study since there were important significant relationsibgasin the literature
with juvenile justice involved youth. Associations between gender and clinicalpdescr
variables (Table 7) include the significant association of females reparhisgory of sexual
abuse (71.1%) compared to males (28.9%). Male AFY participants were moradikeport
aggressive behavior (63.2%), substance abuse (61.1%) and fire play (76.8%). Females had
higher number of runaway behaviors (52.1%) and suicidal behavior (54.2%). No significant
associations between ethnicity and any other variable were found in thisignaly

No significant associations were found among the sociodemographic predictgpfdesc

variables and services/referrals intervening variables.

Table 7: Clinical Descriptors and Gender
Gender

Variables n Male Female X2 Df Sig.
(n=324) (n=248)

Clinical Descriptors

Phys.Abuse 0.009 1 0.924
Y 77 57.1% 42.9%
N 495 56.6% 43.4%

Sex Abuse 14.874 1 0.000
Y 40 28.9% 71.1%
N 533 58.8% 41.2%

Aggressive 17.037 1 0.000
Y 360 63.2% 36.8%
N 213 45.5% 54.5%

Sub Abuse 5.07 1 0.024
Y 297 61.1% 38.9%
N 276 51.8% 48.2%
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Table 7: Clinical Descriptors and Gender

Gender
Variables n Male Female X2 Df Sig.
(n=324) (n=248)
Runaway 18.378 1 0.000
Y 2903 47.9% 52.1%
N 280 65.7% 34.3%
Truancy 6.325 1 0.012
Y 379 52.9% 47.1%
N 194 63.9% 36.1%
Suicidal 8.133 1 0.004
Y 131  45.8% 54.2%
N 442 59.9% 40.1%
Fire play 30.124 1 0.000
Y 139 76.8% 23.2%
N 434  50.2% 49.8%

Simple analysis of variance (ANOVA) was performed to exathmeelationship between
age (interval level variable) and other important nominal or oats] level variables. The
results (Table 8) shows the difference of the mean age to thenmaitvariables and clinical

diagnosis.

Table 8: ANOVA Analysis by Age, Ethnicity and Clinical

Variables
. Mean Sum of Mean .
Variables Age Squares Square Sig.
Ethnicity 1.345 2 672 314 0.731
White 14.83
Black 14.88
Hispanic 14.73
Clinical Diagnosis 4.167 3 1.389 0.649 0.584
Behavior 14.64
Mood 14.92
Other 14.91
None 14.82
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Table 9 is the T —test independent sample analysis by age and clinical descfFipe

data shows the outcome after comparing the means of the two groups of the clicigalates

variables. A significant finding (at p<.05) is the mean age of AFY youth who repaotisthace

abuse behaviors (15.15 years old) to those who did not (14.40). Other significant findings

included the mean age of AFY youth who reported runaway behavior (14.98) and truancy

(14.43).

Table 9: T-Test Independent Samples by Age and Clinical

Descriptors

Variable N Mean T df Sig
Clinical Descriptors

Aggressive 1.826 530 0.061
Y 355 14.98
N 177 14.73

Substance Abuse -5.909 415.054 0.000
Y 291 15.15
N 241 14.40

Runaway -2.829 481.797 0.008
Y 289 14.98
N 243 14.62

Truancy -3.575 233.762 0.000
Y 373 14.43
N 159 14.98

Suicidal 0.622 530 0.174
Y 129 14.74
N 403 14.84

Fire play 2.438 530 0.780
Y 136 14.90
N 396 14.55
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IV. Intake Characteristics, Services and Qutcomes

Sociodemographic, Clinical Descriptors, Services and Juvenile Justicedmsanit

Of all the bivariate associations analyzed, the relationships with seymifiesults were
the ones associated with gender (Table 10). Outcome findings suggestdaisha¢re more
likely to be male (81.7%), females were more likely to be PINS (62.5%). Noisagriif
associations were found among the services/referrals intervening v@aableutcome
variables.

Table 10: Sociodemographic Variables and Juvenile Justice

Involvement
. JD PINS None .
Variables (n=71) (n=16) (n=486) X2 df Sig.
Gender 22343 2 0.000
Male 81.7% 37.5% 53.6%
Female 18.3% 62.5% 46.4%
Ethnicity 0.901 4  0.9254
White 60.9% 56.3% 59.1%
Black 18.8% 25.0% 17.6%
Hispanic 20.3% 18.8% 23.2%
Age 2.326 4 0.676
7-11 0.0% 0.0% 2.2%
12-16 93.0% 93.8% 89.2%
17-18 7.0% 6.3% 8.5%
Lives With 5.886 6 0.436
Bio Parents 34.3% 35.7% 33.5%
Single Mother 47.1% 35.7% 49.0%
Single Father 12.9% 21.4% 7.9%
Other 5.7% 7.1% 9.6%
Primary Language Parents 1.118 10 1.000
English 87.3% 87.5% 87.2%
Spanish 13.3% 12.5% 10.3%
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Table 10: Sociodemographic Variables and Juvenile Justice

Involvement
. JD PINS None .
Variables (n=71) (n=16) (n=486) X2 df Sig.
Marital Status 9.887 10 0.450
Married 23.9% 18.8% 38.9%
Divorced 43.7% 62.5% 35.4%
Never Married 14.1% 6.3% 14.0%
Separated 11.3% 12.5% 7.6%
Widow/er 4.2% 0.0% 2.5%
Ed
Placement 3.719 4 0.445
Regular
Education 59.2% 81.3% 67.5%
Special
Education 31.0% 12.5% 23.5%
Missing 9.9% 6.3% 9.1%

The results of Table 11 show the difference of the mean age to outcome variables and
age. The mean age of youth with a JD, PINS charge or no involvement in the juvemie justi
system are within the range of 14.50-14.96 years of age. Although not a signifidamg,fi
youth who were placed in residential placement (OCFS) were almost yoyeaer (14.09

years old ) than those receiving probation (15.07).

Table 11: ANOVA by Juvenile Justice Involvement and Court Involvement Outcomes
Mean Sum of Mean

Variables Age Squares df Square F Sig.
Juvenile Justice
Involvement 3.106 2 0.1553 0.726 0.484
JD 14.96
PINS 14.50
None 14.80
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Table 11: ANOVA by Juvenile Justice Involvement and Court Involvement Outcomes

Variables Mean Sum of Mean Sig.
Age Squares Square
Court Involvement
Outcomes 10.395 4 2.559 1.218 0.302
OCFS 14.09
Prob 15.07
Pend 15.02
PINS 14.40

There were some behavioral differences found between the PINS youth and the JD youth
when looking at the clinical descriptors and disorders (Table 12). PINS youth édsalbsgher
percentage of serious behavioral issues compared to their JD counterpartg|ifocaill
descriptors including aggressive, substance abuse, runaway, truancy, dineigdkly, and a
history of sexual and physical abuse. Reaching statistical significangeuth with a JD or
PINS outcome were associations of a history of sexual abuse, reportitanselabuse and fire
play behaviors. Another significant association was between juvenilesjustmvement and
clinical diagnoses.

Table 12: Clinical Variables and Juvenile Justice
Involvement

, JD PINS None .
Variables n ("=71) (n=16) (n=486) X2 df  Sig.

Clinical Descriptors
Sex Abuse Victim

Y 40 5.6% 31.3% 6.4% 14.983 2 0.001
N 533 94.4% 68.8%  93.6%

Phys. Abuse

Victim
Y 78 155% 25.0% 13.0% 2.152 2 0.341
N 495 845% 75.0% 87.0%

Aggressive
Y 360 63.4% 75.0% 62.3% 1.073 2 0.585
N 213 36.6% 25.0%  37.7%

75



Table 12: Clinical Variables and Juvenile Justice

Involvement

Variables n (ni[;l) (Ir::lleg) (rll\lza,r;;ees) X2 df  Sig.

Sub Abuse
Y 297 64.8% 68.8% 49.4% 7.776 2 0.020
N 276 352% 31.3% 50.6%

Runaway
Y 293 50.7% 75.0% 50.4% 3.754 2 0.153
N 280 49.3% 25.0% 49.6%

Truancy
Y 379 718% 81.3% 64.8% 3.039 0.219
N 194 28.2% 18.8%  35.2%

Suicidal
Y 131 23.9% 25.0% 22.6% 0.103 0.95
N 442 76.1%  75.0% 77.4%

Fireplay
Y 139 36.6% 37.5% 22.0% 8.761 0.013
N 434 63.4% 62.5%  78.0%

Outpatient
Y 260 52.1% 25.0% 54.9% 3.999 0.135
N 313 47.9% 75.0%  45.1%

On Meds
Y 265 52.1% 37.5% 45.7%  1.538 0.463
N 308 47.9% 62.5% 54.3%

Any MH Tx or HX
Y 394 73.2% 68.8% 68.1% 0.76 0.684
N 179 26.8% 31.3% 31.9%

Clinical Diagnosis

Behavioral

Disorders 97 19.7%  31.3% 16.0% 19.657 6 0.003

Mood Disorders 84 26.8% 31.3% 12.3%

Other 58 8.5% 6.3% 10.5%

No Diagnosis 338 45.1% 31.3% 61.1%
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Sociodemographic, Clinical Descriptors and Court Involvement Outcomes

Outcome findings of Court Involvement Outcomes were consistent with otharafese
Male JD’s were more likely to be placed in residential facilities (72.A%hnsiderable number
of females received probation/juvenile treatment court (46.4%) as an outt@mat
involvement.

Given the small number of youth in placement, on probation or PINS, it was not
surprising that there were no other significant associations between demogrrapiourt
Involvement Outcomes variables (Table 13). AFY youth who received a court mandated
residential placement, were more likely to be male, Again, although raceitgtinas not a
significant finding, White AFY youth represented 58.6% of the population in placemeént
36.4% of the court involvement outcomes while Black and Hispanic AFY youth consisted of
36.4% and 27.3% respectfully. Important to highlight is the percentage of Black and &lispani
youth placed in residential facilities. It was not a significant aggonibut the percentage of
placements for Black and Hispanic youth compared to the placements for \b(thenas
disproportionate to the number of White, Black and Hispanic AFY participants. The issue of

disproportionality will be discussed further in the discussion chapter.

Table 13: Sociodemographic and Court Involvement Outcomes

ocrs Prob./ Pend/ PINS None
PL/ JTC  dism/ Div.

Variables o : X2 df Sig.
jail fine
(0=11) (n=29) (n=41) (n=5) (n=486)
Gender 22.823 4 0.000
Male 72.7% 53.6% 90.4% 60.0% 53.5%
Female 27.3% 46.4% 9.5% 40.0% 46.5%
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Table 13: Sociodemographic and Court Involvement Outcomes

ocrs Prob./ Pend/ PINS None
Variables PL/ JTC dl_sm/ Div. X2 df Sig.
jail fine
(n=11) (n=29) (n=41) (n=5) (n=486)
Ethnicity 6.613 8 0.579
White 36.4% 71.4% 57.5% 80.0% 59.0%
Black 36.4% 14.3% 17.5% 20.0% 17.8%
Hispanic 27.3% 143% 25.0% 0.0%  23.2%
Age 2.640 8 0.955
7-11 0.0% 0.0% 0.0% 0.0% 2.2%
12-16 90.9% 92.9% 92.9% 100.0% 89.2%
17-18 9.1% 7.1% 7.1% 0.0% 8.5%
Lives With 10.379 12 0.583
Bio Parents 45.5%37.0% 26.8% 50.0% 33.6%
Single
Mother 27.3% 37.0% 56.1% 50.0%  48.9%
Single
Father 18.2% 18.5% 12.2%  0.0% 7.9%
Other 9.1% 74% 4.9%  0.0% 9.6%
Primary Language Parents 7.504 20 0.995
English 72.7% 92.9% 90.5% 80.0%  84.8%
Spanish 27.3% 3.6% 95% 20.0% 10.5%
Other 00% 36% 0.0% 0.0% 2.5%
Martial Status 33.17220 0.032
Married 9.1% 25.0% 26.2% 20.0% 35.3%
Divorced 27.3% 50.0% 54.8% 20.0%  38.8%
Never
Married 36.4% 7.1% 95% 0.0%  14.2%
Separated 18.2%14.3% 4.8%  40.0%  7.6%
Widow/er 9.1% 0.0% 24% 20.0% 2.5%
Ed Placement 3.295 8 0.914
Regular Ed. 72.7%67.9% 57.1% 60.0% 67.6%
Special Ed.  18.2%25.0% 33.3% 20.0% 23.4%
Missing 9.1% 7.1% 95% 20.0% 85.9%
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Consistent with the juvenile justice involvement outcome associations, manysaitiee

clinical descriptors and diagnosis variables were significantly egéedavith Court Involvement

Outcomes (p <.05). AFY participants who were placed in residential fagiligeeived

probation, juvenile drug treatment court, or deemed a “PINS”, had significantagstivith

substance abuse, runaway and fire play behaviors (Table 14).

Table 14: Clinical Descriptors and Court Involvement Outcomes

OCFS Prob./ Pend/ PINS None
Variables n Pl JTC dism/ Div. X2 df Sig.
jail fine
(n=11) (n=29) (n=41) (n=5) (n=486)
Clinical Desc.
Sex Abuse
Vic. 12.034 4 0.017
Y 40 9.1% 21.4% 24% 20.0% 6.4%
N 533 90.9% 78.6% 97.6% 80.0% 93.6%
Phys. Abuse Vic. 2038 4 0.729
Y 78 9.1% 17.9% 19.0% 20.0% 12.9%
N 495 90.9% 82.1% 81.0% 80.0% 87.1%
Aggressive 1.234 4 0.872
Y 360 72.7% 64.3% 64.3% 80.0% 62.2%
N 213 27.3% 35.7% 35.7% 20.0% 37.8%
Sub Abuse 10.339 4 0.035
Y 297 545% 60.7% 66.7% 60.0% 49.5%
N 276 455% 39.3% 33.3% 40.0% 50.5%
Runaway 9.758 4 0.045
Y 293 72.7% 71.4% 38.1% 60.0%  50.5%
N 280 27.3% 28.6% 61.9% 40.0%  49.5%
Truancy 4254 4 0.373
Y 379 72.7% 75.0% 69.0% 100.0%64.9%
N 194 273% 25.0% 31.0% 0.0% 35.1%
Suicidal 3.313 4 0.678
Y 131 9.1% 21.4% 26.2% 40.0% 22.8%
N 442 90.9% 78.6% 73.8% 60.0% 77.2%
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Table 14: Clinical Descriptors and Court Involvement Outcomes

OCFS Prob./ Pend/ PINS None
Variables .PI.'/ J1c dl_sm/ Div. X2 df Sig.
jail fine
(n=11) (n=29) (n=41) (n=5) (n=486)
Fireplay 10.415 4 0.018
Y 139 27.3% 32.1% 405% 60.0% 22.0%
N 434 72.7% 67.9% 59.5% 40.0% 78.0%
Outpatient 994 4 0.911
Y 260 455% 42.9% 52.4% 40.0% 45.0%
N 313 545% 57.1% 47.6% 60.0% 55.0%
On Meds 1.105 4 0.893
Y 265 545% 46.4% 52.4% 60.0% 45.6%
N 308 455% 53.6% 47.6% 40.0% 54.4%
Any MH Tx / Hx 1.397 4 0.845
Y 394 63.6% 75.0% 73.8% 60.0% 68.2%
N 179 36.4% 25.0% 26.2% 40.0% 31.8%
Clinical Diag. 23.478 12 0.024
Behavioral
Dis. 97 182% 25.0% 16.7% 40.0% 16.2%
Mood Dis. 84 18.2% 21.4% 33.3% 40.0% 12.3%
Other 58 9.1% 10.7% 7.1% 0.0% 10.5%
None 334 545% 42.9% 42.0% 20.0% 61.0%

Clinical Descriptors and Types of Convictions

Table 15 represents the findings of only those types of conviction variables that

demonstrated significanc¥outh who were convicted of property offenses had significant

associations with the variables of clinical diagnosis; a history of (psyghotroedications;

outpatient mental health services and reports of any of mental healtheineéatrhistory. Youth

who were convicted of a DWI or drug related offense had associations witkecepobstance

abuse, suicidal behaviors, and clinical diagnoses. The only significantaegalith who were

charged with a violent crime was an association with a clinical diagnosis
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Table 15: Clinical Descriptors and Types of Convictions

Property (n=31)

Variables X2 df Sig.
Y N
Clinical Diagnosis 12.016 3 0.007
Behavioral Disorders 97 19.4% 16.8%
Mood Disorders 84 32.3% 13.7%
Other 58 16.1% 9.8%
No Diagnosis 334 323%  59.8%
On Meds 4.4 1 0.036
Y 265 64.5% 45.2%
N 308 35.5% 54.8%
Outpatient 6.615 1 0.010
Y 260 67.7% 44.1%
N 313 32.3% 59.8%
Mental Health HX 513 1 0.024
Y 394 87.1% 67.7%
N 179 129% 32.3%
PINS Petition
(n=16)
Y N
Sub Abuse 1493 1 0.00
Y 40 31.3% 6.3%
N 533 68.8%  93.7%
Clinical Diagnosis 7.393 3 0.06
Behavioral Disorders 97 31.3% 16.5%
Mood Disorders 84 31.3% 14.2%
Other 58 6.3% 10.2%
None 334 31.3% 59.1%
Drug/DWI (n=14)
Y N
Sub Abuse 6.599 1 0.010
Y 297 85.7%  51.0%
N 276 14.3%  49.0%
Suicidal 5993 1 0.014
Y 131 50.0% 22.0%
N 442 50.0%  77.8%
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Clinical Diagnosis

9.881 1 0.02

Behavioral Disorders 97 14.3% 17.0%
Mood Disorders 84  42.9% 14.0%
Other 58 0.0% 10.4%
No Diagnosis 334 42.9%  58.7%
Violent (n=21)
Y N
Clinical Diagnosis 11.725 3 0.008
Behavioral Disorders 97 23.8% 16.7%
Mood Disorders 84 28.1% 13.8%
Other 58 4.8% 10.3%
No Diagnosis 338 33.3% 59.2%

V. Services Provided With/Without Mental Health Diagnosis

Clinical Descriptors and Type of Service

Table 16 lists only the significant findings after all the referral typemntal health,

substance abuse, parent/mediation, education and aftercare) were aagéymstthe clinical

variables. Although Mental Health referrals were the most frequent tyeéeofal (n=429),

significant associations only occurred with the substance abuse descriptor (sgtary of

outpatient treatment (47.8%).

Table 16: Clinical Descriptors and Type of Service

Variables n Referral Type X2 df Sig.
Clinical Descriptors MH (n=429)
Y N

Sub Abuse 4.205 1 0.040
Y 297 543% 44.4%
N 276  45.7%  55.6%

Outpatient 4.001 6 0.045
Y 260 47.8% 38.2%
N 313 52.2% 61.8%
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VI. Impact of a Mental Health Diagnosis on Qutcome

Logistic Regression
Logistic regression models were performed for the predictor variableslimg)u

sociodemographic, clinical descriptors, clinical diagnosis against all outcarablea (juvenile
justice involvement, court involvement outcomes, and types of convictions). The models were
run as a forward stepwise (conditional) analyEables 17-19 list only those findings from the
models with significant predictor values. Table 17 includes the final mod&tpng the
likelihood of JD/ PINS outcome for AFY youth. Gender, clinical diagnosis, and number of
referrals were included in the final model. The final model demonstrated &hed are more
likely to have future juvenile justice involvement (JD/PINS) than females hatdhose with
behavior and/or mood disorders were more likely to have future juvenile justice invalveme
than those with no clinical diagnosis. Youth with a mood disorder had three times the odds of
having a JD/PINS outcome than not having a disorder.

Another important finding was the significance of number of referrals, whereihigher

number of referrals decreased the odds of a JID/PINS outcome.

Table 17: Logistic Regression Table Predicting JD/PINS outcome

B SE Wald df Sig. Exp(B) B“T’(')%k MSolgéI
Block 1 0.000 0.000
Male 0.958 0.27112.495 1 0.000 2.607
Block 2 0.002 0.000
Male 1.000 0.27613.135 1 0.000 2.717
CcD 14.756 3 0.002
CD Behavior 0.785 0.3225.944 1 0.015 2.192
CD Mood 1.118 0.32212.084 1 0.001 3.06
CD Other 0.089 0.448 0.04 1 0.842 1.0094
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Table 17: Logistic Regression Table Predicting JD/PINS outcome

B SE  Wald df Sig. ExpB) oo oo
Block 3 0.011 0.000
Male 1.038 0.278 13.917 1 0.000 2.824
CD 13.321 3 0.004
CD Behavior 0.703 0.3264.646 1 0.031 2.019
CD Mood 1.068 0.02510.819 1 0.001 2.909
CD Other -0.035 0.456 0.006 1 0.939 0.966
Numreferrals -0.176  0.07 6.26 1 0.0120.839
Constant -4.035 0.81 24.7971 0.00 0.018

In Table 18, the juvenile justice involvement outcome variable was recoded to predicting

a juvenile deliquency outcome (no PINS). All sociodemographic, clinical descriptbidiaical

diagnosis variables were included in the model. Table 18 is the final model foripgedidD

outcome. Similar to the previous model, being male and reporting a clinical mood disvade

found to be a predictor of a JD outcome.

Table 18: Logistic Regression Table Predicting JD outcome

B SE Wald df Sig Exp(B) B?(')%'k Mso'g'el
Block 1 0.000 0.000
Male 1.334 0.323 17.023 1 0.000 3.796
Block 2
Male 1.370 0.327 1754 1 0.000 3.937 0.020 0.020
CD 10.204 3 0.017
CD
Behavior 0.639 0.359 3.167 1 0.075 1.895
CD
Mood 1.033 0.348 8806 1 0.003 2.810
CD Other 0.048 0481 001 1 0.92 1.050
Block 3 NS NS
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Table 19 includes the final logistic regression model where the juvenilegjustic
involvement outcome variable was recoded to predicting a “PINS” ( no JD). All
sociodemographic, clinical descriptors and clinical diagnosis variablesveérded in the
model. Reporting sex abuse was found as a predictor in Block 2, however when the number of
referrals was added, this eliminated that variable as a predictor. Agaimgher number of

referrals was found to decrease the likelihood of in predicting a PINS outcome.

Table 19: Logistic Regression Table Predicting PINS outcome

. : Sig.
B S.E. Wald Df Sig. Exp(B) Sig. Block Model
Block 1 NS NS
Block 2 0.020 0.014
SexAbVic 1.352 0.68 3955 1 0.047 3.867
Block 3 NS NS

Sex Ab Vic 1.120 0.704 2534 1 0.111 3.066
numreferrals -0.354 0.155 5.177 1 0.023 0.702
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CHAPTER V
DISCUSSION

Sociodemographic & Clinical Characteristics of AFY Youth

Sociodemographic Characteristics

The demographic description of AFY youth in this study is consistent with the Ne&w Yo
State Youth Assessment & Screening Instrument (YASI) data of Suffolk Cpuwetyile justice
involved youth screened in 2007. AFY youth were predominantly male (56.5%) with a ggean a
of 14.81. YASI data describes the PINS youth involved in the Suffolk County Juvenile Justice
System as more than half male (55.3%) with the majority of youth (54.5%) beilty yiglrs old
(YASI, 2007).

When examining the ethnic composition of AFY patrticipants, there were sajtific
differences when compared to the ethnic composition of Suffolk County, New Yecdarding
to the U.S. Census Bureau (2010), Suffolk County is comprised of 74.3% White, 7.8% Black and
14.0% persons of Hispanic or Latino origin. The ethnicity of AFY youth (2005-2006) consists of
58.6% White, 18.0% Black, and 22.5% Hispanic. This finding supports the claim that minority
youth are disproportionately represented in the juvenile justice system. yitestill
represent the majority of youth arrested and referred to juvenile court; howewtr of color
are disproportionately arrested, processed and detained in local and siiesféddtional
Council on Crime and Delinquency, 2007).

An important sociodemographic variable to note is the large number of youth living wit
single mothers. It was not surprising to discover that many of the AFY youth (6vei®
living with a single parent (46.8% specifically with a single mother) atithe of the intake.

According to the 2010 Census data for Suffolk County, only 20.5% of the households reported
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living with a spouse. The same data reports that only 30.5% of married coupledsfaomisest
of a household with children less than 18 years of age (U.S. Census Bureau, 2010).

Given the large number of educational issues of PINS and JD youth, it was sgrarisi
find that only 24% of AFY youth had reported a Special Education track in their schioctslis
The majority of youth (66.8%) were in a regular education setting. For theyd&t¥i who did
report special education services, the specific disability or reason fenpat was not
indicated. Research has shown that for juvenile justice involved youth who had a history of
special education services, it was primarily for an emotional disaiyr{s & Thompson,
2008). The literature shows the prevalence of youth with disabilities remésenhe juvenile
justice system from 20 to 100 percent. The wide spread difference in the percahiagehas
been believed to be due to the discrepancy in the state and federal definition gfialifias as
a disability and/or the classification system used in certain studies. Térede assessment
and evaluation measures has also been acknowledged as a possible reason fatiohervé#nie
number (Morris & Thompson, 2008).

Further research should be done exploring the educational needs of youth high risk for
involvement in the juvenile justice system. The overlap with education and meiritfali$sees
should be explored as they clearly overlap. Youth with a history of problematic behawer
educational setting may drop out at age 16 years old and then are in danger forobtleenatic
life circumstances (i.e. teen pregnancy, criminality, dependency an@glfProviding mental
health treatment as an intervention for youth can be a viable solution for somedichgamnal

issues many of these youth experience.
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Clinical Characteristics

It has been well-documented in the literature that youth in the juvenile jugsiesns
have an abundance of mental health issues (Cocozza & Skowyra, 2007; Teplin et al., 2003; Otto
et al., 1992 ). Mood Disorders, Behavior Disorders, Substance Abuse and AnxietieBisor
were the most frequently diagnosed clinical mental health disorders fas amaldemales
involved in the juvenile justice system (Cocozza & Skowyra, 2007). Among the youth who
reported a mental health diagnosis, Behavior Disorders and Mood Disordezedrminant,
supporting current literature that these are the most common disorders fourtteviutvenile
justice population (Teplin et al., 2003hese common disorders were also found with the AFY
population.

Once referred to AFY, a large percentage (from 51.1% to 66.1%) reported probtems w

the clinical descriptors of aggressive behavior, substance abuse, truancy andawaying

These self reported clinical behavior descriptors are all consistent bepibtegms of juvenile
justice involved youth (Sedlak & McPherson, 2010). Despite the findings that thetynafori
AFY youth (58.2% ) did not have a prior clinical mental health diagnosis, this,fattiog with

the high number of self reported behavior problems, supports previous research whitbsindica
that contact with the juvenile justice system is often the first opportunity édyboluth have to
receive necessary treatment and help (Cocozza & Skowyra, 2007).

Although few AFY patrticipants having a “clinical” substance abuse disq@ersidered
clinical only if diagnosed and treated by a professional), many of thepaRicipants (51.8%)
self reported “substance use” in the clinical descriptor category. It is@ofumadolescents
to deny a substance abuse “problem”, although most will admit to using subseeres the

usage is frequent). Since the AFY intake is often completed with the panentsags present,
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we can assume that majority of the self- reported substance use behavim amay
underestimation. A more appropriate assessment instrument for AFY should irtigrove

substance abuse data collected for this population.

Services Provided

It is important to note that most of the youth and families (74.9%) were provided a
referral for mental health services. Almost half (49.4%) of the AFY [paatits were provided
with 1-3 referrals, and 40.3% were presented with 4-10 referrals includimglrnealth,
substance abuse, parenting/mediation, education and aftercare. Many (36.8%owieied
with both individual and family mental health referrals. The services to whighnitie referred
demonstrate the identified problems that are common among PINS and juveniéeyjostit
specifically in New York State (OCFS, 2008).

Regardless of a prior clinical diagnosis, AFY youth present a large numbehafior
problems and issues. The services and treatments provided by the agenciesheséd-ly
program are intended to target these behavioral issues which are typicgilpsatic of a
larger problem. The clinical descriptor variables such as aggressive bekaligiance use,
truancy, running away, suicidal ideation, and fire play which were often seltedpdrAFY
participants, have been identified in psychiatric research as sympahatimerous clinical
mental health disorders. Addressing these behaviors in a constructive manofferibg
troubled youth assistance and intervention is consistent with the fundamental (arad)ayagal

of the juvenile justice system.
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Outcome Variables

Current research demonstrated the effectiveness and cost savings absaattidtes
appropriate diversion of youth with mental health and substance abuse needs to home and
community based programs (Greenwood, 2008; US Department of Justice, n.d.). The AFY
program was designed as a diversion program and it should be acknowledged that, as
demonstrated by the outcome data, the majority of AFY youth from 10/2005 until 10/2006
(85%) did not have further court involvement and placement and were redirecoeanboigity
based programs. Only 15% of AFY participants (n=87) required further juvesileg or court
involvement. The majority of these youth (n=71) were deemed a juvenile deliramngeanly
2.8% of the AFY participants were eventually adjudicated a “PINS” by &u@olnty Family
Court. This is clearly an important finding of this study and for the AFY program.statistic
demonstrates that only a small percentage of AFY patrticipants had additmilahps or issues
with the court system. AFY was designed as a PINS diversion program and only 16 out of 573
youth were eventually deemed PINS in Suffolk County. This finding has important policy
implications that will be discussed later on in the chapter.

The outcome data shows that only 1.9% or 11 youth (n=573) were placed in a residential
facility. Only 4.9% (n=28) of the AFY youth received probation. The limitations o$tilngy
will be discussed shortly, (specifically the follow-up data from AFY youth the specific
community based programs they were referred to). However it can be infermethé
probation data that the AFY program can demonstrate the effectiveness araviogsagproach
it provides to its’ participants. This finding also has great implications for W&k State given
the past and current developments of the closing of DJJOY residentialdacilitiis finding will

also be discussed further in policy implications of this research.
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Bivariate Associations of Gender, Ethnicity & Age

Gender, Outcome and Clinical Variables

The most significant bivariate associations occurred when looking at gender and other
important variables. The relationships between gender and various behaviorahigatistues
support the literature on gender differences of youth involved in the juvenileejegsitem. The
literature typically reports differences in the types of offensds f@hales committing more
status offenses (PINS) and males committing more aggressive offesskg in a juvenile
delinquency (JD) charge (Zahn et al, 2010; Shufelt & Cocozza, 2006; Snyder & Sickmund,
2006). This was supported through the outcome data with the AFY population as well.

AFY youth whose outcome was PINS, were more likely to be female (62.5%) th&an ma
(37.5 %) and those youth whose outcome included a JD charge, were more likely to be male
(81.7%) than female (18.3%) where p< .000. Although status offenses predominate among the
female youth, it has been shown that the minor offenses mask the serious problémes that
female youth are experiencing (Zahn et al., 2010). Research looking at géiedencis of
delinquent youth found that female problem behavior often develops from a history of abuse and
trauma, where juvenile delinquent male behavior often reflects a “delinquestyl&f’ (Nordness
etal., 2002).

When examining the clinical descriptors and characteristics AFY youth, whasevere
female, were found to have significantly higher rates of sexual abuse, runahsyicdal
behavior. Minor offenses predominate among female delinquent offenders (Zahn et al., 2010,
Snyder & Sickmund, 2006) and females in the juvenile justice system are ketyddibe
victims of sexual abuse and assault than their male counterparts (Zahn et al., R0183uUR

that more females (71.1%) than males (28.9%) were found with a significaoiadies of a
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history of sexual abuse (p<.000) is consistent with the research of sexual abomse(¥ighn et
al, 2010; Shufelt & Cocozza, 2006). Studies of girls who have been chronic runaways
demonstrate significant levels of sexual and physical victimization tipraaning away from
serious problems and victimization (Zahn et al., 2010).

AFY males reported significantly higher rates of aggressive, substhunse, druancy
and fire play behavior€onversely, more males (63.2%) than females (41.2%) reported
aggressive behaviors and more females (54.2%) than males (45.2%) reported sinaidatde
which is also a frequently reported difference in the behaviors of adolescestandlfemales.
Some research indicates that females have a tendency to internafizgginessive behavior
with suicidal behavior and males are more likely to externalize the aggréstiavior (Zahn et
al, 2010; Shufelt & Cocozza, 2006).

There have also been studies examining the gender differences of male dad/¢ertia
exploring the biological and psychological traits which may account for behafferedces
(Klein & Corwin, 2002). However, there is a lack of research specific to uaddisg these
biological and psychological differences between male and female juveniée justolved
youth which prohibits any conclusions (Zahn et al., 2010).

Gender and Placement

In examining the association between socio demographic variables and placeeent, t
only significant finding was again, that of gender. Consistent with the gerif¢égedce of JD
and PINS, males were found to be institutionalized at a higher percen@a@gé2rd@%) than
females (27.3%) at p<.000. National statistics have shown that for those feralase placed
in residential facilities, it is more likely to be for status offensesoagpared to males (Raviora,

2010). Again, research has shown that females are more likely referrestdisraftenses such
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as running away and truancy. Many believe that it is not necessary to plaseoffenders in
residential facilities. Although risky and harmful to the youth, status offesrgepersonal
problems rather than public safety issues (Casey, 2008). For those females plaoced in
residential facilities, it is often the courts attempt to “protect” or pi@eervices while in state
custody, however, the detention centers were never intended or designed to prouigle effec
treatment (Casey, 2008T.he implication of this finding once again supports the belief that
placement and detention is not an effective solution to the problem of juvenile offenders.
Community based treatment and services will identify and provide the necessadyrin an
attempt to improve the youth’s behavior and situation.

Ethnicity and Placement

As previously mentioned, the ethnicity of AFY youth consisted of 58.6% White, 18.0%
Black, and 22.5% Hispanic. Although the association between ethnicity andtiosétization
was not significant given the small sample size, it is important to nottheéhpercentage of
Black (36.4%) and Hispanic( 27.3%) youth placed in a residential facility cochfma®&hite
youth (36.4%) is disproportionate based on the ethnic composition of the AFY participants.
Again this finding supports the extensive research of the differential gaabhyouth of color
in the Justice System and in New York Statational Council on Crime and Delinquency,
2007; Salich et al., 2008). This has an important policy implication for this study. The
disproportionate number of ethnic and minority youth being placed in institutions and involved
in the court system is still an alarming number. Recommendations for futuaecteaad policy

issues of minority and juvenile justice involved youth will be discussed later iohthpger.
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Age and Clinical Descriptors

As this study examines the population of adolescents with problematic behaviar, it wa
found that even in the significant outcomes, the mean differences between agéaamd cer
variables are slight. The measures of central tendency of age for th@ofElation was 13.75
years -old for the mean age, and 15 years -old for median and mode. Most of tigs fofdige
were between these ages

Clinical Descriptors and Juvenile Justice Involvement Qutcome

In the chi-square analysis of clinical descriptors and outcome variableseoflg
justice, there was an association between self reported sexual abuseafid=p@enile justice
status. Sexual abuse victims were reported at a much higher number foBRI88%)(than JD’s
(5.6%). Since females were more likely deemed PINS, than JD’s, this findiognsated to the
association of gender and outcome as well. These findings also support previauchrese
regarding PINS youth and sexual abuse.

The analysis presented an association between juvenile justice outcomeN )RRl a
clinical diagnosis (specifically Mood and Behavior disorders). This findiag supports claims
that juvenile justice involved youth often have numerous complex mental health needs. This
supported by the specifically by the frequencies of the number of PINS youthngpdood
and Behavior Disorders. While PINS youth represented only 16 of the 573 (2.8%) AFRY yout
they reported 31.3% of the Mood disorders and 31.3% of the Behavior disorders.

The significant problem of substance abuse among AFY youth was also clear in the
analysis. As stated earlier, although there was a low report of a ctimgalosis of a substance
abuse disorder, there was in fact a high percentage of both PINS (68.8%) and JD’s (64.8%)

reporting a substance abuse problem (n=297). As presented in the literaturestenms
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have documented the prevalence of substance use among juvenile offenders (€aidwel
2010; Chassin, 2008). Juvenile offenders, who continue to use drugs, are more likely to continue
with criminal or delinquent behavior (Teplin et al., 2005). Substance abuse issues are a
important aspect of understanding juvenile delinquent behavior and are often a comorbid
diagnosis with mental health disorders among adolescent offenders. The haasoibstance
abuse issues were not explored further in this study is that Suffolk County, New 6ok o$
23 counties in New York where there is an adolescent drug treatment court to nnaeade |
delinquents with substance abuse problems. This specialized court is another innovative
approach that Suffolk County has implemented to contend with the complex needs of
adolescents in the juvenile justice system (Kluger, 2009). One of the outcomepiadement
variable includes “Probation/JTC” where “JTC” refers to “Juvenile Treatr@ourt.” Some of
the AFY youth were directed to the Suffolk County Juvenile Drug Treatment Court for
additional assistance and intervention.

Juvenile treatment court is an alternative to placement programs where youatbdatii
drugs and/or alcohol can receive appropriate treatment and services as oppesegl teferred
to placement or institutionalization. Juvenile drug treatment courts arefexdin every
county, however the specialized courts are providing young offenders an opportunityhto get t
help that is necessary to avoid a lifetime of crime.

Clinical Descriptors and Court Involvement Outcomes

Since the “court involvement outcomes” variable was closely related to the fgiveni
justice involvement” variable, many of the same clinical descriptors and diagraosibles had
similar relationships in the analysis. Court involvement outcomes had an assowmitt

variables concerning reporting of sexual abuse, substance abuse, runaway@ayl iedavior.
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Since juvenile justice outcomes and court involvement outcomes were closelg telgender,
much of the explanation of these differences is the same as that concermgjegdée
differences in types of behaviors and outcomes.

Clinical Descriptors and Types of Conviction

Property crimes were the most frequent type of conviction charge @B8an
association of a clinical diagnosis of a mood disorder was found with this variabieugdth it
would seem a conviction of a violent crime may involve youth with a tendency for beddavi
disorders, a significant association of violent crime and mood disorder was alsorfabed i
results. As mentioned earlier in the methods chapter, AFY participants wededeo have a
diagnosis other than a Behavior disorder if more than one diagnosis was reporteadr&heref
those youth who also reported a Mood disorder had a co-morbid diagnosis with a Behavior
Disorder. Therefore, we can conclude that many of the youth who were cdrofiet@iolent
crime had both a clinical Behavior and a Mood disorder diagnosis.

This finding also lends itself to many theories that mood disorders are regetemt in
males than previously believed and often misdiagnosed and missed. As discussedoeaglier, s
studies have found that the tendency for females is to direct their anger intveforms of
depression and bipolar disorder, which lends itself to the “classic” symptoms cfsiepre
isolation, sadness, withdrawal. Males however, have a tendency to externatiaagleej with
rage, and violent outward behavior which lends it to symptoms of behavior disorders t(Zahn e
al, 2010; Shufelt & Cocozza, 2006). The difference in how the symptoms are expredsed lea
males being misdiagnosed and not treated for what could be an underlying mood disorder.

For those familiar with the literature on substance abuse and juvenile bebavior

findings will support previous studies. AFY Youth who were convicted of a DWI or dlatgde
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offense had reported substance abuse and suicidal behaviors, and have had a diagnosis
clinical mood disorder. This supports current research about youth who have sulisigece a
disorders often have co-occurring mental health disorders specifically, dismders (Teplin et
al., 2005). Youth with co-occurring mental health disorders tend to have more severecgubstan

abuse disorders, greater family dysfunction, and poorer treatment outcomesetRbdw2004).

Clinical Descriptors and Referrals

From October, 2005 until October, 2006 AFY caseworkers made approximately 1,442
referrals for mental health, substance abuse, parenting, mediation, afsardaducational
services for their program participants. After all the variables aeag/zed against clinical
variables, the mental health referrals showed a significant associatiosuvgtance abuse, and
prior outpatient treatment. This finding again supports the theories on the coragcurri
relationship between substance use and mental health disorders in adolescensdifeptie et
al., 2005).

It is important to mention that as the numerous intervening variables wereezhfdy
many different associations, all but a few were significant. These wegeasiults has important
implications for the AFY program. As the one of the main objectives of the program to provide
services and referrals to the youth and families, it is important that ¢énegyrndtrate some
associations between their services and the outcome. The specific recononeridathe

program to improve this aspect of their program will be discussed later.

97



Mental Health Outcomes

The focus of this exploratory study was to examine the impaoeatal health issues on
outcome. Although it cannot be concluded that having mental health diseetty affect the
outcome of AFY youth, the logistic regression analysis did shaw hlaving certain mental
health diagnosis increased the likelihood of having juvenile justieeviement. To some, it
may come as a surprise that it was the mood disorders thatsadrthe likelihood of a JD/PINS
outcome as compared to the behavior disorders. However, again the AHRYirydhts study
who reported a Mood disorder also have a Behavior Disorder, so conseqtlenthgsults
demonstrate that having both disorders increase your likelihood of a JD/PINS autcome

It is important however to discuss the relationship between tyjpebnical disorders
and diagnosis and treatment issues. Previous studies have showrtlieageneral population,
youth with disruptive (behavior) disorders are more likely to obtamtal health services than
those with mood disorders (AACAP, 2008; Stiffman, et al., 1997). lalssbeen presumed
that young men often suffer with mood disorders at higher rates than reported anndeliagnd
their behaviors and symptoms of the mood disorders are frequentlyaathatid misdiagnosed
(AACAP, 2008). It is important for those working with male adoletszemot to disregard the
possibility of a identifying symptoms of a Mood disorder when their\aeh& aggressive and
typical of the Disruptive disorders.

The logistic regression model also found that as the numbefesfals a youth received,
increased the odds of having a juvenile justice outcome decreased. e asserted that this
result supports the goals of the AFY program. If youth with nhdmtalth issues are being
diverted to treatment and services, then they will be ledy li@eequire further juvenile justice

involvement. Since the majority of youth report behaviors and symptomsmmsyith mental
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health disorders (aggressive, substance abuse, runaway, truancgl suidifire play behavior)
by intervening and providing a number of services, the AFY programgtideto get youth and
families the services they need to avoid court involvement and placement.

Another important finding was the logistic regression analysis performaedict a
PINS outcome. Although reporting sex abuse was found to be a significant pradibtor
second block of the analysis, once the “number of referrals” variable was addadilceor
value of sex abuse was no longer significant. We can assume that youth with aohiséxyal
abuse will be assessed by the AFY worker for referrals to a number stagcservices and
treatment, thereby decreasing the likelihood of a PINS outcome.

As has been noted, AFY was designed as a PINS diversion program, intended to connect
high risk youth and their families to necessary services and treatmentdacaudi involvement
and placement in the juvenile justice system. The obvious limitations of apearegntal
design (including lack of a control group) prevent the ability of this study itm theat the AFY
program prevented the placement or any court involvement of its participaats.bié @asserted,
however, that the majority of youth, who participated in the AFY program fromb@&cf2005
until October 2006, did not have court involvement and placement after their case was gpened b
AFY. Since the “number of referrals” was a variable that had a signifscadictor value on the
overall juvenile justice outcome, it can be inferred that the AFY prograsrawaffective way to
prevent youth from court involvement or placement.

Limitations

Using an exploratory pre-experimental descriptive design, the lionitaof this study are

clear. A control group was not used for this study, and as a result the findings cannot be

generalized outside of the AFY program participants. The data analgzednformation
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gathered and used in the course of business and provided to the researcher fretryéae thrat
the AFY program was in operation. The problems concerning the missing and irerdnsist
entries into the AFY data base, along with the lack of outcome and follow up infonnoatithe
AFY participants are major impediments to the efficacy of this study. Tdressonsistent with
the limitations inherent to using a secondary data source. It is essented fongevity of the
AFY program for its outcome data to demonstrate that their participantsadatment and
services at the agencies that they provided referrals for.

Another limitation of the study was the absence of an effective assedswieo
measure behavior and mental health needs at the start of the program. ThedGleitdteént
Needs Survey or CANS (the assessment instrument that the program chosmsétloé the
program) was not an appropriate tool for the nature of this program. The intention ofNise CA
was to measure behavior change over a period of time; however, the lack of penicmpthe
follow up process made this an ineffective tool. Given that AFY was intended to be &eghort
crisis intervention program, an assessment instrument not requiring continaeduol
measures should have been implemented. Recommendations for an effectiveeasdeskmill
be discussed later in this chapter.

The data obtained from the Department of Probation was also a limitation in tlyis stud
While extracting case records from the Probation Department, it was abfeavenany records
had different types of information and some cases were still pending. Adtathese was
missing and incomplete data with the extraction. The Department of Probation hases aim
wonderful opportunities for future and follow up research with the juvenile justice populat

however, data extraction from case records from juveniles should be conducteautidh.c
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In the bivariate and multivariate analysis conducted in the study, many ofjtifecaint
findings were discounted since the predictive value was too low based on the missingafumbe
entries. All of these limitations can be addressed by the program and camdeadite stringent
research design.

Recommendations

Recommendations for the AFY program center around the improvements that need to be
made in the data collection process, assessment, and follow up. These recommemidiations
create a better way to document and measure the important services and ®thebvthe AFY
caseworkers provide the youth and familigse first recommendation is based on the changes
in the data collection process of the AFY program. AFY caseworkers should bd traittee
importance of consistent entries and how to appropriately complete the ine&akesimteven if
the answers are not documented completely or at all. Improvements toabasgateed to
provide for string variables and an increase in the number of fields for the atswers
provided. This will eliminate the need for answers to be left blank when the response to a
guestion does not “fit” into the response tab. Blank responses should not be accepted in the
database and this will require the worker to enter a response, even if it isgaos@s This
will eliminate the question of differentiating a true “no” answer versus ailiéfe” in the
missing entries. This will eliminate the need to disregard all missing®iaind values and lead
to a more consistent database. The new database will provide an ability tneeaathexplore
all the important variables that are asked within the AFY intake.

The improvement of the entries to the database along with a more intentionat &tem
obtain the status of the referrals for AFY participants should be required of thenprddne

AFY caseworkers have actively attempted phone calls and mailings ffodrteget follow up
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information from their participants. These attempts did not prove successful hotveuerent
AFY case worker recommended trying “emailing” follow up questionnaires egudar basis to
their participants. This is an important recommendation and a simplistic one éoniempl The
computerized response should also be done with the referring agencies, includingnailibe e
correspondence a signed release of information from the participantscgdgaiéquesting only
details of their attending the programs, not specific details of the treater@ites they provide.
Using the internet to correspond with both participants and agencies mayertbeasferral
status and outcome data considerably.

Another important recommendation for the AFY program is to change the assessment
and screening instrument that is used. One of the most important things that can ke done t
effectively respond to the mental health treatment needs of youth in the juustide gystem
is to be able to specifically identify what their needs are (Skowyra &22a¢@006). In order to
do this, an effective screening instrument should be in place at the earliest poait cbmtact
with the juvenile justice system (Skowyra & Cocozza, 2006). AFY provides a great
opportunity to do such an assessment.

One of the most widely used mental health screening tools which has been developed, is
the recently Massachusetts Youth Screening Instrument- Second VersiorS(MAYGrisso &
Barnum, 2006). This is a 52 item, self report instrument, which identifies poteretdal health
and substance abuse problems among youth. It has been adopted for use in 49 states and for
statewide use in probation, detention and other juvenile correction programs. Aperopriat
training for those who are administering the instrument is also recommendetigaod mental
health screening instrument should be able to be administered in the same Waptdha

Youth should understand the purpose of the screening tool, and it should be explained that it is
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used to better understand them and their needs. The screening tools are not intendextitasbe us
a psychiatric diagnosis, but as a way to identify symptoms and problematic behaviwedds

further attention (Skowyra & Cocozza, 2009)

Collaboration/Coordination of Systems for Outcomes

The wraparound approach is based on a collaboration and coordination of systems
working together to help clients and families. In order to better demonsteagdféctiveness of
wraparound theory, it is essential that the numerous agencies involved have a pliogadose
for measuring outcomes. It is important that all involved agencies can reedlgaiimportance
of their interventions and wraparound strategies by documenting the resultis of the
collaboration. With understanding that this is a complicated recommendationirat temof
representatives from all the different agencies involved should organize ahapdeypéan for
measuring outcomes which is consistent with their agencies policies and precé&tere
protection and confidentiality of the participants will also be considered iplms Wraparound
theory has demonstrated some successful outcomes and it would benefit AFY to be able t
demonstrate with a more rigorous study that wraparound theory is an effectiventita with
youth involved in the juvenile justice system in Suffolk County, N.Y.

Using wraparound theory as a framework for working with troubled youth and faumsilie
a valuable way to approach intervention and management of services. By asbessagyls of
the entire family, and offering an array of necessary services, the @utsonore likely to be
effective. It also takes the blame of the situation off the individual youth and ¥he problems

as symptoms of a larger issue.
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Looking at the needs of the entire family, and having the family involved in the process
of deciding the appropriate intervention in a crisis are foundations of the awaplaapproach.
Limitations in the design of this study prevent the claim of the effectsgenlewraparound
theory with AFY; however, more stringent and controlled studies should be done irutieetéut
explore its relationship to the outcomes with the AFY. Past studies have demeonsiea
effectiveness of this approach with juvenile justice involved youth (Pullman et al, Qafitey
& Buttell, 2003; Burns et al 2000). Further research is necessary to democmttataed
effectiveness with programs with a wraparound approach.

Policy Implications

Despite the limitations of this study, it can be asserted that AFY has impootecy
implications for the juvenile justice system. Out of 573 AFY participants, 84.8% dlthuet
any additional court involvement or residential placement. When examining tgrsauprastrictly
from a cost — effectiveness standpoint, it can be deduced that a diversion prograRYlikanA
save the county and state a significant amount.

With the focus on effective diversion programs and policy changes to find apfegopria
alternatives to placement, the juvenile justice system is attempting taheeweds of these
high risk youth. By targeting the issues the youth are struggling with, ispégimental health
problems, diversion programs have better outcomes for youth. Keeping youth at tigohed ¢
with the provision of supports and community based services, provides a foundation wherein the
juvenile justice system will be more likely to decrease recidivism and thilikehleood of adult
criminality.

With the trend to decrease (and close) residential faciibtieguvenile justice involved

youth, this program presents a way to demonstrate to policy snakesption for helping at risk
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youth with their complex problems. AFY is a program that cae s@ency administrators and
parents the expense and stress of removing a child from their hiohas been demonstrated
that young people who are served within their own communities havesbee/n to be more
likely to succeed in their treatment (Vera Institute of Justice, 2009).

Future Research

There are many important research opportunities that should be considerearéor fut
studies with this population. In order to demonstrate more significant agsugjiat stringent
and controlled research design is recommended for future research, litesmiyudy can be
replicated with a comparison group. Although ethical considerations would nelectbsatéact
that a youth would never be denied program services, a possible comparison group could be
status offenders in another nearby county with similar problems and behaviors. Moyasig
design recommendations would also include a post test or a way to measure the outcome of
behavior change after participation in the program.

Status offenders should also be researched further. They often present a number of
complex behavioral issues and additional information should be gathered in an attempt to
provide more effective interventions. When youth are deemed status offendassoti@s the
first phase into the juvenile justice system for many at risk youth. It vieultbneficial to the
youth and community to improve the ability to identify the needs and provide effectini®ss]
this would be an important way to prevent recidivism and escalation of behavior

Future research should also focus on the important demographic differences of youth
involved in the juvenile justice system. Studies exploring gender differembefavior and
clinical disorders would be extremely beneficial in understanding the nepd&pile

delinquent and status offenders. Understanding these needs would also provide the gpportunit
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to provide more consistent and effective services. Research demonstiatiicgdifferences,
especially when it is relevant to arrests, detainment and incarceratien & rakcessary
component of improving the juvenile justice system. The disproportionate number of youth of
color being detained and placed should be concerning to all those who work in the juvenile
system and more research is required in an attempt to ameliorate this problem.

The last recommendation of future research is specific to AFY and the wraparound
approach. A more stringent, controlled design accounting for outcomes and measures in
behavior changes would be an important next phase of research for the AFY pitogoara. be
a measure of the effectiveness of the wraparound approach and how to better improve the
services and treatment the participants receive.

Conclusion

The purpose of this study was to describe an innovative diversion program which
provides services and treatment to youth at risk for court intervention, adjonjcatd
placement in to the juvenile justice system. The results of this studydraeamportant policy
implications for those who work with youth involved in the juvenile justice systeme $iec
majority of youth had no further involvement in the juvenile justice system, tbgggm
certainly indicates a measure of success. Child welfare and juvenite jagencies have initial
evidence of how to effectively address and attempt to resolve the adolesebkat/®ral and
emotional challenges. AFY’s effort to coordinate and integrate seracgstth in the juvenile
justice systems, may serve as a model for other county agencies.

Young people involved in the juvenile justice system have a multibddaroblems,
including problematic behavior and a number of mental health issuesamsghich attempt to

help the young people and their families by providing them approgregément and services
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will have long lasting positive effects beyond the cost beneafit laudgetary savings. Young
people will learn how to understand and manage their behavior an@mpsobhd ideally learn

many other skills to be successful, self sufficient adults.

107



REFERENCES

Abu-Bader, S.H. (2010Advanced & Multivariate Statistical Methods for Social Science
Research with a Complete SPSS Guitlecago: Lyceum Books.

Aiken, M. & Hage, J (1967). Organizational interdependence and intra-
organizational structurdmerican Sociological Review, 912-930.

Alternatives For Youth, RFP (2005). Suffolk County Department of Social Services
Alternatives For Youth: Background Information. RFP No. 05/22723-tp.
Law No0.04-SS-416. Advertised February, 24, 2005.

American Academy of Children and Adolescent Psychiatry (AACAP)(2008)s Far
families: The depressed child & conduct disorder. Retrieved from:
http:/lvww.aacap.org/publications

American Academy of Children and Adolescent Psychiatry (AACAP)(200&)liiz in drug
abuse hopeful, but more research is needed. 2006 Press Release. Retrieved from:
http:/lvww.aacap.org/publications

American Academy of Children and Adolescent Psychiatry (AACAP)(2001).
Psychiatric care of children in the foster care syst&®iCAP Policy
Statement (PS-45)Retrieved from: httpWww.aacap.org/publications

American Academy of Children and Adolescent Psychiatry (AACAP)(2002).
AACAP/CWLA Foster care mental health values subcommittee. AABAIRY
Statement (10/2002). Retrieved from: httmAvw.aacap.org/publications

American Medical Association (2005),Brief of the American Medical Assioait al. as Amici
Curiae in Support of RespondeRpperv. Simmons543 U.S. 551 (2005) (No. 03-633),
Retrieved from: http://www.abanet.org/crimjust/juvjus/simmons/ama.pdf.

Annie Casey Foundation (2008). 2008 Kids count essay and data brief: A road map
for juvenile justice reform. Baltimore, MD. Retrieved framttp://www.aecf.org

Armstrong, M.L. (1998). Adolescent pathways: exploring the intersections dretwe
child welfare and juvenile justice, PINS and mental healdw York: Vera
Institute of Justice.

Benson, K. (1975). The interorganizational network as a political economy.
Administrative Science Quarterlg0, 229-249.

Bolman, L.G., & Deal, T.E. (2003Reframing Organizations: Artistry, Choice, &
LeadershipSan Francisco: Jossey-Bass.

108



Burns, B. & Goldman, S.(1999). Promising practices in wraparound for children with
serious emotional disturbance and their famiNgd.4. Rockville, MD: Child
And Adolescent Services Branch, Center for Mental Health Services, 2.

Burns,B., Schoenwald, S., Burchard,J., Faw, S.A. (2000) Comprehensive community
based interventions for youth with severe emotional disorders: Multisystemic
therapy and the wraparound procelsirnal of Child and Family Studieg
(3), 283-314.

Bruns, E.J., Walker, J.S, Adams, J., Miles, P., Osher, T., Rast, J., & VanDenBerg,A. (2004). Ten
principles of the wraparound process. Portland, Oregon: National
Wraparound Initiative, Research and Training Center on Family Support
and Children’s Mental Health, Portland State University.

Caldwell, R., Silver, N.C., & Strada, M. (2010). Substance abuse, familial factors,
and mental health: Exploring racial and ethnic group differences among
African American, Caucasian, and Hispanic juvenile offenddrs.American
Journal of Family Therapyd8, 310-321.

Carney, M.M., & Buttell, F.(2003). Reducing juvenile recidivism: Evaluatingmtaparound
services modeResearch on Social Work Practjdes, 551-568.

Chassin, L.(2008). Juvenile justice and substancellseluture of Childrenl8(2),
165-183.

Chui, T, & Mogulescu, S. (2004). Changing the status quo for status offenders: New
York State’s efforts to support troubled teevisra Institute of Justice.
December, 2004.

Cocozza, J., Skowyra, K. (2007). Blueprint for change: A comprehensive model for
identification and treatment of youth with mental health needs in contact with
juvenile justice systenNational Center for Policy Research Administratiog.,
Delmar, NY.

Cocozza,J., Skowyra,K. (2000). Youth with mental health disorder: Issues and emerging
responseLffice of Juvenile Justice and Delinquency Prevention Journal,
7(2), 3-13.

Cueller, A.E., McReynolds, L.S., Wasserman., G.A. (2006). A cure for crime: Canl menta
health treatment diversion reduce crime among ybditturnal of Policy Analysis
And Management, 25 (1)197-214.*

Dale, N., Baker, A., Anastasio, E., & Purcell, J. (2007). Characteristics ofeshilar
residential treatment in New York Sta@hild Welfare 86 (1), 5-27.

109



Drake, E. K. , Miller,M.G.(2009) Evidence based public policy options to reduce
crime and criminal justice costs: Implications in Washington Statéms and
Offenderg4),170-196.

Elliott, D.S.,(1994). “Youth violence: An overvigivpaper presented at The Aspen
Institute’s Children’s Policy Forum, Children and Violence Conference, Quoeamns
MD, February 18-21.

Federal Advisory Committee on Juvenile Justice (2006) Federal dglviSommittee on
Juvenile Justice Annual Report 2006. Retrieved from hitpw.ncjrs
gov/pdffiles1/odjjp/218367.pdf

Federick, B.(1999). Factors contributing to recidivism among youth placed with the New
York State Division For Youth. Albany, NY: New York State Division of Criminal
Justice Services, 1999.

Feld, B. (2000)Cases and Materials of Juvenile Justice Administratiew York:
West Group.

Franz, J. (2003). Wraparound: A primer. Retrieved from:httpwW.paperboat.com

Fraser, M.W., Pecora., P.J., & Haapala, D.A. (19Bainilies In Crisis: The Impact of Intensive
Family Preservation Servicé¢éew York:Walter de Gruyter.

GAO, US General Accounting Office.(2003).Child welfare and juvenile juitideral
agencies could play a stronger role in helping states reduce the number of
children placed solely to obtain mental health services. Washington, DC:US
General Accounting Office. Publication GAO-03-397. Retrieved from:
http:/Avww.gao.gov/cgi-in/getrpt? GAO®3-037.

Garland,A.F., Hough,R.L.,McCabe,K.,May,Y.,Wood,P.A.,& Aarons,G. (2001).
Prevalance of psychiatric disorders in youth across five sectors of care.
J.Am.Academy of Child & Adolescent Psychididy4), 409-418.

Goldstein, E. G. (1995Ego Psychology and Social Work Practice
New York, The Free Press

Greenwood, P.(2008).Prevention and intervention programs for juvenile offefders.
Future of Children18 (2), 185-210.

Grisso, T. (2008). Adolescent offenders with mental disorddrs Future of Children
18, (2), 146-159.

Grisso, T. (2004)Double Jeopardy: Adolescent Offenders With Mental Disordéms/ersity of
Chicago Press.

110



Grisso, T., & Barnum, R. (2006Ylassachusetts Youth Screening Instrument, Version 2
(MAYSI-2)User’s Manual and Technical Report, 2006. Revised Edition. Sarasota,
Fl: Professional Resource Press.

Grossman,D.E., & Portley, M. (2005). Juvenile delinquency guidelines: Improving
court practice in juvenile delinquency cases. National Council of Juvenile anly Fami
Court Judges, M. Office of Juvenile Justice and Delinquency Prevention. March, 2005.

Haapala, D., & Kinney, J. (1988). Avoiding out-of-home placement of high-risk status
offenders through the use of intensive home-based family preservation service
Criminal Justice and Behavipi5, 334-348.

Henggeler, S.W., Melton, G.B., Smith, L.A., Schoenwald, M.A.,& Hanley, J.H.(1993)
Family preservation using multisystemic treatment: Long-fetlow-up
to a clinical trial with serious juvenile offendedeurnal of Child and Family
Studies,2(4), 283-293.

Hoagwood,K., Burns, B.,Kiser, L. & Schoenwals, S.(2001). Evidence-based practice in
child and adolescent mental heaRisychiatric Service$2(9),1179-89.

Holman, B, & Zeidenberg, J. (2006). The dangers of detention: The impact of intagcera
youth in detention and other secure facilities. Justice Policy InstitutiéevRel from:
http:/Avww.justicepolicy.org

Howell, J.C., Kelly, M.R., Palmer, J., & Mangum, R.L. (2004). Integrating child veglfa
juvenile justice, and other agencies in a continuum of sernitekl Welfare
League of America83 (2),143-156.

Jenson, J.M., & & Potter, C.C. (2003). The effects of cross-system collaboration on
mental health and substance abuse problems of detained Resdarch on
Social Work Practicel3(5), 588-607.

Johnson, J. (2005). Letter and legislation summary: New PINS diversion legislation.
New York State Office of Children and Family Services

Johnson, J.A. (2004). Organizational merger and cultural change for the better
outcomes: The first five years of the New York State Office of Children
And Family ServicesChild Welfare, 3%),129-142.

Kinney,J., Haapala,D., & Booth, C. (2008eeping Families Together: The Homebuilders
Model.New Jersey; Transaction Publishers.

Klein, L.C. & Corwin, E.J. (2002). Seeing the unexpected: How sex differencesss stre

Responses may provide a new perspective on the manifestation of psychiatric
DisordersCurrent Psychiatric Reporig(6), 441-448.

111



Kluger, J.H. (2009)New York State Unified Court System: Drug Treatment Courts 2009
Annual ReportNew York State Unified Court System: Office of Court Drug
Treatment Programs.

Kreuger,L.W., & Neuman, W.L., (200&ocial Work Research Methods: Qualitative and
Quantitative ApplicationsBoston: Pearson and AB.

Lerman, P. (2002). Twentieth-century developments in America’s institutiosiginsy
for youth in Troubleln MK Rosenheim, FE Zimring, DS Tanenhaus, & B Dohrn (Eds)
Century of Juvenile Justi¢€4-109). Chicago: University of Chicago Press.

Lippman, J.(2001)New York State Grant Application. New York State: Strategies for
Juvenile Intervention and Training. Juvenile Statewide Enhancement.@laief
Administrative Judge, New York State Unified Court System.

Lipsey,M.W. (1999).Can intervention rehabilitate serious delinq@drite Annals of
American Academy of Political and Social Scie6s,142-166.

MacArthur Foundation Research (2008) Less guilty by reason of adoleskssneeBrief No.
3, MacArthur Foundation Research Network on Adolescent Development and Juvenile
Justice. Retrieved from: http://www.adjj.org/downloads/6093issue_brief 3.pdf

Malysiak, R. (1997) Exploring the theory and paradigm base for wrapardouvthal of Child
and Family Studie€(4), 399-408.

Milwaukee County Behavioral Health Division. (2008yaparound Milwaukee: 2002
Annual ReportMilwaukee, Wisconsin.: Milwaukee County Behavioral Health Division,
Department of Health and Human Services.

Mohr, H. (2008) 13,000 abuse claims in juvie centé&ssociated PresMarch 2,
Retrieved from:http:// www.usatoday.com/news/nation

Moore, S. (2009). Mentally ill offenders strain juvenile justice systm.New York
TimesAugust 9, 2009.

National Council on Crime and Delinquency (200¥)d justice for some: Differential
treatment of youth of color in the justice systdational Council on Crime and
Delinquency. Retrieved from: httpsivw.nccd-crc.org/nced/pubs/2007jan_justice-

for_some.pdf

National Mental Health Association (2004). Mental health treatment for yotitie juvenile
justice system: A compendium of promising practices.National MentallHealt
Association.

112



New Freedom Commission on Mental Health (2003). Achieving the promise:
transforming mental health care in amerkaal Report (DHHS Pub. No. SMA
03-3822). Rockville, MD. US Department of Health and Human Services.

Otto, R., Greenstein,J., Johnson, M., & Freidman, R.,(1992). Prevalence of mental disorders
among youth in the juvenile justice system. In Cocozza, J. (Ed.), Responding to
The Mental Health Needs of Youth in the Juvenile Justice System (p.7-48)*

Office of Children and Family Services (OCFS). (20@npty beds, wasted dollars:
Transforming juvenile justic®etrieved from: httpWww.ocfs.state.ny.us

Office of Children and Family Services (2007). STATSPOP Analysis.

Office of Children and Family Services, Division of Juvenile Justice and Oppostufar
Youth. Retrieved from: http:Avww.ocfs.state.ny.us.main/rehab.

Pecora, P.J., Fraser, M.W., & Haapala, D.A. (19@lignt outcomes and issues for program
Design. In K. Wells, & D.E. Biegel (Eddfamily Preservation Services Research and
Evaluation(3-33). Newbury Park, CA: Sage Publications.

Pullman, M.D., Kerbs, J. Koroloff, N., Veach-White-E., Gaylor, R., & Sieler, D. (2006).
Juvenile offenders with mental health needs: Reducing recidivism using rewuaga
Crime and Delinquengyp2, 375-397.

Raviora, L. (2010). Fact sheet: Girls in juvenile justice. National Council on Gimahe
Delinquency. Retrieved fronmitp://nccd-cre.org

Rowe, C., Liddle, H.A., Greenbaum,P.E., & Henderson, C.E. (2004). Impact of psychiatric
comorbidity on treatment of adolescent drug abusersnal of Substance Abuse
Treatment. 26(2), 129-40.

Ruffalo, M., Sarri, R, & Goodkind, S.( 2004). Study of delinquent, diverted and high risk
Adolescent girls: Implications for mental health interventi®ocial Work
Research28, (4), 237-245.

Salsich, A, Paragini,A,& Estep, B. (2008).Widening the lens: A panoramic view of javenil
justice in New York State New York: Vera Institute of Justice. Retrieved from:

http:/Avww.vera.org

Salsich, A., Paragini,A., & Estep, B. (2009). Addendum to widening the lens. New York:
Vera Institute of JusticeVera Institute of JusticeRetrieved from: httpWww.vera.org

Satcher, D., MD. (1999Mental Health: A Report by David Satch&t.D., PH.D., Surgeon
General of the United States.

113



Sedlak, A. & McPherson, K. (2010). Youth’s needs and servizifise of Juvenile
Justice and Delinquency Prevention, Bulletkpril, 2010. Retrieved from: http://
WWW.0jp.usdoj.gov

Shufelt, J.L. & Cocozza, J.H. (2006). Youth with mental health disorders in the juvenile justic
System: Results from a multi-state prevalence stNdtional Center for Mental Health
And Juvenile Justicdune 2006. Retrieved from: httgivw.ncmhjj.com

Sickmund,M., Sladky, T.S., & Kang,W.(2006gnsus of juveniles in residential placement
databookRetrieved from: http:/fivww.ojjdp.ncjrs.org/ojstatbb/cjrp

Souweine, J. & Kashu, A. (2001). Changing the PINS system in NY: A study
of the implication of raising the age limit for Person’s In Need of
Supervision (PINS)era Institute of Justic&september, 2001.

Skowkra, K. & Cocozza, J. (2000).Youth with mental health disorders: Issues and emerging
responseLffice of Juvenile Justice and Delinquency Prevenfi¢h), 3-13.

Skowkra, K. & Cocozza, J. (2007). A blueprint for change: Improving the system response
youth with mental health needs involved with the juvenile justice system
Focal Point: Research, Policy and Practice in Children’s Mental He&@{2),4-7.

Snyder, H. & Sickmund, M. (2006). Juvenile offenders and victims: 2006 national report.
Washington, DC: US Department of Justice, Office of Justice Programs,
Office of Juvenile Justice and Delinquency Prevention

Spangenberg Group. (May 20040 Evaluation of the Youth Advocacy Projéetrieved
June 10, 2009 fromww.abanet.orglegalserves/downloads/sclaid/indigentdefens e/ma-
yapreport.pdf

Stambaugh, L.F., Mustillo, S.A., Burns, B.J., Stephens, R.L., Baxter, B, Edwards,D.
Dekrai,M.(2007) Outcomes from wraparound and multisystemic therapy mtexr ¢er
Mental health services system-of-care demonstrationJsitenal of Emotional and
Behavioral Disordersl5 (3),143-155.

Stiffman, A., Chen, Y., Elze, D., Dore, P.,& Chen, L. (1997). Adolescents’ and providers’
perspective on need for and use of mental health serdicemal of Adolescent Health,
21 (5), 335-342.

Substance Use and Mental Health Services Administration (2002). Substance use, abuse,
and dependence among youths who have been in jail or a detention center
National Survey on Drug Use and Health RepOifjce of Applied Studies. Retrieved
from: http:// www.DrugAbuseStatistics.samhsa.gov

114



Teplin, L., Abram, K, McClelland,-Dulcan, M., & Mericle, A.(2005). Major meriglorders,
substance use disorders, comorbidity, and HIV-AIDS risk behaviors in juvenile
detaineesPsychiatric ServiceS6(7),823-28.

Teplin, L., Abram, K., McClelland- Dulcan, M., Mericle, A. (2003). Comorbid psyclaiatri
disorders in youth in juvenile detentiokrchives of General Psychiafr§0, 1097-1108.

Trattner, W. (1989). Revised statutes of the State of lllinois (1&889uoted ink-rom Poor
Law To Welfare State: A History of Social Welfare in AmedAtad. (117-118).New
York, NY: The Free Press.

U.S. Census Bureau (2010). 2010 Census Data&v.census.gov

U.S. Department of Justice (nd) Office of Juvenile Justice and Delinquen@nBoev
Retrieved from: http://dsgonline.com/mpg2/5/mpg_index.htm

United States Department of Justice. (2005).Department of justice astuntier the
civil rights of institutionalized persons act: fiscal year 2004shington, DC:
United States Department of Justice. Retrieved from
Retrieved fromhttp://www.usdoj.gov/crt/split/document/split_cripa04pdf

U.S. General Accounting Office. (2003).Child welfare and juvenile justicedkeder
agencies could play a stronger role in helping states reduce the number of
children placed solely to obtain mental health services. Washington, DC:US
General Accounting Office. Publication GAO-03-397. Retrieved from:
http:/Avww.gao.gov/cgi-in/getrpt? GAO®3-037

United States House of Representatives. (2004). Incarceration of youth whatierg wa
for community mental health services in the United St&t%sshington, DC:
Committee on Government Reform.

Vera Institute of Justice (2009). Charting a new course: A blueprint fafaramng juvenile
justice in New York State, December, 2009. Retrieved fhttp://www.vera.org

Walker, J.S, & Schutte, K.M.(2004).Practice and process in wraparound teardeworal of
Emotional and Behavioral Disordefs. (3) 182-192.

Warren, R.L. (1971)The interorganizational field as a focus for
investigation Truth, Love, and Social Changéhicago: Rand McNally &
Company.

Wells, K. (1994). A reorientation to knowledge development in family preservation
services: A proposaChild Welfare LXXIII(5), 475-488.

115



Wiig, J, & Tuell, J. (2004). Guidebook for juvenile justice and child welfare system

coordination and integration: A framework for improved outcome. Washington
D.C..Child Welfare League of America.

Wright, E.R, Anderson, J, Kooreman, H.E., Mohr, W., & Russell, L. (2003). The dawn
project: A model for responding to the needs of children with emotional and

behavioral challenges and their famili€@mmunity Mental Health Journal
39, (2).

Youth Assessment Screening Instrument (YASI). (2007). New York State. Adamte the
Washington Association of Juvenile Court Administrators Risk Assessmentorool f
New York State. Division of Probation and Correctional Alternatives, 2008.

Zahn, M.A., Agnew, R., Fishbein, D., Miller, S., Winn, D.M, Dakoff, G., Kruttschnitt, C.,
Giordano, P., Gottsfredson, DC.,Payne, AA, Feld, BC., &Chesney-Lind, M. (2010)
Causes and correlates of girls’ delinquend$.Department of Justice.

Office of Juvenile Justice and Delinquency Preventigaril 2010.
Retrieved from: http:Www.ojp.usdoj.gov

116



APPENDIX A
Alternatives For Youth
Intake Form

Date Referred to the AFY Program:

Date of FIRST contact (phone call or other):

Was the referral contacted within one business day? —¥—N
If no, why? Not Home

Did not return call

Other

Date of Intake:
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Demographic Information:

Last Name: First Name:

Date of Birth of referred Youth:

Gender: Male Female
Hispanic: Yes No

Race/Ethnicity of juvenile:
African American Caucasian Asian Native American Other:

Primary Language spoken by juvenile:

English Spanish Other:
Primary Language Spoken by parent(s): English Spanish
Other:

Parents Marital Status:

Married Separated Divorced widowed never married
Is the child currently in foster care: Y N

Health Insurance Y N If yes, Name of Insurance:
Medicaid: Y N
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Contact Information

Contact 1
Parent or Guardian Name:

Street Address:

Town:

Zip Code:

Phone Number Home: AREA CODE ( )

Other Phone Number: AREA CODE ()

Contact 2
Parent or Guardian Name:

Street Address:

Town:

Zip Code:

Phone Number Home: AREA CODE ( )

Other Phone Number: AREA CODE ( )

If Child not living with contact person

Name:

Street Address:

Town:

Zip Code:

Phone Number Home: AREA CODE ( )

Other Phone Number: AREA CODE ()
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INCOME/HOUSING

1. Is household income from any of the following sources?

2. Family Member amount (annual)
Paid employment
Social security (SSA)

Public assistance/home
Child Support
Veteran's Benefits
Pension

Other

TT@ o a0 T

3. Atthe time of the referral, what was the family’s housing status?

Oown Rent

Social security Disability income (SSDI)
Supplemental security income

relief

NO
NO
NO
NO
NO
NO
NO
NO

emergency housing

4. Atthe time of the referral, where is the child living?

Home with parents
With friends
With relatives other than parents

Other
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YES
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YES

YES

YES

YES

YES

other




CLINICAL DESCRIPTORS

CURRENT

Last 30 days
Physically aggressive or violent Y N
Substance Abuse Y N
Runaway Y N
Truant Y N
Suicidal Gestures or Attempts Y N
Fireplay Y N
Sexually Abusive Y N
Sex Abuse Victim Y N
Physical Abuse Victim Y N
Mental Health Outpatient Care Y N
On Psychotropic Medication Y N

See CANS for additional Information
Has this child ever had a psychiatric or psychological diagnostic evaluation?
YES NO

If yes, the date Agency

# of psychiatric hospitalizations
# of psych Emergency room visits

Primary DSM |V Diagnosis:

Prior Out of Home Placement: Non-secure detention
Foster Home
Group Home
RTC
RTF

Prior OMH Services: CRF  Teach Family Homes Family Based Treatment
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SCHOOL HISTORY

1. What is the youth’s school district?

(name of District)

Educational Placement:
Please check appropriate box

Type of Educational Placement

Regular Education Parochial School
District Special Education Home Tutoring
BOCES Other:

Day Treatment

2. Ifachildis placed out of district. Name the placement (i.e. BOCES, James E. Allen Learning
Center)
3. Current SchoolGrade 4 5 6 7 8 9 10 11 12 ungraded

4. Is the youth in special education? YES NO

If yes, Handicapping Condition:

1-Autism 8-Multiple Disabilities

2-Deafness 9-Orthopedic Impairment
3-Deaf-Blindness 10-Other Speech Impairment
4-Emotional Disturbance 11-Speech or Language Impairment
5-Hearing Impaired 12-Traumatic Brain Injury
6-Learning Disabled 13-Visual Impairment

7-Mental Retardation

5. If yes, when was the date of the last CSE

IQ Test Score:
Date of most recent test scores:
Full scale Score Performance Score Verbal Score

See CANS for additional school information
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CANS MODULE SCORES:

| INTAKE | 6 MONTHS

1 YEAR

Problem Presentation

Risk Behaviors

Functioning

Care Intensity & Organization

Family/Caregiver Needs &
Strengths

Strengths

Criminal & Delinquent
Behaviors

Substance Abuse
Complications

Child Abuse Permanency
Exploitation

1. Mental Health

SERVICES RECOMMENDED:

YES

Individual Counseling
Family Therapy
Substance Abuse Counseling

2. Educational Assistance (LIAC) YES

3. Referral to NYS Child Abuse YES

4. Youth at risk of foster care? YES

5. Youth Bureau Outreach

Services Recommended for:

Family & Youth

YES

Individual Youth

DATE OF FIRST SERVICE APPOINTMENT:

NO

NO

NO

NO

NO
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REFERRAL INFORMATION

DATE OF TYPES OF AGENCY NAME OF THE AGENCY
REFERRAL SERVICES CONTACT PHONE
NEEDED* PERSON AT NUMBER
THE AGENCY

*Types of services: Individual counseling, substance abuse treatment, family counseling, educational services, social
services, youth bureau services
DATE OF FIRST SERVICE APPOINTMENT:
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REFERRAL INFORMATION

DATE OF TYPES OF AGENCY NAME OF THE AGENCY
REFERRAL SERVICES CONTACT PHONE
NEEDED* PERSON AT NUMBER
THE AGENCY

*Types of services: Individual counseling, substance abuse treatment, family counseling, educational services, social
services, youth bureau services
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Outcome or Follow Up Data

Please also see CANS section for additional outcome data

DATE OF FIRST SERVICE APPOINTMENT:

REFERRAL INFORMATION
Follow-up Questions 1% Quarter 2m 3 Quarter | 4™ Quarter
Quarter

Follow-up contact completed?

Did Family Follow Service plan?

Did Family drop out?

Did family file PINS?

Where is child living? Home Home Home Home
Foster care | Foster care | Foster care | Foster care
RTC RTC RTC RTC
RTF RTF RTF RTF
Grp Home | Grp Home | Grp Home | Grp Home
Diag. Facil. | Diag. Facil. | Diag. Facil. | Diag. Facil.
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ANY OBSTACLES TO SERVICES:

First Quarter:

DATE:

Second Quarter:

DATE:

Third Quarter:

DATE:

Fourth Quarter:

DATE:
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APPENDIX B
Data Extraction Form

Client ID #: Sentencing Year:
Age: Sex: Race:

|I. Demographic:
Place of Birth

Citizenship (status)
English Primary Language : Y N

Gang affiliation
Employed: Y N

aprownNpRE

Il. Legal Issues
6. Present Court Conviction:

7. Custody status: Detention/liberty/ror/bail

8. Plea:
9. YO: Eligible Verified Not Recommended
10.Juvenile: Yes no
JD PINS
JO DF
[l . Family HX
11. Family Members:  Relation: Age: Occupation:

12. Currently living
arrangements?

13.Intact/Divorced/ Separated/Never married? --

14.Current Contact w fthr? Y N cCurrent contct w.Mthr? Y N
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IV  Education:
15. Last school attended

16.Last grade completed

19. Currently attending?

V. Health/MH
20. Physical Health good fair
21. Mental Health no hx prior hx
(explain)

current
involve?

22. Tx History :Year

a) Agency:

b) Diagnosis outline:

VI. Substance Use

23. Current Al

24. Past Al

25. Current Ill Drug Use

26. Past Ill Drug Use

27. Impact present offense Yes No
28. Tx history :

type

a) BAC/refused

29) Tx information: none
a)Detox/ tx agency

date(s):

b) Diagnosis outline

VIl. Gang Involvement
a) Admission Y N
explain:

codefendants?
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VIIl. Legal Hx

Year

Arrest/Conviction

Sentence/Dispo/ and Year

HX of: Foster care? Y N

CPS reports? Y N

(Y), please explain :
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IX. Psychosocial Information
a)Description of Prior/current behavior :

b) Description of Present Offense :

c) Evaluative Analysis (hx of abuse, hx of MI):
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APPENDIX C :
Tables of Towns/School Districts

Variable Frequency Percent  Valid
Percent

Town
Amityville 16 2.8% 2.8%
Aquebogue 1 0.2% 0.2%
BayShore 29 5.1% 5.1%
Bayport 1 0.2% 0.2%
Bellport 8 1.4% 1.4%
Bluepoint 1 0.2% 0.2%
Bohemia 8 1.4% 1.4%
Brentwood 51 8.9% 8.9%
Calverton 4 0.7% 0.7%
Center Moriches 2 0.3% 0.3%
Centereach 9 1.6% 1.6%
Centerport 2 0.3% 0.3%
Central Islip 27 4.7% 4.7%
Cold Spring Harbor 1 0.2% 0.2%
Commack 3 0.5% 0.5%
Copaigue 9 1.6% 1.6%

Coram 15 2.6% 2.6%

Cutchogue 2 0.3% 0.3%
Deer Park 7 1.2% 1.2%
Dix Hills 4 0.7% 0.7%
East Hampton 2 0.3% 0.3%
East Islip 4 0.7% 0.7%
E Marion 1 0.2% 0.2%
E Moriches 3 0.5% 0.5%

E Northport 11 1.9% 1.9%

E Patchogue 3 0.5% 0.5%
E Quogue 2 0.3% 0.3%
E Setauket 2 0.3% 0.3%
Farmingdale 2 0.3% 0.3%

Farmingville 11 1.9% 1.9%

Flander 1 0.2% 0.2%
Greenlawn 1 0.2% 0.2%
Greenport 2 2.3% 2.3%
Hampton Bays 4 0.7% 0.7%
Hauppauge 2 0.3% 0.3%
Holbrook 7 1.2% 1.2%
Holtsville 1 0.2% 0.2%
Huntington 11 1.9% 1.9%
Huntington Station 20 3.5% 3.5%
Islip 3 0.5% 0.5%
Islip Terrace 3 0.5% 0.5%
Jamesport 1 0.2% 0.2%
Kings Park 1 0.2% 0.2%
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Variable Frequency Percent Valid

Percent
Lake Grove 5 0.9% 0.9%
Lake Ronkonkoma 4 0.7% 0.7%
Lindenhurst 16 2.8% 2.8%
Manorville 3 0.5% 0.5%
Mastic 17 3.0% 3.0%
Mastic Beach 20 3.5% 3.5%
Mattituck 3 0.5% 0.5%
Medford 22 3.8% 3.8%
Melville 3 0.5% 0.5%
Middle Island 6 1.0% 1.0%
Miller Place 5 0.9% 0.9%
Moriches 2 0.3% 0.3%
Mt Sinai 1 0.2% 0.2%
Neconset 1 0.2% 0.2%
No Babylon 12 2.1% 2.1%
Northport 7 1.2% 1.2%
Patchogue 16 2.8% 2.8%
Port Jefferson 2 0.3% 0.3%
Port Jefferson Station 2 0.3% 0.3%
Ridge 6 1.0% 1.0%
Riverhead 10 1.7% 1.7%
Rocky Point 6 1.0% 1.0%
Ronkonkoma 10 0.5% 0.5%
Sag Harbor 3 0.3% 0.3%
St James 5 0.9% 0.9%
Sayville 6 1.0% 1.0%
Selden 8 1.4% 1.4%
Setauket 3 0.5% 0.5%
Shinnecock 2 0.3% 0.3%
Shirley 23 4.0% 4.0%
Shoreham 3 0.5% 0.5%
Smithtown 6 1.0% 1.0%
Sound Beach 2 0.3% 0.3%
Southhampton 2 0.3% 0.3%
Southhold 3 0.5% 0.5%
Speonk 2 0.3% 0.3%
Stony Brook 1 0.2% 0.2%
Wading River 4 0.7% 0.7%
West Babylon 9 1.6% 1.6%
West Islip 6 1.0% 1.0%
West Sayville 2 0.3% 0.3%
Wyandanch 4 0.7% 0.7%
Yaphank 2 0.3% 0.3%
School District
Amityville 9 1.6% 1.7%
BayShore 9 1.6% 1.7%
Bellport 12 2.1% 2.3%
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Variable Frequency Percent Valid

Percent
Bluepoint 2 0.3% 0.4%
Brentwood 64 12.0% 12.0%
Center Moriches 1 0.2% 0.2%
Central Islip 28 4.9% 5.3%
Cold Spring Harbor 1 0.2% 0.2%
Commack 5 0.9% 0.9%
Comsewogue 2 0.3% 0.4%
Connetquot 12 2.1% 2.3%
Copaigue 13 2.3% 2.4%
Deer Park 6 1.0% 1.1%
East Islip 5 0.9% 0.9%
E Northport 6 1.0% 1.1%
E Patchogue 3 0.5% 0.5%
Elwood 2 0.3% 0.4%
Greenport 3 0.5% 0.6%
Half Hallow Hills 6 1.0% 1.0%
Hampton Bays 10 1.7% 1.9%
Harborfields 3 0.5% 0.6%
Hauppauge 1 0.2% 0.2%
Huntington 16 2.8% 3.0%
Lindenhurst 15 2.6% 2.8%
Mattituck 4 0.7% 0.8%
Middle Country 23 4.0% 4.3%
Miller Place 7 1.7% 1.3%
No Babylon 13 2.3% 2.4%
Northport 9 1.6% 1.7%
Patchogue-Medford 34 5.9% 6.4%
Port Jefferson 1 0.2% 0.2%
Riverhead 26 4.5% 4.9%
Sachem 29 5.1% 5.5%
Sag Harbor 3 0.5% 0.6%
Sayville 7 1.2% 1.3%
Shoreham-Wading River 8 1.4% 1.5%
Smithtown 12 2.1% 2.3%
South Huntington 13 2.3% 2.4%
Southhold 3 0.5% 0.6%
Three Village 5 0.9% 0.9%
West Babylon 10 1.7% 1.9%
West Islip 7 1.2% 1.3%
William Floyd 45 7.9% 8.5%
Wyandanch 3 0.5% 0.6%
Missing 41 7.2% 7.2%
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APPENDIX D

6. 1 Offense Category Definitions and Specific Offenses for All

Inmates

Violent*

* from NYS Division of
Criminal Justice Services

Assault— aggravated assault upon a peace office; assa&R"f; gang
assault T & 2" assault upon a peace officer, police, firemaarergency
medical services professional; stalkirify 1

Homicide -manslaughterst murder £ & 2"

Sex Offenses- rape 1 sodomy i aggravated sexual abus® 2" 3%
sexual abuse® course of sexual conduct against a chffk2"™;

Burglary — burglary £ & 2"

Robbery — robbery 1 & 2"

Weapon Offenses- criminal possession of a weapdh2i® 3¢ criminal
use of a firearm®i& 2" criminal sale of a firearm™1& 2"% criminal sale

of a firearm with the aid of a minor;

Other Violent Felony Offenses- kidnapping I & 2" arson 1' & 2"
intimidating a victim or witness*1& 2"

Drug

Criminal possession of a controlled substarite T, use of child to
commit a controlled substance offense; crimina sdila controlled
substance®i— 5" possession of hypodermic instrument; criminasdtipn
of a narcotic drug; criminal use of drug paraphkananlawful possession
of marijuana; criminal possession of marijuaffa-B"; criminal sale of
marijuana I— 5"

DWI

Driving while ability impaired (alcohol or drug)perating a motor vehicle
alcohol or drugs); driving while intoxicated;

Property

Trespass; criminal trespass; burglafyy Bossession of burglary tools;
criminal mischief ¥ — 4™ criminal tampering $t— 3% arson & — 5" petit
larceny; grand larceny®t- 4", unauthorized use vehicl&' % 3% auto
stripping £'— 3% criminal possession of stolen properti-15";

Sex Offenses

Sexual misconduct; rap&°& 3™: criminal sexual act; forcible touching;
sexual abuse"2& 3" aggravated sexual abusk 4

Assaults Assault ¥; menacing 1-3; hazing; reckless endangerment; stalkiffg 2
4™ tampering with a witness; criminal contempit& 2" aggravated
harassment; criminal interference; Robbefy 3

Violations Violation of Probation; Violation of Parole; revdimn of parole; Violation
of Family Court Act; Family Court Warrant; failute register as sex
offender; FOA Warrant, FUG Just.

Other All other charges not specified above
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