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OVERVIEW

• Adults and youth in the justice system have extensive 
behavioral health problems

• Access to evidence-based services is limited

• Lack of access reflects staff, organizational, and system 
challenges

• Implementation science frameworks and organizational 
interventions can help reduce service gaps

• Examples from experimental field research



Background – Behavioral Health

• 53% of prison inmates meet criteria for drug 
dependence or abuse (Mumola & Karberg, 2006) 

• 70% arrested youth have prior drug involvement (Belenko & 
Logan, 2003), with earlier drug initiation

• High rates of MH problems among inmates and adult 
probationers (James & Glaze, 2006; Sirdfield, 2012)

• About 65-70% of youth in residential JJ facilities have 
MH disorder (Shufelt & Cocozza, 2006; Teplin et al., 2002; 
Wasserman et al., 2002)

• 25% with serious mental illness

• Poor prison adjustment, recidivism, technical violations 
linked to BH problems (Houser, Belenko, & Brennan, 2012)



Prevalence Estimates - Jails
• James & Glaze (inmate survey) estimated that 64% of jail 

inmates had MH problem

• Steadman et al. (study of 5 jails) found that 14.5% of males and 
31% of females had serious mental illness (SMI)

• Defined as major depression, bipolar, schizophrenic, brief 
psychotic disorder, delusional disorder

• Neither study had measures of functional impairment, and 
both were cross-sectional

• Estimate 2.16 million annual jail bookings of inmates with SMI

• Importance of evidence-based assessment, jail diversion for 
people with SMI





Limited Access to Effective BH Services

• Only 10% of inmates receive clinical SA treatment 
(Belenko & Peugh, 2005), and fewer are linked to community 
treatment (Prendergast et al., 2005; Inciardi et al., 2004)

• 25% of probationers with histories of drug use receive 
treatment (Mumola, 1998)

• Medication-assisted treatment for opiate addiction not 
generally available (Friedmann et al., 2012)

• Improved MH assessment and diagnoses needed

• Link between MH and misconduct affects tx access



Evidence-Based Programs and 
Practices





Evidence-Based Interventions/Principles to 
Reduce Behavioral Health Problems

• Assessment and services 
addressing multiple needs, 
dynamic risk factors

• Continuing, adaptive care from 
institution to community

• Target criminogenic risk factors

• Cognitive-behavioral therapy

• Motivational Enhancement 
therapy

• Contingency Management

• Family-focused interventions for 
youth

• Medication Assisted Treatment

• Drug Courts targeting high-risk 
offenders

• Assertive Community 
Treatment

• Trauma-informed care 
(Seeking Safety)

• Hampden County (MA) public 
health reach-in model

• Project Bridge

• Project START







The Myths

“Build a better mousetrap, and the world will beat

a path to your door”

“If you build it, he will come”



• It can be difficult to interpret the evidence base in 
terms of relevance to local conditions
• Different target populations
• Cultural differences
• Ability to implement the EBP

• Organizational or system factors may not support the 
new program or practice

• Potential clients may not be motivated to seek services

• Low penetration into target population and staff

• “If you build it, a few might come”
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Expand Effective BH Services  →  
Improve Public Safety



A General Problem in Health Care

• Evidence-based treatments move slowly from laboratory to routine 
practice

• Much behavioral health and health care delivery is

not evidence-based

• It takes 17 years to turn 14% of original research into direct benefits 
for patient care (Balas, 2000)

Original research publications        bibliographic databases       
systematic reviews, guidelines, textbooks         trainings          other 
dissemination ***Implementation in the Field***



• Public health impacts of BH prevention and treatment 
interventions depend on reach into the target population as well as 
effectiveness (Tucker & Roth, 2006)

POPULATION IMPACT = [Intervention Effect Size] X [Penetration into 
Target Population]

• Most evidence-based health interventions serve only small 
proportions of eligible offenders (Belenko et al., 2011; Bhati & Roman, 

2010 ,SAMHSA, 2014)

• To maximize public health impact, EBP must be implemented well, 
penetrate into the target population, and be used by staff with 
fidelity





Explaining the Penetration Gap in Evidence-
Based Behavioral Health Practices: 
Barriers to Organizational Change, 
Implementation, and Penetration





Examples of Potential Systems Barriers

• Structural barriers (Gatekeepers who limit access to BH services)

• Research to practice complexity

• Silos

• Political will, political capital

• Poor mission alignment

• Systems integration and linkage problems

• Triage system based on public safety risk, not health needs

• Funding



Examples of Potential Org/Staff Barriers

• Knowledge barriers, inadequate training

• Organizational culture and climate

• Staff resources

• Dissemination/transportability barriers

• Data overload, MIS problems

• Incomplete, inconsistent non-EB screening and assessment

• Stigma

• Lack of health insurance after release from custody



Intrapersonal Factors

• Stigma and discrimination (e.g., HIV, mentally ill, LGBT)

• Inmate motivation

• Public health frameworks to promote help seeking and positive 
health behaviors for people in the justice system

• Health Belief Model

• Information-Motivation-Behavioral Skills model

• Theory of Reasoned Action

• Theory of Planned Behavior

• Role of supervision officers in promoting health

• Motivational interviewing

• Comportment of probation officers



Implementation:  Introduce and sustain evidence-based 
interventions into practice in specific settings, with fidelity

• Need an EBP and adoption and implementation process
• Informed decisions about which EBP to adopt

• Positive client outcomes are maximized when intervention and

implementation practices are effective

• Ineffective programs can be implemented well, and effective 
programs can be implemented poorly

• Structured effort to move beyond initial

implementation and maintain fidelity



Implementation Frameworks and Models:
Conceptualizing the Implementation Process



Implementation Science

“The scientific study of methods to promote the systematic uptake 
of research findings and other evidence-based practices into routine 

practice, and, hence, to improve the quality and effectiveness of 
health services and care” (Eccles & Mittman, 2006)

• Implementation measures

• Implementation phase achieved

• Penetration – staff and clients Fidelity to EBP

• Positive changes in org climate and culture, readiness for innovation

• Staff uptake of EBP (knowledge, skills, perceived utility, satisfaction, 
attitudes toward innovation and EBP)  

• Research to assess factors affecting implementation of EBPs

• Guide development of organizational and systems interventions 
to facilitate the process



Consolidated Framework for Implementation Research
(Damschroder et al., 2009)

• Overarching typology based on review of 
existing theoretical models

• Five domains

• Intervention characteristics

• Outer setting

• Inner setting

• Characteristics of staff involved in the process

• Implementation process



CFIR – Constructs Associated with Each Domain

• Intervention characteristics

• Evidence strength, adaptability, trialability, cost

• Outer setting

• Patient needs and resources, policies, regulations

• Inner setting

• Org culture and climate, readiness for change

• Characteristics of staff

• Knowledge and beliefs, self-efficacy

• Implementation process

• Planning/ preparation, local champions, evaluation



Exploration, Preparation, Implementation, 
Sustainment (EPIS) Model (Aarons et al., 2011)

• Defines key phases of the implementation 
process

• Implementation factors across multiple levels 
within each phase

• Identifies common and unique factors across 
levels and phases

Source: Aarons, Hurlburt, & Horwitz (2011) 



The EPIS Model: An Implementation Framework

Aarons, Hurlburt, & Horwitz, 2011



Implementation Research Model

Proctor et al. (2009)



Implementation Intervention Models



Interventions to Improve Implementation

• Replicating Effective Programs

• DEBI  

• RE-AIM

• Availability-Responsiveness-Continuity (ARC)

• Learning Collaboratives

• Plan-Do-Study-Act 

• QUERI model (Veterans Administration)

• Network for Improvement of Addiction Treatment (NIATx)

• Data-Driven Decision Making
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General Goals
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• Re-orient org cultural norms/values, build capacity

• Structured and staged process for implementing QI 
with EBP
• Identify the problem to be addressed

• Identify an EBP

• Identify and measure gaps in performance or quality

• Implement process improvement strategies to improve practice

• Monitor and evaluate the improvements

• Document that EBP improves client outcomes

• Use of audit and feedback, coaching

• Consider and address org and staff issues



Process Improvement Strategy – the 
NIATx Model

• Derived from Plan-Do-Study-Act model 

• Process improvement by creating local change teams

• Focus on discrete, achievable and measurable goals
• retention in the intervention

• reduce waiting time for admission

• reduce no-shows to treatment

• Executive sponsor: org head authorizes staff and resources

• Change leader:  senior staff invested in improvements, facilitates 
plans

• Local Change Team (LCT):  staff critical to local implementation

• External coach: guides LCT through the process
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NIATx Model (cont’d)

• Support for Learning Circles

• Identify short term performance goals and strategies

• Data driven: Rapid Cycle Testing to monitor 
performance goals

• Develop consensus plan to resolve problem, achieve 
change

• Test new procedures and modify if needed

• Develop sustainability plan
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Data Driven Decision Making

• Needs assessment to determine current system flow and service 
linkages and gaps: who goes where, when, and how?

• Data to inform selection of process improvement goals and 
monitor progress

• Need to operationalize indicators of success and ID data source

• Use in state juvenile justice systems to reduce detention, 
increase service use; less uptake in adult CJS

• Create “culture” of data utilization to inform decisions

• Training of key stakeholders to analyze and use data

• A foundation of process improvement strategies such as PDSA

• Limitations of information systems a barrier



We are Data-Rich but Information-Poor



Systems Perspective







Systems Integration
• “A process by which two or more entities establish linkages for the 

purpose of improving outcomes for needy people” Konrad (1996)

• Coordination and collaboration with multiple service systems 
needed for effective delivery of BH services to offenders

• Hierarchy of integration (Konrad, 1996)

• Information sharing and communication (informal)

• Cooperation and coordination (informal)

• Collaboration (formal)

• Consolidation (formal)

• Integration



Examples of Systems Integration Activities

• Interagency agreements and MOUs

• Central intake and assessment

• Case management (“boundary spanners”)

• Administrative consolidation

• Co-funding

• Shared information systems

• Cross-training

• Joint planning

• Resource sharing



Examples of Drug Treatment-Criminal Justice 
Integration

• Treatment Accountability for Safer Communities (TASC) 

• Drug courts

• Prison- and jail-based treatment

• Dedicated prison treatment facilities

• Treatment diversion

• Probation-supervised treatment (specialized drug caseloads)



Systems Integration in Corrections and Substance 
Abuse Treatment (Fletcher et al., 2009)

• No integration (34%)

• Low structure, less formal integration (37%)

• High structure, more formal (30%)

• More common in community corrections, least common in prisons

• Agency size and involvement in offering treatment key factors

• Low structure activities more common than high structure

• Systems integration does not necessarily result in better 
client outcomes



Barriers to Systems Integration

• Bureaucratic impediments

• Lack of mission and goal alignment

• Lack of resources

• Lack of infrastructure to support collaboration

• Lack of incentives to integrate

• Organizational culture

• Organizational aversion to risk (Panzano & Roth)

• Collaboration must be viewed as mutually beneficial



Identifying and Implementing Evidence-
Based Behavioral Health Interventions 

Taxman & Belenko, 2012; Belenko & Taxman, 2016



Scientific Robustness
• Statistical vs. clinical significance

• Effect size as an indicator

• Selection bias
• Clients self-select into RCTs and treatment
• RCT samples more homogeneous than real world 

• Limitations of meta-analyses and systematic 
reviews
• Publication bias
• The “grey” literature
• Pooled effects driven by few large studies



Transportability: Is the EBP 
Appropriate in Local Setting?

• Has the EBP been evaluated in similar settings 
with similar populations?
• Penetration into the target population

• Is the local service and political system 
appropriate for the intervention?

• Given local staff and resources, can the EBP be 
implemented with fidelity over time?



Assessing Organizational Capacity to 
Implement

• Leadership interest and support
• Inner setting issues

• Perceived value
• Staff attitudes and readiness
• Management support
• Intervention costs
• Role of gatekeepers

• Outer setting issues
• System support
• Policy mandates and support
• Interagency collaborations

• Client treatment needs and perspectives



Illustrative Example of U.S. Drug 
Treatment Courts

• Reasonably strong evidence base
• Active dissemination strategies
• Well-funded national advocacy organization
• Federal funding for past 20 years
• Strong support across the political spectrum
• Consistent with “Smart on Crime” and Problem-Solving 

Justice approaches
• More than 2,500 drug courts in U.S.
• BUT:  serve only ~ 5% of the drug-using offender 

population
Where?
How?
For whom?



So…

Absent a specific structured implementation effort, it is 
difficult to move interventions beyond Initial 

Implementation, and especially difficult to Sustain with 
Fidelity
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Aarons et al. (2006, 2011), Fixsen et al. (2005), Glasgow & Emmons (2007); 
Greenhalgh et al. (2004); Taxman & Belenko (2012)



Building and Sustaining More Effective 
Justice System-Behavioral Health 

Integration: 

Examples from Experimental 
Implementation Research



• Drug Treatment Alternative to Prison Program

• Computerized Psychosocial Treatment for Offenders 
with Substance Abuse Problems

• Adult Probation – Community Drug Treatment Local 
Change Team

• HIV-Services and Treatment Implementation in 
Corrections (HIV-STIC)

• JJ-TRIALS



Drug Treatment Alternative to Prison 
Program



Drug Treatment Alternative to Prison 
Program (DTAP)

 Started by DA Charles Hynes in Brooklyn NY in 1990

 Developed in response to increased numbers of felony drug 
arrests and high recidivism rates for drug offenders

 Targets nonviolent repeat felony drug offenders with drug 
problems (including drug sellers) facing mandatory prison 
sentences

 Legal coercion to motivate offenders to enter and stay in 
treatment

 Participants must complete 15-24 months of residential 
treatment

 Charges dismissed after completion of the program



Unique Features of DTAP

• Defendant pleads guilty to felony, faces mandatory prison 
sentence

• Violent offenders screened out

• Progress closely monitored by the DA

• Warrant enforcement team

• Program failures are sentenced to prison

• Focus on employment

• Treatment in residential Therapeutic Communities

• Occasional appearances before judge and use of sanctions

• Close communication and cooperation between DA’s office 
and treatment programs



DTAP Evaluation Findings
• More than 3,000 have participated in DTAP

• Quasi-experimental design with partial randomization

• Six-year follow-up period

• Excellent retention rates

• 76% one-year retention rate

• Median time in treatment 18 months

• 53% graduate

• Significant reduction in recidivism (multiple measures)

• Substantial cost savings

• Every dollar invested in DTAP yielded $2.17 in criminal justice system 
savings

• High employment rates at graduation

Belenko et al. (2004), Lang & Belenko (2000), Belenko et al. (2003), Sung et al. (2004), 
Young & Belenko (2002); Zarkin et al., 2005)



HIV – Services and Treatment 
Implementation in Corrections (HIV-STIC)



1. Conduct implementation research to yield knowledge on 
how to more effectively implement and sustain 
improvements in the HIV Services Continuum for  
offenders under correctional supervision

2. Evaluate the efficacy of a local change team process 
improvement approach for improving HIV service 
implementation in criminal justice settings

Overall HIV-STIC Research Goals



• Multi-site cluster randomized design (14 matched pairs 
of prison and jail facilities in 9 states)

• Agency leaders selected focus area of HIV services 
continuum and instructed facilities to improve these 
services

• All sites receive baseline training on HIV in Corrections 
and best practices, and process improvement directive 
from Executive Sponsor

• Experimental sites implement local change team 
process improvement strategy with external coach

• Ten-month implementation period

Belenko et al. (2013)



• Local Change Team (adapted NIATx model)

• Members from Corrections, Medical, HIV services providers

• Identify key short-term process improvement goal(s) – Exec 
Sponsor, Facility Sponsor, Change Leader

• Walk through

• Collect baseline data

• Plan data-driven process improvement strategy

• Rapid Cycle Testing

• External coach facilitates process

• Create sustainability plan



• Baseline training on HIV services continuum and potential 
strategies for improving HIV services

• General directive from agency management to initiate process 
improvement in selected area of the HIV services continuum

• Facility sponsor oversees process improvement

• Facility organizes work team to address process improvement goal

• Resources, skills, ideas received from baseline training

• Guide to local/state/federal resources and referrals to web-based 
information resources received at baseline training

Control Arm



HIV Services Improvements - Examples
Process Improvement Goal HIV Service Improvement

Reduce wait times and no-

shows to community HIV 

treatment provider

Restructured appointments process with CBOs; new consent and 

information release procedures; created plan for handoff of released 

HIV+ inmates

Improve linkage for HIV+ 

inmates

Increased communication between reentry coordinator and medical 

staff; created new HIV+ reentry support group; improved 

communication between parole and community-based treatment to 

improve appointment scheduling for HIV+ inmates; increased ART 

meds upon release by 2 mths

Increase HIV testing; improve 

linkage for HIV+ inmates 

Shift from opt-in to opt-out testing; increased HIV testing at intake, 

created new linkage brochure; improved access to computerized 

inmate system and office space at jail for CB HIV provider; added 

condoms to inmate discharge packets

improve linkage for HIV+ 

inmates and continuity of ART 

meds

Enhanced communication between case management and medical 

staff; enhanced monitoring of HIV+ inmates due for release in 1-3 

months; new information release procedures; designation of support 

staff for reentry coordination

Increase HIV testing, improve 

linkage for HIV+

Increased HIV testing; streamlined discharge planning and tracking of 

released HIV+ inmates; improved communication between DOC and 

CBOs; updated HIV education materials

Increase female inmate HIV 

prevention attendance

HIV prevention attendance increased, # weekly HIV 

prevention sessions increased; additional HIV educ/prev

resources provided



Primary Hypothesis 1: Staff Attitudes and 
Perceptions

Domains and Scales   Experimental Effect 

(Site level)

BRUS – Organizational Support NS

URP – Acceptability p=.016

URP - Feasibility p=.073

PAIRS ANALYSIS:

BRUS - Organizational Support NS

URP – Acceptability NS

URP - Feasibility p=.038

Visher et al. (2014)



Primary Hypothesis 2: Overall Service 
Penetration Effects at Follow-up

Model Expts
Odds 
Ratio Z-value 2-tail test

Random 
effects 14 2.14 2.58 0.01

Pearson et al. (2014)



Meta-Analysis of Overall Experimental 
Effects on HIV Testing Rates

Model Expts
Odds 
Ratio Z-value P-value

Random 
effects 11 1.97 2.20 0.03

Belenko et al. (2017)



HIV Testing Rates Pre- and Post-
Training – Philadelphia Jails



HIV-STIC Project: Conclusions
• Demonstrated feasibility of using multi-agency LCTs to address 

improvements in HIV services

• Overall significant effect on penetration of HIV services

• HIV testing rates increased across sites, with greater increase for 
Experimental sites

• Challenges of staff turnover and competing priorities

• Significant effects on staff perceived value  of HIV services

• Positive impact on inmate perceptions of staff

support and availability of HIV services 



Computerized Psychosocial Treatment for 
Offenders with Substance Abuse 

Problems



Need for Expanded Treatment Access in 
Correctional Settings

• Treatment access is limited in prisons and jails (Belenko & Peugh, 2005)

• Therapeutic Community model dominates but # of beds is limited

• Few prisons offer evidence-based substance abuse treatments such 
as CBT

• Computer-based BH programs have been used effectively in various 
therapeutic contexts for more than a decade (Marsch et al., 2007; Postel

et al., 2008)

• Computerized interventions have been demonstrated to be as 
effective as counselor- delivered approaches for motivating, 
engaging, and treating drug-dependent persons (Bickel et al., 2011)



Experimental Test of the Therapeutic 
Engagement System (TES) 

• Interactive computerized psychosocial treatment program grounded 
in the community reinforcement approach and CBT

• Multi-site RCT comparing TES with standard treatment

• Inmates randomized in 10 prisons in 4 states (N=513)

• Targeted inmates with low to moderate substance abuse severity

• TES intervention included 48 interactive, multimedia modules (32 
core and 16 optional modules) completed during a planned 12-week 
cycle (1 or 2 sessions per week) 

• Standard care included psycho-educational and relapse prevention 
group counseling



Findings from the TES RCT

• No significant difference in reincarceration for new offense within 12 
months of release (7.4% TES, 6.7% Control)

• No significant difference in number of days to reincarceration

• No significant differences at 3 or 6 months follow-up in self-reported 
illegal drug use, criminal activity, days abstinent, alcohol use to 
intoxication, or HIV risk behaviors 

• Both groups showed significant improvement over pre-incarceration 
baseline measures of drug use and criminal activity

• TES and standard treatment were equally effective in reducing 
criminality (re-incarceration and criminal activity), relapse to 
substance use, and HIV risk behavior

Chaple et al. (2014, 2016)



Adult Probation – Community Drug 
Treatment Local Change Team



Substance Abuse and Treatment Needs

• Almost 4 million adults on probation in US (Maruschak & Parks, 2012)

• 24% have a history of alcohol abuse or dependence

• 47% under influence of drugs/alcohol at time of offense (Mumola & Bonczar, 1998)

• Only 25% of probationers with histories of drug use receive treatment 
while on probation (Mumola & Bonczar, 1998)

• Probationers with a history of substance abuse are

• 160% more likely than those without to have probation revoked

• 64% more likely to be re-arrested

• 130% more likely to receive a technical violation (Olson & Lurigio, 2000)



Results: Examining Assessment, Referral, and 
Monitoring Processes

• Many different processes for linking probationers 
to treatment

• Two specialized programs and general supervision

• Identified barriers and coded into themes

• Discussed results with upper-level Probation staff

• Leadership decided to focus on improving 
information exchange between treatment provider 
and probation officers



• 111 staff responded to survey (71.6% response rate)

• 1 = Strongly Disagree 5 = Strongly Agree

Mean SD

EBP Openness(α=.739) 3.91 0.48

EBP Requirements (α=.973) 4.18 1.02

EBP Appeal (α=.816) 3.87 0.69

Punishment/Deterrence (α=.902) 2.98 0.77

Rehabilitation (α=.905) 4.19 0.71

Agency as Innovative, Collaborative, and Supportive (α=.915) 2.96 0.82

Results: Assessing Organizational Culture and Staff 
Attitudes

Belenko et al. (2016)



Results: Local Change Team

• Set up Local Change Team with NIATx coach

• Focused on improving communication between 
probation and treatment agency

• Six member team

• 4 from probation including 2 line officers, 1 from treatment 
agency, & 1 from contracted assessment agency

• Reduced notification of non-compliance from 19 to 7 
days (63% reduction in waiting time)

• Contracted assessment agency team member sent probation 
weekly census reports



Study Conclusions

• Identified current problems in providing effective 
treatment

• Adds to understanding of probation staff attitudes 
related to treatment

• First project using NIATx model in Community 
Corrections setting

• Communication improved between Probation and key 
treatment provider



Juvenile Justice – Translational Research 
on Interventions for Adolescents in the 

Legal System (JJ-TRIALS)



Lack of Integration of Behavioral Health 
Services into JJS

• Most youths in the juvenile justice system are under community 
supervision

• Substance abuse services often secondary to public safety goal of 
juvenile justice agencies

• Need to increase linkages with behavioral health service and public 
health community organization partners

• Linkages between JJS and BH can be problematic for a variety of 
reasons: 

• Lack of shared mission

• Limited information sharing

• Lack of shared knowledge and cross-training



JJ-TRIALS Overview

• 5-year Cooperative Agreement

• 6 Research Centers, 1 Coordinating Center

• Project began October 2013

• Guiding philosophy: Every adolescent in the juvenile justice 
system could benefit from evidence-based prevention and/or 
treatment interventions that target substance use and HIV risk 
behaviors. 

• This can be addressed by helping JJ systems implement existing 
EBPs 

• Structured JJS-BH collaboration is needed

• Main protocol plus 2 pilot studies



Main Protocol Research Questions

Primary Questions address whether BH skills training, Data 
Driven Decision Making (DDDM) strategies, and facilitation of 
DDDM tools/local change teams improve… 
• Receipt and quality of substance use services along the behavioral health 

cascade (screening, assessment, referral, and treatment)

• Perceived value and use of best practices among staff working with justice-
involved youth 

Exploratory Questions focus on…
• Implementation process

• Inter-organizational collaboration

• Costs associated with each study arm

• Youth recidivism



JJ-TRIALS Study Design: RCT + Randomized Start

I I I I

Baseline Experiment

I I
Post-Experiment

I I

I I

WAVE 
1

WAVE 
2

WAVE 
3

I
6

I
18

I
30

I
0

I
12

I
24

I
36MONTH

Baseline

Baseline

I I

Experiment

I I

Experiment

I I
Post-Experiment

I I
Post-Experiment

Enables comparison of the effectiveness of two implementation interventions in 
promoting change (across phases) in perceived value and delivery of services

36 sites randomized to 1 of 2 study arms and 1 of 3 start dates



Core intervention includes…

• Needs Assessment (NA):

• Review of MIS data, system-mapping exercise, group interview

• Site Feedback Report summarizing the information identified 
in the NA, and identifying potential service linkage goals

• Didactic and skill-based training on behavioral health issues 
for justice-involved youth and EBPs

• Goal Achievement Training (GAT) on Data-Driven Decision 
Making (DDDM) and Goal Selection Support

• DDDM Tools and Templates

• Interagency Workgroup formed to implement goal(s)

• Monthly Site Check-ins
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Court		
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Enhanced Intervention

• Facilitators work with site leadership to guide site 
through goal achievement activities during the 
experimental period

• Provide ongoing expertise on Data Driven Decision 
Making and adoption/expansion of EBPs

• Assist Local Change Teams with PDSA cycles

• Centralized training of facilitators, with monthly 
facilitated learning circle, fidelity monitoring

• Local Change Teams led by agency change leader

• Includes JJ and BH agency staff



Conclusions



Implications for Intervention Development

• Increasing the quality of and access to effective BH services 
requires structured and sustained processes including needs 
assessments and identification of key barriers and gatekeepers

• Evidence-based practices or programs may not be appropriate 
in all settings – transportability issues

• Organizations and staff need to be prepared and ready for 
implementation of innovations or new programs 

• Implementation science theoretical frameworks and 
intervention models can provide guidance for both clinical and 
implementation intervention development



Implications for Research

• New measures needed, especially at staff, organizational, and 
systems level

• Research design challenges

• Generating organizational and systems-level hypotheses

• Conducting research in dynamic, complex service settings

• Partnerships with agency staff to identify service gaps and 
priorities



Some Lessons Learned
• Identify target population, assess evidence base, 

transportability, and organizational fit

• Collaborative, team-based process improvement

• Local Change Teams

• Coaching

• PDSA cycles

• Importance of leadership willing to innovate

• Data Driven Decision Making, but IT challenges

• Identify common goals

• Org change efforts informed by implementation science

• Crossing the systems divide

• Teaming up to identify and solve problems in BH services 
integration







THANK YOU!

CONTACT:

Steven Belenko

sbelenko@temple.edu

215-204-2211


