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" This report has been written to comply with a special condition of Office of Juvenile Justice and

Delinquency Prevention (OJJDP) U.S. Department of Justice 1997 Juvenile Justice and
Delinquency Prevention Formula Grant award to Delaware.'

The special condition required the State of Delaware to submit a report by September 30, 1997
which provides (1) an analysis of mental health services available to juveniles in the juvenile

- justice system (including an assessment of the appropriateness of the particular placements of -

juveniles in order to receive such services), (2) the barriers, if any, to access such services and (3)

plans for addressing any needs or access barriers to juveniles.

* Authors note: This copy of the report is identical to the report sent to the Office of Juvenile Justice and Delinquency

Prevention with the exception of minor typographical and grammatical corrections.

! Project Number: 97-JF 4FX;0010. Award date: June 24, 1997.
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METHODOLOGY

The sources of information for this report were secured through the ‘use of state reports
and other documents as well as interviews with various state officials involved in providing
mental health care for juveniles within the juvenile justice system and other juvenile justice
practitioners. Assessment of problems and issues noted in this report are composites and
summations of various interviews conducted by this author.
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INTRODUCTION OF THE DELAWARE STATE AGENCIES
RESPONSIBLE FOR PROVIDING MENTAL HEALTH SERVICES
TO JUVENILES IN THE JUVENILE JUSTICE SYSTEM

DEPARTMENT OF SERVICES FOR CHILDREN, YOUTH AND THEIR FAMILIES

The Department of Services for Children, Youth and their Families (DSCYF) was created
in 1984 with the primary goal of providing various services to the youth of Delaware including
(1) preventing children from abuse, neglect and juvenile delinquency, (2) providing children with
protection from abuse and neglect, (3) preservation of families, (4) providing rehabilitation to
delinquent youth, and (5) providing mental health services to emotionally disturbed children.

The Division of Family Services, the Division of Youth Rehabilitative Services and the
Division of Child Mental Health provide and implement state policies dealing with above noted
goals and they provide direct services to the community.

DIVISION OF CHILD MENTAL HEALTH

The Division of Child Mental Health (CMH) is one of three agencies within DSCYF.
CMH is responsible for residential mental health services for children and youth outpatient
mental health services. CMH seeks to provide a comprehensive continuum of demonstrably
effective treatment services for mentally ill, emotionally disturbed, and chemically addicted
children, youth, and their families. Services include:

« Consultation and Assessment
* Outpatient Treatment

* Intensive In-Home Treatment
» Wrap-Around Services

* Day Treatment

« Day Hospital

* Psychiatric Hospital

DIVISION OF FAMILY SERVICES

The Division of Family Services (DFS) is the investigative agency within DSCYF. DFS
is mandated to investigate reports of child abuse and neglect and to intervene on behalf of such
children and other children who are at risk of becoming delinquent due to or in part because of
the social conditions that they are subjected to. DFS services are provided to enable children to
remain safe in their homes and to remove children, either temporarily or permanently, from an
unsafe family situation. DFS, when able, attempts to reunify disrupted families by providing
services that will aid in the reunification of a family and provide safe environments for children.
Among DFS functions, the division is responsible for issues involving termination of parental
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rights. Some of the services DFS offers include foster care, group care, adoption services,

emergency shelter care, day care, parent education, parent aids, counseling and therapy,

diagnostic assessments of families and submission of reports and recommendations to Family
- Court Judges and Commissioners in regard to juvenile delinquents.

DIVISION OF YOUTH REHABILITATIVE SERVICES

The Division of Youth Rehabilitative Services (YRS) is the agency responsible for
rehabilitation of juvenile delinquents within DSCYF. YRS protects the public safety by helping
delinquent youth develop the positive social and vocational skills necessary to lead "crime free"
lives. YRS's goals are "effective, efficient and hurnane" treatment of juveniles. The Division
YRS provides individualized, family-focused treatment, care and support. Treatment is provided
in a variety of settings, including the youth's own home, community-based programs, and secure
facilities. YRS's case management and individualized service planning are designed to place each
child in the least restrictive and most appropriate setting available.

Male and female juveniles who can’t afford to post bail or have been detained, are sent to
one of Delaware's two juvenile detention centers:

New Castle County Juvenile Detention Center (Wilmington)
Stevenson House Juvenile Detention Center (Milford)

The New Castle County Detention Center officially opened in December, 1992, replacing
Bridgehouse Detention Center. The New Castle County Detention Center received accreditation
by the American Correctional Association in 1996. The Stevenson House has been open since
1967 and is accredited by the American Correctional Association. These secure juvenile
detention facilities hold juveniles accused of committing acts which would be crimes if
committed by adults, and adjudicated delinquent youth awaiting sentencing by the courts.

YRS has established a range of non-secure detention alternatives including home
detention, daily monitoring, intensive homebased services with supervision, specialized foster
care, and residential group care facilities. Alternatives are utilized for juveniles that require some
type of pretrial community supervision, but who do not require secure care. Residential treatment
centers currently available on a contractual basis include:

. Counseling and Therapy
. Day Programs
. Intensive Family Intervention

. Independent Living
. Group Care
. ~ Foster Care
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II.
DESCRIPTION, STRUCTURE AND PURPOSES OF MENTAL HEALTH PROVIDERS
A.THE DEPARTMENT OF SERVICES FOR YOUTH AND TliEIR FAMILIES
The Mission

The mission of the Department of Services for Youth and Their Families (DSCYTF) is to “achieve
the consolidation of services to children, youth and their families within the jurisdiction of a
single agency in order to (1) avoid fragmentation and duplication of services and to increase
accountability for the delivery and administration of these services, (2) plan, develop and
administer a comprehensive and unified service delivery system to abused, neglected, dependent
and mentally ill or emotionally disturbed children and youth within a continuum of care, which
shall include the involvement of their family, within the least restrictive environment possible;
and (3) emphasize preventive services to children, youth and their families in order to avoid costs
to the State of individual instability.”® The DSCYF is headed by the Secretary of Services for
Children Youth and Their Families who is appointed by the Governor of Delaware and approved
by the Senate. The current Secretary of the Department is Thomas Eichler.

DSCYF “is responsible and accountable for providing a comprehensive and unified
service delivery system for children who are:

u Abused, neglected, or dependent
= Delinquent
= Mentally ill, emotionally disturbed, and / or substance abusing™

According to the DSCYF Strategic Plan FY 1997 - FY 1999* nationally “12% of all children and
adolescents have a diagnosable mental disorder, and about three to five percent of children are
considered to have severe mental disabilities. The incidence of mental and emotional problems
among children and youth in the care of state administered systems are extremely high. An
estimated 60 percent of adolescents in juvenile justice facilities have substantial mental health or
substance abuse problems. These startling high numbers, combined with legal and public policy
mandates, continue to drive the need for children’s mental health services.”’

2 The DCSCF Strategic Plan FY 1997 - FY 1999, p. 5.
* The DCSYF Strategic Plan FY 1998, p. 2.

4 Dated October 16, 1995.

5 Supranote 2 at 5.
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The services provided by the DSCYF are driven by two groups of demographic factors:

Those factors that project the total number of children in Delaware

Those factors that describe the trends in risk factors associated with abuse,
neglect, substance abuse and juvenile delinquency.®

The population projections for Delaware’ of people eighteen years old and under is as follows:

The number of children nine years old and younger is expected to increase
between 1996 and 2000 from 102,033 to 103,925.

During the first 20 years of the new century there will be a steady decrease of
children nine years old and under from 103,837 in 2005 to 97,333 by 2020.

The number of youth between the ages of 10 and 19 is projected to increase from
91,070 in 1996 to 101,136 by 2010.

From 2010 through 2020 there will be a steady decrease of youth between 10 and
19 from 98,149 by 2015 to 93,969 by 2020.

Between 1996 and 2005 the number of children and youth 0 to 19 years old is
expected to increase by 8,144.

From 2005 through 2020 there will be an expected decrease of 10,082 children
and youth between 0 and 19 years old.

It has been estimated that between 1996 and 2006 the number of youth between
the ages of 15 and 18 will increase 2.6 percent each year.® Youth in the 10 - 18
age group tend to require more intensive, expensive and deeper - end services.’

§ Supra note 3 at 2.

" Delaware Population Consortium, January 30, 1997 (Version 1997.0) p. A-2. See also
STATE OF DELAWARE CRIMINAL JUSTICE COUNCIL 1996 JUVENILE JUSTICE AND
DELINQUENCY PREVENTION STATE PLAN (March 1996) p. 1- 9 for population estimates.

8 Supra note 3 at 3.

°Id.
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The DSCYF looks at five risk factors to assess the services that are needed by the children and
youth of Delaware. These risk factors'® are:

u Level of Teen Pregnancies

] Increase in Single Parent Families

u Lack of Success in School

u Family Substance Abuse

u Levels of Domestic Violence

Teen Pregnancies

u “Between 1985 and 1993, the number of births to teens between 15 and 17 years
old grew from 33 births per 1,000 to 39 births per 1,000 in Delaware. These teens
are most likely to have fewer parenting skills, be single parents, have the fewest
job skills, and have less education - all factors that put their children at greater
risk”!! of becoming involved in delinquent or criminal behavior.

] Between 1989 and 1993, the number of girls between 15 and 17 years old, in
Delaware, who had children was 42.3 per 1000 - the national average was 37.6 per
1000 girls.!> With the score of 50 being the worst in the nation, Delaware ranked
33rd.B

n Between 1985 and 1993 Delaware averaged 37.7 births of mothers between 15

and 16 years old.™

Increase in Single Parent Families

Between 1985 and 1993, the percent of families with children headed by a single
parent increased from 23 to 27 percent.”

°1d at3-6.

" Id at 3.

12 KIDS COUNT IN DELAWARE FACT BOOK 1996 p. 10.

13 Id

14 KIDS COUNT DATA BOOK 1996 data reprinted in Supra note 3 at 3.

15 Supra note 3 at 4.
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u Between 1992 and 1994, Delaware averaged 32.8 percent of all families with
children headed by a single parent with the national average being 28.8.'
Between 1991 and 1995 Delaware averaged 27 percent with the national average
being 26 percent."’

The connection of single parenthood and the risk of negative results to the children of single
family homes has been explained as follows:

The children of both male and female single parents are
more likely to drop out of school, to have low test scores,
to be pessimistic and to become single parents themselves
... . the key ingredient is not single parenthood itself but
the single parents’s situation. Education, it turns out, is the
most important variable. The children of well-educated
single mothers do just as well as the children of couples.'®

Lack of Success in School

= The lack of success in school is a key factor m the constellation of risk factors that
place children at risk of abuse, neglect and future delinquency."

B The lack of ability to read at an age and grade appropriate level is a leading
indicator of success (or failure) in school.?’

= In 1994, on standardized reading tests, 48% of Delaware’s 4™ graders scored
below the established basic reading level for 4 grade. In contrast, only 41% of 4
graders nationally scored below the 4™ grade basic reading level.?!

16 Supranote 12 at 11.
"I

18 Richard Bernstein, “Looking Ahead Gloomily With Clear Statistics”, New York Times,
August 28, 1996 - reprinted in part in Supra note 3 at 5. (Emphasis added).

1% Supra note 3 at 5.
21d
21 Id
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During the 1995 - 1996 school year, 29.2% of all high school dropouts were in the
ninth grade and 31.6% of all high school dropouts were in the tenth grade. Thus
60.8% of all high school dropouts were in the first two grades of high school.”

During the 1995 - 1996 school year, African American juve;liles accounted for
28.3% of all students in high school but accounted for 33.7% of all dropouts.?

During the 1995 - 1996 school year, Hispanic juveniles accounted for 3.6% of the
total high school population but accounted for 6.7% of juveniles who dropped out
of high school **

During the 1995 - 1996 school year, white juveniles accounted for 68% of the
total high school population and accounted for 59.6% of the total amount of high
school dropouts.”

Middle school (grades 6 through 9) students accounted for 60% of all school
suspensions (K - 12) during the 1995 - 1996 school year.” “QOver the past four
school terms, juveniles in the middle school grades have comprised 60% of the

total school suspension rate.”?” Students in grades 7 through 9 accounted for
52.4% of all students suspended from school.”*

The total number of expulsions from school in Delaware has been increasing over
the past four school terms. The number of expulsions has increased from 98
during the 1992 - 1993 school year to 169 during the 1995 - 1996 school year.?

2 STATE OF DELAWARE CRIMINAL JUSTICE COUNCIL 1997 - 2000 THREE

YEAR JUVENILE JUSTICE AND DELINQUENCY PREVENTION PLAN March 1997 at

121.

B Id. at 122.

% Id at114.

®Id at 116.
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Fé\m,ily Substance Abuse

u Substance abuse is a factor in approximately 50% of substantiated child abuse and

neglect cases.*

u Additionally, more than 50% of the children coming into foster care have families
who abuse alcohol or other drugs.”’

n The use of drugs is linked to increased adult crime rates and incarceration. Having
a parent involved in criminal activity or in prison is another factor associated with
children being at risk.*? :

Domestic violence

u The number of domestic violence incidents increased almost 28% between 1990
and 1993.%

Since the “number of children with more difficult and complex problems is increasing while the
resources available to DSCYF for responding to the needs of Delaware’s children cannot be
expected to grow at a commensurate rate [t}he Department’s response [is] to manage more
wisely and effectively . . . .”* See Part IV, below, for discussion of the goals and goal
implementation planning for the DSCYF.

B. THE DIVISION OF CHILD MENTAL HEALTH
The Mission

The mission of the Division of Child Mental Health (CMH) is to “provide a comprehensive
continuum of demonstrably effective treatment services to seriously mentally ill, emotionally
disturbed, and substance abusing children, youth and their families. To serve both Medicaid and
Non-Medicaid eligible children. To use the most appropriate service which is least restrictive,

% The DCSYF Strategic Plan FY 1998, p. 6. Substantiated cases of child abuse and
neglect means that some level of abuse or neglect was found in the home and treatment was
provided or at least made available. See, Supra note 22 at 13.

*! The DCSYF Strategic Plan FY 1998, p. 6.
32 Id
33 Id

*1d at 8.
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least intensive and most community based.”**

The Division of Child Mental Health is headed by a Director of Child Mental Health Services
who is appointed by the Secretary of DSCYF. The current director is Julian R.Taplin.

In addition to being responsible for the operation of residential mental health services and youth
outpatient mental health services, CMH through two departments provide psychological
assessments of juveniles within the juvenile justice system. These two departments are the
department of Consultation and Assessment Services (CAS) and the department of Clinical
Services. '

The Department of Consultation and Assessment Services (CAS)

CAS conducts psychological evaluations of juveniles at the request of the
judiciary or by YRS personnel. Requests from YRS personnel usually involve requests for
evaluation of juveniles in the New Castle County Detention Center INCCDC) or Ferris School.
Requests from the judiciary originate from Family Court Judges, Commissioners, pre-sentence
investigation officers, Superior Court Judges or Superior Court pre-sentence investigation
officers. See Part III, below, for discussion on CAS evaluation process.

The Department of Clinical Services

The main purpose of Clinical Services is to oversee the various medical care
providers contracted with the state to provide medical care for those not on any other medical
assistance. Clinical Services are responsible for:

16 private, non-profit contractors

15 for-profit contractors

6 state operated programs

Maintaining 24 - hour mobile crisis coverage

use of any out-of-state Residential Treatment Centers or other special
services

These Residential Treatment centers and special services include:

a Consultation and early intervention services
> Head start programs

Day care facilities

Crisis centers

Outpatient services

Intensive outpatient services

¥y v v v

35 Source: Division of Child Mental Health.
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> Wraparound services
u Day treatment programs centers / Residential Treatment Centers (RTC)
Brenford Place RTC (Dover, De.) o
Middletown RTC (Middletown, De)
Iron Hill RTC (Newark, De)
Seaford House RTC (Seaford, De)
Wrangle Hill / Red Lion RTC (Bear, De)
= Treatment family homes
> Psychotherapeutic Children’s Services, Inc. (Middletown, De)
> Silver Lake Treatment Center (Middletown, De)
> Pike Creek ITTU Day Treatment Program (Newark, De)
> Terry Children’s Psychiatric Center (New Castle, De)
= Psychiatric Hospital
u Drug / alcohol treatment programs

v v v v v

Residential Treatment Centers are 24hr building secure facilities that provide psychiatric
care for youth 18 years old and under. About 50% of the youth that receive services in RTC are
YRS juveniles. The YRS juveniles are non - violent or non-dangerous youth and they have
contact with non-YRS juveniles. Precautions are made to provide security for non YRS
juveniles.

C.DIVISIONOFF AMILY SERVICES
The Mission

The mission of the Division of Family Services (DFS) is to “(1) prevent abuse, neglect,
dependency, juvenile delinquency, mental health disorders, and drug and alcohol abuse among
children and youth; (2) protect children who have suffered from abuse, neglect and exploitation;
(3) strengthen families to enable them to provide a safe, nurturing environment for their children;
and (4) meet the needs of children and youth who are without the care and support of their
families by providing nurturing, permanent homes.”* DFS is headed by a Director of Family
Services who is appointed by the Secretary of DSCYF. The current director is Kathryn J. Way.

DFS is the investigative arm of DSCYF in cases of alleged child abuse and neglect. The division
has four offices: Office of Child Care Licensing, Office of Prevention, Office of Case
Management and the Office of Children Services.

> The Office of Child Care Licensing is charged with the regulation and licensing of
residential care and day care facilities that deal with juveniles. The office also
investigates allegations of abuse in state and private institutions and performs criminal
background investigations for all DSCYF employees.

> The Office of Prevention funds and supports various programs that deal with juvenile

% Source: The Division of Family Services.
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delinquency prevention, child mental health issues and prevention of child abuse and
neglect. The office also works with day care centers and community centers in an effort
to provide programs for children in various neighborhoods. The goal of the office is to
help community based programs work together. The office works closely with the Office
of Public Safety and the office funds various programs that work in the schools to prevent
juvenile delinquency. The office also supports parent education programs.

The Office of Case Management is the office that is coordinating the integration of
services and planning for all four offices within DFS.

The Office of Children Services is the investigative office that deals with allegations of
abuse and neglect. In addition this office funds programs that are designed for family
preservation. This office has various sites across the state and in a few schools in order to
provide quick and detailed investigations in cases of abuse. The office deals with the
various factors that are involved with abuse and neglect. The office provides grant money
to organizations that deal with family preservation based on needs assessment of the
community the organizations serve.

The number of families receiving services from DFS has steadily increased over the past three
fiscal years. In FY 94 1,417 families received services, in FY 95 that number increased to 2,240
and in FY 96 the number of families receiving service increased to 2,458. The number of
children who were provided out of home placement in FY 94 was 734, in FY 95 the number
increased to 825 and FY 96 the number of children in out of home placement was 751.

The DFS case load, in regard to cases involving allegations of abuse or neglect, has increased
over the past three fiscal years.

»

FY 94 accepted cases showed a 7% increase over FY 93 (4,541 reports) and a 23.3%
increase since FY 90 (3,764 reports).

FY 95 accepted cases showed a 14.3% increase over FY 94 (4,886 reports) and a 48.3%
increase since FY 90 (3,764 reports).

FY 96 accepted cases showed a 8.4% decrease over FY 95 (5,584 reports) and a 26.5%
increase since FY 90 (3,764 reports).
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Division of Family Services Case Load

FY 94 FY 95 FY 96

Accepted Cases® 4,886 5,584 5,117
Substantiated Cases*® _ 1,859 1,812 1,752

# of cases % of total # of cases % of total # of cases: | % of total

Founded Founded Founded Founded Founded Founded
Substantiated Cases of 438 23.6 419 23.1 452 25.8
Abuse (non sexual)
Substantiated Cases of 165 8.8 191 10.5 172 9.8
Sexual Abuse
Substantiated Cases of 598 322 615 339 624 35.6
Neglect
Substantiated Cases of 209 11.2 217 12.0 177 10.1
Dependency® »
Substantiated cases of 360 194 330 18.2 253 14.5
Adolescent Problems
Cases involving other 89 4.8 40 22 74 42
types of Family
Problems
Total 1,859 100.00 1,812 100.00 1,752 100.00

Source: State of Delaware Criminal Justice Council 1997 - 2000 Three Year Juvenile Justice and Delinquency

Prevention Plan, at 13.

D. DIVISION OF YOUTH REHABILITATIVE SERVICES

The Mission

“We, the employees of the Division of Youth Rehabilitative Services, are working to
ensure the safety, improvement and protection of our communities, juvenile offenders and their
families. We provide environments that foster education, accountability, structure and

37 Means grounds were found to support an investigation.

3% Means some level of abuse or neglect was found and treatment was provided.

% Children that don’t have parents or guardians to care for them. These children are
considered dependants on the state.
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opportunities for positive, responsive life choices.”™ The Division of Youth Rehabilitative
Services (YRS) is headed by a Director of Youth Rehabilitative Services, who is appointed by
the Secretary of DSCYF. The current director is Guy Sapp.

YRS contracts for residential placements for delinquent youth who do not require secure
treatment or incarceration. In FY 1996, a total of 464 juveniles were placed in residential
facilities and 580 juveniles were placed in non residential treatment programs. From 7/1/96 to
2/18/97, 255 juveniles have been placed in residential facilities and 310 have been placed in non
treatment programs.

Sec ar

DYRS operates a secure treatment program for male serious and/or repeat offenders at
Ferris School in Wilmington. Ferris is designed to accommodate approximately seventy-two (72)
juveniles. Grace Cottage, a level IV and V facility for females, opened September 1995 on the
Ferris Campus. As of 9/8/97, 12 girls have been placed in Grace Cottage, Grace Cottage has a
operating capacity of 14 beds.* NCCDC has a capacity of 48 beds but as of 9/8/97 had 91
juveniles detained in the facility.* Sixteen new beds are currently under construction. Stevenson
House has a capacity of 30 beds and as of 9/8/97, 38 juveniles were housed at Stevenson
House.* ’

Ferris School for Boys

As of September 8, 1997 Ferris housed 47 male juveniles. In regard to mental health
services, Ferris has 2.5 psychologists on staff and one part time educational psychologist. The
counseling staff provides individual counseling to the juveniles as well as educational
assessments and drug and alcohol abuse counseling. Each juvenile, upon entering Ferris, is
provided a service plan, if one has not already been created. The service plan is a summary of the
total needs of the juvenile and then sets out a plan to address those needs. In regard to mental
health, the service plan will have an assessment of the juvenile's mental disabilities, emotional
problems, personality disorders and /or behavioral disorders if any. If medication is needed, for
ADD or ADHD for example, the plan would make specifications for medical attention.

“ Source: Division of Youth Rehabilitative Services.
1 1d.
2.
“Id
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New Castle County Detention Center (NCCDC)

Less services are provided at the NCCDC than at Ferris due to the fact that the NCCDC is
a temporary holding facility and the juveniles are not expected to remain in the facility in the
long term. In August 1997, the average length of stay at NCCDC was 63 days.* During 1997 the
high was in April with 68 days and the low was 51 days in May and July 1997.% Although the
NCCDC provides less detailed health related care, services are provided. Currently NCCDC has
one psychologist, one psychiatrist and one nurse practitioner who supervises the medical unit
within the NCCDC. The nurse practitioner also supervises the medication that is prescribed for
NCCDC residents. There are some juveniles in the NCCDC that have been diagnosed with
personality, behavioral and medical disorders including ADHD, ADD, Borderline/Bipolar,
Conduct Disorder, Oppositional Defiant Disorder, Depression, PTSD and Manic Depression.
Those who have been diagnosed with these or other disorders that require medication are seen,
counseled and supervised by the psychiatrist within the medical unit. The medications are kept in
the medical unit office, thus juveniles who are taking these medications are not self dosing.

III.

THE PROCESS OF EVALUATION, ASSESSMENT AND PROVIDING
JUVENILES IN THE JUVENILE JUSTICE SYSTEM
WITH MENTAL HEALTH SERVICES.

A. Psychological Assessment / Evaluations

Psychological assessments are written by the Department of Consultation and
Assessment Services (CAS) and there are two types of requests for evaluation. In the first type
the request originates in the judiciary after a juvenile has been adjudicated delinquent for some
offense. Before the court sentences the juvenile, a pre-sentence investigation (PSI) report is
requested by the court. When these PSI reports are requested, the judge or commissioner can
request that the juvenile be evaluated and that the evaluation will be submitted to the court and
the PSI officer writing the PSI report for review. The judge or commissioner reads the CAS
report and the PSI officer incorporates the evaluation into recommendations in the PSI report. As
a former PSI officer in Family Court, I observed that one of the difficulties with this process is
that evaluations are ordered by the judge without a clear reason of why an evaluation is being
ordered or what behavior was observed by the court that signaled to the court that possible
mental health issues are present within a specific juvenile. Thus, the evaluation may not answer
an issue that the court has with the juvenile. In cases of evaluation ordered by the court, CAS
reviews the facts of the case, interviews and tests the juvenile and interviews the juvenile’s

“1d
45 Id
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parents. The CAS report provides the court with a diagnosis of the juvenile, when appropriate.

In the second type of evaluation, YRS personnel requests an evaluation. The request
usually occurs when a juvenile who is a resident either in Ferris School or the NCCDC is having
problems and the staff at these facilities need additional information in order to care for the
juvenile. These evaluations are usually easier to prepare because CAS gets a full background on
the juvenile and the reasons for the evaluation. After CAS conducts the evaluation, it assists the
Ferris School or NCCDC staff in the preparing of a treatment plan for the juvenile.

CAS does not, on a regular basis, use certain tests for every juvenile that receives an
evaluation. But there are certain standard areas that are reviewed in an evaluation. Some of these
are:

Mental status of the juvenile

Mood of the juvenile

Language skills

Memory / cognition level

Areas of functioning

> Affect disorder testing

> Thought disorder (psychosis) testing

> Perception testing

> Testing for delusions or hallucinations

> Reality testing
Depression / suicide tendencies
ADD / ADHD testing
Personality disorder testing
Behavioral disorders
Adjustment disorders

Juveniles who are found to be a danger to themselves (suicide or self-destructive
behavior) or others can be referred to the Christiana Hospital for a 72 hours involuntary
commitment evaluation. If the juvenile is determined to need additional mental health care, the
juvenile is placed in the Rockford Center which is a private in-patient psychiatric facility and the
only facility in the state that allows involuntary commitments. Although juveniles can be placed
in the Rockford Center, the center does not provide long term treatment. Thus, when the juvenile
is determined to no longer present a danger to himself or others - the juvenile is retumned to the
NCCDC or Ferris School. Cases in which juveniles are found to present such a danger that they
are involuntarily confined are rare, thus very few YRS juveniles are committed involuntarily at
the Rockford Center. The Rockford Center also provides day and out patient services and if a
juvenile is found to need such services, these services are available to the YRS juvenile. A
juvenile must be over the age of thirteen to be a Rockford Center patient. Juveniles under the age
of 13 years old can receive assistance at the Terry Center (a state facility). The Terry Center also
provides out patient and day patient services. In addition, the Terry Center has a limited number
of beds that are “crisis beds” in which juveniles who need immediate commitment can be
accommodated.
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IV.

DELAWARE MENTAL HEALTH PROVIDER GOALS

The Department of Services for Children, Youth, and their Families

As previously noted the "number of children with more difficult and complex problems is

increasing while the resources available to DSCYT for responding to the needs of Delaware's
children cannot be expected to grow at a commensurate rate . . . ."* DSCYF has prioritized the
following two goals:

= To identify, strengthen, and support the best possible outcomes for the children
and families DSCYF serves.

= To maximize the use of each dollar entrusted to DSCYF for the sake of
Delaware's children.

To achieve these goals DSCYF is making management improvement changes in two ways:

= Re-engineer its management functions to focus on services integration through
assessment and case planning, service integration, and evaluation.

L Re-engineer division operations to better serve children and families.

DSCYF has focused on re-engineering the management of services through service
integration as the main strategy for mental health and other service delivery. “The purpose of
services integration is to knit DSCYTF services together to ensure a seamless system providing
quality and comprehensive services for children and their families that is easily accessible and
client friendly. The goal of services integration is that each child and family served by DSCYF
receive services that effectively meet their needs and are of such quality that need for additional
future service is minimized.”’

% Supra note 3 at 8.

47 Id
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The key departmental goals for FY - 98* are to:

= Continue operational planning to target DFS resources more appropriately and
effectively to family situations. '

= Continue to develop prevention and early intervention services.

= Reduce the number of probation youth at high risk of placement who recidivate.

= Complete a programing transformation process within Ferris School.

= Continue to monitor the performance of managed care for child mental health
services.

= Develop additional services at the less expensive and less intensive end of service
continuums.

n Integrate and expand the use of FACTS® as a Departmental management tool.
u Implement the Departmental Service Integration Benchmark Standards.*

= Maximize cost recovery revenue in the new welfare reform environment.

Child Mental Health

On 1/1/96 the CMH was ordered by the governor to provide a managed care waiver in
Delaware and CMH is now the sole managed behavioral health care provider for the diamond
state health plan. When clients reach moderate to severe mental health needs they become clients
of CMH. CMH has the ability to provide direct and immediate health care to juveniles if the
child is in serious mental distress without having to go through an elaborate admission
procedure.

% Id. at 30.

“? Family And Child Tracking System (FACTS) “the management information system
for monitoring and evaluating the Department’s management of services integration . . . .” Id. at
28.

% The measurement of DSCYT performance by “linking the Department’s mandated
mission, strategic plans . . ., client progress and program outcomes, program performance
measures, and individual Employee Performance Plan goals [into] an integrated framework for
evaluating the Department’s performance.” Id. at 12.
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In the area of prevention and early intervention, CHM has instituted a program called
I.C.P.S. (Interpersonal Cognitive Problem Solving) which is nicknamed “I Can Problem Solve”,
which deals with juveniles with impulsive behavior and lack empathy towards others. These
behavior variables involving very early developmental skills and delinquency are addressed. This
program is being implemented in head start programs throughout the state. The program centers
on teaching juveniles to think about what they are doing and to step back from a situation and
determine what actions they should and should not commit.

In regard to integration of services, CMH and YRS are now in the process of sharing
information to better serve juveniles. One study of YRS and CMH cases showed that 60% of the
clients of YRS were previously clients of CMH. They are also working on risk assessment tools
that can better identify juveniles who have problems that may lead to delinquent behavior.

V.
PROBLEMS AND NEEDS
A. Issues of diagnosis and service delivery
1. Conduct Disorder and Oppositional Defiance Disorder

The issue of providing mental health services to juveniles within the juvenile justice
system is not a simple matter. For example, almost all of the juveniles at Ferris School or in the
detention centers could be diagnosed with Conduct Disorder (CD)*', Oppositional Defiance
Disorder (ODD) or both. But neither of these diagnoses are treatable within the mental health
framework. The reason is that CD and ODD are diagnostic in that they list a group of behaviors
that show a behavior pattern but do not provide cause of the behavior. In other words CD/ODD
provides a name to a behavior pattern but does not provide a cause or treatment methodology.

When a juvenile is given an evaluation and is diagnosed with CD and/or ODD they fall
out of the service realm of mental health because these two disorders can not be treated as other
disorders can, ADD or ADHD for example. More than one practitioner commented that a child
who is diagnosed with CD or ODD rather than some other disorder will become the "problem" of
YRS rather than CMH. Juveniles that do not have a traditional mental health issue, CMH does

5! With the diagnosis of Conduct Disorder, the age of the juvenile is very important. If the
juvenile is under the age of 10 and is diagnosed with CD - the child most likely will have very
deep seated behavioral issues and will be very difficult to treat because a child at that age with
such negative behavior patterns has not developed positive social attitudes in the first place. A
juvenile who is over the age of 10 and is diagnosed with CD may present less of a problem
because basic positive social behaviors and attitudes may have been developed and thus can be
advanced. :
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not want to deal with. Since CD and ODD can not be "cured" and may not be "treatable" it is not
cost effective to give a juvenile intensive treatment. It was also noted that most of the juveniles
who are given this diagnosis are urban, poor, and minority youth. Also the diagnosis of CD /
ODD "covers up" any other underlying mental health issue.

2. Psychological services available

Although juveniles at YRS and NCCDC have a psychiatrist and psychologist on staff to
provide services, the psychiatrist is part time and provides 5 hours per week at both facilities
combined. The psychiatrist spends about 2 % hours at the NCCDC and 2 Y hours at Ferris. The
psychologist provides NCCDC with 20 hours per week. With more than 50 juveniles (male and
female) in the NCCDC at any one time, more psychological and psychiatric care is needed.

3. Other psychological needs

In addition to juveniles with CD and ODD, there are juveniles both in Ferris and in the
detention centers that have other disorders. Including, but not limited to:

* Auditory Hallucinations * Borderline / Bipolar Personality

* PTSD * Drug Induced Auditory
Hallucinations

* Psychotic personalities * Low IQ functional

* LowlIQF unptional sex deviance * Depression

* Low reading / learning disability =~ * Adjustment Disorders

* ADHD * ADD

* Manic Depression * Anxiety Disorders

* Suicide tendency * Suicide risk / attempts.

4. Treatment needs can outweigh delinquent behavior

One of the more difficult problems in the area of mental health treatment is the treatment
needs for female juveniles. Female delinquents tend to bring low level delinquent behavior but
serious behavioral problems. As in national data, in Delaware female juvenile delinquents have
histories of sexual and emotional abuse, runaway behavior, and other behavioral issues that male
juveniles tend not to have. In the NCCDC it is the female juveniles who tend to have diagnose of
PTSD, depression and manic depression. Because of the emotional, physical and sexual abuse
histories of females, they present mental health issues that are difficult to deal with. Females tend
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to produce a "catch twenty - two" situation in that they are held for longer periods of time for less
criminal activity. However, the increased length of time allows for special attention that female
juveniles need which could not occur if they were not detained for the extra length of time.
Female juveniles present mental heath, physical heath (i.e, pregnancy) and programming issues
that are compounded by each other that are not presented by males.

5. The growing use of detention centers as holding areas for mental health
juveniles

More than one practitioner noted that since Delaware does not have a long term, secure,
juvenile mental health hospital, juveniles that have mental health issues and delinquent
behaviors end up in the detention centers until a plan can be made for treatment and locating a
program that the juvenile can be sent to. These programs can be community based or out of state
facilities. The problem arises in that some juveniles can be difficult to plan for and difficult to
place. For example, most sex offender programs will not take a juvenile with a low IQ because
the low IQ prevents them from participating in the sex offender treatment modalities. A problem
thus presents itself: what does the state do with a juvenile with a low IQ with sexual deviant
behavior? Most juvenile out of state residential treatment programs will not take a juvenile who
has a mental health disorder diagnosis. The juvenile could sit in Ferris or in the NCCDC until a
plan is created or the mandatory minimum sentence is served. This problem is compounded by
the fact that Delaware does not have juvenile sex offender out patient treatment program.

6. Other needs and issues
* There are little if any mental health aftercare services available
* More intensive community based services are needed.

* Lack of out of state facilities that will accept juveniles with low IQ's and mental
health issues.

* Close to home out of state facilities are needed. Some programs are so far away,
that whatever positive family bonds and support that exists are damaged by the
long distance.

B. System breakdowns and other concerns

One of the key issues in regard to mental health services within the juvenile justice
system is that the juveniles don’t have one main diagnosis. The problem with muitiple diagnosis
is that some juveniles are diagnosed to have disorders that are not within the traditional area of
mental health disorders. For example, more than one practitioner interviewed noted that if a
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juvenile has a diagnosis of ODD or CD the juvenile may not receive services from CMH because
ODD and CD are not mental health illnesses, but rather behavior patterns without a diagnosis of
a cause of the behavior pattern. It simply describes a behavior, it does not explain why the
behavior is occurring. There is the belief with some mental health providers that ODD or CD is
not a mental health issue that requires services from a mental health agency. The result is
detention centers house these juveniles for their mandatory sentences and are then released.
These juveniles reoffend and end up deeper in the juvenile system or age into the adult system.

Another issue that was noted during interviews with practitioners was the definition of
mental health needs. Mental health illness can include those disorders that are “traditional” such
as personality disorders and psychotic disorders. But others would include substance abuse,
ODD, CD, and the results of lack of bonding to the definition. It was asserted that juveniles with
any of these problems should also receive mental health services. The problem is that many of
these juveniles don’t - either because subtle mental health problems are not diagnosed or that the
mental health issues are taken for simple delinquent or criminal behavior and treated as such. In
an interview with some judicial officers® it was noted that a majority of juveniles coming into
Family Court present some of the following mental health issues:

* Anger management * LowIQ

* Substance Abuse * Drug Abuse

* Non diagnosed disorders * Indifference towards others due to
lack of bonding

It was also noted by some judicial officers:

* Many juveniles present multiple mental health problems and are not able to
be neatly characterized.

90% of all juveniles coming into the system have some mental health
issue.

* Substance abuse and drug abuse should be considered mental health issues
to be serviced by CMH.

* Persistent delinquent behavior could be considered a mental health issue
rather than a totally delinquent behavior. A proper diagnosis could help
in crafting probation for such juveniles. For example, a juvenile who
is found to have a personality that requires large amounts of stimulation

32 State of Delaware Family Court Judges, Commissioners and Masters.
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could be given probation orders that required constant activity. The
positive activity would keep the juvenile from engaging in criminal activity
in which the risk of getting caught provides the needed stimulation.

* The system sometimes does not know what to do with a juvenile and the
juvenile ends up in the detention centers by default.

* When a mental health evaluation occurs, it occurs after adjudication.
Although the issue of a juvenile making statements that can be detrimental
in regards to a finding of delinquency is present, a diagnosis with a
treatment plan early in the time line from when the juvenile is in custody
could help in dealing with the mental health issues of that juvenile.

The following needs were noted by some of the judicial officers:

1. Public Defenders and Dep. Attorneys General need to be trained in psychology to
the point where they can recognize mental health needs in juveniles and advocate
for the meeting of those needs.

2. CAS reports need to be written in plain language® and the diagnosis needs to be
attached to a specific problem and suggestion of treatment for the juvenile.
Currently this is not done.>

3. DSCYF, needs to develop a fully integrated, holistic approach to mental health
services for juveniles within the juvenile justice system.

VL

CONCLUSION

Delaware is dealing with some of the same issues that other states are dealing with. The
chief problem is dealing with juveniles that are difficult to place in treatment programs.
Delaware is a small state and does not have large numbers of juveniles with serious mental
illnesses and delinquent behavior. It would not be cost effective to create an instate long term
mental health hospital for delinquent juveniles. Nor would it be cost effective to keep all
juveniles within the state when there are treatment programs out of state that can provide services

%3 Some of the judicial officers noted it would help if they received a CAS report when
they order one.

34 It was noted that CAS reports are not very helpful because they don’t provide any
helpful answers and they seem to say the same thing regardless of the specific child.
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to some of these juveniles. The problem arises when, due to various reasons, out of state
programs will not accept some juveniles. The issue of what to do with these juveniles is a vexing
question that still needs adequate resolution. '

There are attempts to address the issue of the need for more and better psychological and
psychiatric services for juveniles with the juvenile justice system. The NCCDC is attempting to
secure a full time psychologist to service the juveniles in the NCCDC facility. Within the
DSCYEF, there are plans underway to unify and coordinate the services provided by CMH, DFS
and YRS. CMH currently has contracts with private health care agencies and private practitioners
as well as drug and alcohol abuse agencies which provide services to YRS juveniles. These
providers include:

n Delaware Guidance Services

u Psychotherapeutic Services

u Children and Families First

u Catholic Charities

CMH also contracts with Meadawood Clinic which is a private facility which offers short term
in patient care for YRS juveniles. Lastly, Delaware is working on strategies to allow more
juveniles to remain in Delaware by increasing the use of community based services.
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