Enhanced Level III Sex Offender Services
For Low Intellectual Functioning/Developmental Disabilities

Text that is underlined is specific to the Scope for Youth with Low Intellectual Functioning/Developmental Disabilities

A. SCOPE OF SERVICES:

The Scope of Services for Residential Treatment for Sexually Abusive Youth is designed to ensure that adolescent youth who have engaged in sexually abusive behavior and are under the care of Tennessee Department of Children’s Services receive quality assessments and programming that are based on the current research and best practices. Medical necessity determinations related to intensity of services and level of care will be based on the risk and needs of the individual youth and community safety.  The Department of Children’s Services embraces a placement decision making process that is based on risk and need which supports youth being moved to a lower level of care to continue treatment when appropriate. The project incorporates the Best Practice Guidelines for Behavioral Health Services to Children and Adolescents created by the Tennessee Department of Mental Health and Developmental Disabilities (TDMHDD), the Considerations in the Reunification of Sexually Abusive Youth With The Families Where the Victims (or other vulnerable children) Reside developed by the Joint Task Force on Children’s Justice/Child Sexual Abuse, and the Association for the Treatment of Sexual Abusers (ATSA) Standards and Guidelines that are applicable to adolescents in combination with evidence supported and evidence informed treatment.  The application of this model enhances the Department of Children’s Services efforts to better serve our youth, their families and the community through quality assessments and services which will impact lengths of stay, improve decision and solidify coordination of continuous care planning.  

The broad goal/discharge plan: Permanency for youth through reunification, kinship care, adoption, or guardianship.

B. GENERAL CHARACTERISTICS

Level III Residential Treatment provides a therapeutic treatment program in a 24-hour-a-day residential facility for youth with severe emotional and/or psychological treatment needs. Through an individualized treatment plan, the agency provides intensive mental health treatment, including psychiatric services when indicated, and educational services.  

Psychiatric services (e.g., psychiatric evaluations, medication management) and all needed specialized treatment services (e.g., alcohol and drug treatment, treatment for sexually abusive youth) are to be provided by the agency.  The cost of these services is included in the per diem rate paid to the provider by DCS. Appropriate agreements with external providers must ensure that those providers will not also bill TennCare or other insurance for the service as it is covered under the per diem.

C. ADMISSION/CLINICAL CRITERIA:

General Admission Criteria:

1. The DCS Family services worker prepares the Referral Packet, which will contain the rationale for placement as well as all available current, historical, familial, psychosocial and related clinical data (e.g., measures of psychopathology, assessments of strengths and needs) regarding a youth. 

2. The following criteria must be met for admission to a Level III residential program:



a.
The youth has a significantly severe mental health disorder (DSM-IV-TR) and is impaired in social, educational, familial, and occupational functioning. This level of functioning is not due exclusively to mental retardation, organic dysfunction, or developmental disabilities. This disorder is amenable to “psychiatric treatment” and requires mental health treatment that cannot be successfully provided at a lower level of care. The youth needs psychiatric consultation and access to physician services as well as daily supportive guidance toward stabilization.




b.
The youth is unable to adequately care for physical needs without external support that is beyond the capacity/capabilities of the family and/or other non-inpatient community support system representatives to provide. This inability represents harm to self or others (e.g., reckless self-endangerment) and is due to psychiatric disorder not developmental, social, cognitive, or specific medical limitations. 




c.
The youth’s current living environment, family setting, extended community do not provide the support and access to therapeutic services necessary to maintain stability or maximize effective daily functioning and/or the youth has not been successful in lower levels of treatment efforts (i.e., has failed to maintain or sustain adequately). 




d.
The youth cannot achieve successful adaptation for the purpose of stabilization at this time without significant structure and supportive residential guidance that can only be provided through twenty-four (24) hour intervention and supervision in a highly structured environment.




e.
The youth meets the age, cognitive capacity, adaptive functioning level and/or developmental level requirements necessary for minimal acceptance in the specific setting. 




f.
The youth does not require medical substance abuse treatment as the primary need, does not have contraindicated medical conditions that are primary and supersede the psychiatric symptoms.

3. Youth have been identified as having moderate to severe mental health treatment needs.

4. Youth may be of any adjudication type.

5. Youth may pose a high risk for elopement, instability in behavior and mental health status, or occasionally experience acute episodes. These youth also experience persistent maladjustment of peer and other social relationships or other influencing systems, which interfere with learning and social environments.

6. Youth with primary diagnosis of mental retardation are evaluated on a case-by-case basis. Youth with an IQ lower than 55 or who have adaptive functioning indicating moderate to severe mental retardation are not appropriate unless the agency is licensed for this service type.  

7. Youth who are acutely suicidal or homicidal or who have psychoses not controlled with medication will be referred to inpatient psychiatric treatment through specialized crisis services. They do not have records of major acts of violence or aggression which have required incarceration within the past six (6) months.

8. If the provider agency feels a youth is not appropriate for their scope of services, the provider agency may submit a written justification of their rejection to DCS CPPP.  The request must be approved, in writing, by CPPP. Otherwise the provider must accept the referral. 
Specific Admission Criteria:

1. Youth between the ages 13 through 17 years and who have engaged in sexually abusive behavior as determined by court, Child Protective Services or by self admission are eligible for consideration for placement in residential level of care. The sexually abusive behavior includes offenses against children, adults or peers.  Youth who have only engaged in hands off offenses such as exhibitionism and voyeurism will be considered on a case by case basis.

2. Factors taken into consideration when determining medical necessity and specific admission criteria include youth’s level of sex offending specific risk based on known factors related to risk for sexually abusive behavior combined with other variables impacting the ability to safely manage the youth in a less restrictive environment.  These variables may include difficulty controlling sexual behavior, failure in outpatient programs, significant psychiatric disorders, and history of aggressive behavior, history of runaway, significant behavior problems or other issues that interfere with the youth being safely managed in the community.  In general youth eligible for admission will exhibit a moderate to high risk for sex offending.    

3. The youth’s level of sex offending risk, general risk, mental health or behavioral health needs necessitate an intense level of supervision and intervention within a staff secure setting.

4. Youth ineligible for this program are those who are in need of acute inpatient psychiatric care for the management of their mental health needs.  
5. Youth with a documented IQ of 70 or below, who have adaptive functioning consistent with mental retardation or who have other developmental disabilities will be evaluated on a case by case basis to determine if their needs would best be met under this Scope of Services or through the Sexually Abusive Youth Residential Treatment Program-Youth with Low Intellectual Functioning/Developmental Disabilities Scope of Services.
6. The provider agency may not reject youth deemed appropriate for the scope of service without submitting a written justification for the denial and receiving approval through CPPP.
D. ADMISSION, MONITORING, UTILIZATION REVIEW AND PROGRAM EVALUATION
1. Youth referred to the specific treatment program will have been approved for residential placement by the Department of Children’s Services Sexually Abusive Youth Program Coordinator for CPPP. This approval process is designed to ascertain medical necessity and ensure that the individual youth’s level of risk and need are congruent with residential placement and that he/she cannot be appropriately and safely served in a lower level of care. 

2. A Central Office CPPP staff will serve as point person for the oversight of the formal Medical Necessity/Risk-Need Utilization Review process from the point of referral for admission to the program through discharge from the program (including continuous care planning towards permanency).
3. Residential Treatment for Sexually Abusive Youth includes a formal Medical Necessity/Risk-Need Utilization Review Process based on risk/need congruency and a Program Evaluation Process. While both aspects are important to ensuring quality services and community safety, there are some differences in the processes. Utilization Review is specific to the individual youth while Program Evaluation is more of an overall review. More specifically the distinction between UR and Program Evaluation is basically that the formal UR process for sexually abusive youth in residential programs is to ensure that the individual youth is in an appropriate level of care as determined by medically necessity and his/her risk and needs (general, sexual abusive behavior and individualized) are being met. The Program Evaluation process looks at the assessment process, admission and discharge criteria development, treatment planning, and programming and continuous care process in general. At times the two aspects overlap. As noted both are key aspects of quality programming for youth.  

4. Programs holding contracts to provide sex offender specific residential treatment services to state custody youth will provide information, documentation and other materials as requested for the formal Medical Necessity/Risk-Need UR process and will be cooperative with program evaluation efforts.
5. The program is responsible for submitting the necessary paperwork and documents to the CPPP point person in a timely manner 72 hours prior to the last authorized date of services. Information is to be submitted on the proper forms with supporting documentation provided as requested, outlined or noted.   Paperwork/documents will be considered incomplete if they lack the required information or are not submitted in the appropriate format.  Reviews are anticipated to be a minimal of every 30 days.
6. It is the responsibility of the region to authorize payment upon receiving notification from the CPPP UR designee for the specified time.  Payments will be authorized for no more than thirty (30) days at a time. 
7. At the point in which services are no longer approved through the UR process, the region shall assure that services are de-authorized as specified in the notification which the region receives from the CPPP UR staff.

8. There are two appeal processes with DCS in the event that a program is not in agreement with the findings of the formal Medical Necessity/Risk-Need UR.  This includes a) an informal appeal and b) a formal appeal.

E. PERSONNEL:

General

1. The service has qualified personnel who can meet the developmental and therapeutic needs of all youth accepted for care and services

2. Adequate care and supervision are provided at all times to assure that children are safe and that their needs are met in accordance with their developmental level, age, and emotional or behavioral problems. Residential Level 3—1.5 during the day and 1.8 overnight awake staff.



3.
The provider agency has available the services of a licensed physician on at least an on-call basis to provide and/or supervise medical care on a 24-hour basis. If this person is not a psychiatrist, then the facility must arrange for the services of a psychiatrist for regular, emergency and consultative services.

Specific

1. Qualified clinical staff trained to work with the therapeutic needs of sexually abusive youth based on current research and best practices.

2. The program clinical director must be knowledgeable of current approaches to treatment with sexually abusive youth, be familiar with approaches to general delinquent behavior and has knowledge of the developmentally disabled.
3. There should be documented training and orientation for the direct line staff.

4. Training and orientation of direct line staff should include an adolescent development, a specific focus on sexually abusive youth and developmental disabilities in preparation for their program duties.

5. The supervision of line staff will adhere to established guidelines and procedures of the program.

6. There should be documentation of ongoing in-service training of direct line staff.
7. There should be clear guidelines and procedures on how clinical staff is supervised and how clinical staff is trained.
8. Training of clinical staff should include a focus on sexually abusive Youth.

9. There should be procedures and guidelines in place to ensure continuing education for clinical staff specific to the evaluation and treatment of sexually abusive youth and individuals with developmental disabilities.
10. There should be at least one clinical staff competent to complete sex offender specific risk assessment and general delinquent risk assessments.

F. INDIVIDUALIZED TREATMENT PLANNING
1. An initial treatment plan will be developed within three (3) days of admission. A more formalized treatment plan must be developed within seven days of admission after any needed testing or consultation has occurred.

2. The youth’s treatment plan will include a specific strengths-based family integration/reintegration treatment plan. It will also include guidelines for family participation while the youth is at the facility. These family participant guidelines will contain frequency of family visits, whether visits are supervised, and location of visits. The agency will work with the facility to address transportation and communication barriers. Family counseling/therapy, therapeutic support and family visits shall not be contingent on the youth’s behavior.


3. The treatment plan also will include all goals for educational issues, mental health needs (including therapy and psychiatric medications), substance use issues, physical/medical concerns, and family participation in treatment.

4. The individual treatment plan should consider discharge goals and estimated length of stay. Discharge planning should begin at admission and be an ongoing process.

5. The treatment plan will be updated at least monthly.
G. SERVICE COMPONENTS PROVIDED WITHIN THE PER DIEM (General)



1.
Service Components Required of All Level III Residential Programs




a.
Twenty-four (24) hour awake staff;




b.
Comprehensive assessment of the child to include coordination of EPSDT screening and recommended follow-up services, updated Family Functional Assessment, academic history, and psychological evaluation if needed;

      c.
Positive therapeutic milieu management system;



d.
Development of Individualized Crisis Management Plan if warranted by youth’s behavior;




e.
Social skills training,




f.
Activity therapy,




g.
Daily living skills,

h.   Psychiatric evaluation or consultation upon admission and ongoing   

           psychiatric management as needed;

i. Attending psychiatrist to document face-to-face contact for medication 
     management at least once a month.



j. TN Department of Education and DCS approved educational program in compliance with all necessary educational requirements including special education services when applicable;



k.   Nationally recognized crisis intervention program for the use of seclusion, restraint and restrictive interventions.



2.
Plans for stability and permanence in the care and provision of services to each child include assistance with recruitment of an adoptive or a long-term support family, if indicated by the child’s permanency plan.
H. SERVICE RELATED OVERVIEW WITHIN THE PER DIEM (Specific)
1.  The program will have a clear theoretical approach that outlines a philosophy and methods of treatment that are based on best practices.

2. The program must demonstrate that it has the capacity to address sex offender and general delinquent dynamic risk factors in addition to other health, mental health, and educational needs. Dynamic risk factors are those risk factors related to recidivism that can be changed.
3. The program demonstrates that it can effectively address and provide for youth who have low intellectual functioning/developmental disabilities.
4. Program will utilize therapeutic material developed and/or clearly adapted for youth with low intellectual functioning/developmental disabilities. There should be recognition that these youth may not just “learn slower” but may process information differently.  The program will be able to demonstrate through program description and documentation in the youth’s file that they use a variety of learning modalities to meet the youth’s needs with less reliance on written material.

5. Youth with lower intellectual functioning may have more deficits in sexual knowledge and the ability to establish appropriate socio-sexual relationships than non-disabled peers. The program should demonstrate how they address these issues.

6. Because these youth will have more difficulty completing written assignments, appropriately trained direct line staff needs to be available to provide individualized assistance.

7. The program will recognize that these youth may need briefer, but more frequent groups to reinforce learning. Youth are to receive at least 4 hours of specialized/focused group therapy for sexually abusive youth per week.  Group should not be longer than one and a half hours in length and should be limited to 8 patients in a group. The length of the group will be determined by the needs of the youth being served. Group therapy is to be conducted by an appropriately credentialed staff. 
8. The program will provide at least three hours of skills groups (therapeutic support group) per week focusing on skills building or other clinically related needs.  Length of group should be adapted to the needs of the youth being served, but are to be no longer than one and a half hours in length. Group should be limited to 8 youth. Groups are conducted by an appropriately trained staff member having at least a bachelor’s degree with supervision from a credentialed/licensed staff. Note: Group events such as community activities, current events, recreation and groups related to milieu management do not qualify as therapeutic support groups.
9. The Program will provide a minimal of one hour of individual therapy per week. Session will be no less than 30 minutes in length. Individual therapy to be conducted by an appropriately credentialed staff.
10. Family therapy:
a. Provided by appropriately credentialed/licensed staff to the family identified as the family of care or the permanency family. This family is identified by the DCS FSW as soon as possible after coming in to custody or upon admission to the facility. The agency therapist will have contact with the family of care or permanency family and the DCS FSW either by phone or in person within the first week of admission. 

b. Provided at a minimum of 2 times per month unless contraindicated

c. Focus of sessions will include issues related to youth’s sexually abusive behavior as well as general emotional, behavioral and psychiatric issues.  Focus will also encompass parenting issues, family functioning, family dynamics and concerns.

d. At times work may be specifically with the parental unit or significant family members rather than involving the youth and the reasons for this are to be documented in the progress note.  

e. Routine contacts with family and youth (visitation, phone calls) are not considered counseling/therapy

f. Sessions will be a minimum of one hour in length

g. Family schedules may necessitate minor changes in the length and frequency of therapy and these are to be documented in the case notes.

h. Contraindications to family involvement and family therapy will be documented in the treatment plan. Provider concerns regarding family involvement, including contradictions to family involvement or family therapy, will be addressed in writing to the DCS FSW. (email is allowed).

i. The provider agency is responsible for working with the family to overcome barriers to involvement such as transportation and schedules. DCS FSW will assist with coordination and help to overcome barriers.

j. Family counseling/therapy is not contingent on the youth’s behavior.

11. Program will address responsivity issues and ensure appropriate therapist style that has been shown to be related to change.
12. Program will use an adapted cognitive behavioral approach with a significant skills building focus. 

13. Program will focus on approach goals and not just avoidance goals.  For this specialized population programs may want to consider the Old Me/New Me concepts developed by James Haven for developmentally delayed/lower functioning sex offenders.

14. Program will address the resident’s progress and factors impacting progress, in addition to ensuring programmatic use of appropriate practices shown to be associated with change. 
15. Program will be able to produce clear written documentation of how dynamic risk factors, sex offending specific and general, are targeted in treatment.   Dynamic risk factors are those risk factors related to recidivism that can be changed. This may include use of treatment manuals/workbooks, but manuals/workbooks should only be a component of the treatment program, not the full program.
16. All treatment contacts will be documented with progress notes reflecting the focus and content of the sessions, dynamic risk factors addressed youth’s response to the session and follow up plan.  Dynamic risk factors are those risk factors related to recidivism that can be changed.
17. An individualized treatment plan will be developed for each youth with the plan identifying goals, objectives and interventions. Plans are to be updated at least monthly and include information about youth’s progress, change in objectives and interventions. 
18. The Discharge/Transition Planning process is to be initiated at admission and reviewed at least monthly with written documentation of the review.  
a. Discharge criteria is to be based on appropriateness for a lower level of care as determined by youth’s level of risk and needs, not “program completion.”  
b. An individualized Discharge/Transition Plan for the youth is to be maintained in the youth’s file. The Discharge/Transition Plan is to encompass all aspects of the youth’s needs related to risk and successful reintegration into the community. Documentation can be incorporated into the treatment plan and is to include:  Information related to the specific plan, progress towards the plan, barriers to the plan and how barriers are being addressed.  
c. Changes to the plan are to be made as needed with justification and rationale for the change reflected in the related documentation. 
d. Discharge planning efforts is to be a collaborative effort involving the program, DCS, the family and others in the support system as indicated (i.e. identified resource parents, relatives, and other support persons).
e. Youth will be discharged according to decision of CFTM and using CFTM protocol
19.     A progress rating scale that focuses on sex offender specific dynamic risk  
      factors should be utilized and updated on a monthly basis.
I. EDUCATION OF THE YOUTH
1. Students in residential programs licensed as Residential Treatment Facilities, Mental Health Hospital Facilities, Residential Rehabilitation Treatment Facilities or Mental Retardation Residential Habilitation Facilities must have an approved in-house school site available for students.

(For additional licensure information, see Section 9, Attachment 8, titled Licensure Matrix.)
2. Providers should meet all criteria outlined in Section 9, Attachment 9, titled Educational Standards for DCS Providers.

3. Program provides an adequate number of education staff qualified to meet the needs of youth with lower intellectual functioning/developmental disabilities.  Teachers providing services should be certified to teach special education. 

J. FAMILY REUNIFICATION/TRANSITION TO PERMANENCY

1. The treatment program will prescribe to guidelines supported within the sex abuse and sex offender treatment field when making determinations regarding reconciliation, reunification or returning a youth to a home where children or other vulnerable person(s) reside. When a victim is involved, related decisions should be in the best interest of the victim. Decisions need to address safety issues and concerns. 

2. Tennessee’s Joint Task Force on Children’s Justice/Child Sexual Abuse has established criteria and recommended guidelines for reunification of sexually abusive youth (persons 13 through 17) back into the home where the victim or other vulnerable children reside.  The guidelines outline elements that are to be considered in a professional staffing that involves DCS, treatment professionals and service providers working with the individual and family.  The Considerations in the Reunification of Sexually Abusive Youth With The Families Where the Victims (or other vulnerable children) Reside are provided in the appendix of the Scope of Services.
APPENDIX I
Considerations in the Reunification of Sexually Abusive Youth With The Families Where the Victims (or other vulnerable children) Reside**
“The following criteria are recommended guidelines for reunification of sexually abusive youth (persons age 13 and over) back into the home where the victim resides. Each item in the criteria represents an element that should be considered and weighed carefully in a professional staffing that includes the DCS case manager, treatment professionals, and service providers working with the individuals and family. There is no magic formula or combination of factors that will guarantee a successful reunification. The consideration of each issue in concert with other professionals may help to identify gains in the treatment process thus far and potential pitfalls in the reunification effort. “
I.

The Sexually Abusive Youth (SAY) has undergone an adequate risk/needs assessment to                           explore issues, behaviors, and conditions related to the sexually abusive behavior.
II.         The Adolescent has participated in a treatment program in which issues related to re-offending have been addressed. This cover a variety of issues which MAY include the following: 


a.    Sexual Deviance

b.   Ability to establish and maintain peer relationships 

c.   Anger management
d.   Thinking errors and attitudes that support re-offending behavior 

e.    Impulse control
f.    Concomitant psychiatric/psychological issues 

g.    Other issues as appropriate
   III.      There is an adequate Relapse/Safety Plan that is "do-able" (it is within the realm of possibility that these persons could "reasonably" live within the confines of this plan). The plan should account for issues that may include: 


a.    Work schedules of parents or persons overseeing the children

 b.   Schedules of children in the home

 c.    Physical proximity of possible victim's bedroom from ASO's bedroom 

 d.   Physical layout of the home and how that layout lends itself to monitoring  

       activity within the home

  e.  Issues of personal space, securing boundaries and privacy of individuals 
       in the home (e.g. doors on bathrooms) 
 f.    Established rules for expected behavior and how misbehavior will be dealt with
IV.   There must be an established plan for gradually increasing visitation between the 
ASO and the victim. This visitation would typically begin with initiation of contact in a therapeutic setting (clarification), progressing to short visits in a neutral setting, to short visits in the home that gradually increase over time. Family members or other people external to the family may supervise the visits. Visitation may unfold differently in each case situation but the steps of the visitation plan for each case should be clearly established in concert with therapists for all parties prior to initiation of the plan. The plan should include steps to evaluate the impact of visits on the victim at each stage of the progression.

V.        Victim Reassessment—In considering the reunification, there should be statements from a therapist who can speak to the impact of the reunification on the victim, the victim's understanding of the reunification and how it will affect the victim's life and lifestyle, and the victim's knowledge and understanding of all of the provisions of the safety plan.
VI.      
There should be an assessment of parents'/caretakers' willingness to enact the safety plan. One would expect these persons were actively involved in developing this plan; that they show an understanding of the plan; and illustrate a commitment to implement the plan. The assessment would likely address parents'/caretakers' comprehension of how this plan will impact their lifestyles.
VII.    Availability of Follow-up Services—The reports should indicate that the some type of supportive services are available to the ASO, the victim, and family as they strive to live by the safety plan for AS LONG AS THEY NEED THESE SERVICES. These services may include:
a.    Treatment/therapy services for individuals and for the family, 

b.   Home based crisis intervention type services to intervene in crisis or particularly
challenging situations
c.    Services to meet basic needs such as child care or economic needs 

d.   Advocacy to help in navigating other systems (schools?) and connecting with
other community resources

**Citation taken from: The Joint Task Force on Children’s Justice/Child Sexual Abuse.
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