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 JUVENILE MENTAL HEALTH SCREENINGS AND ASSESSMENTS

INTRODUCTION

Like their adult criminal justice counterparts, juvenile detention facilities have become the de 

facto mental health institutions for youth.1 Up to 70 percent of youth in detention have a mental 

illness, and at least 20 percent have disorders so severe that their ability to function is impaired.2 

Approximately 60 percent of those with a mental illness also meet the criteria for having a 

substance abuse disorder, a co-occurring disorder.3 In a report prepared for the Chief Probation 

Officers of California (CPOC) and the California Mental Health Directors Association 

(CMHDA), 18 California counties reported that more than half of their detained populations 

are either suspected of having or diagnosed with a mental health disorder.4 In a separate survey 

of California probation departments, several counties noted that they would like to have the 

tools to better match juveniles with needed services and to predict potential risks.5 Screenings 

and assessments facilitate the appropriate matching. 

There are several types of screenings and assessments that detect various risks and needs. Using 

validated screening and assessment instruments is one part of a broad evidence-based approach 

to juvenile justice and promotes public safety and positive outcomes for youth.6 The instruments 

are also the juvenile justice system’s first opportunity to appropriately identify youths’ risks and 

needs in order to make the best decisions regarding detention and treatment. Mental health 

screenings and assessments may allow some youth to be diverted to mental health services in 

the community rather than to detention.

This briefing focuses on juvenile mental health screenings and assessments, which help deter-

mine both risks and needs related to mental health, substance abuse, and co-occurring disorders. 

This briefing is one of a series of AOC Briefings that includes a detailed overview of screenings 

and assessments used in the juvenile justice system,7 evidence-based practices,8 and family-based 

treatment models.9

It is important to note that mental health screenings and assessments should be conducted in 

addition to or in conjunction with other risk/needs screenings and assessments that are con-

ducted, even if other risk/needs instruments include a brief mental health component. The 

results of all screenings and assessments should ensure that youth not only have the appropriate 

level of security and supervision, but also that they have access to the services and treatment 

they need.10
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Screenings are different from assessments. A screening is a short process to quickly determine 

risk; an assessment is a comprehensive evaluation of specific risks and needs. Screening and 

assessment are processes that are distinguished from the instruments used in those processes. 

For example, an assessment is a process that utilizes various assessment instruments, or tools, to 

facilitate decisionmaking, as well as a clinical interview and other methods to determine risks 

and needs. 

The following sections discuss the differences between screenings and assessments, as well as 

considerations for adopting and implementing screening and assessment instruments. A brief 

description of specific instruments is also included.

SCREENINGS

A screening can be described as a triage process that generally takes place at intake, in pretrial 

detention, or upon entering placement.11 A general screening may determine a youth’s risk for 

reoffense and criminogenic needs. A mental health screening is a relatively short process to 

determine whether a youth is specifically at risk of having mental health problems, is at risk of 

suicide, or may be a risk to others. A screening generally takes between 10 and 30 minutes and 

determines whether further evaluation, or an assessment, is needed. A mental health screen-

ing should identify substance use, suicidality, anger, mood and affect, any unusual thoughts or 

beliefs, and impulse control. 

A mental health screening should utilize an instrument that (1) has been developed for juveniles 

and is standardized; (2) has established evidence of its ability to provide valid and reliable infor-

mation; and (3) is administered in accordance with its procedures and manual by someone suf-

ficiently trained to use that instrument.12 Screening instruments vary in format, content, length, 

and the time required to both administer and score. They may be a “paper-and-pencil” type of 

instrument or computerized. They may have multiple scales or just one scale. And they may 

include a wide range of items that take differing times to complete. Screenings can usually be 

done by nonclinical staff who have been appropriately trained to administer the screening tool.

Juvenile mental health screening instruments should be multidimensional; in  struments that 

focus on only one area are limited in their usefulness.13 Results of screenings should never be 

used to make a diagnosis or to make decisions about a juvenile’s disposition. A screening pro-

vides a snapshot of a juvenile’s mental state at a given point in time and should be used only to 

determine whether a more comprehensive assessment is necessary.14 
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ASSESSMENTS

An assessment is a comprehensive follow-up examina-

tion on any needs and problems identified during the 

screening. Assessments include data collection using 

standardized, evidence-based assessment instruments, 

clinical interviewing, and review of past records.15 

Assessments broadly cover clinical needs,  educational 

needs, functional rehabilitation needs, and risk 

classi fication. A thorough mental health assessment 

identifies any psychiatric disorders; substance abuse; 

 problem behaviors, such as anxiety, suicidal tenden-

cies, unusual thoughts, anger, and aggression; intel-

lectual and neurological deficits; family characteristics; 

and strengths.16 Thus, those who conduct assessments 

must have sufficient training to do so, such as clinical 

license and training in the instruments used. 

CONSIDERATIONS WHEN 

CHOOSING INSTRUMENTS

Both screening and assessment instruments should 

be evidence based, meaning they have strong validity 

and reliability verified by rigorous studies; standard-

ized, meaning they are administered to all youth the 

same way; and culturally relevant and competent, 

meaning they take into consideration respondents’ 

language, trauma, special needs, and other factors. It 

is also important that instruments are administered in accordance with the 

developers’ instructions. 

An instrument is valid when it accurately measures exactly what it intends to 

measure. For example, items on an instrument that assesses substance abuse 

are valid if they are related to issues dealing with substance abuse rather than 

issues dealing with, say, IQ. An instrument is reliable when it measures the 

same thing the same way over time. For example, an individual who scores 

SCREENING VERSUS 

ASSESSMENT

A screening is part of a triage process that 

generally occurs at the point of intake 

into the system. Screen ing instruments are 

brief questionnaires that are administered 

to all youth at point of intake and can 

be completed by nonclinical staff. The 

screening tool may be used to make initial 

decisions regarding a youth’s placement and 

immediate treatment needs, including the 

need for further evaluation.

An assessment is an in-depth evaluation of 

a youth’s needs, which may include data 

collection from a variety of sources, including 

assessment instruments. Assessment 

instruments are generally longer and more 

comprehensive than screening tools and 

may include an evaluation of a youth’s risks, 

strengths, needs, and abilities. Assessments 

are typically conducted by a licensed 

clinician because of the training necessary to 

administer many assessment instruments and 

to make a diagnosis.
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a certain way on an instrument today should score the same way on that instrument tomor-

row or next week for it to be considered to reliably predict what the instrument is measuring. 

Instruments are deemed valid and reliable after extensive research. The instrument also should 

have been developed specifically for the population for which the instrument is being used and 

should have been validated for that population through a process called norming. For example, if 

an instrument was tested and standardized, or normed, on a group of adult men, that instrument 

is not appropriate to use with anyone but adult men. Thus, any instruments used with juveniles 

must have been normed on juveniles. 

In addition to being valid, reliable, and standardized, instruments should be culturally relevant, 

and administrators of instruments should be culturally competent. This means overcoming any 

barriers in language, cognition, and concepts to understanding culturally related beliefs, values, 

and attitudes, all of which can affect validity.17 Training on a specific instrument will detail for 

which populations that instrument is appropriate. 

COMMONLY USED SCREENING AND ASSESSMENT 

INSTRUMENTS

Many screening and assessment instruments are available. The following are commonly used 

screening and assessment instruments to identify mental health issues and co-occurring disor-

ders in juveniles. Each is validated and evidence based. The screening instruments discussed are 

the Massachusetts Youth Screening Instrument–Second Version (MAYSI–2), the Diagnostic 

Predictive Scale (DPS), and the Child and Adolescent Functional Assessment Scale (CAFAS). 

The assessment instruments discussed are the Minnesota Multiphasic Personality Inventory–

Adolescent (MMPI–A), the Voice Diagnostic Interview Schedule for Children (V–DISC), and 

the Millon Adolescent Clinical Inventory (MACI). 

A table outlining features of these screening and assessment instruments is included at the end 

of this document. 

Massachusettes Youth Screening Instrument–Second Version (MAYSI–2)

The Massachusetts Youth Screening Instrument screens for emotional and mental health prob-

lems and substance abuse and is one of the most widely used and well-validated screening instru-

ments available. It is being used in more than 42 states and 11 foreign countries.18 
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The MAYSI–2 has 7 scales with a total of 52 questions whose responses 

indicate the presence of mental health and substance abuse symptoms. The 

scales are problematic substance use, anger/irritability, depression/anxiety, 

somatic (physical) problems, suicidality, trauma, and thought disturbances. 

The scale for thought disturbances has been validated only with boys and 

should not be applied to girls. Each scale has a cutoff score to identify juve-

niles who may be at risk for each of the scales. 

The questions are written at a fifth-grade reading level. The youth simply 

circles “yes” or “no” for each question. It can be used for both male and female 

youth ages 12 to 17; separate, gender-specific versions are available. 

The instrument takes approximately 10 minutes to administer and less than 

5 minutes to score and requires no clinical training (it does require in-service 

training in the use of the instrument). It was designed specifically for use 

with youth in juvenile justice facilities.19 Researchers recommend introducing 

the instrument to the youth using it and 

obtaining informed consent rather than 

simply handing over the instrument and 

allowing the youth to fill it out with no 

introduction to it.20 

The instrument is available as either a 

paper-and-pencil test or on a computer and 

is available in English and Spanish. The 

MAYSI–2 is available for use at no cost. 

Diagnostic Predictive Scale (DPS)

The Diagnostic Predictive Scale is a short-form screening companion to the 

Diagnostic Inter view Schedule for Children (DISC) assessment instrument, 

which is based on DSM–IV diagnostic criteria and described below.21 Thus, 

this instrument is sometimes also referred to as the DISC Predictive Scale. 

The DPS is a self-reporting instrument that screens for mental health and 

substance abuse problems and is often used in school settings. 

MENTAL HEALTH SCREENING 

INSTRUMENT EXAMPLES

1.  Massachusetts Youth Screening Instrument–Second 

Version (MAYSI–2) 

2. Diagnostic Predictive Scale (DPS)

3.  Child and Adolescent Functional Assessment Scale 

(CAFAS)



 AOC BRIEFING  February  2011

The instrument has up to 17 scales, each with 3 to 15 questions. The questions included in the 

screening refer to the past year and ask about the frequency of behaviors and feelings related to 

depression, suicidal ideation, anxiety, alcohol and drug use, and general health problems. The 

results are automatic and give the youth’s probability of meeting diagnostic criteria for a given 

disorder.

The instrument can be used for male and female youth ages 9 to 18. It is available in English and 

Spanish and is conducted on a computer, which uses audio to read the questions to the youth, 

who responds using the keyboard or mouse. The DPS takes approximately 10 to 15 minutes to 

complete and can be administered by any staff trained on the instrument. Use of the instrument 

requires permission from the developer and payment of a fee.22

Child and Adolescent Functional Assessment Scale (CAFAS)

The Child and Adolescent Functional Assessment Scale screening instrument is a multidi-

mensional inventory rating scale. It is used in approximately 30 states and assesses the level of 

impairment of day-to-day functioning related to emotional, behavioral, psychological, psychiat-

ric, or substance use problems.23 The instrument has five scales and two subscales. The main 

scales are role performance, thinking, behavior toward self and others, mood/emotions, and 

substance abuse. The subscales are basic needs and family/social support. Each scale is measured 

independently, and the level of impairment is rated as one of the following based on the scale’s 

score: minimal/no disruption, mild, moderate, or severe. The scales are scored separately and 

then totaled. A higher score is related to greater impairment. 

The CAFAS can be used with both male and female youth ages 7 to 17 and has received a 

favorable gender-based analysis.24 It consists of 315 items and takes between 10 and 30 minutes 

to complete. The results of the CAFAS can suggest specific interventions to improve emotional 

and behavioral aspects of the youth who are screened.25

The CAFAS is administered by a rater who is trained in the instrument and is familiar with or 

well informed about the youth. Rather than “administer” the instrument in a traditional sense, 

the rater chooses from a list of behavioral descriptions and a score is derived from those choices. 

In addition to its primary goal of screening for mental health and substance abuse problems, the 

CAFAS has been shown to be a good predictor of reoffense.26 As CAFAS scores increase, so does 

the risk of reoffending; however, low scores do not guarantee that youth will not reoffend. Use of 

the CAFAS requires a fee. 
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Minnesota Multiphasic Personality Inventory–Adolescent 

(MMPI–A)

The Minnesota Multiphasic Personality Inventory–Adolescent is one of 

the most widely used assessment instruments available to clinicians. The 

MMPI–A is based on the MMPI–2 for adults and is specially designed for 

adolescents, adding new items that address adolescent issues and behaviors 

such as attitudes about school and parents, peer group influence, and eating 

problems. The instrument contains 478 true-false questions in four scales: 

validity, clinical, content, and supplementary. The validity scale checks for 

behaviors such as defensiveness, tendency to exaggerate or underreport, and 

response consistency. The clinical scale measures psychopathology such as 

depression, anxiety, schizophrenia, and antisocial behaviors. The content 

scale measures feelings such as anger and low self-esteem. Finally, the supple-

mentary scale measures issues such as substance use problems, immaturity, 

and repression.27 If the clinician or another party is interested only in the 

clinical scale and certain validity subscales, the instrument can be completed 

using only the first 350 items. 

The MMPI–A is appropriate for male and female youth ages 14 to 18. It has 

received a favorable gender-based analysis.28 The assessment instrument takes 

between 60 and 90 minutes to complete and must be administered by a mas-

ter’s level clinician or a psychologist. It is available in English and Spanish and 

can be completed with paper and pencil or on a computer. The instrument can 

also be administered orally for those with visual disabilities. 

In addition to its use for assessing men-

tal health needs and risks, researchers 

have found that specific subscales of the 

MMPI–A are predictive of higher rates of 

delinquency in male adolescents. These 

subscales are psychopathic deviate, schizo-

phrenia, and hypomania.29 Use of the 

MMPI–A requires a fee. 

MENTAL HEALTH ASSESSMENT 

INSTRUMENT EXAMPLES

1.  Minnesota Multiphasic Personality Inventory–

Adolescent (MMPI–A)

2.  Voice Diagnostic Interview Schedule for Children 

(V–DISC–IV) 

3. Millon Adolescent Clinical Inventory (MACI)
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Voice Diagnostic Interview Schedule for Children (V–DISC–IV) 

The Voice Diagnostic Interview Schedule for Children is a computerized, comprehensive, struc-

tured diagnostic interview that measures psychiatric risks of youth in the juvenile justice system 

and is being used in at least 13 states. This instrument is the full assessment instrument on which 

the Diagnostic Predictive Scale screening instrument, described earlier, is based. The instrument 

uses DSM–IV criteria to measure symptoms of 36 different psychiatric disorders in the past month. 

The V–DISC–IV questions are grouped into five domains: anxiety disorders, mood disorders 

(including suicidality), disruptive behavior disorders, substance abuse disorders, and miscellaneous 

disorders such as eating disorders. The computerized version of the V–DISC–IV that is not by 

voice includes a measure for schizophrenia in  addition to the measures listed. The score indicates 

level of impairment as absent, probably, or definite.

The V–DISC–IV was designed for male and female youth ages 9 to 17 and requires a third-grade 

reading level. The instrument takes 60 to 90 minutes to complete and is a self-administered, 

structured interview using headphones on a computer, which has been shown to increase the 

likelihood of honest disclosure.30 Youth hear questions through headphones while reading them 

on a computer monitor and respond through the computer keyboard. This method allows them to 

complete the V–DISC–IV interview regardless of their reading skill level. A follow-up interview 

is then conducted. 

A mental health professional who has been trained in administering the V–DISC–IV must 

administer and conduct the follow-up interview. No fee is required for use.

Millon Adolescent Clinical Inventory (MACI)

The Millon Adolescent Clinical Inventory is a self-report questionnaire specifically designed for 

youth in clinical and correctional settings. It contains 160 true-false questions grouped into five 

scales: personality, expressed concerns, clinical syndromes, modifying indices, and validity. These 

scales have several subscales, including anxiety, suicidality, substance use problems, eating disor-

ders, and impulsivity. The personality subscales reflect DSM–IV criteria and include scales that 

can help design treatment plans. 

The MACI is for male and female youth ages 13 to 19 and is written at a sixth-grade reading 

level. The instrument takes between 30 and 45 minutes to complete and score. The scores for 

all subscales are graphed, making results easy to read and understand.
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It can be taken as a paper-and-pencil test or on a computer and is available in English and 

Spanish. A clinician must administer and score the instrument. Use of the MACI requires a fee. 

CONCLUSION

Screening and assessment are important for appropriately matching youth with services and 

sanctions. The use of standardized, evidence-based screening and assessment instruments is an 

integral piece of a broad evidence-based approach to juvenile justice. Screenings and assessments 

for mental health and substance abuse should be one part of a larger evaluation of youth to 

determine factors such as risk of reoffending and other risks. Although screening is an essential 

tool for determining which youth need further examination, screening results should never be 

used to make a diagnosis or any decisions about disposition. 

Evidence-based practices are constantly evolving as new research occurs. This briefing describes 

the most common evidence-based instruments available at the current time. Future studies will 

undoubtedly support other instruments and practices, and further study is necessary to deter-

mine with what instruments and practices California counties have had success.

Screening Instruments

Screening Instrument Age Gender
Time to 

Administer 
and Score

Number 
of 

Scales

Cost to  
Use

Massachusetts Youth Screening 
Instrument–Second Version  
(MAYSI–2)

12–17
Male and 

female
15 minutes 7 No

Diagnostic Predictive Scale  
(DPS)

9–18
Male and 

female
10–15 

minutes
17 Yes

Child and Adolescent Functional 
Assessment Scale (CAFAS)

7–17
Male and 

female
10–30 

minutes
5 Yes
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Assessment Instruments

Assessment Instrument Age Gender
Time to 

Administer 
and Score

Number 
of 

Scales

Cost to  
Use

Minnesota Multiphasic Personality 
Inventory–Adolescent (MMPI–A)

14–18
Male and 

female
60–90 

minutes
4 Yes

Voice Diagnostic Interview Schedule 
for Children (V–DISC–IV)

9–17
Male and 

female
60–90 

minutes
5 No

Millon Adolescent Clinical Inventory 
(MACI)

13–19
Male and 

female
30–45 

minutes
5 Yes
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