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Abstract: Youth involved in the juvenile justice system are more likely to develop a substance
use (SU) disorder compared to their non-justice-involved peers. Connecting at-risk youth
to treatment is necessary to mitigate the continuation and escalation of SU involvement.
Initiating SU treatment, however, requires coordination between the youth and their
caregiver to overcome personal, family, and systematic barriers interfering with treatment.
As such, there remains a need for studies examining the perceived barriers of both youth
and their caregivers. The present study used a cross-sectional design to collect self-report
data from 27 youth on probation and their caregivers to understand barriers to treatment
initiation. Perceived barriers to treatment for both youth and caregivers was assessed using
an adapted version of the Barriers to Treatment Participation Scale (Kazdin ez a/., 1997).
Results showed the most commonly reported barrier for youth was the demands and time
requirements of treatment whereas caregivers expressed concerns about treatment providers
sharing information with probation officers. This study highlights the need for family-focused
interventions that work with youth and caregiver(s) to ensure those in need of treatment
receive appropriate services.
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Introduction

Across the United States, roughly 17 million youth aged 14-17 are currently involved
with the juvenile justice (JJ) system (Sickmund ez a/., 2021). Unfortunately, youth
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involved with the JJ system are 9 times more likely than their non-JJ peers to have an
identified substance use (SU) disorder (Sickmund e a/.,2021; SUD), and the majority
of JJ-involved youth report at least some use of illegal substances including alcohol
(78%), marijuana (85%), and opiates (7%) (CASA, 2004; McClelland ez al., 2004;
Mulvey ez al., 2010; Zhang, 2003). This is problematic, as SU among youth in the
JJ system is associated with further deviant behavior and recidivism (Aalsma e# al.,
2015; Schubert ez al., 2011) as well as significant physical and mental health (MH)
problems (Englund ez a/., 2008; Stone ez al.,2012; Winters & Lee, 2008). The urgency
to provide interventions efforts to this vulnerable population and their parents cannot
be understated, particularly considering the increase in hospitalizations and deaths
from opioid overdose (Gaither e# al., 2016; Jones ez al., 2018). The prevalence of SU
in JJ-involved adolescents presents a critically important intervention opportunity
(Chandler ez al., 2009) since receipt of SU services can be incorporated into both
formal (through court orders) and informal (supervising officer recommendations)
supervision plans. While JJ has traditionally been the largest referrer to SU treatment
services for youth (Marsden & Straw, 2000), more recent studies suggest thatonly 32%
of JJ-involved youth with an identified SU need actually initiate treatment, and only
half (51%) of the youth who initiate will engage for a minimum of 6 weeks (Dennis
et al.,2019).

Targeting improvements in service engagement is important because even minimal
engagement in SU treatment (e.g., 2 sessions within 30 days of initiation) is associated
with lower SU at follow-up (Garnick ez a/., 2012),and evidence suggests that families
who engage in an initial brief intervention session are likely to continue (Tolou-Shams,
Dauria, ez al., 2017). The primary barrier to engagement centers on getting youth and
their families to initiate treatment. Unfortunately, J] youth initiation rates sharply
contrast with the 76% rate for the general adolescent population (Dennis e# a/., 2019),
pointing to a disparity in accessibility and/or willingness to initiate services. Potential
reasons for low initiation rates include lack of coordination across JJ and behavioral
health (BH) sectors (Belenko ez a/.,2017; Kapp ez al.,2013) and heightened stigma and
hopelessness associated with delinquency and SU (Shriver & Allen, 2008).

To better understand challenges that families encounter during treatment, the
Barriers to Treatment Participation Scale (BTPS) was developed (Kazdin ez a/., 1997).
The measure was designed to evaluate parents’ and therapists’ perceptions of barriers
to treatment, including stressors and obstacles that compete with treatment, treatment
demands and issues, relevance of treatment, and relationship with therapist. For the
original study of the scale, the BTPS was administered to parents of children attending
outpatient therapy for aggressive and antisocial behavior. The findings indicated that
in the sample of 260 caregivers, higher overall scores on the BTPS predicted higher
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rates of treatment attrition, less time spent in treatment (i.e., fewer weeks), and poor
treatment session attendance. However, the prevalence and frequency of specific barriers
were not reported within the study. Furthermore, the children’s perspective on barriers
to treatment was not measured, so it is unknown if they shared similar perceptions on
barriers to treatment.

‘The BTPS study revealed that families’ perceived barriers to treatment influence
treatment initiation and attendance. Additional research on barriers to treatment
has extended the findings from this study by identifying specific barriers that affect
treatment. For example, many families do not engage sufficiently in treatment due
to a lack of motivation or familial acceptance of the child’s SU and ]JJ problems
(resistance, denial, lack of information; Becan ez al.,2015; Oppenheim ez al.,2007) and
logistical barriers (e.g., cost of treatment, transportation to and from treatment, lack
of knowledge/support regarding options, lack of childcare; (Fountain & Mahmoudi,
2021; Wisdom e al., 2011). Likewise, a qualitative study found that caregivers of
JJ-involved youth perceive multiple barriers regarding their youth’s SU treatment,
with the most frequently cited concern being the cost of treatment (IMcBrayer ez
al., 2022). Other frequently reported barriers included a lack of communication
with JJ staff, whether or not the youth had a need for treatment (i.e., perception of
youth as low risk). From the adolescents’ perspective, the main barriers to treatment
were willingness to attend, the amount of time required by treatment, low perceived
usefulness of treatment.

Furthermore, dysfunctional parent-child relationships (poor communication,
poor limits/discipline, using substances together; Elkington ez al., 2020) can prevent
families from seeking treatment. Low levels of parental monitoring and poor family
functioning are commonly cited issues for JJ youth (Laird ez a/., 2003; Tolou-Shams ez
al.,2018), which could negatively aftect both youth and caregivers’motivation to initiate
treatment. Moreover, the recent coronavirus disease of 2019 (COVID-19) pandemic
introduced new barriers to families and treatment providers alike, such as adapting to
virtual platforms for treatment services; coupled with increased stress, uncertainty, and
financial strain (De Witte e al., 2021; Flaskerud, 2021; Zhai, 2020). In addition to
interagency and societal barriers, Family Systems Theory (Watson, 2012), posits that
psychopathology does not reside in an individual alone but in their respective family unit
they are a part of. Any interaction between family members has the potential to yield
certain behaviors, problematic and innocuous, and all family members are influenced by
and influential to other members of the family unit (Pfeiffer & In-Albon, 2022). Due
to these system-level interactions, youth may share both protective and risk factors and
engage in similar behaviors as the caregivers in their unit. Thus, it is imperative to identify
perceived barriers of both youth and caregivers, as their perceptions and attitudes toward
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treatment may ultimately influence one another. By developing an understanding of
the barriers to treatment faced by families, the JJ field could address this disparity by
developing effective family-focused strategies to engage JJ youth in treatment services
(Tolou-Shams, Harrison, ez al., 2017). Effective family-focused strategies that engage
both JJ youth and their caregivers have the potential to lead to a change in the family
unit by capitalizing upon strengths already present within the unit and by addressing
any shared barriers preventing the unit from receiving treatment. In order to effectively
engage youth and their families in treatment initiation and sustainment, JJ staft and
treatment providers must develop a thorough understanding of the barriers facing JJ
youth and their families. This could be accomplished by identifying perceived treatment
barriers, addressing discrepancies between youth and caregivers’ perceived treatment
barriers, and connecting the family to resources specific to their unique needs. Previous
studies have reported qualitative findings regarding barriers or have focused on the
perceived barriers of caregivers. However, little is known about the differences between
youth and caregivers’ perceived barriers. The purpose of the current study was to identify
barriers to treatment access among youth on probation and their caregivers through a
self-report survey to allow JJ staff and treatment providers to prioritize alleviating the
effect of or removing those barriers.

Current Study

As a part of the NIDA-funded Family Assessment, Motivation, and Linkage
Intervention (FAMLI; grant number: 1R34DA049079) project, the current study
collected deidentified data from youth and caregiver respondents at one juvenile justice
probation department located in the southern United States. The research team enacted
a data-sharing agreement with the participating juvenile justice facility so that data
collected as part of standard intake procedures could be shared as secondary data.
Requested data included scannable paper surveys with respondents’ demographic
information (e.g., assigned sex at birth, race, ethnicity), and validated self-report
assessments of service utilization, attitudes towards SU treatment, and perceived
barriers to initiating treatment. All participants (youth and caregivers) completed the
battery of assessments within 60 days of the youth’s adjudication. The measures were
administered during youths’ normally scheduled meeting with their supervising officer,
and participants’ confidentiality was protected by ensuring survey questions did not ask
youth to report any personal information (e.g., name, phone, address) that could be used
to identify them. State juvenile-justice-assigned client ids were used to yoke youth data
with data for their corresponding caregiver. Data collection was completed between
August, 2022, and February, 2023. 'This study was approved by the Texas Christian

University Institutional Review Board.
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Method
Measures

Background Information

Youth and caregivers’background information was collected using a modified version of
the Texas Christian University Adolescent Risk Form (Institute of Behavioral Research,
2008). This brief questionnaire asks respondents to report on questions related to their
demographics, such as age, sex, gender identity, and race.

Barriers to Substance Use Treatment

To measure perceived barriers to treatment or other services, youth and caregivers
completed the Barriers to Treatment Participation Scale (BTPS; Kazdin e al,
1997). The original measure contains four subscales: Stressors and Obstacles that
Compete with Treatment (e.g., “My child is involved in other activities (sports, clubs,
music lessons) that would make it hard to come to a session;”20 items), Treatment
Demands and Issues (e.g., “Ireatment will be more work than I think;” 10 items),
Perceived Relevance of Treatment (e.g., “Ireatment will not focus on my child’s life
and problems;” 8 items), and Relationship with Treatment (e.g., “The atmosphere at
the clinic will make appointments uncomfortable;” 6 items). While originally intended
for use with caregivers of youth with treatment needs, applicable items were adapted to
measure youths’ perspectives of barriers to treatment as well. As such, items applicable
to only the caregiver were not administered to the youth and were removed for dyadic
analyses, resulting in a total of 23 items. Instructions for the measure asked youth and
caregivers to complete the section below, keeping in mind the services you/your child
on probation have been encouraged to receive. The BTPS was presented on a 5-point
Likert scale (1 = Strongly Disagree, 5 = Strongly Agree) and was scored by taking the
sum of all responses. The maximum scores, or the number of barriers per subscale, in
the adapted measure are: Stressors and Obstacles that Compete with Treatment (8
barriers, maximum score of 40), Treatment Demands and Issues (5 items, maximum
score of 25), Perceived Relevance of Treatment (8 items, maximum score of 40), and
Relationship with Treatment (2 items, maximum score of 10).

Substance Use Seq)erity

Substance use severity was assessed using the well-validated Texas Christian University
Drug Screen-5 (TCU DS-5; Institute of Behavioral Research, 2020). The TCU DS-5
is a screener of substance use severity that was created based on the diagnostic criteria
for substance use disorders. Respondents answer Yes/No to items like, “Did you have
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a strong desire or urge to use drugs” and “Did you use drugs that put you or others in
physical danger”. Scores for the TCU DS-5 were computed for the first 13 items by
taking the sum of all responses. Total scores were then used to quantify youths’ SU
severity into None, Mild, Moderate, or Severe.

Participants

This study received secondary de-identified data from 31 youth and 34 caregivers. Due
to the focus of this paper, data was only retained for youth and caregivers who both
completed the assessment. Therefore, the following sample and analysis reflect 27 youth
and their caregivers; thus, a total of 54 participants. As illustrated in Table 1, youth
were mostly male (7 = 18, 66.7%), white (n = 12, 52.2%) or black (z = 7; 30.4%), and
non-Hispanic or Latino (n = 17, 65.4%). Regarding gender identity, the majority of

Table 1: Youth Demographics

N %

Sex

Male 18 66.7

Female 9 33.3
Gender Identity

Male 17 63.0

Female 7 25.9

Non-Binary 3 11.1
Ethnicity

Non-Hispanic 17 63.0

Hispanic 9 33.3

Unknown 1 3.7
Race

Asian 1 3.7

Black 7 5.9

White 12 44 .4

More than one 3 11.1

Unknown 4 14.8
Age Range

11-13 6 22.2

14-16 18 66.6

17-19 3 11.1
Years of School

8t 8 29.6

9th 8 29.6

10 7 259

11 4 14.8
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youth self-identified as male (n = 17, 63%); while 7 identified as female (25.9%) and 3
identified as non-binary (11.1%). The average age of youth respondents was 14.93 years
and ranged from 11-19 years of age (SD = 1.73).

When asked which substance caused the most serious problems for them over the
past year, the majority of youth responded “none” (7 = 18, 69.2%) while marijuana was
the next most frequent answer (7 = 4, 15.4%; see Table 2).

Table 2: Most Serious Drug Problems Reported by Youth

Drug Type N %

None 17 63.0
Alcohol 2 7.4
Cannabinoids - Marijuana 2 7.4
Synthetic Opioids 1 3.7
Stimulants — Methamphetamine 1 3.7
Unknown 4 14.8

However, as indicated in previous research, youth often struggle with identifying
a substance as causing serious problems in their lives (Becan ez a/., 2015). Youth were
also asked how frequently they engage in specific types of SU over the past 12 months.
Of those who responded “none” when asked about which substance caused the most
serious problem in their lives, 13 reported no SU, 1 reported marijuana use 1-5 times
per week, 5 reported marijuana use only a few times, 1 reported synthetic marijuana use
only a few times, 1 reported alcohol use 1-3 times per month, and 5 reported alcohol use
only a few times. Youth scored between 0 and 11 on the TCU DS-5; specifically, 64% of
youth scored 0 (7 = 16), 12% scored within the mild disorder range (7 = 3), 8% scored
within the moderate disorder range (7 = 2), and 16% scored in the severe disorder range
(n = 4). Additionally, the youth reported what areas they were encouraged to get help
within the past 6 months. Of the 23 youth who responded to the question, the majority
reported that they were recently encouraged to receive help (see Table 3) for depression,
anxiety, or other emotional needs (7 = 17, 73.9%); anger (n = 12, 52.2%); SU (n = 5,
21.7%); and sexual health (n = 2, 8.7%).

Table 3: Youths’ Issues They were Encouraged to Receive Help with

Encouraged fo Receive Help with N %

Help with Depression and Mental Health 17 63.0
Help with Substance Use 5 18.5
Help with Sexual Health 2 7.4
Help with Anger 12 44.4
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As shown in Table 4, Caregivers were most commonly female (7 = 20, 74.1%),
white (7 = 16, 59.3%) or black (7 = 7; 25.9%), and non-Hispanic or Latino (7 = 21,
77.8%). Of the 27 caregivers retained for analyses, 2 participants spoke only Spanish
and completed a translated version of the assessment.

Table 4: Caregiver Demographics

N %
Sex
Male 7 25.9
Female 20 74.1
Ethnicity
Non-Hispanic 21 77.8
Hispanic 6 22.2
Race
Asian 1 3.7
Black 7 259
White 16 59.3
More than one 1 3.7
Other 2 7.4
Age Range
30-39 9 33.3
40-49 14 51.8
50-59 2 7.4
60-69 1 3.7
70+ 1 3.7
Years of School
7-9 2 7.4
12 or GED 9 33.3
Technical school 1 3.7
Some college 2 7.4
Bachelor’s degree 8 29.6
Graduate degree 3 11.1
Unknown 2 7.4

The average age of caregivers was 43.48 years and varied from 30-73 years of age
(8D = 9.28). More than half the caregivers in this study reported having full-time
employment (7 = 18, 66.7%), receiving at least a high-school diploma or higher (7 =
23, 92%), and living with the child on probation (n = 20, 81.8%). Caregivers reported
between 0 and 6 total children living in their household, with an average of 1.82 (SD
= 1.50). Of the caregivers, 23.1% reported receiving treatment in the past 12 months
for a mental health problem, while 22.2% reported receiving treatment for an alcohol
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use problem, and 18.5% sought treatment for an illicit drug use problem in the last 12
months.

Results
SPSS version 25.0 (IBM Corp, 2017) was used to score and generate descriptive

statistics for the youth and caregivers’data. A paired-samples t-test was then conducted
to compare perceived barriers to treatment between youth and caregivers, as represented
by their scores on the subscales derived from BTPS.

Results showed significant differences between youths’ and caregivers’ scores on
three of the four subscales: Stressors and Obstacles that Compete with Treatment

(#21)=2.16,p ~ 04y Perceived Relevance of Treatment (#22) = 4.58, P = .001), and
Treatment Demands and Issues (#(23) = 4.34, p = .001; see Table 5). Specifically, youth

perceived a greater number of stressors competing with treatment, a greater number of
issues with the relevance of treatment, and a greater number of treatment demands and
issues as compared to their caregivers. However, the difference between caregivers’ and
youths’ perceived relationship with treatment was non-significant (#21) = 1.40, p > .05).

Table 5: Results of Paired-Samples T-test on the BTPS Subscales

Youth Caregiver

Subscale N | M(SD) | N M (SD) | tvalue df | pvalue

Stressors and Obstacles that 22 12.77 22 | 8.09 (.86) 4.39 21 .000

Compete with Treatment (3.94)

Treatment Relevance 21 18.90 21 12.90 4.14 20 .001
(5.69) (1.24)

Relationship with Treatment 21 4.81 21 |7.48(2.69)| -3.55 20 .002
(1.57)

Treatment Demands and Issues 18 11.56 18 |7.78(2.76)| 3.28 17 .004
(3.73)

Figure 1 illustrates the difterences between the types of treatment barriers perceived
by youth and caregivers.

The BTPS was then dichotomized from a 5-point Likert scale (1 = Strongly
Disagree, 5 = Strongly Agree) to a binary response option, where responses of 1,2, and 3
were recoded into O (Disagree) and, 4 and 5 were recoded into 1 (Agree) to determine
whether or not the item was perceived as a barrier. Youth reported from 0-12 perceived
barriers to treatment, averaging 2.67 perceived barriers (SD = 3.53).The most commonly
reported perceived barrier for youth participants was that treatment or other services
would take time away from spending time with friends and family, while caregivers
most frequently reported the belief that information shared in treatment or services
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Stressors & Obstacles

Perceived Relevance of

Treatment Treatment Issues & Demands

[ Youth

[] caregiver

Relationship with Therapist

Figure 1: Radar Chart depicting Barriers reported by Youth and Caregivers
Note:  Figure displays the average for youth and caregivers on each subscale of the adapted Barriers to

Treatment Participation Scale. The proportions of the figure were adjusted to account for the
subscales being on different units of measurement.

would be shared with the justice staff as a barrier (see Table 6 for barrier response
frequencies).

Table 6: Frequency of Youth and Caregiver Responses on Items within the BTPS

Item Content Youth Caregiver

N | Yes(n)| % N | Yes | %

(n)

Stressors and Obstacles that Compete with Treatment
I do not have a way to get to treatment or other services. 23 2 83 | 29 2 |63
Other activities (e.g., sports, clubs, music lessons) will| 23 4 174 | 31 3 9.4
make it hard to go to treatment or other services.
There is too much stress in my life to participate in| 23 3 13 31
treatment or other services. 0 0

Health problems or illness will stop me from getting| 24 1 42 | 30 1 3
treatment or other services.
I will not have time for the assigned work 24 2 8.3 29 1 3
My family will say I do not need the treatment or other| 22 3 13.6 | 30 0 0
services.
I am too tired after school/work to go to treatment or| 24 5 20.8 | 29
other services. 1 3.1
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Item Content Youth Caregiver
N | Yes(n)| % N | Yes | %
(n)

My school/job schedule will get in the way of going to| 23 2 8.7 | 30 2 |65

treatment or other services.

Treatment Demands and Issues

Treatment or other services will take time away from| 24 7 292 | 31 2 6.3
spending time with my friends and family.

I will refuse to go to the treatment or other services. 23 0 0 28 1 |32
Treatment or other services will take too much time. 24 2 8.3 31 0 0
Treatment or other services will be more work than I| 24 2 8.3 30 0 0
think.

Perceived Relevance of Treatment

I will not have a say in my own treatment or services. 24 1 4.2 31 1 |32
The work assigned as part of this treatment or other 24 0 0 27 0 0
service will be difficult.

Treatment or services won't be what I expect. 24 3 12.5 | 33 1 3
I will lose interest in coming to sessions. 24 1 4.2 33 1 3
Treatment or services will become less important as it 24 1 4.2 33 1 3
goes on.

Treatment or services will not focus on my life and 24 2 8.3 32 0 0
problems.

Treatment or services might “bring out” new or different | 24 4 16.7 | 33 2 |61
problems.

My behavior will improve on its own; I don't need 24 6 25 32 1 |31
treatment.

Treatment or other services will not work. 24 3 12.5 33 0 0
Relationship with Therapist

The atmosphere at the treatment center will be 24 3 12.5 | 28 0 0
uncomfortable.

Information that I share in treatment or services will be 24 3 125 | 31 5 |16.1
shared with the justice staff.

Note:  Items shown in the table reflect the adapted wording shown to the youth. Items presented to the
caregivers were worded to capture their perspective on barriers to their youths’ treatment.

Discussion

While juvenile involvement in the justice system offers an ideal opportunity to identify
and refer to treatment services, there are known barriers that reduce or impede the
likelihood that youth will receive those additional services. This study offers a glimpse
into what youth on probation and their caregivers perceive as barriers to services.
In order to better understand service barriers, this study leveraged the Barriers to
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Treatment Participation Scale (BTPS; Kazdin e a/.,1997) and provided an adaptation
and expansion of this measure. First, while the BTPS was originally designed to reflect
the caregiver’s perception of barriers to receiving help for their youth’s oppositional,
aggressive, or antisocial behaviors; this study broadens the service areas to include help
with substance use and mental health services as referred through the justice setting.
Second, this study adapts the BTPS from only capturing the caregiver’s perspective to
also including the youth’s perceived barriers to starting and staying in needed services.
While previous work with the BTPS assessed overall barriers to treatment, the current
study utilized the measure to capture specific barriers to treatment that could be
addressed during early conversations surrounding treatment initiation. Furthermore,
the current study extends previous research surrounding the BTPS by administering
an adapted measure to both youth and caregivers to capture the perspective of both.
As suggested by the Family Systems Theory (Watson, 2012), interactions between
members of the family unit can yield both positive and negative behaviors, with all family
members influencing and being influenced by one another. Therefore, the caregivers and
youths’ perceptions of treatment can influence one another and contribute to treatment
initiation and retention. As such, knowledge of each party’s respective barriers could
aid JJ staff and clinicians in engaging and retaining families in the treatment process.

Limitations and Future Directions

'The preliminary results of this study demonstrate that youth and caregivers have unique
concerns with starting services. Generally, youth expressed more concerns than their
caregivers. Specifically, the barriers, as perceived by youth, were equally weighted in
logistical and motivational influences. Logistically, youth felt that treatment would
compete with life, such as taking time away from other activities and relationships.
Motivationally, youth did not perceive treatment as necessary and that treatment would
create additional problem areas that they may not be ready to deal with. Justice staft are
well-positioned to respond to these challenges by helping the youth and their caregiver
to find a balance in prioritizing treatment with other extracurricular activities; as well
as re-emphasizing that getting help for problems has the potential to strengthen their
interpersonal relationships. Caregivers were more prominently concerned with the
possibility of service providers sharing information back to probation. Justice staff can
also help alleviate the fear among caregivers by providing a thorough understanding
of terms of confidentially between a provider and a third party. As stated previously,
having knowledge of specific barriers perceived by families could allow JJ staff and
clinicians to address these barriers early-on in the treatment referral process. In
doing so, families may be more likely to initiate treatment and follow through with
treatment recommendations. Future research should explore the utility of identifying
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and addressing perceived barriers early in the treatment referral process to determine if
improved treatment initiation and retention outcomes are found.

There are also sizable limitations to this study. This work represents a pilot sub-
study for a feasibility trial to test the implementation of a family-based motivational
intervention among youth on probation. Correspondingly, the resultant sample size was
relatively small and therefore limits the generalizability of this study’s results to other
youth and caregiver dyads. It will be important for ensuing investigations to replicate and
extend this study’s results to gain a more thorough understanding of common barriers
precluding the initiation of substance use treatment for youth on probation. We believe
such information could be used to create interventions that redress systemic, family, and
personal barriers to treatment receipt. The measures in this study were also restricted
to perceived barriers, there are other factors that could impact service receipt such as
interpersonal dynamics within the family. Lastly, because youth and caregivers’responses
are more than likely correlated, the assumption of independence may be violated, thus
inflating the possibility of statistical significance (Gonzalez & Griffin, 2012).

With these limitationsin mind, this study demonstrates the importance of measuring
barriers from both the caregiver’s and youth’s perspective; and offers a preliminary
glimpse into specific concerns among these distinct perspectives. Correctional systems
that serve youth, could benefit from administering a measure such as the BTPS early
in youth disposition to probation. Identification of family-specific perceived barriers
could help case managers and probation staff to specifically discuss those barriers when
first mentioning a new service referral. Future work is needed to develop specific tools
and techniques for probation staft to use for unique perceived logistic and motivation
barriers. Ultimately, helping families to address barriers could increase the likelihood
that youth will attend and fully engage in much-needed services.

References

Aalsma, M. C., White, L. M., Lau, K. S. L., Perkins, A., Monahan, P., & Grisso, T. (2015). Behavioral
Health Care Needs, Detention-Based Care, and Criminal Recidivism at Community Reentry
From Juvenile Detention: A Multisite Survival Curve Analysis. American Journal of Public

Health, 105(7), 1372-1378. https://doi.org/10.2105/AJPH.2014.302529
Becan, J. E., Knight, D. K., Crawley, R. D., Joe, G. W., & Flynn, P. M. (2015). Effectiveness of the

Treatment Readiness and Induction Program for increasing adolescent motivation for change.

Journal of Substance Abuse Treatment, 50, 38—49. https://doi.org/10.1016/].JSAT.2014.10.002

Belenko, S., Knight, D., Wasserman, G. A., Dennis, M. L., Wiley, T., Taxman, F. S., Oser, C,,
Dembo, R., Robertson, A. A., & Sales, J. (2017). The Juvenile Justice Behavioral Health
Services Cascade: A new framework for measuring unmet substance use treatment services
needs among adolescent offenders. Journal of Substance Abuse Treatment, 74, 80-91. https://doi.
org/10.1016/].JSAT.2016.12.012



326 | Journal of Crime and Criminal Behavior

CASA. (2004). Criminal neglect: Substance abuse, juvenile justice and the children left behind. Michael
I.  Sovern. https://rhyclearinghouse.act.hhs.gov/sites/default/files/docs/13804-Criminal
Neglect_Substance_Abuse_Juvenile.pdf

Chandler, R. K., Fletcher, B. W., & Volkow, N. D. (2009). Treating Drug Abuse and Addiction in
the Criminal Justice System Improving Public Health and Safety. JAMA, 301(2), 183-190.

WwWw.jama.com

De Witte, N. A. J., Carlbring, P., Etzelmueller, A., Nordgreen, T., Karekla, M., Haddouk, L.,
Belmont, A., @verland, S., Abi-Habib, R., Bernaerts, S., Brugnera, A., Compare, A., Duque,
A., Ebert,D.D., Eimontas,]., Kassianos, A. P., Salgado, J., Schwerdtfeger, A., Tohme, P, ... Van
Daele, T. (2021). Online consultations in mental healthcare during the COVID-19 outbreak:
An international survey study on professionals’ motivations and perceived barriers. Inferner

Interventions, 25,100405. https://doi.org/10.1016/] INVENT.2021.100405

Dennis, M. L., Smith, C. N., Belenko, S., Knight, D., Mcreynolds, L., Rowan, G., Dembo, R.,
Diclemente, R., Robertson, A., & Wiley, T. (2019). Operationalizing a Behavioral Health
Services Cascade of Care Model: Lessons Learned from a 33-Site Implementation in Juvenile
Justice Community Supervision. Federal Probation, 83(2), 52—64.

Elkington, K. S., Lee, J., Brooks, C., Watkins, J., & Wasserman, G. A. (2020). Falling between two
systems of care: Engaging families, behavioral health and the justice systems to increase uptake
of substance use treatment in youth on probation. Journal of Substance Abuse Treatment, 112,

49-59. https://doi.org/10.1016/].JSAT.2020.01.008

Englund, M. M., Egeland, B., Oliva, E. M., & Collins, W. A. (2008). Childhood and adolescent
predictors of heavy drinking and alcohol use disorders in early adulthood: a longitudinal
developmental analysis. Addiction (Abingdon, England), 103(Suppl 1), 23. https://doi.
org/10.1111/].1360-0443.2008.02174.X

Flaskerud, J. H. (2021). Stress in the Age of COVID-19. Issues in Mental Health Nursing, 42(1),
99-102. https://doi.org/10.1080/01612840.2020.1829217

Fountain, E. N., & Mahmoudi, D. (2021). Mapping Juvenile Justice: Identifying Existing Structural
Barriers to Accessing Probation Services. American Journal of Community Psychology, 67(1-2),
116-129. https://doi.org/10.1002/AJCP.12474

Gaither, J. R., Leventhal, J. M., Ryan, S. A., & Camenga, D. R. (2016). National Trends in
Hospitalizations for Opioid Poisonings AmongChildren and Adolescents, 1997 to 2012.
JAMA Pediatrics, 170(12), 1195. https://doi.org/10.1001/JAMAPEDIATRICS.2016.2154

Garnick, D.W,, Lee, M. T., O'Brien, P. L., Panas, L., Ritter, G. A., Acevedo, A., Garner, B. R., Funk,
R.R., & Godley, M. D. (2012). The Washington Circle Engagement Performance Measures’
Association with Adolescent Treatment Outcomes. Drug and Alcohol Dependence, 124(3), 250
258. https://doi.org/10.1016/]. DRUGALCDEP.2012.01.011

Gonzalez,R.,& Griffin, D.(2012). Data analysis and research publication. In H. Cooper, P. M. Camic,
D. L. Long, A. T. Panter, D. Rindskopf, & K. ]. Sher (Eds.), AP4 handbook of research methods
in psychology (Vol. 3). American Psychological Association. https://doi.org/10.1037/13621-000

IBM Corp. (2017). IBM SPSS Statistics for Windows, Version 25.0 (25.0). IBM Corp.




Perceived Barriers to Treatment Initiation amongst Justice-Involved Youth... | 327

Institute of Behavioral Research. (2020). Zexas Christian University Drug Screen 5. Texas Christian
University.

Jones, C. M., Einstein, E. B., & Compton, W. M. (2018). Changes in Synthetic Opioid Involvement
in Drug Overdose Deaths in the United States, 2010-2016. L4MA, 319(17), 1819. https://doi.
org/10.1001/JAMA.2018.2844

Kapp, S. A., Petr, C. G., Lee, M., Jung, R. ¢, & Choi, J. (2013). Collaboration Between Community
Mental Health and Juvenile Justice Systems: Barriers and Facilitators. Child and Adolescent
Social Work Journal, 30,505-517. https://doi.org/10.1007/s10560-013-0300-x

Kazdin, A. E., Holland, L., Crowley, M., & Breton, S. (1997). Barriers to Treatment Participation
Scale: evaluation and validation in the context of child outpatient treatment. Journal
of Child Psychology and Psychiatry, and Allied Disciplines, 38(8), 1051-1062. https://doi.
0rg/10.1111/].1469-7610.1997. TB01621.X

Laird, R. D., Pettit, G. S., Bates, J. E., & Dodge, K. A. (2003). Parents’ monitoring-relevant
knowledge and adolescents’delinquent behavior: evidence of correlated developmental changes
and reciprocal influences. Child Development, 74(3), 752—768. https://doi.org/10.1111/1467-
8624.00566

Marsden, M. E., & Straw, R. S. (2000). Substance Abuse Treatment in Adult and Juvenile Correctional
Facilities: Findings from the Uniform Facility Data Set 1997 Survey of Correctional Facilities.
http://www.samhsa.gov

McBrayer, K., Whitener, M., Keys, J., & Aalsma, M. (2022). 174. “Just as Expensive as Sending
Him to College:” Barriers and Perceptions of Treatment in Justice-Involved Youth. Journal of
Adolescent Health, 70(4), S91. https://doi.org/10.1016/j.jadohealth.2022.01.091

McClelland, G. M., Elkington, K. S., Teplin, L. A., & Abram, K. M. (2004). Multiple substance
use disorders in juvenile detainees. Journal of the American Academy of Child and Adolescent
Psychiatry, 43(10), 1215-1224. https://doi.org/10.1097/01.CHI.0000134489.58054.9C

Mulvey, E. P, Schubert, C. A., & Chassin, L. (2010). Substance Use and Delinquent Behavior
Among Serious Adolescent Offenders Substance Use and Delinquent Behavior Among Serious
Adolescent Oftenders. Juvenile Justice Bulletin. https://www.ojp.gov/pdffiles1/0jjdp/232790.pdf

Oppenheim, D., Dolev, S., Koren-Karie, N., Sher-Censor, E., Yirmiya, N., & Salomon, S. (2007).
Parental resolution of the child’s diagnosis and the parent-child relationship: Insights from
the Reaction to Diagnosis Interview. In D. Oppenheim & D. F. Goldsmith (Eds.), A¢tachment
theory in clinical work with children bridging the gap between research and practice (pp- 109-136).
The Guilford Press. https://psycnet.apa.org/record/2007-05957-005

Pfeiffer, S., & In-Albon, T. (2022). Bowen’s Family Systems Theory. In Comprebensive Clinical
Psychology (2nd ed., pp. 185-201). Elsevier. https://doi.org/10.1016/B978-0-12-818697-
8.00080-7

Schubert, C. A., Mulvey, E. P, & Glasheen, C. (2011). Influence of mental health and substance
use problems and criminogenic risk on outcomes in serious juvenile offenders. Journal of the
American Academy of Child and Adolescent Psychiatry, 50(9),925-937. https://doi.org/10.1016/].
JAAC.2011.06.006



328 | Journal of Crime and Criminal Behavior

Shriver, M. D., & Allen, K. D. (2008). Working with parents of noncompliant children: A guide
to evidence-based parent training for practitioners and students. In Working with parents of
noncompliant children: A guide to evidence-based parent training for practitioners and students.

American Psychological Association. https://doi.org/10.1037/11791-000

Sickmund, M., Sladky, A., & Kang, W. (2021). Easy Access to Juvenile Populations (EZAPOP) 1990-
2020 | Office of Juvenile Justice and Delinquency Prevention. https://www.ojjdp.gov/ojstatbb/
ezajcs/

Stone, A. L., Becker, L. G., Huber, A. M., & Catalano, R. F. (2012). Review of risk and protective
factors of substance use and problem use in emerging adulthood. Addictive Behaviors, 37(7),
747-775. https://doi.org/10.1016/]. ADDBEH.2012.02.014

Tolou-Shams, M., Brogan, L., Esposito-Smythers, C., Healy, M. G., Lowery, A., Craker, L., & Brown,
L. K. (2018). The role of family functioning in parenting practices of court-involved youth.
Journal of Adolescence, 63, 165-174. https://doi.org/10.1016/] ADOLESCENCE.2017.12.016

Tolou-Shams, M., Dauria, E., Conrad,S.M.,Kemp, K.,Johnson, S.,&Brown, L. K. (2017). Outcomes
of a Family-Based HIV Prevention Intervention for Substance Using Juvenile Offenders.
Journal of Substance Abuse Treatment, 77,115. https://doi.org/10.1016/].JSAT.2017.03.013

Tolou-Shams, M., Harrison, A., Conrad, S. M., Johnson, S., & Brown, L. K. (2017). Challenges to
conducting adolescent HIV prevention services research with court-involved youth. Children and
Youth Services Review, 8§3,201-208. https://doi.org/10.1016/].CHILDYOUTH.2017.10.042

Watson, W. H. (2012). Family Systems. In Encyclopedia of Human Bebavior (2nd ed., pp. 184-193).
Academic Press. https://doi.org/10.1016/B978-0-12-375000-6.00169-5

Winters, K. C., & Lee, C.Y. S. (2008). Likelihood of developing an alcohol and cannabis use disorder
during youth: Association with recent use and age. Drug and Alcohol Dependence, 92(1-3), 239—
247. https://doi.org/10.1016/]. DRUGALCDEP.2007.08.005

Wisdom, J. P, Cavaleri, M., Gogel, L., & Nacht, M. (2011). Barriers and facilitators to adolescent
drug treatment: Youth, family, and staff reports. Addiction Research & Theory, 19(2), 179-188.
https://doi.org/10.3109/16066359.2010.530711

Zhai, Y. (2020). Letter to the Editor A Call for Addressing Barriers to Telemedicine: Health
Disparities during the COVID-19 Pandemic. Psychotherapy and Psychosomatics, 1-3. https://
doi.org/10.1159/000509000

Zhang, Z. (2003). Drug and alcohol use and related matters among arrestees, 2003. https://www.ncjrs.
gov/nij/adam/adam2003.pdf




