Piper et al. Health & Justice (2024) 12:8 Hea Ith a nd Justice
https://doi.org/10.1186/540352-024-00261-0

. . ®
A mixed methods evaluation e

of family-driven care implementation in juvenile
justice agencies in Georgia

Kaitlin N. Piper'"®, Alexandra Jahn', Cam Escoffery', Briana Woods-Jaeger', Amy Nunn?, David P. Schwartz®,
Cathy Smith-Curry® and Jessica Sales'

Abstract

Background Improving family engagement in juvenile justice (JJ) system behavioral health services is a high priority
for JJ systems, reform organizations, and family advocacy groups across the United States. Family-driven care (FDC)

is a family engagement framework used by youth-serving systems to elevate family voice and decision-making power
at all levels of the organization. Key domains of a family-driven system of care include: 1) identifying and involving
families in all processes, 2) informing families with accurate, understandable, and transparent information, 3) collabo-
rating with families to make decisions and plan treatments, 4) responding to family diversity and inclusion, 5) part-
nering with families to make organizational decisions and policy changes, 6) providing opportunities for family peer
support, 7) providing logistical support to help families overcome barriers to participation, and 8) addressing family
health and functioning. FDC enhances family participation, empowerment, and decision-making power in youth
services; ultimately, improving youth and family behavioral health outcomes, enhancing family-child connectedness,
and reducing youth recidivism in the JJ setting.

Methods We evaluated staff-perceived adoption of the eight domains of FDC across detention and community
services agencies in the state of Georgia. We collected mixed methods data involving surveys and in-depth qualita-
tive interviews with JJ system administrators, staff, and practitioners between November 2021- July 2022. In total, 140
individuals from 61 unique JJ agencies participated in surveys; and 16 JJ key informants participated in qualitative
interviews.

Results FDC domains with the highest perceived adoption across agencies included identifying and involving
families, informing families, collaborative decision-making and treatment planning, and family diversity and inclusion.
Other domains that had mixed or lower perceived adoption included involving families in organizational feedback
and policy making, family peer support, logistical support, and family health and functioning. Adoption of FDC
domains differed across staff and organizational characteristics.

Conclusions Findings from this mixed methods assessment will inform strategic planning for the scale-up of FDC
strategies across JJ agencies in the state, and serve as a template for assessing strengths and weaknesses in the appli-
cation of family engagement practices in systems nationally.
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Introduction

In 2019, approximately 700,000 youth under the age of
18 were arrested by law enforcement in the United States
(Puzzanchera, 2021). Among these justice-involved
youth, studies estimate that between 50-70% meet cri-
teria for at least one psychiatric disorder (Burke et al.,
2015; Teplin et al., 2002; Wasserman et al., 2010), com-
pared to about 19% in the general adolescent population
(McCance-Katz, 2019; Merikangas et al., 2010). Specifi-
cally, studies estimate that approximately 34% of justice-
involved youth have a substance use disorder, 27% have
a disruptive behavior disorder, 20% have an anxiety dis-
order, 14% have attempted suicide in their lifetime, and
8% have an affective disorder (Wasserman et al., 2010).
Among youth in the juvenile justice (J]) system, behav-
ioral health disorders are one of the most reliable predic-
tors of recidivism (Hoeve et al., 2014; Machteld Hoeve
et al., 2013; Schubert et al., 2011; Van der Put et al., 2014),
and they can lead to lifelong health and wellbeing com-
plications such as suicidal ideation (Nolen et al., 2008;
Wasserman & McReynolds, 2006), trauma exposure
(Wasserman et al., 2010), elevated sexual risk behaviors
(Elkington et al., 2010; Teplin et al., 2003), and reductions
in academic achievement (Arthur et al.,, 2015). Despite
the disproportionate burden of substance use and mental
health disorders among this population, very few youth
in the JJ system actually receive treatment. It is estimated
that only 20% of justice-involved youth needing mental
health care actually initiate treatment, and less than 10%
in need of substance use service initiate treatment (Burke
et al.,, 2015; Wasserman et al., 2021).

Families play a critical role in improving the need-
treatment gap among justice-involved youth. Fam-
ily engagement in youth’s behavioral health care (e.g.,
including families in services and decisions related
to the care of their child) is linked to increased treat-
ment initation and sustainment, as well as impoved
treatment outcomes among justice-involve youth
(Haine-Schlagel & Walsh, 2015; Henggeler et al., 2002;
Hornberger & Smith, 2011; Liddle et al., 2011; Lindsey
et al., 2013). Youth with supportive families also are less
likely to reoffend and become further involved in the
system (Latimer, 2001). There are many explanations
for the strong relationship between family involve-
ment and the wellbeing of justice-involved youth. For
instance, in the JJ setting, families have numerous roles
including helping their child navigate the system, pro-
viding emotional support during a particularly stressful

period, reinforcing positive behaviors or treatment
plans, and providing tangible support (e.g., schedul-
ing and transporting youth to treatment appointments)
(Osher et al., 2008a; b; Paik, 2017). In addition, fami-
lies can provide valuable information about the child’s
background, culture, and behavioral health needs that
can lead to more tailored and effective interventions
and treatment plans (Hornberger & Smith, 2011). Addi-
tionally, when families are involved in the treatment
process, it can improve family connectedness, promote
healthy behaviors among the family unit, and address
issues that may have contributed to youth’s involvement
in the system (Liddle et al., 2009). Due to the impor-
tance of families, the National Institutes on Drug Abuse
(NIDA), the American Academy of Child and Ado-
lescent Psychiatry (AACAP), and other expert panels
agree that family involvement is a core component of
adolescent behavioral health treatment (AACAP, 2003;
National Federation of Families for Childrens Mental
Health, 2008; National Institute on Drug Abuse, 2014).
In addition to the evidence supporting family engage-
ment in JJ settings, high-level calls-to-action from ]JJ
reform organizations and family-advocacy groups have
also highlighted the critical need for family participa-
tion JJ systems (Arya, 2013; Burke, Mulvey, Schubert,
& Garbin, 2014a; Justice for Families, 2012a, 2012b;
OJJDP, 2013; Paik, 2017; Pennell et al., 2011; Shanahan
& diZerega, 2016; Vera Institute of Justice, 2014).

In response to this evidence and calls-to-action, fam-
ily engagement in service delivery is currently one of the
top priority areas for JJ organizations nationally (Office
of Juvenile Justice & Delinquency Prevention, 2010).
Over the past decade, there has been a paradigm shift in
J] systems, where systems are now addressing the under-
lying causes of delinquency (through reentry and after-
care services, probation, and diversion programs) rather
than focusing on punitive incarceration. In fact, between
the years 2000 and 2017, the number of youth placed in
locked facilities has decreased by 60%, with the major-
ity of youth now receiving at-home placements within
their families and communities (Prison Policy Initiative,
2019). Instead of focusing on restrictive confinement, JJ
systems are working to improve youth long-term success
by strengthening their support systems and improving
their involvement in services within their communi-
ties, which relies heavily on the engagement of parents
and families (Nellis, Wayman, & Schirmer, 2009; (Prison
Policy Initiative, 2019). Despite prioritizing youth and
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family wellbeing, JJ systems have encountered numer-
ous policy and practice barriers towards effectively col-
laborating with families (Amani et al., 2018; Burke et al.,
20144, b; Peterson-Badali & Broeking, 2010). A survey of
justice correctional leaders identified family engagement
as the most challenging issue to implement practically in
their systems (Center for Juvenile Justice Reform, 2008).
Specifically, JJ systems are struggling to create spaces
for trusting, egalitarian relationships with families due
to the punitive and coercive nature of the system (e.g.,
requiring compliance from youth and families), power
differentials between staff and families, and a culture that
historically minimized the role of families, blamed and
shamed families for their child’s behavior, and excluded
families from decisions (Arya, 2013; Pennell et al., 2011;
Shanahan & diZerega, 2016).

Family engagement strategies, principles, and frame-
works can provide guidance to mitigate these obsta-
cles. One framework for guiding family engagement
in JJ systems is Family-Driven Care (FDC), which was
collaboratively developed by the Federation of Fami-
lies and the Substance Abuse and Mental Health Ser-
vices Administration (SAMHSA). The Federation
and SAMHSA designed FDC to be flexibly applied
to a variety of youth-serving organizations, and they
included tailored guidance and priorities for JJ agen-
cies (National Federation of Families for Childrens
Mental Health, 2008; Spencer et al.,, 2010). In brief,
FDC empowers families’ voices, so they have a pri-
mary decision-making role in the care of their own
children as well as in the organizational policies and
procedures governing care for all children in the sys-
tem (Osher et al., 2008b). Elements of FDC include: 1)
identifying and involving families in all processes, 2)
informing families with accurate, understandable, and
transparent information, 3) collaborating with families
to make decisions and plan treatments, 4) responding
to family diversity and inclusion, 5) partnering with
families to make organizational decisions and policy
changes, 6) providing opportunities for family peer
support, 7) providing logistical support to help fami-
lies overcome barriers to participation, and 8) address-
ing family wellbeing and functioning. These eight
FDC domains are defined in more detail in Table 1.
Evidence from child-serving systems (including pedi-
atrics, education, child welfare, and child behavioral
health settings) suggests that FDC leads to improved
family and child outcomes, including increased fam-
ily satisfaction and service engagement, improved
family functioning, and improved child health and
behavior (Dunst & Trivette, 2009a, 2009b; Dunst &
Trivette, 2009a, 2009b; Dunst, Trivette, & Hamby, 2007;
Dunst,Trivette, & Hamby, 2007; Geurts et al., 2012;
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Horwitz, Chamberlain, Landsverk, & Mullican, 2010;
McWayne et al., 2004; Williamson & Gray, 2011).

Despite the demonstrated effectiveness of family
engagement, adoption of family engagement strate-
gies, including FDC, in JJ systems has lagged decades
behind healthcare and educational settings. In fact,
the vast majority of family engagement frameworks
(besides FDC) were specifically developed for either
pediatric or educational settings [e.g., Family-Cen-
tered Care (Johnson & Abraham, 2012), Family and
Community Engagement (PFCE) Framework (U.S.
U.S., 2018 and Epstein’s Six Types of Parent Involve-
ment (Epstein et al., 2018)], with little guidance for
engaging justice-involved families. Therefore, uptake
has been slow and highly variable in JJ systems (Piper,
Pankow, & Wood, 2023). One recent survey of JJ agen-
cies in the U.S. suggested that JJ systems have made
steps to increase their alignment with FDC domains.
For instance, out of 195 JJ agencies across the US
about 35% now have formalized policies to encourage
family engagement in service provision (Robertson
et al., 2019). The most common family engagement
strategies utilized in JJ agencies included family ther-
apy (70%), referrals to parenting skills programs (79%),
and utilization of flexible scheduling to accommodate
families (64%). However, many of the elements of FDC
are infrequently adopted across JJ agencies including,
assisting families with transportation (49%), address-
ing the cultural, linguistic, and sexual orientation of
families (37%), inviting families to serve on advisory
boards (16%), assisting families with childcare (11%),
providing family support groups (7%), and providing
family education groups (4%) (Robertson et al., 2019).

Due to the lack of research on strategies to improve
family engagement in the legal system, studies are needed
to characterize the landscape of FDC adoption in JJ agen-
cies. To fill this gap, we evaluated current strengths and
gaps in FDC adoption across 61 JJ agencies in the state
of Georgia. The goals of this mixed methods evaluation
were twofold: (1) assess staff-perceived strengths and
gaps in current adoption of each FDC domain, and (2)
assess differences in perceived adoption across organi-
zational and staff characteristics. This evaluation was
designed to provide targeted recommendations for
enhancing FDC implementation within the state of Geor-
gia and contribute to national priorities for integrating
family engagement into the legal system.

Methods

Study design

Using an explanatory, sequential, mixed methods
research design, we conducted surveys and in-depth
interviews with JJ professionals in the state of Georgia to
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understand their perceived adoption and utilization of
FDC domains in JJ agencies. Online quantitative surveys
were conducted from November 2021 to February 2022,
followed by qualitative key informant interviews (March-
July of 2022) to supplement and clarify the quantitative
findings. The study received ethical approval from both
the Emory University Institutional Review Board and the
Georgia J] system research review committee.

JJ system context

This project targets a stakeholder-identified priority
area (e.g., family engagement) in collaboration with the
Georgia Department of Juvenile Justice (GDJJ). Family
engagement is a high priority for GDJJ and a component
of their strategic plan (Georgia Department of Juvenile
Justice, 2021). Families in Georgia also expressed inter-
est in improving engagement: 100% of surveyed justice-
involved families in the state wanted to be involved
in developing their child’s treatment plan, and 98%
expressed interest in participating in family programs
(Forde & Schwartz, 2020).

Each day, approximately 7,000 youth are served at the
78 community services offices and 25 detention facilities
across the state of Georgia (Georgia Department of Juve-
nile Justice, 2021), where GDJ]J provides strengths-based,
evidence-based programs to improve youth behavioral
health and long-term success, including family-based pro-
grams and treatments. On an average day in GD]JJ, 39% of
youth are 17 years or older, 37% are 15 or 16 years old, and
14% are 14 and under. Most youth are male (70%), and
30% are female. Approximately 51% of youth are Black or
African American, 39% are White, 7% are Hispanic, and
3% are another race/ethnicity. Youth can be placed in
long-term secure custody, short-term incarceration, and/
or community probation and diversion programs. Most
justice-involved youth in Georgia have community place-
ments (91%) and are living at home with their families
(Georgia Department of Juvenile Justice, 2021).

Participant recruitment

To recruit participants for the study, state-level JJ lead-
ers emailed a recruitment flyer with a link to the online
survey to site leaders at each of facilities in the state of
Georgia (78 community services offices and 25 detention
centers). Site leaders were invited to participate in the
study and were asked to disseminate the survey to eligible
employees at their facility. Eligible employees included JJ
staff with selected roles across several divisions in GDJJ
including community services (e.g., probation officers
and case managers), reentry services (e.g., reentry spe-
cialists and coordinators), detention (e.g., correctional
officers), education (e.g., teachers), behavioral health (e.g.,
providers), and administration (e.g., division directors,
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administrators, and managers with organizational deci-
sion/policy-making authority). These roles were selected
to gain insights from staff who directly interact with
families and youth, as well as perspectives from leader-
ship who are responsible for setting family engagement
agendas and promoting policy/programmatic changes.
Monthly reminder emails were sent during the recruit-
ment period, and targeted emails were sent to divisions/
roles with low participation. All participants provided
consent prior to completing the self-administered online
survey, which took approximately 10—15 min. The survey
data were collected and managed using REDCap Soft-
ware (Harris et al., 2009). Overall, 140 staff and leaders
from 61 agencies participated in the survey. Participants
represented all key family-facing divisions (community
services, reentry, detention, education, behavioral health,
administration), as well as 16 of the 25 detention centers
(64%) and 45 of the 78 community supervision offices in
the state (58%).

As part of the study’s survey, participants were asked
to indicate their willingness to engage in a follow-up
qualitative interview conducted over Zoom. Out of the
140 survey participants representing 61 unique agen-
cies, 30 individuals agreed to participate in the interview.
From these participants who agreed to be interviewed,
we purposively selected participants representing differ-
ent roles and divisions, and continued interviewing until
data saturation was achieved. In total, 16 participants,
consisting of 9 juvenile justice staff and 7 leaders from 10
unique agencies, participated in the follow-up interview.
To incentivize participation, we donated $10 to a mental
health charity for each completed interview and $5 for
each completed survey.

Measures and data collection

Survey

The survey measured participants’ perceived adoption
of FDC strategies across the eight domains (identifying
and involving family voices, informing families, collabo-
rative decision-making and treatment planning, fam-
ily diversity and inclusion, organizational feedback and
policy making, family peer support, logistical support,
and family health and functioning). There were 27 total
survey items that measured perceived family engage-
ment strategy adoption. Questions were adapted from
and the Family System Engagement Index, which has
shown good reliability in the JJ setting (Robertson et al.,
2019), as well as from the principles of FDC as developed
by SAMHSA and the Federation of Families for Chil-
dren’s Mental Health (National Federation of Families for
Childrens Mental Health, 2008). All survey items were
measured on a 5-point Likert scale (1 =strongly disagree;
5=strongly agree). The survey also collected participant
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demographics (including age, gender, race, ethnicity,
role, years of experience, education level, and caseload)
and organizational characteristics (including urbanicity,
agency type (i.e., detention or community services). JJ
collaborators reviewed and provided feedback on the
survey and measures prior to recruitment and survey
administration.

Interviews

The semi-structured interview guide questions assessed
potential barriers and facilitators to integrating FDC
domains into the JJ system. The guide focused on the eight
FDC domains that were measured in the survey. Questions
explored staff perspectives on current family engagement
practices, recommendations regarding expanding family
engagement strategies, and challenges to adopting FDC
strategies in the JJ settings (see Additional File 1 for full
interview guide). JJ stakeholders reviewed and provided
feedback on the guide prior before starting interviews. The
interview guide was iteratively adapted as interviews were
conducted to improve question wording and add clarify-
ing probes; but the core questions of the guide were not
changed. Interviews were conducted online via Zoom
(Zoom Video Communications Inc, 2023) by a female,
qualitatively trained researcher. Interviews ranged from
25-45 min, and all participants provided verbal informed
consent. All interviews were audio recorded and tran-
scribed verbatim.

Data analysis

Survey

We performed descriptive statistics (including means,
standard deviations, counts, and percentages) on each
item included in the survey, to assess perceived adop-
tion of each FDC strategy. We labeled domains as “high
perceived adoption” when the majority of participants
agreed/strongly agreed that domain was adopted in their
agency. We also performed bivariate analyses (including
t-tests and one-way ANOVAs) in SPSS version 28 (IBM
Corp, 2020) to assess if perceived adoption of each family
engagement strategy differed across staff and organiza-
tional characteristics.

Qualitative and mixed methods analysis

Qualitative data were then analyzed to support inter-
pretation of the quantitative findings. Using MAXQDA
version 22.4.1 (VERBI Software, 2022), we employed
standard qualitative data analysis methods includ-
ing reading of transcripts, creation of a codebook, cod-
ing and consensus meetings (Hennink, Hutter, & Bailey,
2011). The codebook was developed deductively based
on the eight FDC domains. Two analysts individu-
ally coded each transcript and met biweekly to discuss
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conflicts and ensure inter-coder agreement. Based on
discussion between analysts, memos were created to
summarize salient themes surrounding each domain, and
we noted any strengths/weaknesses and barriers/facilita-
tors to domain implementation. To compare the survey
and interview findings, a mixed methods matrix was
created to summarize findings for each domain across
each data source (See Additional File 2 for mixed meth-
ods matrix). We also stratified qualitative interviews by
staff and organizational demographics, to explain signifi-
cant differences in adoption by agency/staff characteris-
tics. Results were shared with JJ collaborators to ensure
appropriate interpretation of findings.

Results

Overall, 140 JJ employees from 61 different agencies in
Georgia participated in the survey. On average, partici-
pants were 47 years old, most were female (n=91, 71%),
and most identified as Black/African American (7=69,
58%) and Non-Hispanic (n=117, 95%). Approximately
37% (n=47) held a graduate degree and 45% (n=063)
worked at their agency for more than 10 years. Partici-
pants held roles including line staff (e.g., correctional
officers and probation/parole officers) (n=50, 35.7%),
behavioral and social service providers (n=26, 18.6%),
educators (n=26, 18.6%), case managers and reentry
planning team members (n=20, 14, 3%), and leadership
(n=18, 12.9%). Participants worked within community
supervision (n=73, 52.1%), detention (n=48, 34.2%),
and administrative (n=19, 13.6%) settings, which were
located in both urban (z=79, 56.4%) and rural locations
(n=61, 43.6%).

In total, 16 J] employees from 10 unique agencies par-
ticipated in follow-up qualitative interviews, of which,
44% (n=7) held a leadership role and 56% (n=9) held
a staff role. On average, participants were 52 years old,
and most identified as Black/African American (n=11,
69%) and female (n=11, 69%). Participants were highly
educated and experienced, with most having a graduate
degree (n=12, 75%) and more than 5 years of experience
in JJ settings (n=13, 81%). Participants represented mul-
tiple JJ divisions including reentry services (n=6, 38%),
community services (n=5, 31%), behavioral health (n=3,
19%), and education (n=2, 13%). The majority of partici-
pants (n=12, 75%) were located in urban areas.

Table 2 displays the distribution of survey responses
(strongly disagree- strongly agree) across FDC domains
and strategies. Domains with the highest perceived
adoption across agencies included identifying and
involving families, informing families, collaborative
decision-making and treatment planning, and family
diversity and inclusion. Other domains that had mixed
or lower perceived adoption included involving families
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Domain

Strategies

Mean (Std)

Strongly
Disagree
n (%)

Disagree
n (%)

Neutral
n (%)

Agree
n (%)

Strongly
Agree
n (%)

Strongly Agree +
Agree
n (%)

Identifying and
Involving Family
Voices

Individuals in my agency systematically
identify members of each youth’s family
unit.

138

3.96 (0.88)

1(1%)

9 (7%)

23 (17%)

67 (49%)

38 (28%)

105 (77%)

In my agency, all youth have a biological,
adoptive, foster, or surrogate family voice
advocating on their behalf.

132

3.32(1.15)

9 (7%)

26 (20%)

31(23%)

51 (39%)

17 (13%)

68 (52%)

Informing Families

Individuals in my agency educate family
members on the procedures and policies
of the juvenile justice system.

140

3.92(0.87)

0 (0%)

12 (9%)

22 (16%)

71 (51%)

35 (25%)

106 (76%)

In my agency, families are given accurate,
understandable, and complete information
necessary to set goals and make informed
decisions about the right services and
supports for their children.

134

4.08(0.72)

1(1%)

3(2%)

13 (10%)

84 (63%)

33 (25%)

117 (88%)

Collaborative Decision
Making and Care Planning

In my agency, families and staff embrace
the concept of sharing decision-making
and responsibility for outcomes.

133

3.7 (0.85)

2 (2%)

10 (8%)

25 (19%)

76 (57%)

20 (15%)

96 (72%)

In my agency, staff advocate for the needs
and preferences of families and youth.

134

4.04(0.86)

4(3%)

2 (1%)

17 (13%)

73 (54%)

38 (28%)

111 (82%)

Individuals in my agency involve families in
treatment planning (e.g., family-group
decision making or family-group
conferencing).

140

4.02 (0.85)

2(1%)

6 (4%)

19 (14%)

73 (52%)

40 (29%)

133 (81%)

Family Diversity and Inclusion

In my agency, staff embrace, value, and
celebrate the diverse cultures of their
youth and families.

133

3.97(0.78)

1(1%)

3 (2%)

27 (20%)

70 (53%)

32 (24%)

102 (77%)

In my agency, staff continually advance
their own cultural and linguistic
responsiveness, so that the needs of all
families are appropriately addressed.

132

3.70(0.93)

3 (2%)

10 (8%)

34 (26%)

61 (46%)

24 (18%)

85 (64%)

Individuals in my agency receive formal
training on diversity and inclusion (e.g.,
cultural humility training, racial sensitivity
training, and/or unconscious bias
training).

137

3.66(1.13)

7 (5%)

17 (12%)

26 (19%)

53 (39%)

34 (25%)

87 (64%)

Organizational
Feedback and Policy
Change

Individuals in my agency encourage
families to provide formal feedback on
system processes (e.g., through family
surveys and/or family town halls).

140

3.56 (1.09)

6 (4%)

19 (14%)

33 (24%)

54 (39%)

28 (20%)

82 (69%)

Individuals in my agency invite family
representatives to serve on advisory
boards or policy-making committees.

140

3.13 (1.05)

10 (7%)

25 (18%)

56 (40%)

35 (25%)

14 (10%)

49 (35%)

Family Peer Support

Individuals in my agency provide
opportunities for family members to
participate in support groups.

140

3.54(0.99)

4 (3%)

18 (13%)

38 (27%)

59 (42%)

21 (15%)

80 (57%)

In my agency, families are provided
opportunities to engage in peer support
activities and connect with other
parents/guardians of justice-involved
youth.

131

3.36 (1.08)

6 (5%)

26 (20%)

31 (24%)

51 (39%)

17 (13%)

68 (52%)

Logistical Support

Individuals in my agency provide flexible
scheduling to accommodate families.

140

4,04 (0.88)

2 (1%)

5 (4%)

24.(17%)

63 (45%)

46 (33%)

109 (78%)

Individuals in my agency assist families
with transportation needs.

139

2.76 (1.17)

21 (15%)

40 (29%)

40 (29%)

27 (19%)

11 (8%)

38 (27%)

Individuals in my agency assist families
with childcare needs.

140

2.47 (1.12)

28 (20%)

51 (36%)

36 (26%)

17 (12%)

8 (6%)

25 (18%)

In my agency, staff work to remove family
barriers to engagement and participation.

132

3.85(0.85)

3 (2%)

3 (2%)

32 (24%)

67 (51%)

27 (20%)

94 (71%)

Family Health and Functioning

Individuals in my agency provide parenting
skills programs.

140

3.10(1.18)

12 (9%)

36 (26%)

36 (26%)

38 (27%)

18 (13%)

56 (40%)

Individuals in my agency refer to parenting
skills programs.

136

3.45 (1.09)

5 (4%)

24.(18%)

37 (27%)

45 (33%)

25 (18%)

70 (51%)

Individuals in my agency provide family-
based mental health services (e.g., family
counseling, therapy, mental health
treatment).

140

3.54(1.23)

10 (7%)

21 (15%)

28 (20%)

45 (32%)

36 (26%)

81 (58%)

Individuals in my agency refer to family-
based mental health services (e.g., family
counseling, therapy, mental health
treatment).

140

4.04(0.92)

1(1%)

9 (6%)

23 (16%)

58 (41%)

49 (35%)

107 (76%)

Individuals in my agency provide family-
based substance use services (e.g., family
substance use prevention or treatment).

139

3.23(1.22)

10 (7%)

35 (25%)

33 (24%)

35 (25%)

26 (19%)

61 (44%)

Individuals in my agency refer to family-
based substance use services (e.g., family
substance use prevention or treatment).

139

3.65 (1.07)

4(3%)

19 (14%)

30 (22%)

54 (39%)

32 (23%)

86 (62%)

Individuals in my agency provide family-
based HIV/STI services (e.g., family-based
HIV/STI prevention or treatment).

138

2.78 (1.05)

15 (11%)

41 (30%)

50 (36%)

24 (17%)

8 (6%)

32 (23%)

Individuals in my agency refer to family-
based HIV/STI services (e.g., family-based
HIV/STI prevention or treatment).

137

3.02 (1.07)

12 (9%)

29 (21%)

52 (38%)

32 (23%)

12 (9%)

44 (32%)

Row color corresponds to the percentage of participants that responded strongly agree/agree to each of the family engagement measures: green (75-100%), light

yellow (50-75%), dark orange (25-50%), and red (0-25%)
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in organizational feedback and policy making, family
peer support, logistical support, and family health and
functioning. Table 3 depicts differences in perceived
EDC strategy adoption by organizational- and staff-level
characteristics (i.e., agency type [community supervi-
sion or detention] and staff type [leadership, behavio-
ral health, case managers/reentry team, education, line
staff]). Perceived adoption of 5 of the 8 FDC domains
significantly differed across agency type (e.g., com-
munity supervision versus detention), and 3 of the 8
domains significantly differed across staff roles. In gen-
eral, staff who worked in community supervision set-
tings endorsed significantly higher adoption of the FDC
domains. Strategies did not significantly differ across
urban/rural, staff caseload, experience level, age, gen-
der, or race/ethnicity (data not shown). Below we dis-
cuss the mixed methods findings for each FDC domain
with joint presentation of survey data and interviewee
quotes. Findings depicted in Table 2 and 3 are described
within subsections below.

Identifying and involving family voices

The majority of survey participants (77%) agreed that
“T] staff work with youth to identify members of their
family unit” (Table 2). Similarly, interview participants
explained that parents and family members were identi-
fied from the very beginning of youth’s encounter with
the justice system; and when parents/guardians are una-
ble to participate, JJ staff work with the child to identify
and involve other members of the family unit (such as
siblings, grandparents, and other extended family mem-
bers) who can serve as advocates and support systems
throughout their time in the JJ system:

"When you say family engagement, it means involy-
ing anybody that touches the youth, that they feel
important in their life. And so that’s not necessarily
confined to just a biological parent — But it’s guard-
ians or somebody that — or extended family mem-
bers as well as important people to the family, that
they regard as family.” (ID: #15, Leadership, Reentry
Services)

Although staff attempt to involve family members in all
processes and decisions, only 52% of participants agreed/
strongly agreed that all youth have a family voice advo-
cating on their behalf (Table 2). Interviewees noted that
some families are unable to engage in JJ processes (due to
competing demands, financial insecurity, or other logisti-
cal barriers like transportation), or they are unwilling to
engage with JJ staff (due to mistrust and strained inter-
personal relationships with staff). As expressed by inter-
viewed participants, many believed that having family
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voices involved in all steps of the service provision pro-
cess is directly linked to youth’s success:

“If we have the parent buy in, their support, I've seen
it where the parent from the time we do their intake
appointment, all the way through the whole process
that we're supervising that case, their buy in and lis-
tening and being able to have that open line of com-
munication, to make sure that the kid gets every-
thing they need to get them back on track is key and
when we don’t have that parent buy in, it can be a
barrier sometimes....If we don’t have the buy in from
the parent, that's going to be a barrier to getting kids
to groups or getting the kids to counseling appoint-
ments, getting the kid whatever resources they need."”
(ID: #1, Leadership, Community Services)

Overall, perceived adoption of this domain did not
differ between JJ settings (e.g., community supervision
versus detention) and staff roles (e.g., admin, behavioral
health, education, case managers, line staff) (Table 3).

Informing families

The majority (88%) of survey participants agreed/
strongly agreed that “families are given accurate, under-
standable, and complete information”; and 76% of par-
ticipants agreed/strongly agreed that “J] staff educate
family members on the procedures and policies of the JJ
system” (Table 2). There were no significant differences
in perceived adoption by staff or agency characteristics
(Table 3). In alignment with survey findings, interviewees
discussed the strong adoption of this domain:

“[We develop] a relationship where there is commu-
nication between families and accessibility, where
families have information and can email as well as
call staff who work directly with their kid. They're
informed about if something happens within a certain
timeframe and policies are in place to support that,
so its not like an individual’s decision about how to
make that happen. There are policies that are out
there...I think we're doing really good with communi-
cation and transparency and keeping them involved
and informed” (ID: #16, Staff, Reentry Services).

Participants discussed how families are informed at
all steps in the process, and there are policies in place to
ensure they are informed in a timely, transparent, and
accurate manner, starting with an initial intake and ori-
entation meeting:

“One of the measures that we use is we have a
required standards of contact [with families] —
depending on the child’s arrest level or their level of
supervision and based on that standards of contact,
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we have an intake appointment with the families
and explain to them what the expectations are, to
ensure that we're all on the same page in regards to
how often the child needs to be seen, how often do
we need to see the parent, how many phone calls
we need to make, collaborations and collaborative
meetings. So that's one of the measures that we use
agency wide in regards to how we communicate with
the families, just having that initial intake appoint-
ment for them to understand that” (ID: #1, Leader-
ship, Community Services)

After the intake and orientation meeting, families
are continuously informed of their child’s progress and
expectations for the remainder of their involvement with
the system:

“They have meetings where the parents are involved
in those...they're done like every 30 days. So the par-
ents are usually on the call along with the probation
officer, the counselors. So they talk about expecta-
tions leading up to the child getting out and the
things that are expected once that youth is released”
(ID: #8, Staff, Behavioral Health)

Staff expressed that keeping families up to date with
any new information is a priority and supported by poli-
cies within the department. In addition to face-to-face
meetings, staff utilize various modes of communication
including email, text, call, or videoconferencing to keep
the family informed. They also provided informational
brochures on JJ system procedures as well as informa-
tional materials related to resources and services avail-
able in their community.

Collaborative decision making and care planning

Overall, 81% of survey participants agreed/strongly
agreed that “staff involve families in treatment planning’,
82% agreed/strongly agreed that “staff advocate for the
preferences of families’, and 72% agreed/strongly agreed
that “families and staff embrace the concept of shared
decision-making” (Table 2). All interview participants
discussed how collaborative care decisions, including
decisions related to behavioral health treatment and pre-
vention services, were standard practice in their system:

“It’s become standard... the new staff see it as part
and parcel of how we do business. All our staff are
trained in motivational interviewing. The central
theme in the use of motivational interviewing is to
ensure that family and youth opinions are solicited,
decisions are made and supported whenever can,
and that they feel as equal partners in the process.
And I would not hesitate to say that, without hard
numbers to back me up, that [families] do find that
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they are partners and not just subjects of what we
do”” (ID: #11, Staff, Reentry Services)

Although this domain is strong across all settings and
staff types, collaborative care planning received signifi-
cantly higher endorsement from surveyed staff in com-
munity supervision settings compared to detention
settings (mean=4.27 in community supervision versus
3.65 in detention), as well as higher endorsement from
case managers/reentry team members (mean=4.25)
and line staff (mean=4.34) compared to other staff types
(mean=3.89 [admin], 3.81 [behavioral health providers],
3.54 [educators]) (Table 3). Interview participants dis-
cussed how collaborative care planning is a high prior-
ity, especially for youth transitioning back home to their
families, which may explain higher endorsement among
community supervision and reentry staft:

“Because if the family’s not involved, how can you
welcome their child back home? You've got to have
[the family] involved in the consultation and the dis-
cussion of the care and the discussion of the educa-
tion and discussion of the medication. They've got
to be involved. If you continue to involve them, then
they’re more receptive to their child coming back
home- somebody else has been raising them for that
timeframe- and to keep them a part of the conversa-
tion, then that has helped out with them being ready
to accept the kid coming back home” (ID: #16, Staff,
Reentry Services)

Family diversity and inclusion

The majority of survey participants (77%) agreed that
“staff embrace, value, and celebrate the diverse cultures
of their youth and families” (Table 2). This statement
was more likely to be endorsed by staff from community
supervision settings (mean=4.10 in community supervi-
sion versus 3.80 in detention settings) (Table 3).In addi-
tion, 64% agreed/strongly agreed that “staff continually
advance their own cultural and linguistic responsiveness’,
and 64% agreed/strongly agreed that “staff receive formal
training on diversity and inclusion” (Table 2). Similar to
survey findings, interview participants discussed how
staff (especially those in community supervision settings)
are continually trained on diversity, equity, and inclu-
sion principles: “We definitely train our staff in terms of
cultural sensitivity, cultural implicit bias training, things
of that nature, as we work with our youth and our fami-
lies” (ID: #2, Leadership, Reentry Services). Addition-
ally, participants discussed how the department focuses
on hiring staff from diverse backgrounds to promote
representation:
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“By making sure our team is racially diverse, num-
ber one. And making sure that we understand that
we have to be sensitive and aware of racial diversity.
But I think when you've got people that come from
diverse communities, they have a more personal
understanding about what that really means.” (ID:
#15, Leadership, Reentry Services)

In addition to training and promoting workforce diver-
sity, the department also has mechanisms to monitor
inequities in the system and respond to family grievances:

“We also are trying to look at making sure that
we’re not creating any disparities in our health
services or any of the other services that we do
because we have a quality assurance monitoring
program where we look at health services. ... And
there’s a grievance system for young people to uti-
lize. So there are several mechanisms that both
the youth can utilize and the parent can utilize
when they feel like they’re not being treated fairly.
(ID: #6, Leadership, Behavioral Health)

Organizational feedback and policy change

The majority of survey participants (69%) agreed/strongly
agreed that “families are encouraged to provide feedback
on system processes” (Table 2). Interviewees discussed
how families are invited to provide feedback on organi-
zational procedures through several methods, including
through the Ombudsman office, through family surveys,
and during family roundtable sessions (called The Chat):
“we have a family engagement call that allows families to
come and hear about our resources, as well as room for
them to bring up any concerns that they may have” (ID:
#10, Staff, Reentry Services). Staff also hoped that fami-
lies feel comfortable approaching them with any con-
cerns, and many line staff check-in with families regularly
through phone calls or collaborative care meetings:

“They certainly have opportunity to give feedback to
me. It’s not a thing of them having to figure out how
do I do this. I go after it. I will ask them, what’s work-
ing, what'’s not, what do we need to change, how can
we adapt?” (ID: #4, Staff, Community Services)

However, only 35% of survey participants agreed/
strongly agreed that “families are invited to serve on
advisory boards or policy making committees.” Strate-
gies to involve families in organizational policy-making
were more commonly endorsed by staff in detention
settings compared to community supervision settings
(mean=3.40 in detention versus 2.92 in community
supervision) (Table 3). Unlike community supervision
settings, participants discussed how detention facilities
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had community advisory groups: “at every facility, there’s
like an advisory board from the community that we
involve parents and folks In the community for that” (ID:
#6, Leadership, Behavioral Health). In addition, partici-
pants noted that JJ schools within the facilities used fam-
ily advisory boards to inform their educational activities
“So we have a whole separate arm of family engagement
going on through the school system, focusing on the school
system, focusing on education. They have actually stood
up a family advisory committee within their unit” (ID:
#11, Staff, Reentry Services).

Despite these local efforts (mainly within the detention
setting), staff hoped that a system-wide family advisory
board would be established soon: “We've been working
on a parent advisory committee. I would love to see us
have one of those where we have parents involved around
the table to tell us how we can better serve them.” (ID: #2,
Leadership, Reentry Services) However, concerns about
meeting accessibility and family compensation are creat-
ing obstacles to advisory board implementation:

“We also have to realize that some of our families
have had traumatic experiences with government
agencies and so we understand that it’s important
to build trust with families, before we can really
engage them in certain ways, and to get families to
open up to us and to inform policy and procedures,
we first have to build a relationship with them
and build trust in order for them to feel comfort-
able doing that.....And so if I'm asking you to come
participate in a family advisory committee, you
may have three little ones at home, so I may need
to help provide child care so that you can be avail-
able. I may need to give you a gift card or something
to have pizza brought in. We're not paying families
to partner with us, but we understand that families
have specific needs and if we really want to engage
with them and glean valuable information from
them, then there needs to be something on our side
that says we know that this may present a hardship
and here’s something to help with that” (ID: #12,
Leadership, Reentry Services)

Family peer support

Overall, 52% of survey participants agreed/strongly
agreed that “families are provided opportunities to
engage in peer support activities, and 57% agreed/
strongly agreed that “families are provided opportunities
to participate in support groups” (Table 2). Interviewees
described a few events which provide an avenue for fami-
lies to connect with one another, including family meet-
ings where JJ professionals provide resources, classes,
and educational materials for parents and guardians:
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“From time to time do have different support groups,
parents or family members identify things that are
concerning, we make sure we follow up and try to
address those concerns. It's not just limited to parents
who have youth still in secure confinement, but any-
body that wants to come into that chat or anybody
that might have — have a youth that’s been involved
at some point and through those chats, we also pro-
vide classes and different presentations for the partic-
ipants. And each month we might focus on something
different. We've had cooking classes where they would
cook and got certain foods and utensils at the end of
the course” (ID: #15, Leadership, Reentry Services)

Interview participants expressed interest in adopting
more family peer support programs, including a parent
peer counseling group that was previously offered:

“We had a mental health counselor who came in
on weekends during visitation and those parents
who wished to participate could stay for a parent
counseling group. And, yeah, the parents loved it,
you know, and it was kind of part counseling, part
planning and part peer support. And the parents
just loved it. I would love to be able to offer some-
thing like that at all of the 25 facilities, you know,
and have staff who are dedicated to coming in on the
weekends when it's convenient for the parents and
doing that” (ID: #7, Leadership, Behavioral Health)

Logistical support

The majority (78%) of participants agreed/strongly agreed
that “staff provide flexible scheduling to accommodate
families” (Table 2). The perceived adoption of flexible
scheduling significantly differed across organizational
and staff characteristics. For instance, flexible scheduling
was more likely to be endorsed by staff working in com-
munity supervision settings compared to detention set-
tings (mean=4.30 in community supervision and 3.52
in detention), and more likely to be endorsed by line
staff (mean=4.32), case managers/reentry team mem-
bers (mean=4.20), and admin (mean=4.22) compared
to other staff types (mean=3.81 [behavioral health]
and 3.50 [education]) (Table 3). In addition to sched-
uling, 71% of participants agreed/strongly agreed that
“staff work to remove family barriers to engagement and
participation” (Table 2). This schedule flexibility and
increased accessibility was especially evident during the
COVID-19 pandemic, where staff removed participation
barriers by utilizing virtual communication channels.

“We were very creative in continuing the work that
we do with our families during especially, you know,
at the height of the COVID situation. A lot of pro-
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viders even went to virtual therapy. Our parents, we
purchased iPads for the youth so that we could do
visitation virtually in a lot of cases. There was vir-
tual courts that we coordinated at the facility with
the court system. We learned how to utilize technol-
ogy quite a bit more. And so we learned that that’s
one way to allow one of our youths who parents may
not be able to necessarily visit with them as much
but virtually — they could communicate and have
some time with their youth” (ID: #2, Leadership,
Reentry Services)

In addition to utilizing virtual communication, partici-
pants also discussed other ways community supervision
staff helped families overcome logistical challenges, such
as through helping them schedule and access referral
appointments:

“But another major challenge I think is helping not
just the youth, but recognizing that there’s a family
situation that you need to assist them with and like
1 said, transportation is one of those things. Making
sure that they have the things that are needed as it
relates to being able to engage in those services, like
proper identification. We have programs for that.
Making sure that they're not just told where their
appointments or referrals are, but helping them
make those appointments and facilitating the pro-
cess to make sure they’re able to get there” (ID: #15,
Leadership, Reentry Services)

Despite efforts to overcome logistical barriers to fam-
ily participation, only 27% of survey participants agreed/
strongly agreed that “staff assist families with transpor-
tation needs” and only 18% agreed/strongly agreed that
“staff help families with childcare needs” (Table 2). Par-
ticipants recognized these that there are gaps in their
ability to help families overcome participation barriers
such as childcare and transportation:

“We make stuff available, but it’s very difficult for
families to engage in those processes. They have to
work, just trying to find the right time when we make
stuff available... If it’s in the evening, they worked all
day and now they’re trying to take care of their fami-
lies. And also making sure that when there are oppor-
tunities that they can be in person for certain things,
making sure we have some resources available to
help deal with any type of challenges they may have
as it relates to transportation. We can sometimes
help with those things. And the biggest thing is when
a person is released and got appointments, especially
with doctors and mental health appointments, if
they can’t get to them, that’s a real barrier. And a lot
of times — we might can get the youth there, but the
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transportation does not allow for a family member to
access that transportation. And if the parent can’t go
with them, guess what, they don’t end up going. The
transportation, those are the biggest challenges we
have in terms of how do we find and provide services.
(ID: #11, Staff, Reentry Services)

Family health and functioning

Less than half of participants (40%) agreed/strongly agreed
that staff “provide parenting skills programs’, and 51%
agreed/strongly agreed that staff “refer to parenting skills
programs” (Table 2). Due to their role in case manage-
ment and service linkage, staff in community supervision
settings (mean=3.59 for community supervision versus
3.16 for detention) were more likely to endorse referrals
to parenting programs. Staff indicated that they offered
some parenting skills programs onsite, but they needed to
increase family participation: “So there are classes available
Sor [family]. But yet again, it's a matter of [family] partici-
pation” (118). Their parenting skills program (called Family
Café) utilizes an evidence-base curriculum, which involves
a series of presentations and workshops for families to learn
skills that can be applied when their children return home:

“We do offer some programs and supports through
initiatives like the Family Café that we offer, which
uses an evidence-based curriculum and teaches
Active Parenting. We offer a nurturing parenting
curriculum for our youth and families...But it’s just
interesting to really have a conversation with par-
ents and talk about some of the challenges and bar-
riers, and for parents to know that people like me
and others on our team, who are also parents, we're
all going through the same things with our kids and
it's the brainstorming and networking and building
relationships and people let their guard down, we're
not seen as law enforcement, were seen as a fellow
parent” (ID: #12, Leadership, Reentry Services)

In addition to parenting skills programs, staff also
offered family-based mental health services, including
family counseling and therapy. Most survey participants
(76%) agreed/strongly agreed that “family-based men-
tal health services were offered via referral to external
community-based providers’, while 58% agreed/strongly
agreed that “family-based mental health services were
offered on-site” Additionally, 62% of participants agreed/
strongly agreed that” families are referred to family-
based substance use services” and 44% agreed/strongly
agreed that “family-based substance use services are
provided on-site” (Table 2). Referrals to family-based
mental health and substance use providers were more
commonly endorsed by staff from community supervi-
sion agencies and line staff/case managers (Table 3). A
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participant described the different family-focused men-
tal health and substance use services offered by reentry
community services staff:

“Typically we use services that are kind of wrap
around services. So we'll have like one vendor that
will be able to address the individual counseling, the
family therapy, as well as like substance abuse and
other things that the individual may need, as well
as stuff like MST, which is the multisystemic ther-
apy. And they also work with the family as well as
the individual youth to teach them coping mecha-
nisms as well as life skills and things like that. We
also utilize mentoring, in which they kind of engage
in the family as well, to kind of make sure that the
individuals are moving towards their more prosocial
activity aspect as well as like I said, those life skills
that are really important” (ID: #5, Staff, Community
Services)

Although referrals to family-based mental health and
substance use providers are commonly endorsed by
participants, provision of sexual health education pro-
grams, prevention services, or STI/HIV services were
rarely endorsed by participants. Only 32% of partici-
pants agreed/strongly agreed that their agency “refers
to family-based sexual health programs’, and only 23%
“provided family-based sexual health programs on-site”
(Table 2). In the interviews, participants did not discuss
any sexual health programs that involved both youth and
families.

Discussion
In this evaluation of FDC implementation in JJ agencies
across Georgia, we identified key strengths and gaps in
current adoption. Domains with the highest perceived
adoption across agencies included identifying and involv-
ing families in all processes, informing families, col-
laborative decision-making and treatment planning, and
family diversity and inclusion. Other domains that had
mixed or lower perceived adoption included organiza-
tional feedback and policy making, family peer support,
logistical support, and family health and functioning.
Adoption of FDC domains was highly variable across JJ
agencies within the state; which is consistent with a prior
national study that captured the heterogeneity in family
engagement strategies between jurisdictions (Robert-
son et al., 2019). The adoption of new interventions in
J] settings is dependent on the context of local jurisdic-
tions, including local JJ policies, structure, culture, and
resources (Becan et al, 2020; Prendergast et al., 2017;
Sales et al., 2018; Taxman, Henderson, & Belenko, 2009).
EDC strategies varied across staff and organizational
characteristics, including staff roles and agency type. In
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general, FDC strategies were more likely to be adopted in
community supervision/probation settings (rather than
detention settings) and were most likely to be endorsed
by case managers/reentry team members, which is likely
because these settings and staff types meet with families
regularly and have the opportunity to develop the rap-
port needed to implement FDC strategies. These findings
suggest that community supervision agencies may have
higher readiness to implement FDC, since family engage-
ment naturally fits within the culture and workflows of
those agencies. However, more research is needed to
understand how to increase FDC adoption in detention
settings, specifically identifying the training, support, and
resources needed to improve adoption in these facilities.
In addition to differences by agency type and staff roles,
a prior study also identified that family engagement was
higher in rural locations; however, we did not observe
differences in adoption between rural and urban loca-
tions in this state (Robertson et al., 2019). Future studies
should consider how geographic location (such as rural/
urban characteristics) and community-level factors (such
as service accessibility and availability) influence adop-
tion of FDC practices and family participation. To ensure
FDC implementation is consistent across agencies and
available to all families, JJ systems should build awareness
of family engagement and provide training to staff from
all divisions and levels of the system.

Current FDC adoption successes

Participants perceived high adoption of the first FDC
domain, identifying and involving family voices. Staff
described how ]JJ staff work with youth to identify the
members of their family and community support sys-
tem, which ensures that an advocate is involved in all
aspects of youth’s arrest, detention, disposition, and
treatment (Walker et al., 2015). Similar to Georgia, some
J] systems are using specific tools such as the Juvenile
Relational Inquiry Tool (JRIT) to systematically identify
strengths and gaps in the child’s support system (Shana-
han & Agudelo, 2011; Shanahan & diZerega, 2016). One
study reports that the JRIT increased youth’s connected-
ness and commitment to family members (Shanahan &
Agudelo, 2012). Other methods to identify family net-
works include genograms and ecomaps, which are visual
tools that map the interpersonal relationships present
in the youth’s life, as well as depict roles, patterns of
communication, and social interactions between fam-
ily members. In child mental health settings, the use of
genograms significantly increased family engagement
and retention in behavioral health treatment (Coatsworth
et al.,, 2001; Dakof et al., 2003; Santisteban et al., 1996;
Szapocznik et al., 1988), but more research is needed to
understand its utilization and effectiveness in JJ settings.
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Another domain that was strongly adopted across
agencies was informing families. ]J] staff believed they
effectively communicated and shared information with
families about JJ system procedures, resources, and
available services and supports. This domain is critical
because many family members lack the experience and
knowledge necessary to navigate the JJ system (Walker
et al, 2015). A national research report by justice-
involved families found that the vast majority of families
viewed the JJ system as very confusing, and only about
18% of families said that justice staff were helpful in
assisting them with understanding the process (Justice
for Families, 2012a). Similar to agencies in this study, JJ
systems across the country are implementing strategies
to effectively inform families, such as family orienta-
tions (Luckenbill, 2012; Osher et al.,, 2012). One family
orientation program in Washington was shown to sig-
nificantly increase justice system-related knowledge and
was perceived as ‘very helpful’ by most family members
(Walker, Pullmann, Trupin, Hansen, & Ague, 2011).
Some states also provide tours of the detention facil-
ity during orientation to ease family members’ feelings
of anxiety and to build trust between staff and families
(Arya, 2013). Along with orientations, JJ organizations
are distributing “family-friendly” handbooks, which pro-
vide resources, contact information, rights and responsi-
bilities, ways to participate, and basic descriptions of the
J] system and processes (Connecticut Center for Effec-
tive Practice n.d.; Family Involvement Committee of the
PA Council of Chief Juvenile Probation Officers, 2012;
Smelstor, 2000). Families report that handbooks and
educational materials are most helpful when they are
developed in collaboration with families, and JJ advocacy
organizations emphasize that materials should be trans-
lated to languages that fit the populations served (Arya,
2013; National Center for Mental Health and Juvenile
Justice, 2016).

Collaborative decision-making and treatment planning
became standard practice among agencies in this study
after recent state-level reforms and creation of the reen-
try services division. This domain involves partnering
with families to develop treatment plans and goals for the
child that reflect the needs and preferences of the family
(Walker et al., 2015). Strategies such as Family Confer-
encing or Family Group Decision Making (FGDM) are
promising methods to involve family members, youth, JJ
staff, and providers in the collaborative development of a
treatment action plan (Annie & Casey Foundation, 2014;
Lewis & Judge, 2005; Pennsylvania’s Family Group Deci-
sion Making (FGDM) Leadership Team, 2009). Collabo-
rative care planning strategies, such as FGDM, are based
on the belief that families can provide background and
context, including information on traumas and behavioral
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issues, which helps providers decide on treatment options.
Research also suggests that families are more likely to
support and implement services they helped develop
(Richard Spoth & Redmond, 1993, 1995; R. Spoth et al.,
2000). FDGM has been gaining popularity in JJ settings,
and a prior study found that 76% of community supervi-
sion agencies reported family involvement in treatment
planning and 42% reported that families are involved in
choosing the level and type of treatment (Robertson et al.,
2019). One pilot study conducted in JJ agencies found
that FDGM increased family satisfaction with the JJ pro-
cess and improved job satisfaction for staft because they
developed stronger relationships with families (Pennsyl-
vania’s Family Group Decision Making (FGDM) Leader-
ship Team, 2009). Besides this pilot study, the majority of
FDGM research was conducted in child welfare settings.
These studies suggest that FDGM improves collabora-
tion between families and professionals (Ferguson, 2004),
increases family empowerment and satisfaction (Sheets
et al,, 2009), improves family-child connections (Pennell
& Burford, 2000), increases the likelihood that youth ini-
tiate treatment services (Weigensberg et al,, 2009), and
decreases contacts with child protective services (Cramp-
ton, 2003; Pennell & Burford, 2000).

Family Diversity and Inclusion is another domain that
was strongly implemented across agencies in our study.
Studies have shown that youth of color (e.g., Black/Afri-
can American and Hispanic/Latinx) and sexual/gender
minority youth are overrepresented in the JJ system
(Hanes, 2012; Loyd et al,, 2019; Marrett, 2017; Poteat
et al,, 2016; Spinney et al., 2018). Based on data from
2018, minority youth in Georgia are significantly over-
represented in the JJ system, especially among youth that
are deeper in the system (i.e., placed in secure confine-
ments and referred to adult courts). Although African
American youth represent 34% of the youth population
in Georgia, they make-up 60% of referrals to the JJ sys-
tem, 71% of secure confinements, and 79% of referrals to
adult courts (Gonzales et al., 2018). In response to these
disparities, JJ systems are taking steps to develop cultural
competencies. One survey indicated that about 37% of
J] agencies actively addressed the cultural, linguistic, and
sexual orientation of families (Robertson et al., 2019).
Cultural and diversity trainings are growing in popu-
larity among JJ organizations, and trainings have been
shown to improve JJ staff’s cultural awareness, increase
family involvement in the JJ process, and enhance fami-
lies’ ability to advocate for their child (Hoytt, Schiraldi,
Smith, & Ziedenberg, 2002; Willison, 2010). In addi-
tion to staff training, JJ services should be culturally
adapted to fit the populations served. For instance, one
J] site in Washington adapted their Functional Family
Therapy (FFT) program for African American families:
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the adapted program increased FFT completion rates
from 45 to 100% (DMC Action Network, 2009). Other
studies found that implementation of culturally adapted
programs in JJ settings increased family satisfaction and
improved youth treatment outcomes (Burrow-Sanchez
& Wrona, 2012; Burrow-Sanchez et al.,, 2015; DiCle-
mente et al., 2014). In addition to program adaptations,
some JJ systems are trying to mitigate language barriers.
J] facilities in California hired more Spanish-speaking
staff and partnered with Spanish-speaking family liai-
sons: as a result of these changes, more than twice as
many youth were diverted from detention to commu-
nity-based programs (Hoytt et al., 2002).

Opportunities and future directions for improving FDC
implementation

Organizational feedback and policy making is an area
of future development for Georgia’s J] system, to ensure
family perspectives are incorporated into programmatic
and policies initiatives at the state-level. Some JJ organi-
zations across the nation are utilizing family advisory
boards, where policies and practices are informed by
insights from family members who are currently or for-
merly involved with the agency (Arya, 2013). Research
suggests that advisory boards improve process outcomes
such as population engagement in programs and align-
ment of programs with community needs (Oldfield et al.,
2019). These methods to engage families in organiza-
tional decision making are becoming more common in
the JJ system, and a national survey estimated that about
16% of agencies invited family representatives to serve on
advisory boards (Robertson et al., 2019).

Another domain with lower levels of implementa-
tion was family peer support, which refers to the emo-
tional and tangible support provided by other family
members who have children in the JJ system. Peer sup-
port is an evidence-based practice: in medical settings,
family peer support has been shown to increase family
self-efficacy to care for their child, enhance family-pro-
fessional collaboration, improve family empowerment
and confidence to advocate for their child, increase fam-
ily self-care, reduce internalized blame, and decrease
family isolation (Hoagwood et al., 2010; Koroloff et al.,
1996; Kutash et al., 2011; Leggatt & Woodhead, 2016;
Obrochta et al.,, 2011; Purdy, 2010; Robbins et al., 2008).
Specifically in the J] setting, peer advocates in Colorado
developed individualized plans for families, provided
peer emotional support, attended appointments with
families, and provided family support groups: this peer
advocate program effectively increased youth engage-
ment in treatment and decreased youth reoffending
(Cataldo & Ford, 2010). Also, one county in Washing-
ton trained “family partners” to provide resources and
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emotional support to families who were entering the JJ
system: the program significantly increased families’ self-
efficacy to navigate the JJ process (Walker et al., 2011).
Despite growing evidence, very few JJ agencies provide
family peer support: a national survey found that only
7% of agencies offer family support groups (Robertson
et al., 2019), suggesting this is an area of future research
and development not only for Georgia but fore JJ sys-
tems nationally.

Family logistical support is another FDC domain with
perceived weaknesses. Although staff worked with fami-
lies to overcome barriers, participants believed the lack
of transportation was an obstacle to family participation
in Georgia. In one survey of justice-involved families,
the most common barriers to participation were logis-
tical obstacles including transportation (42%), distance
(41%), time (37%), and cost (35%) (Justice for Families,
2012a). Some JJ facilities are responding to these chal-
lenges by providing flexible scheduling, transporta-
tion assistance, and childcare (Robertson et al., 2019).
Although programs exist, there is limited documen-
tation of the impact of logistical support on family or
youth outcomes. In the healthcare literature, these fam-
ily engagement barriers (e.g., transportation, schedul-
ing, cost) are also commonly reported (Syed et al., 2013).
In one study, adolescent mental health providers were
trained to support families’ ability to initiate therapy
by addressing financial, transportation, and schedul-
ing concerns: this led to higher therapy initiation and
engagement compared to the control group (McKay
et al,, 1996). Another study found that that provision of a
car, van, or contracted transportation services improved
behavioral health treatment retention (Friedmann
et al., 2001). Despite a few studies, there is a paucity of
research and interventions to address logistical barriers
to family engagement in the JJ setting.

Lastly, family health and functioning include programs
that address the family environment, such as family-
based treatment programs (i.e., Multisystemic Therapy,
Multidimensional Family Therapy, Family Behavior
Therapy, and Functional Family Therapy) and parenting
skills/education programs. Evidence-based interven-
tions that provide family skills and therapy are effective
in improving youth outcomes such as recidivism, men-
tal health, and substance use (Slavet et al., 2005; Trupin
et al., 2011; Van der Pol et al.; Woolfenden, Williams, &
Peat, 2002). In this study, referrals to family-based men-
tal health and substance use programs were common,
especially in the community services setting. This aligns
with a prior survey that found 70% of community ser-
vices agencies refer to family therapy (Robertson et al.,
2019). However, parenting skills programs were less
commonly endorsed by participants and were identified
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as an area of future growth for the department. Also,
sexual health programs, especially programs that involve
families, are rarely adopted in Georgia and JJ settings
nationally, presenting another opportunity for future
growth (Tolou-Shams et al., 2010).

Strengths and limitations

Although this study provided important data to inform
the scale-up of family engagement programs in JJ agen-
cies within Georgia and potentially nationally, it has
limitations which should be considered in the interpre-
tation of findings. First, the data were collected using
non-probability sampling. Therefore, participants who
volunteered for the surveys and interviews may be more
attuned to family engagement processes compared to
the general population of JJ staff. Although we received
survey participation from all JJ divisions, 16 of the 25
detention centers, and 45 of the 78 community supervi-
sion offices, we do not have an accurate measure of the
staff response rate, which limits our understanding of
survey generalizability at the individual level. Addition-
ally, there is variability in the contexts that shape deliv-
ery of services to families across jurisdictions, and our
findings may not be applicable to other states; however,
we hope this evaluation can serve as a roadmap for other
states that are expanding their family engagement ini-
tiatives. Also, assessment of domain adoption is based
on staff self-reports and not based on direct observa-
tion, so responses may not reflect actual implementation
across agencies. In addition, perceived adoption skewed
towards agree/strongly agree (suggesting possible social-
desirability bias), and future studies are needed to con-
firm self-reported adoption (e.g., direct observations of
system operations and practices). However, a strength
of this mixed methods study is the strong corroboration
between quantitative and qualitative findings, enhancing
reliability of these results in the context of Georgia’s juve-
nile justice system. Future research is needed to design,
implement, and evaluate strategies to strengthen family
engagement and FDC strategies in JJ systems across the
U.S. Most notably though, the majority of the limited
research on this topic has focused on JJ staff, thus, future
research should focus on family and youth perspectives,
to develop acceptable interventions that address the
needs and experiences of justice-involved families.

Conclusions

In conclusion, engaging families in behavioral health
services and JJ system processes is a high priority for
systems across the country. Historically, the JJ sys-
tem context has not been inclusive of family voices,
but recently family advocacy and reform efforts have
highlighted the critical need for family collaboration
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to improve youth health, behavior, and recidivism
outcomes. This study highlighted the many ways the
state has been responsive to the needs of families and
adopted various FDC strategies. However, adoption is
variable across agencies, and staff identified key areas
of improvement including increasing opportunities
for family peer support, providing transportation ser-
vices for families, creating a family advisory board, and
increasing opportunities for family-based treatment
and parenting skills. Findings from this mixed meth-
ods assessment can inform strategic planning for the
scale-up of FDC strategies across agencies in the state
and can serve as a template for assessing strengths and
weaknesses in the application of family engagement
programs in systems nationally.
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