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1. Introduction

In 1997, the newly established Youth Horizons Trust (YHT) began delivering the Bridging Programme – a residentially based therapeutic programme for young people diagnosed as suffering Severe Conduct Disorder (SCD). The programme was contracted by Child, Youth and Family (CYF). Its development marked a significant investment in addressing the needs of a small but costly group of young people who are dangerous to themselves and others, and for whom other interventions (eg family-based, foster care and residential) have failed.
The Bridging Programme is not only innovative in New Zealand but is on the leading edge of developments internationally. Until very recently, both in New Zealand and overseas, people with Early Onset SCD were seen as intractable, with the most likely trajectory being early death, persistent criminality, violence and ongoing incarceration. The Bridging Programme was developed as an attempt to reduce the harm and cost of SCD and optimise the potential of these young people.
The SCD young people targeted by the Bridging Programme are young people who CYF finds unmanageable, and for whom there has been no indication of improved outcomes or changes in behaviour, despite multiple interventions.
In 2001, the Centre for Research, Evaluation and Social Assessment Ltd (CRESA) was commissioned by the Ministry of Social Development (MSD) to evaluate the Bridging Programme’s process, outcomes and economic components. The evaluation commenced in the field in November 2001 and was completed in May 2002.
 This final report presents the findings of the process, outcomes and economic components of the evaluation and is structured as follows.

· Section 2 reviews the prevalence of SCD and the delivery of programmes addressing SCD.

· Section 3 sets out the goals and objectives of YHT’s Bridging Programme and describes the various components of the overall evaluation. It also outlines the evaluation objectives and methodology.

· Section 4 details the development, implementation and current situation of the Bridging Programme, and comments on the changes adopted since the completion of the process evaluation in May 2002.

· Section 5 assesses programme processes and fidelity.

· Section 6 details the clinical assessments of 11 YHT clients, carried out in three phases.

· Section 7 describes the programme’s outcomes to date, based on triangulation of data from four sources, including the clinical assessments.

· Section 8 provides a framework for assessing the costs and benefits of youth intervention programmes, describes the data available relating to the YHT Bridging Programme and makes recommendations for improving future economic evaluation capability.

· Section 9 discusses critical issues revealed by the evaluation.

2. Early Onset Severe Conduct Disorder

Young people with Early Onset SCD behave aggressively and violently towards people and animals, behave destructively towards property, act deceitfully, and persistently violate behavioural rules.

Those children who exhibit SCD with an early onset frequently become increasingly uncontrollable as they mature physically and increase their sphere of influence. It is often in their early teens that previously difficult, undesirable and dangerous behaviour becomes uncontrollable. Typically, children with SCD come to the attention of the Police, have a disrupted education experience because of repeated expulsions and suspensions, and may have been shifted around different family members, foster carers and other programmes in unsuccessful attempts to modify the young person’s behaviour.

Young people with SCD are not merely juvenile delinquents or “difficult” teenagers. The profile of current Bridging Programme clients provided at the beginning of Section 7 shows the seriousness of the behaviours associated with SCD.

Diagnosing Early Onset Severe Conduct Disorder

For a child or young person to be diagnosed with Early Onset SCD, their behaviour must go beyond sporadic delinquency. SCD is a pattern of behaviour that persistently violates accepted behaviours and the rights and welfare of others. The American Psychiatric Association’s diagnostic guidelines, the DSM-IV, requires that, for a diagnosis of Conduct Disorder to be applied, a child or adolescent must persistently exhibit behaviours in at least three of the following four groupings: aggression to people and animals; property destruction; deceitfulness or theft; and/or serious violation of rules.
The diagnostic criteria for SCD are set out in Infobox 2.1. 

Infobox 2.1: Diagnostic Criteria for Severe Conduct Disorder

	Aggression to people and animals

· often bullies, threatens or intimidates others

· often initiates physical fights

· has been physically cruel to people

· has been physically cruel to animals

· has stolen while confronting a victim (eg mugging, purse snatching, extortion, armed robbery)

· has forced someone into sexual activity.
Destruction of property

· has deliberately engaged in fire setting with the intention of causing serious damage

· has deliberately destroyed others’ property (other than by fire setting).
Deceitfulness or theft

· has broken into someone else’s house, building or car

· often lies to obtain goods or favours or to avoid obligations (ie “cons” others)

· has stolen items of nontrivial value without confronting a victim (eg shoplifting, but without breaking and entering; forgery).
Serious violations of rules

· often stays out at night despite parental prohibitions, beginning before age 13 years

· has run away from home overnight at least twice while living in parental or parental surrogate home (or without returning for a lengthy period)

· is often truant from school, beginning before age 13 years.




SCD is when the range, severity and number of problematic behaviours exceed those required to diagnose Conduct Disorder and/or conduct causes considerable harm. SCD can be exhibited at an early age or can show later onset. Indeed, DSM-IV provides a typology differentiating between Early or Childhood-Onset Type and Adolescent-Onset Type. Early Onset requires at least one of the diagnostic criteria to be present before a child reaches 10 years of age.
Prevalence of Severe Conduct Disorder

The prevalence of SCD, either in New Zealand or internationally, is difficult to establish.

Overseas research suggests that SCD is more prevalent among boys than girls but the sex-related differences in prevalence reduce as young people get older. 

The Christchurch Child Development Longitudinal Study suggests that 1.8–5.1% of 15 year olds in the study had a conduct disorder.
 This is broadly consistent with international estimates.
 The findings for the cohort participating in the study when they reached 15 years old also appear to be broadly consistent with the study’s earlier findings when the study cohort was in the pre-school stage of the life cycle.

Only 3% per annum of the mothers in the Christchurch Child Development Longitudinal Study were “sufficiently disturbed by [their pre-school child’s] problems to seek professional help”.
 Beautrais et al concluded that, in most cases, when a participant mother reported child-rearing and child behavioural problems in her pre-school child, she was reporting common behavioural patterns among pre-school children. Those that sought professional help clearly felt their problems with that child went beyond what was “normal”.

Professor John Werry carried out a survey with CYF before the Bridging Programme started and established that there were 100 SCD children in the Auckland region. Stakeholders and other providers interviewed in the course of this evaluation suggested there may be as many as 200 young people in the Auckland area with SCD. Professor Werry estimates that, nationally, a total of approximately 160 places are required to address SCD needs, while extrapolating from the estimates of stakeholders produces a national figure of 320. 
These small numbers reinforce the idea that the majority of youth in CYF services or care are not SCD, although many may exhibit some of the behavioural problems common to SCD.

Not all SCD young people need to be placed in a residential programme such as the Bridging Programme (Professor Werry estimates about half). Most could be best served through home-based services.
The costs of Severe Conduct Disorder

Despite the difficulties of establishing the prevalence of SCD in New Zealand, it is clear that the number of children and young people with SCD is small. However, the impact of their behaviour is considerable. As Infobox 2.2 shows, Werry identifies seven arenas in which costs are generated by SCD: productivity loss; public support; law enforcement costs; victim costs; family costs; security costs; and emotional costs.
 

Infobox 2.2 Werry’s descriptors of SCD-generated costs

	Productivity Loss
	SCD is a significant barrier to labour market participation.

	Public Support
	Direct public support can include:

· income support

· health care

· housing

· education and training.
Support may also be provided for partners and children deserted by people with SCD.


	Law Enforcement
	Law enforcement costs include:

· Police time

· court time

· legal aid

· court-associated assessments

· corrections.

	Victims
	Victim costs include:
· loss of productivity

· health care
· property damage

· legal costs.

	Family
	Families often confront:

· loss of productivity

· health care costs

· property damage

· legal costs and reparations.

	Security
	Siege-like reactions often occur to protect against the risk of victimisation.

	Emotional
	There are risks to the mental health and wellbeing of parents, siblings, peers, partners, neighbours, teachers, social and health workers, and victims.


For Werry, the failure to fully measure the cost of SCD “is unfortunate, since if the full extent of cost were to be assessed accurately, it might result in well-funded and properly thought through prevention and management programmes”.
 Costing the direct or indirect costs of SCD is, however, extremely difficult as the commentary on the economic evaluation framework shows. Even establishing expenditure on dealing with SCD behaviour by welfare, health and justice caregivers is extremely complex.

Risk factors and prognosis of Severe Conduct Disorder

The treatment of conduct-disordered youth and their families is difficult (Curtis, Ronan and Borduin 2003). The fundamental problem is that conduct disorder is multiply determined and maintained. Problems are seldom limited to individual functioning. More often, the symptoms and correlates of conduct disorder (eg physical aggression, property destruction, criminal behaviour) arise from a developmental sequence and interplay between factors across a variety of contexts. The factors that are implicated include individual, family, peer, school, and neighbourhood and community factors. A representative list of factors identified is presented in Infobox 2.3.

Infobox 2.3: Risk factors for antisocial outcomes

	Individual
	Family
	Peer
	School
	Neighbourhood and community

	Drug use

Low social conformity

Low verbal skills

Favourable attitudes toward antisocial behaviour

A cognitive bias to attribute hostile intentions in others
	Lack of parental monitoring

Inept discipline

Conflict

Maltreatment

Parental difficulties (eg drug abuse, psychiatric conditions, criminal activity)
Low warmth and cohesion
	Association with deviant peers

Poor relationship skills
	Dropout

Poor academic performance

Low commitment to school

Aspects of the schools (eg weak structure, chaotic environment)
	Criminal subculture supporting activities such as drug dealing and prostitution

Frequent transitions and mobility

Low social support (eg neighbours, church)


In terms of relative risk, association with deviant peers is one of the most powerful influences on youth at risk of conduct disorder and antisocial outcomes (Elliott 1994). However, there are also identifiable precursors to association with deviant peers in both the family and community contexts. 

The family context
The quality of the family environment undoubtedly provides a context from which youths make their choices. For example, conduct-disordered youth more often come from family environments that are typically low in warmth and affection as well as high in coercion. As pointed out by Collins et al (2000: 227), the influence of family and parent–child relationships on later associations with antisocial peers in adolescence has been characterised in the following way: “… [deviant peer relationships] rightly should be viewed as the end of a long process of socialization that began early in childhood and most likely has its origins in the family”.
This process of socialisation includes both direct and indirect effects that tend to propel youth in the direction of a particular peer group (Parke and Bhavnagri 1979). Direct effects include encouraging association with some children and prohibiting it with others through the management of social activities. Indirect effects would include the influence of parent and family factors that create certain attitudes, predilections and personality factors that then influence a young person’s choice of peers with whom they will associate (Brown et al 1993).
If parents are not affectionate but are coercive, have individual problems themselves (eg paternal antisocial practices, maternal depression, substance abuse) and/or there is significant marital conflict, then the child is put at increased risk of developing a style of interacting with others (eg aggression, school problems) that puts them on a trajectory that includes later selecting delinquent peers in adolescence as the preferred socialisation group. Whether youths’ selection happens by choice or default may well be a function of whether the young people come from coercive families. Those families more often engage in coercive problem-solving strategies, with a related tendency to interpret situations as more hostile and aggressive (Dodge et al 1990). They tend to be more often rejected by prosocial peers (Keenan 1995).
The community context
There appears to be a relatively straightforward sequence of events involving overly coercive parenting leading to “… antisocial friendships that provide another context within which to practice coercion” (Dishion et al 1995: 148). However, this is actually a more complex interplay between family factors and a range of community, school and cultural factors that can mitigate or exacerbate outcomes for a child (Collins et al 2000; Durie 2001). For example, certain parenting practices play a role in the selection of peers as described. Additionally, within the peer group chosen by the child, parenting practices can also increase or decrease the influence of peers on the choices made by adolescents. 
Various contextual factors, broadly described as the community context, have been found to influence parenting practice. For example, Furstenberg et al (1997) found that families that live in high crime neighbourhoods tend to make attempts to protect the child from danger. This can include restricting the child’s range of access to various neighbourhood activities. While this may protect the child from danger, it might also restrict the development of a sense of independence and autonomy and perhaps unintentionally propel that child in the direction of those dangerous influences. In contrast, neighbourhoods including high densities of involved parents tend to increase the positive influence of that parental involvement (Darling and Steinberg 1997). Similarly, authoritative parenting (ie responsive and appropriately demanding) tends to be more beneficial when the youth associates with peers whose parents have a similar parenting style (Fletcher et al 1995). A main issue reiterated here is that parenting and peer influences tend to be related within a larger community and cultural context. 
The peer group context

As pointed out by Dishion et al (1999), putting peers with problems together alone can itself be a powerful predictor of future problems. Their major finding shows the influence of “deviancy training”, which they define as “… the process of contingent positive reactions to rule-breaking discussions”. In a study based on a 25-minute videotaped problem-solving discussion format, it was found that, in delinquent pairs of adolescent boys, the frequency and duration of antisocial solutions were strongly related to the rate of reinforcement – some form of positive effect (eg laughter) – that each provided the other for engaging in and continuing rule-breaking talk. In a prospective study (Patterson et al 1999), it was found that the 25-minute segment alone predicted 35% of the variance in problems such as adult convictions, substance abuse, relationship problems and sexual promiscuity five years later. The two studies show that peer influence, in the form of deviancy training, is a powerful predictor on its own of later problems.

Studies also show the reverse, ie that peers can positively influence later functioning. For example, aggressive youth have been found to play less aggressively when put in situations with non-aggressive youth (Coie et al 1989). In terms of treatment, it has been found that matching aggressive or antisocial peers with prosocial peers can have benefits (Feldman 1992; McCord et al 1994; Tremblay et al 1995). Consequently, in terms of interventions with antisocial youth, those that directly take into account the influence of peers, along with the multiple context factors discussed earlier, could have more benefits for youth.

Treatment options and outcomes

There is no cure for SCD. Behavioural improvement is possible, although it tends to be uneven and associated with periods of relapse, as it is with hyperactivity and attention deficit disorders (ADHD).
 

The treatment of conduct-disordered youth and their families is difficult (Curtis, Ronan and Borduin 2003). The fundamental problem in most cases of conduct disorder is that the disorder is multiply determined and maintained. 

Until recently, the failure of various approaches to SCD suggested that there was little hope of producing and maintaining significant improvements in behaviour or clinically measured functions over the long term. 
Some approaches have shown short-term benefits on some indicators of function. These approaches include:

· Problem Solving Skills Training (PSST) / self-instructional problem-solving interventions (Kendall, Reber, McCleer, Epps and Ronan 1990; Kendall, Ronan and Epps 1992; Ronan and Kendall 1991)
· parent management, or behavioural parent, training (PMT/BPT) (Kazdin 1998)
· some forms of individualised wraparound care (Clarke and Clarke 1996; Rosenblatt 1996)
· adventure programming (Moote and Wodarski 1997)

· residential forms of treatment (McClaren 1998; McLean and Grace 1998; Sherman et al 1998).
These types of programmes have not been shown to produce significant long-term change in major outcome indicators, including arrest and recidivism, and other factors such as successful return to family and reduction in long-term institutionalisation (Brown et al 2001; Curtis, Ronan, et al 2003; Kazdin 1997).

Community-based residential treatment, including group care (GC) and the teaching-family (TF) model, has some similarities to the Bridging Programme – youth are treated in community settings, either within larger peer groups (GC: typically up to 15 youth in a residence) or within smaller peer groups (TF: typically around 7). Such treatment has also produced short-term benefits such as reductions in delinquent behaviour and increases in prosocial behaviour. 
While longer-term benefits have been more elusive (Borduin et al 2000; Brown et al 2001; Chamberlain and Reid 1998), there are some clear benefits from residential placements:

· they can keep SCD young people safe (Brown et al 2001)
· they can provide a break for families worn down and demoralised by their inability to handle a young person’s antisocial behaviours (Chamberlain and Reid 1998)
· they can provide opportunities to help motivate families and teach them functional parenting and family management skills that assist them to reintegrate an SCD young person at a later point in time. 

Other research suggests, however, that there are some risks in residential placements where antisocial peers are placed together (Arnold and Hughes 1998; Curtis, Ronan, et al 2003; Dishion et al 1999). In a large-scale meta-analysis, Lipsey and colleagues (1992 and 1993) concluded that 29% of controlled studies on group-based and peer-based interventions with antisocial youth actually produced negative outcomes overall. Antisocial young people were found to deteriorate in functioning over the course of the intervention and even into adulthood (Dishion et al 1999). The reasons for this effect include:

· exposure to delinquent peers combined with opportunities to be reinforced by peers for deviant behaviour, as reviewed earlier
· reinforcement from peers potentially being more salient and powerful compared with reinforcement by staff.
Similar findings have been found in institutional settings. Buehler et al (1966) found the rate of reinforcement from peers to be greater than that provided by adult staff by a factor of nine. In other words, for each positive behaviour reinforced by adults, peers were reinforcing nine negative behaviours.

In interpreting the research regarding the importance of removing antisocial young people from antisocial peers, it must also be noted that SCD young people frequently mix with antisocial peers prior to intervention. Associations with antisocial peers are a function of the family dynamics in which SCD children tend to be socialised. Family dynamics that encourage an SCD young person to associate with antisocial peers include:

· networks and relationships with antisocial groups by other family members
· lack of family supervision of peer associations.

Evidence is accruing that longer-term changes in behaviour may be possible through an increased focus on the multiple context factors (peer, family and community) identified above.
Ecological approaches have been developed that attempt to address the risk factors associated with SCD and optimise the effects of protective factors. Multi-Systemic Therapy (MST) is an example of such an ecological approach, as is Multidimensional Treatment Foster Care (MTFC), which has been evolving recently within an ecological paradigm.
Those approaches treat the youth within a family setting where the natural (MST) or foster (MTFC) family is heavily supported by specialist services. Whether in the natural home or the foster care home, it is important that:

· there are no other deviant peers

· association with delinquent peers is reduced

· there is active and effective parental supervision and monitoring 

· disciplinary practices are improved 

· parent–child emotional involvement is stabilised
· school and employment success is encouraged.

Ecological approaches have been shown to achieve both instrumental and outcome improvements. In the case of MST, these have been achieved up to four years following intervention (Borduin et al 1995; Chamberlain and Reid 1998; Curtis, Ronan and Borduin 2003). The question of what “ingredients” make those approaches effective is less understood. A recent study by Eddy and Chamberlain (2000), looking at mediators of treatment impact in MTFC, accounted for almost a third of the outcome variance by reference to:

· family management skills (discipline practice)

· levels of supervision/monitoring 

· extent of positive youth–adult interactions
· level of association with deviant peers.

New Zealand’s provision of Severe Conduct Disorder services
The ongoing inadequacy of most attempts by social services and health agencies to deal with SCD has been well recognised in New Zealand and internationally. As a consequence, the 1990s saw a significant expansion in attempts to intervene in and manage young offenders and young people with SCD. In New Zealand, the needs of young people with SCD were typically addressed through the range of foster-based and home-based care and support offered to children with care and protection needs. Some were involved in youth justice programmes. 

The difficulties associated with dealing with young people with SCD even in the most contained circumstances (eg residential homes like Weymouth and Kingslea) were considerable and outcomes appeared poor. In less contained circumstances, young people with SCD were typically being passed from programme to programme, around families and from foster home to foster home. Such ad hoc intervention is more likely to exacerbate SCD than reduce its severity.

In response to those problems, and in recognition of recent assistance in dealing with particularly problematic young people in Weymouth, the then Department of Social Welfare invited psychiatrists Professor John Werry and Dr Peter McGeorge and educational psychologist Tom Guild to design a programme to address SCD. That initial programme development work led eventually to the Bridging Programme contracted by CYF and delivered by YHT.
The establishment of the Bridging Programme was the first instance of a separate service dedicated to the treatment of young people diagnosed with SCD. Since then, a limited number of other programmes targeting or addressing the needs of young people with SCD have been established. These include services provided by Kauri Trust and YouthLink in Auckland, the Richmond Fellowship in Wellington, and YHT’s other programmes in Hamilton and Auckland. These programmes range from residential programmes to intensive care and support proved in the context of a young person’s family living situation. This diversity of approach reflects the delivery situation internationally.

3. Objectives of the Bridging Programme and the evaluation
Objectives of the Bridging Programme

YHT was established in 1995/1996 in response to a request by the Director-General of Social Welfare to a small group of education and psychiatric practitioners
 that they develop a programme to address the needs of young people with Early Onset SCD. That group of practitioners proposed a 3-stage residential programme for SCD adolescents based on behaviour modification techniques. It was out of that proposal that the Bridging Programme
 emerged. 
Since the establishment of the Bridging Programme, YHT has extended a similar programme to the Hamilton region and has developed in-family services for young people with SCD. This evaluation is concerned only with the Bridging Programme delivered in Auckland.

The Bridging Programme has two principal goals:

· to enhance the coordination of case management and service delivery to children and young people diagnosed with SCD, who are at risk of poor life outcomes and who require high levels of intervention
· in the long term, to reduce serious and persistent criminal activity and improve rehabilitation outcomes for young people with SCD.

It is a collaborative model of service delivery that involves the active participation of CYF, other agencies and families in planning YHT’s service delivery to SCD young people.

The programme involves providing SCD adolescents with intense residential-based interventions through two levels of home-like environments, with a final stage of a monitored return to the young person’s home. The programme involves five activities:

· intensive assessment, goal planning and monitoring of individuals

· provision of a supervised residential environment

· implementation of a coherent behavioural modification programme

· parenting support, training and assistance for the ongoing reintegration and management of young people within their families

· provision of a coordinated set of training, skill-building, education and health services.

The explicitly contracted programme objectives are threefold:

· cost-effectiveness
· outcome effectiveness
· responsiveness to the habilitative and rehabilitative needs of young people.
In addition, YHT is committed to providing a comprehensive and systematic programme that includes the following components:

· care, control, supervision and development for each young person

· maintenance of the residences

· parent education programmes for young people’s parents and/or caregivers

· skills training (including individual education plans)
· behaviour modification and management interventions for each young person.

In administering the Bridging Programme, YHT is also required to:

· deliver services in accordance with the Youth Horizons Service Manual

· collect data on the assessment and progress of young people, as well as events such as incidents
· analyse and report on a quarterly basis to its contracting agencies (CYF and the Ministry of Education) on the status of the programme and the progress of young people in the programme.
Objectives of the evaluation

The three major components of the evaluation are the process, outcomes and economic components. This section of the report will focus on the components that have yet to be reported: the outcomes and economic components. With respect to the outcomes evaluation, the discussion focuses on the evaluation’s scope, limitations and method, and the analytic focus of the evaluation given the requirements of the Auckland Health Ethics Committee.

The evaluation as a whole is designed to provide an evidence base for policy development and programme funding by: 

· establishing the quality of the Bridging Programme delivered by YHT
· assessing the extent to which the Bridging Programme delivered by YHT is achieving positive outcomes for the young people participating in it.

MSD
 first sought an independent evaluation of the Bridging Programme delivered by YHT through an invitation to tender in May 1999. That tender document identified the following objectives for the evaluation.
· Provide an analysis of the gains achieved by young people served through the programme.

· Compare the gains achieved with those typically achieved by a comparable group of young people who are not receiving this type of service.

· Measure progress in specific areas (eg educational, psychological, social, family-related) in order to monitor change and predict outcomes.

· Establish a follow-up strategy for future measuring of positive benefits in terms of absolute outcomes.

· Examine the extent to which the programme meets the needs of relevant population groups (Māori, Pacific peoples and Pākehā).

· Examine its correlation with international standards of best practice and applicability to a New Zealand context.

· Examine management, operational structures and understanding of the programme by other service providers.

· Examine treatment integrity and how well elements of the programme work together.

· Investigate current measurement and monitoring techniques.

· Examine whether the programme is “value-for-money”.

Initially, the evaluation was expected to be configured around a process evaluation and two outcomes evaluations – one concerned with the shorter-term outcomes of the programme and the other concerned with its longer-term outcomes. A series of delays in the implementation of the evaluation has, however, resulted in a somewhat different evaluation configuration:

· a process component – directed at establishing the integrity, responsiveness and sustainability of the programme delivery
· an outcomes component – directed at measuring the changes in behaviour and function of participants within the programme

· an economic component – directed at measuring whether the programme is value-for-money.

Each of these evaluation components contributes to an overall understanding of the programme and to meeting the overall evaluation goals and objectives. They also overlap and are not sequential but iterative. That iteration is part of an overall process of triangulation that allows for testing of the reliability of data and the analysis. 
The overlap between those components means that each component can impose multiple contacts on programme participants and stakeholders. Throughout the evaluation process, we have attempted to reduce repeat contacts across the components where possible to ensure that the evaluation process does not detract from service delivery to client groups.

Evaluation of the process component

The process component (reported in May 2002) considered:

· whether the programme is being delivered as originally intended

· whether the programme mirrors international standards of best practice

· whether processes are appropriate for different cultural groups

· the types of monitoring in place
· the effectiveness of current management and organisational support structures.

Consequently, the process component focused on the procedures and processes of programme delivery and contributed to: 

· assessing how well the programme is being implemented

· identifying any risks to the success of the programme’s delivery

· identifying areas in which service procedures need to be revised, refined or monitored in the future
· providing a base description of delivery that allows for a better interpretation of outcomes.
Details of the method and findings of the process component can be found in the process evaluation report. In summary, the process component involved:

· reviews of programme and policy documents

· observation of site characteristics and running practices

· interviews with:

–
YHT staff and management

–
YHT programme developers

–
CYF

–
stakeholders and other providers

· a review of international literature.

Most of the data gathering and analysis was undertaken in the early phases of the evaluation and reported on in May 2002, but it should be noted that the process component of the evaluation has continued throughout the evaluation period. Limited on-site observation of service delivery to young people and interviews with young people and their caregivers have been carried out as part of the clinical assessments of 11 of the young people. Because the Auckland Health Ethics Committee has placed significant limitations on contact with young people in the Bridging Programme during the overall evaluation, and because only 12 young people originally
 consented to participate in the evaluation, further on-site observation and interviews with the total programme population have not been possible. 

Other process evaluation data collection that has occurred since the completion of the May 2002 report includes interviews with other youth services in the Auckland region, CYF site managers, practice managers and other informants, staff in mainstream schools, other stakeholders (including community groups and neighbours of YHT residences) and the refinement and implementation of a programme fidelity measure.

The analytic focus of the process component of the evaluation was on describing the delivery of the programme and assessing the performance of the programme in relation to five critical elements of service or programme delivery:

· targeting
· quality

· transparency
· managerial efficiency
· robustness. 
Findings from the process evaluation report are summarised here and further findings or revision in interpretation subsequent to that report are detailed.

Evaluation of the outcomes component

The outcomes component of the overall evaluation was intended to:

· provide an independent and impartial analysis of the gains achieved by young people served through the programme
· measure progress in specific domains (eg educational, psychological, social, family-related) as a way of monitoring processes of change and predicting outcomes
· establish a longitudinal or follow-up procedure for measuring positive benefits in terms of absolute outcomes.
Consequently, the outcomes component of the evaluation focused on developing appropriate indicators to measure the achievement of outcomes across an agreed set of domains to contribute to:

· assessing short-term outcomes
· developing a framework for monitoring longer-term outcomes
. 

Data collection for the outcomes evaluation continued until March 2003 through the following activities:

· development of protocols for clinical assessment of young people on the Bridging Programme, in collaboration with YHT
· three phases of clinical assessment of 11 young people on the Bridging Programme who consented to participate in the evaluation
· observation of site characteristics and running practices
· interviews and focus groups with:

–
YHT staff and management

–
CYF managers and social workers

–
stakeholders and other providers

–
family/whānau
· development of programme success indicators
· census of client characteristics, needs and outcomes (structured around a set of success indicators informed by the advice of a range of stakeholders).

The Auckland Health Ethics Committee placed significant limitations on the outcomes evaluation by not allowing a file review. However, we are confident that the survey of current YHT client characteristics, needs and outcomes, structured around a list of collaboratively developed success indicators, provides a reasonably robust basis for evaluation.

The analytic focus of the outcomes component of the evaluation was on assessing the outcomes achieved for the young people on the programme. The outcomes were assessed in relation to five critical domains and considered in the light of client and family characteristics, client histories before entering the programme and client progress through programme stages. The five critical domains are:

· behavioural

· educational

· personal

· social (including peer relations) 

· health.

Evaluation of the economic component

The economic component of the overall evaluation was to consider whether the programme is value-for-money. To achieve this, the economic component was initially to compare the overall costs and benefits of the Bridging Programme with other alternative service options and assess its value-for-money. Ideally, the evaluation would compare:

· their respective benefits (or outcomes) 

· their respective prices

· the costs of providing specific types of programme or service

· the benefits gained from programmes and services with the costs of their provision.

However, the restrictions imposed by the Auckland Health Ethics Committee meant that the originally conceived comparative analysis had to be abandoned. Instead, an alternative evaluation was planned and was to be progressed in two phases. The first phase was an iterative planning stage, focusing on identifying the range, detail and types of financial and resource data available for YHT and any other programmes and services. This phase involved the following steps:

· interviewing key people in YHT, other programmes as appropriate, CYF, Education, Police, Justice and Health

· evaluating the usefulness of the data available

· establishing the analytic method

· finalising the economic evaluation plan. 

The final economic evaluation plan reflects the findings of the first phase of the work. These findings showed that information was more limited than expected, and that quantifying and valuing “costs avoided” and benefits is extremely complex and risks considerable distortion. As a consequence, the economic component of this evaluation does not provide a costing analysis of the Bridging Programme but consists of:

· a generic economic evaluation framework for assessing the cost and benefits of social development programmes, with particular reference to youth intervention programmes
· a summary statement of the data available relating to the YHT SCD programme compared with the data specified in the generic economic evaluation framework above
· recommendations regarding actions that government agencies could take to improve future capability to undertake valid economic evaluations of youth intervention and other social development programmes.
4. The Bridging Programme
The Bridging Programme was contracted with YHT by the New Zealand Community Funding Agency (NZCFA) of the Department of Social Welfare in June 1997. Personnel were appointed to start staff training on 3 June 1997. Two homes – Glenmore and Claude Road – were established at that time and the first intake of young people to the programme was on 30 June 1997. 

The current contract was signed in January 2002 and covers the period from 1 July 2001 to 30 June 2004. It is a joint contract of services between CYF and the Ministry of Education with YHT. 

Before entering into the current joint contract, the Ministry of Education had also contracted the provision of education services for the children and young people in the Bridging Programme. The first contract for the delivery of education services by YHT was established in May 1999.

The following discussion provides an overview of the Bridging Programme delivered by YHT. It sets out the programme objectives and key components of the programme, and identifies the resource inputs and supervisory and monitoring processes associated with programme delivery.
Programme objectives

YHT’s primary goal in delivering the Bridging Programme is to normalise the lives of participating young people, leading to improved self-management and behaviour control to the point that they can live safely in the community. 

In 1996, the immediate objectives that YHT set for the project were to:

· normalise the young person as much as possible

· enhance the young person’s self-image

· teach skills that bring reward and satisfaction in developmentally normal ways

· empower the young person and their family/whānau to live in harmony

· teach compassion and respect for the rights of others
· keep the young person safe

· keep society safe

· teach that prosocial behaviour is more rewarding than crime.

The objectives must be understood within the context of international research that indicates: 

· SCD is not susceptible to cure by current treatments

· interventions can generate some improvement

· some treatments can keep violent children out of trouble and out of incarceration or institutions, although the longevity and persistence of those achieved outcomes are yet to be demonstrated through research.

This goal and set of objectives have remained in place to date. They are embedded in various forms in the current contract and the YHT Policy Manual. 

Targeting and entry criteria

The Bridging Programme was contracted to target Early Onset SCD young people aged 11–15 years, as a last resort, for when other interventions had failed and young people were in the custody or guardianship of the Director-General of Social Welfare.
The age restriction was determined by the Department of Social Welfare because it perceived a significant lack of facilities for that age group and wanted to avoid exacerbating its existing difficulties in setting up programmes in the community. The age restriction meant that taking youth from Youth Justice could be avoided because they are aged 15–17 years.
The profile of the young people who receive services through the Bridging Programme is defined by two factors:

· the targeting regime for the Bridging Programme, which is manifest in the programme’s admission criteria (set out in Infobox 4.1)
· the retention policy for the programme (CYF may withdraw a young person from the programme through a decision by the CYF Site Manager in consultation with the YHT Clinical Director; similarly, a child or young person may be withdrawn if they become subject to a Court Order for alleged offending or require removal from the programme – temporarily or permanently – in the interest of public safety).

Infobox 4.1: Admission criteria

	Criteria Parameter
	Specification

	Conduct Disorder
	· diagnosed by a specialist child and adolescent psychiatrist or public mental health service
· diagnosed as severe with DSM-IV Clinical Global Assessment Scale of <45
· DSM-IV Childhood Onset Subset

	Age
	11–15 years

	Sex
	no exclusion on the basis of sex

	Ethnicity
	working knowledge of English required

	Residence
	Auckland CYF area

	Intervention Status
	· sole guardianship or custody of the Director-General of Social Welfare

· multiple failed interventions

· “end of the line”

	Family Status
	consent to referral

	Intellectual Ability
	normal IQ with WISC IQ score >79

	Exclusions
	primary problem of:

· sexual offending

· drug dependency


Key components
Based on a development approach, the design of the original programme involved taking 40 young people with diagnosed SCD through a four-stage programme. The first three stages of the programme were to involve intense residentially based interventions in a Stage 1 facility, with a final stage of monitored return to the young person’s home. 
Problems with funding, combined with the barriers presented by neighbourhood resistance and the Resource Management Act 1991, meant that the Stage 1 facility originally envisaged could not be implemented. The Bridging Programme was contracted instead.

The programme as it was originally conceived and the Bridging Programme were both designed around a hybrid of a wraparound programme,
 behaviour modification and residential care. More recently, it has been evolving around an ecological approach and the principles of Multi-Systemic Therapy (MST), which involves intensive work with families and whānau. The integration of these principles in the Bridging Programme reflects YHT’s continual improvement process within the core components of the treatment model. The extent to which the Bridging Programme can engage and reshape itself is inhibited primarily by the contractual restraints on the Bridging Programme rather than lack of capability on the part of the provider to take up different approaches or evolve the programme according to research evidence of programme efficacy.

The programme involves five core activities:

· intensive assessment, goal planning and monitoring of individuals

· provision of a supervised residential environment

· implementation of a coherent behavioural modification programme

· parenting support, training and assistance for the ongoing reintegration and management of young people within their families

· provision of a coordinated set of training, skill-building, education and health services.

Assessment, goal planning and monitoring

Programme entry requires young people to be fully assessed to establish their eligibility and to provide a basis for the development of Individual Horizon Plans (IHPs) and Individual Education Plans (IEPs). To be eligible for entry into the programme, young people must have been diagnosed with Early Onset SCD and be aged 11–15 years, with an IQ in excess of 79. They must also be resident in the Auckland region, in the custody of the Director-General of Social Welfare
, and at “the end of the line” in relation to service interventions. The family must consent to referral and admission, and the young person must not have a primary problem of sexual offending or drug dependency.

While participating in the programme, the young people are also subject to a series of periodic tests. Infobox 4.2 sets out the battery of tests required for admission and thereafter. This amended list is a rationalised version of the list included in the process evaluation report. Some tests have been culled because they are too cumbersome, logistically inappropriate or ineffective, and others have been added to provide the basis for applying and integrating MST principles.

Infobox 4.2: Standard assessment regime

	Before admission
	· Weschler Intelligence Scale for Children – 3rd edition (WISC-III)

· Connors-Wells’ Teacher Rating Scales – Revised: Long Version (CTRS-R:L)

· Connors-Wells’ Parent Rating Scales – Revised: Long Version (CPRS-R:L)

· Neuropsychological Assessment (if required)

	Upon admission
	· Conners-Wells’ Adolescent Self-Report Scale: Long Version (CASS:L)

· Children’s Depression Inventory (CDI)

· Piers-Harris Children’s Self-Concept Scale (PCSCS)

· State-Trait Anxiety Inventory (STAI)

· Neale Analysis of Reading Ability – Revised (NARA-R)

· Burt Word Reading Test – Revised (BWRT-R)

· Mathematics Competency Test (MCT)

· Schonell Diagnostic English Test (SDET)

· Suicidal Ideation Questionnaire (SIQ) (if required)

· Gapadol Reading Comprehension Test (GAPADOL)

	Every three months
	Individual evaluation of the young person’s school work

	Half way through the school year
	· Neale Analysis of Reading Ability – United Kingdom Revision (NARA-UKR)

· Burt Word Reading Test – New Zealand Revision (BWRT-NZR)

· Mathematics Competency Test
· Schonell Diagnostic English Test (SDET)

· Gapadol Reading Comprehension Test (GAPADOL) (if required)

	Every six months
	· Conners-Wells’ Adolescent Self-Report Scale: Long Version (CASS:L)

· Connors-Wells’ Teacher Rating Scale – Revised: Long Version (CTRS-R:L)

· Connors-Wells’ Parent Rating Scale – Revised: Long Version (CPRS-R:L)

· Children’s Depression Inventory (CDI)

· State-Trait Anxiety Inventory (STAI)

· Piers-Harris Children’s Self-Concept Scale (PCSCS)

· Suicidal Ideation Questionnaire (SIQ)

	Discharge
	· Piers-Harris Children’s Self-Concept Scale (PCSCS)

· Conners-Wells’ Adolescent Self-Report Scale: Long Version (CASS:L)

· Connors-Wells’ Teacher Rating Scale – Revised: Long Version (CTRS-R:L)

· Connors-Wells’ Parent Rating Scale – Revised: Long Version (CASS:L)

· State-Trait Anxiety Inventory (STAI)

· Suicidal Ideation Questionnaire (SIQ)


The progressive adoption of MST principles over the last three years has meant significant shifts in the initial assessment and planning processes at the point of entry. Previously, young people were typically assessed with the CYF social worker making the referral, in conjunction with the young person and the carer, in a professional, office setting. The Clinical Director reports that, four years ago, those assessments, involving a process of some weeks, tended to be dominated by the perceptions of the CYF social worker and the young person. 

While psychiatric assessment is still necessary to establish eligibility and as a basis for further consideration of a young person’s entrance to the programme, the initial meetings that lay the pathway for entering the programme are more frequently within the young person’s home. YHT is increasingly concerned with establishing not only the young person’s articulated needs, but also in engaging with and allowing parents and/or caregivers to articulate their perception of the situation. Both parents and the young person are frequently invited to one of the community houses for dinner to allow them to have a better understanding of and active reflection on the way in which the programme works and the environment in which the young person would be living. This increased parental involvement is consistent with the MST model.

Admission to the programme depends on the decisions of YHT’s Clinical Director and requires the young person to meet the programme’s eligibility requirements. After information required by YHT is received, the Clinical Advisory Group makes a recommendation about admission, and the consent processes are completed. 

Once admitted, IHPs and IEPs are developed, with individualised objectives for three-month periods. Infobox 4.2 shows that there are regular assessments across a range of domains. In addition, young people’s behaviours are monitored on a daily basis through a points system (through which points are allocated, initially on an hourly basis, on both general and targeted behaviour), a cards system (which supplements the points system) and achievement charts.

The ongoing reflection on young people’s progress is undertaken through fortnightly supervisory meetings with the residential, educational and clinical staff who are dealing with individual young people. Progress is also monitored through team meetings and case management involving the: 

· Care Coordinators, seconded from CYF, who are responsible for integrating and coordinating the implementation of IHPs (they liaise with CYF field workers, external specialists and, most importantly, parents and caregivers)
· the Clinical Director, who undertakes fortnightly individualised supervision with staff as well as case management meetings at each house, reviewing the progress of the young people in the programme and the Clinical Advisory Group
· the Services Manager, who undertakes the management and coordination of the staff in Stage 2 and Stage 3 houses.

Supervised residential environment

The residential nature of the programme, as it was originally conceived, required specialised residential facilities to provide the appropriate physical conditions for the programme delivery. Those were:

· a special residential facility allowing intensive and contained supervision – referred to as a Stage 1 facility
· a network of 6-bed, structured community homes – referred to as Stage 2 homes

· a network of smaller, community-based homes – referred to as Stage 3 homes.

The funding implications of establishing these homes, combined with the practicalities of establishing a Stage 1 facility within the framework set by the Resource Management Act, meant that the full programme was not funded and a Bridging Programme was implemented that involved the: 

· establishment of Stage 2 and Stage 3 homes
· periodic use of the Northern Residential Centre (NRC) as a pseudo-Stage 1 facility. 

Stage 2 homes

Young people enter the Bridging Programme through the Stage 2 homes. Stage 2 homes have:

· a staffing ratio of two staff to five young people
· two shifts, including a night shift with one of the two Specialist Youth Workers on the night shift awake throughout the night
· a closely structured programme of behaviour management, monitoring and containment.

There are currently three Stage 2 homes, each of which is managed by Senior Practitioners who supervise and manage the Specialist Youth Workers. During the day, one of the Specialist Youth Workers also attends with the young people who participate in the Learning Centre’s education programme.
 

Stage 3 homes
The Stage 3 homes are designed to provide a less constrained environment in which a young person can experience a higher level of self-management and a wider range of freedoms while still being aware of their collective obligations and responsibilities. Staying in Stage 3 homes prepares young people for return to their own homes or, where that is impossible or undesirable, for more independent living.
Living in a Stage 3 environment assists the young person, their family, YHT and CYF to assess the appropriate pathway into family life and the community, particularly the timing and supports that will be required to support ongoing developmental, management and clinical requirements of a young person.

Each Stage 3 home is run by a house parent and caters for a maximum of four young people who may live in the home for around 18 months. Most of the young people are in school, participating in training or doing work experience. They are linked to local community facilities where possible, and attend activities outside of the home, with appropriate supervision. Sometimes young people go back to a Stage 2 home, but ultimately living in the house prepares the young people for reintegrating into their families or a long-term foster home, or moving on to living independently. Programme principles are the same as in the Stage 2 houses. Behaviour principles are incorporated into everyday life in the house.

In addition to the residential staff, the programme also involves:

· Care Coordinators, whose role has changed over the life of the programme and is currently focused on the:
–
planning and coordinating individual care plans
–
supporting families, including developing their management skills to facilitate the return of the young person home
· clinical services by way of the Clinical Director and YHT’s psychiatrist.

Behavioural modification
YHT has a Code of Practice for the management of young people’s behaviour. All YHT staff (from CEO to house managers, teachers and youth workers) are required to implement the Code. 

The Code spells out a set of coherent procedures that encourage appropriate or desirable behaviour in the young person, and reduce or eliminate their undesirable behaviour. The philosophy underlying the Code is based on the following assumptions:

· any form of physical or emotional punishment is unacceptable
· as far as possible, the focus on behaviour management is on teaching and encouraging appropriate skills and behaviour
· when some form of consequence is required for unacceptable behaviour, it will: 

–
be time limited

–
respond as logically as possible to the behaviour concerned
–
incorporate opportunities to learn new ways of behaving.

A wide range of procedures is used to modify behaviour, including:

· for encouragement of desired behaviour – positive attention, positive attention for alternative behaviour, incidental teaching, directed discussion, conversation, introducing a new activity, points system, card system, rewards
· for dealing with the consequences of unacceptable behaviour – clear commands, planned ignoring, verbal reprimands, natural consequences, limited options, logical consequences, pay back, quiet time, time-out, restraint.

The key procedures used in monitoring young people’s behaviour and providing feedback are the:
· points system

· card system

· achievement chart.
The points system
The points system is part of the daily monitoring of the progress of the young people. Every day, the young person receives feedback from their supervisors through points, which are allocated at set times of the day for behaviour. Points are awarded for a wide range of behaviours: being on-task, acceptable verbal and physical interaction with staff and with other young people, looking after property and achieving their target behaviour (one particular behaviour is the focus for each week). The young person is rated on a scale of 1–5 for each category of behaviour. At first, the young person is rated hourly, except for the hours of sleep. As their behaviour stabilises, the periods between ratings are lengthened. To keep the rating experience positive, the young person will always gain at least one point for each category of behaviour.

The card system
A card system supplements the points system. It comprises blue, yellow and red cards that are given to young people when either positive or undesirable behaviour is observed. The blue card is given when a young person exhibits highly desirable behaviour, particularly when the person does not usually exhibit that behaviour. The yellow card is given when behaviour occurs, that if not stopped, will escalate to a serious level. If the behaviour does not stop within two minutes, a red card is always issued. The red card denotes serious undesirable behaviour and has a specific consequence written on it.

The achievement chart
Young people are set clearly defined behaviour goals when they enter the YHT programme. Achieving the goals earns rewards. The goals and progress towards them are plotted on an achievement chart so the young person can see. The achievement chart records each successful completion of a task that allows the young person to take some responsibility for him or herself and the date the task is achieved. After achieving a set number of tasks, the young person moves up to the next level of achievement.

Other management strategies
The Policy Manual also allows for the use of a variety of other management processes. The most important are:

· Non-violent Crisis Prevention Intervention – a method of physical restraint to prevent self-imposed injury or the injury of others by a young person in an out-of-control state
· time-out – both the Learning Centre and the Stage 2 homes have time-out areas to which a young person may be directed to de-escalate rising patterns of inappropriate behaviour (time-out may also be used when young people are directed either to their bedrooms or to remove themselves from a situation for a settling down period)
· Northern Residential Centre (NRC) – because YHT has no Stage 1 facility, persistent absconding, extreme forms of violence,
 and criminality have to be dealt with by referring the young person to CYF’s secure facility at the NRC. Decisions around such referrals are a collective managerial decision. The lack of a systematic behaviour management programme aligned to YHT’s SCD programme means that YHT sees referrals to the NRC as a last resort. The NRC is used where de-escalation cannot be undertaken in the context of a Stage 2 environment or persistent absconding places the behavioural modification and/or safety of a young person at risk. The frequency with which recourse to NRC is used can vary considerably. New admissions are often associated with NRC use because of the need to break persistent patterns of absconding that many SCD young people present and, indeed, that have contributed to their referral to YHT. 

Skills training
YHT also runs a skills training programme for the young people, many of whom lack such basic skills as social interaction and control of emotions. This is generally a consequence of their poor relationships with peers and adults and their erratic behaviour. The skills training programme is based on the work of Arnold Goldstein and his associates and involves a systematic programme directed to developing skills in:
· problem solving

· interpersonal relations
· situational perception

· anger control

· moral reasoning

· stress management
· empathy.

Parenting support, training and assistance

Initially, the primary assistance to parents and caregivers was to be a Triple P programme contracted out to a specialist provider. Parents were asked to attend a series of parenting education workshops based on this Australian model, which is designed to provide parents with skills in:

· reasoning

· negotiation

· setting reasonable boundaries
· behaviour modification.

However, Care Coordinators and staff within the residential facilities said that parents and caregivers found group work alienating and of limited use, and were not attending Triple P. 

This could have resulted in the engagement of parents and caregivers being lost and the programme being reduced to merely containing rather than modifying the behaviour of participating young people, as parents and caregivers would be maintaining the same set of behavioural expectations and continuing to apply the same unproductive behaviours that had been proved ineffective.

Multi-Systemic Therapy (MST) principles and a more ecological approach to the delivery of the programme were therefore introduced. MST led to a re-orientation of the way in which the programme engaged with parents and caregivers. The Care Coordinator role was redesigned to work with caregivers and parents in their own homes. This allowed a new opportunity to develop skills using the Triple P approach. Instead of directly engaging the parents in Triple P courses, Care Coordinators are given extensive training in Triple P, which was designed to enable them to skill transfer in the context of ongoing individualised contact with parents within their homes. The integration of Triple P into this relationship is a manifestation of a broader strategy to role model behavioural modification techniques and management behaviours with parents and caregivers. 

Parents and caregivers are encouraged to join recreational activities with their young people and to come to meals at the residential facilities. Care Coordinators also assist parents to re-align their authority relationship with their children. It is not uncommon to find that a young person with SCD has reconstructed familial relationships so they themselves hold the key position of authority and terrorise the other family members.

Coordinating training, skill-building, education and health services
It was noted earlier that the Bridging Programme was essentially a hybrid of a residential programme using systematic behavioural modification techniques and a wraparound programme. Wraparound programmes are based on a process of intensive needs assessment leading to the service provider establishing a tailored, holistic and coordinated set of services specifically designed for each individual. Critical to establishing improved wellbeing for young people with SCD are the management of and provision for their education and health services.

Education  services

Essentially, the educational service provided by YHT has two platforms:
· the educational services provided at YHT’s Learning Centre
· an evolving support and liaison system with local schools with whom young people are entering mainstream educational environments.

Many of the young people in the Bridging Programme have had a long history of disrupted schooling and have been suspended or expelled from mainstream schools. The Learning Centre provides an opportunity to increase the skills of the young people in a relatively contained environment actively engaged in behaviour modification as well as educational achievement. It also provides an opportunity to re-engage the young people in the routines and disciplines essential for reintegration into a classroom environment. 

The provision of educational opportunities and a formal learning environment based on the National Curriculum was intended from the beginning. The establishment of an appropriate learning environment has, however, been fraught with difficulty.

The provision of education services under contract to the Ministry of Education was established in 1999. That development was a shift away from an attempt to provide educational services through a local Auckland school
 and, when that was unable to be progressed, a combination of enrolment with the Correspondence School
 and support from what was then the Special Education Service (SES). Neither strategy was successful.

YHT found considerable barriers to accessing a level of expertise necessary to address the particular learning requirements of the young people within the Bridging Programme.
 There were also difficulties in aligning the model then preferred by SES with the YHT programme.

When the new CEO of YHT took up his position, the situation of the Learning Centre was subject to review. In light of that review, the Learning Centre was temporarily closed to allow:

· a more suitable environment for the centre to be found

· a coherent learning environment and funding base for the provision of education services to be established
· the behaviour management practices within the residential environment and the education service to be more strongly aligned.

CYF supported the re-alignment of the education service and sought from the Ministry of Education direct contractual funding for YHT to provide education services. CYF originally hoped that the funding model for the schools within CYF residential centres could be applied to the YHT programme. Because YHT was not providing a registered school, however, this was found not to be the case.
After considering various alternatives, the Ministry of Education sought a legislative change to the Education Act. An amendment to section 22 of the Education Act 1989 gave the Secretary of Education the powers to exempt from enrolment in a registered school children and young people placed in specific CYF residences/residential programmes. 
From 1999 until 30 June 2001, the contract for education services was contracted separately from the CYF contract for the YHT SCD programme. The current contract for education provision is integrated with the contract for the provision of residential services and therapy. 

YHT’s Learning Centre is situated at Hunua and provides educational services to around 17 young people. Some of the young people at the Learning Centre are drawn from YHT’s other SCD programmes or programmes delivered by other providers who find they have an SCD child who requires education opportunities.

There are three teachers at the Learning Centre, who are assisted by six specialist youth workers and a liaison officer. The head teacher also manages the Learning Centre, assisted by a staff administrative aide. There is also a Teacher Aide funded by ACC attached to a young person who has both SCD and the effects of a past head injury. 

The education programme is based on the National Curriculum as required by the Ministry of Education. Through IEPs, it caters for a wide range of baseline literacy and numeracy skills and previous achievement levels. 

Whether young people are catered for within the Learning Centre or a mainstream school depends on the ongoing assessment of YHT (including the Specialist Youth Worker, the Care Coordinator, the Learning Centre staff and the Clinical Director) and the individual young person. Movement into mainstream schooling depends on finding a school willing to provide for a young person’s learning needs and CYF resourcing, as well as agreements by the young person and parents or caregivers. Schools with past or current experience of YHT placements report their willingness to accept further placements (see Section 5 for further discussion).

The educational environment is extremely difficult. Tight lesson planning and management is essential. The physical resources available are sparse and the teaching environment is vulnerable to physical damage, although this varies according to the developmental stage of the young people as well as their longevity and progress within the programme. Overall, staff report a significant decline in damage and violence in the schooling environment since 1999. They believe this reflects increased staff skills, better facilities and strong management of the teaching programme. 

In 2001, three of the young people in the Bridging Programme sat School Certificate in maths, English and science (through the Correspondence School), and nearly passed. The development of opportunities to meet the levels required by the National Certificate of Educational Achievement (NCEA) are being pursued through discussions with mainstream schools to provide subject-specific teaching at the senior level. 
The process evaluation noted that YHT seemed not to have attempted to credit young people’s learning at the Learning Centre under the National Qualifications Framework (eg through the use of unit standards). However, Learning Centre staff are aware of a need to provide a greater focus on education learning and the achievement in IEPs and to ensure that those plans become a more central component in the educational process as well as reporting to the Ministry of Education. As such, four young people have gained unit standards (through the Correspondence School) in maths, English and science.
To provide opportunities for young people to move into mainstream educational environments has become increasingly important to YHT. These environments may range from private training establishments to registered schools. In the longer term, YHT would like to see young people spending less time in the Learning Centre before transition to mainstream schooling. 

Reintegration into mainstream schools requires a strong commitment from the receiving school as well as from CYF fieldworkers, YHT’s Learning Centre, the YHT Care Coordinators and, most especially, the children themselves and their families. It is contingent on the young person wanting to reintegrate and demonstrating:

· stable consistent behaviour over a sustained period of time

· an ability to make rational decisions on a routine basis
· an ability to be focused and on-task over sustained periods. 

In May 2003, four of the young people in the programme at that time were reintegrated into mainstream schooling or with a private training establishment. Typically, reintegration involves:

· liaison with various local schools to match a young person and appropriate school

· training of school staff in YHT’s behavioural modification techniques, the points system and crisis management 

· phased attendance at school, with the liaison teacher and/or a specialist youth worker from YHT in attendance.

The transition into a mainstream schooling environment can be very stressful for the young people in the programme. Not only must they adjust to a more generalised regime, but they are also aware of their own marginality and the “risk” of failure. As discussed in the process evaluation, even success can be double-edged. (In the year prior to the process evaluation, one of the YHT young people was awarded a school prize for achievement and became so overwhelmed by the subsequent attention that they asked to return to the Learning Centre in the new school year. After considerable support, the young person was persuaded to return to the mainstream school and was still attending at the end of the first term.)
Since 1 July 2002, the Ministry of Education has provided funding to YHT to support young people transitioning into mainstream schooling. Where trackers or additional support are required for an individual in a registered school, attempts are made to access the necessary funding either through CYF or through Group Special Education. Accessing those funds is often fraught with difficulty. The YHT staff member undertaking school liaison reports that success is often contingent on the individual Special Education or CYF workers involved in the placement process.

Also, the Learning Centre is concerned that mainstreaming will penalise the Learning Centre as funding becomes reduced according to temporarily reduced numbers of students. Education funding is based on the number of Bridging Programme students in the Learning Centre at any one time, with an additional component for transitioning students into mainstream schools. However, given the ongoing support that young people and schools need to ensure successful mainstream placements, there are still high resource demands put on the Learning Centre. Thus, depending on the individual requirements of the young people and the mainstream schools, there are unlikely to be significant reductions in resource requirements when young people are mainstreamed. 
A liaison position has been established to facilitate the relationship between schools and the Bridging Programme in Auckland.

Health services
A number of health interventions are coordinated through the Bridging Programme, including:
· preventative health care and health education
· personal health care provided through local general practitioners
· mental health services.

Psychiatric management is undertaken within the programme. A number of young people enter the programme while on psychoactive drugs. Medication is reviewed by the psychiatrist on entry and monthly thereafter. Typically, young people are removed from any drug regime they are on at entry. Re-medication is undertaken after the close observation allowed by the 24-hour observation facilitated by the high staff ratios in the Stage 2 and Stage 3 homes and in the Learning Centre environment.

Where psychoactive medication is prescribed, this tends to fall into three categories: 

· ADHD medication
 

· medication for aggression
· medication for depression and anxiety.

The proportion of young people on the programme that are on psychoactive medication varies considerably. Typically, new admissions raise the proportion of young people on medication. Table 4.1 sets out the number of young people taking psychoactive medication in December 2001, March 2002 and May 2003.

Table 4.1: Psychoactive medication

	Medication
	1 December 2001
	19 March 2002
	15 May 2003

	No psychoactive medication
	15
	7
	11

	Ritalin only
	9
	11
	5

	Risperidone only
	2
	3
	5

	Amitriptyline only
	1
	1
	0

	Quetiapine Fumerate only
	0
	0
	1

	Citalopram Hydrobromide only
	0
	0
	1

	Aropax only
	0
	1
	0

	Ritalin and Risperidone
	2
	2
	0

	Total
	29
	25
	23


A number of the young people who have entered the programme since 1997 have had a diagnosable mental illness in addition to SCD. The profile of current clients given in Section 7 shows the prevalence of mental health problems. The mental health needs of young people are managed while within the residential programme. However, there is still the problem of mental health management when young people exit the programme at age 17 years and YHT has no contracted responsibility. Stakeholders in the health and social service sectors are very concerned about this problem (as discussed in more detail in the Section 5).

Where a young person already has an established relationship with a mainstream mental health service provider, that relationship is maintained. Child and adolescent mental health services have traditionally not been required to service those whose needs arise primarily out of SCD. Some child and adolescent mental health services have treated a diagnosis of SCD as an exclusionary criterion in relation to treatment and management irrespective of any other diagnosis of psychiatric illness. Clinical staff (in particular, Professor John Werry) describe as inadequate both the level of access and quality of health service provision prior to, during and after participation in the Bridging Programme. Professor Werry was and continues to donate considerable time to maintain adolescent psychiatric support.

While YHT is able to provide in-house psychiatric assessment and medication management, it is clear that access to mainstream mental health services is desirable for the young people, particularly as they exit the programme. There is ongoing debate between the Ministry of Health and CYF about their respective funding and service responsibilities regarding accessing mental health services.
5. Process evaluation: Programme delivery and fidelity, and stakeholder views
The process evaluation report (May 2002) provided detailed analysis of the SCD programme delivery model and the factors that aided or hindered its successful application by YHT. It concluded that, overall, YHT appears to be providing a comprehensive and systematic residential programme that includes care, control, supervision, and personal and educational development for each young person, maintenance of the residences, and parent education. The report also noted YHT’s willingness to learn from its own experiences and evidence generated overseas. The reorientation of the delivery of Triple P, the integration of MST principles, the movement to a single-sex residence and back to a mixed residence, and the re-specification of positions and reporting and accountability lines all indicate YHT’s evidence-based re-engineering of the programme. 

The process evaluation demonstrated that YHT is able to establish itself as an organisation and to develop and deliver a programme in a new sector of operation. YHT has developed and specified codes of practice and programme fidelity measures to a level of detail that is considerably more advanced than many organisations, and it has survived organisational development challenges. It continues to actively review its organisational capacity, procedures and processes and is continuously coping with the tension between containment and risk prevention and the development of the young people’s abilities to cope and self-manage.
Fidelity assessment

Programme fidelity assessment considers two issues: 

· whether the treatment is carried out as intended
· the extent to which the Bridging Programme would currently be thought to be “best practice”.
As discussed in the process evaluation report, and confirmed through discussions with YHT personnel during the outcomes component of the evaluation, YHT’s delivery of the Bridging Programme is informed by current and emerging literature on SCD and its treatment. The model has a community focus and is progressive compared with institutional forms of care used for SCD both in New Zealand and overseas.
 The Bridging Programme has also incorporated ecological principles. YHT has considerable expertise in using MST principles in its other service contracts. 
These conclusions have been tested further in a fidelity assessment administered early in 2003. The assessment was based on a version of a fidelity measure developed by YHT. The YHT Severe Conduct Disorder Programme Fidelity Measure (included in Appendix C) is a 108-item measure. The areas assessed included:

· Assessment
· Behaviour Management (Encouragement, Consequences, Points System, Card System)
· Case Management
· Parents/Family Therapy
· Skills Training
· Health Services
· Education
· Residential
· Counselling. 
Each item was rated on a 5-point scale (1 = not at all; 5 = always). Means and standard deviations were calculated for both the main section assessed (Parents/Family Therapy section) and the other selected items from the measure. Means and standard deviations by both individual participant and group are presented in Appendix C, with some further discussion.
For parents, the 23-item Parents/Family Therapy section was administered in the form of a semi-structured interview. For those parents willing to answer more questions, 20 items selected from some additional subscales (Assessment, Behaviour Management, Skills Training, Health Services, Education, Residential) were also used. In addition, parents were asked about their level of satisfaction in the following areas: 

· overall (ie “taking everything together, what would you rate your level of overall satisfaction to be with YHT services for you and your young person”)
· extent of parenting skills/support received from YHT
· availability of staff for parents
· amount of contact with YHT
· level of involvement with treatment plans for the young person.
For youth, 29 items were selected to be administered via semi-structured interviews. However, while a number of youth agreed to respond, some were reluctant to contribute further because they had already been involved in the outcomes assessment. In the end, the majority of youth (n = 9) participated in the fidelity assessment and answered the majority of these items.

For staff, 30 measures were distributed for their voluntary completion. Fourteen staff anonymously filled out and returned measures in freepost envelopes.

Not unexpectedly, staff produced the highest scores on most items in the fidelity measure and youth produced the lowest scores. The main themes that emerged from the fidelity assessment centred around:

· staff responsiveness and availability
· prosocial peer contact and family skills management
· youth skills training.
Staff responsiveness and availability
Parents generally saw YHT staff as responsive and available. These perceptions related to: 
· staff meeting the family prior to the young person’s entry
· families being eligible, and the young person encouraged, to attend treatment planning meetings
· families being allowed access to their young person through calls and visits
· young people being consistently eligible for home leave based on progress.
Additional strengths in the eyes of many of these parents included: 
· staff working to engage the family in treatment (eg being told they are part of treatment; perceiving staff to be working to engage them in the YHT programme)
· families being encouraged to identify positive reinforcement strategies
· staff being available to assist parents with problems being experienced by the young person
· parents being made aware of the YHT behaviour management programme.
The majority of parents were also generally satisfied with the following areas of programme activity: staff availability; their amount of contact with YHT; and their involvement in treatment plans.

Prosocial peer contact and family skills management
Parent and youth fidelity measures indicate concerns about the monitoring and supervision of peer contact. Youth reported some of their lowest scores on being encouraged to have, as well as having, actual contact with prosocial peers/activities. Staff also reported their lowest score in the section that included the item asking about how much actual contact the youth have with prosocial peers/activities. 

While parents were quite satisfied in some areas, as a group, they were most dissatisfied in the area of “parenting skills/support”.

The two areas of peer contact and family skills management have been found to be significant mediators of conduct-disordered treatment responsiveness in recent research (Eddy and Chamberlain 2000) and are primary areas of attention in treatments that have been found to work (Borduin et al 2001; Chamberlain and Reid 1998). 

Important areas for future programme focus, therefore, include:

· reduced association with deviant peers and increased prosocial activities and peer relationships
· family and behaviour management strategies including: supervision and monitoring; discipline strategies; positive relationships between parents/ caregivers and youth (eg increased warmth and affection; use of positive reinforcement).
In addition, “best practice” interventions would include a focus on those factors that relate to these primary areas (eg reduced coercion; parenting stress, mental health, substance abuse issues, marital conflict; individual skills).

Youth skills training
All reporters (staff, parents, youth) indicated lower scores on the youth “skills training” portion of the fidelity measure. While skills training is not the primary issue for what is considered “best practice” in interventions, it is important for targeting risk and protective factors. These results signal that there is scope for an increased focus on skills in the context of greater focus on family- and peer-related aspects. 

Stakeholder views on programme delivery

As noted in the process evaluation report,
 stakeholder interviews were to be conducted in the outcomes evaluation to provide further independent review of the programme delivery and outcomes. These interviews supplement the limited site observation possible, given the agreement with the Auckland Health Ethics Committee that data gathering from the young people should be minimised.

Stakeholders interviewed for the evaluation included a wide range of professionals working with young people who share similar characteristics to those in the SCD programme. A full list of stakeholders interviewed is included in Appendix A. Interviews and focus groups with key stakeholders were structured around an interview schedule developed in consultation with the Evaluation Advisory Group. The schedule is included in Appendix B. Amongst other things, stakeholders’ views and understandings were sought about:

· the nature and quality of their interactions with YHT
· the SCD programme purposes, components and processes
· the responsiveness of the programme and the appropriateness of targeting.

The interface between stakeholders and YHT is shaped by stakeholders’ roles and activities in relation to the YHT programme and its clients. Stakeholders interviewed included:

· referrers (ie the individuals and organisations that recommend to CYF that a young person would benefit from the YHT programme, and CYF social workers)
· funders (ie CYF managers at national, regional and site office levels, social workers and the Ministry of Education)
· organisations providing services to YHT clients (eg mental health services, youth health services, other therapeutic youth programmes and community groups)
· other service providers with high-needs client groups (eg those providing residential and non-residential programmes for high-needs young people, and the Police)
· personnel in schools where there are YHT placements (including those in management and teaching positions)
· Māori service providers and other organisations (some having worked with YHT, some located near YHT residences, and some providing services to similarly high-needs clients)
· neighbours of YHT residences.

Stakeholder views on interactions with YHT

Providers of other youth services, particularly in the health area, described a range of professional interactions with YHT, particularly with the Clinical Director, the social workers and Professor Werry.
Direct interaction

Direct interaction with the programme was primarily through the referral process and through YHT’s use of other services as part of its treatment programme (eg psychiatric and other adolescent mental health services, a riding therapy programme that provided therapy to a YHT client for a few months, Family Group Conferences involving YHT clients).
One of the more intensive interactions between YHT and other services occurs when young people are placed in mainstream schools. Interactions between schools and YHT can occur on a frequent and regular basis, particularly in the first few months as each young person settles down. 
According to school staff, contact typically includes phone calls and meetings initiated by both YHT and the school as part of their ongoing co-management of each young person. Schools also contact YHT in urgent situations such as when a rapid response is required because a child had “spun out”. All schools reported that a YHT Learning Centre staff member would arrive within 20 minutes of the request for urgent assistance. This was in stark contrast, they stressed, to calls they made to other services in similar situations involving non-YHT clients.
As part of the co-management process, one teacher reported working with YHT 3–4 times a week over the 14 months a child had been in the school. She reported those meetings as helpful, both in the management of the YHT child and in the management of other children in the school with behavioural problems. 
Indirect contact
Stakeholders also had indirect contact with the programme, particularly through professional networking opportunities, including formal seminars (sometimes hosted by YHT), conferences, and formal and informal meetings. This range of opportunities, not to mention the universally high regard for YHT clinical staff, reflects what seems to be a strong network of adolescent health professionals in the Auckland area. 
Substantial indirect contact was also made through information sharing and capacity building activities, including training, mentoring and teaching activities, as well as external supervision provided by YHT clinical staff. In general, stakeholders talked of “one-off” events, but one stakeholder (an ex-employee of YHT) described an ongoing process whereby she is getting the training and advice she needs to design and implement a more structured behaviour modification practice model in a residential service. One or two adolescent mental health providers independently contact Professor Werry for advice.
Two of the stakeholders providing youth mental health services described a recent reduction in one aspect of their professional interaction with YHT. In the early stages of the programme, they were likely to be called to assist in the treatment of YHT clients with severe emotional and psychiatric problems (including suicide ideation and eating disorders) on perhaps a monthly basis. These interactions have been reduced to 2–3 a year. The stakeholders attributed this reduced contact to YHT staff training in ecological principles and the application of MST and other treatment models that increased their capacity to respond to such problems in-house.
While most of the health provider stakeholders saw this reduction in demand for their professional services in a positive light, one mental health provider suggested that the reduction may also reflect Professor Werry’s reluctance to use mental health services, that reluctance being a manifestation of Professor Werry’s view that the competencies of mental health service in relation to SCD are at best limited and generally inadequate.
Working relations between YHT staff and the various other youth services with which they interact were generally reported as positive and constructive (as well as instructive). Indeed, most of the stakeholders interviewed emphasised the high professional regard in which they held YHT clinical and social work staff and management and their activities. Words used to describe staff included: courteous, professional, timely, responsive and supportive.
The three schools included in this evaluation described their relationship with YHT in positive terms. Two of the school personnel identified increased staff skills as a valuable by-product of working with YHT. Staff gained skills that helped them respond to and manage other children with behavioural problems. The consistent support that goes with each placement contributes significantly to their readiness to accept YHT children in the future.
Overall, stakeholders considered the professionalism and openness of YHT staff to be one of the programme’s greatest strengths. However, these positive relationships have not always been evident. A number of providers talked about the turnaround in the quality of their relationships with YHT after a change in management in the programme’s second year.

Any tense interactions that occur now are very occasional and arise in times of crisis, eg when YHT is requesting services, or other services are requesting YHT assistance, and staff do not respond promptly to phone calls.
Of the Auckland-based youth service providers interviewed for this evaluation, only two reported indifferent or poor working relationships. One provider, with a residential-based programme for Māori youth, reported tensions with YHT’s Executive Officer and the Clinical Director but ongoing professional links with members of the Board. The origins of some of these tensions go back several years and are residual to personnel problems within YHT in first years of operation (these issues are also referred to in the process evaluation report). 
The other provider disagreed with the behavioural management involved in the YHT Bridging Programme. That provider believed that an approach based on aroha (or love and positive reinforcement) without negative consequences for inappropriate behaviour was more effective. The tense relationship that developed in the short time that a YHT client was in this service essentially reflected the different practice bases of the two services.
Stakeholder awareness of programme purposes, components and processes
Almost all the stakeholders participating in the evaluation understood the programme’s general aim of addressing the needs of clients exhibiting excessively aggressive behaviour along with other problems through a programme of behavioural modification based on strictly applied incentives and consequences. 

Health professionals, often providing crisis intervention services for young people with multiple problems similar to those accepted onto the YHT programme, had a remarkably consistent view of the programme. They saw it as more or less unique in Auckland for its intensive therapeutic approach to addressing the needs of high-risk young people presenting with a complex set of problems, with typical co-morbid conditions of behaviour problems, recently diagnosed mental illness (often diagnosed by a crisis team as the first point of contact with primary mental health services), drug and alcohol abuse, and unstable home environments. This group had a high level of detailed understanding of the programme and ongoing professional contact with the YHT Clinical Director and Professor Werry through regular collegial networking activities in the Auckland area, presentations on the programme by YHT clinical personnel and published papers.

School-based stakeholders were located in schools that accepted YHT clients into educational mainstreaming. Because schools are encouraged to continue elements of the behaviour modification process for each young person while they are in the mainstream learning environment, school-based stakeholders have quite detailed knowledge of the incentive and reward basis of the programme. In addition, because they call on YHT staff whenever a young person is acting out or has become de-stabilised, they also saw the processes in action. They tended to be less aware of the details about components of the programme that were not directly related to education.

Neighbours, community groups and some other ancillary service providers (such as the riding therapy school) had limited understanding of the Bridging Programme’s practice model and particular components of the programme. Their focus was on the young people and they had divided opinions on the best way to keep them safe and controlled.

Some neighbours of the residences believed that the young people were not sufficiently monitored and that the negative consequences for inappropriate behaviours needed to be strengthened. Notably, however, the incidents that many neighbours referred to as evidence of the need for closer control of the young people occurred in the first couple of years of the programme’s existence. The process whereby the residences were established, coupled with the poor relationships the neighbours had with the former CEO of YHT, contributed to their continued anxiety about the Bridging Programme, despite their respect for the current CEO.

Stakeholder perceptions of targeting and responsiveness
Appropriate targeting is crucial to effective programme delivery. However, funding and providing services to people with complex, severe and difficult needs is fraught with risk to both funder and service provider. For funders, as described in detail in the process evaluation report, the risk is that the provider will seek to reduce the resource demand on the service by providing services to a group of less demanding clients (frequently referred to as “cream-skimming”). For providers, the reverse may happen, and the risk is that funders will seek to maximise the severity of the clients serviced without the level of funding or resourcing necessary for delivery.

As discussed in the process evaluation report, there have been some other targeting problems for YHT. While most of the admission criteria have been met by those entering the programme, there are a number of young people who have been admitted that either do not meet the admission criteria or have problems that have been inappropriate to the resources of the programme. These referral problems appeared to be generated out of poor information at referral regarding IQ and behaviours, initial problems with the process of admission decision making within YHT and YHT’s initial desire to admit young people to demonstrate the efficacy of the programme and meet the contracted levels of intake. Most of these problems have been resolved, but because young people diagnosed with SCD typically have co-morbid conditions like drug dependency and depression, there remains the possibility that young people accepted onto the programme have such problems as their primary condition. 

There is little indication of cream-skimming by YHT. As the intervention histories of current YHT clients show, the young people on the programme have met the admission criteria including having experienced multiple failed interventions and reaching the “end of the line”. Pre-entry interventions, in addition to CYF case management, included:

· alternative schooling for special education (92%)
· another residential service (65%)
· mental health services or counselling (81%)
· Youth Justice (35%)
· Northern Residential Services (23%). 
Responsiveness to Māori

The Board of Trustees, as reported in the process evaluation report, wishes to increase the programme’s responsiveness to Māori needs. An internally commissioned review recommended the development and implementation of:

· a cultural safety programme

· a cultural assessment procedure for all Māori young people entering any of YHT’s programmes

· joint service delivery with a Māori provider
· appointment of a bicultural development manager within the organisation. 

YHT are currently working with the Māori Social Work School in Hamilton to improve its responsiveness to Māori in its Hamilton programme. This working relationship is being used as a pilot to see whether the model could be replicated in Auckland.

Māori stakeholders subsequently interviewed for this evaluation included adolescent health service providers, social service providers and urban marae committee members. They tended to have little knowledge of YHT
 and the Bridging Programme. Nevertheless, they agreed that Māori with SCD required a structured environment where they were given clear boundaries. Whether that environment should be residential or home-based depended on the whānau and the whānau’s ability and willingness to place limits on unacceptable behaviour in a consistent way. 

Māori stakeholders recognised the need for specialised skills to address the needs of young Māori with SCD and did not necessarily advocate Māori service provision. Instead, there was a consistent call for any service to include a kuia or kaumātua (with a preference for kuia), who would provide Māori young people with strong role models, teach them tikanga or cultural knowledge and help the service operate in a culturally safe way that meets the needs of young Māori.
YHT also agreed that a kuia or kaumātua would be a valuable addition to the programme,
 having seen their contribution to other programmes such as the Rangatahi Unit in Porirua. People from the Papakura marae stressed the value to Māori young people on the programme if YHT worked in with the marae as part of their cultural programme. This would also be a way to provide the young people with positive role models. 

Responsiveness to young women

Stakeholders and YHT are also concerned about how to deliver effective services to conduct-disordered young women, given that the manifestation of SCD for young women is different than for young men. As noted in the process evaluation, the international literature shows that the proportions of young men with SCD exceed the proportions of young women. Practice internationally tends to reflect this client population profile in that treatment models have been developed with the dominant client group in mind. Where models have been adopted on the assumption that they potentially meet the needs of both males and females (including in New Zealand), programme providers have noted differences in how the condition is manifested as well as in their needs and programme outcomes. Stakeholders providing mental health services for at-risk young women noted similar differences in observable characteristics and needs. 

The international literature on SCD best practice reflects increasing recognition by practitioners that manifestly different treatment approaches are required for young women. While young women in these programmes may stop offending (consistent with the ultimate outcomes sought for young men), their outcomes are more personally costly. The outcomes evident in young women who have been on the YHT programme (but have not completed the programme) are consistent with international trends and include: death; pregnancy; unsettled domestic situations typified by domestic violence; and/or a return to a multitude of interventions. Practice models have yet to evolve that reflect the specific needs of young women and differences in desirable ultimate outcomes. 

Behaviour problems
Most stakeholders recognised that the behaviour problems of YHT clients were severe. They also pointed out that most of the young people for whom the programme was intended were also likely to have co-morbid problems such as drug and alcohol abuse, underlying mental health problems (including depression, suicidal ideation and self-harm), persistent truancy and poor relationships with adults (including parents) and peers. They also noted that many such young people were likely to have experienced an undesirably wide range of CYF and other interventions and extended family placements. 

Limitations to the programme’s targeting

Stakeholders had a general confidence that YHT’s Bridging Programme would reach its target group, but were concerned that some children and young adults who needed similar services were unable to access them. 

Age criterion: There was an almost universal view amongst stakeholders that one of the greatest limitations to programme targeting is the age criterion for admission – 11–15 years. Conduct-disordered young people typically engage in antisocial and aggressive behaviour from a young age, often as young as 4–6 years. Stakeholders referred to overseas evidence showing the value of early intervention based on structured programmes that build on the strengths of the children and their families/whānau. Almost without exception, stakeholders would like to be able to refer younger children to structured programmes like YHT. Their current understanding is that none exist and would welcome YHT being funded to provide such a programme. 

Those stakeholders expressed concern that younger SCD children experience a range of CYF and other interventions in response to both their antisocial behaviour and their need for care and protection (the profiles of Bridging Programme clients suggests that many of these children will have histories of abuse and neglect). Because there are no specialist SCD services, the range of services and interventions the children and young people will be exposed to are likely to be provided on an ad hoc basis, including a string of foster homes, social workers and other services. Such ad hoc intervention is more likely to exacerbate SCD-related behavioural problems than to address them. 

Stakeholders would also like to see programmes established to provide for young people after they have reached 17 years. Stakeholders typically believe that older adolescents need ongoing care, protection and treatment programmes in residential, post-residential and non-residential settings, particularly as many with SCD are alienated from their families and whānau. Moreover, stakeholders believe older adolescents and young adults with SCD are likely to require ongoing treatment given the severity of their problems, the difficulties in achieving positive change and, therefore, the ease with which they could revert back to former behaviours. In the view of stakeholders, the lack of services for post-16 year olds means that Youth Justice centres too often become the inevitable default service. 

The upper age limit for the Bridging Programme admission also excludes some young people who fall into the 11–15 years age range set out in the entry criteria. It is the view of stakeholders that, given the duration of the programme, some CYF social workers prefer to refer children aged 11–13 years, who have the ability to complete the programme before they reach 17 years. This is borne out by the median starting age for the current
 set of Bridging Programme clients – 13 years. This means that some young people in the target population who meet all the entry criteria are effectively excluded from the Bridging Programme. 

Co-morbid problems: To a lesser extent, stakeholders were also concerned about the exclusionary effect of the Bridging Programme criteria relating to major co-morbid problems such as sexual offending and drug dependence. The latter group is also excluded from some mental health services. Their concern would be reduced if they had confidence that other programmes in Auckland could provide the same sort of structured intervention to these young people. However, most stakeholders stated that, to their knowledge, the Bridging Programme is the only structured programme in the area providing appropriate treatment for SCD young people, regardless of their other problems.

Families: Most service providers stressed the need to focus on young people and their families. They noted the senselessness of providing intensive treatment to young people if they were to be returned to families that probably contributed to their SCD condition in the first place if these families had not received equally intensive intervention. 
Two providers from the mental health sector, however, questioned the cost effectiveness of providing intensive therapeutic treatment to all families. Through their individual and family therapy work, they concluded that investment in some of the very dysfunctional families could not be justified, given the level of treatment needed and the small chance of successful outcomes. They considered it to be more cost effective to focus on preparing the children of these families for independent living and to invest more in less problematic families, where positive change is more achievable.
The referral process
Entry to the Bridging Programme requires the young people referred to the programme to be fully assessed in order to establish their eligibility and to provide a basis for the development of their Individual Horizon Plans (IHPs) and Individual Education Plans (IEPs). While participating in the programme, the young people are also subject to a series of periodic tests. The battery of tests is included in Infobox 4.2 in Section 4.
As discussed in the process evaluation report, shifts in the initial assessment and planning processes at the point of entry over the last four years reflect the progressive adoption of MST principles. Before this, young people were typically assessed with the CYF social worker making the referral, in conjunction with the young person and the carer, in a professional, office setting. These assessments, occurring over a period of 3–4 weeks, tended to be dominated by the perceptions of the CYF social worker and the young person. 

The current assessment process is more home-centred, with greater emphasis on engaging with and allowing parents and/or caregivers to articulate their perception of the situation. While psychiatric assessment is still a necessary part of the referral process, parents and the young person are both frequently invited to the community houses for dinner to allow them to better understand, and actively reflect on, the way in which the programme works and the environment in which the young person would be living. As a consequence, families are more often driving the process.

Admission to the programme depends on the decisions of YHT’s Clinical Director and requires the young person to meet the programme’s eligibility requirements. After information required by YHT is received, the Clinical Advisory Group makes suggestions about the most appropriate treatment options and provides the means for feedback about referrals to the Board. (Professor Werry in a member of both the Clinical Advisory Group and the Board.) The consent processes are then completed.

Despite an apparent reduction in the dominance of CYF social workers in the current referral process, they still play a key role in the process. Stakeholders perceive them to be gatekeepers who sometimes inappropriately limit young people’s entry to the YHT programme. A number of service providers talked of their frustrations in getting young people referred to the programme and, therefore, their preference to take direct action. A common scenario involves a service, especially in the health and mental health sectors, that has a child or young person in their care who they are not equipped to treat (or manage) and who appears to be conduct-disordered. For instance, health workers providing acute mental health services explained that conduct-disordered young people, albeit possibly with secondary mental health problems like depression, usually do not require acute admission. And the acute units are seldom set up to cope with extreme aggressive behaviour. 

Health workers reported taking several approaches to such a situation, usually with a desired outcome of getting the young person into the YHT programme. In their view, there are few (if any) other appropriate services in the area. Stakeholders reported that they sometimes make direct contact with YHT and, in some cases, YHT comes to their immediate assistance, removes the child or young person and, presumably, contacts CYF to set the referral process in motion. Stakeholders reported that this “sets their mind at rest” because, while the referral process proceeds, YHT (they assume) provides the necessary restraint to ensure the safety of the young person and others. Health services preferred this process because the young person is removed from their care and placed in a more appropriate treatment environment in which they have confidence. 

A less preferred response to a conduct-disordered young person being referred to acute health services is to contact CYF directly and ask a social worker to refer the young person to YHT or a similar service. Health workers considered this action less satisfactory because the CYF response time is longer than YHT’s and because they have less confidence that the young person will end up in appropriate care (ie with YHT). Stakeholders argue that this apparently slower response by CYF also causes considerable disruption to the service, including direct costs. While these acute services wait for a CYF response, they have to try and restrain the young person in inadequate surroundings, often with the need of extra staff and/or sedation. One provider estimated that around half of the young people they recommended to CYF would benefit from the YHT programme (typically around 7–8 per year).
Some stakeholders believed that a lack of knowledge about the YHT programme by some CYF social workers undermined the referral process and young people’s access to appropriate services. Some, especially those in the youth health sector, explained how they have had to describe the programme to some social workers who were not aware of its existence and/or its target population. The lack of familiarity with the programme was variously attributed to social workers’ lack of seniority, lack of skills and/or heavy caseloads. These critics felt that less experienced and less skilled social workers, as well as those with little time available, were not well informed about the range of services available in the Auckland area and, therefore, did not have the means to match interventions to children and young people’s needs.
One stakeholder also suggested that the lack of timely response to the needs of conduct-disordered adolescents may reflect CYF’s focus on the care and protection of babies and children. One or two stakeholders believed some social workers were dissembling about their lack of familiarity with the programme and were, in fact, resistant to referring people to it.

The lack of support for and familiarity with the Bridging Programme by some social workers is not necessarily an endemic problem in CYF. Although stakeholders have found that many CYF social workers know little or nothing of the programme, CYF site managers and practice managers in the Auckland area generally indicated support for the programme. Some, however, were critical of particular practice elements. For instance, one site manager considered that YHT house supervisors could learn better restraint methods from CYF staff, particularly in the Youth Justice area. However, they shared the view of other stakeholders that the programme model is predicated on international best practice and that the staff, particularly at management, clinical and social work levels, are professional and dedicated.

It was stakeholders’ perception that the reluctance of CYF social workers to refer young people to YHT was a cover for their disinclination to do the paperwork necessary to meet one of the entry criteria: the requirement for the young people to be in the custody of the Director-General of Social Welfare. Stakeholders understood that the paperwork to obtain a custody order was considerable and, given factors such as social workers’ case loads, their views about out-of-home placements and the possible responses of the young people and family/whānau to a custody order, social workers would rather avoid or delay the task. 

Section 101 of the Children, Young Persons and Their Families Act 1989 covers custody orders. Under this section, where a Court makes a declaration under section 67
 of the Act, it can place a child or young person in the custody of the Director-General, an iwi authority, a cultural authority, the director of a child and family support service or any other person. The orders are made on such terms and conditions as the Court deems fit and, other than with the Director-General, require the consent of the person to whom the custody is awarded. Section 78 of the Act also covers custody orders, pending determination of an application to the Court for a declaration under section 67 of this Act. The terms and conditions are the same as for section 101. The paperwork required to complete a custody order often takes 3–4 weeks.

Stakeholders identified a range of outcomes for young people not identified as SCD and/or not referred to the Bridging Programme.
· Referral, by default, to the usual range of services, which are likely to exacerbate their SCD (see Section 7 for some insight into the high number of programmes and placements that typify the intervention histories of the target population). Stakeholders agreed that young people with SCD require stability, routine and boundaries, as well as therapeutic interventions. Further ad hoc exposure to inappropriate services is likely to lead to a trajectory that includes NRC and culminates in jail.
· Missing out on the possibility of referral to YHT because of delays means some young people become too old to be accepted. By the time young people reach 15 years, there are too few years until they reach the cut-off age of 16 years (as set by the contract) to complete the programme. Their trajectory is likely to replicate that outlined above.
· Remaining in services that are inappropriate to their needs, to the detriment of the SCD young people and the service in which they are inappropriately left. The experience of the Child and Family Unit at Starship Hospital provides one example. Up to once every two months, a young person is acutely admitted (eg for an apparent psychotic episode) when their symptoms more accurately suggest SCD with other problems such as depression and indications of drug and alcohol abuse. If the Unit cannot get these young people referred to YHT (there are few other alternatives), then they are often left with little choice but to keep them in the Unit, which is not set up for them. Thus, their presence is extremely disruptive for other clients and, if extra staff are required to restrain them, very expensive.
· Over medication. Other health professionals report similar experiences and are often left in the untenable situation of having little choice but to use medication to stabilise and contain young people, often over a period of days, because they cannot refer them to more appropriate and safe services. There have been occasions when YHT hase come to their assistance directly, but it is the understanding of these providers that a CYF social worker is the appropriate intermediary between them and YHT (or other services). However, CYF’s response to their call for assistance is often slow, with the potential for the scenario described above.
· Inappropriate committing into mental health services in the absence of suitable services. Given the inability of these services to safely care for people with SCD, they are also often inappropriately medicated. Their placement in these services also disrupts service provision for others.

6. Outcomes evaluation: Programme efficacy – clinical assessments
The Auckland Health Ethics Committee placed significant constraints on the ability of this evaluation to assess the efficacy of the programme both at the outcomes level (see Section 7) and through clinical assessment. The Auckland Health Ethics Committee rejected any control group for comparative purposes, rejected a file review that would provide key profile and outcome data for the programme population, and imposed a consent process that was not sensitive to the special characteristics of the young people and their families/whānau, including their often extremely strained relationships. The consent forms used for the evaluation are included in Appendix D. 
As a consequence, the sample size of SCD young people involved in clinical assessment for the evaluation was small – the desired number was 15 young people but only 11 agreed to participate. Also, while the initial evaluation plan called for additional, important data to be gathered from file notes for this sample (ie additional instrumental and ultimate outcomes), this access was not approved by the Auckland Health Ethics Committee. Delays outside of the control of the evaluation team in obtaining consent from young people and their parents meant that the 8-month period between the first and third assessments was considerably shorter than originally intended. 
Of the 11 young people:

· 9 identified as Pākehā

· 2 identified as Māori
· 10 were male
· 1 was female
· ages ranged from 13 to 16 years, with a median age of 14.91 years (standard deviation (SD) = .91).
The parents and caregivers of 9 of the 11 young people also participated in the process, specifically during the third phase. As is discussed in more detail below, two parents/caregivers refused to participate. 
YHT residential staff and teachers also filled out measures for youth. For youth who were placed at a non-YHT setting at a given interval, residential staff in those settings were asked to fill out measures.
Assessment procedure

Three time intervals over an 8-month period (August 2002 to April 2003) were used to gather data. These were approximately 3–4 months apart:

· Time 1 (T1): August/September 2002
· Time 2 (T2): December 2002
· Time 3 (T3): March/April 2003.
Youth, residential staff and teachers were involved at all three time intervals. Owing to ethics constraints, only teachers from the YHT Learning Centre at Hunua were involved in data provision. In addition, staff at some other non-YHT settings where youth were placed were willing to fill out measures; in fewer cases, they were unwilling or did not return measures that they initially agreed to fill out. 

Assessment with the youth was carried out by a senior clinical child psychologist (Dr Kevin Ronan) and two graduate-level trained raters, both of whom are training to become clinical psychologists. Training of the assessment team consisted of six hours of didactic and role-played material supplemented with observation of the senior clinician carrying out the assessment. The senior clinician carried out assessments on parents in the natural ecology (ie in a setting most convenient for the parent/caregiver, most often in the home). As noted above, assessment was also carried out within the confines of the ethics approval received from the Auckland Health Ethics Committee.

Measures used

The three measures used in the assessment process were:

· youth measures
· residential staff and teacher measures
· parent and caregiver measures.
Youth measures
The youth measures used included the following.
· Self-Report Delinquency (SRD) Scale: The SRD used was a modification of the original version (Elliott et al 1983), applicable to a New Zealand context (Moffitt et al 1996). It has 58 items, rated on a 3-point scale, that assess delinquent and criminal activity, has adequate reliability and validity, and has been shown to be sensitive to treatment effects.

· Youth Self-Report (YSR): The YSR (Achenbach and Edelbrock 1991) is a measure that assesses both competencies and problems in youth. For this evaluation, the 113-item problem scale was the focus. Based on responses to these items, rated on a 3-point scale, two broad-band areas of emotional functioning – Externalising and Internalising – were assessed. The YSR has been shown to be sensitive to treatment effects.

· Missouri Peer Relations Inventory (MPRI): The MPRI (Borduin et al 1989) is a 13-item measure that evaluates both peer competencies and problems. The MPRI contains three subscales: social maturity, peer aggression and emotional bonding. This measure has been used in a number of treatment studies and has been shown to be sensitive to treatment effects.

· Monitoring Inventory/House Rules: This measure assesses monitoring and supervision of each individual youth’s behaviour by YHT staff. It is a modification of a 14-item measure (Patterson and Dishion 1985) originally designed for assessment of parental monitoring and supervision. Items are rated on a 5-point scale (1 = almost always true; 5 = almost always false), with the midpoint of 3 reflecting “true half the time”. An additional item was included to assess additional monitoring (ie “when you are away from the (YHT) house, staff know where you are”). Another three items were included to assess the youth’s perception of parental monitoring/supervision (ie parents talk to friend’s parents; parents talk to friend’s parents prior to spending the night; parents know where the youth is when the youth is away from the house). The original version has been shown to be sensitive to treatment effects.
Residential staff and teacher measures
The residential staff and teacher measures used included the following.
· Child Behaviour Checklist (CBCL) and Teachers Report Form (TRF): These measures are companions to the YSR and were used to assess both Externalising and Internalising problems (Achenbach and Edelbrock 1991).

· Missouri Peer Relations Inventory (MPRI): This measure (Borduin et al 1989) is a companion to the youth version and contains the same subscales described earlier.

· Monitoring Inventory/House Rules: This measure (Patterson and Dishion 1985) is a companion to the measure used with youth. Unlike the other two measures in this section, this one was filled out by residential staff only. 

Parent measures

Parents filled out the CBCL, MPRI and Monitoring Index/House Rules inventories. They were also asked, as part of a semi-structured interview, to rate the amount of change seen in their young person. Four items were used here, rated on a 5-point scale (1 = no change; 2 = little change; 3 = some change; 4 = much change; 5 = most change). They were: 

· short and long term (short = first 6 months; long = overall within the YHT programme) 

· positive change
· negative change.

In addition, parents filled out fidelity and satisfaction items as described in the fidelity section (presented in Section 5).
Analytic method
Analyses are presented first based on group means and were based on paired t-tests. Means and SDs across the three assessment intervals are also presented. With respect to the analyses and the presentation of means (and SDs), a problem in a study such as this is that usual practice in a repeated measures design often includes presenting (and analysing) data for those participants with full data sets. However, owing to a small sample size, and wanting to be able to get the most out of the data set, two strategies were employed with the group data. 
First, rather than using a repeated measures analysis of variance because of a consequent reduction in power through the losing of available data, paired t-tests were used to assess change across all intervals assessed (ie from Time 1 to Time 2; from Time 2 to Time 3; and change overall (Time 1 to Time 3)). Consequently, in terms of presentation of means and SDs at these intervals, they are presented in a parallel fashion (ie means and SDs for the data used in the paired t-tests; six means and SDs in total; T1–T2, T2–T3, T1–T3).
The second strategy involved providing additional information emphasising individual outcomes; specifically, how many youth improved, or deteriorated, on a particular measure. The tables referred to in the following text, which summarise the assessment data, are included at the end of this section.

Assessment results

Youth measures

Owing to missing data, the number of youth available at each interval or assessment period varied between 9 and 11.1 The results are presented with comments about the group as a whole and about individual change.
Self-Report Delinquency
Overall, youth improved significantly from T1 to T3 (t(8) = 2.45, p < .05). However, changes were not steady. Between T1 and T2, as seen in Table 7.2, youth did not improve and, in fact, deteriorated slightly but non-significantly (t(9) = –.96, p > .35). They were seen to improve from T2 to T3, with a trend towards statistical significance (t(7) = 2.09, p < .08).

Individual change across the longest interval available included:

· 4 (of 11) who changed from between 1 to 9 points
· 2 (of 11) who changed 16 and 23 points, respectively
· 2 (of 11) who changed 40 and 58 points, respectively
· 3 (of 11) who deteriorated by 6, 12 and 23 points, respectively.
Of note, two participants who improved markedly across the T2 and T3 interval were in a highly controlled, isolated non-YHT setting for most of the interval assessed and, in addition to reporting much lower scores across this interval (39 and 56 point reductions, respectively), also reported that they had no chance to engage in delinquent activities in that placement setting. Consequently, group analyses need to be taken in that context; without those cases, t-tests across T2–T3 and T1–T3 were statistically non-significant (p > .25) and (p < .09), respectively. Also of note, the participant who deteriorated by 6 points overall reported the second highest level of delinquency at T1.
Youth Self-Report

No change occurred overall (across all intervals) with respect to externalising behaviours, despite slight fluctuation between intervals. However, there was slight, non-significant improvement from T1 to T3 (see Table 6.1). 

In terms of individual changes, slight changes were mirrored for the majority, with a minority either improving or deteriorating more markedly:
· 1 (of 10) deteriorated slightly (less than 5 points)
· 5 (of 10) improved slightly (less than 5 points)
· 2 (of 10) deteriorated by 6 (74 to 80) and 8 points (71 to 79)
· 2 (of 10) improved by 6 (63 to 57) and 12 points (87 to 75).
In terms of internalising behaviours, there was slight improvement overall (T1, M = 66.75; T3, M = 62.75) but change was statistically non-significant (see Table 6.1). 

In terms of individual changes, across the longest interval available:

· 5 (of 10) improved (6, 7, 11, 14 and 38 points)

· 4 (of 10) deteriorated (2, 6, 9 and 17 points)
· 1 (of 10) did not change.

Peer relations

· Social Maturity: With very slight or no fluctuation, no significant change was noted overall (all p’s > .08). From T1 to T3, there was very slight, non-significant improvement in functioning (see Table 6.1). In terms of individual changes, across the longest interval available:

–
5 (of 10) improved (1, 1, 2, 3 and 5 points)
–
3 (of 10) deteriorated (1, 4 and 5 points)
–
2 (of 10) did not change.

· Peer Aggression: Despite fluctuations, no significant change was noted overall. From T1 to T3, there was a statistically non-significant deterioration in functioning (see Table 6.1). In terms of individual changes, across the longest interval available:

–
5 (of 10) improved (1, 2, 2, 5 and 6 points)
–
4 (of 10) deteriorated (2, 5, 8 and 12 points)
–
1 (of 10) did not change.

· Emotional Bonding: Despite fluctuations, and while no significant change was noted overall, there was a statistical trend towards deterioration overall. That is, from T1 to T3, there was deterioration in functioning that had a trend towards significance (t(7) = 2.01, p < .09; see also Table 6.1). In terms of individual changes, across the longest interval available:

–
2 (of 10) improved (2 and 5 points)
–
6 (of 10) deteriorated (1, 2, 2, 2, 5 and 7 points)
–
2 (of 10) did not change.

Monitoring Inventory/House Rules
Despite slight fluctuations, no significant change was noted overall in the total score (all p’s > .35). From T1 to T3, there was very slight, non-significant improvement in functioning (see Table 6.1). In terms of individual changes, across the longest interval available:

· 6 (of 10) improved (1, 2, 3, 6, 9 and 19 points)
· 4 (of 10) deteriorated (7, 10, 10 and 14 points).

However, it is noteworthy that overall mean scores were near or below the midpoint of the possible range of 18–90. This same pattern was seen on the three items specifically assessing parent monitoring and/or supervision, ie scores near or below the midpoint, fluctuation across T1–T2 (improvement) and T2–T3 (deterioration) and very slight change overall from T1–T3. See Table 6.1.
Residential staff measures
Child Behaviour Checklist

Scores for externalising behaviours uniformly dropped (improved) across intervals, although no statistically significant change was noted overall (see Table 6.2). The most change statistically was seen between T1 and T3 (t(7) = 1.41, p < .20). 

In terms of individual changes, across the longest interval available:

· 7 (of 10) improved (1, 2, 7, 9, 11, 19 and 21 points)

· 3 (of 10) deteriorated (2, 2 and 16 points).

Although no statistically significant change was noted overall for internalising behaviours, scores uniformly dropped (improved) across intervals (see Table 6.2). The most change statistically was seen between T1 to T3 where there was a trend towards significance (t(7) = 1.96, p < .10).

In terms of individual changes, across the longest interval available:

· 7 (of 10) improved (2, 4, 4, 7, 10, 16 and 21 points)
· 2 (of 10) deteriorated (2 and 7 points)
· 1 (of 10) did not change.

Peer relations

· Social Maturity: Despite slight fluctuations, no significant change was noted overall (all p’s > .05). From T1 to T3, there was slight, non-significant deterioration in functioning (see Table 6.2). In terms of individual changes, across the longest interval available:

–
5 (of 10) improved (1, 1, 2, 2 and 3 points)
–
3 (of 10) deteriorated (2, 2 and 3 points)
–
2 (of 10) did not change.

· Peer Aggression: Despite fluctuations, no significant change was noted overall (all p’s > .11). The greatest change statistically was a non-significant deterioration from T1 to T2 (t(8) = 1.76, p < .12); scores improved from T2 to T3 but only marginally (t (8) = .9, p < .04). From T1 to T3, there was very slight, statistically non-significant deterioration (p > .08) in functioning (see Table 6.2). In terms of individual changes, across the longest interval available:

–
3 (of 10) improved (2, 3 and 5 points)
–
6 (of 10) deteriorated (1, 1, 2, 2, 3 and 8 points)
–
1 (of 10) did not change.

· Emotional Bonding: Despite fluctuations, no significant change was noted overall. However, fluctuations from T1 to T2 and from T2 to T3 were significant or nearly significant – from T1 to T2, there was improvement that was nearly significant (t(8) = 2.24, p < .06); from T2 to T3, there was deterioration that was significant (t(7) = 2.37, p < .05). However, overall, there was only a very slight, statistically non-significant (p > .75) improvement (see Table 6.2). In terms of individual changes, across the longest interval available:

–
5 (of 10) improved (2, 2, 2, 4 and 5 points)
–
3 (of 10) deteriorated (1, 2 and 7 points)
–
2 (of 10) did not change.

Monitoring Inventory/House Rules

Despite slight fluctuations, no statistically significant change was noted overall (all p’s > .30). From T1 to T3, there was a slight, statistically non-significant improvement (see Table 6.2). 

In terms of individual changes, across the longest interval available:

· 5 (of 10) improved (1, 3, 8, 9 and 12 points)
· 5 (of 10) deteriorated (1, 1, 5, 6 and 12 points).

Teacher measures

Owing to low numbers here (only YHT Learning Centre youth were eligible), degrees of freedom for t-tests were very low. These findings should be treated with caution given their potential unreliability associated with low power.

Child Behaviour Checklist: Teacher Report Form

Although no statistically significant change was noted overall for externalising behaviours, scores dropped (improved) across all intervals (see Table 6.3). The most change statistically was seen between T1 to T3 (t(3) = 1.98, p < .15). In terms of individual changes, across the longest interval available:

· 4 (of 5) improved (1, 7, 9 and 21 points)
· 1 (of 5) deteriorated (1 point).

Although no statistically significant change was noted overall for internalising behaviours, scores uniformly dropped across intervals (see Table 6.3). Between T1 and T3, as at other intervals, the mean score improved (t(3) = 2.11, p < .13). In terms of individual changes, across the longest interval available, 5 (of 5) improved (2, 4, 14, 18 and 28 points).

Peer relations

· Social Maturity: Scores fluctuated across intervals, and while there is statistically non-significant change noted overall (all p’s > .05), the mean score did deteriorate from T1 to T3 (see Table 6.3). In terms of individual changes, across the longest interval available:

–
2 (of 6) improved (3 and 6 points)
–
3 (of 6) deteriorated (5, 6 and 7 points)
–
1 (of 6) did not change.

· Peer Aggression: Scores fluctuated across intervals (see Table 6.3), with significant deterioration from T1 to T2 (t(4) = 3.76, p < .05) and, overall, non-significant deterioration (p < .30) from T1 to T3 (see Table 6.3). In terms of individual changes, across the longest interval available:

–
1 (of 6) improved (3 points)
–
5 (of 6) deteriorated (2, 4, 6, 7 and 11 points).

· Emotional Bonding: Scores improved slightly across two intervals (T1–T2, T1–T3) and did not change across one (T2–T3): statistically non-significant change was noted overall (p’s > .05). Overall, from T1–T3, improvement was very slight (p > .70; see Table 6.3). In terms of individual changes, across the longest interval available:

–
3 (of 6) improved (1, 4 and 7 points)
–
3 (of 6) deteriorated (1, 2 and 5 points).

Parent measures
Parents’ ratings assessed at T3 are presented in Table 6.4. Notably, their ratings of their young person’s externalising scores on the CBCL are quite high and the mean is in the clinical range, over 2½ standard deviations above the normative sample mean (ie T score mean = 77.0; see Table 6.4). In addition, peer subscales (a) social maturity and (b) aggression scores are the lowest and highest (ie both in the direction of dysfunction), respectively, compared with youth, staff and teacher scores. House Rules scores are lowest compared with other informants’ ratings.

Parent perception of overall change

In terms of overall positive change, parents’ perceptions are mixed. In terms of perceptions of both short- and long-term change, the mean scores were near 3 on a 1–5 scale (ie at the midpoint; see Table 6.4). However, in terms of individual parent views, there were clearly differences in their view of their young person’s change. In terms of long-term change:

· 4 (of 9) parents were above the midpoint of 3
· 4 (of 9) were below
· 1 (of 9) scored at the midpoint.

Thus, 4 clearly saw positive change, 4 saw little or no change, and 1 reported seeing some (see Table 6.4).
Discussion

Taken together, the findings indicate that some youth improved on some indices (eg SRD, Staff CBCL, TRF) according to some informants. However, overall uniform change across youths and across informants was not apparent. In fact, some youth were seen to deteriorate on some indices (eg aspects of peer relations). However, the SRD measure provides evidence that placement at YHT helped the majority of youth report fewer delinquent activities. This finding appears to be consistent with findings of the client survey done with staff and reported in the following section of this report. 

Despite the limitations of the research methodology (discussed at the beginning of this section), the current outcome findings do mirror findings from previous research in this area and they support previous research that some short-term improvement is possible within peer interventions for some conduct-disordered youth (see Borduin et al 2001; Kazdin 1997). However, at the same time, it was evident that some youth not only did not improve, but deteriorated on some measures. This finding mirrors Lipsey’s (1992) finding that some youth might actually not benefit, or potentially get worse, within interventions that include other deviant peers.
Parents and caregivers were split with respect to perceptions of overall positive change for their young person: 4 of 9 parents perceived substantive positive change; 4 perceived no or little positive change; and 1 perceived some change. Of the 4 who perceived no or little positive change, 3 reported seeing noticeable negative change in their youth over the course of the intervention.

The implications of the findings appear to converge to support what is considered to be best practice guidelines. This includes areas for increased focus as described earlier in this discussion. These areas include consideration of (a) the continuing value of clustering antisocial youth together in treatment and (b) assisting families more intensively in important areas.

Future research and long-term follow-up of outcomes

Given a low sample size (n = 11), and the inability to (a) access objective, ultimate outcomes, (b) include a comparison group, and (c) assess longer-term follow-up, the findings need to be confirmed through a more rigorous evaluation. One place to start is to use the data that YHT itself has collected for the youth but that, given ethics constraints, we were not able to access except through the staff-administered client survey (see the next section for results).

It would also be helpful to see how these youth fare in the longer term (eg one-year follow-up and longer) to see if any changes are maintained. Such a follow-up would be able to assess the possibility of “sleeper effects” (ie benefits of treatment not seen during the course of the outcomes assessment but that become apparent over time).

However, such longer-term assessment would not be able to rule out a number of threats to internal validity (eg maturation), particularly given the “one group only” design. Without a comparison group, it is difficult to determine to what extent change was a function of the intervention and to determine whether these youth would have fared better or worse in some comparison condition (eg a no treatment control, a comparison intervention).
Table 6.1: Outcome – Paired T-Test Means and Standard Deviations 
Youth Measures – Paired Samples Statistics

	
	
	Mean
	Number
	Std. Deviation
	Std. Error Mean

	Self-Report Delinquency (SRD)

	Pair 1
	SRD time 1
	45.78
	9
	33.30
	11.10

	
	SRD time 3
	29.00
	9
	35.61
	11.87

	Pair 2
	SRD time 1
	41.20
	10
	33.24
	10.51

	
	SRD time 2
	47.00
	10
	37.77
	11.94

	Pair 3
	SRD time 2
	48.63
	8
	41.73
	14.75

	
	SRD time 3
	31.88
	8
	36.94
	13.06

	Youth Self-Report (YSR) Externalising (ext)

	Pair 1
	YSR problem scale ext T score
	70.00
	10
	10.80
	3.42

	
	Time 2 YSR ext T
	67.20
	10
	14.03
	4.44

	Pair 2
	Time 2 YSR ext T
	67.00
	8
	14.77
	5.22

	
	Time 3 YSR ext T
	69.00
	8
	12.31
	4.35

	Pair 3
	YSR problem scale ext T score
	70.75
	8
	11.93
	4.22

	 
	Time 3 YSR ext T
	69.00
	8
	12.31
	4.35

	Youth Self-Report (YSR) Internalising (int)

	Pair 1
	YSR problem scale int T score
	62.30
	10
	14.11
	4.46

	
	Time 2 YSR int T
	57.20
	10
	11.36
	3.59

	Pair 2
	Time 2 YSR int T
	59.88
	8
	11.03
	3.90

	
	Time 3 YSR int T
	62.75
	8
	13.70
	4.84

	Pair 3
	YSR problem scale int T score
	66.75
	8
	9.91
	3.50

	 
	Time 3 YSR int T
	62.75
	8
	13.70
	4.84

	Peer Relations Social Maturity

	Pair 1
	Peer time 1 social maturity
	8.90
	10
	3.45
	1.09

	
	Peer time 2 social maturity
	9.10
	10
	2.23
	0.71

	Pair 2
	Peer time 2 social maturity
	9.50
	8
	2.33
	0.82

	
	Peer time 3 social maturity
	9.50
	8
	2.00
	0.71

	Pair 3
	Peer time 1 social maturity
	9.25
	8
	3.81
	1.35

	
	Peer time 3 social maturity
	9.50
	8
	2.00
	0.71

	Peer Relations (a) Aggression and (b) Emotional Bonding

	Pair 1
	Peer time 1: aggression/lack of respect/popular
	12.10
	10
	3.38
	1.07

	
	Peer time 2: aggression/lack of respect
	11.60
	10
	3.53
	1.12

	Pair 2
	Peer time 2: aggression/lack of respect
	12.25
	8
	3.65
	1.29

	
	Peer time 3: aggression/lack of respect
	14.25
	8
	4.06
	1.44

	Pair 3
	Peer time 1: aggression/lack of respect/popular
	12.13
	8
	3.68
	1.30

	
	Peer time 3: aggression/lack of respect
	14.25
	8
	4.06
	1.44

	Pair 4
	Peer time 1: emotional bonding
	19.30
	10
	4.92
	1.56

	
	PEERT2EB
	19.30
	10
	3.95
	1.25

	Pair 5
	PEERT2EB
	19.38
	8
	4.34
	1.53

	
	Peer time 3: emotional bonding
	17.63
	8
	3.85
	1.36

	Pair 6
	Peer time 1: emotional bonding
	19.75
	8
	4.62
	1.63

	
	Peer time 3: emotional bonding
	17.63
	8
	3.85
	1.36

	House Rules Self-Report Total

	Pair 1
	House Rules Pre total
	51.90
	10
	13.68
	4.33

	
	House Rules time 2
	55.10
	10
	12.40
	3.92

	Pair 2
	House Rules time 2
	54.50
	8
	13.96
	4.94

	
	House Rules time 3
	50.63
	8
	13.15
	4.65

	Pair 3
	House Rules Pre total
	51.25
	8
	15.15
	5.36

	
	House Rules time 3
	50.63
	8
	13.15
	4.65

	House Rules – Parent Supervision/Monitoring 

	Pair 1
	Time 1: Youth house rules

Parent monitoring
	9.8000
	10
	4.5412
	1.4360

	
	Time 2: House rules

Youth – Parent monitoring
	8.1000
	10
	3.6347
	1.1494

	Pair 2
	Time 2: House rules

Youth – Parent monitoring
	7.8750
	8
	4.0861
	1.4447

	
	Time 3: House rules

Youth – Parent monitoring
	9.0000
	8
	4.5670
	1.6147

	Pair 3
	Time 1: Youth house rules

Parent monitoring
	9.2500
	8
	4.9497
	1.7500

	
	Time 3: House rules

Youth – Parent monitoring
	9.0000
	8
	4.5670
	1.6147


Table 6.2: Residential Staff Measures – Paired Samples Statistics

	
	
	Mean
	Number
	Std. Deviation
	Std. Error Mean

	Staff Child Behaviour Checklist

	Pair 1
	Staff CBCL Problem Scale internalising T score
	66.00
	7
	7.96
	3.01

	
	Time 2 Staff CBCL int T
	63.00
	7
	9.49
	3.59

	Pair 2
	Time 2 Staff CBCL int T
	64.29
	7
	8.46
	3.20

	
	Time 3 Staff CBCL int T
	58.43
	7
	7.79
	2.94

	Pair 3
	Staff CBCL Problem Scale internalising T score
	65.50
	8
	7.78
	2.75

	
	Time 3 Staff CBCL int T
	59.25
	8
	8.56
	3.03

	Pair 4
	Staff CBCL Problem Scale externalising T score
	71.29
	7
	5.94
	2.24

	
	Time 2 Staff CBCL ext T
	69.29
	7
	10.67
	4.03

	Pair 5
	Time 2 Staff CBCL ext T
	69.43
	7
	10.61
	4.01

	
	Time 3 Staff CBCL ext T
	62.86
	7
	7.27
	2.75

	Pair 6
	Staff CBCL Problem Scale externalising T score
	72.88
	8
	4.42
	1.56

	
	Time 3 Staff CBCL ext T
	67.25
	8
	12.07
	4.27

	Social Interactions

	Pair 1
	Time 1: peer relations

Social maturity
	8.56
	9
	1.74
	0.58

	 
	Time 2: peer relations

Social maturity
	8.89
	9
	2.57
	0.86

	Pair 2
	Time 2: peer relations

Social maturity
	8.50
	8
	2.45
	0.87

	 
	Time 3: peer relations

Social maturity
	8.50
	8
	0.93
	0.33

	Pair 3
	Time 1: peer relations

Social maturity
	8.56
	9
	1.74
	0.58

	 
	Time 3: peer relations

Social maturity
	8.33
	9
	1.00
	0.33

	Pair 4
	Time 1: peer relations

Staff emotional bonding
	15.33
	9
	2.92
	0.97

	 
	Time 2: peer relations

Staff emotional bonding
	17.67
	9
	3.32
	1.11

	Pair 5
	Time 2: peer relations

Staff emotional bonding
	18.00
	8
	3.38
	1.20

	 
	Time 3: peer relations

Staff emotional bonding
	16.00
	8
	3.02
	1.07

	Pair 6
	Time 1: peer relations

Staff emotional bonding
	15.44
	9
	2.83
	0.94

	 
	Time 3: peer relations

Staff emotional bonding
	15.78
	9
	2.91
	0.97

	Pair 7
	Time 1: peer relations

Staff/Peer aggression
	14.22
	9
	1.56
	0.52

	 
	Time 2: peer relations

Staff/Peer aggression
	16.00
	9
	2.92
	0.97

	Pair 8
	Time 2: peer relations

Staff/Peer aggression
	16.25
	8
	3.01
	1.06

	 
	Time 3: peer relations

Staff/Peer aggression
	14.88
	8
	4.09
	1.44

	Pair 9
	Time 1: peer relations

Staff/Peer aggression
	14.56
	9
	1.01
	0.34

	 
	Time 3: peer relations

Staff/Peer aggression
	15.00
	9
	3.84
	1.28

	Staff House Rules

	Pair 1
	Pre house rules 

Staff total
	29.00
	9
	6.00
	2.00

	
	Time 2: house rules

Staff total
	30.00
	9
	5.74
	1.91

	Pair 2
	Time 2: house rules 

Staff total
	30.25
	8
	6.09
	2.15

	
	Time 3: house rules

Staff
	28.25
	8
	8.05
	2.85

	Pair 3
	Pre house rules 

Staff total
	29.00
	9
	6.00
	2.00

	
	Time 3: house rules 

Staff
	27.56
	9
	7.81
	2.60


Table 6.3: Teacher Measures – Paired Samples Statistics

	
	 
	Mean
	Number
	Std. Deviation
	Std. Error Mean

	Teacher Measures

	Pair 1
	TRF Problem Scale 

ext T score
	69.80
	5
	8.53
	3.81

	
	Time 2: Trf ext T
	68.80
	5
	9.36
	4.19

	Pair 2
	Time 2: Trf ext T
	70.50
	4
	9.88
	4.94

	
	Time 3: TRF ext T
	62.50
	4
	7.94
	3.97

	Pair 3
	TRF Problem Scale

ext T score
	71.50
	4
	8.81
	4.41

	
	Time 3: TRF ext T
	62.50
	4
	7.94
	3.97

	Pair 4
	TRF Problem Scale

int T score
	70.40
	5
	5.64
	2.52

	
	Time 2: Trf int T
	62.40
	5
	5.77
	2.58

	Pair 5
	Time 2: Trf int T
	64.25
	4
	4.65
	2.32

	
	Time 3: TRF int T
	57.50
	4
	8.39
	4.19

	Pair 6
	TRF Problem Scale

int T score
	69.75
	4
	6.29
	3.15

	
	Time 3: TRF int T
	57.50
	4
	8.39
	4.19

	Pair 7
	Time 1: peer relations/ teacher/social maturity
	7.80
	5
	1.64
	.73

	
	Time 2: peer relations/ teacher/social maturity
	6.60
	5
	2.88
	1.29

	Pair 8
	Time 2: peer relations/ teacher/social maturity
	6.67
	3
	2.08
	1.20

	
	Time 3: peer relations/ teacher/social maturity
	7.33
	3
	4.51
	2.60

	Pair 9
	Time 1: peer relations/ teacher/social maturity
	9.00
	4
	3.16
	1.58

	
	Time 3: peer relations/ teacher/social maturity
	7.50
	4
	3.70
	1.85

	Pair 10
	Time 1: peer relations/ teacher/emotional bonding
	13.20
	5
	1.92
	.86

	
	Time 2: peer relations/ teacher/emotional bonding
	13.80
	5
	3.96
	1.77

	Pair 11
	Time 2: peer relations/ teacher/emotional bonding
	14.33
	3
	2.31
	1.33

	
	Time 3: peer relations/ teacher/emotional bonding
	15.00
	3
	4.36
	2.52

	Pair 12
	Time 1: peer relations/ teacher/emotional bonding
	15.00
	4
	2.58
	1.29

	
	Time 3: peer relations/ teacher/emotional bonding
	15.50
	4
	3.70
	1.85

	Pair 13
	Time 1: peer relations/ teacher aggression
	11.40
	5
	2.51
	1.12

	
	Time 2: peer relations/ teacher aggression
	16.80
	5
	3.42
	1.53

	Pair 14
	Time 2: peer relations/ teacher aggression
	15.67
	3
	2.52
	1.45

	
	Time 3: peer relations/ teacher aggression
	13.33
	3
	1.15
	.67

	Pair 15
	Time 1: peer relations/ teacher aggression
	12.00
	4
	2.94
	1.47

	
	Time 3: peer relations/ teacher aggression
	15.00
	4
	3.46
	1.73


Table 6.4: Outcome – Parent Means and Standard Deviations
	Participant ID
	
	Time 3: Peer relations / parent aggression
	Time 3: Peer relations / parent social maturity
	Time 3: Peer relations / parent emotional bonding
	Time 3: House rules parent total
	Time 3: Parent CBCL ps ext T
	Time 3: Parent CBCL ps int T
	Parent short term positive
	Parent short term negative
	Parent long term positive
	Parent long term negative

	1
	Mean
	16.00
	8.00
	19.00
	28.00
	74.00
	60.00
	1.00
	4.00
	4.00
	2.00

	
	Number
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1

	2
	Mean
	23.00
	9.00
	19.00
	22.00
	91.00
	72.00
	3.00
	4.00
	1.00
	4.00

	
	Number
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1

	4
	Mean
	17.00
	9.00
	18.00
	24.00
	90.00
	77.00
	5.00
	1.00
	4.00
	1.00

	
	Number
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1

	6
	Mean
	25.00
	3.00
	13.00
	19.00
	100.00
	66.00
	1.00
	5.00
	1.00
	5.00

	
	Number
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1

	7
	Mean
	13.00
	5.00
	19.00
	20.00
	76.00
	71.00
	2.00
	3.00
	5.00
	2.00

	
	Number
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1

	8
	Mean
	17.00
	8.00
	14.00
	23.00
	73.00
	76.00
	5.00
	1.00
	2.00
	4.00

	
	Number
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1

	9
	Mean
	13.00
	8.00
	13.00
	24.00
	60.00
	61.00
	4.00
	1.00
	1.00
	1.00

	
	Number
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1

	10
	Mean
	14.00
	8.00
	14.00
	27.00
	53.00
	39.00
	1.00
	1.00
	3.00
	1.00

	
	Number
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1

	11
	Mean
	15.00
	7.00
	19.00
	34.00
	76.00
	73.00
	5.00
	1.00
	4.00
	1.00

	
	Number
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1

	Total
	Mean
	17.00
	7.22
	16.44
	24.56
	77.00
	66.11
	3.00
	2.33
	2.78
	2.33

	
	Number
	9
	9
	9
	9
	9
	9
	9
	9
	9
	9

	
	Std. Deviation
	4.27
	1.99
	2.83
	4.59
	14.94
	11.84
	1.80
	1.66
	1.56
	1.58


7. Outcomes evaluation: Programme efficacy
This section is concerned with the outcomes of the Bridging Programme for participants. It starts with a brief discussion of the data used to measure outcomes. It then provides a profile of the current YHT participants and their families. The discussion then focuses on the outcomes for the young people on the Bridging Programme. That discussion successfully presents outcomes-related data from:

· a survey of current clients through interviews with management, clinical staff, Care Coordinators, teaching staff, house supervisors and other residential staff within YHT
· interviews and focus groups with a wide range of stakeholders, including adolescent health providers, adolescent mental health providers, youth-orientated social service providers, policy and operational staff of government agencies and Police.
 
Measuring outcomes

The clinical assessment data presented in Section 6 relate to only 11 of the 26 young people in the Bridging Programme. Those data are best described as measuring detectable shifts in relation to the functionality of the young person. 
It would have been desirable to undertake an analysis of the case notes of each participant in the programme. YHT keeps detailed case notes on behavioural, educational and health aspects of each young person. They record any significant incidents such as absconding, violence and acting out, as well as changes in management, the provision of rewards and any health-related contacts. Unfortunately, the Auckland Health Ethics Committee would not allow a survey of files even when young people’s identities were protected. Consequently, the evaluation sought outcomes-related data from two other sources:

· interviews with YHT staff
· interviews with external stakeholders.

Interviews with management, clinical staff, Care Coordinators, social workers and house supervisors within YHT were used to collate and analyse data showing the progress of all clients across a number of domains as at 28 November 2002. The collection of this data did not involve direct contact with participants. The data complements the more detailed clinical assessment of 11 of the young people. The data collected was reviewed by the YHT Clinical Director and supplemented by data from the YHT database. Throughout this process, the identity of individual clients was kept from the evaluation team. The survey instrument used for the interviews, developed in consultation with the Evaluation Advisory Group and included in Appendix E, was structured around the following general topic areas: 
· source of referral and current custody status
· client and family/whānau characteristics
· clients’ general histories before and after entering YHT
· clients’ progress through programme stages
· school and training placements
· general progress measures in six domains: behavioural, educational, personal, social, health and employment.

Other stakeholders working with young people who share similar characteristics to those in the Bridging Programme are also in a position to assess the success of the programme overall. These stakeholders include: other youth services (eg residential, health, mental health and wraparound services); schools; Police Youth Aid; Māori service providers and other organisations; and community services and groups (eg churches). Neighbours of two of the YHT residential homes also provided some comments on the achievements of the programme. 
Interviews and focus groups with key stakeholders were also structured around an interview schedule developed in consultation with the Evaluation Advisory Group. It is included in Appendix B. Amongst other things, stakeholders’ views were sought about YHT client needs and achievements, in particular:
· the needs of young people on the programme
· outcomes achieved by young people

· clients’ unmet needs.
Stakeholder views about the needs of clients’ families and the outcomes achieved through the programme were also sought, along with consideration of their unmet needs. Stakeholders contributed to the development of success indicators that could form the basis for medium- and long-term monitoring and the current evaluation of the programme.

Profile of the current YHT client population and their families

At the time of the data collection (November 2002), there were 26 young people participating in the YHT SCD programme. Three of the young people had been with the programme since 1999, two had started in 2000, 12 had started in 2001 and nine had started in 2002. Thus, some of these young people had been with the programme for only a month or two. The median time clients had been with the programme was 15 months.

While all clients are referred to the programme through CYF, the pathways to those referrals vary. Family referrals were the most common (10), followed by CYF itself (9), the Police and mental health services (each at 3) and schools (1).

Of the 26 current clients, only four are female. Twenty are Pākehā, while five are Māori and one is of Pacific, African and European ethnicity. They range in age from 12 to 16 years, with a median age of 15 years. Age at entry ranged from 11 to 15 years, with a median age of 13 years. 

All but two of the current YHT clients had histories of maltreatment before coming to YHT, most commonly physical abuse. Often, they had experienced neglect as well as physical and/or sexual abuse (Table 7.1).

Table 7.1: History of maltreatment (n = 26)

	Type of maltreatment
	Number
	Per cent

	Physical abuse
	18
	69%

	Neglect
	14
	54%

	Sexual abuse
	13
	50%

	Emotional abuse
	8
	31%

	Other maltreatment (alleged abduction, attachment issues, witnessing family violence)
	3
	12%



Multiple response

The young people on the programme typically presented at entry to YHT with previous health-related risk factors, most commonly depression and alcohol and/or substance/solvent misuse (Table 7.2).

Table 7.2: History of health-related risk factors (n = 26)

	Health-related risk factors
	Number
	Per cent

	Depression 
	18
	69%

	Alcohol, substance/solvent misuse
	18
	69%

	Physical illness or disability problems 
	17
	65%

	Non-accidental self-injury or suicidal tendencies
	14
	54%



Multiple response

All of the young people’s families and households presented with a range of problems similar to those of the young people themselves. The most common were family members having problems associated with alcohol or drug use, having mental health problems, being the victim or instigator of physical, sexual or emotional abuse and/or having a criminal history (see Table 7.3). 

Table 7.3: Family characteristics (n = 26)

	Characteristics
	Number
	Per cent

	Other family member/s victim or instigator of physical, sexual or emotional abuse
	11
	42%

	Other family member/s having problems with alcohol or drug use
	6
	23%

	Other family member/s having mental health problems
	6
	23%

	Other family member/s having a criminal history
	5
	19%

	Other

	16
	62%


Multiple response

“Other” problems that are characteristic of particular families include:

· overly career-oriented caregiver

· sick sibling

· parental care shaped by different status of adopted and natural children 

· erratic parenting skills

· mental capacity of parents.

Twelve of the current clients are part of one-parent households, all but one being single-mother households. Seven are part of two-parent households and five are part of extended family/whānau households, eg households consisting of grandparents and one or more parents or with uncles or aunts. One is from a non-family household and the other has been in CYF care and foster homes for nine years. Most of the clients have siblings, although five are only children. Of those who do have siblings, 11 have one or two siblings and 10 have three or more siblings. 

The socio-economic circumstances of the families are generally low. YHT staff described 15 of the families of the 26 clients as living in low socio-economic circumstances, nine as living in average socio-economic circumstances and two as living in high socio-economic circumstances. Nine families receive some form of income support, usually in the form of a Domestic Purposes Benefit or an Unemployment Benefit. One or two receive an Invalids’ Benefit or a Widows’ Benefit.
Given the growing importance of MST to the programme delivery model (described in detail in the process evaluation report and summarised in Section 5 of this report), the support and participation of the family is an integral part of the programme. 

The survey results show that parents’ support for the programme upon their children’s entry was mixed, although they were more likely to be supportive or neutral than hostile. This may reflect their relief at finding somewhere for the young people to go rather than any views about the value of the programme. For 12 of the young people, their parents or caregivers were supportive or very supportive. Four young people have parents who were initially non-supportive. One of these was very non-supportive.

Parents’ current responses to the programme are less equivocal than at first contact, with an overall increase in support. For 19 of the young people, their parent or parents are supportive, usually very supportive. Five are not supportive, two of whom are very non-supportive. Often, support is not consistent within families, which often reflects family tensions that may have contributed to (or been an outcome of) the behaviours of the young people.
Parental willingness to be involved in the programme is integral to the MST model, but it varies and tends to reflect their overall support for the programme. Initially, parents were a little less willing to be involved but have become more willing. Initially, for 15 of the young people, their parents were willing to be involved (five of these were very willing). Now, parents of 19 of the young people are willing to be involved (nine of these were very willing). Initially, five were unwilling to be involved and now three are unwilling. Again, for some, there are differences between parents, with one willing and the other not.

Results of the survey of young people in the Bridging Programme, reported below, reinforce the importance of family engagement in its success. When families were supportive and willing to be involved in the programme, their young people were more likely to achieve positive outcomes. Conversely, those with less supportive families tended not to achieve positive change and, in some cases, the severity of their problems worsened.

The needs of the young people on the Bridging Programme are implicit in its goals, service model and programme activities. These are described in more detail in Section 3. The programme goals are (i) to enhance the coordination of case management and service delivery to children and young people diagnosed with SCD, who are at risk of poor life outcomes, and who require high levels of intervention; and (ii) in the long term, to reduce serious and persistent criminal activity and improve rehabilitation outcomes for young people with SCD. 
The service delivery involves the active participation of CYF, families and other agencies, with programme activities including (i) individual assessment, goal planning and monitoring; (ii) residential care; (iii) behavioural modification; (iv) parenting support, training and assistance; and (v) training, skill-building, education and health services. 

Other youth service providers in the Auckland area have experience with young people with multiple problems (some of whom eventually get referred to YHT), and so are well placed to consider the needs of these young people and their families/whānau. The following list of needs summarises their collective view and is quite consistent with the programme goals and activities. They considered young people’s needs to be:

· care and protection in a structured, secure environment (residential and non-residential)
· consistency of placement (in contrast to the multitude of placements typically associated with CYF service provision)
· behaviour modification
· education to enable average scholastic achievement
· positive peer interaction
· transition into normal community and family life
· for Māori, tikanga, kapahaka, knowledge of whakapapa, whānau
· fun, relaxation, positive social interaction.

Most stakeholders stressed that family/whānau needs are equally important. The families of many of their young clients have significant problems, including alcohol or drug abuse, mental health problems, criminal activity and histories of physical, sexual or emotional abuse. One stakeholder’s reasons for promoting family interventions were typical. Family problems such as those above have often contributed to, or are a product of, the behaviour of SCD young people. These families may cope while their young people are away in residential care but as soon as they return, old patterns and problems re-emerge. Thus, as well as respite care and some reassurance that there is hope for their young people (that they will live, that they may avoid jail, etc), families need:

· tools for responding to and managing the behaviour of their children/young people
· help to address their own problems such as drug and alcohol abuse, criminal activities, budgeting, housing, and health (including mental health) problems.

Two youth health service providers were a little more sceptical about working with families. In their experience, some of the families they worked with were so “dysfunctional” that achieving positive change would require intensive, long-term intervention, the effects of which may still be uncertain. They considered it more worthwhile and cost effective to concentrate on the less problematic families, where positive change is more achievable, and to invest more resources in preparing the young people from the more problematic families for independent living.

Outcomes for YHT clients – survey data

A set of general progress measures, or success indicators, was developed for this evaluation in collaboration with YHT. Their development was informed by the views of a wide range of senior practitioners in the health and social welfare sectors who work with young people with SCD and related conditions. 
The measures were also informed by the Health of the Nation Outcome Scales (HoNOSCA) for child and adolescent mental health that were developed in the UK. YHT is considering adopting these scales and the Ministry of Health is currently undertaking some development work for implementing HoNOSCA as its outcome measurement system (it has been implemented at a District Health Board level). The evaluation team also sought input from YHT board members and senior staff, particularly the Clinical Director, the Care Coordinators and staff from the Learning Centre and the Evaluation Advisory Group. 

Measures were sought for each young person on the programme, at the time of their entry and as at 28 November 2002, the time of the data collection. The scale used for each measure followed the format below:

· 0 = no problem
· 1 = minor problem requiring no action
· 2 = mild problem but definitely present

· 3 = moderately severe problem
· 4 = severe to very severe.

The general progress measures developed for the evaluation address outcomes in the following areas:
· behavioural
· educational

· personal

· social
· health

· employment
.

Behavioural

Behavioural measures included: disruptive, antisocial or aggressive behaviour; attention-seeking; sexual promiscuity; disobedience; impulsiveness; and type, severity and number of incidents. 

Disruptive, antisocial or aggressive behaviour
As Table 7.4 shows, all of the young people were engaged in disruptive, antisocial or aggressive behaviour when they entered the programme – for most (73%), this behaviour was severe or very severe. Given the definition of SCD, this is to be expected. 

Table 7.4: Disruptive, antisocial or aggressive behaviour

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	0
	0%
	1
	4%

	Minor problem requiring no action
	0
	0%
	2
	8%

	Mild problem but definitely present
	3
	12%
	10
	39%

	Moderately severe problem
	4
	15%
	10
	39%

	Severe to very severe
	19
	73%
	3
	12%

	Total
	26
	100%
	26
	100%


Before starting the programme, the sorts of disruptive, antisocial or aggressive behaviour the young people exhibited were often of an extremely violent nature. While most of the young people still engage in disruptive, antisocial or aggressive behaviour, the severity of this is far less extreme. Currently, only three of the young people’s behaviour is described as severe or very severe.

Over their time on the programme, 21 of the young people (81%) are reported as exhibiting a less severe problem with disruptive, antisocial or aggressive behaviour. Three (12%) have shown no change and, for two of the young people, their disruptive, antisocial or aggressive behaviour has deteriorated.

Attention-seeking behaviour

Most of the young people displayed attention-seeking behaviour when they entered the programme. Upon entry into the programme, 20 of the young people (77%) displayed moderately severe or severe to very severe attention-seeking behaviour – with 11 of the young people having a severe or very severe problem and 9 having a moderately severe problem. Currently, only three of the young people are reported as having a severe or very severe problem.

For 17 of the young people (65%), the severity of their attention-seeking behaviour has reportedly decreased since being on the programme. Six have shown no change and the attention-seeking behaviour of three of the young people has worsened. 

Table 7.5: Attention-seeking behaviour

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	2
	8%
	2
	8%

	Minor problem requiring no action
	1
	4%
	4
	15%

	Mild problem but definitely present
	3
	12%
	9
	35%

	Moderately severe problem
	9
	35%
	8
	31%

	Severe to very severe
	11
	42%
	3
	12%

	Total
	26
	100%
	26
	100%


Sexual promiscuity

Sexual promiscuity was reported to be not a problem or only a minor problem for most of the young people entering the programme. For 15 of the young people, there was no problem or the problem was so minor as to not need attention. For nine of the young people, sexual promiscuity was a moderately severe or severe or very severe problem. The incidence of sexual promiscuity as a problem, to some extent at least, reflects the age of the young people at entry (as detailed above, the median age at entry was 13 years).

Currently, for five of the young people, sexual promiscuity is a moderately severe, severe or very severe problem, while, for 18 of them, there is no problem or the problem is so minor as to not need attention. These changes are amongst a group of young people who are at an age when they are more likely to be sexually active – the current median age of the young people is 15 years. For eight (31%) of the young people, the severity of their sexually promiscuous behaviour has decreased since being on the programme, while 15 (58%) have shown no change and three have deteriorated (Table 7.6).

Table 7.6: Sexual promiscuity

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	9
	35%
	10
	39%

	Minor problem requiring no action
	6
	23%
	8
	31%

	Mild problem but definitely present
	2
	8%
	3
	12%

	Moderately severe problem
	3
	12%
	1
	4%

	Severe to very severe
	6
	23%
	4
	15%

	Total
	26
	100%
	26
	100%


Disobedience
All of the young people had reported problems with disobedience when entering the programme. Given that violation of rules is one of the four groupings of behaviours underpinning a diagnosis of SCD, this level of disobedience would be expected. As Table 7.7 shows, the problem was severe or very severe for most of the young people. Currently, disobedience is a severe or very severe problem for only five of the young people, although it is a moderately severe problem for a further 10 young people. For 20 (77%) of the young people, the severity of their disobedience has decreased since being on the programme, while four (58%) have shown no change and, for two, their disobedience has become more severe.

Table 7.7: Disobedience

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	0
	0%
	0
	0%

	Minor problem requiring no action
	0
	0%
	4
	15%

	Mild problem but definitely present
	3
	12%
	7
	27%

	Moderately severe problem
	3
	12%
	10
	39%

	Severe to very severe
	20
	77%
	5
	19%

	Total
	26
	100%
	26
	100%


Impulsiveness

At entry to the programme, all but two of the young people were reported as exhibiting impulsive behaviour, most often as a severe or very severe problem. Only one young person had no problem with impulsive behaviour. Currently, only four of the young people have a severe or very severe problem with impulsive behaviour. Eighteen of the young people exhibiting impulsive behaviour at entry have shown improvement, while eight show no apparent change (Table 7.8).

Table 7.8: Impulsiveness

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	1
	4%
	2
	8%

	Minor problem requiring no action
	0
	0%
	4
	15%

	Mild problem but definitely present
	1
	4%
	7
	27%

	Moderately severe problem
	9
	35%
	9
	35%

	Severe to very severe
	15
	58%
	4
	15%

	Total
	26
	100%
	26
	100%


Type, severity and number of incidents

The range of behaviours overall that the young people had engaged in at entry into the programme tended to be severe in terms of type and seriousness. For most of the young people, these were severe to very severe. These incidents included aggressive behaviour, property damage, offending with Police involvement, absconding, and other at-risk behaviours. 
The following examples give some insight into the seriousness of these incidents.
Aggressive behaviour

· Tried to kill caregiver with an axe. Threw TV at foster parent and then tried to kill her. Pulled a knife on bus. Kicked pet lamb to death. Pulled head off canary. Attacked caregivers with a knife.

· Terrorised siblings with a knife.

· Regularly assaulted mum and brother.

· Head injuries to other child.

· Violence towards mother, frequent rage attacks, violence towards the Special Education Service.

· Bullying, manipulative.

· Physical threats to mum (and mum’s friend).

· Weapon shot at Police (pellet gun), hit principal, assaulted psychologist.

Property damage

· Arson at pre-school and secondary school.

· Burnt classmate, long history of violence towards peers and family.

· Set fire to school – serious.

· Tried to burn down playhouse at school at eight years old. Broke school toilet.

· Smashed staff cars. Set fire to bus shelter.

Offending with Police involvement

· Stealing, car theft, arson, vandalism. 

· Property damage.

· Visits tinny houses.

· Possible rape.

Absconding

· Mum not aware of his whereabouts.

· Young person roamed the community at will. Uncontrolled by mother.

· Mum doesn’t really count them as running away. Likely to be out late at night and to come and go as he pleased.

· Away for 1–7 days. Gets picked up by Police.

Other at-risk behaviours

· Drug abuse – dabbling in marijuana and alcohol.

· Verbal abuse, psychological abuse – stole mother’s car and locked her in the garage and crashed car.

· Sexual promiscuity.

· Depression.

· Made bombs.

· Self-harm, suicidal behaviour.

· May have psychological disorder – speaks to “aliens” possibly because of Dad’s prior behaviour to him.

· Soils himself. Voyeurism of foster sister in shower. Stealing from foster parents. Storing urine and faeces.

Currently, however, the severity/type of incidents occurring are severe to very severe for only four of the young people. The range of incidents that have occurred while young people are on the programme include the following.
Aggressive behaviour

· Assaulted staff member.

· Violently assaulted his tracker at mainstream school. Makes death threats to father and tracker.

· Severity increasing. Slaps staff member, physical with teaching staff.

· Fighting with peers, threatening to harm with a knife.

Property damage

· Big reduction – number fallen from 200–300 per year to none.

· Threw a brick through a window and was overheard skiting about it.

· Smashed a bed – wanted to sleep on the floor.

· Severe – windows, furniture, personal items.

· Tagging, breaking windows.

Offending with Police involvement

· Absconding

· Informal involvement [of Police] at home and at school.

· Gotten worse lately. YHT now involve Police as he is older.

Absconding
Including day, overnight and longer periods. For instance, one young person has absconded for up to a month. Sometimes the Police are involved.
Other at-risk behaviours

· Drug, alcohol, self-harm.

· Solvents, petrol, any solvent.

· Prostitution.

· Running in front of cars.

· Neglectful of self – eg dirty room, poor diet.

· Smashing head into wall, medical treatment.

For 17 of the young people (65%), the severity/type of incidents has become a less severe problem over their time with the programme. For eight young people, no change has occurred and, for one young person, the severity/type of incidents has become more problematic (Table 7.9).

Table 7.9: Severity/type of incidents
	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	0
	0%
	0
	0%

	Minor problem requiring no action
	1
	4%
	4
	15%

	Mild problem but definitely present
	2
	8%
	8
	31%

	Moderately severe problem
	6
	23%
	10
	39%

	Severe to very severe
	17
	65%
	4
	15%

	Total
	26
	100%
	26
	100%


Figure 7.1 provides details about the number and types of serious incidents recorded on the YHT database for the 12-month period to the end of November 2002. As the figure shows, by far the most common incident is absconding, followed by minor property damage. The assaults on staff and other young people, and the need for constraint and time-out, are an indication of the volatility of the young people and their propensity to act out their aggressions and frustration. 

While there are a large number of incidents, most of these are attributable to a small number of young people. Over the 12-month period leading up to the end of November 2002, 58% of the incidents were attributed to six young people (or 23% of the current clients). In fact, 25% of the incidents are attributable to two young people (or 8% of the current client base).

Figure 7.1: Serious incidents [image: image1.emf]169
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Educational

Educational measures
 include:

· educational/language skills
· school attendance
· suspensions
· level of concentration
· level of communication.

Educational/language skills
At entry into the YHT programme, more than half of the young people had a mild problem with their educational/language skills, while a third had a severe to very severe problem. An example of a severe problem is a young person with a reading age that is six years below their chronological age. An example of a moderate problem is a reading age two years below chronological age. Currently, none of the young people has a severe problem and only five have a moderately severe problem. Most have mild or minor problems (eg 1–2 years below their chronological ages). For all but two of the young people, their educational/ language skills are less problematic.

Table 7.10: Educational/language skills

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	1
	4%
	2
	9%

	Minor problem requiring no action
	1
	4%
	7
	30%

	Mild problem but definitely present
	13
	57%
	9
	39%

	Moderately severe problem
	0
	0%
	5
	22%

	Severe to very severe
	8
	35%
	0
	0%

	Total
	23
	100%
	23
	100%


Progress in maths, English and spelling
The following figures provide further evidence of the educational progress of young people in the Learning Centre. The test results represented in the figures, including the Mathematics Competency Test, the Burt Word Reading Test and the Schonell Spelling Tests
, show that most young people in the Learning Centre achieve steady improvement as they are tested and retested. However, experience has shown that achievement tends to plateau after progress is made in the first 12–18 months on the programme. The Learning Centre provides a stable environment and seems to kick-start their learning.
Most of the young people in the Learning Centre (from A to BD in Figure 7.2) made steady progress in maths, improving from the first test to subsequent tests (2–4 tests in total). Figures 7.3 and 7.4 show similar progress with the Schonell Spelling Tests and the Burt Reading Tests.
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School attendance
All but one of the young people entered the programme with a moderately severe or severe to very severe problem with school attendance (ie until their entry on to the programme, their schooling had been very erratic). Most of the young people had been truanting for some years. One of the main benefits of the programme is that the young people’s school attendance is stabilised, often for the first time in years, through their Learning Centre placement. Thus, school attendance has improved for all of the young people attending the Learning Centre. However, it remains a problem for one young person who still absconds periodically (Table 7.11).

Table 7.11: School Attendance

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	0
	0%
	3
	13%

	Minor problem requiring no action
	0
	0%
	11
	48%

	Mild problem but definitely present
	1
	4%
	6
	26%

	Moderately severe problem
	11
	48%
	3
	13%

	Severe to very severe
	11
	48%
	0
	0%

	Total
	23
	100%
	23
	100%


Suspensions
At entry to the Learning Centre, suspension from school had been a moderately severe or severe to very severe problem for all but one of the 23 young people, with most having been suspended at least once in their school lives. In the Learning Centre, suspension is not used as a control mechanism. However, some of the young people sometimes still engage in behaviours that would probably result in suspensions if they were in a mainstream school situation. Thus, “at risk of suspension” still remains a moderately severe problem for seven of the young people. For 19 of the young people, behaviours that would lead to suspensions have become a less severe problem since their entry to the programme. For one young person, the behaviours (and therefore the problem) have become worse.

Table 7.12: Suspensions

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	1
	4%
	3
	13%

	Minor problem requiring no action
	0
	0%
	5
	22%

	Mild problem but definitely present
	0
	0%
	8
	35%

	Moderately severe problem
	15
	65%
	7
	30%

	Severe to very severe
	7
	30%
	0
	0%

	Total
	23
	100%
	23
	100%


Level of concentration
When they entered the programme’s Learning Centre, 16 of the young people (70%) exhibited moderately severe or severe to very severe problems with their level of concentration (ie their span of attention and boredom threshold were very low). Currently, only three have a moderately severe or severe to very severe problem, and all but one have improved levels of concentration. The concentration level of the remaining young person is unchanged.

Table 7.13: Level of concentration

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	0
	0%
	5
	22%

	Minor problem requiring no action
	1
	4%
	8
	35%

	Mild problem but definitely present
	6
	26%
	7
	30%

	Moderately severe problem
	8
	35%
	2
	9%

	Severe to very severe
	8
	35%
	1
	4%

	Total
	23
	100%
	23
	100%


Level of communication
Communication problems were moderately severe or severe to very severe for 16 of the young people (69%) entering the Learning Centre. Typically, young people’s relationships with adults and prosocial peers were poor (as evidenced by the extremely aggressive behaviours described under “Type, severity and number of incidents”). Currently, communication is still a moderately severe or severe to very severe problem for five of the young people, while 20 of the young people (87%) have improved communication skills and three have not changed.

Table 7.14: Level of communication

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	0
	0%
	5
	22%

	Minor problem requiring no action
	1
	4%
	6
	26%

	Mild problem but definitely present
	6
	26%
	7
	30%

	Moderately severe problem
	9
	39%
	4
	17%

	Severe to very severe
	7
	30%
	1
	4%

	Total
	23
	100%
	23
	100%


Personal

Personal progress measures include:

· self-esteem

· self-care and independence

· cultural identity.
Self-esteem

At entry, 24 of the young people (93%) had moderately severe or severe to very severe problems with their self-esteem. Only two young people were considered to have no problems or minor problems. Poor self-esteem remains a moderately severe problem for 11 of the young people and a severe or very severe problem for one young person. During their time with the programme, self-esteem has become less of a problem for 19 young people, while six have shown no change and one young person’s problems with self-esteem have worsened.

Table 7.15: Self-esteem at entry

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	1
	4%
	0
	0%

	Minor problem requiring no action
	1
	4%
	5
	19%

	Mild problem but definitely present
	0
	0%
	9
	35%

	Moderately severe problem
	10
	39%
	11
	42%

	Severe to very severe
	14
	54%
	1
	4%

	Total
	26
	100%
	26
	100%


Self-care and independence
Initially, self-care and independence was a moderately severe or severe to very severe problem for 20 of the young people (77%). Currently, it remains a moderately severe or severe to very severe problem for nine of the young people. For 19 of the young people, their self-care and independence has improved since they started with YHT. For six of the young people, their self-care and independence has remained unchanged. One young person’s problem has become more severe.

Table 7.16: Self-care and independence

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	2
	8%
	1
	4%

	Minor problem requiring no action
	2
	8%
	7
	27%

	Mild problem but definitely present
	2
	8%
	9
	35%

	Moderately severe problem
	7
	27%
	6
	23%

	Severe to very severe
	13
	50%
	3
	12%

	Total
	26
	100%
	26
	100%


Cultural identity
Cultural identity was considered to be no problem or a minor or mild problem for the majority of young people as they entered the YHT programme. (These young people were mostly non-Māori.) Cultural identity was a moderately severe or very severe problem for four of the young people. Currently, cultural identity remains a moderately severe problem for one young person, while it has become a less severe problem for five of the young people.

Table 7.17: Cultural identity

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	14
	58%
	16
	67%

	Minor problem requiring no action
	2
	9%
	1
	4%

	Mild problem but definitely present
	4
	17%
	6
	25%

	Moderately severe problem
	3
	13%
	1
	4%

	Severe to very severe
	1
	4%
	0
	0%

	Total
	24
	100%
	24
	100%


Social

Social progress measures include:

· sports participation
· peer relationships

· family life and relationships
· amount of time with family. 

Sports participation
Upon entering the Bridging Programme, for 11 of the young people (42%), their non-participation in sports was seen as a moderately severe or severe to very severe problem. Such non-participation reflects their generally low level of interaction with prosocial peers. Non-participation remains a moderately severe problem for two of the young people, while 11 young people have increased their participation in sports.

Table 7.18: Sports participation

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	8
	31%
	13
	52%

	Minor problem requiring no action
	2
	8%
	5
	20%

	Mild problem but definitely present
	5
	19%
	5
	20%

	Moderately severe problem
	4
	15%
	2
	8%

	Severe to very severe
	7
	27%
	0
	0%

	Total
	26
	100%
	25*
	100%


* Missing response.
Peer relationships
Typically, young people coming into the programme experienced problems with relating to their peers. Much of their interaction was with other young people with behavioural problems rather than with prosocial peers. Initially, 19 of the young people (73%) had moderately severe or severe to very severe problems with peer relationships. Currently, eight have moderately severe problems and one has a severe to very severe problem. Over their time with the programme, 18 young people have improved peer relationships and four have greater problems (Table 7.19).

Table 7.19: Peer relationships

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	0
	0%
	0
	0%

	Minor problem requiring no action
	1
	4%
	4
	15%

	Mild problem but definitely present
	6
	23%
	13
	50%

	Moderately severe problem
	7
	27%
	8
	31%

	Severe to very severe
	12
	46%
	1
	4%

	Total
	26
	100%
	26
	100%


Family life and relationships

All of the young people coming into the programme had problems relating to their families and only one of the cases did not have problems that were moderately severe or severe to very severe. As noted previously, almost all of the young people had experienced maltreatment before their entry on to the programme. Problems with family life and relationships remain moderately severe or severe to very severe for 16 of the young people. 

Although problems in family life and relationships remain for many of the young people, for 15 of them, these problems have become less severe during their time with the programme. For eight, however, there has been no change, and the family life and relationships of two of the young people have deteriorated.

Table 7.20: Family life and relationships

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	0
	0%
	0
	0%

	Minor problem requiring no action
	0
	0%
	0
	0%

	Mild problem but definitely present
	1
	4%
	9
	36%

	Moderately severe problem
	6
	23%
	10
	40%

	Severe to very severe
	19
	73%
	6
	24%

	Total
	26
	100%
	25*
	100%


* Missing response.

Amount of time with family

The amount of time that young people spent with their families was problematic for most of the young people at entry to the programme. In general, relationships between young people and their families had been strained for some time and more than half of the young people spent so little time with their families that the problem was seen to be severe to very severe. A further eight had a moderately severe problem. Since being with the programme, 15 of the young people had increased the amount of time spent with family and one young person had a decrease in time spent with family.

Table 7.21: Amount of Time with Family

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	1
	4%
	1
	4%

	Minor problem requiring no action
	1
	4%
	2
	8%

	Mild problem but definitely present
	1
	4%
	9
	36%

	Moderately severe problem
	8
	32%
	11
	44%

	Severe to very severe
	14
	56%
	2
	8%

	Total
	25
	100%
	25
	100%


Health

Health progress measures include:

· depression
· non-accidental self-injury or suicidal tendencies
· smoking
· alcohol, substance or solvent misuse
· physical illness or disability problems.

The prevalence of mental and other health problems emphasises the complexity of problems that people with SCD exhibit and the co-morbidity patterns. 

Depression

For most of the young people, depression was a moderately severe or severe to very severe problem when they entered the programme, while it was a mild problem but definitely present for five of the young people and a minor problem or no problem for the remaining three. It remains a moderately severe problem for five of the young people and a severe to very severe problem for one. For 18 young people, depression has become less of a problem since starting the programme and, for two, it has become more of a problem.

Table 7.22: Depression

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	1
	4%
	4
	16%

	Minor problem requiring no action
	2
	8%
	3
	12%

	Mild problem but definitely present
	5
	19%
	12
	48%

	Moderately severe problem
	8
	31%
	5
	20%

	Severe to very severe
	10
	39%
	1
	4%

	Total
	26
	100%
	25*
	100%


* Missing response.

Non-accidental self-injury or suicidal tendencies
Upon entry into the programme, 11 of the young people (42%) had moderately severe or severe to very severe problems with non-accidental self-injury or suicidal tendencies. Most of these had severe or very severe problems. Currently, three have moderately severe or severe to very severe problems, while 13 others have minor or mild problems.
Since being with the programme, 12 young people have less severe problems with non-accidental self-injury or suicidal tendencies compared with when they started. For three young people, the problem has become more severe.

Table 7.23: Non-accidental self-injury or suicidal tendencies

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	5
	20%
	9
	36%

	Minor problem requiring no action
	4
	16%
	4
	16%

	Mild problem but definitely present
	5
	20%
	9
	36%

	Moderately severe problem
	4
	16%
	2
	8%

	Severe to very severe
	7
	28%
	1
	4%

	Total
	25
	100%
	25
	100%


Smoking
Most of the young people on the programme smoke. When they first entered the programme (with a median age of 13 years), smoking was a moderately severe or severe to very severe problem for half (13) the young people. Now (with a median age of 15 years), smoking is a moderately severe or severe to very severe problem for 15 of the young people. During their time with the programme, five of the young people have reduced their smoking, 13 have not changed their smoking behaviour and eight have increased their smoking.

Table 7.24: Smoking

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	8
	31%
	3
	12%

	Minor problem requiring no action
	2
	8%
	4
	15%

	Mild problem but definitely present
	3
	12%
	4
	15%

	Moderately severe problem
	5
	19%
	7
	27%

	Severe to very severe
	8
	31%
	8
	31%

	Total
	26
	100%
	26
	100%


Alcohol, substance or solvent misuse

Upon entering the YHT programme, 12 of the young people had a moderately severe or severe to very severe problem with alcohol, substance and/or solvent misuse. A further nine had minor or mild problems. Currently, 15 young people have severe problems, but they are more likely to be moderately severe than very severe. Since being with the programme, alcohol, substance and solvent misuse has become less of a problem for 10 of the young people and more of a problem for eight of them.

Table 7.25: Alcohol, substance or solvent misuse

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	5
	19%
	3
	12%

	Minor problem requiring no action
	2
	8%
	2
	8%

	Mild problem but definitely present
	7
	27%
	6
	23%

	Moderately severe problem
	3
	12%
	11
	42%

	Severe to very severe
	9
	35%
	4
	15%

	Total
	26
	100%
	26
	100%


Physical illness or disability problems
For 10 of the young people entering the programme, physical illness or disability was a moderately severe or severe to very severe problem. Currently, that is the case for only five of the young people. While on the programme, problems around physical illness or disability have reduced for eight of the young people.

Table 7.26: Physical illness or disability problems

	Description
	At entry
	Currently

	
	Frequency
	Per cent
	Frequency
	Per cent

	No problem
	11
	44%
	13
	52%

	Minor problem requiring no action
	2
	8%
	4
	16%

	Mild problem but definitely present
	2
	8%
	3
	12%

	Moderately severe problem
	4
	16%
	3
	12%

	Severe to very severe
	6
	24%
	2
	8%

	Total
	25
	100%
	25
	100%


Stakeholder views of client needs and outcomes achieved

Interviews and focus groups were used to canvas stakeholders’ perceptions of the needs of clients (ie young people and their families/whānau), outcomes achieved and outstanding needs.

The need for structure, consistency, stability and safety underpinned most stakeholders’ views about the needs of the YHT client base. Most stressed the need for a structured behaviour modification programme and agreed that a residential setting was required, including a secure unit. Most talked about the need to reintegrate the young people into mainstream society, schools, training, employment and, as appropriate, families. At the same time, the young people need to move away from negative peer groups.

Stakeholders also recognised that integration would be difficult and that young people’s reintegration into families may not always the best option, as the family may be the root of young people’s problems. One or two emphasised the need for interventions that encourage young people to take responsibility for themselves, in contrast to previous interventions where “things are done to kids”. 

Below is a selection of stakeholders’ specific comments about young people’s needs.
· Structure, security, routine, safety, professional input.

· Good behavioural management – therefore expertise in behaviour analysis and care.

· Need consistency of placement, care, rules that allow other needs to be met. Kids come in chaotic – need things to go smoothly to deal with internal stuff.

· Need respect, firm and clear boundaries. Education important – missed school and behind. Many have functional literacy.

· Kids need to be made aware of what’s happening to them – need to know what and why. 

· Reintegrate into schooling and families, long-term employment.

The stakeholders with the most direct knowledge of outcomes achieved by the young people on the programme were mostly located in schools where YHT placements had been made. Others with more direct knowledge of outcomes tended to be located in organisations that provide services to YHT or refer young people to the programme, or were people who had previously worked in YHT or who seek advice and training from YHT. Some have more indirect knowledge of programme achievements, either through observing the young people at some distance, talking with other health, social welfare and/or teaching practitioners, particularly in the Auckland area, or attending formal presentations about the programme. It became clear to the evaluation team over the course of the evaluation that there is a strong collegial relationship between practitioners, particularly in the youth health and mental health area, in the Auckland region and, to some extent, beyond into Wellington. 

Other stakeholders said that they did not know about programme outcomes. A couple of service providers explained that they do not have the resources to follow up what happens to young people who are successfully referred to YHT – their resources allow them to provide crisis management only. Stakeholders generally assumed positive outcomes given the professionalism of YHT staff but tempered that confidence with an acknowledgement that the clients present with very severe and longstanding problems. 

Education-related outcomes

Three stakeholders from mainstream schools where YHT clients are or have been placed identified outcomes that included school achievements, attendance improvements, establishment of positive peer relationships, improved behaviour and other life skills such as self-esteem. Stakeholders described outcomes for two young people who have successfully made the transition to a mainstream school, one as an “exemplary” student and the other blending in with the other pupils. A third young person had initially settled in, shown academic improvement, established some positive relationships with peers and teachers and showed signs of improved self-esteem. However, some absconding and property damaging incidents, including quite major “tagging” of the school, led to the young person being removed from the school.

Below are some comments that illustrate the achievements of individual young people in schools.
· Maintained in mainstream school for 14 months – would have left except for YHT input. Couldn’t have coped past six weeks otherwise.

· Behaviour took him out of school. Little YHT could have done to avoid tagging and behaviour. The occasionally focused two terms at the school is more than he would otherwise have achieved.

· Started out very unstable (had been in various foster homes) and his previous violence required detailed plans and full-time tracker. Now immaculate behaviour, expected to pass exams, comes to school on his own, exemplary student, happy, contented, self-confidence improving. 

Despite the problems inherent in having young people with SCD in mainstream schools, including the initial needs for full-time trackers or minders, all three school spokespeople stressed their willingness to accept further YHT clients. Reasons for their continued school support for the programme and willingness to remain involved included:

· their respect for the programme principles and activities and for YHT staff
· their experience of YHT’s immediate response when problems occurred with the young people (which continue but with less frequency than in the early stages of the placement)
· the practical and professional support the schools received from YHT (practical support includes resources and, as listed above, rapid response if the young people need restraining or other management; professional support includes the accessibility of YHT staff if teachers and other school staff want to talk over problems and their management)
· the value of working with YHT staff who have the authority and expertise to make decisions “on the spot” and therefore enable schools to respond to the young people’s needs in a timely way
· by way of contrast, their frustration with Group Special Education, which is less able to provide resources and make timely decisions.

Behavioural changes

Outside of the schools, other stakeholders varied in their direct involvement with young people after they had entered the programme. Three with continuing contact with the programme noted the following.
· Huge changes in behaviour – from entry to leaving, coupled with successful attendance of school/programme on regular basis. Placements to appropriate programmes like therapy. But not pushed because kids have been exposed to so many services.

· Sporting interests and achievements – independent of Trust. Relationship with peers. Attends school.

· Boys changed their behaviour sufficiently to enable [another service] to work with them. 

For one of these stakeholders, who visits the Learning Centre on a regular basis, one of the most valuable outcomes is the young people’s “awareness of consequence”. For the first time, often, they have to earn privileges and therefore have something to lose. 

Others who have less direct and ongoing contact with the programme understood outcomes to include the following.
· Young people able to return home successfully and feel better about themselves. Educational achievements – great strides.

· Young people returning home, change in behaviour. 

Most of the stakeholders stressed the need to be realistic about the outcomes that could be achieved, given the client base. One considered that young people’s self-recognition that their usual behaviour is not appropriate is a good outcome. Others in the mental health area talked about two young people whose problems were not “solved” by the programme. However, they also stressed that the young people’s problems were extreme: one was severely suicidal and that he/she is still alive should be seen as a positive outcome. 

One programme provider, who had previously provided services to YHT clients, was extremely critical of the programme, mainly because he/she rejected the rigidity of the behaviour modification regime and contrasted it to their own approach, which they characterised as “a personal approach”.

Stakeholder views of family needs and outcomes achieved

In general, stakeholders were far less aware of the needs of, and outcomes for, the families of YHT clients compared with their knowledge of the young people. Although they acknowledged the link between SCD and family dysfunction, they tended to focus on families’ general needs for coping strategies to better manage their SCD young person. A couple of the stakeholders provided details about the sorts of problems apparent in the families of their clients to illustrate the level of intervention that would be needed.
· Need to resource programme enough to get families to seek own solutions.

· Difficult, difficult families – all in different ways. Kids usually alienated from their families.

· Get father out of gang. Fix his substance dependence – what’s the point of putting kids back into that environment. 

Two stakeholders who worked with young people with similar family characteristics to those of YHT clients talked about the futility of interventions with some of the families. Although they supported the MST approach, and recognised the part that families played in the young people’s current problems, they also felt that the resources required to address the needs of many, if not most, of the families are not available and possibly would be better spent elsewhere, eg on the families for which positive change is more achievable and on better preparing the young people of the other families for independent living after they have completed the programme. However, they noted that the latter approach (where reintegration with families is not sought) would not be a possibility for Māori clients “whose families are part of them forever”.

Keeping in mind stakeholders’ general lack of familiarity with clients’ families, their comments about the outcomes of the programme for families are limited. Most indicated that they had no idea. Other comments included the following.
· But family environment changes more limited. Any change would need coordination between CYF workers and family.

· Parents given strategies to cope with kids and handle them.

· Ongoing support for parents.

Summary of participation in the Bridging Programme
The profile of the Bridging Programme at the point of the outcomes evaluation as well as the previous process evaluation shows that the programme is appropriately targeted. The participants have been diagnosed as Early Onset SCD. Over two-thirds have suffered some form of maltreatment and they show significant health-related risk factors and negative behaviours. All the young people had histories of multiple unsuccessful interventions.

While the Bridging Programme focuses on the needs of the SCD young people, the evolution of an ecological approach and strong casework orientation has resulted in high levels of parental/carer support even where parents/caregivers were initially unsupportive or hostile. The young people participating in the programme were supportive of it. Those young people whose parents/caregivers were least supportive of the programme were also less supportive of the programme.
Outcome change for young people can be summarised as follows.
· 21 of 26 participants exhibited less severe problems with antisocial, aggressive or disruptive behaviours.

· Only three showed moderately to very severe attention-seeking behaviour at the time of the outcomes evaluation, compared with 20 young people at entry.

· Eight of the 26 young people have shown a reduction in the severity of sexually promiscuous behaviour and 18 of the 26 young people currently have no significant behavioural problem in this area.

· At entry, all 26 young people showed moderately severe to very severe disobedient and oppositional behaviour. This remains a problem for 15 young people. 20 of the young people have shown reductions in the severity of disobedient behaviours.

· 24 of the 26 young people had severe or very severe impulsivity problems at entry. 18 of the young people show less compulsivity.

· There is reduced severity in the types of incidents and events of antisocial behaviours. Only four of the young people still engage in severely aggressive and risky behaviour.

· All but two young people have shown improvements in language and literacy.

· Educational improvements have been indicated in maths, English and spelling.

· School attendance has been stabilised for most young people and truancy reduced. This is associated with improvements in concentration levels and communication skills.

· In relation to personal skills:

–
19 young people showed improvements in self-esteem
–
19 young people showed improvement in self-care and independence
–
11 young people showed increased participation in sports
–
18 young people showed improved peer relationships
–
15 young people’s family relationships improved and 15 young people’s time with family increased.
· Health-related problems and risks decreased for most of the young people, eg:

–
only six of the young people are currently moderately to severely depressed compared with 18 young people at entry
–
12 young people have reduced tendencies towards suicide and/or self-harm.

8. Economic evaluation: framework
The third component of the evaluation of the Bridging Programme provided by YHT attempted to establish whether the programme was “value-for-money”.

At the beginning of the evaluation, it was recognised that there may be significant problems in undertaking such an analysis. Consequently, we applied a three-step process.
· The first step was to develop a methodology that would allow the value-for-money of the Bridging Programme, and other similar programmes, to be assessed. 
· The second step was to specify the data required to “drive” such a methodology and to establish the existence and accessibility of that data. 
· The third step was to either apply the methodology (if the requisite data could be accessed within the resource constraints of the current evaluation) or (if that data was not available) advise on ways in which CYF and other agencies could establish and maintain a data platform that would allow cost–benefit analysis to be undertaken for CYF interventions in the future. 

Despite defining the analytic model in a relatively conservative manner to optimise the likelihood of the model being applied, the process of assessing data existence and accessibility has revealed significant data limitations. These limitations are such that the application of the model would considerably exceed the resources available for the economic component of this evaluation.

The remainder of this section:

· outlines the cost–benefit model 

· presents specifications of the required data to drive the cost–benefit model if applied to the YHT Bridging Programme

· presents advice regarding the development of an evidential platform adequate to the analysis of the costs and benefits or value-for-money of interventions delivered or funded by CYF.

The generic cost–benefit model

Cost–benefit analysis provides a framework for organising information that assists decision makers to determine if allocating scarce resources to a particular course of action rather than others is “worth it”, or provides value-for-money. Put another way, cost–benefit analysis is a formal way of adding up the advantages and disadvantages of doing one thing, usually as opposed to doing something else.

Any review of the cost–benefit analysis literature reveals that it is a flexible tool that different researchers have shaped in different ways – both to meet the needs of decision makers and to manage the inevitable limitations on the time and data available to do the evaluative research.

Sometimes cost–benefit analysis appears to be presented in a “single option” format, ie the researcher asks (and then uses available information to answer) the following sequence of value-for-money questions.
· What are the costs, and to whom, of intervening to resolve this problem in this way?

· What are the benefits, and to whom, of intervening to resolve the problem in this way?

· Do the benefits outweigh the costs? (after first adjusting for the differential time profiles of each)

With this approach, if the value of the benefits is found to outweigh the value of the costs, the implication is that decision makers should adopt this approach to resolving the problem, as it provides value-for-money.

In reality, researchers who use this approach to value-for-money studies do have in mind an implicit alternative – and that alternative is that the Government not intervene at all. So some of the benefits they record are, in fact, averted costs. For example, in the context of a youth justice programme, one of the benefits counted could be the costs that society does not incur in the years after the person completes the programme, because the young person is less likely to offend, leading to lower Police, social welfare, court and prison costs.

In other situations, evaluators apply an explicitly “multiple options” variant of cost–benefit analysis. This variant of value-for-money evaluation involves framing a different sequence of questions.
· What are the alternative options for solving this problem?

· How do the benefits to society of each of these options compare with the costs each imposes onto society? (after adjusting for the differential time profile of each)
· Which option has the highest benefit:cost ratio, or the largest net benefits (total present value of benefits less total present value of costs)?

In the explicit multiple options variant of value-for-money evaluations, the implication is that decision makers would be advised to adopt the intervention with the highest benefit:cost ratio, or highest net benefit value, as it provides greater value-for-money than the alternatives.

Whether the researcher adopts the (seemingly) single option approach or the explicit multiple options approach, best practice methodology in cost–benefit analysis involves undertaking three distinct phases to assess the costs and benefits of the alternative options. The three distinct phases are:

· enumerating (listing) the costs and benefits to be included

· quantifying (measuring) the costs and benefits in physical units

· valuing the costs and benefits in financial units.

Enumerating (listing) the costs and benefits to be included

The key issues here are deciding how widely costs and benefits should be defined – and on whom they fall. There will always be direct costs and benefits to those most directly involved in the programme (in a youth justice intervention, for example, the offenders and their families, and the agencies that incur costs in dealing with the consequences of their offending), but often intervening will also produce some indirect side-effects (positive/benefits or negative/costs) that may have been difficult to predict before the programme was set up.

The wider the range of parties taken into consideration in the evaluation, the more likely it is that indirect costs and benefits will emerge. For example, cost–benefit analysts always advocate adopting a whole of society perspective.
Quantifying (measuring) the costs and benefits in physical units

A key issue on the benefit side of the analysis is how to validly estimate the probability that the intervention or programme will change the behaviour of people or the environment they operate in.
With regard to the costs incurred to deliver the programme, a key issue is how to deal with joint use of resources, when multiple programmes draw on the same shared overheads or support services.
Valuing the costs and benefits in financial units

Particular issues in this phase are how to value benefits or costs that are not sold in the market (eg loss of life, reduction of fear and anxiety of victims), and how to deal with differential timing, risks and uncertainty when benefits and costs are spread over substantial time periods – as they inevitably are.

Categories of costs and benefits

At the abstract or conceptual level, cost–benefit analysis provides only very high-level guidance about the types of costs and benefits to be identified in any specific analysis. Analysts should look for direct and indirect costs and benefits, which may be intended or unintended. They should also seek to establish the marginal costs and benefits, rather than the average costs and benefits.

Generally accepted definitions are as follows.
· Direct costs – those costs that can be identified specifically with a particular project or programme or that can directly be assigned to such activities with a high degree of accuracy. For example, staff who work 100% on a given programme or equipment solely dedicated to a particular programme are examples of direct costs.

· Indirect costs – those costs that are not easily identifiable as arising from a specific project or programme, but which are necessary to the operation of the programme. Typically, indirect costs are shared between a number of programmes and often include such items as the executive director’s salary, rent, telephones and other expenses, which benefit all of the programmes and functions of an organisation.

· Direct benefits – those benefits that are a direct result of the intervention under study, ie changes that arise because the programme involved has influenced behaviour or performance in way that is judged advantageous by those who receive the benefits.

· Indirect benefits – those benefits that are secondary effects of the direct impacts of the programme, which are judged to be positive outcomes.

· Marginal costs – these are different from average, or accounting, costs. Average costs are derived by dividing total costs by total workload in a given period of time. Marginal costs reflect only those costs that go up or down as workload changes. They reflect the variable costs associated with changes in levels of production, not the fixed costs that must be met regardless of the level of production. That is, to estimate marginal costs, exclude any costs that would be incurred regardless of whether or not the programme operates.

· Marginal benefits – these are the additional benefits produced by a programme, operating at a specific level of output.

Exactly which categories of benefits and costs will arise is very programme-specific. The “framework” for assessing the costs and benefits of each option being evaluated therefore needs to be drawn in each case from an understanding of how a specific programme is being delivered (how the inputs are being organised to produce outputs) and an understanding of the programme logic (how those outputs are expected to result in positive outcomes).

Precisely how cost–benefit analyses are undertaken also depends on the nature of the decision-making context involved. The majority of cost–benefit analyses are undertaken prospectively. That is, decision makers in one constituency become aware of evidence of the positive effects of a programme in some other constituency and decide that they want to evaluate the implications of delivering it in their constituency. In this context, the cost–benefit analysis involves developing a theoretical model of how the programme would operate, and its likely costs and benefits, based on experience elsewhere.

In other contexts, the programme in question has already been operating for some time, so the evaluation has a more retrospective focus. The issue then is to establish what costs and benefits have arisen in reality in the past as a consequence of the operation of the programme. In this context, the cost–benefit analysis is less of a modelling process and more of a detective search involving gathering information from existing operational databases and primary data sources to document what actually happened.

Applying a cost–benefit model to the Bridging Programme 

In this project, we were specifically interested in evaluating the costs and benefits (and, ultimately, the value-for-money) of the Bridging Programme for young people who have Early Onset SCD and for whom a variety of other interventions have failed.
Applying a cost–benefit model to the Bridging Programme requires three critical actions:

· determining an appropriate comparator for the Bridging Programme

· specifying and measuring costs for the Bridging Programme and any comparator
· specifying benefits for the Bridging Programme and any comparator.
The second and third of these critical actions fall within the broad rubric of enumerating costs and benefits. 

Determining the comparator
Typically, cost–benefit models are directed to one or both of the following ends:

· assessing the absolute value-for-money of a particular intervention

· comparing the value-for-money of one intervention with another intervention.
The first of these approaches involves comparing the outcomes for the SCD young people involved in the Bridging Programme with those of SCD young people who are not subject to any intervention. This is simply not practicable, however, as their behaviour and the risk factors relating to their care and protection (including neglect and abuse) mean that they would be inevitably be subject to a variety of interventions including child welfare, Police/justice, education and/or health from a young age.
The alternative is, therefore, a comparison between the Bridging Programme and the usual range of interventions for children and young people with diagnosed Early Onset SCD or similar sets of behaviours. Effectively, children and young people with these behaviours enter the Bridging Programme or will be managed through the CYF case management system. The intervention histories of children managed by the CYF case management system are characterised by a diverse range of services including those delivered by CYF itself and those delivered by way of external contracted programmes. 

Under this alternative, over a three-year period in the 12–15 years age group, young people are likely to experience multiple placements of various durations in a range of residential and non-residential settings. The previous intervention histories of young people on the YHT programme, as described in Section 7, provide insight into this range of services. They are likely to include residential services and placements such as foster homes, extended family placements, Specialist Family Homes and CYF residential centres (with varying lengths of stay), alternative and special education services, and a range of health and mental health services. In extreme circumstances, when no other place to stay is available, a young person and a tracker may be accommodated in a motel. Should very serious mental health problems emerge, young people may also spend some time in a DHB mental health bed.
Enumerating the costs and benefits to be included

While the Bridging Programme remains unique in New Zealand, it and many other social programmes involve society’s investment in skill acquisition and behaviour management that it is hoped will reduce the incidence of “social bads” in the future. That is, one of the main “benefits” of these youth programmes or services is the future social costs avoided because participants in the programme are in the future less likely to engage in undesirable behaviours that have adverse consequences for themselves and others.

Interviews with YHT staff and staff of agencies that interact with YHT showed that delivery of the SCD programme has resource implications for a number of government agencies. 

In the first instance, there are the operating costs at YHT that are funded by the contract for the programme with CYF and the Ministry of Education. For YHT, four domains of cost have been identified, within the YHT financial accounts.
· Residential and community involvement costs – this includes the costs of providing a place where the children can sleep, eat and take part in supervised recreation. It also includes the costs of providing clothing and transport, funding non-school-related activities in the community and supervising the young people in the home and when they are out in the community.

· Formal education costs – these are the costs incurred by YHT to provide the young people with formal education. It includes the costs of running the Learning Centre on a day-to-day basis, repairing and maintaining the Learning Centre buildings, and undertaking activities away from the school base during school time. It also involves the costs of supporting YHT children and their teachers when children are placed in mainstream schools. 

· Health-related costs – these are the costs of health care services met by YHT to treat mental or physical health conditions that young people are identified as having or require treatment for as a consequence of their behaviours.

· YHT overhead costs – these constitute a share of the costs of operating a community-based organisation that are not directly related to the Bridging Programme but that need to be incurred in order to have an organisation capable of delivering the interventions required.

Beyond the contracted service delivery by YHT, CYF incurs a variety of types of additional costs to support the YHT programme, as does the Ministry of Education. The Police, Health and Youth Justice agencies also incurred some costs associated with young people on the programme.

Table 8.1 enumerates the different categories of direct and indirect costs and benefits, by agency, that the YHT SCD programme is expected to give rise to.
Table 8.1: Bridging Programme – types of costs and benefits arising

	
	YHT Contract (CYF & MinEdu)
	CYF
	EDUCATION
	HEALTH

(DHB)
	POLICE
	JUSTICE

	COSTS

	Direct costs
	· Residential and community costs

· Learning Centre costs

· Health-related costs

	· Northern Residential Centre (NRC)

· Case Coordinators and Social Workers

· Rates and property insurance on two residences

· Leased cars

· YHT contract development, negotiation and monitoring
	· YHT contract development, negotiation and monitoring

· Group Special Education costs (Teacher Aide in mainstream school)
	· GP subsidy

· Prescription subsidy

· A&E consultations

· Inpatient care (mental and physical)
	· Investigating incidents at YHT or school

· Locating and returning absconded young people
	· Diversion, Youth Aid, Family Group Conference, and Court Order Costs

	Indirect costs
	· YHT overhead costs
	· CYF overhead costs
	· MinEdu overhead costs
	· DHB overhead costs
	· Police overhead costs
	· Justice overhead costs

	BENEFITS

	Direct benefits
	· Improved capacity to function normally

· Improved educational outcomes

· Able to return to mainstream schooling
	
	
	
	
	

	Indirect benefits
	
	
	· Reduced property damage and arson to schools and school property

· Improved capacity to deal with other children with behavioural problems
	· Lower incidence of death or self-harm
	
	· Reduced costs of offending 


Table 8.2 enumerates the different categories of direct and indirect costs and benefits that it is expected would have arisen if the young people on the SCD programme were instead receiving the usual range of services through the case management system of CYF (through Youth Justice or Care and Protection).

Table 8.2: CYF usual services alternative – types of costs and benefits arising

	
	CYF
	Education
	Health (DHB)
	Police
	Justice

	COSTS

	Direct costs
	· Care and Protection Social Worker and/or Youth Justice Social Worker

· Residential care (NRC or equivalent)

· Specialist Family Home Care

· Family Care

· Foster Care

· Ad Hoc Care

· Contracted Education Providers

· Specialist Day Programmes
	· Mainstream school costs and Group Special Education costs


	· GP subsidy

· Prescription subsidy

· A&E consultations

· Inpatient care (mental and physical)
	· Investigating incidents at residences, family homes, etc 

· Locating and returning absconded young people
	· Diversion, Youth Aid, Family Group Conference, and Court Order Costs

	Indirect costs
	· CYF overhead costs
	· MinEdu overhead costs
	· DHB overhead costs
	· Police overhead costs
	· Justice overhead costs

	BENEFITS

	Direct benefits
	
	
	
	
	

	Indirect benefits
	
	· Reduced property damage and arson to schools and school property

· Improved capacity to deal with other children with behavioural problems
	· Lower incidence of death or self-harm
	
	· Reduced costs of offending 


Quantifying the costs and benefits in physical units

To quantify the costs and benefits arising from the Bridging Programme and the alternative (the usual range of services through CYF’s case management system) would require data collection from a range of different sources.

For each alternative, Tables 8.3 and 8.4 summarise the ideal data, the data actually available, and any data gaps for each of the types of costs and benefits, by agency.

Table 8.3: Bridging Programme – Data to quantify and value, cost and benefits

	COSTS

	
	Ideal Data
	Data Sources Available
	Data Gaps

	YOUTH HORIZONS TRUST CONTRACT (CYF & MINEDU)

	Direct costs
	Residential and related costs

	Volume and value of inputs to provide residential and related costs
	YHT accounting data for five residence cost centres *
	Donated costs of overseas students at one residence

	
	Learning Centre costs

	Volume and value of inputs to operate Learning Centre
	YHT accounting data for Learning Centre cost centre *
	

	
	Health-related costs

	Volume and value of health-related inputs
	YHT logs of medical consultations and medicines *
YHT accounting data for health costs *
	Donated costs of psychiatric treatment by Professor John Werry

	Indirect costs
	YHT overhead costs
	Total overhead costs and proportion associated with Bridging Programme
	YHT admin costs and ratio of Bridging Programme costs to other YHT programmes +
	


	CHILDREN YOUTH AND FAMILY

	Direct costs
	Northern Residential Centre (NRC)
	Number of days used and cost per day per child
	YHT admin data on use of NRC and CYF Operational and Property cost data +
	Depreciation

	
	Case 

Coordinators and Social Workers

	Case Coordinators:

Contact hours to develop and monitor Action Plans and cost per hour

Social Workers:

Contact hours to approve Action Plans and fulfil guardianship obligations and cost per hour
	Case Coordinator:

Estimated contact hours from coordinators # and CYF HR/wage data +
Social Workers:
Estimated contact hours from social workers # and CYF HR/wage data +

	

	
	Rates and property insurance on two residences
	Value of rates and property insurance
	CYF budget data, Auckland branch +
	

	
	Leased cars
	Value of leases
	CYF budget data, Auckland branch +
	

	
	YHT Contract development, negotiation and monitoring
	Hours to develop, negotiate and monitor YHT contract and cost per hour
	Contract Manager estimate of time #
CYF HR/wage data +
	


Table 8.3 (continued)
	COSTS

	
	Ideal Data
	Data Sources Available
	Data Gaps


	CHILDREN YOUTH AND FAMILY

	Indirect costs
	CYF overhead costs
	Total CYF overhead costs and proportion associated with each of the direct cost components 
	CYF budget data on overhead costs +
Estimate of proportion of YHT SCD-related direct costs to total operating costs #
	

	EDUCATION

	Direct costs
	YHT Contract development, negotiation and monitoring
	Hours to develop, negotiate and monitor YHT contract and cost per hour
	Contract Manager estimate of time #
MinEdu HR/wage data +
	

	
	Group Special Education costs (Teacher Aide in mainstream school)
	Number of Teacher Aide hours spent and cost per hour
	YHT information on support accessed from Group Special Education #
MinEdu HR/wage data +
	

	Indirect costs
	MinEdu overhead costs
	Total MinEdu overhead costs and proportion associated with each of the direct cost components
	MinEdu budget data on overhead costs +
Estimate of proportion of YHT SCD-related direct costs to total operating costs #
	

	HEALTH (DHB)

	Direct costs
	GP subsidy
	Number of consultations and subsidy cost per consultation 
	YHT logs of consultations +
DHB subsidy schedule +
	

	
	Prescription subsidy
	Number and types of medicines subscribed and subsidy associated with each
	YHT logs of medications provided +
Pharmac subsidy rates +
	

	
	A&E consultations
	Number of consultations and cost per consultation
	YHT logs of incidents +
DHB costing data +
	

	
	Inpatient care (mental and physical)
	Days stayed and cost per day by type of inpatient care
	DHB costing data on cost per day by type of inpatient care +
	Information on days stayed 

	Indirect costs
	DHB overhead costs
	Total DHB overhead costs multiplied by YHT associated medical costs as a proportion of total DHB operating costs 
	DHB overhead cost data +
YHT-related and total DHB operating cost data #
	

	POLICE

	Direct costs
	Investigating incidents at YHT or school
	Time required to investigate incidents and cost per hour
	Police estimates of time involved #
Police HR/wage data +
	

	
	Locating and returning absconded young people
	Time required to locate and return young people and cost per hour
	Police estimates of time involved #
Police HR/wage data +
	

	Indirect costs
	Police overhead costs
	Total Police overhead costs multiplied by YHT associated costs as a proportion of total Police operating costs 
	Police overhead cost data +
YHT-related and total Police operating cost data #
	


Table 8.3 (continued)
	COSTS

	
	Ideal Data
	Data Sources Available
	Data Gaps

	JUSTICE

	Direct costs
	Diversion, Youth Aid, Family Group Conference, and Court Order Costs
	Time and costs associated with each category of Youth Justice intervention
	Data from 1999 – Review of Resourcing of the Youth Justice System – indicative offender based costs *
	Dated cost data with limited record of assumptions on which it is based

	Indirect costs
	Justice overhead costs
	Total Youth Justice overhead costs multiplied by YHT associated costs as a proportion of total Youth Justice operating costs 
	Youth Justice overhead cost data +
YHT-related and total Youth Justice operating cost data #
	


	BENEFITS

	
	Ideal Data
	Data Sources Available
	Data Gaps

	YOUTH HORIZONS TRUST

	Direct benefits 
	Improved capacity to function normally
	Output Evaluation results
	Clinical Assessments +
	

	
	Improved educational outcomes
	Educational assessment 
	YHT Learning Centre records +
	

	
	Able to return to mainstream schooling
	Proportion of participants in mainstream schooling
	YHT Learning Centre records +
	

	CHILD YOUTH AND FAMILY

	Direct benefits
	
	
	
	

	Indirect benefits
	
	
	
	

	EDUCATION

	Indirect benefits
	Reduced property damage and arson to schools and school property
	Number of incidents and cost per incident
	Ministry of Education property damage and arson data +
	No basis for assessing probability of offending

	
	Improved capacity of teachers to deal with other children with behavioural problems
	Extent of skills gained 
	Interviews with teachers about skills gained #
	

	HEALTH (DHB)

	Indirect benefits
	Lower incidence of death or self-harm
	Probability of death or self-harm and value of avoiding it
	
	No basis for assessing probability and no consensus about value of avoiding it

	POLICE

	Indirect benefits
	Reduced costs of offending
	Incidence of main types of offending
 and costs associated with each type
	
	No basis for assessing probability of each type of offending or readily estimating the extent of avoided costs


Table 8.3 (continued)
	BENEFITS

	
	Ideal Data
	Data Sources Available
	Data Gaps

	JUSTICE

	Indirect benefits
	Reduced costs of offending
	Incidence of main types of offending
 and costs associated with each type
	
	No basis for assessing probability of each type of offending or readily estimating the extent of avoided costs


* = Data exists and is already collected.

+ = Data known/thought to exist but not easily accessible.

# = Original data generation would be required.

Table 8.4: CYF usual services alternative – 

data to quantify and value, cost and benefits

	COSTS

	
	Ideal Data
	Data Sources Available
	Data Gaps

	CHILD YOUTH AND FAMILY

	Direct costs
	Care and Protection Social Worker and/or Youth Justice Social Worker
	Contact hours to case manage youths and costs per hour
	Estimated contact hours from social workers #
CYF HR/wage data +
	

	
	Residential care (NRC or equivalent)
	Number and length of placements and cost per placement 
	CYF residential services and property budget data +
	No basis for estimating likely number and length of placements 

	
	Specialist Family Home Care
	Number and length of placements and cost per placement 
	CYF Specialist Family Home care and property budget data +
	No basis for estimating likely number and length of placements 

	
	Family Care
	Number and length of placements and cost per placement 
	CYF costing from Youth Services Strategy for One to One Services *
	No basis for estimating likely number and length of placements 

	
	Foster Care
	Number and length of placements and cost per placement 
	CYF Foster care payment data +
	No basis for estimating likely number and length of placements 

	
	Ad Hoc Care

	Number and length of placements and cost per placement 
	CYF administrative records and miscellaneous costs budget data +
	No basis for estimating likely number and length of placements 

	
	Contracted Education Providers
	Annual cost of education per child
	CYF contracted education provider budget data +
	

	
	Specialist Day Programmes
	Utilisation of Specialist Day Programmes and cost per programme
	Specialist Day Programme costs from Youth Services Strategy costings *
	

	Indirect costs
	CYF overhead costs
	
	
	


Table 8.4 (continued)

	COSTS

	
	Ideal Data
	Data Sources Available
	Data Gaps

	HEALTH (DHB)

	Direct costs
	GP Subsidy
	Number of consultations and subsidy costs per consultation
	DHB Subsidy schedule +
	Data on incidence

	
	Prescription Subsidy
	Number and types of medicines prescribed and subsidy associated with each
	Pharmac Subsidy rate +
	Data on incidence

	
	A&E Consultations
	Number of consultations and cost per consultation
	DHB costing data +
	Data on incidence

	
	Inpatient care (mental and physical)
	Days stayed and cost per day by type of inpatient care
	DHB costing data +
	Data on incidence

	Indirect costs
	DHB overhead costs
	Total DHB overhead costs multiplied by CYF associated medical costs as a proportion of total DHB operating costs
	DHB overhead cost data +
	

	EDUCATION

	Direct costs
	YHT contract development, negotiation and monitoring
	Hours to develop, negotiate and monitor YHT contract and cost per hour
	Contract Manager estimate of time #
MinEdu HR/Wage data +
	

	
	Group Special Education costs (Teacher Aide in mainstream school)
	Number of Teacher Aide hours spent and cost per hour
	YHT information on support accessed from Group Special Education #
	

	Indirect costs
	Ministry of Education overhead costs
	Total MinEdu overhead costs and proportion associated with each of the direct cost components
	MinEdu budget data on overhead costs +
Estimate of proportion of YHT SCD related direct costs to total operating costs #
	

	POLICE

	Direct costs
	Investigating incidents at YHT or school
	Time required to investigate incidents and cost per hour
	Police estimates of time involved #
Police HR/wage data +
	Probability of incidents

	
	Locating and returning absconded young people
	Time required to locate and return young people and cost per hour
	Police estimates of time involved #
Police HR/wage data +
	Probability of incidents

	Indirect costs
	Police overhead costs


	Total Police overhead costs multiplied by CYF associated costs as a proportion of total Police costs
	Police overhead cost data +
CYF-related and total Police operating cost data #
	Probability of incidents


Table 8.4 (continued)
	COSTS

	
	Ideal Data
	Data Sources Available
	Data Gaps

	JUSTICE

	Direct costs
	Diversion, Youth Aid, Family Group Conference, and Court Order costs
	Time and costs associated with each category of Youth Justice intervention
	Data from 1999 – Review of Resourcing of the Youth Justice System – indicative offender based costs *
	Dated cost data with limited record of assumptions on which it is based

	Indirect costs
	Justice overhead costs
	Total Youth Justice overhead costs multiplied by CYF associated costs as a proportion of total Youth Justice operating costs
	Youth Justice overhead cost data +
YHT-related and total Youth Justice operating cost data #
	


	BENEFITS

	
	Ideal Data
	Data Sources Available
	Data Gaps

	CHILD YOUTH AND FAMILY

	Direct benefits
	
	
	
	

	Indirect benefits
	
	
	
	

	EDUCATION

	Direct benefits
	
	
	
	

	Indirect benefits
	Reduced property damage and arson to schools and school property


	Number of incidents and cost per incident
	Ministry of Education property damage and arson data +
	No basis for assessing probability of offending

	
	Improved capacity to deal with other children with behavioural problems
	Extent of skills gained
	Interviews with teachers about skills gained #
	

	HEALTH (DHB)

	Indirect benefits
	Lower incidence of death or self-harm
	Probability of death or self-harm and value of avoiding it
	
	No basis for assessing probability and no consensus about value of avoiding it

	POLICE

	Indirect benefits
	Reduced costs of offending
	Incidence of main types of offending and costs associated with each type
	
	No basis for assessing probability of each type of offending or readily estimating the extent of avoided costs

	JUSTICE

	Indirect benefits
	Reduced costs of offending
	Incidence of main types of offending and costs associated with each type
	
	No basis for assessing probability of each type of offending or readily estimating the extent of avoided costs


For the Bridging Programme, the majority of both direct and indirect costs are relatively straightforward to quantify and value, using YHT accounting data. The aspects that are somewhat more complicated are valuing donated costs to the operation of the programme, and the inputs of other government agencies. Donated time (eg psychiatrist consultations provided by Professor John Werry and supervision of young people at one of the residences provided by Danish students) could be measured by asking those donating the time to quantify the hours involved, and pricing it at what it would cost YHT to purchase such services.

To quantify and value the inputs provided by CYF to support YHT delivery of the Bridging Programme, contact needs to be made with a number of different parts of the organisation. This is because the costs fall within a number of different financial “responsibility centres”. For staff inputs, estimates of the time involved would need to be obtained from the individuals involved, and then wage data would be used to produce a value of the time spent. The financial value associated with leased vehicles, rates and insurance for properties should also be able to be deduced from financial files. Some method would need to be found to estimate the share of overhead costs at branch and national level, although, again, the basis for doing this is not particularly evident.

For other government agencies, similar investigations – contacting staff involved to estimate time and related inputs, and using financial data to value this – would also be involved.

Much larger difficulties exist in relation to quantifying and valuing the benefits of the Bridging Programme. For the direct benefits, the output element of the evaluation provides some measure of the impact of the programme on various facets of the behaviour of participants, and the Learning Centre produces measures of educational achievement. There is, however, no clear basis for valuing these in a financial sense.

Even greater difficulties exist for the longer-term, indirect benefits, eg reduced offending of a variety of forms. With no longer-term follow-up existing, there is no valid basis for identifying the volume of any reduction in future offending or the value associated with that.

The CYF case management system generates diverse service mixes. That diversity makes it difficult to establish the direct costs and indirect costs of services. This is exacerbated by CYF’s highly disaggregated system of financial delegations. The four output classes that Parliament appropriates for CYF are broken down into 39 “services”, and the financial resources of the organisation are managed within 132 different “responsibility centres” or cost centres. Many of the latter are input focused and relate to staff, property, vehicles or different types of overhead costs. 

This diversity of service mix and the movement of young people from one case manager to another (sometimes generated by a shift from one region to another) means that the direct costs of case management would have to be established through the collection of data from multiple cost centres and output classes and, because CYF does not capture activity-based input data at the case manager level against clients, estimates of the inputs against activity.

Two other problems arise in relation to cost–benefit analysis of CYF case management.
· There is no baseline data regarding the typical mix of services for SCD children and young people. For other government agencies, the same issues in quantifying and valuing costs will exist as for the YHT alternative. 

· There are particular problems in analysing the benefits of CYF case management relative to the benefits of the Bridging Programme intervention. The latter has been subject to outcome measurement through:

–
the Bridging Programme evaluation

–
the reporting requirements of YHT’s contract with CYF and the Ministry of Education

–
YHT’s own testing and monitoring of the participants in the Bridging Programme.
CYF does not undertake the same level of testing and outcome monitoring of its clients. Therefore, there is no reliable method of measuring or valuing CYF outcomes.
Figures 8.1 and 8.2 graphically illustrate the problems with data availability and accessibility. While data is both collected and available for YHT, it becomes increasingly less accessible and/or available for other government agencies, particularly relating to CYF services.
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Generating an evidential platform

There are substantial risks associated with attempting to estimate the costs and benefits of the Bridging Programme relative to those of the usual range of services through CYF’s normal case management system. The validity of any such estimates will be highly questionable. 
The majority of costs are covered in one contract for the Bridging Programme, so it is much easier to identify overhead costs. It is much more likely that these will be underestimated in the CYF-managed alternative because of the difficulties of tracking these through CYF’s complex financial management arrangements. On the benefits side, getting any estimates at all, in financial terms, will be the issue. Taking these factors into account, our recommendation is that an attempt to apply cost–benefit analysis to assess the value-for-money of the Bridging Programme not be undertaken at this time.

An extensive process of cost-accounting could be undertaken to collect CYF cost data. This would provide considerable insight into CYF activities and costings by the services (including case management) it provides. In terms of providing a sustainable evidential platform for assessing the value-for-money of the Bridging Programme, there is a significant limitation to generating accounts of CYF’s costs to provide case management, and the services delivered through it. Retrospective costing will still not allow for an analysis of cost–benefits because of the lack of systematic outcome data for CYF clients outside the Bridging Programme. 

This problem was recognised at the inception of the Bridging Programme evaluation. The intention was to generate a matched sample of children outside the Bridging Programme and systematically test outcomes for them as well as undertake separate costings of the services assessed by the matched sample of children. Because this approach was not acceptable to the Auckland Health Ethics Committee, an effective assessment of the Building Programme’s value-for-money was prevented. Retrospective cost-accounting also has the disadvantage of being time bound.
Two other pathways towards a sustainable evidential platform for cost–benefit analysis of interventions delivered and/or funded by CYF (including the Bridging Programme) are:

· developing and implementing activity-based accounting within CYF
· implementing a longitudinal cohort study of children and young people coming under CYF care due to behavioural problems.

The first of these pathways will ensure sustained collection of costing data, while the latter pathway will provide data on:

· the probabilities of various permutations of service mix through case management

· the relative cost of various service mixes
· the outcomes associated with different service mixes.

9. Critical issues and building capacity
The evaluation has focused on:

· describing the delivery of the YHT Bridging Programme in relation to the five critical elements of targeting, quality, transparency, managerial efficiency and robustness
· describing the outcomes of the programme in relation to five critical domains (behavioural, educational, personal, social (including peer relations) and health) and considering those in the light of family, peer and other contextual factors
· providing an economic evaluation framework for assessing the costs and benefits of the Bridging Programme, enumerating the data required relating to the programme and to the best comparator, and assessing data quality and availability.

This section provides a brief overview of the key findings and conclusions that can be drawn from each of these three components. It then comments on critical issues in relation to:

· YHT in its provision and management of SCD through the Bridging Programme

· the national management of Early Onset SCD

· further evolution of the practice model
· developing a centre of excellence in New Zealand.

The current costs to society of young people with Early Onset SCD are high, whether they are in a programme such as the Bridging Programme or in the usual range of services under CYF case management. Given the intractable nature of SCD, costs have previously been assumed to be lifelong. As noted earlier in the report, these young people typically come to the notice of CYF during their early childhood years and have been exposed to multiple interventions that have failed. While the costs of these multiple services are not currently known, the costs of the YHT are. The process evaluation has shown the efficient and effective delivery of a quality programme while the outcomes evaluation shows achievements across a range of domains.
Findings of the process evaluation

The process evaluation concluded that the Bridging Programme effectively targeted Early Onset SCD young people despite some difficulties ensuring that adequate levels of accurate information were provided by referring agencies and CYF case managers. Initial problems with processes of admission and decision making with YHT appear to have been resolved. There is no evidence of YHT attempting to cream-skim by selecting less difficult clients. Indeed, stakeholders have commented on the willingness of YHT to actively support them during referral processes of extremely difficult young people. 

In relation to quality, the process evaluation component noted that the Bridging Programme demanded very high levels of skill and staff support and, therefore, faced difficulties recruiting staff with appropriate management and service credentials and experience. The report noted that YHT has managed those demands through a combination of support for staff, close supervision, a strong management and accountability structure, and the development and delivery of a structured training programme. These activities are supported by a strong professional ethos and a commitment to evidence-based practice in YHT. Those attributes still characterise YHT and the organisation is held in high esteem by the stakeholders with whom it works. 

Indicative of the quality of the Bridging Programme, and the skills and competencies of YHT in the area of SCD management, are the range of other agencies that have called, and continue to call, on YHT to assist them in developing programmes and skills to deal with extreme and antisocial behaviours among young people.

The process evaluation also concluded that YHT has been able both to establish itself as a new programme and to develop and deliver a programme in a new sector of operation. This is despite initial organisational challenges and its adoption of an innovative practice model that continues to evolve in response to the experience of international and New Zealand practitioners.

The programme fidelity assessment undertaken in the course of the outcomes evaluation component showed that most parents saw YHT staff to be responsive and available. They generally felt included and, for the most part, saw staff as actively attempting to engage them in treatment. Parents reported high satisfaction levels with a number of aspects of the Bridging Programme relating to responsiveness (staff availability, amount of contact with YHT, treatment plan involvement). They also noted the attention given to young people’s school and vocational progress. 

The findings of the programme fidelity assessment also support key initial findings of the process evaluation regarding transparency, efficiency and the ability and willingness of YHT to innovate, stay with and, at times, lead aspects of best practice internationally in this field. 

Of course, the extent to which YHT can innovate within the context of the Bridging Programme is limited by contractual restraints and the constraints of providing a residential service in the community. Even so, YHT has worked to integrate an ecological approach using Multi-Systemic Therapy (MST) principles in the programme. This reflects increasing research evidence that MST provides increased opportunities for maximising longer-term as well as shorter-term outcome improvement in antisocial young people.

The Bridging Programme is providing effective service delivery to a group of young people that multiple other interventions have failed to keep safe and manage in the short term and the outcomes for whom are likely to be persistent violent, destructive and self-harming behaviour. 

Findings of the outcomes evaluation
Achieving positive change in SCD young people is extremely difficult. As discussed in the international literature and the process evaluation report, Early Onset SCD is a persistent and intractable condition previously considered untreatable. 

The outcomes achieved by the Bridging Programme were assessed on the basis of three data collection processes. These were interviews with a range of stakeholders, clinical assessment of 11 young people on the programme and a survey of programme clients’ pre and current competencies and behaviours administered through YHT staff. Serious incident data from the YHT database was also analysed at an aggregate level. 

Stakeholders generally believed that if positive outcomes are possible for SCD young people, then YHT is well placed to achieve them. YHT is held in high regard within the youth, welfare, health, education and justice services sectors in Auckland. Individual service providers have confidence in YHT’s ability to deliver an optimum service. It is the general view that YHT is the only provider that can effectively address the needs of SCD young people. 

Stakeholders also had considerable confidence in the improved short-term outcomes for SCD young people. They were generally considered to be well managed and contained, and less likely to harm themselves or others.

The views of external stakeholders were consistent with the assessment of changes in young people’s behaviours, competencies and health status reported by YHT staff for each of the programme participants. The survey collected data that allowed comparison between entry and current measures across a range of domains and showed:

· a reduction in the seriousness of disruptive, antisocial or aggressive behaviour (although the numbers of incidents may have remained static)
· improved concentration, educational, language and communication skills, school attendance, and self-care and independence

· some resilient change in areas including self-esteem, peer relationships, family life and relationships and, for some, alcohol and substance/solvent misuse and heavy smoking. 

Analysis of the YHT serious incident data showed a general reduction in the seriousness and frequency of serious incidents for most young people on the programme.

The results of the clinical assessments of a limited number of YHT clients were generally consistent with other data. The clinical assessments indicated that change varied across time and reporters. Some youth changed on some indices according to some reporters. Parents were sometimes split in their perceptions of overall change in their youth. But most importantly, there was a significant reduction in self-reported delinquency across time, although some youths’ functioning deteriorated (but not substantially). The outcomes achieved by young people on the programme are consistent with international evidence of what would be expected from the documented programme delivery. Improvements to programme delivery that focused on factors as discussed below (eg peer and family management) would be expected to improve outcomes.
Highlights from the assessment of the Bridging Programme’s outcomes provide a consistent picture characterised by:

· an overall reduction in the severity of reported incidents serious enough to be recorded on the YHT in-house database
· individual improvements across the range of domains for the 26 young people participating in the programme at the end of the last calendar year
· educational outcomes that provide testament to the effectiveness of the Learning Centre
· widespread stakeholder confidence in the YHT team and the programme
· parental advocacy for more support and skill development.

On the basis of these results, there can be some optimism for the Bridging Programme’s ability to generate improved outcomes in the medium term. The clinical assessment results, in conjunction with other outcome data, indicate that YHT has served a useful purpose for some young people and for the community. 

YHT delivery of the Bridging Programme

One of the fundamental questions of the evaluation related to YHT’s ability to adequately deliver the Bridging Programme. While the process evaluation concluded that YHT was, indeed, competently delivering the programme, it touched upon various issues that could undermine optimal delivery. 
Inflexibility

Firstly, the programme itself is relatively inflexible. There are contractual and funding constraints that inhibit YHT from moving the programme into a mix of short-term residential intervention (to both stabilise the young people and give their often demoralised families some respite), with a subsequent home-based focus (conforming to a more ecologically based treatment model). 

The problems of delivering a community-based residential programme inherent to the model are exacerbated by the lack of a Stage 1 facility. Thus, the problem of antisocial peer influence in the residential houses and the Learning Centre is increased. Young people who are still in the mode of extreme acting out and who have not been subject to systematic behavioural modification techniques or skill development are, at least in the Stage 2 environment, mixing with young people who are making some degree of behavioural improvement and self-management. 

Responsiveness to Māori

Secondly, while YHT has a number of Māori staff, it still has difficulty establishing effective relationships with Māori agencies to assist with Māori young people, and their whānau or caregivers. Our view is that YHT’s preoccupation with partnership building with other providers may still be inhibiting other, possibly more important, relationship building with Māori. For instance, opportunities for building partnerships at marae level may provide more support, including positive role models, for both Māori and YHT staff than the currently sought initiatives. 

In general, Māori stakeholders recognised the need for specialised skills in SCD treatment to meet the needs of SCD Māori young people. They did not necessarily advocate delivery of treatment programmes by Māori providers. Rather, they advocated the inclusion of kuia or kaumātua (with a preference for kuia) in programmes as a way of providing Māori young people with strong role models, teaching them tikanga or cultural knowledge and helping the service operate in a culturally safe way that meets the needs of Māori young people and staff. 

Robustness and sustainability of delivery

The third issue around YHT’s delivery of the Bridging Programme relates to the robustness and sustainability of YHT’s delivery. This issue was discussed at some length in the report of the process evaluation component
 and the issues remain largely the same. One aspect of the robustness of the Bridging Programme that has emerged since, however, is the extent to which YHT will remain committed to a residential model of service delivery when:

· it still does not have a Stage 1 facility

· it wishes, in line with the emerging international evidence, to take a more ecological approach to SCD service delivery

· the current model here, as well as elsewhere, does not seem to be effective in meeting the needs of young women as effectively as those of young men.
Ongoing commitment to delivering a residential component (which is critical for short-term stabilisation) within YHT’s broader diversification of services may be contingent on finding contractual and funding mechanisms to allow YHT to evolve the current residential programme in ways consistent with its commitment to evidentially based practice. A sufficiently flexible contractual model is also needed to allow YHT to target the specific needs of individual young people and their families/whānau with appropriate treatment on a continuum of care basis.
New Zealand management of SCD young people

Evidence supports a treatment programme for SCD young people based on a continuum of care. The total population of around 400 SCD young people in the country presents with two broad treatment needs: around half may still need the residential components of the model as originally conceived (with a Stage 1 facility and post-residential placements), perhaps in association with foster care models such as Multidimensional Treatment Foster Care (MTFC); the other half may benefit from the shorter MST-based, intensive home-focused intervention or some sort of one-on-one programme. 
Although the number of SCD young people in New Zealand is probably small, their current costs to society, including those picked up by CYF, are high. Those with Early Onset SCD are likely to come to the notice of CYF during their early childhood years because of both their behaviours and care and protection concerns, particularly arising from dysfunctional family situations and high neglect and abuse risks. The quality of the family environment (eg relating to levels of affection and coercion), coupled with young people’s association with deviant peers, are two of the most powerful influences on youth at risk of conduct disorder and antisocial outcomes. 

Evidence from the evaluation suggests that SCD children reach the “end of the line” in terms of CYF and other services in their very early adolescence, having experienced multiple residential and non-residential services as well as very erratic schooling in a number of different schools. This high turnover of services and schools ends up mirroring the very thing that is a major contributor to the development of SCD – the unstructured dynamics of the family – which compounds rather than addresses the condition and potentially makes the young people and their families even more resistant to change and improvement. 

Stakeholders are very concerned about the unmet needs of SCD young people in Auckland and nationally. Stakeholders were critical of the lack of government funding for the following groups.
· The needs of children under 12 years with SCD. The experience of most stakeholders, which is reinforced in the literature, is that the manifestations of SCD generally emerge early in children’s lives (often when they are as young as 3–4 years). However, the high intervention necessary, such as the YHT behaviour modification programme, is not available for younger children. They noted that the interventions that would generally occur are likely to exacerbate SCD (such as frequently changing foster homes and a range of short-term crisis management interventions).

· The needs of young people once they reach 17 years. Currently, the YHT programme is funded to provide services for young people aged 12–17 years. Stakeholders talked about young people in general who needed care and protection or other interventions in the later adolescent and early adult years but generally could not gain access to them under the current legislation and funding allocations. Those working in the mental health area compared this with mental health legislation where young people with a diagnosed mental health disorder could have access to services (depending on their availability) after 17 years. Most stakeholders considered 19–20 years to be a minimum cut-off point for services, with a preference for an extension to 25 years for many young people. Because the YHT programme is a long-term residential programme, 15–16 year olds also tend to miss out because there is insufficient time for them to take full advantage of the programme before they reach 17 years. One stakeholder expressed his frustration: “So we can’t get our kids in there”.

· The limited capacity of the Bridging Programme to take on more young people and meet the demand for effective SCD treatment. One stakeholder estimated that up to 200 such young people live in Auckland alone and others agreed with that rough estimation. Another considered that the number of young people with SCD continues to grow exponentially so that the gap between need and programme capacity continues to widen. 
It was the view of some of the stakeholders that many CYF social workers, especially the less senior ones, are unaware of the programme or resistant to referring young people to it. A number of stakeholders working with young people with similar characteristics to the young people on the YHT programme saw CYF social workers as a barrier to referral and suggested that, in their view, young people who could benefit from the programme were not being referred.

If New Zealand is to effectively meet the needs of SCD young people and other people exhibiting significant antisocial behaviours, three factors need to be considered.
· First, while the problems these children and young people present are costly, the numbers of children and young people are small.

· Second, managing these young people requires the sustained application of highly specialised skills and high degrees of commitment on the part of service providers. That specialisation and commitment can make recruitment and retention difficult and these difficulties are exacerbated where there is uncertainty around funding commitment.

· Third, the international residential base for developing treatment and management models is moving rapidly. The delivery of best practice will rely on developing funding and contractual mechanisms that are flexible as well as capable of supporting and extending New Zealand’s current expertise and capacity. 

Building capacity

Further development of the practice model

While the Bridging Programme has served a useful function in the Auckland area, there is scope for both improving some practices and considering a change in the model of treatment. Staff, parents and youth perceive that the young people on the programme have less than optimal levels of contact with prosocial peers/activities. Parents report lower levels of assistance with parenting and family management skills. These areas of assistance include behaviour management skills and encouragement around monitoring and supervision of peer contact.
These findings, considered in the light of the outcomes achieved by the young people on the programme (which conform with those achieved in similar programmes overseas), point to the need to realign the Bridging Programme treatment model to take up a more ecological approach that can target known risk and protective factors across contexts (including reducing association with deviant peers and increasing the family preservation focus, eg family management strategies, positive parent–youth relationships with increased warmth and affection, use of positive reinforcement). Family management skills and peer association have been found to be significant mediators of conduct-disordered treatment responsiveness and are primary areas of attention in treatments that have been found to work. 

YHT has the necessary foundations (including practice ideals, professional acumen, experience and support from stakeholders) to shift the treatment focus. The perceived quality of parent/staff responsiveness and availability and parents’ overall satisfaction with their involvement in the programme together provide a sound basis for an increased family focus. This would involve further developing strategies to reduce young people’s association with deviant peers, while also increasing their prosocial activities and peer relationships, and developing family and behaviour management strategies. These could focus on supervision and monitoring, discipline and positive relationships between parents/caregivers and youth (ie increased warmth and affection, use of positive reinforcement).

The delivery of the Bridging Programme has been progressive. In its delivery, YHT has attempted to use a stepped model of care and has reflected the ideals of a community-based intervention model. The programme has progressed treatment from the institutionalised form of care that continues overseas and appears to be re-emerging in New Zealand. This shift in treatment focus is consistent with the needs of Māori young people. For Māori, SCD treatment approaches need to be developed in the context of whānau and hapū as well as community-based residential services such as the Bridging Programme. 

Developing a centre of excellence

If New Zealand is to effectively treat its small but costly population of SCD young people, strategies are needed to make best use of the expertise already developed. In a country the size of New Zealand, building centres of excellence around specialised areas of practice is an effective way to make best use of the limited number of specialist practitioners in any given area. 

The Bridging Programme has provided an opportunity to establish a small team with a core set of skills and experience in New Zealand for addressing the needs of young people with Early Onset SCD and their families/whānau. The expertise and experience of this team, which includes both staff and Board members, are widely acknowledged and valued amongst the Auckland (and wider) community of practitioners and other stakeholders working with (or having an interest in) SCD and similarly high-risk young people.

Equally importantly, YHT has demonstrated a commitment and competency to go beyond the single model of SCD management constituted in the Bridging Programme. The flexibility shown by YHT, the accretion of skills and competencies and its commitment to evidence-based and international best practices are important.

In addition, given its governance and management structure, training and supervisory system and clinical skills, YHT is well placed to further develop as the centre of excellence for the treatment of SCD young people. 

While the current YHT team provides the necessary nucleus for a centre of excellence, YHT will not be able to extend or transfer their skills to other organisations without specific encouragement and support from funders. There appears to be considerable opportunities for Government and other agencies to use the team’s expertise more widely in health, education, justice and social services targeting high-risk young people. 

In an explicit recognition of the difficult client base and the demanding nature of the work, strategies are also required to support the team and prevent professional “burn out”. Given the small pool of people with appropriate skills in New Zealand, nurturing the current team is especially important.

Explicit recognition is also required of the costs of information and learning dissemination. As stated above, for Māori, SCD treatment approaches need to be developed in the context of whānau and hapū as well as community-based residential services such as the Bridging Programme. YHT is already demonstrating its ability and willingness to transfer skills and knowledge to Māori communities and providers. However, as with other dissemination activities, knowledge sharing and community-based capacity building have been mainly carried out on the basis of donated time. YHT’s capacity to work further with communities to develop best practice for Māori young people and to disseminate the team’s current skills and knowledge is constrained by the lack of capacity-building funding. 
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Figure 7.2: Mathematics Competency Test
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Figure 7.3: Schonell Spelling Tests
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Figure 7.4: Burt Reading Test
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Figure 8.1: Data for cost–benefit analysis of Bridging Programme
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Figure 8.2: Data for cost–benefit analysis of CYF case management
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� The findings of that evaluation were reported in K Saville-Smith (2002) Process Evaluation of the Youth Horizons Trust Severe Conduct Disorder Bridging Programme, prepared for the Ministry of Social Development by the Centre for Research, Evaluation and Social Assessment.


� JS Werry (August 1997) “Severe Conduct Disorder – Some Key Issues”, The Canadian Journal of Psychiatry, vol. 42, no. 6: 577–583.


� Werry, op cit: 577.


� AL Beautrais, DM Fergusson and FT Shannon (1982) “Family Life Events and Behavioral Problems in Preschool-Aged Children”, Paediatrics, 70(5): 778.


� Werry, op cit: 580.


� People with SCD tend to enter serial relationships, repeatedly deserting successive partners and children.


� Werry, op cit.


� Adapted from Hengeller (1996).


� Werry, op cit; S Goldstein (1998) “What I’ve Learned from 25 Years in the Field of Hyperactivity/ ADHD”. In AD/HD’98 – Cambridge: Papers and Materials from the Second European Conference for Health and Education Professionals on Attention-Deficit/Hyperactivity Disorder.


� Dr Peter McGeorge, Professor John Werry and Tom Guild. Professor Werry is actively involved with YHT and the Bridging Programme. Dr McGeorge retains an association with the programme.


� The Bridging Programme is so-called because it has been contracted as a “bridge” to the funding of a full programme using Stage 1 facilities (ie intensive containment residential facilities) in addition to the facilities available in the current programme, which are limited to Stage 2 and Stage 3 facilities. See Section 4 for a description of the Bridging Programme.


� Then called the Ministry of Social Policy.


� One young person left the programme after the completion of the first phase of the three-phased assessment process. No further young people agreed to participate in the assessment process.


� YHT is reviewing the data requirements, storage and reporting of outcome-related data in the context of this broader identification of long-term outcome measures. It should be noted, however, that the Bridging Programme is not contracted or resourced to undertake post-programme follow-up either in terms of service provision or in terms of long-term outcome monitoring of programme participants.


� YHT (1996) Youth Horizons Project Group: A Special Therapeutic Programme for Young Persons with SCD. 


� That is, the individual management and brokerage of all social, educational, health and other needs by a service.


� Custody orders are discussed in Section 5.


� The skill set, recruitment and management issue related to those workers was discussed in the process evaluation report.


� Violence perpetrated against staff in the houses and at the Learning Centre is not uncommon when young people first enter the programme. Examples include a knife drawn on a teacher, punching resulting in a broken nose and attempts to strangle by drawing a cord around a staff member’s neck. 


� No schools would “adopt” the programme in the same way that Selwyn College adopted the Youthlink programme.


� The Correspondence School service was found not to be flexible enough or immediate enough to maintain the learning engagement of the young people within the learning programme. 


� In particular, the relationship with SES broke down very early. That breakdown appears similar to the breakdown between SES and schools generally noted by the Wylie review of SES commissioned by the Minister of Education (C Wylie (2000) Picking Up the Pieces: Review of Special Education 2000, a report to the Minister of Education).


� Wylie (op cit: 60–61) writes of SES’s delivery of the Severe Behaviour Initiative: “The SES reputation has also suffered in recent years with the introduction of the Severe Behaviour Initiative, and the BEST teams, a most unfortunate acronym for a service that is widely experienced as rarely meeting student and school needs … 20–25 per cent of students on SES BEST teams’ caseloads [had] ongoing or chronic needs for support. Some of these students [had] severe mental health difficulties, and in fact need[ed] specialist health support … BEST team workers who lacked teaching experience were also thought to provide unrealistic suggestions and programmes.” 


� According to Wylie, the Behavioural Analysis model introduced by SES uses a single service delivery model. While this has a substantial assessment phase that has some similarities with the YHT model, SES’s implementation of the model was widely criticised by education practitioners as unrealistic, inflexible, unable to deal with crisis-response requirements, lacking in timeliness and frequently ineffective. Wylie notes that, in some areas, SES started to deliver services in a more responsive fashion. However, with regard to YHT, the changes in SES delivery evolved after a YHT decision in 1998 to take on the direct delivery of education services.


� Ritalin is prescribed for those young people with a dual diagnosis of SCD and Attention Deficit Hyperactive Disorder (ADHD) and where medication is required to allow the young person to progress their IHP. The Ministry of Health specifies prescription of ritalin as best practice in addressing ADHD.


� The process evaluation report comments on the nature of SCD programmes. See also Boudin et al (2000) and Brunk (2000).


� Section 3.12.


� In some cases, it was difficult to set up interviews because staff turnover meant that personnel who had worked with YHT in the past had moved on.


� Currently, there is no funding for such a position.


� As at 28 November 2002.


� The Court can make a declaration that children or young people are in need of care and protection if:


they are being or are likely to be harmed, ill-treated, abused or seriously deprived


their development or physical or mental or emotional wellbeing is being or is likely to be impaired or neglected seriously and unavoidably


serious differences exist between them and their parents/guardians to the extent that their development or physical or mental or emotional wellbeing is being or is likely to be impaired or neglected seriously and unavoidably


they have behaved, or are behaving, in a manner that is or is likely to be harmful to the physical or emotional wellbeing of themselves or others; and their parents or guardians are unable or unwilling to control it


they are aged 10–13 years inclusive and have committed offences the number and magnitude of which are such as to give serious concern for their wellbeing


their parents or guardians are unable or unwilling to care for them, or have abandoned them


their ability to form significant psychological attachments has been or will be seriously impaired due to the number of times they have been placed in the care or charge of people that are not their parents or guardians.


1 All 11 youth were seen at Time 1 and Time 2. However, at Time 1 and Time 3, one youth (Participant 9) refused a number of measures owing apparently to some medical problems, which caused frustration. At Time 2, the youth refused all measures having just returned from running away the day before and telling their caregiver that they would only fill out measures contingent on privileges being restored. When the caregiver did not agree, the youth refused to participate. At Time 3, two youths who had left the programme refused to participate (Participants 3 and 11). However, we appreciated the time taken to participate by all the young people.


In terms of staff involvement, some data were missing owing to a few measures not being returned by staff at YHT. Other data were missing owing to problems getting data from other placements despite, with two exceptions (see below), getting initial agreement that was followed up by phone calls and reminders. Nevertheless, many staff members at both YHT and non-YHT placements agreed to and did fill out relevant measures. We appreciated their involvement. In the end, data were procured from staff for: 10 young people at Time 1 (Participant 11 was moved a number of times during the assessment interval and measures were not returned despite follow-up reminders); 10 young people at Time 2 (Participant 2 was at a temporary placement and, despite staff at this placement agreeing to fill out the measures, as done for other participants, they were never returned despite follow-up reminders); 9 young people at Time 3 (no staff were available for Participants 3 and 11 given their refusal to participate and allow us access to relevant staff).


For teacher measures, owing to ethical constraints, only YHT Learning Centre staff were eligible to fill out measures, thus limiting the data available to 8, 5 and 4 participants at each interval, respectively. We appreciated teacher involvement.


For parent involvement, 9 of 11 parents agreed to participate in the one-off assessment at Time 3 (the parents of Participants 5 and 9 refused). However, we appreciated all parents/caregivers allowing us to meet with their young person. We also appreciate those who allowed us to come to their homes to talk about their young person and their perceptions of the YHT programme, and who filled out measures.


� The full list of stakeholders is included in Appendix A.


� These are listed in more detail in Appendix F.


� Only two of the young people currently on the programme are in any sort of employment (in part-time jobs), so there is insufficient data for analysis. Some former clients remain in stable employment. 


� Thirteen of the 26 young people currently on the programme have attended the Learning Centre. 


� The Burt Word Reading Test is an individually administered, untimed measure consisting of 110 selected words in order of difficulty. The Schonell Spelling Tests comprise increasingly advanced words to spell.


� Alcohol and drugs can be accessed by young people when they are on home leave and when young people abscond.


� Includes costs incurred in the five YHT residence cost centres for: rent, food, power and electricity, clothing, cleaning, rubbish disposal, telephone, subscriptions and publications, repairs and maintenance, security, low-cost assets, insurance, stationery, computer costs, vehicle fuel, leases, repairs and insurance, staff wages and salaries, recruitment and training.


� Includes: wages and salaries, cleaning, stationery, activity expenses, programme development and curriculum costs, and security costs.


� Includes: contract psychologist, donated psychiatrist costs and payment of general practitioner fees and prescription medicine fees.


� Case Coordinators seconded to YHT who develop Action Plans and Social Workers based at CYF who approve Action Plans and retain guardianship responsibilities plus supervision of Social Workers.


� For example, young person and tracker being accommodated in motel.


� Includes costs incurred in the five YHT residence cost centres for: rent, food, power and electricity, clothing, cleaning, rubbish disposal, telephone, subscriptions and publications, repairs and maintenance, security, low-cost assets, insurance, stationery, computer costs, vehicle fuel, leases, repairs and insurance, staff wages and salaries, recruitment and training.


� Includes: wages and salaries, cleaning, stationery, activity expenses, programme development and curriculum costs, and security costs.


� Includes: contract psychologist, donated psychiatrist costs and payment of general practitioner fees and prescription medicine fees.


� Case Coordinators seconded to YHT who develop Action Plans and Social Workers based at CYF who approve Action Plans and retain guardianship responsibilities plus supervision of Social Workers.


� Types of offending including: burglary, property damage, misuse of drugs, alcohol and other substances, prostitution, sexual offending, and aggressive or violent behaviour.


� Types of offending including: burglary, property damage, misuse of drugs, alcohol and other substances, prostitution, sexual offending, and aggressive or violent behaviour.


� For example, young person and tracker being accommodated in motel.


� See Section 7 of the process evaluation report (K Saville-Smith (2002) Process Evaluation of the Youth Horizons Trust Severe Conduct Disorder Bridging Programme, prepared for the Ministry of Social Development by the Centre for Research, Evaluation and Social Assessment).
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