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Scope of the Problem

The Scope of the Problem






US data suggests as many as 66% of males and 75% of
females meet criteria for one or more psychiatric disorders
in juvenile justice samples (T
In fact, the general consensus across studies is that the vast
majority of incarcerated youth meet formal criteria for at
least one DSM-IV disorder (estimates typically range from
70–100%)
Comparatively, the prevalence rate of any disorder among
normative populations in the US is estimated to be
approximately 37% (Costello, et al., 2003)

Scope of the Problem – Canada
Toronto and BC studies of youth in custody
Youth in Custody

Youth in General Population

 18- 31% current depression

 4-8% depression

 30% any Anxiety disorder

 4% of Canadian youth

 25-50% PTSD

 Less than 1% (PTSD)

 20-33% estimated to have

 5-10% estimated to have ADHD

ADHD
 30-70% Conduct Disorder
 22-39 % met criteria for
drug or alcohol abuse,
(other est. up to 50%)
 Recent study (BC) reports 6%
identified with Schizophrenia

 4-8% CD

 2-7% drug/alcohol abuse
 Likely less than 1% of youth

(population estimates for adults
about 1% for schizophrenia)

Mental Health Needs of Youth Assessed at the Adolescent Service –
CAMH

 80% of sample has at least one psychiatric diagnosis (60% with 2

or more, 15% with 3 or more)








Depression/Anxiety = 15% (>25% with symptoms)
 Suicidal thoughts = 23%
Suicide attempt = 14%
PTSD = 5%;
 35% clinically significant trauma/12% repeated exposure
Substance Abuse Disorder = 10%
 40% clinically concerning chronic use

Follow up research highlighting poor outcomes for youth with mental
health symptoms that don’t meet diagnostic criteria
Comorbidity is the norm
Youth with comorbid internalizing and disruptive behavior disorder
had a six-fold increased risk for young adult recidivism compared with
non-disordered counterparts (recent study by Hoeve, 2013)

Concurrent Disorders
 Armstrong and Costello (2002) comprehensive review:




60% of youth with a SUD have a comorbid psychiatric
diagnosis Most commonly conduct disorder, oppositional
defiant disorder, depression, anxiety
In the CAMH Youth Addictions program our research
suggested upward of 90% -- name change to Youth
Concurrent Disorders Clinic as a result

 Highly relevant in youth justice from a mental health

perspective and also from a criminal justice perspective
especially in light of poor prognosis and challenges in
treatment

Cognitive and academic issues

•

Studies from several countries (Canada, USA, UK,
and Australia) show problems related to cognitive
and academic functioning are higher among youth in
serious trouble with the law than youth in the general
population

Scope of the Problem (data from UK, Canada,
Australia, and US)
Youth in Custody
 7-20% IQ<70 (below 2nd %ile)
 31-40% IQ =70-79

(Borderline)
 7-75% Learning Problems (actual

learning disability diagnosis
estimates lie between 25-30% as
most solid estimate)
 Problems in math, spelling and
reading commonly noted
 Communications disorder noted as
high as 60%

Youth in General Population
 2%
 9%
 5-10%

The Community Youth Court

The Community Youth Court (CYC)
 Focus on youth with mental health needs in the criminal

justice system, looking to resolve their charges and
facilitate access to community treatment programs
 Youth seen in a separate court that is more collaborative

and less adversarial than the traditional court
 Goals of the CYC:
 Improve access to community treatment services
 Reduce case processing time
 Improve the well-being of youth
 Reduce recidivism
 Increase community safety

Research on Mental Health Courts
 Very limited research on youth mental health courts
 Published dissertation found recidivism rates improved

amongst youth after completing court (Behnken, 2008)
 Adult mental health courts look promising:
 Have been found to reduce recidivism rates (Sarteschi, Vaughn, & Kim, 2011)
 Have been found to increase treatment service usage (Boothroyd, Poythress,
McGaha, & Petrila, 2003)

 Yet, very little is known about how these courts operate and

what the proposed mechanism of change is

Relationship of Mental Health
to Offending
Unpacking this issue is important
theoretically
AND in terms of service delivery

Psychopathology Model
Assumes a causal link between mental illness and criminal

behaviour

Treatment of mental illness is thought to reduce recidivism

Bulk of research shows that treating mental illness improves

mental health functioning but does not reduce recidivism

Calsyn et al., 2005; Chandler & Spicer, 2006; Clark et al., 1999; Skeem et
al., 2009; Skeem et al., 2011; Steadman et al., 2009

Risk, Need, Responsivity (RNR) Model
Risk: Most intensive treatment reserved for those at greatest

risk of recidivism

Need: Treatment should address criminogenic needs (i.e.,

factors empirically and directly linked to recidivism)

Responsivity: Treatment should consider factors that

impact individuals’ ability to engage in/benefit from the
treatment process
Research shows that addressing criminogenic need reduces recidivism

Andrews, Bonta, & Hoge, 1990,; Hollin & Palmer, 2003; Schlager &
Pacehco, 2011

Bringing it Together
Mental Health: Direct Effect
Mental
Health

Criminal
Behaviour

Mental Health: Indirect Effect

Criminogenic
Need

Criminal
Behaviour

Mental Health
Treat mental health needs
to reduce criminal behaviour
 RNR: Mental health as a
criminogenic need


Treat criminogenic needs to
reduce criminal behaviour
 Treat mental health needs to
address criminogenic needs more
effectively
 Mental health as a responsivity
factor


Mental Health as Criminogenic Need
Direct relationships between mental health problems
and offending
 substance

use disorders
 attention issues and impulsivity
 pedophilia
 [educational issues]

Mental Health as Responsivity Factor

Indirect relationships between mental health
problems and offending






ADHD  may need stimulant medication in order to
attend to treatment
Anxiety disorder  less group, maybe more individual;
trauma-informed care
Mood Problems  motivation, cognitions, individual
Cognitive Functioning  modified treatment
programming
Concurrent Disorder  need to treat both the mental
health issues and substance abuse together

The Current Study

Current Study
Process Evaluation:
 Outlines how a program has been implemented.
 Looks at how the program achieves change.
Overarching Objectives:
 Evaluate the CYC’s current operations.
 Evaluate the CYC’s program model on the basis of empirical
knowledge on how to treat justice involved youth with
mental health needs.
Guided by the Framework for Evaluation in Public Health Research (CDC,
1999)

Research Objectives
Participant Characteristics:
 Describe characteristics of youth seen in the CYC
 Identify differences between program completers and noncompleters
Court Operations:
 Identify basic court processes
 Determine case processing time within the court
 Identify treatment services accessed by youth
Need Match:
 Identify the degree to which treatment referrals match the
youths’ treatment needs and general areas of criminogenic need

Method
Participants
 Youth (n = 127) who participated in the court from 2011 –
2013
 Average age = 16.3 years
 Male = 71% (n = 90), Female 29% (n = 37)
Materials
 Client files: Standardized data collection form created to
record information from intake form, case notes, mental
health screening (MAYSI-2, Grisso & Barnum, 2001)
 Court dockets
 Case files: Includes court processing information on
individual or sets of charges

Findings

Participant Characteristics
Mental health:
 Average # diagnoses = 1.5 (range 0 – 7)
 82%: at least 1 diagnosis (most common: Mood & Anxiety,
Externalizing)

 89%: elevations on MAYSI-2 (Traumatic Experience = 48%)
 6.5% had no identified mental health needs

Criminal Charges:
 Average # of charges =4 (range 1-17)
 Most common charges:




Assault (40.2%)
Break and enter/theft/auto theft (16.5%)
Drug related (15%)

Participant Characteristics contd.

Additional Factors:
 Approximately 1/3 of youth experienced one or more of the
following:
 Were not in school
 Parents weren’t involved in court proceedings
 Did not live with family
 Were involved with child welfare services

Completers vs. Non-Completers
Completers
 82% (n =104) completed
the program
 Had higher motivation at
the beginning and end of
treatment

Non-Completers
 18% (n = 23) transferred
into the regular court
stream
 Were less likely to have
a diagnosis

Motivation at beginning significantly predicted completion

Case Processing
 Average length of total case processing = 168 days


Case processing in typical youth court programs across
Toronto = 138 - 161 days

 Average length of time spent in mental health court = 91

days
 What accounts for this discrepancy?
 Cases were seen approximately 5x in regular youth
court before being transferred
 Suggests a need to identify youth earlier in the court
process

Court Operations
 23% (n = 25) of youth had court date prior to seeing

YMHCW
 These youth were not screened by a mental health
professional before being accepted
 Treatment Referrals:

Counselling (32%), intensive mental health treatment
(22%), addictions treatment (16%)
 Youth were connected to treatment within 1 month and in
treatment for approximately 3 months


Treatment Match
 Mental Health Need Match:

51% of youth referred for treatment that was either
intensive or matched specific needs
 11% received assessments
 26% received general/unspecified treatment
 11% received treatment for needs not identified.


 Criminogenic needs addressed for 49% of youth

Summary

Strengths

 The use of mental health experts and mental health

screening devices are an important part of evidence basedpractice
 The mental health court has done an excellent job of

assisting youth in connecting with treatment services
 The court operates efficiently and has been able to keep

case processing times down once youth are in the court

Areas for Continued Growth
Formal screening procedures needed to identify youth entering
the court…
 Will reduce overall case processing time
 Allows proper screening so youth without mental health needs are

not being incorrectly placed

Comprehensive assessments of mental health and criminogenic
needs…
 Will promote tailored treatment to address mental health needs &

reduce recidivism
 Allows for an in depth understanding of factors found to influence
this population (i.e., motivation, trauma, family functioning, school
engagement)

Areas for Continued Growth

Formal treatment plans that consider assessment findings
and are shared with treatment providers
 Promotes treatment that is targeted towards youth’s needs

Conclusion
 The mental health court program under evaluation is an

innovative program that addresses a significant area of
need within the criminal justice system
 Mental health courts for youth are a new development and,

as such, there is little empirical research on how these
programs operate.
 The court has demonstrated a dedication to research to

better understand program functioning and allow for future
growth
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