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CHEMICAL DEPENDENCY DISPOSITION ALTERNATIVE
2000 Report to the Legislature

EXECUTIVE SUMMARY

The Chemical Dependency Disposition Alternative (CDDA) codified in RCW 13.40.165, became
effective July 1, 1998. This disposition alternative provides local juvenile courts with a sentencing
option for chemically dependent youth, allowing judges to order youth into treatment instead of
confinement. RCW 70.96A.520 requires that:

“The department shall prioritize expenditures for treatment provided under RCW
13.40.165. The department shall provide funds for inpatient and outpatient treatment
providersthat are the most successful, using the standards devel oped by the University
of Washington under section 27, chapter 338, Laws of 1997.” In addition, “ the
department shall, not later than January 1 of each year, provide areport to the Governor
and the Legidature on the success rates of programs funded under this section.”

To comply with this legiglation, process and outcome evaluations have been designed to support the
annual reports to the Governor and Legislature. This report describes the implementation of CDDA
legidation, status of the outcome evaluation to date, data from the assessments to determine CDDA
eligibility, and results from a process evaluation regarding implementation of CDDA.

Currently, 32 of 33 juvenile courts have implemented CDDA programs. A total of 369 youth have
been placed in CDDA. Twenty-one have successfully completed 12 months of intensive treatment and
supervision, 68 have been discharged, and 280 are till activein the treatment and supervision continuum

The CDDA outcome evaluation will compare recidivism, substance abuse, family functioning, school
performance, and other measures of success between CDDA sanctioned and non-CDDA sanctioned
youth. Outcomes will be compared at 3, 6, 12, and 18 months from the date CDDA €ligibility is
determined.

Recruitment for the CDDA outcome evaluation began in January 1999. As of September 1, 1999, a
total of 102 youth from 7 counties have been recruited into the outcome evaluation. The majority of
participants recruited thus far fall into the non-CDDA comparison group (N = 84); only 18 CDDA
youth have been recruited. The small number of CDDA participants (N = 18) currently in the study
precludes statistically or clinically meaningful comparisons from being made at this time.

Thereport to the Governor and Legislaturein 2000 will provide information on short-term outcomes (3
and 6 months) and initial information on 12-month outcomes. The final report containing al outcome
datawill be presented in the December 2003 report to the Governor and L egidature.



Recommendati onsfrom the process eva uati on regarding theimplementation of CDDA include:

Continue standardi zation of the CDDA screening procedure using the Washington State Risk
Assessment Tool.

Continue standardization of assessment to determine chemical dependency usingthe CDDA
eigibility assessmenttool.

Expand CDDA €ligibility to include youth with a Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition (DSM-1V) substance abuse diagnosis.

Allow greater discretion in determining CDDA €eligibility of B+ offenses under RCW
13.40.165, especidly for Violation of the Uniform Controlled Substance Act (VUCSA)
sales or delivery charges, or cases where substance use was a contributing factor.

Provide probation officers and prosecutors information from research studies
demonstrating that all chemically dependent juveniles can benefit from treatment,
regardlessof their motivation and/or past trestment failures.

Encourage dedicated CDDA probation officers and treatment staff to work together
throughout the 12 months of CDDA supervision to promote use of the most effective
treatment and sanctions.

Encourage countiesto utilize detention-based and intensive outpatient programsfor locally
sanctioned youth awaiting inpatient treatment.

Provide increased incentives for locally sanctioned juveniles participation in CDDA.

Work with local juvenile courts, JRA, and the Division of Alcohol and Substance Abuse
to meet the increasing need for inpatient treatment of locally sanctioned CDDA youth.
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I ntroduction

Chapter 338, Laws of 1997, created the Chemical Dependency Disposition Alternative (CDDA)
and was effective July 1, 1998. The CDDA legislation was codified in RCW 13.40.165. This
disposition alternative provides local juvenile courts with a sentencing option for chemically
dependent youth, allowing judges to order youth into treatment instead of confinement. The
Department of Social and Health Services' Juvenile Rehabilitation Administration (JRA), in
collaboration with the department’ s Division of Alcohol and Substance Abuse (DASA), wasgiven
the responsibility of designing and implementing the program.

Thislegidation also required the University of Washington (UW) to devel op standardsfor measuring
thetreatment effectivenessof CDDA. These standardswere devel oped by the Alcohol and Drug Abuse
Institute (ADALI) of the UW and presented in the 1997 report entitled “ Effectiveness Standardsfor the
Treatment of Chemical Dependency in Juvenile Offenders: A Review of TheLiterature” submittedtothe
Legidature January 1, 1998. Theseeffectiveness standardswill be used to determinethe efficacy of the
CDDA program on an annua basisasrequired by RCW 70.96A.520.

CDDA represents a collaboration of JRA, local juvenile courts, DASA’s interests in using
community-based programs as an alternative to detention, as well as the Legidature’s interest in
providing sentencing aternativesfor chemically dependent juveniles. CDDA also representsaunion
of juvenile court-administered services and county-coordinated drug and a cohol treatment systems.
CDDA provides local communities with an incentive to implement interventions for juvenile
offenders that research demonstrates to be effective in reducing substance use among chemically
dependent youth. In providing chemically dependent juvenile offenders with effective treatments,
substance use should decrease, as should involvement in criminal behaviors. CDDA should not
only reduce the state's costs of incarceration for juveniles, but provide a cost-effective means of
improving the overall functioning of ajuvenilewhilekeeping him or her within thelocal community.

Thisreport describes the implementation, to date, of the CDDA legidlation statewide, aswell asthe

outcome and process evaluation for CDDA. Descriptions of each county’s CDDA program and
uniquefeaturesof these programsare provided in Appendix A.

| mplementation of CDDA to Date

Although CDDA became availableto all juveniles committing crimes after July 1, 1998, processing
requirementsof local juvenile courtsdelayed juvenilesfrom entering CDDA until aslate asNovember
1998.

To bedligibleto be placed onthe CDDA program, ayouth must:

be between 1310 17 yearsof age,
not have current A- or B+ charges,



be chemically dependent, and
not pose athreat to community safety.

Currently, 32 of the 33 juvenile courts have developed CDDA programs. The remaining juvenile
court will implement a CDDA program beginning January 1, 2000. Of the 32 counties with active
CDDA programs, 8 have plansin placeto access Title 19 matching fundsto increasefiscal resources
for CDDA.

Since July 1, 1998, juvenile courts have placed atotal 369 juvenilesin CDDA. Sixty of theseyouth
arecommittable,” meaning they weredigiblefor 15-36 weeks of commitment to JRA. Theremaining
280 are “locally sanctioned” youth eligible for 0-30 days in detention and up to 12 months of
community supervision. To date, 21 juveniles have successfully completed 12 months of intensive
treatment and supervision, 68 have been discharged, and 280 are till active in the treatment and
supervision continuum. Reasons for discharging a youth from CDDA included commission of a
new offense, failureto comply with program requirements(i.e., reporting to probation officer, treatment

attendance), and termination of probation.

CDDA Evaluation

A. Evaluation Overview
Legidation associated with CDDA requires that:

“ ...the department shall prioritize expendituresfor treatment provided under
RCW 13.40.165. The department shall provide funds for inpatient and outpatient
treatment providersthat are the most successful, using the standards devel oped by
the University of Washington under section 27, chapter 338, Laws of 1997. The
department may consider variations between the nature of the programs provided
and clients served, but must provide fundsfirst for thosethat demonstratethe greatest
success in treatment within categories of treatment and the nature of persons
receiving treatment.”

Theability of the outcome evaluation to document statistically that one provider ismore effective
than another is severely limited for several reasons. There are four CDDA treatment modalities,
each with numerous providers. (1) detention-based outpatient; (2) inpatient; (3) intensive
outpatient; and (4) standard outpatient. The number of juveniles treated by each provider will,
therefore, be relatively small. There is aso wide variation in services being provided in each
treatment modality (e.g., one inpatient program provides family education, another provides
family meetings, another family therapy). These factors makeitimpossible to make statistically
meaningful comparisons of individual provider outcomes. The outcome evaluation will be able
to describe the aggregate outcomes of juvenilestreated acrossthe various providersand indicate
which configuration of servicesis related to the most positive outcomes for locally sanctioned
and committabl ejuvenilesbased on measurement of the effectiveness standards.

To best use resources, the outcome evaluation is being conducted in eight counties. Counties



were chosen based on their size, how inclusive the county’s CDDA model was of the elements of
effectivetreatment included in the* 1997 Effectiveness Standards’ report, and by geographiclocation.
Theeight countieswheretheresearchwill be conducted are:

Benton/Franklin Kitsap Spokane
Clark Pierce Y akima
King Snohomish

It isestimated, based on the number of juveniles placedin CDDA and recruited into the outcome
evaluation last year in these eight counties, that the outcome evaluation will consist of 130
juveniles on CDDA and 130 juveniles who are eligible for CDDA, but do not participate in
CDDA. If counties recruit greater numbers of youth than currently anticipated, up to alimit of
200 CDDA participants and 200 non-CDDA youth will be included in the study. JRA and UW
are actively working with the eight countiesto increase recruitment for the outcome evaluation.

Inthe CDDA outcome eval uation, assessments of substanceuse, crimina activity, and functioningin
severa important areas (e.g., family, social, and school) of juvenilesin CDDA will becompared to
those of juvenileswho areeligiblefor CDDA, but do not participatein CDDA. These comparisons
will bemadeat severd timepoints. a basdine, whichisthedatethe Adolescent Drug Abuse Diagnoses
(ADAD) and Kiddie-Schedulefor Affective Disordersand Schizophrenia(K-SADS) substance abuse
moduleisadministered, and again at 3, 6, 12, and 18 monthsfrom the date of the ADAD/K-SADS
adminidration.

It should be noted that the youth in the comparison group may also receive substance abuse
treatment, but not 12 months of CDDA -sanctioned treatment services. Therefore, the comparison
group isnot a“no treatment” group. Y outh from the CDDA and comparison groups will all be
followed for the entire 18-month study period, without regard to treatment status.

The effectiveness standards that will be used to measure outcomes of the two groups are:

» reduced criminal recidivism asdefined, under alegislative directive, by the Washington
State Institute for Public Policy as:
»  reduced crimina convictions and/or terms of community supervision
»  increasesin completion of any restitution to victims ordered by the court

» reduced substance use as evidenced by:
> reduction in the total number of days of substance use
> the number of substances an individual currently uses
> the proportion of positive urinalyses
> re-admissionsto achemical dependency treatment program (detox, inpatient, or
outpatient)
> number of emergency room visits or inpatient medical hospitalizations

e improved school performance as evidenced by:
> animprovement ingrades
> adecrease in truancy or dropout and/or number of school disciplinary actions



» improvedfamily functioning asevidenced by:
> fewer conflictswithfamily members
> decreased runaway episodes

» improved social functioning as evidenced by:
> less time spent with substance-using and/or delinquent peers
> increased friendships with non-substance using peers

» improved psychological functioning as evidenced by:
> fewer days of self-reported mood disorders
> fewer admissions for psychiatric treatment, either inpatient or outpatient

These standards will be evaluated, in part, through repeated administrations (3, 6, 12 and 18
months) of the ADAD/K-SADS, and review of treatment and probation records at each follow-
up point. Dataregarding substance use and crimina activity will be corroborated at each follow-up by
criminal histories, and, whenever possible, by urinedrug screenstaken by the probation department
and/or outpatient substance abusetreatment agencies. Convictions (rather than arrests) will beused as
ameasureof crimina recidivismintheeva uation of the CDDA programs, asarrest dataisdifficult and
costly tordiably obtain.

The outcome evaluation will also include a cost-benefit analysis conducted by the Washington
State Institute for Public Policy. Thisanaysiswill provideinformation on fiscal savingson the
costs associated with supervision, re-conviction, and detention of juveniles placed on CDDA
treatment.

Initial data regarding short-term outcomes (3 and 6 months) will be available in the year 2001
report to the Legislature. The final report containing all outcome data will be presented in the
January 2003 report to the Legidature. A timeline for the outcome evaluation is provided in
Appendix B.

In addition to the CDDA outcome evaluation, all ADAD/K-SADS administered throughout the
state to determine CDDA dligibility are being assembled in a database at the UW until July 1,
2000. Thisdatabase contains profilesof al youth with a suspected substance use problem who
may have been eligible for CDDA. It is anticipated that information on approximately 1,500
youth will be available in this database.

B. Current Statusof CDDA Outcome Evaluation

Recruitment for the CDDA outcome evaluation began in January 1999, and will be completed
by September 2000. As of September 1, 1999, atotal of 102 youth from seven counties have
been recruited into the outcome evaluation. The major difficulty in recruiting study participants
is meeting the requirement that an advocate be involved in recruitment when parents are not
available, which is most often the case. The State Institutional Review Board (IRB) requires
that only an attorney, public defender, prosecutor, guardian ad litem, or chaplain affiliated with the
juvenilecourt may act asyouth advocatesin therecruitment process. Establishing aworkable procedure
involving such advocates, who usualy havelimited timeavailable, hasproven to bemore complex than
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initidly anticipated. JRA and UW areworking to assi s thee ght countiesin devel oping viablerecruiting
procedureswith appropriate advocates.

The mgjority of participants recruited thusfar for the outcome evaluation (N = 102) fall into the
non-CDDA comparison group (N = 84); only 18 CDDA youth have been recruited. As of
October 1, 1999, 59 participants were due for 6-month follow-up interviews. Follow-up
interviews have been completed on 53 of those 59 participants (90 percent). Twelve-month
interviews begin in mid-October 1999, and 18-month follow-up interviews will begin in April
2000. All interviews will be completed by January 2002.

The small number of CDDA participants (N = 18) currently inthe study precludes statistically or
clinically meaningful comparisonsfrom being madeat thistime. Dataisavailable on 834 youthwho
have been evaluated for the CDDA program from 20 counties. Thisreport presentsinformation on
that group of youth.

CDDA Eligibility Assessment Data
A. Information on all Youth Assessed for CDDA

The average youth assessed for the CDDA program was male (75.5 percent), 16 years old, had
completed and passed the 8" grade, and for thelast year lived with hismother. The ethnic breakdown
of thesampleis63.3 percent Caucasian, 11.8 percent Hispanic, 10.1 percent African American, 7.9
percent Native American, and 1.8 percent Asian/Pacific | ander.

TheDiagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-1V) istheofficia
criteriaused in the United Statesto diagnose mental disease, including substance usedisorders. Two
levels of impairment are assessed by the DSM-1V. “Chemica dependence,” the more severe, is
characterized by repeated use, despite significant substance-related problems, that typically leadsto
tolerance, withdrawal, and compulsive drug-taking. “ Substanceabuse’ ischaracterized by repeated
use leading to negative consequences, but does not include symptoms of tolerance, withdrawal or
compulsiveuse. A diagnosisof substance abuseisfar morelikely inindividualswho haverecently
begun taking the substance. Someindividuals, however, have substance-rel ated problemsover long
periodsof timewithout ever devel oping substance dependence.

Of the youth whose information was sent to the UW, 74.1 percent (N = 618) received aDSM-IV
diagnosisof chemical dependence, 10.3 percent (N = 86) were diagnosed as substance abusers, and
15.6 percent ( N = 113) received no forma DSM-IV substance use diagnosisclassifying them as
substance misusers. Asshownin Table 1, the percentage of youth with substance dependence, abuse,
and no DSM-IV diagnosisvaried across counties.



Table 1
DSM-IV Substance Use Diagnoses for Youth Evaluated for CDDA

Number of % Chemically % Substance % No DSM-1V
County Evaluations Dependent Abuse Diagnosis
Benton Franklin 19 63.2 31.6 5.3
Chelan 2 100 0 0
Clark 20 100 0 0
Columbia 6 66.7 16.7 16.7
Cowlitz 20 75 21.4 10
Douglas 1 0 100 0
King 60 75 13.3 11.7
Kitsap 56 80.4 8.9 10.7
Kittitas 5 60 20 20
Lincoln 2 50 50 0
Okanogan 21 52.4 9.5 38.1
Pierce 86 61.6 7.1 32.1
San Juan 1 100 0 0
Skagit 5 80 20 0
Snohomish 200 60 10.5 29.5
Spokane 159 89.9 8.2 1.9
Thurston 9 88.9 0 11.1
Walla Walla 4 100 0 0
Whitman 1 100 0 0
Yakima 157 80.3 11.5 8.3
Totals 834 74.1% 10.3% 15.6%

Based on theinformation obtained from the ADAD/K-SADSinterview and the ASAM criteria, a
specific treatment modality wasrecommended for each juvenile. The American Society of Addiction
Medicine (ASAM) criteriaaredetailed criteriaused to determinethe most appropriatelevel of care
alongafour-level continuum: (1) outpatient trestment; (2) intensive outpatient/partial hospitalization;
(3) medically monitored intensiveinpatient and; (4) medically managed intensiveinpatient trestment.
The ASAM criteriaass st eval uatorsin determining the need for specific intensity of treatment based
ontheneed for detoxification, treatment res stance, co-existing disordersand rel gpse potentia, aswell
assafety issues.

A treatment recommendation was supplied for 790 juveniles. Table 2 presentsthe percent of youth
recommended for each treetment modality based on their substance usediagnoss. Chemically dependent
youth received the mgority of recommendationsfor inpatient, intensive outpatient, and detention-
based trestments. Not surprisingly, arecommendation for no treatment wasgiven primarily to youth
without aDSM-1V substance usedisorder diagnoses.



Table?2

Treatment Recommendations Based on DSM-IV Substance Use Diagnoses

Intensive  Detention-Based  Standard
DSM-IV Diagnosis Inpatient Outpatient Outpatient Outpatient No Treatment
Chemically Dependent (N=578) 52.4% 36.5% 4.8% 4.2% 2.1%
Substance Abuse (N=83) 7.2% 42.2% 0.0% 21.7% 28.9%

No DSM-1V Diagnosis (N=129)

3.9%

11.6%

2.3%

15.5%

66.7%

Comparisonsof CDDA and Non-CDDA Youth

Of the 834 youth evaluated for CDDA, 177 (29.1 percent) were placed on CDDA. RCW
13.40.165 states a youth must be chemically dependent to be eligible for CDDA. Of the
177 youth placed on CDDA, 84.7 percent (N = 149) were diagnosed as chemically dependent,
while 8.0 percent (N = 14) were diagnosed as substance abusers, and 7.4 percent (N = 13)
received no DSM-IV substance use disorder diagnosis. Explanations of why some non-
chemically dependent youth entered CDDA are discussed in the Process Eval uation Section
under Step C (page 15).

Treatment recommendationswere availablefor 160 of the 177 CDDA youth. The majority of
treatment recommendationswerefor inpatient, 55.6 percent (N = 89), or intensive outpatient
treatment, 30.6 percent (N =49). Detention-based trestment was recommended for 8.8 percent
(N = 14) and standard outpatient treatment for 5.0 percent (N = 8).

There were no significant differences in the proportion of Caucasian, African Americans,
Native Americans, or Hispanicsin the CDDA and non-CDDA groups. Analyses, however,
revealed that significantly fewer eligiblefema esthan malesentered CDDA. Further analyses
indicated that femalesin CDDA (N = 31) had significantly (p>0.01) more psychological,
social, acohol and drug problems than females not in CDDA (N = 168). However, the
medical, school, and family problems measured by the ADAD/K-SADS of CDDA and
non-CDDA females were not significantly different.

Table 3 presents a comparison of CDDA and non-CDDA youth on severa variables. No
significant differences were found between CDDA and non-CDDA youth with respect to
medical, school, social, psychological, family, or general background variables.



Table 3
Comparison of CDDA and Non-CDDA Youth

In Not In
CDDA CDDA t- or X?
Variable (N=177) (N =657) Value
Age 15.7 15.5 1.70
Ethnicity 9.31
% African American 32.8 67.2
% Caucausian 28.8 71.2
% Hispanic 34.2 65.8
% Native American 30.8 69.2
% Female 17.5 25.7 11.23*
% Ever Homeless 23.7 19.4 1.62
# of Times Hospitalized 0.81 1.1 0.78
Days of Medical Problems
in Previous Month 2.7 2.6 0.05
Highest Grade Passed 8.6 8.6 0.18
% Currently in School 63 61 3.30
Days Truant in Previous Month 27 27.6 0.23
# Days Worked in Last Month 4.6 6.6 1.71
Dollars Earned Previous Month 104.06 112.81 0.30
% Previous Inpatient Mental
Health Treatment 11.3 11.4 1.50

*p < 0.01

Several significant differences between CDDA and non-CDDA youth were found in their
involvement with illegal activities. As shown in Table 4, significantly more CDDA youth
reported illegal income during the previous year. Moreover, significantly (p<. 05) more
CDDA than non-CDDA youth reported having made over $1,000 illegally in the previous
year (26.6 percent vs. 19.7 percent respectively). CDDA youth also reported significantly
fewer probation violations compared to non-CDDA youth.

With respect to substance use, Table 5 shows CDDA youth reported using significantly more
drugsthan non-CDDA youth during the previous six months and had used crack cocainefor a
longer period than non-CDDA youth. No significant differencesintheageat first use, or duration
of useof any other substanceswere revea ed between groups. A significantly greater proportion



Table4
Comparison of Criminal Behavior for CDDA and Non-CDDA Youth

In Not In
CDDA CDDA t-or X2
Variable (N=177) (N=657) Value
#of LifetimeArrests 7.7 7.5 0.14
Daysof Illegal Activity in PreviousMonth 11.3 111 0.09
# of Offenses Committed in Previous3Months | 17.5 18.5 0.26
% Reportinglllegal Incomel ast Year 58.8 42.6 15.90*
#TimesPicked up by Police 9.2 8.3 1.02
#TimeViolated Probation 8.8 12.6 1.89

*p<0.01

With respect to substance use, Table 5 shows CDDA youth reported using significantly moredrugs
than non-CDDA youth during the previous six monthsand had used crack cocainefor alonger period
than non-CDDA youth. No significant differencesintheageat first use, or duration of use of any other
substanceswererevea ed between groups. A significantly greater proportion

of CDDA than non-CDDA youth (p<0.05) reported spending “alot” of timewith drug-using peers
(42.5 percent vs. 34.7 percent respectively). Therewereno significant differencesbetween CDDA
and non-CDDA youth in the percentage of reported alcohol or drug problemsof immediatefamily

members,
Table5
Comparison of SubstanceUsein CDDA and Non-CDDA Youth
In Not In
CDDA CDDA t- or X2
Variable (N=177) (N=657) Value
AgeAlcohol First Used 12.2 12.3 0.57
AgeAny DrugFirst Used 11.2 11.2 0.87
Age Tobacco First Used 9.7 9.5 0.35
#of DrugsUsed in Previous Six Months 2.8 2.2 3.88*
#of DrugsUsed in PreviousMonth 21 18 2.93**
Monthsof Regular Alcohol Use 26.8 23.8 1.54
Monthsof Regular MarijuanaUse 30.8 29.0 0.97
Monthsof Regular AmphetamineUse 5.3 3.6 1.79
Months of Regular Cocaine Use 4.2 2.6 1.74
Monthsof Regular Crack Use 2.6 0.7 2.70**
Monthsof Regular Hallucinogen Use 4.2 2.8 1.67
Months of Regular Tobacco Use 29.0 30.0 0.55
#Previouslnpatient SubstanceUse Treatments| 0.6 1.3 1.69




In summary, youth admitted into CDDA reported no more severemedical, school, social, family, or
psychological problemsthan youth not placed in CDDA. CDDA youth did report significantly more
useof drugs, weremorelikely to bechemically dependent, and appeared to have used most drugsfor
alonger period of timethan non-CDDA youth. However, only theduration of crack usewassgnificantly
greater for CDDA thannon-CDDA youth. CDDA youth reported moreinvolvement withillegd activity
than non-CDDA youth, but fewer formal violations of probation, perhaps making them lessof arisk
for adispostion dternative.

ProcessEvaluation

In addition to determining whether CDDA ismore effective than standard probation servicesand
which substance abuse treatment modalitiesare most successful, thereissubstantial interest in what
processesand decisionsareinvolved in moving ajuvenilethrough each of the steps (A-E) outlinedin
Figurel.

Toobtainthisquditativeinformation, individuasinvolved with CDDA wereinterviewedin 14 counties:

Bentor/Franklin King Skamania
Clark Kitsap Snhohomish
Cldlam Klickitat Spokane
Cowlitz Okanogan Y akima
Grant Pierce

These counties were chosen based on geographical location, size, and stage of CDDA
implementation.

In each county, individuals representing the following positions were interviewed: Juvenile
County Court Administrator, County Alcohol and Drug Coordinator, CDDA Project Coordinator,
assessors for CDDA, public defenders, prosecutors, other attorneys, and juvenile court judges.
Additionally, the chair of the Washington Association of Juvenile Court Administrators and the
chair of the Washington Association of County Alcohol and Drug Coordinatorswereinterviewed,
along with several inpatient and outpatient treatment providers for CDDA. Interviews were
conducted via phone between September 1 and October 22, 1999.

Three counties were still in the process of implementing their CDDA models. Intervieweesin
those counties felt they did not have enough information to comment on all questions.
Prosecutors, attorneys, and judgesfelt they did not have knowledge of screening and assessment
procedures for CDDA and did not comment on questions related to those processes. Below isa
list of questions asked, and a summary of responses to those questions, as well as suggestions
regarding each step. A list of all questions asked is provided in Appendix C.

Step A. “How are juveniles screened for substance abuse problems in your county? Isthe

Drug and Alcohol section of the Washington State Risk Assessment Tool (WSRAT) used? If
not, why not?”

10



Of the 11 countieswith active CDDA programs, 9 usethe WSRAT asascreeningtool. Youth
whose acohol or drug useisjudged to causeimpairment in functioning on the WSRAT are
referredfor afull CDDA evaluation. Two countiesprefer to administer the WSRAT later inthe
judicia processand continueto screen youth for substance use problemswith avariety of
formal andinforma means. Inthesecounties, youth who had not previousdy been eva uated
for CDDA, but werefound to have apossible substance use problem on thelater administration
of the WSRAT, arethenreferred for aCDDA evauation.



Figure 1

Recommended Juvenile Court Proceduresfor CDDA

) / N
Results of screening do not indicate Results of screening doindicate
substance use problem substance use problem potential CDDA
youth
B.
Youth not administered Youth administered
CDDA evaluation CDDA evauation
C.
CDDA not recommended CDDA recommended
at disposition at disposition
Youth Are Youth Are
Not Chemically Dependent Chemically Dependent
D.
Youth not placed Youth placed
in CDDA in CDDA
E.
Detention-Based Inpatient || Intensive Outpatient Outpatient
Treatment

Althoughthemajority of countiesused the WSRAT asascreentoidentify potentialy eligible CDDA
youth, thisisnot the only meansby which ayouth can bereferred for aCDDA eva uation. Intakeand
probation officers make CDDA referrals based on knowledge of ajuvenile’'s past and/or current
behavior. Attorneys, public defenders, and even judgesrequest CDDA evaluationsfor youth. In
addition, youth themsavesand family membersrequest eva uationsfor CDDA.

12



Suggestions:

Encourage countiesto use the substance use sectionsof the WSRAT asaninitial screening devicefor
CDDA.

Continuereferring juvenilesfor CDDA evaluations based on relevant informeati on obtai ned subsequent
totheinitial WSRAT screen (e.g., positivedrug screen, attorney requests).

Step B. “Areall youth with a positive indicator for substance use problems being assessed
with the ADAD/K-SADS? If not, why not?”

Not all youth with positiveindicatorsfor substance abuse are assessed with the ADAD/K-SADS.
Youth whose current chargeisan A- or B+ offense are not assessed since they arenot eligiblefor
CDDA per RCW 13.40.165. Several lega personnel feel more discretion should be allowed in
determining eligibility with respect to B+ offenses. I ntervieweesreported many youth charged with B+
offensescoul d benefit from substance abuse treatment and woul d be appropriate candidatesfor CDDA.
Youthwithout ahistory of violencewho wereinvolved in aseriousassault whileunder theinfluence of
drugsor acohal areviewed by intervieweesas gppropriate candidatesfor CDDA. Severd interviewees
asoreported CDDA trestment may be gppropriatefor ayouthwho dea sdrugsasameansof supporting
his/her own habit. Treating drug dealing youth could reduce availability of drugsto otherssincethe
treated youth would no longer need to sell drugsto support hisown use. Interviewees advocated for
increased judicid discretion for B+ chargesbased onindividual casecircumstances.

All other legally dligibleyouth screening positivefor substance use problemsare assessed with the
ADAD/K-SADS. Thereissubstantially lessconfusionthanlast year regarding thetiming of the CDDA
assessment. Inorder to expediteayouth’sentry to treatment, severd countieshave chosento administer
the ADAD/K-SADS prior to entry of aplea. A cooperative agreement between prosecutors and
public defendersthat information obtained on the ADAD/K-SADS not be used againgt theyouth was
reached in some of these counties. Prosecutorsin these countiesfed that reducing thetimetakento
get ayouthinto treatment isbeneficia toal parties. In other countieswithout cooperative agreements
between prosecutors and public defenders, public defendersrecommend that juveniles not answer
guestions about recent illegal activity or any other behavior which could be used agai nst them by
prosecutors.

Ingenerd, it takesgpproximately aweek from thetimeayouth isscreened to completethe ADAD/K -
SADSassessment. A summary report to the probation officer and/or judgeisavailable between 24
hoursto 2 weeksinthe 14 counties. Thetotal timefrom screening until submission of thefina reportis
approximately two to threeweeksin the surveyed counties.

Severd countieshave begun usingthe ADAD/K-SADSasther generd intake assessment for juvenile
offenders, and someuseit asthe assessment instrument to determinedigibility for juveniledrug court.

Suggestion:
Allow greeter discretionin determining CDDA dligibility of B+ offensesunder RCW 13.40, especidly

for Violationsof the Uniform Controlled Substance Act (VUCSA) sdlesor delivery charges, or cases
where substance use wasacontributing factor.

13



Step C. “Are all juveniles who are assessed with the ADAD/K-SADS recommended for
CDDA? If not, why not?”

Not al juvenileswho are assessed withthe ADAD/K-SADS arerecommended for CDDA. A primary
reason for not recommending ayouth for CDDA isthat the youth is not found to be chemically
dependent onthe ADAD/K-SADS assessment. Typically, youth found to be substance abusers or
substance misusers are not recommended for CDDA. It must be noted, however, that someyouth
found to be substance abusers (8.0 percent, N = 14) or misusers (7.4 percent, N = 13) on the
ADAD/ K-SADShaveentered CDDA. It gppearsthat in some cases assessorsare making diagnoses
of chemical dependence based on criteriaother than those of the Diagnostic and Statistical Manual of
Mental Disorders-1V (asassessed by the ADAD/K-SADS). Itisaso possiblethat involved personnd
concluded that athough theyouth did not receive achemica dependency diagnosis, their behavior and
substance usejudtified arecommendation for CDDA.

Requiring ayouth to have a serious substance use problem (dependence) in order to enter CDDA is
not viewed asthe most effective use of resources. Themgjority of intervieweesfee CDDA would be
moreeffectivein reducing substance useand illegal behavior if youth who were substance abusers
wereasodigiblefor CDDA. Generaly, personnel involved with CDDA fedl that providing substance
abusetreatment to youth withlesssevere problems, but oneswhich il justify trestment, could prevent
future development of more seriousinvolvement with drugsand illegal behavior.

In the majority of counties, input from several individualsincluding public defender/attorneys,
prosecutors, probation officers, family membersand theyouthisnecessary prior toarriving at afinal
disposition recommendation. Any of these parties can object to the youth being recommended for
CDDA. Reasons probation officersobject to CDDA includetheyouth posing apotential safety risk
to thecommunity, theyouth’sdesirefor treatment isseen asameansonly to avoid ingtitutionalization,
and numerous past substance abuse treatment failures. A few probation officers stated that they
would not recommend CDDA for youth requiring inpatient trestment since the process of obtaining
inpatient trestment takestoo long. Some of these probation officersadmitted that their belief isbased
on past experienceand they had not recently attempted to obtain in-patient treatment through CDDA.

Prosecutors objected to CDDA for some of the samereasons. Additionally, some prosecutorsfeel
CDDA doesnot provide enough monitoring or gppropriate sanctionsfor loca ly sanctioned youth who
violate program requirements.

For committable youth, CDDA was seldom objected to by an attorney or public defender. Public
defendersand attorneys primarily object to CDDA for locally sanctioned youth becausethey feel
CDDA requirementsaretoointensive. Anintensive 12-month program resultsinincreased opportunity
for youthtofail thetermsof treatment and/or supervisonandisnot viewed asbeing intheyouth’sbest
interests. Despitethefact that the mgority of youthin CDDA arelocally sanctioned, legal personnel
fed thereislittleincentivefor locally sanctioned youth to enter CDDA. For locally sanctioned youth,
public defenderd/attorneysfrequently recommended adeferred sentenceinstead of CDDA. Deferred
sentenceprogramsareviewed by legd personnd asproviding greater incentivesfor youth to successfully
completethe program (e.g., retain license, erasure of charge) and aretypicdly shorter in duration than
CDDA.

Few committableyouth or their families object to CDDA. Severa locally sanctioned youth and/or
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their families, however, do object to CDDA for the samereasonsgiven by attorneys, and a so because
of financid concerns(e.g., juvenileworked and hel ped support family), and/or because CDDA inpatient
treatment requiresgeographical separation of thejuvenilefromthefamily.

Suggestions:

Requirethat CDDA assessors make substance use diagnoses based only onthe DSM-1V criteriaas
measured by the ADAD/K-SADS.

Expand CDDA digihility toincludeyouthwithaDSM-IV substance abuse diagnosis.

Educate probation officers and prosecutors about theintent and the legal sanctionsassociated with
CDDA.

Provide probation officers and prosecutorsinformation from research studiesdemonstrating that all
chemically dependent juveniles can benefit from treatment, regardless of their motivation and/or past
trestment failures.

Provideincreased incentivesfor locally sanctioned juveniles participationin CDDA.

Step D. “Are all juveniles recommended for CDDA placed on CDDA at disposition? If not,
why not?”

Thisstep principally involvesthejudge' s decision to concur with arecommendation for CDDA.
Essentidly judgesobject to CDDA only if they fed that theyouth posesasafety risk to the community.
Oncethedecisonisreached to recommend CDDA at disposition, themgjority of youth are placed on
CDDA. In one county, thefamily isrequired to beinvolvedin all phases of CDDA treatment and
family therapy. If thefamily isunwilling to comply with these requirements, thejudgewill not placethe
youthin CDDA.

Severd judgeswouldlikemorejudicia discretionin determining CDDA digibility. Current discretion
exigsmainly withthepublic defendersand prosecutors. For example, public defendersand prosecutors
can pleabargain reduction of aninitial B+ chargesoayouthiseligiblefor CDDA. If ayouth comes
beforethejudge with aB+ charge, thejudge has no ability to reduce the charge making the youth
eligiblefor CDDA evenif thisalternativeisappropriate.

Suggestion:
ReviseRCW13.40.165to alow for greater lega discretion around CDDA digibility of B+ offenses.

Step E. “Do all the juveniles who are placed in CDDA enter the recommended treatment
program? If not, why not?”

Most juvenilesplaced on CDDA enter therecommended trestment program. Typicaly, inpatient beds
arequickly and easlly availablefor committableyouth. For loca ly sanctioned youth, however, waiting
periodsof uptothreemonthsareencountered. Inthissituation, severad countiesplaceyouthinintensve
outpatient or detention-based programs (if availableintheir county) until aninpatient bedisavailable.
Thisstrategy appearstowork well, andin afew cases, youth no longer required inpatient treatment
when the bed becameavailable.

Although CDDA wasdeveloped primarily for committableyouth, currently themgjority of CDDA
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youth arelocally sanctioned. Countieshave utilized CDDA to provide substance abusetreatment for
numerous youth who previously went untreated dueto lack of fiscal resources. Many of theseyouth
requireinpatient trestment, but even under CDDA, fiscal resourcesarelimitedfor their inpatient trestment.
CDDA can not reduce thetimeit takesto obtain inpatient treatment for locally sanctioned youth.
Extensive delaysin obtaining appropriate treatment are viewed as counterproductive to recovery.
Moreover, staff and youth involved in obtaining inpatient treatment often becomefrustrated and give
up (e.g., youthfailsCDDA and returnsto drug use; staff no longer makes CDDA referrasof youth
requiring inpatient treetment). The current demand for inpatient trestment for publicly funded, indigent,
low-income youth in Washington State appearsto exceed the available number of inpatient beds.
CDDA referralsfor inpatient trestment areincreasing the demand for the already limited number of
inpatient beds.

Suggestions:

Work with DA SA to meet theincreasing need for inpatient bedsfor locally sanctioned CDDA youith.
Work withlocal juvenile courts, JRA, and DA SA to meet theincreasing need for inpatient treatment
of locally sanctioned CDDA youth.

Encourage countiesto use detention-based and intensi ve outpatient programsfor local ly sanctioned
youth awaiting inpatient trestment.

Step F. “Doall juvenileswho enter CDDA treatment completetheinitial phase of treatment?”

No, not al juvenileshave completed theinitial phasesof CDDA supervison and trestment. Thereare
many reasonswhy youth fail to completetheinitia phase of CDDA. Juvenileswho |leavetreatment
prematurely without permission and repeatedly fail to attend schedul ed trestment and/or probation
meetingsarerevoked from CDDA. CDDA isasorevokedif ayouthisinvolved in on-going substance
useand/or illegd activity. Treatment and probation staff generaly increasetheintensty of supervision
and treatment when presented with evidenceayouth istill involved with substance useand illegal
activity (e.g., positiveurinedrug screen, arrest) in an attempit to reduce negative behaviorsrather than
immediately revoking CDDA. If such behaviors persist, however, CDDA isrevoked.

Suggestion:

Encourage specialized CDDA probation officersand treatment staff to work together throughout the
12-monthsof CDDA supervision to promote use of the most effective trestment and sanctions.

Step G. “Do all juveniles who complete the initial phases of CDDA treatment complete the
12 months of treatment and supervision?’

CDDA isal12-month program. Thefirst youth entered the programin November 1998; however, the
majority of youth did not enter CDDA until 1999. There have been 21 youth who have successfully
completed the program. Seventy-five percent (280) of thetota youth placed on CDDA aredtill active
intheprogram.

Thereasonsfor falling areessentiadly the samereported for Step F. Additionaly, somelocaly sanctioned
youth feel that CDDA program requirements aretoo intensive and opt to have CDDA revoked, in
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A.

favor of serving ashort period of timein detention, and then going on standard probation. For locally
sanctioned youth, the incentivesfor completing 12 monthsof CDDA are not ascompelling asthe

incentivesfor committableyouth.

Suggestion:

The suggestion for Step F also applieshere.
Additional Comments:

Personnel in surveyed counties expressed few concernsregarding CDDA treatment of committable
youth. For committableyouth, CDDA isworking much asplanned, athough fewer committableyouth
haveentered CDDA than origindly anticipated. Somewhat unexpectedly, themgority of youth entering
CDDA throughout the state are currently locally sanctioned. Theuseof CDDA for locally sanctioned
youth provides evidence of the need for substance abuse treatment servicesfor youthinvolvedinthe
juvenilejudticesystem. Despitetheuseof CDDA for localy sanctioned youth, severa concernsregarding
CDDA for locally sanctioned youth were voi ced.

Asalludedto previoudly, counties are concerned about theincentivesfor locally sanctioned youth to
enter and successfully complete CDDA. Many intervieweeswant the ability to blend the services
associated with CDDA and that of existing programs. Juveniledrug court isviewed asaparticularly
appropriate programto blend with CDDA.. Although currently thereare only threefunctiona juvenile
drug courtsin Washington, many morearein the planning stages. Like CDDA, drug courtisal12-
month supervision program that i ncorporates substance abusetreatment. Unlike CDDA, drug court
doesnot requireayouth be chemicaly dependent to partici pate and provides|ocaly sanctioned youth
thestrong incentivesof retaining one sdriverslicenseand dismissa of the current chargeif theprogram
issuccessfully completed.

Another difference between CDDA and drug court isthat drug court requiresweekly meetingsinfront
of thejudgeto discusstreatment progress. County personnel, especialy public defenderg/attorneys,
judges, and prosecutors, fedl these weekly meetingswith thejudge are extremely beneficid to youth
and encourage progresstowardstreatment goals. Thevast mgority of intervieweesstated that CDDA
could benefit fromincreased supervison and contact with thejudge, asrequiredin drug court. Blending
drug court and CDDA would enable countiesto treet moreyouth and providelocally sanctioned youth
increased incentivesfor program completion.

Several additional concerns were voiced, most of which were also expressed during last year’s
interviews. Countiescontinueto want greater flexibility regarding theallocation of CDDA funds.
Countiesfed it isreasonableto requiretargetsregarding the number of juvenilesto be assessed and
treated under CDDA, but they should havetheflexibility to decide how funds can best be used to meet
thosetargets. For example, some countiesuse Title 19 matching fundsto supplement CDDA fundsfor
treatment, but do not have adequate fundsfor transportation of juvenilesand families, family therapy,
needed administrative and probation support, or menta health eva uations. In addition, thebilling for
CDDA when using blended funds (e.g., Title 19) isstill found to be complicated and confusing.

Counties continued to generally view CDDA positively. CDDA has increased cooperation,
communication, and understanding between | ocd juvenile courtsand county acohol and drug service
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systems. CDDA isseen asamechanismthat affords countiesthe ability to provide substance abuse
treatment to anincreased number of youthin need. Without CDDA,, many youth would be unableto
access substance abuse treatment. Without appropriate treatment, the likelihood that ayouth will
devel op moresevere substance useand/or legd problemsinthefutureisbelievedto begreetly increased.
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CDDA Treatment Mode

Prescreen
Washington State Risk Assessment Tool
Or SASSI/PESQ

Substance Abuse Indicated by Screen

CDDA Assessment

ADAD/K-SADS

Youth isChemically Dependent and Court-Ordered to CDDA

All youth receive 12 months of supervision and enter one of thefollowing

model sof treatment.

Detention-Based

| npatient Treatment

Treatment
30 Day

* A minimum of

72 hoursof direct
treatment services
within the 30 days.
* Group, relapse,
individual, and
family therapy.
Clinica
consultation for
mental health
ISSUES.

| ntensive Outpatient
90 Days

Outpatient
8 Months

30-90 Days

* Leve landLeve Il
facilities. A minimum
of 20 hours counseling
per week.
* Group, individua, and
family therapy.
* UrinayssTesting
*Levd Il isavailablefor
youth with additional
issues, such as mental
illness. Facilitiesare
locked or staff secure.

Intensive Outpatient
90 Days

Outpatient
7.5 Months

| ntensive Outpatient

Outpatient Treatment

Treatment
90 Days

* 9 hours of group, and
individual therapy
per week.

* Urinalysistesting

* Family Therapy

* Case Management

Outpatient
9 Months

or Individual Outreach

9-12 Months

* 1-3 hours of group
and/or individual
therapy per week.
* Urinalysistesting
* Family Therapy
* Case Management
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Current Treatment Models by County

All treatment programs include a combination of increased supervision by juvenile courts, a case
manager, a family services component, and a combination of the treatment modalities listed

Detention-Based Treatment:

Inpatient Treatment:

I ntensive Outpatient Treatment:

Community-Based
Outpatient Treatment:

below.

Cldlam, Clark, Columbia/WalaWalla,
Kitsap, Kittitas (tied to Yakima), Okanogan, Pierce,
Thurston, and Yakima

Adams, Asotin/Garfidd, Bentor/Franklin, Chelan, Clalam,
Clark, Cowlitz, Douglas, Ferry/Stevens/Pend Orellle, Grays
Harbor, I1dand, Jefferson, King, Kitsap, Lewis, Lincoln,
Mason, Okanogan, Pierce, Pacific/Wahkiakum, San Juan,
Skagit, Snohomish, Spokane, Thurston, Whatcom,
Whitman, and Yakima

Adams, Asotin/Garfield, Benton/Franklin, Chelan, Cldlam,
Columbia/WalaWala, Cowlitz, Douglas, Ferry/Stevens/
Pend Orellle, GraysHarbor, |9 and, Jefferson, King,
Kitsap, Lewis, Mason, Okanogan, Pacific/Wahkiakum,
Pierce, Skagit, Snohomish, Spokane, Thurston, Whatcom,
Whitman, and Yakima.

Benton/Franklin, Clallam, Clark, Ferry/ Stevens/Pend
Oreillg, Idand, Lincoln, Snohomish, Pierce, and Yakima
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Description of Requirements for CDDA Treatment Modalities

I npatient Treatment

* Leve |l andLeve Il provideaminimum of 20 hoursof counseling services per week in accordancewith
WAC 440-22-410.

*  Savicesshdl includeindividua, group, and family services.

* Levd Il treatment is available for youth with issues in addition to chemical dependency such as
mental health issues. The facilities contracted for CDDA are locked or staff secure.

Detention-Based Outpatient Treatment

* A minimumof 72 hoursof direct treatment serviceswithinthe 30 days.

»  Treatment componentswouldinclude: chemica dependency group counsdling, education, family counsding
and/or family issuesgroup counsdling, rel gpse prevention planning and counsdling, individua counseling,
case management, and continuing care planning.

» Clinicd consultation to addressmental health and other clinical complications.

I ntensive Outpatient Treatment

* A minimum of 3hoursof group counsaling aweek.

*  1hour of individud counsdling aweek.

» 1 hour of case management advocacy aweek.

e Weeklyurindyss

*  Family services(family therapy and or parent training).

Outpatient Treatment

» 1hour of support group aweek.

*  1hour of individud counsdling aweek.

*  Family services(Family Therapy and/or Parent Training/Support).
* 1hour of case management advocacy/week.

*  Urinadyss(weekly).

I ndividualized Outreach

e 1-2hour of individua counseling aweek.

*  Family services(Family Therapy and/or Parent Training/Support).
* 1hour of case management advocacy/week.

*  Urinadyss(weekly).
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CDDA Project Month

Recruitment and
Baseline Assessment

12 Months of
CDDA Treatment

3-Month Follow-up

6-Month Follow-up

12-Month Follow-up

18-Month Follow-up

Data Analysis

TIMELINE FOR CDDA EVALUATION

July-Dec
1998
1-6

Jan-June
1999
7-12

July-Dec
1999
13-18

Jan-June
2000
19-24

July-Dec
2000
25-30

Jan-June
2001
31-36

July-Dec
2001
37-42

Jan-June
2002
43-48
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10.

12.

13.

14.

15.

Process Evaluation Questions

What isyour county’scurrent CDDA model?
What isyour treatment model (e.g. family ther apy, cognitive, mixture)?
What doyou seeasparticular strengths/weaknesses of your model?
What isthecurrent statusof CDDA inyour county (active, planned etc.)?
What is'what will beyour rolein CDDA program?
If not implemented ---- Why? (e.g. barriers, contractual issues, attitudes, court issues)
Istherean anticipated start date?
What processes/systems have wor ked well to date?
General strengths/weaknesses of CDDA?
I f implemented ---- When did CDDA formally start in your county?
What processes/systems have wor ked well?
What processes/systems have not wor ked well?
General strengths/weaknesses of CDDA?
What changes, if any, would you liketo seein CDDA?
What aspectsof CDDA, if any, would you liketo stay the same?
How arejuvenilesscreened for substanceabuse problemsin your county; istheDrug
and Alcohol section of the Washington State Risk Assessment Tool (WSRAT) used?

If not, why not?

Areall youth with apositiveindicator for substance use problemsbeing assessed with
the ADAD/K-SADS? If not, why not?

What isthetimeframefrom screening to assessment?

Areall juvenileswho ar e assessed with the ADAD/K -SADSrecommended for CDDA?
If not, why not?

Areall juvenilesrecommended for CDDA placed on CDDA at disposition? If not, why
not?

Doall thejuvenileswho areplaced in CDDA enter therecommended treatment
program? If not, why not?
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16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

Doall juvenileswho enter CDDA treatment completetheinitial phaseof treatment?

Doall juvenileswho completetheinitial phaseof CDDA completethefull 12 months?
If not, why not?

How many youth in your county have successfully completed CDDA?

What arethemain reasonsthat youth do not complete CDDA?

Who doesthe case management for CDDA in your county?

I sthat person responsiblefor thewhole 12 monthsof CDDA?

For court personnel ---- Do you have any concer ng/issuesregarding CDDA treatment?

For treatment personnel ---- Do you have any concer ng/issues with thelegal process
involved in CDDA?

Doyou seeany benefit in placing drug court sanctioned youth into your CDDA program?
Explain.

Other Issues:

* Funding

Screening

Assessment

Mental health issues

Gender

Culture/language

Court/treatment referral process, judge sdecision
Communication between agenciesand/or individuals
* Case management issues

* Reporting/tracking issues-- paperwork

* Committablevs. locally sanction youth

* Any other issuesrelated to CDDA I’ve missed that you'd like to addr ess/discuss?

* 0% % X X * 3k
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