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JUVENILE DRUG TREATMENT COURT GUIDELINES

ELIGIBILITY CRITERIA AND INITIAL SCREENING



This training and technical assistance (TTA) initiative is funded 
through a grant awarded by the Office of Juvenile Justice and 
Delinquency Prevention, U.S. Department of Justice (Award 
Number 2016-DC-BX-K001). Neither the U.S. Department of 

Justice nor any of its components operate, control, are 
responsible for, or necessarily endorse the views, opinions, or 

contents expressed by the training, technical assistance, or TTA 
documents and materials herein.
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MODULE OBJECTIVES
• Describe the appropriate JDTC target 

population 
• Discuss the research and science behind 

risk/needs and how to use such 
assessments to identify appropriate 
clients. 

• Review valid, culturally responsive 
drug/alcohol screening tools. 

• Develop standard eligibility criteria that 
result in equity of access for all youth. 

• Develop procedure to exit youth that 
don’t meet criteria



SELECTING THE RIGHT YOUTH

Guideline 
2.1

Eligibility criteria should include the following:
- Youth will a substance use disorder
- Youth who are 14 years old or older
- Youth who have a moderate to high risk of 

reoffending. 

Guideline 
2.2

Assess all program participants for the risk of 
reoffending using a validated instrument.

Presenter
Presentation Notes
Speaker Notes:Guideline 2.1:  The intensive nature of the JDTC intervention makes it particularly well suited for youth who are assessed as medium to high risk for reoffending—greater reductions in recidivism are found when drug treatment programs target higher risk youth.  In addition, research from juvenile drug courts has also shown that older youth have higher success rates than younger youth, perhaps due to increased motivation and maturity.  Until now, we have not had a definitive set of target criteria to follow.  However, now we do, and programs need to target youth 14 years or older, they need to be moderate to high risk (make sure the audience understands what moderate and high risk means), and they must have a diagnosed substance use disorder. Guideline 2.2:  Why should we target high risk youth?  Because Higher risk youth who are involved in programs are more likely to experience reductions in recidivism.  In addition, when we place low risk youth into intensive programs like JDTC programs, it may even increase recidivism.  JDTCs should target youth who are assessed as higher risk for reoffending, and those assessed as low risk should be diverted from the juvenile court process. Second, higher risk youth should receive a higher level of treatment and programming.



SELECTING THE RIGHT YOUTH

Guideline 
2.3

Screen all program participants for 
substance use using validated, culturally 
responsive assessments. 

Guideline 
2.4

If potential program participants do not have a 
substance use disorder and are not assessed as 
moderate to high risk for reoffending, they 
should be diverted from the JDTC process. 

Presenter
Presentation Notes
Speaker Notes: Guideline 2.3:  JDTCs should use standardized screening and assessment tools.  These tools should include measures that must be delivered in a specific way every time, are supported by a body of research that demonstrates the tools' reliability and validity, and have been tested for use with the specific population that the JDTC serves. Guideline 2.4:  Most juvenile justice stakeholders that work within the system and our courts are committed professionals that are passionate about youth, and want to see youth and families succeed. We get nervous and concerned when we see a youth enter the system and they appear to be headed down the wrong path.  Many of these youth would be considered “low risk” and not appropriate for the JDTC program.  In fact, formal processing in the juvenile justice system does not necessarily reduce subsequent delinquent activity.  Data tells us that placing low-risk youth in juvenile justice programs can actually increase the prevalence, incidence, and severity of criminal activity. 



REVIEW OF RESEARCH

• Youth with a substance use disorder (mild, moderate, 
or severe) have higher rates for successfully 
completing JDTCs than those who use drugs or alcohol 
but do not have a substance use disorder.

• Youth who do not meet this level of use disorder may 
be less likely to complete the JDTC program.

• Youth had better outcomes in terms of reduced 
substance use when objective program eligibility 
criteria existed and the youth had problematic 
substance use and delinquency issues.

Presenter
Presentation Notes
Per the Guidelines (pg 16) “It is important to convince clients that JDTC processes can effectively address their needs and thereby increase the likelihood that they will succeed. Youth who have a substance use disorder have higher rates for successfully completing JDTCs than those who use drugs or alcohol but do not have a substance use disorder (Wilson, Olaghere, and Kimbrell, 2016). Youth who do not meet the criteria of a diagnosis may be less likely to complete the program (Boghosian, 2006). According to the Center for Substance Abuse Treatment (2005), substance use disorders refer to both substance abuse and substance dependence.”  



REVIEW OF RESEARCH

• Older youth have higher success rates than younger 
youth due to increased motivation and maturity.

• The most effective JDTC programs use a validated 
risk/needs assessment tool.

• Screen youth for more in-depth needs areas such as 
housing, schooling, family support

Presenter
Presentation Notes
Per the Guidelines (pg 16 and 17) “A large body of meta-analytic results on delinquency programming shows that higher risk youth who are involved in programs are more likely to experience reductions in recidivism (Howell and Lipsey, 2012; Lowenkamp, Latessa, and Holsinger, 2006). For low-risk youth, juvenile justice interventions may at best have no effect and may even be harmful in that recidivism is enhanced (Lowenkamp and Latessa, 2004). In a meta- analysis of drug treatment programs, the risk principle (i.e., greater reductions in recidivism are found when drug treatment programs target higher risk youth) was supported (Prendergast et al., 2013).Research from juvenile drug courts has also shown that older youth have higher success rates than younger youth (Wilson, Olaghere, and Kimbrell, 2016). Research suggests that these higher rates may be due to increased motivation and maturity (Eardley et al., 2004; Nestlerode, O’Connell, and Miller, 1999).”“Youth who do not meet all of the criteria (e.g., they do not have a substance use disorder,  are younger than 14 years old, and are at low risk of reoffending) should be diverted from formal JDTC processing into community-based alternatives.”



GUIDELINE 2.1:
ELIGIBILITY CRITERIA

• Youth who are 14 years old or older

• Youth with substance use disorder

• Youth assessed as moderate to high risk 
for recidivism. 

• Note:  If federally funded, JDTC cannot 
accept violent/sexual offenses. 

Presenter
Presentation Notes
Speaker Notes: “A large body of meta-analytic results on delinquency programming shows that higher risk youth who are involved in programs are more likely to experience reductions in recidivism (Howell and Lipsey, 2012; Lowenkamp, Latessa, and Holsinger, 2006). For low-risk youth, juvenile justice interventions may at best have no effect and may even be harmful in that recidivism is enhanced (Lowenkamp and Latessa, 2004)”  (Source: OJJDP Guidelines Manual, page 17).  There is also JDTC research that tells us that older youth have better outcomes in the model then younger youth.  Research suggests that the increased outcomes may be correlated to stronger maturity and greater motivation. Per the Guidelines, (pg “What should a JDTC do regarding a youth younger than 14 years old who has a substance use disorder and was assessed as a high risk for reoffending? It is important to determine (on a case-by-case basis) whether the available programming—including the full JDTC program and the substance use treatment program— is suitable for the youth in question, given the youth’s cognitive development and dependency on adults. JDTCs that decide to enroll participants younger than 14 years old should be prepared to provide additional support and accommodations, which includes an emphasis on assisting and collaborating with the family as described in guideline” (Source:  OJJDP Guidelines manual).  Please do not forget, however:  Research from the field of juvenile justice reveals that formal processing of system-involved does not reduce subsequent delinquent activity.  In face, the data shows that ”pulling youth into the system through formal means” actually has a criminogenic effect, and  it appears to increase the prevalence, incidence, and severity of criminal acts.  



Substance
Use 

Disorder

Mild
(2 to 3 out 11 
Symptoms)

Moderate
(4 to 5 out of 

11 symptoms)

Severe
(6 or more out 

of 11 
symptoms)



Substance Use Disorder

A chronic, brain-based disorder 
leading to a maladaptive pattern of 
clinically significant impairment or 

distress for at least 12 months.

Presenter
Presentation Notes
Summarized from DSM-5



The Symptoms

Failed Attempts to 
Control or Stop &
Persistent Desire 

or Cravings

Continued Use
Despite

Consequences

Excessive Time 
Spent  & Social 

Impairment

Increased 
Tolerance, 

Increased Use, 
Withdrawal

Presenter
Presentation Notes
Diagnostic Statistical Manual (DSM 5) Criteria for Substance Use DisorderOpioid Use Disorder Criteria:A minimum of 2-3 criteria is required for a mild substance use disorder diagnosis, while 4-5 is moderate, and 6-7 is severe (APA, 2013). Opioid Use Disorder is specified instead of Substance Use Disorder, if opioids are the drug of abuse. Taking the opioid in larger amounts and for longer than intendedWanting to cut down or quit but not being able to do itSpending a lot of time obtaining the opioidCraving or a strong desire to use opioidsRepeatedly unable to carry out major obligations at work, school, or home due to opioid useContinued use despite persistent or recurring social or interpersonal problems caused or made worse by opioid useStopping or reducing important social, occupational, or recreational activities due to opioid useRecurrent use of opioids in physically hazardous situationsConsistent use of opioids despite acknowledgment of persistent or recurrent physical or psychological difficulties from using opioids*Tolerance as defined by either a need for markedly increased amounts to achieve intoxication or desired effect or markedly diminished effect with continued use of the same amount. (Does not apply for diminished effect when used appropriately under medical supervision)*Withdrawal manifesting as either characteristic syndrome or the substance is used to avoid withdrawal (Does not apply when used appropriately under medical supervision)*This criterion is not considered to be met for those individuals taking opioids solely under appropriate medical supervision.



1. Referral Received 
(various sources)

1. Legal screen by 
prosecutors

Does not meet 
legal criteria

Meets legal criteria

Return to standard 
juvenile court processing

Risk/Needs assessment 
completed by probation 

or JDTC administrator

If Mod to High Risk = 
drug/alcohol screening 

and assessment

Meets all criteria and 
accepted into JDTC

Rejected, does not 
meet all criteria



INITIAL REFERRAL AND
LEGAL SCREEN

Once you have developed (or changed) 
your current target population to reflect 
the target of 14 to 17 years of age, the 
JDTC should establish a procedure for 
referrals to get to court.

Create a quick “fact sheet” of the JDTC 
target population and referral process to 
share with stakeholders

Presenter
Presentation Notes
Speaker Notes: Enrollment and participation in JDTC programs is down across most programs, and has been for a period of time.  This is in part because our JDTC programs have targeted the wrong populations, and also due to the fact that fewer referrals are being filed in most of our courts.  However, there is still a legitimate population of youth within your court systems that are likely strong candidates for your JDTC program. Once you have adjusted your program to reflect the target population of 14-17 years of age, JDTC teams should develop a flyer or fact sheet to share with possible referral sources, so that stakeholders, such as general probation, public defenders, schools, treatment providers, understand your target population and how to make referrals.  



GUIDELINE 2.2:
VALIDATED RISK ASSESSMENT

• Per the Guidelines, “Before providing treatment, 
the most effective juvenile justice programs use 
validated risk assessment instruments to assess 
risk for each participant (Howell and Lipsey, 
2012).”

• Risk refers to the likelihood of reoffending

• Use a validated risk assessment instrument

Presenter
Presentation Notes
Speaker Notes: You will receive a much more thorough presentation on risk assessment in a session later during the training, but a few things to understand and consider:Research, acceptance and operations of the risk-need-responsivity (RNR) model has grown significantly over the past twenty years in the field of corrections and courts.  The RNR model is now considered the dominant work and operations paradigm for the field.  This model consists of the use of structured actuarial tools that use a set of static and (often) dynamic factors to assess risk to reoffend, as well as assessing criminogenic needs.  Risk assessment tools are different than substance abuse screening tools, as risk assessment is intended to be used and administered by probation or case managers, and is used to focus in on risk factors, that are often outside of substance abuse.  These can include risk areas such as criminal thinking, negative peer associations, etc.  The research tells us that our greatest return on the dollar, as well as reducing recidivism, comes from working with high risk youth through targeted interventions and supports.  Your JDTC should NOT treat LOW risk youth, no matter how much are you concerned and worried that they will escalate into further criminality.  Research has shown that pulling youth into the court system, and the use of detention on low risk individuals, actually has a criminogenic effect.  



GUIDELINE 2.2:
VALIDATED RISK ASSESSMENT

Risk Screening & Assessment Tool Examples:

• Youth Level of Services/Case Management 
Inventory (YLS/CMI)

• Youth Level of Services/Case Management 
Inventory – Screening Version (YLS/CMI-SV)

• Positive Achievement Change Tool (PACT)

Presenter
Presentation Notes
Speaker Notes: See previous slide.  Each tool has similar questions/domains with the overarching goal focused on assessing risk for recidivism and evaluating criminogenic needs.  



GUIDELINE 2.3:
VALIDATED NEED ASSESSMENT

Clinical Need Brief Screeners:
• Adolescent Substance Abuse Subtle Screening 

Inventory (SASSI-A2)

• GAIN – Short Screener

• CRAFTT

Presenter
Presentation Notes
Speaker Notes:SASSI-A2:  Adolescent Substance Abuse Subtle Screening Inventory-A2 identifies high or low probability of substance use disorders in clients 12 to 18 years of age. The SASSI-A2 also provides clinical insight into family and social risk factors, level of defensive responding, and consequences of substance misuse teens endorsed. There is  JDTC research that found when the SASSI–A2 was employed to assess needs related to substance use, the result was better predictions for successfully completing the JDTC  GAIN-Short Screener: “The GAIN Short Screener (GAIN-SS) is a brief 5 to 10-minute instrument designed to  quickly and accurately screen general populations of both adults and adolescents for possible  internalizing  or  externalizing  psychiatric  disorders,  substance  use  disorders,  or crime and violence problems.  Diagnostic Interview Schedule for Children-IV:  “The Diagnostic Interview Schedule for Children (DISC-IV) is a fully structured diagnostic instrument that assesses thirty-four common psychiatric diagnoses of children and adolescents.  CRAFTT:  The CRAFFT is a behavioral health screening tool for use with children under the age of 21.  It consists of a series of 6 questions developed to screen adolescents for high risk alcohol and other drug use disorders simultaneously. 



GUIDELINE 2.3:
VALIDATED NEED ASSESSMENT

Clinical Need Full Assessments:
• Global Appraisal of Individual Need (GAIN)
• Diagnostic Interview Schedule for Children-IV
• Teen Addiction Severity Index (T-ASI)
• Comprehensive Addiction severity Index for 

Adolescents (CASI-A)
• Adolescent Alcohol and Drug Involvement 

Scale

Presenter
Presentation Notes
Speaker Notes:SASSI-A2:  Adolescent Substance Abuse Subtle Screening Inventory-A2 identifies high or low probability of substance use disorders in clients 12 to 18 years of age. The SASSI-A2 also provides clinical insight into family and social risk factors, level of defensive responding, and consequences of substance misuse teens endorsed. There is  JDTC research that found when the SASSI–A2 was employed to assess needs related to substance use, the result was better predictions for successfully completing the JDTC  GAIN-Short Screener: “The GAIN Short Screener (GAIN-SS) is a brief 5 to 10-minute instrument designed to  quickly and accurately screen general populations of both adults and adolescents for possible  internalizing  or  externalizing  psychiatric  disorders,  substance  use  disorders,  or crime and violence problems.  Diagnostic Interview Schedule for Children-IV:  “The Diagnostic Interview Schedule for Children (DISC-IV) is a fully structured diagnostic instrument that assesses thirty-four common psychiatric diagnoses of children and adolescents.  CRAFTT:  The CRAFFT is a behavioral health screening tool for use with children under the age of 21.  It consists of a series of 6 questions developed to screen adolescents for high risk alcohol and other drug use disorders simultaneously. 



GUIDELINE 2.4:
DIVERTING LOW RISK YOUTH

& THOSE WITHOUT SUD
• Juvenile Drug Treatment Court 

programming should target moderate to 
high risk youth with SUD (high need).  

• Divert low risk youth – do not treat in the 
JDTC. 

• Can actually increase recidivism and crime 
severity

Presenter
Presentation Notes
Per the Guidelines (pg 18 & 19)“JDTCs should not engage youth who do not meet the minimum eligibility criteria defined in guideline 2.1. In fact, such youth who are processed through JDTC programs might actually be harmed. A systematic review of research examining the formal processing of system-involved youth found that formal processing does not reduce subsequent delinquent activity; based on official data, it appears to increase the prevalence, incidence, and severity of these acts (Petrosino, Turpin-Petrosino, and Guckenburg, 2010).“First, juvenile justice programming should target youth who are assessed as higher risk for reoffending, and those assessed as low risk should be diverted from the juvenile court process. Second, higher risk youth should receive a higher level of treatment and programming.” 



GUIDELINE 2.5:
EQUITY OF ACCESS AND

PROPER SCREENING
• Eligibility and court practices 

should translate to equal access 
for all groups of youth

• Equivalent retention

• Disaggregate data

• Conduct self-assessment of 
cultural practices and 
understanding

Presenter
Presentation Notes
Speaker Notes:Per OJJDP Guidelines:  “Eligibility criteria and court practices should translate to equal access for all groups of youth, equivalent retention of all groups for the duration of the program, and equal treatment in court and other treatment programs” However, we recognize that this is a difficult standard to achieve in practice.  As was discussed in the opening session, it is important to disaggregate your demographic data, and in the case, data on referrals for your JDTC program.  You can also interview youth and families throughout and upon graduation about their unique service needs, and your ability to match to needed services for diverse populations.  Your goal should be equivalent entry and retention, regardless of unique need for the youth and family.  As was found by Campie and Sokolsky (20160, the “contextual fit” of an intervention or service is a crucial aspect of its success.   



PRACTICE IMPLICATIONS
Who can lead this effort? 

Collect and analyze data on your current target population

• Average age?
• Risk level?
• Substance abuse/use outcomes on screeners? 
• Analyze data to look at entrance rates/risk level/screening for equivalent 

outcomes of all youth. 

• What are the strengths of the team in following the Guidelines related to teams? 

• What improvements are needed? 

• Timeline for changes? 

Presenter
Presentation Notes
Speaker Notes:Creating a workgroup that can dedicate the necessary time to updating (or creating) your policies and practices to be reflective of the JDTC guidelines will be critical for success.  Do not just task the JDTC team with this function, include other stakeholders from the key agencies (e.g. judicial bench, treatment, prosecutor, defense) so that it will build greater buy-in beyond the core team. Pick a facilitator for this exercise – possibly the Coordinator.  Make sure it is someone who is comfortable managing groups and discussions, and who is good at Brain-storm each needed policy change on a flip chart.  List them all – don’t leave anything out.  Then, as a team, discuss the options listed.  Ask yourself as a team:  1)  How big would the impact be if we made this change?  And 2)  Is the change feasible?  For example, while placing low risk youth in your program will allow you to reach your target capacity, the research tells us that you can actually do harm with this population.  What flow chart and policy can you create (remember the flow chart we looked at) to ensure that youth that are low risk, or do not have a substance abuse issue, can be safely exited (and returned to the regular court) from the referral process?  Next, place your proposed policy changes in the appropriate quadrant – make sure that all team members get a chance to weigh in on the process of placement. Use a GANNT chart or Action plan to set a timeline for ”delivery” on the change, who is responsible, make sure to track progress and note closure of the project/item (and celebrate!) 



SUMMARY AND QUESTIONS

• Revise/revisit your eligibility criteria

• Ensure that you have a risk assessment tool, 
substance abuse/mental health screener, and that 
results drive acceptance and case planning. 

• Disaggregate and analyze your data to ensure 
youth and families are matched with appropriate 
and responsive programming. 



Connect with Us 
Twitter: @JuvDTC

Phone: (202) 885-2875 

Email: jdtc@american.edu

Website: au-jdtc.org

mailto:jdtc@american.edu
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