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Screening and Assessing the Mental

" Health and Substance Use Needs of

African-American Youth

By Lee A. Underwood

Introduction

Out of necessity, most juvenile
justice systems offering screening and
assessment services to African-
American youth with co-occurring
mental health and substance use needs
have relied on inappropriate instru-
ments and methodologies. This has led
to the inconclusive and unreliable
analysis of the actual needs of African-
American youth with co-occurring dis-
orders. There is an urgent need for
proper guidelines, testing, and inter-
view materials, and for acceptable pro-
cedures for African-Americans’ treat-
ment upon entering the juvenile justice
system.

The current state of affairs results
in a population of juvenile offenders
which has slipped through the cracks,
unable to receive effective treatment
for their specific disorders. The gen-
eral area of screening and assessing co-
occurring disorders has consumed
enormous amounts of energy on the
part of juvenile justice professionals in
the reformulation of their ideas and
notions. Now that such professionals
have acquired expertise and experience
in the area of screening and assessment,
it is time to address the specific needs
of African-American youth with co-
occurring disorders.

Available research has noted ma-

jor discrepancies in the screening, as-
sessment, and treatment involvement of
minority youth, particularly African-
American youth as compared with Cau-
casian youth in the juvenile justice sys-
tem (Isaacs, 1992; Rubin, 2001). The
overrepresentation of minorities in the
juvenile justice system, and the under
utilization of mental health and sub-
stance use services for African-
American youth, ultimately raises seri-
ous concerns about the treatment of
these youth. What happens to African-
American youth when they are not ap-
propriately screened and assessed for
co-occurring mental health and sub-
stance use problems?

General prevalence statistics indi-
cate that African-Americans increas-
ingly are coming into contact with the
juvenile justice system for all types of
offenses. These youth represent 15%
of the American youth population; yet
they continue to comprise the majority
of adolescents involved in the juvenile
justice system. Data from 1997, dem-
onstrates that African-Americans con-
stitute 26% of juvenile arrests, 32% of
referrals to juvenile courts, 41% of per-
sons held for secure pretrial detention,
52% of individuals transferred to crimi-
nal courts, and 46% of those sentenced
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to correctional facilities (Rubin, 2001).
They have more contact with law en-
forcement, are more likely to be held in
detention and training schools, and
have more referrals for felony offenses
with more restrictive dispositions.

There is, then, minority overrepre-
sentation and disproportionate minority
confinement. The former refers to the
harsher treatment of minorities in com-
parison to their Caucasian counterparts
by the juvenile justice system at every
stage. The latter is a subset involving
only the harsher treatment of minorities
detained at secure facilities during pre-
trial and post-dispositional stages.

The culmination of these phenom-
ena strongly argues that many of the
African-American youth involved with
the juvenile justice system have co-
occurring mental health and substance
use issues. Consequently, juvenile jus-
tice, mental health, and substance use
practitioners across the nation increas-
ingly face the arduous task of screen-
ing, assessing, and treating youth with
co-occurring disorders, particularly
African- American youth.

The following sections discuss
opportunities to incorporate key issues
into the screening and assessment of
African-American youth in contact
with the juvenile justice system. First,
information on minority overrepresen-
tation and disproportionate minority
confinement in the juvenile justice sys-
tem and its association with under de-
tection and under treatment is pre-
sented. Second, an overview of co-
occurring disorders and its difficult
problem in screening and assessment is
offered. Third, principles of cultural
competency guide readers to ensure
accuracy in the process of screening
and assessing youth. Fourth, principles
of screening and assessment are pro-
vided. This fourth section focuses on
the four major principles of screening
and assessment: selection of instru-
ments, administration and interpreta-
tion of instruments, key clinical signs
and symptoms, and reporting the re-
sults. Fifth, a review and synthesis of
commonly used instruments are pre-
sented. This section includes the name
of the instrument, its validation with a
juvenile justice population, information
on training required for administration,

scoring and interpretation, and research
on ethnic differences. Sixth, recom-
mendations are provided to assist the
field in focusing on areas of future re-
search.

Minority Overrepresentation and
Disproportionate Confinement
Minority overrepresentation and
disproportionate minority confinement
is a predictor of arrest, incarceration,
and release, and of juvenile justice in-
volvement rather than involvement
with the mental health system (Issacs,
1992). This phenomenon coupled with
the implementation of improper screen-
ing and assessment methodologies re-
late to negative characterization of Af-
rican-American youth. These charac-
terizations often add barriers that pre-
vent the identification of mental health
problems experienced by African-
Americans, including rage. Their be-
haviors are de-contextualized and diag-
nosed as symptoms of “anti-social act-
ing out,” “manipulative and willful,”
and “aggressive.” Such labels not only
perpetuate low self-esteem and self-
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JUVENILE CORRECTIONAL MENTAL HEALTH REPORT

Executive Editor: Fred Cohen, Esq.

Managing Editor: Jodi Jackson, M.A.
Publisher: Fred Cohen, Esq.

Publishing Director: Linda Mitchell
Contributing Editor: Lee Underwood, Psy.D.
Contributing Editor: Christopher Sullivan, M.A.
Education Consultant: Marisa Ostroff, Ed.D.
Marketing Consultant: Rachel Brichan

Media Consultant: Roger Cohen

Juvenile Consultant: Reuben Jackson-Cohen

Juvenile Correctional Mental Health Report (ISSN
1531-7285) is publisbed by Correctional Mental Health
Specialists, LLC, 9771 E. Vista Montanas, Tucson, Ar-
zona 85749. Subscriptions: $120.00 per year in the United
States and Canada.

POSTMASTER: Send alt address changes to Correctional
Mental Health Specialists, LLC, 9771 E. Vista Montanas,
Tucson, Arizona 85749.

Affiliations shown for identification purposes only. Opin-
ions exp d do not ily reflect the positions or
policies of a writer’s agency or association. All rights
reserved. Unauthorized copying expressly prohibited.

Editorial Board

Lisa Melanie Boesky, Ph.D., Clinical Psycholo-
gist, Seattle, WA

Allen F. Breed, Retired.Director, National Insti-
tute of Corrections and Department of Youth
Authority, State of California

Jan C. Costello, Professor, School of Law,
Loyola Marymount University, Los Angeles, CA

Debra K. DePrato, M.D., Associate Professor,
Dept. of Public Health & Preventative Medicine;
Director, Juvenile Corrections Program, Louisi-
ana State University

Thomas Grisso, Ph.D., University of Massachu-
setts Medical School

Lindsay M. Hayes, M.S., Assistant Director,
National Center on Institutions & Altemnatives,
Mansfield, MA

Terry A. Kupers, M.D., M.S.P., Professor, The
Wright Institute, Oakland, CA

Orlando L. Martinez, Commissioner, Depart-
ment of Juvenile Justice, Atlanta, GA

Geno Natalucci-Persichetti, Director, Ohio
Department of Youth Services, Columbus, OH

Michael S. Pinkert, Chairman & CEO, MHM
Services, Inc., Vienna, VA

H. Ted Rubin, Consultant, Juvenile & Family
Courts and Justice Systems, Former Judge, Den-
ver Juvenile Court, Boulder, CO

Robert G. Schwartz, Executive Director, Juve-
nile Law Center, Philadelphia, PA

Leta D. Smith, Ph.D., Director of Mental Health,
New York State Office of Children & Family
Services, President, Forensic Mental Health, Inc.

Pablo Stewart, M.D., Chief of Psychiatric Services,
Haight Ashbury Free Clinic, San Francisco, CA

Lee A. Underwood, Psy.D., L.P.C., Program
Director, Regent University School of Psychology
& Counseling, Clinical Director, The Pines Resi-
dential Treatment Center, Virginia Beach, VA

The information in this publication is not intended to replace the services of a trained legal or health professional. None of the material rep

d here from wh

source is offered as legal, medical or psycho-

logical advice. The editors, contributors and Correctional Mental Health Specialists, LLC specifically disclaim any liability, Joss or risk, personal or otherwise, which is incurred as a consequence, directly or indi-
rectly, of the use and application of any of the contents of this publication. For reprint details and back issues, contact CMHS, LLC at the above address.




Page 56

Juvenile Correctional-Mental Health Report

May/June 2002

(PRINCIPLES, from page 50)

fulfilling prophecies, but also com-
pound difficulties in addressing the
underlying etiology of emotional and
high-risk behaviors leading to delin-
quency. With limited access to treat-
ment and resources to meet their needs,
many African-American youth express
their distress.by engaging in high-risk
behavior, school truancy, gang-related
activities, abusing substances, and
minimizing mental health symptoms.
These youth are consequently labeled
delinquent.

Despite the increasing numbers of
African-American youth coming in
contact with the juvenile justice sys-
tem, little information is available re-
garding their characteristics as they
traverse various correctional, educa-
tional, health, child welfare, mental
health, and substance abuse systems.
This is pronounced in the lack of evi-
dence-based and psychometrically
sound instruments derived from this
population. The dearth of epidemiol-
ogical studies on the prevalence of
mental health and substance abuse con-
cemns impacting the lives of African-
American youth further pronounces
this concern. The next section provides
an overview of co-occurring disorders
and its associated outcomes.

Overview of Co-Occurring Disorders

Co-occurring disorders are varied
and complex by virtue of simultane-
ously having multiple clinical syn-
dromes . The term is consistently used
to describe the existence of two or
more disorders; one as substance use
and the second referring to a clinical
syndrome or mental health disorder.
Mental health disorders consist of those
that meet the criteria for some of the
disorders listed in the Diagnostic Statis-
tical Manual, Fourth Edition, Text Re-
vision (American Psychiatric Associa-
tion, 2000). References in this docu-
ment to mental health disorders gener-
ally refer to disorders that substantially
impair judgment, mood, or thought
when accompanied by functional im-
pairment. Individuals with co-
occurring disorders are heterogeneous
in terms of psychiatric diagnoses, use
of substances, and degree of dysfunc-
tion or impairment (Osher and Drake,

1996). Indeed, there is no typical
dually diagnosed youth. Further, there
is a great deal of heterogeneity within
diagnoses and types of substances
abused. For example, the alcohol
abuser can be classified into subgroups
on the basis of etiology, family history,
course, prognosis, and treatment re-
sponse (Bukstein et al., 1989).

The number of all juvenile of-
fenders presenting with mental disor-
ders continues to increase. Studies
demonstrate that 20% to 30% of all
juveniles who enter the justice system
have serious mental disorders while
50% to 75% have other service needs
(Davis, Bean, Schmacher & Stringer,
1991; Timmons-Mitchell, 1997). Re-
sults from the Office of Juvenile Justice
Delinquency Program’s (OJJDP) Pro-
gram of Research on the Causes and
Correlates of Delinquency indicates
that 50% of drug-using males and 20%
of drug-using females were persistent
serious delinquents (Huizinga, Loeber,
Thomberry & Cothern, 2000).

The presence of co-occurring dis-
orders in youth enhances the risk for all
youth to behave more impulsively and
aggressively (Underwood et. al, 1997).
These youth are at great risk for nega-
tive outcomes in several dimensions of
their lives (Greenbaum et al., 1996;
Kaminer and Frances, 1991; Osher and
Drake, 1996). These dimensions are
reflected in behaviors that complicate
matters in treatment and rehabilitation;
they negatively impact not only the

. youth’s present ability to adjust, but

also his or her transition through soci-
ety and psychosocial development into
adulthood. When compared with youth
having one or no disorders, the youth
under discussion are at elevated risk for
the following: depression (Capaldi,
1992; Zoccolillo, 1992), with adoles-
cent girls displaying relatively higher
rates of depressive disorders (Angold
and Rutter, 1992; Robins and Reiger,
1991; Timmons-Mitchell et al., 1997);
suicidal behavior (Timmons-Mitchell et
al, 1997); deviant sexual behavior
(Kraemer, Spielman, and Salisbury,
1995); impulse, aggression,. and per-
haps violence (Underwood, Walter and
Walter, 1997; Villani, 1999); and, rapid
progression from initial use to drug
dependence.

Those with co-occurring disorders

have poorer prognoses for involvement
in treatment than those with singular
disorders.  Individuals with co-
occurring disorders in the community
have been found to experience the fol-
lowing: poor medication compliance,
decreased likelihood for successful
completion of treatment, more rapid
recurrence of symptoms following re-
lease from treatment, admittance to
psychiatric hospital beds at high rates,
and high service utilization (Cuffel and
Chase, 1994; Davis et al., 1991;
Timmons-Mitchell, 1997).

Other studies of adult offenders
with co-occurring disorders in treat-
ment have shown that they are more
likely than those in the general popula-
tion to experience pronounced difficul-
ties in employment, family and social
relationships, and physical health, in-
cluding vulnerability to HIV and other
medical problems (Peters and Hills,
1997). There is no reason to expect
that juvenile offenders would not simi-
larly experience psychosocial and ad-
justment problems. The inadequacy of
services currently in place will have
serious consequences for youth as they
move into adulthood (Cocozza, 1997).

The assessment and treatment of
youth with co-occurring disorders ne-
cessitates the collaborative systems of
care: juvenile justice, substance abuse,
mental health, child welfare, and edu-
cation. Each of these systems has dis-
tinct philosophies of treatment and re-
habilitation by which they measure and
achieve success. Blending their con-
cemns and resources would help ensure
proper and efficient care for these indi-
viduals.

In order to successfully blend the
concerns of collaborative systems, an
understanding of cultural competency
is needed. The next section provides a
rationale for this phenomenon to be
present at all stages of the screening
and assessment process.

Cultural Competency

Juvenile justice, mental health,
and substance abuse practitioners also
face another challenging responsibility.
They must address the needs of Afri-
can-American juvenile offenders with
co-occurning disorders while practicing

(See PRINCIPLES, next page)
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the principles of cultural competency.

Cultural competence includes an
awareness of how language, class,
and ethnic factors; worldview and
communication styles innate to mi-
norities; and, one’s own biases influ-
ence the different facets of the screen-
ing and assessment process (Sue,
Carter, Casa, Fouad, lvey, Jensen,
LaFromboise, Manese, Ponterotto &
Vasquez-Nuttall, 1998).

When regarding African-
American juveniles with co-occurring
disorders, screenings and assessments
must be culturally competent to en-
sure accuracy in the process. Practi-
tioners who do not adhere to princi-
ples of cultural competence during the
screening and assessment of African-
American youth may produce results
that are culturally biased. Subse-
quently, misdiagnoses as well as poor
and ineffective treatment and rehabili-
tation plans may result. .

The requirement of cultural
competence demands that practitio-
ners at various points in the juvenile
system observe certain guidelines that
require special preparation in test ad-
ministration. The preparation neces-
sary for such development consists of
educating oneself on the general
worldview and customs of the Afri-
can-American population; recogniz-
ing fears, taboos, and acceptable sub-
jects of discussion among minority
youth; consulting with practitioners of
similar cultural background and de-
veloping a knowledge of minority
youths® general perceptions (levels of
acceptance or rejection) concerning
screening and assessment procedures;
and, implementing engagement strate-
gies with family members to facilitate
therapeutic alliance. Achieving this
level of preparation may require on-
going training by attending work-
shops, in-services, or small group
discussions on the topic.

Practicing culturally competent
principles in the screening and assess-
ment process is the first step in im-
proving the reliability and conclu-
sions made about African-American
youth. However, the next section
focuses on some basic principles of
screening and assessment in the over-

all analysis of youth.
Principles of Screening and Assess-
ment

As noted earlier, the pivotal com-
ponent to overcoming the challenges of
effectively treating African-American
youth with co-occurring mental health
and substance use disorders lies in ap-
propriate screening and assessment
practice. Screening and assessment
help juvenile justice, mental health, and
substance abuse practitioners to iden-
tify co-occurring diagnosed youth be-
fore further penetration into the juve-
nile justice system. This enables the
implementation of the most beneficial
treatment for such offenders. In many
cases, identified youth may be diverted
from the juvenile justice system alto-
gether.

Although appropriate screening
and assessment practice is critical,
practitioners should be aware of the
practical procedures that may hinder or
enhance the process. The following
section provides information on the
four major procedures: selection of
instruments, administration and inter-
pretation of instruments, recognizing
key clinical signs and symptoms, and
reporting the results.

Selection of Instruments. A compre-
hensive screening and assessment proc-
ess provides information about the
emotional, substance use, bebavioral,
and juvenile justice information con-
cerning the youth. No single instrument
can provide all of this information.
Therefore, a battery of instruments is
recommended. The basis for selecting
the appropriate instruments for screen-
ing and assessment relies on the com-
bined influence of several factors.

First, the reason that the juvenile
was referred for screening and assess-
ment should be examined before select-
ing combinations of instruments. The
combination of instruments used
should ultimately respond to the needs
of the referring system or agency.

The second factor includes the
specific areas to be screened and as-
sessed. Screening is the initial method
of detecting juveniles with possible
mental health and substance use disor-
ders. During the screening phase of the
process, only a few areas are routinely
evaluated. They include intellectual

functioning, mental health, substance
use, co-occurring disorders, and risk for
further delinquent behavior. Assess-
ment involves a more in-depth evalua-
tion. The specific areas of interest in
assessment normally include intellec-
tual functioning, mental health, sub-
stance use, co-occurring disorders,
family dynamics, eddcational status,
juvenile justice risk, and other critical
domains that may affect a youth’s level
of functioning.

Third, the psychometric properties
of the instruments must be considered.
Only instruments with the strongest
research support, reliability, and valid-
ity should be selected. Instruments
should be chosen that ensure linguistic

comparability, clinically relevant cul--

tural characteristics, assessment of ac-
culturation and bi-culturation, and as-
sessment of culture-specific dimensions
of family functioning.

Fourth, budget constraints, cost
efficiency, and general availability of
instruments require continual consid-
eration. An attempt should be made to
select instruments that are either public
domain or -offered at low cost. Also,
they should be readily accessible from
various resources.

Fifth, the gender of the youth
must be considered. Females’ patterns
of offending, which are often different
in scope and motivation, require addi-
tional approaches to traditional screen-
ing and assessment methodologies.
These include understanding the unique
needs of females, valuing the female
perspective, honoring her experience,
celebrating the contributions of girls
and women, and respecting female de-
velopment (Prescott, 1997).  Slight
adaptations in the content and structure
of screening and assessments may be
needed. Although the manifestation of
these symptoms may vary in intensity,
frequency, and duration, it is important
that instruments and other diagnostic
protocol consider the differences.

In a study investigating the vary-
ing mental health needs of female and
male incarcerated juvenile delinquents,
it was found that prevalence of mental
health disorders among females was
84% in comparison to 27% among
males (Timmons-Mitchell, Brown,

(See PRINICPLES, next page)
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Schulz, Webster, Underwood & Sem-
ple, 1997). Research on female juve-
niles’ diagnoses using the Diagnostic
Interview for Children and Adolescents
found the following frequency of men-
tal health disorders among the sample:
100% conduct disorder, 87% substance
abuse, 80% mood disorder, 47% anxi-
ety disorder, 20% Attention Deficit
Hyperactivity Disorder, and 20% enu-
resis (Myers, Burkett, Lyles, Stone &
Kemph, 1990; Timmons-Mitchell
etal, 1997). In order to effectively
determine the individual needs of fe-
male juveniles in the justice system,
practitioners must carefully consider
gender differences throughout the
screening and assessment phase. Just
as gender differences require different
approaches, so should cultural differ-
ences.

Numerous instruments could be
included in a battery for screening and
assessment. However, many have been
designed separately for measuring
mental health, substance use, behav-
ioral, and juvenile justice information.
Therefore, for co-occurring issues, one
must try to synthesize theoretical, re-
'search, and clinical issues from the
literature into a common set of instru-
ments for effective and comprehensive
service planning. The next step in-
volves the administration and interpre-
tation of the instruments.

Administration and Interpretation of
Instruments. The administration and

interpretation of screening and assess--

ment instruments consist of administer-
ing procedures, scoring, gathering the
facts, and interpreting the results. Ide-
ally, the administration should occur in
a quiet and safe place. This practice
controls for any distractions that may
negatively influence the youth’s per-
formance on various instruments.

The practitioner’s perception of
African-American youth with co-
occurring disorders is very important.
A biased perception of these youth may
contribute to a misinterpretation of the
facts. It is crucial that the practitioner
does not view the youth as helpless,
disabled, impaired, victimized, poor,
needy, and/or wounded (Isaacs, 1992).
The youth is in need of screening and

assessment services from a practitioner
who seeks to fully understand the dy-
namics of the youth’s culture (Boyd-
Franklin, 1991; Isaacs, 1992). A nega-
tive bias disregards the inherent
strengths of African-American youth
and their culture. Consideration of the
youth’s strengths may be used during
treatment planning to assist the youth
in achieving stability, wholeness, and,
ultimately, rehabilitation. Therefore,
practitioners should ensure that their
face-to-face clinical interviews are cul-
turally competent and that they exer-
cise appropriate clinical overrides.
Sound clinical judgment based in the
best practices literature should be util-
ized whenever notable discrepancies
occur among the results of instruments;
it helps prevents erroneous conclu-
sions.

A clinical override refers to the
process of recognizing and exercising
sensitivity to cultural nuances of mi-
nority populations by a practitioner. It
enables him or her to investigate and/or
resolve any discrepancies due to cul-
tural biases of instruments by obtaining
more accurate information regarding
the areas under assessment. Appropri-
ate clinical overrides include the practi-
tioner’s interpretation of instrument
results in light of the youth’s degree of
acculturation, an understanding of the
youth’s worldview, idiosyncrasies of
slang language, and the motivation
behind certain behaviors. Clinical over-
rides serve as a safeguard against cul-
tural bias and inaccurate evaluations.

A culturally competent clinical
interview is the standard method of
investigating an African-American
youth’s level of acculturation. Con-
cerning the four areas of investigation,
it is often found that African-American
youth differ in comparison to their
Caucasian counterparts in several ar-
eas. African-American youth generally
have a present time orientation as op-
posed to futuristic perspective, a collat-
eral sense of relationships versus indi-

_vidualistic, and a harmony with nature

perspective contrary to a mastery over
nature perspective. Only in the area of
human activity do African-Americans
and Caucasians tend to agree. Each
normally prefers a “doing” mode of
activity.  Unlike many Caucasian
youth, African-American youth often

find themselves negotiating a number
of double binds particular to their mi-
nority status. For instance, the same
decisions encouraged as healthy infor-
mation sharing for Caucasians
(disclosing family dynamics) can con-
stitute “disloyalty” in African-
American youth resulting in colliding
desires and seen as resistance to the
treatment process. Many African-
American youth and their families are
unable to separate themselves from
environments and the values of those
environments that place them at risk
for fully accessing services in their
community.

While the aforementioned proce-
dures are necessary in the total ap-
praisal of youth, practitioners must also
recognize key clinical signs and symp-
toms of youth.

Recognizing Key Clinical Signs and
Symptoms. African-American youth
in contact with the juvenile justice sys-
tem who have complicated mental
health and substance abuse needs do
not fare well in juvenile justice set-
tings. Anecdotal and current research
suggest there are significant differences
in the manifest signs and symptoms of
mental health and substance abuse,
patterns of aggression, socialization,
environmental stressors, and develop-
ment. Screening and assessing co-
occurring disorders in the juvenile jus-
tice system should examine relevant
information on co-occurring, mental
health, substance abuse, criminal his-
tory, and current criminal justice status.
This may reveal the secondary and
tertiary gains behind the actual crimi-
nal behavior.

While some of this information
may be obtained from the objective
instruments, the culturally competent
clinical interview allows for an indi-
vidualized approach to obtaining infor-
mation on critical symptoms that need
to be addressed. These symptoms in-
clude those manifestations of co-
occurring disorders, mental illness,
substance abuse disorders, and juvenile
justice issues. The following section
provides specific information on signs
and symptoms most commonly seen in
youth with co-occurring, mental health,
substance abuse and juvenile justice

issues.
(See PRINCIPLES, next page)



Page 59

Juvenile Correctional Menta] Health Report

May/June 2002

(PRINCIPLES, from page 58)

Signs and Symptoms of

Co-Occurring Disorders

o Unpredictable deterioration of
current mental health function-
ing

» Episodic rageful behavior

e Unusual affect, appearance,
thoughts, or speech

¢ Mental confusion and disorien-
tation

o Compartmentalized and frag-
mented thinking '

o Excessive clingy and attention-

seeking behavior

Drug-seeking behavior

Hypervigilance and paranoia

Excessive curfew violation

Negative peer association

Intense parental conflict

Elevated or lowered vital signs

Excessive risk taking '

Signs and Symptoms of Mental

Ilness

e Acute mental health symptoms

e Chronic mental health symp-

toms

Suicidal behavior

Homicidal behavior

Onset of mental health issues

Degree of past and current

trauma

Family history of mental illness

Prior mental health counseling

Out of home placement

Presence of personality dysfunc-

tion

e Degree of agitation and explo-
siveness

e Degree of impulsivity and sex-
ual perversity

Signs and Symptoms of Substance
Abuse

e Signs of acute drug or alcohol
intoxication

Drug tolerance or withdrawal
Physical impairment due to use
and abuse

Cognitive deficits

Other addictive patterns
Drug-seeking behavior

Family history

Prior treatment involvement

Juvenile Justice Information

What Types of Juvenile Justice In-

formation Should be Assessed?

e Juvenile justice history

¢  Family history of criminal involve-
ment

o Substance related offenses

e Disciplinary incidents while incar-
cerated )

e Use of seclusions and restraints
while incarcerated

e Validation of aggressive behaviors

Current Juvenile Justice Status

Police reports

Victim statements

School records

Social treatment

Medical records

Process of victim selection

Use of force, weapons, and vio-

lence

Ritualistic processes

e Self-destructive behaviors

e Denial and minimization

o Impulse control and compulsivity
Recognition of the aforemen-

tioned issues forms the framework for

the reporting the results. The next sec-

tion provides additional information to

be shared with the youth, his/her fam-.
" ily, and treatment providers.

Reporting the Results. The screening
and assessment process is complete
only after the results have been shared
with the referral source and family
members. The report is the summation
of the results from the screening and
assessment procedures. It should be
written immediately after the comple-
tion of the battery of instruments, be-
cause the preparation of the document
is integral to information sharing. The
findings and organization of the report
are partially dependent on the chosen
instrument battery. If cultural compe-
tence was achieved during the selection
and administration of instruments, the
content of the report should reflect it.
All youth and their families de-
serve a well-written report; it is likely
to follow the youth for many years.
Consequently, it should communicate
succinctly the co-occurring phenome-
non of mental and substance abuse dis-
orders and critical juvenile justice in-
formation. The report should reflect the

individuality of the youth. It should not
be simply a collection of scores and
interpretative remarks, but should inte-
grate the scores from each instrument
with behavioral observations, attitudes,
cultural factors, temperament, case
history information, and personality
variables.

When constructing the report,
consideration should be given to the
setting and location of test administra-
tion. Situational factors such as the
youth’s difficulty or ease in adjustment
to the correctional facility must be con-
sidered. The document should contain
specific examples of the juvenile’s be-
havior, which exemplify his or her
overall demeanor and response to the
screening and assessment process. It is
crucial for African-American youth
that clinicians preface their conclusions
concerning this matter with culturally
relevant information gathered during
the process. Additionally, information

. gathered from family members and

other collateral sources should be re-
flected in the report.

Recommendations should be
made with an understanding of the
needs of the youth, his or her family,
school, and the community. Inattentive-
ness to factors within the African-
American culture that influence each of
these areas may result in inappropriate
recommendations. The referral source
should implement the recommenda-
tions as soon as possible and ensure
that applicable information is shared
across all care systems. A typical re-
port should provide the following infor-
mation: identifying information, reason
for referral, current situation, pertinent
background history, mental status/
behavioral observations, screening and
assessment results, clinical and diag-
nostic impressions, summary, and rec-
ommendations.

How does one go about choosing
the actual screening and assessment
instrument? The next section provides
information most relevant to practitio-
ners in choosing the instruments.

Review and Synthesis of Instru-
ments )
The following section of this
document is included to inform readers
of the most effective screening and

(See PRINCIPLES, next page)
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assessment instruments to determine
the mental health and substance use
needs among youth at various points in
the juvenile justice system. Although
there are numerous screening and as-
sessment instruments, the following
description of relevant characteristics
most useful for practitioners helped
guide the inclusion of these instruments:
validation for juvenile justice popula-
tion, cost factors, training required for
administration, scoring and interpreta-
tion, research on ethnic differences, and
domains measured. (Please refer to Ta-
bles 1, 2, 3 for a review and synthesis of
commonly used instruments.) Those
instruments with the associated mark of
“X” indicate its association with that
particular category. For a detailed
analysis of these and other instruments
and information on how to obtain them,
please refer to the emerging study on
screening and assessing juveniles with
co-occurring disorders in the juvenile
justice system (Underwood and Grisso-
expected publication date spring, 2002).

Conclusion and Recommendations
Despite the heightened interest in
co-occurring  disorders, the screening

and assessment of youth experiencing

this phenomenon remains a complex
clinical and practical process. This proc-
ess is even more complex when it in-
volves African-American youth. Yet,
this does not justify the occurrence of
poor, ill-advised screening and assess-
ment procedures for this population.
Instead it should motivate every clini-
cian to be particularly conscious of this
matter and recognize that principles of
cultural competency must be exercised
throughout the screening and assessment
process.

Co-occurring screening and assess-
ment instruments should measure emo-
tional, behavioral, chemical risk, and,
criminal characteristics that create prob-
lems in youths’ performance or their
families’ performance. It involves spe-
cialized and skillful implementation of
procedures across a wide range of ser-
vice systems and providers. The practi-
cal recommendations present in this
discourse are the result of research, a
review of the literature, and clinical ex-
perience.

There is a dearth of normative data
on African-American juveniles with co-
occurring mental and substance abuse
disorders. As research is conducted and
such data becomes readily available, it
will enhance practitioners® decision-
making in this area. The results should
offer practical guidelines for the effective
screening and assessment of African-
American youth with co-occurring men-
tal and substance abuse disorders.

Future studies should focus on de-
veloping and integrating strength-based
screening and assessment methodologies
rather than solely relying on deficit-based
methodologies for use with African-
American youth. This method acknowl-
edges and supports the abilities of youth
and their families. Focusing on skills and
resiliencies African-American youth
have developed in order to negotiate their

Table 1: Selected Instruments

communities reframes much of their be-
havior as adaptive responses and miti-
gates the negative effects of labeling.
Additionally, these instruments could be
the basis for developing culturally spe-
cific and developmentally appropriate
protocol for African-American youth.
Research should focus on the multi-
ple decision-making points in the juve-
nile justice system. Focus on the multi-
ple stages may assist in understanding
how small biases may effect African-
American youth at later points. Contin-
ued research in the areas of organiza-
tional policy and practice in arrests, adju-
dication, and confinement rates is
needed. Research around police contact
with youth, human relations, and cultural
diversity should inform researchers of
innovative and challenging ways to over-
come existing barriers and limitations.

Key: AD-Academic, BH-Behavioral Problems, EM-Emotional Difficulties, IN-Intelligence,
JU-Juvenile Justice, MH-Mental Health, SU-Substance Abuse, SP-Special Domain
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Table 2: Selected Instruments

Insrument T

Population
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