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· 3:30 PM

OJJDP Coming Events/Sign Off
Broadcast Overview 

Mental Health Issues and Juvenile Justice
Problem
There is growing recognition that the mental health needs of youth in the juvenile justice system have not received the attention they deserve as demonstrated by the scarcity of research on the prevalence and types of mental health disorders among youth and information about the amount and quality of services provided. However, recent federal initiatives are beginning to reveal the scope of the problem and the inadequacy of mental health care in juvenile correctional facilities. States are also beginning to recognize the importance of the mental health issue due to the increasing reliance on the juvenile justice system to care for youth with mental illness, a recognized trend in the adult correctional system. The most recent study released by the U.S. Department of Justice reported that 16 percent of State prisoners were identified as mentally ill (Ditton, 1999). Recent changes in State laws allow more juveniles to be prosecuted as adults, underscoring issues such as the constitutional right to mental health treatment.

Based on the data that is available, some general conclusions can be drawn:

     Youth in the juvenile justice system have substantially higher rates of mental health disorders than youth in the general population.

     A high percentage of youth in the juvenile justice system have a diagnosable mental health disorder.

     It is safe to estimate that at least one out of every five youth in the juvenile justice system has serious mental health problems (Schultz and Mitchell-Timmons, 1995).

     Many of the youth in the juvenile justice system with mental illness also have a co-occurring substance abuse disorder.

Given these findings, it is not surprising that juvenile justice officials regard the care of youth with serious mental health problems as among their greatest challenges. There are several barriers to addressing the problems including confusion about which agencies should provide care and programs, inadequate screening and assessment, lack of training, staffing, funding and programs, and the overall lack of research. In addition, issues such as managed care, privatization of services, and cultural and gender considerations add to the confusion.

Emerging Strategies

In spite of the scarcity of research, a clear set of comprehensive strategies that appear to be critical to any progress is emerging. 

Key to the success of any program is collaborating across systems. Given the complexity and scope of the problem, responsibility for providing mental health services cannot be assigned to a single agency or system. Collaborative efforts can include coordinated strategic planning, multiagency budget submissions, implementation of comprehensive screening and assessment centers, cross training of staff, and team approaches to assessment and case management. Further, such efforts can be used at varying points in the juvenile justice process, from intake through adjudication, disposition, and aftercare. A collaborative approach builds on the strengths of each system and helps to establish connections that are critical to aftercare and community reintegration following release.

Whenever possible, youth with serious mental health disorders should be diverted from the juvenile justice system. Diverting appropriate youth from the juvenile justice process--whether at first contact with law enforcement officials, at intake, or at some other point prior to formal adjudication--can reduce the growing number of these youth entering the juvenile justice system and reduce the likelihood that their disorders will go untreated. Diversion to services, however, requires a multidisciplinary partnership involving the justice and treatment systems and a comprehensive range of services to which youth can be diverted.

One of the major obstacles in recognizing and treating youth with mental health disorders in the juvenile justice system is the lack of screening and assessment. All youth in contact with the system should be screened and, when necessary, assessed for mental health and substance abuse disorders. The screening should be brief, easily administered, administered at the first point of contact and repeated at each stage, and used to identify those youth who require a more comprehensive assessment to further define the type and nature of the disorder. A new tool, the Massachusetts Youth Screening Instrument (Grisso,Barnum,1998) includes a list of questions that has been normed and tested on a number of juvenile justice populations and appears to provide a promising, standardized screen.

Effective community-based alternatives should be used whenever possible. Over the past decade, a number of community-based approaches have been developed as  to alternatives to institutional care for youth with serious mental health disorders. These programs have demonstrated that most youth can be maintained in the community at far less cost and without comprising the safety of the community. The result is that youth and their families have access to a comprehensive set of services that respond to their mental health needs and related problems.

It is critical that youth with mental health disorders who are placed in juvenile correctional facilities receive appropriate treatment.  Some youth will continue to be placed in residential facilities due to the nature and severity of their offenses. Thus, these programs will have to be capable of developing and implementing mental health treatment plans. With funding provided by the Office of Juvenile Justice and Delinquency Prevention,  the Council of Juvenile Correctional Administrators is developing and testing new performance-based standards that include treatment guidelines promulgated by a group of mental health and substance abuse experts. These standards should provide the field with meaningful guidance in providing effective mental health services.

Each of these strategies is an important part of a comprehensive effort to effectively address the critical mental health needs and substance abuse problems facing so many of today’s youth. In order to maximize efforts, we must work across disciplines through juvenile justice partnerships, with organizations serving children, families, and communities all working together.  Today’s videoconference will feature the efforts of three jurisdictions to deal with this serious problem. 

WRAPAROUND MILWAUKEE

Wraparound Milwaukee is part of the Milwaukee County Human Services Department, Mental Health Division, which provides juveniles probation and child welfare services. In 1994, the county of Milwaukee received a five-year grant from the Center for Mental Health Services to develop a more comprehensive, community-based system of care for children with serious emotional needs and their families. Wraparound Milwaukee serves children to age 18 who have serious emotional, behavioral or mental health needs and are identified by Child Welfare or Juvenile Justice as being at immediate risk of placement in a residential treatment center and/or psychiatric hospital.

The model is based on the Wraparound philosophy that began with a Canadian service provider. Over time, the model was revised and enhanced and includes the following elements:

     Strength-based approach to children and families. Rather than focus on family problems, the focus is on family strengths, including support systems that exist within their neighborhood and community. These strengths become resources around which to develop an effective care plan.

     Family involvement in the treatment process.  Too often, families are viewed as the problem and, as a result, youth are removed from the home for treatment purposes. This approach seeks to engage the family in the treatment approach and recognizes that parents are knowledgeable about the needs of their children.

     Needs-based service planning and delivery.  Treatment plans that are tailored to address the unique needs of each child and family work best. The plans must take into account factors such as age, gender and culture, legal status, and medical, health and psychological needs.

     Outcome-focused approach.  Clear goals for the youth and family, established by the youth and family in partnership with the professionals, are continually measured and evaluated. The key to this approach is to manage the process to ensure desired outcomes.

In 1996, Wraparound Milwaukee initiated a pilot project to use the Wraparound philosophy with both delinquent and non-delinquent youth placed in residential treatment centers. Prior to the project, child welfare and juvenile justice placements had reached record levels--more than 360 youth were in placement on an average day at a cost of more than $18 million per year. The project targeted 25 youth who were in placement and who had no discharge plans. The goals were to demonstrate that many of the youth could be returned to their homes or to community based foster or kinship care and maintained safely in those settings, and that it would cost less than residential placement. The project was a success; 24 of the youth were placed in the community. Recidivism rates were very low and the average cost of keeping these youth in community placements was only $2800 per month per child as compared to over $5000 per month for residential treatment. As a result of the pilot program, it was decided to enroll all youth in residential treatment placements in the program

There are several structural and design aspects of the program that are essential to the success of the program including:

     Care coordination.  Care coordinators perform assessments, assemble the team, conduct planning and progress meetings, determine the needs of the youth and family,  help identify services and arrange for those services, and monitor implementation of the plan. Small caseloads, one worker per eight or nine families, allow for the personal contact needed to work with youth with complex needs.

     The child and family team.  Since plans are family driven, those persons who provide support to the family are identified and made part of the team. Other members of the team may include systems people, such as teachers, therapists, probation or child welfare workers.

     A mobile crisis team.  To meet the needs of youth and families when a care coordinator is not available, 24-hour crisis intervention services are available through the Mobile Urgent Treatment Team. The team, consisting of psychologists and social workers, reviews all requests for inpatient psychiatric hospital admission and operates two 8-bed group homes that provide short-term crisis stabilization.

     A provider network.  Based on the needs identified by the families, Wraparound  offers over 80 different services and includes a  network of more than 250 individual providers and  agencies, a number that allows for a diverse list of providers and increases choices of the participating  families.

     Family advocacy. Families United of Milwaukee provides advocacy services including operating support groups, sponsoring family activities, conducting family satisfaction surveys, assisting in training, providing parents to work with other parents in crisis situations and various other activities.

     Resource teams.  To assist staff in developing plans for very high-risk youth such as sex offenders, fire setters, and other serious offenders, Wraparound has assembled clinical experts in these areas to consult with the care coordinators on the adequacy of the care plan. The program requires an initial review of all high-risk youth with the coordinator and team psychologist to make sure that a good crisis/safety plan is in place.

The program includes both formal and informal services. Examples of informal services include a relative who provides respite care for the parents, a neighbor who  provides transportation or a church that offers recreational  programs. These services often can be mobilized at little cost and offer the advantage being available to the youth and family following exit from the program.

Wraparound Milwaukee is a publicly operated Care Management Organization (CMO) similar to managed care entities except that CMOs focus on providing their clients with a range of mental health, substance abuse, social and other supportive services rather than just focusing on only health care. To meet their high service needs, funds were pooled from various child service agencies through case rates and capitation formulas. Child welfare, mental health and juvenile justice agencies pay a case rate based on the number of youth they serve and these funds are supplemented by Medicaid funds, and insurance and Supplemental Security Income payments. The case rates are paid for the duration of the child’s court order into Wraparound Milwaukee, which is usually 12 months. In 1999, Wraparound Milwaukee received more than $26 million in pooled funds. After all funds are pooled and decategorized, the project can use them to cover any service that families need.

The program has a Quality Assurance/Quality Improvement Team that continually measures program outcomes and plans of care to make sure they are consistent with the Wraparound philosophy and value system.

Outcomes for youth participating in Wraparound Milwaukee have been encouraging. The use of residential treatment decreased 65 percent since the initiation of the program while inpatient psychiatric hospitalization has dropped by 80 percent. As a result, the average cost of care per child has decreased and the savings have been reinvested into serving more youth. The program now provides services to 650 youth with the same monies that were previously used to pay for 370 youth placed in residential treatment centers.

Using three nationally normed instruments administered to participants prior to enrollment and at six and twelve-month intervals, the results indicate significant improvement in the child’s functioning at home, school and community.

Data comparing arrest rates one year prior to enrollment and one year after enrollment indicate statistically significant reductions in recidivism rates for a variety of offenses. In addition, school attendance improved significantly and one year after exiting from the program, 78 percent of the youth were still attending.  

Wraparound Milwaukee is proving to be an effective model that can be replicated in other communities. It is important, however, to note the challenges to system collaboration that care coordinators and case managers face. They include:

· Operating with different terminology (juvenile justice and mental health system)

· Defining role and responsibilities

· Sharing information

· Addressing issues of community safety

· Keeping the stakeholders informed

· Sharing the value base 

Wraparound Milwaukee is realizing its vision by supporting, strengthening and empowering families and children so they may live happier, healthier and more productive lives.

(Information Provided By: Children’s Mental Health Services, County of Milwaukee)

NEW YORK’S MOBILE MENTAL HEALTH TEAMS

In 1980, New York State’s mental health and juvenile justice agencies entered into an agreement, which dramatically changed the way mental health services were provided to youth in the juvenile justice system.  State officials recognized that the delivery of mental heath services to youth was extremely complex because of the frequent need to involve multiple agencies for the needed services. When services were required from more than one agency, there was often a lack of agreement about which agency had primary responsibility for delivery of services. To address these concerns, Mobile Mental Health Teams were established to provide and coordinate mental health services to youth in facilities operated by former New York State Division of Youth, the current Office of Children and Family Services.

Eight teams with a total of 32 staff, including clinical psychologists, psychiatric social workers and mental health nurses, provide mental health services to youth in juvenile justice facilities. While each team is able to tailor services to meet the specific needs of the region, facilities and programs it serves, there is a core of basic services provided on a statewide basis. If a youth requires mental health services, team members complete an assessment and, in cooperation with facility staff, develop a treatment plan. Depending on the identified need, team members may provide direct services and case consultation, train staff, or act as a program developer of needed services. Other specific services provided include: evaluations, crisis intervention, and program development consultation services. If the program plan includes placement in a psychiatric facility or other program outside the facility, the team serves as the liaison and advocate for the youth to access the needed placement. As a result of the comprehensive array of services provided the team is not only a resource to the youth but staff in the facilities as well. 

Team members work in each facility an average of 4 days per week, depending on the local letters of agreement. Each team is administratively and clinically supervised at a psychiatric center, thus establishing a link to that treatment resource. The teams vary in size from two to eight professionals, depending on the needs of the region.

The total number of beds in facilities operated by the Office of Children and Family Services is approximately 1800 and there are 2100 admissions per year. In addition, the Office serves 3000 juveniles in community-based counseling or aftercare programs. The teams provide direct services to over 900 youth each year although many more youth benefit as a result of the teams’ involvement in treatment planning, consultation, training and other services.

There are several advantages to the mobile team model including:

     As team members are clinically supervised by staff outside the facility, they are better able to maintain a clinical perspective. Too often, mental health personnel who are part of facility staff can become immersed in behavior control and institutional administrative issues.

     Since they are stationed in the facilities and programs on a regular basis rather than being called in on a per case basis, they are more aware of the abilities and limitations of the program and can tailor individual treatment recommendations specifically for that program.  They also have a greater opportunity to provide informal case consultation.

     Due to the fact that teams are mobile and can cross program boundaries, they are    better able to address service gaps.

After initiation of the mobile teams, the number of placements in state-operated inpatient facilities decreased from 75 to 12 placements per year. In addition, the relationship between the mental health system and the juvenile justice system has improved significantly, leading to an increased mutual understanding and a shared responsibility for problems and solutions.

Based on the success of the team concept in institutional settings, the program was expanded in some areas of the state to serve youth in other child caring agencies as well as youth under juvenile justice supervision in the community. In some areas of the state, services are provided to the county Department of Social Services, Probation Department, local school system and Family Courts.  The goal of the expansion was to improve service delivery and avoid unnecessary hospitalization through the development of an individualized interagency plan. Too often, youth with mental disorders were placed in more restrictive levels of care because their emotional problems went unrecognized and their behavior was misinterpreted. Other youth were placed in residential programs because their needs were determined to be so complex that institutionalization was required. 

The results of a demonstration program in four counties include:

· A threefold increase in the number of juveniles receiving assessments

· Over a 50 per cent decrease in the number of juveniles referred to mental health clinics by probation staff

· A 96 per cent reduction in court-ordered inpatient evaluations

· A decrease in the length of time between referral and assessment from an average of 25 days to a maximum of 7 days.

· A decrease in the no-show rate for first appointments at mental health clinics from a high of 70 percent to zero.

The partnership between the Office of Mental Health and the Office of Children and Family Services has led to improvements in other services in the juvenile justice system including the development of a diversion program, a specialized aftercare program for juveniles with mental health needs, and a sex offender/assaulter treatment program for youth on probation or released from institutions. 

Recently, the Office of Children and Family Services received additional funding to establish specialized mental health units in some of its residential facilities. Mental health specialists will be assigned to work on a full-time basis in these units, allowing for a more intensive intervention than the teams could offer in the general population. There are several advantages to this approach which decreases reliance on secure hospital units: 1) Since there is no interagency transfer of responsibility, the youth can begin receiving the services sooner; 2) The juvenile justice agency decides who is most in need, eliminating the conflict over who gets accepted and bed space availability; and 3) Treatment is more effective as it occurs in a unit with the same staff, procedures, behavioral expectations and controls and rewards systems. There are now seven 10 bed units across the state in both female and male facilities of differing security levels.

As a result of the comprehensive changes made in New York, the juvenile justice system is able to effectively treat youth with mental health disorders both in the community and in residential programs. In addition, the Mobile Health Team model has been effective in resolving many of the interagency issues and developing multidisciplinary treatment plans for youth in juvenile justice facilities and programs.

(Information Provided By: New York State Office Of Mental Health, Bureau of Children and Families)

PROJECT HOPE, Rhode Island

Project Hope is a statewide initiative that serves youth with co-occurring mental health and juvenile justice needs who are being released from the Rhode Island Training School for Youth, the state’s coed secure correctional facility for juvenile offenders. Many of the youth have committed offenses that would have been capital felonies had they been tried as adults, and a majority of the youth have either a diagnosed or diagnosable mental health problem as well as a history of substance abuse prior to incarceration. Youth scheduled for release who are between the ages of 12 and 22 years, have an emotional, behavioral, or mental disorder diagnosable under the DSM IV, and require services from multiple agencies in the community are eligible to participate. 

Since most of the youth are from poor communities and have not had access to appropriate, culturally competent mental health, health, education and other social services, youth from the state’s minority groups are disproportionately represented at the Training School. In 2001, about seventy percent of the residents were from minority groups. A substantial majority of the youth and/or their family members have a history of drug abuse and the overwhelming majority of youth have dropped out of school. Many are unwed teen parents and report poor relationships with family members. 

The recidivism rate of youth released from the School without any community supports is sixty-six percent. Many have demonstrated an inability to function safely in their own homes, schools and/or communities. All are at serious and imminent risk of re-incarceration due to their complex service needs.

Project Hope seeks to meet the multiple needs of these youth by forming strong linkages with an array of diverse community providers, including health care, educational/ vocational services, domestic violence and abuse support groups, recreational programs, and day care services. The goal is to develop a single, culturally competent, community-based system of care for these youth to prevent re-offending and re-incarceration. 

The source of most referrals to the program is clinical social workers at the School or families of the youth. A core project strategy is engaging youth and their families in planning and implementing transition services 90 to 120 days prior to the end of a youth’s sentence. A unique aspect of the program is that Family Service Coordinators and Case Managers are family members of youth who have had experience with the mental health and/or juvenile justice systems. Their role is to advocate for the child and family, help them navigate the interagency case review process, support the child and family, and insure that the individual service plan is implemented.  They meet with the youth and the family and arrange for a joint meeting before the youth is released. As a result of this meeting, an initial individual service plan is developed which addresses the youth’s transition to the community. The relationship of the youth, family, coordinator and manager is critical to the success of the program.

The service plan identifies a range of formal and informal supports that will be used during the transition phase including mentoring, vocational supports, educational advocacy, counseling, medication management, case management, psychiatric services, and recreation services.

During the first year of the project, staff initiated an intensive, community-based planning process, which involved parents, public and private child-caring agencies, mental health providers, juvenile justice staff, and Medicaid officials. The purpose of the extensive planning phase was to insure that the needed services and protocols were in place to support the youth and family upon release. As a result, the following services were either developed or enhanced during the planning process: Clinical and Broker Case Management, Emergency Services, In-home Services, Respite, Mentoring and Wraparound Services. Refinement of the CASSP service planning review process to make it more relevant to the needs of these youth occurred during this phase. Project staff was also able to insure that clinical services would be available through the state’s eight Community Health Centers.

Close collaboration with other community providers, especially those with expertise in community based juvenile justice services, is also critical to a successful transition. Project Hope partners very closely with Project Safe Streets, an intensive probation program for the highest risk juvenile offenders, and Youth New Futures, a community-based outreach and tracking service that provides intensive case management and accountability supports for many juvenile offenders.

The project has also forged strong linkages with an array of diverse community providers. Some key linkages include health care including substance abuse, educational/vocational services, juvenile justice providers, domestic violence and abuse support groups, recreational programs and day care services.

Local communities also have safety needs that must be addressed if these youth are to successfully transition from the residential facility to their neighborhood.  The majority of youth referred to Project Hope are on probation and parole. Project Hope services and planning are coordinated with the conditions of probation or parole and provide additional community-based linkages and supports, affording the community even greater protection. In addition, Project Safe Streets and Youth New Futures provide additional accountability.

(Information Provided By: Children’s Behavioral Health Division, Rhode Island Dept. of Children, Youth and Families)
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Susan M. Bowler, Ph.D., Director

Project Hope, Children’s Behavioral Health Division, Rhode Island Dept. of Children, Youth and Families, 610 Mt. Pleasant Ave., Providence, RI 02908-1935, 401-528-3798, BowlerS@dcyf.state.ri.us
Susan M. Bowler received a M.A. and Ph.D. in United States history from Northwestern University, Evanston, IL, and has spent most of her career in public policy, especially as it relates to the needs of children, youth and families. A Senior Policy Analyst to the Speaker of the RI House of Representatives from 1987 to 1993, in 1991, Bowler drafted the successful legislation which made related services in special educational plans Medicaid reimbursable, and legislation which required the RI Training School to adopt full educational programming and year round schooling for all incarcerated youth. Bowler also served as the Juvenile Justice Specialist for the state's OJJDP initiatives for the Governor's Justice Commission and subsequently and as the Special Assistant to the Master charged by the federal court with restructuring the educational program at the RI Training School. Most recently, Bowler has been the director of two major mental health initiatives in which the state partnered with the Center for Mental Health Services/SAMHSA to develop a comprehensive statewide system of care. The first initiative, Project REACH RI, focused on a broad population of children and youth with serious emotional disturbances, who are in need of services from multiple agencies and at risk for out of home placement. The second initiative, Project Hope, builds on this infrastructure and expands case management, mentoring, and vocational programming to support the successful transition of youth with co-occurring mental health and juvenile justice needs from the state secure correctional facility for juveniles, the RI Training School.

Joseph J. Cocozza, Ph. D., Director

The GAINS Center, 345 Delaware Ave., Delmar, NY 12054, 518-439-7612, www.prainc.com/gains
Dr. Cocozza is Vice President for Research with Policy Research Associates, Inc.  As part of his long-standing interest in mental health services for juvenile offenders, he edited a comprehensive review of existing research in the monograph, Responding to the Mental Health Needs of Youth in the Juvenile Justice System, and has evaluated the changes occurring in a number of states that are attempting to improve their services to these youth. For the past four years, Dr. Cocozza has directed a new national effort, The National GAINS Center for People with Co-occurring Disorders in the Justice System, focused on improving and better coordinating the systems responsible for people with co-occurring mental health and substance abuse disorders who come in contact with the justice system.  Over the past year, the Center has undertaken a number of initiatives aimed specifically at youth involved with the juvenile justice system. Currently, Dr. Cocozza is also preparing an update of his earlier comprehensive review of youth with mental health disorders in the juvenile justice system and overseeing the development of a guidebook of screening and assessment approaches for improving the identification and treatment of these youth.  Both of these efforts are support by the Office of Juvenile Justice and Delinquency Prevention Dr. Cocozza has held a number of policy-oriented research, academic and administrative positions over his career including work over a five-year period with the New York State Office of Mental Health. Dr. Cocozza received his doctorate in Sociology in 1975 and has authored a number of professional publications and reports.

David Heffler, Ph.D, Chief of Outpatient Services

Western New York Children’s Psychiatric Center, 1010 East and West Rd., West Seneca, NY 14224, 

David Heffler holds a Ph.D. in Clinical/Forensic Psychology, and is Chief of Outpatient Services for Western New York Children's Psychiatric Center and Executive Director and Psychotherapist for Niagara Frontier Psychiatric Associates.  Dr. Heffler is responsible for oversight of outpatient programs for WNYCPC, which includes the forensic services of the Mobile Mental Health Consultation Team.  In his private practice, he also provides forensic mental health services, specializing in sexual offender evaluation and treatment as well as substance abuse and other criminal behaviors. During the past 8 years, Dr. Heffler has given numerous lectures on the evaluation and treatment of sexual abusers/offenders, and has provided consultation and testimony to the courts in the adjudication of sexual offenders.  His work in the area of youth violence has led to invitations to provide testimony to the Lieutenant Governor’s Task Force on School Violence and member of the statewide committees and task force on youth violence and access to mental health services.

Bruce Kamradt, MSW, Director

Children’s Mental Health Services, County of Milwaukee, 9501 Waterton Plank Road, Milwaukee, WI 53226, www.wrapmilw.org

Bruce Kamradt, MSW is the current Director of Children’s Mental Health Services for Milwaukee County.  He also serves as the Director of Wraparound Milwaukee; a unique public managed care system serving nearly 700 children with severe emotional problems and their families.  Operating from an individualized, needs based wraparound approach; a blended funding arrangement with Medicaid, Child Welfare and Juvenile Justice; and utilizing components of care such as mobile crisis teams, care coordination, Provider Network and heavy emphasis on measuring outcomes, Wraparound Milwaukee is a national model for system of care design. Mr. Kamradt has also extended this model to Child Welfare and has created a similar program called SafeNow, which serves families where there has been substantiated child maltreatment or a high risk of such abuse occurring.  There are several other similar projects underway in the Juvenile Justice that has been launched in Milwaukee using the Wraparound approach. Bruce Kamradt has been the Director of Children’s Mental Health services for the past 12 years. He previously worked as both a Child Welfare Administrator as well as a Juvenile Court Administrator.  He has done extensive consulting work throughout the United States working with communities undertaking system of care redesign.  He has also developed monographs for the Center For Mental Health Services on Blending Funding and the Twenty-Five Kid Project.  He is a strong proponent of building integrated health care systems and benefit plans that include child welfare, mental health, probation Medicaid and education.

Roslyn Holliday Moore, Public Health Advisor

Adolescent and Family Branch, Center for Mental Health Services, SAMHSA, 5600 Fishers Lane, Room 11C16, Rockville, MD 20857, rmoore@samhsa.gov, www.samsha.gov

Roslyn Holliday Moore, a Public Health Advisor at the Substance Abuse and Mental Health Services Administration's Center for Mental Health Services, is directly involved with the design and implementation of federal initiatives to support the development of community-based systems of care that are responsive to the diverse needs of children and adolescents with serious emotional disturbance and their families. Prior to this appointment she served as the Director of the F.R.I.E.N.D.S. Initiative, a demonstration effort launched by New York Sate in the South Bronx of New York City to establish a model system of care to address the mental health needs of children and adolescents in an urban community.  In that capacity, Ms. Moore's strong interest in preserving the rights and voice of families and communities in the process of caring for their children reinforced the environment for systems change. Ms. Moore's eclectic background in children's services has resulted in a solid commitment to the development of policies and service delivery mechanisms that promote the mental wellness and emotional stability as a right for all children.

John Wilson, Acting Administrator
Office of Juvenile Justice and Delinquency Prevention, U.S. Department of Justice, 810 7th Street NW, Washington, DC 20531; Phone 202-307-5911; Fax 202-514-6382

John J. Wilson is the Acting Administrator for the Office of Juvenile Justice and Delinquency Prevention (OJJDP) within the U. S. Department of Justice, Office for Justice Programs. Mr. Wilson joined the Department in 1974 as an attorney advisor in the office of the General Counsel for the Law Enforcement Assistance Administration. He served as Senior Counsel to OJJDP from the program’s inception in 1974 until 1992, when he joined the Office as its full-time Legal Counsel. He is now in his second stint as Acting Administrator for the Office. He also serves as a member of the U.S. Advisory Board on Child Abuse and Neglect.

Mindy Shannon Phelps, Moderator

Ms. Phelps has moderated numerous national satellite videoconferences produced by OJJDP. Her Professional experience includes serving as a co-anchor of WLEX-TV's evening newscast. WLEX is an NBC affiliate located in Lexington, Kentucky. Ms. Phelps has served as Press Secretary for the Governor’s Office in the Commonwealth of Kentucky and currently acts as the statewide coordinator of Habitat for Humanity.

Previous Satellite Videoconferences

Produced by the

Office of Juvenile Justice and Delinquency Prevention
Conditions of Confinement in Juvenile Corrections and Detention Facilities
September 1993

Community Collaboration
June 1995

Effective Programs for Serious, Violent, and Chronic Juvenile Offenders
October 1995

Youth-Oriented Community Policing

December 1995

Juvenile Boot Camps

February 1996

Conflict Resolution for Youth

May 1996

Reducing Youth Gun Violence
August 1996

Youth Out of the Education Mainstream
October 1996

Has the Juvenile Court Outlived Its Usefulness?

December 1996

Youth Gangs in America

March 1997

Preventing Drug Abuse Among Youth

June 1997

Mentoring for Youth in Schools and Communities

September 1997

Juvenile Offenders and Drug Treatment:

Promising Approaches

December 1997

Comprehensive Juvenile Justice in State Legislatures

February 1998

Protecting Children Online

March 1998
Youth Courts: A National Movement

May 1998
Risk Factors and Successful Interventions for

Serious and Violent Juvenile Offenders

September 1998
White House Conference on School Safety:

Causes and Prevention of Youth Violence

October 1998

Juveniles and the Criminal Justice System

December 1998

Females and the Juvenile Justice System

May 1999
Promising Practices for Safe and Effective Schools

September 1999

Online Safety for Children: A Primer for Parents and Teachers

November 1999

Model Court Practices in Abuse and Neglect Cases

February 2000

Crowding in Juvenile Detention: A Problem Solving Approach

April 2000

“How Shall We Respond to the Dreams of Youth?” A National Juvenile Justice Summit

June 2000

“Combating Underage Drinking”

September 2000

Child Delinquency: Early Intervention and Prevention

November, 2000

Employment and Training for Court-Involved Youth

February, 2001

For Further Information

For videos of previous OJJDP videoconference, please contact the Juvenile Justice Clearinghouse, P.O. Box 6000, Rockville, MD 20849-6000; call 800-638-8736; fax 301-251-5212; or email askncjrs@ncjrs.org.

For information on future OJJDP videoconferences, contact Jenny McWilliams, Juvenile Justice Telecommunications Assistance Project, Eastern Kentucky University, 301 Perkins Bldg., 521 Lancaster Ave., Richmond, KY 40475-3102; call 859-622-6671; Fax 859-622-4397; or email ekujjtap@aol.com.

MENTAL HEALTH ISSUES & JUVENILE JUSTICE

Participant Videoconference Data and Evaluation Form
Directions:  This survey is being conducted by the Center for Criminal Justice Education & Research in the Department of Correctional & Juvenile Justice Studies at Eastern Kentucky University.  Please answer the following questions as honestly and as accurately as possible. Your responses are essential in planning and implementing future videoconferences, and any information you provide here will be held in the strictest confidence by Eastern Kentucky University.  If you have any questions about the evaluation, please contact Dr. James B. Wells at (859) 622-1158.  Thank you for you assistance.

Part I:  Participant Information
1.
Gender

    MALE
    FEMALE

2. 
Age               (years)

3.
Ethnicity
         WHITE         AFRICAN AMERICAN           HISPANIC       OTHER (Please specify)               
4.
Highest Level of Education Completed

    HIGH SCHOOL GRADUATE/GED
   ASSOCIATE DEGREE

   BACHELORS DEGREE

    MASTERS DEGREE

   DOCTORATE DEGREE (Ph.D.)
    OTHER (Please Specify)                                
5a.  Current Occupation (e.g., law enforcement, education, etc.) 



                                  
              


5b.  Years in Current Occupation 

(years)

6a.  Current Job Title (be specific) 



                             





     

6b.  Years in Current Job 

 (years)

7.
Years Experience in Youth-Related Programs

  (years)

8. 
Number of OJJDP videoconferences in which you have previously participated         

Part II: Videoconference EvaluationTechnical Aspects  (Using the appropriate scale, circle the number that best reflects your view.)    

Very Unsatis-   Unsatis-
       
     Satis-
Very Satis-

factory
factory
Neutral
factory
factory

9.  VIEWING SITE (comfort, etc.)



1

2
3
4

5

10.  AUDIO PORTION OF CONFERENCE

    1

2
3
4

5

11.  VIDEO PORTION OF CONFERENCE



1

2
3
4

5

12.  READABILITY/CLARITY OF VISUAL AIDS USED

(charts, graphics, etc.)




1

2
3
4

5

13.  USE OF PHONE FOR CALL-IN



1

2
3
4

5

Part III: Videoconference Evaluation-Nontechnical Aspects
14.  LOCAL SITE FACILITATORS ASSISTANCE


1

2
3
4

5

15.  KNOWLEDGE OF PANELISTS ABOUT TOPIC

 1

2
3
4

5

16.  CLARITY OF PANELISTS IN CONVEYING POINT

1
2


3
4

5

17.  QUANTITY OF PARTICIPANT-PANELIST INTERACTIONS

1
2


3
4

5

18.  QUALITY OF PARTICIPANT-PANELIST INTERACTIONS

1
2


3
4

5

19.  PACKET OF MATERIALS PROVIDED FOR PARTICIPANTS                   1
2


3
4

5

Strongly



Strongly

Disagree
Disagree
Not Sure
Agree
Agree

20.  I ACQUIRED NEW KNOWLEDGE AND IDEAS FROM THIS 

VIDEOCONFERENCE.


1
2
3
4
5

21.  I FOUND THIS VIDEOCONFERENCE INTERESTING.
1
2

3
4
5

22.  THERE WAS ENOUGH TIME TO ADEQUATLEY COVER 

THE TOPIC.



1

2
             3
       4
          5

23.  I ANTICIPATE APPLYING WHAT I HAVE LEARNED FROM THIS

      CONFERENCE TO MY WORK/HOME

1

2
3
4
5

24.  I FOUND THIS VIDEOCONFERENCE TO BE AS EFFECTIVE FOR

DISSEMINATING INFORMATION AS TRADITIONAL CONFERENCING. 
1

2
3
4
5

25. THE INFORMATION PROVIDED BY THIS VIDEOCONFERENCE WAS

TOO GENERAL/BROAD.



1

2
3
4
5

26.  THE INFORMATION PROVIDED BY THIS VIDEOCONFERENCE WAS 

TOO NARROW/SPECIFIC.



1

2
3
4
5

27.  THE INFORMATION PROVIDED BY THIS VIDEOCONFERENCE 

WAS USEFUL.




1

2
3
4
5

28.  THE INFORMATION PROVIDED BY THIS VIDEOCONFERENCE 

WAS RELEVANT TO MY FIELD/HOME LIFE.

1

2
3
4
5

29.  THE INFORMATION PROVIDED BY THIS VIDEOCONFERENCE 

WAS TIMELY.




1

2
3
4
5

30.  I WOULD LIKE TO PARTICIPATE IN FUTURE OJJDP

VIDEOCONFERENCES.



1

2
3
4
5

Part IV: Additional Comments
31.  The most beneficial aspect(s) of this videoconference was/were (Circle all that apply):

(1)
GAINING NEW KNOWLEDGE


(5)
SHARING INFORMATION AND IDEAS BETWEEN SITES
(2)
NETWORKING WITH OTHER PROFESSIONALS

(6)
PROVIDING CONCRETE EXAMPLES
(3)
FORMAT AND APPROACH


       (7)
EXPERTISE OF PANELISTS
(4)
VARIETY OF PROGRAMS DESCRIBED

(8)
OTHER (Please specify) 



                    

32.  How could the videoconference have been more productive and worthwhile? (Circle all that apply.)

(1)
PROVIDE MORE SPECIFIC HANDS-ON INFORMATION
(2)
IMPROVEMENTS OR ADDITIONS TO PRINT MATERIALS DISTRIBUTED
(3)
MORE ON-SITE PARTICIPATION
(4)
TECHNICAL IMPROVEMENTS (e.g., video, audio)

(5) OTHER (Please specify)

















33.
Please describe any barriers or impediments that you see to applying on the job or at home what you learned from this 

videoconference (e.g., resources, staff, etc.).











                  
34.  Upon what circumstances would application of what you learned from this videoconference mostly depend ?





35.  What topics would you like to see covered in future OJJDP videoconferences?



                

                 
 

36.  Additional Comments?

























                 
































                 

























            

 SEQ CHAPTER \h \r 137.  Do you currently work with juvenile offenders?

         No (if “No” go to question 40)
        Yes (In what capacity?)                                                                                                                  
38.  In your opinion, what percentage of the youth you work with have a mental health need?          (Percent)

39.  Do you feel that sufficient attention has been given to the mental health needs of juvenile justice involved youths in your jurisdiction? (Circle a           number)                              

              
No
         Yes


40.  Based on what you have learned through the broadcast (and other sources), what would you identify as the single most important strategy that could be implemented in your jurisdiction to better meet the mental health needs of juvenile justice involved youths?

41. From your perspective, what is the single most important obstacle to meeting the mental health needs of youths in your community?

42. How well would you say the broadcast did at meeting the following objectives.  (Circle one number per objectives a-g)

Poor

Fair

Well


a.  Presented information on the prevalence of mental health needs

     among youths involved in juvenile justice



  1   

  2

  3 

b. Presented clear strategies for meeting the mental health needs of juvenile

    justice involved youths





  1
    
  2

  3

c. Provided information on the types of mental health services that are 

    needed to meet the mental health needs of juvenile offenders

  1

  2

  3

d. Provided information on barriers to providing adequate mental health

    services to youths involved in juvenile justice  



  1

  2

  3

e. Presented clear ideas on how to form collaborative or coordinated efforts

    
    that meet the mental health needs of juvenile justice involved youths
  1

  2

  3


f. Presented information on legal issues related to meeting the mentalhealth 

           needs of youths in juvenile justice


 

  1

  2

  3

g. Presented information on programs that effectively meet the mental health

    needs of juvenile justice involved youths



  1

  2

  3

h. Presented good information on mechanisms for identifying youths with

            mental health needs





  1

  2

  3

i. Presented good information on providing culturally appropriate mental

           health programming for youths




  1

  2

  3

43.  Will the information presented in the broadcast be helpful in efforts in your jurisdiction to better meet the mental health needs of youths in                   juvenile justice?

               No
         Yes

44.  Do you feel the broadcast substantially improved your knowledge of strategies that can be used to better meet the mental health needs of                     youths involved in juvenile justice in your community? 

               No
         Yes

45.  In your view, would implementation of the practices presented in this broadcast result in the delivery of substantially improved mental health              services to juvenile justice involved youths in your jurisdiction? (Circle one)

___Definitely

___Probably
  ___Probably Not

___Definitely Not

   1

           2


3


4

Thank You For Your Assistance!

Please return all facilitator and evaluation forms to Jenny McWilliams, Juvenile Justice Telecommunications Assistance Project, Eastern Kentucky University, 301 Perkins Building, 521 Lancaster Avenue, Richmond, KY 40475-3102, FAX 606-622-4397.
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