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As treatment systems throughout the country have deinstitutionalized, under-
use of community-based residential treatment systems has escalated. Reliance on
juvenile justice systems for the care of the mentally ill adolescent has increased.
There is considerable overlap between the mentally ill adolescent population
within the community-based mental health systems and the offender population
within the juvenile justice systems. With the inconsistent epidemiological preva-
lence and longitudinal treatment data, mental health treatment providers have
also begun addressing this problem. This is currently being done by designing and
implementing community-based residential mental health programs for delin-
quent adolescents of the juvenile justice system as well as nondelinquent adoles-
cents within the mental health treatment systems. Providers have relied on both
systems’ literature in establishing theoretical treatment programs. The authors re-
view critical treatment components currently used by both the treatment and
juvenile justice systems. A promising integrative program is described.
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INTRODUCTION:
OVERVIEW AND PREVALENCE

Overview

A major issue facing the mental health (child
welfare, community residential treatment, and
so on) and juvenile justice (detention, youth res-
idential corrections, and so on) long-term care
systems is the task of differentiating clinical
characteristics and long-term residential treat-
ment needs of the mentally ill population within
community-based mental health systems from

the mentally ill population of the juvenile justice
systems. Specifically, efforts to discriminate
treatments that reduce both delinquent behav-
iors and mental health symptoms are weak (Hoag-
wood, Burns, Kiser, Ringeisen, & Schoenwald,
2001; Teplin, Abram, McClelland, Dulcan, &
Mericle, 2002). Consequently, attempts to deter-
mine whether community-based mental health
systems or juvenile corrections-based systems
are effective for the treatment of delinquent and
nondelinquent adolescents with mental health
disorders have not been promising (Faenza &
Siegfried, 1998; Greenbaum, Foster-Johnson &
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KEY POINTS OF THE RESEARCH REVIEW
• As treatment systems throughout the country have

deinstitutionalized, underuse of community-
based residential treatment systems has occurred.

• Reliance on juvenile justice systems for the care of
mentally ill adolescents has increased.

• Mental health treatment providers have begun de-
signing and implementing community-based resi-
dential mental health programs. In doing so, pro-
viders have relied on both systems’ literature in
establishing theoretical treatment programs.

• Differentiating clinical characteristics and long-
term residential treatment needs of the mentally ill
population of community-based mental health
systems from the mentally ill population of the
juvenile justice systems is difficult.

• Studies regarding clinical characteristics and resi-
dential treatment service needs (community res-
idential treatment vs. youth residential correc-
tions) have been limited; further examination is
warranted.

• Many juvenile justice systems are not equipped to
handle the sheer number of adolescents with men-
tal health disorders.

• The prevalence rate of mental disorders for youth
involved in the juvenile justice system is con-
sistently found to be at least twice as high as for
general-population adolescents.

• Second to inpatient care, residential treatment pro-
grams provide the most restrictive mode of care
for adolescents with emotional and delinquent
problems.

• Traditional oriented residential treatment pro-
grams lack a research base to support their effec-
tiveness.

• Risks to adolescents in traditional residential treat-
ment settings have included retraumatization, dif-
ficulty reintegrating with the family, and acquiring
antisocial behaviors as a result of exposure to nega-
tive peers.

• Adolescents with serious mental illnesses are com-
mitted to youth residential corrections facilities,
and these facilities are not designed to provide ef-
fective mental health care.

• Family factors that have been consistently impli-
cated in mental health and juvenile justice include
poor parent-child relationships, neglect, coercive
child rearing, lack of warmth and affection, in-
consistent parenting, violence, sexual abuse, dis-
rupted attachments, and parental substance abuse.

• Substance-abusing adolescents with co-occurring
external disorders are even more delinquent than
are their substance-abusing delinquent counter-
parts; they engage in higher rates of delinquent ac-
tivity and illicit drug use, use more marijuana and
alcohol, and exhibit less family cohesion, greater
conformity to antisocial peer pressure, and de-
creased school competence.

• Many delinquent adolescents with mental health
disorders are placed in widely used but empirical
unjustifiable community-based residential treat-
ment programs.

• The treatment literature indicates that cognitive-
behavioral theoretical models most effectively
treat adolescents with mental illnesses and delin-
quent behaviors.

• The characteristics of delinquent adolescents of the
juvenile justice system and nondelinquent adoles-
cents of the mental health treatment system, rather
than the placement system, should be the driving
force behind choosing the best care system.

• Whether adolescents are classified as delinquent
or mentally ill, the behavioral symptoms should
be targeted for treatment. Determining the idio-
graphic characteristics of delinquent adolescents
from mentally ill adolescents is a difficult process,
as the constructs tend to overlap.
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Petrila, 1996; Mulvey, Arthur, & Repucci, 1993;
Youth Violence: Report to the Surgeon General,
2001). This, coupled with the limited body of lit-
erature on the clinical characteristics and resi-
dential treatment service needs of adolescents
in both systems further complicates the issues
(Burns, Hoagwood, & Mrazek, 1999). Some
have suggested that the lack of sufficient data is
because  of  psychological  and  other  complex
social variables that have been ignored both in
the models for determining criteria for adoles-
cent characteristics and in the protocols for
treating delinquents (Wierson & Forehand,
1995). Even though both sets of variables have
been found to be related to delinquent behav-
iors by both populations, emphasis has been
placed on either mental health variables in the
mental health studies or criminal variables in
the juvenile delinquency studies (Stewart &
Trupin, 2003).

Taken together, the studies regarding clinical
characteristics and residential treatment service
needs of adolescents involved in community
residential treatment and youth residential cor-
rections programs have been limited; further
examination is warranted (Burns et al., 1999;
Steiner et al., 1997). Rather than the placement
system, the characteristics of delinquent adoles-
cents of the juvenile justice system and of
nondelinquent adolescents of the mental health
treatment systems should be the driving force
behind choosing the best care system.

As mental health systems throughout the
country have deinstitutionalized, there has
been an increasing reliance on juvenile justice
systems for the care of adolescent delinquents
with mental illness (Teplin et al., 2002). The
delivery of mental health services has shifted
away from residential, community-based treat-
ment systems to youth residential corrections
systems for the treatment of delinquent adoles-
cents with mental illness (Bilchick, 1999; Faenza
& Siegfried, 1998; Timmons-Mitchellet al.,
1997). This is a problem because many juvenile
justice systems are not equipped to handle the
high numbers of adolescents with mental health
disorders (Trupin & Boesky, 1999). Addition-
ally, juvenile corrections professionals are ham-
pered by the lack of research, insufficient policy
development, ineffective experience and train-

ing of staff members, and inadequate practices
for successfully treating these adolescents (Abt
& Associates, Inc., 1994; Altschuler, 1999; Burns,
1999; Butterfield, 1998; Hartman, 1997). Reality
holds that adolescents with serious mental
health disorders are committed to youth resi-
dential corrections programs that are not de-
signed to provide effective mental health care
(Teplin et al., 2002 & Timmons-Mitchell et al.,
1997). Though empirically based treatments for
these adolescents are lacking, community treat-
ment providers have begun addressing this
problem by designing and implementing prom-
ising mental health approaches in community-
based residential treatment programs (Apsche,
1999; Hoagwood et al., 2001; Storm, & Under-
wood, & Morgan, in press; Underwood, 1999).

This article summarizes a body of literature
on delinquent adolescents of the juvenile justice
system and on nondelinquent adolescents of
the mental health treat-
ment system, including a
database of risk and pro-
tective factors, and pro-
poses a promising inte-
grative, community-
based treatment pro-
gram. Understanding the
prevalence and clinical
data for the mental health
and juvenile justice sys-
tems is limited; very few
treatment providers rely
on available techniques to
differentiate both the clin-
ical characteristics and
the effectiveness of long-term residential treat-
ment needs of adolescent delinquents with
mental illness (Davis, Bean, Schumacher, &
Stringer, 1991; Grisso & Underwood, 2002a;
Teplin et al., 2002; Thornberry, Tolnay, Flanagan
& Glynn, 1989).

Prevalence

The term severe mental illness for adolescents
comprises a heterogeneous and poorly defined
population, with varying degrees of symptom
manifestation (Underwood, 2001). In its strict-
est interpretation, severe mental illness refers to
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a manifestation of thought or mood disorders
that significantly impair judgment, behavior,
capacity to recognize reality, or cope with the
ordinary demands of life, causing substantial
pain or disability (American Psychiatric Associ-
ation, 1994). Severe mental illness also refers to a
wide variety of emotional needs with functional
impairments in school, family, and in the com-
munity (Angold & Costello, 1993). In a 2002
Surgeon General’s report, almost 21% of U.S.
children between ages 9 to 17 had a diagnos-
able mental or addictive disorder associated
with at least one minimum impairment. Eleven
percent, or roughly 4 million adolescents, suffer
from a major disorder that results in significant
impairments at home, at school, and with peers
(Report of the Surgeon General’s Conference of Chil-
dren’s Mental Health, 2000). Similarly, Friedman

and Glickman (1987)
found the prevalence rate
of serious emotional dis-
turbance among adoles-
cents in the general popu-
lation to also be between
9% and 13%. For high-risk
populations such as ado-
lescent delinquents and

nondelinquents with mental health disorders,
the risk and treatment factors are difficult to
separate (Shelton, 2000). This, coupled with the
weak literature base in discriminating treat-
ments that reduce both delinquent behaviors
and mental health symptoms, is an ongoing
issue of concern. The following prevalence data
sets are combined to focus on the literature that
focuses on delinquent adolescents of the juve-
nile justice system and on nondelinquent ado-
lescents of the mental health treatment system.

In terms of delinquent adolescents of the
juvenile justice system, Otto (1992) and
Cocozza and Skowyra (2000) assert that the
prevalence rate of mental disorders for adoles-
cents involved in the juvenile justice system is
consistently found to be at least twice as high as
for the general population of adolescents. In the
juvenile justice system, the estimates of afflicted
adolescents are much higher (Davis et al., 1991;
Grisso & Barnum, 2000; Teplin et al., 2002; Ulzen
& Hamilton, 1998). Again, the estimates are
even higher for those adolescents confined in

youth residential corrections facilities (Cocozza,
1997; Faenza & Siegfried, 1998; Libert &
Speigler, 1990; Otto, 1992; Teplin et al., 2002;
Timmons-Mitchell et al., 1997; Villani, 1999),
ranging from 20% to 60% (Stewart & Trupin,
2003). The differences in prevalence estimates
may be partly related to the diagnostic testing
instrument used. For example, some diagnostic
instruments yield estimates of psychopathol-
ogy, whereas others yield estimates of clinical
symptoms (Stewart & Trupin, 2003).

In examining the mental health needs of ado-
lescents in Ohio’s youth residential corrections
facilities, the Diagnostic Interview for Children
and the Millon Adolescent Clinical Inventory
were used to establish estimates of mental
health diagnoses (psychopathology). Twenty-
nine percent of the total population and 84% of
the females manifested symptoms of serious
mental illness. Eighty percent of the total popu-
lation had substance use problems. Eighteen
percent of those with serious mental health dis-
orders had previously been in inpatient mental
health and/or substance abuse facilities, and
13.5% had attempted suicide (Timmons-
Mitchell et al., 1997).

Similarly, Teplin et al. (2002) assessed a ran-
domly selected stratified sample of 1,829 Afri-
can American, non–Hispanic White and His-
panic adolescent offenders who were confined
to Cook County Detention Center, located in
Chicago. They discovered that two thirds of
males and nearly three quarters of females met
the criteria for one or more mental health dis-
orders. The data suggest that adolescents of the
juvenile justice and mental health systems
are often the same individuals and that they
shift back and forth between mental health and
juvenile justice systems (Teplin et al., 2002;
Timmons-Mitchell et al., 1997).

Furthermore, in a study by Atkins, Pumariega,
and Rogers (1999), estimates of confined adoles-
cents with mental health problems were com-
parable to rates of adolescents treated in com-
munity mental health centers and psychiatric
hospitals. Seventy-two percent of these adoles-
cents were classified as mentally ill.

Additional studies examining mental health
rates of adolescents placed in youth residential
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corrections facilities have yielded similar re-
sults. Using a structured diagnostic interview
for 350 detained males and females, the State of
Maryland (Shelton, 2000) discovered that 57%
of its adolescents placed in youth residential
corrections facilities had a history of mental
illness, 83% reported a history of alcohol and
drug use, and 19% reported having suicidal
thoughts. In analyzing the mental health disor-
ders of 693 adolescents in detention centers, the
State of Georgia’s juvenile justice system found
that 61% of its adolescents had mental disor-
ders, including substance use disorders
(Marsteller, Brogran, & Smith, 1997). Similarly,
the State of Virginia, while analyzing data from
17 youth residential corrections facilities,
showed that 8% to 10% of adolescents needed
immediate mental health treatment (acute ser-
vices) and that 77% of the adolescents met the
Diagnostic and Statistical Manual of Mental Disor-
ders (4th ed.; American Psychiatric Association,
1994; DSM-IV) criteria for a mental disorder
(Policy Design Team, 1994). By qualifying the
definition of mental illness, the Policy Design
Team came up with four categories based on the
degree of functional impairment. The categories
included none, minimal, moderate, and severe or
urgent. Of 605 adolescents who participated in
the study, 38% of the males and 43% of the

females fell into the moderate range of mental
illness, and 7% of the males and 15% of the
females fell within the severe or urgent range.
The most frequently used diagnostic category
was conduct disorder (CD; 52%), and 16% were
believed to qualify for a diagnoses without an
accompanying CD or substance abuse disorder.

In a recent screening of adjudicated adoles-
cents for mental health symptoms at intake in
the State of Washington Juvenile Rehabilitation
Administration, Stewart and Trupin (2003) dis-
covered significant findings. Adolescents who
reported a high level of mental health symp-
toms (not DSM diagnoses) on the Massachu-
setts Youth Screening Inventory-II, with or
without co-occurring substance use problems,
were likely to receive longer sentences and were
less likely to be eligible for community transi-
tion programs.

Simply stated, there remains an overrepre-
sentation of mental health disorders in delin-
quent populations (Wierson & Forehand, 1995).
There is evidence that compared to their non-
delinquent peers, incarcerated adolescents dis-
play high rates of attention deficit hyperac-
tivity (Armistead, Wierson, Forehead, & Frame,
1992), affective disorders (McManus, Alessi,
Grapentine, & Brickman, 1984), and substance
use problems (Farrow & French, 1986).
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TABLE 1: Prevalence Rates of DSM Diagnoses in Incarcerated Juvenile Justice Samples

Teplin,
Davis, Abram,
Bean, Marsteller, Timmons- Atkins, McClelland,

Schumacher, Brogan & Mitchell Pumariega, Dulcan,
and Stringer Otto Smith et al. and Rogers and Mericle

(1991) (1992) (1997) (1997) (1999) (2002)

Type of disorder or diagnostic category % % % % M % F % % M % F

Conduct disorder or disruptive 81 50 to 90 35 100 96 42.7 40.9 44.6
Substance abuse and dependence 79 25 to 50 30 88 56 20 49.4 45.9
Mood or affective disorders 32.3 32 to 78 13 72 82 24 18.7 27.1
Anxiety disorders 6.4 6 to 41 30 52 72 33 21.2 29.4
ADHD 18.5 0 to 46 7 76 68 1.3 16.5 21.1
Psychotic 0.6 1 to 6 NA 16 12 45.3 1 1
PTSD NA NA NA NA NA NA NA NA
Mental retardation 4.1 7 to 15 NA NA NA NA NA NA
Learning disabilities NA 36 NA NA NA NA NA NA
Sleep disorders 2.9 NA NA 68 76 NA NA NA
Eating disorders NA NA NA 0 16 NA NA NA
Personality disorders 16.8 2 to 17 NA NA NA NA NA NA

NOTE: DSM = Diagnostic and Statistical Manual of Mental Disorders (4th ed., American Psychiatric Association, 1994).
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Table 1 summarizes the prevalence of DSM
diagnoses in incarcerated juvenile justice sam-
ples conducted between 1992 and 2002. These
studies are a representative sample of the preva-
lence of mental health disorders among juvenile
offenders in youth corrections facilities.

In terms of nondelinquent adolescents of the
mental health treatment system, the literature
indicates that second to inpatient care, residen-
tial treatment programs provide the most
restrictive mode of care for adolescents with
emotional and delinquent problems (Burns
et al., 1999). Whereas residential treatment pro-
grams are used by 8% of adolescents, almost
one quarter of the adolescent mental health
funds are used for these services (Burns,
Hoagwood, & Maultsby, 1998). The problem
lies in the fact that traditional oriented residen-
tial treatment programs lack a research base to
support their effectiveness. Risks to adolescents
have included retraumatization, difficulty re-
integrating with the family, and acquiring anti-
social behaviors as a result of exposure to nega-
tive peers (Veysey, 2003a).

Additionally, nondelinquent adolescents
involved in the mental health system are often
involved in an array of delinquent activities.
Similarly, crimes of delinquent adolescents in-
volved in the juvenile justice system and of

nondelinquent adoles-
cents with mental illness
range from truancy,
assault, and breaking and
entering, to drug traffick-
ing, sexual abuse, and
homicide (Carter, 1998).
The disorders from which
these adolescents suffer
transverse a broad range

of acute and chronic mental health symptoms.
Many are young, reside in out-of-home place-
ments, are housed in residential treatment cen-
ters, or live with parents; most are males, but
some are females. Nondelinquent adolescents
with mental health disorders come from every
ethnic background, yet minority adolescents
are represented more frequently in youth resi-
dential corrections facilities than in community-

based residential treatment facilities (Isaacs,
1992; Underwood, Newton, & Jageman, 2001).

There is some data to suggest considerable
overlap in clinical characteristics and long-term
residential treatment needs between the men-
tally ill offender populations of juvenile justice
systems and the mentally ill populations of
community-based mental health systems
(Timmons-Mitchell et al., 1997; Underwood
et al., 2001). Clinical and research data have
been inconsistent, making it difficult to charac-
terize these adolescents. Trying to determine
the most effective program and treatment place-
ments that can simultaneously provide care for
mental health needs and correction to adoles-
cent delinquents with mental illness has been
difficult. The reality is that adolescents with
serious mental illnesses are committed to youth
residential corrections facilities, and these facili-
ties are not designed to provide effective mental
health care (Teplin et al., 2002).

Though prevalence rates have yielded vari-
ous findings, most would conclude that the true
number of delinquent and nondelinquent ado-
lescents with severe mental illness in youth resi-
dential corrections programs and community-
based residential programs is higher than the
rates of the general adolescent population
(Cellini, 2000). There is some evidence that 20%
to 30% of delinquent adolescents with mental
health disorders meet criteria for severe mental
illness (Cocozza & Skowyra, 2000).

The following section provides a review of
the literature on clinical characteristics of delin-
quent adolescents of the juvenile justice system
and nondelinquent adolescents of the mental
health treatment systems. The joint review of
the literature is due in part to the difficulty in
separating the risk (delinquency) factors from
the treatment factors (Shelton, 2000). This,
coupled with the weak literature base in dis-
criminating treatments that reduce both delin-
quent behaviors and mental health symptoms,
prompt the combined review.

Additionally, components of residential
treatment programs for both sets of adolescents
will be described. This review offers a prelimi-
nary database to assist others in developing and
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designing innovative residential treatment pro-
grams for adolescent delinquents and for
nondelinquents with mental health disorders.
Many studies are cited, and about half of them
assess the clinical characteristics of delinquent
adolescents in the juvenile justice system. The
other half assesses the clinical characteristics of
nondelinquent adolescents in mental health
treatment systems. The combination review of
the studies exposes the gap between the re-
search base and practice. Similar to the Burns
et al. (1999) review of evidence-based practices
for adolescents with mental health problems,
many studies described in this article are in
early stages of development, depending on un-
controlled clinical trials and nonempirical re-
search procedures. The reviewed literature
concentrates on the needs of mentally ill adoles-
cents who are at high risk to reoffend, whether
classified as delinquent or nondelinquent. The
literature review is divided into six general cate-
gories: individual, family and environmental,
racial and cultural, biological and neurological,
substance use, and special needs.

REVIEW OF LITERATURE

Individual Characteristics of Delinquent
and Nondelinquent Adolescents

The following individual characteristics are
drawn primarily from the literature on delin-
quency; however, where applicable, the litera-
ture on mental health treatment is applied. The
literature on delinquent and nondelinquent
adolescents with mental health disorders does
not clearly support the delinquent risk factors
for future behaviors of these adolescents (Burns
et al., 1999; Teplin et al., 2002). With respect to
the lack of empirical evidence for such relation-
ship, it is not unreasonable to expect the indi-
vidual characteristics of delinquent adoles-
cents, in general, to share common themes with
delinquent and nondelinquent adolescents
with mental health issues. Determining the
idiographic characteristics of delinquent ado-
lescents from mentally ill adolescents is a diffi-
cult process, as the constructs tend to overlap.

Until research informs the field of distinctive
characteristics that are stable over time, it is
most prudent to address the symptom mani-
festations of the aforementioned adolescents.

This section is divided into two areas. The
first area provides information on the character-
istics of adolescent delinquents involved in the
juvenile justice system, including characteris-
tics associated with mental health problems,
characteristics not specifically related to mental
health problems, and characteristics of anti-
social attitudes. The second area provides in-
formation on the characteristics of nondelin-
quent adolescents involved in mental health
treatment systems, including characteristics of
comorbidity.

Characteristics of Delinquents

Delinquent and antisocial behavior can be
defined as recurrent violations of socially pre-
scribed patterns of behavior, often character-
ized by hostility, aggressive behavior, defiance
of authority, and violations of social norms and
mores (Simcha-Fagan, Langner, Gersten, &
Eisenberg, 1975). First described by Cleckley
(1976), antisocial behavior patterns are marked
by risk taking, sensation seeking, and involve-
ment in criminal activity. Socially, these individ-
uals may be described as egocentric, manipula-
tive, grandiose, and forceful (Lymen, 1996),
often evidencing shallow emotions, lack of
empathy, and little remorse for wrongdoing
(Gresham, 2002). Adolescents with antisocial
and aggressive behavioral patterns who exces-
sively violate social norms constitute between
35% and 50% of referrals to mental health clin-
ics, making it the most commonly cited reason
for bringing adolescents to the attention of men-
tal health providers (Rogers, Johansen, Chang,
& Salekin, 1997).

Adolescents who are at high risk for develop-
ing a lifelong pernicious pattern of antisocial
and delinquent behavior continue to be a signif-
icant concern among the community-based res-
idential treatment population, particularly
those who are highly resistant to intervention
(Kemp & Center, 1999). Antisocial behaviors are
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increasingly more common in adolescents in
community-based residential treatment pro-
grams as compared to their counterparts in
public schools. They are 3 times more likely to
report committing acts of vandalism, hitting or
assaulting, shoplifting, gang involvement, and
carrying a weapon on school property within
the past 12 months than are their public school
counterparts (Fulkerson, Harrison, & Beebe,
1997).

In reviewing the characteristics of delin-
quents in general, a variety of delinquency
typologies have been proposed through the
years. In examining patterns of delinquent
behavior and attitudes in time, this suggests a
common progression from fewer, less serious
types of offending to further, more serious
offending (Loeber, Stouthamer-Loeber,
VanKammen, & Farrington, 1991). Loeber et al.
(1991) have identified and empirically verified
seven groups of delinquent offenders over time
(e.g., beginning, persistence, and ending):

• stable nondelinquents;
• starters (e.g., those who made the transition from no

delinquency to involvement in minor delinquency);
• stable moderately serious offenders (e.g., those who

consistently participate over time);
• escalators (e.g., those escalating in seriousness of

offense over time);
• stable highly serious offenders (e.g., those involved

in frequent and serious offending over time);
• deescalators (e.g., those who deescalated in the seri-

ousness of their offenses over time); and
• desisters (e.g., those who ceased offending; Loeber

et al., 1991).

Similar patterns have been reported by LeBlanc
and Kaspy (1997).

There are distinguishable developmental
pathways for various types of delinquent be-
haviors, which may correspond to etiological
variations and subsequent progression of a seri-
ous criminal career. Loeber et al. (1991) found
three different patterns and outcomes in the
development of childhood disruptive behavior:
(a) authority conflict, including stubborn be-
havior, defiance, and authority avoidance; (b)
covert behavior, including minor insidious
damage and moderate forms of delinquency;

and (c) overt behavior, including aggression,
fighting, and violence.

Characteristics Associated
With Mental Health Problems

Although the status of delinquent youth in
general is fairly well documented, the men-
tal health risk factors of these adolescents are
complex and difficult to separate. The literature
does not clearly define certain risk factors and
variables as mental health risks, yet these fac-
tors are indeed related to mental health. For
example, Bryant, Rivard, Cowan, Wright, and
Hinkle (1994) reported that the literature sup-
ports the effects of negative family and parental
influence on adolescents; neglect, abuse, rejec-
tion, violent behaviors, poor parenting skills,
mental illness and substance abuse predispose
adolescents to poor life outcomes, presumably
delinquency.

Characteristics Not Specifically
Related to Mental Health Problems

A number of studies have evaluated other
characteristics—those not specifically related to
mental health problems—regarding the adoles-
cent’s interaction in four key social systems:
family, peer group, school, and neighborhood
(Borduin & Schaeffer, 1998; Thornberry,
Huizinga, & Loeber, 1995). Family character-
istics often include low affection and cohesion,
high conflict and hostility, relaxed and ineffec-
tive parental discipline, poor parental moni-
toring, and parental difficulties (i.e., substance
abuse, psychiatric conditions, criminality). Peer
relationships are generally characterized by
high involvement with deviant peers, low in-
volvement with prosocial peers, and poor social
skills (Borduin & Schaeffer, 1998). School factors
often include poor academic performance, tru-
ancy, dropout, low commitment to education,
and weak school structure. Neighborhood and
community characteristics usually involve a
criminal subculture (i.e., drug dealing, prosti-
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tution), low organizational participation among
residents, low social support (i.e., church, neigh-
bors), and high mobility (Thornberry et al.,
1995).

Furthermore, several research groups have
developed empirically based multidimensional
causal models of delinquent behavior (Borduin,
1999; Lewin, Davis, & Hops, 1999). In a study of
childhood social predictors of antisocial behav-
ior, Lewin et al. (1999) found that, when com-
pared to their female counterparts (in which
early academic problems was the strongest pre-
dictor), peer rejection was the strongest self-
reported predictor for antisocial outcomes
among adolescent males. For consensus-
reported antisocial outcomes, the combination
of early childhood fighting, anger, and with-
drawn behavior was the strongest set of predic-
tors among male adolescents (Lewin et al, 1999).

Characteristics of Antisocial Attitudes

Many adolescents are particularly invested in
antisocial attitudes and beliefs that legitimize
violent solutions to interpersonal problems
both with peers and adults (Walker & Gresham,
1997). They commonly perceive another ’s
behaviors and intentions toward them as hostile
and threatening (Dodge, 1986), a perceptual
bias that distorts their ability to accurately deci-
pher and interpret another’s behavior, precipi-
tating aggressive reactions to situations viewed
as challenging or threatening (Walker &
Gresham, 1997).

Many adolescents with disruptive disorders
develop a spectrum of personality disorders in
adulthood (Rey, Morris-Yates, Singh, Andrews,
& Stewart, 1995). Of particular interest are cor-
relations between juvenile delinquency and
personality functioning, correlations that have
classically been associated with psychopathy
and antisocial personality, including examples
of recklessness; lack of a sense of responsibility;
disinhibition; absence of shame, guilt, or regret;
impaired capacity for relationships; poverty of
affect; and lack of goal directedness (Steiner,
Cauffman, & Duxbury, 1999). These adolescents
also commonly display low verbal IQ, imma-

ture moral reasoning, a cognitive bias to attrib-
ute hostile intentions to others, and favorable
attitudes toward antisocial behavior (Borduin &
Schaeffer, 1998).

Characteristics of Nondelinquent
Adolescents Involved in Mental
Health Treatment Systems

In terms of nondelinquent adolescents in-
volved in the mental health treatment systems,
they tend to have notably higher levels of emo-
tional distress, including pervasive feelings of
depression and anxiety (Kashani, Orvaschel,
Rosenberg, & Reid, 1989). Their behaviors often
include destruction of property, aggressiveness,
deceitfulness, theft, running away, lying, and
serious rule infractions.
They are often described
as socially impaired, irra-
tional, impulsive, resent-
ful, and lacking remorse
(Carter, 1998). They are 3
times more likely than
their public school coun-
terparts to report perva-
sive feelings of sadness,
2.5 times more likely to
report feeling nervous or
upset, 2 times more likely
to report feelings of dis-
couragement and hopelessness, and 1.5 times
more likely to experience feelings of stress and
dissatisfaction with their personal lives
(Fulkerson et al., 1997).

Consistent differences in self-esteem are
noted between adolescents in residential treat-
ment and public schools. Adolescents in resi-
dential treatment programs are less likely to
believe that they are able to do things as well
as their peers, feel positive about themselves,
feel that their lives are useful, and feel proud
(Carter, 1998). When compared to their coun-
terparts in public schools, males in residential
treatment programs were more than 2 times
more likely to report deliberate self-injury and 5
times more likely to have attempted suicide.
Forty-two percent of males in residential treat-
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ment have admitted to attempting suicide at
some point in their lives (Beere & Runtz, 1986).

Approximately 50% of adolescents in resi-
dential treatment programs have been placed in
special education classes for learning problems
(Fulkerson et al., 1997). These adolescents typi-
cally come from dysfunctional family environ-
ments, with many of them reporting multiple
risk factors. When compared with their coun-
terparts in public schools, they are twice as
likely to come from single parent households
and are 2.5 times more likely to report parental
substance abuse. Nearly half of all adolescents
in residential facilities have witnessed or have
been the victim of physical abuse, are 3 times
more likely to have been physically abused at
home, and are 5 times more likely to have been
sexually abused (Fulkerson et al., 1997). Sexual
abuse in the home is often correlated with
anger, hostility, distrust, inability to establish
intimacy, and overt behavioral problems such
as truancy, delinquency, running away, sexual
acting out, and substance abuse. Additionally,
childhood physical abuse is associated with a
range of negative effects, including but not lim-
ited to difficulty in establishing relationships,
self-destructive behaviors, aggression, vio-
lence, low self-esteem, and psychiatric illness
(Group for the Advancement of Psychiatry,
Committee on Preventive Psychiatry, 1999).

Characteristics of Comorbidity

The comorbidity of ADHD with other dis-
ruptive behaviors was addressed by Abikoff
and Klein (1992). These authors reviewed past
research demonstrating the interaction between
ADHD and disruptive behaviors. They also
addressed treatment modalities and their
impacts on behavior modification. Abikoff and
Klein note that some dissention exists within
the research field about the interaction between
ADHD and other disruptive behaviors. Some of
this criticism stems from the fact that assess-
ment tools and diagnostic criteria tend to over-
lap. They point to research that has demon-
strated high factor correlation (.63) between
hyperactivity and conduct problem factors.
Studies have also shown that an asymmetrical
overlap exists among clinical samples. It is not

unusual for children that meet diagnostic crite-
ria for behavioral disorders to also meet
diagnostic criteria for ADHD. Abikoff and Klein
(1992) note a study in which 89% of children
diagnosed with CD also met the criteria for
ADHD.

Children meeting criteria for both ADHD
and CD are at increased risk for later antisocial
disorders, for greater levels of psychosocial
problems, for parental psychopathology, and
for peer rejection (Abikoff & Klein, 1992;
Toupin, Dery, Pauze, Mercier, & Fortin, 2000).
The authors also note that childhood ADHD is a
risk factor for later CD. Abikoff and Klein (1992)
believe that ADHD and CD share common mal-
adies that increases interpersonal conflict that
eventuates into aggressive behavior.

These aggressive behaviors and maladjusted
interpersonal styles can result in a greater risk
for chronic offending (Lyman, 1996). Lyman
compiled a review of the literature that studied
the relationship between disruptive behaviors
of childhood and adult criminal behavior. He
lists several longitudinal studies that found that
aggressive children became aggressive adults
who were more likely to commit serious crimi-
nal acts and have interpersonal problems.

Weiss, Catron, Harris, and Phang (1999)
found that at a 10-year follow-up in a longitudi-
nal study, 40% of the 104 children exhibited
hyperactivity-impulsivity-attention problems
(HIA) that met the criteria for a personality dis-
order. At a 15-year follow-up, 23% of the HIA
group met the DSM-IV (American Psychiatric
Association, 1994) diagnostic criteria of anti-
social personality disorder (APD) versus 2% of
the control group.

Another longitudinal study noted by Lyman
(1996), one that measured the impact HIA and
conduct problems (CP) had on criminal behav-
ior, showed interesting results. The results of the
four groups studied included boys meeting cri-
teria for HIA and CP, HIA only, CP only, and
control sample. Significant differences between
the HIA-CP group and the CP-only group were
found. Fifty-four percent of the HIA-CP group
had contact with police forces. Thirty-one per-
cent of this group had multiple offences, com-
pared to 21% of the CP-only group. This group
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also had higher self-report delinquency (62%
vs. 21% of the CP-only group). Mothers also
reported observing more temper outbursts in
this group (69% vs. 47% for CP only). One-
hundred percent of the mothers reported more
concern for their child’s behavior versus 72% of
the CP-only group.

In his review of research studies, Lyman
(1996) notes that further research is needed in
differentiating between the HIA and CP
symptomatology because of their overlap. He
also notes that future studies should address
interventions that would reduce some of these
criminal behaviors. According to Lyman, along
with these interventions, research needs to ad-
dress protective factors that may reduce the risk
of later criminal activity.

Family and
Environmental Characteristics

The profiles of adolescents in residential
treatment programs vividly illustrate the scope
of family and environmental risk factors. Fam-
ily factors that have been consistently impli-
cated in mental health and juvenile justice in-
clude poor parent-child relationships, neglect,
coercive child rearing (Patterson, Reid, &
Dishion, 1992), lack of warmth and affection,
inconsistent parenting, violence, sexual abuse,
disrupted attachments, and parental substance
abuse (Henggeler, Schoenwald, Bourdin,
Rowland, & Cunningham, 1998).

Various studies have linked delinquent
behavior and emotional distress with many dif-
ferent aspects of family functioning. Among the
most consistently linked studies, there have
been family characteristics suggesting familial
antisocial behavior or values, including delin-
quent behavior as part of the family history,
harsh parental discipline, and family conflict
(Tolan & Loeber, 1993). Several studies across
a range of populations related delinquent and
poorly controlled emotional regulation to a lack
of parental monitoring, neglect, poor discipline
methods, and conflict about discipline (Capaldi
& Patterson, 1996; Farrington, 1989; Gorman-
Smith, Tolan, Loeber, & Henry, 1998; Patterson
et al., 1992). Similarly associated are low levels
of parental warmth, acceptance and affection,

low cohesion, high conflict and hostility, di-
vorce, parental absence, and other losses
(Farrington, 1989; Henggeler, Melton, & Smith,
1992; McCord, 1982).

Loeber and Stouthamer-Loeber (1987) com-
pleted a meta-analysis of concurrent and longi-
tudinal studies and identified four heuristic
paradigms that encompass much of the existing
literature related to types of family problems
associated with delinquent behavior. These
family categories were identified as neglect, con-
flict, deviant behavior and attitudes, and disruption
(Loeber & Stouthamer-Loeber, 1987).

Cultural Characteristics

Adolescents of color, specifically African
American and Latinos, are increasingly at risk
for entry in juvenile justice systems rather than
treatment systems (Bilchick, 1999; Elliot, 1994;
Elliot, Huizinga & Menard, 1989; Tolan &
Guerra, 1994). Delinquent behavior and emo-
tional disorders by ado-
lescents of color stem
from complicated social,
medical, and psychologi-
cal factors (Bilchick, 1999;
Canino & Spurlock, 1994).
Of all the adolescents
who live in poor, urban
communities, approxi-
mately 35% live in so-
called underclass neigh-
borhoods (Wilson, 1991). Their clinical profiles
are characteristic of a young, undereducated,
single family household headed by a mother,
likely to be unemployed and truant from
school, and likely to be on welfare (Isaacs, 1992).
These variables and others predict that adoles-
cents of color have limited access to treatment
networks and opportunities that would mini-
mize the need for mental health services (Boyd-
Franklin, 1991; Isaacs, 1992.

Correlations with delinquency among ado-
lescents of color include lack of legitimate job
opportunities, increasing social isolation, poor
schools, and weak community organizations
(Boyd-Franklin, 1991). A culture of urban pov-
erty, homelessness, and social disorganization
yields maternal and child risk factors, including
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low birth weight, cognitive impairment, and
child abuse or neglect. Each subsequently con-
stitutes risk factors for adolescent and young
adulthood crime and violence (Group for the
Advancement of Psychiatry, Committee on Pre-
ventative Psychiatry, 1999).

Additionally, substantial evidence exists that
adolescents of color are often treated differently
than are White adolescents within the men-

tal health and juvenile
justice system (Boyd-
Franklin, 1991; Isaacs,
1992; Underwood &
Rawles, 2002). Approxi-
mately two thirds of stud-
ies examined showed that
racial, ethnic status, or
both influence decision
making in at least some
urban jurisdict ions.

Although case rates have increased for all racial
groups in all offense and mental health catego-
ries during the last decade, rates for African
American adolescents remain well above rates
for Whites and other races. Even after control-
ling for offense, it is nearly twice as likely that
cases involving African American adolescents
will enter detention and correctional facilities
than cases involving White adolescents
(Department of Justice, Office of Juvenile Justice
and Delinquency Prevention, 1999).

Biological and
Neurological Characteristics

Lewis (1992) has identified some adolescents
as “intrinsically vulnerable children” with cog-
nitive, psychiatric, and/or neurological impair-
ments, suggesting that such neuropsycholog-
ically impaired adolescents, by virtue of their
hyperactivity and impulsivity, were more likely
to be abused by adults in their families (Lewis,
1992). Some delinquent adolescents manifest
several characteristics that are possibly biologi-
cally based components of executive cognitive
dysfunction or disorders of behavioral self-
regulation. Biological factors including impair-
ments of the central nervous system, previous
head injury, poor nutrition, exposure to envi-
ronmental toxins, or genetic predisposition are

factors relating to mental disorders (Cellini,
2000).

Examples that appear to be related to aggres-
sion in adolescents include difficulties with
planning, attention, abstract reasoning, fore-
sight, judgment, self-monitoring, and motor
control (Giancola, Martin, Tarter, Pelham, &
Moss, 1996). Temperamental features can also
influence aggressive behavior such as sensa-
tion seeking and difficulties regulating affect
(Pandina, Johnson, & Labouvie, 1992).

Substance Use Characteristics

Domains of functioning consistently linked
to substance-abusing adolescents who engage
in delinquent activity include family function-
ing, school functioning, and peer relationships
(Henggeler et al., 1998). Adolescents placed in
residential facilities are much more likely than
adolescents in public schools to report the use of
alcohol, drugs, and illegal substances and are
more likely to initiate substance use at an earlier
age. When compared to their public school
counterparts, adolescents in residential facili-
ties were 2 times more likely to use amphet-
amines and inhalants; 2.5 times more likely to
use marijuana and prescription drugs; 3 times
more likely to use sedatives; 4 times more likely
to use LSD, hallucinogens, and opiates; 6 times
more likely to use cocaine; 5.5 times more likely
to have injected drugs; 3 times more likely to use
alcohol or drugs before or during school; and 2
times more likely to drink at least six drinks
when they drink (Fulkerson et al., 1997).

In recent years, it has been concluded that
adolescents who abuse substances present with
higher rates of comorbid psychiatric problems
such as depression and conduct disorder
(Greenbaum et al., 1996; Waldron, Slesnick,
Peterson, & Turner, 2001; Weinberg, Rahdert,
Colliver, & Glantz, 1998) and that adolescents
who abuse substance are at especially high risk
of co-occurring mental health and substance
use disorders (Capaldi, 1992; Cocozza, 1997;
Thompson et al., 1996). A 1999 study regarding
psychiatric comorbidity among substance-
abusing adolescents demonstrated that adoles-
cent substance abuse with distinctive degrees of
comorbidity, such as internalizing (i.e., affective
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disorders) and externalizing (i.e., conduct disor-
der) disorders, impacts adolescents differently
than substance abuse alone and that it may be
linked with differential longer term treatment
outcomes (Drake, Muesser, Clark, & Wallach,
1999; Randall, Henggeler, Pickrel, & Brondino,
1999). For example, adolescent substance abuse
with comorbid externalizing disorders pre-
dicted high school dropout (Kessler, Foster,
Saunder, & Stang, 1995) and inpatient treatment
failure (Abram & Teplin, 1991, whereas
comorbid internalizing disorders predicted
completion of inpatient treatment for
substance-abusing adolescents (Kaminer &
Frances, 1991).

Additionally, substance-abusing adolescents
with comorbid external disorders are even more
delinquent than are their substance-abusing
delinquent counterparts, engage in higher rates
of delinquent activity and illicit drug use, use
more marijuana and alcohol, and exhibit less
family cohesion, greater conformity to antiso-
cial peer pressure, and decreased school compe-
tence (Randall et al., 1999). Consistent with pre-
vious investigations (Kessler et al., 1995),
comorbidity predicts worse treatment out-
comes than substance abuse alone, and
comorbid externalizing disorders such as con-
duct disorder offer the poorest treatment out-
come (Randall et al., 1999).

Special-Needs Adolescents

Special-needs adolescents with mental health
disorders include female, minority, mentally re-
tarded, developmentally delayed, medically
fragile, and violent adolescents who require
specialized intervention and treatment services.
Specialized and culturally competent interven-
tions must be integrated into the treatment plan
of these adolescents. Collaboration with inter-
nal and external care systems and providers is
especially relevant with these adolescents for
the purposes of management and aftercare ser-
vices. Some residential programs provide sepa-
rate facilities and housing units for these adoles-
cents, as they benefit from smaller units, less
stimulation, and more individual interaction
(Underwood, Mullan, & Walter, 1997).

The initial assessment should identify the
aforementioned adolescents not only to tailor
the treatment plans but also to ensure proper
program placement where specialized services
are made available (Prescot, 1997).

Special-needs adolescents may have been
exposed to traumatic events. Whether these
events are traumatic depends on internal and
external resources and on the nature and extent
of the event. Adolescents vary considerably in
their responses to events. Some adolescents
may experience devastating, horrific events
and have few effects, whereas others may expe-
rience minor events and have significant, long-
term reactions. It is important to understand
that (a) many so-called normal experiences may
be traumatic (e.g., an illness or death in the fam-
ily) and (b) no one is invulnerable to repeated,
long-term abuse (Veysey, 2003b).

The key characteristic of trauma is that the
victim is rendered powerless by overwhelming
forces. Traumatic events, by definition, are ex-
traordinary because they overwhelm normal
human adaptations to threats. When a threat is
perceived, the human body harnesses all its
resources. There are changes in physiological
arousal (i.e., adrenaline, respiration, and so on),
attention (i.e., intense focus, excluding
nonrelevant information), perception (e.g., abil-
ity to ignore pain and fatigue, distortions in
time), and emotion (i.e., intense fear or anger).
When resistance or escape is impossible, the
normal system of defenses becomes over-
whelmed and disorganized. When this hap-
pens, psychological trauma occurs. These four
resources that usually work in tandem during
crises (fight or flight mechanisms) become frac-
tured. When the victim is physically incapable
of protection, each component tends to persist
over time in an altered and exaggerated state
long after the danger has passed and often
become disconnected to the other functions.
(Veysey, 2003b)

Certain types of experiences increase the like-
lihood of psychological damage, including
being taken by surprise, trapped, and/or ex-
posed to the point of exhaustion (e.g., sleep,
hunger, hot or cold); these experiences also
include when events include physical violation
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or injury, exposure to
extreme violence, and
witnessing grotesque
death (Veysey, 2003b).

The approach to treat-
ment may need to be
adapted for these adoles-
cents. Treatment expecta-
t ions and curricula
should be consistent with
the empirical literature

for these adolescents. The following adapta-
tions might be considered

• specialized training for all staff working with the
group;

• additional time with treatment interventions;
• repetition of clinically relevant information;
• graphic illustrations of program expectations;
• specialized use of behavioral rating systems;
• modified positive reinforcement schedules; and
• modified treatment interventions.

The next section provides information on the
viability of residential treatment as an alterna-
tive to adolescents with mental health prob-
lems. A review of historical evidence for resi-
dential group care is followed by an argument
for residential group care in the context of cur-
rent social reforms. Additional information on
correctional and residential treatment is
provided.

COMMUNITY-BASED RESIDENTIAL
TREATMENT AS AN ALTERNATIVE
TO ADOLESCENTS WITH MENTAL
HEALTH DISORDERS

Historical Evidence for
Residential Group Care

Before exploring additional reasons for sup-
porting residential treatment alternatives for
adolescents with mental health problems, it is
important to review the historical evidence for
residential treatment. Despite the wide use of
residential treatment programs for adolescents
with mental health disorders, the evidence base
is very weak (Burns et al., 1999). Most of the
empirical evidence for residential treatment
stems from two quasiexperimental studies con-

ducted more than 20 years ago (Burns et al.,
1999). Although these studies are 2 decades old,
they serve as the core scientific evidence for the
current implementation of residential programs
for adolescents with mental health problems.

The first empirical study, conducted by
Weinstein, (1974), examined the Project Re-
Education Residential Treatment Model by
comparing the outcomes for three groups. The
three groups consisted of 122 treated adolescent
males in the Project Re-Education program, 128
untreated disturbed adolescents, and a group of
128 nondisturbed adolescents. The treated ado-
lescents in the Project Re-Education sample
showed that 94% of the males had moderately
or greatly improved by the time of discharge
from the program. Approximately 18 months
after these males had returned to their families,
their families reported positive changes. These
males improved in self-esteem and impulse
control.

In a follow-up study overseen by Weinstein
(1974), it was discovered that treatment gains
that lasted for 6 months or longer were pre-
dicted by family related, school-related, and
local-support-related factors at the time of
admission. The data suggest that interventions
that target the adolescent in the community
may have a greater impact than interventions
designed solely to address issues while in resi-
dential care.

The second empirical study, conducted by
Rubenstein, Armentrout, Levin, and Herald,
(1978), examined the Parent Therapist Program,
with foster parents, by comparing it with a resi-
dential group sample. They discovered that the
residential program cost twice the amount of
the Parent Therapist Program. This study
revealed that although the therapeutic effects
for both interventions were significant, the cost
concerns should be factored in the decision-
making process when placing adolescents in
residential care.

Despite the positive research direction of the
early studies, the field experienced a gap in
research activities with regard to research on
residential services (Rothman, 1980). Over the
years, residential programs fell into disgrace in
the professional community, partially because
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of the research gap and the public’s increasingly
negative perception of institutional services for
adolescents. These factors further perpetuated a
negative stigmatization of the utility of residen-
tial services (Wolins, 1974). As a result of the
negative stigma, residential program and theo-
retical model development have fallen behind
in comparison to other treatment alternatives
(Whittaker & Maluccio, 2002). The downward
trend and the negative assumptions against res-
idential care (Rothman, 1980) have contributed
to the surge in policy and practice standards
that permeate today’s current climate of social
reform—namely, evidence-based community
alternatives rather than residential care for the
treatment of adolescents with mental health
problems.

Although there is a lack of known outcomes
for adolescents in residential care, this alone
should not dictate practice standards (Whittaker
& Maluccio, 2002). Consideration must be given
to the most recent gains on effective practice for
adolescents in nonresidential care commensu-
rate with the developmental stage of residential
treatment of adolescents with mental heath dis-
orders (Whittaker & Maluccio, 2002). Addition-
ally, there are promising treatments that have
not undergone the rigor of clinical trials relative
to their specificity to certain adolescent groups,
supporting needed research rather than restrict-
ing residential care (Burns et al., 1999). Despite
the research and practice legacies currently fac-
ing residential group care, Wolins (1974) defini-
tively asserted that residential group care de-
serves a “full and rightful” place in the totality
of services offered to adolescents with mental
health disorders.

Supporters of residential care as a treatment
alternative must take into consideration that the
majority of empirically validated interventions
were normed on adolescents who did not repre-
sent the types of adolescents in residential care
(Burns et al., 1999). As evidence-based treat-
ment interventions are generalized to residen-
tial programs, it will be important to determine
if residential programs are effective with ethnic
and racial groups, inner-city groups, adoles-
cents with co-occurring mental health disor-
ders, and adolescents with more clinical impair-
ment than the original study group (Burns et al.,

1999). In acknowledging the aforementioned
limitations, supporters of residential care must
understand that additional time is needed to
rigorously examine both clinical targets and
treatment sustainability.

Additionally, historical data and support for
residential treatment alternatives may be justifi-
able for the following reasons:

1. Many adolescents are highly impaired and present
complex symptoms and diagnoses (Whittaker &
Maluccio, 2002).

2. Approximately 15% to 30% of adolescents placed in
out-of-home programs reside in residential care
(Whittaker & Maluccio, 2002).

3. Many adolescents present themselves as danger-
ous to the community and in need of specialized
treatment for chronic mental illness, aggression,
substance abuse, sex offending, and so forth
(Underwood & Berenson, 2001).

4. Additional time is needed to systematically exam-
ine clinical targets of change and treatment
sustainability.

In support of residential treatment alterna-
tives to adolescents with mental health prob-
lems, Whittaker and Maluccio (2002) later said
the following:

A full and rigorous examination of the theoretical
and empirical underpinnings of residential group
child care with respect to their implications for cur-
rent service policy, practice and future research is
long overdue and ought to receive the highest prior-
ity on the new century’s emergent agenda…group
care, with its differing cultural interpretations and
research legacies—will benefit from the kind of
cross-national research dialogue envisioned in
international seminars. (p. 100)

Building the Case For
Residential Group Care

Amid the fact that residential treatment is
among the least researched interventions, the
case can be built for residential group care as a
treatment alternative, although it may be an
uphill battle. Establishing a case for residential
group care in the current climate of service
reform is especially difficult in light of the shift
in practice standards (Burns et al., 1999). Burns
et al. (1999) acknowledged that the move
toward nonresidential models can be attributed
to several factors. First, managed care providers
tend to limit the use of residential programs
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because of cost factors (Callahan, Shepard,
Beinecke, Larson, & Cavanaugh, 1995). Second,
the emergence of evidence-based community
alternatives has encouraged the use of these
alternatives. Third, the publication of best prac-
tice guidelines, treatment protocol, curriculum-
based treatment programs, quality monitoring,
and the oversight by regulatory bodies has en-
couraged minimal standards and guidelines.
Additionally, Melton, Lyons, and Spaulding
(1998) reported that many of the divisions
between child care systems reflect arbitrary reg-
ulatory and reimbursement structures rather
than the differences in the purpose and quality
of residential treatment. Primarily, these factors
have encouraged the use of evidence-based
interventions rather than interventions-based
nonempirical treatment markers. The following
section provides information on the purpose of
correctional and residential treatment.

CORRECTIONAL AND
RESIDENTIAL TREATMENT

Correctional Treatment

Correctional treatment refers to the attempt
to curtail reoffending. As its ultimate goal, cor-
rectional treatment attempts to reduce recidi-
vism and delinquent behaviors leading to con-
tact with the juvenile justice system. Treatment
interventions may consist of the following ser-
vice categories: system diversion, nonsystem
diversion, institutional or residential, commu-
nity corrections, and specialty programs. Ac-
cording to Whitehead and Lab (1989), non-
system diversion programs include those
services that fully divert adolescents from the
juvenile justice system. Examples of these pro-
grams  may  include  family  counseling,  crisis
counseling, vocational training, and Big-
Brother-related organizations. Conversely, sys-
tem diversion programs include services that
are formally part of the juvenile justice system.
These services may include court-ordered fam-
ily counseling and skills training and informal
probation. Community corrections programs
refer to alternatives to incarceration such as
independent living, work programs, probation,

parole, and other programs designed to manage
adolescents in the community (Petersilia &
Travis, 2001). Institutional and residential pro-
grams refer to secure facility-based programs
that house and treat adolescents. Specialty
programs are services designed to deter
delinquent behaviors such as Scared Straight or
other punitive programs.

In determining the effectiveness of correc-
tional treatment and its impact on recidivism,
the individual characteristics of adolescents
must be considered. For example, certain treat-
ments may be more effective with certain sub-
groups of adolescents. To achieve a measure
of effectiveness, by far, the meta-analysis
approach is the most popularly used. The meta-
analysis summarizes the individual statistic of
each intervention into an aggregate measure
of effectiveness (Lab & Whitehead, 1988).
Whitehead and Lab’s analyses of correctional
treatment programs reveal no single type of in-
tervention display overwhelmingly positive
results on recidivism. However, behavioral in-
terventions tend to be slightly more promising.

Residential Treatment

Residential treatment programs are 24-hour
facilities that offer mental health and behavioral
services. Models of care vary significantly; ana-
lytic, psychoeducational, behavioral manage-
ment, cognitive-behavioral management, medi-
cation management, skill-based management,
and peer-cultural management exist (Burns
et al., 1999). Programs range from staff secure,
resembling acute psychiatric hospitals, to
secure, resembling youth corrections facilities.
Residential programs generally offer integrated
treatment and educational services within a
group milieu, designed for adolescents who do
not benefit within the home environment (Child
Welfare League of America, 1982). Residential
group care services may be provided by public,
nonprofit operators in social services, child
mental health systems, and juvenile justice sys-
tems, often serving the same populations
(Braziel, 1996). Traditionally, the length of stay
in these facilities ranges from 1 month to 24
months.
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Many delinquent and nondelinquent ado-
lescents with mental health disorders may run
the risk of being placed in widely used but em-
pirical unjustifiable community-based residen-
tial treatment programs (Burns et al., 1999;
Whittaker & Maluccio, 2002). Inadequate pro-
grams put adolescents who enter residential
treatment programs in a state of crisis, back into
communities in the same crisis. Inadequate pro-
grams can lead to compromised community
safety and an increased incidence of mental
health symptoms, substance use, death, sui-
cide, and rearrest (Burns et. al., 1999; Osher,
Steadman, & Barr, 2002). Although few out-
come studies exist to guide evidence-based resi-
dential treatment practices (Burns et al., 1999),
enough guidance from clinical and best prac-
tices can shape a promising model.

Efficacy of Residential Programs

Adolescents placed in residential care are
generally a difficult population to treat, as the
clinical outcomes and successful treatment
strategies are unknown. As such, determining
whether residential intervention can be
described with equal efficacy in a more normal-
izing, less restrictive community setting is diffi-
cult to determine. Furthermore, generalizing
therapeutic gains from the residential program
to the community is especially difficult. Having
stated  these  difficulties,  and  recognizing  the
research on residential treatment is weak, it is
nonetheless inappropriate to assert strong con-
clusions about its effectiveness (Whittaker &
Maluccio, 2002). Although there is a lack of
known outcomes for adolescents in residential
care, this alone should not dictate practice
standards.

For residential treatment to become a bona
fide treatment of choice, it must overcome its
past criticisms by ensuring the following:

1. Use of clear cut and objective diagnostic indicators
to ensure a high level of services.

2. Use of family intervention services that are inclu-
sive and culturally relevant.

3. Use of treatment interventions that are empowering
for adolescents and their families.

4. Safety and security of its adolescents while housed
in the treatment facility.

5. Implementation of ongoing reliability studies.

6. Use of reliable and accurate treatment protocol.
7. Cost-efficient services.

Residential placement, as treatment of
choice, should be reserved for select adolescents
whose behaviors cause danger to the commu-
nity, whose behavior is self-injurious, and
whose behaviors require a structured environ-
ment. For those adolescents with severe violent
behavior, residential treatment may not be as
beneficial (Joshi & Rosenberg, 1997). However,
removal from the community to a residential
program for a short time for community safety
may be warranted. Highly targeted nonresiden-
tial treatment may be just as helpful (Burns
et al., 1999). Residential programs operate opti-
mally with a high staff-to-child ratio, an appro-
priate criteria for admission, and small groups
of adolescents when necessary services are un-
available to them in the community (Burns
et al., 1999).

One such model is the Wynona M. Lipman
Education and Training Center, a long-term
community-based residential treatment pro-
gram. Using Kazdin’s (1999) criteria for assess-
ing evidence base, the program implements a
theoretical model—matching the clinical char-
acteristics of adolescents—that is likely to im-
prove outcomes for delinquent adolescents
with mental health disorders. This promising
and comprehensive program addresses both
protective and risk factors and services that
pose challenges and opportunities for adoles-
cents while combining the most effective,
empirically based treatments suited for this
population.

A PROMISING COMMUNITY-BASED
RESIDENTIAL TREATMENT PROGRAM

Program Purpose and Goals

Program Purpose
The purpose of the program is to assist staff in

implementing the promising and evidence-
based literature on effective treatment service
for residents with mental, behavioral, sexual,
and other specialized disorders. The program is
positioned to recognize, identify, and respond
to the challenging needs of delinquent adoles-
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cent males in a community-based residential
treatment program. Although recognizing the
dearth of empirical and evidence-based prac-

tices for residential pro-
grams (Burns et al., 1999)
this program uses cogni-
t ive-behavioral and
behavioral approaches,
case management,
psychoeducation, and
pharmacological and
skill-based methodolo-
gies as contributing treat-
ment components. Men-
tal health treatment in

this setting refers to the provision of culturally
and developmentally appropriate assessments,
diagnoses, treatment planning, ongoing treat-
ment interventions, and transitional planning
services. Within this context, the actual service
delivery consists of individual, group, family,
psychiatric, medical, educational, crisis
intervention, and case management services.

The program is a staff-secure 24-hour operat-
ing facility designed to meet the needs of ado-
lescent males between the ages of 12 to 21. The
majority of adolescents are referred to the pro-
gram by child welfare and juvenile justice sys-
tems. Approximately 50% of the residents are
African American, 20% Hispanic, and 30%
White. Many of the residents have been previ-
ously placed in multiple out-of-the-home place-
ments, and many of their parents have had con-
tact with child welfare and criminal justice
systems for charges of child neglect, endanger-
ment, and abuse. A significant number of the
adolescents have been adopted. Approximately
40% of the adolescents have histories of
sexually aggressive behavior.

The facility, at capacity, accommodates up to
180 residents. The residential building contains
six discrete units, each with a 30-resident capac-
ity. Within each unit, residents are divided and
organized into smaller, diverse groups of 6 to 9
individuals, an arrangement that facilitates the
development of meaningful staff and peer in-
teractions, promoting unit identity and group
cohesion.

The program focuses on the assumption that
residential treatment is a viable intervention for

adolescents with mental health problems, de-
spite its poor research base. Although the
program is a staff-secure community-based res-
idential program, its overarching philosophy is
similar to nonsecure community-based pro-
grams. The program stresses the importance of
community reintegration and allows adoles-
cents to engage the community for recreational
and vocational activities. The glue that holds the
program is embedded in the structured presen-
tation of the program and treatment activities.
Although there is very little literature to support
the other efforts of treatment interventions, the
program nevertheless relies on a structured
model. The program uses an objective admis-
sion criteria, followed by assessment and obser-
vation. For example, after 7 days in the pro-
gram, each resident participates in an initial
professional staffing. At Day 30, the treatment
team convenes with each resident in the master
treatment planning meeting. Thereafter, treat-
ment interventions are systematic and incorpo-
rate all of the successful treatment indicators for
residential care, as described in the United
States General Accounting Office (USGAO;
1994) study:

• implementation of individual treatment plans;
• involvement of a caring adult;
• self-esteem building;
• aftercare planning;
• teaching social and life skills;
• coordination of residential and aftercare services;
• family involvement;
• positive peer influences;
• implementation of behavioral management system;
• community support; and
• creating a family-oriented environment.

Realizing that the aforementioned indicators
share a varied degree of empirical validation,
the program integrates the most empirically
supported indicators by ensuring ongoing
parental involvement and coordination of com-
munity support. The program includes a treat-
ment phase system that supports the family
interventions and behavioral management sys-
tem. Accommodations are made for family
members to visit the program on a daily basis. In
an attempt to create a family-oriented environ-
ment, the program integrates creative therapies
including gardening, arts activities, and musi-
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cal activities. In terms of increasing self-esteem
and coping skills, the program uses commer-
cially available curriculum materials to system-
atically guide treatment. Furthermore, the ado-
lescents are exposed to community leaders who
teach life skills. The program undergoes rigor-
ous performance-based audits aimed at ensur-
ing program integrity. The treatment interven-
tions are routinely examined for continuous
maintenance and monitoring to gain and
sustain treatment progress.

Program Goals
Before considering the literature regarding

effective services for adolescent delinquents
with mental illness, primary and secondary
goals of treatment must be addressed. Among
mentally ill and delinquent adolescents in
community-based residential treatment pro-
grams, the main goals of treatment have
included mental health symptom reduction,
elimination of trauma revictimization, reduced
aggression, reduced deviant sexual fantasies,
reduced cognitive distortions leading to delin-
quent behavior, improved attitude, improved
family structure and monitoring, improved
quality of life, improved social and coping
skills, improved placement stability, and
improved community readiness (Bourdin, 1999;
Henggeler et al., 1998; Rice & Harris, 1997;
Storm, Underwood, & Morgan, in press; Under-
wood, 2001). Based on findings from previously
indicated studies, best practices, and clinical
practices, the following secondary goals of
treatment are systematically taught to residents:

1. Condition management is forever.
2. Emotional strengths are inherent and must be

revealed.
3. Accept limitations and develop a move-forward

attitude.
4. Thinking must be persistently corrected.
5. Self-serving worldviews must be restructured.
6. Responsible behaviors must replace hurtful behav-

ior patterns.
7. Regressed fears and anxieties must be dismantled.
8. Prosocial behaviors of residents and their families

must be promoted.
9. Regulating moods and behaviors must be taught.

10. Awareness of substance use must be heightened.
11. Emotional triggers must be identified to preempt

and manage angry outbursts.
12. Relapse prevention techniques must be imple-

mented across all situations.

13. Maximum potential in the work environment must
be achieved.

14. Independent life skills must be a major priority.
15. Life-skills experience under direct and safe super-

vision must be achieved.
16. Mentors and job trainers as transitional living

coaches must be integrated.
17. Working relationships with community employers

must be sought.
18. Education must be reframed as a positive activity.

Furthermore, all goals are promoted and
individualized for each resident through the
following guiding principles:

1. Families are an integral part of the treatment
process.

2. Special-needs residents are valued and respected.
3. Cultural diversity is a gift.
4. Residents experience success every day.
5. Real-life experience is necessary for learning new

skills.
6. Creativity is fostered and rewarded.
7. Structure is an important part of the educational

process.
8. Peer participation is essential to learning.
9. Learning is a cooperative process between adults

and adolescents.
10. Residents learn and grow through the educational

activities.

Program staff members provide services that
emphasize treating residents in the context of
openness, teamwork, empowered responsibil-
ity, performance, and shared excellence. The
program provides systematic delivery of feed-
back and reinforcement to its residents. It is
structured sufficiently to assist the residents in
maintaining an acceptable level of behavior
until such time that they develop the necessary
skills and internal controls to function inde-
pendently in the community.

Comparative Advantages
of the Promising Program

Determining if the promising program off-
sets the ill effects of removing adolescents from
family and community corrections is difficult,
as there are no outcomes. However, according
to Whittaker and Maluccio, (2002), structured
residential programs that are informed by the
evidence improve the advantages of offsetting
the ill effects. In addition to the principles in the
United States General Accounting Office (1994),
the program incorporates Latessa, Cullen, and
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Gendreau’s (2002) guidelines for effective
community programs:

1. Treatment is offered in a concrete cognitive
framework.

2. Treatment is delivered by trained, certified, clini-
cally supervised staff.

3. Treatment addresses criminogenic factors.
4. All staff members are expected to be enthusiastic

and engaging and able to handle their authority
without domination, abuse, or both.

5. Staff members are trained to recognize antisocial
thinking, feeling, and acting and are able to suggest,
demonstrate, and reinforce concrete alternatives.

6. Structured, ongoing follow-up.

Furthermore, the program incorporates the
following indicators from community correc-
tions programs (Petersilia & Travis, 2001): First,
the program’s clinical leadership openly articu-
lates the organization’s goals, mission, and
treatment philosophy. For example, emphasis is
placed on short-term treatment in the least re-
strictive environment. Second, the program
clearly relies on specific goals, objectives, and
mastery of information. The goals and objec-
tives are associated with specific interventions
and strategies. Third, the program specifies
methods and activities that address each goal.
Fourth, the program specifies performance
indicators. Performance indicators reflect the
program’s values and long-term improvement
plans. One advantage of the program is that it is
premised on sound principles and overcomes
some of the poor research legacies by inte-
grating key principles from the evidence-based
literature.

Theoretical Model of Care

Treatment Model
The treatment literature indicates that

cognitive-behavioral theoretical models most
effectively treat adolescents with mental illness
and delinquent behavior (Andrews, Bonta, &
Hodge,  1990;  Gendreau,  1995;  Kazdin,  1987;
Lipsey, 1992). Cognitive-behavioral therapies
stress the importance of cognitive processes as
determinants of behavior. They maintain that
behavior and emotions result from one’s ap-
praisal of the situation, and because appraisal is
influenced by beliefs, assumptions, images, and

self-talk, these cognitions become the targets of
change. The model of care herein describes
three basic processes for change: (a) the resi-
dent’s behaviors and reactions to these behav-
iors, (b) the resident’s internal dialogue (i.e.,
what he or she says to himself or herself before,
during, and following the behavior), and (c) the
resident’s cognitive structures (beliefs) that give
rise to internal dialogue (Meichenbaum, 1977).
As such, the theoretical and treatment model is
primarily cognitive-behavioral treatment incor-
porating multiple interventions. The program’s
value lies in the development of empirically
based, multidimensional, causal models of
mental illness and delinquent and aggressive
behaviors (Borduin, 1999). Results of causal
modeling studies show that serious mental ill-
ness and delinquent behavior in adolescents are
multidetermined and that treatment interven-
tions must be flexible enough to address multi-
ple known and unknown determinants
(Henggeler et al., 1998; Melton & Pagliocca,
1992; Mulvey et al., 1993).

The model provides a framework for multi-
ple and integrated interventions based on a
rational approach to change using treatment
language that is common to all staff members
and residents. Many of these interventions have
been successful in other settings, and their prin-
ciples have been integrated into the program
(Underwood, 2002). For example, concepts
used from functional family therapy improves
the psychosocial functioning of residents and
their families and promotes parent’s capacity to
monitor residents (Alexander, Pugh, & Parsons,
2000). Staff members rely on motivational en-
hancement techniques to effectively engage res-
idents and their families in therapeutic dialogue
(Miller, Zweben, Diclemente & Grychtarik,
1995). The staff members teach residents and
family members about high-risk situations and
seemingly unimportant decisions and recovery
techniques to recover from relapse. Addition-
ally, the program incorporates essential ele-
ments from the following interventions: phar-
macological management (Wick, 1996),
thinking errors (Yochelson & Samenow, 1977),
aggression replacement training (Glick &
Goldstein, 1995), violence prevention (Yung &
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Hammond, 1995), and victim awareness (Row-
land, 1990). Although victim awareness tech-
niques have no evidence, it is used in conjunc-
tion with the aforementioned interventions to
teach empathy skill development.

The model requires that staff members,
working with residents, consistently imple-
ment correctives in thinking and encourage
responsibility for irrational thoughts and
behaviors. The model insists on prosocial,
mutual relationships, which are the result of
new choices made in regard to control, anger,
and entitlement (Berenson & Underwood,
2001). Changes in thinking and behavior re-
quire residents to be self-disciplined, honest,
receptive and require them to increase their
capacity to be self-critical. These changes are
promoted by the treatment model through the
use of precisely designed and organized treat-
ment components, methods, features, elements,
and processes as outlined in the clinical plan of
services (Underwood, 2002). Although the ap-
plication of the model ensures consistency in
program philosophy and design, the program
retains the ability to implement an individual-
ized treatment plan to meet the unique physio-
logical, psychological, behavioral, interper-
sonal, familial, societal, cultural, and spiritual
needs of each resident.

CORE TREATMENT COMPONENTS
AND INTERVENTIONS

Considering the literature regarding core
treatment components and interventions, the
program, in its conception, ensured that the fol-
lowing questions were examined (Najavitis,
2003): What treatments are available for this
population? Are there any published manuals
and proven treatment methodologies? What are
the areas to target for change? What treatment
strategies have empirical validation? How
should empirically validated treatment strate-
gies be adapted for the population? What is the
stance of the mental health treatment provider?
What is the potential for harm? What are the
training requirements for staff members? Listed
below are core treatment components and inter-
ventions derived from a combination of empiri-
cal best practices and clinical and promising

methodologies that ensure adequate response
to the previous questions.

Screening, Assessment, and Diagnoses

Risk for Psychosocial Problems

The program provides timely and culturally
sensitive medical, psychosocial, and mental
health assessments of all residents. The assess-
ments provide an infrastructure to build indi-
vidualized treatment plans for each resident.
The assessments are driven by an easily under-
stood philosophy that serves as a coherent, con-
sistent frame of reference and as guide for all of
the staff members, residents, and their families
(Grisso & Underwood, 2002b; Underwood,
2002). Each resident admitted to the program is
administered standardized screening instru-
ments (Phase I) by trained mental health treat-
ment providers to assist in the determination of
medical, mental health, substance use, educa-
tional, vocational, and cognitive needs, risk for
recidivism, and a psychosocial risk.

Residents who score high on the screening
measures receive targeted assessments (Phase
II) that evaluate areas in need of further exami-
nation. The assessment instruments are admin-
istered to obtain additional information in
determining the level of psychopathology, the
degree of trauma experienced, and neurological
and psychiatric problems (Grisso & Under-
wood, 2002b). Tables 2 (Grisso & Underwood,
2002b; Underwood & Rawles, 2002) and 3 pro-
vide information on commonly used screening
and assessment instruments and descriptions
of commonly used instruments.

The screening and assessment process
answers the following questions:

1. Does the resident have a problem or problems med-
ically, behaviorally, emotionally, or in relationships
that are of sufficient severity and duration to cause
distress, disability, or disadvantage?

2. If there is a problem or if there are multiple prob-
lems, is the clinical profile consistent with a recog-
nizable pattern?

3. What is the etiology and sustaining forces that
maintain the problem or problems?

4. What are the strengths, resiliencies, and competen-
cies of the resident and family?

5. What, if any, clinical services have successfully
benefited the resident in the past?
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TABLE 2: Listing of Commonly Used Screening and Assessment Instruments

Validation Training
for Required Training

Juvenile for  Scoring Required Research
Justice and for on Ethnic Domains

Instrument Population Cost Interpreting Administration Differences Measured

Adolescent Diagnostic Interview × × × × — MH, SU
Adolescent Substance Abuse Subtle Screening Instrument × × × × × SU
American Drug and Alcohol Survey — × — — — SU
Adolescent Psychopathology Scale — × × × — MH
The Behavioral and Emotional Rating Scale × × × — BH EM
Brief Psychiatric Rating Scale — — — — MH
Carlson Psychological Survey × × × × × MH, SU
Child and Adolescent Functional Assessment Scale × × — — — BH, EM, SU
Child and Adolescent Needs and Strengths-Juvenile Justice × × — — — JU, MH, SU
Child and Adolescent Needs Strengths-Mental Health × — — — BH, MH
Child Behavior Checklist-Parent Report Form × × × × × BH, EM, JU
Child Behavior Checklist-Teacher Report Form × × × × × BH, EM, JU
Child Behavior Checklist-Youth Self-Report × × × × × BH, EM, JU
Children’s Depression Inventory × × × × — EM
Comprehensive Addiction Severity Index for Adolescents × × — — × JU, MH, SU
Connors’ Rating Scales-Revised × × — — × BH, EM
Devereux Screen for Mental Disorders × × × × — BH, EM, JU, MH
Diagnostic Interview Schedule for Children × × × × — MH
Drug Use Screening Inventor-Revised × × — — — BH, SU
Family Adaptability and Cohesion Evaluation Scales-II — × — — — EM
Inventory of Suicide Orientation-30 × × — — — EM, MH
Jesness Inventory × × × × × BH EM, MH
Juvenile Automated Substance Abuse Evaluation × × — — × SU
Kaufman Brief Intelligence Test × × × × × IN
Level of Service Inventory × × — — × EM, JU, SU
Massachusetts Youth Screening Instrument-Two × — — — × EM, MH, SU
Matson Evaluation of Social Skills with Youngsters × × — — — BH
Millon Adolescent Clinical Inventory × × × × × MH
Minnesota Multiphasic Personality Inventory-Adolescents × × × × × MH
Peabody Individual Achievement Test-Revised × × × × × AD
Peabody Picture Vocabulary Test (3rd ed.) × × × × × IN
Personality Inventory for Youth × × × × × BH, MH
Practical Adolescent Dual Diagnosis Interview × × × × × MH, SU
The Personal Experience Screening Questionnaire × × — — — BH, EM, SU
Posttraumatic Stress Diagnostic Scale — × — — — MH
The Problems Oriented Screening Instrument for Teenagers × × — — × JU, MH, SU
Quick Neurological Screening Test II × × × × — SP
Relationship with Family of Origin Scale × × × × — BH EM, MH
Resiliency Attitude Scale — × — — — EM, BH
Revised Behavior Problem Checklist × × × × × BH,MH
Reynolds Adolescent Depression Scale — × — — × EM
Sixteen Personality Factor Questionnaire (5th ed.) — × × × × EM, BH
State-Trait Anger Expression Inventory — × × × × BH
Structured Pediatric Psychosocial Interview × × — — × EM
Suicide Ideation Questionnaire × × × × × MH
Suicide Probability Scale × × × × — EM
Symptom Checklist-90-Revised — × × × — BH, MH
Trauma Symptom Checklist for Children × × — — — BH, EM, MH
Vineland Adaptive Behavior Scales × × × × × BH
Wechsler Abbreviated Scales of Intelligence × × × × × IN
Wechsler Adult Intelligence Scale (3rd ed.) × × × × IN
Wechsler Intelligence Scale for Children (3rd ed.) × × × × × IN
Wide Range Achievement Test-3 × × — — × AD
Young Offender-Level of Service Inventory × × × × — JU

NOTE: AD = academic; BH = behavioral problems; EM = emotional difficulties; IN = intelligence; JU = juvenile justice; MH = mental health;
SU = substance use; SP = special domain.
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TABLE 3: Description of Commonly Used Screening and Assessment Instruments

Instrument Description

Commonly used mental health screening instruments

Children’s Depression Inventory (CDI) The CDI is a self-report of symptoms that screens for signs and symp-
toms related to depression and suicidality (Kovacs, 1981)

Devereux Scales for Mental Disorders (DSMD) The DSMD is a clinician-rated behavior rating scale to measure behav-
iors associated with psychopathology (Naglieri, LeBuffe, & Pfeiffer,
1994)

Massachusetts Youth Screening Instrument-II
(MAYSI-II)

The MAYSI-II is a self-report that screens for potential mental health and
substance-use needs (Grisso & Barnum, 2000)

Commonly used mental health assessment instruments
Beck Depression Inventory-Two (BDI-2) The BDI-2 is a self-report of symptoms and attitudes of depression

(Beck, Steer, & Brown, 1996)
Brief Psychiatric Rating Scale (BPRS) The BPRS is a clinician interview to measure major psychiatric

symptomatology to gauge severity of issues (Overall & Gorham, 1962)
Child Behavior Checklist (CBCL) The CBCL is a multisource checklist of behaviors (Achenbach, 1991)
Diagnostic Interview Schedule for Children (DISC) The DISC is a clinician interview designed to supply information needed

to make diagnosis according to the Diagnostic and Statistical Manual
of Mental Disorders (4th ed.; American Psychiatric Association, 1994)
categories (Shaffer, Fisher, Lucas, Dulcan, & Schwab-Stone, 2002)

Matson Evaluation of Social Skills (MESSY) The MESSY is a self-rating of social skills (Matson, Rotatori, & Helsel,
1983)

Millon Adolescent Clinical Inventory (MACI) The MACI is a self-report of clinical syndromes and personality patterns
(Millon, 1993)

Multiphasic Personality Inventory-Adolescent
(MMPI-A)

The MMPI-A is a self-report of clinical symptomatology and personality
characteristics (Butcher et al., 1994)

Structured Pediatric Psychological Interview (SPPI) The SPPI is a clinician interview that measures juvenile’s experience
and interpersonal functioning (Webb & Van Devere, 1985)

Symptom Checklist-90-Revised (SCL-90-R) The SCL-90-R is a self-report measure of current psychological symp-
tom patterns and levels of psychopathology (Derogatis, 1994)

Trauma Symptom Checklist for Children (TSC-C) The TSC-C is a self-report of symptoms related to depression, dissocia-
tion, posttraumatic stress, sexual concerns, anger, and anxiety (Briere,
1996)

Commonly used substance-use tools

Addiction Severity Index (ASI; 5th ed.) The ASI is a clinician interview that measures medical, employment, and
support status, as well as alcohol, drug, legal, family, social, and psy-
chological issues (Luborsky, Caccioln, Griffith, Evans, & Barr, 1985)

Adolescent Diagnostic Interview (ADI) The ADI assesses symptoms found in substance use and mental health
disorders as described in the DSM-IV (McLellan & Dembo, 1993)

Adolescent Substance Abuse Subtle Screening
Instrument (Adolescent SASSI)

The Adolescent SASSI is a self-report screening instrument for ages 12
to 18 that examines symptoms and other indicators of alcohol and
drug dependence (Miller, 1985)

American Drug and Alcohol Survey (ADAS) The ADAS is a self-report instrument that covers a broad spectrum of
areas to include more than 36 different types of substances, lifetime
use, and frequency of use (McLellan & Dembo, 1993)

Comprehensive Addiction Severity Index for
Adolescents (CASI-A)

The CASI-A is an interview-based screening tool designed to measure
the severity of addiction and other life areas (McLellan & Dembo,
1993)

Drug Use Screening Inventory-Revised (DUSI-R) The DUSI-R is a self-report instrument that addresses health, behav-
ioral, and psychosocial adjustment of adolescents (McLellan &
Dembo, 1993)

Juvenile Automated Substance Abuse Evaluation
(JASAE)

The JASAE is a self-administered questionnaire that evaluates adoles-
cent alcohol and drug use experiences as well as attitudes and life
stress (ADE Incorporated, 1997).

Michigan Screening Test (MAST) The MAST is a self-administered screening instrument that consists of
25 items related to signs and symptoms of alcohol use (Searless,
Atterman, & Purtill, 1990).

(continued)
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6. Untreated, what is the likelihood of further delin-
quent behavior?

7. What types of interventions are most likely to be
effective?

8. What is the nature of the offense and how is it re-
lated to future needs?

Screening and assessments are the first steps
toward determining a mental health diagno-
ses and a comprehensive treatment delivery
system that ensures consistent programming
from admission to discharge. Throughout the
resident’s stay, ongoing symptom-related
assessments are administered by mental health
treatment providers to ensure treatment inter-
ventions are consistent with the changing needs
of each resident.

Risk for Recidivism
Adolescent risk assessment refers to the like-

lihood of an adolescent’s continued involve-
ment in criminal behavior. The risk assessment

process should be used at various points of
entry into the juvenile justice and mental health
systems and ultimately leads to the estimation
of reoffending and/or level of dangerousness.
Despite the wide popularity of risk assess-
ments with adolescents, the implementation of
risk assessments has been informal. The infor-
mal use of risk assessment tools has led many
to question its validity. As such, the use of
formal objective tools in the assessment of risk
has recently gained considerable attention
(Marczyk, Heilbrun, Lander, & DeMatteo,
2003). Dawes, Faust, and Meehl (1989) have fur-
ther supported the use of risk assessment tools
for classification, sentencing guidelines, risk for
delinquency, and risk for psychosocial prob-
lems. The use of risk assessments can assist in
a formalized approach, leading to improved
accuracy and reliability in the treatment and
aftercare planning process. Although the fields
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Other rating scales

Carlson Psychological Survey (CPS) The CPS is a brief self-report of psychological issues and is reliable for
identifying mental health issues that may need to be further queried
(Carlson, 1982)

Child and Adolescent Functional Assessment Scale
(CAFAS)

The CAFAS is a clinician-rated instrument designed to assess the
degree of impairment in children and adolescents ages 7 to 17 with
emotional, behavioral, or substance-use symptoms or disorders
(Hodges, 1995)

Connors’s Rating Scales-Revised (CRS-R) The CRS-R is a questionnaire form completed by parents, teachers, or
caretakers. It assesses problem behavior and attention deficit disor-
ders in children and adolescents (Connors, 1997)

Family Adaptability and Cohesion Evaluation Scales-
Two (FACES-II)

The FACES-II is a measure of family relations that assesses the dimen-
sions of cohesion and family adaptability and whether there are pat-
terns of enmeshment or chaos (Olson et al., 1982)

Jesness inventory (JI) The JI is an inventory designed to describe and measure certain person-
ality characteristics of delinquents. The JI determines past contact
with mental health systems and provides information on family history
of criminality, level of social adjustment, and deviant behavior
(Jesness, 1988)

Kaufman Brief Intelligence Test (KBIT) The KBIT is a brief clinician-administered measure that screens verbal
and nonverbal intelligence (Kaufman & Kaufman, 1990)

Multiphasic Sex Inventory-Juvenile Form (MSI) The MSI is a self-report questionnaire that measures psychosexual
characteristics of sexual offenders (Nichols & Molinder, 1984)

Personal Experience Screening Questionnaire
(PESQ)

The PESQ is a self-report screening instrument used to assist in deter-
mining the need for drug treatment among adolescents (Winters &
Henly, 1989)

Reynolds Adolescent Depression Scale (RADS) The RADS is a brief self-report that screens for depressive symptoms in
adolescents (Reynolds, 1987)

Suicide Probability Scale (SPS) The SPS is a measure of suicide risk; it differentiates adults who had
attempted suicide from those who had not (Cull & Gill, 1988)

NOTE: DSM-IV = Diagnostic and Statistical Manual of Mental Disorders (4th ed.; American Psychiatric Association, 1994)

TABLE 3 (Continued)

Instrument Description

 by Vic Strasburger on March 11, 2009 http://tva.sagepub.comDownloaded from 

http://tva.sagepub.com


of juvenile justice and mental health have rec-
ognized the need for the use of formal risk
assessments, there remains no reliable ways of
improving decision making regarding the clas-
sification and treatment of juvenile offenders
(Ashford & LeCroy, 1990; Hoge & Andrews,
1996). As risk assessments become more reli-
able and valid, the emphasis for their primary
purpose is shifting from prediction to classifica-
tion (Heilbrun, 1999; Loeber & Stouthamer-
Loeber, 1987). A set of empirically supported
variables has been identified and associated
with recidivism. These variables include age at
first referral or adjudication, number of prior
referrals or arrests, number of out-of-home
placements or institutional commitments, aca-
demic achievement, school behavior, substance
abuse, family stability, parental control, and
peer relationships (Heilbrun, 1997; Weibush,
Baird, Krisberg, & Onek, 1995). Additional
research has supported other variables asso-
ciated with offending, including hyperactivity
and impulsiveness, procriminal beliefs, and
personality and attitudes (Cottle, Lee, &
Heilbrun, 1999; Grisso, 1998).

Treatment Planning
After screening and assessing residents, the

members of the interdisciplinary treatment
team determine the most suitable treatment
interventions. Members of the treatment team
consist of psychiatrists, psychologists, social
workers, counselors, nurses, teachers, program
managers, and direct-care staff members. From
a core set of counseling interventions, members
of the interdisciplinary treatment team recom-
mend and oversee the implementation of treat-
ment services. The results of the assessments
and other observations are documented in the
individualized treatment plan. Each resident
has an individualized treatment plan with spe-
cific and measurable goals that define what
must be accomplished to successfully complete
the treatment program. The first day of treat-
ment focuses the treatment team members on
preparing each resident for discharge to his or
her family or community. Each resident, his
or her family members, and his or her commu-
nity caseworkers begin identifying aftercare
provisions.

Treatment team members meet weekly to
determine the overall progress of each resident.
The treatment progress of residents is assessed
by active participation in individual counsel-
ing, group counseling, family counseling, and
academic and unit behavior activities. The team
members review the aforementioned areas and
make the final decision regarding a resident’s
upward movement in treatment. If a resident
does not meet criteria for movement, his or her
mental health treatment provider provides him
or her with constructive feedback and develops
remedial activities to foster positive movement
in treatment.

Ongoing Treatment Interventions
Based on the clinical characteristics of adoles-

cents, specific treatment interventions are
implemented to address a wide variety of clini-
cal problems. The program interventions spe-
cifically target behavioral management and the
provision of skills
training for specific
behavioral deficits
(Kazdin, 1987;
Lipsey, 1992). The
behavioral manage-
ment interventions
include positive rein-
forcement, behav-
ioral monitoring, goal monitoring, behavioral
shaping, coaching, modeling, role-play prac-
tice, and constructive feedback administered in
small groups of individuals and during individ-
ual sessions. The provision of skill training tar-
gets a variety of symptoms by using the follow-
ing techniques: staying on topic, focusing
attention, avoiding problem situations, identi-
fying emotional triggers, accurate identification
of their own emotions and those of others,
improving interpersonal behavior, and learning
coping skills. Skills training for families include
improving their understanding of mental
health disorders, recognizing and decreasing
stresses that may lead to relapse, and teaching
effective communication skills (Alexander
et al., 2002; Glick & Goldstein, 1995; Rice &
Harris, 1997).

Additionally, treatment interventions in-
clude the use of journaling, anger management

Underwood et al. / REVIEW OF CLINICAL CHARACTERISTICS 223

Cognitive-behavioral
theoretical models

are most effectively
used to treat

adolescents with
mental illness and

delinquent behavior.

 by Vic Strasburger on March 11, 2009 http://tva.sagepub.comDownloaded from 

http://tva.sagepub.com


logs, victim awareness logs, thinking errors
logs, problem-solving logs, and helpful behav-
ior logs. These logs and other clinical home-
work assignments are designed to accentuate
the interventions conducted in individual,
group, and family counseling sessions. Inter-
ventions challenge residents to alter negative
belief systems and to replace them with pro-
social beliefs and behaviors. Although the pro-
gram involves residents who have committed
sexually aggressive behaviors, both the mental
health and sexual disorders are given priority.
The treatments for this latter population
include interventions to normalize deviant sex-
ual preferences, improve social competence,
and to provide sex education, anger manage-
ment, relapse prevention, and family
counseling (Berenson & Underwood, 2001).

The program employs multiple treatment
interventions and modalities, and the following
section describes specific clinical interventions.
Table 4 provides an overview of the core clinical
interventions.

Structured Group Counseling

Group counseling, consistent with cognitive
group intervention standard practice, occurs in
process and psychoeducational group modules
(Clark, Hawkins, & Murphy, 1995; Yung &
Hammond, 1995). Before each group session,
each adolescent participates in pregroup treat-
ment sessions for 60 minutes, facilitated by

graduate-prepared mental health treatment
providers. During this time, each resident par-
ticipates in relaxation exercises focusing on the
upcoming group topic. One major goal of the
pregroup treatment sessions is to prepare each
resident for safe and open information sharing.

The core process and psychoeducational
groups are generally short term and relatively
structured. The group content is outlined in
commercially and noncommercially available
group curriculum-facilitator guides. Table 5
provides an overview of treatment interven-
tions, including individual, group, and family
counseling curricula that outline each group’s
content domain, primary modality used by
mental health treatment providers, goals to be
attained, and the skill domain to be learned by
residents.

During the group sessions, each resident’s
interactions are observed and immediate feed-
back is provided for encouragement and redi-
rection. The process groups are held five times
per week in the afternoon, and psychoeduca-
tional groups are held two times per week in the
morning. Groups run in 12-week cycles and cor-
respond with identified treatment stages of the
program. The groups are sequentially struc-
tured, beginning with basic skills and advanc-
ing to intermediate and higher level skills. Refer
to Table 6 for the sequence of group counseling
activities and its accompanying schedule per
treatment stage.
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TABLE 4: Overview of Core Clinical Services

Service Frequency Time Responsible Party

Assessments
Biopsychosocial One time within 30 days 90 minutes Mental health treatment provider
Psychological: personality, cognitive

achievement, vocational, risk One time within 30 days 120 minutes Mental Health treatment provider or psychologist
Initial psychiatric One time within 30 days 60 minutes Psychiatrist
Nursing assessment One time within 48 hours 30 minutes Nursing

Interventions
Individual counseling One time per week 60 minutes Mental health treatment provider
Process group counseling Four times per week 60 minutes Mental health treatment provider
Psychoeducational group counseling One time per week 60 minutes Mental health treatment provider
Recreation services One time per day 60 minutes Recreation specialist
Family consulting Two times per month 60 minutes Mental health treatment provider
Psychiatric consultation One time per month 30 minutes Psychiatrist
Case management One time per month 30 minutes Case manager
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Residents complete pretests and posttests be-
fore and after each group intervention to deter-
mine the level of mastery. The posttest is one
indicator of group success. Refer to Table 7.

Structured Individual Counseling

All residents receive individual counseling
for a minimum of 60 minutes per week with
graduate-prepared mental health treatment
providers. Individual counseling generally
focuses on aspects of the resident’s mental
health, substance use, and family needs, includ-
ing behavioral control, managing mental health
symptoms, managing traumatic experiences,
exploring family issues, identifying appropri-
ate emotional and behavioral triggers, manag-
ing aggression, and acquiring of social skills

(Freidman, Glickman & Morrisey, 1987). Table 2
reviews treatment interventions that outline the
content domains for individual counseling,
goals, and skills to be learned by each resident.
Individual counseling also focuses on daily
issues that arise in the living units that are perti-
nent to the resident’s mental health symptoms.
It is important that during individual counsel-
ing sessions, the mental health treatment pro-
viders focus on current and past events. By
appropriately addressing current and past con-
flicts, each resident is provided opportunities to
delve into the mental content of complicated
issues and arrive at new ways to manage and
resolve conflicts. Crisis intervention services are
provided to alleviate negative emotional symp-
toms experienced by some residents (Newcorn
& Halperin, 2001). These services are designed
to encourage residents to use effective coping
strategies. The mental health treatment provid-
ers encourage residents to contract for safety as
they move toward a state of precrisis.

Family Interventions
The Lipman Hall family program provides a

variety of treatment services to adolescents
with mental health disorders and their families.
There are four major assumptions that guide
treatment in the program. First, every resident
enters treatment with a family, whether absent,
distant, functional, or dysfunctional, and the
involvement of family is a critical component in
ensuring compliance and in developing skills
necessary to build and support productive life-
style changes. Second, the family is seen as the
primary socializing unit and, in most cases, as
the most influential system to which the adoles-
cent belongs (McGoldrick & Gerson, 1985).
Third, consistent with systemic thinking, the
adolescent cannot be considered as separate
from the social context from which he or she
lives (Ohun & Rappaport, 1980). Last, the fam-
ily remains a family whether reunited or not,
and family members will often continue to
have relationships throughout their lives (Rich,
2003).

Historically, the cost of staffing family coun-
seling programs has been a major deterrent to
the provision of family therapy services in resi-
dential settings (Rich, 2003). Aunique feature of
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TABLE 6: Sequence of Group Counseling Activities

Sequence of Core Process Groups

Treatment Stage I
Cognitive distortions
Victim awareness

Treatment Stage II
Empathy development
Problem-solving and social skills
Managing mental health

Treatment Stage III
Personal victimization
Substance education and dependence
Mood management

Treatment Stage IV
Arousal reconditioning and disclosure
Grooming behaviors
Relapse prevention

Sequence of Core Psychoeducational Groups

Treatment Stage I
Emotions management
Healthy boundaries

Treatment Stage II
Sex education
Understanding mental health

Treatment Stage III
Violence prevention
Sexual harassment

Treatment Stage IV
Thinking errors
Community reintegration
Electives
Relationship skills
Family parenting
Spirituality
Peer associations
Acculturation
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the program is the cooperative relationship
with Seton Hall University that allows trained
family therapists to provide the family treat-
ment under an American Association of Mar-
riage and Family Therapists-approved super-
visor with minimal cost to the facility. The other
programs remain intact while the family ther-
apy is provided as an adjunct. Students in the
Ed.S. and Ph.D. programs in marriage and fam-
ily therapy and family psychology at Seton Hall
University fulfill their requirements for their
practicum and internship while providing a
high level of treatment to the families of Lipman
Hall.

Because the eventual goal of the program is to
reintegrate adolescents back to their homes,
communities, or both, family involvement is a
strong component of treatment. Studies
throughout the years have shown that parental
or family involvement and support in the resi-
dential treatment process is among the stron-
gest predictors of lasting treatment effects
(Fairhurst, 1996; Fanshel, 1975). To ensure suc-
cessful reintegration of adolescents back into
the home, the home must be a positive, safe, and

loving place that will foster the adolescent’s dis-
play of positive behaviors and rational beliefs.
Many of the adolescents’ behaviors have been
influenced by their family scripts and their val-
ues, worldviews, and assumptions. Within the
last decade, Tatana (1993) found that 66% of
children leaving care returned to their biologi-
cal families. The following outlines the family
program and its major components, specified in
six phases.

Components of the Family Program

Phase I

Phase I of the family program provides the
family with an overview of the family therapy
sequence, during the intake process. A bro-
chure, a flow chart, or both is distributed. Work
is done to ensure that that each resident and his
or her family or legal guardians review and sign
all pertinent releases. The family’s participa-
tion in the family program occurs immediately
after the resident’s 30-day treatment team meet-
ing. Prior to this time, the treatment team works
to help assess the resident and family needs
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TABLE 7: Overview of the Screening and Assessment Battery

Total Total
Staff Residents Residents

Instruments or Measures Staff Time Time (%)

Screening
Massachusetts Youth Screening Instrument–Two Mental health clinicians 15 minutes 15 minutes 100
Kaufman Brief Intelligence Test Psychologist 15 minutes 15 minutes 100
Youth Level Services/Case Management

Inventory Screen Mental health clinicians 60 to 90 minutes 60 to 90 minutes 100
Biopsychosocial Assessment Clinicians 60 minutes 60 minutes 100
Juvenile Sex Offender Assessment Protocol Clinicians 30 minutes 30 minutes 30

Assessment
Elevated thought, disturbance or depressed-

anxious, angry or irritable, traumatic experi-
ence and somatic complaints scales Psychology staff 45 minutes 45 minutes 50
• Millon Adolescent Clinical Inventory

Elevated alcohol or drug use Psychology staff 45 minutes 45 minutes 50
• Substance Abuse Subtle Screening

Inventory
Elevated suicidal ideation Psychology staff 25 minutes 25 minutes 50

• Structured Suicide Clinical Interview and
Suicide Probability Scale (SPS)

Elevated Juvenile Sex Offender Assessment
Protocol Psychology staff 90 minutes 90 minutes 20
• Abel Sexual Interest

Inventory Polygraph disclosure
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through the construction of a genogram—
family information provided on the bio-psycho-
social assessment—and through administra-
tion of the Family Adaptability Cohesion Evalu-
ation Scales, an objective instrument. The data
assists in determining the specific interven-
tions, treatment, and later discharge planning
needed. Phase I is a 1-month period.

Phase II
Phase II consists of family orientation groups,

which familiarize and orient the families to the
major components of the program. The family
orientation groups stress the importance of the
family’s involvement in the treatment of the res-
ident. Psycho-education is provided to high-
light how a family’s pattern of behavior influ-
ences its members and how it is the underlying
reason for consideration of family members as
part of the youth’s treatment. Also emphasized
is the idea that the unit of treatment is not only
for the resident but includes the set of relation-
ships in which the resident is imbedded. The
orientation group addresses the nature of treat-
ment within the family program as predomi-
nantly solution-focused and includes specific
and attainable therapeutic goals.

The specific goal of the orientation groups is
getting the families familiar with the program,
reviewing in detail the parent and resident
handbook, the course of treatment, the behav-
ioral level management system, and the various
phases that the family program provides. Fami-
lies are also provided numerous treatment and
community resources to help serve them in their
communities, as needed. In addition, they are
provided pertinent literature on the definitions
and treatment of various mental illnesses, be-
havioral disorders, and so forth.

Participation in Phase II occurs immediately
after the resident’s 30-day treatment team meet-
ing. Phase II consists of a 3-month period of
monthly gatherings, with three groups in total
before the families begin Phase III. One group
leader serves to facilitate this group, which is a
1.5-hour group.

Phase III
Phase III involves the multifamily groups.

These are offered to provide educational and

support services to several different family
units. Groups are provided, and the families
attend the group that pertains to their child.
These groups focus on adolescent development
and behaviors, anger management, defenses,
parental responsibility, supervision, relapse
prevention, family contracts, offense cycles,
thought-feeling-behavior connections, and pro-
tection plans. Alternate family members may be
involved. The groups are conducted with or
without the presence of the resident and are led
by two staff members, as in a cotherapy group
process. The groups are offered in workshop
format, in 8-week cycles for 1.5 hours, on a
biweekly basis. Phase III consists of a 4- to 5-
month period of biweekly gatherings.

Phase IV
Phase IV consists of family therapy. Sessions

involve the biological family, the adoptive fam-
ily, foster or group home parents, the case-
worker, the absent family, or the nonexistent
family. Family therapy is conducted with one or
two clinical staff members. It may mean work-
ing with families to prepare a resident for inde-
pendence or to reintegrate into the family. Fami-
lies may be supportive or nonsupportive,
caring or reflecting the absent family. They can
enhance the treatment process or sabotage it. It
can also mean separating from the family of ori-
gin and dealing with issues such as grief and
loss, dysfunctionalism, and conflict. It some-
times means teaching the resident how to func-
tion as part of a family wherever he or she finds
himself or herself. Having positive relation-
ships in a wide variety of settings is part of the
process.

The family therapy sessions are conducted
with the resident and his or her family, signifi-
cant others, or both in person or telephonically,
based on geographical reasons. Issues such as
communication, relationship building, familial
rules, structure, and family interactions are ad-
dressed in the context of the presenting prob-
lem, with cultural and gender considerations
being continually addressed. Phase IV consists
of 8 to 10 sessions, lasts for a period of 4 to 6
months—or until the treatment goals have been
met—and consists of weekly or biweekly family
therapy sessions.
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Because of the uniqueness of families and the
complexities and differences of all residents,
some residents and their families require more
immediate family therapy or ongoing fam-
ily therapy because of the intensity of family
needs. They may also require crisis interven-
tion at times. This may mean the family begin-
ning Phase IV before other phases or being
involved in Phase IV during participation in
other phases. Table 2 provides information on
family goals and skills to be learned by each
resident.

Phase V

Phase V consists of family discharge groups,
which are offered to provide support services to
the families. The groups are conducted with or
without the presence of the resident and are led
by two staff members, as in a cotherapy group
process. The groups are offered in workshop
format, in biweekly cycles, for a total of eight
groups over a 4- to 5-month period.

The program support specialists, responsible
for connecting the family with outside re-
sources at time of discharge as well as for assist-
ing in the resident’s smooth transition into the
community will be part of the groups, as is a
coleader with one of the family therapists. The
program support specialists prepare the resi-
dent (as discharge approaches) and his or her
family to begin to receive services from profes-
sionals in their area. Ideally, the family begins
therapy with an outside agency or professional
during this phase to ensure a smooth transition
with family work and services once the youth is
discharged back into the community. In addi-
tion, individual family members may need staff
assistance should they need their own services
(addiction services, couple therapy, individual
treatment, and so forth).

Phase VI

The final phase of the family program occurs
after the resident has been discharged and con-
sists of monthly follow-up family therapy ses-
sions as needed. Phase VI continues until the
resident begins family therapy at an outside
agency or until his or her time of discharge to
ensure continuity of services.

Additionally, family counseling interven-
tions include lectures and workshops on family
structure, relationship building, parenting,
domestic violence, and the impact of addictions
on the family unit. The program staff members
maintain contact with and encourage the
involvement of families by doing the following:

• sharing information on the status of their child’s
needs and treatment goals;

• ensuring active parental participation in the treat-
ment plan development, implementation, and goal
attainment;

• providing on-grounds and off-site family counsel-
ing sessions;

• arranging periodic parent or guardian visits and
providing transportation services where necessary;
and

• offering an aftercare support program to provide
continuing support services and assistance to resi-
dents who have returned home or to the community.

Pharmacological Management

Pharmacological management in this context
refers to the administration of medication to
alleviate or minimize psychiatric symptoms.
Having a mental illness is not a fixed and rigid
event, and many adolescents respond posi-
tively to pharmacologic management (Wick,
1996). Mental illness in adolescents is a dynamic
process, with fluctuations in onset, severity, and
symptomatology (Costello, 1989). Generally
influenced by genetic susceptibility and envi-
ronmental issues, adolescents with mental
health disorders require a range of interven-
tions. Not understanding these susceptibilities,
oftentimes adolescents attempt to self-medi-
cate, using illegal substances to treat their psy-
chiatric symptoms and to bolster their self-
image to enact criminal behavior. In fact, the
illicit use of alcohol and drugs further
aggravates symptom severity and complicates
matters.

Prescribing psychoactive medication in-
volves determining information on the type,
history, duration, frequency, and severity of the
mental health disorder in the attempt to further
outline the type of medication that may be best
to use. Questions by the mental health treat-
ment provider should include past medication
history and its effect, determining allergies, re-
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viewing available medication records, and con-
sulting with previous physicians regarding the
course of medication and side effects.

Other pharmacological issues to consider
(Wick, 1996) include the following:

1. Medication noncompliance at the outset of pharma-
cological intervention is expected.

2. Medication side effects should be fully explained
before implementation.

3. Slow progress and medication changes may be nec-
essary during dose stabilization.

4. Concurrent problems and other service needs
should be considered.

5. Family involvement is critical in the decision mak-
ing and pharmacological maintenance.

6. Multidisciplinary collaboration with relevant care
systems is necessary.

7. Adolescent participation is optimal if pharmaco-
logical interventions are to properly work.

Transition Planning

Transition planning implies bidirectional re-
sponsibilities and requires collaboration among
multiple providers (Osher, Steadman, & Barr,
2002). It is understood that some residents will
return home, whereas others may be stepped
down to other less restrictive programs. Efforts
in the past to help residents transition from resi-
dential care indicates the efforts have only been
as good as the residential program’s part-
nerships in the community (Altschuler &
Armstrong, 1994). To move a transition plan-
ning system, the mental health treatment pro-
vider relies on an integrated case management
system to ensure that key individuals in all
the relevant systems are involved (Osher,
Steadman, & Barr, 2002).

The overall goals of the case management
system are to coordinate the timing and deliv-
ery of services and to help each resident and his
or her family extend the residential treatment
parameter after discharge from the program
(Osher, Steadman, & Barr, 2002). The mental
health treatment provider is responsible to
assume care of the resident between the time of
discharge and the first follow-up aftercare ap-
pointment. Information must be clearly com-
municated to the adolescent, family, and com-
munity treatment provider. This responsibility

includes ensuring the residents understand the
following:

1. When, where, and with whom the first aftercare
visit is scheduled.

2. How to access adequate supplies of medication to
last until the first visit with the physician.

3. Whom to contact if there are problems with
medications.

4. Whom to contact at the residential program for cri-
sis management.

5. How to identify and contact community treatment
agencies and providers who will be responsible for
the implementation of services.

6. How to access all of the aftercare treatment
providers.

Transitional planning, established on admis-
sion to the program, allows time for develop-
ment of aftercare services as determined by the
level of community risk and treatment needs.

OTHER PROGRAM COMPONENTS

Behavioral Management-Level
System and Treatment Stage Model

The program integrates a behavioral
management-level system that correlates with
the stages of treatment. Both the level and the
treatment stage system rely on four levels or
stages that must be successively completed, are
hierarchical, and build on knowledge obtained
in the previous level or stage. Each level or stage
emphasizes a major area toward treatment mas-
tery and is divided as follows: Level I: Develop
Readiness for Treatment; Level II: Understand
Behavior Change; Level III: Achieve Behavior
Change; and Level IV: Implement the Relapse
Prevention Plan. The level or stage system
includes specific treatment and behavioral cri-
teria for attainment, and promotion is depend-
ent on resident demonstration of appropriate
thinking, behavior, and treatment progress.
Should a resident meet the criteria for a stage
promotion, he or she shall complete and submit
to his or her mental health treatment provider a
brief stage promotion application indicating
progress in the following areas:

• individual counseling;
• family counseling;
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• process group counseling;
• psychoeducation group counseling;
• academic activities;
• unit activities;
• medication compliance;
• recreational programming;
• justification for stage promotion; and
• plans to maintain behavioral level and stage

promotion.

The treatment provider represents the resident
during the interdisciplinary team meeting.

The behavioral-level system is positive;
therefore, under very rare occasions would a
resident’s level be revoked. However, if a pat-
tern of major violations occurs, the treatment
team reserves the right to appropriately sanc-
tion privileges for an identified period of time.
Any sanctioning corresponds directly to the
violation (i.e., unit restriction does not necessi-
tate school restriction). Only when a resident’s
behavior is deemed high risk should he or she
be considered for school restriction or other
activities pertaining to school (e.g., educational
outings).

Staff Development and Training

All staff members must have had at least 1
year of clinical experience working with adoles-
cents with severe mental, emotional, and sexual
disorders, preferably in a residential treatment
setting, before being considered for employ-
ment. Once employed, all staff members receive
72 hours of preemployment training by subject
matter experts. Each unit of training describes
definitional, identifying characteristics, and
management principles. Each training session
uses role plays and situational-based scenarios
(Underwood, 2001). Participants are adminis-
tered pretests and posttest in each area to deter-
mine mastery and must achieve competency
before working with adolescents. The following
provides an overview of the content domains of
the training units:

• adolescent human growth and sexuality;
• adolescent mental health and personality disorders;
• adolescent substance-use disorders;
• adolescent co-occurring mental health and

substance-use disorders;
• adolescent sexually aggressive behavior;
• mental retardation and developmental disabilities;

• trauma, grief, and loss;
• verbal de-escalation;
• establ ishing and maintaining therapeutic

environments;
• reporting child abuse;
• use of nonmedical restraints and seclusion;
• the treatment planning process;
• human relations and cultural competence;
• overview of the treatment program;
• suicide awareness and crisis response education;
• aggression and fire-setting behaviors;
• on-the-job orientation and training;
• first aid and CPR;
• progress note and other documentation;
• handle with care noncviolent physical intervention;

and
• professionalism and customer service.

Additionally, all staff members receive ongo-
ing training in program management, policy
and procedural updates, quality assurance, and
other relevant areas on a weekly basis.

For the aforementioned interventions to
maintain lasting treatment effects, the clinical
and administrative staff members incorporate
quality assurance procedures to ensure pro-
gram integrity. The program is capable of ensur-
ing the integrity and occurrence of all treatment
interventions. The next section describes these
efforts.

Ensuring Treatment Integrity

The multimodal quality improvement meth-
odology uses multiple mechanisms to ensure
treatment integrity and program fidelity well
into a resident’s community reintegration. En-
suring quality, the clinical leaders must remain
abreast of all potential threats to the program’s
integrity. For example, whenever problems
arise during any shift, the clinical leadership
responds quickly with viable solutions. Multi-
ple audits performed by clinical and admin-
istrative staff personnel measure the quality
improvement of the program. They include
audits focusing on peer review, therapeutic en-
vironment (environmental scales of safety and
wellness), empirical measures, and the effec-
tiveness of on-going training activities. Audits
ensure compliance with the following:

1. Proper documentation is obtained for admitting
residents.
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2. Suicide status information is communicated to all
team members.

3. Residents’ records are managed and updated.
4. Treatment plans are written in behavioral terms.
5. Counseling sessions and requirements are followed.
6. Family contacts are frequently made.
7. Contact with referral agencies is frequently made.
8. Ethical decision making is practiced.
9. Teamwork is constant.

10. Clinical and administrative policies are followed.
11. Effective communication with residents is sought.
12. Treatment input from line-level staff members is

sought.
13. Understanding the power differential as a staff is

practiced.
14. Predicting aggressive behavioral patterns is

practiced.
15. Diffusing conflictual situations is practiced.
16. Controlling countertransference is practiced.

Additional ways that the program ensures
treatment integrity is demonstrated by the
following:

• employing staff members with adequate training
and experience;

• having program managers and mental health treat-
ment providers observe and instruct direct care staff
members in specific tasks with adolescents that are
nonpunitive;

• rewarding direct care for therapeutic interactions
such as staff promotions based on criteria related to
program performance;

• having program managers directly involved in hir-
ing and establishing job action plans for those whom
they supervise;

• having members of the clinical and administrative
team review youth grievances and ensure adequate
follow-up;

• using the services of an external consultant, on a
quarterly basis, to administer a social climate inven-
tory to all staff members and adolescents to deter-
mine unit stability, safety, and wellness;

• having program managers perform weekly program
audits determining the completion of core program
components with the results of the audits discussed
during weekly staff meetings;

• having residents and family members complete sat-
isfaction surveys, providing opportunities for resi-
dents and their families to respond to a wide variety
of program concerns;

• holding daily morning meetings with all program
managers and treatment professionals to review crit-
ical incidences from the previous day. This meeting
is facilitated by the facility and treatment director
and provides information on trends and patterns of
program integrity; and

• ensuring performance measures are directly related
to job competence.

Last, to measure the impact of the new employ-
ment training, all staff members participate in
preceptorship and supervision activities. The
plan involves on-the-job shadowing, staff meet-
ings, in-services training, professional work-
shop training, and supervision activities.

SUMMARY

Though limited, the relevant literature re-
viewed has focused on clinical characteristics
and long-term residential treatment needs of
adolescent delinquents and nondelinquents
involved in both the mental health and juvenile
justice systems. As the limited literature makes
it difficult to draw generalizations, this article
specifically focused on clinical characteristics
and treatment components shared by adoles-
cent delinquents with mental illness in residen-
tial treatment programs. The reviewed litera-
ture supported the limited database on clinical
characteristics and long-term residential treat-
ment services for adolescent delinquents with
mental health disorders involved in both
systems.

Consequently, efforts to develop evidence-
based community residential treatment prac-
tices for this population have been limited,
making it difficult to predict which placement
system is the best option—community versus
corrections. Hence, attempts to keep adolescent
delinquents with mental health disorders out of
youth residential corrections facilities and to
place them in less restrictive environments has
been met with subjective decision-making pro-
cedures. Inadequate program planning by
community-based residential treatment pro-
grams have often left many adolescents in the
same, or worse, emotional crises they were in
before residential placement (Underwood,
2002). With the majority of information from
clinical practice and promising models to guide
the development of valid residential treatment
options, mental health administrators have
begun designing and implementing treatment
options.

In light of concerns presented, we have
argued that the treatment of adolescent delin-
quents with mental illness should not occur in
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youth residential corrections facilities. The
treatment instead requires the integration of
cognitive-behavioral theory, assessment, and
treatment interventions in practical ways that
hold the adolescent accountable while ensuring
that underlying mental illnesses are brought to
the surface and are appropriately treated in resi-
dential treatment programs. Fortunately, the lit-
erature supported that the term mental illness,
even with its multiple definitions, includes de-
linquent and nondelinquent adolescents with
varying symptom manifestations such as that
the clinical characteristics of each population
are similar and that treatments should rely on a
multimodal approach. With the macro goal of
treatment being mental health reduction, acqui-
sition of prosocial skills, and the reduction of
future criminal acts, it is argued that neither the
mental health or juvenile justice systems, on
their own, can reliably treat the needs of these
adolescents. Thus, a comprehensive and well-
coordinated treatment program for adolescent
delinquents with mental illness should include
both treatments to address the mental health
symptoms and criminal behavior (Underwood
et al., 2001).

The multimodal cognitive-behavioral treat-
ment approach as described in this article is an
example of how collaborative efforts between
mental health and juvenile justice administra-
tors have forged the development of treatment
strategies for adolescent delinquents with men-
tal illness. The approach has been made explicit
to all staff members, and they have been trained
in the theory, assumptions, goals, and objectives
of the program. Specific treatment goals are ad-
dressed, and objective measures are used before
and after treatment stages to assess knowledge
obtained. Additionally, the program is rigor-
ously supervised, and multiple measures are in
place to ensure program fidelity.

The emergence of adolescents as a relevant
research population in the study of adolescent
delinquents with mental illness has encouraged
careful analyses of the development of newly
emerging treatment strategies. Short- and long-
term outcome studies are needed to capture
pertinent information for 18 to 36 months after

discharge from programs. The focus of these
studies should not only provide measures of
technical violations (rearrests, and so on), but
should provide measures of positive outcomes
such as school attendance, substance use, peer
association, and community involvement.

Future studies should address the following
questions: (a) Which elements of the residential
program are most likely to produce lasting posi-
tive outcomes? (b) Are there certain clinical
characteristics most consistent with the goals
and objectives of the program; and (c) What fac-
tors of mental health treatment providers
matching have positive effects on mental health
stability of adolescents?

Future longitudinal studies should be exam-
ined to determine if there are critical clinical
characteristics that would improve the ability of
researchers and clinicians to determine the most
appropriate treatment setting for adolescents.
For example, an adolescent male exhibiting vio-
lent behavior with elevated risks of measures of
delinquency and mental health risk might be
better served in a youth residential corrections
program until such a time that he could benefit
from treatment interventions offered in a less
restrictive environment.

Focus on levels of aggression and their medi-
ating impact on delinquent adolescents with
mental illness is also important, as the body of
literature indicates aggression may be a marker
of future violence and involvement in the justice
system (Guerra & Slaby, 1990; & Odgers &
Moretti, 2002). Adolescents’ self-reports of high
antisocial attitudes could be compared to their
delinquency risk scores to flesh out the implica-
tions suggesting that antisocial attitudes or
behaviors may be a meditating factor in treat-
ment. Additionally, future studies might ad-
dress the impact of affective disorders with
community stability.

As previously stated, the juvenile justice sys-
tem is not designed to provide sophisticated
mental health services for large numbers of
adolescents with mental health disorders.
Research is needed to assist mental health and
juvenile justice administrators to better under-
stand and differentiate the overlapping inter-
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play with theirs and other systems that claim to
treat adolescents.

IMPLICATIONS FOR PRACTICE,
POLICY, AND RESEARCH

• For treatment interventions to maintain lasting treat-
ment effects, the clinical and administrative staff
members incorporate quality assurance procedures
to ensure program integrity.

• The involvement of the family is a critical compo-
nent in ensuring compliance and developing skills
necessary to build and support productive lifestyle
changes.

• Some delinquent adolescents manifest several char-
acteristics that are possibly biologically based com-
ponents of executive cognitive dysfunction or disor-
ders of behavioral self-regulation.

• Treatment requires the integration of cognitive-
behavioral theory, assessment, and treatment inter-
ventions in practical ways that hold the adolescent
accountable while ensuring that underlying ill-
nesses are brought to the surface and appropriately
treated in residential treatment programs.

• The multimodal cognitive-behavioral treatment
approach as described in this article is an example of
how collaborative efforts between mental health and
juvenile justice administrators have forged the
development of treatment strategies for adolescent
delinquents with mental illnesses.

• As the field of residential treatment and research
expands, it will be critical that the contingencies
used for treatment maintenance with the adoles-
cents promote long-term behavioral change once the
adolescent returns to the community.

• Short- and long-term outcome studies are needed to
capture pertinent information for 18 to 36 months
after discharge from programs.

• Future studies should not only provide measures of
technical violations (rearrests, and so forth), but
should provide measures of positive outcomes such
as school attendance, substance use, peer associa-
tion, and community involvement.

• Future studies should address the following ques-
tions: (a) Which elements of the residential program
are most likely to produce lasting positive out-
comes? (b) Are there certain clinical characteristics
most consistent with the goals and objectives of the
program; and (c) Which factors of mental health
treatment provider matching have positive effects
on mental health stability of adolescents?.

• Future longitudinal studies should be examined to
determine if there are critical clinical characteristics
that would improve the ability of researchers and cli-
nicians to determine the most appropriate treatment
setting for adolescents.
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