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MINUTES OF THE HOUSE CORRECTIONS & JUVENILE JUSTICE COMMITTEE

The meeting was called to order by Chairman Ward Loyd at 1:30 P.M. on March 10, 2005 in Room 241-
N of the Capitol.

All members were present except:
Mike Peterson- excused

Committee staff present:
Diana Lee, Revisor of Statutes Office
Jerry Ann Donaldson, Kansas Legislative Research
Becky Krahl, Kansas Legislative Research
Connie Burns, Committee Secretary

Conferees appearing before the committee:
Dr. John Calbeck, Director, SW KS Regional Prevention Center
Dr. Dennis Embry, PAXIS Institute

Others attending:
See attached list.

The Chairman welcomed the Chairman Bill Light of the Public Safety and Budget Committee.

Dr. John Calbeck, Director, Southwest Kansas Regional Prevention Center, provided the committee with
a PowerPoint presentation on Prevention in Kansas. (Attachment 1) A brief history of prevention, the
Public Health Model was started in the early 1900 was based on the disease model and was started by Dr.
Samuel Crumbine from Dodge City. The 1960’s started with scare tactics, was school based usually one
shot dose not accepted as factual by youth because it was often distasteful, exaggerated and overblown.
The 1970’s was still one time exposure, school/community based more balanced but not more effective
and stimulated youth curiosity toward drugs so usage rate increased. The early 1980’s tried to relieve
boredom and build self-esteem there was little evidence of effectiveness by itself so in the late 1980°s
tried to attempt to influence values and self esteem, focused on the individunl exclusive of parents,
siblings and the community, systematic studies failed to show effectiveness. A comprehensive approach
in mid 1980°s and into the 1990’s was an ongoing combination of multiple techniques that addressed
multiple “impactors”, multiple risks, and multiple domains and was community based, it was promising,
but complex and hard to evaluate. The modem iterations and approaches:

e Comprehensive strategies retained

e Community-based/community-powered

e Evidence/research-based

e Tested effective programs

e Prevention as a practice, not just a program

e Model approaches

e Broader collaboration (JJA, KSU, KDHE)

e Aligned with treatment in Kansas (marijuana)

Prevention in Kansas the early years 1975 — 1985 was based on Public Health Model, the War on
Drugs, the Office of National Drug Control Policy, Governors’ Hayden and Finney, Kansas
received NIDA/NIAAA funds, and model Community Prevention Programs funded ($30,000, 13
grants, 26 counties) The visionary period (1985 -1987) Kansas SRS plans system of regional
centers (average $166,000) to cover all counties, programs, training, technical assistance to focus
on six CSAP Principles:

1. information dissemination

2. prevention education

3. alternatives

4. community-based process
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5. problem identification
6. referral, environmental strategies

The era of regional expansion (1987 -1991) there were five centers funded in 1987 under Toward a Drug
Free Kansas, plan to complete system in 10 years, 12 centers established by 1990 (13 today), and
statewide risk-focused strategy developed. Community based Prevention (1991 - ):

Theoretical framework and logic model

Risk protective model of Hawkins and Catalano (Communities That Care)

Prevention Centers began a move from program and information to community development
Kansas Communities That Care School Survey

Kansas Family Partnership

The Community Tool Box (KU Work Group)

Inter-agency collaboration explored

Connect Kansas

The Governors’ Cabinet

Cultivate inter-agency partnerships

Prevention Principles:

Focus on reducing known risk factors

Focus on increasing protective factors

Address risk factors at an appropriate developmental stage
Intervene early — before the behavior stabilizes

Include those at high risk

Target high-risk community areas

Target high-risk individuals

Address multiple risks with multiple strategies

Dr. Dennis Embry, Paxis Institute, provided a PowerPoint presentation on “Saving Kansas Kids and
Families, implications for Social and Fiscal Policy”. (Attachment 2)

The effect of family genetic and behavioral history for alcoholism/alcohol addicticn on brain responses in
adult children and other issues of brain chemistry are documented and will continve to be documented
(other examples listed below):

Serotonin levels, serotonin precursors or enzymes, serotonin receptors and transporters (different
for people growing up in highly chaotic circumstances versus predatory killers like the BTK serial
murder).

Different levels of dopamine, dopamine precursors or enzymes, dopamine receptors, and
transporters (different for people growing up in highly circumstances versus middle class or upper
class folks).

Different levels of stress hormones and stress hormone receptors (which may be changed by
environmental and social events).

Juveniles like the example Billie think and behave differently and these cognitive and behavioral issues
show up as:

High Levels of impulsivity

Problems of sustained attention

Low reward delay

High “gambling” response

Poor reasoning about adverse consequences

Many distortions in cognition such as “automatic negative thoughts”
Over focus on irrelevant or distracting stimuli

Perceive neutral events as negative

Magnify negative events as extreme threats

More frequent sexual thought (a result of change in brain chemistry)
Difficulty decoding non-verbal cues accurately

Over-reactivity (chemically, cognitively, and behaviorally) to perceived stressors
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Social Marketing makes use of the “Five P’s of Marketing”. The modern approach to marketing revolves
around five P’s:

1.

2.

Product — commercial marketers make sure that their product is appealing to consumers

“and has a catchy name that is easy to remember. (The PeaceBuilder)

Performance — Commercial marketers make clear what the customer must do to achieve
the advertised result and what the benefits are from the product. Awareness 1s not
performance, which must be measurable and reportable. Performance promise benefits
such as “leam more, have less stress, saves time, or feel better”.

Place — The product, activity or benefit can be easily accessible to virtually all potential
consumers or targets, unlike most awareness or negative campaigns. To gain the “benefit”
is visit a local school, merchant, ask your doctor, or perhaps call a “oll-free number.

Price — is how much it costs in time, effort, energy, money, etc. Price can be expressed in
clear ways, such as takes only a few minutes a day.

Promotion — Commercial marketers use promotion and advertising to familiarize
consumers with the product and persuade them to but it or try it. Testimonials are typically
among the most effective promotion.

Dr. Embry provided a list of Recommendation for Prevention, intervention and treatment. (Attachment 3)

The meeting was adjourned at 3:20 pm. The next scheduled meeting 1s March 14, 2005.
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| A Briefing on Prevention

Kansas House of Representatives
Corrections and Juvenile Justice Committee

John B. Calbeck, M.D.
Director
Southwest Kansas Regional Prevention Center

March 10, 2005

l Prevention

= Middle English
m prae (before)
venire (to come)
anticipate
forestall

act ahead of

» hinder or stop

House C & JJ
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Kansas Prevention Definition

The active process that creates and
rewards conditions that lead to healthy
behaviors and life styles

- Governor Kathleen Sebelius

Brief History of Prevention




I The Public Health Model

Early 1900 and ongoing
Clinical basis

Tied to the disease model
Teach the Host

Alter the Agent

Change the Environment
= Dr. Samuel Crumbine M.D.

‘ Scare Tactics

m The 1960s

m Depict harmful consequences to youth

m School-based

= Usually a “one-shot” dose

m Often distasteful, exaggerated, overblown
m Not accepted as factual by youth

m Norman and Turner, 1963




‘ Accurate Information

m 1970s

= Accurate information to youth

= Infrequent or “one-time” exposures

m School/community-based

m More balanced, but no more effective

m Stimulated youth curiosity toward drugs

m Increased usage rates

m Botvin,1995; EImquist, 1995; Weisheit, 1983

‘ Alternatives Approach

m Early 1980s

= Involve youth in non-drug related activities
= Keep them busy, productive, satisfied

= Relieve boredom, build self-esteem

= Non-use was not always primary focus

m School/Community/Agency-based

m Little evidence of effectiveness by itself

m Norman and Turner, 1993
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| I Affective Education Approach

m Late 1980s
m School-based
m Attempt to influence values and self esteem

m Focused on the individual exclusive of
parents, siblings, and the community

m Systematic study failed to show effectiveness
= Elmquist, 1995; Moskovitz, 1989

| Comprehensive Approach

= Mid 1980s and into the 1990s, ongoing

» Combination of Multiple Techniques

m Address multiple “impactors”

m Address multiple risks, multiple domains

m Community-based

m Promising, but complex and hard to evaluate

m Hawkins, Catalano, Farrington, Benson,
Embry, many others




| Modern Tterations and Approaches

m Comprehensive strategies retained

s Community-based/community-powered

m Evidence/research-based

m Tested effective programs

m Prevention as a practice, not just a program
= Model approaches

m Broader collaboration (JJA, KSU,KDHE)

= Aligned with treatment in Kansas (marijuana)

Prevention 1n Kansas




| The Early Years (1975-1985)

s Public Health Model

m War on Drugs

m Office of National Drug Control Policy
m Governors’ Hayden and Finney

m Kansas receives NIDA/NIAAA funds

» Model Community Prevention Programs
funded ($30,000, 13 grants,26 counties)

| The Visionaty Period (1985-1987)

m Kansas SRS plans system of regional
centers (average $166,000)

m To cover all counties
m Programs, training, technical assistance

m To focus on six CSAP Principles (information
dissemination, prevention education,
alternatives, community-based process,
problem identification and referral,
environmental strategies)




Fra of Regional Expansion(1987-1991)

Five centers funded in 1987 under Toward a
Drug Free Kansas

Plan to complete system in 10 years

m From $3 million to $32 million in 5 years

m 12 centers established by 1990 (13 today)
m Statewide risk-focused strategy developed

| Community-based Prevention (1991-)

m Theoretical framework and logic model

m Risk-protective model of Hawkins and Catalano (Communities
That Care)

= Prevention Centers began a move from program and information
to community development

Kansas Communities That Care School Survey
Kansas Family Partnership

The Community Tool Box (KU Work Group)
Inter-agency collaboration explored

Connect Kansas

The Governors’ Cabinet

Cultivate inter-agency partnerships




Communities That Care
The Social Developmental Strategy

m Individual Characteristics

m Opportunities, Skills, Recognition

m Bonding (Attachment and Commitment)
m Healthy Beliefs and Clear Standards

m Healthy Behaviors

Channing-Bele Company, Inc, 2003 {Developmental Research and Programs, Hawkins and Calalano, 2000

Communities That Care
The Problem Behaviors

m Substance Abuse
m Delinquency

m Teen Pregnancy

m Violence

m School Drop-Out

Channing-Bele Company, Inc, 2003 (Developmenlal Research and Pregrams, Hawkins and Catalano, 2000




Communities That Care
The Risk Factors

Availability of Drugs
Availability of Firearms
Community Laws and Norms
Media portrayals of violence
Transitions and Mobility

Low neighborhood attachment
and community disorganization

Family History of the problem
behaviors

Family management problems
Family conflict

Favorable parental attitudes
toward problem behavior

Academic failure beginning in
elementary school

Early and persistent antisocial
behavior

Rebelliousness

Friends who engage in the
problem behavior

Gang involvement

Favorable attitudes toward the
problem behavior

Early initiation of the problem
behavior

Constitutional factors

Channing-Bale Company, Inc, 2003 (Developmental Research and Programs, Hawkins and Calalano, 2000

Communities That Care
The Protective Factors

Healthy beliefs and clear standards (belief in the moral order)
Opportunities for prosocial involvement in the community
Rewards for prosocial involvement in the community

Family attachment

Opportunities for prosocial involvement in the family
Rewards for prosocial involvement in the family
Opportunities for prosocial involvement in school
Rewards for prosocial involvement in school

Social Skills
Impulsiveness

Channing-Bate Company, Inc, 2003 (Developmenlal Research and Programs, Hawkins and Calalano, 2000
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Prevention Centers

Southwest Kansas
Regional Prevention Center

‘ Overview of Prevention Centers

m As diverse as Kansas (though perhaps not as
big as you think)

m 13 Centers roughly conforming to the areas
defined by SRS

m Aligned with many different hosts / partners

m Activities and objectives tailored to meet local
needs

m United by a common framework/logic model
m Part of a statewide infrastructure

1-11



’ Kansas Prevention Infrastructure

m Regional Prevention Centers
m Kansas Family Partnership

m Educational Service Center at Greenbush
(the Kansas CTC School Survey)

m KU Work Group on Health Promotions and
Community Development (The Community
Tool Box and ODSS)

m Kansas National Guard
m YouthFriends

What, in a nutshell, do we do?

Bring people together for planning,
programs, policies, and practices




| How do we do that?

m Science-based technical assistance, support,
and training for more than 200 community
coalitions, task forces, and partnerships

m Strive to build greater competence in
communities to cultivate leadership, assess
needs, evaluate their environment, plan
outcomes, leverage resources, perform social
marketing, and deploy community-based
processes.

Wow! That’s a mouthful! Is it
really that complicated?

Yes, but no. It’s all about relationships.
At all levels. Bringing people together
for programs, planning, policy, and
practice.

1-13



Prevention Principles

Focus on reducing known risk factors
Focus on increasing protective factors

Address risk factors at an appropriate
developmental stage

Intervene early — before the behavior stabilizes
Include those at high risk

Target high-risk individuals

Target high-risk community areas

Address multiple risks with multiple strategies

Center for Substance Abuse Prevention
Prevention Principles

Information Dissemination
Prevention Education

Problem Identification and Referral
Alternatives

Community-based processes
Environmental strategies

- 14



| What have our goals been?

m Reduce ATOD use by youth

m Delay first use of alcohol, tobacco, and
other drug use by youth

m Increase attitudes opposed to ATOD use
by youth

| Are we making progress?

TOTAL RISK PROFILE

Percent at Risk
2
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Code Count vs. Goal
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Southwest Kansas Regional Prevention Center
(A snapshot)

25 counties in southwest Kansas

20,000 square miles

Approximately 200,000 people served

Approximately $200,000 base-funding and leveraged resources
John Calbeck, Kaye Cronin, Lois Limes, and Rebecca Thomas
10 functional community coalitions

Website with online searchable data base and shopping cart

A willing and indispensable partner in GCCC

The power of the Kansas Prevention Infrastructure, Kansas
citizens, and many partners and resources

What is the potential?

Is community prevention a
good buy?




Haskell County (population 4,307)
PATCH and CHOC Coalitions

= |dentified targeted risk and protective factors
m Published action plans/logic models
m Continuous assistance opportunities from the Prevention Center

since their inception

= Established local leaders and executive directors
» Interdependent and collaborative within the county
= An average of 20 citizens meeting 12x/year for two hours at each

meeting (between the two)

= $8/hr x 480 hours = $3,840 x 2 (networking/projects)= $7,680
m Health Fairs, school programs, information dissemination,

programs, parenting

= $20,000 funding from KDHE CHIPr grant
= ~$20,000 funding from local sources
= Total $47, 680

Garden City Project EFFORT

Stones Intermediate School Project - $3,500
After school mentoring BBBS, parenting support through PTO
(bilingual, diverse)

21st Century Learning Community - $6,000,000 over three years,
13 schools

Programs bilingual, diverse, remedial, recreational, tailored to
needs identified at each building

2,000 - 2,500 students K-12

2 hours, 3x per week, 36 weeks=216 hours/student

2,000 students x 216 hours = 432,000 hours

432,000 hours x $8/hr = $3,560,000; x $20/hr =$8,640,000

Effective prevention may require up to 30 focused contact hours
(Kumpfer et al) per person
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| Next Steps: Good to Great

P oeon oo

Good is the enemy of great: don't settle for being good

Level 5 Leadership: common mobilizing vision, unwavering focus
First who... then what: enhance the workforce

Confront the brutal facts: distill the complexity of all of this down into
something that communities and citizens can readily, absorb,
understand, implement, and measure

The Hedgehog Concept: help communities find what they do best,
locate their economic fulcrum, and execute with passion... over and
over and over

A culture of discipline: generalize, simplify, and broadcast our
wisdom; capitalize on the synergy of broad collaboration at the top and
single purpose at the bottom (rinse the cottage cheese)

Accelerate the technoloqy: develop affordable programs; simple,
flexible, elegant, and effective

The Flywheel and the Doom Loop: those who do radical restructuring
fail to make the leap to greatness

i Ten Disciplines for Prevention Work

Lol L s il

10.

Value the knowledge worker

Recognize what the non-user values
Address Institutional and Policy Constraints
Insist on a common mobilizing vision
Develop a philosophy of engagement

Abide by the rules of the network economy
Plan for “real-time” strategic change

Strive for organizational clarity, then over-
communicate that clarity

Don’t mistake a clear view for a short distance
Tolerate messiness at the edges

1-20



gavind Kansas#l‘(i‘ds and Fawilies

Implications for Social and Fiscal Policy:
Low Cost Strategies To Turn the Tide on Prevention and
Treatment of Multi-Problem Behavior Affecting Kansas Health,
Safety and Human Capital

Dennis D. Embry, Ph.D., President, PAXIS Institute
PO Box 68494, Tucson, AZ 85750
Phone: 520-299-6770
"FAX: 520-299-6822
Email: dde@paxis.org
Website: www.paxtalk.com

Presentation to Legislative Committees
March 10, 2005
Topeka, KS

This presentation reviews how many decades of research can be used plot a sane,
sensible and safe course of prevention and treatment. Further, the presentation
focuses on how the concept of “one Kansas government”—instead of disconnected
agencies and programs—can be used to leverage existing and new resources to
prevent the future burden of incarceration and related sydemics (multiple related
afflictions) harming the health, safety, welfare and wellbeing of the state. Using
both a scientific logic and business logic model, it becomes quickly apparent that
public good, social justice, fiscal soundness, and good government unite in
common cause around good science and practice for the benefit of Kansas.

b

“We are prisoners of ideas.’
~ Ralph Waldo Emerson, US essayist & poet (1803 - 1882)

House C & 1J
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Introductory Comments

Testimony by Dr. Embry — March 10, 200.

Why does it matter to save Kansas kids and families?

1
2. Our public health, safety and well-being.
3. Our future.

November22,-1948-example—————
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Testimony by Dr. Embry — March 10, 2005

Cocaine Use by Kansas Youth & Shawnee County Marijuana Use by Kansas Youth & Shawnee County
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The story of Billy—the parable of pain and cost

The story of Billy is the story of real experiences relevant to the goals and purposes of health and
social social policy issues. It illustrates the burdens, causes, prevention, interventions and
possibly treatment opportunities to change policy, procedures, practices and state-level outcomes
to improve public safety, public health, fiscal stability in the state, and human capital in Kansas.

Young people who are seriously
involved in either juvenile
delinquency, substance abuse,
school dropout, teenage pregnancy,
or violence are more likely to
engage in one or more of the other
problem behaviors. Furthermore,
all of these teen problems share -
many common risk factors.

7 '(-:rimiﬁal
 Behavior -

Child Abuse

— Arizona Criminal Justice & Neglect St ey
.. . Educational
Commission, November, 2002 Intimate *

 Failure /
- Partner : 3

Violence
Helping Adolescents at Risk: Prevention of Multiple Problem Behaviors. (Edited by Anthony
Biglan, Patricia A. Brennan, Sharon L. Foster, Harold D. Holder). Guilford Press, 2004.

This comprehensive volume reviews current knowledge about multiple problem behaviors in adolescence,
focusing on 'what works' in prevention and treatment. Cutting-edge research is presented on the
epidemiology, development, and social costs of four youth problems that frequently co-occur: serious
antisocial behavior, drug and alcohol misuse, tobacco smoking, and risky sexual behavior. A framework
for reducing these behaviors is outlined, drawing on both clinical and public health perspectives, and
empirically supported prevention and treatment programs are identified. Also addressed are ways to
promote the development, dissemination, and effective implementation of research-based intervention
practices. Authored by an interdisciplinary panel of experts, this is a state-of-the-science sourcebook and
text for anyone working with or studying adolescents at risk.



Testimony by Dr. Embry — March 10, 200.

Age 4 6 8 10 12 14 16 18 20 22 24 26

Birth H———————+—————4

ADHD oDD am am A/D A/D A/D AaD ap
DSM IV TS o SA SA SA SA SA SA SA
Labels depression
_ anxiety
elf-R "[ Likes Stole E’Einqe Daily Meth & v
Self Ep Violent TV Cigarettes  Drinking Marijuana  Other Drugs Use
School T SO SD Lp LD LD SED Dropout
Labels
Medical Trrenats Unintentional Injuriss Sexually Serjous Hepatitis C
Smoki Ashtma Transmitted Car Crash
Notes & | =mond “enm intentional  piseases Gunstist
Low Birth Weight e e ;
Bio X Injuries at . Wound
' Fussy,irritable School Fathers Fathers
Markers | momis 16.5yoars old  ndaractive Child Child
Low CS{: Beh. Inhihition Reduced Prefontal Function
Police =+ Serotenin System Lower Resting Heart Rale
Mom DV Abtised  Assaull  Varlous Drug sales; Armed
Records | Has  Calls by Mom's at School Theft Felony Assault Robbery
Multiple Livesin  Witness Complaints;
Offenses Homicde Truancy
Legend
ADHD = Attention Deficit Hyperactivity Disorder SA = Substance Abuse
T8 = Touretie's Syndrome (lics diaghosed) 8D = Speech Delay
ODD = Oppositional Defiant Disorder LD = Leaming Disabilityr
A/D = Antisocial Personality Disorder SED = Severe Emotional Disorder
CD = Conduct Disorder
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Testimony by Dr. Embry — March 10, 2005

o

ggving Kansas Kids and Familles

Case History Cost

... BoysHome expenses $50,000 . .. —
] Medicaid $110,000 ‘?
Special Education $28,000

$10,000,000 1 * State Hospital $128,000 = S

Legal (estimated) $20,000 -

£1,000,000 - Total $336,000 - il

R ek ?:,:_1 _;,m;,_. //
$100,000 g ‘ é
$10,000 ~ S| DOV ;

gaving kansas des and Fam.ilies

Pre-Birth, Birth and Infancy Costs

The Billy’s of the world have a number of
potential high costs:

« FEight days of neonatal intensive care

$20,000
« His pregnant teen mother had a medical
complications for herself $6,000
« Post-partum depression & suicide attempt of
his mother $17,000
+ Child protective services during period
$6,000
= Infant health care $9,000
Total $58,000

A
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Testimony by Dr. Embry — March 10, 200.

 gqving Kansas Kids and Families

~_Toddler-Era Costs

» Early special education costs
$14,000
* Emergency care for asthma
$4,500
e Child protective services

associated with domestic violence
& drugs $3,800

Total $22,300

gaving Kansas i{fds and Families

Preschool-Age Costs

» Behavioral health $4,000
» Emergency asthma care $3,500
e Treatment of ADHD $3,800

* Injuries caused to
others at head-start $700

Total $12,000

_sit = MFE o TRRYTRY
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Testimony by Dr. Embry — March 10, 2005

gaving Yansas Klds and Fawilies

Primary Grade Costs

» Speech therapy $1,200
= Behavioral health $1,800
» Child-protective services $2,200
= Other special ed services $3,200
= Emergency asthma care $2,500
= Hospital care for being

accidental injuries $17,000
s Treatment of ADHD/TS $5,400
* Injuries caused to

others at school $1,600
» Law enforcement $500
Total $47,400

saving Kansas Kids and Fawilies

Intermediate Grade Costs

« Behavioral health $1,800

o Child-protective services $2,200
«  Juvenile court services $2,000
«  Other special ed services $5,800
¢ Treatment of ADHD/TS/ODF $6,400
* Injuries caused to

others at school $2,000
* Law enforcement $1,500
*  Vandalism $5,000
Total $26,700
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Testimony by Dr. Embry — March 10, 200.

n
gaving Kansas Kids and Families

Other Elementary School Costs

Classroom disruptions 77,760
Physical hits on others 6,480
Hours of instruction disruptive 360 hrs
Items stolen from others 1,350
Administrative hours lost 144 hrs
Teacher hours lost in meetings 90 hrs
Janitor, secretary and aide hours 180 hrs
Threats of lawsuits 2
Complaints to superintendent 5
Nurses office visits for meds,

illnesses, injuries, etc. 1,200

Other Adolescent Period Cos'ts'

Behavioral health for victims $2,800
School legal costs from complaints $1,200
School vandalism and theft losses  $4,200
STD and pregnancy costs $23,500
Special ed costs for his kids $20,000
Victim theft and burglary losses ~ $15,000

Victim hospital care for
car, alcohol and fighting injuries ~ $55,000

Nlegal sales of drugs $12,400
Law enforcement for crimes $5,600
Total $139,700

gaving Kansas Kids and Families
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gaving Kahsas;iﬁjgs and Families

Some Other Adult Costs

Seven years of adult corrections  $154,000
Hepatitis C and related illnesses ~ $45,000
Other substance abuse illnesses  $10,000
Drug sales $45,000
Child protective services for kids ~ $25,000
Special ed & health costs forkids  $75,000
Other victim losses $10,000

Cost of crime, injuries, treatment
and illnesses by his drug buyers  $500,000

Other costs $20,000
Added law-enforcement costs $10,000

The Costs Attributable to Abuse

gaving kansas rk_i_ﬂs and Fawilies

o Pre-birth & infancy $58,000
Early childhood years $34,300
Elementary school years $74,100
Secondary & teen years $475,700
Other adult years $894,00
Total $1,536,100

- ey TRLE Y

Rt A «5@@

0 L
e i “(
o




Testimony by Dr. Embry — March 10, 200.

gaving Kansas Kids and Fawilies

Costs Averted by 100 Kids P/’YR |

Pre-birth & infancy $5,800,000
Early childhood years  $3,430,000
Elementary school years $7,410,000
Secondary & teen years $47,570,000
Other adult years $89,400,000
Total $153,610,000

Simplistic estimate

How much do Billy’s cost us in total in Kansas? A newly released (February 17, 2005) report
from Oklahoma, our slightly larger neighboring state, provide a potential estimate—about $1,000
per man, woman and child in the state. The summary table from that report, available at
http://www.odmhsas.org/ is reproduced in the next table for direct costs for mental illness,
substance abuse and domestic violence—the triple evils that curse the development of Billy’s in
our state and nation.

The balance of this present of the presentation discusses how Kansas Billy’s might be changed

- by actions of this committee and other, related initiatives in this state, and recommendations for

the Kansas Legislature and leadership to undertake to achieve this.
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Table 1: Syndemic Costs in Oklahoma Related to Billy’s (see Feb. 17, 2005 report
http://www.odmhsas.org/)
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Brain, Cognitive, Behavior, and Polygene Issues

This section reviews key scientific issues that lay the foundation for action by the Committee, the
state and its citizens. Without understanding these issues, any actions are less likely to succeed.

Brain Issues

There are well-documented differences in brain structures, brain chemistry, and brain responses
of individuals like Billy and the Kansas citizens we are trying to help. Expecting the cognition,
behavior or even health to be the same as others is foolhardy at best. Here are visual examples

from research that will be discussed.

Figure 1: Brain Issues Related to Billy's

Offender Noh-Oﬁender

Reduced Prefrontal Gray Matter Volume and
Reduced Autonomic Activity in Antisocial Personality
Disorder

(Arch Gen Psychiawry. 2000;57:119-127)

The effect of family genetic and behavioral history
for alcoholism/alcohol addiction on brain
responses in adult children after exposure to
alcohol in blind test. With family history of
alcoholism, persons are more likely to be
aggressive and depressed after drinking. With no
history, persons are more extroverted and social.

http://www.andybak.connectfree.co.uk/eallery/
genetics/science 02.htm
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Other issues of brain chemistry are documented and will continue to be, such as the examples

below:
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e Serotonin levels, serotonin precursors or enzymes, serotonin receptors and
transporters (different for people growing up in highly chaotic circumstances versus
predatory killers like the BTK serial murder). '

e Different levels of dopamine, dopamine precursors or enzymes, dopamine receptors,
and transporters (different for people growing up in highly circumstances versus
middle class or upper class folks).

e Different levels of stress hormones and stress hormone receptors (which may be
changed by environmental and social events).

These mechanisms are probably evolutionary adaptations to predatory events in human culture,
since other human beings are the most effective predator of other humans. Consider the parable
of testosterone and serotonin levels as a function of harsh prison experiences. (Related orally).

Cognitive and Behavioral Issues

For the most part, individuals like Billy think and behave differently. In general, these cognitive
and behavioral issues show up as:

e High levels of impulsivity

e Problems of sustained attention

e Low reward delay

e High “gambling” response

e Poor reasoning about adverse consequences

e Many distortions in cognition such as “automatic negative thoughts”
e Over focus on irrelevant or distracting stimuli

e Perceive neutral events as negative

e Magnify negative events as extreme threats

e More frequent sexual thoughts (a result of change in brain chemistry)
e Difficulty decoding non-verbal cues accurately

e Over-reactivity (chemically, cognitively, and behaviorally) to perceived stressors

Polygenes

Most of us know Mendellian qualitative genetics from high-school or college, which is about as
advanced as the Ford Tri-Motor is to the Boeing 747 that took me to visit Singapore and Bali.
The real scientific advances have been happening in quantitative genetics since the 1990s. In
quantitative genetics, genes can be metaphorically “added, subtracted, divided and multiplied.”
In many instances, polygenes can be turned off or on by environment or social events, such as
perceived stress. There is growing research that men and women in the correctional system may
have genetic vulnerabilities that place them at risk for substance abuse, DSM-IV diagnoses, risk
of PTSD, and risk of aggressive behavior. If so, “prison as usual” is likely to increase the
adverse outcomes, and harm the intent of the 3R committee. Issues of rehabilitation, restoration
and recodification will have to address these findings—just as medicine has had to address them
in understanding and treating such things as breast cancer. The figure below provides one
glimpse of the issue from the work of Dr. David Comings.
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Figure 2: Polygenic Effects of Dopamine Genes on ADHD and Alcoholism, Mediated by Perceived Stress
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Racial, Gender and Developmental Issues

Oral testimony will discuss some examples of racial, gender and developmental (age related
trends) known to affect issues of “criminal behavior.” Consider the example below.

Figure 3: Developmental Brain Differences in Perception of Fear

~ Teens Adults

For some time, lead exposure (measured in persons or the environment) has been shown to
correlate strongly with delinquency, incarceration and homicides. This is particularly true for
children and adults of African American heritage who carry genes that appear to be adaptive to
conditions of Africa (protect against sunlight and dry conditions), by that cause increase
absorption of (Pb, Lead) especially from airbome sources. See
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hitp://aspe.hhs.eov/hsp/97trends/hc2-9.htm for more details. These same genes may be
implicated in a variety of diseases such as hypertension.

Figure 4: Percentage of Children Ages 1-5 With Blood Lead Levels Greater Than or Equal
To Ten Micrograms per Deciliter

Percent

100 —

80—

650 -

40

All Children Ages 1-5 Non-Hispanic White Non-Hispanic Black

W 1976 - 1980
1988 - 1991

Examples of Strategies That Might Work With Billy’s

The following are low-cost, evidence-based kernels or behavioral vaccines that can significantly
save more Kansas kids and families in the new few years from major problems that cause great
personal, family and community pain. We have organized the strategies by developmental
targets or age groups, which cut across multiple domains of Kansas’” government (different state
agencies) plus city, county and school district cost centers. All of these problems dramatically
affect Kansas’ business climate and general competitiveness. These are examples—not an
exhaustive list—of evidence-based kernels or behavioral vaccines that could be implemented
broadly with public health, safety and human capital outcomes.

Pre-Natal & Post-Natal

The following are illustrative low-cost strategies that improve outcomes of infants who are at
risk for serious problem behaviors. These are a a few examples of the research findings.

Low-Cost Strategy How It Works Scientifically Cost Savings
Proven Benefits
Vouchers for biological confirmed Pregnant women earn Confirmed More cost
smoking/alcohol cessation [1] vouchers for not smoking or cessation rates jump | effective in
using alcohol. Their from about 6%-9% | reducing LBW and
significant others eam to 30% early
vouchers, too, for being developmental
“smober.” complications than
‘best practices’

14
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Omega 3, Folic Acid and calcium
supplementation in higher—risk
pregnant mothers [2-18]

Pregnant and post-partum
women receive high-quality
supplementation Omega 3
(EPA-DHA), calcium and
Folic Acid. High-risk mothers

Reduced post-
partum depression;
better fetal
development; lower
rates of pregnancy

The savings are
likely to accrue
from reduced
prenatal or post-
natal

— ——————|~(e-g;-stressed;aleohol; complications:——~complications;
tobacco, drug using, poor improved early
nutrition) have abnormal parenting.
levels. Some affect brain
development.

Kangaroo Care and infant massage Post-partum mothers or Improved health Fewer post-natal

for drug exposed infants and neonates
or by mothers exposed drugs/violence
[19-43] (See
www.kangaroomothercare.com; and
www.marchofdimes.com/prematurity/

5430 6074.asp)

caregivers provide massage to
the child or carry the child
“skin to skin,” especially for
babies born pre-term, LBW or
drug exposed. Changes brain
chemistry of infant.

and development of
the child; improved
health and
behavioral health of
mother.

complications
associated with
high-cost care.
Better child health
and development.

Teaching caregiver(s) to do Mothers
Neonatal Assessment (The Brazelton)
[44-55] (See www.brazelton-
institute.com)

The Mother’s Own Neonatal
Behavioral Assessment
(MBAS) is taught to the
caregiver and practiced
several times, teaching the
caregiver to recognize the
child’s modal responses to
various stimuli.

This procedure
produces reliable
improvements in
parenting behavior,
health outcomes
and reduced risk of
early child abuse

Reduced health
care utilization and
reduced infant
child abuse or
neglect.

and neglect.

Early Childhood (Preschool through 2™ grade)

The following are illustrative low-cost strategies that improve outcomes of young children who
are at risk for serious problem behaviors.

Low-Cost Strategy How It

Works

Scientifically
Proven Benefits

Cost Savings

12 or more specially
constructed storybooks
[56-64]. The books also
feature character or
parenting behaviors. [65-
68]

heroes.

Specially constructed books prompt
parent-child interaction. The prompts
are at the bottom of each page. The
books can be enhanced by having the
story about the listening child, while
depicting the child and caregiver as

Parent-child
interaction are better.
Parent and child can

learn skills that reduce

conflict and behavior
or health problems.
Literacy can be
improved into 2™
grade.

Remedial
education costs
reduced.
Treatment costs
for health and
behavioral
health reduced.

Errorless compliance
training [69-80]

Parents or caregivers give a child graded
sets of instructions that evoke
compliance with high probability and

Rapid improvements
in conduct problems
and coercive parent-

Reduces conduct
disorders and
serious negative

generate high rates of reinforcement, child interactions. parent child
sprinkled in with requests that are less interactions,
likely to be followed. The procedure which predict
uses check sheets and can be augmented lifetime serious
by fun activities (e.g., songs and games) problems.
that involving copying.

Solution focused advice Simple evidence-based recipes that help | Reducing in a host of | Dramatically

recipes for families [81- solve every problems of living with behavior problems extends

94]. children in family circumstances. The typically associated improved family
recipes do not require clinical diagnoses. | with DSM-IV functioning at

15
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| problems

| modest cost.

]

Elementary School

The following are illustrative low-cost strategies that improve outcomes of elementary-school
age students who are at risk for serious problem behaviors.

Low-Cost Strategy

How It Works

Scientifically
Proven Benefits

Cost Savings

Good Behavior Game
[95-101] (See
www.hazelden

bookplace.com/
' paxgame)

Simple classroom-based protocol,
using teams, teaching cognitive self-
control, attention to task and reduces
peer negative or accidental attention
thorough group rewards.

Near instant
reduction in
disruptive behavior.
Major reduction in
ADHD and conduct
problems plus
substance abuse and
drug use.

Cost saving are
thousands of
dollars per
child exposed,
plus major
governmental
savings. Also,
there isa 25%
increase in
time for
instruction.

Class-wide peer
tutoring [102-112]

Children (or youth) in the classroom
tutor each other in a set way on teams,
with publicly posted scores, with
group rewards. The tutoring focuses

Large increase in
standardized
achievement,
reduced placement

Saves
thousands of
dollars per
classroom for

on basic info for mastery in special education | special
and better social education, and
competence increases
including reduced academic
racism, etc. success.
Response slates [113- Children (or youth) use slates or Reduction in Practically
118] response cards to indicate correct ADHD symptoms, | free.
answers instead of by quizzes or hand | increase in
raising. achievement.
Praise Notes by Peers Peers or adults write praise notes to Large The effects are

and Adults [119-121]

peers for positive behavior, which are
publicly posted for all to see or hear.

improvements in
social competence
and reductions in
illness behaviors
plus fighting or
aggression or
victimization

many times
that of most
packaged “best
practices”
aimed at safe
& drug free
schools, yet a
fraction of the
cost.

Organized, structured Staff organize cooperative and/or Large changes in Much less

recess [122-131] structured games at recess, with social competence, | extensive and
positive reinforcement for reduced improved academic | sustainable
aggression and inhibition of negative | achievement, than other
behavior. reduced bullying. alternatives
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The following are illustrative low-cost strategies that improve outcomes of middle-school
students who are at risk for serious problem behaviors. These are a a few examples of the

research findings.

Low-Cost Strategy

How It Works

Scientifically Cost Savings
Proven Benefits
Daily positive “caught you | Every staff in schools are given five or Multiple Vandalism
being good” at school so coupons per week to give out for investigations decreased, office

positive behavior. Winners noted on PA
system, and positive rewards associated.

showing positive
effects on reduced
disruptive behavior

referrals and
suspensions
decreased.

Increased square footage of
student work displayed on
the walls plus increased
frequency of student roles
in the building [132, 133]

These procedures increase perceived
rewards for prosocial behaviors among
all students.

Reduced vandalism,
delinquency and
increased
achievement.

More effective
than curriculum
interventions;
low resource
cost; pays for
self.

High School

The following are illustrative low-cost strategies that improve outcomes of high-school who are
at risk for serious problem behaviors. These are a a few examples of the research findings.

Low-Cost Strategy

How It Works

Scientifically
Proven Benefits

Cost Savings

Motivational
mnterviewing [134-136]

In about 60 minutes, wise adult
coaches a young person to find
authentic values and goals, and
reduce use of tobacco, alcohol and
other drugs. Can be used in high-risk
circumstances.

Major reductions in
use of tobacco,
alcohol and other
drugs.

The reductions
in drug use
represent life
saving gains

Student work displays
and student roles in
school [132, 133, 137]

Student work displayed on walls of
school, and most students have -
meaningful roles in school building.

Significant increase
in academic
achievement, and
major reductions in
delinquency.

Reductions
vandalism,
Increase in
achievement,
and reductions
in vandalism
for modest
cost.

Adults

The following are illustrative low-cost strategies that improve outcomes of adults who are at risk
for serious problem behaviors. These are a a few examples of the research findings.

Low-Cost Strategy How It Works Scientifically Cost Savings
Proven Benefits
Prize bow] for sobriety Adults earn incentives for being sober Dramatic reduction in | Major cost

[138-142], or during
pregnancy for reduced

and completing substance abuse
programs.

cocaine, alcohol,
marijuana and other

savings per
therapist effort
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tobacco, alcohol or drug drug use; major
use [1]. ‘ reductions of tobacco

use during pregnancy.
Omega 3 supplementation | Omega 3 acts as mood stabilizer in Major reduction in For a modest
for bipolar disorder, randomized control studies to address aggression and mental | cost per person,
aggression or borderline various behavioral and mental disorders. | illnesses diagnoses trouble disorders
personality disorder [143- reduced.
145].

Social Marketing for Saving Kansas Kids and Families

Social Marketing makes use of the “Five Ps of Marketing.” The modern approach to marketing
revolves around five Ps: product, performance, price, place and promotion.' To save Kansas
Kids and Families, it is necessary to undertake a strong “social marketing” campaign to make
sure that people know the solutions, not just the pain of Billy’s.

Product: Commercial marketers make sure that their product is appealing to consumers and
has a catchy name that is easy to remember. The PeaceBuilder (e.g., Embry et al., 1996)
violence prevention program is an example, and Wisconsin Wins is an example for tobacco

control (Embry et al., in press).

Performance: Commercial marketers make clear what the customer must do to achieve the
advertised result and what the benefits are from the product. “Awareness” is not performance,
which must be measurable and reportable. Performance promise benefits such as “learn more”,
“have less stress”, “saves time”, or “feel better.” Performance is not the pain (e.g., crime), but

relief (e.g., safety).

Place: The product, activity or benefit can be easily accessible to virtually all potential
consumers or targets, unlike most awareness or negative campaigns. All you have to do to get to
gain the “benefit” is visit a local school, merchant, ask your doctor, or perhaps call a toll-free
number.

Price: Price is how much it costs in time, effort, energy, money, etc. Price can be expressed
in clear ways, such as “takes only a few minutes a day.”

Promotion: Commercial markers use promotion and advertising to familiarize consumers
with the product and persuade them to buy it or try it. This enables the full power of advertising
and marketing to operate for community-based prevention. Testimonials are typically among the
most effective promotion.

There are some other issues to consider about the social marketing, which may not be
transparent. First, they invite huge possibilities for sponsorships from the private sector using
marketing and advertising revenue rather than charitable gift giving. From my own personal
experience in this country and overseas, I have been able to recruit major sponsorships from
multi-national corporations to do this kind of focused, positive, and population-based prevention.

Second, the entire nature of procedures that are positive and really meat the five “P’s” invite
partnerships. Third, promotions that are observable and measurable using very simple procedures

! Traditional papers on social marketing list only four, and this paper adds another based on prior
experience in the field.
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will work MUCH better than abstractions. Fourth, promotions that can be come “social norms”
are far more likely to become sustainable.

Social norms are about daily behaviors, routines, and rituals rather than attitudes. When
confronted with prevention in the past, most “social marketing” efforts have focused on the
general issue or the “don’t” behaviors (e.g., don’t do domestic violence or child abuse). Offering
a menu of 30 prevention programs for schools or stakeholders to choose from, like the
prevention fair, cannot alter the community norms, because there are no common daily
behaviors, routines, rituals, or language that share any stimulus properties that would cue rule-
governed behaviors that make up the core of “community norms.” Community norms require
some kind of identity or unifying concept. Good social marketing campaigns promote a product
or products and a brand identity, because the branding identify “leads” people to other products
based on the performance and benefits from the first success.

Recommendations for Action by Kansas Legislature

The following recommendations are to be discussed.

Adopt Spreadsheet for Planning the Impact of Prevention & Treatment
Across Kansas Budget Categories

1. The Legislature needs to ask, “how will options reduce the burden of costs across
budgetary silos and improve fiscal and multiple outcomes?”” Advances in scientific
understanding makes it possible to compute and plan for impact of prevention or
treatment effects across “silo” budgets of the state, using a notion program accounting for
outcomes—much like a profit and loss estimate used by business. The illustration below
shows what might happen if all elementary school teachers in Kansas were taught and
incentivized to use the very simple best practice, the Good Behavior Game (originally
invented by a 4™ grade teacher and others at the University of Kansas in 1967). The table
shown next is an illustration of what might be done.

2. Ask for the “true costs” of syndemics across budget categories for the state—e.g., mental
health, substance abuse, domestic violence, similar to what has been done recently in
Oklahoma.
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Table 2: Example Program Accounting for Outcome Across Budget "Silos"

Program Accounting for Outcome of: Good Behavior Game Prevention Effort
Developed by PAXIS Institute © 2003

Current
Prevalence
As Percent
Special Ed. 15.00%
Delinquency 9.00%
Violence 5.00%
Tobacco 25.00%
Alcohol 30.00%
Other Drug 9.00%
Medicaid 15.00%

Total Cost of Effort:

Census Size of Target Population:

of Census Population Reached With Dose:

Estimated Number Reached With Dose:

Prevention Effect Sizes:

Current Mean Cost Per
Prevalence Child Per
as Problem Until
Frequency Age 21
150,000 45,000
90,000 $12,000
50,000 $18,000
250,000 $500
300,000 $7,500
90,000 $8,000
150,000 $19,368
$8,500,000

(Total target
population, e.g.,
1,000,000 all K-12 students)

(Dose refers to
sufficient fidelity
and time to

10.00% produce change)
(Calculated as %
of the total target
census

100,000 population)

ES Sped ES Deling. ES Violence ES Tobacco ES Alcohol ES Drugs Medicaid
0.3 0.4 0.5 0.1 0.1 0.1 0.25
Predicted Prevention Numbers by Problem:
4,500 3,600 2,500 2,500 3,000 900 3,750
Sum of all all instances of prevent multi-problem (unspecified overlap}): 20,750
Program Predicted Predicted Gross
Outcome Prevalence Net Savings 10
Areas: Rate: Change: Years
Special Ed. 14.55% -0.45% $22,500,000
Delinquency 8.64% -0.36% $43,200,000
Violence 4.75% -0.25% $125,000,000
Tobatcco 24.75% -0.25% $1,250,000
Alcohol 29.70% -0.30% $22,500,000
Other Drug 8.91% -0.09% $7,200,000
Medicaid 12.93% -2.08% $17,431,200
Total Gross Savings (time 50% discount): $110,825,000
Less Cost (Times 100% hidden costs): ($17,000,000)
10% Less Adverse Consequences Sums: ($11,082,500)
Net Fiscal Gain: $82,742,500
ite of Return (needs to be higher than 100%): 652% Gain
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Authorize Incentive Payments for Outcome for Syndemics
1. Contract and payment for specific results and evidence-based services that produce

—————measurable changes-insubstance abuse, mental health, cognition, behaviorandother ———

important outcomes related to rehabilitation. A commonly used model of monitoring
outcomes, “survival analysis” shows results across time (months, weeks, etc.).

Figure 5: Example Program Type Data-Dashboard

100 100

Only 17% afthe : About 807 of the
discharged clients i : discharged clients
of program #1 have of program #2

not beean : “survivedinot being
re-arrested by : ra-arrested by

4B months. 48 months.

Percent of Juveniles NOT
Being Re-Arrested
-4

0 0
0 10 20 30 40 50 0 10 20 30 40 50
Time in Months Time in Months
Addicts Remaining in Treatment U

Active and Placebo Nutritional Supplements

L

—e— Acie
=i -~ Piacsto
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ge Changa in rata ali of Disclpiinary Incidants: Dunng supplementaiien
Placabo Group £.7%. Active Group 35.4%.
[Ettar bars drawn a1 2 standard errors lo Indieals 35% confidencs interval].
Note: Placabo does include the valus 1 whila active dees nel.

Undertake Funding to Reduce the Burden of Billy’s

1. Leaky roof analogy. Kansas has a seriously leaky roof, rather like I had about 10 years
ago when a business downturn and personal difficulties collided. Ihave a flat roof on my
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house in Arizona, arguably a bad design. The roof was starting to leak, and causing
damage to my house. If I did not fix the roof, my whole house and investment would be
seriously damaged. The trouble was, my personal finances were not in good shape, and
may business was even worse at the time. The only solution I had was to use some of my
retirement money to protect my major investment, my home. The state of Kansas has a
similar problem with all our Billy’s. If we don’t do something, they will break the bank.
We cannot wait for the federal government (what states often do) to pay for this. We are
going to have to find some serious cash to fix the leaky roof to save our future.

2. Retirement analogy. The costs of living today always seem more compelling than the
future benefits of an easier life in our retirement. Prison, Medicaid and other costs are
increasingly harming the state’s future. Substantial evidence suggests that we can actually
prevent and treat many of these costly problems now, assuring a better future.

Specific suggestions:

1. Substantially increase funds to conduct statewide low-cost prevention/treatment efforts
aimed the leverage points in the lives of Billy. This includes such things as:
Incentives for reducing smoking, drinking and using drugs during pregnancy.
Simple protocols like the Brazelton and Kangaroo Care.
Omega 3 supplementation for prisoners and mentally 1ll.
Storybook campaign for emergent literacy
Multi-level parenting efforts for whole state (e.g., Triple P—Positive Parentmg
Program), such as being undertaken by the State of Wyoming with the Wyoming
Parenting Initiative.
f. Elementary school efforts such as Good Behavior Game and Classwide Peer
Tutoring (All Kansas inventions).
g. Statewide effort to reinforce positive child and youth behavior (e.g., like the
PeaceBuilders project in People Magazine) for all grade levels.

. h. Adoption and promotion of low-cost treatment protocols (e.g., prize bowl, node
mapping, motivational interviewing, brief physician protocols, Omega 3), with
incentives for using and outcome by practitioners.

2." Craft legislation that authorizes the use incentives to change behavior of providers and
clients, including for the payment of outcomes.

3. Authorize the creation of a public-private partnership to improve the outcomes of Kansas
kids and families.

4. Commission and adopt a comprehensive blueprint for saving Kansas kids and families.

©ae o

Hope for Kansas Kids and Families

Real world examples exist for showing that it is possible to save Kansas kids and families, such
as the case of Connie and her five children helped by Solutions.

o
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Supplemental Juvenile Justice Recommendations for Prevention,
Intervention and Treatment

—By Dennis D: Embry, Ph-D., PAXIS Institute, March 10,2005 ——

Policy Recommendations

1. Undertake an aggressive program of motivational enhancement (motivational
interviewing plus reinforcement for change) in alternative schools, juvenile detention
centers, juvenile drug programs, emergency room settings and other community settings.
Rationale: this low cost procedure dramatically improves outcomes of high-risk youth.
This can embrace both community volunteers and professionals.

2. Launch statewide effort to use low-cost or no-cost strategies scientifically documented to
reduce delinquent behavior and improve engagement in positive social activities that also
reduce association with deviant peers.

3. Fund statewide medication review and support team for difficult juvenile cases, because
the dangers and opportunities of using multiple medications for very disturbed children.

4. Launch statewide multi-level parenting support program such as the Triple P (Positive
Parenting Program) effort being promoted by CDC, Wyoming, some municipalities and
in other countries. This is more cost efficient and effective.

5. Provide consistent, uniform fine for minors in possession or tobacco or alcohol, including
response cost on drivers license.

6. Provide weekly phone support and outcome monitoring for children in foster care or
adjudicated adolescents, which would include simple evidence based tools.

7. Consider creating Community Justice Boards with supportive services, across the state,
which could be an expansion of the current Juvenile Corrections Advisory Boards.

8. Provide community-based grants to implement low-cost prevention and intervention
protocols like the Good Behavior Game.

9. Develop a longitudinal study of Kansas’ children, which could be a rapid cohort type
study.

10. Develop a data dashboard for child and youth outcomes on a monthly basis.

11. Launch an aggressive campaign to incentive women not to smoke, drink or use drugs
during pregnancy.

12. Expand current effort to include mobile MST (multi-systemic therapy) type teams for
very high-risk youth.
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'Reaching Mentally I1l1l

Young Offenders

Financing constraints and policy boundaries
aren't making it easy BY STACEY BIGGINS AND
MONICA E. 055, EDITOR-IN-CEIEF

 he state of mental health services provided in the juvenile justice system

is problematic, mirroring the state of children’s mental health treatment

across the country. The Department of Justice’s Bureau of Justice Statistics
reported that there were a staggering 110,284 youths in thejuvenile justice system
in October 2000 and, according to the Coalition for Juvenile Justice (CJJ), only
one-third of these youths who are in need of mental health services receive them.
The problem of providing appropriate services for these children is twofold:
Their mental health conditions often have not been adequately diagnosed and/
or the appropriate treatment services are not available.

The demand for mental health services among children and adolescents is on
the rise, but funding is declining because of alack of parity in health benefit plans,
planned SCHIP cutbacks, and increasing unemployment along with the rising
number of uninsured adults. Because of the increased demand and decreased
funding, an alarming number of children with behavioral health problems are
being referred to the child welfare and juvenile justice systems to receive mental
health benefits, according to the General Accounting Office. As a result, the
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juvenile justice system is experienc-
ingan increase in the number of chil-
dren who need mental health ser-
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What's Available
In 1998, most mental health treat-
ment services in juvenile justice pro-

are even finding creative ways to fund
mental health treatment services be-
fore a child is placed in the juvenile

vices, but state and local systems are grams provided psychotropic medi-—justicesystemorbefore theiroffenses—

not equipped to handle it.

A Clear Need
Between 50 and 75% of incarcerated
young offenders nationwide are esti-
mated to have a diagnosable mental
health disorder, and at least half of
these mentally ill youth also have a
substance abuse problem, according
to CJJ; between 9 and 13% of incar-
cerated juveniles have serious emo-
tional disturbances. And all of these
numbers are seen as low by some
experts. Cocozza and Skowyra re-
ported that rates of mental disorders
among vouth in the juvenile justice
system are substantially higher than
those among youth in the general
population, and that at least 80% of
youth in the juvenile justice system
meet DSM-IV criteria for mental ill-
ness.

The actual numbers are less im-
portant, though, than their implica-

tion—that the juvenile justice sys-.

tem needs to be prepared and
equipped to handle this immense
need for mental health treatment.

In terms of general juvenile justice
spending, states funded 81% in 1998,
the federal government funded 11%,
and local funding accounted for 8%.
Spending for delinquency prevention
programs totaled $354 million in
1998, a 68% increase from the $211
million spent in 1994, according to
the National Association of State
Budget Officers’ updated State Juve-
nile Justice Expenditures and Inno-
vations survey. Delinquency preven-
tion programs were defined as spe-
cial programs for “at risk” youth,
including programs for substance
abuse, mental health, education, fam-
ily services, or social services.
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cations (81.8% of the 2,798 surveyed
juvenilejustice facilities). These same
facilities also offered, to a lesser ex-
tent, mental health screenings
(64.2%), mental health evaluations
(73.8%),emergency care (80.7%), 24-
hour emergency care (34.6%), sepa-
rate residential treatment (37.1%),
or mental health therapy (69.0%).
Only 68.7% of the facilities employed
a psychologist.

The diagnostic capabilities and ser-
vicesavailableare improving in many
agencies. Many local municipalities

o }uveﬁ'l'_le Justice

become violent or threatening.
Wraparound Milwaukee is a good
example of a program helping chil-
dren to avoid or exit the juvenile
justice and child welfare systems. The
program offers a full-service ap-
proach to customize treatment for
troubled children and their families.
Wraparound Milwaukee pulls to-
gether Medicaid, child welfare, and
federal grant funds to help keep chil-
dren from being placed in residential
treatment centers or to help the chil-
dren who are already placed in these

' .A Snapshot of Mental Illness in the ]uvemle ]ustlce System o

.. Between 50 to 75% of
- incarcerated youth have. =
_ diagnosable mental health -
: -problems ;

Youth sulctdes in juvenlle o
_ detention and correctional
faclhtles are more than four
times greater than youth
~suicides in the general

z populatmn

- lncarcerated Afrlcan Ameri-

- can youth are less likely tharl
their white peers to have :
 previously received mental
."':"health services.-

. Nearly 60% of female S

: |uverule offenders had
symptoms that were diag-
“nosed as an anxiety disor-
der, as compared to 32%
among boys. -
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centers to return to their families,
foster homes, or otherliving arrange-
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issues facing individual states, and
the country as a whole, that debate is
likely to intensify. BHM

Kamradt, MSW, director of the
Children’s Mental Health Services
Division for Milwaukee County, re-
ported in 2000 that since Wrap-
around Milwaukee was initiated in
May 1996, the use of residential treat-
ment had decreased 60%, inpatient
psychiatric hospitalization had
dropped by 80%, and the average
overall cost of care per child had
dropped from more than $5,000 per
month toless than $3,300 per month.
Kamradt explained that because the
savings have been reinvested into
serving more youths, the project
serves 650 youths with the same fixed
child welfare/juvenile justice monies
that previously served 360 youths
placed in residential treatment cen-
ters.

Complex Questions

The increased demand for mental
health services within the juvenile
justice system brings with it some
complex policy and financing issues.
The original goal of the juvenile jus-
tice system at its beginning in 1899
was to separate the underage offend-
ers from the adults so they could
receive the guidance and treatment
they needed. It was less about pun-
ishment and more about empower-
inga court lo, in essence, become the
provisional parent. But in the 1980s,
when the number of violent crimes
by juveniles increased, the prevailing
conservative ideology and extensive
media coverage shifted public atti-
tudes toward @ more punishment-
oriented approach to juvenile jus-
tice. A perfect example of this push
for punishment was a 1999 report
that found 10,000 delinquency cases
were waived to the adult criminal
justice system in 1996 alone.
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With the push toward punishment
in the juvenile justice system, what

level of investment are we willing to
make in mental health treatment ser-
vices in that sector? What is the least
restrictive type of services a juvenile
offender needs to be rehabilitated,
while still maintaining the safety of
the community, offender, and of-
fender’s family? Where will we re-
ceive the necessary funding to con-
tract for, develop, test, and employ
the amount of treatment necessary?
Would we get better juvenile justice
services (both punishmentand treat-
ment} if the private sector ran our
programs?

Answers to these questions may
emerge from the debate (these days,
at the state level) over primary re-
sponsibilities for healthcare delivery
and the role of corrections in public
policy. With the current economic
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