
UCSF
UC San Francisco Previously Published Works

Title
The Prospective Impact of Family Functioning and Parenting Practices on Court-Involved 
Youth's Substance Use and Delinquent Behavior.

Permalink
https://escholarship.org/uc/item/4k92s6mj

Journal
Journal of youth and adolescence, 49(1)

ISSN
0047-2891

Authors
Folk, Johanna B
Brown, Larry K
Marshall, Brandon DL
et al.

Publication Date
2020

DOI
10.1007/s10964-019-01099-8
 
Peer reviewed

eScholarship.org Powered by the California Digital Library
University of California

https://escholarship.org/uc/item/4k92s6mj
https://escholarship.org/uc/item/4k92s6mj#author
https://escholarship.org
http://www.cdlib.org/


The Prospective Impact of Family Functioning and Parenting 
Practices on Court-Involved Youth’s Substance Use and 
Delinquent Behavior

Johanna B. Folk1, Larry K. Brown2, Brandon D. L. Marshall3, Lili M. C. Ramos1, Lakshmi 
Gopalakrishnan1, Daphne Koinis-Mitchell2, Marina Tolou-Shams1

1Department of Psychiatry, University of California, San Francisco, 1001 Potrero Ave, San 
Francisco, CA 94110, USA

2Department of Psychiatry and Human Behavior, The Warren Alpert Medical School of Brown 
University, 222 Richmond St, Providence, RI 02903, USA

3School of Public Health, The Warren Alpert Medical School of Brown University, 222 Richmond 
St, Providence, RI 02903, USA

Abstract

Court-involved youth exhibit high rates of psychiatric symptoms, substance use, and delinquency, 

yet little is known about the contributing roles of caregiver and family factors. The current study 

examined whether family functioning and parental monitoring mediate the relationship between 

caregiver and youth psychiatric symptoms (at first court contact) and youth substance use and 

delinquency (two years later). Participants were 400 first-time offending court-involved youth 

(Mage = 14.5 years; 57.3% male; 45.6% non-Latinx White, 42.0% Latinx) and an involved 

caregiver (Mage = 41.0 years; 87.2% female; 53.0% non-Latinx White, 33.8% Latinx). Structural 

equation modeling revealed that caregiver and youth psychiatric symptoms were prospectively 

associated with worse family functioning, which was in turn related to higher levels of youth 

delinquency and greater likelihood of substance use. The results support the notion of addressing 

the needs of justice-involved youth and families holistically rather than treating youth as “the 

problem” in isolation.
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Introduction

Court-involved youth engage in substance use (Belenko et al. 2017; Teplin et al. 2002) and 

delinquent behaviors (Cottle et al. 2001) at alarmingly high rates. Since the vast majority of 

court-involved youth are not incarcerated (Hyland 2018) and often live in the community 

with family, it is critical to understand how family dynamics (e.g., family functioning, 

parenting practices) may mitigate or contribute to youth substance use and delinquency. 

Prior research with court-involved youth has examined the relationships between caregiver 

psychiatric symptoms, family functioning, and parental monitoring (Tolou-Shams et al. 

2018), key factors which may contribute to youth substance use and delinquency. This work 

however was cross-sectional, used only caregiver report, included both first-time offending 

and repeat court-involved youth, and did not account for youth psychiatric symptoms or 

include youth substance use and delinquent behaviors as outcomes. The current study 

expands upon this prior work by utilizing a prospective design, focusing on first-time 

offending youth only, including both caregiver and youth perspectives, and including youth 

psychiatric symptoms, substance use, and delinquency in the model. Since youth who have 

any type of justice involvement are likely to have continued legal contact due to increased 

monitoring by the legal system following their initial contact, it is critical to understand 

ways to offset this trajectory as quickly as possible.

Psychiatric Symptoms as a Risk Factor for Youth Substance Use and Delinquency

Court-involved youth may be at particularly high risk for substance use and delinquent 

behavior because of clinically significant psychiatric symptoms, which are highly prevalent 

in these youth and their families. An estimated 70% of justice-involved youth have been 

diagnosed with psychiatric disorders (Skowyra and Cocozza 2007) and nearly one-third of 

caregivers of court-involved youth report psychiatric symptoms (Brown et al. 2018). The 

link between youth psychiatric symptoms and substance use (Abram et al. 2003; Teplin et al. 

2002) and delinquent behavior (Carswell et al. 2004; Skowyra and Cocozza 2007; Vermeiren 

2003) is well-documented, and often explained by theories such as the self-medication 

hypothesis (Khantzian 1997). It is also possible, however, that the relationship between 

youth and caregiver psychiatric symptoms and youth substance use and delinquency can be 

explained by family dynamics.

Family dynamics are complex and include family functioning (Epstein et al. 1983) and 

parenting practices (Sheidow et al. 2014). Family functioning involves the overall health of 

the family environment, including the structural and organizational properties of the family 

(e.g., management of daily roles and responsibilities) and interactions between family 

members (e.g., communication, emotional connection; Epstein et al. 1983; Rhee 2008). 

Parenting practices encompass discipline and monitoring efforts. Parental monitoring (i.e., a 

caregiver’s knowledge of and involvement in their child’s day-to-day activities and 
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relationships) has been widely studied as a key practice related to youth substance use and 

delinquency.

Caregiver psychiatric symptoms are consistently related to poor family functioning (Daches 

et al. 2018; Tolou-Shams et al. 2018; Van Loon et al. 2014). According to both parent and 

youth report, poor family functioning, including lower rates of family expressiveness 

(Horwitz et al. 2007; Van Loon et al. 2014), cohesion (Fendrich et al. 1990; Pilowsky et al. 

2006; Van Loon et al. 2014) and general family functioning (Daches et al. 2018), is often 

observed in families where a parent has a psychiatric disorder. Caregivers struggling with 

their own psychiatric symptoms may have limited capacity to promote positive family 

functioning through engaging their children on an emotional level (Goodyear et al. 2015). 

Furthermore, poor family functioning has been observed in families with adolescents with 

depression (Tamplin 1998), attention-deficit hyperactivity disorder (Schei et al. 2013), and 

internalizing symptoms (Simpson et al. 2018). Similar to caregivers with psychiatric 

problems, youth experiencing psychiatric symptoms may struggle to engage with their 

family in a healthy manner in areas such as parent-child communication, problem-solving, 

and affective involvement (Epstein et al. 1983).

In addition to contributing to poor family functioning, caregiver psychiatric symptoms are 

linked with less parental monitoring. Caregivers with higher levels of psychiatric symptoms 

tend to monitor their children less frequently than caregivers with fewer symptoms do (Borre 

and Kliewer 2014; Van Loon et al. 2014). This may be because caregivers’ symptoms 

impede their ability to effectively solicit information and/or track their children’s 

whereabouts, as well as connect with their children and instill necessary trust to promote 

voluntary disclosure of information.

Family Functioning and Parental Monitoring Influence Youth Substance Use and 
Delinquency

Research shows family functioning and parental monitoring influence youth engagement in 

substance use and delinquent behaviors. Of note, poor family functioning is associated with 

greater youth substance use among girls (Ohannessian et al. 2016; Shek 2002). Higher levels 

of parental monitoring are associated with less substance use among youth who are detained 

(Voisin et al. 2012), from low-income neighborhoods (DiClemente et al. 2001), are 

Hispanic/Latino (Wagner et al. 2010), or are racially and ethnically diverse and in middle 

school (Fosco et al. 2012) or high school (Parker and Benson 2004). Less parental 

monitoring also predicts earlier onset of alcohol use (Ryan et al. 2010), greater alcohol 

misuse (e.g., binge drinking, drunkenness) and increases in problem drinking over time 

(Barnes et al. 2006) among community samples of adolescents. Regarding delinquency, less 

parental monitoring (Barnes et al. 2006; Caldwell et al. 2006; DiClemente et al. 2001; 

Parker and Benson 2004) and poor family functioning (Gorman-Smith et al. 1998) are 

associated with more frequent delinquent behavior.

For parental monitoring, however, these effects are not universal. In a nationally 

representative sample of adolescents in the United States (Gault-Sherman 2012), parental 

monitoring was unrelated to delinquency. Although parental monitoring is protective against 

marijuana use at the bivariate level for urban high schoolers, there is no significant 
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relationship once controlling for demographic factors (e.g., age, gender, ethnicity) in 

multivariate analyses (Borawski et al. 2003). There is also some evidence for gender 

differences in the relationship between parental monitoring and youth alcohol use. Of note, 

in multivariate analyses, parental monitoring is related to less alcohol use (Borawski et al. 

2003; Griffin et al. 2000) for males, but not females. It is unclear whether the effects of 

parental monitoring and family functioning generalize to court-involved youth, as empirical 

investigations in this area are lacking.

To our knowledge, only one prior study has examined the relationships between caregiver 

psychiatric symptoms, family functioning, and parenting practices among court-involved 

youth in a single model (Tolou-Shams et al. 2018). Results of Tolou-Shams et al. (2018) 

indicated family functioning mediates the relationship between caregiver psychiatric 

symptoms and parental monitoring. Caregivers with higher levels of psychiatric symptoms 

tended to report worse family functioning, which in turn was related to less parental 

monitoring. It is likely that similar to caregiver psychiatric symptoms, poor family 

functioning (characterized by difficulty with communication and interaction patterns), 

inhibits youth’s spontaneous disclosure to their caregivers as well as caregivers’ ability to 

solicit information from their youth. The current study extends this research by using a 

prospective design, focusing on first-time offending court-involved youth only, using 

caregiver and youth report, and including youth psychiatric symptoms, substance use, and 

delinquency in the model.

Current Study

The current study examined the prospective relationships between caregiver and youth 

psychiatric symptoms at youth’s first court contact and youth’s substance use and 

delinquency two years later, as mediated by family functioning and parental monitoring. The 

conceptual model is shown in Fig. 1. It was hypothesized that family functioning and 

parental monitoring would sequentially mediate the relationships between caregiver and 

youth psychiatric symptoms and youth substance use and delinquency. Higher levels of 

youth and caregiver psychiatric symptoms (independent variables) were expected to result in 

poor family functioning (mediator), and in turn less parental monitoring (mediator) and 

more youth substance use and delinquency (dependent variables). In addition to a 

mediational effect by family functioning, caregiver psychiatric symptoms were also expected 

to directly relate to less parental monitoring. Further, in addition to a mediational effect by 

parental monitoring, poor family functioning was expected to relate to more youth substance 

use and delinquency.

Methods

Participants and Procedure

Participants were 400 first-time offending court-involved youth and an involved caregiver. 

Demographic characteristics of the youth and caregiver dyads are displayed in Table 1. 

Youth were on average 14.5 years old (SD = 1.5 years), predominately male (57.3%), and 

racially and ethnically diverse. Caregivers were on average 41.0 years old (SD = 7.2 years), 

predominately female (87.2%) and racially and ethnically diverse. According to caregivers, 
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over 60% of families earned less than $30,000 annually, with an average of four people 

dependent upon this income; 65% reported receiving public assistance (e.g., food stamps, 

SNAP, WIC, SSI).

Enrolled youth had been in contact with the court for the first time within the past 30 days 

and were living in the community. To be eligible for study participation, youth had to have a 

first-time, open status (e.g., truancy, curfew, alcohol use) and/or delinquent petition (e.g., 

assault, breaking and entering) filed through a large family court in the northeastern region 

of the United States. Study exclusion criteria included being younger than 12 years or older 

than 18 years of age, having a prior offense at time of initial recruitment, cognitive 

impairment that would impede juvenile or caregiver ability to complete assessments, 

caregiver’s unwillingness to participate, and/or if the caregiver and youth had not lived in the 

same household for at least the prior six months. Court staff estimates and records indicated 

that approximately 50% of the 4,800 juveniles seen at the court setting during the enrollment 

time period were potentially eligible. The Principal Investigator’s university and 

collaborating sites’ Institutional Review Boards (and Office for Human Research 

Protections) approved all study procedures.

Participants received a study flyer with their court appointment date notification letter and 

research assistants then approached potentially eligible participants at the time of their first 

appointment to determine interest and eligibility for study participation. Interested youth and 

families were then screened in a private setting at the court and for those eligible, assent and 

consent was subsequently obtained from youth and caregivers off-site at the home, private 

community space, or research lab.

Youth and caregiver assessments (less than 2 h in duration) were conducted in private spaces 

using tablet-based, audio-assisted computerized assessment in English and Spanish 

(caregiver only). Audio-assisted computerized assessment has been shown to improve 

reliability of self-report (Romer et al. 1997), is easy to administer and is time and cost-

effective. Follow-up assessments were conducted every four months post-baseline for two 

years. The current report uses data from the baseline, 8-month, 16-month, and 24-month 

follow-up assessments (see Fig. 2 for retention); data from the 4-, 12-, and 20-month 

assessments were not used because not all constructs of interest were measured at these 

time-points.

Measures

Demographic characteristics (baseline)—Standard demographic characteristics of 

youth and caregivers were assessed at baseline, including age, sex, race, and ethnicity.

Caregiver psychiatric symptoms (baseline)—Caregivers completed the 51-item 

Global Severity Index derived from the Brief Symptom Inventory (Derogatis and 

Melisaratos 1983). Two items related to harming oneself or others were removed from the 

assessment (because these assessments were conducted in the community where 

immediately accessible clinical resources were not available), which is typically 53 items. 

The Global Severity Index captures psychiatric symptoms across nine dimensions: 

Somatization (7 items; α = 0.96; e.g., Nausea or upset stomach), Obsessive-compulsive (6 

Folk et al. Page 5

J Youth Adolesc. Author manuscript; available in PMC 2021 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



items; α = 0.97; e.g., Having to check and double check what you do), Interpersonal 

sensitivity (4 items; α = 0.96; e.g., Your feelings being easily hurt.), Depression (5 items; α 
= 0.97; e.g., Feeling blue), Anxiety (6 items; α = 0.96; e.g., Suddenly scared for no reason), 

Hostility (5 items; α = 0.96; e.g., Having urges to break or smash things), Phobic anxiety (5 

items; α = 0.97; e.g., Feeling afraid in open spaces or on the streets), Paranoid ideation (5 

items; α = 0.94; e.g., Feeling that you are watched or talked about by others), Psychoticism 

(5 items; α = 0.95; e.g., The idea that someone else can control your thoughts), and 3 

additional items not included in a specific subscale (i.e., Poor appetite; Trouble falling 

asleep; Feelings of guilt). Caregivers rated the severity of their psychiatric symptoms in the 

past week on a Likert scale where 1 = not at all and 5 = extremely. Responses are averaged 

and higher scores represent greater overall psychiatric symptoms. Repeated studies have 

established reliability and validity of the Brief Symptom Inventory, with the initial report 

(Derogatis and Melisaratos 1983) providing internal consistency coefficients for primary 

symptom dimensions ranging from 0.68 for Somatization to 0.85 for Depression and test re-

test for the Global Severity Index as 0.90. In this study, internal consistency for the Global 

Severity Index was 0.99.

Youth psychiatric symptoms (baseline)—Youth completed the internalizing 

composite scale of the 176-item Behavior Assessment System for Children, Second Edition 

(BASC-2; Reynolds and Kamphaus 2006). This composite scale is a broad index of inwardly 

directed distress and combines seven subscales: Atypicality (9 items; α = 0.89; e.g., I see 

weird things), Locus of Control (9 items; α = 0.85; e.g., What I want never seems to matter), 

Social Stress (10 items; α = 0.90; e.g., I feel out of place around people), Anxiety (13 items; 

α = 0.91; e.g., I worry but I don't know why), Depression (12 items; α = 0.92; e.g., I feel 

depressed), Sense of Inadequacy (10 items; α = 0.87; e.g., I fail at things), and Somatization 

(7 items; α = 0.81; e.g., I often have headaches) subscales. Youth self-report of internalizing 

symptoms responses was used because youth tend to more accurately capture and report 

their internal states than their caregivers do (De Los Reyes et al. 2015). Responses were 

captured using 2-point true or false responses and 4-point Likert scales where 1 = never and 

4 = almost always. The summation of points provided a raw score, which was converted to a 

T-score. The BASC-2 T-score (standardized scores with a mean of 50 and standard 

deviation of 10) is based on a general adolescent sample. Internal consistency for the overall 

internalizing composite was 0.98.

Family functioning (eight month follow-up)—Youth and caregivers completed the 60-

item Family Assessment Device (Epstein et al. 1983). The Family Assessment Device 

includes six subscales that assess the six dimensions of the McMaster Model of Family 

Functioning (i.e., affective involvement, affective responsiveness, behavioral control, 

communication, problem solving, and roles). The General Family Functioning Scale, which 

includes 12 statements about family communication and support (e.g., “In times of crisis we 

can turn to each other for support”; “We are able to make decisions about how to solve 

problems”.), was included in the current study. Caregivers and youth rate how well 

statements describe their family on a 4-point Likert scale of 1 = strongly disagree to 4 = 

strongly agree. Higher scores represent better family functioning (i.e., less dysfunction). 

Adequate reliability (α = 0.72–0.92; r = 0.66–0.76) and validity have been established 
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(Miller et al. 1985). For the current sample, internal consistency for the General Functioning 

scale was α = 0.98 (caregiver) and α = 0.96 (youth).

Parental monitoring (sixteen month follow-up)—Youth completed three subscales 

from the 24-item Parental Monitoring Questionnaire (Stattin and Kerr 2000). Subscales used 

in the current study include: (1) parental control (i.e., caregivers controlling children’s 

ability to do things without permission); (2) parental solicitation (i.e., caregivers asking 

children and their friends for information); and (3) child disclosure (i.e., children 

spontaneously sharing information with caregivers). Youth rated how well statements 

describe their family on a 5-point Likert scale (1 = no, never and 5 = yes, always). Higher 

scores reflect higher levels of parental monitoring. Youth report of parental monitoring was 

used because it tends to be more closely related to youth outcomes such as substance use 

(Abar et al. 2015) and delinquency (Augenstein et al. 2016), compared to caregiver report of 

parental monitoring. Adequate reliability (α = 0.77–0.86) has been established for youth 

report of parental monitoring (Stattin and Kerr 2000). In the current sample, internal 

consistencies were α = 0.93 for Parental Control, α = 0.93 for Parental Solicitation scale, 

and α = 0.92 for Child Disclosure.

Alcohol and marijuana use (twenty-four month follow-up)—Youth reported recent 

(past 120 days) alcohol and marijuana use on the Adolescent Risk Behavior Assessment 

(Donenberg et al. 2001). The frequency of the alcohol use variable was highly skewed (9.42) 

and kurtotic (103.82) due to the majority of youth endorsing no alcohol use (77.6%) during 

the past 120 days; the variable was transformed into a dichotomous indicator (0 = no use and 

1 = use). Marijuana use was coded in the same manner.

Delinquency (twenty-four month follow-up)—Youth completed the National Youth 

Survey Self-Reported Delinquency (Thornberry and Krohn 2000) scale, a well-validated 40-

item self-report measure of delinquent acts (e.g., larceny, fighting, selling drugs). Scores 

were used from the General Delinquency subscale ranging from 0–23 with higher scores 

indicating greater number of delinquent acts (in the past 120 days) endorsed (α = 0.98).1

Plan of Analysis

Preliminary analyses consisted of descriptive statistics and bivariate correlations between all 

study variables. We also examined whether there were differences in key study variables 

based on demographic characteristics (age, sex, race, status vs. delinquent offense). Next, 

path analysis was conducted using Mplus statistical software to test study hypotheses. Latent 

variables were created to represent family functioning, parental monitoring, and youth 

substance use; all other variables in the model were observed. Family Functioning was 

composed of caregiver and youth report on the general functioning scale from the Family 

Assessment Device. Parental Monitoring was composed of youth report on the parental 

control, parental solicitation, and child disclosure subscales from the Parental Monitoring 

1The original subscale includes 24 items. Due to an error in the audio-assisted computerized assessment development, item 24 of the 
National Youth Survey Self-Reported Delinquency general delinquency scale, “Have you had sexual intercourse with a person who 
was not your serious partner when involved in a relationship?” was not administered to study participants; therefore, subscale scores 
range from 1-23 but still accurately indicate that greater scores represent greater number of delinquent acts.
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Questionnaire; only youth report of parental monitoring was used because adolescent reports 

of parenting behaviors tend to be more closely related to youth outcomes than caregiver 

reports (Abar et al. 2015; Fleming et al. 2016). Youth substance use was composed of 

dichotomous indicators of alcohol and marijuana use during the past four months. Missing 

data were handled using Full Information Maximum Likelihood (Graham 2009; Kline 2005; 

Muthén and Muthén 1998; Schafer and Graham 2002).

Results

Descriptive Statistics, Bivariate Relationships, and Demographic Differences

Descriptive statistics for primary study variables are presented in Table 2; all variables were 

normally distributed and ranges were within expected values. The number and proportion of 

participants who completed each follow-up is shown in Fig. 2; the overall retention rate over 

24 months was above 78% at all follow-ups used in the current manuscript.

Intercorrelations between variables in the structural model are shown in Table 3. Caregiver 

psychiatric symptoms were associated with more youth psychiatric symptoms (r = 0.13, p < 

0.05) and worse family functioning per caregiver (r = −0.15, p < 0.05) and youth (r = −0.27, 

p < 0.05) report. Caregiver and youth reports of family functioning were modestly related (r 
= 0.18, p < 0.01) and on the parental monitoring subscales, correlations were substantial (rs 
= 0.52–0.75, p < 0.001). Youth report of stronger family functioning was associated with 

less parental monitoring (rs = −0.17 to −0.29, p < 0.05) and less delinquency (r = −0.17, p < 

0.05). Child disclosure was associated with all youth outcomes (rs = 0.19, p < 0.001). 

Correlations between youth outcomes were all significant (rs = 0.20 to 0.44, p < 0.01).

Significant demographic differences were found in key study mediators and dependent 

variables. Age was significantly associated with higher levels of parental monitoring on all 

subscales (rs = 0.15– 0.29, p < 0.001). Older youth were significantly more likely to endorse 

using alcohol (t (291) = −4.52, p < 0.001) and marijuana (t (286) = −3.79, p < 0.001). Males 

reported significantly higher rates of parental monitoring on all subscales (parental control: t 
(259) = 2.02, p = 0.04; parental solicitation: t (258) = 2.63, p = 0.01; child disclosure: t (262) 

= 2.14, p = 0.03). Females were significantly more likely to use marijuana than males (χ2 = 

4.41, p = 0.04). A marginally significant racial difference emerged, whereby White, non-

Latinx youth were more likely and Latinx youth were less likely to report using marijuana 

than expected by chance (χ2 = 7.43, p = 0.06). Regarding charge type, youth with 

delinquent offenses reported significantly higher rates of child disclosure (t (256.17) = 

−2.36, p = 0.02). No other demographic differences emerged. Based on these results, age, 

sex, and race were accounted for in the structural model, with control pathways only to 

variables where there were significant differences based on the demographic characteristics. 

Status versus delinquent offense is not included in the model because there was only a single 

subscale difference based on this factor; although racial differences emerged only related to 

marijuana use, this is a key outcome of interest and given there are racial disparities in 

justice involvement, race was accounted for in the model.
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Primary Analyses: Structural Model Testing

The full model (Fig. 3; Table 4) fit the data acceptably (χ 2 (51) = 95.08, p < 0.001; RMSEA 
= 0.05 with 95% CI 0.03–0.06, CFI = 0.92, SRMR = 0.05). Higher levels of youth (β = 

−0.44, p < 0.001) and caregiver (β = −0.24, p = 0.017) psychiatric symptoms were 

prospectively related to worse family functioning, which in turn was related to lower levels 

of parental monitoring (β = −0.30, p = 0.002), and greater likelihood of substance use (β = 

−0.25, p = 0.021), and more delinquency (β = −0.19, p = 0.038). Parental monitoring was 

not related to youth substance use or delinquency. The indirect effect from youth psychiatric 

symptoms to youth substance use through family functioning was significant (β = 0.11, p = 

0.037); the indirect effect from youth psychiatric symptoms to youth delinquency through 

family functioning was also significant (β = 0.08, p = 0.044). No other indirect pathways 

were significant.

Sensitivity Analyses

In sensitivity analyses, the structural model was modified to determine whether results were 

consistent when including direct pathways from youth psychiatric symptoms to youth 

substance use and delinquency. The revised model fit the data acceptably (χ 2 (49) = 94.44, 

p < 0.001; RMSEA = 0.05 with 95% CI 0.03–0.06, CFI = 0.92, SRMR = 0.05). Consistent 

with the initial model, higher levels of youth (β = −0.42, p < 0.001) and caregiver (β = 

−0.23, p = 0.030) psychiatric symptoms were prospectively related to worse family 

functioning, which in turn was related to lower levels of parental monitoring (β = −0.30, p = 

0.002). However, the pathways between family functioning and youth substance use (β = 

−0.17, p = 0.238) and delinquency (β = −0.18, p = 0.142), although similar in direction and 

magnitude to the original model, were no longer statistically significant. Youth psychiatric 

symptoms were not significantly related to youth substance use or delinquency. None of the 

indirect pathways were significant.

Discussion

Court-involved youth exhibit high rates of psychiatric symptoms, substance use, and 

delinquency. Family dynamics (e.g., family functioning, parental monitoring) are linked with 

these behavioral health and legal outcomes, and understanding the ways in which these 

relationships operate at point of first-time justice contact is critical to improving public 

health and legal outcomes. The current prospective study of first-time offending court-

involved youth examined the mediating role of family functioning and parental monitoring 

between caregiver and youth psychiatric symptoms and youth risk behavior (substance use, 

delinquency) over a two-year period.

Consistent with study hypotheses, when caregivers and youth reported higher levels of 

psychiatric symptoms, families tended to experience worse family functioning, which in turn 

was related to higher levels of delinquency and a higher likelihood of substance use among 

youth two years after their first contact with the juvenile court system. Caregiver psychiatric 

symptoms were unrelated to parental monitoring, and parental monitoring was unrelated to 

youth substance use or delinquency.
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Consistent with prior research on court-involved youth (Tolou-Shams et al. 2018) and 

broader samples of adolescents (Krug et al. 2016; Simpson et al. 2018), caregiver psychiatric 

symptoms were prospectively related to worse family functioning, as were youth 

internalizing problems. Caregivers of court-involved youth (Brown et al. 2018) and court-

involved youth themselves (Carswell et al. 2004; Cocozza and Skowyra 2000) have elevated 

psychiatric symptoms relative to non-court-involved youth and families. When even one 

family member is depressed, for example, family functioning can be compromised (Du et al. 

2014). Further, youth legal involvement places a significant burden on caregivers, who may 

not be prepared to manage the stress of court and treatment mandates; this could increase 

strain on caregivers and within the family environment, resulting in impaired family 

functioning.

Consistent with a prior study involving court-involved youth (Tolou-Shams et al. 2018), but 

not more general samples of adolescents (Van Loon et al. 2014), caregiver psychiatric 

symptoms were not related to parental monitoring. It is unclear why the relationship 

between caregiver psychiatric symptoms and parental monitoring is not present when 

examining a first-time offending court-involved sample. One possibility is that, since it is the 

first time youth are having contact with the juvenile court, caregivers may be more highly 

aware of the need, and feel more pressured to engage in parental monitoring, regardless of 

their mental health status. Caregivers may also be receiving new resources for their youth 

and family, which may be a moderating factor in this relationship; understanding more about 

this association would be an important area for future research.

Caregiver psychiatric symptoms were, however, related to worse family functioning. This 

relationship is highly relevant for clinicians because most family-based treatments for 

justice-involved youth do not directly target caregiver psychiatric symptoms (National 

Institute of Justice 2011). One exception is Multisystemic Therapy (Huey et al. 2000), which 

involves providing evidence-based treatment to caregivers for their specific psychiatric 

concerns (e.g., Myers et al. 2011). Caregivers experiencing psychiatric symptoms who 

receive appropriate treatment may be better able to engage in youth-focused and family-

based treatment, which may improve overall family functioning and allow them to use 

parenting skills learned in treatment to mitigate future youth delinquency (Huey et al. 2000). 

Even if caregivers do not have a pre-existing psychiatric condition (which many do), caring 

for an adolescent who has recently become court-involved can be stressful and increase 

caregiver psychiatric symptoms. As such, programs for first-time court-involved youth and 

their families that directly address caregiver stress and psychiatric problems, in addition to 

youth psychiatric problems, may be most effective in improving family functioning and 

thereby preventing future delinquency and justice involvement.

Contrary to hypotheses, better family functioning was prospectively related to less parental 

monitoring. This may be due to the nature of the assessments and the imposition of an 

external monitoring system on youth’s behavior (i.e., juvenile justice system). The general 

family functioning scale used in the current study involves perceptions of communication 

(e.g., make decisions about how to solve problems) and support (e.g., turn to each other for 

support in times of crisis). When family functioning is better, youth may perceive less 

parental monitoring because open communication is more natural within the family. 
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Conversely, when families have less functional patterns of communication and support, 

youth may be more aware of parental monitoring, which conflicts with the lack of 

communication characteristic of the family. Court-involved youth are likely in greater need 

of parental monitoring than non-court-involved youth, as they have become justice-involved 

due to problematic behavior. It is possible that factors, such as caregivers’ reliance on 

monitoring related to the youth’s court involvement (e.g., court hearings, probation, 

diversion programs) and youth’s perceptions of the court monitoring, impact the relationship 

between family functioning and perceptions of parental monitoring; this should be explored 

in future research.

Parental monitoring was not related to substance use or delinquency in the structural model. 

Prior research with boys on probation (Caldwell et al. 2006), detained youth (Voisin et al. 

2012), Black females from low-income neighborhoods (DiClemente et al. 2001), diverse 

general population adolescents (i.e., living in the community and not sampled based on court 

involvement) (Barnes et al. 2006; Parker and Benson 2004), and Hispanic/Latino adolescents 

(Wagner et al. 2010) has demonstrated a protective effect of parental monitoring against 

adverse outcomes including substance use and delinquency. This was not the case in the 

current sample of first-time offending court-involved youth. In fact, at the bivariate level, 

there was a positive association between child disclosure and youth substance use and 

delinquency. Having become involved in the legal system for the first time, first-time 

offending court-involved youth may be more forthcoming with their caregivers when using 

substances or engaging in delinquent behavior due to external factors like ongoing court 

hearings and drug testing by juvenile drug court programs and/or probation officers. This 

newly imposed external monitoring, an experience which is universal for the current sample, 

may be attenuating the relationship between parental monitoring and youth substance use 

and delinquency.

Moreover, some research has found parental monitoring to be unrelated to marijuana use and 

sexual activity when considering other family factors (e.g., parental trust; Borawski et al. 

2003). It may be that among first-time offending court-involved youth, other family factors 

captured by the general family functioning construct are stronger influences on youth 

substance use and delinquency. Further research is needed to understand the relationships 

among different parenting practices and youth substance use and delinquency among justice-

involved youth.

Results of the current study have important implications for understanding how family 

factors contribute to youth delinquency and substance use over time. Strengths of the study 

include the use of a prospective design, empirically validated assessments, and a multi-

informant approach. The uniqueness of the sample is also a strength; youth participants were 

newly justice-involved and had just experienced their first court contact. Little is known 

about what happens immediately after a youth becomes court-involved; this study sheds 

light on important family processes during the first two years following initial court contact.

The study also has several noteworthy limitations. First, despite the sample’s racial, ethnic, 

and sex diversity, youth were sampled from a single family court in the northeastern region 

of the United States; future research is needed to understand whether these findings 
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generalize to youth in other regions of the United States and internationally. Additional 

family factors (e.g., caregiver marital status) should also be taken into account in future 

research.

Second, due to limited power given the number of variables in the study and available 

sample size, bidirectional or recursive impacts of the variables over time were not examined. 

A more sophisticated causal analysis assessing the degree to which changes in one variable 

result in changes in the other variable (and vice versa) would likely be a promising future 

direction holding relevant implications for intervention. Limitations to power may also be 

influencing the findings from sensitivity analyses, as each additional pathway added reduces 

one’ s ability to detect significant effects. Specifically, although of similar magnitude to the 

original structural model testing, the pathways from family functioning to youth substance 

use and delinquency are no longer significant when pathways between youth psychiatric 

symptoms and these outcomes are included. Although of value, there is much debate in the 

field about the use of statistical significance as a metric for interpreting results (Wasserstein 

et al. 2019). Given the theoretical justification for the relationships between family 

functioning and youth substance use and delinquency, as well as youth psychiatric 

symptoms and these outcomes, future research should continue to explore these pathways.

Third, self-report of substance use and delinquency were used rather than official records. 

Within the court context, there is always a concern that respondents will be less likely to 

disclose sensitive or illicit behaviors, as disclosure could have legal implications. The 

current data revealed substantial rates of self-reported substance use and delinquent behavior 

(e.g., 39% used marijuana in the past 4 months), suggesting youth were comfortable 

reporting these behaviors and this bias was not an overwhelming concern. Future research 

should consider utilizing self-report and official records of delinquent behavior (e.g., arrest 

records, probation violations) and substance use (e.g., urine toxicology screen results) to 

corroborate and mitigate the potential biases of self-report.

Additionally, only youth report of parental monitoring was used in the current study. Youth 

reports of parental monitoring tend to be more strongly linked with youth substance use 

(Abar et al. 2015) and delinquency (Augenstein et al. 2016) than caregiver reports, and offer 

a potential point of intervention (e.g., altering adolescents’ perceptions). A growing body of 

research, however, documents the predictive role of the discrepancy between youth and 

caregiver report of parental monitoring (De Los Reyes et al. 2010). This is an important area 

for future research among justice-involved youth.

Conclusion

First-time offending court-involved youth are at high-risk for adverse outcomes including 

substance use and ongoing delinquent behavior. Since many of these youth (and all in the 

current study) reside with their families, understanding how caregiver and family factors 

contribute to youth’s substance use and delinquency is vital. The current prospective study 

examined whether family functioning and parental monitoring mediate the relationships 

between youth and caregiver psychiatric symptoms and youth substance use and 

delinquency. The results of the current study demonstrate that family functioning, which is 
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influenced by caregiver and youth psychiatric symptoms, has critical implications for youth 

substance use and delinquency. As such, viewing court-involved youth as “the problem” in 

isolation of caregiver and family functioning is inherently problematic. This is a paradigm 

shift for many juvenile courts, though in line with decades of research documenting the 

effectiveness of family-based treatment modalities. Addressing the needs of the family more 

holistically will likely be beneficial in reducing youth substance use and delinquency in this 

population.
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Fig. 1. 
Conceptual model

Folk et al. Page 18

J Youth Adolesc. Author manuscript; available in PMC 2021 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Fig. 2. 
Participant retention flowchart. Note. dyad = youth and caregiver completed or missed 

assessment; youth only = youth completed or missed assessment but caregiver did not; 

caregiver only = caregiver completed or missed assessment but youth did not. Asterisk 

indicates baseline assessment was not completed for one caregiver, so this dyad is not part of 

the longitudinal sample for the current study
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Fig. 3. 
Results of structural model. note. *p < 0.05; **p < 0.01; ***p < 0.001; Non-significant paths 

have been removed for visual purposes only. Numbers are standardized Betas. Dashed line 

represents a significant indirect effect
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Table 1

Demographic characteristics of court-involved youth and caregiver dyads recruited from a family court in the 

northeastern region of the United States

Variable Adolescents
(n = 400)

Caregivers
(n = 400)

Mean age at baseline, in years (SD) 14.5 (1.5) 41.0 (7.2)

Female, n (%) 170 (42.7) 348 (87.2)

Latinx, n (%) 168 (42.0) 135 (33.8)

Race, n (%)

 White 182 (45.6) 212 (53.0)

 Black 70 (17.5) 48 (12.0)

 Multi-racial 68 (17.0) 35 (8.8)

 Other 80 (20.0) 105 (26.3)

Charge type, n (%)

 Status offense 194 (48.6) –

 Delinquent offense 205 (51.4) –

Employment, n (%)

 Part-time 30 (7.5) 63 (15.8)

 Full-time 8 (2.0) 144 (36.1)

 Unemployed 347 (87.0) 192 (48.1)

Relationship to youth, n (%)

 Birth parent – 371 (93.0)

 Step-parent – 6 (1.5)

 Adoptive parent – 10 (2.5)

 Aunt/uncle – 3 (0.8)

 Grandparent – 7 (1.8)

 Other – 2 (0.6)

Marital status, n (%)

 Single, never married – 152 (38.1)

 Married – 104 (26.1)

 Separated/divorced – 102 (25.5)

 Living with partner – 25 (6.3)

 Other – 15 (3.8)
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Table 4

Structural model results

Parameter B (SE) β

Latent variables

 Family functioning

  Youth report 1.00 (0.00) 0.64***

  Caregiver report 0.45 (0.16) 0.31**

 Parental monitoring

  Parental control 1.00 (0.00) 0.81***

  Parental solicitation 1.03 (0.08) 0.90***

  Child disclosure 0.41 (0.04) 0.67***

 Substance use

  Alcohol use 1.00 (0.00) 0.68***

  Marijuana use 1.09 (0.20) 0.65***

Structural paths

 Caregiver psychiatric symptom→family functioning −0.13 (0.05) −0.24*

 Youth psychiatric symptoms→family functioning −0.11 (0.02) −0.44***

 Caregiver psychiatric symptoms→parental monitoring −1.26 (0.74) −0.13

 Family functioning→parental monitoring −5.33 (2.08) −0.30**

 Family functioning→substance use −0.21 (0.11) −0.25*

 Parental monitoring→substance use 0.00 (0.00) 0.07

 Family functioning→delinquency −0.57 (0.28) −0.19*

 Parental monitoring→delinquency 0.01 (0.01) 0.08

Control paths

 Age→parental monitoring 0.86 (0.28) 0.21**

 Sex→parental monitoring −2.40 (0.80) −0.19**

 Age→substance use 0.07 (0.02) 0.35***

 Sex→substance use 0.08 (0.04) 0.14

 Race→substance use −0.02 (0.02) −0.09

Correlated error terms

 Caregiver and youth psychiatric symptoms 0.10 (0.05) 0.12*

 Substance use and delinquency 0.07 (0.02) 0.29***

 Youth psychiatric symptoms with sex 0.19 (0.04) 0.28***

 Youth psychiatric symptoms with race −0.06 (0.09) −0.03

*
p < 0.05

**
p < 0.01

***
p < 0.001
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