




Idaho Example Case: State V. Samuel, Justice Bevin 

Samuel was born in California in 1999. Samuel's parents had another son eleven months after 

Samuel was born. Samuel's younger brother was severely autistic and required significant attention. 

Both of Samuel's parents had prescription drug addictions which led to financial problems, criminal 

charges, and arrests. Throughout Samuel's childhood the family lived in shoddy, cockroach-infested 

residences and moved frequently, usually after they had been evicted for not paying rent. Samuel's 

mother started abusing pain pills following a car accident when Samuel was 4, became suicidal, and 

was hospitalized several times. Samuel's father became addicted to pain pills after he injured his 

shoulder at work. Samuel's father began to believe that a "zombie apocalypse" was inevitable. 

Samuel's mother testified that Samuel's father taught him how to kill zombies by playing violent 

video games, watching zombie themed movies, and training Samuel to use knives and guns. 

Samuel witnessed extreme violence growing up. When Samuel was four he watched his father pour 

lighter fluid on his mother and threaten to burn her alive because he wanted a settlement check she 

received from a car accident. When Samuel was six he watched his father intentionally drive over 

his mother, breaking her collar bone. When Samuel was ten his father pointed a gun at his mother's 

head, bound her with duct tape, and forced Samuel to urinate on her. Child Protective Services 

were repeatedly contacted in California but never intervened. By 2013, Samuel's mother had left 

and Samuel's father moved to Idaho with Samuel and his brother. Samuel had frequent visits to the 

doctor for insomnia, nausea, migraines, blurred vision, and congestion. 

On the evening of March 24, 2014, officers responded to a 911 call at Samuel's residence. Samuel 

told the operator that his brother and dad had been shot. After officers arrived on the scene Samuel 

was taken to the police station. After originally telling a different version of the events that evening, 

i.e., initially blaming his father for killing his brother, Samuel eventually described the following 

events during a police interrogation. 

Samuel's father was on medication when he shot a .45 gun outside, believing that a "zombie 

apocalypse" had begun. Samuel told his father to go back inside. Once his father went inside he 

pushed Samuel in the chest and told him to leave. Samuel picked up his father's gun, and when his 

father pushed him a second time, Samuel shot him in the stomach. Samuel's father then crawled to 

Samuel's brother's room, leaving a trail of blood on the floor. Samuel did not believe the first shot 

killed his father and shot him three more times in the head once he reached Samuel's brother's 

room. 

After killing his father, Samuel saw his brother hiding under the bed and told him to get out. His 

brother did not move. Samuel got a shotgun and shot his brother while he was under the bed. 

Samuel reloaded the shotgun and continued to shoot his brother. Samuel then dropped the shotgun 

and started to stab at his brother with a knife. Samuel moved the mattress off of the bed frame and 

got a machete. Samuel swung the machete at his brother through the gaps in the wood planks of 

the bed frame. When his brother tried to climb out from underneath the bed, Samuel hit him in the 

back of the head with the machete. Samuel continued to swing the machete as hard as he could until 

his brother stopped talking and was quiet. Samuel then called 911. 
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What are Adverse Childhood Experiences? 
Adverse Childhood Experiences, or ACEs, are potentially traumatic events that occur in childhood (0-17 years) such as 
experiencing violence, abuse, or neglect; witnessing violence in the home; and having a family member attempt or die 
by suicide.1,2 Also included are aspects of the child’s environment that can undermine their sense of safety, stability, 
and bonding such as growing up in a household with substance misuse, mental health problems, or instability due to 
parental separation or incarceration of a parent, sibling or other member of the household.1,2

Traumatic events in childhood can be emotionally painful or distressing and can have effects that persist for years.2 
Factors such as the nature, frequency and seriousness of the traumatic event, prior history of trauma, and available 
family and community supports can shape a child’s response to trauma.2   

Preventing ACEs is a priority for CDC
An estimated 62% of adults surveyed across 23 states reported that they had experienced one ACE during childhood 
and nearly one-quarter reported that they had experienced three or more ACEs.3 ACEs can have negative, lasting 
effects on health, wellbeing, and opportunity. These exposures can disrupt healthy brain development, affect 
social development, compromise immune systems, and can lead to substance misuse and other unhealthy coping 
behaviors.4-9 The evidence confirms that these exposures increase the risks of injury, sexually transmitted infections, 
including HIV, mental health problems, maternal and child health problems, teen pregnancy, involvement in sex 
trafficking, a wide range of chronic diseases and the leading causes of death such as cancer, diabetes, heart disease, 
and suicide.1,10-16  ACEs can also negatively impact education, employment, and earnings potential.17 The total 
economic and social costs to families, communities, and society is in the hundreds of billions of dollars each year.18-21

ACEs can have lasting effects on...

Health (obesity, diabetes, 
depression, suicide attempts, 
STDs, heart disease, cancer, 
stroke, COPD, broken bones)

Behaviors (smoking, 
alcoholism, drug use)

Life Potential (graduation rates, 
academic achievement, lost 
time from work)
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ACEs have been found to have a graded dose-
response relationship with 40+ outcomes to date.

*This pattern holds for the 40+ outcomes, but the exact 
risk values vary depending on the outcome.
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How ACEs influence health and opportunity
The childhood years, from the prenatal period to late adolescence, are the “building block” years that help set the stage 
for adult relationships, behaviors, health, and social outcomes. ACEs and associated conditions such as living in under-
resourced or racially segregated neighborhoods, frequently moving, experiencing food insecurity, and other instability 
can cause toxic stress (i.e., prolonged activation of the stress-response system4). Some children may face further exposure 
to toxic stress from historical and ongoing traumas due to systemic racism or the impacts of multigenerational poverty 
resulting from limited educational and economic opportunities. 

A large and growing body of research indicates that toxic stress during childhood can harm the most basic levels 
of the nervous, endocrine, and immune systems, and that such exposures can even alter the physical structure of 
DNA (epigenetic effects).4,5 Changes to the brain from toxic stress can affect such things as attention, impulsive 
behavior, decision-making, learning, emotion, and response to stress.5 Absent factors that can prevent or reduce 
toxic stress, children growing up under these conditions often struggle to learn and complete schooling.5,22 They 
are at increased risk of becoming involved in crime and violence,23,24 using alcohol or drugs,6,7 and engaging in other 
health-risk behaviors (e.g., early initiation of sexual activity; unprotected sex; and suicide attempts).9,13,16,23 They are 
susceptible to disease, illness, and mental health challenges over their lifetime.5,14,15 Children growing up with toxic 
stress may have difficulty forming healthy and stable relationships. They may also have unstable work histories as 
adults and struggle with finances, family, jobs, and depression throughout life—the effects of which can be passed 
on to their own children.5,12,17 

Adverse 
Childhood 

Experiences

Disrupted 
neurodevelopment

Social, 
emotional, 

and cognitive 
impairment

Adoption of 
health risk 
behaviors

Impacts on 
life potential

Disease, disability, 
and social 
problems

Early
death

What can be done to prevent ACEs?
ACEs and their associated harms are preventable. Creating and sustaining safe, stable, nurturing relationships and 
environments for all children and families can prevent ACEs and help all children reach their full health and life 
potential. CDC has produced a suite of technical packages to help states and communities take advantage of the 
best available evidence to prevent violence, including the many types of violence and social, economic, and other 
exposures in the home and community that adversely affect children. 25-29 

A “technical package” is a select group of strategies to achieve and sustain substantial reductions in a specific risk 
factor or outcome.30 Technical packages help communities and states prioritize prevention activities with the greatest 
potential for impact. A technical package has three parts. The first component is the strategy or the preventive direction 
or actions to achieve the goal of preventing ACEs. The second component is the approach. The approach includes the 
specific ways to advance the strategy. This can be accomplished through programs, practices, and policies. The third 
component is the evidence for each of the approaches in preventing ACEs or its associated risk factors.

https://www.cdc.gov/violenceprevention/pub/technical-packages.html
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Across the CDC Technical Packages there are several strategies that can prevent ACEs from happening in the first place 
as well as strategies to mitigate the harms of ACEs. The evidence tells us that ACEs can be prevented by: 

• Strengthening economic supports for families 
• Promoting social norms that protect against violence and adversity
• Ensuring a strong start for children and paving the way for them to reach their full potential
• Teaching skills to help parents and youth handle stress, manage emotions, and tackle everyday challenges
• Connecting youth to caring adults and activities
• Intervening to lessen immediate and long-term harms

                      Preventing ACEs
Strategy Approach
Strengthen economic 
supports to families

• Strengthening household financial security
• Family-friendly work policies

Promote social norms that protect 
against violence and adversity

• Public education campaigns
• Legislative approaches to reduce corporal punishment
• Bystander approaches
• Men and boys as allies in prevention

Ensure a strong start for children
• Early childhood home visitation
• High-quality child care
• Preschool enrichment with family engagement

Teach skills
• Social-emotional learning
• Safe dating and healthy relationship skill programs
• Parenting skills and family relationship approaches

Connect youth to caring adults 
and activities

• Mentoring programs
• After-school programs

Intervene to lessen immediate 
and long-term harms

• Enhanced primary care
• Victim-centered services
• Treatment to lessen the harms of ACEs
• Treatment to prevent problem behavior and future involvement in violence
• Family-centered treatment for substance use disorders

These strategies focus on changing norms, environments, and behaviors in ways that can prevent ACEs from 
happening in the first place. The last strategy focuses on mitigating the immediate and long-term physical, mental, 
and behavioral consequences of ACEs. By addressing the conditions that give rise to ACEs and simultaneously 
addressing the needs of children and parents, these strategies take a multi-generation approach to prevent ACEs 
and ensure safe, stable, nurturing relationships and environments. Together, these strategies are intended to work in 
combination and reinforce each other to prevent ACEs and achieve synergistic impact.
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Strengthen Economic Supports for Families
Research shows that parents facing financial hardship are more likely to experience stress, depression, and conflict in 
their relationships and family, all of which compromise parenting and increase the risk for violence and other ACEs.31,32 
Parents facing financial hardship also have fewer resources to invest in their children and face difficult choices when 
trying to balance work and family responsibilities. About 4 in 10 children under the age of 18 in the United States live in 
a low-income household* including more than half of African American and Hispanic children.33 Nearly 1 in 10 children 
in the U.S. live in deep poverty.33 Strong evidence consistently links low income to ACE exposures and children’s long-
term health, educational, and social outcomes.5,34 Addressing the social and economic underpinnings of ACEs is critical 
to achieving lasting and sustainable effects.

Policies that strengthen household financial security (e.g., tax credits, childcare subsidies, other forms of temporary 
assistance, and livable wages) and family-friendly work policies, such as paid leave and flexible and consistent work 
schedules, can prevent ACEs by increasing economic stability and family income, increasing maternal employment, and 
improving parents’ ability to meet children’s basic needs and obtain high-quality childcare.27,28 These types of policies 
can also prevent ACEs by reducing parental stress and depression and by protecting families from losing income to care 
for a sick child or family member.27,28 Strengthening economic supports for families is a multi-generation strategy that 
addresses the needs of parents and children so that both can succeed and achieve lifelong health and well-being.

Evidence
Tax credits, such as the Earned Income Tax Credit (EITC) and Child Tax Credit (CTC) help increase income 
for working families while offsetting the costs of childcare. The EITC has been shown to lift families 
out of poverty35,36 and has demonstrated impacts on infant mortality, health insurance coverage,37 
school performance,38,39 maternal stress, and mental health problems.40 CTC’s have also been shown to 
reduce child behavioral problems (e.g., physical aggression, anxiety, and hyperactivity)41—factors that 
are linked to later perpetration of violence toward peers and intimate partners.26,28

Parents who receive childcare subsidies tend to access higher quality childcare,42 which increases 
the likelihood that children will experience safe, stable, nurturing relationships and environments. 
Access to affordable childcare also reduces parental stress43 and maternal depression,44 which are 
risk factors for child abuse and neglect31 and other risk behaviors associated with ACEs.45 

Research suggests that women who receive paid maternity leave are more likely to maintain their 
current employment46 and that access to paid leave may be protective against depression47 and 
pediatric abusive head trauma.48 Paid maternity leave also may be protective against intimate 
partner violence (IPV),49 which is another ACE exposure. Apart from the trauma of witnessing IPV, 
children growing up in homes with IPV are at increased risk for experiencing violence themselves 
and at increased risk for later involvement in crime and violence.26,27

Flexible and consistent work schedules provide parents with a predictable pattern of work (e.g., 
consistent beginning/ending times to the workday; flexibility in the number of hours worked or 
location) which makes it easier for parents to access quality childcare. Children whose parents work 
unpredictable schedules have more cognitive deficits (e.g., with memory, learning, and problem-
solving) than children whose parents have more predictable schedules.50-52 Parents who work 
irregular shift times are also more prone to work-family conflict and stress,53 which are risk factors for 
multiple forms of violence.

*The low-income category includes both the poor and the near poor. Poor is defined as income below 100% of the Federal Poverty 
Threshold (FPT), and near poor is between 100% and 199% of the FPT. Deep poverty is below 50% of the FPT.
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Promote Social Norms that Protect 
Against Violence and Adversity
Norms are group-level beliefs and expectations about how members of the group should behave.25,27 Changing social 
norms that accept or allow indifference to violence and adversity is important in the prevention of ACEs.25-29 There are 
a number of norms that can protect against violence and adversity, including those that:

• Promote community norms around a shared responsibility for the health and well-being of all children27

• Support parents and positive parenting, including norms around safe and effective discipline;27 
• Foster healthy and positive norms around gender, masculinity, and violence to protect against violence towards 

intimate partners, children, and peers;25,26,28

• Reduce stigma around help-seeking;29 and
• Enhance connectedness to build resiliency in the face of adversity.29

Public education campaigns are one way to shift social norms and reframe the way people think and talk about ACEs, 
and who is responsible for preventing them.27 They can help shift the narrative away from individual responsibility to 
one that engages the community and draws upon multiple solutions to promote safe, stable, nurturing relationships 
and environments for all children.27 Such a narrative can also normalize protective factors by enhancing connectedness 
and reducing the stigma around seeking help with parenting or for substance misuse, depression, or suicidal 
thoughts.27,29 Legislative approaches to reduce corporal punishment can help establish norms around safer, more 
effective discipline strategies to reduce the harms of harsh physical punishment, particularly if paired with public 
education campaigns.27 Bystander approaches and efforts to mobilize men and boys as allies in prevention can be 
used to change social norms in ways that support healthy relationship behaviors.25,28 Such approaches work by fostering 
healthy norms around gender, masculinity, and violence with the goal of spreading these social norms through peer 
networks.25,28 They also work by teaching young people skills to safely intervene when they see behavior that puts 
others at risk and reinforcing social norms that reduce their own risk for future perpetration.25,28 

Evidence
Research suggests that public education campaigns to help parents understand the cycle of abuse 
and campaigns specifically targeting child physical abuse positively impact parenting practices, 
reduce children’s exposure to parental anger and conflict, reduce child behavior problems, and 
improve parental self-efficacy and knowledge of actions to prevent child abuse.54

Legislative approaches to reducing corporal punishment are associated with decreases in support of 
and use of harsh physical punishment as a child discipline technique.55,56 Experiencing harsh physical 
punishment as a child increases the risk for involvement in crime and violence in adolescence57 and 
later perpetration of violence toward a partner and one’s own children.32 Experiencing harsh physical 
punishment as a child is also associated with mental health problems, lower academic performance, 
and lower self-esteem.58,59

Bystander approaches and efforts to mobilize men and boys as allies in prevention change the social 
context for violent and abusive behavior.25,28 Programs such as Green Dot and Coaching Boys into 
Men®, for instance, have been shown to reduce violence against dating partners, negative bystander 
behaviors (such as laughing at sexist jokes or encouraging abusive behaviors), as well as sexual 
violence perpetration and victimization.60-62
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Ensure a Strong Start for Children
A child’s relationship with others inside and outside the family plays a role in healthy brain development, as well as in the 
development of physical, emotional, social, behavioral, and intellectual capacities.26,27 Parents may struggle to provide 
the care and nurturing necessary for children to develop these capacities and thrive for a number of reasons, including 
health, substance misuse, mental health, financial issues, or access to resources or support. Early childhood home 
visitation can prevent ACEs by providing information, caregiver support, and training about child health, development, 
and care to families in their homes to build a safe, stable, nurturing and supportive home environment.26-28 High-quality 
childcare and preschool enrichment programs with family engagement26-28 help children build a strong foundation 
for future learning and opportunity by improving their physical, social, emotional and cognitive development, language 
and literacy skills, and school readiness. These approaches also help by strengthening connections between home 
and school environments, and can be especially beneficial to economically disadvantaged children who may not have 
educational resources at home or the support to help them learn and thrive.26-28

Evidence
Effective home visiting models,63 such as the Nurse Family Partnership Program® (NFP), have 
demonstrated many benefits for children and parents. NFP is associated with a 48% relative 
reduction in rates of child abuse and neglect.64 Children participating in the program have better 
cognitive and language development, better academic achievement, fewer behavioral problems, 
lower rates of substance use, and fewer arrests, convictions, and parole violations by age 19.65-67 
For mothers, NFP is associated with better pregnancy outcomes, improved parenting practices, 
reductions in the use of welfare and other government assistance, greater employment, lower rates 
of substance use, and reduced exposure to intimate partner violence.64,65,68,69

Research suggests that access to affordable, high-quality childcare can buffer against a lower quality 
home environment and reduce child behavior problems, parental stress and depression, and rates 
of child abuse and neglect.27 Difficulties finding quality childcare, for instance, have been linked to 
self-reported child neglect among mothers with substance use problems.70 Access to affordable, 
high-quality childcare may also reduce child abuse deaths associated with having to leave children 
at home in the care of unrelated adults.71

Children enrolled in preschool enrichment programs that actively involve and support parents have 
better math, language, and social skills as they enter school; require less special education services 
as they grow older; are less likely to be held back a grade in school; are more likely to graduate 
high-school and attend college; and are more likely to be employed and have higher earnings as 
adults.72-75 In addition to these documented benefits, programs such as Child Parent Centers are also 
associated with lower rates of substantiated reports of child abuse and neglect and out-of-home 
placements; youth depression and substance use; and arrests for violent and nonviolent offenses, 
convictions, and incarceration well into adulthood.73-76
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Teach Skills
Skill-based learning is an important part of a comprehensive approach to prevent ACEs. Decades of research shows 
that teaching children and youth skills to handle stress, resolve conflicts, and manage their emotions and behaviors 
can prevent violence victimization and perpetration, as well as substance misuse, sexually transmitted infections, 
including HIV, and teen pregnancy.25,26,28,29 Strengthening parenting skills and promoting nurturing and supportive 
family environments can build a strong foundation for children and protect them from multiple forms of violence, 
substance misuse, and other negative health outcomes across developmental periods and into adulthood.25-29

There are a number of approaches to teach skills. Social emotional learning approaches (also referred to as 
universal school-based programs when delivered to all students in a particular classroom, grade or school) are widely 
used across the United States to enhance interpersonal skills.25,26,28,29 This includes skills related to communication, 
problem-solving, alcohol and drug resistance, conflict management, empathy, coping, and emotional awareness and 
regulation. Safe dating and healthy relationship skill programs address similar skills within the context of dating 
and intimate partner relationships with the goal of promoting caring, respectful, and non-violent relationships.25,28 
Parenting skills and family relationship approaches cover developmentally appropriate expectations for child 
behavior; teach behavior management, monitoring, and problem-solving skills; safe and effective discipline; healthy 
relationship behaviors; and work with parents to enhance parent-child communication and ways to support children 
and youth.25-29 

Evidence
Systematic reviews of the evidence for social emotional learning approaches finds that they 
significantly reduce peer violence across grade levels, school environments, and demographic 
groups.77,78 In addition to impacts on aggression and violent behavior,79-86 programs such as Life 
Skills® Training, the Good Behavior Game, and Promoting Alternative THinking Strategies® (PATHS) 
have demonstrated other benefits as well, including reductions in youth alcohol, tobacco, and 
drug use, depression and anxiety, suicidal thoughts and attempts, delinquency, and involvement 
in crime.80,83-85,87 Social emotional learning approaches are also associated with improvements in 
reading, writing, and math proficiency, paving the way for future academic success.79,88

Unhealthy relationships can start early and last a lifetime, especially for teens who display aggression 
towards peers, engage in early sexual activity, and witness or experience violence in the home.25,28 
Programs such as Dating Matters®, Safe Dates and the Fourth R, which teach healthy relationship 
skills to adolescents, have been shown to significantly reduce teen dating violence.89-91 Dating 
Matters® and the Safe Dates program are also associated with reductions in peer violence and 
weapon carrying.92-94

The evidence is also strong for skill-based parenting and family relationship approaches in reducing 
known risk factors for child abuse and neglect and protecting children and youth from multiple 
forms of violence and other health compromising behaviors.25-29,79 For instance, programs such as 
The Incredible Years® and Strengthening Families 10-14 decrease child behavior problems,79,95 
youth substance use (including prescription opioid misuse),97-99 physical fighting and involvement in 
crime;96 reduce parental stress, depression, and family conflict;96,100 and improve parenting practices 
related to child discipline, monitoring and supervision.100
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Connect Youth to Caring 
Adults and Activities
Relationships with caring adults who are positive role models can prevent ACEs and improve future outcomes for 
young people.26 Caring adults could include teachers, coaches, extended family members, neighbors or community 
volunteers. Connecting youth to caring adults and activities helps to ground them, improve their engagement in 
school, and establish positive networks and experiences.25,26 It is an important preventive strategy to buffer against 
parental absence or other difficulties at home, frequent moves, and exposure to negative influences at school and 
in the community. It can also buffer against the impact of ACEs for youth who have already experienced ACEs.

Mentoring and after-school programs are ways to connect youth to other caring adults and activities.26 Mentoring 
programs pair youth with an adult volunteer with the goal of fostering a relationship that will contribute to the 
young person’s growth opportunities, skill development, academic success, and future schooling and employment 
outcomes.26,101 Mentoring programs may be delivered in a school or community setting and to youth of all ages, 
from early childhood through adolescence.101 

After-school programs are a way to provide opportunities for youth to strengthen their behavioral, leadership, 
and academic skills and become involved in positive school and community activities.25,26 Programs range from 
those offering tutoring and homework assistance to more formal skill-based programming and structured learning 
activities.26 These programs also address other key risk and protective factors for high-risk behavior by providing 
adult supervision during critical periods of the days, such as between 3:00 to 6:00 p.m., when youth crime and 
violence peaks.102 Mentoring and after-school programs can reduce the prevalence of crime, violence, and other 
adolescent risk behavior and pave the way for positive outcomes in adulthood.25,26

Evidence
Research suggests that mentoring programs improve outcomes across behavioral, social, 
emotional and academic domains.103,104 Big Brothers, Big Sisters is the oldest and best known 
example of a one-on-one mentoring program.105 Evaluations of the program show that 
mentored youth are less likely to skip classes, skip school, initiate drug and alcohol use, or 
engage in physical fighting.106 Other benefits include improvements in academic performance, 
parent-child and student-teacher relationships, and parental trust.106-108

Opportunities to develop and practice leadership, decision-making, self-management, 
and social problem-solving skills are important components of after-school programs with 
documented benefits.104,109 One example is the After School Matters program, which offers 
apprenticeship experiences in technology, science, communication, the arts, and sports to high-
school students.110 Rigorous evaluations of the program show many program benefits, including 
improved attitudes toward school, fewer course failures, and higher graduation rates.111,112 Youth 
in the program are also less likely to sell drugs or participate in gang activity.112

Another example is Powerful Voices, which helps adolescent girls build confidence and develop 
individual leadership skills as a way to strengthen their future education and employment 
outcomes and reduce risk for sexual and other forms of violence.25 Evaluation results show 
improvements in girls’ job skills, motivation to excel at school, connections to their cultural 
identity and values, and ability to develop healthy relationships with peers and adults.113
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Intervene to Lessen Immediate 
and Long-term Harms
Children and youth with ACE exposures may show signs of behavioral and mental health challenges. They may be 
irritable, depressed, display acting-out behaviors, have difficulty sleeping or concentrating, and show other traumatic 
stress symptoms.25-28 They may be struggling with school, associating with delinquent peers, and already engaging 
in other health compromising behaviors (e.g., alcohol use, opioid misuse, high-risk sexual behavior).25-28 Continued 
exposure to violence and other adversity increases the risk that these patterns will continue in adulthood potentially 
affecting their own future and their children’s future.25-28 Timely access to assessment, intervention, and effective care, 
support, and treatment for children and families in which ACEs have already occurred can help mitigate the health 
and behavioral consequences of ACEs, strengthen children’s resilience, and break the cycle of adversity.25-29 

There are a number of approaches to lessen the immediate and long-term harms of ACE exposures. Enhanced 
primary care may be used to identify and address ACE exposures with brief screening assessments and referral to 
intervention services and supports.27-29 For children, assessments may be used with parents or caregivers to identify 
risks in the family environment such as parental alcohol or drug use, depression, stress, the use of harsh punishment, 
as well as intimate partner violence.27 For adults, assessments may be used to identify a history of ACE exposures 
to assist with risk mitigation and improve treatment outcomes.28,29 Follow-up intervention services are tailored to 
assessment findings and coordinated with local community agencies. 

For children and adult survivors of violence, victim-centered services can be both lifesaving and helpful in reducing 
the harms of violence.25,28 Such services include crisis intervention, hotlines, medical and legal advocacy, housing 
support, social support, and access to community resources.25,28 For children of survivors, such services also include 
meeting their needs around recreation, school supports, and material goods.28 

Treatment to lessen the harms of ACEs may be used to address depression, fear and anxiety, post-traumatic 
stress disorder (PTSD), problems adjusting to school, work, or daily life, and other symptoms of distress.25-29 These 
symptoms can be successfully reduced with therapeutic treatments that are trauma-informed (i.e., delivered in a 
way that is influenced by knowledge and understanding of how trauma affects a survivor’s life and experiences 
long-term28) and tailored to the specific circumstances and needs of children, youth, and families.2,25-28 Treatment to 
prevent problem behavior and future involvement in violence is another approach to mitigate consequences.25-28 
This includes therapeutic interventions and other supports to address the social, emotional, and behavioral risks 
associated with ACE exposures.25-28 Evidence-based treatments are provided by trained clinicians in the home or clinic 
setting and typically include multiple components (e.g., individual and family counseling, parent training, and school 
consultation).25-28 Referrals may come from social services, the juvenile justice system, schools, or other community 
organizations working with children, youth, and families.25-28 

Finally, family-centered treatment approaches for substance use disorders may be used to simultaneously address 
substance misuse by parents and the needs of their children with this ACE exposure.114 Parents with alcohol or drug 
use problems may have difficulty regulating stress, processing emotions, and fulfilling the many childrearing tasks that 
are essential for children’s healthy social and emotional development.114 These approaches utilize integrated program 
models that combine evidence-based treatments for substance use disorders (e.g., medication-assisted treatment 
for opioid use disorder115) with a range of preventive services (e.g., mental health services, parenting education and 
training, medical and nutrition services, education and employment assistance, childcare, children’s services, and 
aftercare). Programs may be delivered in residential or outpatient settings.
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Evidence
Primary care settings offer a unique opportunity to identify and address ACE exposures. Randomized 
trials of the Safe Environment for Every Kid (SEEK) model (which screens for ACE exposures in the 
family environment), have demonstrated a number of positive effects including fewer reports to 
child protective services, fewer reported occurrences of harsh physical punishment by parents, 
better adherence to medical care, and more timely childhood immunizations.116 SEEK is also 
associated with less maternal psychological aggression,117 fewer minor maternal physical assaults,117 
and improvements among providers in addressing depression, substance misuse, intimate partner 
violence, and serious parental stress.118

Women receiving victim-centered services report less abuse from former intimate partners, less 
depression, decreased feelings of distress, and overall improvements in self-esteem, safety and well-
being119-121 —outcomes that help to ensure safe, stable, nurturing relationships and environments 
for their children. Many victims of partner violence have a history of ACEs. Victim-centered services 
in this regard also help women cope with their own history of ACEs and access support.

Effective treatments such as Trauma-focused Cognitive Behavioral Therapy® (TF-CBT) have demonstrated 
many benefits for children, youth, and families with ACE exposures.25-28 TF-CBT effectively reduces 
symptoms of PTSD, depression, fear, anxiety, shame, and behavioral problems.122-126 It also reduces 
parental emotional distress and depressive symptoms and is associated with improvements in 
parenting behaviors.125,126 For children who may face treatment barriers, such as stigma and access 
to services, Cognitive Behavioral Intervention for Trauma in Schools (CBITS) is another treatment 
option that is associated with improvements in symptoms of PTSD, depression, and parent-reported 
behavioral problems.127,128

Children with a history of ACE exposures are at increased risk of becoming involved in crime 
and violence, using alcohol or drugs, and engaging in other health-compromising behaviors.25-28 
Effective treatments such as Multisystemic Therapy® (MST) have demonstrated both short- and long-
term benefits in reducing these risks and strengthening protective factors.129 MST, for example, 
effectively reduces rates of arrests for violent felonies and other crime,129-132 problematic sexual 
behavior,133-135 and out-of-home placements.136,137 MST has also demonstrated beneficial impacts on 
family functioning, parenting practices, youth substance use, peer relations, academic performance, 
mental health, involvement in gangs, and sibling criminal behavior.129,130

Available evidence suggests that integrated programs that combine evidence-based treatments 
for substance use disorders (e.g., medication-assisted treatment for opioid use disorder) with a 
range of preventive services benefit both children and parents and that pairing effective parenting 
interventions with substance use treatment has benefits that go beyond substance use treatment 
alone.138,139 Integrated programs are associated with improvements in child development and 
emotional and behavioral functioning.139 They are also associated with positive impacts on maternal 
mental health, birth outcomes, parent-child attachment, and positive parenting behaviors.138,140-142
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Sector Involvement
Public health can play an important and unique role in preventing ACEs. Public health agencies, which typically place 
prevention at the forefront of efforts and work to create broad population-level impact, can bring critical leadership and 
resources to bear on this problem. For example, these agencies can serve as a convener, bringing together partners and 
stakeholders to plan, prioritize, and coordinate prevention efforts.25-29 Public health agencies are also well positioned 
to collect and disseminate data, implement preventive measures, evaluate programs, and track progress.25-29 Although 
public health can be a lead in preventing ACEs, the strategies and approaches outlined here cannot be accomplished 
by the public health sector alone. 

Other sectors vital to preventing ACEs and mitigating the immediate and long-term harms of ACEs include, but are 
not limited to, education, government (local, state, and federal), social services, health services, business and labor, 
public safety, justice, housing, media, and organizations that comprise civil society such as faith-based organizations, 
youth-serving organizations, domestic violence and sexual assault coalitions, foundations and other non-governmental 
organizations.25-29 Collectively, these sectors can make a difference in preventing ACEs by impacting the various contexts 
and underlying risks that contribute to violence and adversity and by supporting safe, stable, nurturing relationships 
and environments for all children.
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Monitoring and Evaluation
Monitoring and evaluation are necessary components of the public health approach to prevention. Timely and reliable 
data are essential for monitoring the extent of the problem, determining how best to utilize resources, and evaluating 
the impact of prevention efforts. Data are also necessary for program planning and implementation.

Surveillance data can help researchers and practitioners track changes in the burden and consequences of ACEs. 
There are a number of surveillance systems that collect information related to ACE exposures and consequences at the 
federal, state, and local levels. For example, the Behavioral Risk Factor Surveillance System (BRFSS) is an example of a 
surveillance system that provides state data on previous exposure to ACEs among adults aged 18 and older reporting 
on their childhood. The system also gathers information on a range of health conditions to assess the impact of ACE 
exposures on health. The Youth Risk Behavior Surveillance System (YRBSS) collects information on multiple forms of 
violence among high-school students in the United States, including information about lifetime and past year sexual 
violence victimization, past year physical and sexual teen dating violence victimization, youth violence (including 
bullying), and suicidal behavior. It also collects lifetime and current use of alcohol and other substances. YRBS data are 
available at the local, state, and national levels. 

Other sources of data include the National Survey of Children’s Exposure to Violence (NatSCEV), the National Intimate 
Partner and Sexual Violence Survey (NISVS), the National Survey of Children’s Health (NSCH), and the National Crime 
Victimization Survey (NCVS). NatSCEV provides self-reported data on violence against children through a nationally 
representative random-digit dial survey of children (aged 0-9) and youth (aged 10-18). Youth report on their own 
past year and lifetime victimization experiences across five general areas (i.e., conventional crime, child abuse and 
neglect, peer and sibling victimization, sexual victimization, and witnessing violence). Caregivers report on these 
victimizations for children. NISVS collects lifetime and past year information on intimate partner violence, sexual 
violence, and stalking victimization at both the state and national level, including data on characteristics of the 
victimization, demographic information on victims and perpetrators, impacts of the violence, age at first experiences 
of these types of violence, and health conditions associated with the violence. The NSCH is a nationally representative 
survey that gathers information on the physical and emotional health of children aged 0-17 and the child’s family, 
neighborhood, school, and social context. The survey includes several ACE exposures as well as information on family, 
school, and neighborhood protective factors. The NCVS gathers information from a nationally representative sample 
of households on the frequency, characteristics, and consequences of criminal victimization among persons aged 12 
and older in the United States.

National, state, and local data are available from other sources as well. The National Child Abuse and Neglect Data System 
(NCANDS) provides official reports of child abuse and neglect made to Child Protective Services. The National Violent 
Death Reporting System (NVDRS) is a state-based surveillance system that combines data from death certificates, law 
enforcement reports, and coroner or medical examiner reports to provide detailed information on the circumstances of 
violent deaths such as homicide and suicide, including intimate partner violence, mental health problems and treatment, 
and recent life stressors. Information about violent offenses, victimization, and involvement with the justice system are 
also available from the Department of Justice’s Bureau of Justice Statistics, the Federal Bureau of Investigation’s Uniform 
Crime Reports, and the Office of Juvenile Justice and Delinquency Statistical Briefing Book. 

No matter the data source, it is important that routine and ongoing monitoring align with the work of multiple federal, 
state-level, and local partners and agencies to achieve a more comprehensive understanding of ACE exposures, 
their consequences, and effective prevention efforts in this area. It is also important to track progress of prevention 
efforts and to evaluate the impact of those efforts. Evaluation data, produced through program implementation and 
evaluation, is essential in providing information on what does or does not work to prevent ACEs and associated risk 
and protective factors.
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Conclusion
ACEs are a serious public health problem with far-reaching consequences across the lifespan. They are also 
preventable. The strategies outlined here, drawn from the CDC Technical Packages to Prevent Violence, are intended to 
change norms, environments, and behaviors in ways that can prevent ACEs from happening in the first place as well 
as to lessen the immediate and long-term harms of ACEs. To maximize impact, these strategies and approaches are 
intended to be used in combination as part of a comprehensive effort to help ensure that all children have safe, stable, 
nurturing relationships and environments in which to thrive and achieve lifelong health and success. The hope is that 
multiple sectors, such as public health, health care, education, public safety, justice, social services, and business will 
use this information as a guide and join CDC in efforts to prevent ACEs.

Learn More
CDC’s Technical Packages to 
Prevent Violence  
https://www.cdc.gov/
violenceprevention/
communicationresources/pub/
technical-packages.html

CDC’s Violence Prevention in 
Practice is a resource to help 
state and local health agencies 
and other stakeholders with 
their violence prevention efforts 
https://vetoviolence.cdc.gov/apps/
violence-prevention-practice/#!/

https://www.cdc.gov/violenceprevention/communicationresources/pub/technical-packages.html
https://www.cdc.gov/violenceprevention/communicationresources/pub/technical-packages.html
https://www.cdc.gov/violenceprevention/communicationresources/pub/technical-packages.html
https://www.cdc.gov/violenceprevention/communicationresources/pub/technical-packages.html
https://vetoviolence.cdc.gov/apps/violence-prevention-practice/#!/
https://vetoviolence.cdc.gov/apps/violence-prevention-practice/#!/
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Suggested questions for parents to ask when choosing a therapist: 

1. What type of therapy do you offer? What is it called? Tell me how therapy 

works, and about the main components of the therapy. 

2. How do you decide what type of therapy is best for a particular problem or 

diagnosis? Do you use standardized measures or questionnaires as part of your 

clinical assessment? 

3. What is your approach to treating anxiety, depression or posttraumatic 

stress? 

4. In what evidence-based treatments have you had training? Tell me a little 

about the training? Did you receive any type of certification? 

5. Do you receive clinical supervision or consultation for the evidence-based 

therapy that you do? 

6. To about how many clients have you delivered the therapy? 

7. Where can I learn more about the therapy? Can you direct me to websites 

or other resources that have information about the therapy? Do you have any 

materials that describe the therapy? 

8. What will be expected of me for the treatment to work the best? How long 

does it typically last? 

9. How do you monitor if the treatment is working? How do you decide when 

the treatment has worked or has been successful or when it may need to be 

changed because there is not enough progress? 



Need help finding the best treatment 

available for your youth?

 

https://www.siphidaho.org/comhealth/behavioral-health.php 

Consult the Evidence Based Treatment 

Resource Guide for Idaho District 6 

 

Learn what to ask a provider with questions like: 

• What is your approach to treating anxiety, depression or posttraumatic 
stress? 

• How do you monitor if the treatment is working?  

• How do you decide when the treatment has worked or has been successful 
or when it may need to be changed because there is not enough progress? 

 

As a consumer of therapy services, you are encouraged to ask questions and find out 

more about the type of therapy that is offered and the training and the supervision of 

the therapist. It is up to you to decide what kind of therapy and which therapist you 

think is best for the situation. 

 

 

 

Scan the 

bar code: 

Or follow 

the link 

below: 

https://www.siphidaho.org/comhealth/behavioral-health.php
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Purpose of the Crossover Youth Practice Model 
The purpose of the Crossover Youth Practice Model is to develop and implement a system of care 

that is responsive to the unique issues of youth and families who are identified as Crossover Youth 

or at risk of becoming Crossover Youth. 

 

The primary identified outcomes of the Crossover Youth Practice Model are reductions in the 

following areas: 

1. The number of youth placed in out-of-home-care 

2. The use of congregate care 

3. The disproportionate representation of children of color 

4. The number of youth crossing over and becoming dually involved. 

5. The length of stay in out-of-home-care. 

 

To effectively achieve the desired outcomes, the policies and procedures in the model are built 

on the foundation of the following: 

1. Engaging families in a way that recognizes and highlights their strengths and values the 

contribution of the youth, family, and natural supports in the assessment and planning 

process. 

2. Collaboration between government agencies, private service providers, and community 

stakeholders working with Crossover Youth and Crossover Prevention Youth that promotes 

the timely sharing of information, the utilization of evidence-based practices, and a reduction 

in the duplication of services and conflicting requirements. 

3. Cross-training of staff in policies and procedures of the model 

4.  The collection and analysis of data to aid in the decision-making process and provide quality 

assurance. 

 

Dual Pathway of the Bannock County Crossover Youth 

Practice Model 
The Bannock County Crossover Youth Practice Model includes protocols and practices for 

identifying and working with youth who have crossed over between systems (Crossover Youth), as 

well as identifying youth who are involved in one system with risk of formal involvement in the 

other (Crossover Prevention Youth). 

 

Youth in the child protection system include youth and families currently under investigation, 

families participating in voluntary services, youth and families participating in protective supervision 

services, and youth who are in the legal custody of the Idaho Department of Health and Welfare. 

 

Youth in the juvenile justice system include youth who are on diversion (law enforcement diversion, 

Court diversion, juvenile justice diversion, or prosecutorial diversion), youth on probation under an 
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informal adjustment, youth who are on formal probation, and youth who are in the custody of the 

Idaho Department of Juvenile Corrections.      

 

Definition of Crossover Youth 

Crossover Youth are youth between the ages of 10-17 who experience maltreatment and engage in 

delinquent acts.  These youth are simultaneously involved in the child welfare and juvenile justice 

systems.   Youth enter the Bannock County Crossover Youth Practice Model through one of three 

pathways: 

1. Youth who have an open case with the child protection system and are subsequently charged 

with a delinquent act. 

2. Youth who have an open case with the juvenile justice system and have a current child 

protection investigation or the Court has ordered a Rule 16 Investigation. 

3. Youth who have an open case with the juvenile justice system and subsequently receive 

services in the child protection system. 

 

Definition of Crossover Prevention Youth 

Crossover Prevention Youth are individuals between the ages of 8-17 who enter the Crossover 

Prevention Youth Protocols through one of the following pathways: 

1. Youth who have been referred to Attendance Court due to excessive absences, and the 

Juvenile Court orders a Rule 16 Screening or Investigation based on information provided at 

the Attendance Court hearing. 

2. Youth who have an open case in the child protection system and are committing delinquent 

acts but have not yet been formally charged. 

3. Youth who have an open case with juvenile justice with evidence of maltreatment, but do 

not have an open case with child protective services, and lack sufficient evidence to 

recommend a Rule 16 Investigation or Expansion.  

 

Crossover Youth Protocols 

Identifying Crossover Youth – Phase 1.1 

Region VI Family and Children Services and Bannock County Juvenile Justice have identified 

liaisons that can be contacted to verify system involvement during the screening process to 

determine if a youth meets the criteria of being a Crossover Youth. 

 

Child Protection Liaison:  Racheal Peace 

      Phone #  208-239-6200 (Office) 

     Phone #  208-705-4902 (Cell Phone) 

     Email       racheal.peace@dhw.idaho.gov 

 

about:blank
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Bannock Co. Juvenile Justice Liaison: Matt Olsen 

     Phone #  208-235-2305 

     Email      matto@bannockcounty.us 

 

At the point either liaison confirms that a youth meets the criteria of being a Crossover Youth, an 

email will be sent within one business day by the confirming liaison notifying the following 

stakeholders of the youth’s status as a Crossover Youth: 

▪ The liaison of the partnering agency 

▪ The child protection case worker 

▪ The juvenile probation/diversion officer 

▪ The prosecuting attorney 

▪ The defense attorney (if applicable at the time) 

▪ The CYPM Data Manager (currently Todd Mauger) 

 

Absent a signed release of information, the details shared must be limited to generalized statements 

about the following: 

▪ Length of time each system has been involved with the family 

▪ The current case status 

➢ Child protection involved youth – 1) investigation, 2) voluntary, 3) protective 

supervision, or 4) legal custody. 

➢ Juvenile justice involved youth – 1) informal diversion, 2) formal diversion, 3) 

probation (informal adjustment and formal probation), 4) detention, or 5) Idaho 

Department of Juvenile Corrections Custody. 

▪ What services are being provided and the goals of the services being utilized. 

 

The child protection caseworker and juvenile probation/diversion officer will make contact with 

one another within five business days of receiving notification that a youth is a Crossover Youth to 

plan the implementation of the Crossover Youth Protocols.  The worker from the agency that 

confirms crossover status will be responsible for initiating contact with the staff from the partnering 

agency and will be the lead agency throughout the Crossover Youth Protocols unless it is agreed 

upon by both agencies that it is in the best interest of the youth and family to do otherwise. 

 

For example, if the child protection liaison confirms that a juvenile justice youth is involved in the 

child protection system, the assigned child protection caseworker will initiate contact with the 

assigned juvenile justice officer. 

 

Region VI Family and Children Services Screening Protocols   

Child protection case workers assigned to investigate a child protection case involving a youth 

between the ages of 10-17 will utilize the following screening protocols to determine if a youth is a 

Crossover Youth:  

about:blank
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▪ Check the Idaho Juvenile Offender System (IJOS) to determine if the youth currently has an 

open juvenile justice case or previously had an open juvenile justice case.   

▪ Contact the Bannock County Juvenile Justice liaison within one business day of meeting with 

the identified child/family of concern to verify whether or not the youth is currently 

involved in the juvenile justice system. 

Note:  If the juvenile justice liaison confirms the youth is juvenile-justice-involved, the liaison will 

follow the notification protocols. 

Law Enforcement Screening Protocols 

Law enforcement officers may screen youth at the time of arrest to determine if the youth meets the 

definition of Crossover Youth.  The screening questions are included in the Juvenile Information 

section of the incident report and contain the following information: 

1) Does the youth currently have an open case with child protective services?  Has the 
youth previously had an open case with child protective services? 

2) Conditions of maltreatment/abandonment/neglect or other risks to the safety of the 
youth being cited that were observed by the officer, but did not meet the level required 
to declare imminent danger.  

  

District 6 Juvenile Detention Screening Protocol – Pre-adjudicated Youth 

The following screening protocol will be utilized to determine if a youth placed in detention on pre-

adjudicated charges meets the criteria for being a Crossover Youth: 

▪ The Bannock County Juvenile Justice staff member screening newly detained youth for a 

detention hearing will contact the child protection liaison within one business day of 

detention intake (excluding weekends and holidays) to verify whether or not the youth meets 

the criteria for being a Crossover Youth. 

Note:  If the child protection liaison confirms the youth is child-protection-system-involved, the 

liaison will follow the notification protocols.   

Bannock County Juvenile Justice Screening Protocols 

Youth in Bannock County enter the Bannock County Juvenile Justice system through various 

pathways.  The following screening protocols will be utilized by the point of contact of each 

pathway to determine if a youth meets the criteria of being a Crossover Youth: 

 

Diversion Programs  

▪ The diversion officer will ask the family about child protection system involvement at the 

point of screening for eligibility for diversion services.   

▪ The diversion officer may contact the child protection liaison for assistance in determining if 

the youth has a current child protection case.   

 

Youth Referred to Court  

▪ File Review Process 
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➢ The juvenile justice staff member conducting the file review before Court will look for 

indicators of potential child protection involvement or youth maltreatment.   

➢ The staff member may contact the child protection liaison to determine if the youth has 

an open child protection case. 

▪ Meeting prior to Admit/Deny Hearing  

➢ Juvenile justice staff meeting with the family prior to the initial Court hearing will screen 

to determine if the youth has a current child protection case, prior system involvement, 

or has indicators of maltreatment and note it on the Admit/Deny Form.    

▪ Probation Intake Meeting 

➢ The juvenile probation officer will contact the child protection liaison within one 

business day of the probation intake meeting to determine if a youth has a current child 

protection case if that determination has not been made prior to probation intake.   

➢ If a youth is determined to be a Crossover Youth prior to the probation intake meeting, 

the probation officer will obtain background information from the child protection case 

worker regarding the youth and family and invite the child protection case worker to the 

probation/diversion intake meeting.   

 

At any point in the process, if a juvenile justice officer identifies signs of abuse, neglect, or other 

maltreatment that meets the criteria for mandated reporting, the officer will call child protection 

central intake (1-855-552-5437) to make a report. 

 

Notification to Youth and Guardian(s) of Crossover Status 

Effective family engagement is a critical factor in achieving the positive outcomes stated in the 

Bannock County Crossover Youth Practice Model.  Staff from both systems will work to ensure that 

youth and families are treated with dignity and respect, and that family involvement in decision-

making occurs at all levels of the Crossover Youth protocols.   

 

The child protection caseworker or juvenile justice probation/diversion officer initiating contact 

with the partner agency will be responsible to meet with the youth and family to discuss how the 

Crossover Youth Practice Model can aid the family in maintaining/achieving permanency and 

reduce risk for recidivism and further penetration into both systems.  The youth and family will be 

provided a Family Guide (see Appendix A) that provides information regarding the Crossover 

Youth Practice Model. 

 

The caseworker or juvenile justice officer meeting with the youth and family will request that the 

parent(s)/guardian(s) sign a release of information (see Appendix B) that will allow the sharing of 

pertinent information for the purposes of joint assessment and case management planning with the 

family and all stakeholders involved with the family.    
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Decision-Making Regarding Charges – Phase 1.2 

When a youth at any point of the juvenile justice continuum (pre-adjudicated, diversion, probation, 

detention, IDJC custody) receives a new charge and is determined to be a Crossover Youth, the 

following protocols may be implemented: 

▪ The Court will be notified at the detention hearing or admit/deny hearing of the youth’s 

status as a Crossover Youth, and an attorney will be appointed if the family is unable to 

afford one. 

▪ The youth and family will be provided an opportunity to participate in a Crossover Youth 

Team Meeting prior to the pre-trial hearing to develop recommendations regarding charges 

and interventions, and if accepted, a pre-trial date will be scheduled for approximately one 

month after the initial hearing. 

▪ The assigned worker from the lead agency will be assigned to schedule and facilitate the 

Crossover Youth Team Meeting prior to the pre-trial hearing and notify stakeholders of the 

date, time, and place of the meeting.  Individuals that must attend the meeting include the 

following: 

➢ The youth and parent(s)/guardian(s) 

➢ The assigned juvenile justice officer and child protection caseworker. 

 Other individuals that should be invited to the meeting include the following: 

➢ Any individuals identified by the family as support (e.g. extended family) 

➢ Prosecuting and defense attorneys 

➢ Current service providers 

➢ Education personnel (e.g. school counselor or administrator) 

➢ Detention staff (when applicable) 

➢ Children’s Mental Health clinician 

➢ IDJC representative 

▪ Agency representatives will bring assessment information and intervention history that may 

assist in the development of a consensus recommendation by the prosecuting attorney and 

defense attorney on decisions regarding the charge(s) and possible alternatives to formal 

adjudication.   

▪ The representative from the lead agency will be responsible for completing and submitting 

the Crossover Youth Report to the prosecuting attorney and defense attorney (see Appendix 

E). 

 

Intake Protocols – Joint Assessment and Planning – Phase 2 

All youth in the Bannock County Crossover Youth Practice Model will receive coordinated 

assessment and joint case management through a Crossover Youth Team Meeting.   Agency 

representatives participating in the meeting will bring assessment information to be shared and 

discussed with members of the team for the purposes of developing a Family Case Management 

Plan (see Appendix C) that addresses the safety and well-being of the youth and also promotes 

positive outcomes that are associated with reduced risk for re-offending.  Crossover Youth Team 

Meetings may occur prior to adjudication or post adjudication when a youth receives a new charge.   
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Crossover Youth Team Meeting Participants 

The following individuals must participate in the Crossover Youth Team Meeting: 

▪ Parent(s)/guardian(s) 

▪ The youth 

▪ Child protection case worker 

▪ Juvenile probation/diversion officer 

▪ Court Appointed Special Advocate - if appointed 

 

The following individuals should participate in a Crossover Youth Team Meeting when feasible and if 

appropriate: 

▪ Support individuals identified by the family, such as relatives or other natural support people 

from their community 

▪ School personnel 

▪ Children’s Mental Health clinician 

▪ Service providers 

▪ Attorney for the youth 

▪ Attorney for the parent(s) 

▪ Prosecuting attorney 

▪ IDJC representative  

 

The Coordinated assessment will include a review of the following topics: 

▪ Behavior patterns of the youth and family over time 

▪ Examination of the family strengths and protective factors 

▪ Assessment of the overall needs of the youth and family that affect the safety, permanency, 

and well-being of the youth 

▪ Assessment of criminogenic factors 

 

Participants of the Crossover Youth Team Meeting will identify evidence-based services that are 

provided in the community that can be used as interventions to assist the family in accomplishing 

the goals and objectives identified in the Family Case Management Plan (See the Evidence-based 

Treatment Guide for District 6 Idaho at https://www.siphidaho.org/comhealth/behavioral-health.php). 

   

Facilitators of the Crossover Youth Team Meeting are encouraged to use the Crossover Youth 

Team Meeting Facilitator Guide (see Appendix D) to promote effective family engagement and 

participation of all members of the team.   

 

Protocols for the Crossover Youth Team Meeting 

The person/agency responsible for completing the various tasks of the Crossover Youth Team 

Meeting process is dependent on the pathway the youth entered the Crossover Youth Practice 

Model on. 

 

https://www.siphidaho.org/comhealth/behavioral-health.php
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Pathway 1 - Youth who have an open case with the child protection system and are subsequently 

charged with a delinquent act.  

▪ Child protection staff schedules and facilitates the meeting and writes the Family Case 

Management Plan. 

 

Pathway 2 - Youth who have an open case with the juvenile justice system and have a subsequent 

child protection investigation or open case. 

▪ The juvenile justice staff member schedules and facilitates the meeting and writes the Family 

Case Management Plan.  In the case of a Rule 16 Investigation, the child protection 

caseworker will follow agency protocols regarding the submission of an investigation report 

to the Court.    

 

Special Circumstances – Combined Rule 19 & Rule 16 Investigation/Screening 

The youth has an open case with juvenile justice but does not currently have an open case with child 

protective services.   Recommended when a juvenile is a candidate for placement with the Idaho 

Department of Juvenile Corrections, and there is evidence of a degree of neglect, abuse, 

abandonment, homelessness, or lack of stable home environment, but a factual basis does not 

currently exist to recommend a full investigation or expansion.   

▪ Bannock County Juvenile Justice staff schedules and facilitates the meeting. 

▪ The probation/diversion officer submits a Rule 19 Screening Report and comprehensive 

plan. 

▪ Region VI Family and Children Services does not need to complete a full formal 

investigation prior to the screening team meeting, unless a Rule 16 Investigation is ordered. 

▪ Region VI Family and Children Services as a result of the information provide at the 

screening team may determine that a child protection investigation is warranted and submit 

to the Court an investigation report in conjunction with or separate from the Rule 19 

Screening Report and plan. 

 

Coordinated Case Management and Ongoing Assessment – Phase 3.1 

Youth and families in the Crossover Youth Protocol will receive ongoing coordinated case 

management and assessment through a combination of regularly scheduled Crossover Youth Team 

Meetings and ongoing information sharing among participants throughout the period of Crossover 

Youth status.  The child protection caseworker and juvenile justice officer should conduct at least 

one joint home visit within 30 days of the implementation of the Crossover Youth Protocols.  

Additional joint home visits may be conducted as needed to promote successful implementation of 

the Family Case Management Plan. 
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Frequency of Crossover Youth Team Meetings 

Crossover Youth Team meetings should occur at least quarterly, and more often if members of the 

team determine it would be beneficial to the safety and well-being of the youth.  Issues that may 

require that the team reconvene prior to a scheduled date include the following: 

▪ Change in placement status (see above) 

▪ New offense 

▪ New allegations of abuse or neglect 

▪ Disciplinary issues at school 

▪ When a family member requests a meeting 

 

Ongoing Information Sharing 

Agency participants in the Crossover Youth Team Meeting will engage in ongoing sharing of 

information while a youth and family are in the Crossover Youth Practice Model.  The juvenile 

justice staff member and child protection case worker should share information regarding case 

progress on a monthly basis.   Information that is important to the achievement of the goals 

identified in the Family Case Management Plan may be shared as often as needed.  This information 

may include the following: 

▪ New or updated assessments 

▪ Service provider reports/updates 

▪ School record information related the goals of the Family Case Management Plan 

▪ Case plan progress 

▪ Change in status (e.g. being placed in detention or a change in home visitation schedule) 

▪ Violations of probation 

▪ When a family member requests a meeting. 

 

Planning for Youth Permanency, Transition, and Case Closure – Phase 3.2 

The definition of permanency for Crossover Youth is youth and caregivers achieving a level of self-

sufficiency which allows the youth to begin to be successful in the community with decreasing levels 

of support.  The goal is youth success without interventions.  Permanency for a youth can take place 

in the home of the biological family, guardianship family, or adoptive family.   

Concurrent Planning for Crossover Youth in Foster Care 

▪ Family meetings are scheduled prior to the case planning hearing.  The outcome of this 

meeting is the Child Welfare case plan, which outlines conditions necessary for reunification. 

▪ Concurrent planning and preliminary identification of a permanency placement other than 

reunification is also discussed during the family meeting.    

▪ The child protection caseworker will invite the juvenile probation/diversion officer to attend 

as one of the youth/family support participants.   

▪ If the child protection caseworker is anticipating any changes in the concurrent plan goal, 

this will be discussed at the Crossover Youth Team meeting. 
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▪ The juvenile probation/diversion officer will be informed of Child Protective Service Court 

hearings where permanency plan recommendations are updated or modified. 

   

Transition Planning for Crossover Youth in Foster Care Stepping Down to Extended 

Home Visit or Protective Supervision 

▪ Prior to stepping a child down from foster care to extended home visit or protective 

supervision, the child protection caseworker will inform the Crossover Youth Team 

participants of the upcoming change.  

▪ Participants will discuss any plan changes which will need to take place to ensure necessary 

services are not disrupted. 

   

Transition Planning for Crossover Youth Exiting Residential Treatment and Returning to 

the Community 

▪ Approximately 30 days prior to a Crossover Youth exiting residential treatment, a Crossover 

Youth Team Meeting will take place to develop a plan for the youth’s successful transition 

back to the community and to a lesser restrictive living situation.   

 

Transition Planning for Youth Exiting Custody of the Department of Juvenile Corrections  

▪ Approximately 30 days prior to a Crossover Youth being released from any Idaho 

Department of Juvenile Corrections (IDJC) facility, a Crossover Youth Team Meeting will 

take place to develop a plan for the youth’s successful transition back to the community.  

▪ The youth, the youth’s IDJC group leader, IDJC juvenile service coordinator, and the 

juvenile probation/diversion officer will be invited to participate.   

Independent Living Services for Crossover Youth Who are in Foster Care.   

▪ Crossover Youth who are in foster care for 90 consecutive days after their 14th birthday will 

have an Independent Living plan.    

▪ If Independent Living needs for a Crossover Youth are identified during a Crossover Youth 

Team Meeting which are not already identified through the Independent Living plan, they 

will be added to the Independent Living plan. 

   

Independent Living Services for Crossover Youth Exiting Foster Care at Age 18 

▪ Region VI Family and Children Services will begin scheduling transition meetings for 

Crossover Youth sometime after the youth turns 17.   

▪ Juvenile Probation and other relevant agencies identified during the Crossover Youth Team 

Meeting will be invited to attend the transition meeting.   

▪ Permanency Pacts for adults who have indicated a willingness to provide support to the 

youth will be written.  The Crossover Youth will be provided a Health and Education 

Passport when he/she exit foster care.   
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Case Closure 

▪ Prior to case closure, the agency recommending the case closure will inform the Crossover 

Youth Team participants of the anticipated case closure.   

▪ Team participants will discuss any plan changes which will need to take place to ensure 

necessary services are not disrupted.   

 

 

Crossover Youth Prevention 

Crossover Prevention Youth Protocols 

The Bannock County Crossover Youth Practice Model seeks to prevent youth who are involved in 

one system from crossing over to the other system.  The following pathways describe how youth in 

one system are at risk of becoming involved in the other. 

 

Attendance Court Pathway 

The youth is referred to Attendance Court due to excessive absences, and the Court orders a Rule 

16 Screening or Rule 16 Investigation to prevent further penetration into the child protection and 

juvenile justice systems. 

 

This screening is ordered by the Court to develop a plan that will promote consistent school 

attendance and academic success.  The purpose of this screening and investigative report is primarily 

preventative to address risk factors and needs that, if left unaddressed, increase the likelihood of 

further involvement in the child protection and juvenile justice systems.  

▪ The child protection caseworker schedules and facilitates the Crossover Prevention Team 

meeting.   

▪ Bannock County Juvenile Justice staff participates in the screening and plan development.  

▪ All other protocol Crossover Youth Protocols may apply. 

▪ The child protection case worker will submit the written Family Case Management Plan and 

Rule 16 Screening or Investigation Report to the Court. 

 

Child Protection Pathway    

The youth has an open case with child protective services and is committing delinquent acts but has 

not been formally charged.  The child protective services caseworker will contact the Juvenile Justice 

Liaison and determine if juvenile justice participation will reduce the likelihood of further 

penetration into the juvenile justice system. 

▪ The child protection caseworker schedules and facilitates the meeting.   

▪ Bannock County Juvenile Justice staff participates in the screening and plan development 

and coordination if requested by child protective services. 

 



 

14 | P a g e  
 

Rule 16 Screening Pathway   

The youth has an open case with juvenile justice but does not currently have an open case with child 

protective services.  A Rule 16 Screening may be recommended at a juvenile court proceeding when 

there is evidence the youth has safety risk factors and needs associated with child protection issues, 

and there is a lack of sufficient evidence regarding the severity of the risk to recommend a Rule 16 

Investigation or Rule 16 Expansion.    

 

A Rule 16 Screening may be recommended when there is concern that circumstances have the 

potential to escalate to a more serious child protection issue if we do not successfully intervene to 

prevent abuse, neglect, child abandonment, or homelessness. For example:  A recent case in 

detention reported a level of chaos and conflict in the home that did not reach the level of imminent 

danger but could escalate based on past history and the current level of conflict.  The purpose of the 

screening team would be to identify services or an alternative short/long term placement to prevent 

the escalation of risk.  Child protection services does not need to complete a formal 

investigation prior to the screening team meeting, but may investigate to the level deemed 

appropriate, including a review of child protection records. 

▪ The Rule 16 Screening order is faxed by the Court clerks to the child protection liaison. 

▪ The juvenile justice officer assigned to the case schedules the Rule 16 Screening Crossover 

Prevention Meeting. 

▪ The child protection liaison assigns a caseworker to attend the meeting when notified by the 

juvenile justice officer of the date and time of the meeting. 

▪ The juvenile justice staff facilitates the meeting and writes the Rule 16 Screening Report (see 

Appendix E) and the Crossover Youth Prevention Case Management Plan and submits the 

report and a copy of the plan to the Court. 

 
 

Data Collection and Analysis 
Bannock County Juvenile Justice, the Idaho Department of Health and Welfare, and Family and 

Children’s Services agree to collect data on Crossover Youth and Crossover Prevention Youth to 

ensure that we are achieving the program goals and objectives of the Bannock County Crossover 

Youth Practice Model.   

 

The following data collection protocols apply to both Crossover Youth and Crossover Prevention 

Youth.   

▪ At each point in the data collection process, the worker from the lead agency will forward 

the completed data sheet to the CYMP Data Manager 

▪ The assigned child protection caseworker and juvenile justice officer will complete the 

respective information on the Crossover Youth or Crossover Youth Prevention Case 

Information: Initial Data sheet (see Appendix F) prior to the initial team meeting.   
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▪ The child protection caseworker and juvenile justice officer will complete the 9-Month 

Tracking Sheet: Follow-up Data portion of the data sheet after the 9-month follow-up 

meeting has occurred.   

▪ The Data Manager will enter information from the data sheet completed by the child 

protection caseworker and juvenile justice officer into the Excel data sheet.   

▪ The Data Manager will submit the Excel data sheet to the Idaho State Police on a quarterly 

basis. 

▪ The Idaho State Police will run the data from the Excel sheet on a quarterly basis and 

provide the data analysis to all stakeholders.  

 

Meetings with the stakeholders of the Bannock County Youth Practice Model will occur on a bi-

annual basis to review the data and make decisions regarding any necessary program improvements.  
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Appendix A 
Crossover Youth Family Guide 
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What is a Crossover Youth? 

A “crossover” youth is any youth who is 

involved in both the juvenile justice system 

and child welfare. 

What is the Crossover Youth 

Practice Model?  

The Crossover Youth Practice Model 

(CYPM) describes the specific practices that 

need to be in place within a jurisdiction in 

order to reduce the number of youth who 

crossover between the child welfare system 

and juvenile systems.  

 According to research, children who face 

adverse experiences have a greater chance of 

involvement in the criminal justice system. 

Thus, the Crossover Youth Practice Model 

allows agencies and families to collaborate to 

produce the best outcomes for those youth 

and their families.   

The Crossover Youth Practice Model values 

parental involvement and believes that youth 

and families have strengths that should 

beutilized in order to meet their needs. In 

doing so, we can provide long-term benefits 

for those youth and their families.  

 

Crossover Youth Practice 

Model Goals and Outcomes 

• a reduction in the number of 

youth placed out of their 

home 

• a reduction in the number of 

youth placed in residential or 

group facilities 

• a reduction in the 

disproportionate 

representation of children of 

color 

• a reduction in the number of 

children crossing over into the 

juvenile justice system 

• a reduction in recidivism rates 

• an increase in family and youth 

engagement 

• an increase in collaboration 

among agencies and families 

• an increase in communication 

among agencies 

• an increase in the use of 

community-based programs 

• an increase in the overall 

wellbeing of youth and their 

families 

 

 

Crossover Youth Practice 

Model Values 

• We serve every child individually 

based on their history and 

experiences.  

• We believe the most advantageous  

• place for youth to grow up in in 

their own family.  

• We believe that youth and families 

have strengths.   

• We provide opportunities for 

professional development to ensure 

workforce efficacy.   

• We work to maintain youth 

permanence.    

 

Parent’s Role 
This is a team effort! Parental involvement 

and support is crucial to the success of this 

program.   

Together, we can develop an action plan 

that utilizes individual and family strengths 

and includes a role for everyone. 
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Appendix B 
Bannock County Crossover Youth Practice Model Program 

Request and Authorization to Release Information/Records 
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Bannock County Crossover Youth Practice Model Program 

Request and Authorization to Release Information/Records 

 

 

Client Full Legal Name: Other Names Used:  

Date of Birth: Case#:   

I,  ________________________________ , authorize the following entities: 

______ Bannock County Juvenile Justice 

______ Idaho Dept. of Health & Welfare – FACS 

______Idaho Dept. of Health & Welfare – CMH 

______ Idaho Dept. of Health & Welfare - DD 

______ Idaho Department of Juvenile Corrections 

______Prosecuting Attorney/s 
                                                                       
(Name)_____________________________________ 

______Public Defender/other defense counsel 
                                                                  
(Name)_____________________________________ 

______Parents (if a juvenile) 
                                                                  
(Name)___________________________________ 

______ Medicaid/Optum 

______School District 25 

______School District 21 

______Treatment Provider (specify):  

__________________________________________                                                               
  

______ Other (specify):                                                                 

__________________________________________ 

to release, use, receive, mutually exchange, communicate with, and disclose to one another the following information: 

▪ Attendance 

▪ Diagnosis 

▪ Urinalysis results 

▪ Cooperation 

▪ Prognosis 

▪ Evaluation/Assessments 

▪ Grades/Education 

▪ Medications 

▪ Mental Health Records 

▪ Legal/criminal records 

▪ Drug and alcohol treatment 

▪ Psychosexual Evaluation 

▪ Counseling Records 

▪ Medical Records 

▪ Treatment Records 

▪ Social History 

▪ Employment 

▪ Other: ______________
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The purpose of the disclosure is to inform any person, entity, or agencies listed above 

of my attendance and progress in treatment and/or monitor my probation supervision. 

I have read this authorization/had this authorization read/explained to me and I acknowledge an 

understanding of the purpose of the release of information. I am signing this authorization of my own 

free will. I understand that this authorization will allow my treatment team to plan and coordinate services 

I need, to impose appropriate sanctions or rewards based on my behavior, and to also allow any person, 

entity, or agency named in this authorization to be actively involved in my case coordination, evaluation, 

treatment, planning, or legal proceedings. I further understand that some or all of this information will be 

discussed in open court, a public forum, where any person in the courtroom may hear the information. I 

hereby request and give my permission for an open exchange of information to, by, among, or between 

any person, entity, or agency named in this authorization. 

I understand that this information may include material like drug and alcohol treatment records, 

mental health records, and medical records, which are protected under federal regulations governing 

confidentiality of alcohol and drug abuse patient records, 42 C.F.R. Part 2, and the Health Insurance 

Portability and Accountability Act of 1996 (HIPAA), 45 CFR Parts 160 and 164. Although HIPPA 

requires that consents be revocable, 42 C.F.R. § 2.35 provides that if I am mandated into treatment 

through the criminal justice system or I am under legal/court supervision/probation, this authorization 

will remain in effect and cannot be revoked by me until there has been a formal and effective termination 

or revocation of my release from confinement, probation, or parole, or other proceeding under which I 

was mandated into treatment. I also understand that if I do not comply with treatment, my non-

compliance will be reported to the judge and the prosecuting attorney/deputy attorney. A photocopy or 

exact reproduction of this signed authorization shall have the same force and effect as this original. 

 

COMPLIANCE AND QUALITY ASSURANCE QUESTIONNAIRE 

Please read and discuss all items and have client initial as they have read and understood each statement.  

_____1. I have clear understanding of my rights as a client and have been given the opportunity to 

discuss any of my concerns. 

_____2. I understand if I decide not to sign, which is my right, I can be removed from treatment 

and will be reported to probation/parole, the judge and the prosecuting/deputy attorney. 

_____3. I was given this re lease of information prior to beginning of treatment 

services.  

_____4. I have read the summary of the confidential ity  laws above.  
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_____5. I understand that this authorization wil l  expire one year f rom the 

signed date of re lease unless on probation.  

_____6. I have read this authorization/had this authorization read/explained to me and I acknowledge 

an understanding of the purpose for the release of information. 

_____7. I was provided a copy of the signed release of information. 

_____ 8. The expiration date of this Release of Information is ________________________ 

Full Legal Signature of Client or Authorized Personal Representative: Relationship to Client: Date: 

Full Legal Signature of Parent or Legal Guardian – Required if 

Client is under 16 years of age, but only after signed by Client: 

Relationship to Client: Date: 

Name of Staff Person (print): Initiating Agency Name/Location: 

: 

Date: 

 

PROHIBITION ON REDISCLOSURE AND PROSECUTION: I understand that my alcohol and 

substance abuse treatment records are protected under federal regulations governing Confidentiality of 

Alcohol and Drug Abuse Patient Records, 42, C.F.R. Part 2 and those recipients of this information may re-

disclose it only in connection with their official duties. Federal rules limit any use of the information to 

criminally investigate or prosecute any alcohol or drug abuse patient. 
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Appendix C 
Family Case Management Plan 

 District 6 Crossover Youth  
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Family Case Management Plan 
 District 6 Crossover Youth  

 
Date of Plan:       Date of Next Review:      

Assigned CPS Supervision Level: Assigned JJ Risk Level: 

 
Child’s Information 

Child’s Name:        DOB:         Gender:         CP Case #      
JJ Case #      

Current Address:       
 

Current Status:   Telephone: 

Family Information 

Mother’s Name:       Address:   
     

Phone:       

Father’s Name:       Address:       
 

Phone:       

Guardian:       Address:       
 

Phone:       

Guardian:       Address:       
 

Phone:       

Family Member:       Address:       
 

Phone:       

Family Member:       Address:       
 

Phone:       

Family Member:       Address:       
 

Phone:       

Family Member:       Address:       
 

Phone:       

 

Meeting Participants 

Member (Role):      Member (Role):       

Member (Role):       Member (Role):       

Member (Role):       Member (Role):       

Member (Role):       Member (Role):       

Member (Role):       Member (Role):       

Member (Role):       Member (Role):       

 

 

 

Screening/Assessment Utilized 

 Safety Assessment (CPS)            

 YLS/CMI (JJ)                             

 Mental Health Evaluation          

 Adverse Childhood Experiences Questionnaire 

 Child and Adolescent Needs and Strengths         
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 Substance Abuse Assessment (GAIN-I)             

 Psychological/Neuropsychological                      

 MAYSI 2 

 Suicide Risk Assessment  

 Education Plan 

 Other 

(explain):_______________________________________________________________________ 

 

Identified Risk Factors and Needs 
Safety Risk Factors & Needs – CPS Criminogenic Risk Factors & Needs - JJ 

 Abandonment                       

 Physical Abuse        

 Medical Neglect                     

 Education Neglect 

 Malnutrition                            

 Hazardous Home 

 Sex Abuse                               

 Cruel Restraint 

 Emotional Abuse                    

 Inadequate Shelter 

 Neglect                                   

 Chronic Lack of Supervision 

 Offense History/Dispositions         

 Mental Health 

 Family Circumstances/Parenting     

 Dev. Delay 

 Education/Employment                  

 Financial Problems 

 Peer Relations                                  

 Parent Drug Abuse 

 Substance Abuse                              

 Parent Mental Health 

 Leisure/Recreation                         

 Personality/Behavior 

 Attitudes/Orientation 

 

Safety Management Action Plan 

Objective Services/Action Steps Person Responsible Timeline 
                        

                        

                        

Progress Update: 

 

 

Joint Permanency Planning (If Applicable) 

Objective Services/Action Steps Person Responsible Timeline 
                        

                        

                        

Progress Update: 

 

 

Family Action Plan 

Objective  Services/Action Steps Person Responsible Timeline 
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Progress Update: 

 

Education/Employment Action Plan 

Objective  Services/Action Steps Person Responsible Timeline 
                        

                        

                        

Progress Update: 

 

Positive Peer Involvement Action Plan 

Objective  Services/Action Steps Person Responsible Timeline 
                        

                        

                        

Progress Update: 

 

Substance Use Prevention Action Plan 

Objective  Services/Action Steps Person Responsible Timeline 
                        

                        

                        

Progress Update: 

 

Mental Health Action Plan 

Objective  Services/Action Steps Person Responsible Timeline 
                        

                        

                        

Progress Update: 

 

Accountability to Victims & Community Plan 

Objective  Services/Action Steps Person Responsible Timeline 
                        

                        

                        

Progress Update: 

 

 

 

Additional Action Items 

Objective  Services/Action Steps Person Responsible Timeline 
                        

                        

                        

Progress Update 
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Incidents/Issues That Will Trigger a Follow-up Meeting 

1.       4.       

2.       5.       

3.       6.       

 

Upcoming Court Dates/ Other Scheduled Meetings 

Date and Time of 
Hearing/Meeting 

Meeting Purpose Meeting Place 

                  

                  

                  

                  

 

ACKNOWLEDGEMENT 

 

By signing below, each party acknowledges that they understand the goals of this plan and agree to diligently 

work toward the achievement of these goals to enhance the safety of the child and the community. 

 

 

Participant Signature Relationship to Child Date 
                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

 

 

AGENCY REPRESENTATIVE CONTACT INFORMATION 

Agency Agency Representative Phone number Email 
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Appendix D 

Bannock County Crossover Youth Practice Model 
Crossover Youth Team Meeting Facilitator Guide 
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Bannock County Crossover Youth Practice Model 
Crossover Youth Team Meeting Facilitator Guide 

Purpose:  The purpose of a Crossover Youth Team Meeting is to develop an integrated case management 

plan that promotes the healthy development of youth, increases safe and responsive caregiving, and protects 

the community.  Activities in the plan should reduce external sources of stress, develop responsive 

relationships with caregivers and other adults, and strengthen core life skills. 

I.   Welcome and Introductions 

▪ Have each participant introduce themselves and which agency they represent. 

▪ Have the family and their support members introduce themselves and their relationship to the 
juvenile. 

▪ Set ground rules of respectful communication – no interrupting, accepting different opinions 
and ideas, no yelling, etc. 
 

II. Discuss the purpose and objectives of the Crossover Youth Team Meeting and provide a 
brief overview of the case history (e.g. current status with juvenile justice, such as a 
diversion or probation case, and current status with IDHW, such as protective supervision). 

 
III. Discuss Confidentiality 

▪ Explain limits of confidentiality 

▪ Identify the purpose of the meeting 

▪ Identify who will receive copies of the report 
 
IV. Briefly Review Juvenile History 

▪ History of mental health issues or substance abuse treatment 

▪ Family Structure and Dynamics 

▪ Parental, guardian, or custodian engagement in counseling and treatment designed to develop 
positive parenting skills and understanding of the family’s role in the juvenile’s behavior. 

▪ Academic Performance and School Behavior 

▪ Prior intervention and treatment efforts by the family and/or the community 

▪ Prior offenses 

▪ Current and prior risk/need assessments 
 
V. Identify Current and Potential Risks Factors to the Safety and Health and Welfare of the 

Youth 

▪ Give each member of the Crossover Team an opportunity to state the potential risks to the 
safety and well-being of the youth.  Encourage each participant to share objective indicators for 
their opinions   It may be helpful to provide team members with a list of the Safety Risk Factors 
and Needs – CPS as identified on the Family Case Management Plan 
(IF A RULE 16 INVESTIGATION OR EXPANSION HAS BEEN ORDERED, THE CPS 
INVESTIGATOR WILL OUTLINE THE RISK FACTORS IDENTIFIED IN THE 
INVESTIGATION). 

 

▪ List identified risk factors on a flip-chart or white-board.  If multiple risk factors are identified, 
work with the group to develop a consensus in prioritizing the risk factors – with priority given to 
risk factors that could cause death or significant injury/illness.   
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VI. Develop a Safety Management Action Plan  

1. Develop measurable objectives that, when accomplished, will reduce the risk of endangering the 
safety and well-being of the youth 

2. Service/Action Steps (Interventions) that will lead to the accomplishment of the identified 
objectives  

3. Identification of who is responsible for initiating and following up on the action step 
4. A timeline for when the service/action step will be implemented 

 

Objective Services/Action Steps Person Responsible Timeline 

    

    

    

  
VII. Develop a Family Action Plan 

1. Work with team members to develop measurable objectives that, when accomplished, will 
promote increased safe and responsive caregiving by caregivers and other family members.  The 
following are ideas of topics to consider in the Family Action Plan: 
Responsivity of Caregivers to Youth 
a. Increased parental/guardian emotional regulation and coping skills 
b. The development and implementation of parent-child interaction and parent management 

skills that promote healthy youth development  
1) Implementation of clear and consistent boundaries and expectations  
2) Non-coercive communication  
3) Frequent expressions of nurturance from caregiver to youth  
4) Effective monitoring and supervision 

c. Stable employment or income that adequately meets the basic needs 
d. Widen the circle of natural family supports by identifying other adults who can serve as 

mentors and positive support to youth (i.e. extended family, clergy, neighbors, coaches, etc.) 
Responsivity of Team Members to Caregivers and Youth – What do caregivers say they need? 
a. Provide access to services that do not conflict with other important caregiver roles, such as 

employment 
b. Support efforts to resolve conflicts in scheduling when they occur so that families can 

participate in services 
c. Coordinate schedules to reduce required separate meetings with multiple agencies 
d. Reduce duplication of services 
e. Access to caseworkers, probation officers, counselors, etc. during a crisis, including after 

hours and weekends 
f. Assistance with transportation 
g. Support access to participation of the youth in pro-social, extra-curricular activities 
h. Respite 
i. Provide information regarding access to food, utility, and housing assistance 
j. Recognition and affirmation of family strengths and progress 
k. Reductions or adjustments in financial requirements imposed by agencies 

2. Identify services/action steps that will assist in achieving the objectives 
3. Identify the person responsible for facilitating the access to services or the next action step 
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4. Develop a timeline for when the objective will be achieved 
 
VIII. Develop an Education/Employment Action Plan 

1. Work with the team to evaluate the academic performance, attendance history, behavior history, 
responsivity of school personnel to the needs of youth and parents, and testing and services to 
support educational achievement  

2. Evaluate current caregiver efforts to support education achievement;  identify activities that, if 
performed by the caregiver, would enhance educational achievement  

3. Work with team members to develop measurable objectives that, when accomplished, will 
maintain or promote educational achievement 

4. Identify services/action steps that will assist in achieving the objectives 
5. Identify the person responsible for facilitating the access to services or the next action step 
6. Develop a timeline for when the objective will be achieved 

   
IX. Positive Peer Involvement 

1. Work with the team to evaluate the impact of peer influence 
a. Some delinquent acquaintances 
b. Some delinquent friends 
c. No/few positive acquaintances 
d. No/few positive friends. 

2. Work with the team to develop measurable objectives to maintain or increase the influence of 
positive peer association and neutralize the influences of negative peer association 

3. Identify services/action steps that will assist in achieving the objectives 
4. Identify the person responsible for facilitating the access to services or the next action step 
5. Develop a timeline for when the objectives will be achieved 

 
X. Substance Abuse Prevention Action Plan 
 1. Work with the team to evaluate current substance abuse risks and needs   
     a. Occasional drug/alcohol use 
 b. Chronic drug/alcohol use 
 c. Substance abuse interferes with life 
 d. Substance abuse is linked to offenses 

2. Work with the team to develop measurable objectives to address risks and needs associated with 
substance use and abuse 

3.  Follow steps 3,4, & 5 in section IX 
 

XI. Mental Health Action Plan 
1. Work with the team to evaluate current mental health needs  
2. Work with the team to develop measurable objectives to improving mental health of the 

youth/caregivers 
3. Follow steps 3,4, & 5 in Section IX 

 
XII. Accountability to Victims and Community Plan 

1. Work with the team to evaluate who has been harmed by the behavior of the youth 
2. Develop an accountability plan that will help the youth with the following: 

a. Understand the impact his/her behavior has had on others 
b.  Plan steps that the youth can take to repair any harm done 

1) Restorative Conference 



33 | P a g e  

 

2) Letter of Apology 
3) Restitution 

3. Follow steps 3, 4, & 5 in section IX. 
 
XIII. Conclusion and Summary 

1. Provide a summary of the action plans in the identified areas  
2. Determine the date and time for the next meeting – and the frequency of the meetings 

 
 
IV. Thank the group members for their participation and cooperation. 
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Appendix E 
Bannock County Crossover Youth Practice Model 

Rule 16 Screening Report/Crossover Youth Report 
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Bannock County Crossover Youth Practice Model 
Rule 16 Screening Report/Crossover Youth Report 

 
Juvenile Information 

Juvenile Name: Case No:  Date of Birth: 

Parent/Guardian: Relationship:  Phone: 

Parent/Guardian: Relationship: Phone: 

Parent/Guardian: Relationship: Phone: 

Parent/Guardian: Relationship: Phone: 

 

Screening Team Information 

Member (Role): Member (Role): 

Member (Role): Member (Role): 

Member (Role): Member (Role): 

Member (Role): Member (Role): 

Member (Role): Member (Role): 

Member (Role): Member (Role): 

 

Juvenile and Family Detailed History 

History of Mental Health Issues/Substance Abuse Treatment: 

 

 

 

 

 

Family Structure and Dynamics – Include any specific or potential threats of danger or safety: 

 

 

 

 

 

Parental, Guardian, Custodian Engagement in Counseling and Treatment Designed to Develop Positive 

Parenting Skills and Understanding of the Family’s Role in the Child’s Behavior: 

 

 

 

 

 

Academic Performance, School Behavior, Attendance & Education Needs (e.g. IEP): 
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Prior Interventions and Treatment Efforts by the Family and/or Community: 

 

 

 

 

 

Prior Offenses: 

 

 

 

 

 

Current and Prior Risk/Needs Assessments: 

 

 

 

 

 

 

 

Community-based Monitoring and Supervision Needs to Adequately Address Youth Safety and 
Community Protection 

 Home- and Community-Based  
Supervision Needs 

Objective and Subjective Assessment of Family 
and System Strengths and Capacity to Meet the 
Need/Potential Barriers   

  
 

 

  
 

 

  
 

 

  
 

 

Community-Based Competency Development Programs to  

Adequately Address Needs and Risks 

 Evidence-based Community Intervention 

Program/Treatment/Counseling Services 

Objective and Subjective Assessment of 

Family & System Strengths & Capacity to 

Engage & Implement the Intervention 

Program/Potential Barriers 

  

 

 

  

 

 

   



37 | P a g e  

 

 

  

 

 

 

Screening Team Recommendations 

Participant/Role Recommendation Participant/Role Recommendation 

    

    

    

    

    

    

    

 

 

 

 

Report Prepared by: 

 

 

 

___________________________________   ___________________________________ 

Signature       Date 
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Appendix F 
Cross Over Youth Data Project  
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Cross Over Youth Data Project  

 

Names and IDs 
If a youth has a current Health & Welfare or Juvenile Probation case, insert the respective agency number as 
identified below. If the youth is a Crossover Prevention client, please insert the first four letters of the first 

name and the year of birth in the identified field 
Name:  PREVENTION CASES ONLY First four letters of first name, 

four-digit year of birth: 

Child Welfare Agency Tracking #: IJOS or other Diversion #: 

Prevention Youth 
Prevention Cases Only  

 

Gender:   
1. Male 
2. Female  
3. Transgender (Female to Male) 
4. Transgender (Male to Female)  
5.Other 
 
 

 Date of 
Birth:___________________ 

Pathway (Circle Current Pathway 
to Dual Youth Status): 
1. Youth who have been referred to 
Attendance Court due to excessive 
absences, and the Juvenile Court 
orders a Rule 16 Screening or 
Investigation based on information 
provided at the Attendance Court 
hearing. 
2. Youth who have an open case in 

the child protection system and are 

committing delinquent acts but have 

not yet been formally charged. 

3. Youth who have an open case with 
juvenile justice and there is evidence 
of maltreatment, but do not have an 
open case with child protective 
services and lack sufficient evidence 
to recommend a Rule 16 Investigation 
or Expansion. 
 

Child Welfare Experience 
Prevention Cases Only 

Identification Date: In Care: 
1. No 
2. Yes  
3. Unknown 
4. N/A 

Receiving Voluntary Services:  
1. No 
2. Yes  
3. Unknown  
4. N/A 

Arrest Referral Information 
Prevention Cases Only 

Was there contact 
with the Juvenile 
Justice System? 
(Yes/No) 
1. No 
2.Yes 
3.Unknown 
4.N/A 

Was Youth Diverted? 
(N/A if no contact; 
Yes/No otherwise) 
1. No 
2. Yes 
3. Unknown 
4. N/A 

Arrest & Release (N/A if no 
contact or Diverted; Yes/No 
otherwise) 
1. No 
2. Yes 
3. Unknown 
4. N/A 

Detained (N/A if no 

contact, Diverted, or 

Arrested & Released; 

Yes/No otherwise) 

1. No 
2. Yes 
3. Unknown 
4. N/A 
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Prosocial Programming 

Prevention Cases Only 
Youth was involved with prosocial programming (Yes/No): (ex: after school program, mentoring program, 
church program, arts program, independent living program)  
1. No                          
2. Yes                                                 
3. Unknown                                        
4. N/A 

Education 
Prevention Cases Only 

Attending School:  

1. No 

2. Yes 

3. Unknown    

4. N/A 

Youth has an Individualized Education Plan (IEP) or a 504 

Plan: 

1. No  

2. Yes    

3. Unknown    

4. N/A 

Mental Health 

Prevention Cases Only 
Youth has any identified mental health issues: 

1. No 

2. Yes 

3. Unknown    

4. N/A 

Youth has a pattern of substance use:  

1. No 

2. Yes 

3. Unknown    

4. N/A 

Substance Use 

Prevention Cases Only 
Youth has a pattern of substance use: 
1. No 
2. Yes 
3. Unknown    
4. N/A 

Crossover Youth Intake 
Date and Selection Decision 

CPS/Supervisor 
Name: 
1. Lyndsey Walls  
2. Amy Sweeten 
3. Kallie Robinson 
4. Ashley Vollmer 
5. Krista Williams 
6. Samantha Fuller 
7. Savannah Matthews 
8. Nichole Knowles 
9. Penny Romane 
10. Mel Tracy 
11. Jerri Bergeman 
12. Nicole Shackelford 
13. Mark Peterson 
14. Lisa Wilson 
15. Bryson Vaughn 

 
      

Juvenile 
Probation/Diversion 
Officer/Court: 
Representative 
1. Cody Brower 
2. Anson Call 
3. Jonathon Radford 
4. Kristi 
Christopherson 
5. Jill Davis 
6. Connie Woodworth 
7. Matt Olsen 
8. Todd Mauger 
9. Neomi  Soto 
10. Davey Burrell 
11. Jesika Snyder 
12. Dan Montgomery 
13. Kora Jewell 
14. Willie Walker 
15. Tara Erickson 
16. Kate Miller 

Site Code (County): 
1. Bannock          
2. Oneida 
3. Power 
 

What was the date on which this 
youth was identified as a dually-
involved youth? (00/00/0000) 
__________________ 
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17. Leslie Land 
18. Robert Fernandez 
19. Chuck Misner 
20. Erin Flores 
 

For Pre-Crossover Youth, enter referral/arrest date for all 
cases: ________________________ 

Youth is a Pre-Crossover Youth Practice Model 
Youth: 
1. No 
2. Yes 
 

Through which pathway did this youth become 

identified as a dually-involved youth? 

1. Pathway 1: Open child welfare case 

(voluntary/preventative or formally adjudicated case) 

with subsequent delinquency charge. 

2. Pathway 1A: Open child welfare case with subsequent 

charge in adult system. 

3. Pathway 2: Delinquency charge with previous, but not 

current, child welfare case who was subsequently referred 

to child welfare. 

4. Pathway 2A: Delinquency charge with previous, but 

not current, child welfare case who was NOT 

subsequently referred to child welfare. 

5. Pathway 3: Delinquency charge with no previous child 

welfare case was subsequently referred for an 

abuse/neglect investigation 

 

At what processing stage was this youth identified as a 

dually-involved youth? (NOTE: may need adjusted) 

1. Not identified during processing (e.g. Pre-CYPM youth) 

2. CW Shelter 

3. Arrest/Referral 

4. CW Intake 

5. Juvenile Justice Intake 

6. Pre-adjudication detention 

7. Charging decision 

8. Adjudication (i.e. by juvenile court or family/diversion 

court) 

9. Time of case closure in delinquency 

10. Transition from juvenile correctional institution to 

community. 

11. Transition from adult correctional institution to 

community 

Demographics: 
Date of Birth: Youth’s age (at the 

time they were 

identified as a 

dually-involved 

youth):__________ 

Race: 
1. White/Caucasian 
2. Black/African American 
3. Asian-American   
4. American Indian/Alaska Native 
5. Latino 
6. Mixed Race 
7. Other 

Ethnicity: 

1. Hispanic/Latino 

2. Non-Hispanic/Latino 
3. Unknown 

Sex:  

1. Male  

2. Female 

Gender Identity: 

1. Male    

2. Female  

3. Transgender (Female to Male)  

4. Transgender (Male to Female)  

5.Other 

Family Income (annual Household Income before taxes): 

 

Number of people in household: 

Child Welfare Experience 
At the time this youth was 
identified as a dually-
involved youth, how many 
referrals to child welfare 
did this youth’s family 
have?_____________ 

At the time this youth was identified as a dually-
involved youth, how long (in months) has the 
current case been open in the child welfare 
system?_______ 

 

Was Neglect a reason for 
their most recent entry into 
the child welfare system? 
1. No 
2. Yes 
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Was Physical Abuse a reason 
for their most recent entry into 
the child welfare system? 
1. No 
2. Yes 

Was Sexual Abuse a reason for their most 
recent entry into the child welfare system? 
1. No 
2. Yes 

Was Sex Trafficking a reason 
for their most recent entry into 
the child welfare system? 
1. No 
2. Yes 

Was a Felony Injury to Child/L&L a reason for their most 
recent entry into the child welfare system? 
1. No 
2. Yes 

Another reason for their most recent entry into 
the child welfare system 
(specify):_____________________ 

What type of child welfare services 
were they receiving during his/her 
most recent involvement in the 
child welfare system? 
1. NA – No current or prior 
involvement with child welfare 
system. 
2. Voluntary/Preventative services 
3. Court-imposed services 

At the time this youth was 
identified as a dually-involved 
youth, did they have any 
placements while in the care of 
child welfare? 
1. Yes 
2. No current or prior involvement 
with CW 
3. No placements during involvement 
with CW 

How many placements did they 

have while in the care of child 

welfare? (Count all placements 

experienced during entire 

involvement with the child welfare 

system) ______________ 

Number of Relative 
Foster/Kinship 
placements?__________________ 

Number of Non-Relative Foster 
Placements?________________ 

Number of Congregate Care 
placements?______________ 

Number of Residential 
Treatment Center 
placements?__________ 

Number of 
Hospitalization 
placements?__________
_ 

Number of Other 
placements?___________ 

Other placements 
(specify):_____________ 

Arrest-Referral Information  
Date of Contact: (NOTE: arrest, 
citation, referral) 
_____________________________
_____________________________
_____________________________
_____________________________
_____________________________
____________ 

What is the current arrest/referral 
for? (NOTE: If multiple charges in 
arrest, please indicate the most 
serious charge only.) 
1. Property Damage 
2. Conflict 
3. Drug Charge 
4. Sex Offense 
5. Weapons 
6. Public Nuisance 
7. Theft 
8. Fraud 
9. Trespassing 
10. Alcohol 
11. Tobacco 
12. Runaway 
13. Curfew 
14. Beyond Parental Control 
15. Truancy 
16. None 

Was this offense related to a 
violation of probation?  
1.No 
2.Yes 

What category of offense was this 
charge? 
1. Misdemeanor 
2. Felony 
3. Status Offense 

Was this youth placed in a pre-
adjudication secure detention for 
24 hours or longer at time of 
arrest/referral? (Including 
weekends and holidays) 
1. No 
2. Yes 

If yes, for how many days? 
(Include weekends and 
holidays)___________________ 
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If youth remained in detention, 
was their stay due to any of the 
following? 
1. NA – Youth was not detained after 
arrest/referral 
2. No – Stay was not related these 
issues 
3. Court Closure due to weekends 
and/or holiday 
4. Inability to find a placement to 
release the youth to (i.e. youth could 
have been released if there had been a 
place for them to go) 

What was youth’s living situation 
(of record if AWOL/runaway) at 
the time they were 
arrested/referred to the juvenile 
justice system? 
1. Home 
2. Relative Foster/Kinship Placement 
3. Non-Relative Foster Care 
4. Adoptive Placement 
5. Shelter 
6. Congregate Care/Group Home 
7. Residential Treatment Center 
8. Hospital 
9. Supervised Independent Living 
10. Correctional Facility 
11. Other 

Other Living Situation 
(specify):_____________________
_____________________________ 
 

Was this youth AWOL/Runaway 
at the same time they were 
arrested/referred to the juvenile 
justice system? 
1. No 
2. Yes 

What was the youth’s permanency 
goal at the time they were arrested 
to the juvenile justice system? 
1. Not Applicable-Not a pathway 1 
youth 
2. Remain at home 
3. Reunification 
4. Adoption 
5. Guardianship 
6. Permanent Planned Living 
Arrangements 
7. Other 

Other permanency goal 

(specify):_____________________

__________________________ 

Did this offense occur at the place 
the youth was living at the time? 
(e.g., home or placement) 
1. No 
2. Yes 
3. Unknown 

Did this offense occur at youth’s 
school? 
1.No 
2. Yes 
3.Unkown 

At the time of this offense, did this 
youth have any prior arrests for 
criminal charges? 
1. No 
2.Yes 

If yes, how many times was the youth arrested? (prior 
arrests)_______________________________________ 

At the time of this offense, did this youth have any 
prior arrests/contacts for status offenses? (e.g. 
running away, beyond parental control, curfew, 
truancy, tobacco) 
1. Yes – status offense 
2. No 
3. Not Applicable (System doesn’t capture) 

Relationship Contacts  
At the time the youth was identified as a dually-involved youth, did they have a consistent and stable contact 
(i.e. predictable and positive contact) with any of the following family members and/or other significant, 
positive adults below?   
Biological Mother: 
1. No 
2. Yes 

Biological Father: 
1. No 
2. Yes 

Other Legal Parent: 
1. No 
2. Yes 

Adoptive Parent: 
1. No 
2. Yes 

Legal Guardian: 
1. No 
2. Yes 

Step-Parent: 
1. No 
2. Yes 

Grandparent: 
1. No 
2. Yes 

Aunt/ Uncle: 
1. No 
2. Yes 

Siblings  (at least 
one): 
1. No 
2. Yes 

Foster Parent: 
1. No 
2. Yes 

Friend of the family: 
1. No 
2. Yes 

Mentor: 
1. No 
2. Yes 

Teacher, School 
Counselor, or 
Coach: 
1. No 

Someone at church: 
1. No 
2. Yes 

Unknown: 
1. No 
2. Yes 
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2. Yes 

Prosocial Programing  
At the time the youth was identified as a dually-involved youth, were they involved in any of the prosocial 
programing listed below? 

Afterschool program: 

1. No 
2. Yes 

 

Mentoring program: 

1. No 
2. Yes 

Church program: 

1. No 
2. Yes 

Arts program (e.g., art, 

writing, theatre, dance, 

etc.): 

1. No 
2. Yes 

Independent living 
program: 
1. No 
2. Yes 

Other prosocial 
programming? 
1. No 
2. Yes 

If other, enter activity 
name: 
1. No 
2. Yes 
3. Other: ______________ 

It is unknown if they 
were involved in any pro-
social activities: 
1. No 
2. Yes 
 

Educational Status 
What was the youth's educational status at the time they were identified was a dually-involved youth OR, if 
not enrolled, at the time they stopped attending school? 

 Was youth enrolled in 
school or an educational 
program? 
1. No – not enrolled 
2. No – graduated or 
completed GED 
3. Yes – enrolled and 
attending 
4. Yes – enrolled but not 
attending 
5. Unknown 

Was youth experiencing 
academic or behavioral 
problems at school? 
(e.g. poor performance) 
1. No 
2. Yes – academic (i.e., 
poor performance in the 
classroom leading up to 
the referral/arrest.) 
3. Yes – behavioral (i.e., 
youth received 
disciplinary actions, 
suspensions, or expulsions 
within the past 6 months 
prior to being identified). 
4. Yes – exhibited 
problems in both areas 
5. Unknown 

Did youth have an 
Individual Education 
Plan? 
1.No 
2. Yes 

If yes, what was the 
primary reason for 
Individual Education 
Plan? 
1. Autism spectrum 
disorder 
2. Intellectual delay 
3. Blindness or visual 
impairment 
4. Deaf or hard of hearing 
5. Developmental delay 
6. Emotional behavioral 
disorder 
7. Other health impairment 
8. Specific learning disorder 
9. Multiple disabilities 
10. Orthopedic impairment 
11. Speech or language 
impairment: Language 
12. Speech or language 
impairment: Speech 
13. Traumatic Brain Injury 
 

Mental Health – Substance Abuse 
At the time youth was identified as dually-involved youth, was there any indication that the youth suffered 
from mental health or substance abuse problems? 

Mental health problems: 
1. No indication of mental health problems 
2. Yes – some indication of symptoms 
3. Yes – diagnosed with mental health disorders (i.e. 
received DSM-IVR diagnoses). 

Alcohol and/or drugs: 
1. No 
2. Yes – use/misuse (indications of use but doesn’t form a 
pattern, e.g. youth has tried marijuana once or twice). 
3. Yes – pattern (use is regular and consistent, -e.g. youth 
uses marijuana every day before school). 
4. Yes – abuse (youth has received a diagnosis of 
substance abuse). 
5. Yes – dependency (youth has received a diagnosis of 
substance dependency). 
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If youth has evidence of a pattern of use, substance abuse, or substance dependency, which of the following 
is a problem for the youth? Answer questions below with yes/no answers; specify when requested. 
Alcohol – youth exhibits a 
pattern of use or has 
diagnosis for abuse or 
dependency: 
1. No 
2.Yes 

Marijuana – youth 
exhibits a pattern of use 
or has diagnosis for abuse 
or dependency: 
1. No 
2.Yes 

Inhalants – youth exhibits 
a pattern of use or has 
diagnosis for abuse or 
dependency: 
1. No 
2.Yes 

Other drugs such as 
cocaine/crack 
methamphetamine, 
heroin ecstasy, over the 
counter, etc. – youth 
exhibits a pattern of use or 
has diagnosis for abuse or 
dependency: 
1. No 
2.Yes 
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9-Month and Promising Practices 
9-Month Tracking Sheet: Follow-Up Data April 1, 2018 – December 31, 2018 

Was youth’s CPS 
case closed within 
last 9 months? 
1. No 
2.Yes 

If yes, what was 
the date of CPS 
case closure? 
_______________
_______________ 

Was youth’s 
Juvenile Justice 
Case closed within 
the last 9 months?  
(Closed=diversion/
disposition 
successfully 
terminated from 
court supervision). 
1. No 
2.Yes 

If yes, what was the 
date of Juvenile 
Justice case 
closure? 
________________
__________ 

Did youth’s system 
involvement in both 
systems end before 
the 9-month mark 
(after initially 
identified) was 
reached? 
1. No 
2.Yes 

USE OF PROMISING PRACTICES: In the past 9 months, were any of the following promising practices 
used during the process of this youth? 

Was an interagency 
planning meeting (formal 
communication to 
facilitate the exchange of 
pertinent information) 
held and a joint 
assessment completed 
regarding this youth? 
1. No 
2.Yes 

Was a Multidisciplinary 
Team (MDT) Meeting 
(involving CW, JJ, 
Behavioral Health, and 
Education, at a 
minimum) held and a 
joint assessment 
completed regarding 
this youth? 
1. No 
2.Yes 

Was the youth present in 
at least one multi-
disciplinary or 
interagency meeting 
regarding decision 
making? 
1. No 
2.Yes 
 

Was the youth present at 
a least one multi-
disciplinary or 
interagency meeting 
regarding case 
management? 
1. No 
2.Yes 
 

Was the youth’s 

family/caregiver/commit-

ted adult present in at least 

one multi-disciplinary 

meeting regarding 

decision making? 

1. No 
2.Yes 

 

Was the youth’s 

family/caregiver/comm

it-ted adult present in at 

least one multi-

disciplinary meeting 

regarding case 

management? 

1. No 
2.Yes 

Was the youth’s case  

referred to a case 

management and/or 

supervision team 

designated for the 

supervision of dually-

involved youth in the 

community? 

1. No 
2.Yes 

Did Child Welfare and 

Juvenile Justice develop a 

unified case plan for this 

youth? 

1. No 
2.Yes 

Was permanency 
specifically discussed 
while creating and 
reviewing this youth’s 
case plan? 
1. No 
2.Yes 
 

Was this youth  
provided with 
wrap-around 
services 
specifically for 
dually-involved 
youths? 
1. No 
2.Yes 
 

Other Special 
Handling? 
1. No 
2.Yes 
 

Special Handling 
(specify):_________
________________
________________
________________
______ 

None of the above 
was applicable: 
1. No 
2.Yes 
 

Child Welfare Outcomes 
CHILD WELFARE OUTCOMES: This is where we are at in the process 
What was the youth’s living 
situation 9 months after they were  
identified as a dually-involved 
youth? 
1. Home 
2. Relative Foster/Kinship Placement 
3. Non-Relative Foster Care 

If other, please 
specify:_______________________
_____________________________
______ 

What was youth’s permanency 
goal 9 months after they were 
identified as a dually-involved 
youth? 
1. CW case closed; youth reunified 
2. CW case closed; youth in 
independent living 
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4. Adoptive Placement 
5. Shelter 
6. Congregate Care/Group Home 
7. Residential Treatment Center 
8. Hospital 
9. Supervised Independent Living 
10. Correctional Facility or secure 
Detention 
11. Other 
______________________ 
12. Not yet 9 months since identified 
as dually involved youth. 

3. Remain at home 
4. Reunification 
5. Adoption 
6. Guardianship 
7. Permanent planned living 
arrangements 
8. Other 
 

JUVENILE JUSTICE INFORMATION: 

What outcome/disposition did this youth receive for 
this charge? 
(NOTE: if this decision has not been made by the 9-
month tracking date, you must update this information 
when it becomes available) 
1. Conditional dismissal (Prosecutor conditionally 
dismissed charge/petition with no court adjudication or 
disposition) 
2. Non-Court diversion/dismissal (Charge/petition was 
referred to pre-court diversion program; charges/petition 
was not entered into the court system) 
3. Court diversion/dismissal (Charge/petition was referred 
to court; adjudication and disposition will be dismissed 
upon successful completion of court order) 
4. Informal Adjustment (charge/petition was referred to 
court; adjudication and disposition will be dismissed upon 
successful completion of court order) 
5. Formal Probation 
6. Formal Probation and commitment to Idaho 
Department of Juvenile Correction 
7. Waived to Adult Court, sentenced as an adult 
  

What was the living situation at the 9-month tracking 
date? 
1. Home on probation – Juvenile 
2. Home not on probation – Juvenile 
3. Congregate care/group home 
4. Residential treatment center/hospital 
5. Juvenile Correctional Institution or Alternative – 
County 
6. Juvenile Correctional Institution or Alternative – State 
7. Home on Probation – Adult 
8. Home not on Probation – Adult 
9. Adult Correctional Institution/Alternative 

If youth was adjudicated for this 
offense, what was the offense for 
which they were adjudicated? 
(NOTE: if multiple charges in an 
arrest, please indicate the most 
serious charge only) 
1. Property Damage 
2. Conflict 
3. Drug Charge 
4. Sex Offense 
5. Weapons 
6. Public Nuisance 
7. Theft 
8. Fraud 
9. Trespassing 
10. Alcohol 
11. Tobacco 
12. Runaway 
13. Curfew 
14. Beyond Parental Control 
15. Truancy 
16. None 

What type of charge was this? 
1. Misdemeanor 
2. Felony 
3. Status Offense 
 
 
 
 
 
 

Was youth charged as an adult or 
waived to adult court? 
1. No 
2. Yes 
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Recidivism-CW and JJ 
Recidivism-Child Welfare and Juvenile Justice- JJ Recidivism  - Note: For situations in which the 

juvenile is arrested as a juvenile but subsequently is given a hearing to waive the case to adult court, 
please code in the following ways: 1. If the decision to waive the case to adult court occurred within the 9-
month period, count the youth in the new arrests as an adult. 2. If the decision to waive the adult court is not 

made within the 9-month period, count the youth in the new arrests as a juvenile. 
If child welfare case was 
closed prior to 9-month 
tracking date, did youth or 
family have another 
referral to the child welfare 
system between the case 
closure and 9 months after 
the youth was identified as 
a dually-involved youth? 
1. No 
2.Yes 
3.N/A 

Did this youth have any 
new arrests/referrals (as 
a juvenile) within 9 
months of being 
identified as a dually-
involved youth? 
(NOTE: Must be at 9-
month mark when 
case(s) is not closed) 
1. No 
2. Yes – Juvenile Criminal 
Charges 
3. Yes – Adult Criminal 
Charges 
4. Yes – Status Offenses 

If youth had new 
arrests/referrals (as a 
juvenile) within 9 months 
of being identified as a 
dually-involved youth, 
how many did they 
have?___________ 

Did this youth have any 
new sustained petitions 
(i.e. found 
responsible/guilty for 
charges) in the juvenile 
justice system within 9 
months of being 
identified as a dually-
involved youth? (NOTE: 
Must be at 9-month mark 
when case(s) was not 
closed.) 
1. No 
2. Yes – Juvenile Criminal 
Charges 
3. Yes –Adult Criminal 
Charges 
4. Yes – Status Offenses 

If youth had new sustained 
petitions within 9 months, 
how many juvenile criminal 
charges were there?_______ 

If this youth had any new 
sustained petitions (i.e. 
found responsible/guilty 
for charges) in the 
juvenile justice system 
within 9 months of being 
identified as a dually-
involved youth, how 
many did they 
have?________________
_ 

If youth had new sustained 
petitions within 9 months, 
how many adult criminal 
charges were 
there?_________________ 

If youth had new sustained 
petitions within 9 months, 
how many status offense 
charges were 
there?_________________ 

Joint Coordinated Assessment 
In the past 9 months, did youth receive a 
joint/coordinated assessment/meeting after being 
identified as a dually-involved youth? 
1. No 
2.Yes 

If youth received a joint/coordinated 
assessment/meeting, at what point in the process did 
this occur? 
1. Not applicable – did not receive joint 
assessment/meeting 
2. Anytime between arrest/referral and giving the youth 
diversion or adjudicating them (i.e., pre-adjudication) 
3. Post-adjudication/pre-disposition 
4. Shortly after (within one month) after disposition 
5. Toward the end of the youth’s completion of 
disposition 

If youth received a joint/coordinated assessment/meeting, who was involved in the assessment? Answer all 
questions below with yes/no answers. 
Not Applicable - did 
not receive a joint 
assessment/meeting: 
1. No 
2.Yes 
 

Youth’s 
CPS/Social 
Worker: 
1. No 
2.Yes 

Youth’s Probation 
Officer: 
1. No 
2.Yes 

Education 
Representative: 
1. No 
2.Yes 

Mental Health 
Representative: 
1. No 
2.Yes 
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Substance Abuse 
Representative: 
1. No 
2.Yes 

The Youth: 
1. No 
2.Yes 
 

The Youth’s 
parents/ 
guardians/ 
caregivers: 
1. No 
2.Yes 

Other: 
1. No 
2.Yes 
 

Other Specified: 
1. No 
2.Yes 
 

9 Months School Relations Etc.  
9 months after the youth was identified as a dually-involved youth, did they have consistent and stable contact 
(i.e. predictable and positive contact) with any of the following family members and/or other significant, 
positive adults? 
No contact with any 
family member or 
significant positive 
adult: 
1. No 
2. Yes 

Biological 
Mother: 
1. No 
2. Yes 

Biological Father: 
1. No 
2. Yes 

Other Legal Parent: 
1. No 
2. Yes 

Adoptive Parent: 
1. No 
2. Yes 

Legal Guardian: 
1. No 
2. Yes 

Step-Parent: 
1. No 
2. Yes 

Grandparent: 
1. No 
2. Yes 

Aunt/Uncle: 
1. No 
2. Yes 

Siblings (at least 
one): 
1. No 
2. Yes 

Foster Parent: 
1. No 
2. Yes 

Friend of the 
family: 
1. No 
2. Yes 
 

Mentor: 
1. No 
2. Yes 

Teacher/School 
Counselor/ Coach: 
1. No 
2. Yes 

Someone at church: 
1. No 
2. Yes 

Other Positive Community Member:   
1. No 
2. Yes 

Other Positive Community Member 
Specified:_______________ 

9 months after the youth was identified as a dually-involved youth, were they involved in any prosocial 
programming? (e.g. afterschool program, mentoring, extracurricular activities, etc.) 
Is the youth involved in 
any pro-social 
programing? 
1.No 
2.Yes 
3.Unkown 

 Is the youth involved in 
an afterschool program? 
1.No 
2.Yes 
3.Unkown 

 Is the youth involved in 
a mentoring program? 
1.No 
2.Yes 
3.Unkown 

Is the youth involved in a 
church program? 
1.No 
2.Yes 
3.Unkown 

 Is the youth involved in an 
Arts program? (e.g. art, 
writing, theatre, dance, 
etc.) 
1.No 
2.Yes 
3.Unkown 

Is the youth involved in 
an independent living 
program? 
1.No 
2.Yes 
3.Unkown 

Other pro-social 
programming? 
1.No 
2.Yes 
3.Unkown 

If other, please specify. 
1.No 
2.Yes 
3.Unkown 

9 months after they were identified as a dually-involved youth: 
Is the youth enrolled in 
school or educational 
program? 
1. No – not enrolled 
2. No – graduated or 
completed GED 
3. Yes – enrolled and 
attending 
4. Yes – enrolled but not 
attending 

Was there any 
indication that there 
had been improvement 
in the youth’s academic 
performance (or if 
currently not enrolled, 
at the time they stopped 
attending school)? 
1. No 
2.Yes 
 

Was there any indication 
that there had been 
improvement in the 
youth’s behavior at 
school (or if currently not 
enrolled, at the time they 
stopped attending 
school)? 
1. No 
2.Yes 

Was there any indication 
that the youth’s mental 
health had changed? 
1. Not applicable – No 
evidence of mental health 
problems when identified 
as a dually-involved youth 
or now 
2. No – condition has 
remained the same 
3. Yes – condition 
worsened 
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4. Yes – condition 
improved 

Assessment and Services 
What types of assessments/services did the youth receive after they were identified as a dually-involved 
youth? 
Further Mental Health 
Assessment: 
1. No 
2.Yes 

Further Educational 
Assessment: 
1. No 
2.Yes 

Juvenile Justice 
Assessment 
(Risk/Needs): 
1. No 
2.Yes 

CW Comprehensive 
Assessment: 
1. No 
2.Yes 

Medication 
Assessment/Maintenance: 
1. No 
2.Yes 

Mental Health 
Treatment: 
1. No 
2.Yes 

Sex Offender Treatment: 
1. No 
2.Yes 

Substance Abuse 
Treatment: 
1. No 
2.Yes 

Behavioral/Social 
Interventions: 
1. No 
2.Yes 

Educational Services: 
1. No 
2.Yes 

Other 
Assessment/Services: 
1. No 
2.Yes 

Other Assessment 
Specified:_____________
___ 

Did this youth receive any services specifically related to the development of independent living skills since 
they were identified as a dually-involved youth? 

Vocational assessment and 
employment: 
1. No 
2.Yes 

Household maintenance, 
budgeting, shopping: 
1. No 
2.Yes 

College and higher education 
planning: 
1. No 
2.Yes 

Understanding how to navigate 
the healthcare system/health life 
choices: 
1. No 
2.Yes 

Other services specifically related 
to independent living skills: 
1. No 
2.Yes 

Other 
Specified:_________________ 
_____________________________
_____________________________
_____________________________
____________ 

 

 

 



Bannock County Juvenile Justice 

Rule 16 (Crossover Youth) Facilitator’s Guide 

Purpose:  The purpose of a Rule 16 staffing is to develop an integrated case management 

plan that promotes the healthy development of youth, increases safe and responsive 

caregiving, and protects the community.  Activities in the plan should reduce external 

sources of stress, develop responsive relationships with caregivers and other adults, and 

strengthen core life skills. 

I   Welcome and Introductions 

• Have each participant introduce themselves and which agency they represent. 

• Have the family and their support members introduce themselves and their 

relationship to the juvenile. 

• Set ground rules of respectful communication – no interrupting, accepting different 

opinions and ideas, no yelling etc. 

 

II Discuss the purpose and objectives of the Screening Team, and provide a brief 

overview of the case history (e.g. current status with juvenile justice such as a 

diversion or probation case and current status with IDHW such as protective 

supervision). 

 

III. Discuss confidentiality 

• Explain limits of confidentiality 

• Identify the purpose of the meeting 

• Identify who will receive copies of the report 

 

IV Briefly Review Juvenile History 

• History of mental health issues or substance abuse treatment 

• Family Structure & Dynamics 

• Parental, guardian or custodian engagement in counseling and treatment designed to 

develop positive parenting skills and understanding of the family’s role in the 

juvenile’s behavior. 

• Academic Performance and School Behavior 

• Prior intervention and treatment efforts by the family and/or the community 

• Prior offenses 

• Current and prior risk/need assessments 

 

V Identify current and potential risks factors to the safety and health and welfare of 

the youth 

  

• Give each member of the screening team an opportunity to state the potential risks to 

the safety and well-being of the youth.  Encourage each participant to share objective 

indicators for their opinions   It may be helpful to provide screening team members 



with a list of the Safety Risk Factors and Needs – CPS as identified on the Family 

Case Management Plan 

(IF A RULE 16 INVESTIGATION OR EXPANSION HAS BEEN ORDERED, THE 

CPS INVESTIGATOR WILL OUTLINE THE RISK FACTORS IDENTIFIED IN 

THE INVESTIGATION). 

 

• List identified risk factors on a flip-chart or white-board.  If multiple risk factors are 

identified, work with the group to develop a consensus in prioritizing the risk factors 

– with priority given to risk factors that could cause death or significant injury/illness.   

 

VI Develop a Safety Management Action Plan  

1. Develop measurable objectives that when accomplished will reduce the risk of 

endangering the safety and well-being of the youth. 

2. Service/Action Steps (Interventions) that will lead to the accomplishment of the 

identified objectives.  

3. Identification of who is responsible for initiating and following up on the action step. 

4. A timeline for when the service/action step will be implemented 

 

Objective Services/Action Steps Person Responsible Timeline 

    

    

    

  

VII Develop a Family Action Plan 

1. Work with team members to develop measurable objectives that when accomplished 

will promote increased safe and responsive caregiving by caregivers and other family 

members.  The following are ideas of topics to consider in the Family Action Plan: 

Responsivity of Caregivers to Youth 

a. Increased parental/guardian emotional regulation and coping skills 

b. The development and implementation of parent child interaction and parent 

management skills that promote healthy youth development.  

1) Implementation of clear and consistent boundaries and expectations  

2) Non-coercive communication  

3) Frequent expressions of nurturance from caregiver to youth  

4) Effective monitoring and supervision. 

c. Stable employment or income that adequately meets the basic needs. 

d. Widen the circle of natural family supports by identifying other adults that can 

serve as mentors and positive support to youth (extended family, clergy, 

neighbors, coaches, etc.) 

Responsivity of Team Members to Caregivers and Youth – What do caregivers say 

they need? 

a. Provide access to services that do not conflict with other important caregiver roles 

such as employment. 

b. Support efforts to resolve conflicts in scheduling when they occur so that families 

can participate in services. 

Safety Risk Factors & Needs – CPS 



c. Coordinate schedules to reduce required separate meetings with multiple 

agencies. 

d. Reduce duplication of services 

e. Access to caseworkers, probation officers, counselors etc. during a crisis, 

including after hours and weekends. 

f. Assistance with transportation. 

g. Support access to participation of the youth in pro-social extra-curricular 

activities. 

h. Respite 

i. Provide information regarding access to food, utility, and housing assistance. 

j. Recognition and affirmation of family strengths and progress. 

k. Reductions or adjustments in financial requirements imposed by agencies. 

2. Identify services/action steps that will assist in achieving the objectives. 

3. Identify the person responsible for facilitating the access to services or the next action 

step. 

4. Develop a timeline for when the objective will be achieved. 

 

VIII Develop an Education/Employment Action Plan 

1. Work with the team to evaluate the academic performance, attendance history, 

behavior history, responsivity of school personnel to the needs of youth and parents, 

and testing and services to support educational achievement.  

2. Evaluate current caregiver efforts to support education achievement.  Identify 

activities that if performed by the caregiver would enhance educational achievement.   

3. Work with team members to develop measurable objectives that when accomplished 

will maintain or promote educational achievement. 

4. Identify services/action steps that will assist in achieving the objectives. 

5. Identify the person responsible for facilitating the access to services or the next action 

step. 

6. Develop a timeline for when the objective will be achieved. 

   

IX Positive Peer Involvement 

1. Work with the team to evaluate the impact of peer influence 

a. Some delinquent acquaintances 

b. Some delinquent friends 

c. No/few positive acquaintances 

d. No/few positive friends. 

2. Work with the team to develop measurable objectives to maintain or increase the 

influence of positive peer association, and neutralize the influences of negative peer 

association. 

3. Identify services/action steps that will assist in achieving the objectives 

4. Identify the person responsible for facilitating the access to services or the next action 

step. 

5. Develop a timeline for when the objectives will be achieved 

 

X Substance Abuse Prevention Action Plan 

 1. Work with the team to evaluate current substance abuse risks and needs.   



     a. Occasional drug/alcohol use 

 b. Chronic drug/alcohol use 

 c. Substance abuse interferes with life 

 d. Substance abuse is linked to offenses 

2. Work with the team to develop measurable objectives to address risks and needs   

associated with substance use and abuse. 

3.  Follow steps 3,4, & 5 in section IX 

 

XI Mental Health Action Plan 

1. Work with the team to evaluate current mental health needs  

2. Work with the team to develop measurable objectives to improving mental health of 

the youth/caregivers 

3. Follow steps 3,4, & 5 in Section IX 

 

XII Accountability to Victims and Community Plan 

1. Work with the team to evaluate who has been harmed by the behavior of the youth. 

2. Develop an accountability plan that will help the youth with the following: 

a. Understand the impact his/her behavior as had on others 

b.  Steps that the youth can take to repair the harm 

1) Restorative Conference 

2) Letter of Apology 

3) Restitution 

3. Follow steps 3, 4, & 5 in section IX. 

 

XIII Conclusion and Summary 

1. Provide a summary of the action plans in the identified areas  

2. Determine the date and time for the next meeting – and the frequency 

 

For a combined Rule 16 & Rule 19 evaluate the following criteria 

 

• Categorize the potential risks on a flip chart on the following categories: 

a. Risk for Physical Violence or Crimes That Could Result in Serious Bodily Injury 

or Death to Others (Settings) 

 

b. Risk for Offenses of a Sexual Nature  (Settings) 

 

 

c. Risk for the Property Rights of Others 

 

d. Demonstrating a pattern of misdemeanor or felony criminal behavior, escalating 

in its impact on public safety or the juvenile’s safety or well-being over time.   

 

 

FLIP CHART EXAMPLE 

Identified Risk for Physical 

Violent/Serious Bodily Injury 

Settings 

• Occurs at Home 



• Verbal Threats to kill parents  

• Physically assaulted parents 

with a stick 

• Held a knife to step-mom’s 

throat 

 

 

 

• No history of violence or 

behavior problems in the school 

or in the community 

Identified Risks for Offenses of a Sexual 

Nature 

 

No Risk Identified 

 

 

 

 

Settings 

 

 

NA 

Sale, Manufacture, Delivery of Controlled 

Substance 

 

• Current history of drug use.  

Rumors of dealing, but no charges 

 

Settings 

 

 

Community 

Risk for Property Rights of Others 

 

 

• Takes parents car without 

permission.  Sneaks out 

 

 

 

Settings 

 

 

Home 

  

 

• Ask each member to identify the most serious threat to the community.  Develop a 

consensus regarding the top 3 risks to the community. 

 

• Have a discussion with the screening team about what conditions or safeguards could 

possibly be developed to reduce and effectively manage the identified risks.  Start with 

the highest identified risk.  List the ideas on the flipchart.  Give everyone an opportunity 

to respond.  This is brainstorming. Everyone should be invited to share an idea.  We are 

not evaluating the ideas at this point.  This is a discussion about what needs to change.  

List the ideas on the flipchart. 

 

• From the list generated, work with the group to develop a consensus regarding the most 

important and necessary safeguards and conditions that would need to exist in order to 

effectively reduce and manage the risk.  Place this on the flipchart under the identified 

risk. 



 

• Identify any barriers that may exist with respect to the family or system engagement in 

implementing the recommended monitoring/supervision conditions.  

 

• Identify the family and system strengths that can be called upon to help ensure the 

success of the implementation of a safety plan that could effectively reduce and manage 

the risk.  (This can include extended family member support and other close family 

supports that have agreed to participate in the safety plan) parents engagement and 

commitment to follow through with the safety plan, etc. 

 

From a system standpoint, strengths may include the ability to make frequent home visits, 

to use an on-call probation officer to consult with the parents after hours, frequent drug 

testing, etc. 

 

If the risk the juvenile poses to the community is high and in a high threat category 

(violence, sexual nature etc) and the group cannot develop conditions and safeguard that 

could adequately reduce and manage the risk to the community – OR if the conditions and 

safeguards are identified, but the family and system strengths are not able to meet the 

needs of those conditions – then there is no need to move on to the next step.  Community 

safety requires the long-term placement of the juvenile in a secure setting. 

 

In the event that conditions and safeguards are developed that could adequately reduce 

and manage the risk AND the family and system has identified strengths that will ensure 

the likelihood of successful implementation – GO TO THE NEXT STEP. 

 

 I. Identify the Competency and Skill Development needs of the juvenile and parents 

• Review the competency and skill development Action Plans in sections VII - XII 

 

• Develop a Consensus with the group on the top 3 Competency or skill development 

needs at this time. 

 

• Priority should be given to criminogenic risk factors in the YLSI domains of 

Attitudes and Orientation, Personality and Behavior, and Family Circumstances. 

 

II   Identify community based interventions that utilize evidence based practices to        

effectively address the identified treatment needs.  Identify any barriers that may exist in 

implementing the evidence based intervention and work to resolve the barriers focusing on 

family and system strengths. 

 

* If the risk the juvenile poses to the community is high and in a high threat category 

(violence, sexual nature etc) and the group cannot identify or access community based 

interventions that use evidence based practices to effectively address the treatment needs 

OR either the family or the system do not have the capacity to resolve the barriers to 

effective implementation of community based counseling/treatment programs, the safety of 

the community requires a long-term placement of the juvenile in secure setting where the 

needed treatment can be obtained. 



 

III Review with the participants the outcome of the decision and the identified plan.  

Ask each person whether or not they support the decision that the group has 

determined to be the appropriate actions. 

 

IV Thank the group members for their participation and cooperation. 

 



Bannock County Juvenile Justice 

Rule 16 Screening Report 

 
Juvenile Information 

Juvenile Name: Case No:  Date of Birth: 

Parent/Guardian: Relationship:  Phone: 

Parent/Guardian: Relationship: Phone: 

Parent/Guardian: Relationship: Phone: 

Parent/Guardian: Relationship: Phone: 

 

Screening Team Information 

Member (Role): Member (Role): 

Member (Role): Member (Role): 

Member (Role): Member (Role): 

Member (Role): Member (Role): 

Member (Role): Member (Role): 

Member (Role): Member (Role): 

 

Juvenile and Family Detailed History 

History of Mental Health issues/Substance Abuse Treatment: 

 

 

 

 

 

Family Structure and Dynamics – Include any specific or potential threats of danger or safety: 

 

 

 

 

 

Parental, Guardian, Custodian Engagement in Counseling and Treatment Designed to Develop Positive 

Parenting Skills and Understanding of the Family’s Role in the Child’s Behavior: 

 

 

 

 

 

Academic Performance, School Behavior, Attendance & Education Needs (e.g IEP): 

 

 

 

 

 

Prior Interventions and Treatment Efforts by the Family and/or Community: 

 

 

 



 

 

Prior Offenses: 

 

 

 

 

 

Current and Prior Risk/Needs Assessments: 

 

 

 

 

 

 

Community-based Monitoring and Supervision Needs  to Adequately Address Youth Safety and 

Community Protection 

 Home and Community Based  

Supervision Needs 

Objective and Subjective Assessment of Family and 

System Strengths and Capacity to Meet the 

Need/Potential Barriers   

  

 

 

  

 

 

  

 

 

  

 

 

Community-Based Competency Development Programs to  

Adequately Address Needs and Risks 
Evidence-based Community Intervention 

Program/Treatment/Counseling Services 

Objective/Subjective Assessment of Family & 

System Strengths & Capacity to Engage & 

Implement the Intervention Program/Potential 

Barriers 

 

 

 

 

 

 

 

 

 

 

 

 

 

Screening Team Recommendations 

Participant/Role Recommendation Participant/Role Recommendation 

    

    

    

    

    



    

    

 

 

 

 

Report Prepared by: 

 

 

___________________________________    ___________________________________ 

Signature        Date 



Family Case Management Plan 
 District 6 Crossover Youth Bannock County 

 

Date of Plan:       Date of Next Review:      

Assigned CPS Supervision Level:Voluntary Assigned JJ Risk Level:Low 

 
Child’s Information 

Child’s Name:        DOB:         Gender:         CP Case #      
JJ Case #      

Current Address:       
 

Current Status:  Home on Diversion Telephone: 

  Family Information 

Mother’s Name:       Address:       Phone:       

Father’s Name:       Address:       Phone:       

Guardian:       Address:       Phone:       

Guardian:       Address:       Phone:       

Family Member:       Address:       Phone:       

Family Member:       Address:       Phone:       

Family Member:       Address:       Phone:       

Family Member:       Address:       Phone:       

 

Meeting Participants 

Member (Role):      Member (Role):       

Member (Role):       Member (Role):       

Member (Role):       Member (Role):       

Member (Role):       Member (Role):       

Member (Role):       Member (Role):       

Member (Role):       Member (Role):       

 

Screening/Assessment Utilized 
Safety Assessment (CPS)           Child and Adolescent Needs and Strengths        MAYSI 2 
YLS/CMI (JJ)                            Substance Abuse Assessment (GAIN-I)            Suicide Risk Assessment  
Mental Health Evaluation          Psychological/Neuropsychological                      Individual Education Plan 
Adverse Childhood Experiences Questionnaire 
Other (explain)___________________________________________________________________________________ 

 

Identified Risk Factors and Needs 
Safety Risk Factors & Needs – CPS Criminogenic Risk Factors & Needs - JJ 

Abandonment                      Physical Abuse        
Medical Neglect                     Education Neglect 
Malnutrition                           Hazardous Home 
Sex Abuse                              Cruel Restraint 
Emotional Abuse                   Inadequate Shelter 
Neglect                                   
Chronic Lack of Supervision 

Offense History/Dispositions        Mental Health 
Family Circumstances/Parenting    Dev. Delay 
Education/Employment                 Financial Problems 
Peer Relations                                 Parent Drug Abuse 
Substance Abuse                             Parent Mental Health 
Leisure/Recreation                         
Personality/Behavior 
Attitudes/Orientation 

 

 

 



Safety Management Action Plan 

Objective Services/Action Steps Person Responsible Timeline 
                        
                        
                        
Progress Update: 

Joint Permanency Planning (If Applicable) 

Objective Services/Action Steps Person Responsible Timeline 
                        
                        
                        
Progress Update: 

 

 

Family Action Plan 

Objective  Services/Action Steps Person Responsible Timeline 
                        
                        
                        
                        
Progress Update: 

__________________________________________________________________________________________ 

 

Education/Employment Action Plan 

Objective  Services/Action Steps Person Responsible Timeline 
                        
                        
                        
Progress Update: 

 

Positive Peer Involvement Action Plan 

Objective  Services/Action Steps Person Responsible Timeline 
                        
                        
                        
Progress Update: 

 

Substance Use Prevention Action Plan 

Objective  Services/Action Steps Person Responsible Timeline 
                        
                        
                        
Progress Update: 

 

Mental Health Action Plan 

Objective  Services/Action Steps Person Responsible Timeline 
                        
                        
                        
Progress Update: 



 

Accountability to Victims & Community Plan 

Objective  Services/Action Steps Person Responsible Timeline 
                        
                        
                        
Progress Update: 

 

Additional Action Items 

Objective  Services/Action Steps Person Responsible Timeline 
                        
                        
                        
Progress Update: 

 

Incidents/Issues That Will Trigger a Follow-up Meeting 

1.       4.       

2.       5.       

3.       6.       

 

Upcoming Court Dates/ Other Scheduled Meetings 

Date and Time of 

Hearing/Meeting 
Meeting Purpose Meeting Place 

                  
                  
                  
                  

 

ACKNOWLEDGEMENT 

 

By signing below, each party acknowledges that he/she understands the goals of this plan and agrees to 

diligently work toward the achievement of these goals to enhance the safety of the child and the community. 

 

 

Participant Signature Relationship to Child Date 
                  

                  

                  

                  

                  

                  

                  

                  

                  



                  

                  

 

 

AGENCY REPRESENTATIVE CONTACT INFORMATION 

Agency Representative Agency Phone number Email 
                        
                        
                        
                        
                        

 



Family Case Management Plan 
 District 6 Crossover Youth Bannock County 

 

Date of Plan: 11/6/19 Date of Next Review:2/4/20 

Assigned CPS Supervision Level:Prevention Assigned JJ Risk Level:Medium 

 
Child’s Information 

Child’s Name:  Jon Doe DOB: 06/xx/2006   Gender: Male   CP Case #      
JJ Case #JV-19-XXXX 

Current Address: XX N 45th st #13 
 

Current Status:  Home on Diversion Telephone: 208-xxx-xxxx 

  Family Information 

Mother’s Name: Mom Doe Address: XX N 45th st #131 Phone: 208-xxx-xxxx 

Father’s Name: Dad Doe Address: XX N 45th st #131 Phone: 208-xxx-xxxx 

Guardian:       Address:       Phone:       

Guardian:       Address:       Phone:       

Family Member: Jon Doe Address: XX N 45th st #131 Phone:       

Family Member: Jill Doe Address: XX N 45th st #131 Phone:       

Family Member: Jimmy Doe Address: XX N 45th st #131 Phone:       

Family Member: Jackie Doe Address: XX N 45th st #131 Phone:       

 

Meeting Participants 

Member (Role):BCCJ PO (Bannock County) Member (Role): CPS Supervisor (CPS) 

Member (Role): School Counselor (Irving Middle Schoo) Member (Role): Vice Principal, Irving 

Member (Role):  Clinician #1 (CMH) Member (Role): Dad Doe (clients father) 

Member (Role): Mom Doe (clients mother) Member (Role): Jon Doe (client) 

Member (Role):       Member (Role):       

Member (Role):       Member (Role):       

 

Screening/Assessment Utilized 
Safety Assessment (CPS)           Child and Adolescent Needs and Strengths        MAYSI 2 
YLS/CMI (JJ)                            Substance Abuse Assessment (GAIN-I)            Suicide Risk Assessment  
Mental Health Evaluation          Psychological/Neuropsychological                      Individual Education Plan 
Adverse Childhood Experiences Questionnaire 
Other (explain)  Psychological Evaluation is currently in process, current 504 plan from Irving Middle School.  

 

Identified Risk Factors and Needs 
Safety Risk Factors & Needs – CPS Criminogenic Risk Factors & Needs - JJ 

Abandonment                      Physical Abuse        
Medical Neglect                     Education Neglect 
Malnutrition                           Hazardous Home 
Sex Abuse                              Cruel Restraint 
Emotional Abuse                   Inadequate Shelter 
Neglect                                   
Chronic Lack of Supervision 

Offense History/Dispositions        Mental Health 
Family Circumstances/Parenting    Dev. Delay 
Education/Employment                 Financial Problems 
Peer Relations                                 Parent Drug Abuse 
Substance Abuse                             Parent Mental Health 
Leisure/Recreation                         
Personality/Behavior 
Attitudes/Orientation 

 

Safety Management Action Plan 

Objective Services/Action Steps Person Responsible Timeline 



Not Applicable                    
                        
                        
Progress Update: 

Joint Permanency Planning (If Applicable) 

Objective Services/Action Steps Person Responsible Timeline 
Not Applicable                   
                        
                        
Progress Update: 

 

 

Family Action Plan 

Objective  Services/Action Steps Person Responsible Timeline 
Reduce family crisis situations Parenting With Love and Limits 

through Bannock Youth Foundation  
Mom and Dad-Parents 
Jon, Jill, Jimmy, Jackie-
Siblings 

January 7, 2019 

Improve family sleeping 
arrangements 

Contact Sleep in Heavenly Peace. 
Request bed online at 
https://www.shpbeds.org/  

Mom and Dad will 
submit a online request 
for beds. 

12-1-19 

Improve family housing situation Contact Naviagtion to sign up for 
housing.  

Mom and Dad will 
contact Navigation 

12-1-19 

Improve family financial situation Contact SEICCA at 208-232-1114 ext 
111 and particpate in free financial 
education program.  

Mom and Dad will 
contact SEICCA, sign up 
and complete Financial 
Education Class. 

12-1-19 

Progress Update: 

__________________________________________________________________________________________ 

 

Education/Employment Action Plan 

Objective  Services/Action Steps Person Responsible Timeline 
Reduce unacceptable behaviors in 
educational setting. 

Comply with 504 plan developed by 
Irving Middle School 

Jon Doe 11-12-19 

Reduce unacceptable behaviors in 
education setting 

Morning phusical education to help 
with medication.  

Jon Doe, Irving Middle 
School Staff 

11-12-19 

Reduce unacceptable behaviors in 
educational setting 

Irving will provide medication for Jon 
in the morning.  Parents will ensure 
that Irving has medication for Jon. 

Jon Doe, Irving Middle 
School Staff, Mom and 
Dad Burke 

11-12-19 

Reduce unacceptable behaviors in 
educational setting 

Jon will have supervision and Irving 
Middle School staff will monitor 
appropriate bathroom use. 

Irving Middle School 
Staff. 

11-12-19 

Reduce unacceptable behaviors in 
educational setting 

Irving Middle School staff will allow 
Jon to have appropriate wiggle time 
(inside classroom) if teachers see fit. 

Irving Middle School 
Staff 

11-12-19 

Progress Update: 

 

Positive Peer Involvement Action Plan 

Objective  Services/Action Steps Person Responsible Timeline 
Jon will continue to participate in 
Wrestling at Irving Middle School 

Jon will earn grades that will allow him 
to particpate in wrestling. 

Jon 11-12-19 

Jon will continue to particpate in 
Wrestling at Irving Middle School 

Jon will follow rules at home and 
school that will allow him to continue 
to be part of the wrestling team. 

Jon 11-12-19 



River Buddies/Pocatello Baptist 
Church 

1. Jon will particpate in River Buddies if 
he meets all his requirments. 
2. Jon will participate in Pocatello 
Babtist Church.  

1. JPO/Jon 
2. Mom, Dad, Jon 

1. 8/20 
2. 11/12/19 

Progress Update: 

 

Substance Use Prevention Action Plan 

Objective  Services/Action Steps Person Responsible Timeline 
Not Applicable                   
                        
                        
Progress Update: 

 

Mental Health Action Plan 

Objective  Services/Action Steps Person Responsible Timeline 
Jon will reduce impulsive 
unacceptable behaviors. 

Jon will complete Psych-evaluation that 
has began at Mental Health Specialists. 
Once completed family and Jon will 
comply with recommendations 

Mom and Dad 11-12-19 

Jon will reduce impulsive 
unacceptable behaviors 

Jon will work with Health West 
Counselor at Irving Middle School. The 
focus will be on CBT. Parents will meet 
with Amanda with Health West 
Counselor, and get counseling started. 

Mom and Dad 11-12-19 

Jon will reduce impuslive 
unacceptable behaviors 

Jon will take medications as directed.  
Mom and Dad will ensure that school 
has medications for Jon so that meds 
can be distributed at school as needed.  

Mom, Dad, Jon, Irving 
Middle School Staff. 

11-12-19 

Jon will reduce impulsive 
unacceptable behaviors 

Jon will have his medications reviewed.  
This can be done through Mental 
Health Specialists.  Mom and Dad will 
request the review. 

Mom, Dad, Jon 11-12-19 

Progress Update: 

 

Accountability to Victims & Community Plan 

Objective  Services/Action Steps Person Responsible Timeline 
Accountability Restore Harm 20 hours of Community Service, 

Community Service can be completed 
with the wrestling team, or at Irving 
Middle School.  

Jon  1/24/19 

                        
                        

Progress Update: 

 

Additional Action Items 

Objective  Services/Action Steps Person Responsible Timeline 
                        
                        
                        
Progress Update: 

 

Incidents/Issues That Will Trigger a Follow-up Meeting 



1. Violation of school rules 4. Failure of parents to follow through with requirements of 
case management plan 

2. Violation of  home rules 5. Failure to comply with court order 

3. Failure to compy with Family Case Management Plan 6.       

 

Upcoming Court Dates/ Other Scheduled Meetings 

Date and Time of 

Hearing/Meeting 
Meeting Purpose Meeting Place 

Not Applicable at this time             
                  
                  
                  

 

ACKNOWLEDGEMENT 

 

By signing below, each party acknowledges that he/she understands the goals of this plan and agrees to 

diligently work toward the achievement of these goals to enhance the safety of the child and the community. 

 

 

Participant Signature Relationship to Child Date 
                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

 

 

AGENCY REPRESENTATIVE CONTACT INFORMATION 

Agency Representative Agency Phone number Email 
JPO Bannock County Juvenile 

Justice 
208-235-XXXX XXXXXX.com 

CPS Supervisor Department of Health and 
Welfare 

208-239-XXXX XXXXXX.com 

School Counselor Irving Middle School 208-232-XXXX XXXXXX.com 
Vice Principal Irving Middle School 208-232-XXXX XXXXXX.com 
Clinician Children's Mental Health 208-234-XXX       

 



Bannock County Juvenile Justice 

Rule 16 Screening Report 

 
Juvenile Information 

Juvenile Name: Jane Doe Case No: JV03-19-0803 Date of Birth:12/4/19 

Parent/Guardian:   Relationship: Father  Phone:  

Parent/Guardian:   Relationship: Mother Phone:  

Parent/Guardian:   Relationship: Step Mother Phone:  

Parent/Guardian:   Relationship: Mother’s Boy 

Friend 

Phone: 

 

Screening Team Information 

Member (Role):Todd Mauger (Juvenile Justice) Member (Role):Kimberly Andrews (Juvenile Justice) 

Member (Role): Racheal Peace (Child Protection 

Services) 

Member (Role): Teresa Wilson (Child Protective 

Services) 

Member (Role):Karen Gonzalez (Children’s Mental 

Health) 

Member (Role): Stace Gearhart (IDJC) 

Member (Role): Jane (client) Member (Role):  (Brother) 

Member (Role):  (sister in-law) Member (Role):Katie Leavitt (CMH) 

Member (Role):  (mother) Member (Role):   (father) 

Member (Role):  (step-mother) Member (Role): Amy Prescott (SD #25) 

 

Juvenile and Family Detailed History 

History of Mental Health issues/Substance Abuse Treatment: 

Clinical Formulation: Jane is a 15-year-old female who was referred for a mental health assessment via a 20-

511A court order. Some of the present concerning behaviors include behavioral and interaction problems at 

home, physical violence towards mother, oppositional and defiant behavior towards parents and authority 

figures, manipulation and triangulation, and not taking accountability for her actions. The following is relevant 

when evaluating Jane’s Mental health issues: 

• Jane has a Disorderly Conduct charge pending adjudication, which she received after getting into a 

physical altercation at High School.  

• Jane has admitted to experimenting with alcohol and marijuana.  

• Jane has a history of threatening suicide or self-harm when she is upset. Historically, there is one suicide 

attempt by overdosing which occurred over a year ago.  

• Jane denied any current suicidal thoughts or thoughts of harm to self. She also denied thoughts of harm 

to others; however, her emotional reactivity has led her to act aggressively towards her mother and 

others. 

• Jane was admitted to the Behavioral Health Center for threatening suicide December 2019.  

• She has multiple visits to the emergency room for threatening suicide.  

• Jane has previously attended individual counseling at (service provider) around four years ago.  She has 

however refused to participate.  

• Jane began receiving medication management at New Horizons Mental Wellness Clinic December  

2017.  She has not been consistent in taking the medications. 

Jane current diagnosis’s are as follows: 

• Disruptive Mood Dysregulation Disorder (DMDD). However, Jane does not currently meet the 

diagnostic criteria for DMDD.  

• Oppositional Defiant Disorder (ODD).  

• Anxiety Disorder, Unspecified.  



• Jane also has exhibited some personality traits that are consistent with Narcissistic Personality Disorder.  

Jane has the following deficits in her functional areas: 

• Vocational/Educational: Jane has been suspended from school due to aggression towards another 

student. Jane has also struggled with following school rules and requests; Social Relationships: Jane 

struggles to make and maintain positive friendships as she often wants “all or nothing” from those 

around her. 

•  Legal: Jane is involved in the juvenile justice system; Home: Jane struggles with listening and 

following instructions from her parents, struggles with being respectful towards others, has gotten 

verbally and physically aggressive, and manipulates others for her own personal gain.  

• Medical Necessity: Jane would benefit from mental health treatment at this time to manage her 

mental health symptoms, to communicate better with others, and decrease aggressive outbursts and 

manipulative behaviors. It is hopeful that with intervention at this time, Jane will learn skills to help 

her and to decrease the need for more intensive services in the future.  

• Readiness and Motivation: Engage in Treatment: Historically, Jane has refused to participate in 

mental health treatment. When asked if she would be willing to do counseling, Jane said that she 

does not want to, but she would attend counseling.  

• Develop a Treatment Plan: Jane can participate in the development of a treatment plan, but it will be 

challenging due to her not taking accountability for her actions and minimizing her needs. Adhere to  

Treatment Recommendations:  

• Continued medication management services with a child psychiatrist or a P.A. whose work is 

overseen by a child psychiatrist, to determine ongoing needs.  

• Individual counseling to assist the development of insight, judgement, decision making, address 

impulse control, and emotional regulation.  

• Parenting with Love and Limits (PLL) 

•  Establish and utilize planned or emergency respite services through the BPA Voucher Respite 

Program to assist in establishing a positive, structured, and supervised environment while giving 

parents a planned and short-term rest from caregiving.  

• Case Management: Case management will include Intensive Care Coordination (ICC; Wraparound).  

• Pro-social Activity- Jane would benefit from positive involvement in the community to regulate 

mood, improve social skills, and provide opportunities for positive peer involvement.  

• It is also recommended that Jane’s substance use continues to be monitored with random drug 

testing.  

• Psychological and/or Psychiatric Evaluation 

Family Structure and Dynamics – Include any specific or potential threats of danger or safety: 

Jane’s family structure and current dynamics does impact her current legal situation and does offer the potential 

for threats of danger or safety to her mother.  The following are the contributing factors: 

• Parents are divorced and currently have 50/50 custody that rotates weekly.   

• Mom recently moved to American Falls.  Jane attends an Alternative School.  Mom is employed in 

Rigby.  This distance creates difficult for Jane and mom as Jane is dropped of early and picked up late 

when mom works during the weeks Jane is with her. 

• Dad has supported mom in the past, but is currently having a difficult time with the inconsistency of not 

knowing when he and his family will be called on for assistance. 

• Jane currently triangulates mom and dad to get what she wants, and turns them against each other. 

• Jane has become violent while in mom’s home and under her supervision.  Jane recently injured and 

bruised mom during an argument that got physical.  

• Both Dad and his family, and mom and her supports become exhausted with Jane’s behaviors and at 

times are unable to continue with her in their home.  

During the rule 16 screening it should be noted that the family does possess many strengths that include: 

• Dad and mom are both supportive of getting outside help for Jane.  

• Jane reports good positive relationships with both parents. 



• David and Lisa, Jane’s brother and sister in-law are willing to help supervise and provide respite for 

Jane.  It should be noted that they both work, and are willing to help if it is scheduled and planned out in 

advance. 

• Sheila, dad’s wife, is engaged and supportive of treatment and caring for Jane during Dad’s scheduled 

custody weeks. 

• Mom’s lives alone, but has a brother who lives next door who is willing to help out in the evenings and 

on weekends.  

The following recommendations were recommended by the screening team when evaluating the family 

situation: 

• Parenting with Love and Limits 

• Respite Care 

• Family Group Decision Making (to create a consistent plan of supervision and support among family 

members). 

• Family Group Meetings 

• Family Counseling 

• Individual Counseling (Mom felt she would benefit from individual counseling) 

• Support from Juvenile Justice in the form of probation and case management.  

 

Parental, Guardian, Custodian Engagement in Counseling and Treatment Designed to Develop Positive 

Parenting Skills and Understanding of the Family’s Role in the Child’s Behavior: 

 

The screening team identified that there had not been any parental resources put in place or attempted.  The 

family is open to the idea of participating in parenting classes, family counseling, and individual counseling.  

The family identified that they would engage and are motivated to participate in any treatment that was 

recommended by the treatment team.  

 

Academic Performance and School Behavior: 

Jane’s school behavior is very similar to what her parents have expressed they have experienced since she was 

very young.  Her behavior report indicates that she began having behavioral issues at school while attending Te 

Elementary in 2012 through 2019 when she placed at an Alternative High School for a fight and social media 

threats while attending High School.  The following are her behavioral reports: 

• 11/22/19- Insubordination, Outcome: Referred to Law Enforcement 

• 11/8/19-  Fight, Outcome Transfer to New Horizons 

• 11/07/19- Truancy 2, Outcome: Community Service 

• 10/31/19- Truancy 1, Outcome: Parent Notified 

• 04/15/19-  Aggression, Outcome: No Contact Contract 

• 03/08/19- Verbal Aggression, Outcome: In school suspension 

• 04/12/19- Aggression, Outcome: In school suspension  

• 03/08/19- Verbal Aggression, Outcome: Restorative Conference 

• 02/20/19- Truancy 1, Outcome: In school suspension 

• 02/14/19- Truancy, Outcome: Community Service 

• 05/10/18- Truancy 2, Outcome: Friday Night School 

• 04/26/18- Electronic Device Violation #2, Outcome: Parent Notified 

• 04/25/18- Disrespect, Outcome: Student Conference 

• 04/18/18- Middle School: Sexual Offense, Outcome: In School Suspension 

• 04/02/18- Middle School: Dress Code Violation, Outcome: Parent notified, clothes changed 

• 11/27/17- Middle School: Truancy #1, Outcome: In School Suspension 

• 11/15/17- Middle School: Electronic Device, Outcome: Pick up phone after school 

• 11/29/16- Middle School: Cell Phone Violation 2, Outcome: Mom picked up phone 

• 10/25/16- Middle School: Cell Phone Violation 1, Outcome: Parent Notified 



• 04/19/16- Middle School: Insubordination, Outcome: Community Service 

• 04/07/16- Middle School: Insubordination, Outcome: Stay in office for day 

• 03/09/16- Middle School: Disrespect, Outcome: Pass for one day 

• 03/17/15- Elementary School: Disrespect, Outcome: Verbal Warning 

• 05/12/14- Elementary School: Truancy, Outcome: Both parents notified in writing 

• 02/22/12- Elementary School: Truancy, Outcome: Parent Notified 

 

Jane has done well since transferring to High School.  The Principal reports that Jane is doing well at school 

behaviorally and educationally. She has earned 18 credits and needs 44 to graduate if she was to remain at her 

current school.  The principal indicated that if she remains and earns all credits possible she could graduate at 

the end of her Junior year.   

 

Jane has plans for the future that might include going dental assisting school.  Mom and dad report that her 

plans change day to day as to what she wants to do in the future.  

Prior Interventions and Treatment Efforts by the Family and/or Community: 

Prior interventions include the following: 

• Medication Management by Medical Doctor (current, but sporadic) 

• Individual Counseling (refused to participate) 

Jane indicated that if she was ordered by the court to participate in services, and it was part of her probation that 

she would probably participate because she would have to.  

 

Prior Offenses: 

Jane has had no prior offenses.   

Current Offense- JV----, Disorderly Conduct.  The charge alleges that on (date) Jane fought with another 

student, posted the fight on social media, and threatened to fight again upon returning to school.  

 

Jane has recently had the police contacted while she was living with her mother in American Falls.  Jane reports 

that there was a report filed for battery on her.  The charge is currently pending, and it is known if it will be 

filed.  

Current and Prior Risk/Needs Assessments: 

A Youth Level of Service Inventory was completed.  Jane’s Total Risk/Need Level is High, with a score of 20. 

The following table shows the cut-off scores used 

to determine Total Risk/Need Level. 

Standard Cut-offs   

 
 

The score is as high or higher than 89.5% of a US normative group* of adjudicated female young 

offenders serving sentences in the community (e.g., parole, probation). 

 

Talesa Sampson’s YLS/CMI 2.0 Total Score is 20, which categorizes her as High risk relative to other 

US Community females. High risk/need factors include Education/Employment and 

Personality/Behavior. Moderate risk/need factors include Family Circumstances/Parenting, Peer 

Relations, Substance Abuse, Leisure/Recreation and Attitudes/Orientation. Low risk/need factors 

include Prior and Current Offenses/Dispositions. Recommended supervision level is Medium 

Supervision. 

 



 
 

Identified Risks Areas and Interventions  

Risk Category Protection Factors/Evidenced-based Intervention 

Programs/Treatment Counseling Services to address 

Risk  

 Personality and Behavior- Screening team targeted 

Manipulation, Anger Outbursts, Oppositional Defiant, 

Anxiety, Physical Violence, Social Boundaries, 

Drastic Mood Swings, and Manic Episodes that would 

need to be addressed to address Personality and 

Behavior risks.  

• Medication Management 

• Individual Counseling 

• Respite 

• Parenting with Love and Limits 

• ART 

• Neurofeedback Therapy 

• DBT/CBT 

• Full Psychological Assessment  

• Wrap Around Services 

Education/Employment-Screening team identified 

Truancy, Violence at School, and Academic 

Underachievement would need to be addressed to 

reduce educational and employment risks.   

 

• New Horizon’s High School 

• Youth Development Center 

 Family/Parenting-Screening team identified that 

improving consistency in parenting and supervision, 

communication, co-parenting and a putting a crisis 

plan together  

 

 

 

 

 

• Parenting with Love and Limits 

• Respite care 

• FGDM 

• FGM 

• Family Counseling 

 Peer Relations-Screening Team targeted several peer 

relationships that raise Jane’s risk in the peer category.  

 

• Approved friends list 

• Become involved in pro-social activity 

• Cross Country (Jane indicates this isn’t an 



 

 

 

 

 

 

 

option if she has to run track at her previous 

school) 

• Weight Lifting 

• Voices girls program 

 Substance Abuse- The screening team indicated that 

supervision and drug testing would indicate if further 

action was needed in the substance abuse category.  

 

 

 

 

 

 

 

• Gain SS and Comply 

• Random UA’s 

 

 

Screening Team Recommendations to the Court 

Each team member responded with recommendations at the end of the screening team meeting.  It should be 

noted that all screening team members, other than Jane felt that informal probation would be appropriate and 

needed for the family to make the changes needed to be successful in helping Jane reduce her risks.  

Jane however would prefer a diversion, and did not feel probation was needed.  The following are the 

recommendations to the court: 

• Informal Probation- Jane has exhibited behaviors in the past that she will not comply with counseling or 

treatment. Probation will be able to provide, case management, supervision, drug testing, and make sure 

all parties follow through with court ordered and recommended services.   

• Comply with mental health evaluation and recommendations including med management, individual 

counseling, Family Counseling, neurofeedback therapy, respite, and psychological evaluation  

• Family Group Decision Making- It will be imperative for the family to use the FGDM process to come 

up with a consistent plan of supervision and support. 

• Parenting with Love and Limits- Mom and Dad committed to attending the 6 week program together in 

District VI. 

• Pro-Social Activity- Jane should be involved in a pro-social activity, this could include the Voices 

program, wrap around services, or another pro-social activity is his interested in. 

• 20 hours community service.  

 

 

Report Prepared by: 

 

 

___________________________________    ___________________________________ 

Signature        Date 



Bannock County Juvenile Justice 

Rule 16 Screening Report 

 
Juvenile Information 

Juvenile Name:  Jane Doe Case No:  XXXXXXX Date of Birth: X/X/XX 

Parent/Guardian: Mom of Jane Doe Relationship: Mother Phone: XXX-XXX-XXXX 

Parent/Guardian:  Relationship:  Phone:  

Parent/Guardian:   Relationship:  Phone:  

Parent/Guardian: Relationship: Phone: 

 

Screening Team Information 

Member (Role): JPO (Juvenile Justice) Member (Role):CPS worker #1 (CPS) 

Member (Role): Clinician(Children’s Mental Health) Member (Role):CPS worker #2(CPS) 

Member (Role):  Principal(School District #25) Member (Role): BFY Staff (Bannock House)   

Member (Role): (Mother)   Member (Role):CPS Supervisor(CPS) 

Member (Role): (Youth) Member (Role): D6 Liaison(IDJC) 

Member (Role):   Member (Role):   

Member (Role):  

 

Juvenile and Family History 

Family Structure and Dynamics and current living situation: 

Jane reports that she has been residing at Bannock House; she was placed there in March, 2018. She is currently 

in the custody of the Idaho Department of Health and Welfare Services.  A psychological evaluation was 

completed by Psychological Assessment Specialists on 3/3/19. It reports Jane and her CPS worker reported a 

lifelong history of family instability related to her mother’s drug use as well as extensive CPS involvement due 

to reports of physical abused perpetrated by her mother.  Jane also reported a history of drug and alcohol abuse 

which ended after being taken in by the Bannock Youth Foundation.   The following information relates to her 

current family and living situation.  

• Placed in the DHW family protection services. 

• Resides at Bannock House 

• Mom resides in Pocatello with her mom, and other family members, she was released from Idaho 

Department of Corrections in October, 2019 

• Jane reports that her biological father signed away his rights.  

• Grandmother is a family support, and Jane currently does visits at her home.  Jane reports she is able to 

see her mom while on these visits. Jane was placed with Grandmother but the placement ended when 

Grandmother received a DUI. 

• Jane has an Aunt and Uncle in Blackfoot and Marsh Valley; they are not current options for placement.  

• The aunt of Jane family in Marsh Valley may be a non-relative placement option; however when the 

family was looked into their foster care license has expired.  

• Jane is currently enrolled in the Independent Living Program. 

• Reunification is the current goal of Health and Welfare. A case management plan was not provided by 

Health and Welfare.  

• The CPS caseworker reports reunification with Jane’s mother has begun, currently over nights, and 

extended visitations are in place. CPS caseworker was not willing to provide an idea of when 

reunification may happen. She stated she was hoping for it to occur before Jane turns 18.  

• Jane expressed to the Screening Team that she is not confident at all that reunification will happen; she 

hates to get her hopes up.  

History of Mental Health issues/Substance Abuse Treatment: 



A Psychological Evaluation dated 3/19 from Psychological Assessment Specialists indicates the following 

regarding Jane’s mental health. 

• Low average to average cognitive function with relative weaknesses in working memory and fluid 

reasoning abilities. 

• Performance during evaluation was inconsistent across tasks and is not fully consistent with formal 

diagnosis of attention–deficit/hyperactivity disorder. 

• Academic performance was largely commensurate with her overall cognitive abilities and does not 

indicate the presence of specific learning disability.  

• Behaviorally- Jane has a history of difficulty managing anger which has resulted in conflict with others. 

• Emotionally-Jane reports a history of depressive symptomatology and currently has a high level of 

somatic complaints that she discussed during feedback, this was also observed by the psychometrician 

during testing. 

It should be noted that the report indicated that Jane’s behavioral and emotional difficulties are likely 

exacerbated by historical family instability as well as her current living situation.  

 

The Psychological Evaluation provides the following recommendations: 

• Regular individual outpatient psychotherapy to provide Jane with coping strategies to continue 

addressing ongoing symptoms of depression and emotional dysregulation in general.  The use of 

cognitive behavioral strategies for symptoms of depression as well as overly negative interpretations of 

physical sensation will likely be helpful in reduction of her overall emotional stress.  

• Due to Jane’s mild variability on attention measures, she may receive some benefit from basic ADHD 

accommodations in the classroom.  Accommodations of benefit may include preferential placement in 

the classroom, a distraction free environment for completing tests and assignments as needed, as well as 

additional time on academic assignments.  

• Jane continues to consult with her physician in regards to medication management of depression.  The 

Psychologist is not recommending medication management of mild attention deficits at this time given 

her inconsistency in performance across these measures as well as her historical tendency to engage in 

substance abuse.  

The ICD-10 Diagnoses include: 

• F33.0 Major Depressive Disorder, recurrent, mild severity. 

• F43.25 Adjustment Disorder with mixed disturbance of emotions and conduct. 

• F90.8 Other Specified Attention-Deficit/Hyperactivity Disorder with insufficient attention/impulsive 

symptoms.  

 

 In reviewing Jane’s substance abuse situation it should be noted that she has had two charges in regards to 

possession of a controlled substance. 

• 10/31/19 JV03-2019-XX Possession of  a Controlled Substance, Marijuana- Currently Pending Bannock 

County 

• 3/12/19 JV 18-XX Possession of a Controlled Substance, Dismissed, Bingham County  

It should be noted that the Psychological Evaluation reported that Jane reported a significant history of 

substance abuse, including prior daily alcohol use, weekly marijuana use, and occasional opiate, cocaine, and 

Coricidin abuse. She reports that her substance abuse ended when she was placed at Bannock House. Juvenile 

Probation completed a Youth Level of Service Inventory when ordered by the court to complete a Rule 16.  

Jane indicated that her substance use was very minimal.  She reported occasional marijuana use, and no alcohol 

or other substance use.  

 

Jane is currently participating in the following services related to Mental Health and Substance Abuse 

Treatment: 

• Individual Counseling with Deanna at Center Counseling. 

• Participating in Medication Management, reports taking Wellbutrin for depression.   

 



Parental, Guardian, Custodian Engagement in Counseling and Treatment Designed to Develop Positive 

Parenting Skills and Understanding of the Family’s Role in the Child’s Behavior:  

Upon meeting for the initial rule 16 screening team meeting CPS Caseworker and Jane’s mom did not attend. A 

second meeting occurred and both individuals attended and reported the following: 

• Reunification is the current goal for Health and Welfare, Jane, and Jane’s mother. 

• CPS worker reports Jane’s mom is not pro-active, and is currently working to get her situation stabilized 

after being reintegrated back into the community from prison. She is not currently involved in any 

parental education programs.  

• Jane’s mom is employed at McDonalds.   

• Mom and Jane both stated that parenting classes are not needed.  They report they have been through 

many.  Jane’s mom did report she thought some family counseling would be good, and that Jane needs 

to continue with her individual counseling that is in place. 

• Both Jane and her mom think it would be helpful to get a passes to Planet Fitness.  They report they 

could work out, tan, and recreate together.  

• Jane’s mom reports a desire to purchase ground in the McCammon area and placing a camper on it for 

her and Jane.  

 

Academic Performance and School Behavior: Jane attended elementary school in the Pocatello/Chubbuck 

School District #25.  She attended 3 different elementary schools which included, Lewis and Clark, Jefferson 

Elementary, and Ellis Elementary.  She attended Alameda Middle School during the 2015-16 school year.  She 

then left the Pocatello school district and returned to New Horizon’s High School the 2017-18 school and has 

attended New Horizon’s ever since.  Jane did attend and complete 3 credits during summer school 2018. She is 

currently a Junior. Her educational strengths include: 

• Jane has earned 29 credits of the 46 needed to graduate. 

• Jane needs only 17 credits to graduate one year early. 

• She has gained employment which would allow her to earn 6 credits of work study. 

• There are 4 blocks of school left in which she could earn a total of 6 credits. 

• Jane currently has a 2.42 GPA and is ranked 22nd out of 73 students in her graduating class. 

 

Some risks to Jane’s education include her defiant behavior and violations of school rules.  The following are 

behavior write ups that have occurred since starting New Horizon’s in 2015-16: 

• 11/22/19- Tobacco Use- Resolution: Referred to Law Enforcement-PENDING 

• 10/30/19- Drug Para, Use- Resolution: Referred to Law Enforcement, Detention Center-PENDING 

• 10/07/19- Profanity-  Resolution: Parent Notified by Phone 

• 10/02/19- Tardies- Resolution: Parent Notified by Phone 

• 09/25/19- Insubordination- Resolution: In-School Suspension 

• 09/20/19- Computer Violation- Resolution: Parent Notified, no computer use until behavior is 

appropriate. The inappropriate use was regarding drug related searches.  

• 11/16/18-Had Phone during Class- Resolution: Pick up phone after school.   

 

Jane’s attendance records indicate that she does get to school regularly but has been late for classes consistently. 

She has missed school due to suspension and legal issues.  

 

Jane’s employment history is as follows: 

• Recently obtained employment at Taco Bell, and is working approximately 25 hours per week. 

• Worked in the past at Dominos, and Fuji. 

 

Jane reports her plans for the future include graduating from High School and attend trade school.  She indicates 

that she would like to go into welding.  

 



Prior Interventions and Treatment Efforts by the Family and/or Community:  

Jane reports that she is currently participating in counseling and medication management. She indicates that she 

enjoys counseling and feels that it is worth her time.  Jane feels that she has a good relationship with her 

counselor.  The screening team added the following intervention efforts and information. 

• Jane has not been on medications long enough to know if it is an effective intervention. 

• Jane is participating in the Independent Living Program through Bannock Youth Foundation. 

Services in Twin Falls include 

• D7- substance abuse treatment groups 

• In home family work, Craig Herzog 

• Love and Logic 

• Individual and Family Counseling 

• Group sessions at CMH 

• Smoking Cessation 

Family Suggests- 

• Mom feels she needs to do a lot of trust building with Jane.  

• Mom is attending aftercare classes two times a week for Parole. 

• Mom and Jane would like to work out together and do some family enrichment activities.  

• CPS Caseworker has concerns with Jane overstepping boundaries. Especially getting mom to do things 

she wants. Caseworker recommends that Jane and mom participate in Individual and Family Counseling 

at Bannock House.   

 

Prior Offenses: Jane’s prior offense history is difficult to follow, as she has relocated to several different 

counties during the court processes.  There are several counties involved that include her home county Twin 

Falls, and the county’s she has relocated to Ada County, Bingham County, and Bannock County.  In reviewing 

I-Courts the following charges were reviewed, and it appears that some of the cases on ICourts are actually the 

same charges being transferred from County to County. 

Twin Falls County- 

• JV42-xx-xxxx 1/20/16 Petit Theft – Informal, Credit for 7 days in detention 

• JV42-xx-xxxx 10/31/19 Petit Theft- Informal, Credit for 7 days 3 days suspended 

• JV42-xx-xxxx 6/19/17 Runaway- Transfer of supervision 10B, Informal probation, 12 months 

probation, Community Service 

Bingham County- 

• JV-16-xxx x2/17/16Willful Concealment- Transfer to Ada County 

• JV-16-xxxx 10/26/17 1. Willful Concealment 2. Runaway (dismissed)- Transfer for disposition 

• JV 18-xxxx1/19/18 Runaway- Rule 16 expansion CPA, Rule 19 Screening Team (Hearing Vacated) 

• JV 18-xxxx 3/12/19 Possession of Controlled Substance (Dismissed) 

Ada County- 

• JV 16-xxxx 3/23/16 Petit Theft-Transfer from Bingham County, FTA Guilty Transfer to Twin for 

Sentencing.  

Bannock County- 

• JV 2013-xxxx 4/30/14 Truancy (attendance court) 

• JV 2015-xxxx 10/13/15 Petit Theft (Dismissed by Prosecutor) 

• JV 2016-xxxx 09/06/16 Petit Theft (Dismissed by Prosecutor) 

• JV 2019-xxxx 10/31/19 Possession of a Controlled Substance (Pending) 

Jane was placed on probation in Twin Falls, and it was transferred Blackfoot, Charges included Petit Theft, 

Driving w/o Privileges, Failed UA served some time for it and went to Bannock House.  She has been placed in 

detention on several occasions. This includes a Bench Warrant for failure to appear.   

 

Jane has had no new charges since she was released from probation in March 2018. 

Current and Prior Risk/Needs Assessments: 



 
Jane Doe’s YLS/CMI 2.0 Total Score is 21, which categorizes him as Moderate risk relative to 

Other US Community females. High risk/need factors include Prior and Current Offenses/Dispositions, 

Leisure/Recreation and Attitudes/Orientation. Moderate risk/need factors include Family 

Circumstances/Parenting, Education/Employment, Substance Abuse and Personality/Behavior. Low 

Risk/need factors include Peer Relations. Recommended supervision level is Other (Specify). The score is as high or 

higher than 87.9% of a US normative group* of adjudicated female young 

Offenders serving sentences in the community (e.g., parole, probation). 

 

 
 

 

Identified Risk Areas  

Risk Factors Protection Factors/Evidenced-based Intervention 

Programs/Treatment Counseling Services to address 

Risk 

Family/Parenting 

 

 

• FIA 

• PLL 

• Ind. Counseling=Deanna Smith 

• Family Counseling 

• Family Enrichment activities-Gym 

 

Education/Employment 

 
• Continue working at Taco Bell  

• Graduate from High School in May 2020. 

• Peer List as Peers at school are a risk 

• Probation, could provide support at school 

• IL services for tuition, housing, employment 

options and vocational training in welding.  

Attitudes/Orientation 

 
• Voices girls program 

• Seeking Safety 

• Aggression Replacement Training 

• Individual Counseling (currently attending) 



• Independent Living Program (currently 

attending) 

Leisure/Recreation 

 
• Want to try guitar-Poky’s Band? Mikes Music? 

Main Street Music 

• Continue employment at Taco Bell 

 

Substance Abuse • Gain SS and Comply  

• Probation-Drug Testing?  

• Diversion/Probation-Drug Testing? 

• Families in Action 

• Strengthening Families  

• Online Marijuana 101 Class, 3rd Millennial 

Classroom.  

 

Screening Team Recommendations 

Jane Doe’s Mom- No Juvenile Justice System, She can 

do it on her own.  
• Relationship is on me as mom.  I need to focus 

on not choosing a man, drugs and prison over 

Jane. 

Jane- Diversion • It will be important for me to learn to play the 

guitar. 

• Doesn’t feel that she has any substance abuse 

issues. 

• Feels continuing counseling is very important 

• Is willing to comply with family counseling.  

CPS Worker #1- Informal Probation (INFORMAL 

PROBATION) 
• Informal Probation will be most beneficial for 

Kymberlee, something that will not stick with 

her and she can have charges dismissed.  

CPS Worker #2-Child Protection Services Case 

Manager 
• Informal Probation needs the supervision and 

support.  

CMH Worker- Children’s Mental Health  • No Probation 

• Individual and Family counseling 

• Wrap Around Services if family would like 

them.  

Bannock House Staff-Bannock House • Diversion 

• Gain SS and comply with services 

• Some aspect to hold her accountable, such as 

community service. 

• She has more supervision that most kids.  

IDJC Worker- Idaho Department of Juvenile 

Corrections 
• Diversion 

• Online Substance Abuse Education  

CPS Supervisor-Idaho Department of Health and 

Welfare, Child Protection Services 
• Diversion 

• Wrap Around 

• Cross Over Youth Dual Services Case 

Management Plan 

BCJJ Staff- Juvenile Justice • Diversion 

• Gain SS and Comply 

• Individual and Family Counseling 

• Random drug testing to be requested by 

Bannock House or Parent/Guardian 



Recommendations to Court 

Upon completing the Rule 16 screening team and report probation is providing the following recommendations 

to the court. 

• Diversion 

• No new law violations for 6 months 

• Follow all rules at home and school 

• 20 hours of community service 

• Gain SS and comply with recommendations, if no GAIN I is recommended then Kymberlee should 

complete a substance abuse education program. 

• Random UA’s to be requested by Bannock House Staff or Parent and Guardian if necessary 

• Individual Counseling-Continue with services currently in place 

• Family Counseling as directed by Family and Children Services 

• Wrap around services through Children’s Mental Health if family and Jane is interested and willing to 

comply. 

These recommendations are based on the fact that Jane is currently residing at Bannock House, and in the 

custody of the Idaho Department of Health and Welfare Family Services.  At this time Jane experiences more 

supervision than most kids who are on probation.  Currently she is engaged in counseling and participating in 

case management with Health and Welfare and has access to all services that are needed. Jane has not 

reoffended in several years, and was released from probation in Bingham Co in March 2019.  She is currently 

on track to graduate in May from New Horizon’s High School, and will turn 18 in September 2020.  The ability 

to have Juvenile Justice assist with drug testing if asked or requested by Bannock House Staff would be 

beneficial in making sure that Kymberlee is not using substances.  Jane reported that a diversion would keep her 

on track long enough to graduate from high school, and turn 18 and become an adult.  

 

 

Report Prepared by: 

Wylie C. Oyete -JPO Bannock Co.         12/16/19 

__________________________________    ___________________________________ 

Signature        Date 
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GOALS 

 

Idaho Juvenile Rule 16 authorizes the juvenile court to order an investigation, a screening team or expand the 

juvenile case to a Child Protective Act (CPA) case. Advantages to a graduated approach include avoiding 

possible delay caused by ordering investigation or expansion, engaging the family in a less confrontational 

manner, and creating a problem-solving forum with all stakeholders at the table. In appropriate cases, the 

screening team approach can avoid the need to order an investigation or expand the juvenile case to a child 

protection case. 

 

WHEN 

 

At any stage of a Juvenile Corrections Act (JCA) proceeding, when the court has reasonable cause to believe 

that a juvenile living or found within the state is neglected, abused, abandoned, homeless, or whose parents or 

legal custodian fails or is unable to provide a stable home environment.1 

 

RESOURCES 

 

1. Investigation – Direct Idaho Department of Health and Welfare (IDHW) to investigate the facts and 

circumstances of the juvenile and the juvenile’s family and report to the court. (See JV Order for 

Investigative Report to the Court under IJR 16) 

2. Screening Team – Order a screening team to convene and report to the court. (See JV Order for 

Screening under IJR 16) 

3. Expansion – Expand the JCA proceeding into a Child Protection Act proceeding.2 (See JV Order 

Expanding Juvenile JCA Proceeding to CPA Proceeding) 
 

 

PURPOSE 
 

1. IDHW Investigation: 

An order for investigation is best used when there exist child protection issues but many facts are 

unknown and should be gathered for the decision makers before determining whether to use a screening 

team approach or expansion. 

2. Screening Team:  

The purpose of the screening team is to develop a coordinated plan to safely meet the needs of the 

juvenile and the juvenile’s family, based on all resources available to the juvenile and the juvenile’s 

family. 

a. The focus of the screening team is to assess the safety of the juvenile in the juvenile’s home and 

determine whether the juvenile’s needs, including services and treatment, can be addressed safely and 

appropriately (preferably in the juvenile’s home using community-based services).   

b. The screening team prepares a written report to the court summarizing the findings and 

recommendations of the screening team. 

c. The court may order both an investigation and screening team. 

3. Expansion to a Child Protection Case: 

An expansion is best used when a crisis exists and/or imminent safety concerns for the child exist. 
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a. If the proceeding is expanded to a CPA case, the JCA court may, in its discretion, order the juvenile 

placed in shelter care. The CPA court must hold a shelter care hearing within 48 hours of the child 

being placed in shelter care, excluding Saturdays, Sundays and holidays.3  

b. If the child is not removed, the CPA court must hold an adjudicatory hearing within 30 days of the 

JCA court’s determination to expand the proceedings.4  

 

 

REQUIRED FINDINGS (if expanded) 

1. There is reasonable cause to believe the juvenile is living or found within the state and is neglected, 

abused, abandoned, homeless, or the juvenile’s parents or other legal custodian(s) have failed or are 

unable to provide a stable environment.5  

2. If the court orders an expansion of a JCA proceeding and removal of the juvenile from the home or 

present surroundings, the court must make written, case-specific findings that:6
  

a. the juvenile was placed in shelter care because continuation in the child’s home or present condition 

or surroundings would be contrary to the welfare of the juvenile; and, 

b. vesting legal custody of the juvenile with IDHW is in the juvenile’s best interest. 

 

ORDER 

1. The order expanding the JCA proceeding to a CPA proceeding must be in writing and contain the factual 

basis supporting the order.7  

2. The order expanding the Juvenile Corrections Act proceedings to Child Protective Act proceedings, serves 

the function of the CP Petition.8 

 

 

 

ENDNOTES 

 
1 I.J.R. 16(a). 
2 I.J.R. 16(a)(1)-(3). 
3 I.J.R. 16(b). 
4 I.J.R. 16(d). 
5 I.J.R. 16(f). 
6 45 C.F.R. § 1356.21(c); I.C. § 16-1615(5); I.J.R. 16(a) and (f). 
7 I.J.R. 16(a). 
8 I.J.R. 16(h) 
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