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 This study assessed gender differences in treatment response for court-placed youth in 

residential treatment. Treatment response was measured by the Symptom Functioning and 

Severity Scale (SFSS; Bickman et al., 2010), a progress monitoring tool used to capture 

symptom severity every four weeks. Latent Growth Curve Modeling (LGCM) was implemented 

to obtain growth trajectories of symptom change over time. The hypothesis that females would 

enter residential treatment with greater psychopathological symptoms was supported; however, 

no gender differences were found in how youth responded to treatment. Females were found to 

have greater school problems, internalizing problems, inattention/hyperactivity, and personal 

adjustment. Overall, symptom reduction decreased in a linear fashion, with limited symptom 

change over time, suggesting there is a need to improve treatment interventions for court-placed 

youth in secured settings. It is also possible the SFSS did not provide a full picture of the youth’s 

symptom profile, as the SFSS screens for Attention-Deficit/Hyperactivity Disorder (AD/HD), 

Conduct Disorder or Oppositional Defiant Disorder, Depression and Anxiety. Youth in 

residential treatment are often exposed to trauma (Stimmel, Cruise, Ford & Weiss, 2014), it is 

possible trauma symptomology impacted treatment response (Boyer, Hallion, Hammell,  & 

Button, 2009). 
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CHAPTER I 

INTRODUCTION 

Statement of the Problem 

 There is a call for research in residential treatment that addresses a “new construct of 

care” in twenty-first century facilities. This construct encompasses three systems that funnel into 

residential treatment centers (RTCs), including juvenile justice, mental health, and child welfare 

(Dale, Baker, Anastasio, & Purcell, 2007). Youth in this population often show slow or minimal 

responses to treatments due to complex clinical problems, including high levels of symptom 

severity and interpersonal conflict (Zegers, Schuengel, Van IJzendoorn, & Janssens, 2008). 

Therefore, it is urgent that researchers work to identify the best treatment for residents. Although 

RTCs receive sizable criticism and not all clinicians endorse the use of RTCs (Pavkov, Negash, 

Lourie, & Hug, 2010), conducting more research can contribute to the literature and inform best 

practice standards for this vulnerable population.  

 Based upon the most recent census reported by the Office of Juvenile Justice and 

Delinquency Prevention (OJJDP, 2016), approximately 60,000 youth are placed in RTCs 

annually, and 90% of residents have criminal involvement. Therefore, court-placed residents are 

a robust sub-population within the residential treatment system. A national survey on residential 

treatment outcomes documented 37% of residents identified as female in 2010 (Sternberg et al., 

2013). Studying gender differences of adolescents receiving residential treatment is currently 

thought of as an “area ripe for investigation” (Handwerk et al., 2006). The rationale for 

examining gender differences in residential treatment is threefold. First, there is a problem of 

tailoring treatment for female residents in settings that are predominately populated with males 

(Handwerk et al., 2006). Second, due to established juvenile justice practices and implicit bias 
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and gender stereotyping in juvenile settings, previous literature suggests females must have more 

severe symptom profiles than males in order to be placed in RTCs (Brown, Jewell, Stevens, 

Crawford, & Thompson, 2012; Connor, Doerfler, Toscano, Volungis, & Steingard, 2004). 

Thirdly, the number of females with criminal involvement in the United States is increasing 

faster than any other subgroup within the juvenile justice system (OJJDP, 2009; Moore & 

Padavic, 2010).  

The format of residential treatment has long been designed around males with 

delinquency histories and documented aggressive behavior (Handwerk et al., 2006). The concern 

about females being overlooked within RTCs is critical due to the “gender paradox.” This term 

suggests that females who demonstrate externalizing delinquent behavior are at greater risk for 

developing internalizing problems compared to males (Brown et al., 2012; Loeber & Keenan, 

1994). This discrepancy may be maintained in residential care because clinicians are providing 

attention to problematic and disruptive behaviors and may overlook internalizing issues (Brown 

et al., 2012). Previous literature has pushed for programming in RTCs that is “gender-specific” 

by addressing females’ needs as well as the channels that lead them to offending behavior 

(Moore & Padavic, 2010). Conducting gender difference research in RTCs is warranted in order 

to provide such programming. 

Some experts suggest that in order for female youth to be considered for residential 

treatment, they must present with greater psychopathology and behavioral concerns compared to 

their male counterparts (Brown et al., 2012; Connor et al., 2004). That is, there has been a trend 

to provide more leniencies to females within the court system, with males more commonly 

placed in residential treatment than females demonstrating similar behaviors (McCabe, Lansing, 

Garland, & Hough, 2002; Poe-Yamagata & Butts, 1996). There is a long-standing history that 
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females with criminal involvement may not receive the same consequences to offenses compared 

to males. The likelihood of females being admitted to short-term detention or long-term care 

within a residential facility is small compared to males (Pao-Yamagata & Butts, 1996). It is also 

possible that females who demonstrate “gender-inappropriate” crimes, such as aggressive or 

violent behavior, may receive harsher punishment then females who demonstrate criminal 

behavior that is more consistent with traditional female gender roles (Moore & Padavic, 2010). 

This dilemma is connected to past social and juvenile justice policies that tend to ignore women. 

The passive stance on female criminal behavior has been apparent in juvenile justice research for 

some time. Current research is needed to see if discrepancies are still present in the population 

(MacDonald & Chesney-Lind, 2001).  

In general, the characteristics of female residents in residential treatment or the juvenile 

justice system are far less known compared to males (Handwerk et al., 2006; Connor et al., 

2004). Despite this ambiguity, a widely accepted concern is that females in RTCs tend to be an 

“extreme” group (Abrantes, Hoffman & Anton, 2015; Hussey, Drinkard, Falletta, & Flannery, 

2008). Females may display more severe antisocial behavior prior to being formally charged 

with an offense or receiving clinical attention (McCabe et al., 2002). Females have often 

experienced more out-of-home placements prior to residential treatment compared to males. 

Additionally, compared to males, female residents in RTCs tend to engage in more self-harm 

behavior and verbal or physical aggressive behavior. Female residents also report increased 

levels of hostility and substance abuse (Connor et al., 2004). Males tend to demonstrate more 

externalizing concerns, while females demonstrate internalizing concerns coupled with 

aggressive behavior (Espinosa, Sorenson & Lopez, 2013). When female residents demonstrate 

externalizing problems, they could be masking more severe interpersonal issues (Brown et al., 
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2012). Existing literature on female psychopathology has called for future research to provide 

greater clarity on symptomology between genders (McCabe et al., 2002).   

Previous research also suggests that gender differences exist in regard to response to 

treatment (Carran, Nemerofsky, Rock & Kerins, 1996; Chamberlain & Reid, 1994; Handwerk et 

al., 2006). Females tend to be more responsive to psychological treatment compared to males 

(Zahn-Waxler, Shirtcliff, & Marceau, 2008), although they have the tendency to report greater 

symptoms. When measuring the interaction between abuse history and gender on treatment 

response (n = 1,303), female residents have been found to have more severe symptom profiles at 

initial admission and after one year of treatment (Brack, Huefner, & Handwerk, 2012). Some 

longitudinal studies have found positive outcomes for females discharged from residential 

treatment. Thomson, Hirshberg, and Qiao (2011) implemented a study with only female 

residents (n = 49) finding 77% of participants had transitioned to less secure settings within one 

year of treatment. This suggests the treatment goals of these female residents were met 

throughout the course of residential care.  

Both males and females in residential treatment have experienced varying degrees of 

exposure to trauma. Frequency of traumatic events in background histories is a strong predictor 

of risk factors of poor outcomes and higher rates of delinquency, including academic problems, 

aggression, gang association, interpersonal issues, and substance abuse (Harr, Horn-Johnson, 

Williams, Jones, & Riley, 2013). The National Child Traumatic Stress Network analyzed trauma 

exposure and functioning of residents in RTCs (n = 525) compared with youth in non-restrictive 

settings (n = 9,942). Despite the inequitable group sample sizes, findings indicated that 92% of 

residents reported experiencing at least one traumatic event in their past, while 77% of the non-

residents reported trauma exposure (Briggs et al., 2011). Incidents of trauma may interrupt 
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critical stages of development for these youth (Knoverek, Briggs, Underwood & Hartman, 2013). 

Therefore, trauma as a unique dimension should be considered when measuring symptom 

severity in residential treatment.  

One component of measuring treatment response is progress monitoring. Progress 

monitoring provides systematic feedback to clinicians through repeated assessment tools (Ionita, 

Fitzpatrick, Tomaro, Chen, & Overington, 2016). Symptom change, as measured by progress 

monitoring data, may be contingent on the length of treatment. Duration of treatment is 

determined by a number of factors including the safety of the home where the resident is being 

discharged (Baker, Wulczyn, & Dale, 2005), court proceedings, and risk for recidivism. There is 

limited research on differences between gender in models of symptom reduction trajectories for 

youth in RTCs. Following admission into residential treatment, drastic symptom reduction has 

been found for combined (male and female) samples within the first phase of treatment. 

Symptom change tends to be much slower in proceeding phases (Noftle et al., 2011). Similarly, 

youth in hospital settings for psychiatric concerns have been found to have the greatest symptom 

reduction in the first three weeks of treatment (Swadi & Bobier, 2005). Further research is 

needed in identifying which time points in treatment are the most beneficial for males and 

females in residential treatment (Thomson et al., 2011), or if a difference in symptom change 

trajectories even exist between gender.  

As residential treatment is one of the most expensive forms of mental health care for 

children (Helgerson, Martinovich, Durkin, & Lyons, 2005), there is benefit in identifying if there 

is a common trend in symptom change throughout the course of treatment. The estimated costs 

for confining a youth in the juvenile justice system often differs by state. The most expensive 

options for states’ placement can range from $127.84 (Louisiana) to $966.20 (New York) per 
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day, with a national average of $407.58 per day. These options may include juvenile detention 

centers, residential treatment, or group homes (Justice Policy Institute [JPI], 2014). Alternatively, 

the cost for privately insured outpatient mental health treatment for children and adolescents is 

an average of $168.00 per day (National Business Group on Health, 2009). Therefore, research 

in treatment outcomes within the juvenile justice system can help to inform appropriate state 

funding decisions.  

RTC researchers have previously found utility in measuring and comparing trajectories in 

treatment response (Helgerson et al., 2009). Latent Growth Curve Modeling (LGCM) is a 

statistical approach for comparing such trajectories or growth with a repeated measure design. 

This method can provide comparisons in the initial intercept, or the level of symptom severity 

prior to treatment, as well as a slope estimate to determine rate of change. By obtaining such 

growth curves, clinicians can evaluate if residents are reporting symptom reduction at a faster or 

slower rate than others. Modeling trajectories are also beneficial as they can help inform the ideal 

duration of admission for residents (Helgerson et al., 2009). Juvenile justice literature has also 

promoted research on self-report data opposed to relying on observation data of other raters 

(Bechtold, Monahan, Wakefield & Cauffman, 2015).  

The term court-placed youth or court-referred youth in the residential treatment 

population encompasses both youth who have been adjudicated for a delinquent act (National 

Juvenile Defender Center [NJDC], n.d.) and youth who are under the guardianship of the state 

due to concerns for safety, abuse or neglect. Although a predominant number of residents are 

technically juveniles with histories of offending behavior, some may be placed due to severe 

pathology or safety concerns. For the purpose of this study, the term court-placed youth will be 

utilized as it best captures the sample’s true composition. The lack of clarity regarding the 
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residential treatment population has led many professionals to request cleaner standards for 

admittance into residential treatment programs (OJJDP, 2011). 

The purpose of this study is to determine if the trajectory of symptom change in 

residential treatment differs between males and females. Compared to the general population, 

there is a unique composition of psychopathological symptoms prevalent in residential treatment. 

Hence, it is suggested that those who work in RTCs have a duty to report what is effective in 

treatment as well as how symptoms manifest through time (Foltz, 2004). Further, Section 

223(a)(7b) of the amended Juvenile Justice and Delinquency Prevention Act (2002) recognizes 

the need for gender-specific service plans to prevent and treat offending behavior in this 

population. There is support in the RTC literature that “one treatment does not fit all” (Brack et 

al., 2012), and by engaging in gender difference research this concept can be further explored.  

Research Questions 

The specific questions and measures for the study follow: 

 

Question 1: What is the magnitude of difference between male and female court-placed youth 

symptom severity, as measured by the Symptoms and Functioning Severity Scale (Bickman et al., 

2010) and Behavior Assessment for Children- Second Edition (Reynolds & Kamphaus, 2004) 

prior to treatment? 

 

Question 2: What is the difference in symptom change over time, as measured by the Symptoms 

and Functioning Severity Scale (Bickman et al., 2010), between male and female court-placed 

youth?  
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Question 3: What type of symptom change trajectory exists, as measured by the Symptoms and 

Functioning Severity Scale (Bickman et al., 2010), for female and male court-placed youth as 

they progress through treatment?  
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CHAPTER II 

REVIEW OF THE LITERATURE 

Introduction 

 

Residential treatment is a multidisciplinary service that is often thought of as an 

“intervention of last resort” (Butler, Little, Grimard, 2009; Foltz, 2004) for youth who are 

presenting with emotional disturbance, violent behavior, family or school problems, criminal 

behavior, or abuse (OJJDP, 2011; Sternberg et al., 2013). Although criteria for admission into 

RTCs remains elusive (OJJDP, 2011), reviews of outcome literature has found that many 

interventions implemented are beneficial for residents (Bettmann & Jasperson, 2009; Butler et 

al., 2009; Hair, 2005). Components of residential treatment include “therapeutic milieu, a 

multidisciplinary care team, deliberate client supervision, intense staff supervision and training, 

and consistent clinical/administrative oversight” (Butler & McPherson, 2007). These assorted 

resources are established to meet the needs of residents from juvenile justice, welfare, and mental 

health systems (Dale et al., 2007), making it one of the costliest forms of treatment available 

(Helgerson et al., 2005). On average, states spend approximately 7.1 million dollars a day 

holding youth from the juvenile justice system in RTCs (JPI, 2009). RTCs are accosted with how 

to reduce length of stays for residents and decrease expenses while simultaneously needing to 

improve evidence-based practices (Sternberg et al., 2013). In order to monitor the treatment 

and/or improve services for youth, progress and outcome measures are needed to determine the 

effectiveness of treatment for specific individuals (Knoverek et al., 2013). By building in 

procedures to monitor effectiveness in order to tailor or improve services for residents, RTCs can 

combat the perception that they exist only to house children.   

Due to the differing placement agencies, program types, and presenting concerns of youth 

in residential treatment, there are a number of topics to be considered in a thorough literature 



 

16 

 

review of this population. The history of the juvenile justice system and child mental health 

services will be discussed. The characteristics of court-placed residents will be described, 

including the problem of disproportionality in the juvenile justice system. The diverse types of 

treatment models and therapeutic approaches will be included, and a summary of literature on 

gender differences in this population will be shared. As court-placed residents are at risk for 

trauma exposure, it is also important to highlight how trauma can impact treatment. Finally, an 

overview of assessment tools designed to measure treatment response will be presented.  This 

combination of considerations will relate to the main variables in this study, which is designed to 

fill gaps in the literature on this topic.  

History of the Juvenile Justice System 

 

 The juvenile justice system has long been shaped by the changing perceptions of 

children’s development in relation to delinquency and punishment, the increased use of 

institutionalized settings, and contemporary trends in the provision of psychological therapy. The 

organizational structure of juvenile justice has transformed considerably from its early origins. 

Multiple therapeutic movements during the twentieth and twenty first centuries have impacted 

the treatment of youth with severe emotional and behavioral needs, while simultaneously 

changing how juvenile courts focus on rehabilitation. When reviewing the history of the juvenile 

justice, it is clear the system has relied on residential treatment and institutionalized settings for 

quite some time.  

The origins of the American family court system derive predominately from seventieth 

century England (Ventrell, 1998). As the notion of childhood became recognized as a unique 

developmental window (Zimmerman, 1990), courts began to consider the child’s level of 

development when making decisions about children. The court developed “guardian ad litem” to 
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represent children, prompting the English government to attend more to the needs of children. 

These types of English court proceedings also took root in colonial America (Ventrell, 1998). 

Yet, even in the early 1800’s in the United States, children who committed crimes were 

penalized the same as adults (Meng, Segal & Boden, 2013). During the industrial revolution, 

society assumed that by removing children from their home environment, they might be 

reformed. Hence, the orphanage emerged (Abramovitz & Bloom, 2003). Orphanages and 

asylums were often filled with poor or intellectually disabled individuals (Leichtman, 2006). The 

first institution officially run by the juvenile justice system, the “House of Refuge,” was 

established in 1825 due to the increase in juvenile delinquent behavior following an economic 

decline (Meng et al., 2013; Ventrell, 1998). This historical move towards forming the United 

States child welfare system convinced many United States citizens that poverty was the driving 

force behind children committing criminal acts (Ventrell, 1998). The houses were meant to 

isolate children from the negative influence they may receive if imprisoned with adults (Meng et 

al., 2013). 

By 1899, the first juvenile court system was established in Chicago, Illinois out of the 

Child Savers Movement (Ventrell, 1998). Rehabilitation was a key aspect of the original juvenile 

court system and the proceedings incorporated a description of the youth’s disposition. The 

disposition was constructed in an effort to inform treatment for the child (Small, 1997). The 

Illinois court process was utilized as a model for juvenile court for years following its formation 

(Ventrell, 1998).  

 Child and adolescent psychiatry began to take shape in the twentieth century. 

Psychological treatment and intervention for youth with criminal histories was found to have 

utility as a method for rehabilitation (Zimmerman, 1990).  Simultaneously, the juvenile justice 
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system was beginning to consider the mental health needs of juveniles with criminal 

involvement, and the system was functioning in an effort to intervene before adolescents became 

adults. The system allowed for quick decisions to be made for youth’s consequences instead of 

going through formal court procedures. The court proceedings were closed and records were 

sealed to protect adolescents’ privacy (Connell, 1980; Small, 1997).  

In the United States, children and adolescents with emotional disturbances and violent 

behavior have not always been provided proper therapeutic treatment. Historically, children with 

mental illness had been admitted to inpatient institutional facilities housed with adults. These 

children or adolescents were more often than not diagnosed with psychotic symptoms. 

Adversely, youth with serious criminal involvement were not treated at mental health facilities 

(Zimmerman, 1990). During the 1940’s, the term residential treatment was recognized in both 

mental health and juvenile justice systems. Residential treatment was seen as an alternative to 

punitive punishment or detention center placement for juveniles with justice system involvement. 

The placement of children in residential treatment increased due to legislative changes such as 

Social Security and Aid to Dependent Children, leading treatment to be more cost-effective 

(Leichtman, 2006). The United States Supreme Court set more regulations and procedural 

safeguards for the juvenile court system in the 1960’s (Connell, 1980). By 1970, residential 

treatment had become a formally managed type of program and facilities had to be accredited 

and approved for insurance and reimbursement purposes (Leichtman, 2006). At its infancy, 

residential treatment was viewed as a positive alternative for children in order to avoid abuse or 

neglect. However, concerns for the civil rights of children in these treatment centers led to some  

negative impression of these types of institutions (Leichtman, 2006). By the end of World War 

II, residential treatment centers (RTCs) were using psychoanalysis as a major treatment model. 
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August Aichorn first utilized psychoanalysis with youth in the juvenile justice system, 

suggesting psychoanalysis could be implemented in residential treatment without much change 

to the existing treatment model (Abramovitz & Bloom, 2003).  

In the 1970’s and 1980’s, facilities were more community based, with a focus on de-

institutionalization, largely due to the 1974 National Juvenile Justice and Delinquency 

Prevention Act. This legislation allowed states to de-institutionalize youth with justice system 

involvement from detention centers or prisons. In an effort to protect juveniles, they were 

required to be out of sight and hearing range from adults. This act helped to prevent youth from 

being imprisoned in adult jails, and it enacted an investigation to look at the population 

discrepancy between minority (youth of color) and white juveniles in the system (Meng et al., 

2013).  Yet, by the early 1990’s there was a trend in public policy in which programs re-

transitioned to secure, institutional settings (Abrams, 2006; Jenson & Howard, 1998). This may 

be due to a short-term increase in violent crimes committed by youth (Jordan & McNeal, 2016). 

Simultaneously, the welfare system was moving to placing children in family of origin homes, 

opposed to community facilities (Butler & McPherson, 2007).  

Although current RTCs are still closed, institutional settings, there has been a small rise 

in the last five to ten years in using positive behavioral support with juvenile offenders. Positive 

Behavioral Supports and Interventions (PBIS) was originally designed as a school-based, multi-

tiered framework to promote appropriate, targeted behavior. Using PBIS in a secure setting has 

the capacity to help residents change behavior without inordinate punishments (Marthur & 

Nelson, 2013). Arizona started using PBIS in their residential juvenile correction facility in 2014 

and suggested their residents decreased aggressive behavior in response to the program (Alonzo-

Vaughn, Bradley, & Cassavaugh, 2015). Researchers have recommended further utilizing and 
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studying PBIS in residential placement for juvenile offenders (Mathur & Nelson, 2013; Alonzo-

Vaughn, Bradley, & Cassavaugh, 2015). Further discussion regarding how RTCs are currently 

operated in the United States will follow.  

Residential Treatment Centers 

 

The current model of a residential treatment center is defined as “an organization whose 

primary purpose is the provision of individually planned programs of mental health treatment, 

other than acute inpatient care, in conjunction with residential care for seriously emotionally 

disturbed children and youth, ages 17 and younger” (American Association of Residential 

Treatment Centers [AARC], 1999). These facilities provide youth with a multidisciplinary team 

that incorporates 24-hour care (Hair, 2005). RTCs are either private for-profit, private nonprofit, 

or public entities. The state or local government runs a public RTC and the employees are 

considered government employees. Private facilities often provide treatment to youth in the 

juvenile justice system who have been adjudicated. This means the court has made a decision 

about the criminal case and determined that placement in an RTC is warranted. Public 

organizations, including detention centers or emergency placement in residential settings, often 

temporarily provide residential services for youth who are awaiting court decisions (OJJDP, 

2016).  

Society has fluctuated between punishing and rehabilitating youth with justice system 

involvement, and with this vacillation, RTCs have evolved (Abrams, 2006; Jenson & Howard, 

1998). Due to the emotional, behavioral and safety concerns of many of the residents treated in 

these facilities, the programs are beginning to appear more like inpatient psychiatric settings 

(Foltz, 2004). RTCs concentrate on behavior change by aiming to improve attitudes and 

residents’ self-concept (Abrams, 2006).  
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Most facilities are licensed by the state Department of Health to ensure quality care 

(Underwood, Talbott, Mosholder & von Dresner, 2008), and funding for RTCs is mainly 

obtained from social services (Sternberg et al., 2013). Quality residential treatment should 

include evidence-based diagnostic tools, culturally appropriate family interventions, safety and 

security protocols, reliable and effective treatment protocols while being cost efficient 

(Underwood, Barretti, Storms, & Safonte-Strumolo, 2004). In 2010, the Research Committee for 

the American Association of Children’s Residential Centers implemented a national survey with 

77 RTCs. The survey aimed to quantify the commonly used services provided, data collection 

methodologies, and demographics of residents. In general, 78% of the facilities provided on-site 

housing, which is commonly called “campus-based” opposed to “community-based” models in 

which clients live away from the location where treatment is provided (Sternberg et al., 2013). 

Most facilities have multi-disciplinary teams of professionals including psychiatrists, counselors, 

psychologists, social workers, school educators, and child-care workers (Zimmerman, 1990; 

Underwood et al., 2008). In order to establish system-wide outcome measures and monitoring of 

residents, cooperation from staff members is imperative (Butler et al., 2009).  

Characteristics of Court-Placed Residents 

 

In 2008, the US Government Accountability Office reported there were approximately 

200,000 children housed in RTCs (Pavkov et al., 2010; US GOA, 2008). In the general 

population, one in five adolescents have had a type of mental illness within the past year 

(SAMHSA, 2014). Placement in residential treatment has increased for children and adolescents 

possibly due to a decrease in available high quality inpatient. Therefore, youth with severe 

psychiatric concerns are referred to RTCs (Connor et al., 2004).  There was a 24% increase in 

adjudicated youth being placed in RTCs from 1999 to 2000, with 155,200 in 2000 from 124,900 
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in 1999 (OJJDP, 2010). This growing number is alarming, as some suggest residential treatment 

should only be prescribed when the adolescent is at risk for harm to self or others or in need of a 

structured program (Underwood et al., 2004). To better understand this population, there are a 

number of relevant individual and facility characteristics to consider in making a decision about 

court-placed youth, including: common placing agents, general demographics of RTCs, typical 

mental health disorders, family attributes, gender, and school concerns. The problem of 

disproportionate enrollment of ethnic minorities in the United States relative to population 

distribution overall will be discussed. Also, a brief review of a juvenile sex offender literature 

will be included.   

Residents who have not been adjudicated for an offense may be placed due to abuse, 

neglect, emotional disturbance, intellectual developmental disorders or be referred by a parent or 

guardian. The Office of Juvenile Justice and Delinquency Prevention (2016) found that 10% of 

RTCs are composed of non-offending youth. These children and adolescents are placed in RTCs 

due to severe emotional and behavioral needs that have not been addressed successfully in 

previous settings. They may also be placed due to risk for engaging in unsafe behavior. The 2010 

American Association of Children’s Residential Centers survey found that predominate referral 

sources for RTCs include the child welfare system, followed by probation or court referrals. 

Referrals from local school systems had increased by 4% since a similar national survey was 

completed in 1999. The most common reason for placement included behavior or aggression 

concerns, safety concerns from prior placement, and mental illness. In 2010, the demographics of 

residents included 47% Caucasian, 34% African American, 10% Hispanic, 5% other, 3% Native 

American, and 1% Asian. The AARC survey also found that 31% of residents were transferred 
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to RTCs from either biological or adoptive parent’s care, 16% of residents were admitted from 

foster care, and 15% were transferred from inpatient psychiatric settings (Sternberg et al., 2013).  

Based on the AARC survey outcomes, 63% of children admitted were males. Female 

admissions into RTCs increased from 31% in 1999 to 37% in 2010 (Sternberg et al., 2013). The 

hike in admission rates may be due to placing agents prescribing increasingly younger children 

to residential treatment (Knoverek et al., 2013). Additionally, approximately 13 to 15% of youth 

in the juvenile justice system are estimated to identify as lesbian, gay, bisexual, transgender, or 

questioning (LGBTQ; OJJDP, 2014).  

Of the children admitted to RTCs, 92% have an axis one diagnosis based on the 

Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision (DSM-IV-

TR, APA, 2000). Mulder, Brand, Bullens, and Van Marle (2010) conducted an exploratory factor 

analysis (EFA) utilizing assessment data (n = 1,154) labeled as the Juvenile Forensic Profile 

(JFP). The JFP is an international battery that is commonly used for risk assessment in juvenile 

justice facilities. This profile included the following assessments: Child Behavior Checklist, 

Structured Assessment of Violence Risk in Youth, Psychopathy Checklist: Youth Version, 

Juvenile Sex Offender Assessment Protocol, and HCR-20 Violence Risk Assessment Scheme. 

Results of the EFA found a nine-factor solution, including antisocial behavior during treatment, 

sexual problems, family problems, axis one psychopathology, offense characteristics, conscience 

and empathy, intellectual and social capacities, social network, and substance abuse. As this 

sample was restricted to only males, these factors can only be generalized to a portion of the 

juvenile justice system. A multiple linear regression analysis was implemented to identify which 

factors most related to recidivism. Findings indicated that family problems, antisocial behavior 

and axis one psychopathology were strongly linked to recidivism. Axis one psychopathology 
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suggests that the resident has a primary, clinical diagnosis that usually requires immediate 

attention (Mulder et al., 2010).  

Antisocial behavior is more prevalent in youth in the juvenile justice system compared to 

youth in the general population (Underwood et al., 2004). Antisocial behavior is defined as 

behavior that is often aggressive in nature, and leads to law breaking or delinquency. Antisocial 

behavior can also include frequent lying to caregivers and the youth may demonstrate continuous 

lack of empathy in interpersonal relationships (Chabrol, Goutaudier, Melioli, van Leeuwen, & 

Gibbs, 2014). More serious types of juvenile offending behavior has historically been linked to 

committing crimes at an early age (Mulder et al., 2010).  In 2014, of the individuals who 

received mental health services from the state, 15.4% were between the ages of 0 and 12 and 

11.9% were between the ages of 13 – 17 (Substance Abuse and Mental Health Services 

Administration [SAMHSA], 2014). Precursors to delinquent behavior may include running away 

from home or high truancy rates from school, as this suggests the youth has little concern for 

authority figures (Nijhof, de Kemp, Engels, & Wientjes, 2008).  

Although not all residents placed in RTCs have court histories of criminal or otherwise 

delinquent behavior, most youth are considered “juvenile offenders.” Specifically, in 2013, the 

Office of Juvenile Justice and Delinquency Prevention documented that 90% of juveniles placed 

in residential treatment are offenders. Most common offenses are: burglary, robbery, simple 

assault, aggravated assault, sexual assault, drug involvement or technical violations. Youth may 

commit either a delinquency offense or a status offense to be considered a “juvenile offender.” A 

delinquency offense includes committing law violations that are also illegal for adults, both 

criminal and technical. Technical law violations are violations of parole, probation, or court 

orders. A status offense is a violation that is not illegal for adults, such as running away or 



 

25 

 

truancy issues (OJJDP, 2016). It is important to keep in mind that the term “juvenile offender” is 

a non-legal term that sometimes describes youth who have technically committed offenses. They 

may not be formally charged in order to provide preventive interventions or treatment, rather 

than have them serve a criminal sentence similar to the adult criminal justice system.  

 As previously noted, court-referred youth may be placed in residential treatment via the 

child welfare system or criminal court proceedings. Unfortunately, disproportionate 

representations of ethnic minority youth exist in both of these related systems. In 2008, the Child 

Welfare League of America reported a strong concern for the overrepresentation of children of 

ethnic minority backgrounds in placement of RTCs and/or the welfare system (Kott, 2010). 

When looking at juvenile criminal behavior, African American youth are twice as likely to be 

arrested compared to White youth, and African American youth compose of 40% of incarcerated 

or detained juveniles (Rovner, 2014). The Office of Juvenile Justice and Delinquency Prevention 

(OJJDP) reported 35.3% of cases tried in juvenile court included African American defendants in 

2013 (Sickmund, Sladky, & Kang, 2013). The OJJDP (2016) also reported that 68% percent of 

youth with criminal involvement in residential treatment are from a minority group. African 

American court-placed youth tend to be held longer in residential placement compared to their 

White counterparts. In 2013, 40% of youth in the juvenile justice system who had been in 

residential treatment for at least 91 – 180 days were African American, while only 31.8% were 

White. Generally speaking, as duration of residential treatment lengthens, the proportion of the 

population that is of an ethnic minority (including African American, Hispanic, American 

Indian, and Asian) increases as well. Comparatively, the proportion of the population that is 

White tends to decrease (Sickmund et al., 2015). The systematic procedures that produce this 

disparity are not always clear. In terms of the relationship between probation officers and youth 
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with offending behavior, some recommend more restrictive interventions be utilized prior to 

youth placement in detention centers during instances of noncompliance with court orders 

(Bechtold et al., 2015).  

 The likelihood that a child or adolescent will commit future crimes is often related to the 

type of offenses that were first committed. Those who tend to participate in violent crimes early 

on are at greater risk to have long criminal histories as adults. Nijhof et al. (2008) reported that 

the four most common offenses include destroying property (10.5%), shoplifting (5.7%), buying 

a previously stolen item (5.6%) and violent crimes (8.9%). Previous research has also linked 

bullying behavior to this population. Ireland and Monaghan (2006) found that one third of young 

adult or juveniles with criminal histories (n = 133) in the United Kingdom admit to at least 

indirectly partaking in incidents of bullying. Youth were more likely to admit to being victims of 

bullying in the past, and young adult offenders had the tendency to admit to being bullies 

themselves.   

Families of juveniles with previous offending behavior often consist of strained 

relationships and dysfunction (Connor et al., 2004). These youth may demonstrate a lack of 

affection towards caregivers. The family environment is often chaotic, lacks discipline, and the 

parents or guardians may have substance abuse or mental illness. Many children and adolescents 

lack social skills needed to appropriately interact with peers and family members (Caldwell, 

Sturges, & Silver, 2007). Caregivers’ addiction and perspective on substance abuse often has a 

strong association with the youth’s attitude towards illicit substances and poverty is also 

prevalent with this population (Caldwell, Silver, & Strada, 2010). Some studies have found that 

up to 65% of parents or caregivers of youth in the juvenile justice system have a substance abuse 

addiction (Connor et al., 2004). Quinn, Sutphen, Michaels and Gale (1994) studied a sample of 
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197 youth with offending behavior in Georgia. Findings indicated that 29% of participants had 

family history of serious criminal activity, while 21% reported they had little supervision from 

caregivers. The home environment may include a negative relationship with caregivers, poor 

discipline and maltreatment. Caldwell et al. (2007) found a relationship between symptoms of 

depression and anxiety amongst Caucasian and Hispanic male youth with criminal histories and 

poor home environments. A relationship may also exist between the home environment and 

compliance among Caucasian and African American females, suggesting that unstable home 

environments may correlate with offending behavior.  

In regard to school performance, youth with juvenile justice involvement often have poor 

grades, a high number of absences, low involvement in the school community and frequently 

change schools (Underwood et al., 2004). Previous research has found that 38% of juveniles in 

the justice system admit to serious grade and behavior problems in school. On average, these 

youth have approximately four suspensions based upon school records (Quinn et al., 1994). 

There is also an association between juvenile criminal involvement and the disproportionate 

number of learning disabilities within the population. Students with unidentified learning 

disabilities may not feel successful or engaged in school, leading to higher truancy rates and 

acting out behavior. These youth in the juvenile justice system with learning disabilities enter the 

“school-to-prison” pipeline due to an increased number of suspensions compared to those 

without learning disabilities (Mallett, 2014). It’s possible that peer rejection, low cognitive 

abilities and lack of self-worth contribute to this occurrence. Additionally, 43% admit to 

participating in an inappropriate peer group, and 29% report being involved with a significantly 

negative peer group (Caldwell et al., 2007).  
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Juvenile sex offenders are a subgroup within the court-placed youth population. In 2011, 

the Office of Juvenile Justice and Delinquency prevention reported that 6% of all offenses by 

juveniles were sexual assaults (Hockenberry, 2014). In 2009, the Department of Justice 

documented that 35.6% of sexual offenses are committed by youth in the United States. 

Christianson and Vincent (2013) suggest that many juvenile sex offenders have similar 

characteristics to adult offenders. However, compared to adult offenders, juvenile offenders have 

the tendency to commit sexual acts in groups with male victims. Approximately one out of eight 

juvenile sex offenders are younger than the age of 12. Females who offend tend to be younger 

than male sex offenders, meaning female offenders may victimize others at a younger age 

(Finkelohor, Ormrod & Chaffin, 2009). There are differing trajectories that may lead to an 

adolescent committing a sexually offensive act. Personality characteristics may contribute. Witt, 

Bosley, & Hiscox (2002) note that the most common trajectory includes youth who are antisocial 

or impulsive. Other personality groups include unusual or isolated youth who have difficulty 

establishing meaningful, healthy relationships. Another possible profile includes youth who are 

reserved and may offend out of shyness from relating to other peers. Lastly, the overly confident 

adolescent may offend from a lack of empathy for their victim.  

Treatment Models and Theoretical Approaches 

 

Residential treatment often incorporates a variety of types of treatment, ranging from 

psychoanalytic, behavioral, positive peer support and psycho-educational (Zimmerman, 1990; 

Underwood et al., 2008). Some models include an ecological perspective, in which treatment 

encompasses considerations of the youth’s environment. Other models are group process based 

and therapy focuses on problem behaviors evolving from peer relationships (OJJDP, 2011). 

Commonly, the use of psychotropic medications is at the forefront of treatment for youth with 
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clinically significant pathology. This is an area of caution for many RTCs, as a considerable 

number of prescribed medications have not been well researched with children or adolescents 

(Frontz, 2004). Duration of treatment varies between one to twenty-four months depending on 

the symptomology and presenting concerns of the resident. Treatment is often provided in 

phases. The first phase of treatment includes a standardized screening process in which data is 

collected regarding the residents’ mental health, substance abuse, education, vocational 

aspirations, cognitive abilities and psychosocial problems. Best practice would suggest the 

second phase should include a targeted intervention designed for the presenting concern 

(Underwood et al., 2004). It is recommended that treatment plans be developed based on 

individualized, observable and measurable goals. Yet, many RTCs focus predominately on the 

externalizing or disruptive behavior that is most often observed by staff members. The last phase 

includes transition planning. The transition plan documents the discharge process for the 

resident, including how they will be cared for, how they will access their medication, how the 

family can address crisis, and how to access needed resources in the community (Underwood et 

al., 2004). Theoretical approaches such as Bloom’s Sanctuary Model (Abramovitz & Bloom, 

2003) and Ainsworth and Bowlby’s attachment theory (1991) provide guidance in how to 

conceptualize court-placed youth in residential treatment. Multisystemic Therapy (MST; 

Henggeler, Melton, & Smith, 1992) and Trauma-Focused Cognitive Behavior Therapy (TF-

CBT; Cohen, Mannarino, & Delinger, 2006) are commonly used treatment models in residential 

treatment.  

Bloom’s Sanctuary Model is one of the earliest systems based theoretical approaches to 

residential treatment that involves fostering healthy relationships between youth and the 

community (Knoverek et al., 2013). This approach incorporates both a psychological basis for 
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treatment with a systemic evaluation of the child’s social surroundings. Sanctuary Model highly 

emphasizes trauma history, as it was originally developed for adults with trauma exposure during 

childhood. The model has since been adapted to treat adolescents in RTCs (Abramovitz & 

Bloom, 2003). The youth learn how to live in a safe environment, which may be a new 

experience for many residents with complex trauma histories (Rivard et al., 2003). The youth’s 

behavior is not viewed as “delinquent;” however, it is better explained as a “developmental 

injury” that was received from abuse or trauma exposure (Abramovitz & Bloom, 2003).  

An additional lens to view the juveniles in RTCs is based upon Ainsworth and Bowlby’s 

(1991) attachment theory. Attachment theory would suggest that youths’ emotional, behavioral, 

social and cognitive functioning is predisposed for dysfunction if an insecure attachment was 

established at early development. By considering the attachment styles of residents, clinicians 

can adapt treatment to the individual needs of the client (Zegers et al., 2008). Due to the increase 

in the number of destitute or abandoned youth in residential treatment (Zimmerman, 1990), 

attachment theory may have considerable utility with this population.  

A common approach to treating youth with trauma history is TF-CBT (Cohen et al., 

2006). The 2010 AARC survey found that approximately 70% of RTCs provide TF-CBT 

(Sternberg et al., 2013). This approach often includes parental involvement, which may be 

difficult with this population who commonly have strained parental relationships. The key 

component of TF-CBT is the trauma narrative. The narrative is written in an effort to gradually 

increase the residents’ ability to address the trauma, and clients are often provided the 

opportunity to share their narrative with their caregiver (Cohen et al., 2006). RTCs that provide 

“trauma-informed” treatment continuously evaluate residents for trauma symptomology and uses 

culturally-response evidence-based interventions for treating trauma (Knoverek et al., 2013). 
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Often, the self-destructive tendencies of juveniles in the justice system are related to their trauma 

exposure. Cognitive techniques can assist with restructuring negative thinking patterns related to 

trauma. Anger management training, as well as highlighting the safety within the therapeutic 

relationship, may be beneficial (Baer & Maschi, 2003). 

Multisystemic Therapy (MST; Henggeler, Melton, & Smith, 1992) is a predominately 

family and community-based model that provides treatment to adolescents with emotional and 

behavior disorders or juveniles with antisocial tendencies. The model has foundational elements 

of Bronfenbrenner’s (1970) social ecological model in which the function of the youth’s 

behavior is explored from the context of the system. The family, school, peer relationships and 

neighborhood of the child are explored. It is understood that the behavior is a reciprocal 

interaction that is either directly or indirectly impacted by levels of the system (Henggeler & 

Schaeffer, 2010). Although this treatment model is predominately based in the home 

environment, elements of the systemic approach can be incorporated into residential treatment.  

Some researchers have considered perceiving offenses within a “gender lens” to better 

understand criminal behavior within treatment (Cortoni, 2015). Historically, females are 

considered minorities (6 – 10%) in international prison and forensic populations, making most 

research in forensic mental health centered on male behavior (de Vogel & Nicholls, 2016). The 

following section reviews the literature that is available on gender differences with court 

involved youth.   

Gender Differences 

 

There is a lack of quality research on female youth in residential treatment due to the 

minimal number of empirical studies on gender differences (Connor et al., 2004; Hussey, 2006). 

Given the reality that RTCs serve a considerable higher number of males than females, 
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(Sternberg et al., 2013) the therapeutic needs of females may be underserved (Brown et al., 

2012).  It is important to consider how gender differences for juveniles with offending histories 

impact risk factors, symptomology and treatment response. Previous research has made 

comparisons between genders for clinical mental health disorders, suicide risk, internalizing vs. 

externalizing behaviors, abuse history and sexual offender tendencies (Carr, Hudson, Hanks, & 

Hunt, 2008; Brown et al., 2012; Abrantes et al., 2005; Chamberlain & Reid, 1994). Transgender 

youth are at heightened risk for involvement in the juvenile justice system, and the gender 

identity of youth should be considered when making recommendations for placement based upon 

their needs (Marksamer, 2008).  

It is likely there has been a recent increase in the inclusion of females under the 

supervision of the court system leading to placement of residential treatment. Some suggest 

female youth in juvenile justice may need to stay in residential treatment longer than males (Carr 

et al., 2008). As previously noted in the AARC survey, gender breakdowns have been slowly 

balancing out during the past decade. In 1999, 69% of beds in RTCs were for males, which 

decreased to 63% in 2010. As more females are admitted into these RTCs, it requires programs 

to not only add more beds, but also more housing. Cottages are separated by gender, which 

proves financially taxing on facilities that must build more structures to account for more female 

residents. In 2010, the length of stay of residents only differed slightly by gender, with males 

living in residential treatment for an average of 12.4 months compared to females staying in 

treatment for 11.5 months (Sternberg et al., 2013).  

Historically, female youth with offending behavior have a higher number of diagnosed 

mental health disorders compared to males in residential treatment (Hussey, 2006; Abrantes et 

al., 2005; McCabe et al., 2002). At intake, it is possible that clinicians may miss symptoms in 
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males, such as anxiety or depression, if more disruptive and aggressive behaviors are severe 

(Brown et al., 2012). It is also possible that females ordered to treatment are indeed having more 

difficulties related to psychopathology. In an effort to explore the potential gender differences, 

Abrantes et al. (2005) administered the Practical Adolescent Diagnostic Interview (PADDI) to 

youth at two juvenile justice detention centers in the northeast. The participants were 

predominately Caucasian (88%) and Native American (5%) and the age range included 13 – 18 

years old. The purpose of the study was to collect data on the frequency of mental illness in 

youth at institutionalized settings. Findings differed for males and females. Of the male 

participants (n = 213), 34% met the minimal criteria for Conduct Disorder, 15% met minimal 

criteria for Oppositional Defiant Disorder, 7% fulfilled criteria for Major Depressive Disorder 

and 6% for Substance Dependence. Females (n = 34) had significant greater mental illness 

concerns. Conduct Disorder was the most prevalent diagnosis at 47%, while 18% of females met 

minimal criteria for Oppositional Defiant Disorder, 18% also met criteria for Major Depressive 

Disorder, and 12% demonstrated symptoms of a manic episode. This implies female residents 

may have more severe pathology and co-morbidity compared to males.    

Discrepancies also exist between ethnic groups and gender for youth in the juvenile court 

system. Moore and Padavic (2010) reviewed archival data of 18,472 files of female adolescents 

in the Florida Department of Juvenile Justice who committed a legal offense between 2005 and 

2006. Researchers analyzed the dispositions of the court records of participants by coding for 

non-judicial behavior (e.g. apologizing), probation terms, commitment to a facility (e.g. 

residential treatment), and being transferring to adult court. Researchers concluded that African-

American females received harsher punishment within the juvenile court system compared to 

Caucasian females. In this particular study, which differs from previous research, Hispanic 
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female’s dispositions were similar to Caucasian youth with criminal involvement. MacDonald 

and Chesney-Lind (2001) reviewed qualitative and quantitative data of youth in the juvenile 

justice system in Hawaii. Research indicated that White males were 34% and White females 

were 43% less likely to participate in offending behavior compared to youth of color. Therefore, 

it is important to not ignore the interaction between gender and ethnicity in this area of research.  

Females in the juvenile justice system tend to have higher incidents involving self-harm 

(Martin, Martin, Dell, Davis, & Guerrieri, 2008). The risk of suicide is predicted to be higher for 

females compared to males. This may be connected to female adolescents being more likely to 

experience symptoms of depression, while males are two to four times more likely to develop 

symptoms of conduct disorder (Brown et al., 2012; Zahn-Waxler et al., 2008). Brown et al. 

(2012) implemented a study in which archival data (n = 1,184, females = 659) was analyzed for 

suicide risk and diagnoses of depression amongst a sample of adolescents in residential 

treatment. The findings indicated that females who were not diagnosed with depression were 

found to have the highest suicide risk. This suggests that female residents who may be referred 

for predominately externalizing behaviors are being overlooked for internalizing disorders. 

Suicide prevention should be the main intervention for females in the juvenile justice system 

based on this tendency to internalize problems (Chamberlain & Reid, 1994). 

Residential treatment predominately focuses on the treatment of externalizing behaviors, 

which may not best serve female adolescents, who often are experiencing significant 

internalizing problems compared to males (Brown et al., 2012; Chamberlain, & Reid, 1994). 

Handwerk et al. (2006) implemented a longitudinal study (n = 2,067) in which treatment 

responses between genders were identified. Findings indicate that both males and females 

decreased externalizing as well as internalizing symptoms, based on a 6-month follow-up 
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measure regarding current behavior. Females tended to have more internalizing problems, yet 

later reduced internalizing symptoms more compared to males. Due to the overrepresentation of 

males in RTCs, treatment is often tailored to externalizing behaviors, as those are more 

commonly observed at admittance. Males tend to have multiple offense charges and they are 

often discharged and readmitted through the probation system. Males also tend to be more 

violent and have high truancy rates from school (Martin et al., 2008).  

Based on commonalities found in background histories of court-placed youth, there is a 

need for further research on female youth in juvenile justice with abuse history (Brack et al., 

2012). Females in this population tend to have experienced more sexual and physical abuse 

compared to males (Martin et al., 2008). A study of structured diagnostic interviews and 

behavioral and family risk factor inventories of juveniles in San Diego (males = 513, females = 

112) found female histories more often included parental abuse and neglect compared to males. 

The types of abuse noted were physical abuse, sexual abuse, emotional abuse, physical neglect 

and emotional neglect. Compared to males, families of female youth with offending histories are 

frequently comprised of individuals with mental illness. There was no difference found in 

parental history of antisocial behavior. This suggests that females may have a tendency for 

conduct problems due to heritable mental illness and chaotic environments opposed to exposure 

to antisocial behavior of a caregiver (McCabe et al., 2002).  

Gender differences are also present in regard to sexual offender behavior. Females are 

more likely to be victimized by a sexual offender and they often have a history of neglect. 

Females tend to report offenses that are not identified in criminal history, meaning their offenses 

were not caught or documented. In general, males are more likely to sexually offend compared to 

females. The relationship between being victimized by a sexual offense and then performing a 
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sexual offense is stronger for males compared to females. In 2013, only 13% of the offenses 

committed by females in residential treatment were defined under the violent crime index, 

meaning a sexual assault, criminal homicide, robbery or aggravated assault was committed. This 

is lower than the males in residential treatment in which 28% of the offenses committed fell 

under this same index (Asscher, Van der Put, & Stams, 2015). 

 In the general population, females have been more responsive to psychological treatment 

compared to males (Zahn-Waxler et al., 2008). Connor et al. (2004) collected data on 

psychopathology, family characteristics, abuse history, aggressive behavior, medical history, and 

substance abuse for youth in residential treatment (n = 397). Findings indicated that the females 

admitted in RTCs had higher internalizing, externalizing, and aggressive behavior. Specifically, 

the females in this sample were more frequently removed from their homes and they had family 

history of psychopathology. Females also had reported more substance abuse compared to males. 

Males were more likely to be diagnosed with ADHD, Conduct Disorder or Oppositional Defiant 

Disorder. The pathways to the juvenile justice system for females may be explained by 

examining the age of first arrest. A hierarchical regression model was utilized to predict age of 

first arrest of females in juvenile justice (n = 62). Three environmental factors were examined 

including parental transitions, meaning how often adult household members transferred out of 

the home. Secondly, severity of punishment was assessed, for example, how often cuts, burns, 

broken bones or bruises were experienced by the female adolescent. Thirdly, sexual abuse data 

was collected including age of sexual activity and history of abuse. The researchers found a 

significant relationship between these child/family variables and age of initial arrest. Parental 

transitions and history of parent criminality also predicted early onset juvenile offenses (Leve & 

Chamberlain, 2004). Female court placed youth have higher rates of family risk factors and 
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family history of mental illness, although some studies have found no family history differences 

between gender and antisocial behavior (McCabe et al., 2002). 

Trauma Exposure 

 

Court-placed youth often have Posttraumatic Stress Disorder (PTSD) symptomology, 

with a particular emphasis on those who have been sexually victimized (Hunter, 2010). Youth in 

the juvenile justice system often have significantly high rate of exposure to traumatic events 

(Stimmel et al., 2014), which may lead to a symptom profile consistent with PTSD. Importantly, 

these traumatic events tend to occur during critical stages of development, and the trauma often 

leads to removal from one’s home (Knoverek et al., 2013). A study with 66 male juveniles with 

offending histories (age 12-16) was implemented to compare PTSD symptom severity with the 

quantity of exposure to traumatic events. Findings indicated that 86% of participants had 

previous exposure to at least one traumatic event. At least two thirds of participants reported 

exposure to community violence. Of greatest importance, participants with multiple traumatic 

events in history had three times higher PTSD symptoms, as rated by the UCLA PTSD Scale, 

compared to those with primarily only one event in history. Of the participants who were 

exposed to community violence, and Criterion A of the DSM-IV PTSD diagnosis, they reported 

higher reactive aggression as measured by the Peer Conflict Scale (Stimmel et al., 2014).  

Some youth have experienced such continuous and elevated traumatic events that they 

are considered victims of complex trauma. This term often suggests the youth has experienced 

chronic physical or sexual abuse or exposure to community violence. Complex trauma may lead 

to victimizing others and the child may have increased symptoms of aggression, self-harm or 

addiction. Complex trauma can impact seven mental and behavioral areas for youth including 

attachment, biological or brain development, affect regulation, behavioral control, cognition, 
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dissociation and self-concept (National Child Traumatic Stress Network [NCTSN], n.d.; 

Knoverek et al., 2013). Trauma profiles obtained from the National Survey of Adolescents Data 

base (age 12-17) identified only 672 non-traumatized youth compared to 3,351 who endorsed 

experiencing at least one traumatic experience. Researchers utilized latent class analysis and 

regression analysis. Results indicated that poly-victimization was a risk factor for delinquency 

behavior when depression, PTSD and addition were controlled (Ford, Elhai, Connor, & Frueh, 

2010). Therefore, it may not be PTSD related symptoms or internalizing problems that connect 

to criminal behavior in childhood or adolescence.  

Previous research supports gender differences in frequency of trauma exposure. Espinosa 

et al. (2013) studied mental health screenings of youth in three probation departments (n = 

34,222, 30.1% female). Female youth in the juvenile justice system reported higher levels of 

trauma symptoms compared to males. Further, trauma was a significant predictor of how 

restrictive a setting the juvenile was placed in, implying that there is a need for both gender 

sensitive and trauma informed programming in residential treatment. Although research is 

limited, experts believe sexual minority females, such as lesbian or bi-sexual, are at heightened 

risk for trauma exposure and sexual orientation violence. Further, the juvenile justice system 

may not be prepared to provide appropriate services for trauma for lesbian or bi-sexual youth 

(Graziano & Wagner, 2011).  

Interventions and Treatment Response 

 

 There are a myriad of interventions utilized in residential treatment, and research has 

shown that certain types of treatment can range from unresponsive outcomes to highly effective 

outcomes. Therefore, it is useful to appraise different treatment modalities and approaches to 

monitoring progress in residential settings. Of importance, most research suggests that the 
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involvement of caregivers or foster parents positively impacts treatment response. There are two 

common methods of data collection for treatment response in RTCs. First, recidivism statistics 

are a standard measure to show the effectiveness of treatment (Lipsey, 2009), making the goal of 

most clinicians to the likelihood that a juvenile client will reoffend in the future. Second, 

analyzing progress-monitoring data can provide a method for comparing direction in treatment 

response (Helgerson et al., 2005).  

Intervention types can range from restrictive to supportive and they can be chosen based 

on the RTC program or the specific presenting concern. Seven intervention trends were 

identified in a meta-analysis (Lipsey, 2009) on the effectiveness of interventions decreasing 

recidivism. The meta-analysis included 548 studies between 1958 and 2002, and all studies 

included juveniles between the ages of 12 to 21 (mean age = 15.5, 87% male).  The interventions 

included surveillance interventions (n = 17) incorporated frequent monitoring and supervision. 

Deterrence (n = 15) interventions focused on increasing fear of consequences of behavior such 

as prison. Discipline (n = 22) included boot camp programs and strict structure. Restorative 

interventions (n = 41) incorporated community service and reconciliation. Counseling (n = 185) 

included individual counseling, peer and mentoring interventions, family counseling and mixed 

design. Skill building (n =169) utilized psycho-educational or behavioral components. This 

intervention trend included cognitive-behavioral therapy, social skills training, academic 

interventions or career interventions. Multiple coordinated (n =138) included a variety of case 

management services. Recidivism results varied in regard to effect size. Counseling intervention 

had the largest effect size on recidivism (.066), followed by multiple services (.062) and skill 

building (.060). Researchers analyzed specific interventions within each broad area as well. 

Findings indicated that under the skill building philosophy, cognitive behavioral interventions 
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had the largest effect size (.133) followed by behavioral interventions (.109). Under the 

counseling philosophy, group counseling had the largest effect size (.109).   

The results of the previous meta-analysis argue that cognitive-behavior interventions are 

recognized treatment approaches in RTCs. Similar findings were apparent in an additional meta-

analysis (Landenberger & Lipsey, 2005) on cognitive-behavioral interventions implemented with 

adult and youth in the juvenile justice system. Interpersonal problem solving and anger control 

had a positive impact on recidivism, while victim impact and behavior modification were found 

to have a negative effect on recidivism. For female adolescents with trauma history, CBT with 

parental involvement is the most effective treatment (Chorpita et al., 2011). Further, a review of 

16 high-quality meta-analyses revealed CBT was effective for generalized panic disorder, social 

phobia, PTSD, and childhood depression and anxiety. The grand mean effect size when 

compared to no treatment or the placebo group was .95 (SD = .08; Butler, Chapman, Foreman & 

Beck, 2006). In all, it is apparent that CBT serves as a strong intervention for youth with co-

occurring disorders and adolescents in juvenile justice.  

Group counseling is a common avenue of therapy in residential settings. By matching 

group members based on emotional, behavioral and mental states, the effectiveness of group 

therapy can be increased (Fuller, 2013). Group work is often a valuable treatment for juveniles 

with offending behavior. However, Yates (2004) suggests that using group therapy too generally 

and within early stages of treatment can decrease the intervention’s usefulness. Therefore, the 

most appropriate time to utilize group therapy during treatment still needs to be determined.  

Juvenile justice research heavily focuses on the concept of recidivism prevention as a 

measure of treatment response. A qualitative study (Abrams, 2006) with two RTCs for males (n 

= 19) between 14-18 years old found it might be difficult for youth to cognitively understand 
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their criminal involvement from an adult perspective. A general theme was evident; participants 

lacked the coping strategies needed to adapt to their environment, peers and family situations. 

This weakness in the repertoire of coping strategies may have contributed to their criminality. 

Post-treatment criminal charges also provide insight on how youth respond to treatment. One 

such study (Byrnes, Hansen, Malloy, Carter, & Curry, 1999) analyzed archival data of an entire 

residential treatment facility (n = 532) in Utah. The study analyzed pre and post arrest rates of 

participants and examined their number of criminal convictions. In this facility, clients 

underwent individual, group and family therapy. Findings indicated that the number of hours 

spent in group and individual therapy predicted reduced criminal charges. In this particular 

study, family therapy did not predict a reduction in criminal charges.  

The type of presenting concern may have an impact with the trajectory of symptom 

change during treatment. A recent meta-analysis (Knorth, Harder, Zanberg & Kendrick, 2008) 

found that youth with externalizing problems make more progress than those with internalizing 

problems in residential treatment. Moreover, research suggests that if youth are given the same 

treatment as those in-home care placement, institutionalized residents have a stronger positive 

responsive. Treatment is often amplified or improved when social, cognitive and social-

emotional skill training is incorporated. Lastly, the importance of family involvement is 

imperative to treatment success (Knorth, Harder, Zanberg & Kendrick, 2008; Kapp, Hahn & 

Rand, 2011).  

Treatment response between ethnic backgrounds of clients is an important consideration. 

A meta-analysis (Wilson, Lipsey & Soydan, 2003) was conducted on juvenile justice programs 

comparing effectiveness between ethnicities. The analysis included 141 studies with a minimum 

of 60% minority participants and 164 studies with a minimum of 60% Caucasian participants. 
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Results indicated that studies with ethnic minority participants had an effect size of .11 for 

response to treatment, compared to an effect size of .17 for studies with ethnic majority 

participants. Researchers also analyzed response to different types of interventions and 

programs. Ethnic minority participants responded higher to academic services and institutional 

counseling compared to ethnic majority participants. Ethnic majority participants responded 

higher for non-institutional counseling, probation and casework compared to minority 

participants. 

 Data collection methodologies vary between RTCs. To track resident outcomes, facilities 

frequently review behavior incidents, times the resident was absent without leave (AWOL), 

frequency of need for restraint, and psychiatric hospitalizations (Sternberg et al., 2013). 

Although these common program evaluation measures are useful, they may not necessarily 

capture the resident’s true progress, specifically if the referral concern is predominately 

internalizing in nature. The most common standardized tool for data collection is the Children 

and Adolescent Needs and Strengths (CANS) questionnaire as 46 of the 73 programs sampled by 

the 2010 AARC survey reported utilizing this measure. Other popular measures include Ansell-

Casey Life Skills Assessment (ACLSA) and the Child and Adolescent Functional Assessment 

Scale (CAFAS; Hodges & Wong, 1996; Sternberg et al., 2013), as well as the Strengths and 

Difficulties Questionnaire (SDQ; Goodman, 1999). The SDQ captures hyperactivity/inattention, 

emotional symptoms, conduct problems, peer problems and prosocial behavior. The Child 

Behavior Checklist (CBCL; Achenbach, 1991) is a questionnaire completed by a parent or 

caregiver, which is often administered alongside the self-administered Youth Self Report form 

(YSR; Achenbach, 1991). Items cover maladaptive behaviors as well as emotional concerns for 
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children and adolescents. In sum, outcomes are usually measured with the use of questionnaires 

or structured interviews provided by clinicians.  

Progress monitoring is defined as repeated and frequent data collection to track client’s 

response to treatment, and to provide clinicians with systematic feedback on progress (Ionita et 

al., 2016). Previous research on trajectories in treatment response (Noftle et al., 2011), measured 

by the parent’s scale of the Conner’s Global Index for progress monitoring, found a rapid 

decrease in symptoms within the first six weeks of treatment. The rate of change tended to slow 

down as treatment progressed. These trajectories were measured for an average of four months 

of admission in the RTC (n = 225). The researchers call for further investigation into individual 

differences that may influence symptom reduction in treatment (Noftle et al., 2011). By 

modeling such trajectories, the ideal duration of admission for residents can be identified in the 

data (Helgerson et al., 2005). Similar results were found by Jackson, Keir, Sender, and Mueller 

(2017), who studied change trajectories for a variety of treatment modalities (some of which 

included community based residential treatment, therapeutic foster home, and therapeutic group 

homes.) Adolescents’ scores on the Child and Adolescent Functional Assessment Scale (CAFAS) 

revealed that significant gains in treatment response were found in the beginning of treatment, 

with little change occurring in long-term treatment. Overall, there is limited research on how 

progress monitoring systems are implemented within a residential treatment framework. As such, 

this study may serve to show how frequent data collection can inform treatment.  
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CHAPTER III 

METHODOLOGY 

Participants 

 

This study examined symptom change of adolescents in a residential treatment facility 

located in the Midwest United States. Symptom change was based on archived monthly progress 

monitoring data completed by residents and counselors. The residential treatment facility 

manages numerous residential programs based upon differing referral concerns. The programs 

treat youth with criminal charges, probation violations, family crisis, truancy issues, substance 

abuse, suicidal ideation, self-injury, neglect or physical, sexual, and emotional abuse.  

There were 367 original participants tracked within the progress monitoring system at the 

residential treatment center. The progress monitoring dataset was examined for duplicate 

participants and incomplete rating forms. Participants whose demographic information was 

restricted from researchers were excluded from the sample. Participants with no submitted 

progress monitoring data, by either youth or counselor, were not included in the sample. As such, 

the final sample included 299 participants. Participants ranged in age from 12 to 17 years (mean 

age = 14.72, median age = 15). Table 1 provides demographic information for the youth 

participants.  

Table 1 

Demographic Data of Youth Participants 

Characteristic        n   % 

Gender 

Males       188   63 

Females      111   37 

 

Ethnicity 

African American     59   19.7 

Asian       1   0.3 

Latino/Hispanic     4   1.3 

Multiracial      50   16.7 
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Other       1   0.3 

White/Non-Hispanic     184   61.5 

Note. Demographic information obtained using the Psych and Plyr packages in R.  

 

 Sample size estimation was conducted using a simulation approach prior to data 

collection. The average length of stay at this particular facility is five months; therefore, the 

power analysis was based on five time points in the growth curve model. The analysis included a 

range of participants, with a minimum of 50 participants and a maximum of 300 participants. 

The sample size bounds were selected based on the likely availability of residents being admitted 

into this particular residential treatment facility. The results of the power analysis including a 

range of slope estimates (small, medium, and large) and gender effects (small, medium, and 

large) can be found in Table 2. 

Table 2 

 

Sample Size Estimation Results                    

Power             

n   Sm. m (-1)  Med. m (-3.31)  Lg. m (-6.62)  

50   0.596   1.0    1.0 

100   0.872   1.0    1.0 

150   0.958   1.0    1.0 

200   0.992   1.0    1.0 

250   0.996   1.0    1.0 

300   0.999   1.0    1.0 

    

Sm. Gender  Med. Gender   Lg. Gender 

n   Effect (0.5)  Effect (1.0)   Effect (1.5) 

50   0.194   0.568    0.884 

100   0.337   0.860    0.993 

150   0.472   0.954    1.0 

200   0.556   0.994    1.0 

250   0.661   0.998    1.0 

300   0.749   1.0    1.0 

Note. Sample size estimation was obtained using Mplus. 
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Measures 

 

 The Peabody Treatment Progress Battery (PTPB; Bickman et al., 2010) is a feedback 

system created to track child and adolescent clients’ progress in treatment. The age range for this 

measure is 11 – 18 years old. The battery utilizes “common factors” that are consistent across 

treatment modalities to provide treatment response data that is useful regardless of the type of 

therapy received by the client. The PTPB was designed to be a sensible and useful tool in clinical 

settings, meaning the measures are to be administered quickly and on a regular basis. The PTPB 

battery as a whole includes eleven measures. The progress monitoring data analyzed in this 

particular study was based on the Symptoms and Functioning Severity Scale (SFSS) within the 

PTPB.  

  The Symptoms and Functioning Severity Scale (SFSS) Short Forms (A) and (B) are 

alternate versions of a 13-item scale that include symptoms consistent with disorders in the 

DSM-IV-TR. These short scales are derived from the full 26-item SFSS measure in the PTPB; 

however, the benefit of the short forms is they take approximately 5 – 7 minutes to be 

administered. The PTPB provides versions of the SFSS forms for the client themselves, 

caregivers, and clinicians. For progress monitoring purposes, Short Form A and B was 

administered to residents and clinicians, and they are administered alternately each month. The 

SFSS is not to be utilized for purely diagnostic purposes, yet to establish symptom severity for 

clients. The measure incorporates items to capture symptoms of four clinical disorders including 

AD/HD, Conduct Disorder or Oppositional Defiant Disorder, Depression and Anxiety. The SFSS 

was designed at a fourth-grade reading level. For the youth and clinician forms, the items 

question the frequency of how often certain behaviors occurred within the past two weeks. The 
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items are rated on a five-point Likert scale including never, hardly ever, sometimes, often and 

very often (Bickman et al., 2010).  

Construct validity has been established with the SFSS full and short forms with other 

frequently used measures including the Child Behavior Checklist (CBCL; Achenbach, 1991), 

Youth Self Report (YSR, Achenbach, 1991), the Strengths and Difficulties Questionnaire (SDQ; 

Goodman, 1999), Youth Outcomes Questionnaire (Y-OQ; Wells, Burlingame & Lambert, 1999), 

and the Child and Adolescent Functioning Assessment (CAFAS; Hodges & Wong, 1996). For 

the youth self-report version in the YSR, Y-OQ, and SDQ measures, the correlations range from 

.68 to .84. For the scales completed by the clinician in the Y-OQ and the SDQ, the correlations 

range from .73 to .92. The CAFAS did not yield strong correlations with the clinician version of 

the SFSS short forms, with correlations ranging from .34 to .43. These findings are consistent 

across previous studies between the CAFAS with the CBCL and YSR, suggesting that the 

CAFAS may be measuring different constructs than the CBCL, YSR and SFSS. Inter-rater 

correlations were obtained for the youth, caregiver and adolescent SFSS scales. The correlation 

between the youth and clinician measures was significantly moderate (r = .34, p < .05). Internal 

consistency reliability have been established for SFSS Form A Youth (Cronbach’s  = .84) and 

Form B Youth (Cronbach’s  = .86) as well as the SFSS Form A Clinician (Cronbach’s  = .86) 

and Form B Clinician (Cronbach’s  = .87). The Standard Errors of Measurement (SEMs) for 

the SFSS Short form Youth are between 3.98 and 4.07. The SEMs for the SFSS Short form 

Clinician are between 3.82 and 3.90 (Bickman et al., 2010). When the second version of the 

PTPB was published in 2010, the measures had not yet been utilized in residential or inpatient 

settings. Within the past five years, the psychometric soundness of the SFSS has been studied 

with this special population. 
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Gross, Hurley, Lambert, Epstein and Stevens (2015) implemented a study on the 

psychometric properties of the SFSS with a sample of participants in residential treatment (n = 

143) and their direct care staff (n = 52). The purpose of this study was to further analyze the 

short form versions of the SFSS in residential care. Findings indicated that the clinician and 

youth short forms of the SFSS had acceptable levels of internal consistency for use in clinical 

settings. Clinician’s ratings on the SFSS form A were found to be strongly correlated with SFSS 

form B (r = .85, p < .001), and youth’s ratings of SFSS A were also strongly correlated with 

SFSS form B (r = .86, p < .001). Researchers reported that Cronbach’s  coefficients ranged 

from .78 to .82 for the youth SFSS short forms and .75 to .77 for the clinician SFSS short forms. 

Researchers also analyzed the specificity, sensitivity and accuracy of the short forms compared 

to the full PTPB SFSS scale. Findings indicated that sensitivity, meaning how well the scale 

positively identified those with high or low symptoms, ranged from .80 to .89 for the clinician 

short forms and .94 to .95 for the youth short forms. The specificity of the SFSS short forms 

ranged from .89 to .97 for the clinician version and .88 to .91 for the youth version. Lastly, the 

overall accuracy of the short forms was .89 to .92 for the clinician forms and .92 to .93 for the 

youth forms. In sum, Gross and colleagues recommended the use of the SFSS short forms for 

progress monitoring systems in residential settings. Lambert, Hurley, Gross, Epstein and Stevens 

(2015) also analyzed the validity of the SFSS using the same sample. Researchers established 

convergent validity with CBCL and the SFSS full scale. The correlation between the SFSS and 

CBCL for the total score was strong (r = .86), suggesting that this measure may be useful in 

residential settings with populations that contain youth with disruptive behavior disorders 

(Lambert et al., 2015). Dupong Hurley, Lambert and Stevens (2015) used the full SFSS scale in 

group homes for high-risk youth (n = 143). The researchers found similar results to the norming 
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sample of the SFSS, indicating that the psychometric properties were similar to patients in an 

outpatient setting. Further, the SFSS scale reliability (Cronbach’s  Externalizing problems = 

.88, Cronbach’s  Internalizing problems = .85, Cronbach’s  Total problems = .88 ) was 

consistent with the reported results of the norming sample (Cronbach’s  Externalizing problems 

= .93, Cronbach’s  Internalizing problems = .89, Cronbach’s  Total problems = .93; Bickman 

et al., 2010).  

The Behavior Assessment for Children- Second Edition (BASC-2; Reynolds & 

Kamphaus, 2004) evaluates behavioral and emotional disorders in children to assist in treatment 

planning. Specifically, the Self-Report of Personality (SRP) Adolescent form was utilized to 

assess participants’ self-perceptions and emotions. The SRP is written at approximately the third-

grade reading level. The BASC-2 SRP contains five composite scores including School 

Problems, Internalizing Problems, Inattention/Hyperactivity, Emotional Symptoms Index, and 

Personal Adjustment. Construct validity of the BASC-2 was established by covariance structure 

analysis (i.e. confirmatory factor analysis). Confirmatory factor analysis of the first edition 

BASC-SRP revealed a three-factor structure including Clinical Maladjustment, Personal 

Adjustment, and School Maladjustment with a sample (n = 970) of youth with behavior concerns 

(Weis & Smenner, 2007). The best model fit of the BASC-2 was a four-factor structure, with an 

added inattention/hyperactivity factor (CFI = .848, RMSEA= .116). In a sample of 40 

adolescents, the BASC-2 SRP depression scale was strongly correlated with the CDI total score 

(r = .69), and the BASC-2 SRP anxiety scale was found to be moderately related to the RMSEA 

total anxiety score (r = 49). Internal consistency reliabilities have been established for the five 

composites including School Problems ( = .84 - .87), Internalizing Problems ( = .95 - .96), 

Inattention/Hyperactivity ( = .83 - .84), Emotional Symptoms Index ( = .94 - .95), and 
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Personal Adjustment ( = .89 - .90) in combined group (male and female) clinical samples 

Reynolds & Kamphaus, 2004).  

Procedure 

 

Data was derived from archival records of progress monitoring data collected between 

April 1, 2015 and July 30, 2017. The progress monitoring data was collected by the progress 

monitoring team at the residential treatment facility. The team consisted of research volunteers at 

the facility under the direct supervision of a licensed psychologist and the privacy compliance 

officer at the participating facility. IRB approval for conducting research with the special 

population was attained prior to data collection.  

The progress monitoring team obtained monthly data from the resident and clinician of 

the resident. At intake, the resident’s initial paperwork included the SFSS scale. This measure 

served as the benchmark for the resident prior to receiving treatment from the facility. The SFSS 

short forms were administered in monthly intervals by the progress monitoring team, alternating 

between versions A and B to youth and clinicians. The team disseminated the SFSS forms to the 

resident’s cottage managers, who then returned the survey to the progress monitoring team after 

the resident completed the form. The clinician and direct care staff were instructed to read the 

questions to residents if they have difficulty reading; however, the staff members were not to 

influence the residents’ responses in anyway. The progress monitoring team calculated the total 

scores for each received form, and provided feedback and interpretation to clinicians on a 

monthly basis. The SFSS total score was computed based on the scoring protocol provided in the 

Peabody Treatment Progress Battery (Bickman et al., 2010).  

The researchers did not have any direct contact with the residents. Records reviews were 

implemented to collect information regarding the residents’ age, gender and ethnicity. The 
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results of the residents’ BASC-2 self-reported rating forms, which was administered at intake, 

were collected as well. The BASC-2 self-report forms were scored with combined gender group 

norms.  

Data Analyses and Research Questions 

 

Two separate analyses were conducted to answer three main research questions. The first 

analysis, Latent Growth Curve Modeling (LGCM), is a structural equation modeling technique 

used to model different types of change over time. The R statistical environment was utilized 

with the Baylor Ed Psych, Psych, Lavaan and ggplot2 packages for assumption testing and to 

obtain the growth curves. Significance tests for correlations between youth and counselor ratings 

were employed using the ggpubr R library.  

Due to the unpredictability of residential treatment settings, participants did not complete 

the SFSS measure at each monthly data collection time for a variety of reasons. Therefore, 

missing data was analyzed using Little’s missing completely at random (MCAR) test. Full 

Information Maximum Likelihood (FIML) was the selected technique to handle missing data in 

the sample. This approach computed estimates of all available scores for each time point, 

opposed to replacing missing data (Collins, Schafer, & Kam, 2001).  

In total, eight nested growth curve models were tested. Models one through six were 

based solely on the youth SFSS scores, model seven included the clinician’s ratings of the 

youth’s behavior combined with the youth’s ratings, and model eight included only the 

clinician’s ratings. Covariates were added to determine if there was a difference between gender 

and ethnicity for the initial intercepts or growth.  

The second analysis aimed to further evaluate gender differences in symptoms prior to 

treatment. A multivariate analysis of variance (MANOVA) was implemented on four composite 
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scores of the Behavior Assessment Scale for Children, Second Edition (BASC-2) using the 

Psych package in R. Assumption testing was done using the Psych and Asbio packages in R. 

Follow up testing including Discriminant Analysis (DA) was conducted using the DiscriMiner 

package in R.   

It was hypothesized that female court-placed youth would report higher levels of 

internalizing and externalizing symptomology prior to treatment. It was also hypothesized that 

there would be a statically significant difference between female and male’s slope of symptom 

change. The analysis for determining the type of symptom change trajectory was exploratory. 

Based on previous literature, it was also hypothesized that the growth curves would be non-

linear, meaning the rate of change would not be constant over time.  

 

The specific questions, measures, and accompanying analyses for the study follow: 

 

Question 1: What is the magnitude of difference between male and female court-placed youth 

symptom severity, as measured by the Symptoms and Functioning Severity Scale (Bickman et al., 

2010) and Behavior Assessment for Children- Second Edition (Reynolds & Kamphaus, 2004) 

prior to treatment? Significance testing results from the LGCM analysis determined if there was 

a difference between gender at the initial intercept, meaning if symptomology differed between 

genders at intake. The results of the MANOVA determined whether there is a difference between 

gender at intake for school problems, internalizing problems, inattention/hyperactivity, and 

personal adjustment.  
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Question 2: What is the difference in symptom change over time, as measured by the Symptoms 

and Functioning Severity Scale (Bickman et al., 2010), between male and female court-placed 

youth? Significance testing results of the slopes in the LGCM analysis provided information 

regarding gender differences between symptom change over time.  

 

Question 3: What type of symptom change trajectory exists, as measured by the Symptoms and 

Functioning Severity Scale (Bickman et al., 2010), for female and male court-placed youth as 

they progress through treatment? LGCM was used to determine if linear, quadratic and/or cubic 

growth exists. As previous research using LGCM with this measure have not been implemented, 

the tests of model fit using different types of slopes was an exploratory analysis. 
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CHAPTER IV 

 

RESULTS 

Overview 

 

This chapter includes descriptive data for the youth and counselor ratings on the 

Symptoms and Functioning Severity Scale (SFSS) and the youth self-reported ratings on the 

Behavior Assessment Scale for Children, Second Edition (BASC-2). The primary research 

questions included: “What is the magnitude of difference between male and female court-placed 

youth symptom severity prior to treatment?”, “What is the difference in symptom change over 

time between gender?” and “What type of symptom change trajectory exists for court-placed 

youth as they progress through treatment?”. The analysis allowed for interpretation of the 

findings to address the research questions. The results of Latent Growth Curve Modeling 

(LGCM) with the SFSS data are presented, followed by the results of Multivariate Analysis of 

Variance (MANOVA) and Discriminant Analysis (DA) with the BASC-2 data.  

Descriptive Data for the Symptoms and Functioning Severity Scale  

 

 Descriptive data for the youth ratings on the Symptoms and Functioning Severity Scale 

(SFSS) are illustrated in Table 3. Youth scores are interpreted as low (< 42), medium (42 – 56) 

and high (> 56; Bickman et al., 2010), with high scores indicating greater severity of symptoms 

present. Based on the descriptive statistics provided in the Peabody Treatment Progress Battery 

(2010), the youth mean estimates (SFSS A Mean = 50.03, SD = 10.08; SFSS B Mean= 50.14, SD 

= 10.80) within the norming sample (n = 755) is similar to the acquired youth results at the 

residential treatment facility. The Month 1 (one month after admission to the facility) youth 

mean estimate is slightly higher than the normative mean, and Month 2 through 5 on youth 

measures showed means progressively decreased from the normative mean.  
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Table 3 

Descriptive Statistics for Youth SFSS 

  Standard 

Time    Min  Max  Mean  Deviation  

Intake (n = 214)   31.62  85.24  50.44  10.54 

Month 1 (n = 208)   31.62  81.89  51.05  10.97 

Month 2 (n = 178)   31.62  85.24  49.30  9.79 

Month 3 (n = 158)   31.62  80.78  49.01  10.87 

Month 4 (n = 132)   31.62  71.84  48.26  10.20 

Month 5 (n = 124)   31.62  85.24  47.91  11.81   

Note. Descriptive statistics were obtained using the Psych package in R. 

 

The norming sample (n = 709) for the clinician ratings scales were relatively lower (SFSS 

A Mean = 50.01, SD = 10.26; SFSS B Mean = 50.22, SD = 10.44) than the clinician ratings of 

the youth’s behavior at the residential treatment center (see Table 4). The first collection period 

had the greatest difference, with clinicians at the residential treatment center scoring 

approximately six points greater than the clinicians in the norming sample.  Clinician scores are 

interpreted as low (< 43), medium (43 – 57) and high (> 57; Bickman et al., 2010).  

Table 4 

 

Descriptive Statistics for Counselor SFSS 

  Standard 

Time    Min  Max  Mean  Deviation  

Month 1 (n = 193)   28.57  87.18  56.31  11.67 

Month 2 (n = 158)   27.30  79.54  52.66  12.28 

Month 3 (n = 146)   27.30  80.81  53.79  12.14 

Month 4 (n = 128)   27.30  78.27  52.26  12.02 

Month 5 (n = 94)   27.30  76.99  52.89  11.89 

Note. Descriptive statistics were obtained using the Psych package in R.    

 

 Differentiated mean estimates were not provided for the norming sample as participants 

progressed through the study (i.e. baseline vs. termination). The Peabody Treatment Progress 

Battery developers did report thresholds for minimum detectable change on the SFSS scale. This 

suggests there is a 75% confidence that difference in scores is not due to chance when the youth 
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ratings are at or above 6.62 (SFSS A) and 6.47 (SFSS B) and the clinician ratings are at or above 

6.35 (SFSS A) and 6.22 (SFSS B; Bickman et al., 2010). None of the obtained mean estimates 

for the youth or counselor ratings for this study meet the recommended minimum detectable 

change thresholds.  

Latent Growth Curve Modeling 

 

 To answer research questions one, two and three, the first five months of the youth’s self-

reported Symptom and Functioning Severity Scale (SFSS) was analyzed using nested LGCMs. 

Covariates of gender and ethnicity were included, and different types of growth curves were 

explored. Prior to running the models, preliminary analysis of missing data, assumption testing, 

and correlation coefficient significance testing were completed.  

Missing Data. Little’s missing completely at random (MCAR) test was implemented 

with the youth SFSS data, and the chi-square statistic obtained was not statistically significant X2 

(203) = 225.08, p = .14, suggesting the youth data is missing completely at random (MCAR). 

Table 5 provides the percentage of missing youth SFSS data within the sample. As expected, the 

percentage of missing data increased at each time point likely due to resident discharge or 

treatment setting adjustments.  

Table 5 

 

Percentage of Missing Youth SFSS Data 

  Intake  Month 1 Month 2 Month 3 Month 4        Month 5 

% Missing 28  30  40  47  56  59 

Note. Little’s MCAR test was obtained using the Baylor EdPsych Package in R.  

 

Little’s missing completely at random (MCAR) test was also implemented with the 

counselor SFSS data. The chi-square statistic was statistically significant X2 (89) = 136.30, p < 

.001. This indicates the counselor data is not missing completely at random (MCAR), and it is 
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assumed the data is missing at random (MAR) as double sampling was assessed and data 

collection procedures were controlled. As with the youth SFSS ratings, the amount of missing 

data increased throughout treatment. Table 6 illustrates the percentage of missing data for the 

clinician rating forms.  

Table 6 

 

Percentage of Missing Counselor SFSS Data 

  Month 1 Month 2 Month 3 Month 4 Month 5 

% Missing 35  47  51  57  69    

Note. Little’s MCAR test was obtained using the Baylor EdPsych Package in R.  

   

Full Information Maximum Likelihood (FIML) is an appropriate statistical technique to 

handle MCAR and MAR data in structural equation models (Enders & Bandalos, 2001). As 

such, FIML was the selected method to account for missing data in the LGCMs.    

Assumption Testing. Assessment of the multivariate normality assumption was 

implemented with Mardia’s test in the R software Psych package. Results of the skewness 

statistic was non-significant (skewness = 58.98, p = .37) and the kurtosis statistic was also non-

significant (kurtosis = - 0.87, p = .39). Although the positive skew within the self-reported SFSS 

data is concerning, the assumption of multivariate normality is not violated and LGCM was 

applied.  

Correlation of Variables. Pearson correlation coefficients were obtained between each 

time point of youth self-report ratings of the SFSS scale. Results indicated the youth self-report 

measures were statistically significantly correlated (p < .01). The relationships were positive and 

predominately moderate in strength (Cohen, 1988). Table 7 illustrates the correlations for the 

youth rating scales between Intake through Month 5.  
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Table 7 

 

Correlations between Youth SFSS Self-Report  

Time  Youth T1 Youth T2 Youth T3 Youth T4 Youth T5     Youth T6 

Intake  --  .36**  .42**  .27**  .51**  .42** 

Month 1   --  .44**  .48**  .27**  .44**  

Month 2     --  .62**  .49**  .36**  

Month 3       --  .48**  .60**  

Month 4         --  .65** 

Month 5           --  

Note. * p < .05, ** p < .01. Correlations obtained from ggpubr package in R.  

 

The inclusion of counselor ratings into the growth curve with the youth data is assessed 

in model seven. As such, bivariate correlations were computed between youth and counselor for 

Month 1 through Month 5. Results indicated a weak to moderate relationship between counselor 

and youth ratings (Cohen, 1988).  Table 8 illustrates the correlations between the youth and 

counselor ratings at each time point.  

Table 8 

 

Bivariate Correlations between Youth SFSS and Counselor SFSS 

Time    Coun  Coun  Coun   Coun   Coun  

    Month 1 Month 2 Month 3 Month 4       Month 5 

Youth Month 1  .38**  .26**  .24*  .31**  .12 

Youth Month 2  .28**  .21*  .32**  .38**  .35** 

Youth Month 3  .14  .28**  .34**  .26*  .28* 

Youth Month 4  .15  .12  .25*  .27**  .15 

Youth Month 5  .13  .21  .17  .19  .23* 

Note. * p < .05, ** p < .01. Correlations obtained from ggpubr package in R. 

 

Model One: Linear Growth. A linear growth model (see Figure 1) was analyzed for 

change in youth’s self-reported symptom severity over six data collection periods (Intake 

through Month 5). The linear model was implemented to answer research question three 

regarding what type of symptom change trajectory exists with the youth self-report data.  
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Figure 1 

 
Results indicated that the average estimate at the initial phase of data collection was 

51.40, which is considered to be medium in severity based on the Peabody Treatment Progress 

Battery (Bickman et al., 2010) and the value was statistically significant (p < .001). The estimate 

of the slope was - .78 (p < .001), meaning there is a negative linear relationship. This suggests 

the youth were decreasing in self-reported symptom severity as they progressed through 

treatment. There was no significant relationship between the initial level of symptom severity at 

intake and the slope (p = .48), indicating that the severity level at intake does not impact the rate 

of treatment response. Figure 2 provides an illustration of the youth SFSS means at each time 

point.  
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Figure 2 

 
Note. Data collection time periods were measured in four-week intervals following intake.  

 

Model Two: Linear Growth including Gender. The covariate gender (see Figure 3) 

was added to determine if there is a difference between male and female’s symptom severity at 

intake (research question one) or treatment response (research question two). It was hypothesized 

that females would endorse higher psychopathological symptoms compared to males at intake. It 

was also hypothesized that females and males would differ in regard to symptom change while in 

treatment.  

Figure 3 
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Findings indicated there was a statistically significant relationship between gender and 

the initial level of symptom severity (p < .05), with females scoring 3.02 points higher than 

males at intake. However, gender was not related to the rate of symptom change over time (p = 

0.25). When adding gender to the linear model, the initial and slope estimates remained 

statistically significant. The average initial estimate for males was 47.25, which is still 

considered to be in the medium severity range (Bickman et al., 2010).  The slope estimate also 

changed to -1.35, meaning male participants decreased by 1.35 points on the SFSS scale at each 

time period. Figure 4 illustrates the plotted SFSS mean scores for each time period by gender. 

The youth means are summarized by gender in Table 9.   

Figure 4 

 
 

Note. Data collection time periods were measured in four-week intervals following intake. 

 

Table 9  

 

Mean for SFSS Youth by Gender and Time 

Time   Male  SD   Female  SD 

Intake   49.01  9.60   52.49  11.50 

Month 1  50.28  10.99   52.43  10.87 

Month 2  47.55  9.45   53.03  9.53 

Month 3  46.89  9.89   53.10  11.59 

Month 4  46.57  9.96   51.04  10.07 
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Month 5  46.56  11.36   50.20  12.34 

 

Model Three: Quadratic Growth. A quadratic growth model, in which the coefficients 

for the linear slope were squared, was included to further answer research question three 

regarding what type of growth curve exists in the data. Results indicated the average estimate of 

symptom severity at intake remained relatively the same (50.93) and statistically significant (p < 

.001). By adding the quadratic term, the linear slope became non-significant (p = .87) and the 

quadratic estimate was also non-significant (p = .20). This suggests the rate of growth did not 

increase or decrease in a statistically significant manner. The quadratic term was not correlated 

with symptoms severity at intake (p = .52) or the linear slope (p = .11).  

Model Four: Cubic Growth. Results of the cubic model (research question three) were 

predominately similar to the model with the quadratic term. The mean estimate of symptoms at 

intake were similar to the linear and quadratic models (50.72) and remained statistically 

significant (p < .001). The cubic estimate was non-significant (p = .39). The cubic term was not 

correlated with the initial estimate (p = .25), linear change over time (p = .22), or the quadratic 

term (p = .34).  

Model Five: Linear Growth with Ethnicity. An alternative model including a covariate 

for ethnicity was added to determine if there is a difference between white and non-white 

participants for symptom severity at intake or treatment response. Due to the disparity between 

group sizes across ethnicities, the model was implemented with only white and non-white 

groupings. Findings indicated a non-significant relationship between symptom severity at intake 

between white and non-white participants (p = .59) and the rate of change in symptoms over time 

was also non-significant (p = .80).  
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Model Six: Linear Growth with Ethnicity and Gender. An alternative model including 

the interaction between gender and ethnicity was also completed. The relationship between the 

interaction of gender and ethnicity and symptom severity at intake was not statistically 

significant (p = .47). Similarly, the relationship between the interaction of gender and ethnicity 

and the slope was not statistically significant (p = .47). The average initial estimate was 51.48 

and statistically significant (p < .001). The linear slope was -.705 and statistically significant (p < 

.05). These results indicate that the change over time was not impacted by the inclusion of the 

relationship between gender and ethnicity into the model.   

Model Seven: Linear Growth with Counselor and Youth Ratings. The counselor’s 

rating of the youth’s behavior was added to the model (see Figure 5) to determine if the youth 

self-report and counselor growth curves are related. This model’s data collection time points 

started approximately four weeks into treatment, as the counselors did not know the residents at 

intake.  

Figure 5 
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Results indicated the initial mean estimate of symptom severity when rated by the 

counselors was 55.64, which is considered to be medium in severity. The initial estimate was 

statistically significant (p < .001). The estimate of the slope was - 0.80 and statistically 

significant as well (p < .001), suggesting youth’s symptom severity is decreasing over time in 

linear fashion when rated by the counselors. There was a positive, statistically significant 

correlation between the counselor’s ratings and the resident’s ratings of their own behavior at the 

first month of treatment (covariance estimate = 46.82, p < .001) and the correlation was 

moderate (.58). This suggests that as youth’s reported symptoms severity increased, the 

counselor’s ratings increased as well during the first month of treatment. The counselor’s ratings 

of treatment response over time was not related to the resident’s response to treatment over time 

(p = .10). Figure 6 illustrates the obtained growth curves for youth and counselor ratings on the 

SFSS measure.  

Figure 6 
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Model Eight: Linear Growth with Counselor Ratings including Gender. When rated 

by the counselor, there was a statistically significant relationship between gender and the initial 

level of symptom severity (p < 0.01), with females scoring 4.87 points higher than males after 

the first month of treatment. Gender was not related to the rate of symptom change over time, 

although it was very close to the significance threshold (p = .051). The initial estimate, which 

was approximately four weeks into treatment, was statistically significant (p < .001). The 

average initial estimate for males was 48.89. The slope estimate was non-significant (p = .48), 

suggesting the rate of treatment response was non-linear for males. Figure 7 demonstrates the 

plotted counselors’ SFSS mean scores for each time period by gender. The counselors’ means 

are summarized by gender in Table 10.  The female mean scores, when rated by the counselor, 

were in the high range at the first month of treatment (Bickman et al., 2010). 

Figure 7 

 

Table 10  

 

Mean for SFSS Counselor Ratings by Gender and Time 

Time   Male  SD  Female  SD 

Month 1  54.43  12.34  59.01  10.11 

Month 2  50.72  12.91  56.10  10.33 

Month 3  52.64  13.08  55.75  10.18 
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Month 4  51.83  13.03  52.93  10.34 

Month 5  52.60  13.11  53.32  10.00 

 

Multivariate Analysis of Variance 

 

 To further examine symptom severity prior to treatment (research question one), a 

multivariate analysis of variance (MANOVA) was implemented on four composite scores of the 

Behavior Assessment Scale for Children, Second Edition (BASC-2) to identify if differences 

exist between gender. The composite scores of School Problems, Internalizing Problems, 

Inattention/Hyperactivity, and Personal Adjustment were included in the analysis. Of the total 

sample (n = 299), 172 participants were administered the BASC-2 at intake comprising of 58% 

male (n = 99) and 42% female (n = 73).  

Descriptive Data for the Self-Reported BASC-2 Data. Descriptive data for the youth 

self-reported scores on the BASC-2 are presented in Table 11. The BASC-2 rates behavior as 

Average, At-Risk (T-Scores of 60 – 69), or Clinically Significant (T-Scores of 70 and above). 

The Personal Adjustment scale is considered At-Risk with T-scores of 30 – 39 and Clinically 

Significant at T-Scores of 29 and below (Reynolds & Kamphaus, 2004).  

Table 11  

Descriptive Statistics for Youth BASC-2 

  Standard 

Composite    Min  Max  Mean  Deviation  

School Problems   35  92  53.90  11.31 

Internalizing Problems  34  100  54.28  12.95 

Inattention/Hyperactivity  32  90  56.58  12.31 

Personal Adjustment   11  66  43.82  10.99 

Note. Descriptive statistics were obtained using the Psych package in R. T-scores (mean = 50, sd 

= 10). 

 

Assumption Testing. Basic assumption testing for the MANOVA was completed. The 

assumption of multivariate normality was tested with Mardia’s test in the Psych package in R. 
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Results of the skewness statistic was significant (skewness = 54.65, p < .001) and the kurtosis 

statistic was non-significant (kurtosis = .94, p = .35). Visual analysis of QQ plots for each 

variable revealed that most points fall along the reference line; however, the histogram of School 

Problems and Internalizing Problems indicated concerns that the variables are positively skewed. 

Kullback’s test was used in the Asbio R library to test for equality of covariance matrices 

between genders. The obtained chi-square was non-significant X2 (10) = 13.39, p = .20, 

indicating that the covariance matrices are the same for males and females. The assumption of 

independence of observations is met because only one gender was assigned to each participate 

completing the BASC-2. Although there is evidence for a multivariate normality violation, due 

to the relatively large sample size, the MANOVA was executed without employing 

transformations (Yatim & Ismail, 2014).  

MANOVA Results. A MANOVA was employed on four BASC-2 composite scores to 

determine if differences exists between gender. There was a statistically significant difference in 

School Problems, Internalizing Problems, Inattention/Hyperactivity, and Personal Adjustment 

scores based on gender, F(4, 167) = 8.28, p < .001; Pillai’s Trace = .17. Similar results were 

found with an additional test statistic, suggesting there is a significant difference in composite 

scores between gender, F(4,167) = 8.28, p < .001; Wilk’s Lambda = .83. The bias corrected 

effect size was computed by hand. Results indicated that only 15% of the variation in School 

Problems, Internalizing Problems, Inattention/Hyperactivity, and Personal Adjustment were 

accounted for by gender (bias corrected 2 = .15). See Table 12 for the means of each composite 

by gender. School Problems, Internalizing Problems and Inattention/Hyperactivity were higher 

for females compared to males. The Personal Adjustment composite, which considers low scores 

to be problematic, was lower for females compared to males. 
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Table 12 

 

Mean for BASC-2 Composite Scores by Gender 

Composite   Male (n = 99)  SD  Female (n = 73) SD 

School Problems  52.66   10.45  55.58   12.24 

Internalizing Problems 50.06   9.33  60.00   14.91 

Inattention/Hyperactivity 54.48   10.76  59.41   13.72 

Personal Adjustment  45.56   9.69  41.47   12.22 

 

Discriminant Analysis. To identify which dependent variables led to the significant 

difference in the overall MANOVA model, descriptive discriminate analysis was implemented. 

The obtained correlations revealed that Internalizing Problems (.94) contributed the most to the 

group difference. Inattention/Hyperactivity (.49) and School Problems (.31) moderately 

contributed to the difference between gender. Personal adjustment (-.45) also had a moderate 

contribution. The negative sign was due to females having lower scores on Personal Adjustment 

when they had higher scores on the previous clinical scales. Follow-up power statistics indicated 

that by removing Internalizing Problems (p < .001), Inattention/Hyperactivity (p < .01), and 

Personal Adjustment (p < .05), the group difference significantly changed. The power analysis 

for School Problems (p = .09) indicated that school problems does not contribute to gender 

differences. Overall, the hypothesis that females have higher internalizing and externalizing 

problems compared to males was supported; however, the effect of gender is small. Internalizing 

problems contributed the most to the gender difference and school problems contributed the 

least.   
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CHAPTER V 

 

DISCUSSION 

 

 The purpose of this study was to examine whether court-placed male and female youth 

enter residential treatment with differing degrees of symptoms and if they respond to treatment in 

a distinctive manner. Eight latent growth curve models (LGCMs) were explored using an 

archival dataset based on monthly, progress monitoring data in a residential treatment center 

serving juvenile and family courts. The progress monitoring scale captured internalizing 

concerns, such as depression and anxiety, as well as externalizing concerns of conduct problems, 

impulse control, and hyperactivity (Bickman et al., 2010). An additional measure of social-

emotional functioning of residents at intake was also assessed for by gender. Overall, three main 

research questions were answered.  

Research Question One 

 

What is the magnitude of difference between male and female court-placed youth 

symptom severity, as measured by the Symptoms and Functioning Severity Scale (Bickman et al., 

2010) and Behavior Assessment for Children- Second Edition (Reynolds & Kamphaus, 2004) 

prior to treatment? 

 

 LGCM analysis (model two) revealed that females and males enter residential treatment 

with different symptom severity. The hypothesis that females would endorse higher levels of 

psychopathological symptoms compared to males at intake was supported. Overall, females 

scored approximately three points higher than males on the SFSS self-report scale, yet both 

males and females were considered to be in the medium severity range. The results of the 

analysis on the BASC-2 self-report were consistent with the LGCM results, finding a significant 

difference in social-emotional functioning between gender at intake. Internalizing problems, 

including depression, anxiety, atypicality, locus of control, social stress and sense of inadequacy, 

had the greatest influence in the difference between gender. Females had higher internalizing 
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problems, school problems, and inattention/hyperactivity compared to males. Females also had 

higher rates of challenges in areas of personal adjustment, such as relations with parents, 

interpersonal relationships, self-esteem and self-reliance compared to boys. Although differences 

exist between males and females on variables of social-emotional functioning, the overall 

influence of gender is small and may not be clinically meaningful.  

 After four weeks of treatment, differences emerged between boys and girls based on 

clinician’s ratings (model eight), with females scoring in the high range and males in the medium 

range of symptom severity. This suggests that female youth are exhibiting a higher level of 

behavioral and emotional distress symptoms compared to males in their first month of residential 

placement.  

Research Question Two 

 

Question 2: What is the difference in symptom change over time, as measured by the 

Symptoms and Functioning Severity Scale (Bickman et al., 2010), between male and female 

court-placed youth?  

 

The hypothesis that there would be a statically significant difference between female and 

male’s slope of symptom change was not supported. LGCM (model two) revealed that gender 

was not related to treatment response when rated by the youth themselves. When rated by the 

counselors (model eight), gender was also not connected to how participants’ symptoms change 

during the course of treatment.  

Research Question Three 

 

What type of symptom change trajectory exists, as measured by the Symptoms and 

Functioning Severity Scale (Bickman et al., 2010), for female and male court-placed youth as 

they progress through treatment?  

 

It was hypothesized that growth curves would be non-linear, or the rate of change would 

not be constant over time. This hypothesis was not supported, as results of LGCM analysis 
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indicated that the self-report of youth’s symptoms decreased in an overall linear fashion 

throughout treatment (model one and model two). Findings indicated that quadratic (model 

three) and cubic (model four) growth curves were not present in the self-report SFSS data. Linear 

change in symptoms is the best explanation for how residents responded to treatment. Still, the 

difference between each month of treatment did not meet the threshold for minimum detectable 

change recommended by the Peabody Treatment Progress Battery developers (Bickman et al., 

2010).  

Overall, males and females decreased in self-reported symptoms from intake compared to 

the fifth month of treatment. However, females slightly increased in self-reported symptoms 

during the second and third month of treatment and males slightly increased in self-reported 

symptoms during the second month of treatment. Although these spikes are present, they were 

not distinct enough to lead to statistical significance for quadratic or cubic growth curves. 

Previous research has suggested that curvilinear growth, meaning symptoms increase prior to 

declining, are prevalent in patients treated for PTSD, anxiety and depression (Hayes, 

Laurenceau, Feldman, Strauss, & Cardaciotto, 2007; Nishith, Resick& Griffin, 2002; Chu, 

Skriner, & Zandberg, 2013). Another possibility for symptom upturn during the second month of 

treatment is that the stress of being placed in an institution may have contributed to more 

internalizing and externalizing problems.  

Interestingly, when rated by the clinicians (model eight), the ratings of the male 

participants’ symptoms were non-linear. Visual analysis of the growth curves suggested that 

males remained relatively flat throughout treatment, with no major gains or declines in 

symptoms. Conversely, females appeared to have a steadier decline when rated by the counselor, 

with a slight increase at the fifth month of treatment.  
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This study focused on the first five months of treatment for court-ordered youth. Previous 

outcome data research has found the best, long-term improvements were made for youth who 

stayed in RTC treatment only up to six months. While poorer outcomes were found for youth 

who were in RTCs after ten months (Strickler, Mihalo, Bundick, & Trunzo, 2016). However, the 

optimal timeframe for adolescents in residential treatment is often not dependent on treatment 

response alone. Environmental factors and available treatment resources impinge on whether 

youth can be discharged (Lyons, Woltman, Martinovich, & Hancock, 2009). Adolescents are 

often discharged to family member’s homes, to a different treatment setting or simply because 

they ran away (Baker et al., 2005). Based on the results of the growth curves obtained in this 

study, the overall symptom reduction was minimal, suggesting there are not evident positive 

symptom reductions as the desired therapeutic outcomes when youth are in residential settings 

for five months.  

Symptom Change and Ethnicity 

 

Two alternative models including ethnicity were included in the LGCM analysis. There 

was no symptomatic difference in how white and non-white participants entered treatment or in 

how they progressed through treatment (model five). The relationship between gender and 

ethnicity (model seven) was consistent, which indicated there is no difference between white and 

non-white males and females in treatment response. These findings are consistent with Wilson, 

Lipsey and Soydan’s (2003) meta-analysis which found that overall services effectiveness for 

court-ordered youth was no different between ethnicities.  

Comparing Youth and Clinician’s Ratings 

 

 The clinician’s ratings of the youth’s behavior decreased in a linear manner when gender 

was not included in the model (model seven). After participating in treatment for four weeks, the 
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youth’s reported symptoms and the clinician’s report were correlated with one another. However, 

as treatment progressed, the youth’s reported symptoms had not changed in the same way as the 

counselors’ assessment. The clinicians endorsed more problematic symptoms for their patients 

than the youth reported themselves. Previous research in community, outpatient settings using 

the SFSS scale have found discrepancies between self-report and clinician ratings. The most 

significant discrepancies were found at baseline and the inconsistencies between raters tended to 

decrease as they proceeded in treatment (Athay, Riemer & Bickman, 2012). The findings of our 

study are not surprising, as adolescents may have limited insight into their overall functioning.  

Limitations 

 

 There are a number of limitations in this study to present. As mentioned previously, 

missing data was expected due to participants being relocated to detention or other treatment 

settings, changes with placing agents, running away, or simply administrative oversight by direct 

care staff. It is also important to consider that youth with more defiant tendencies were more 

likely to refuse to complete the monthly progress monitoring measure. At times, SFSS scales 

would be torn, crumpled or have written profanities when returned to the progress monitoring 

team. It is possible youth undergoing significant, emotional dysregulation or behavioral outbursts 

did not complete their monthly scale in a manner that was scorable. The missing data within the 

clinician sample is also of concern. Time constraints may have prevented certain clinicians from 

submitting monthly paperwork. Further, it was not uncommon for clinicians’ patient assignments 

to change, which caused an administrative barrier for the progress monitoring team to collect 

monthly data from the clinician currently working with the youth.  

 An additional limitation to consider is whether bias exists in reporting symptoms between 

males and females. Previous researchers on psychopathological and behavioral problems for 
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youth in RTCs argue against this notion when secondary raters (i.e. clinicians) also provide 

statistically significant findings. Therefore, it is proposed that females are simply presenting with 

more internalizing problems and conduct issues compared to males, opposed to just over 

reporting symptoms (Brack et al., 2012).  

 A third limitation involves the inclusion of ethnicity in the models. These models have 

limited generalizability due to the small and varied sample sizes for identified ethnic groups. 

Further, narrow clinical interpretation can be obtained by categorizing participants in white 

versus non-white groups.  

 The use of a brief, repeated progress monitoring measure has benefits in practicality and 

ease of use; however, it is possible the SFSS short scales do not capture the fullness of symptoms 

in 13 items. Although the SFSS form has found to be psychometrically sound (Gross et al., 2015, 

Lambert et al., 2014; Duppong Hurley et al., 2015) in residential settings, it is possible that 

response to treatment can be measured by other factors, such as therapeutic alliance.  

Clinical Implications 

 

 The male to female ratio in this sample was identical to the gender ratio reported in a 

2010 national survey on residential treatment outcomes (Sternberg et al., 2013), suggesting that 

the possible trajectories found in gender differences may be generalizable to other residential 

treatment settings. This study has provided further support that female, court-ordered youth are a 

small, but vulnerable sub-population in residential treatment. Findings were consistent with 

previous research (Hussey et al., 2008; Brown et al., 2012; Connor et al., 2004; Brack et al., 

2012) indicating females are arriving to RTCs with greater internalizing and externalizing 

problems than the majority of males. Therefore, clinicians and program directors of RTCs may 

consider how to provide more intensive behavioral support and therapeutic treatment 
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immediately after placement. Treatment plans for female residents should incorporate 

externalizing behavior interventions as well as treating depression and anxiety. Clinicians may 

also be prepared for an increase in symptoms at the second or third month of treatment. 

Additionally, therapists are encouraged to examine their own bias and stereotypes that may 

impact their practice. Gender stereotypes may lead to incorrect diagnoses for either gender. For 

example, consider how an argumentative male may be diagnosed with oppositional defiant 

disorder opposed to depression (Holtberg, Olson & Brown-Rice, 2016). 

 This study differed from previous studies by Lambert and colleagues (2014), Gross and 

colleagues (2015) and Duppong-Hurley and colleagues (2015) by implementing latent growth 

curve analysis with the SFSS in RTCs.  The overall minimum symptom change found within the 

growth curves are concerning. It is rational to assume that residents who enter RTCs with greater 

symptoms will likely still leave with higher psychopathological symptoms (Noftle et al., 2011). 

Yet, the symptom reduction within five months of treatment was lower than expected 

considering previous research has suggested a decline in symptoms in as little as three weeks of 

inpatient treatment (Swadi & Bobier, 2005). Specifically, the relatively flat growth of the male 

participants when rated by the counselor was unexpected. A lack of treatment response in males 

may be linked to traditional social norms limiting help-seeking behavior. Using a strength-based 

approach while normalizing the counseling experience may be useful for working with male 

patients (Englar-Carlon & Kiselica, 2013). Although there some concern for peer contagion in 

residential placement, previous research has suggested that an increase in conduct related 

problems is better explained by the experience of the direct care staff and the length of stay, 

rather than the negative influence of peers (Huefner & Ringle, 2012). As such, clinicians may 

consider the appropriateness of therapeutic interventions or male resident’s motivation to change 
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to account for the lack of decline in symptoms. One possible solution is to consider the use of a 

“warning system” that flags therapists when symptoms are increasing or plateauing since intake. 

This type of system has been shown to be useful in outpatient settings (Warren, Nelson & 

Burlingame, 2009).  

 When using the SFSS scale with clinicians and youth in treatment, Athay, Reimer and 

Bickman (2012), suggested that “it would be interesting to test if the process could be improved 

by providing the clinician regular and systematic feedback about the youth and caregiver 

perspective, including the discrepancy to the clinician’s own ratings” (p. 28). At this particular 

RTC, clinicians were provided consistent feedback regarding their own scores as well as the 

youth’s self-report of their symptoms. It was then the clinician’s prerogative to change treatment 

plans if needed. There is clinical utility in using a brief measure to provide such feedback in 

residential treatment. Significant effort and collaboration was needed to implement the use of the 

Peabody Treatment Progress Battery within a large system comprising of multiple treatment 

programs. This study demonstrates that implementing a progress monitoring system is possible 

and useful to inform treatment. Clinicians may consider incorporating the SFSS scale in 

discharge plans (Duppong Hurley et al., 2015), as youth, caregiver and clinician ratings could 

continue to be administered after residential placement.  

Future Research   

 

 In the age of the #MeToo movement, increasing attention has been given toward gender 

inequity, sexual violence and social justice related to women (Russell, Gough & Whitehouse, 

2018). Studying gender differences in this context does not deviate from gender equality, yet 

highlights the distinct experiences of females in the juvenile justice system. Unfortunately, this 

study had limitations that diminished the potential contribution to the discussion of female 
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profiles of ethnic minority youth, who have been found to have higher suicidal tendencies, 

substance use, victimization and psychopathology in previous research (Grigorenko, Sullivan & 

Chapman, 2015). As such, further research is warranted into progress monitoring of youth of 

color, particularly female, residents in court-placed residential treatment.   

The SFSS was not designed to clearly capture trauma symptomology. However, 

increased trauma exposure has been shown to increase academic problems, behavior problems, 

elopement, substance use, suicidal ideation and gestures, and criminal offending behavior for 

youth in RTCs (Briggs et al., 2011). Further, youth with trauma histories often have co-occurring 

disorders such as Attention-Deficit/Hyperactivity Disorder (AD/HD), conduct-related disorders, 

anxiety disorders and depressive disorders (Cook et al., 2005; Zelechoski et al., 2013), which are 

screened for on the SFSS. Future researchers may consider using the SFSS to measure trauma-

informed treatment response, coupled with a PTSD assessment scale, in residential settings. 

Trauma exposure is predictive of treatment response in RTCs, and residents who have 

experienced at least two kinds of trauma are less likely to decrease in symptomology (Boyer at 

al., 2009). Therefore, it is possible that youth’s trauma history impacted the treatment response 

found in this study, which may explain the symptom profiles obtained in this study.  

 The Office of Juvenile Justice and Delinquency Prevention has requested further research 

into the risk factors, protective factors and treatment response for lesbian, gay, bisexual, 

transgender, and questioning (LGBTQ) youth in the juvenile justice system (OJJDP, 2014). 

Previous research has also suggested that LGBTQ are “disproportionally incarcerated” and they 

may have limited programing and resources within the system (Holsinger & Hodge, 2016). The 

efficacy of the therapeutic interventions used with court-ordered LGBTQ youth in residential 

placement should be tested further.  
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 Overall, this study was consistent with previous research suggesting that females need 

intervention long before they are placed in residential treatment (Holtberg et al., 2016). More 

community and family-based support may be useful for this population in order to prevent 

placement in RTCs. Our findings suggest that interventions should emphasize treatment for an 

array of issues including internalizing problems, externalizing problems, interpersonal relations, 

and inattention/hyperactivity. This study differed from the literature by finding linear change 

trajectories in symptom reduction, with an overall minimal change in symptom severity. Treating 

youth in RTCs requires more than one type of therapeutic modality (Brack et al., 2012). Future 

researchers may want to consider new interventions to treat court-placed youth in institutional 

settings. Simply, it might be time to develop more innovative mental health approaches within 

the juvenile justice system.  
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