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Abstract

Background: Youth in the juvenile legal system (JLS) are at increased risk for suicidal thoughts
and behaviors.

Objective: Examine the acceptability, feasibility, and appropriateness of imbedding suicide
screening and intervention in the JLS.

Method: The current study involved formative semi-structured interviews with key JLS
stakeholders (n7=37) from two states, one in the Northeast and one in the Midwest, to determine
whether suicide screening and intervention could be integrated into the role of juvenile probation
officers. Stakeholders discussed perspectives on the acceptability (perceived JLS staff comfort
with suicide screening and a brief intervention), feasibility (improving comfort of staff, youth, and
families), and appropriateness (perceived impact on youth and families).

Results: Qualitative data suggested acceptability of suicide screening was mitigated by staff
comfort and perceived support of available clinical resources. Feasibility of improving staff
comfort to conduct suicide screening and a brief intervention revolved around logistical, training,
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and supervisory support. Barriers to the appropriateness of suicide screening and intervention with
youth in the JLS suggest concerns about how youth’s distrust of the JLS and mental health stigma
might impact engagement in suicide screening and intervention efforts.

Discussion: We conclude with implementation strategy considerations to enhance successful

suicide screening and intervention by JLS staff.
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Introduction

Youth suicide has been a rising critical public health concern since 2011. Alongside a
recent increase in the prevalence of mental health disorders among youth in the United
States (deemed a “mental health crisis;” Maslowski, 2021), suicide rates among youth

have also risen significantly (52% from 2000 to 2021; Centers for Disease Control [CDC],
2023). Risk of suicide is especially great among youth who are involved in the juvenile
legal system (JLS) and increases with deeper involvement in the legal system, defined by
more serious and frequent charges (Gray et al., 2002; Wasserman & McReynolds, 2006).
Approximately 19% of youth in the community report having ever experienced suicidal
ideation (Underwood et al., 2020) whereas at the beginning of the JLS pipeline, an estimated
10-20% of youth report experiencing suicidal ideation in the past 6 months (Abram et al.,
2008; Cauffman, 2004; Kemp et al., 2020). For those youth more deeply involved in the
system, this rate is amplified. A recent epidemiological study of youth on probation found
that 30% reported some level of suicidal ideation (Kim et al., 2021) and estimates have
found that as high as 52% of youth in detention report suicidal ideation in the past 2 weeks
(Esposito & Clum, 2002).

Given these concerning data, the need for suicide screening and intervention at every contact
point in the JLS has been endorsed by clinicians and policymakers alike (Kemp et al.,

2016; National Action Alliance for Suicide Prevention, 2013; Scott, et al., 2015; Stokes et
al., 2015). Most research on suicide intervention among JLS-involved youth has focused

on youth in detention (Casiano et al., 2013; Rudd et al., 2022). Yet, probation is the

most common disposition for youth in the JLS (Development Services Group, Inc., 2017).
Juvenile probation represents an understudied and particularly high-risk point of system
contact. When placed on probation youth remain in the community, under the supervision of
a juvenile probation officer (JPO) who ensures they abide by certain rules and conditions.
While remaining in the community has clear benefits in keeping youth connected to their
social supports, youth who remain in the community on probation remain underserved —
estimates suggest only 20% of court staff and JPOs screen for suicidal thoughts and behavior
(Braverman & Murray, 2011) and only ~25% of youth on probation receive appropriate
treatment (White, 2019). Simultaneously, these youth may live in the contexts that have
contributed to their mental health issues (familial disruption, school disconnectedness,
physical abuse, community violence, etc.; Hoge, 2002; Schwalbe, 2007; Wiebush et al.,
1999), and have greater access to means for suicide than youth in detention (Wasserman et

Evid Based Pract Child Adolesc Ment Health. Author manuscript; available in PMC 2025 August 08.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Kemp et al.

Page 3

al., 2003). Effective practices for suicide screening and intervention with youth on probation
are therefore an essential part of reducing suicide among JLS involved youth.

For all youth who report suicidal thoughts and behaviors, the safety planning intervention
has been identified as a best practice response by the Suicide Prevention Resource Center/
American Foundation for Suicide Prevention Best Practices Registry for Suicide Prevention
(www.sprc.org) and is used widely across a variety of contexts (Scott, et al., 2015; Stanley
& Brown, 2012). The safety planning intervention is a brief, stand-alone intervention based
on cognitive-behavioral principles in which youth identify warning signs of an imminent
crisis and develop a concrete list of coping strategies and social supports that they can
utilize preceding or during a crisis, as well as ways to keep their environment safe. In some
versions of the plan, youth also identify their key reasons to keep living (e.g., things they are
looking forward to in the future, important relationships). The safety plan is then shared with
the youth’s guardians to help ensure the plan can be implemented (guardian involvement is
particularly relevant for discussion of keeping the environment safe). As implementation of
the safety plan is simple and brief, it has been flagged as a potential solution for the limited
time and resources afforded by the JLS (Kemp et al., 2021a; Kemp et al., 2021b; Scott et al.,
2015) and preliminary research on the efficacy of safety planning among youth on probation
suggests that youth find the intervention to be both useful and acceptable (Kemp et al.,
2021a).

Currently, screening and intervention practices in juvenile probation rely primarily on the
“assess and refer” approach (Stanley & Brown, 2012; Vilhauer et al., 2004). With this
approach youth are screened for mental health concerns by JLS staff using measures like
the MAYSI-2 (Massachusetts Youth Screening Instrument-2; Grisso & Barnum, 2006) and
are then referred to community services based on risk levels indicated by the screening
tool. Youth and families have criticized this process due to the lack of responsiveness to
and follow through on youth’s imminent needs (Stanley & Brown, 2012). Unfortunately,
clinicians receiving JPO referrals are often too overburdened to be able to respond to youth
crises in an acceptable or useful time frame (O’Neil et al., 2019). As a possible solution

to this bottleneck in services, it has been proposed that JPOs implement screening and
intervention on a systematic and continual basis with youth in the community (Meza et

al., 2022). Such an approach has been coined ‘task-shifting’ and has been recommended
for use across JLS settings (Sheidow et al., 2020). Task-shifting would train and utilize
non-clinical staff in the JLS, such as JPOs, to identify youth needs and provide necessary
in-the-moment brief interventions. The safety planning intervention, specifically, has already
been shown to fit well into a task-shifting approach to suicide prevention at earlier points
of contact within the JLS (e.g., diverting youth away from court involvement to diversion
programming; Kemp et al., 2021b). Given the success of task-shifting to JPOs in other
domains (e.g., substance use intervention; Rudes, 2021, Sheidow et al., 2020; motivational
interviewing; Clark, 2005; risk needs responsivity assessments; Vincent et al., 2012), there
is clear potential for a task-shifting approach to suicide prevention to also work well at this
point of JLS contact.

There remains some concern around whether non-clinical staff feel confident and
comfortable with administering suicide assessments and assessing risk level. Some prior
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studies demonstrated that when suicide assessment was task-shifted to probation officers, a
sizeable minority (25-40%) did not feel competent in conducting the assessment (Vilhauer,
et al., 2004; Wasserman et al., 2009). Ensuring that JPOs feel competent in conducting
suicide assessments is critical as this competency predicts uptake of new interventions
(Damschroder et al., 2009) and has clear down-stream effects on whether youth are provided
with appropriate care (Holloway et al., 2017; Scott et al., 2015). A study evaluating JPOs
perceptions of evidence-based practices (EBPs) found support to be extremely limited

(8% of those surveyed) and suggested that this may be due to incorrect or incomplete
implementation of the treatments resulting in a lack of promised effectiveness, as well as
undereducation on Aow and why certain treatments are found to be effective (White, 2019).
Results therefore suggest that adequate training on how and why suicide screening and
safety planning should be implemented is key. This sentiment is echoed in official policy
recommendations from the National Action Alliance for Suicide Prevention (NAASP) which
state that all staff responsible for implementing screening and assessment tools should be
trained about the purpose of such tools, how to understand and interpret the results, and how
to appropriately follow-up after receiving certain scores (NAASP, 2013).

Effective implementation of EBPs into real-world care settings requires intentional
evaluation of what strategies are required to achieve successful uptake of the EBP

while ensuring client care outcomes. The Conceptual Model of Implementation Research
(CMIR) provides a useful framework for conducting this kind of evaluation (Proctor et

al., 2009). Within the CMIR, relevant outcomes are split into implementation outcomes
(e.g., feasibility, accessibility), service outcomes (e.g., effectiveness, timeliness), and client
outcomes (e.g., symptoms, satisfaction; Proctor et al., 2009). Categories of outcomes and
implementation strategies are each interrelated. For example, poor uptake may drive use

of a different implementation strategy. Similarly, increasing perceived appropriateness may
improve acceptability which may, in turn, improve sustainability (Proctor et al., 2011).

The differentiation of implementation outcomes from treatment outcomes is critical when
deploying an EBP in a real-world setting as it allows for discrimination of whether a failure
to observe expected results is due to inefficacy of the EBP in the new setting or due to

a failure of implementation (Proctor et al., 2011). A focus only on treatment outcomes
discounts the role of contextual factors that are critical to successful implementation of EBP.

For early adoption of an EBP, the CMIR recommends a focus on evaluating contextual
factors related to acceptability, feasibility, appropriateness, and implementation cost (Proctor
etal., 2011). Acceptability refers to the stakeholders’ sense that the EBP reflects the
organization’s goals, values, and needs and fits well enough into their work environment.
Feasibility refers to the extent to which the EBP can effectively be carried out in an
organization, given context, resources, etc. Appropriateness refers to the perceived fit,
usefulness, and relevance of the EBP. /mplementation cost refers to the cost-benefit balance
or cost-effectiveness of the EBP.

Often, organizations adopting EBPs are complex and involve multiple levels of stakeholders.
Within the CMIR, gathering perspectives from all relevant stakeholders is necessary for a
comprehensive evaluation of factors that may affect implementation outcomes and potential
implementation strategies. Formative evaluation interviews can be an effective way of
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evaluating early adoption contextual factors (e.g., acceptability, feasibility, appropriateness,
and implementation cost), by working directly with stakeholders in the organization to
identify potential influences on and roadblocks to implementation of the policy change
(Proctor et al., 2011; Stetler, et al., 2006). In a JLS setting, this approach has rarely been
used, despite clear advantages to be gained from better understanding the provisions and
limitations of structure and resources of the JLS.

Understanding the context of a policy or practice change is especially important when
implementing new health-related practices and policies. It is often the case that EBPs

which prove effective in research settings, do not successfully translate to real-world

patient care due to “blockages” in infrastructure or staff execution (Bauer et al., 2015). Pre-
implementation interviews with stakeholders allow researchers to better understand where
potential blockages might arise in implementing interventions and to identify solutions to
these issues (Elwy et al., 2020). These interviews may also allow researchers to draw unique
insights from stakeholders on implementation beyond clinician related factors, such as what
obstacles and barriers to treatment might be present for the youth and families receiving the
treatment. Research evaluating the implementation of safety planning in non-JLS settings
has highlighted the importance of conducting interviews with relevant stakeholders for these
precise reasons, reporting that valuable information is gained regarding the acceptability

of a safety plan and facilitators and barriers to intervention (Kennard et al., 2015; Kodish

et al., 2019; Niner et al., 2009). Given the complex factors affecting JLS-involved youth’s
engagement with mental health treatment and the multifaceted relationship between JPOs
and the youth that they work with, it is essential that research assessing the acceptability and
feasibility of safety planning in probation be done prior to implementation.

Present Study

Guided by the framework of the CMIR, the current study aimed to leverage formative
evaluation interviews with stakeholders at multiple levels of the JLS to assess whether
suicide screening and intervention could be successfully integrated into the role of

JPOs. Through these interviews, valuable information on the acceptability, feasibility, and
appropriateness of the proposed implementation of suicide screening and safety planning
with JPOs has been obtained. Three primary implementation outcomes were assessed: (1)
Acceptability, which assessed the perceived fit and comfort of conducting suicide screening
and intervention by juvenile legal staff; (2) Feasibility, which evaluated juvenile legal

staff perceptions of how to effectively improve implementation of suicide screening and
intervention; and (3) Appropriateness, which examined the perceived relevance and comfort
of families and youth receiving suicide screening and intervention by juvenile legal staff
specifically. Each outcome examined which implementation strategies —resources, support,
etc. — would be necessary for successful implementation.

Materials and Methods

Participants

Court staff and community providers from two states, one in the Northeast and one in the
Midwest, were presented with the opportunity to participate in qualitative interviews. The
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37 participants came from a range of institutions including community-based providers (7
= 9); juvenile probation department administrators (7= 4) and probation officers (7= 11);
residential program and detention center staff (#7= 3); and various other JLS staff including
police officers (n = 2), public defenders (7= 2), as well as juvenile court diversion staff,
administrators, and mental health clinic staff (7= 6). Seventy-three percent (7= 27) of the
participants were from the Northeast state. Participants were 57% (n = 21) female.

Systems Context

Procedure

Participants in this study come from a wide variety of points of contact within the JLS
because youth encounter professionals at many different agencies within the JLS as well as
many other separate agencies related to their legal involvement. The Sequential Intercept
Model (SIM; Abreu et al., 2017; Griffin et al., 2013; Munetz & Griffin, 2006) was utilized
to capture perspectives from individuals working across different intercepts which JLS
involved youth may contact. These different intercepts are broken down into Intercept 0:
community-based treatment, crisis call lines, schools; Intercept 1: law enforcement (e.g.,
police officers), emergency services (e.g., 911, ambulance); Intercept 2: first court contact,
diversion programs, initial detention; Intercept 3: juvenile detention (post-adjudication),
specialty courts; Intercept 4: community-based placements, re-entry; Intercept 5: probation.
The goal was to capture experiences with, and perception of needs for, suicidal youth

who have JLS involvement across these different intercepts. Particular attention was paid

to identify individuals from Intercepts 1, 3, and 5 as a prior review showed them to be
particularly relevant to JLS populations (Heilbrun et al., 2017). Because youth involved

in the JLS span across all these intercepts, it is important to understand the level of

training, competence, comfort, and openness to change that these institutions have regarding
screening, prevention, and intervention for suicidality among justice involved youth. We also
assessed which intercept participants believed was the best place to target prevention and
intervention efforts.

Description of Proposed Intervention. The safety plan, for youth who were not
acutely suicidal, described in this study, was developed by Stanley and Brown (Stanley

& Brown, 2012) and then adapted for youth (Brent et al., 2011; Wolff et al., 2018). The
interviewer explained to stakeholders that the proposed intervention, safety planning, was

a one session individual- and family-based intervention. During the intervention, youth
complete a structured safety plan worksheet designed to create a practical plan with a list of
coping strategies, social supports, and help-seeking resources that a youth can use before or
during a crisis. Restricting access to lethal means, particularly firearms, is also part of the
safety plan. Caregivers are introduced to the plan by the youth with staff support. Sessions
take from 30 to 60 minutes.

All protocols and procedures were approved by the associated hospital’s institutional
review board. In the Northeast state, eligible participants participated in a Sequential
Intercept Model mapping to identify current services, gaps, and opportunities to deflect
and divert youth with mental health issues from the juvenile legal system during which
research staff described the goal and purpose of the study. In the Midwest state, during
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in-person or virtual staff meetings, research staff described the goal and purpose of the
study. Participants then self-selected by completing a “consent-to-contact” form if they
were interested in learning more about the study and scheduling an appointment. Study

staff then reached out to interested participants to schedule a time for the interview at

their earliest convenience. Everyone interested in participating in the study did so. Written
informed consent was obtained during the appointment, prior to the interview beginning.
Interviews were conducted by a master’s level clinician and took place in-person in a private
room or via HIPAA compliant tele-conferencing software according to COVID-19 research
procedures.

Participants took part in semi-structured individual interviews which were audio-recorded.
Participants were asked about their current and prior experience with suicide screening,
their comfort surrounding screening, when they think screening should take place (in which
intercept), their interest in training for suicide screening and prevention, and perceived
barriers. Each of these topics were addressed in the same order, however, the nature of

the semi-structured interview allowed participants to elaborate on topics when they had
additional comments (Willig, 2013). The interviews took up to one hour and participants
were compensated with a $30 visa gift card for their time. Some participants were unable to
accept the gift cards because state legislation aimed at maintaining neutrality barred funds
from outside sources. For these participants, their gift-cards were donated to organizations
that served the needs of the families involved with the court.

Semi-structured formative evaluation interviews: The interviews centered around
experiences with suicidal youth in the JLS, including perceptions on the acceptability and
feasibility of suicide screening at different points across the JLS intercepts. Questions
regarding current practices for suicide and mental health screening were asked and included
questions about what measures, if any, were used and when the screening takes place.
Further staff acceptability of screening for suicide as well as staff, family, and youth
comfort regarding screening was assessed. Questions also probed for history of prior suicide
prevention training received at, as well as outside of, their current institution. Participants
were asked about their interest in, and thoughts on, the importance of future training

in suicide screening. Further, perceived acceptability and interest in future training for
conducting a brief suicide intervention, such as safety planning was assessed. Additionally,
questions probed about prior experiences with youth suicidal thoughts and behaviors, inside
or outside of the system. For each section, barriers (i.e., logistic- or resource- based) were
assessed and ways to overcome these challenges were discussed.

Data Analysis: All audio recordings were transcribed and de-identified via a transcription
service. Transcriptions were then reviewed by one research assistant to assure quality

and accuracy as well as to review de-identification procedures for thoroughness. The
software program NVivo 12 was then used for data organization, coding, and analysis (QSR
International, 1999). NVivo 12 is a secure, desktop application that allows researchers to
upload qualitative data in a variety of different mediums, such as full transcription files,
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audio recordings, and videos, to sort data utilizing user-defined codes. This allows for easier
detection and appraisal of common themes.

A combination of deductive and inductive consensus coding was used to analyze the
transcriptions. Before beginning to code the interviews, the researchers worked together
using a deductive approach to create a coding matrix to cover the main topics of the
research questions asked during the interview. This matrix included codes separating
sections of the interviews by topics, such as if certain protocols (i.e., screening, training)
were present or absent in addition to the valence (i.e., positive, neutral, or negative) of
insights, such as comfort and acceptability of current and proposed procedures. In addition
to this predetermined approach, an inductive approach was also used to account for the
occurrence of unanticipated codes that still held high relevance to the overall scope of the
project given the semi-structured nature of the interview (Fereday & Muir-Cochrane, 2006;
Hsieh & Shannon, 2005). During regular bi-weekly meetings, an average of five coders,
including the study’s first author, read and simultaneously coded each transcript using the
predetermined coding matrix and approach described above. As additional codes emerged
or were collapsed using the inductive process, the coding matrix was adapted, and any
affected coded transcripts were recoded to adhere to the new structure. For example, many
codes related to different types of comfort with suicidal risk screening were collapsed due
to similarities that emerged. This process continued until all transcriptions were coded.
When disagreements emerged, the section was discussed among the group until consensus
was reached. Codes were simultaneously recorded within the transcription document and
in the NVivo software. Upon completion of coding, a research assistant checked that the
transcription documents coded by other analysts were consistent with the NVivo document.
The NVivo software made it accessible to examine common themes across transcripts.
Quuotations that are representative of study participant’s perspectives are provided for each
research question. Quotations were edited for length and to enhance readability.

Results and Discussion

Acceptability: Juvenile legal staff comfort conducting suicide screening

Participants’ perceptions of staff comfort asking about suicide were diverse, ranging

from participants who identified several barriers to comfortability, while others expressed
that they were already comfortable conducting suicide screening. Although responses
were diverse, the most predominate themes were around feasibility, such as discomfort
asking questions about suicidal risk and not having enough training to adequately assess
suicidal risk and make subsequent clinical decisions. Generally, participants indicated that
suicide was a sensitive topic that they did not know how to manage. Participants seemed
familiar managing other clinically related topics with youth, but suicidal risk seemed

to be considered differently. Participants noted other types of screening and assessment
that occurred in their setting, such as general mental health screening (e.g., MAYSI-2),
criminogenic needs assessments (e.g., Structured Assessment of Violence Risk in Youth
[SAVRY]; Bartel, et al., 2002), and discussion of general life stressors; all of which might
include suicidal risk but do not solely focus on the assessment of suicidal risk.
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This discomfort seemed to be most closely related to their real or perceived lack of
knowledge and training regarding what should happen following the disclosure of suicidal
thoughts or behavior. One participant noted that even staff with a clinical degree, such as
social work, might not have received training on how to ask about and manage suicidal
risk. Overall, participants noted a lack of confidence in making clinical decisions following
disclosure of suicidal thoughts and behavior, which might include decisions regarding

the appropriate level of care (e.g., suicidal risk warranting hospitalization). It was even
suggested that this concern about appropriate follow-up might prevent individuals from
completing comprehensive screening because they were afraid that they will not know how
to respond to a youth’s disclosure of suicidal thoughts.

I mean the fact that they might say, “Yes, | am suicidal,” makes people really
uncomfortable because then they have to act. And they might not always know how
to act. 118

...workers feel like, “Okay, I’m gonna ask this question, and | don’t know what to
do with it, and nobody’s gonna help me out, or bail me of this, like, I’m not gonna
ask the question. I’m gonna ask the question, “You’re not suicidal, right?’ rather
than, you know, ask an open-ended response. 109

Other themes regarding staff discomfort included concerns about adding suicide screening
into their existing workflow, including whether individuals viewed screening for suicide as
consistent with their role within their organization. Participants noted that changing any part
of the workflow of certain positions would likely result in considerable pushback.

Many participants expressed ambivalence about staff comfort and acknowledged that the
level of comfort might change over time and with experience. In essence, those that
expressed more neutral views regarding staff comfort noted individual differences in comfort
would depend on the qualifications and/or experience of JLS staff providing the screening.

In some ways, this acknowledgement of differences in staff comfort over time put previously
mentioned concerns in perspective. Namely, that asking about suicide and subsequently
addressing risk is a skill that can be acquired rather than a static quality that cannot be
changed.

I will say, | think new staff coming in maybe feel—like, it takes a little bit for
them to get a little comfortable. But the more and more they do them [suicidal

risk screenings] and the more and more they observe other veteran staff do this... |
think that comfortableness comes with time for anyone. 134

The importance of having additional experience and training was further emphasized by
participants that expressed more positive views of staff comfort. Staff who seemed to
express the most positive views of staff comfort already had experience screening for suicide
themselves. Consistent with other participants who were more hesitant to endorse comfort
asking questions about suicidal risk, these participants also acknowledge the importance of
experience in developing comfort.
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Feasibility: Improving comfort of juvenile legal staff to conduct suicide screening and brief
intervention

Suggestions for improving the comfort of JLS staff were primarily logistical in nature and
focused on identifying clear and specific supports for staff as they complete the screening
process. The primary barrier identified by participants was the capacity to meet screening
needs. Concerns seemed to center around adding additional responsibilities to already
overburdened staff. Participants who commented on staff capacity to complete screening
noted the impact that burnout can have on the staff’s ability to provide high quality services.
It was acknowledged that staff conducting the screening would need to have sufficient skills
to be effective, namely training in the provision of appropriate suicide risk screening and
follow-up. Challenges could be further exacerbated by having only a few staff with the skills
necessary to complete high-quality suicide risk screening. Similarly, caregiver availability
and adequate space and/or technology to complete the screening could be complicating
factors.

...the availability of staff, space to do those interventions, the importance of those
interventions. Some individuals may not fully believe, and making sure that the
people providing those interventions are able to provide quality treatment, and
they’re not being spread too thin, | think, if an individual’s spread too thin, it may
decrease their ability to be fully present with the individual and provide quality
intervention. 110

I do think, first and foremost, resources. So, obviously, if we don’t have enough
bodies- to be able to do the screen, and people who are well-trained in it; they
might be missing key things. 109

Participants also mentioned that the qualities of the suicide screening tool can facilitate
implementation. In particular, the importance of having a standard screener available to
assist in suicide risk screening was noted as well as ensuring the selected screener is

simple, short, and specific. The importance of assessing for suicidal risk by asking multiple,
varied questions that are developmentally appropriate was noted as important, suggesting
that discussing answers to different questions related to suicide risk can provide a more
thorough assessment. Another participant indicated that providing screeners in the youths’
preferred language was necessary and that their organization is often limited to only English
or Spanish.

Having official policies and procedures in place to support suicidal risk screening also
seemed to be important. For instance, a participant mentioned difficulties giving and
sharing information can arise related to the youth’s legal case (e.g., pre-adjudication,
adjudicated). Another noted that creating an official policy was necessary for compliance
with screening. These comments seem to acknowledge the influence of system-level factors
that make it logistically impossible to gather and share information both across and within
systems. Similarly, other participants noted the importance of clinical infrastructure in
successfully completing screening. Comments seemed to reflect that staff believed having
clinical support either onsite or on-call was critical for successful screening in their setting.
These comments also seemed to reflect the importance participants placed on immediate
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decision-making (e.g., deciding the appropriate level of care) and appropriate follow-up
(e.g., connecting to mental health services.)

Further, participants viewed more and ongoing training as critical to addressing barriers and
improving their comfort in administering suicide risk screening tools. Overall, participants
felt that staff were open to training and felt that training is what they needed to feel
comfortable with screening. In addition to initial training on suicide screening, participants
suggested other elements that might enhance learning, including ongoing clinical support
and supervision, offering positive reinforcement for completing screenings and attending
booster training sessions. It was suggested that in addition to learning how to administer
screening, it would be important to provide training on appropriate follow-up (e.g., finding
appropriate services). Experiential learning was also noted as being useful for training,
including engaging in role plays. Another noted the importance of continuing to use

skills following the training, which could be accomplished in multiple ways (e.g., booster
trainings, having cases to screen subsequent to training).

Appropriateness: Family comfort with suicide screening and intervention by juvenile legal

staff

Participants readily acknowledged that caregivers were not a monolith and could have a
range of reactions to the screening process, including finding the information predictable.
That is, some caregivers might already be aware that their child is experiencing suicidal
thoughts making discomfort with the screening process unlikely. In fact, another central
theme was that caregivers had a general openness to hearing about suicidal risk and seeking
services. Thus, while some families might be uncomfortable with the screening process, the
majority were receptive to screening and what JLS professionals recommend as next steps
(i.e., seeking services).

So | would say, majority of the time, our parents are very open, receptive to us,
um, discussing, like, the results with it and that your kid has these concerns, and we
really believe that your kid needs these services. 134

More than not, the parents were more supportive in regards to making sure that the
kids are getting the services that they need. 136

Involving families in risk management made some staff uncomfortable despite
acknowledging the importance of parent buy-in to successful screening. Caregivers
minimizing suicidal risk seemed to be particularly concerning for staff. Participants also
thought that caregivers might view the youth’s expression of suicidal risk as an instrumental
behavior used to avoid consequences for their actions or otherwise manipulating staff and
caregivers to do what they want.

“Hey, this will pass.” You know what | mean? So, lack of knowledge. Or I think a
barrier is, like, “I don’t take it seriously enough.” Or, it’s like, “Oh, yeah. He says
that every day.” Or, you know, “If you were really suicidal, you wouldn’t say it.” |
mean, there’s all kind of—I think the barriers are just, like, not taking it seriously.
Not—having a bunch of wrong ideas about it. Sort-of, like, misconceptions? 102
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To a lesser extent, concerns about mental health stigma were noted as a barrier to family
comfort with screening. Participants felt that some caregivers might be hesitant to allow
their child to engage in screening due to stigma and related concerns that they would

be blamed for their child’s suicidality. Comments seemed to be suggestive of perceived
caregiver burnout that might occur when youth have longstanding behavioral difficulties
and/or families otherwise live in stressful circumstances (e.g., poverty). Participants felt

that challenges presented by caregiver burnout might affect their willingness to engage

in the screening process and respond appropriately to risk management suggestions that
arise from a subsequent intervention. Logistically, participants felt that caregivers might be
unwilling to take the time needed to complete the screening as they could be busy with other
appointments or believe that their child does not have mental health issues making screening
unnecessary.

Caregivers’ discomfort with or unwillingness to engage in suicide risk screening could
be compounded by the distrust caregivers might feel for the JLS and its workers. One
participant suggested that parents’ own mistrust of the juvenile or criminal legal system
might make them uncomfortable with their children being screened. Similarly, they noted
caregiver discomfort could be further compounded by cultural differences between the
predominantly white juvenile legal staff and people of color, noting specifically the
challenges of working with undocumented youth.

Appropriateness: Perceived impact of suicide screening and intervention by juvenile legal
staff with youth

Participants indicated that youth’s distrust of JLS staff and mental health stigma as primary
reasons that youth might be uncomfortable with suicide risk screening. Comments reflected
that youth might be unsure of how their responses will be used within the system and/or
whether their responses could have consequences for their case. In addition to distrusting the
system, participants acknowledged that individual interactions between JLS staff and youth
also impacted comfort. For instance, in JLS settings, staff might not have the benefit of
developing strong, collaborative relationships with youth before asking screening questions,
and youth might not be comfortable sharing personal mental health information with
individuals they view as in opposition to their interests (e.g., ending JLS involvement).

I think it’s more about them not trusting the people doing the screening, them not
knowing, um, where the information will go, them maybe not wanting to appear
vulnerable in front others. 114

Participants also noted the role of mental health stigma influencing youth’s decision on
whether to disclose suicidality. Comments reflected that youth did not want people in their
life, especially parents, to know that they are experiencing suicidality. Participants linked
the stigma associated with suicide to the belief that youth involved in the JLS want to be
perceived as “tough.” To be experiencing suicidal thoughts and behaviors and then sharing
those thoughts and/or behaviors with others might be perceived to show “weakness, or a
sensitive side.” Participants also noted that having parents in the room while conducting
screening adds to this discomfort and suggested that stigma might be worse for males than
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females. It was indicated that male youth seem to be less likely to share their feelings with
staff.

I think stigma is a big one. Um, the, you know, “I don’t want my family to know
I’m suicidal.” “I don’t want, um, [you know] um, my teachers, or the other students
at school to know I’m suicidal. 102

Another theme that emerged was that youth might avoid or be uncomfortable sharing
suicidal thoughts and behavior with staff because they are concerned about being sent to

a higher level of care. It was noted that going to a hospital setting was an undesirable
outcome that youth could successfully avoid if they chose not to disclose suicidal thoughts
or behavior. Similarly, it was noted that youth might also think that there could be legal
ramifications for disclosing suicidal thoughts and/or behavior, including being detained.

“...kids have this idea that, ‘if | say that I’m suicidal or I’ve thought about suicide,
I’m going to get in more trouble or I’m going to have to be locked up’... so
I—certainly, I think that that’s a barrier.” 130

Again, participants noted that youth could have a range of reactions to the screening process,
thus clarifying that screening would not be a universally adverse experience for youth.
Participants shared several ideas regarding factors that impact a youth’s comfort with the
screening process, including whether they have been involved in the JLS before, their
rapport with the staff member, and the timing of when the screening is administered. Several
participants noted that youth might not provide accurate responses, such that they will
disregard the questions on the screening by providing the same answer for all the questions
(e.g., all yes’s or no’s). While this type of responding was a concern for participants, many
indicated that youth were agreeable to screening.

I know there are kids that they could care less, and they come in here and do just
click yes or no to answer. ‘Cause the ones that have been here before, uh, they just
wanna get outta here as soon as they can. They know when they’re done with the
assessments, we typically call the parents. But in other times, when we do have kids
that... are just really down on themselves, they actually answer honestly. And then
when we have that second strain, they’re as open as they wanna be with us but still,
like they still hold back. So | mean, in regards to that, | would say 70 percent of the
time, it’s pretty effective. 136

In fact, another theme that emerged was that youth were generally agreeable to screening
and were honest in their reporting.

Feasibility: Improving the comfort of youth and their families

Participants noted they could take several actions to would improve the comfort of youth
and families involved in the screening process. Most notably, throughout the interviews,
participants emphasized the role that they and their colleagues play in ensuring the
comfort of the youth and families they serve. Repeatedly, participants emphasized the
importance of using interpersonal skills and good communication to improve family
comfort. The interaction style of the staff performing the screening was featured most
prominently. Participants noted the importance of building rapport with the youth and
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families. Motivational interviewing as well as engaging in an honest and genuine way with
youth were both mentioned as ways staff can try to build close, productive relationships with
youth and families. Similarly, participants noted that some staff within the JLS view youth
as “bad kids” who need to be appropriately reprimanded or punished for their wrongdoing.
This view was discussed as being detrimental to building rapport with families and, thereby;,
detrimental to effective screening.

I mean, to me, it’s just being honest and genuine and being empathic to a kid. Yeah.
The kid is here. He probably did something not so great to get here, but he’s still

a kid. He’s still a human being and not—I think especially kids and adolescents,
it’s so important not to prejudge and to just, kind of, come in and say, “Oh, you
screwed up. You deserve what you got. You deserve to be here.” If you do that,
you’re gonna get a kid that shuts down immediately. 122

Others noted that staffs” beliefs of mental health and the ways that mental health might
impact family functioning and justice involvement can also influence their interaction style
and willingness to engage in the screening process in an effective way. For example, one
participant noted other staff stated they “know the person better than they [the youth] know
themselves,” and another staff suggested that requiring suicidal risk screening might be
contrary to a staff’s “judgment” that suicidal risk screening is required for a particular youth.
Similarly, another participant indicated that some staff might not take suicidal risk seriously,
such that they believe expressed suicidal thoughts or behavior is simply attention seeking.
Another comment reflected that staff might have misconceptions about suicide that prevent
them from asking. For instance, the belief that asking about suicide might plant the idea in
the youth’s head might prevent staff from engaging in screening. These comments imply that
some staff might believe there is no need to ask the youth and families directly about suicide
because they “know better” than to do so with these youth.

Participants felt that privacy while responding, including keeping parents out of the room,
was useful in helping youth feel comfortable. It was also noted that the use of a screening
tool was useful in facilitating youths’ comfort, rather than staff asking these questions
directly in an interview format.

And so rather than me asking a lotta the questions, uh—the MAYSI, for instance.
The-the Columbia suicide screener, | ask those questions. But when we’re
deploying the MAY'SI, we actually put the questions, um, up on a huge touch-
screen, and the kids are actually able to select their answers. | think that that helps
the child be more upfront and honest. As opposed to me asking you ‘have you
thought about harming yourself in the last 24 hours,” you know. 128

Participants also noted the importance of conducting suicidal risk screening in a calm and
comfortable manner (e.g., body language, tone of voice), as projecting discomfort might
subsequently make youth uncomfortable with screening and keep them from disclosing
suicidal thoughts or behavior. Preparing families for the screening process by providing
thorough informed consent (i.e., limits of confidentiality) and using language that is
accessible and easy for the family to understand were identified as key strategies in
facilitating comfort with the screening process and possible outcomes.
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Participants were also thoughtful about how they could respond to youth and families in

a way that meets their preferred language and culture. Participants noted their inability to
converse with youth who did not speak English as limiting their ability to perform screening
and make families more comfortable. They also noted that being responsive to the cultural
norms of the youth they are working with is a skill set that is beneficial to understanding
and providing services to youth. Another participant noted that intellectual or developmental
delays are also important to consider during the screening process.

Conclusions

The CMIR Framework highlights the interplay between implementation outcomes, such

as feasibility, acceptability, and appropriateness, and implementation strategies to improve
service outcomes, such as safety, effectiveness, and equity. In this study, JLS staff presented
concerns about their comfort with conducting suicide risk screening and brief intervention
as well as their anticipated comfort of youth and families. Despite the concerns raised,
stakeholders offered several paths forward to address the concerns and offer the support
required to sustainably implement suicide risk screening and intervention with a high-risk
population.

At the organizational level, stakeholder feedback highlights the importance of using the
exploration or preparation phase to identify the contextual supports needed for JLS staff
to be successful. Thoughtful feedback from stakeholders directly experiencing day-to-day
interactions with youth and families involved in the JLS was elicited about the logistical
ways organizations can maintain an environment to enhance effective implementation and
sustainment. Among the concerns, balancing current responsibilities with the anxiety of
adding new responsibilities should not be underestimated in an already under-resourced
system. Addressing logistical concerns regarding workflow for JLS staff may be critical,
not only for addressing the feasibility of the intervention in a particular setting but also for
garnering critical buy-in from staff to enhance implementation uptake. Yet, staff were clear
about their desire to explore how to better support youth and families. Describing the role
suicide risk screening and intervention has at the organizational level might help JLS staff
understand the cultural relevance within their system.

Preparation and support at the initial stages of suicide risk screening and intervention might
be key at the service or team level. While stakeholders emphasized the importance of
having clinical support to complete suicide risk screening, it remains unclear what level of
support is necessary and feasible for systems to sustain. Additional implementation research
might be needed to determine whether different models of clinical team support (e.g.,
embedded clinician, virtual on-call clinician, co-responder clinician, clinician available for
team processing of difficult cases) improve implementation and sustainment of suicide risk
screening and intervention. Stakeholders highlighted that staff with more suicide screening
experience report increased comfortability suggesting that team level supports may vary in
the length of time required to adequately support implementation and sustainment.

Importantly, JLS participants highlighted that individual level factors beyond specific
training for suicide risk screening and intervention might also improve implementation.
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Perhaps taken for granted by clinicians, foundational interpersonal skills (e.g., rapport
building, active listening) were noted to vary widely across JLS staff, though they
recognized the importance of training (e.g., motivational interviewing) to improve not

only suicide risk screening and intervention implementation outcomes, but other service
outcomes as well. Finally, although mental health stigma was not a barrier among JLS

staff participants themselves, as they recognized the importance of obtaining services for
youth, participants expressed concerns about suicide myths and resistance persisting among
caregivers in particular. Beyond interpersonal skills, suicide risk screening and intervention
training would benefit from including these difficult but real scenarios which will help
reduce staff anxiety and improve comfort and confidence.

Interviewing JLS staff across the system provided unique insights into factors that might
impact implementation efforts to introduce suicide risk screening and intervention with JLS-
involved youth. Public health approaches to suicide prevention, especially with an at-risk
population of underserved and minoritized youth, require innovation to provide adequate
access to needed suicide intervention services. The qualitative interviews conducted in this
study add to our understanding of how to promote suicide risk screening and intervention
when conducted within the JLS.
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