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Abstract
Involuntary youth transport (IYT) is a controversial practice used to admit adolescents into residential care. Critics point
out that IYT is in need of regulation and is best used as a last resort. This article examines the risks and benefits of IYT,
especially the longterm effects on the client, in order to ensure that all facets of a client’s treatment are trauma-informed
and guided by research-based practices and ethical principles. Practices that re-traumatize youth need to be replaced with
informed practices that facilitate positive outcomes. This article utilizes an ethical decision-making framework developed
for behavioral health professionals to assess and improve the ethical use of IYT. Based on this ethical framework, a more
effective and collaborative model is presented that results in less restrictive approaches, greater levels of willingness by the
adolescent to enter treatment, and trauma-informed management of difficult emotional or physical behaviors. This model also
guides professionals and caregivers on how to proceed when IYT services are deemed necessary. The article presents past
research and addresses ethical guidelines and best practices for IYT. Steps for practitioners and future directions are discussed.
Keywords Adolescent treatment · Involuntary · Transport · Behavioral healthcare · Ethics
Behavioral health treatment for youth in therapeutic settings
should be guided by research-based, ethical practices. While
some youth may require involuntary treatment, these practices should be trauma-informed with minimal use of procedures that may induce re-traumatization. Such approaches
are especially important for youth in residential care where
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rates of complex trauma are high. Briggs et al.’s (2012)
analyses of data from the National Child Traumatic Stress
Network found that 92% of youth in residential care reported
a history of multiple traumatic events. Trauma-informed
residential care involves: (a) recognizing that a history of
trauma is common in youth, (b) acknowledging the effects
of trauma are widespread, affecting not only the lives of
the youth but also family members and others involved in
their care, and (c) incorporating this knowledge into policies, procedures, and practices that reduce re-traumatization
(SAMHSA, 2019).
According to Mercer (2017), potentially harmful psychological treatments that inflict physical or emotional harm
or cause lasting psychological damage must be identified
and avoided. Safeguarding human rights and promoting selfdetermination are also important issues for youth in residential care, especially when treatment is involuntary. These
principles are also fundamental to social work practices that
prioritize a person’s right to self determination (NASW,
2017). When taken together, youth residential care should
be evidence-based, trauma informed, protect the rights and
freedoms of youth, and promote self-determination.
Protecting the human rights of children and adolescents
is a growing concern in residential care. The American Bar
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Association (2007) and the U.S. Government Accountability Office (2008) have both called for greater oversight and
policy to protect youth in involuntary residential care, highlighting concerns of abuse related to involuntary treatment
practices. These concerns have recently become more pronounced as public figures and others have come forward in
national news and social media campaigns. These individuals have cited personal instances of abuse related to involuntary treatment practices in residential care (Kennedy, 2020).
In most countries, youth can be legally transported involuntarily (e.g., against their consent) into a treatment program
when certain conditions exist under the authority of their
legal caregivers (Jost, 2006). Australia (McMillan et al.,
2019), Canada (Clark et al, 2019; Hamilton et al., 2020),
India (Kelly, 2016), Finland (Askola et al., 2018), and the
United Kingdom (Zigmond, 2017) are examples of countries
that have established governmental guidelines and principles
regarding the use of involuntary transport for individuals
experiencing behavioral health issues. In the U.S., however,
there is no existing federal legislation for IYT. This leaves
the responsibility of oversight to the individual states, which
unfortunately is often overlooked (Kerwin et al., 2015). For
this reason, critics of the practice have pointed out that this
industry “operates on the fringes of existing law” (Robbins,
2014, p. 563).

Defining Involuntary Youth Transport
Involuntary youth transport (IYT) is a controversial practice
used to involuntarily admit adolescents into residential care.
Before defining youth transport, it is important to examine
two widely divergent examples of this practice. The two
actual scenarios presented provide evidence of this variance.

Scenario #1
Our daughter was depressed, talking about suicide and
became quickly oppositional when we attempted to talk
with her. She would angrily leave the house and not come
home for days at a time. She vehemently denied substance
use and had recently passed a drug test administered by the
courts following her school finding heroin in her locker. She
insisted she wasn’t using it and that a friend had asked her
to hold it for him.
Due to her suicidal ideation, leaving home with no contact, and our fear for her safety, we decided to hire a transport team to pick her up and take her to treatment. Three
weeks later, we were finally able to unlock her phone and
discovered she had gotten involved with an older man in
his 20s. She had been using heroin and he was passing
her around for sex with his friends for drugs. Three days
before the transport, she had plans to leave the state with
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him. Authorities also discovered that he was associated with
suspected sex trafficking and was already being watched by
authorities (Parents of a 16 year daughter).

Scenario #2
I will never be able to forget the night my room was invaded
by two “goons.” Before I could resist or understand what
was occurring, my hands were pinned behind my back. With
my mother sobbing off in the corner of the room, my father
announced that these two men were going to take me to a
place where I could get the help I needed and then left the
room. These men told me that if I did what they said, the trip
would be much easier for all of us. When I asked questions
about where we were going, I was informed I would be told
when we got there. It really felt like I was being kidnapped.
While never outwardly stated, it felt as if I could be raped at
any time these two men wanted.
Since that time, I can’t fall asleep in a bedroom if the
lights or a bright night light are not left on. I have never
been able to forgive my parents for what they put me through
during that evening (16 year old girl sharing her transport
experience).
IYT typically occurs when a third-party service is hired
by the caregivers to physically escort an adolescent into residential care (Becker, 2010; Bettmann et al., 2013; Tucker
et al., 2015). The process usually consists of two transport
staff for one adolescent client. IYT staff are often trained
in a variety of de-escalation and therapeutic techniques to
manage client behaviors through non-violent crisis intervention (Safe and Sound Youth Transportation, 2020). Staff
may also be trained in CPR and First Aid. IYT procedures
are varied, ranging from verbal elicitation to implied threat
and overt physical force (e.g., therapeutic holds, physical
restraints, and in some cases mechanical restraints) (Tucker
et al., 2015).
The exact prevalence of IYT is unknown, with recent estimates suggesting the use of youth transport services vary
from 0% to as high as 83% across out-of-home behavioral
healthcare programs (mean and median scores were 53%)
(Gass, 2018). Assessment and implementation of IYT is also
unclear, with Persi et al. (2016) and Bolt (2016) suggesting
IYT may be most effective in the following conditions: (a)
the youth is in the precontemplation stage of change, (b)
unsafe parent–child dynamics exist in this relationship, (c)
parents lack the abilities to carry out the transport, and (d)
when there are concerns for the physical safety of the child.
Systemic factors may also drive the IYT referral process. For
example, private for-profit residential care facilities may be
inclined to encourage IYT in order to maintain their census.
The actual use of IYT is a hotly debated topic. Chatfield
et al. (2021) suggested “forcible transport” may be a more
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appropriate description than IYT, stating, “the practice
relies on the implicit or explicit use of force and because
the voluntary or involuntary nature of such practices may
be less salient for young people who have no legal right to
refuse treatment” (p. 134). However, Chatfield et al.’s (2021)
research failed to find any association between forcible transport and youths’ perceived quality of experience in residential care. IYT has also been criticized as a form of social
control or “strong-arm rehabilitation” that can elicit traumatic responses (Mooney & Leighton, 2019; Rosen, 2021).
Robbins (2014) and Szalavitz (2006) described such practices as being fraught with contention and coercion which
pose a greater risk of harm than benefit to adolescents.
Other professionals emphasize that when properly implemented, coercive admission practices, including IYT, may
be a safe resource for youth needing treatment and these
practices do not negatively impact treatment outcomes
(Hamilton et al., 2020; Hardy, 2011; Tucker et al., 2018).
When ascertaining the risks and benefits of coercive treatment, Hardy (2011) reasoned that adolescent treatment coercion “can provide access to a safe treatment environment
for reflection and recovery of mental competency, free from
negative outside pressure and potential substance abuse” (p.
92). Persi et al. (2016) found that IYT was a safe and beneficial option for youth, particularly for youth “in crisis with
severe risk, serious problems, and lower capacity to engage
voluntarily” (Persi et al., 2016, p. 70).

Prior Research
Empirical research regarding IYT has only recently emerged
in residential care, primarily in the context of wilderness
therapy programs. Tucker et al. (2015) examined 165 adolescents in a single wilderness therapy program, with 50.9%
entering via IYT. Their research found that transported adolescents presented higher levels of dysfunction at admission in terms of socially related behavioral problems. No
differences were reported in terms of readiness to change at
admission or treatment outcomes. These findings suggested
IYT did not affect treatment outcomes given that transported
adolescents experienced positive change equivalent to nontransported adolescents (Tucker et al., 2015).
In Tucker et al.’s (2018) study, which further examined transport in relation to treatment outcomes in 645
adolescents across four wilderness program sites, 64.5%
entered via IYT. In contrast to the previous study, this
research found similar overall dysfunction levels among
adolescents at admission irrespective of IYT. However,
this research replicated the previous study’s findings in
terms of adolescents experiencing similar positive treatment outcomes regardless of IYT. While cautioning the
importance of utilizing a quality transport service, these

findings suggest that IYT may support treatment, by providing youth an opportunity to experience similar positive
outcomes to those who are not transported (Tucker et al.,
2018).
Harper et al. (2021) used exploratory data from the
NATSAP Research Database to suggest caution in generalizing the research findings in the studies examining the
quantitative findings regarding IYT. Criticisms levied by
these authors present the need for more definitive procedures to produce valid and generalizable outcomes on what
is occurring in IYT experiences.
Hardy’s (2021) examined the elements of perceived
coercion, voice (i.e., the opportunity to express opinion
and belief that opinion was valued), and negative pressures (i.e., the use of implicit or overt force) in relation to
IYT in a cross-sectional analysis of 105 adolescents entering a single wilderness therapy program. Initial analyses
are showing statistically significant correlations between
youths’ perceived coercion and the use of IYT, with negative pressures and voice showing an indirect effect on
this relationship. In essence, youth who entered treatment
via IYT reported higher perceived coercion and negative
pressures than their counterparts. However, when youth
entered via IYT reporting a level of high voice during
the process, they also reported reduced perceived coercion. This same finding existed for negative pressures, but
with fewer reports of negative pressures being associated
with reduced perceived feelings of coercion. While more
research is needed, these findings support the reasoning
that whether or not IYT is perceived as a negative experience depends not only on physical and emotional safety,
but also on other contextual factors, such as voice and
negative pressures (2021). This reasoning is also consistent with previous findings in the adult and adolescent psychiatric literature on involuntary admissions and
perceived coercion (Hoge et al., 2001; Nyttingnes et al.,
2018; O’Donoghue et al., 2014; Opsal et al., 2016; Winick,
2008).
However these quantitative findings may not tell the full
story. Client voice is concerningly absent from quantitative
studies; therefore qualitative methodologies are needed
to fully understand the process of IYT from the youth’s
perspective. According to a recent publication by Dobud
(2021), the process of being transported involuntarily was
highly traumatizing to adolescent clients, even leading to a
diagnosis of PTSD in one case example. Dobud’s research
focused on the stories of nine youth who experienced
transports that occurred without the youth’s knowledge in
the middle of the night when they were sleeping. This type
of transport seems to go beyond perceived coercion and
lends itself more to the definition of kidnapping posited
by Robbins (2014). Given the potential re-traumatization
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of these practices, it is essential to consider the ethics of
involuntary treatment in general.

Ethical Considerations for Involuntary
Treatment
Paternalism is the traditional, ethical justification for
involuntary treatment methods, such as IYT, in behavioral
healthcare (O’Brien & Golding, 2003; Seo et al., 2013).
According to paternalism, the decision for involuntary
treatment is made out of benevolence or for a person’s
own good when they are considered, “incompetent to make
decisions for themselves or to lack autonomy” (O’Brien &
Golding, 2003, p. 170). Paternalism is reasoned to occur
more frequently for adolescents beleaguered by behavioral
health problems as they are often dependent on their caregivers (Ellila et al., 2008; Hamilton et al., 2020). O’Brien
and Golding (2003) also point out that paternalism is used
as a default justification with minimal assessment into
whether it is needed.
Paternalism should never replace clinical assessment to accurately determine if involuntary treatment is
needed, especially given research that showed that involuntary treatment can negatively affect future help-seeking
behavior and subsequent trust in mental health professionals (Jones et al., 2021). Clinicians should proceed with
caution, and if involuntary treatment is necessary, Jones
et al. believe clients must be given ample opportunities
to process their involuntary treatment with professionals,
in order to avoid these negative effects. Jones et al. also
advocate for trauma-informed and patient-centered care in
involuntary treatment settings, so as not to re-traumatize
clients.
In the context of IYT, Persi et al. (2016) believe this
practice may be beneficial for highly acute youth, but also
emphasize a key caveat: “decisions to use involuntary referrals are subject to the influence of practice habits and service
pressures beyond needs for immediate safety, problem severity, and incapacity. Such non-clinical influences may lead to
excessive and inappropriate use” (p. 72). According to Mercer (2017), these non-clinical influences may also come from
parents and other professionals involved in a youth’s life.
Considering these factors, along with the limited
research on IYT and inconsistent legislation, the appropriate use of IYT rests heavily on professional ethics. In
this vein, Cratsley and Radden (2019) labeled the use of
coercive measures like IYT, “to be the defining issue of
mental health ethics” (p. 26). Likewise, Pelto-Piri et al.
(2016) and Ellila et al. (2008), have called for the development of ethical guidelines for involuntary treatment
practices that provide a foundation for selecting the most
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appropriate course of action based on the relative context
of the person's life and the resulting effect of choices to
society as well as the person. These guidelines may also
offer a strong foundation for policy and research.

Developing Ethical Guidelines for IYT
Developing ethical guidelines for the use of IYT is an essential
step toward preventing harm and safeguarding the rights of
the children and adolescents entering residential care via IYT.
While no formal ethical guidelines for IYT currently exist,
behavioral health professionals are ethically obligated to challenge the implicit support for involuntary treatment (Maylea,
2017). Professional organizations such as the National Association of Social Workers (NASW) provide ethical guidelines
for clinical practice. According to the NASW Code of Ethics (2017), “Social workers respect and promote the right of
clients to self-determination and assist clients in their efforts
to identify and clarify their goals.” (p. 2). Social work ethical standards do not explicitly discuss IYT, however they do
endorse the need for involuntary treatment in situations where
clients’ actions or potential actions pose a serious, foreseeable,
and imminent risk to themselves or others.” (NASW, 2017).
Consistent with these principles, O’Brien and Golding
(2003) provided a framework around the principle of least
coercion, especially when paternalism is the primary justification for IYT. This framework includes three steps, including
determining:
1. If the [person] is incompetent to make the decision.
2. If the harm prevented and benefit provided outweighs
the harm caused by the coercion.
3. The least coercive intervention that will promote good
or prevent harm is used (O’Brien & Golding, 2003, p.
172).

Method
The purpose of this article was to present a working model for
examining the following questions:
(1) How can youth be motivated to seek treatment in an
ethical manner?
(2) If treatment is refused, when is IYT ethically warranted?
(3) If IYT is warranted, how can it be ethically implemented?
In order to answer these questions, Gass et al.’s (2020) fivestep ethical framework for behavioral healthcare programs was
applied to the context of IYT.
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Five‑Step Ethical Framework
This framework involves a five-step process for examining
the ethics of professional practice and guiding practitioners facing ethical dilemmas (Gass et al., 2020). Origins of
this framework emanate from the development of the ethical
code of the adventure therapy professional subgroup of the
Association for Experiential Education in 1992, with support
from the American Psychological Association (APA) and
the American Association for Marriage and Family Therapy (AAMFT) (Gass, 1993). This ethical decision-making
framework has continued to evolve over the past 30 years,
using the intersecting perspectives of three sources of ethical
theory common in behavioral health: principle ethics, virtue
ethics, and feminist ethics (Hill et al., 1998; Jordan & Meara,
1990; Kitchener, 1984). In this framework, ethical dilemmas
are resolved by progressing through the designated steps
until a proposed action is determined to be ethical or not. If
a decision cannot be made at a certain step, the practitioner
proceeds to the next step until a decision can be made. This
is not just a binary choice as conditions can be adapted to
make the ethical decision more appropriate.
Step 1: Intuition—based on your professional experience,
what makes ordinary moral sense?
Step 2: Option listing—list the potential strengths and
weaknesses, outcomes, and potential ramifications of
each option.
Step 3: Ethical codes of conduct—examine ethical behaviors in the field through established ethical codes of conduct.
Step 4: Ethical principles—use well-established ethical
principles that seek to protect the interests and welfare of
all people involved.
Step 5: Ethical theories—examine situation through ethical theories of balancing [i.e., that brings the least avoidable harm to all parties involved or produces the greatest
happiness for the greatest number of individuals (Mill,
1975)] and universalizability [i.e., apply the same ethical
actions across similar situations (Kant, 1964)].
In determining an ethical decision about IYT, the loss
of client autonomy alone is enough to necessitate moving directly from Step 1 to Step 2. In Step 2, professionals
brainstorm possibilities, values, strengths, and weaknesses
of IYT, as part of an overall clinical risk assessment. These
arguments have been highlighted in the literature, but it is
important to review them while moving through the ethical
decision-making process. Potential benefits of IYT include:
reducing safety risks during transport and increasing access
to needed treatment for acute youth (Persi et al., 2016). Conversely, potential consequences of IYT include: the violation of human rights and self determination (American Bar

Association, 2007; Persi et al., 2016), overuse of IYT for
non-acute youth (Persi et al., 2016), and re-traumatization
(Mooney & Leighton, 2019; Rosen, 2021).
Given the implications of potential benefits as well as risk
of harm, the decision-making process advances to Step 3.
The third step examines potential actions through currently
established ethical guidelines. While the NASW, along with
other professional associations, such as the American Psychological Association (APA), Association of Experiential
Education (AEE)’s Therapeutic Adventure Professional
Group (TAPG) and the AEE/OBH accreditation program,
have developed ethical guidelines, none of these organizations’ guidelines specifically address IYT (AEE, 2018;
Gass et al., 2020). As a result, the decision-making process
advances to the fourth step of ethical principles.
Ethical principles are “enduring beliefs about specific
modes of conduct or end-states of existence that, when acted
upon, protect the interests and welfare of all of the people involved” (Zygmond & Boorhem, 1989, p. 271). There
are several sources of ethical principles that can be found
in government and professional guidelines, the AEE/OBH
accreditation standards, and research that can be applied to
IYT. As identified by Clark et al. (2019); Kitchner (1984);
and Priest and Gass (2020), these ethical principles can be
summarized into five categories:
(1) Autonomy—the right to freedom of action and choice
as long as the client's behavior does not pose a serious
risk to self or others.
(2) Nonmaleficence—above all else, no harm is done to
people.
(3) Beneficence—do “the greatest good” to contribute to
the health and welfare of others.
(4) Fidelity—be faithful, keep promises, and be loyal and
respectful of people’s rights.
(5) Justice—individuals are treated equally and fairly.
In this vein, IYT may be considered an ethical option
when these principles are satisfied in the IYT decision-making process. Importantly, these principles should be individualized for each client’s situation. For example, developing sensitivity, knowledge, and empathy for each youth’s
background, including diagnoses, history of trauma, and culture can add contextual insight into ethical decision-making
(Hoop et al., 2008).
Since the ethical dilemma is resolved in Step 4, the process does not progress to Step 5. If Step 5 was needed, the
above principles would be examined through the ethical
theories of balancing (Mill, 1975) and universalizability
(Kant, 1964). In other words, when clinicians are unable to
determine if IYT is ethical at the individual level, the final
step involves justifying it at a systems level. This necessitates including others who are involved with the youth and
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the assurance that ethical actions will be applied consistently
across all situations.
Once the ethical decision-making framework (Gass et al.,
2020) has been applied, the following principles emerge as
ethical guidelines for the use of IYT:
1.
2.
3.
4.

Consent to treatment.
Potential of harming self or others.
Ability to make rational decisions.
Ability of the treatment program to prevent potential
harm to youth.
5. Transfer only to programs demonstrating a researchbased record of success for youth with their particular
needs.
6. Utilize programs offering the least restrictive intervention that will promote the most benefit or prevent most
harm, including re-traumatization.
7. Use of IYT procedures maximizing autonomy, respect,
and dignity for youth throughout the entire treatment
process.
Ideally, these principles are evaluated openly and transparently with consultation from other qualified professionals in order to minimize subjectivity. However, the presence of ethical guidelines alone does not help practitioners
and families move forward. For this reason, a model for
applying these ethical guidelines is needed in order to
match procedures with the youth’s level of willingness to
enter treatment throughout the IYT process. This approach
involves promoting autonomy and choice, strong clientstaff alliance, and trauma-informed practices.

A Model for Applying Ethical Guidelines
for IYT
These practice steps for IYT can be applied sequentially
by practitioners and caregivers in determining its appropriateness on a case-by-case basis, and as delineated below.
Step 1	Prior to evaluating the need for IYT, caregivers and
mental health professionals need to first determine
if: (a) the youth exhibits behavioral health symptoms, including a mental health or substance use
disorder, severe enough to warrant treatment; (b)
the referred program demonstrates an evidencebased record for youth’s particular behavioral
health needs (Principle 1).
Step 2	After completing Step 1, caregivers and mental
health professionals would then need to determine
if the youth is at imminent or severe risk of harm to
self or others (Principle 2), is unwilling to consent
to treatment (Principle 3), and lacks the capacity to
give consent (Principle 4). As illustrated in Table 1,
youth who are completely willing or reluctantly
willing may be appropriate for a caregiver accompanied or supported transport option.
Step 3	After completing Step 2, Caregivers and mental
health professionals would need to weigh the harm
prevented versus the potential harm caused from
an IYT (Principle 5) in order to balance the consequences of no treatment versus involuntary treatment via IYT. Caregivers in consultation with a
licensed mental health practitioner can qualitatively
contrast the consequences of each option in determining the appropriateness of an IYT. On the side

Table 1  Appropriate form of transport matched to state of willingness to seek treatment
Acceptance ←←←STATE OF WILLINGNESS→→→Refusal
State of mind

Completely willing

Reluctant but willing

Resistant & unwilling

Completely unwilling

Youth presentation

Agrees with decision to
seek treatment and is
unlikely to act out
Low
Caregiver accompanied:
caregivers or family
independently transport
youth

Skeptical, but may not
perceive need

Verbal reaction to the
thought of treatment and
lacks motivation
Moderate to high
Staff supported:
caregivers and family
involved in initial intervention and throughout
transport process as
appropriate with minimal
restrictions
Unlikely to know that a
decision has been made
for treatment or transport

Explicitly disagrees, is
angry, and acts out

Risk levels
Options for transport

Low to moderate
Caregiver supported:
caregivers or family collaborate with transport
staff in youth transport

Awareness about transport Aware and cooperative
Agree with process or
with little to no hesitancy
general concept, but may
need encouragement
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High
Secured transport:
caregivers or family
involvement limited to
initial intervention with
increased restrictions
emphasizing physical
safety
Unaware of treatment
and transport prior to
transport
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of no treatment provided, the following potential
consequences need to be considered:
(1) Family dynamics,
(2) Youth’s autonomy,
(3) Harm to the youth and others, and
(4) Youth’s history with transport and treatment.
	For example, the risks to the youth may range
from psychological distress, to incarceration, to
death. The risks to others can include some combination of harm, violence, theft, and shame. By
allowing the youth to avoid involuntary treatment
or IYT, their independence may be maintained,
but this may occur at the cost of family functioning and social, academic or employment opportunities, if problems continue and go unresolved.
	Once on the side of conducting IYT, caregivers
and mental health professionals need to weigh the
ranges of consequences for risks to the youth and
others, resurgence of past trauma, optimization of
dignity, and value of treatment. For example, forcing a client into treatment may result in varying
degrees of anger, self-harm, and loss of autonomy (Saya et al., 2019). This may lead to future
feelings of trust, betrayal, and the desire to run
away. Past trauma might resurface and unresolved
trauma could possibly reinjure the youth. The dignity of the youth could be compromised by silencing their voice or disrespecting their choices. And
finally, the value of the treatment program must be
considered for its data-based record of past success with this kind of youth and its preparation
or accreditation with the appropriate training and
resources.
Step 4	Closely associated with the previous step, mental
health professionals and caregivers need to determine that IYT is the least restrictive option that
stands to promote the most benefit and reduce
harm to the youth (principle 6). This can include
contrasting the different forms of transport delineated in Table 1, but may also involve weighing
other potential involuntary admission options, (e.g.,
seeking a court order).
Step 5	Once the decision for IYT has been made, it is
essential to ensure that the procedures used maximize autonomy, respect, and dignity for the youth
throughout the entire process (principle 7). In
consultation with a mental health professional,
caregivers evaluate their youth’s level of willingness along with the associated risk and transport
options in Table 1. Assessment should also include

a history of committing self-harm, flight/running
away, aggressive/violent behavior, and unresolved
pre-existing trauma.
A reported history of the first three concerns would shift
the “state of willingness” to the right on Table 1. A reported
history of trauma emphasizes the importance of exhausting
transport options on the left of Table 1 along with incorporating trauma-informed care throughout the process. In this
process staff include: licensed behavioral health clinicians,
interventionists, mediators, or transporters. When a caregiver accompanies a youth, they may need to be supported
by the transport staff. These staff represent a more restrictive form of IYT, yet the focus should remain on ensuring
the least restrictive procedures to provide emotional and
physical safety. Table 1 emphasizes the desire to complete
the transport process using approaches and techniques that
center on client autonomy, strong client-staff alliance, strategic and structural family systems work, and other factors
that limit trauma.

Prioritizing Assessment of Client Willingness
As delineated in Table 1, the level of transport considered
most ethical is the approach matching the youth's level of
willingness, clinical assessment for behavioral and trauma,
and risk. It is important to note that these identified states of
willingness, risk levels, and transport options are intended to
be flexible and dynamic to the needs of the youth. Autonomy
and structure are also important factors when giving choices
and hearing their concerns. An integrated approach with a
dual focus on autonomy enhancement and utilizing the least
restrictive procedures is recommended (Hardy, 2021).
IYT can facilitate autonomy enhancement by minimizing controlling pressures while promoting choice and an
opportunity to voice concerns when choice is restricted
(Ryan & Deci, 2017). A least restrictive intervention not
only involves implementing procedures according to a
youth’s state of willingness, but also exhausting the less
restrictive techniques first, such as verbal encouragement,
providing reasoning, and genuine support before utilizing a
more restrictive approach (e.g., Hoge et al., 2001; O’Brien
& Golding, 2003).
The following offers a narrative description for various
states of client willingness and associated transport option:
(1) Completely willing/caregiver accompanied Adolescents
in this state on the continuum tend to agree with their
caregiver in the process of attending the treatment program. Youth are both aware and cooperative with their
decision about treatment, with little to no indications
of hesitancy. As such, these youth are considered low
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risk for emotional outburst or acting out. Caregivers are
the primary source of support in the transport process,
though less restrictive IYT options may also be appropriate. In all transport options, the treatment program
is clearly stated and an understanding by youth in terms
of length of stay and process throughout the transport.
In many cases, IYT staff play a nominal role in the
majority of these transports.
(2) Reluctant but willing/caregiver supported Adolescents
in the reluctant state may or may not be aware of the
consideration for a treatment program, but are skeptical
of the idea and may not perceive they have a need for
treatment. If aware, they may agree with the process,
but require encouragement and incentive to remain
willing. If unaware, they may agree with the general
idea of a treatment program, but not show their understanding of the specific details of the program or the
possibility of IYT. These adolescents are considered in
the low-to-moderate risk for emotional outbursts or acting out. These factors often depend upon their degree
of hesitancy, previous history of verbal and physical
reactance, and current psychological issues. Caregivers
may be a source of support during transport but often
require some amount of external support from a mental health professional, trained interventionist, or IYT
service. In a few cases, IYT staff play a prominent role
in the majority of transport processes.
(3) Resistant and unwilling/staff supported Adolescents in
this state may or may not be aware of the consideration
for a treatment program. They may express some form
of verbal reactance toward the idea, a potential lack of
motivation, and a perceived need for treatment. They
may have made direct or indirect threats when a decision for treatment is made. Youth may be described as
unwilling to participate in treatment and are in a moderate-to-high risk range for emotional outburst or acting
out. This often depends on the severity of threats, previous history of verbal and physical reactance, and current diagnosed psychological issues. Caregivers may be
involved in some aspects of the transport, but external
support from a trained interventionist or IYT service
is considered the primary source of support throughout
the entire transport process. Caregiver involvement is
generally limited to the initial time of intervention and
at the time of arrival to the treatment program. In most
cases, IYT staff play a significant role in the majority
of transport processes.
(4) Completely unwilling/secured transport Adolescents
in this state explicitly disagree with the decision for
treatment to the point. They may exhibit strong emotional and physical reactance (e.g., anger, acting out
behavior) and actively refuse efforts by caregivers and
other treatment professionals to discuss the possibility
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of a treatment program. They are generally not aware
a decision for treatment or transport has been made. If
aware, they may be at risk of running away or requiring
emergency support services prior to being available for
transport (e.g., admission into inpatient or temporary
holding in a juvenile facility depending on the nature
of their behavior). These adolescents are often emotionally and physically reactant toward treatment, atrisk to themselves or others, and at the highest range of
oppositional behavior. Caregivers may be involved in
some of the initial transport procedures, but only under
the guidance of trained IYT staff who are capable of
providing the necessary external support. Attempts are
made to explain the transport options and decision for
treatment, though the depth of disclosure and understanding may vary according to the youth’s ability to
process this information. In all cases, IYT staff play a
significant role in the majority of transport processes.
The primary focus of all four transport options is to equip
professionals in providing youth with the safest, least restrictive, therapeutic experience for treatment.
Should a staff supported (level 3) or secured IYT (level
4) be deemed as the least restrictive approach, it should be
noted that the use of procedures relying on threat, deceit, or
brute force are contraindicated. Robbins (2014) and Mooney
and Leighton (2019) identify a specific deceptive approach
to IYT where youth are woken up in the middle of the night
without forewarning and “strong-armed” or “kidnapped”
into treatment. No evidence supporting the clinical benefit of
this approach exists and its use contradicts key elements of
ethical practice for IYT. While physical restraint techniques
may be appropriate to maintain the safety of a physically
combative or self-harming youth, the use of physical force
remains unethical to the therapeutic process and thus cannot
be considered a therapeutic technique. Rather, the use of any
physical intervention is a safety technique that should only
be utilized by trained staff who have exhausted all nonphysical crisis de-escalation techniques.
In summary, Fig. 1 represents the intersection of ethical
decision making and the presentation of stepwise procedures
when considering IYT. These procedures are focused on
accessing client willingness, voice, and IYT being used as
a last resort and least restrictive option. And when selected,
IYT centers around maximizing youth autonomy, respect,
and dignity.

Implications for Practice
With the ethical guidelines for IYT outlined above, it is
important to discuss concrete implications for practice.
Strong efforts must be made by IYT providers to include

Involuntary Youth Transport (IYT) to Treatment Programs: Best Practices, Research, Ethics,…
Fig. 1  The intersection of
ethical decision making and
stepwise procedures when
considering involuntary youth
transport (IYT)

the youth, as well as their caregivers, in evaluating the use
of an IYT and potential supportive or substitute procedures
(e.g., family intervention, caregiver supported transport)
(Persi et al., 2016). In this way, the provider can address
parental and youth concerns about the transport process, as
well as assess familial financial resources, in case outside
support is required. At a minimum, this evaluation process
should involve the practice steps presented in the Model for
Applying Ethical Guidelines for IYT.
IYT providers (and other professionals such as therapists,
educational consultants, etc.) should actively pursue assent
by the adolescent to initiate the treatment process, even after
determining that IYT is appropriate. Transport and program
admission should focus on individualized client-centered,
trauma-informed care. Although there are times when adolescent judgment may be diminished by impaired states (e.g.,
abuse of addictive substances) or other behavioral healthcare issues, staff should offer choice, provide reasoning, and
opportunities to voice concerns and questions whenever possible (e.g., Ryan et al., 2015). Client autonomy should be a
central focus of transport as well as treatment and needs to
be relinquished to clients as soon as possible (Ryan & Deci,
2017). For example, IYT and program admission procedures
should be flexible and actively seek to appropriately reduce
restrictions (e.g., respectful screening procedures). Autonomy should be promoted throughout the transport process
even if youth exhibit unwilling behavior.

As with all behavioral health interventions, vigilance concerning risk management and harm prevention needs to be
central to all IYT procedures. Research and established risk
management procedures in related fields have demonstrated
their practices as safe and lower risk in comparison to other
fields without research and established protocols (e.g., Javorski
& Gass, 2012). For IYT to be considered a viable therapeutic
technique in behavioral healthcare, transport services need to
advance similar policies and practices, as well as research, to
establish best practices and accountability among transport
companies (e.g., Gass et al., 2020). Deceptive practices, such
as waking up a youth in the night or early morning with no
forewarning and physically escorting them into treatment with
minimal information fundamentally contradicts the proposed
ethical guidelines (Mooney & Leighton, 2019). Practices that
may cause more harm than benefit to youth should be replaced
by practices that not only create effective transport outcomes,
but also promote client well-being and self-determination
(Ryan & Deci, 2017).
To aid in the implementation of these guidelines, the field
of transport services should consider a similar paradigm that
was followed by the Outdoor Behavioral Healthcare (OBH)
community (Gass, et al., 2020). After suffering several traumatic professional events in the 1990s, the field underwent a
deep self-examination process to create the progressive field it
currently experiences today. OBH organizations reflected upon
and answered four critical questions concerning: (1) the examination and tracking of appropriate physical and psychological
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risk management, (2) the establishment of an ethical research
agenda, (3) the implementation of an accreditation program,
and (4) an organizational membership that resulted in the sharing of professional knowledge, and greater return on investment (Gass et al., 2020).

intentional and ethically implemented intervention that aids
in the overall treatment process remains to be seen, and the
responsibility falls on the shoulders of the adolescent mental
health profession.
Funding There was no funding provided to any of the authors for this
paper.

Future Directions
This article addresses ethical issues surrounding IYT. More
scholarly investigation is required to ensure the establishment of best practices. Further research is needed on the
direct impact of IYT on clients and family systems, particularly qualitative research that provides opportunities to
document client voice. Research is also needed to provide
empirical support for different transport options in relation
to the different risks and trauma histories among youth. Best
practices, accountability, and oversight that are grounded in
ethical guidelines, will help to promote ongoing review of
the IYT process and the development of trauma informed
interventions. This focus of these efforts should be aimed at
protecting and serving clients.
Work in this domain is already underway through an
IYT joint task force between the Association of Mediation and Transport Services (AMATS), National Association of Therapeutic Schools and Programs (NATSAP),
and the Outdoor Behavioral Healthcare Council (OBHC).
Given that almost 500,000 children in the United States
live in foster care placements (US Department of Health
and Human Services, 2018), it is recommended to include
other related professional groups (e.g., child welfare professionals, residential addiction treatment providers, other
children’s residential centers) in this effort. All of these
professional groups utilize involuntary treatment and serve
“mandated” clients. Treatment satisfaction is often lower
for involuntary clients (Martin et al., 2003), which may
negatively impact treatment outcomes. For this reason,
minimizing coercion through trauma-informed approaches
that elevate collaboration, client voice and choice are
essential.

Summary
The use of IYT in adolescent behavioral health remains a
critical issue which merits ongoing investigation. If IYT
is indicated, transport professionals should focus on client safety, reducing the likelihood of client re traumatization, and employing trauma-informed services. The use of
IYT requires serious attention to its ethical structure in the
treatment process and the use of practices that have been
proven to be effective. The likelihood of IYT becoming an
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