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BACKGROUND AND HISTORY
Over the past five years, an increasing number of programs have begun offering offense-specific residential treatment or have started treating sexually abusive youth within heterogeneous residential environments.  During this time, reports of abusive incidents against staff and/or other residents have increasingly come to light. In response to these revelations, state licensing agencies and residential providers have asked for consultation expertise to help improve the quality of these residential services.

The consequences of treatment failures for this population are serious.  In many instances such failures result in new victims. Additionally, due to changing social attitudes, the youth who fail in residential programs and re-offend often face severe and lifelong consequences. The need for maximizing successful treatment outcomes through provision of the highest quality treatment has never been more compelling. However, such quality is not likely to occur without the promulgation of offense-specific residential treatment standards. Several attempts to develop standards have been initiated in various parts of the country. One in particular became the starting point for this present effort.

In 1996, as part of program development consultations in Western Massachusetts, Drs. Steven Bengis and Penny Cuninggim drafted a set of standards for use by their clients.  Based on the positive experiences of these programs in implementing these standards, the programs encouraged Dr. Bengis to consider a national standards development effort and agreed to provide seed funding.

In response to this support, Dr. Bengis contacted several other colleagues with national reputations in the residential offense-specific field. These professionals recommended others and soon a core group of seven had agreed to volunteer their time in pursuit of the standards goal.  In addition to Dr. Bengis, the core group included: Art Brown, Ph.D. from Utah; Rob Freeman-Longo, M.R.C., L.P.C. from Vermont; Bryon Matsuda, M.A. from Utah; Jonathan Ross, M.A. from South Carolina; Ken Singer, L.C.S.W. from New Jersey and Jerry Thomas, M.Ed. from Tennessee.  The group met in a two-day formal work session for the first time in 1996 and defined its mission to develop offense-specific standards of practice for residential treatment programs balancing a commitment to quality and safety with an understanding of the practical realities of administering these programs in a complex and multifaceted service-delivery system.

While the group felt that all programs providing such services should be required to meet whatever standards would be created, the decision about how best to accomplish this goal (i.e. whether or not to formally accredit programs) was put off for a future discussion.

Early in the process the group made the following decisions:

To seek out an advisory board comprised of the top professionals in the offense-specific field to help guide the development of the standards work.

To maintain the integrity of a small working group to maximize productivity.

To use current research and existing literature to guide the work whenever possible.

To format the document using several sections: a description of the standard; a rationale for the standard; a definition of relevant terms; and evaluative criteria by which to measure compliance with the standard.

To encourage wide peer review of the final working draft of the document prior to dissemination of the final product.

To seek peer approval from the field for the development of standards development through a questionnaire and workshops at national conferences of the Association for the Treatment of Sexual Abusers (ATSA) and the National Adolescent Perpetrator Network (NAPN).

To share the work during the development stages only with colleagues who were involved in similar standards development efforts in other states.

To seek legal advice regarding standards creation, dissemination, and possible accreditation.

To explore the possibility of developing collaborative accreditation procedures through the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) and the Council on Accreditation (COA).

Based on these decisions, the group began its work by reviewing the initial standards document created by Drs. Bengis and Cuninggim.  Work group members suggested additional standards. Assignments were made according to interest and expertise.  The group operated primarily by consensus.  Drafts were reviewed prior to meetings and any and all positions were discussed until all members agreed or accepted the majority view.  Having reached agreement on an initial draft, the advisory board and additional readers were asked for input.  As anticipated, that input proved invaluable and resulted in a significant re-write of major sections of the document.

During this time, selected members of the group visited JCAHO in Chicago and spoke at length with the Executive Director of COA.  On the basis of those discussions, the group decided that a collaborative accrediting venture would not be the most effective way to maintain the integrity of the standards project.  Subsequently, and after incorporating comments from the field received through questionnaires, the group decided against becoming an accrediting body.  Rather, they decided that subsequent to publication of the final document, they would work with state agencies and licensing authorities to encourage them to incorporate the standards into their own oversight and licensing mandates.

By the Fall of 1998, the working group, now known as the National Offense-Specific Residential Standards Task Force, had completed a final draft which was prepared for dissemination both over the internet and by mail to the professional field for peer review. What follows is that document.

The Task Force intends to review all comments, make revisions, and publish a final document by Spring, 1999.
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The twenty-eight standards that make up the body of the document are formatted to assist the reader in both interpretation and implementation.  The standards are divided into the following four sections according to the primary areas covered:

Program Related Standards

Staff Related Standards

Residential Safety Standards

Clinical Intervention Standards
The following is a brief description of the format used:
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STANDARD:
The standard itself is a brief statement that embodies the overall purpose and target area of the standard.

RATIONALE:
The rationale provides more narrative to assist in developing an understanding of the background and intent of the standard.

EVALUATION MEASURES:
A list of evaluation measures is provided for each standard that gives more detailed guidelines for assessing compliance with, and implementing, the standards.  This section is not meant to include all possible measures of compliance.
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Standards One through Seven are primarily related to overall program design.
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STANDARD:
The program's governing authority has knowledge of, and is committed to providing, management and resources for quality implementation of an offense‑specific program for sexually abusive/aggressive youth.

RATIONALE:
Any agency that accepts the responsibility of providing offense-specific treatment for sexually abusive/aggressive youth must understand, acknowledge and accept the serious responsibility of this work. Effective behavior management for, and treatment of, this population pose serious risk-management concerns.  It is critical that those who are legally, functionally, and professionally responsible for the agency give their informed consent to provide offense-specific treatment.

Even in carefully developed programs with the highest quality of management, there will always be some risk to other program residents, to the program staff, and to the community. The risk includes physical and sexual exploitation. The governing authority (Board of Directors, Corporate Officers, Advisory Boards) should know the risks and responsibilities inherent in the treatment of sexually abusive/ aggressive youth, and openly and willingly commit the agency to this endeavor by giving informed consent.  Without such a commitment, the program may not receive the legal, functional and professional support needed for its development. The absence of such support could place the program and the community at serious risk.

EVALUATION MEASURES:
The program clearly describes in behavioral terms the youth population to be treated.

Members of the governing board and/or corporate officers receive sufficient information and training on sexual abuse dynamics and treatment to make an informed decision about committing the agency to work with this specific youth population.

Members of the governing board and/or corporate officers have signed an informed commitment to undertake the professional and risk-management responsibilities for treating sexually abusive/aggressive youth.

The agency has consulted an attorney knowledgeable about liability issues.

The governing board formally commits to supporting the program’s mission and mandate to provide offense-specific treatment for sexually abusive/aggressive youth.
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STANDARD:
The program's admission and exclusion criteria clearly identify the youth that the program can safely manage and effectively treat.

RATIONALE:
Treatment is safer and more effective when the program is designed specifically for the population to be served. Sub-populations of sexually abusive/ aggressive youth often have different needs in treatment methods, interventions, resources and materials.   It is not effective, efficient, nor safe to treat a youth who meets the criteria for long-term secure residential placement in an outpatient group, nor to treat someone in a secure residential setting who could be effectively treated on an outpatient basis.  Similarly, there are potential risks involved in the program utilizing a treatment model that is inappropriate to the psychological, emotional and behavioral characteristics of the residents being served.

To admit youth whose level of risk exceeds the program’s established management and treatment capability, places the program residents, staff, and the general public at an unacceptable level of risk.

EVALUATION MEASURES:
The program has clearly written criteria identifying the characteristics and behaviors of youth who meet or do not meet admission criteria.

The admission criteria include, but are not limited to: gender, age range, profiles, level of risk to the community and other residents, cognitive capabilities, level of parental involvement, etc.

Assessment for admission is based on the best available data regarding the youth’s behavior, history and background. The following information should be used to ascertain appropriateness for placement:

psychological evaluation within the past year;

evaluation of current mental health status;

offense-specific risk assessment;

police reports and victim statements;

psychosocial history;

psychosexual evaluation;

family psychosocial history;

educational records;

report of recent physical examination;

birth certificate;

documentation of legal custody;

documentation of funding source;

recommendation for residential treatment from referring therapist;

any other available assessments; and

collateral reports from other services involved.

The program conducts a personal interview prior to admission with the youth and his/her family. If this is not possible, the reasons are documented.

The admissions committee requires the following information from the referral source to make an informed decision regarding acceptance:

a description of the youth’s deficits and strengths from the perspective of the youth, family, and child placement agency, as well as other sources;

reports of previous interventions with the youth noting the outcome of each and the reason past interventions did/did not succeed;

family, school, behavioral, and other pertinent historical information;

any special condition that might influence the choice of placement or the need for more in-depth diagnostic work;

the goals and objectives expected of the placement;

the long-term permanency plan;

the services required to achieve the short- and long-term service plan objectives; and

the supports to be provided by the child placement agency and/or other agencies while the youth is in treatment.

Programs, which do not require this information prior to admission, use a clear procedure for obtaining all available information within thirty days of the youth’s admission to the program. During this thirty-day period, the program has clear policies and procedures for managing the risk associated with accepting that youth with less information. 

Admissions staff utilizes information about milieu mix to make decisions regarding new admissions. The treatment setting and the number of sexually abusive youth to be served are considered as well as the individual youth’s:

concrete versus abstract reasoning ability;

age and developmental maturity;

violent versus nonviolent profile;

demonstrated paraphilias; and

any learning disabilities, level of traumatization, psychiatric diagnosis, addiction or other dual diagnosis issues.

The program informs referral sources of admission decisions in a timely manner.

The program documents the source and level of funding for the youth and indicates whether these resources allow sufficient time for the anticipated treatment needs.

The program works closely with the resident, family and/or legal guardian and responsible agency to assist in a transition from care when funding is disrupted.

The program documents reasons for rejection and makes recommendations the most appropriate services.

When a program must admit a youth whose profile or treatment needs fall outside the established admission criteria, the program should create a specialized risk-management and/or treatment plan. When such youths are admitted, the program must routinely review the youth’s progress and seek out alternative, more appropriate placements in a timely manner.
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STANDARD:
The program has a clear offense‑specific intake procedure that includes informed consent.

RATIONALE:
Intake, the process of admission or reception into a treatment program, is usually the first contact that a youth and his or her family will have with offense-specific treatment.  It is an opportunity for program staff to inform all relevant parties of the benefit of participation in treatment, the consequences of non-participation, and the need, content and goals of treatment.  Intake can serve as the beginning of a positive involvement in the treatment process or it can set the stage for distrust, hostility and resistance both for the youth and his/her family.

During intake, both the youth and his/her parents or legal guardian should be asked to sign an informed consent to confirm their understanding of the treatment program policies and procedures. An important part of this consent is the issue of confidentiality and the necessity for information sharing among systems and professionals who work with sexually abusive/ aggressive youth.

EVALUATION MEASURES:
The program follows a written intake procedure.

Whenever possible, the family is present during the intake process. If not physically present, family may be involved by phone or mail. During the intake process, the family receives clearly written information about the program which should include: 

the rights of the family and the youth/resident;

treatment goals;

treatment interventions to be used and changes required for discharge;

the benefits and risks of treatment interventions;

conditions to be met prior to family visitation and/or youth’s reconciliation with, and/or reintegration into, the family; and 

role of the family in supporting treatment, relapse prevention and maintaining the safety of younger siblings, victims, or potential victims in the household.

The program provides the youth, family and/or legal guardian with a written treatment agreement specifying their responsibilities and requiring their signatures.

The intake file includes:

documentation of admission status (i.e., court ordered or voluntary) signed by those legally responsible for the youth;

releases of information;

resident and family’s orientation to program’s goals and modalities;

signed treatment agreement; and

any other information required by the laws of the jurisdiction or the ethics of the professionals.
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STANDARD:
Each resident has the right to treatment in the least restrictive setting that maximizes resident and community safety.

RATIONALE:
Offense-specific residential treatment programs must provide for the rights of residents in a manner that does not conflict with the obligation to maximize community safety. The program should provide a continuum of services for sexually abusive/aggressive residents covering a range of treatment intensities and community access.  Only residents who require severe restrictions in order to manage their level of risk to the community should be housed in restricted settings.

Offense-specific assessments should include recommendations regarding the environmental restrictions necessary to safely treat a resident, which may not always directly correlate with the severity of the youth’s sexually abusive/aggressive behavior.  When a sexually abusive/aggressive youth is referred for admission to a program with a level of restriction exceeding that needed to safely treat the youth, the program should indicate that a less restrictive treatment setting is more appropriate.

EVALUATION MEASURES:
The program’s mission, description of services, and treatment philosophy indicate adherence to the ethical concept of utilizing the least restrictive treatment setting necessary to provide safe, effective treatment.

The program maintains a list of alternative treatment programs or has access to reputable referral services for youths who require referral to a more restrictive or less restrictive treatment setting.

The clinical records for each resident include written justification for the level of restriction in the treatment setting. This justification is reviewed with the same frequency as the individual treatment plan.

listnum "WP List 11" \l 1The program’s policies require the treatment team to recommend transfer to a less restrictive treatment setting when the youth no longer requires the current level of restriction.
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STANDARD:
The program must resolve any conflicts between the individual rights of the resident, the rights of victims, and the protection of the community in a manner that is both legally and ethically sound.

RATIONALE:
Compliance with residents’ rights requirements imposed by law; licensure, and/ or accreditation is essential to the provision of effective and ethical treatment services.  Offense-specific treatment programs, however, face unique challenges in the area of resident rights because of the nature of certain interventions utilized in offense-specific treatment. An offense-specific program must provide for the individual rights of the residents it serves in a manner that does not conflict with the responsibility to maximize community safety yet still produce a positive treatment outcome.

For example, preventing contact with past or potential victims may require the staff to screen a resident’s mail and/or phone calls. Minimizing sexual contact between residents may require visual or electronic monitoring of resident bedrooms.  When these and similar monitoring activities and interventions are utilized, specific consideration should be given to any potential conflict that may occur with resident rights.  Where conflicts do exist, the program must actively and adequately resolve these conflicts in a manner that is both legally and ethically sound.  The process of resolving any resident rights conflicts should include communication with licensing, accrediting and/ or legal agencies that have jurisdiction over these rights.

EVALUATION MEASURES:
The program has a written policy identifying any monitoring activities and/or interventions that may be in conflict with the individual rights of the resident. The policy includes justification for each monitoring activity and intervention as it relates to the protection of past victims, potential victims, and/or the community at large.

The program maintains documentation of how conflicts are resolved between the resident’s rights and the monitoring activities and interventions. The documentation reflects direct communication with any licensing, accrediting and/or legal agencies where applicable.

Any decision to restrict resident rights that is not related to program-wide monitoring activities and/or interventions will be made on an individual basis by a multi-disciplinary team solely for the purpose of protecting past victims, potential victims, and/or the community at large.
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STANDARD:
The program’s central treatment model is multi‑modal, multi‑disciplinary and offense‑specific.

RATIONALE:
In order to meet the diverse needs of sexually abusive/ aggressive youth, a program will have to include a wide range of modalities, utilize a variety of theoretical approaches, and be delivered by a competent and well-trained, multi-disciplinary team.  Then, in order to provide differential diagnosis and treatment for individual residents, the program will need to identify, and consider the impact of, the modalities and theoretical techniques which apply to each resident.
Treatment for sexually abusive/aggressive youth should focus on teaching the skills and abilities necessary for the resident to develop self-control and to manage his/her sexual behavior.  This work takes place in various modalities and is integrated into all program components, particularly the direct care interventions.

EVALUATION MEASURES:
The treatment model should include an offense-specific program designed to alter  those characteristics that support, or are precursors of, offending behavior and should include methods for addressing:

the development of coping mechanisms necessary to lead a non-offending lifestyle;

cognitive-behavioral problems related to sexually abusive behaviors;

relapse prevention;

deviant arousal, sexual interest, and/or inappropriate fantasies;

previous victimization history, including post traumatic stress disorder ;

sexual aggression;

development and demonstration of victim empathy;

the concept of restitution;

anger management, assertiveness, interpersonal and communication skills, and observing their implementation;

precursors to sexual abuse behavior such as the assault cycle, chain, or pattern that may be applied to other behavioral problems;

cognitive and educational capabilities;

family needs, issues, and dysfunction;

integration of  the youth back into the community, school, and family;

positive and healthy sexuality; and 

collateral clinical issues, ( e.g., developmental issues, attachment disorders, etc.)

There are written assignments and activities that document the youth’s movement through the program, including achievement of measurable goals and demonstration of skills. Residents level of achievement may result in decreased/increased restrictions, supervision and/or privileges.

There is a description of services that commits the program to providing specialized treatment to address sexually abusive/aggressive behavior. It is recommended that current research and practice in the field support this description of services.

The program provides:

adequate time for internalizing knowledge in each area identified above;

written competency-based curricular materials in each area consistent with the cognitive level of the residents; and

appropriately trained staff to address each treatment model area (see Standards Four and Five).

The requisite skills and abilities for program completion are objectively defined and measurable and outlined in the program description.

The utilization of innovative approaches not supported by a significant body of research and literature is reviewed and approved by the treatment team and/or management.

There are policies and procedures for each treatment modality and method. These are clearly descriptive and identify the multi-disciplinary team member responsible for its delivery.
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STANDARD:
The program provides a range of clinical services that address both offense-specific and other clinical needs.

RATIONALE:
Sexually abusive/aggressive youth present with a wide range of clinical needs. Therefore, the clinical services provided by the program or through contracts with other agencies should include both general and offense-specific clinical options. Although general clinical services must not be the foundation of a program treating sexually abusive/aggressive youth, they are often essential to its support.  For example, a seriously traumatized youth may begin focused work on trauma resolution prior to participating in an offense-specific group.  Placing the youth in offense-specific clinical work as early as possible, however, should always be the goal.

All clinical services should be based on a thorough diagnostic assessment of both offense-specific and general clinical needs, as well as an assessment of the youth’s ability to participate in various treatment modalities (e.g. group, individual, family, and/or experiential therapy).

EVALUATION MEASURES:
Each treatment plan describes the frequency and duration of all offense-specific clinical services to be provided to the individual resident.

The program provides each resident with the frequency and intensity of offense-specific clinical services consistent with the needs identified in his/her assessment and evaluation.

Each treatment plan identifies non-offense-specific clinical services to be provided to the resident. These services address areas of functioning that the assessment and evaluation have indicated as problem areas, such as psychological, biological, and intellectual.

The program maintains a written schedule that indicates the time, place, and staff responsible for all offense-specific clinical areas.

Clinical reports (e.g., quarterly updates, and discharge summaries) are written using offense-specific criteria to assess the youth’s progress in every component of the treatment model.
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Standards Eight through Eleven are primarily related to program staff.
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STANDARD:
The program employs staff who are qualified and competent to work with sexually abusive/aggressive youth.

RATIONALE:
The importance of the staff chosen to work with this population cannot be over emphasized. They are responsible for what the residents learn didactically, experientially, and through relationships. In addition, they provide the behavior management and control that establishes a safe and therapeutic milieu.

The importance of staff to treatment success makes it critical that the program establishes and uses recruitment, screening, hiring, and training guidelines that follow offense-specific standards of practice. Job descriptions should clearly identify the professional and personal qualifications necessary to work with this population and be specific about job responsibilities.  Clearly written policies and procedures provide guidelines for supervision and evaluation of staff, as well as for scheduling staff so that the residents receive the supervision necessary to maximize safety and treatment impact.

A model that utilizes a strong, self-directed multi-disciplinary team will promote staff effectiveness and efficiency in providing consistent and competent delivery of services.

EVALUATION MEASURES:
The program has written guidelines for staff recruitment, which clearly state characteristics needed to work with this population. Established facilities, which develop offense-specific programs, inform current employees of the particular considerations of working with this population and the staff qualifications needed.

Trained interviewers knowledgeable about the personal and professional qualities needed for staff working with sexually abusive/aggressive youth conduct screening. Interviewers are alert for the personal and professional traits of applicants which characterize abusive personalities. 

Applicants are required to disclose and undergo a search of records of criminal arrests and/or convictions, including a check of the child abuse registry if one exists in the state or states in which the applicant has lived.

Applicants are asked to disclose the nature of any criminal charges pending against them, including any civil or ethical complaints filed against them in their professional capacity.

The program requires reports from three references that attest to the applicant’s character, integrity, and ability to perform the task required for the position. One of these must be the current employer.  As part of a complete and thorough reference check, standard questions are asked of each reference regarding the appropriateness of the applicant’s conduct with clients and/or coworkers in past or current situations.

The program has written job descriptions for all staff members that cite professional and personal qualifications and experience, and identify job functions, responsibilities and competencies necessary to perform the job.

Written personnel policies and procedures are reviewed annually and include statements regarding:

staff qualifications;

benefits;

probationary periods;

performance evaluations;

continuing education requirements and opportunities;

promotions;

conditions of and procedures for dismissal and resignations;

orientation and training for new employees, and

established grievance procedures.

If applicable, professional staff meet the offense-specific licensure, certification, registration and renewal requirements of the state in which they reside or work.

Staff responsibilities, authority, channels of communications and supervisory relationships are delineated in written policies and procedures, a copy of which is given to every staff member. Updates and changes are added as necessary in a timely manner.

The multi-disciplinary team includes a mental health professional with a master’s or doctoral degree from an accredited program of social work, psychology, education, counseling, or criminal justice, with a specialty in direct clinical practice and the necessary training to do offense-specific work.

The multi-disciplinary team has access to a psychiatrist with experience in the assessment and treatment of children and/or adolescents for the treatment of residents with psychiatric problems.
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STANDARD:
The program provides relevant offense-specific orientation and in-service training to all staff.

RATIONALE:
In order to assure the competent implementation of a safe, effective treatment program and therapeutic environment, all staff members must have offense-specific training.  This includes anyone who has responsibility for the program or who will interact with the residents. Board members who may face community opposition to a program or who may be asked to support a program during a crisis must be adequately briefed about the nature and risks associated with treating this population. Senior administrators who are responsible for monitoring intake and discharge decisions, overseeing hiring and staffing procedures, and providing general support for the program must be knowledgeable in offense-specific safety, treatment, and intervention issues. Staff in all components of the program, must receive training commensurate with the level of expertise required by their job responsibilities. Staying current in an evolving field often requires access to community, state and national levels of expertise.
EVALUATION MEASURES:
The program implements a written plan for training all staff. This plan includes specific training topics for the governing authority, administration, and staff.

The program monitors each staff member to ensure completion of required training.

The program measures the internalization of essential training content at each staff level (e.g., pre- and post-test).

The program orients all new staff prior to their on-the-job contact with the residents. The orientation should include a basic offense-specific component as well as other job-specific information necessary to fulfill the duties of the position. These should be completed within thirty days of hiring.

The program completes training all new staff within six months of their start date.

It is recommended that the program have written policies and procedures providing annual release time for staff to attend local, state and national workshops and conferences in offense-specific work.

Newly hired staff work under the direct supervision of an experienced and trained staff person until they have reviewed individual treatment plans for the residents they are supervising and have completed an initial orientation period which includes training on offense-specific risk management and program policies and procedures.

The staff is trained in safe practices of working with residents with sexually abusive behaviors as well as working with mixed populations. When any staff are to be assigned to more than one population, they are trained to serve each population. Such training is documented either through the current program or through resume. With at-risk populations who contain a high percentage of sexual abuse victims, the staff is trained in specialized services for working with victims, particularly trauma resolution, and such training is documented either through the current agency or through resume, certificates and/or references.

The staff is informed of the potential emotional and psychological impact of working with this population prior to being hired or transferring to the program. 
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STANDARD:
The program uses a comprehensive communication system with a multi-disciplinary team approach.

RATIONALE:
A communication system must be used to assure client safety, consistency in treatment, and the maintenance of a therapeutic milieu. For the highest quality of treatment and milieu-management, a continuous, cumulative, comprehensive, open and systematic sharing of information across all disciplines is required (e.g., communication logs; staff shift reports; resident charts; special treatment status for a particular resident, such as being on “close watch;” and treatment team staffing notes).

All staff need timely access to information regarding a resident’s behavior or demeanor that may impact on his/her safety, the safety of the staff, and the effectiveness of the treatment program. Verbal sharing of information by staff may be necessary due to time constraints during the day or at shift change.  It is important, however, that information be documented in a staff-accessible communications log, and that the log be read and initialed both at the beginning and end of each shift, as well as during the shift whenever possible. Although treatment team decisions may not be immediately available in written format, the results should be noted in the communications log as soon as possible so all staff will be aware of decisions which may effect the resident.

EVALUATION MEASURES:
The program policies and procedures require interdisciplinary communication of relevant client information and describe how this information is disseminated.

A communications log is available to staff at all times and is secured from resident observation. This log has dated entries with signed time-notations by staff who read or enter comments.

The confidentiality requirements regarding the limits of sharing information across all components (e.g., individual therapy details) are clearly articulated.

The program uses forms and documents for specific information to be shared among its components.

The program requires and documents that representatives from each program component participate in meetings in which critical information is shared (e.g., planning, risk-level reduction, clinical staffing, discharge planning, etc.)
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STANDARD:
The program provides regular offense-specific supervision for all staff working directly with residents.

RATIONALE:
As professionals in a specialized discipline that requires sophisticated skills, offense- specific treatment staff need close and regular supervision by qualified supervisors in order to address the personal and professional problems and issues of working with a sexually abusive/ aggressive population.  In addition, supervisory staff need the opportunity to give direction and discuss performance issues with individual staff.  There are unique stressors associated with working with sexually abusive youth (e.g. new fantasies, impulses, thoughts, feelings, urges and fears).  Staff need the opportunity to discuss these issues in a safe, non-threatening, and supportive supervisory environment. In addition, supervisors need the opportunity to provide specific feedback and information regarding treatment interventions, techniques, and methods to staff.
EVALUATION MEASURES:
Written policies and procedures require periodic supervision of all staff to assure quality of staff performance, assign and monitor work, provide the basis for staff evaluations, and identify the need for additional training (see Standard Six).

Each supervisor documents the content of planned, scheduled supervision for all staff under his/her supervision.

The program’s staffing pattern incorporates scheduled supervision time into the direct-care staffing patterns. The program maintains accurate records that reflect the delivery of required supervisory hours.

The program requires supervision to address both programmatic and personal or interpersonal problems that may result from working with this population and which may impact staff performance.

The program provides supervisory training to each supervisor. This includes training in methods of addressing personal and interpersonal issues in a non-intrusive and non-threatening manner.
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Standards Twelve through Seventeen are primarily related to maintaining resident safety.
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STANDARD:
The facility environment is designed or modified to address the management of offense-specific risks.

RATIONALE:
The physical site or facility environment has a significant impact on the delivery of safe offense-specific treatment.  Although the physical site is not the sole determining factor, to some extent it will dictate the population that can be safely housed as well as the staffing ratio necessary for safe management. Not only must the physical site include sufficient space for housing this population; it must also provide the opportunity for private, personal hygiene.

If the physical site cannot be designed or modified to reduce foreseeable risk, then staffing patterns, programming, client management policies, and/or technological additions must be used to address design problems in order to reasonably moderate risk.

If the physical site does not allow for a self-contained offense-specific unit, then the program must be considered a mixed-population program and Standard Thirteen applies (see Standard Thirteen).
EVALUATION MEASURES:
The program has documentation describing how the physical site has been designed or adapted to safely manage the risk level of residents.

The program has identified physical site problems and has documented strategies to reasonably moderate risk.

The program assures that the site characteristics adequately address the risk level of the treatment population including potential risks to staff and/or residents (i.e., sexual/physical assaults, false allegations). These measures may include but are not limited to:

external restraints such as locked rooms, locked doors and fencing;

single rooms;

electronic monitoring;

clear lines of sight and minimal places to isolate;

windows within doors and “panic buttons”

sufficient physical space in all common areas and multi-person bedrooms to minimize physical contact;

sufficient bathrooms to allow for individual hygiene routines;

adequate recreational space for on-site recreational activities, and

staff-to-resident ratio appropriate for the risk level of residents.

It is recommended that a program which accepts high-risk youth and whose physical site adheres to only a limited number of the optimal site characteristics  implement alternative safety procedures to compensate for these inadequacies, including but not limited to:

increased staff-to-resident ratios;

overnight awake staff capable of observing all residents during the night;

routines which minimize use of small spaces by residents, and

extensive electronic monitoring such as electronic bracelets, closed circuit visual and audio monitored crisis intervention rooms, and/or motion sensors.

The program policies clearly describe and document the risk-based criteria used for making and changing room assignments.
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STANDARD:
The program maintains a staff-to-resident ratio and pattern that provide adequate staff supervision.

RATIONALE:
Youth in residential treatment programs for sexually abusive behaviors can pose a significant risk both in the program and in the community at large. Particularly in the early phases of treatment, one can assume that whenever a sexually abusive youth is alone with another resident and/or out of sight of a staff member, that youth has access to potential victims.

Safe management of residents requires a staff-to-resident ratio adequate to provide the external control necessary to prevent sexual, physical, and emotional victimization. The risk level of the residents and the particular environment determines adequate staffing patterns. They provide direct visual supervision of all resident interactions and provide random and frequent visual supervision when residents are asleep.

The criteria for establishing adequate staffing ratio and patterns for should be developed by each program based on the acuity level of the residents, the skill and competency level of the staff, the intensity of the program, and the environmental structure. Once an adequate staffing pattern is determined, it should be maintained at all times - during transition, staff absences, vacations, and emergencies.  Adequate staffing ratios are fluid, not static, and so they must be continually reviewed.

EVALUATION MEASURES:
The acuity level of residents, level of program intensity, physical layout of the program and the treatment needs of residents determine staff-to-resident ratio.

Staff directly supervises the residents at all times. There is always sufficient staff to ensure adequate treatment.

The program maintains a sufficient staff-to-resident ratio to ensure that no resident is alone with another resident, or out of sight of staff, at any time during his/her stay in the program. Exceptions are made in the case of overnight sleeping and/or a resident who has reached a level of privilege permitting time alone as part of his/her treatment plan.

Night staff is able to provide ongoing random and frequent visual supervision of residents consistent with the risk level of the treatment population.

Only staff members who at any given time are directly responsible for the visual supervision of residents should be counted in the staff-to-resident ratio.

The program follows written procedures for assuring that the staff-to-resident ratio is maintained at all times, including during staff absences for vacation, sickness, staff breaks, meals, shift changes, emergencies, community trips, van trips or any other program activity.
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STANDARD:
The residential program prohibits and is designed to prevent any consensual or non-consensual sexual contact.

RATIONALE:
Establishing sexual safety, as well as physical and psychological safety, in the milieu is the highest priority in any treatment program and is actually the first intervention in treatment. Offense-specific residential treatment programs are designed to change those problems that are precursors to sexually abusive behavior. Youth come into treatment with sexualized behavior patterns and abusive interpersonal dynamics; therefore, programs should focus on preventing sexual acting out rather than merely responding to it.  Sexual interactions between residents, whether consensual or non-consensual, cannot be tolerated in any treatment program.

Although developing age-appropriate consensual social and sexual relationships may be a goal for residents, even consensual sexual contact between residents is detrimental to treatment.  It is counterproductive to the treatment needs of youth who are struggling to understand and manage sexual issues. While a goal of treatment for residents is to learn healthy sexual values, youth in a treatment program for sexually abusive behavior should never engage in sexual contact with each other.

EVALUATION MEASURES:
The program’s policies and procedures indicate that sexual contact, whether consensual or coerced, between residents or between residents and staff is prohibited.

The program conducts personal safety training for all residents as part of mandated orientation shortly after admission. The curriculum is either a standardized prevention program or, if of a program-specific design, it must meet or exceed national standards of practice for prevention programs. The curriculum includes information about:

personal ownership of one’s body;

policies and procedures about physical contact;

information about identifying, preventing and dealing with abusive situations;

procedures for reporting abuse; and

specific prevention and intervention strategies.

The program conducts personal safety training for all staff members prior to their working with this population. This includes information about:

the residents’ personal safety program;

policies and procedures regarding physical contact;

reporting procedures;

guidelines for staff and resident interactions; and

environmental safety issues of the physical site.

Interviews with staff and reviews of their personnel records indicate they have received such training.

The program teaches and promotes healthy sexual values by requiring residents’ participation in group or classes addressing these issues.
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STANDARD:
The program has a protocol for addressing sexual contact with between residents and/or residents and staff, and follows all state reporting requirements.

RATIONALE:
Instances of sexual contact and/or abuse (verbal, physical, or sexual) in a program are significant events which are counterproductive to the treatment needs of sexually abusive/ aggressive residents. Sexual contact between residents and staff whether during the resident’s time in the program or after discharge is considered inappropriate, unethical and probably illegal. Sexual contact must be addressed immediately, regardless of whether sexual contact is non-consensual, which is illegal, or consensual, which is against licensing standards and program policy. There must be a consistent and formal mechanism for evaluating such instances, arriving at conclusions about the nature of the sexual contact, and implementing appropriate consequences, which might include removal of the resident from the program and/or criminal charges.  Failure to respond to such incidents in this manner undermines the treatment integrity and safety of the staff and residents in the program.

EVALUATION MEASURES:
The program has a consistent and formal mechanism for evaluating accusations against a resident of engaging in sexual activity and/or sexual abuse of a staff member or another resident; arriving at conclusions about the nature of the sexual contact; and implementing appropriate consequences. These may include removing the youth from the program and/or criminal charges, if warranted. (Sexual abuse includes physical contact of a sexual nature as well as hands-off behavior such as voyeurism or exposure.)

Program policies and procedures prohibit sexual contact between staff and residents. Any reports of such conduct will be promptly and thoroughly evaluated and may result in prosecution of the staff member. 

When allegations of sexual contact are reported between two residents and/or by a resident on staff, the program must report the allegations to the appropriate state authorities and/or follow program protocol for handling allegations of abuse/assault.

In every instance of sexual contact between residents in a program, between a resident and a community member, or between a resident and staff member, the program implements a written protocol for examining the incident retrospectively to identify and correct any policies which may have allowed such an incident to occur.

The program uses a written procedure for evaluating any and all accusations of sexual contact. This policy contains time lines for inquiry completion, requirements for written incident reports of involved/concerned parties, and methods for maintaining the safety of all involved individuals.

Interviews with staff indicate that the program adheres to this policy and supports staff members who wish to prosecute for any sexually abusive acts done to them by residents.
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STANDARD:
A program with mixed treatment populations must demonstrate the ability to safely meet the treatment needs of all the residents.

RATIONALE:
Realistically, it often is not possible to separate sexually abusive residents from other populations, or even to separate sub-populations of sexually abusive residents.  Efficiency, economics, and/or practicality often dictate that resources be shared.  Sexually abusive/ aggressive youth are often housed, educated, and/or treated quite successfully in facilities with mixed populations. It is up to the program to ensure that treatment needs are met and that safety can be assured.

The decisions about when, where, and how to mix populations need to be made by a multi-disciplinary treatment team after careful consideration. Factors to be considered should include but not be limited to: the number of sexually abusive youth to be served; concrete versus abstract thinking ability; treatment setting; age/ maturity/ developmental factors; criminal behaviors; psychiatric or medical problems; intellectual capacity; and developmental or learning disabilities.

It is essential to meet the individual treatment and safety needs of residents of all populations.  In general, sub-populations should not be mixed where age, behavior, intellectual functioning or developmental differences make it impossible to meet the clinical and safety needs of each youth.

EVALUATION MEASURES:
The program policies and procedures factor into the admission decision the safety of all populations. The resident’s initial and ongoing assessment determines appropriate placement in a particular milieu, treatment track or unit.

The program documents the clinical justification for combining populations in a treatment setting.

The program follows a written description for each population that is served, where and how each is housed, and how interactions of populations are monitored.

The program implements policies and procedures for the physical environment to reduce the risk of sexual or physical abuse. The program requires that the environmental placement of individuals or groups is always a treatment team decision. Policies and procedures prohibit the placement of known sexual abuse victims who have not offended in the same bedroom with a youth known to have sexually abusive/aggressive behaviors. Policies and procedures require assessing the risk of victimization in all placement decisions.

Policies and procedures clearly define the limits of confidentiality in order to foster open communication among staff and administration and minimize the secrecy that enables any form of abuse.

The program follows clearly defined policies and procedures for the psychological, physical, and sexual safety of all populations.
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STANDARD:
The residential program mandates that offense-specific criteria be used for risk-management decisions.

RATIONALE:
It is necessary for residents to feel physically, sexually and psychologically safe in order for them to engage in and benefit from treatment.  This is particularly true for youth who have been hurt and/or are hurtful in relationships, who have witnessed violence, and/ or who have experienced a pervasive sense of being unsafe and unprotected in the world in which they live.   It is impossible for any change to take place when residents feel unsafe in the very place that is supposed to provide safety.   It is also not possible for a program to attract and keep staff who are competent and consistent in their provision of services when they feel unsafe in the work place.

Comprehensive risk management requires that decisions regarding basic residential tasks and routines are determined according to offense-specific criteria and are based on providing the safest possible living environment.

EVALUATION MEASURES:
The program implements a written policy requiring the use of offense-specific risk- management criteria for decisions regarding:

room assignments;

hygiene routines;

level of direct staff supervision;

degree of access to the facility and to the community;

amount of family contact and level of supervision necessary; and

contact with any prior victim or perpetrator, specifying circumstances and level of supervision needed.

This policy describes how data will be collected to make risk-management decisions and identifies who will make these decisions.

Interviews with professional staff, documentation and observation indicate that these criteria are used on a regular basis.

PRIVATE 
PRIVATE 
CLINICAL INTERVENTION STANDARDStc  \l 1 "CLINICAL INTERVENTION STANDARDS"
28
Standards Eighteen through Twenty-eight are primarily related to clinical intervention strategies utilized by the program.
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STANDARD:
The program provides offense-specific assessment of, and evaluation for, each resident.

RATIONALE:
Although an offense-specific assessment and evaluation cannot determine guilt or innocence, it is essential to making informed placement and treatment decisions for sexually abusive/aggressive youth. The information obtained determines which interventions are most likely to affect the resident's problem issues.

A competent assessment and evaluation can provide critical information concerning a resident’s risk of re-offending, his/her danger to the community, and the appropriate level of clinical intervention and supervision required.  In addition, accurate identification of the social, familial, environmental, and behavioral treatment needs of the resident promotes appropriate and adequate treatment planning to achieve long term behavior maintenance.  It is essential to identify any concurrent psychiatric diagnosis, as well as significant learning or medical problems that might complicate offense-specific treatment for some residents.

The usefulness of the assessment as a basis for risk management and treatment decisions depends on the adequacy and accuracy of the information and the competence of the evaluator.

EVALUATION MEASURES:
Prior to any assessment procedure, the resident and his/her family or guardian are always informed, verbally and in writing, of the purpose and procedures of the assessment, and of the role and expectations of the assessor. The resident and his/her family or guardian sign documentation acknowledging that they have been informed of and understand the assessment process. 

The limits of confidentiality, including mandatory reporting laws, duty to warn, etc., are made clear to the youth and to his/her family or guardian prior to any assessment procedure. It is clearly articulated with whom the information and reports will be shared. The youth and family or guardian sign documentation acknowledging that these limits were explained to them and they understand them.

The methods utilized to gather information are empirically based or are considered accepted practice among offense-specific treatment specialists.

Mental health professionals with training and experience in offense-specific assessment conduct assessments. Qualifications include:

an advanced mental health degree in a recognized discipline;

demonstrated experience evaluating sexually abusive youth and their families or direct supervision by someone who has that experience;

special training and demonstrated competency in offense-specific testing measures;

documentation of training in child abuse laws (e.g., reporting requirements) and the procedures for evaluating and investigating disclosures; and

compliance with any state certification or licensure requirements for performing offense-specific assessments.

A comprehensive risk assessment is conducted prior to each youth’s admission to determine whether or not the program can provide adequate services and supervision for that individual. When such an assessment is not provided as part of the referral packet, the program either conducts the assessment or contracts with a trained offense-specific treatment provider to conduct the assessment prior to a treatment plan being developed.

The risk assessment includes collateral information such as:

the victim’s statement;

reports from the victim’s therapist, when available;

juvenile justice reports;

psychiatric records;

information from previous placements; and

school reports.

In addition, the assessor conducts a clinical interview. If available, the family is interviewed for information pertinent to decision making. The results of risk assessment instruments are not the sole criteria for decision-making.

Written risk assessment and evaluations include the youth’s offense history and specific, detailed recommendations about the setting, intensity of intervention, and the level of supervision necessary for treatment.

Immediately after the youth’s admission, the program conducts an assessment for treatment planning. This assessment is based on identification of specific problem areas, strengths and weaknesses, skills and knowledge, and identification of the precedents and antecedents of the sexually abusive behavior. The treatment planning assessment also includes consideration of thinking, affect, behavior, organicity or concurrent psychiatric disorders, family functioning, significant learning disabilities and/or medical problems. 

The assessment for treatment planning includes:

data collected for the risk assessment;

test batteries;

clinical interviews;

family assessment;

assessment of sexual arousal, social competence, and coping skills;

medical evaluation and mental status examination;

re-integration evaluation;

personality and intellectual functioning;

sexual and deviant sexual history;

educational functioning; and

any collateral information.

Professionally recognized standards of ethical practice are followed in all assessments, including plethysmography or polygraphy.

listnum "WP List 33" \l 1Assessments also include staff notations of the resident’s behavior. These should be documented in a timely and relevant manner and should include observations:

in the community;

with peers, authority figures and family;

in school and social situations; and

in group, family and individual sessions.

The written evaluation includes:

purpose of the evaluation;

history of presenting problem;

prognosis for treatment;

type of intervention and setting indicated;

recommendations for additional assessments or collateral information needed;

summary list of assessor’s diagnostic impressions;

initial assessment of all known risk factors;

assessor’s recommendations of the youth’s appropriateness and need for offense-specific treatment;

recommended level of treatment;

an initial outline of offense-specific issues to be addressed in treatment; and

recommendations for any supplemental or adjunctive treatment deemed appropriate.
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STANDARD:
The program uses comprehensive, offense-specific individual treatment plans for each resident.

RATIONALE:
Goal-oriented treatment plans that guide the process of treatment benefit everyone — the resident, his/her family, the treatment team, and the treatment program, as well as the funding and licensure agencies that seek program accountability.  Treatment planning necessitates analytical and critical thought when defining problems and identifying the therapeutic interventions best suited for objective attainment of the treatment goals.  It focuses the youth and the therapist on treatment outcomes.

A thorough treatment plan stipulates in writing what the relevant interventions will be, who will implement them and when, and how success will be measured. It provides clear objectives that promote the resident’s understanding how he/she will achieve his/her goals. When the resident, family, and treatment team review this plan at regular intervals, it creates a benchmark of progress that everyone can understand.  An effective treatment plan specifies measurable, behavioral outcomes.

Treatment plans for sexually abusive/aggressive youth should reflect not only the treatment issues identified for this particular population, but the unique diagnostic characteristics of the individual.  There are collateral treatment issues that may be as important to preventing re-offending as the more generic offense-specific issues.

EVALUATION MEASURES:
The program implements a written initial individual treatment plan within 72 hours of a youth’s admission to the program.

It is recommended that the comprehensive treatment plan be completed within 30 days. It is required within 45 days and must be based on the assessments.

The treatment plans are written using offense-specific terminology (e.g., precursors to abuse such as “grooming” patterns, chains or cycles, thinking errors, reduction of problematic arousal, fantasy management, relapse prevention, victimization issues, etc.) and specifies measurable behavioral outcomes.

The treatment plan is written in a manner that makes it understandable and useable in all program components by all staff.

The treatment plan is explained to the resident and parents or legal guardian and is signed by the treatment team, youth, and parents or legal guardian, when possible.

Review dates are established at a minimum of every 90 days.
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STANDARD:
Each resident has the right to be treated using the least intrusive methods necessary to achieve a positive treatment outcome.

RATIONALE:
Offense-specific treatment involves a wide range of methods, some of which may be considered intrusive. There is an absence of agreement in the field as to what actually constitutes an intrusive method.  Any method that introduces a significantly unwanted element to treatment by involving atypical physical and/ or psychological intervention may be identified as intrusive.  Special considerations should be given when utilizing techniques such as aversive conditioning, pharmacotherapy, targeting arousal, physiological assessment, and certain experiential treatment techniques that are considered intrusive.  These and similar methods are generally utilized only after less intrusive methods have failed to be effective.

Offense-specific treatment programs face unique challenges in the area of resident rights and ethics because of the intrusive nature of some of the interventions that may be utilized and their potential impact on the individual resident. Programs should outline which intrusive methods they utilize and what safeguards are in place in order to protect the resident against unnecessary or inappropriate use of these methods.

EVALUATION MEASURES:
The program’s mission, written description of services, and treatment philosophy adhere to the ethical concept of utilizing the least intrusive methods for achieving a positive treatment outcome.

The program implements written policies and procedures clearly outlining the following:

the type of intrusive methods used by the program;

conditions in which the methods are used;

criteria for determining which residents are included or excluded from these methods (e.g., all residents being subjected to polygraph or plethysmograph on a three month basis, only residents 16 and over will be assessed using the polygraph, etc.);

which methods will be considered voluntary, requiring informed consent on the part of the resident and any guardians and/or agencies responsible for the youth;

how informed consent will be obtained; and

how the effectiveness of the method will be assessed, documented and reviewed.

The program requires that the methods be individualized and used only after discussion and approval by the treatment team.

The program uses a written policy that defines those methods considered intrusive. The policy formally designates these methods as special treatment procedures, as outlined in the program’s licensure and/or accreditation standards. This position statement will include references to research, professional publications, and/or practice guidelines that support or are relevant to the use of each method.
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STANDARD:
The program actively encourages and pursues family involvement throughout the treatment process.

RATIONALE:
For adolescents, the most influential and practical support system is the family. Therefore, it is important to make every attempt to involve the family in the treatment process.  For many residents, family support will be a significant factor in treatment motivation and compliance.  In addition, it is possible that family dynamics have supported or encouraged offending behavior. If a youth is to return to his/her home environment, these dynamics must be interrupted and alternatives that support non-offending behavior must be developed.  And, finally, it is necessary that the family develops their own relapse prevention as well as support the youth's relapse prevention plan.

There are many other reasons for acknowledging the importance of family in one’s life by taking a family approach to treatment.  For example, some youth may need to grieve the loss of family or simply learn to use the family as a point of contact.  In every case, residents should be taught the meaning of family and how to develop a healthy family support system that encourages non-offending behavior. If the cycle of victimization is to be broken, the resident must learn the skills to develop healthy family structures.

It is clear that a return to the family-of-origin may not always be possible or desirable. It is unrealistic to expect a youth to change or to maintain changes with a sabotaging or non-supportive family, particularly if he/she is to return to that family setting. For some residents, placement with relatives or foster families may be best.  For others, group home or independent living may be necessary.   It is the program’s responsibility to develop the most appropriate, least restrictive placement for the youth and to work with those systems that provide familial support.

EVALUATION MEASURES:
Each resident’s family situation is assessed at admission so as to make informed decisions concerning the family’s participation in treatment. If the family is not able to participate in treatment, (e.g., because their rights have been terminated, because their inclusion in treatment would be counterproductive or because the family refuses to take part in the treatment process,) the reasons must be documented.

The family treatment program includes the opportunity for individual family therapy and offense-specific family education.

The program maintains regular contact with the resident’s family and/or social support network.

The program provides or arranges for clinical staff qualified to work with the families of residents.

No contact is permitted between a resident and a former victim or sexual abuser until a thorough assessment has been completed. This assessment becomes part of the treatment plan. Based on offense-specific criteria, it must consider:

readiness of the resident to appropriately relate to his/her prior victim;

readiness of the resident to maintain safety in proximity to a prior perpetrator; and

assessment of the victim’s readiness for contact, as determined by the victim’s therapist or another clinician with expertise in treating sexual abuse victims.

There is an established time and space for family visits, which ensures privacy. Visitors have restricted access to the facility to protect confidentiality of other residents. Any non-family member permitted to visit should do so only when clinically indicated. All visitors must sign a confidentiality statement when visiting. If any family members who were victimized are visiting (with above considerations for safety), care should be taken that no other residents re-victimize or traumatize that victim through verbal, physical or other behaviors (e.g., intrusive stares, inappropriate comments or attempts to contact via letter or phone.)

The program follows a planned, systematic and documented protocol for reunification. This process considers the needs of the victim and the family and helps the resident and family achieve and maintain their optimal level of reconnection, ranging from full re-entry into the family to reconciliation without reunification, as well as all other forms of contact which might be beneficial.
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STANDARD:
All treatment components must consider the offense-specific needs of residents and modify policies and procedures accordingly.

RATIONALE:
Safe milieu management and successful treatment of this population requires a comprehensive, open, continuous, cumulative, and systematic sharing of information across all disciplines (see Standard Ten).  This means that all staff who interact with residents should be trained to use the same vocabulary/terminology regarding behavioral and treatment interventions to communicate with the residents and with each other. Staff should be knowledgeable in methods of integrating interventions across disciplines.

It is essential that staff, administration, and members of the governing authority understand that the special needs of sexually abusive/aggressive youth must be addressed 24 hours a day, 7 days a week. This means that the total environment of any residential program is offense specific.  The ways in which the residents interact daily with others, relate to authority figures, and deal with their feelings present opportunities for staff to address abusive dynamics in the context of daily living.

The program milieu provides an arena for living and growing, a new learning environment for experiencing and practicing non-abusive lifestyles.

EVALUATION MEASURES:
The program has clear documentation indicating the manner in which the milieu meets the offense-specific needs of the residents.

The program has modified its policies and procedures to consider the offense-specific needs of residents.
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STANDARD:
The program provides offense-specific case management services.

RATIONALE:
Case managers are professionals trained in offense-specific treatment who communicate and/or collaborate with agencies and individuals outside the program in order to manage safe treatment, supervision, and aftercare. All interagency communications, planning for aftercare, and/or community support system interventions should be based on offense-specific criteria. For example, all participants in the resident’s life with a need to know should be informed about his/her risk factors, treatment progress in the program, rationale for access to the community, and relapse prevention plan. Case managers are responsible for articulating these concerns competently

EVALUATION MEASURES:
Case management services are delivered by a designated professional and are provided according to offense-specific criteria.

The designated case manager is trained in offense-specific curricula (see Addendum A, for case managers.)

The program requires regular and ongoing contact with all external agencies involved with the youth’s treatment, as well as with his/her family to provide them with updates on progress in treatment.

Case management duties include:

coordinating the resident’s needs in the program such as phone calls, clothing requisition, medical appointments off-grounds, etc.;

serving on the treatment team, unless excluded for a valid reason;

coordinating communication between the components within the program and between the program and outside agencies involved with the resident; and

any other functions outlined by the program’s job description for case manager.
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STANDARD:
The program has policies and procedures to address multicultural issues.

RATIONALE:
Programs serving youth from cultures other than the dominant culture should have an understanding of cultural issues reflected in the population and attempt to maintain a culturally diverse treatment staff.

Sensitivity to cultural differences is often essential for successful treatment outcomes.  Cultures define gender roles differently, have various perspectives on masturbation, use different language to discuss sexual issues and/or do not use direct language at all (e.g., address such issues through the use of metaphor). The correct interpretation and understanding of culture-dependent body language is important to an accurate assessment of progress.  Programs offering offense-specific services must be able to adapt their methods, language, and techniques to the realities of the diverse cultures from which the residents come and to which they will return, without sacrificing accountability, the internalization of self-control, or any other skills and techniques that will prevent further abusive behavior.

Cultural differences can be viewed as an additional tool and aid to communication and understanding rather than as an obstacle.  Enlisting community elders or religious authorities in treatment and/or aftercare, for example, can contribute significantly to the success of treatment for residents from some cultures. Hiring culturally competent staff can help the program become more sensitive in its treatment philosophy and approach.

EVALUATION MEASURES:
The program implements a written policy that addresses the need for cultural sensitivity in the treatment of minority residents.

The program documents staff attendance at in-service or other training that addresses issues of multicultural treatment. This training does not have to be offense-specific.

The program documents ways by which the offense-specific treatment model has been made culturally sensitive.

The program provides multicultural training of all supervisory staff.
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STANDARD:
The program develops and implements a systematic community reintegration plan for each resident.

RATIONALE:
It is much easier to teach residents to live in a structured and secure therapeutic environment than it is to teach them to transfer the skills they have learned in treatment to a community, family, school or work environment.  As youth move through the treatment program, opportunities to practice newly acquired skills must be provided in realistic settings. This means that a resident makes gradual supervised reintegration according to his/her capabilities.  Community reintegration is not simply a privilege for good work, it is a necessity and serves as part of the normalization process that allows the resident actually to apply what he or she is learning in treatment.  Family reunification is part of the reintegration process, as is mainstreaming into schools, employment, unsupervised social contact, and all other community activities (e.g., field trips and excursions to movies, restaurants, and shopping).

All decisions related to community access and reintegration must take into consideration the rights, concerns and well being of known victims of the resident.  The treatment team determines opportunities for increased freedom and responsibility based on their assessment of community risk.

EVALUATION MEASURES:
At admission, comprehensive community reintegration assessment is performed on all youth and their families to determine specific reintegration needs. Some individuals will have more significant needs for reintegration services and structure than will others.

The program develops and implements a reintegration plan for each resident identifying the step-by-step methods for systematic reintegration into his/her community, school, work, and/or family.

The treatment team, based on their assessment of the youth’s risk to the community, recommends opportunities for increased responsibilities and decreased restrictions. These determinations are documented in the resident’s file.

Only residents who have completed community reintegration training and activities will be recommended for discharge (as opposed to removal) from the program.

The program schedule provides planned, specific community reintegration opportunities for each resident to practice, in a real setting, the skills learned in treatment.

Programs that encourage and allow unsupervised social contact opportunities for residents with age appropriate partners in the community must:

have written criteria to determine readiness for unsupervised social contact

have written policies and procedures for maximizing community safety during unsupervised social contact

document the resident’s readiness for unsupervised social contact in their individual treatment plan

Programs must develop written policies and procedures regarding community access and reintegration that take into consideration the rights, concerns and well being of known victims of the resident (e.g., restitution activities, clarification sessions, mediation sessions, advising victims of resident presence in the community).
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STANDARD:
The program has offense-specific, measurable and observable discharge criteria.

RATIONALE:
The resident, his/her family, and all professionals involved in the resident’s case have a need and right to understand the criteria which will result in successful or unsuccessful discharge from the treatment program.  Both types of discharge necessitate careful planning.

Criteria for successful program completion include accomplishment of specific treatment goals and objectives that are identified in the resident’s individual treatment plan.  Each goal of treatment is stated in measurable terms for just this reason.  Successful completion of treatment must be based on accomplishment of specific measurable objectives, observable changes, and demonstrated ability to apply changes to current situations.  Successful program completion requires multiple measures of change including behavioral, emotional, attitudinal, social, cognitive and psychological.

There should be evidence of increased victim empathy, a demonstrated ability to seek appropriate help when needed, and clear indications that the youth is able to manage his/her individual offense cycle, chain or pattern. In addition, the youth must have completed his/her treatment goals as outlined in the individual treatment plan, be competent in self-management of behavior, and have a written relapse prevention plan.

Unsuccessful or administrative discharge must be considered as carefully as successful discharge.  Administrative discharge and referral to another program is appropriate when the treatment team determines that a youth has failed to meaningfully participate in treatment over a reasonable period of time, or he/she is unable to effectively utilize the treatment due to problems such as cognitive limitations, emotional instability or other factors beyond the youth’s control.  The guidelines for governing discharge for failure to meaningfully participate in treatment should be clearly established and shared with the youth and all other relevant parties prior to admission to the program.  Continuing to treat youth who refuse to participate will, over time, undermine the progress of other residents.

EVALUATION MEASURES:
Discharge from the program is based on the accomplishment of offense‑specific, measurable objectives, observable changes, and demonstrated ability to incorporate these changes in the community.

The program uses written policies and procedures outlining the competencies and/or criteria necessary to: 

move to less restrictive components of the program; 

make transition to more or less restrictive programs; 

discharge for failure to meaningfully participate in or adjust to the program; and

successfully complete the program.

Upon admission, the program gives the youth and family or guardian written information regarding the competencies to be achieved in order to move to less restrictive settings.

The discharge planning process begins at admission with an assessment of disposition-related needs during the development of the comprehensive treatment plan. Discharge planning is integrated into the resident's treatment on a regular basis.

The youth and family or guardian participate in the discharge planning which is documented in his/her file.

In the case of possible discharge due to nonparticipation, the program provides the resident and family or guardian written notification(s) of deficiencies that are signed by the youth and family or guardian and placed on file. They detail:

steps needed to remedy the deficiency; 

timeline for correction; and 

statement of consequences of continued deficiency (ranging from reduction or removal of specific privileges and increases in supervision, to discharge from the program or the facility, along with any legal and/ or status ramifications).

The aftercare plan must be initiated before a youth is discharged from the program.
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STANDARD:
The program provides, arranges, or advocates for offense-specific aftercare services for each resident.

RATIONALE:
Research indicates that the post-discharge environment is a powerful factor in determining the successful long-term adjustment of youth who complete treatment programs.  A youth returns to a world that lacks the controls, structure, treatment intervention and type of support to which he/she has become accustomed while in a program.  Continued support and offense-specific treatment after program completion- aftercare- are critical if a youth is to maintain and apply the gains made in treatment.

Aftercare is a significant part of the treatment process. It encourages the youth to continue to use the tools he/she has acquired to prevent re-offending.  It provides additional external monitoring and support for the youth after discharge.

Planning for aftercare begins at program admission, is an ongoing and essential part of all treatment planning, and involves all those critical to aftercare success - the treatment team, the resident, the family or support system, and all involved community agencies. The plan makes recommendations for the next level of care, treatment needs and considerations, educational or vocational needs, and other specialized services.

The services identified for aftercare are those that will assist the youth with the transition from a treatment environment to family, institution, or independent living.

EVALUATION MEASURES:
The program documents that aftercare planning was initiated on admission. 


The program utilizes a clearly written and documented aftercare plan that includes: 

family and/or positive adult and clinical support for relapse prevention;

listnum "WP List 51" \l 1arrangement of a risk‑free or mitigated community living situation; and 

listnum "WP List 51" \l 1a required, specific level of supervision.

The resident’s file near discharge contains a signed aftercare plan identifying: 

clinical support;

professional or group location and services;

positive adult or parent support/supervision person; and 

healthy living objectives (adjunct services, living arrangements, supervision and necessary resources).

In developing and regularly updating the treatment plan, the program requires participation by the resident, family, or guardian, community support system, involved agencies and the treatment team.
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STANDARD:
The program evaluates the effectiveness of treatment for each resident.

RATIONALE:
Treatment programs should be held accountable for providing effective treatment.  Programs should conduct outcome studies to assess the effectiveness of treatment services. Effective offense-specific treatment is indicated by measurable improvement in skills, understanding, attitudes and behaviors.

EVALUATION MEASURES:
The program has a discharge evaluation that will provide information about the resident’s knowledge of the skills necessary to maintain a non‑offending lifestyle.

It is recommended that the program incorporate a process for evaluating treatment effectiveness post-discharge.

All residents are tested on admission and on discharge with an instrument that measures criteria such as levels of denial, acceptance of responsibility for offenses, sexual education and attitudes, as well as other measurable factors.
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