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FBC COmmunity Collaborate Program for JUstice Involved and At-RiSk Youth with MI
or CMISA (FOCUS Youth) Program

Fort Bend County (FBC), Texas, is one of the top ten fastest growing counties in the U.S.
The FBC 2019-20 Community Plan identified juvenile delinquency and limited availability of
adequate mental health and substance use treatment for youth as critical community problems.
Given the lack of treatment services available for the mentally ill in FBC, mental health has
become a law enforcement issue. Thus, there is a critical need to improve responses to and
outcomes for youth with mental illness (MI) or co-occurring MI and substance abuse (CMISA)
that come into contact with or are at risk for becoming involved in the justice system in FBC.
These changes are needed in order to continue to ensure the public safety of FBC.

The goal of the proposed FOCUS Youth Program is to increase public safety within FBC
by improving responses to and outcomes for justice involved and at-risk youth with MI or
CMISA. The objective of this program is to develop and implement a cross-system collaborative
approach, involving law enforcement, court, and behavioral health personnel, as well as
consumers in FBC, to improve responses to and outcomes for justice involved and at-risk youth
with MI or CMISA. The FOCUS Youth Program will realize the following three deliverables:

1. Provide systematic and appropriate training across FBC to law enforcement and court

personnel on comprehensive behavioral health, crisis intervention, and trauma-
informed strategies.

2. Improve processes for a) screening and assessment of youth in the community and the
justice system and b) referral of youth with MI or CMISA to appropriate community
behavioral health services and/or diversion programs.

3. Enhance targeted services for justice involved and at-risk youth with MI or CMISA
provided by community behavioral health treatment providers and diversion programs.

In addition, the FOCUS Youth Program seeks to address the Office of Juvenile Justice
and Delinquency Prevention (OJJDP) program-specific priority area of promoting effective

strategies by law enforcement to identify and reduce risk of harm for youth with MI or CMISA.
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Program Narrative
A. Goal, Objective, and Deliverables

Fort Bend County (FBC), Texas, is one of the top ten fastest growing counties in the
U.S.! with over 811,000 inhabitants.> While being one of the most ethnically diverse counties in
America, comprised of 36% Anglo, 24% Hispanic, 21% African American, and 20% Asian,>*
serving the disparate needs of the FBC community is often challenging. Two critical community
problems outlined in the FBC 2019-20 Community Plan include 1) juvenile delinquency and
children in need of supervision (status offenses), especially at-risk youth exhibiting negative
behaviors and 2) limited availability of programs that provide adequate behavioral health (mental
health and substance use) treatment for youth.” In addition, FBC has been designated by the
Health Resources and Services Administration (HRSA) as both a medically underserved
community and a health professional shortage area for mental health care providers.®’ Given the
lack of treatment services available for the mentally ill in FBC, mental health has become a law
enforcement issue.® In 2018, there were 1,660 referrals to the FBC Juvenile Probation
Department (1,235 misdemeanor and status offenses and 425 felony offenses).” In that same
year, FBC’s Juvenile Probation Division Psychology Services provided 7,020 mental health
referrals for youth (age 11-17) and families that came into contact with the justice system, 2,325
individual and family counseling sessions in the FBC Juvenile Detention Center, and 1,312
individual and family counseling sessions as a condition of the youth’s probation.’ Thus, there is
a critical need to improve responses to and outcomes for youth with mental illness (MI) or co-

occurring MI and substance abuse (CMISA) that come into contact with or are at risk for



becoming involved with the justice system in FBC. In the absence of such changes, increasing
public safety within FBC will likely remain difficult.

The goal of the proposed FBC COmmunity Collaborate Program for JUstice Involved
and At-RiSk Youth with MI or CMISA (FOCUS Youth) Program is to increase public safety
within FBC by improving responses to and outcomes for justice involved and at-risk youth with
MI or CMISA. The objective of the proposed FOCUS Youth Program is to develop and
implement a cross-system collaborative approach, involving law enforcement, court, and
behavioral health (mental health and substance use treatment) personnel, as well as consumers in
FBC, to improve responses to and outcomes for justice involved and at-risk youth with MI or
CMISA. This cross-system collaborative approach will be used to accomplish the work required
to realize the following three deliverables:

1. Provide systematic and appropriate training across FBC to law enforcement and court
personnel on comprehensive behavioral health, crisis intervention, and trauma-
informed strategies.

2. Improve processes for a) screening and assessment of youth in the community and the
Justice system and b) referral of youth with MI or CMISA to appropriate community
behavioral health services and/or diversion programs.

3. Enhance targeted services for justice involved and at-risk youth with MI or CMISA
provided by community behavioral health treatment providers and diversion programs.

It is important to note that the proposed FOCUS Youth Program seeks to address the
Office of Juvenile Justice and Delinquency Prevention (OJJDP) program-specific priority area of
promoting effective strategies by law enforcement to identify and reduce risk of harm for youth

with MI or CMISA. This priority will be addressed through specific activities required to achieve



deliverables 1 and 2 in which FBC law enforcement receives 1) training that will improve their
ability to appropriately respond to youth with MI or CMISA and 2) a new tool (mobile app)
developed to support them in a) conducting brief screenings of youth for MI or CMISA and b)
referring youth in need to appropriate community behavioral health services and/or diversion
programs. Both an improved capability to respond and the use of a new quick screening-referral
mobile app will enhance law enforcement’s ability to identify and reduce the risk of harm for
youth with MI or CMISA in FBC.
B. Description of the Issue

No existing structure for cross-system collaboration with respect to responding to and
addressing the needs of justice involved and at-risk youth with MI or CMISA. FBC has a wide
range of successful community-based programs targeting physical health, behavioral health, and
substance use among youth. The FBC Juvenile Detention Center incorporates mental health
screening and assessment, and some law enforcement agencies have been trained in crisis
intervention strategies. Currently, however, FBC lacks coordinated protocols to provide
effective responses for those struggling with MI or CMISA.> While there are frequent
interactions between law enforcement, court, and behavioral health personnel in FBC, these
groups often work in silos, and consumers and their families have little influence or involvement.
Therefore, developing and implementing the FOCUS Youth Program utilizing a cross-
system collaborative approach that coordinates care between agencies in FBC is necessary
to improve responses to and outcome for justice involved and at-risk youth with MI or
CMISA.

Lack of systematic and appropriate training to meet the needs of justice involved and

at-risk youth with MI or CMISA. The onset of mental illness symptomology frequently occurs



during childhood or adolescence, and when left untreated, these symptoms are likely to develop
into psychological disorders with long-lasting effects.”!' When symptoms of mental illnesses
manifest as behavioral issues, they can lead to continued interactions with justice systems.'>'*
Between 65% and 75% of justice involved youth have discernable emotional and/or behavioral
difficulties,””'® putting them at risk of ongoing functional impairment and continued justice
system involvement.'> '*? In addition, a large percentage of high school students report frequent
use of alcohol and/or other substances, and these substance abusing behaviors are often disguised
as mental health issues (e.g., depression).® Research has also shown that 75-90% of justice
involved youth have experienced at least one traumatic event, and the interaction of MI or
CMISA with past trauma can heighten behavioral reactions;>*-?® hence, youth who have
experienced prior or ongoing trauma are consistently overrepresented within justice systems.!®2%-
27 The behavioral health needs of these youth, however, often remain unidentified until they
come into contact with the justice system,!” 22 24,28

Research has shown that training in the use of Crisis Intervention Teams (CITs) are
associated with improved attitudes towards and awareness of M1, increased confidence in
identification of MI, and improved access to mental health care.?>*° The FBC Sheriff’s Office
currently has a CIT and nearly all of their officers have been trained in crisis intervention
techniques through the Memphis Model, which is a nationally recognized program to improve
officer and consumer safety and redirect individuals with mental illness to appropriate
community health services.?' Beyond the Sheriff’s Office, FBC has a Juvenile Detention Center,
a Juvenile Probation Department, four precinct Constables’ offices, 10 municipal police
departments, Department of Public Safety investigators and troopers, and court personnel, of

which a very limited number have previously received crisis intervention training. In addition, no



law enforcement groups or court personnel within FBC have previously receive trauma-informed
training. Therefore, currently FBC law enforcement and court personnel are inconsistently
and inadequately prepared to assist youth in crisis and/or who have experienced trauma; so,
providing systematic and appropriate training across FBC to law enforcement and court
personnel on comprehensive behavioral health, crisis intervention, and trauma-informed
strategies supports improving responses to youth with MI or CMISA (and this addresses the
selected OJIDP program-specific priority area).

Gaps in screening, assessment, and referral processes for justice involved and at-risk
youth with MI or CMISA. The most extensive screening and assessment processes currently
used in FBC to identify youth with MI or CMISA occur only after youth come into contact with
the justice system. Yet, prior studies have indicated that redirecting youth into diversion
programs is the most effective method for reducing rates of recidivism and promoting positive
life outcomes.** In addition, diversion programs cost significantly less than imprisonment, with
some programs yielding up to $13 in benefits to public safety for every dollar spent.’* Currently,
however, only a small number (approximately 20) of justice involved and at-risk youth with MI
or CMISA in FBC are referred annually to the county’s youth diversion program, Successful
Outcomes Utilizing Resiliency for Child Empowerment (SOURCE). This program, which is
operated by FBC Behavioral Health Services (BHS), offers clinical services and case
management for youth and their families to address social determinants of health and mental
health needs. While originally designed to receive referrals from any organization across FBC,
the diversion program’s current referrals come mainly from FBC courts and the Juvenile
Probation Department. Hence, developing and implementing a new quick screening-referral

tool (mobile app) for use by non-clinical entities in the community (prior to formal contact



with the justice system), e.g., law enforcement and school authorities, will increase broad
exposure of at-risk youth with MI or CMISA to screening and referrals to appropriate
community behavioral health services and/or to diversion programs in FBC (and this
addresses the selected OJJIDP program-specific priority area).

While justice involved youth with MI or CMISA tend to have high rates of trauma, this is
often overlooked by screening and assessment processes used in juvenile detention centers.
Failure to identify the impact of trauma has been shown to lead to poor treatment outcomes.**-
In addition, those with MI or CMISA account for a majority of completed and attempted

3749 which is a major concern within justice systems where suicide rates are higher than

suicides,
the general population.*! As required by the State of Texas, all youth with justice system contact
in FBC are screened using the Massachusetts Youth Screening Inventory-Version 2 (MAYSI-
2).*2 Despite the MAYSI-2’s reliability and validity for identifying particular mental health
problems, such as alcohol/drug use, anger-irritability, depression-anxiety, somatic complaints,
and suicide ideation, it frequently fails to adequately capture experiences of trauma and
psychosis, particularly in female and ethnic minority youth.?**>#* While other screening and
assessment instruments are currently used in addition to the MAYSI-2, implementing more
comprehensive and targeted screening and assessment tools, included those for trauma,
suicide, etc., in FBC’s Juvenile Detention Center is necessary to ensure youth with MI or
CMISA are identified and referred to appropriate behavioral health services and/or
diversion programs within the community.

Lack of targeted behavioral health services for justice involved and at-risk youth with

MI or CMISA. Enhanced targeted services for justice involved and at-risk youth with MI or



CMISA provided by community behavioral health treatment providers and diversion programs
are needed in FBC.
C. Project Design and Implementation

The development and deployment of the FOCUS Youth Program will be accomplished
through two distinct phases — planning and implementation.

C.1.Planning phase

This phase will focus on the planning activities needed to develop a cross-system
collaborative approach in FBC to improve responses to and outcomes for justice involved and at-
risk youth with MI or CMISA. The work performed in this phase will be overseen by the FBC

Justice Involved and At-Risk Youth CollaboraTive for Behavioral Health (FACT Behavioral

Health) committee, which will be composed of key leadership representatives with decision-
making authority from law enforcement, court, and behavioral health agencies across FBC, as
well as consumers (youth) with MI or CMISA and their families who have had prior
involvement with the FBC juvenile justice system. The planning phase will span three stages,
and the FACT Behavioral Health committee will identify appropriate front-line staff to serve on
subcommittees to perform the work in these stages.

To increase the likelihood of successfully implementing the work planned across these
three stages in the subsequent phase of this project, the planning phase will include having the
subcommittee for each stage perform additional activities as outlined in the Quality
Implementation Framework (QIF).* This approach provides a blueprint of action-oriented
implementation activities for use in behavioral health care settings that consists of critical steps
organized within a series of four phases. However, the steps in the first two phases of the QIF —

1) Initial Considerations Regarding the Host Setting and 2) Creating a Structure for



Implementation — should be addressed before implementation begins; hence, subcommittees
working on each stage of the planning phase will 1) assess the needs, resources, fit, and
capacity/readiness for each department/group within FBC affected by the actions to be
implemented, 2) determine whether adaptations to actions planned for implementation are
needed in order to support successful implementation, 3) obtain explicit buy-in for the actions to
be implemented (with adaptations, if needed) from critical stakeholders (e.g., leaders, decision-
makers, other front-line staff) by a) ensuring leaders perceive the actions to be implemented as
valuable and will engage in the implementation process and b) identifying champions to
advocate for and developing incentives to encourage adherence to changes resulting from the
actions implemented, 4) build capacity (time and knowledge/skill) for implementation activities
for staff in each department/group affected by the actions to be implemented, including
providing training, as needed, to support staff in performing changes, resulting from the actions
implemented, as intended, 5) identify (with input from leadership) a team of qualified staff to
oversee all implementation activities, and 6) develop a detailed plan for all activities required to
implement the needed changes.

Stage 1: Develop a countywide training plan for law enforcement and court personnel
in FBC on comprehensive behavioral health, crisis intervention, and trauma-informed strategies.
The subcommittee working on this stage will select the specific trainings to be implemented
(appropriate, potential trainings are outlined in Table 1). This subcommittee will also determine
how each training will be administered. Potential options include 1) hiring external consultants to
conduct training sessions across agencies within FBC or 2) identifying select front-line staff
from agencies withing FBC to become certified instructors who will then provide training locally

for others. While the latter option may be more attractive from a cost and sustainability



standpoint, it will involve developing a plan for both train-the-trainer and subsequent internal

training sessions for law enforcement and court personnel across FBC (and this addresses the

selected OJJDP program-specific priority area). Once the mechanism for administering each

training has been identified, the subcommittee will follow the steps in the first two phases of the

QIF* to guide their remining planning activities in this stage.

Table 1. Potential trainings to implement across FBC
Cat. | Training Description (duration)
s | Youh Menat et | Tesches s St aclon o o el o

First Aid (YMHFA)* pe g a mental health or addiction challenge or in
crisis (1-day)
Provides law enforcement-based crisis intervention training

Crisis Intervention for assisting individuals with a mental illness and improves

Teams (CIT)*! the safety of patrol officers, consumers, family members,
and citizens within the community (40 hours)
Supplemental training for police officers to understand,

I Crisis Intervention identify, and react to mental health issues in light of

Teams-Youth (CIT-Y)*" | adolescent development and connect youth to effective and
developmentally appropriate community services (1-day)

Adolescent Mental

Health Training for CIT-Y for SROs on how to best respond to youth displaying

School Resource mental and behavioral health symptoms (2-days)

Officers (AMHT-SRO)*
Teaches justice system professionals how to increase their

Trauma-Informed understanding and awareness of trauma impact and develop

TI T . . .

Response Training trauma-informed responses, along with strategies to

develop/implement trauma-informed policies (1-day)

Cat. — Category; BH — Behavioral health; CI — Crisis intervention; TI — Trauma-informed

Stage 2: Develop a plan to improve processes for a) screening and assessment of

youth in the community and the justice system and b) referral of youth with MI or CMISA to

appropriate community behavioral health services and/or diversion programs.

Planning to improve screening and referral of youth in the community. To improve the

identification of youth with MI or CMISA and support their referral to community behavioral

health treatment providers, the subcommittee working on this sub-stage will design a new tool,

called the Quick Community Mental heAlTh sCreening cHecklist Referral Mobile Application




(Quick MATCH App), that utilizes technology aligned with youth culture. Subcommittee
members will identify approximately 8-10 questions that non-clinical entities in the community
(prior to formal contact with the justice system), e.g., law enforcement and school authorities,
can use to screen youth for MI and CMISA (and this addresses the selected OJIDP program-
specific priority area). In addition, so that youth can be quickly referred to appropriate, evidence-
based services within the community, the subcommittee will select which community behavioral
health treatment providers’ and diversion programs’ information to also include as part of the
Quick MATCH App. Providers/programs in FBC likely to be included are AccessHealth (a
Federally Qualified Health Center, FQHC), Fort Bend Regional Council on Substance Abuse,
Inc. (FBRC), Texana Center (the Local Mental Health Authority, LMHA), and SOURCE. Once
the Quick MATCH App is designed, the subcommittee will follow the steps in the first two
phases of the QIF* to guide their remining planning activities in this sub-stage. Finally, given
the diversity of FBC’s population, the Quick MATCH App will be made available in English,
Spanish, Vietnamese, and Chinese.

Planning to improve screening, assessment, and referral of youth in the justice system.
This stage of the planning phase will be performed by a subcommittee of key front-line staff
from FBC Juvenile Detention and their Center Psychological Services, community behavioral
health treatment providers, and diversion programs in FBC. This subcommittee’s initial step will
involve mapping the step-by-step nature of the screening, assessment, and referral processes used
in FBC’s juvenile detention center. Then, the processes will be analyzed in terms of their rigor
with respect to identifying and referring justice involved youth with MI or CMISA to appropriate
community behavioral health services and/or diversion programs. Where critical gaps exist in

current processes, subcommittee members will identify ways to enhance the rigor of current



processes, e.g., new/revised screening and/or assessment tools, improved referral pathways, etc.
(appropriate, potential screening and assessment tools are outlined in Table 2, all of which have
been recommended and validated by SAMHSA>%). Once the improvements to the screening,

assessment, and referral processes are determined, the subcommittee will follow the steps in the

first two phases of the QIF*’ to guide their remining planning activities in this sub-stage.

Table 2. Potential screening and assessment tools to implement in the FBC
Construct Measure Items | Duration | Admin. By
The Life Events Checklist for DSM-3 ;

Trauma- 51 17 | 5 min.

informed (LECEO) Self-report

trorm Posttraumatic Stress Disorder Checklist : P

screening for DSM-5 (PCL-5)%* 20 | 10 min.

Suicide Beck Scale for Suicide Ideation )

steening (BSS)5* 21 5-10 min. | Self-report

Trauma- Posttraumatic Symptom Scale- 1535 BEH-

informed : » 54 17 ; structured
Interview Version (PSS-I) min. . .

assessment Iinterview

Sl Suicide Risk Decision Tree (SRDT)S7 | N/A | 20 min. | Interview

assessment

*SAMHSA recommends for use with justice system populations — PCL-5%%%? and BSS6%-¢
Stage 3. Develop a plan to enhance targeted services provided by established
community behavioral health treatment providers and diversion programs in order to improve
outcomes for justice involved and at-risk youth with MI or CMISA. The subcommittee working
on this stage will perform a strategic review of current resources and identify gaps through a
comparison of needs and priorities within the community using asset mapping.®® This approach
will visually depict the existing resources within the FBC agencies involved in behavioral health
treatment (AccessHealth, FBRC, and Texana Center) and diversion (SOURCE). Subcommittee
members will then analyze data regarding justice involved and at-risk youth with MI or CMISA
in FBC to assess their needs and identify gaps in resources versus needs. Using information from
the asset mapping and needs assessment activities, what is required to provide an effective and

comprehensive continuum of evidence-based preventive and clinical interventions within the



community will be determined (potential interventions are outlined in Table 3). Once the
intervention that will be implemented is selected, training for the requisite staff will be identified.
Then, the subcommittee will follow the steps in the first two phases of the QIF* to guide their

remining planning activities in this stage.

Table 3. Potential evidence-based interventions to implement in FBC

Intervention Description Benefit

Addresses interpersonal, problem solving,

Cognitiye anger management, and social skills

Behavioral ST manag 2 Reduces recidivism”’
within individual or group therapy

Therapy (CBT) .
settings

Trauma-focused Includes psychoeducation, relaxation, RCHLOERS Tl

symptomology among

iy "ll . . . . . .
CBT (TF-CBT) emotional identification, and coping skills adjudicated youth™

Brief, family-centered intervention
Functional Family | consisting of engagement, motivation,
Therapy (FFT)” relational assessment, behavior change,
and generalization

Reduces recidivism’

A multi-modal, family-based intervention | Reduces recidivism, MI and
that addresses causal and correlating CMISA concerns, as well as
factors of delinquency and substance use | delinquent behaviors’

Multisystemic
Therapy (MST)

C.2.Implementation phase

The implementation teams identified in each stage of the planning phase will execute the
plans developed for implementing each of corresponding three stages in this phase. This work
will be guided by the two remaining (out of four) phases of the QIF** — 3 ) Ongoing Structure
Once Implementation Begins and 4) Improving Future Applications; hence, implementation
team members will 1) provide on-going technical assistance to front-line staff, as needed, 2)
collect data to track and evaluate implementation progress, 3) identify gaps in actual
implementation progress versus established targets, 4) provide feedback to staff regarding
implementation progress, 5) obtain input from key front-line staff regarding causes of gaps in
progress and develop solutions to address these issues, and 6) document strengths and weakness

observed during implementation in order to learn from the experience.




Stage 1: Execute selected trainings on behavioral health, crisis intervention, and
trauma-informed strategies for law enforcement and court personnel across FBC.

Stage 2: Implement process improvements for a) screening and assessment of youth
in the community and the justice system and b) referral of youth with MI or CMISA to
appropriate community behavioral health services and/or diversion programs.

In the community. Build and deploy the Quick MATCH App.

In the justice system. Implement new/revised screening and/or assessment tools and/or
improved referral pathways within the FBC Juvenile Detention Center.

Stage 3: Implement the selected evidence-based intervention within community
behavioral health treatment providers (AccessHealth, FBRC, and Texana) and/or diversion
programs (SOURCE) in order to improve outcomes for justice-involved and at-risk youth with
MI or CMISA.

C.3.Sustainment beyond grant period

The FOCUS Youth Program contains several aspects that will support its sustainment
beyond the grant period. The training provided to 1) law enforcement and court personnel across
FBC on selected behavioral health, crisis intervention, and trauma-informed strategies and 2)
behavioral health treatment providers on the selected evidence-based intervention will provide
sustained benefit in terms of enhanced responses to and outcome for justice involved and at-risk
youth. For example, for trainings in which the train-the-trainer approach is selected, training will
become self-sustaining across FCB through the group of certified instructors that will be able to
provide training across the county at little to no additional cost. In addition, once created and

implemented, the Quick MATCH App will serve as a long-term resource for non-clinical



entities, e.g., law enforcement and school authorities, to screen youth for MI and CMISA and
quickly refer them to appropriate, evidence-based behavioral health services within FBC.
D. Capabilities and Competencies

For the past X years, FBC BHS has worked with the courts, criminal justice, and other
county departments to develop needed services to support justice involved and at-risk youth with
behavioral health disorders. The programs they operate, including SOURCE, Recovery and
Reintegration, and Infant Toddler Court, target reducing recidivism, supporting reintegration,
recovery, and family reunification. In addition to working directly with the courts, BHS
coordinates with behavioral health treatment providers across FBC to serve justice involved and
at-risk youth. BHS has previously managed several funding awards from state and federal
agencies. For example, they are currently working on the “Fort Bend County Justice and Mental
Health Collaboration: Stepping Up” project funded by the Bureau of Justice Assistance (BJA-
2019-15100, Category 1). For projects like this with subawards, the subawards are administered
through the FBC financial office.

The evaluation team will focus on both process evaluation and outcome evaluation. Each
of these components are described in detail in the following section. Through a partnership with
the University of Houston, the evaluation team will include two faculty and a doctoral student
who have an established relationship based on previous collaborations with FCB and extensive
evaluation expertise. As the outcomes and process evaluator, Dr. Gearing’s expertise focuses
extensively on mental health treatment engagement and adherence strategies for individuals with
serious mental illnesses. Dr. Gearing has extensive experience researching and evaluating
patterns of service delivery, service utilization, and barriers and enhancing promoters to mental

health treatment and services with the focus to engage and maintain clients in treatment and



improve outcomes and recovery (Gearing et al., 2014; Gearing et al., 2013; Gearing et al., 2012;
Gearing et al., 2015; Schwalbe et al, 2013). Dr. Gearing will provide his expertise to plan,
implement, and monitor the evaluation processes on improving outcomes for youth with MI or
CMISA. Dr. Gearing will coordinate with the evaluation team and FBC. As the process
performance evaluator, Dr. Kovach will utilize her expertise in the application of engineering
methods to design and improve operational processes within behavioral healthcare to advise the
planning team on conducting a process analysis and service inventory and developing process
improvements and new service provision strategies. In addition, based on iterative comparisons
of actual versus expected performance data collected throughout the implementation phase, Dr.
Kovach will directly oversee the continuous improvement of processes and service provision
strategies (Kovach et al., 2017; Kovach et al., 2018a; Kovach et al., 2018b; Mitchell et al., 2016).
E. Plan for Collecting Required Performance Measure Data

To strengthen the FOCUS Youth Program as it builds across the three year grant period
and to ensure treatment fidelity, a rigorous process and outcome evaluation will be conducted
with established partners from the University of Houston (evaluation team) who have extensive
research and practice experience in behavioral health and continuous improvement.

Stage 1: Evaluate the countywide training for law enforcement and court personnel in
FBC on comprehensive behavioral health, crisis intervention, and trauma-informed strategies.
Evaluations will be provided pre and post for all trainings to assess changes in attendee’s
knowledge, attitudes, and skills. The implementation team will collect data on the number of
regions within FBC reached through the trainings, the agencies (e.g., law enforcement, court,
etc.) that participate in the trainings, and the number of people that are trained. This data will

provide a clearer assessment of the coverage of training across FBC, which will in turn affect the



number of justice involved and at-risk youth with MI and CMISA that are positively impacted as
a result of the trainings implemented.

Stage 2: Evaluate the process improvements implemented for a) screening and
assessment of youth in the community and the justice system and b) referral of youth with MI
or CMISA to appropriate community behavioral health services and/or diversion programs.

Evaluating the improvements implemented for screening and referral of youth in the
community. The implementation team will collect data on the number of times the Quick
MATCH App is used and how many referrals to community behavioral health services and/or
diversion programs result from its use. This data will provide a rational assessment of the
number of at-risk youth that benefit from screening prior to formal contact with the justice
system and those with MI and CMISA that seek treatment as a result of using the Quick
MATCH App.

Evaluating the improvements implemented for screening, assessment, and referral of
youth in the justice system. The implementation team, with assistance from the evaluation
team’s doctoral student, will collect data on and process performance measures (see Table 4) to
guide ongoing monitoring and improvement of the changes implemented with respect to
screening, assessment, and referral of youth with MI or CMISA in the FBC Juvenile Detention
Center. These evaluation activities will utilize Lean methods. For the past five decades, Lean
methods have been used by organizations across the globe to drive superior performance in both
production and service operations.’®!''” Based on the Toyota Production System,'!’"!S Lean
encompasses methods for improving process efficiency by reducing waste (i.e., work that does
not add value to a product or service).!'*122 More recently, Lean methods have been used in

behavioral health care settings to streamline the flow of care services such that consumers move



seamlessly through intake and treatment processes, for example, without unnecessary delays.'?*
129

Using Lean methods, bi-weekly, Dr. Kovach, with assistance from the doctoral student,
will analyze the data collected regarding process performance measures to identify gaps in actual
program performance versus established targets (see Table 4). Then, input from key program
stakeholders, i.e., front-line staff from the FBC Juvenile Detention Center and its Psychological
Services group, community behavioral health treatment providers (AccessHealth, FBRC, and
Texana Center), and diversion programs (SOURCE), will be obtained to identify the causes of
gaps in performance and develop solutions to address these issues. Finally, the Process Evaluator
and doctoral student will work with program stakeholders to implement changes to the screening,
assessment, and/or referral of youth with MI or CMISA in the FBC Juvenile Detention Center to
eliminate performance gaps. In years 2 and 3 of the grant period, analyses to identify gaps in

program performance will be conducted monthly.

Table 4. Ongoing process performance measures and targets

Measure (percentage of) Target !7> 130 131

Youth administered new trauma-informed screening

. . .
Youth administered new suicide screening 100% of youth held fn detention

Youth administered new trauma-informed assessment 100% of youth scoring above the
Youth administered new suicide assessment clinical cut-off on screenings
Referrals to appropriate mental health treatment services 100% of youth scoring above the
Referrals to appropriate substance use treatment services clinical cut-off on assessments

Intake mental health appointments attended
Intake substance use appointments attended

100% of youth referred

Measure (average time from first justice system contact to) Target

Administration of new trauma-informed screening

— 5 — : 0 days
Administration of new suicide screening Y
Administration of new trauma-informed assessment

— , o 3 days
Administration of new suicide assessment
Referral to appropriate mental health treatment services 7 days

Referral to appropriate substance use treatment services

First contact with mental health treatment services (intake appointment)
= . : ; : 21 days
First contact with substance abuse treatment services (intake appointment)




Stage 3. Evaluate the enhanced targeted services provided by established community

behavioral health treatment providers and diversion programs in order to improve outcomes for

Jjustice involved and at-risk youth with MI or CMISA. The evaluation team will collect data

regarding the use of the evidence-based intervention implemented. Dr. Gearing, with assistance

from the doctoral student, will evaluate treatment fidelity of the use of this evidence-based

intervention.

Evaluation of the Effectiveness of the FOCUS Youth Program will employ

standardized measures to collect data. Table X specifies the constructs, informants, measures,

psychometric properties, and sample items that will be used to conduct pre-post comparisons of

key behavioral health outcomes. To further assess the effectiveness of the FOCUS Youth

Program, Table Y contains the list of measures that will be used to evaluate between group

differences on key research questions.

Table Z. Ongoing process measures

Construct

Measure (number of items; alpha value)

Sample Item

Satisfaction and
burden

FOCUS Youth Program Satisfaction
Questionnaire (10 items)

“Rate your satisfaction with
the text messages you
received”

FOCUS Youth Program Feedback Sheet (6
items)

“How many text messages
did you send/ receive?”

Eidelity FOCUS Youth Program Fidelity Checklist The FOCLIS YO.Uth
. Program was delivered as
(8 items) .
planned.
Treatment and Medication Compliance « o
adlcnes Data Sheet (TMCDS) (6 items; ¢ = 0.85) | 1okes all medicine as
outcomes prescribed

132

Mental health
service utilization
audits

Appointment attendance, hospitalizations,
and other programmatic outcomes (e.g.,
school, employment involvement, etc.)

Frequencies tracked by
doctoral student
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H. Procurement Contracts 510,000 $0 $20,000 S0 $20,000 S0 S0 $0 ] S0 $50,000
. Other $900 $300 $14,000 $0 $14,000 50 $0 $0 $0 $0 $29,200
Total Direct Costs $223,727 $73,477 $251,311 $121,384 $250,710 $110,066 S0 S0 50 S0 $1,030,673
J. Indirect Costs $0 $0 $0 50 $0 S0 S0 $0 50 S0 $0
Total Project Costs $223,727 $73,477 $251,311 $121,384 $250,710 $110,066 S0 50 S0 S0 $1,030,673
Does this budget contain conference costs which is defined broadly to include meetings, retreats, seminars, symposia, and training activities? - Y/N Yes




