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L. INTRODUCTION

The Office of Independent Juvenile Justice Facilities Oversight (OIJJFO) was created by
Mayor’s Order upon the termination of the Jerry M. litigation in 2021 to “regularly monitor and
publicly report on ....[t]he durability of the reforms the Department of Youth Rehabilitation
Services (“DYRS”) previously achieved under the Jerry M. Work Plan and Consent Decree; and
DYRS’s progress in achieving Jerry M. Work Plan Goals, including critical Work Plan
indicators, that DYRS did not achieve prior to the Superior Court’s termination of the Jerry M.
lawsuit.”! The Office was subsequently established legislatively within the Office of the District
of Columbia Auditor (ODCA) for fiscal year 2025.? In December 2024, the Council of the
District of Columbia passed the Recidivism Reduction at DYRS Amendment Act of 2024,
assigning the functions of the Office permanently to ODCA, with certain additional functions,
subject to appropriations which had not been approved as of September 30, 2025.3

This report focuses on aspects of behavioral health services at the New Beginnings Youth
Development Center (New Beginnings). The OIJJFO relied on an assessment conducted by its

behavioral health expert, Dr. Terry Lee,* which is attached to and described in this report.”> A

' Mayor’s Order 2020-115, November 13,2020, §§I1.A.1.-2.

2 This was effected in the 2025 Budget Support Act.

3 The legislation states that ODCA shall: “(1) Regularly monitor and publicly report on the durability of the reforms
implemented by the Department achieved under the Work Plan and Consent Decree negotiated to resolve Jerry M.,
and the Department's progress in achieving work plan goals, including critical work plan indicators, that the
Department did not achieve prior to January 6, 2021, which may include providing housing for discrete populations,
meeting standards to ensure all facilities are safe and humane, and providing free and appropriate education; and (2)
Monitor and publicly report on the completeness and timeliness, based on a prima facie review, of individualized
rehabilitation plans developed by the Department pursuant to D.C. Official Code § 16-2319.” ODCA is continuing
to support the work of OIJJFO temporarily to complete certain objectives, including publication of this report.

4 Dr. Lee is a psychiatrist board certified in general psychiatry and neurology, child and adolescent psychiatry, and
addiction medicine. He has extensive experience in matters related to juvenile justice including providing and
directing psychiatric service in both inpatient and community-based juvenile rehabilitation programs, providing
expert consultation in the provision of innovative treatment modalities such as multi-systemic therapy and
integration of families in juvenile rehabilitation settings, and leading quality improvement initiatives in the juvenile
justice setting. See Attachment 1 for Dr. Lee’s curriculum vitae.

5 Attachment 2, Behavioral Health Consultant Report to the Office of Independent Juvenile Justice Facilities
oversight, Terry Lee, MD, August 19, 2025. Additionally, Janet Maher assisted in non-clinical related analysis of



draft version of this report was transmitted to DYRS on September 23, 2025 for agency review
and comment. DYRS provided comments to OIJJFO on October 17, 2025, which are included
as an attachment to this report.®

Individual, clinical behavioral health services are an essential and core element of the
rehabilitative model. The proper identification of behavioral problems by trained professionals
is foundational to developing individualized, evidence-based treatment strategies; however,
effective rehabilitation — changing behavioral patterns that resulted in youth incarceration —
requires much more than behavioral health services. As Dr. Lee notes in his assessment:

Rehabilitation cannot be compartmentalized into a few hours of individual and
group therapy each week. Any and all interactions between youth and staff
should be viewed as opportunities for teaching and skills training. In order to
support and provide consistent rehabilitation to youth, all staff, including those
who are not therapists in the conventional sense, such as administrators,
teachers, custody staff, and others, must be trained to be therapeutic in their
interactions with youth. Youth spend more time with custody, direct care, and
education staff than behavioral health clinicians. As a result, non-clinical direct
care staff have great potential to influence youth behavior and rehabilitation.

At the same time, DYRS licensed clinicians play critical roles in rehabilitation,
including identifying treatment needs, providing individual and family therapy,
educating staff, and managing treatment plans. Licensed clinical staff should
help train non-clinical staff to be therapeutic in their interactions with youth and
families, and clinical and non-clinical staff should collaborate on the
development of treatment and release plans. All staff must work together to
teach and reinforce youth and parent/caregiver skillful behavior and ensure a
consistent and supportive environment for rehabilitation.

By reinvesting in comprehensive treatment resources, staff training, therapeutic
programming that can be more targeted and individualized to specific youth
needs, and integrating family-based services, DYRS can fulfill its mission of

youth health records and production of this report. Ms. Maher is an attorney with extensive experience in
institutional and health-care settings. She led the Office of Corporation Counsel's Mental Health Division from
1992 to 2000, operated as Deputy General Counsel and Chief of Staff for the District's Child and Family Services
Agency from 2000 to 2007, served as a DOJ Compliance Officer at Saint Elizabeths Hospital from 2007 to 2014, as
well as overseeing the Hospital's Performance Improvement Department from 2013 to 2016.

¢ Attachment 3, Memorandum from DC Department of Youth Rehabilitation Services, Office of the Director,
“Behavioral Health Services Oversight Report Response,” transmitted on October 17, 2025.



juvenile rehabilitation. The future of the youth adjudicated to DYRS custody,
and the safety and well-being of the community depend on it.”

Given Dr. Lee’s comments concerning the key roles every staff member interacting with
youth at New Beginnings must play in effective rehabilitation of youth, OIJJFO is including in
this report descriptions of New Beginnings’ staffing model, programs and services offered, and
treatment planning documents to provide context for the findings and recommendations relating

to behavioral health services emanating from his assessment.

IL. BACKGROUND

New Beginnings is a six unit, 60-bed secure residential facility operated by DYRS, which
has not exceeded its operating capacity since OIJJFO began its oversight. Most youth committed
to DYRS are not placed at New Beginnings, but rather are placed in other settings, including
community placements and privately operated residential treatment facilities. Often youth who
are the most difficult to place and/or who have the most serious delinquency charges are placed
at New Beginnings.

Over time, DYRS periodically has changed who is housed at the facility to meet agency
operational needs and programming goals. For example, while DYRS historically operated the
facility with one housing unit for girls and five housing units for boys, there was a period
between mid-August 2022 and mid-April 2024 when no girls were housed at New Beginnings.
The start of this period corresponded to when DYRS began to house a population of male, Title
16 youth at the facility.® Then, in April 2024, DYRS reopened one housing unit for girls at New

Beginnings and has continued to operate one housing unit for committed girls and five housing

7 Attachment 2 at pages 13-14.
8 Title 16 youth are youth under age 18 who are charged as adults. As depicted by the green shaded area in Chart 1,
DYRS housed a population of Title 16 youth at the facility between August 16, 2022 and October 9, 2023.



unit for committed boys since that time. Furthermore, at times, DYRS has used New Beginnings
to hold committed youth temporarily while they find an alternative placement for youth. These
youth, referred to as “awaiting placement” youth, do not participate in the full range of programs
at the facility, stay for far shorter periods than those youth who are placed at New Beginnings
and generally have been housed in a separate housing unit.’

Chart 1: New Beginnings Population Over Time
October 1, 2021 — August 31, 2025
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By its establishment legislation, DYRS is charged with the following:

(1) Improving the security, supervision, and rehabilitation services provided
to committed and detained juvenile offenders and Persons in Need of
Supervision (“PINS”);

(2) Developing and maintaining a holistic, family-oriented approach to the
provision of youth services that emphasizes youth and parental
responsibility so as to reduce juvenile crime, delinquency, and recidivism;
and

9 In its comments on the draft version of this report, DYRS states that awaiting placement youth “receive
psychiatric care, individual therapy, and trauma-focused [cognitive behavioral therapy] groups, consistent with their
length of stay and stability status. Access to education and enrichment programming is maintained per DYRS
policy.” Attachment 3 at page 3.



(3) Developing and maintaining state-of-the-art service programs, delivery

systems, and facilities that will transform the District’s juvenile justice
system into a national model.'°

While DYRS has an array of options to place and provide services to youth committed to
its care, New Beginnings is the only secure facility DYRS operates to achieve these goals, and
the agency relies on it to provide rehabilitative services to many of the highest needs youth
ordered to its custody. The agency has the authority to confine youth at New Beginnings for as
long as the agency deems appropriate, not to exceed the date of the youth’s commitment
expiration.

New Beginnings’ small size limits the number of youth that can be housed at any one
time and thus impacts the number of youth who can be admitted. The longer youth are housed at
the facility, the fewer the number of youth who can be admitted, and, conversely, the shorter
durations at the facility translate into a larger the number of youth who can be admitted. In 2023,
81! youth were admitted to New Beginnings and in 2024, 64 youth were admitted. The chart

below illustrates the total number of committed youth admitted during both years and how long

each youth remained at the facility.

10 D.C. Code §2-1515.02.
! Nine of these youth were detained Title 16 youth.



Chart 2: Committed Youth Admitted to New Beginnings, by Length of Stay
2023 - 2024

Length of Stay of Committed Youth Admitted to New Beginnings, by Year of Admission
2023 and 2024
Based on DYRS FAMCare Data
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As the chart shows, most youth admitted to New Beginnings in 2023 and 2024 were
placed there for less than one year. None stayed for two years. Thus, all youth admitted to New
Beginnings eventually are released, and many are released directly back to a community setting.
Among the 72 committed youth admitted to New Beginnings in 2023, 48 were released directly
to a community setting,'? 18 were released to the YSC,!? and six were released to a residential
treatment facility. Of these 72 committed youth who were released, 56 (78 percent) had further

involvement with the juvenile or adult criminal justice system.'* Forty-three of the 56 returned

12 Community settings include release directly home, to a group home, or a foster home.

13 Five of those 18 remained at the YSC for periods between 11 and 175 days before returning to New Beginnings
and a sixth youth was at the YSC for one day before returning to New Beginnings for eight days, returning to the
YSC for 11 days and once again returning to New Beginnings. Five of the youth were released from the YSC to a
jail in a surrounding jurisdiction. Six youth were released from the YSC to a residential facility and one youth was
released from the YSC directly to a parent.

14 OLIJFO cannot determine how many of these new arrests involved crimes of violence or resulted in convictions
based upon the information available to it at the time of the writing of this report.



to the secure custody of DYRS or a Maryland juvenile facility, or were detained in a jail in the
District of Columbia or Maryland. An additional 13 were charged with adult offenses in the
District of Columbia. '

Among the specific cohort of 48 committed youth admitted in 2023 and released to the
community directly from New Beginnings, 30 were recorded in FAMCare as having “completed
the program.” Of those 30 youth, 21 youth (70 percent) were involved with the juvenile or adult
criminal justice system after release. Sixteen returned to secure custody of DYRS or were
detained in jail in the District of Columbia or Maryland; five additional were charged with adult
offenses in the District of Columbia.!®

It is DYRS’s mandate to provide supervision and services to youth at the facility to
improve the likelihood that they will successfully and productively reintegrate into the
community after they are released. Most youth admitted to New Beginnings have profound
behavioral health needs, which makes DYRS’s services not only critically important, but also
significantly challenging. As Dr. Lee notes in his assessment:

[T]t is noteworthy that while all the youth in the NB sample presented with

complex behavioral health needs, there were several characteristics common to

many of the youth. Seventeen of the 17 youth in the sample were identified as

Black or African/American and one also identified as Hispanic/Latino. Problem

substance use was identified as a concern for 15 of the 17 youth; and 11 of the

youth were diagnosed with a substance use disorder either prior to admission

through independent evaluations or while at NB. Similarly, 14 of the youth in the

sample experienced some type of trauma that was noted in either the independent

assessments, DYRS’ assessments, or both. Among the 15 youth for whom

cognitive testing was available, 14 of 15 showed a Full Scale IQ in the borderline

intellectual functioning range (one standard deviation below the mean) or lower.

(The validity of Full Scale IQ scores have been scrutinized when there is marked

variability among subscale scores. [footnote omitted] This observation is
presented to underscore the extent of cognitive challenges identified within in the

15 These figures are based only on DYRS and DC Superior Court records and not a review of broader adult criminal
justice systems around the District of Columbia and thus may undercount the number of individuals who had
additional contact with the juvenile or criminal justice system.

16 OIJJFO could not determine where these five individuals were housed at the time this report was written.



reviewed NB youth cohort.) Of particular note was the seriousness of the offenses

for which many youth in the sample were committed; many offenses involved

assaults, carjacking, use of firearms (16 of 16 youth for whom charges were

listed), and in some cases murder and attempted murder. A significant number of

youth in the sample also engaged in risk-behavior while at DYRS, and all were

placed on psychiatric medication for some period during the stay at NB.!”

As one facility executive stated, for many youth placed at New Beginnings, DYRS could
not find another placement option that would accept the youth: “The last stop is New

Beginnings.”

III. METHODOLOGY

To assess the behavioral health services program at New Beginnings, OIJJFO selected a
sample of 17 committed youth who were housed at the facility for a minimum of 14 days
between September 1 and December 31, 2023'® and who had significant behavioral health needs.
This timeframe corresponded to when DYRS transferred the population of detained, Title 16
youth out of the facility. Using this period also allowed the OIJJFO’s behavioral health expert to
review records over the full duration of many youths’ incarceration at New Beginnings to assess
services and youths’ progress over time.

To select the sample, using data from FAMCare, DYRS’s management information
system, all 89 youth who were housed at New Beginnings from September through December

2023 were identified.!® Multiple sources of records were cross referenced for that time period,

17" Attachment 2 at page 2. In a July 2024 report, OIJJFO documented that 72 percent of youth housed at New
Beginnings between September 1 and December 31, 2023 were prescribed one or more psychotropic medications.
Follow-Up Assessment of Psychotropic Medication Management at the Youth Services Center and New Beginnings
Youth Development Center, July 15, 2024 (July 2024 Report), at page 3.

18 Some youth in the sample were admitted to New Beginnings before September 1, 2023, and/or remained housed
there after December 31, 2023, but all were at New Beginnings during this four-month period.

19 An atypically high volume of youth, 42, were transferred to New Beginnings in the three-month period from
August to October 2023. During this period, Title 16 youth were being transferred to the YSC and DYRS moved
some committed, awaiting placement youth to New Beginnings.



including: prescribed medications;° the number of assaults that youth participated in as an
assailant;?! the number of incidents in which youth reported to have injured himself;?? and data
related to youth placed on suicide precaution status (SPS).?* OIJJFO staff attempted to review
data regarding Massachusetts Youth Screening Instrument, Version 2 (MAYSI-2) flags for each
youth, but because of data limitations could not do so.>* Similarly, it was not possible to cross
reference data regarding substance abuse histories for the universe of youth. OIJJFO staff also
reviewed DYRS records related to non-court ordered emergency psychiatric hospitalizations, but
there were no youth to whom this was applicable during the sample period.

Of the 89 youth housed at New Beginnings between September 1 and December 31,
2023, 84 youth had a length of stay of 14 days or more at the point of release. Fifty-two of the
89 youth (58 percent) were prescribed psychotropic medications. Additionally, 61 youth (69
percent) were involved in assaultive incidents and identified as the assailant and one youth (one
percent) put himself at serious risk of harm and was placed on SPS.

Based on the collected data, OIJJFO selected a sample of 17 committed youth,
constituting 20 percent of the universe of youth with lengths of stay of 14 days or more during
the four-month period.?> The sample was designed to include youth with a cross-section of

diagnosed behavioral health issues, demonstrated high-risk behaviors such as assaultive and/or

20 O1JJFO obtained data regarding all medications prescribed to youth housed at New Beginnings between
September and December 2023. Every prescription for psychotropic medications was identified and each
medication was categorized according to its drug class, as defined in the 2018 Psychotropic Medication Monitoring
Parameter (PMMP) applicable during this sample period.

2! To identify if a youth was an assailant, OIJJFO staff reviewed all New Beginnings incident reports that occurred
between September and December 2023 that were categorized as youth-on-youth and/or youth-on-staff assaults.

22 OLIJFO staff reviewed all incident reports between September and December 2023 that were categorized as self-
injurious.

23 OIIJFO staff reviewed records maintained by DYRS staff to identify all youth at New Beginnings who were
placed on any level of suicide precaution status between September and December 31, 2023.

24 See pages 31-32.

25 This sample size was consistent with the size of samples conducted in prior assessments conducted by the Special
Arbiter in Jerry M.



self-injurious behavior, and youth who were prescribed psychotropic medications. No outcomes
after release data were considered in the sample selection process.?®

The 17 youth in the sample were all committed males; there were no females housed at
New Beginnings during the period under review. As presented in the chart below, the lengths of
stay at release from New Beginnings for the youth in the sample ranged from 36 days to 697
days, with a median of 376 days.

Chart 3: Length of Stay of 17 Sampled Youth

Length of Stay of 17 Youth in Sample

Based on DYRS FAMCare Data
800

Two Years

700

Median LOS was 376 days, maximum was 679 days
600
500
400
One Year
300
200 417)
284] 290]
2
100 &
114}
0
B JE KB RM L JHE KD

EP bW DB RW cw KK BM JHA Mw MB

Number of Days Housed at New Beginnings

Of the 17 youth in the sample, nine were recorded as having completed the New
Beginnings program and released from the facility.?” Of those nine, four subsequently returned
to the secure custody of DYRS and three additional youth face new, adult charges in the District

of Columbia.?® Of the remaining eight youth who were not identified as having completed the

26 Indeed, only eight of the 17 youth had been released at the time the sample was selected.

27 Seven were placed in their home, one in a group home, and one in a supported independent living program.

28 The three youth have been charged but the cases were pending as of August 13, 2025. One of these three youth
suffered a gunshot wound during an incident in the community.

10



program, all were eventually released from DYRS secure custody.? Seven of those eight youth
subsequently returned to DYRS secure custody or were charged with crimes as adults.

To conduct his assessment, Dr. Lee reviewed available psychiatric and psychological
reports, most of which were completed by independent evaluators at the Child Guidance Clinic
of the Family Court Social Services Division of the District of Columbia Courts. Dr. Lee also
reviewed each youth’s electronic health record (EHR), which included behavioral health records.
Dr. Lee recorded a summary of his findings on a standardized instrument that was informed by
the standard of care, DYRS policies, and Work Plan requirements in Jerry M., and which is
attached to his assessment as an appendix.”!

In addition to Dr. Lee’s review, OIJJFO staff reviewed various documents for this report,
including:

individual youths’ EHRs;

individual youths’ FAMCare records;

success plans;

Youth Level of Service (YLS) documentation;
Unusual Incident Reports;

DYRS Schedule A data;

SPS logs maintained by DYRS staff;

SPS Observation Forms;

psychological and psychiatric reports;*?
completed MAYSI-2s;

prescription data for youth housed at New Beginnings
between September and December 2023; and,
e relevant DYRS policies.*

2 Four were released directly to their home from New Beginnings. Two were transferred initially to the YSC, then
to a detention facility in Maryland, and eventually to the community. Two were transferred to the YSC for two and
ten days respectively, were returned to New Beginnings and were then transferred to residential treatment facilities.
30 These figures are based only on DYRS and DC Superior Court records and not a review of broader adult criminal
justice systems around the District of Columbia.

31 Attachment 2 at appendix.

32 These reports were conducted by independent psychiatrists and/or psychologists pursuant to orders or judges
presiding over the youths’ juvenile cases.

33 Behavioral Health Services, Policy No. V.e.9, effective October 11, 2016 (Behavioral Health Services Policy);
Medication Management Policy, Policy No. V.d.2, effective January 17, 2018, and DYRS’ Psychotropic Medication
Monitoring Parameter (PMMP), July 2018; and Suicide Prevention, Policy No. V.b.3, effective June 28, 2016
(Suicide Prevention Policy).

11



Accompanied by OIJJFO staff, Dr. Lee conducted site visits in September 2023 to both
the YSC and New Beginnings to familiarize himself with the facilities. During these site visits,
he interviewed the DYRS deputy director of health services, who oversees the behavioral health
program at both the YSC and New Beginnings; the health services program managers for both
facilities, who oversee the behavioral health program at their respective facility; behavioral
health staff, the DYRS chief of secure programs, a psychiatrist who provides services to youth at
both facilities, and numerous youth and youth development representatives (YDRs) at both
facilities. OIJJFO staff also interviewed additional behavioral health staff who were assigned to
New Beginnings, housing unit-based team leaders assigned to New Beginnings, the New
Beginnings superintendent and deputy superintendent who oversees treatment at the facility,
juvenile justice institutional counselors (JJICs) assigned to New Beginnings, medical staff
assigned to New Beginnings; and numerous youth, supervisory youth development

representatives (SYDRs), and YDRs at New Beginnings.

IV. PROGRAM DESCRIPTION

A. Overview

DYRS has developed a structured program at New Beginnings that includes a variety of
screenings, assessments, clinical services, group therapy, and psychiatric services with
medication management — all within an overarching level-based behavioral modification
program that youth progress through in order to graduate from the New Beginnings program.

Youth at New Beginnings routinely interact with an array of staff within the facility, who
play a variety of roles. Most frequently youth interact with YDRs who directly supervise them at

all times throughout the day. But youth rehabilitation is also supported by unit-based teams of

12



staff including team leaders, behavioral health specialists, and JJICs.>* Youth also interact with
other, non-unit-based staff including restorative justice counselors, credible messengers, >’
education staff, and care coordinators.

Each youth is assigned a “core support team,” which consists of the team leader on the
youth’s housing unit, the youth’s assigned behavioral health clinician, the JJIC assigned to the
unit, an educational staff member, and the youth’s credible messenger.>® The core support team
is responsible for developing a youth’s success plan with goals, discussed in more detail below,*’
and the plan informs decisions about a youth’s readiness for release from the facility.

While there is a single superintendent of New Beginnings in charge of the facility, the
aforementioned facility staff involved in the rehabilitation of youth report through several
different chains of command, some of which flow outside of the superintendent’s scope of
management. For example, team leaders and unit-based YDR staff report to the superintendent
through one deputy superintendent. Non-unit based YDR staff report to the superintendent
through a different deputy superintendent. JJIC staff, during the review period and until

recently, reported directly to a manager outside of New Beginnings who oversaw both New

3% Team leaders are housing unit managers who supervise the YDRs assigned to their respective housing units.
Behavioral health specialists provide clinical services and conduct therapeutic group sessions at the facility. JJICs
provide certain case management services, and according the DYRS Care Planning and Coordination Handbook,
“serves as the liaison between the Care Coordinator and the facility, supports the youth with family engagement and
ensures the youth receives appropriate support while in the facility.” See Department of Youth Rehabilitation
Services, Care Planning and Coordination Handbook, effective April 2017 (DYRS Care Coordination Handbook), at
page A-7.

35 Credible messengers provide mentorship to and advocacy for youth at New Beginnings.

36 Some staff members stated that care coordinators were invited to attend core support team meetings, but
generally did not. Additionally, many core support team members stated that each youth are assigned a non-
supervisory YDR from their housing unit (a “youth advocate) who can attend meeting, but that they are not always
present. Some staff members stated that restorative justice staff members based at New Beginnings were part of the
core service team, but other staff members who organize the meetings of the core support team indicated they were
not regular members of the team.

37 See pages 19-20.

13



Beginnings and the YSC.*® Behavioral health providers report to the New Beginnings
behavioral health services program manager, who does not report to the superintendent, but
rather to the deputy director of health services. Education staff are all contract staff who report
to a facility principal, and the contract is managed by a contract administrator outside the New
Beginnings reporting structure. Credible messengers are also contract staff, and report to a
separate contract administrator who is not a part of the New Beginnings reporting structure.

In short, while the superintendent of New Beginnings is responsible for the operation of
the facility, neither that position nor any other position at the facility includes both the authority
and responsibility to manage all staff who are responsible for the various rehabilitative elements
of the New Beginnings program.

B. Behavioral Health Staff

Behavioral health staff play a central role in the rehabilitative program. As behavioral
health providers, they are responsible for assessing, diagnosing, and developing treatment plans
for youth, ideally informed by any work by other licensed providers. These assessments and
treatment plans should be at the core of any program to change youth behavior prior to release to
the community.

DYRS employs a deputy director of health services, who oversees the behavioral health
programs at both the YSC and New Beginnings, and behavioral health services program
managers who administer the behavioral health programs at each facility. New Beginnings has
six dedicated behavioral health positions, one assigned to each of the facility’s six housing units.
Each unit contains 10 cells, which keeps the clinician to youth ratio low, a maximum of 1:10 if a

unit is filled to capacity and frequently they are not.

38 The relevant managerial position now reports to the superintendent of New Beginnings and the JJICs now report
through that manager to the superintendent.
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Snapshots showing filled and vacant behavioral health positions at New Beginnings over
a two-and-a-half-year period illustrate that while at times there have been behavioral health

positions vacancies, all of the positions are frequently filled.

Snapshots of Filled and Vacant Behavioral Health Positions at New Beginnings

8 Dates Between January 9, 2023 and July 14, 2025
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In fact, five of the six behavioral health specialists who are currently at New Beginnings
have been there for at least two and a half years, three of whom have worked there for more than
five years; the most recent hire was in mid-2024. This level of staff consistency is important to
the establishment of clinical relationships and building trust between youth and behavioral health

staff. In their comments on the draft version of this report, DYRS notes that “filled positions do
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not equate to full-time availability. During the review period, coverage was impacted by
extended staff absences, requiring temporary reassignments across facilities.”’

C. Screenings and Assessments

1. Psychiatric and Psychological Evaluations

Prior to their admission to New Beginnings, many youth have court-ordered psychiatric,
psychological, or other evaluations conducted by independent evaluators as part of their court
case. Dr. Lee found that “[t]hese reports reflected thorough and extensive assessments and, in
many cases, formal psychological testing, and included specific diagnoses and useful
recommendations for treatment and/or follow up.”*’ These evaluations are conducted prior to a
youth’s admission to New Beginnings, and there is evidence that they are frequently made
available to DYRS staff and to behavioral health and other program staff involved in supporting
the treatment goals of the youth.*! As detailed in the table below, 16 of the 17 youth in the
sample selected for Dr. Lee’s assessment had one or more evaluations, which were included in

FAMCare.

Evaluation(s) Number of
Youth in Sample

Psychiatric Evaluation & Psychoeducational Evaluation
Psychiatric Evaluation & Psychological Evaluation
Psychiatric Evaluation Only

Psychological Evaluation Only

Psychoeducational Evaluation Only

No Evaluations

bt | bt | [ | S \O

These evaluations contain a wealth of information regarding behavioral health needs and

diagnoses. The reports include significant information regarding a youth’s social, legal,

3 Attachment 3 at page 1. This phenomenon of positions filled by staff who are not available for duty is not limited
to behavioral health staff. OIJJFO has emphasized the adverse impact of staff who are not available for duty among
YDR and SYDR staff at both the YSC and New Beginnings for years.

40 Attachment 2 at pages 5-6.

41 OIJJFO staff found these evaluations in youth FAMCare records, which are available to facility staff.
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substance use, trauma and medical histories, their then-current clinical presentation, and often
include specific recommendations for placement and treatment, which should facilitate DYRS’
development of behavioral health treatment plans and inform staff interactions with youth.*?
Behavioral health staff should be expected to review these evaluations as part of their routine
intake process and certainly consider them when developing a youth’s behavioral health
treatment plan. As discussed in more detail below, however, Dr. Lee found that “there is no
evidence in the behavioral records that the New Beginnings behavioral health staff utilized the
diagnostic or treatment information in the independent evaluations in formulating treatment for
the youth.”* In their comments on the draft version of this report, DYRS stated that the success
plans completed for youth at New Beginnings refer to and incorporate the diagnostic and
treatment recommendations included in the independent evaluations.** However, a review of the
success plans completed for youth in the sample suggest that this is in fact not the case. This is
discussed in more detail below.

2. Youth Level of Service (YLS)

The YLS is a tool used to evaluate a youth’s risk and needs related to reoffending and is
intended to inform placement decisions once youth are committed to DYRS. The tool does not
need to be completed by a behavioral health provider; rather, it is an empirically-validated
instrument that can be administered by trained, non-behavioral health professionals to gather and

consider risk-related data in a uniform way.

42 See page 36-37 below for a fuller discussion of these evaluations. These independent evaluations also often
included detailed information concerning the youth’s cognitive functioning, which is an important consideration in
creating the myriad plans developed for a youth during his stay at New Beginnings.

43 Attachment 2 at page 6, footnote 14.

4 Attachment 3 at page 2. DYRS states that “[i]independent evaluations are consistently referenced in each youth’s
NB Success Plan, which integrates diagnostic and treatment recommendations into individualized programming.”
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The screening is organized into eight domains* and each is categorized as high risk/need,
moderate risk/need, or low risk/need. Based on the domains, the YLS is used to calculate a total
risk score.*® In addition to informing placement decisions, relevant information gathered in the
YLS should ultimately be incorporated into a youth’s behavioral health treatment plan. At the
same time, a YLS is not a substitute for behavioral health assessments performed by licensed
providers.

The YLS is designed to incorporate various sources of information, including interviews
with the youth, the youth’s family, and the youth’s probation officer; any psychiatric or
psychological evaluations; educational records such as report cards and/or individual education
programs (IEP); police reports; court social services (CSS) reports or summaries; interviews with
other relevant stakeholders such as credible messengers; and, incident reports.*’

Prior to a decision to place a youth at New Beginnings, a YLS should be completed by a
care coordinator and a copy of the assessment should be maintained in the youth’s FAMCare
record. New Beginnings staff report that the YLS is a helpful reference document, as it
provides detailed background information on the youth. For example, one staff member
provided an example of a youth who was grieving the loss of their father; the YLS detailed
other losses that the youth had experienced and provided context to understanding the youth’s
behavior and informing appropriate care. For youth with a completed YLS, staff report that the

completed instrument is used by the youth’s “core support team,” to inform the youth’s

4 The eight domains include: family circumstances/parenting, peer relations, leisure/recreation,
attitudes/orientations, prior and current offenses/dispositions, education/employment, personality/behavior, and
substance abuse.

46 The total score will place a youth in one of four categories of risk: low, moderate, high, or very high.

47 See Attachment 4 for an example of an YLS.
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“success plan,” to guide the youth’s behavioral goals during his period of incarceration at New
Beginnings.

Multiple staff at New Beginnings, including managers, JJICs, and behavioral health
specialists, report that while some youth have a YLS completed before the youth arrives at the
facility, many do not. One New Beginnings manager described the YLS completion as “a work
in progress.” This is consistent with OIJJFO’s review of youth records. Of the 17-youth
sample in Dr. Lee’s assessment, OIJJFO staff found a completed YLS in just six youths’
records. A YLS was not found in the FAMCare records of 10 of the sample youth.*3

D. Plans

1. Success Plans

Success plans are individualized plans based on a template that contain goals developed
for and with youth based on their strengths and needs. According to the DYRS Care
Coordination Handbook, success plans should be “highly personalized and designed to help each
youth experience long term success consistent with the six domains within the [positive youth
justice] framework and elevate their sense of self-worth and self-efficacy. SMART Goals are the
framework that guides the development of the Success Plan.”*’ The plans should include
specific, measurable goals with associated action steps and timelines.>® Unlike behavioral health
treatment plans which focus on diagnosed behavioral health problems, success plans are broader

and include non-behavioral health related goals such as “advance to the next school grade.”>!

48 The FAMCare record of the remaining youth in the sample was locked for administrative purposes after the
assessment began and a determination could not be made regarding whether this youth had a completed YLS.

4 See DYRS Care Coordination Handbook at page F-17. The six domains of the PYJ model are work, education,
relationships, community, health, and creativity.

50" See Attachment 5 for examples of success plans.

51 In addition, success plans generally specify actions to be taken by the youth, while behavioral health treatment
plans specify interventions of the staff to support the youth in meeting their behavioral health goals and objectives.
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According to staff, success plans should be informed by the YLS, where available and
developed within 30 days of a youth’s admission to New Beginnings, led by the youth’s assigned
behavioral health staff team member and in consultation with the core support team. The DYRS
Care Coordination Handbook provides that success plans should be updated at least every 90
days.>? Success plans should be uploaded and maintained in FAMCare. Of the 17 youth in Dr.
Lee’s assessment sample, OIJJFO staff found at least one success plan in FAMCare for 15 youth
for the admission in the period of review; four youth had only one success plan in FAMCare, two
youth had two success plans in FAMCare, three youth had three success plans in FAMCare, and
six youth had four or more success plans in FAMCare. One youth did not have a success plan in
his record for the relevant admission, and for one additional youth OIJJFO staff could not access
FAMCare to review his record. For those youth with multiple plans, when updates were
completed, the intervals ranged from two months to just under six months.

Success plans are particularly important to the New Beginnings rehabilitative model.
Once developed, the goals are used as a framework for youth to advance through six program
levels and ultimately petition to be released from the facility. Youth are required to “petition” to
their assigned team of staff each month to demonstrate that they have made sufficient progress to
advance to the next program level.>® In light of the centrality of the goals of the success plans to
the decision-making regarding each youth’s preparedness for release to the community, there
should be a close relationship and congruence between success plans and a youth’s behavioral

health treatment plan goals, described below.

52 See DYRS Care Coordination Handbook at pages A-2 and A-9.
3 See pages 22-24 for further discussion of the level system at New Beginnings.
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2. Behavioral Health Treatment Plans

According to DYRS policy,** all youth admitted to New Beginnings receive a behavioral
assessment completed by a behavioral health staff member. During the assessment, a range of
information is collected from the youth, including: history with DYRS; legal history; education
history; social relationships; treatment history, to include diagnoses or hospitalizations; current
medications; substance abuse history; suicide assessment; and trauma history and related
symptoms. Additionally, behavioral health staff are expected to review any past EHR entries,
assessment results, including the MAYSI-2, and psychiatric or psychological evaluations that
were conducted prior to the youth’s admission.

Based on the assessment, a list of diagnosed problems is created> and a treatment plan is
then established to address the targeted diagnoses or problem and/or complaints, along with
long-term goals and short-term objectives to address the issues. Additionally, each targeted
diagnosis or problem is connected to interventions to be provided by staff to support the youth in
reaching the goals, sometimes with suggested follow-up intervals.’® The intervention is assigned
to a staff member and each diagnosis or problem includes a date initiated and end date, as well as
a progress score. Problem lists and treatment plans are stored in youths’ EHRs. Core support
team members and other staff at the facility do not have direct access to youth behavioral health
treatment plans but are advised on the content by behavioral health staff for the development of

success plans.

34 Behavioral Health Services Policy at §VI.A.

55 In contrast, success plans may contain some clinical goals, such as improving anger management skills, but also
may include goals not incorporated in the youth’s behavioral health treatment plan, such as improving school
attendance.

%6 These include interventions such as medication management, psychiatric follow-up, psycho-education groups, or
individual therapy.
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All 17 youth in the sample from Dr. Lee’s assessment had behavioral health treatment
plans related to the relevant admission in their EHR. Twelve youth had one or more updated
plans, in addition to their initial plan.

The behavioral health plan should guide the youth’s treatment for the duration of their
stay at New Beginnings. As noted in the prior section, success plans and the associated level
system, discussed below, are also intended to be behavioral modification systems. Thus, success
plans and behavioral health plans should be closely related to and complement one another. The
goals and actions in each plan should be consistent, so that staff and youth are working on
meeting congruent goals advancing the youth’s rehabilitation.

E. Processes

1. Level System

The New Beginnings program is based on an incentive-based, graduated system in which
youth progress through an initial orientation phase and then six levels. At the completion of
level six, youth are eligible for “home petition.” Staff report that if youth are determined, they
can complete the program within six to nine months (approximately 180 to 275 days). Among
committed youth admitted in 2023 and who were recorded as having completed the program, the
median length of stay was 264 days and the maximum was 679 days.

Youth begin in an orientation phase, which lasts two weeks, and then proceed to Level 1
where they begin a process to advance through six levels. On Level 1 and Level 2, youth
petition to advance to the next level every 45 days. Once youth reach Level 3, youth petition to
advance every 30 days. When youth have completed Level 6, they move to home petition; most
discharge planning occurs on the home petition level and youth remain on this level until they

are released from New Beginnings.
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To guide youths’ work, DYRS developed a standardized “wellness calendar>’ for youth.
The calendar is organized into the program’s six levels and each level has numerous tasks or
activities organized around four “core values:” accountability, empathy, temperance, and
resilience. Activities vary by level and by type and may include a range of options from
behavioral health and self-care to practical life skills.

To advance through the program levels, youth must complete and submit a “petition
packet”® to their core support team, demonstrating they are ready to progress. Illustrating
completion of activities from the wellness calendar is part of the petition packet. In addition,
youth must also demonstrate how they have made progress against goals set forth in their success
plans, how they have demonstrated behavior consistent with the four core program values, attend
individual and group therapy sessions, reflect on any incidents they were involved in, and answer
a series of questions related to their efforts, skills development, and behavioral outcomes.

During the level petition process, a petitioning youth’s core support team uses a “staff
petition scoring” sheet,* which incorporates the information the youth presented in their petition
packet (55 percent), the youth’s presentation at the meeting (15 percent), and daily progress
sheets completed by staff based on youth behavior throughout each day (30 percent). Each
member of the core support team scores the youth, an average score is calculated, and if the
youth achieved an establish point threshold, they advance to the next level.*

One facility manager observed that the petitioning process is not appropriate for all youth

placed at New Beginnings. The manager noted that some youth have significant cognitive

57 See Attachment 6.

38 See Attachment 7. Note that the attached packet includes pages 1 of 6 through 4 of 6. Unit staff who provided
the packet stated that those pages represent the complete petition packet.

% See Attachment 8.

60" According to the scoring sheet, 70 points are required to reach level 1, 75 points for level 2, 80 for level 3, 85 for
level 4, and 90 for levels 5, 6, and home petition.
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limitations and have difficulty understanding how to complete petition packets or, in some cases,
have limited reading and writing skills. The manager stated that in these cases, staff assist youth
in preparing the packet but also questioned whether the program would achieve intended
behavioral changes if the youth could not comprehend the program. Multiple staff involved in
the petitioning process stated their belief that youth are able to advance through the levels
without demonstrating real progress addressing identified behavioral health problems as long as
they complete activities on the wellness calendar and avoid documented incidents while at the
facility.

2. Youth Progress Meetings

Core support teams on each unit meet weekly in youth progress meetings (YPMs), not
attended by youth. Staff reported that they discuss two to three youth at each meeting, assessing
each individual’s progress every two to three weeks. The YPM meetings are a forum for staff to
discuss how youths’ treatment and behavior is progressing, set goals for the next 30 days, and
discuss any areas where the youth might be struggling. Team leaders are responsible for
documenting a summary of the YPM in the youth’s FAMCare notes.

3. Team Decision Making Meetings

The DYRS Care Coordination Handbook provides that team decision making (TDM)
meetings “draw[] upon the youth’s and family’s strengths, experiences, knowledge, and
resources to create a plan for the youth while committed to DYRS. Participants include the
youth, TDM Team member, Care Coordinator, family members as well as community and

agency stakeholders.”®" According to the handbook, the first meeting should be held withing 30

¢ DYRS Care Coordination Handbook at page A-9.
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days of a youth’s admission to New Beginnings to develop the success plan and should occur
every 90 days thereafter.®?

In practice, however, core support team members at New Beginnings consistently stated
that the core support team and principally the behavioral health specialist, developed the success
plans. Some core support team members stated that they did not know what the difference was
between YPMs and TDM meetings. Multiple New Beginnings core support staff members
stated that TDM meetings occur infrequently. One staff member stated that the “TDM meetings
are few and far between” while another flatly stated that “TDM meetings are not happening.”

The handbook states that when a youth reaches level 6, a discharge TDM should be
conducted to determine the youth’s community re-entry plan and a discharge success plan.®
Numerous core support team staff stated that these meetings, coordinated by the youth’s assigned
care coordinator, are scheduled as youth reach level 6. These same staff reported that while

youths’ parents or guardians are invited to attend the meetings, often they do not attend.

4. Memberships
New Beginnings’ behavioral program also includes a four-level, incentive-based
“membership” program. Other than minimum number of days youth must be at the facility
before they can begin to progress through the levels, memberships are independent of the six
program levels.
Youth begin on a “think” level for a minimum stay of 14 days and can then move to

“learn” level (minimum of 30 days), “contribute” level (minimum of 60 days), and eventually to

2 Id. at page F-11.

0 Id.

% TIn their comments on the draft version of this report, DYRS states that as they pertain to release and transition
procedures, TDM meetings “are convened at least 30 days prior to release, ensuring continuity of behavioral health
care in the community.” Attachment 3 at page 3.
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the highest level, “contribute alum.” The progression through the stages is based on a youth’s
behavior. The higher the membership, the more incentives a youth can earn, such as later
bedtime, access to longer telephone calls, or the ability to listen to music on an MP3 player. Ifa
youth does not sustain positive behavior, their membership level can be stepped back.

F. Services

As a part of the program, youth must participate in a variety of therapeutic groups. The
groups are intended to develop and bolster emotional, behavioral, social, and vocational skills
based on the needs identified and goals established by their core support team. As noted above,
youth are expected to track their participation and reflect on their insights during their level
petition process.®

There are a series of “core groups” that are offered to all youth, which are run by the
behavioral health staff, some with assistance from the credible messengers. These occur in the
afternoons, from 4-5 PM, in the school building. Most groups have a curriculum that runs from
eight to 16 weeks. Once a youth has completed the program, they receive a certificate indicating
their completion and they can then be enrolled into one or more new groups. Each youth should
be enrolled in at least one core program at a time. The core programs include restorative justice
ready,% TGTCA,*” WAIT,®® SPARCS,® Power Source,”” and victim impact. A substance abuse
group is also conducted for identified youth, led by a DYRS employee who is a substance abuse

specialist. DYRS’s program description also indicates that horticulture, animal assisted therapy,

65 See pages 23-24.

% This group is run by DYRS restorative justice staff members who are a part of the behavioral health program. It
focuses on restorative justice principles and practices, including conflict resolution.

7 Trauma and Grief Component Therapy for Adolescents (TGTCA) addresses trauma and bereavement.

8 Behavioral health staff must have a special certification to run this program. Washington Aggression Interrupting
Training (WAIT) focuses on anger management, social skills, and moral reasoning.

9 Structured Psychotherapy for Adolescents Responding to Chronic Stress (SPARCS) focuses on developing
resilience and practicing coping skills for youth who have a history of stress and difficult experiences.

70 Power Source focuses on the social-emotional development of youth.
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supportive trauma services (pathways), and creative expression sessions are offered based on
individual needs (i.e., rather than to all youth). These programs are held once or twice per week
and JJICs are responsible for documenting in the case notes in FAMCare when a youth
participates in a group.

In addition to the core groups and programming, unit-based YDR staff conduct morning
and evening group discussions on the housing units. According to team leaders and YDRs who
conduct the groups, these sessions are a chance for all youth on the unit to establish expectations
for the day, reflect on the day, and evaluate the “daily enactment of program values.” Staff also
reported that YDRs run “real talk sessions” on the unit, which include discussions regarding
current events, life skills, or other topics as chosen by the YDRs. YDRs are expected to produce
their own curriculum for these groups.

There are also a limited number of vocational programs that are conducted in the
afternoons including barbering, culinary arts, and music production. On afternoons when youth
do not have a scheduled group, they remain on their housing unit and have free time.

In addition to therapeutic groups, youth are expected to participate in weekly individual
therapy with their assigned behavioral health staff member, who has an office on the housing
unit. These sessions should focus on the youths’ needs as outlined in their behavioral health
treatment plans, and which should also be reflected in the youths’ success plans. The behavioral
health staff record notes related to the individual therapy in the youth’s EHR.

Behavioral health staff also report that youth should participate in family therapy, if
appropriate for their plan. But both behavioral health staff and other core service team staff
reported that there are often barriers to family therapy. In some cases, a youth’s relationship

with their family members is unstable, there could be safety issues, and/or the youth express that
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they do not want to participate. Staff report that in other cases it is difficult to schedule meetings
with family members. If a youth receives family therapy, behavioral health staff is expected to
record relevant notes in the EHR. To foster more family engagement, New Beginning staff
periodically organize “family fun days” around holidays or other events and invite families to
New Beginnings. Staff report that these events often encourage higher levels of family turnout

and are an important positive event for both youth and their families.

V. FINDINGS

Youth incarcerated at New Beginnings are there because they have been found to have
engaged in some delinquent behavior and, for most, very significant delinquent behavior, often
including violence against others. Behavioral health models focus on identifying underlying
problematic thoughts, emotions, and learned behaviors and applying evidence-based models to
change those problem areas. This is a basic distinction between a rehabilitative program and a
strictly punitive or retributive program, the latter of which does not necessarily focus on
changing individual thoughts, emotions, or behaviors. For this reason, the diagnostic and
treatment services provided by behavioral health providers at New Beginnings are a bedrock
component of the rehabilitative model and must be integrated with the overarching level-based
behavioral modification system at the facility. The success of the program depends on
successful problem identification and the integration of the treatment of identified problems into
the larger design of the facility’s program.

Dr. Lee conducted a case-record review of a sample of 17 youth. The goal of the
assessment was to assess performance against certain standards that had been adopted in the
Jerry M. litigation, including initial screening; initial and ongoing assessments; psychiatric

treatment; responses to repeated behaviors that put individuals in risk of danger; self-harming
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behavior; responses to behavioral health emergencies; and the development and implementation
of behavioral health treatment plans that meet the individual needs of each youth. These
standards are intended not only to ensure the safety of youth while they are housed at New
Beginnings, but also to identify and address behavioral health problems for youth to return to the
community as productive individuals.

A. Screenings

In order to ensure youth with behavioral health or substance abuse issues are promptly
identified and provided any needed emergency service, both the standard of care and DYRS
policy require that all youth admitted to a secure facility be screened for behavioral and
substance abuse disorders.”! Specifically, DYRS policy provides that “[a]ll overnighters and
new admissions shall receive comprehensive behavioral health screening upon admission to a
DYRS secure facility. This screening includes completion of both the Initial Medical Screening
and Risk Assessment ...and the MAYSI-2.”7> Additionally, the Policy requires that if the youth
flags in the substance abuse scale of the MAYSI-2, a secondary screening, a GAIN-Q screening
or other empirically equivalent substance abuse screening tool, shall be administered within five
days of the youth’s commitment to DYRS.” As is explained in more detail below, DYRS did
not meet either of the performance standards related to screenings as required by policy and the
standard of care.

1. MAYSI-2 Administration

Performance Standard #1: For any youth at New Beginnings who flags a
caution or warning on suicidality and /or thought disorder of the MAYSI-
2, a OMHP should complete a telephone consultation and a face-to-face
assessment within 18 hours of administration of the MAYSI-2 or within a
shorter specified time period if clinically appropriate.

"1 Attachment 2 at page 3. See also Behavioral Health Services Policy at §§VI.A.1. and VLA 4.
2 Behavioral Health Services Policy at §VL.A.1.
3 Id. at §V.A 4.iii.

29



DYRS policy requires the MAYSI-2 to be administered after the admission of each
youth, including for youth “transfers between secure facilities.”’* The policy further provides
that the MAYSI-2 should be administered within four hours of admission and if a youth scores in
the suicide or thought disturbance domains of the MAYSI-2, a referral shall be made to a
qualified mental health professional.” For these youth, DYRS requires that a telephone
consultation including a Qualified Mental Health Professional (QMHP), the youth, and
admission staff should be completed promptly and a face-to-face consultation completed within
18 hours (or sooner if clinically appropriate) in order to assess the youth’s risk to self or others
and need for and immediate behavioral health intervention.’®

Historically, the MAYSI-2 was administered to youth by medical staff at the time of
admission on a computer terminal and youth could answer questions at their own pace. Because
MAYSI-2 results could be adversely impacted if youth rushed through the MAYSI-2

administration,”” the Special Arbiter at that time completed an analysis of the duration of the

" Id. at §VI.A.4.i. The MAYSI-2 is a well-accepted screening tool using a 52-item yes/no questionnaire for the
express purpose of providing youth corrections institutions with an empirically valid tool for screening youth
concerning the presence of specific mental health problems and needs. It is simple to take and administer. The 52
individual items contribute to seven scales, reflecting Alcohol/Drug Use (AD), Anger/Irritability (Al), Depressed or
Anxious states (DA), Somatic Complaints (SC), Suicide Ideation (SI), Thought Disturbance (TD), and Traumatic
Experiences (TE). See The Special Arbiter’s Abbreviated Report to the Court Regarding Defendants’ Progress
Toward Meeting Work Plan Requirements Related to Behavioral Health Services at the Youth Services Center and
the New Beginnings Youth Development Center, filed June 15, 2020 (Special Arbiter’s June 2020 Report) at page
11 and Ex. 1 thereto at page 2. By policy, transferred youth who have taken the MAYSI-2 within the prior two
weeks do not need to take the MAYSI-2 upon admission to New Beginnings.

75 Id. at §VI.A 4.ii., incorporating Suicide Prevention, Policy No. V.e.9, effective October 11, 2016 (Suicide
Prevention Policy).

76 Suicide Prevention Policy at §§VI.A.4. and 5. and B.1-4. This standard also reflects Goal V.A.1.b. of the Jerry
M. Work Plan, one of the requirements that DYRS had not yet met when the lawsuit was dismissed and for which
the OIJJFO was charged with monitoring implementation. Dr. Lee considered this standard in his assessment of the
care provided at New Beginnings. Attachment 2 at pages 3-4.

7 Special Arbiter’s June 2020 Report at page 14 (“Dr. Barnum notes that in a significant portion of cases, youth
may be rushing through taking the test, and the results may therefore not provide valid information about their
mental health concerns.”).
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self-administered MAYSI-2 screens and found that 67 percent of youth were completing it in 2.5
minutes or less, casting doubt on the validity of the screening results in many cases.’®

Following the 2020 report, at some point in 2023, the computer-terminal based MAY SI-2
was deprecated, and the company migrated to an online platform. Until DYRS adopted the
online platform at New Beginnings in 2024, youth completed the MAYSI-2 in hard copy rather
than on computer.” Medical staff report that when youth are admitted to New Beginnings now,
medical staff can choose to have youth take the MAYSI-2 online or to complete it in hard copy.
Either way, the results must be scanned and included in the youth’s EHR.

At the YSC, which experiences thousands of youth admissions per year, self-
administration of the MAYSI-2 on a computer terminal helps staff manage their limited time. At
New Beginnings, which has a low volume of admissions, there is an opportunity for staff to sit
with and administer the screening tool to youth. While more labor-intensive for staff, it could
help prevent youth from rushing through the screening and provide staff an opportunity to
observe the youth, ensure that all questions are asked, and allows staff to assess the validity of
the youth’s responses, which may result in a more accurate assessment of the youth’s need for
immediate behavioral health services or further evaluation by professional mental health staff.

To determine if DYRS met the standard of care and its policy requirements, the OIJJFO
reviewed the EHR to locate MAYSI-2 instruments for each of the 17 youth in the sample.

Results of a MAYSI-2 relating to the reviewed admission could not be located in the EHR for

8 Id. at page 14.

7 In its comments on the draft version of this report, DYRS reported that the agency transitioned to an online
MAYSI-2 platform in May 2024. Attachment 3 at page 2. The comments note that “[a]ll youth now receive
screening upon intake;” however, according to staff who administer the MAYSI-2 at New Beginnings, youth who
have taken the MAYSI-2 within the prior two weeks do not receive the full MAYSI-2 upon admission, consistent
with practices established during the Jerry M. litigation. Even with the new online platform, DYRS health staff
must print and upload the results of the screening to the EHR as they did in the past, so it is not obvious how the
platform itself will resolve delays in access to the MAYSI-2 through the EHR.
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five of the 17 youth, nor was there any explanation as to why the MAYSI-2 was missing.®* Of
the 12 available MAY SI-2 screens, the time between admission and the MAYSI-2 administration
could not be determined for three of the 12 youth, as the time of MAYSI-2 administration was
not indicated in the EHR. For the remaining nine youth, the MAYSI-2 screen was completed
within between 48 minutes to six hours and 52 minutes; MAYSI-2s for seven of the nine youth
were completed within three hours of admission.

Of the 12 youth for whom a MAYSI-2 was available, two youth scored positive in the
Thought Disorder domain, and thus should have received a telephone consultation and a face-to-
face consultation within 18 hours of the MAYSI-2 administration. No youth flagged a caution or
warning for suicidality. For one youth who flagged a caution in the Thought Disorder domain,
both a telephone consultation and face-to-face consultation were completed within the required
timeframes.®! However, in the second case,®? a face-to-face consultation was completed within
18 hours of the MAYSI-2 administration but there was no evidence in the record that an earlier
telephone consultation occurred. In both cases, the face-to-face consultation included a review
of the MAYSI-2 results and a behavioral health assessment of the youth. The QMHP completing
the face-to-face consultations found no evidence of thought disorder in either youth.®?

2. Substance Abuse Screening and Assessment

Performance Standard #2: Youth who score a caution or warning on the
substance abuse scale of the MAYSI-2 shall promptly be screened using
the GAIN-Q screening and assessment.

80 In all five records where the MAYSI-2 is missing, notes in the record reference that the MAYSI-2 was
completed, but the MAYSI-2 documents were not located in the record. In its comments on the draft version of this
report, DYRS states that the agency “recognizes that certain documentation — particularly historical MAYSI-2
results and early behavioral health plans — were not readily retrievable due to legacy software and backlog in
electronic health record (EHR) uploads. Corrective actions are in place to resolve these gaps, including EHR
integration and workflow modernization.” Attachment 3 at page 1. The specific corrective actions that are in place
were not described, other than the MAYSI-2 is now completed online.

81" Attachment 2 at page 3 and footnote 4.

82 Id. at footnote 5.

8 Id. at page 4.
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As noted above, DYRS policy requires that youth who flag on the substance abuse scale
of the MAYSI-2 be further assessed using the GAIN-Q (or other empirically validated substance
abuse screening tool) within five days of admission. Of the 12 youth in the sample for whom a
MAYSI-2 was available, one youth flagged a caution for alcohol/drugs.®* No GAIN-Q or
equivalent assessment was evident in the record for this youth.®® In their comments on the draft
version of this report, DYRS states that the agency “has embedded the GAIN-SS into the
behavioral health intake process and added the CRAFFT tool in the medial assessments, ensuring
universal substance use screening.”® Historically, the GAIN-Q was intended to be included in
DYRS’s intake screening process, but frequently was not. It will be important to assess
administration practices with respect to the two more recently adopted screening instruments.

While none of the other 11 youth for whom a MAYSI-2 was available flagged on the
Alcohol/Drug portion of the assessment, independent evaluations completed by psychiatrists or
psychologists for seven of these 11 youth cited evidence of the youths’ alcohol or drug use, and
thus the independent evaluators recommended GAIN-Q or similar targeted substance abuse

assessments for each of these seven youth.?” Despite these recommendations, there was no

8 Id. (EP).

8 Id.

8 Attachment 3 at page 2. According to the GAIN Coordinating Center, the GAIN- SS is “a screener to be used in
general populations to quickly and accurately identify clients who would be flagged as having one or more
behavioral health disorders on the GAIN-I.” The GAIN-SS is a more abbreviated screening tool than the GAIN-Q.
See https://gaincc.org/instruments/. According to the Center for Adolescent Behavioral Health Research, which
now manages the instrument, the CRAFFT “is an efficient and effective health screening tool designed to identify
substance use, substance-related riding/driving risk, and substance use disorder among youth ages 12-21.” See
https://crafft.org/about-the-crafft/.

87 Attachment 2 at page 4 and footnote 8. Independent psychiatric and/or psychological evaluations for 16 of the 17
youth in the sample had been completed prior to their admission to DYRS facilities and were available to DYRS
staff at the time of their admissions to DYRS. See pages 16-17 for additional information regarding the independent
evaluations.
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evidence that any formal substance abuse assessment occurred for any of these seven youth.?® In
addition, independent evaluators recommended targeted substance abuse assessments for two
additional youth for whom a MAYSI-2 could not be located in the EHR, but neither of these
youth received the recommended assessments.® Thus of the 17 youth in the sample, 15 had
identified substance use histories prior to admission to New Beginnings, 10 of these youth were
recommended for substance use assessments, and none received them.

B. Assessments, Problem Lists, Treatment Plan Development, and Treatment
Services

In general, the standard of care requires completion of initial and ongoing behavioral
health assessments to identify a youth’s behavioral health needs. The assessments should result
in the development of problem lists for the youth, which in turn drive the development of
treatment plans and treatment services. Assessments should include “[an] interview [of] the
youth, contact [with] family to obtain additional information and corroborate information
provided by the youth during the interview, ... review [of] available prior assessments,

9590

independent evaluations, and treatment records””" and lead to the creation of an all-inclusive

problem list. The purpose of the problem list is to organize treatment and ensure all relevant
issues are being treated; “[t]hey provide a summary of the results of the clinical assessments and

support the development of a clinical formulation and treatment plan.”*!

88 The recommendations by the independent evaluators specified that a substance abuse assessment, not simply a
screening be conducted. The GAIN-SS is a short screening tool that is used to identify an individual who made need
further assessment and is not a full assessment. For these seven youth, substance abuse assessments were
specifically recommended by the independent evaluators due to the youth substance use diagnoses.

8 Attachment 2 at page 4 and footnote 9. Finally, substance use was noted in independent evaluations for five
youth in the sample, but further substance abuse assessments were not recommended for these five youth by the
independent evaluators. Id.

% Attachment 2 at page 4. “A behavioral health assessment should include an assessment of symptoms,
biopsychosocial history, history of treatment, level of impairment, substance use, medication usage, and suicidal
risk.” Id.

o Id.
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Written treatment plans should be developed for all youth. As noted by Dr. Lee in his
report, the “treatment plan should reflect a comprehensive, individualized plan that addresses
those needs identified during the assessment process and take into consideration the youth’s
strengths, intellectual functioning, and legal circumstances.”®? The plan should include specific
goals, objectives, and interventions, and include specific details on the frequency of treatment,
the name of the treatment provider, and timeframes for meeting the goals and objectives.”?

1. Assessments, Problem Lists, and Treatment Plans

Performance Standard #3: Youth at New Beginnings with behavioral
health needs revealed by the assessments shall have a problem list entry
that is updated as indicated for each behavioral health need that is
addressed in the youth’s treatment plan.**

In evaluating whether DYRS was meeting the standard of care relating to completion of
assessments and development of problem lists and treatment plans, Dr. Lee considered the

following criteria:

e  Whether all behavioral health needs revealed through the MAYSI-2,
clinical assessments preceding and during the youth’s admission to
New Beginnings, and reported behavior at New Beginnings were
identified and addressed in the behavioral health assessments at New
Beginnings;

e  Whether the problem lists in the EHR included a problem list entry for
every behavioral health need revealed by the assessments (including
those that should have been identified but were not);

e  Whether the problem list was updated as clinically appropriate; and

e  Whether every problem was addressed in the youth’s treatment plan
and included interventions appropriate to the problem, objectives and
goals.”

92 Id. at pages 4-5.

% Id

%% This performance standard reflects the standard of care and Goal V.A.1.c.i. from the Jerry M Work Plan, another
requirement which was not met at the time of the dismissal of the Jerry M. case and thus monitored by OIJJFO.

95 Attachment 2 at page 5.
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As explained below, DYRS did not meet these standards in completion of assessments or in the
development of problem lists and treatment plans.

Dr. Lee’s review of the behavioral health records for the 17 youth in the sample found
that for 16 of the 17 youth, some behavioral health problems revealed through screenings and
assessments were not identified at New Beginnings, or, if identified, were not added to the
problem list. He also found that problem lists were not always updated as new problems
developed or were resolved. His review identified several issues that arose on a somewhat
consistent basis in the sampled cases.

First, Dr. Lee noted that assessments, problem lists, and treatment plans completed at
New Beginnings often failed to include diagnoses, problems, and treatment recommendations
made by independent evaluators, or if considered and rejected by DYRS behavioral health staff,
why staff concluded that those diagnoses, problems, and treatment recommendations were no
longer applicable to the youth. Specifically, for 16 of the 17 youth in the sample, independent
evaluations had been ordered by the courts prior to the youth’s DYRS admission and “reflected

thorough and extensive assessments””¢

which included psychological and psychiatric
evaluations, pyscho-educational testing, interviews with the youth and collateral sources such as
family and probation officers, and review of prior assessments, court records, social histories,
and educational records. The evaluations provided both diagnostic and treatment
recommendations and were a valuable resource available to DYRS staff at the time of the
youth’s admission.”’

However, Dr. Lee found that in 15 of 16 of the sampled cases for which independent

evaluations were completed, at least one diagnoses identified by an independent evaluator was

% Id. at page 5.
7 The independent evaluations for the 16 youth were maintained in DYRS’> FAMCare system.
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t.°® Trauma was not

either not identified at New Beginnings or not included on the problem lis
included on problem lists (or only added well after trauma symptoms presented) in seven cases
despite information in the independent evaluations noting an extensive trauma history and
symptoms of trauma.”® Conduct Disorder or Depressive Disorders were diagnosed by
independent evaluators for eight youth in the sample, but were not added to the problem list.'%
In addition, Dr. Lee noted that delinquent behaviors and repeated high-risk behaviors occurring
at New Beginnings were not added to problem lists in ten cases.'®! He also noted parent-child
relational issues were identified by independent evaluators in ten cases, but never added to
problem lists.!%? Finally, substance use disorders were missing from the problem lists of four
youth, and the problem lists relating to 14 youth should have included low cognitive functioning
or learning disorders but did not.'%

In six cases, problem lists were updated during the youths’ admission to New Beginnings
to add new problems although updates in these cases were not always timely or comprehensive.
Specifically, in two cases, % Disruptive Mood Dysregulation Disorder (DMDD) was added to
the problem lists although in one of these two case, the problem list was updated just days prior

to the youth’s discharge from New Beginnings.!? In two others, Post-Traumatic Stress Disorder

(PTSD) was added to the problem lists during the youths’ admissions; in one of these cases

% Id. at pages 5-6 and footnote 14.

9 Id. at page 6 and footnote 15.

100 74 at page 6 and footnote 16.

101 1d. at page 6 and footnote 17.

102 1d. at page 6 and footnote 18.

103 1d. at page 6 and footnotes 19-20.

104 KB and CW. In KB’s case the diagnosis was included in the independent psychiatric evaluation completed prior
to admission but was not formally added to the problem list until seven months after his admission. In CW’s case,
the new problem (added diagnosis) was added just before the youth’s discharge.

105 CW. There were no independent evaluations completed for this youth prior to the reviewed admission.
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PTSD was only added approximately 10 months after admission.'% In a fifth case, while
Depressive Disorder and Trauma were not added to the problem list despite these problems
having been identified in the independent evaluations, although the problem list was updated to
reflect that a previously identified problem — noncompliance with medication — was resolved. '’
Finally, in a sixth case, the problem list was updated following an incident of self-injurious
behavior. %

These deficits in creating and maintaining a comprehensive problem list translated into
gaps in the treatment plans for youths in the sample. One youth had no treatment plan developed
by New Beginnings until six months after admission, % another had only one treatment plan in a
13-month span,''? and some plans lacked any interventions to address problems that were on the
problem list.!'! Dr. Lee found that treatment plans for 13 of 17 youth in the sample failed to
adequately address disruptive behaviors, trauma-related symptoms, cognitive and learning
concerns, or substance use disorders.!'? Family involvement in treatment planning and treatment
services was minimal and treatment plans often lacked detail as to the specific interventions to be
provided, the staff who was to provide the treatment, or the frequency of treatment.!!* For 11

youth, treatment recommendations or recommended follow up assessments made by independent

106 DB and DW. In DB’s case, PTSD was added in July 2023, one month after admission and in DW’s case, it was
added 10 months after admission. In addition, for DW, DMMD and Conduct Disorder were identified by both the
independent psychiatric and psychological evaluators but were never added to the problem list.

107 MW.

18 JHE.

109 CW. Attachment 2 at page 6 and footnote 21.

10 JHA.

1 See, e.g., EP, JHA, and DW (four treatment plans located in EHR, only the last had interventions specified for
each problem on the problem list).

112 1d. at page 6 and footnote 22.

3 Jd. Dr. Lee notes “[m]ost treatment plans included generic statements such as ‘referral to psychiatry,’
‘psychiatric follow up,” ‘substance abuse education,” ‘individual therapy,” and ‘psycho-educational groups’ but
specific groups or treatment interventions were not detailed in the treatment plans.” /d. at pages 6-7. The names of
the specific psycho-educational groups or substance use groups were not specified in the treatment plans nor were
the days and times of the groups or providers included in the plans.
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evaluators were not included in treatment plans;''*

this was prevalent with respect to family
therapy.!!> Indeed, in two cases, individual therapy was included in a treatment plan despite the
fact independent evaluators recommended against it due to the youth’s low verbal functioning.'!¢
Notably, in none of the sampled cases did the youths’ record reflect that New Beginnings staff
considered the recommendations by the independent evaluator but decided against the
implementation for an articulated reason. Finally, Dr. Lee found that in some cases, without any
explanation or apparent rationale, updated treatment plans no longer addressed a problem which
had been addressed in a previous treatment plan and remained on the problem list or that
treatment services were being provided but were not linked to a problem on the treatment
plan.!'!’

The written treatment plans in most cases also lacked specificity as to the specific
treatment to be provided, the provider who was to provide the treatment, and the frequency of
services. In general, a treatment plan should be individualized and consider the youth’s
strengths, intellectual functioning, and legal circumstances.!'!® It should reflect input from the
entire treatment team, the youth, and family.!!® It should inform the staff and the youth of the
specific treatment goals, objectives, and interventions for the youth, and identify staff

responsible for the intervention and specific frequency for the intervention and should be

updated regularly.'?° In other words, it should serve as a calendar for the team and the youth.

114 Id. at page 7 and footnote 26.

5 Jd. at page 7. Family therapy was specifically recommended in 11 cases (KB, DB, JB, MB, KD, JHA, KK, RM,
DW, RW, and MW) but not included in the youths’ treatment plans.

116 Jd. In KB’s case, the independent evaluator noted that the youth’s difficulty with verbal expression warranted
against use of individual therapy, yet it was included in the youth’s treatment plan; in KD’s case, the independent
evaluator recommended art or recreational therapy, therapies that are active and goal-oriented rather than traditional
talk therapy.

17 Id. at page 8 and footnote 28.

18 Id. at pages 4-5.

19 Id. at page 5.

120 14
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These standards were not met for most treatment plans reviewed. For example, in a
number of cases there were no specific interventions for identified problems.'?! In others,
substance abuse treatment listed in the treatment plan was generically described as “substance
abuse education,” but the specific groups, name of provider, or substance abuse education model
to be used was not identified.!?? In virtually all cases involving the provision of group therapies,
the treatment plans include a generic reference to psycho-education groups, but the name of the
particular group for the youth, the day and time of the group, and the provider were not
specified.!? Frequency of group therapies was usually only vaguely referenced in treatments
plans; for example, in some plans the frequency of psycho-educational groups was indicated as
“1-4 times weekly,” and thus how often and when a particular group was to be provided was
unable to be determined.'?* In several cases, the treatment plan provided for group therapies “as
permitted,” suggesting that the youth’s attendance at group therapies required specific
approval.'? Several treatment plans also were altogether missing, '*° not updated regularly'?” or
had the same interventions for every problem addressed in the plan.'?® Finally, plans often did
not change despite the youth’s minimal documented progress. %’

As previously noted, in comments on the draft version of this report DYRS stated that the

success plans completed for youth at New Beginnings consistently refer to and incorporate the

121 Id. at page 7 and footnote 25. See, e.g., KB, MB, JL, RM, EP, CW, and DW.

12 See, e.g., KB, JE, JHE, KK, JL, RM, CW, RW, and MW.

123 See, e.g., KB, MB, JB, KD, JE, JHA, JHE, KK, JL, CW, RW, and MW.

124 See, e.g., KB (psycho-ed groups 1-5x weekly), KD (psycho-ed groups 1-4x weekly), and JHA (psych-ed groups
at least weekly).

125 See, e.g., JL, RM, and DW. In another case, the frequency of the treatment intervention (for substance abuse)
was described in the treatment plan “as needed” or “as recommended.” KK, JL, and RM.

126 See, e.g., JHA and DW.

127 See, e.g., DB, B, JHA, and CW.

128 See, e.g., DB, JB, BM, CW, RW, MW, KD, and KK.

129 See, e.g., KD, JE, JHA, JB, JE, and KK. In none of the sampled cases were treatment plan documents updated
because of high-risk behavior despite multiple referrals to behavioral health. See pages 54-55.
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diagnostic and treatment recommendations included in the independent evaluations. '

However, a review of the success plans completed for youth in the sample indicates that this is
not the case. First, success plans could not be located in FAMCare for the reviewed admissions
for two of the youth in the sample,'*! and in none of the success plans for the remaining 13 youth
was a specific reference to an independent evaluation found.!'*? While some of the success plans
for a few youth identify “goals” reflecting an issue that was identified in an independent
evaluation, '** success plans did not include “goals” for all of problems identified in the
independent evaluations, and the “action plans” in the success plans did not consistently
incorporate the specific treatment recommendations made by the independent evaluators. '3*

2. Treatment Services

Performance Standard #4: Youth shall receive behavioral health services

consistent with the service needs identified in their initial and updated

behavioral health screenings and assessments and treatment plans.’*’

The standard of care requires the delivery of individualized treatment services that are
tailored to a youth’s needs and intellectual functioning. Further, treatment should be adapted

based upon the youth’s response to treatment, or lack thereof, and support the treatment goals of

transitioning the youth to the next setting, whether it be a group home, family, or some other

130 Attachment 3 at page 2. In its comments on the draft report, DYRS states that “[i]independent evaluations are
consistently referenced in each youth’s NB Success Plan, which integrates diagnostic and treatment
recommendations into individualized programming.”

131 EP and MB.

132 BM (one success plan), DB (four success plans), DW (one success plan), JB (three success plans), JE (three
success plans), JHA (two success plans), JHE (five success plans), JL (three success plans), KB (five success plans),
KK (three success plans), MW (one success plan), RW (three success plans), and RM (one success plan). One
youth (CW) was not evaluated by an independent evaluator for the reviewed admission. The FAMCare record of
the remaining youth (KD) in the sample was locked for administrative purposes after the assessment began and a
determination could not be made regarding whether this youth had a completed success plan.

133 See, e.g., KK and JHE.

134 See footnotes 99-118 and footnotes 145-153.

135 This performance measure is consistent with Jerry M. Work Plan Goal V.A.5.b.i., which was not met prior to the
dismissal of the Jerry M. lawsuit and thus was subject to review and reporting by the OIJJFO.
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setting.!3® Of particular importance to youth, unless specifically contraindicated family should
an active participant in treatment planning and treatment services.'*’” As noted by Dr. Lee, the
provision of treatment services should be documented in the record and include information
concerning the youth’s participation in and response to treatment. '*8

Youth with behavioral health-related symptoms also should be assessed by a psychiatrist
and provided appropriate treatment and support, which could include medication (with the
youth’s and parental consent), as well as supportive therapies.'** The frequency of psychiatric
follow up is dependent on the youth’s response to treatment and whether the youth is stabilized.
Psychiatric services should be documented and problem lists updated as problems resolve or new
problems are identified.!*’ For purposes of this report, the OIJJFO analyzed documented
treatment services provided by the psychiatrist separately from that provided in groups or by
individual therapists.

a. Group and Individual Therapy Services

For all 17 youth in the sample, treatment services in their behavioral health treatment
plans included group and individual therapies and assessment and treatment by a psychiatrist.
Dr. Lee found in his review of the records that treatment plans for youth in the sample did not
reflect “appropriately tailored treatment interventions,” and that youth were receiving
“insufficient treatment for a variety of problems, such as substance abuse, disruptive behavior

disorders, conduct disorders, including firearm- and carjacking-related behaviors and trauma-

136 Attachment 2 at page 7.

137 Id

138 Jd. Dr. Lee indicated that to meet the standard of care, all behavioral health problems must be included on the
youth’s problem list and addressed in his treatment plan, and the youth must be provided with behavioral health
services consistent with his evident behavioral health needs. /d. at page 8.

139 Id. at page 7.

140 14
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related symptoms.”!*! Consequently, Dr. Lee concluded that, none of the youth were provided
with services to address a/l of their behavioral health needs.!*> However, as explained more
fully below, all of the youth in the sample were provided appropriate psychiatric services,
including medication management.

Dr. Lee identified several areas of particular concern relative to treatment services. First,
he concluded that substance use or disorders “were not treated or addressed in a manner that
would be expected to reduce or address youth substance use in the community.”!*? Specifically,
Dr. Lee found that while 15 of 17 youth in the sample had substance use identified either prior to
admission or while at New Beginnings, 11 youth (73 percent) did not have evidenced-based
substance use treatment group sessions documented in the EHR.!** In reaching this opinion, Dr.
Lee also noted as follows:

e None of the youth in the sample received a GAIN-Q or other specific
substance abuse assessment to identify the scope of the youth’s substance
abuse, amenability to treatment, or the kind of treatment most likely to
positively impact substance use.

e There was a lack of evidenced-based substance abuse services in New
Beginnings.

e Available substance use services were minimal in breadth and depth and
not tailored to the youth’s needs.

e There were no documented individualized relapse prevention plans.

e There was inadequate opportunity for youth at New Beginnings to practice
the skills that the youth could use in the community.

141 Id. at page 8.

142 The treatment plans for all 17 youth in the sample provided for individual therapy services, generally on a
weekly basis. Individual therapy notes were found for each youth and documented youth’s participation in or
refusal of individual therapy. Similar themes were found in therapy notes across all youth, including counseling on
use of self-control skill, discussions around substance use, and addressing issues around trauma and grief. There is
evidence that while youth are at New Beginnings some have continued to engage in illicit drug use. See, e.g.,
Incident Report (IR) No. 14202 (one youth test positive for heroin metabolite), IR No. 15393 (one youth tests
positive for amphetamine and cannabis), IR No. 15394 (one youth tests positive for cannabinoids), IR No. 14074
(two youth test positive for cannabinoids), and IR No. 14201 (four youth test positive for fentanyl). Additionally,
incident reports at the facility document youth either altering their urinalysis specimen (IR No. 14656), or refuse
urinalysis, which the agency tracks as a positive test (IR Nos. 14059, 14184, 14406, 15165, 16719, 16720, 17034,
17035, 17957, and 17958).

143 Id. at page 8.

144 Id. at page 9 (MB, JB, KD, JE, JHA, JHE, KK, JL, BM, RM, EP, DW, CW, and MW)
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e There were no evident discussions of risk and protective factors in the
multiple domains known to influence substance use such as peer relations,
family dynamics and leisure activities.!'*

The treatment for the four youth that received substance use therapies was minimal at
best; Dr. Lee reports that, according to the EHRs, one youth attended nine substance use group
sessions, one attended one substance use group, one attended three substance use groups, and
one attended six substance use groups.'*® He further opined that “[t]he group activities, such as
watching videos then discussing, coupled with other documented substance use and mental
health and treatment activities, would not be expected to effectively address substance use
behaviors post-release.”'*” He also notes that there was inadequate parent/caregiver education of
potential strategies for them to use to address the youths’ substance use post-release, and that use
of proven therapies such as multi-dimensional family therapy and functional family therapy to
address substance use was not evident in the records.'*

Dr. Lee also found that “treatment for disruptive behavior was ineffective in producing
meaningful short-or long-term improvements.”'*® Specifically while Dr. Lee noted that New
Beginnings staff met or attempted to meet with youth weekly or every two weeks, the frequency
was insufficient to generalize any treatment gains once the youth returned to the community. He
stated, “youth must frequently practice skills in settings and situations more similar to their post-
release environments; this was not evidenced in the records reviewed.”'>® Dr. Lee observed that

the limited time youth spent directly in therapy was insufficient to effect meaningful change and

that time spent outside of therapy should be used as additional opportunities for rehabilitation

145 [d

146 Jd. MB (9 attended nine substance abuse groups), EP (attended one substance abuse group), RW (attended three
substance abuse groups), and MW (six substance abuse groups).

147 [d

148 4

149 14

150 Id.
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and meaningful behavioral change. He commented “[t]he differences between the NB
environment and the communities to which a youth will return limit opportunities for developing
skills youth will need post-release. In addition, the use of restrictive programming, including
room and unit confinement, imposes external controls and inhibits self-regulation skill
development which will be needed once the youth is released.”'>! Dr. Lee found that while some
treatment notes reflect discussion, teaching, and the practice of specific skills during the sessions,
the records evidenced few references to youth actually using those skills (or addressing barriers
to a youth’s using the skills) between sessions including after high-risk behaviors. He noted
“[t]here was no observable evidence of coaching skills in the moment in the NB milieu,
particularly when a youth exhibited negative behaviors, behavioral or emotion dysregulation, or
was involved in conflict with peers or staff.”!>

It is noteworthy that documentation of the specific nature and goals for group treatments
was lacking in many cases and thus it is unclear what opportunities were presented during groups
for learning self-regulation skills. For 14 of 17 youth, there were noticeable gaps in the
completion of group notes in the EHR, and when group notes were completed they often were
not particularly informative of the specific treatment provided in the group sessions or the

youth’s response to the group treatment.!>> Presumably treatment was occurring during these

151 1d.

152 1d.

153 For example, for KB only one group note for his entire 15-month admission was found in the record; MB, only
one group note for the first seven months of his admission was found in the record; DB, no group notes were found
for two of seven months of his admission; JB, no group notes between August 2023 - December 2023 and February
2024 to June 2024 were found in the record; JE, no group notes in April 2023 and from August 2023 - March 2024
were found in the record; JHA, no group notes between March 2024 and June 2024 were located in the record; JHE,
no group notes from August 2023 to his May 2024 discharge were found in the record; KK, no group notes between
September 2023 through November 2023 were located in the record; JL, no group notes for January 2024, July
2024, and August 2024 - January 2025 were found in the record; BM, no group notes for April 2023, July 2023,
January 2024, July 2024, and August 2024 - January 2025 were found in the record; RM, no group notes for March
2024 to April 2024 were found in the record; EP, no group notes at all were located in the record; DW, no group
notes from March 2024 to July 2024 were located in the record; RW, no group notes from March 2023 to June 2023
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undocumented periods, but the extent, type, and youth’s response to the treatment is not clear
from the records as required by the standard of care.

Dr. Lee also concluded that there was insufficient involvement of family in the youths’
treatment.'>* Family therapy or other family involvement in a youth’s treatment was specifically
recommended for 13 of the 16 youth for whom independent evaluations were completed.!> Yet
the records for any of these 13 youth did not evidence regular family involvement in treatment.
Further, a review of the records relating to 13 youth who had been discharged as of the time of
Dr. Lee’s review, documentation in the EHR reflects that families for only four of the youth
received a call from the therapist within one to two months of the youth’s discharge and typically
only one call was made.'*® According to Dr. Lee, the “lack of communication means that
families missed out on learning strategies for supporting their children and addressing family
dynamics that reduce recidivism and substance use.” !>’

Finally, Dr. Lee found that treatment services (and treatment plans) were rarely modified
due to lack of the youth’s progress or engagement,'*® treatment services were not consistently

individualized to reflect the youth’s strengths and needs, and that there was no evidence in the

records that group curricula were adjusted to account for youths’ cognitive functioning and

were located in the record; and MW, no group notes from May 2024 - July 2024 were found in the record. Id.
There were, in some cases, notes in FAMCare that were completed by non-behavioral health staff, but those notes
did not address clinical issues and progress related thereto.

154 Id. at page 9.

155 KB, MB, JB, KD, JE, JHA, KK, JL, RM, EP, DW, RW, and MW. As Dr. Lee notes in his report, “[p]arent/
caregiver involvement is central to many effective treatments for adolescent disruptive behavior and substance use.”
Id. at pages 9-10 and footnote 33.

156 KB (one call to family prior to discharge), JHA (two calls to family prior to discharge), BM (one call to family
prior to discharge), and MW BM (one call to family prior to discharge).

157 Id. at page 10. In several cases (KD, RM, and EP), independent evaluators diagnosed a youth with Parent/Child
Relational Disorder, but this was not added to problem list or referenced in the treatment plan nor were appropriate
related services provided to the families.

158 Id. For example, in the JB, DB, and MB cases, medication compliance was identified as an issue, and the
psychiatrist recommended incentivizing medication compliance in each case. There is no evidence, however, that
the treatment plan was updated or that this recommendation was implemented.
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learning concerns.'*® In some cases, problem lists did not include references to cognitive
functioning or learning concerns despite the availability of the relevant diagnoses to support
addressing the problem in the treatment plan.'®® In others, interventions specified in the
treatment plans were inconsistent with the known cognitive limitations of a youth. For example,
the independent evaluators for two youths specifically recommended against use of traditional
talk therapy due to the youths’ impairment in verbal expression and instead recommended use of
“active and goal-oriented therapy” such as art or recreational therapies, yet their treatment plan
interventions included individual talk therapy.!®! One facility manager informed OIJJFO staff
that at times they have to modify the assessment process for youth petitioning for the next level
on their success plan because the youth do not understand the scoring, a vital part of the behavior
modification program. '®?
b. Psychiatric Services

Performance Standard #5: For youth on psychotropic medication,

conduct weekly psychiatric assessments until the youth have been

stabilized, and thereafter, the psychiatric assessments shall be conducted

as clinically indicated.

All 17 youth in the sample were prescribed psychotropic medication for at least some

period during their admission at New Beginnings. Dr. Lee reviewed each case to assess whether

these youth were seen weekly until stabilized and then seen periodically thereafter as clinically

159 1d.

160 See, e.g., 1B, JHA, JHE, KK, BM, RM, and DW. In each of these cases, independent evaluators detailed
cognitive deficits identified during their evaluations but these were not incorporated into written treatment plans and
there was no evidence programming was modified in recognition of the youth’s needs. Attachment 2 at page 8.

161 See, e.g., KD and KB.

162 In its response to the draft version of this report, DYRS “agrees that increased clarity in documenting group
modalities and individualized adaptions is needed” but seems to suggest that changes to youths’ success plans so
that they now include specific group enrollment references combined with additional training on SMART goal
documentation address the issues identified by Dr. Lee and described above. Attachment 3 at page 2. However, this
does not address Dr. Lee’s concerns that treatment services are not individualized to the youth. Rather, it appears
that each youth must complete the same programming regardless of his or her needs and regardless of the youths’
level of intellectual functioning.
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indicated.'®® Dr. Lee concluded that each youth “received proper psychiatric treatment, which
included appropriate initial and follow-up care, and assessments of symptoms, medication
effectiveness, and side effects.”'®* He also found that each youth received psychiatric education,
was provided informed consent, and was seen at appropriate intervals, including through
rescheduled appointments missed due to a youth’s refusal to be seen.'®®

In each of the 17 reviewed cases, Dr. Lee found that the record indicated a clinical basis
for each medication prescribed and, as applicable, for any changes to medication, dosage,
frequency or timing of the medication administration.'®® The treating psychiatrist was
responsive to concerns expressed by youth concerning a particular medication. For example,
when youth complained that the medication made them drowsy during the day, the psychiatrist
adjusted the timing of medication administration.'®” Similarly the records evidenced a concerted
effort by the psychiatrist to address concerns expressed by the youth and/or family relating to a

particular medication or dosage or medication noncompliance.!®® In all 17 cases reviewed,

163 Dr. Lee’s review did not include a review of whether DYRS was completing required baseline and follow-up
monitoring of the use of psychotropic medication required by DYRS’ Medication Management Policy and PMMP.
This was previously reviewed by the OIJJFO and reported on in both 2023 and 2024. Comprehensive Medical
Assessments, First Dose Administration, and Psychotropic Medication Management at the Youth Services Center
and New Beginnings Development Center, February 16, 2023 (February 2023 Report), at pages 35-48, and July
2024 Report. During each review, the OIJJFO found that some but not all, of the required baseline and follow-up
tests were completed at the intervals required by policy and the PMMP. OIJJFO noted in its 2024 Report,
“[o]verall, there remain gaps in implementing these standards. As in prior reviews, blood tests relating to thyroid,
lipids, and pregnancy continue to be missed, and completion of AIMS tests or documentation of specific
observations relating to abnormal movements continues to be problematic.” July 2024 Report at page 26. At that
time, while OIJJFO noted that it appeared that DYRS was completing a review of its Medication Management
Policy, it reiterated its previous recommendation that DYRS complete a review of the PMMP, noting it “[was] now
six years old and standards may well have changed.” Id. Additionally, DYRS provided an updated PMMP to the
OLJJFO in September 2025. OIJJFO has not had an opportunity to have its psychiatric expert review the revisions
but notes that its preliminary review suggests the index at the end of the PMMP may not have been fully updated to
reflect the changes in the updated PMMP.

164 Attachment 2 at page 10.

165 Id.

166 Id.

167 See, e.g., JHE, BM, and CW.

168 See, e.g., B (added medication for sleep); JE (tried several medications for sleep; adjusted other meds based on
symptoms); JHA (increased dosage based on behavior); JHE (medication adjusted); KK (medication adjusted due to
side effects); RM (medication for sleeplessness); and RW (medication adjusted for sleep and for behavior).
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psychiatric follow-up occurred weekly until a youth was stabilized and after any changes to
medication or dosage; thereafter the youth was seen as clinically appropriate. In most,'® but not
all cases, !’ documentation by the psychiatrist referenced behavioral issues that occurred
between psychiatric assessments. Finally, appropriate supplemental testing such as sleep
studies!”! or Vanderbilt studies!”* were ordered by the psychiatrist, and as previously noted,
recommendations for incentives to improve medication compliance were made.!”?

C. Acute or Emergency Services

1. Assessments of Youth with Acute or Emergent Needs

Performance Standard #6: Youth with acute or emergent mental health needs (e.g.,
suicidality or thought disorder) should be assessed by a QMHP within one hour of
referral to a qualified behavioral health provider.!”

This standard ensures that youth who evidence an acute or emergent mental health need
are assessed by a qualified behavioral health provider within one hour of referral. This is
intended to safeguard youth who may pose an imminent risk to self or others by providing an
expedited examination so that immediate treatment or referral for inpatient psychiatric treatment
as appropriate can be implemented.!”

Based upon Dr. Lee’s review, two of the 17 youth in the sample evidenced acute or
emergency mental health needs during the review period, and 15 did not. Both youth were

referred to a behavioral health professional and the examinations were completed within one

hour of the referral. In one case, the youth had made suicide threats and was placed on suicide

169 See, e.g., DB, JB, JHA, and CW.

170 See, e.g., KB and KD.

71" See, e.g., MB, KD, JHE, JL, EP, and DW.

172 EP.

173" See footnotes 158 and 200.

174 This performance measure corresponds to Jerry M. Work Plan Goal V.A.3.a.i., which had not been met at the
time the Jerry M. lawsuit was settled and dismissed.

175 Attachment 2 at page 11 and footnote 41.
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precaution status for a total of 16 days, first on SPS-1 and then stepped down to SPS-2.!7¢ The

t,!”” was assessed within one hour

second youth was also referred after making a suicide attemp
of referral, and placed on suicide precaution status for a total of 13 days. Dr. Lee concluded that
“[t]he assessments placing each youth on suicide precaution status were comprehensive and

supported the decision of the clinician that a higher level of supervision was needed.”!”8

2. Suicide Precaution Status

Observationally, self-injurious incidents at New Beginnings are highly correlated with
gender. Historically girls at New Beginnings have engaged in self-injurious incidents at much
higher rates than boys. The chart below documents the rate of self-injurious behavior at New
Beginnings from January 2023 to July 2025 and illustrates the significant increase in the rate of
self-injurious incidents after the girls unit opened in April 2024.

Chart 5: Self-Injurious Incidents at New Beginnings
January 2023 — July 2025

New Beginnings

Girls unit reestablished in April 2024

ncident Rates (lines)

176 14
177 Incident Report No. 14248, February 11, 2025 (youth “began to experience a crisis”’; he made threats to hurt
himself and wrapped a strip of his shirt around his neck; while he continued to make threats to hurt himself, staff
secured him and used a 911 rescue tool to remove his clothing for his safety).

178 Attachment 2 at page 11 and footnote 42.
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Performance Standard #7: A QMHP shall assess, supervise, and provide

appropriate interventions to youth on suicide precaution status as

clinically indicated."”

OIJJFO monitored the use of suicide precaution status (SPS) at New Beginnings in two
phases. First, in early 2024, OIJJFO reviewed records to determine whether staff at DYRS were
meeting the supervision and documentation requirements of DYRS’s Suicide Prevention
Policy.'® This review included six episodes of use of SPS for six youth at New Beginnings
between September 1, 2022 to December 31, 2023. That review, the results of which are
reflected in Table 1 below, which did not include a review of the clinical decision-making
around use of SPS at New Beginnings, found that staff at New Beginnings met the supervision

181 in all six episodes reviewed;

and documentation requirements for 15 of the 25 requirements
this compared with 19 of 26 during a prior 2020 review that the Special Arbiter conducted. '
Additionally, the 2024 review found that staff met 22 of 25 applicable requirements in at least 80

percent of the SPS episodes at New Beginnings. '**

179 This performance measure corresponds to Jerry M Work Plan requirement V.A.3.e., which had not been met at
the time the Jerry M. lawsuit was settled and dismissed.

180 Attachment 9, Supervision of Youth on Suicide Precaution Status at the Youth Services Center and New
Beginnings Youth Development Center, Office of Independent Juvenile Justice Facilities Oversight. This review
included samples of youth placed on SPS at both the YSC and New Beginnings during 2023.

181 During this review, one of the 26 requirements (relating to notification of behavioral health staff if direct care
staff noticed a change in a youth’s behavioral while the youth is on SPS) was not applicable, as there were no cases
during this review where such change was observed.

132 Tn 2020, the Special Arbiter completed an assessment of the practices around the use of suicide precaution status
at YSC and New Beginnings. See The Special Arbiter’s Abbreviated Report to the Court Regarding Defendants’
Progress Toward Meeting Work Plan Requirements Related to Behavioral Health Services at the Youth Services
Center and the New Beginnings Youth Development Center, filed June 15, 2020 (Special Arbiter’s June 2020
Report).

183 Attachment 9 at page 10. Areas where policy requirements were not met at New Beginnings included those
related to the signing of observation monitoring forms by SYDRs, timely documentation of monitoring by staff
every ten minutes when SPS-2 was used, and documentation of a face-to-face encounter when there was a change in
SPS. Id. at pages 10-13.
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Subsequently, because two of the 17 youth in the sample of records reviewed by Dr. Lee
had episodes of SPS,'** OIIJFO requested that Dr. Lee complete a clinical review of the
decisions to place the two youths on SPS, including the decision to use SPS for the youth, the
level of SPS assigned, the quality of the clinical assessments while the youth was on SPS, and
the decision to remove the youth from SPS.

Dr. Lee found “[t]he assessments placing each youth on suicide precaution status were
comprehensive and supported the decision of the clinician that a higher level of supervision was
needed.”'® He noted that one youth who had evidenced suicidal thoughts was seen within one
hour of referral and was placed on suicide precaution status for 16 days, closely monitored by
staff. Likewise, the second youth '8¢ was also assessed within one hour of referral to behavioral
health staff of evidencing an acute or emergent mental health need in two events, first a suicidal
gesture and a subsequent suicide attempt.'®” As noted above, he also was placed on suicide
precaution status and was closely monitored until removed from SPS.

Coincident with the clinical reviews in these two cases, OIJJFO reviewed the additional
episode of SPS involving a youth in the sample that was not previously reviewed for purposes of
compliance with the policy’s monitoring and documentation requirements. These results are
included in Table 1 below. The review found that documentation reflected the required Suicide

Precaution Notification and Change Forms, development of a Special Management Plan with

184 The two youth were included in the original supervision and monitoring review completed by OIJJFO in early
2024 and described in Attachment 9. However, one of those youth had a second episode of SPS in February 2024
that was not reviewed as part of the prior review because it was outside of the report period. Because the 2024
review was limited to a review of compliance with the supervision and documentation requirements of the Policy
and did not include an evaluation of the related clinical decision-making, OIJJFO requested that Dr. Lee review the
three episodes of SPS that occurred in 2023 and 2024 for these two youths in the sample. OIJJFO then completed
the supervision and documentation requirement review for this additional case; the findings are presented below.
185 Attachment 2 at page 11.

186 An earlier episode of SPS for this youth was included in the report found in Attachment 9.

187 See footnote 177.
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each of the six required elements, and completion of the required daily and post SPS follow up
assessments. Additionally, monitoring forms were provided for each day the youth was on SPS.
Each form included the date, time and activity of the youth, and documentation was completed at
the intervals required based upon the youth’s SPS. Further there was documentation that a face-

to-face encounter occurred when the youth was changed from SPS-1 to SPS-2. However,

monitoring forms were signed by the supervisor as required by policy less than half the time. '3

TABLE 1: PERCENT OF REVIEWED CASES MEETING SELECT 2016 SUICIDE PREVENTION POLICY
DOCUMENTATION REQUIREMENTS AT NEW BEGINNINGS SINCE 2020!%
POLICY REQUIREMENT 2020 % Met | 2023 % Met 2024 % Met
(n=7) (n=6) (=1
SPS-1 Observation forms completed for entire SPS-1 episode 40 100 100
SPS-1 Observation forms signed by direct care and supervisor 100 0 01
SPS-1 Observations documented 5 times per hour 40 100 100
SPS-2 Observations documented at least every ten minutes 43 50 100
Immediate notification of BH staff if direct care staff notice change in youth 100 n/a n/a
BH staff assess youth at least once per day and document same in record 86 83 100
BH daily assessment includes evidence BH staff considered need for acute care 100 100 100
BH daily assessment reflects current behavior 100 100 100
BH daily assessment reflects changes in thoughts/behavior in last 24 hours 100 100 100
BH daily assessment reflects basis for continued level of observation 100 100 100
BH staff completed Suicide Precaution Notification Form 100 100 100
Record includes Special Management Plan 100 100 100
Special Management Plan was completed by BH staff 100 100 100
Special Management Plan reflects items to be removed from youth 100 100 100
Special Management Plan includes specific problem behaviors and issues 100 83 100
Special Management Plan identifies triggers and precipitants 100 83 100
Special Management Plan includes early warning signs and unsafe behaviors 100 83 100
Special Management Plan includes prevention and early intervention strategies 100 100 100
Special Management Plan includes crisis management strategies 100 83 100
Youth who had been on SPS-1 is on SPS-2 at least 24 hours before being taken off 100 100 100
Suicide Precaution form is used whenever SPS level is changed 86 100 100
Upon change of SPS level, change is documented in record 100 100 100

188

In its comments on the draft version of this report DYRS states that the agency “confirms that SPS compliance is

tracked through monthly CQI metrics. Each SPS case is reviewed at the facility’s behavioral health committee, with
corrective action plans developed for deviations. Historical record review was not possible of the sampled youth
due to EHR archiving limitations.” Attachment 3 at page 3. Historically, SPS monitoring forms, which are
completed by YDR staff, were archived in youth FAMCare records rather than EHR records.

139 Some policy requirements did not apply to each case reviewed. The audit findings in individual cases from the
current review are not included with this report; however, they will be provided upon request.

190 As noted above, two of the cases in the sample reviewed by Dr. Lee involved episodes of SPS); in one case the
episode occurred in November 2023, and in the other case, SPS episodes occurred in January 2023 and in February
2024. Because the 2024 review was limited to a review of compliance with the supervision and documentation
requirements of the Policy and did not include an evaluation of the related clinical decision-making, OIJJFO
requested that Dr. Lee review the three episodes of SPS that occurred in 2023 and 2024 for these two youths in the
sample. However, because two of three episodes were already included in the 2023 review relating to supervision
and documentation, only the episode from February 2024 was reviewed during the most recent evaluation.

191 Fourteen of 27 forms were not signed by the supervisor.
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Upon change of SPS level, documentation reflects face-to-face encounter 20 0 100
Post SPS monitoring for five days 100 83 100
Post SPS monitoring weekly for two weeks 83 83 100
Post SPS monitoring monthly unless documentation supports discontinuation 100 100 100

3. Repeated Behaviors That Put Self or Others At Risk

Performance Standard #8: Behavioral health assessments of youth who
engage in repeated self-injurious behavior, or any other type of repeated
behavior which puts them, or others, at serious risk of harm shall be
conducted. As indicated and appropriate, within 24 hours of such
repeated behavior, management strategies aimed at reducing the risk of
the identified behaviors shall be implemented consistent with the youth’s
treatment plan, including any revisions to such plan resulting from the
assessment. '*?

This standard provides that youth who engage in repeated self-injurious behavior or other

type of repeated behaviors that put them or others at serious risk of harm shall be assessed within

24 hours and that management strategies aimed at reducing the risk shall be implemented

consistent with the youth’s treatment plan, including any revisions to the treatment plan resulting

from the assessment. Sixteen of the 17 youth in the sample engaged in repeated high-risk
behaviors that put themselves or others at risk, and one youth did not. The repeated high-risk
behaviors involved self-injurious behaviors, assaults on staff, fights among youth, or significant
damage to property.'*?

The high-risk assessments completed for these 16 youth were reviewed by Dr. Lee. All

16 youth were referred to behavioral health staff and assessments were completed within 24

192 This performance standard incorporates several Jerry M. Work Plan requirements that had not been met at the
time of the Jerry M. dismissal and thus are subject to monitoring by the OIJJFO. These include Work Plan Goals
V.A.5.c.i. and V.A.5.c.ii., providing in part whether documentation of the behavioral health assessment addressed
the repeated self-injurious behaviors or behaviors that put others at serious risk or harm, and related symptoms and
included a clinically-based theory for the behavior, whether the assessment resulted in a management plan that
included specific and individualized strategies to reduce the risk of the high-risk behavior, whether the youth’s
treatment plan was impacted by the results of the assessment, and finally whether the updated treatment plan was
implemented.

193 Attachment 2 at page 12.
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hours for each referral.!”* Dr. Lee found that the assessments for five of the 16 youth addressed
the repeated high-risk behaviors, the related symptoms and included a clinically-based theory for
the behavior, but the assessments for 11 youth did not.!>> Dr. Lee found that “[s]ymptoms were
not described nor was behavior linked to any problem on the problem list. The youth’s
participation and engagement in treatment were not reviewed in these assessments.”!*® Dr. Lee
found that while the youth’s explanation for the behavior was often included, there was no
“clinical assessment of the behavior or the youth’s rationale for his actions.”!?’

Indeed, Dr. Lee noted that plans which included specific and individualized management
strategies to reduce the high-risk behavior were not found in any of the applicable 16 cases.!*®
The case review found that documented strategies included advising the youth to use self-control
skills'® but there were no documented new management strategies identified for implementation

by staff, and no updates to any of youths’ treatment plans.?’’ In none of the applicable records

was there evidence that incentives were considered as strategy to reduce the high-risk behavior.

194 Id. It is noteworthy that all 16 youth in the sample who engaged in repeated high-risk behavior were referred to
behavioral health staff on multiple occasions. Specifically, KB was seen by behavioral health staff for high risk
behavior on 21 different dates, MB on 11 dates, DB on 9 dates, JB on 16 dates, KD on 39 dates, JE on 5 dates, JHA
on 9 dates, JHE on 6 dates, KK on 9 dates, JL on 30 dates, BM on 11 dates, RM on 14 dates, EP on 5 dates, DW on
15 dates, RW on 10 dates and MW on 10 dates. Assessments were completed on each occasion.

195 Id. at page 12 and footnotes 44 and 45.

196 Id. at page 12.

197 1d.

198 14

199 This was described in notes as “stop, listen and walk-away” and was the strategy identified in each of the 16
cases. For one youth (KB), in a note relating to the first of the 21 referrals, a reference was made to use of a reward
system/contingency contract to reenforce improved anger control, but there was no indication this was incorporated
into the youth’s treatment plan or otherwise implemented.

200 Jd. at pages 12-13. For a number of youth (KB, MB, DB, JB, JL, EP, CW, and RW) psychiatric notes referenced
behavioral issues or medication compliance issues and medications were adjusted, but these medication-related
issues were not referenced or identified in the behavioral assessments as possibly contributing to the behaviors, and
no other changes to the treatment plans relating to group and individual therapies or creation of other management
strategies such as incentive programs were found. In fact, the high-risk assessments for each of the 16 youth
consistently noted that no changes to treatment plans were needed, despite the repeated high-risk referrals for each
of the youths in the sample.

o
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Performance Standard #9: A QMHP shall monitor youth, as clinically

appropriate, following the determination that a youth at New Beginnings

is in need of emergency psychiatric hospitalization until such time as the

youth is transported out of the facility.

There were no individuals in the sample to which this standard was applicable, and thus

no conclusions can be made.

VI. CONCLUSION

As the sole secure facility operated by DYRS for committed youth, New Beginnings
serves a vital role in the agency’s array of placement options. According to facility managers,
New Beginnings is used for youth with the most serious charges and behavioral health needs,
often housing youth other facilities will not accept.

New Beginnings’ 60-bed capacity limits the number of youth the facility can serve.
Longer lengths of stay at the facility provide longer opportunities to provide treatment to youth
to help them succeed in the community. At the same time, longer lengths of stay reduce the
number of youth who can be admitted over time as placements remain filled for longer periods.
During 2023 and 2024 approximately 60 to 70 committed youth were admitted to New
Beginnings. Most of those youth remained at the facility for less than one year and none stayed
for two years.

Adding complexity to its mission, in recent years New Beginnings’ operations have had
to adapt to changes in the populations of youth housed there. For example, there were detained,
Title 16 youth housed at the facility in 2023, and at various points in 2023, 2024, and 2025 there
have been youth housed at the facility while awaiting placement at another facility. While these

housing practices may meet an agency need, they impact the therapeutic program at New
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Beginnings and limit the number of committed youth who can be served by it and/or the duration
of their stay.

As Dr. Lee documented, a review of a sample from 2023 revealed that youth admitted to
New Beginnings frequently present with serious behavioral health problems, including, but not
limited to, significant trauma, substance use disorders, and, in many cases, cognitive limitations.
Eventually all these youth return to the community and if for no other reason, this makes
DYRS’s rehabilitative mission critical. Success requires that by the time youth are released, they
have skills and ongoing support to avoid repeating the behaviors that led to their involvement in
the juvenile justice system. Based on a review of youth admitted in 2023, however, the evidence
reveals that many youth revert to delinquent behavior and return to DYRS custody, or, in some
cases, face charges as adults.

Several facility managers expressed that even though youth participate in weekly therapy
and regular group therapy sessions, much of what happens at New Beginnings is a security
model largely overseen by YDR staff. And while YDR staff are provided a limited amount of
training on youth and trauma, their primary job is to supervise youth directly.

In its comments on the draft version of this report, DYRS states that the agency has
“embedded trauma-informed principles across pre-service and in-service training. Modules such
as Think Trauma, Suicide Prevention, Anger Management, and Cultural Sensitivity — as well as
Safe Crisis Management (SCM) certification — are mandatory for all secure program staff. SCM
emphasizes de-escalation and post-incident repair consistent with trauma-informed care.
Continuous coaching and CQI monitoring are ongoing.”?! Trauma-informed care is critical in a

therapeutic environment when interacting with youth who have experienced as much

201 Attachment 3 at page 2.
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documented trauma as those housed at New Beginnings. While training in trauma-informed care
is important, training alone does not necessarily translate into consistent implementation of
trauma-informed principles, which is necessary to effect a truly trauma-informed environment.
Further, sensitively interacting with trauma victims, and even successfully treating trauma, is
itself unlikely to modify behavior that may be related to or complicated by other co-occurring
problems. As discussed above, during his review, Dr. Lee found that youth at DYRS present
with complex problems in addition to trauma, such as substance abuse, behavioral disorders and
cognitive limitations, some of which were not effectively addressed during the youth's stay at
DYRS likely compromising the youth's rehabilitation.

There are substantial resources at New Beginnings to support the therapeutic model.
There are unit-based team leaders, behavioral health positions for every housing unit plus a
supervisor, psychiatric services, a substance abuse counsellor, juvenile justice institutional
counsellors, credible messengers, care coordinators, and education staff. These staff are in
addition to the YDR staff, who directly supervise and interact with youth around the clock, more
than any other staff at the facility. As previously noted, Dr. Lee observed, “[i]n order to support
and provide consistent rehabilitation to youth, all staff, including those who are not therapists in
the conventional sense, such as administrators, teachers, custody staff, and others, must be
trained to be therapeutic in their interactions with youth.”2%?

There is an apparent tension at New Beginnings between its operation as a secure facility
and as a therapeutic, rehabilitative program. This tension was not only expressed by staff but is
also apparent in the organizational structure of the facility, with behavioral staff and security

staff reporting through different chains of command and not all through the superintendent. This

202 Attachment 2 at page 13.
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report documents strengths and shortcomings in New Beginnings’ service delivery model. To
achieve its goal of successfully rehabilitating youth and avoiding youth returning to a juvenile or
criminal justice system, DYRS should assess whether the program is reaching its potential,
effectively identifying youths’ behavioral health needs and providing the appropriate treatment
over an appropriate timeframe, as well as providing youth with sufficient practice exercising
skills learned at New Beginnings, to increase the chances of successful reintegration into a

community setting.

VII. SUMMARY OF RECOMMENDATIONS

Recommendation 1: Strengthen the Rehabilitative Model and Therapeutic
Environment

Discussion: The OIJJFO endorses the recommendation of Dr. Lee that the
environment at New Beginnings “must evolve into a fully therapeutic
environment” and that “[e]very staff member, regardless of role, must become a
consistent agent of recovery and growth.”?®* This requires a significant
reimagining of the program where treatment and recovery become the goals and
measurements of success consistent with D.C. Code § 2-1515.04 (3), and will
require additional training of staff, revisions in how and who is involved in
treatment planning, and changes in the provision of treatment services to ensure
treatment is individualized and reflective of the youth’s strengths and needs.

Currently, youth progress through the New Beginnings program based on a level
system with a defined process for advancing levels. Based on case record reviews
and corroborated by facility manager interviews, it appears that too many youth
are able to progress through levels without addressing in any meaningful way
their significant underlying behavioral health issues. DYRS should consider
whether the currently implemented level system is sufficiently individualized to
meet the needs of all youth at New Beginnings and/or whether discharge should
be determined based on some other formal risk assessment conducted prior to
discharge.

Given the scope of this recommendation, OIJJFO also recommends that DYRS
consider obtaining outside consultation to assist in the planning and
implementation of a more recovery-based rehabilitation program within a quasi-
correctional setting by someone with experience in this type of program reform.

203 1d.
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DYRS did not respond to this recommendation in its comments on the draft
version of this report.

Recommendation 2: Ensure behavioral health treatment plans consider and reflect
the full range of available information on youth and incorporate findings from
independent assessments prior to admission.

Discussion: Youth admitted to New Beginnings frequently have independent
psychological or psychiatric assessments completed prior to admission. Dr. Lee
found, where available, “[t]hese reports reflected thorough and extensive
assessments and, in many cases, formal psychological testing, and included
specific diagnoses and useful recommendations for treatment and/or follow
up.”?** While certain aspects of the level system were tied to youth behavioral
health treatment plan goals, which identify behavioral health diagnoses, Dr. Lee’s
review revealed that frequently evidenced behavioral health issues were not
included in behavioral health treatment plans.

DYRS should consider establishing a program of grand rounds where complex
cases can be presented, and where outside experts are invited to provide training
to staff on issues related to behavioral health or rehabilitation in a secure juvenile
settings or to introduce successful practice used in similar settings.?”> DYRS
could partner with other District agencies that operate a grand rounds program,
such as the Department of Behavioral Health (i.e., Saint Elizabeths Hospital).

DYRS did not respond to this recommendation in its comments on the draft
version of this report.

Recommendation 3: Review the type of treatment services available to youth to
ensure they appropriately meet the full range of needs and cognitive abilities of
youth.

Discussion: Independent assessments of many youth reflected substance use
disorders, trauma, and cognitive functioning limitations and in many cases
recommended family therapy as part of a treatment plan. There were recurring
gaps in services at New Beginnings that did not address the range of problems in
the assessments or often the recommendations made by clinical professionals in
their assessments.

Roles for family and others in the youth’s support system may need to be
redefined, and new strategies to engage families should be explored. As Dr. Lee
notes, “[t]he engagement and participation of family/caregiver, fictive
kin/family members of choice, and caring adults are essential to successful
rehabilitation. Treatment plans and rehabilitation services benefit from

204 Id. at pages 5-6.
205 Grand rounds can also be used to meet continuing education requirements.
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intentional family involvement. Most youth will return to their families after
release, and research shows that families can significantly influence youth
behavior and juvenile system recidivism. Youth who do not return home will
benefit from the involvement of caring adults from the settings where the youth
will live.”?% However, Dr. Lee’s review as well as interviews with staff
identified limited family involvement in treatment.

Longer, evidence-based substance abuse treatment programming should also be
assessed. DYRS must consider how to tailor its programs to the cognitive
functioning levels of all youth at the facility.

DYRS did not respond to this recommendation in its comments on the draft
version of this report.

Recommendation 4: Develop more opportunities for youth to practice skills learned
through treatment in environments with increasing levels of freedom prior to
discharge.

Discussion: The transition from a secure facility to the community can be
overwhelming. An abrupt transition to a highly controlled environment to one
with few external controls can set youth up for failure. Dr. Lee stated, “DYRS
facilities should be modified, as much as possible, to offer less restrictive and
more normative home- and community-like settings. Programming should be
enhanced so staff can provide coaching in the milieu. Youth who demonstrate
more skillful behaviors should be provided opportunities to live in environments
that more closely resemble their future living situations. Learning and practicing
skills in more natural and interactive settings will increase the likelihood that
treatment gains will generalize to the community.”?%’

Youth should be given opportunities to make responsible decisions with greater
amounts of responsibility both in the facility and in the community on a more
gradual basis, which enables the youth and DYRS to assess the youth’s readiness.
This could entail increased freedoms within the facility if youth demonstrate
sufficient responsibility and potentially weekend passes to slowly acclimate to
living in an environment they will ultimately return to.

DYRS did not respond to this recommendation in its comments on the draft
version of this report.

Recommendation 5: DYRS should develop and publish a discrete set of outcome
measures to assess whether the program is achieving its goals.

Discussion: DYRS should identify a discrete set of outcome measures that
address the effectiveness of the program over time, collect relevant data, and

206 Id. at page 14.
207 Id.
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make it available to the public. Such outcome measures could include recidivism
rates of those discharged by length of time in the community, youth who are
engaged in educational or vocational activities at time of release, measurement of
change in risk assessment from admission to discharge, or reduction in youth
engaged in high-risk incidents.

DYRS did not respond to this recommendation in its comments on the draft
version of this report.
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CURRICULUM VITAE
Terry Git Lee, MD, DFAACAP

1) PERSONAL DATA
Terry.Lee@chpw.org

Behavioral Health Medical Director
Community Health Plan of Washington
1111Third Avenue, suite #400

Seattle, WA 98101

(206) 731-7776

2)

3)

4)

drterry@uw.edu

Clinical Associate Professor

Department of Psychiatry and Behavioral Sciences
University of Washington School of Medicine
Seattle, WA 98195

EDUCATION

1979-1983
1983-1987

B.A. Cum Laude Honors Psychology, University of Minnesota
M.D. University of Minnesota

POSTGRADUATE TRAINING

1987-1991  General Psychiatry Residency: University of Washington Affiliated
Hospitals

1991-1993  Child and Adolescent Psychiatry Residency: University of Washington
Affiliated Hospitals

POSITIONS HELD

2018-present
2018-present

2014-2018

2008-2014

2004-2008

Community Health Plan of Washington Senior Behavioral Health Medical

Director

Clinical Associate Professor, Department of Psychiatry & Behavioral
Sciences, University of Washington School of Medicine

Associate Professor, Department of Psychiatry & Behavioral Sciences,
Division of Public Behavioral Health and Justice Policy, University of
Washington School of Medicine

Assistant Professor, Department of Psychiatry & Behavioral Sciences,
Division of Public Behavioral Health and Justice Policy, University of
Washington School of Medicine

Acting Assistant Professor, Department of Psychiatry & Behavioral
Sciences, Division of Public Behavioral Health and Justice Policy,
University of Washington School of Medicine
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2000-2004

1999-2000

1994-1999

Assistant Professor, Department of Psychiatry, John A. Burns School of
Medicine, University of Hawaii

Acting Instructor, Department of Psychiatry & Behavioral Sciences,
Division of Public Behavioral Health and Justice Policy, University of
Washington School of Medicine

Clinical Instructor, Department of Psychiatry & Behavioral Sciences,
Division of Public Behavioral Health and Justice Policy, University of
Washington School of Medicine

HOSPITAL/CLINICAL POSITIONS HELD
2018-present Psychiatrist Expert, Multisystemic Therapy-Psychiatry; Intensive

2017-present

2014-2018

2006-2018

2005-2018

2004-2018

2004-2018

2004-2014

2002-2004

2002-2004
2001-2002

2000-2001

1999-2000
1999-2000

1997-1999

1997-1999
1996-1999

Community-Based Treatment for Children and Families Involved in the
Child Welfare System; Melbourne, Australia

Psychiatrist Expert, Multisystemic Therapy-Psychiatry; Intensive
Community-Based Treatment for Children and Families Involved in the
Child Welfare System; New York City

Psychiatrist Consultant, Family Integrated Transitions-Probation:
Intensive Community-Based Program for King County Juvenile Court-
Involved Youth with Co-Occurring Disorders

Co-Chair, Washington State Juvenile Rehabilitation Administration
Psychiatry Quality Improvement Committee

Family Integrated Transitions Psychiatrist Consultant: Intensive
Community Based Program for Youth with Co-Occurring Disorders
Transitioning from Secure Detention to their Home Communities.
Program operated in Washington State, New York State, Connecticut and
the United Kingdom

Lead Psychiatrist, Echo Glen Children’s Center-Washington State
Juvenile Rehabilitation Administration

Psychiatrist, King County Juvenile Detention

Psychiatrist, Prime Time Project: Intensive Community-Based Program
for King County Juvenile Court-Involved Youth with Co-Occurring
Disorders

Clinical Director, Family Treatment Center Queen’s Medical Center;
Honolulu, HI

Psychiatrist, Family Treatment Center Queen’s Medical Center
Clinical Director, Central Oahu Family Guidance Center-Hawaii
Department of Health

Medical Director, Hawaii Multisystemic Therapy Continuum of Care;
Honolulu, HI

Psychiatrist, Child Study and Treatment Center

Coordinator, Behavioral Health Clinics, Children’s Hospital and Regional
Medical Center

Consulting Psychiatrist, Adolescent Center, Group Health Cooperative;
Bellevue, WA

Clinical Director, Continuum Health Care; Bellevue, WA

Psychiatrist, Continuum Health Care; Bellevue, WA
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1996-1999
1996-1999

1995-1996

1994-1996

1994-1996
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1993-1994

HONORS

2021

2015

2015

2014-2015

2013-2014

2012-2013

2009-2010

2008

2003-2004

2002

Child and Adolescent Psychiatrist, Overlake Hospital; Bellevue, WA
Member, Psychiatric Physician Advisory Committee, Overlake Hospital;
Bellevue, WA

Consulting Psychiatrist, Center for Continuing Rehabilitation, Good
Samaritan Hospital; Puyallup, WA

Inpatient Consultation-Liaison Psychiatrist, Good Samaritan Hospital;
Puyallup, WA

Outpatient Child, Adolescent and Adult Psychiatrist, Puyallup Valley
Institute; Puyallup, WA

Adolescent Inpatient Psychiatry Consultant, Northwest Mental Health
Services; Renton, WA

Psychiatrist, Western State Hospital

Mentor to 2021 American Academy of Child and Adolescent Psychiatry
Marilyn R. Benoit, MD Child Maltreatment Mentorship Award awardee,
Joshua Russell, MD

Outstanding Collaborator Exemplary Service Award Co-Recipient.
Juvenile Justice Group Home Telepsychiatry Collaboration. Washington
State Co-Occurring Disorders and Treatment Conference

Working with Gender Non-Conforming/Transgender Youth in Juvenile
Justice Residential Settings (Chair). Annual Meeting of the American
Academy of Child and Adolescent Psychiatry Case Conference. San
Antonio, TX 10/30/15

*This was the highest rated Clinical Case Conference at the 2015 AACAP
Annual Meeting.

UW Graduating Child and Adolescent Psychiatry Residents MD Teaching
Award

UW Graduating Child and Adolescent Psychiatry Residents MD Teaching
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Honored by 2013 Graduating UW General Psychiatry Residents as a “Best
Supervisor”

Honored by 2010 Graduating UW General Psychiatry Residents as One of
Their Best Attendings/Supervisors

Family Integrated Transitions: From Policy to Practice to Cost-
Effectiveness. Annual Meeting of the American Academy of Child and
Adolescent Psychiatry Institute: The Etiology of Antisocial Behavior: A
Developmental Perspective. Chicago, IL 10/31/08

*This Institute was one of the ten top-rated sessions at the AACAP Annual
Meeting.

University of Hawaii Child and Adolescent Psychiatric Residency
Training Program Outstanding Teacher

Elected Distinguished Fellow of the American Academy of Child and
Adolescent Psychiatry

7) BOARD CERTIFICATION



2020 Board Certified Addiction Medicine, American Board of Preventive
Medicine ID: 61-18240

1994 Psychiatry, American Board of Psychiatry and Neurology, certificate
number 39285
1994 Child and Adolescent Psychiatry, American Board of Psychiatry and

Neurology, certificate number 3730

8) CERTIFIED BUPRENORPHINE PROVIDER
2011-present

9) CURRENT LICENSES TO PRACTICE
1987-present  Physician Washington State MD00026817
2000-2024  Physician Hawaii MD11151

10) PROFESSIONAL ORGANIZATIONS
American Academy of Child and Adolescent Psychiatry (AACAP)
2019-present ~ Member Systems of Care Committee
2010-2021 Co-Chair Adoption and Foster Care Committee
2008-2021 Member Adoption and Foster Care Committee
2015-2019 Member Children and the Law Committee
2008-2015 Liaison to Juvenile Justice Reform Committee
2002-present  Distinguished Fellow
1993-present  Member
Hawaii Council of Child and Adolescent Psychiatry
2002-2004 President
2000-2004 Member
Washington State Council of Child and Adolescent Psychiatry
2017-present  Assembly Representative
2004-present ~ Member
1999-2000 Past-President
1998-1999 President
1997-1998 President-Elect
1996-1997 Secretary
1987-2000 Member
Washington State Council of Child and Adolescent Psychiatry Advocacy Group: 501 (c) 4
lobbying group formed while WSCCAP President
1999-2000 President

11) TEACHING RESPONSIBLITIES
Didactics, Courses and Seminars

2018 Child Clinical Psychology 522: Extreme and Complex Cases, UW Upper
Campus Graduate Level Quarter Course
2018 Clinical Psychology 5721: Extreme and Complex Cases, UW Upper

Campus Graduate Level Multi-Disciplinary Quarter Course
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Mentoring
2023-2024
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Echo Glen Children’s Center University of Washington General and Child
Psychiatry Resident Year-Long Weekly Didactic

University of Hawaii Child Psychiatry Residency Didactic Coordinator
University of Hawaii General Psychiatry Child Psychiatry Seminar Series

University of Washington General Psychiatry Training Program

Site Coordinator and Supervising Psychiatrist Echo Glen Children’s
Center—training site for UW General and Child Psychiatry Residents,
supervise 4-5 Residents each week

Oft-Site Supervisor University of Washington Child Psychiatry Residency
Supervisor University of Washington Psychiatry Residency Family
Integrated Transitions Elective

Supervising Child Psychiatrist University of Hawaii Psychiatry Residency
Program

Aditi Jajirnis, MD
Mylan Kohler, MD
Joshua Russell, MD
Kelly Regan Gutierrez
Rebecca Hopkinson, MD
Nicole Sussman, MD
Taryn Park, MD

Mark Demidovich, MD
Leo Cevallos, MD

Mark Everard, MD

Brown University Assistant Professor
Mid-Career Child Psychiatrist Wisconsin
SUNY - Buffalo Assistant Professor

UW School Psychology Doctoral Candidate
UW Acting Assistant Professor

CHA Child Psychiatry Fellow

UW Child Psychiatry Fellow

Early Career Child Psychiatrist PA RTC
Early Career Child Psychiatrist Florida JJ
UW General Psychiatry Resident

Residency Program Director

2002-2004

2002-2004

2001-2002

2001-2002

Program Director Child and Adolescent Psychiatry Residency Program,
John A. Burns School of Medicine University of Hawaii

Co-Program Director Child Combined Pediatrics/Psychiatry/Child
Psychiatry Residency Program, John A. Burns School of Medicine
University of Hawaii

Associate Program Director Child and Adolescent Psychiatry Residency
Program, John A. Burns School of Medicine University of Hawaii
Associate Program Director Child Combined Pediatrics/Psychiatry/Child
Psychiatry Residency Program, John A. Burns School of Medicine
University of Hawaii
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2017-present
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outcomes for youth in under-resourced settings) Stakeholder Advisory
Board

Psychiatrist Expert Multisystemic Therapy-Psychiatry Leadership Team:
Intensive Community Based Program for Families with Psychiatric
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American Board of Psychiatry and Neurology Maintenance of
Certification Committee Member
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University of Washington Medicaid and Perinatal Mental Health Grant
Advisory Team

UW CoLab Culturally & Responsive Mental Health (CARE) for Kids &
Families Initiative Advisory Board Member
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Research Institute Grant Evaluating Lifelines4Moms Study

Girl’s Court Advisory Committee Member-Center for Children and Youth
Justice

Public Behavioral Health and Justice Policy Grand Rounds Coordinator
University of Washington Psychiatry Residency Community Leadership
Track Speaker Series Coordinator
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1) 2023-present Mental Health Consultant to Washington, DC Office of Independent
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4) 2022-3 Eggers Resentencing

5) 2018 Gaeta Sentencing Hearing

6) 2017 McNeil Resentencing
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9) 2014 Ronquillo Sentencing Appeal

10) 2013 Ramos Resentencing

11)2013 Mental Health Expert Consultation to Nebraska Juvenile Justice System

12) 2013 Brooks Decline Hearing

13)2011 Consultant to Florida Institutional Legal Services on Conditions of
Confinement and Mental Health Treatment

14) 2007-2008 Mental Health Expert evaluation of San Joaquin County California
Juvenile Hall
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17) PRESENTATIONS
Selected National Invitational Lectures

1) Multisystemic Therapy-Psychiatry: An Alternative to Inpatient or Residential
Treatment? BronxCare Hospital Center Department of Psychiatry Grand Rounds.
New York City, NY 11/14/2024

2) Brick by Brick: Learning to Build Positive Change as a Child and Adolescent
Psychiatrist Across Systems of Care Using a Problem-Based Learning Approach.
American Academy of Child and Adolescent Psychiatry Annual Meeting Clinical
Case Conference. Seattle, WA 10/16/2024




3) Breaking Down the Walls: Treating Adolescents Involved with the Juvenile Legal
System Upon Re-Entry. American Academy of Child and Adolescent Psychiatry
Annual Meeting Clinical Case Conference. Seattle, WA 10/15/2024

4) Psychotropic Medication Reduction and Discontinuation Clinical Update.
American Academy of Child and Adolescent Psychiatry Annual Meeting.
Member Services Forum. Seattle, WA 10/15/2024

5) Youth and Family Voice and the Experience of Girls. American Academy of
Child and Adolescent Psychiatry Institute. Seattle, WA 10/14/2024

6) A Potential Alternative to Inpatient or Residential Health Treatment:
Multisystemic Therapy-Psychiatry. American Academy of Child and Adolescent
Psychiatry Annual Meeting. Clinical Perspective Chair and Presenter. New York,
NY, 10/24/2023

7) A System of Care Response to the National Emergency in Child and Adolescent
Mental Health. American Academy of Child and Adolescent Psychiatry Annual
Meeting. Systems of Care Institute. Presenter-Multisystemic Therapy. New York,
NY, 10/23/2023

8) With Liberty and Justice for All? System Involved Youth, Past, Present, and
Future. American Academy of Child and Adolescent Psychiatry Annual Meeting.
Clinical Perspective, Discussant—Inequalities in Child Serving Systems of Care.
Toronto, 10/21/2022

9) Strengthening the Front Lines: A Child Welfare Program for Families and
Multidisciplinary Professionals. American Academy of Child and Adolescent
Psychiatry Annual Meeting, Poster Session. Toronto, 10/19/2022.

10) Implementing Community-Based Strategies for Opioid Abuse Management with
Local Partners. World Conference Forum 2022 Opioid Abuse Management
Summit. Nashville, TN 2/25/2022

11) Update on Youth at the Border: Search for Reunion 2021. Special Interest Group
Presenter. American Academy of Child and Adolescent Psychiatry Virtual Annual
Meeting. 10/29/2021

12) It Takes a Village...a Campus, and More: Examining the Impact of Programs for
Youth with History of Foster Care Transitioning to Adulthood. Discussant.
American Academy of Child and Adolescent Psychiatry Virtual Meeting.
10/28/2021

13) Children and Gun Violence During the Pandemic. Discussant. American
Academy of Child and Adolescent Psychiatry Virtual Annual Meeting.
10/27/2021

14) Youth at the Border: Where are They/We 2020. Special Interest Group Presenter.
American Academy of Child and Adolescent Psychiatry Virtual Annual Meeting.
10/24/2020

15) Impact of Child Maltreatment on Transitioning to Adulthood. Impact of Child
Maltreatment: Child and Adolescent Psychiatry Role in Risk, Resiliency, and
Systems of Care Institute Presenter. American Academy of Child and Adolescent
Psychiatry Annual Meeting. Chicago, 11 10/19/19

16) Youth at the Border: How to be Involved as a Child and Adolescent Psychiatrist
Special Interest Group Presenter. American Academy of Child and Adolescent
Psychiatry Annual Meeting. Chicago, 11 10/18/19



17) Caring for Children in Foster Care: Managing Care Transitions and Placements.
Optum Health Education webinar. 6/26/19

18) Transitioning to Adulthood from Foster Care. Clinical Perspectives Presenter.
American Academy of Child and Adolescent Psychiatry Annual Meeting. Seattle,
WA 10/25/18

19) Development of Deprescribing Guidelines in Child and Adolescent Psychiatry:
Methodology and Challenges of Systemic Literature Search. Grudnikoff E, Fox
K, Lee T. Poster Session. American Academy of Child and Adolescent Psychiatry
Annual Meeting. Seattle, WA 10/24/18

20) Echo Glen: A Model Juvenile Justice Center. Clinical Practicum Chair. American
Academy of Child and Adolescent Psychiatry Annual Meeting. Seattle, WA
10/23/18

21) Working with Gender Nonconforming Youth in Juvenile Justice Settings. Case
Conference Chair. American Academy of Child and Adolescent Psychiatry
Annual Meeting. Washington, DC 10/28/17

22) How Just is Manifest Injustice? Sussman N, Lee T, Hallgren K. Poster Session.
American Academy of Child and Adolescent Psychiatry Annual Meeting.
Washington, DC 10/25/17

23) Deprescribing in a Residential Juvenile Justice Program. Clinical Perspectives
Presenter. American Academy of Child and Adolescent Psychiatry Annual
Meeting. New York, NY 10/27/16

24) Meeting the Needs of Children and Youth with Complex Behavioral Health
Problems in an Integrated Healthcare World, Implications for Foster Care/Child
Welfare. Special Program Discussant. American Academy of Child and
Adolescent Psychiatry Annual Meeting. New York, NY 10/24/16

25) How Just is Manifest Injustice? Sussman N & Lee T. Systems of Care Special
Presentation Poster Session. American Academy of Child and Adolescent
Psychiatry Annual Meeting. New York, NY 10/24/16

26) The Impact of Psychiatry Practice Guidelines on Medication Costs and Youth
Aggression. 60" Congress of AEPNYA (Spain’s Child Psychiatry Association).
San Sebastian, Spain 6/3/16

27) Working with Gender Nonconforming Youth in Juvenile Justice Settings. Case
Conference Chair. American Academy of Child and Adolescent Psychiatry
Annual Meeting. San Antonio, TX 10/30/15
*This was the highest rated Case Conference at the AACAP Annual Meeting

28) Psychiatric Medications and Child Welfare. American Bar Association National
Conference on Children and the Law: Advancing Justice for Children and
Families. Washington, DC 7/25/15

29) Impact of Psychiatry Practice Guidelines on Medication Costs and Aggression.
Poster Session. American Academy of Child and Adolescent Psychiatry Annual
Meeting. San Diego, CA 10/23/14

30) Innovative and Promising Psychosocial and Systemic Interventions in Child
Welfare and Foster Care. Clinical Perspectives Chair. American Academy of
Child and Adolescent Psychiatry Annual Meeting. Orlando, FL 10/26/13
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31) Maltreatment, Adoption, Foster Care, Custody and Divorce Article Review.
Lifelong Learning Institute Presenter. American Academy of Child and
Adolescent Psychiatry Annual Meeting. Orlando, FL 10/25/13

32) Evidence-Based Psychosocial Interventions in Juvenile Justice. Child and
Adolescent Psychiatrists in Juvenile Justice: From Individual Care to System
Approaches. Special Program Presenter. American Academy of Child and
Adolescent Psychiatry Annual Meeting. Orlando, FL 10/21/2013

33) Practice Parameter for Working with Youth Involved with the Child Welfare
System. Member Forum Presenter. American Academy of Child and Adolescent
Psychiatry Annual Meeting. San Francisco, CA 10/25/12

34) Child Welfare Training During Child Psychiatry Residency: A Survey of Program
Directors. Poster Session. American Academy of Child and Adolescent
Psychiatry Annual Meeting. San Francisco, CA 10/24/12

35) Psychiatric Medications and Child Welfare. Casey Family Programs Training,
Seattle, teleconferenced to Phoenix, Oakland, Los Angeles, Boise, Austin, TX
and Yakima, WA 9/23/09

36) Family Integrated Transitions: From Policy to Practice to Cost-Effectiveness.
Institute: The Etiology of Antisocial Behavior: A Developmental Perspective.
Institute Presenter. American Academy of Child and Adolescent Psychiatry
Annual Meeting. Chicago, IL 10/31/08
*The Institute which this presentation was part of was one of the ten top-rated
sessions at the AACAP Annual Meeting.

37) Adapting Evidence-Based Practices: Family Integrated Transitions: A
Modification of Multisystemic Therapy. Annual Meeting of the Association for
the Advancement of Evidence Based Practice. Savannah, GA 9/25/08

38) Family Integrated Transitions: Reducing Juvenile Justice Recidivism in a Cost-
Effective Manner. Research and Training Center for Children’s Mental Health
Annual Meeting. Tampa, FL 3/5/0

39) Family Integrated Transitions. Symposium Chair and Presenter. American
Academy of Child and Adolescent Psychiatry Annual Meeting. Toronto, Canada
10/05

40) Multisystemic Therapy in Hawaii. Clinical Practicum Presenter. American
Academy of Child and Adolescent Psychiatry Annual Meeting. Honolulu HI
10/01

41) Moving Evidence-Based Practices into Field Settings: Challenges and Strategies.
Symposium Presenter. American Academy of Child and Adolescent Psychiatry
Annual Meeting. Honolulu, HI 10/01

42) A Multisystemic Therapy Continuum of Care in Hawaii. Multisystemic Therapy
Annual Conference. Savannah, GA 10/00

Selected Regional Presentations (Last 10 Years Only)
1) MST and MST-Psychiatry. UW Child Psychiatry Didactics. 10/28/2022.
2) Strategies for Overcoming Stigma Related to Substance Use and Addiction in the
AANHPI Community. Presenter and Moderator. Northwest Addiction
Technology Transfer Center Web-Based Presentation. 7/12/2022.
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3) Integrating Behavioral Health in Primary Care. Comagine Health Virtual Annual
Board Retreat. 11/17/2020

4) Health Plan Partnering Innovations. Washington State Virtual Annual Co-
Occurring Disorders Conference. 10/6/2020

5) The School to Prison Pipeline. UW Child Psychiatry Didactics. 5/12/20

6) Safety Training. Multisystemic Therapy-Psychiatry Training. Melbourne,
Australia 9/25-26/2019

7) What to Expect from Medicaid Managed Care. CBT+ Supervisors Training.
Tukwila, WA 9/18/19

8) Transforming to a Continuous Improvement Culture to Positively Impact the
Most Vulnerable. Washington Behavioral Health Conference. Vancouver, WA
6/13/19

9) Inspiring Innovations: Developing the Future Behavioral Health Workforce for
Washington State, Panelist Discussant. Seattle, WA 4/5/19

10) Inspiring Innovations: Developing the Future Behavioral Health Workforce for
Washington State, Panelist Discussant. Spokane, WA 4/3/19

11) A Fine-Grained Look at Behavioral Health Integration, Panelist Discussant. State
of Reform Pre-Conference. Seattle, WA 1/9/19

12) Brain Science and the Adolescent Mind. Evidence-Based Practices within the
Juvenile Justice System Symposium. City and County of San Francisco Juvenile
Probation Department. San Francisco, CA 2/5/18

13) Disruptive Mood Dysregulation Disorder: Fix, Future, or Fad? Evidence-Based
Practice Institute Workforce Series Webinar. Seattle, WA 1/12/17

14) Psychiatric Medications and Child Welfare. King County Dependency Court
Appointed Special Advocates Program Workshop CLE. Seattle, WA 11/7/16

15) Psychiatric Medications. Friends of Youth Training. Renton, WA 11/2/16

16) Psychotropic Medications and Children in Foster Care. Developmentally
Informed Representation of Young Children in Child Welfare. Washington State
Office of Civil Legal Aid CLE. Spokane, WA 4/29/16

17) Psychiatric Medications. Friends of Youth Training. Kirkland, WA 4/27/16

18) Psychotropic Medications and Children in Foster Care. Developmentally
Informed Representation of Young Children in Child Welfare. Washington State
Office of Civil Legal Aid CLE. Tumwater, WA 3/25/16

19) Psychotropic Medications and Children in Foster Care. Developmentally
Informed Representation of Young Children in Child Welfare. Washington State
Office of Civil Legal Aid CLE. Mt. Vernon, WA 3/18/16

20) Family Integrated Transitions. University of Washington General Psychiatry
Residency Community Leadership Pathway. Seattle, WA 3/17/16

21) Psychotropic Medications and Children in Foster Care. Developmentally
Informed Representation of Young Children in Child Welfare. Office of Civil
Legal Aid CLE. Seattle, WA 10/16/15

22) What Can You Do to Reduce Unnecessary Prescription of Psychotropic
Medications to Children in Foster Care? Children’s Justice Conference. Seattle,
WA 5/11/15

23) Child Development. Psychology 101. University Behind Bars. Monroe
Correctional Facility. Monroe, WA 3/27/15
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24) Juvenile Brain Research. Washington Defender Association: Preparing Defense
Counsel for Resentencing for Youth Serving Life without Parole. Seattle, WA and
telecast to Olympia, Kennewick, Wenatchee and Yakima, WA 7/25/14

25) Psychiatric Medications and Child Welfare: Children’s Justice Conference.
Spokane, WA 5/12/14

26) Multisystemic Therapy Overview. Seattle Children’s Hospital Psychiatry-
Psychology Trainee Didactic. Seattle, WA 3/12/14
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BACKGROUND

The Washington, DC Office of Independent Juvenile Justice Facilities Oversight
(OIJJFO) retained this writer to provide behavioral health consulting services. These services
include, but are not limited to, the review of medical records of youth in the Department of Youth
Rehabilitation Services (DYRS); review and analysis of DYRS records provided by authorized
representatives of the OIJJFO; and production of written products as requested by authorized
representatives of the OIJJFO. This report is based on consultant site visits, youth and staff
interviews, discussions with OIJJFO staff, and reviews of health care and justice system records,
including those of 17 youth in DYRS’s New Beginnings Youth Development Center (NB), a
program primarily for youth in long-term secure detention.

The OLJJFO selected 17 NB youth for review of their care and treatment based on the
presence of significant behavioral health (BH) needs. All 17 of the youth were adjudicated to NB
for rehabilitation services. The chart review focused on NB due to the higher expectation for
providing rehabilitation services, although some documents in the Youth Services Center (YSC)
charts were also reviewed because the same NB youth also resided in YSC at some point during
their confinement at DYRS. NB charts received priority because most NB youth are in the post-
adjudication phase of the court process, dealing with more serious behaviors and legal charges,
and subject to longer commitments. This extended incarceration period escalates DYRS's
responsibility to offer robust rehabilitative services, maximizing opportunities for skills training,
family therapy, and addressing individual, caregiver, peer, school, and community factors to
reduce negative and criminal behaviors. The role and function of NB can be contrasted with
YSC, where most youth are in the pre-adjudication phase of the court process—which would be
expected to affect their discussions of alleged behaviors. Additionally, youth in YSC often have
shorter stays and face a broader range of charges, from status offenses to serious felonies.
However, there is a subgroup of youth in YSC charged with very serious crimes, who are
detained for much longer periods of time while undergoing the court process. The treatment and
well-being of this subgroup of youth facing very serious charges should also be carefully
evaluated in the future but was not included in this review.

This consultant, with the OIJJFO executive director, conducted site visits to NB and YSC
on 9/11/2023 and 9/12/2023 respectively. This consultant also engaged in multiple discussions
with the OIJJFO executive director and senior analyst both prior and subsequent to the site visits.

This report summarizes the results of my review of behavioral health screening,
assessment, problem lists, treatment planning, and treatment services at NB. The sample
included 17 youth who were housed at NB for a minimum of 14 days between September 1 and



December 31, 2023. For each of the 17 youth in the sample, I reviewed available psychiatric and
psychological reports completed by independent evaluators as part of the youth’s juvenile case.
Additionally, I reviewed each youth’s behavioral health record included in the youth’s electronic
health record.! A summary of my review findings are attached to this report as an appendix.

Before addressing specific findings from my review, it is noteworthy that while all the
youth in the NB sample presented with complex behavioral health needs, there were several
characteristics common to many of the youth. Seventeen of the 17 youth in the sample were
identified as Black or African/American and one also identified as Hispanic/Latino. Problem
substance use was identified as a concern for 15 of the 17 youth; and 11 of the youth were
diagnosed with a substance use disorder either prior to admission through independent
evaluations or while at NB. Similarly, 14 of the youth in the sample experienced some type of
trauma that was noted in either the independent assessments, DYRS’ assessments, or both.
Among the 15 youth for whom cognitive testing was available, 14 of 15 showed a Full Scale IQ
in the borderline intellectual functioning range (one standard deviation below the mean) or lower.
(The validity of Full Scale 1Q scores have been scrutinized when there is marked variability
among subscale scores.? This observation is presented to underscore the extent of cognitive
challenges identified within in the reviewed NB youth cohort.) Of particular note was the
seriousness of the offenses for which many youth in the sample were committed; many offenses
involved assaults, carjacking, use of firearms (16 of 16 youth for whom charges were listed), and
in some cases murder and attempted murder. A significant number of youth in the sample also
engaged in risk-behavior while at DYRS, and all were placed on psychiatric medication for some
period during the stay at NB.

Behavioral health services represent just one component of a comprehensive
rehabilitation program for youth involved with the juvenile justice system. All staff, whether in
clinical roles, administrative support, security, safety, education, or other direct care capacities,
play essential roles in facilitating rehabilitation. To maximize the effectiveness of the program, it
is critical that each staff member understands their role in supporting youth and that all personnel
work collaboratively and in an integrated manner to promote positive outcomes for the youth
they serve.

CHART REVIEW

Through my engagement, OIJJFO requested that I review specific performance standards
that had previously been required but were not met during the now-vacated Jerry M. class action
lawsuit. The standards pertained to a range of behavioral health services including initial
screening; initial and ongoing assessments; psychiatric treatment; responses to repeated
behaviors that put individuals in risk of danger; self-harming behavior; responses to behavioral
health emergencies; and the development and implementation of behavioral health treatment

! My review of the electronic health record included available MAY SI-2 screenings, psychiatric notes, assessments
completed by the treating psychiatrists and other behavioral health staff, problem lists, group notes, mental health
SOAP notes, therapy notes, treatment plans, high risk and repeated high risk behavior assessment notes, and notes
related to incidents of suicide precautions as applicable. I also reviewed incident report summaries involving the
youth that was provided by OIJJFO.

2 Watkins MW, Glutting JJ, Lei PW (2007). Validity of the full-scale IQ when there is significant variability among
WISC-III and WISC-1V factor scores. Applied Neuropsychology, 14(1), 13-20.



plans that meet the individual needs of each youth. Each standard and the results of my review
are described below.

SCREENINGS

The standard of care requires that all youth admitted to secure youth facilities be
promptly screened for mental health and substance abuse disorders, using a standardized tool
designed to collect information to identify youth who may pose an emergency behavioral health
concern. DYRS uses the (Massachusetts Youth Screening Instrument-(Version 2) MAY SI-2,
which is a well-recognized screening instrument specifically for the use in juvenile justice
settings. Thus, in reviewing the case records relating to screenings and determining if the
standard of care was met, I considered whether all sections of the MAY SI-2 were completed and
reviewed timely by qualified staff. I also contemplated whether staft appropriately identified and
evaluated those youth whose MAY SI-2 results indicated that a youth was at increased risk of
self-injury or injury to others and might require immediate intervention for a behavioral health
related issue or warranted a more comprehensive evaluation based upon potential problems
identified during the screening.’

Performance Standard #1: For any youth at New Beginnings who flags a
caution or warning on suicidality and /or thought disorder of the MAYSI-
2, a OMHP should complete a telephone consultation and a face-to-face
assessment within 18 hours of administration of the MAYSI-2 or within a
shorter specified time period if clinically appropriate.

To assess this performance standard, I considered two criteria: (1) whether a telephone
consultation assessing suicidality or presence of thought disorder was conducted and
documented in applicable cases; and (2) whether a face-to-face behavioral health assessment was
conducted of youth who flagged a caution or warning on suicidality and/or thought disorder
within 18 hours of the administration of the MAY SI-2 or alternative screening or a lesser time if
clinically appropriate.

Among the 17 youth in the sample, 12 youth had a MAYSI-2 in their health record
associated with the reviewed admission to New Beginnings; there was no record of a MAYSI-2
administration for five youth nor documentation as to why the MAY SI-2 was not completed.
Among the 12 youth with completed MAY SI-2 screens, two flagged a caution or warning for
thought disorder and none of the 12 flagged a caution or warning for suicidality. The two criteria
described above were met for only one of the two youth.

For one of the youth, a telephone consultation was conducted,* but for the other youth
there was no documentation that a telephone consultation occurred.’ Notes reflect that each
youth received an appropriate face-to-face behavioral health consultation within 18 hours that

3 The assessment of the timeliness of the screenings was completed by OILIJFO.
4EP.
SKB.



included a review of the MAY SI-2 results and an assessment of the youth; in neither case was the
youth diagnosed with a thought disorder as a result of the assessment.®

Performance Standard #2: Youth who score a caution or warning on the
substance abuse scale of the MAYSI-2 shall promptly be screened using
the GAIN-Q screening and assessment.

As noted above, among the 17 youth in the sample, 12 youth had a MAYSI-2 in their
health records and there was no record of a MAY SI-2 administration for five youth. One youth
flagged a caution or warning on the substance abuse scale in the MAY SI-2. This youth did not
receive a GAIN-Q (or a similar assessment) within five days, nor at any time during his stay at
NB.

It is notable that while none of the other 11 youth for whom a MAYSI was available in
the record flagged a caution or warning on the MAY SI-2, independent psychological and/or
psychiatric evaluations that preceded admission to NB specifically recommended either a GAIN-
Q or substance abuse assessments for seven youth,® but no such evaluations were included in the
records. Similar recommendations were made for two youth for whom a MAY SI-2 was missing
in the record, and again neither received a GAIN-Q screening nor assessment.’

ASSESSMENTS, PROBLEM LIST, AND TREATMENT PLAN DEVELOPMENT

Behavioral health assessments are used to identify a youth’s psychological needs and
form the basis for development of problem lists and treatment interventions. The standard of care
requires the clinician to complete an assessment to interview the youth, contact family to obtain
additional information and corroborate information provided by the youth during the interview,
and review available prior assessments, independent evaluations, and treatment records. A
behavioral health assessment should include an assessment of symptoms, biopsychosocial
history, history of treatment, level of impairment, substance use, medication usage, and suicidal
risk. Assessments should be repeated at regular intervals or if there is a change (or lack of
improvement) in the youth’s condition. Problems lists should be developed based upon the
results of the assessments. Problem lists aid in organizing treatment and in ensuring all relevant
issues are being treated. They provide a summary of the results of the clinical assessments and
support the development of a clinical formulation and treatment plan. They also serve as a quick
reference point for clinicians who are providing services to the youth, especially in an
environment like a secure facility in which clinicians change over time.

A written treatment plan should be developed for each youth with identified behavioral
health needs. The treatment plan should reflect a comprehensive, individualized plan that
addresses those needs identified during the assessment process and take into consideration the

¢ KB and EP.

7EP.

8 KB, MB, JB, KK, RM, DW, and RW.

® JHA and MW. In five other records, while substance use was noted as an issue, the independent evaluators did not
specifically recommend a GAIN or other substance abuse assessment. KD, JE, JHE, JL, BM, RM. There were no
independent evaluations completed for CW.



youth’s strengths, intellectual functioning, and legal circumstances. The treatment plan should
reflect input from the youth, the youth’s family, staff involved in the youth’s custody or treatment
(including as applicable, the youth’s psychiatrist, individual and group therapists, custodial staff,
and medical staff) and be updated at regular intervals or after significant events in the youth’s life
or course of care. Treatment plans should reflect specific goals, objectives, interventions and
timeframes and identify staff responsible for the treatment intervention and frequency of
intervention. These standards were used during the instant review to assess the
comprehensiveness and quality of behavioral health assessments, problem lists, treatment plans,
and treatment services.

Performance Standard #3: Youth at New Beginnings with behavioral
health needs revealed by the assessments shall have a problem list entry
that is updated as indicated for each behavioral health need that is
addressed in the youth's treatment plan.

Because this standard involves completion of assessments, creation of problem lists, and
development of treatment plans based upon the results of the assessments, multiple criteria were
used to determine if this performance standard was met. First, I assessed whether all behavioral
health needs revealed through the behavioral health assessments were identified, considering the
results of the MAY SI-2, clinical assessments both prior to and during the youth’s admission to
NB, as well as reported behavior in the facility (e.g., assaultive, self-injurious, acute or emergent
needs, etc.).!” Second, I reviewed the problem lists to determine whether a problem list entry was
made for every behavioral health need revealed by each assessment (including those that should
have been identified by the clinician but were not). Third, I assessed whether each youth’s
problem list was created and updated, as appropriate. Finally, I assessed whether each behavioral
health problem was addressed in the youth’s treatment plan and whether the plan included
appropriate interventions. This performance standard was not met for 16 of the 17 youth in the
sample for a variety of reasons.

For 16 of the 17 youth in the sample, some behavioral health problems revealed through
screenings and assessments were not identified at NB or, if identified, were not added to the
problem list.!! Similarly, problem lists were not always updated as new problems developed or
were resolved.!? Specifically, of the 17 youth in the sample, all but one of the youth'® had
independent evaluations by either a psychologist or psychiatrist (or both) prior to admission to
NB. These reports reflected thorough and extensive assessments and, in many cases, formal
psychological testing, and included specific diagnoses and useful recommendations for treatment

10 In making this determination I determined whether the documentation of assessments reflected that the clinician
contacted available collateral data sources such as family and reviewed behavioral health assessments and treatment
interventions from prior admissions at NB or YSC and previously completed independent psychiatric or
psychological evaluations.

' The assessments completed at NB for DW identified all of the behavioral needs revealed through the MAYSI-2,
independent evaluations, and clinical assessments completed at NB. He was the only youth in the sample that had
all-inclusive assessments and/or problem lists.

12 0f the 17 youth, five youth had problem lists updated appropriately and timely (JHE, KK, JL, DW, and CW), nine
did not (KB, MB, DB, JB, KD, JHA, BM, RM, and EP) and three cases were not applicable because new problems
were not identified nor resolved (JE, RW, and MW).

13 No independent evaluations were available for CW.



and/or follow up. However, for 15 of the 16 applicable youth in the sample, at least one
behavioral health diagnosis identified by an independent evaluator was not identified at NB
and/or not included in the problem list, or if further assessment at NB indicated that the results of
the independent evaluations were no longer applicable, there was no documentation by NB staff
indicating that the findings from the independent evaluations were considered but rejected based
upon the youth’s current clinical presentation.'*

For example, in seven cases,'> trauma was not included on a problem list or was added
only well after the youth evidenced symptoms, although it was described in the independent
evaluations or through a score on the MAY SI-2. Conduct Disorders or Depressive Disorders had
been diagnosed and documented on independent evaluations for eight youth, '® but these were not
included on problem lists. In 10 cases, delinquent behaviors, including firearm charges or
carjacking charges, or repeated high-risk behaviors that occurred at NB and that warranted
focused assessment and attention, were not directly addressed in assessments or on problem
lists.!” Parent-child relational problems identified in the independent evaluations were not
incorporated on 10 problem lists.'® For four youth, substance use disorders were not included on
problem lists even though it was clearly identified in the independent evaluations.!® For 14
others, low cognitive functioning or learning disorders were not included on problem lists.?°

With respect to whether treatment plans addressed all needs and problems, for one youth
in the sample, there was no initial behavioral health treatment plan relating to the NB admission
under review, but one was completed approximately six months after admission.?! In general,
and as discussed in more detail below (see Performance Standard # 4), treatment plans for youth
did not consistently address all behavioral health needs, did not adequately deal with disruptive
behaviors, trauma-related symptoms, cognitive and learning concerns and disorders or substance
use disorders®?, and were not specifically tailored to reflect the youth’s strengths and limitations,
especially those with low intellectual functioning. There was also insufficient involvement of
family in the youth treatment plans.?®

In many cases, the behavioral health treatment plans lacked details of the specific
treatment interventions to be provided, the clinician who was to provide the treatment, and the
frequency of treatment. Most treatment plans included generic statements such as “referral to
psychiatry,” “psychiatry follow up, ”

29 ¢¢ 99 ¢

substance abuse education,” “individual therapy,” and
“psycho-education groups” but specific groups or treatment interventions were not detailed in the

14KB, MB, DB, JB, KP, JE, JHA, JHE, KK, JL, BM, RM, EP, RW, and MW. While these independent evaluations
were completed prior to the youths’ admission to NB and were available to NB staff, there is no evidence in the
behavioral records that the NB behavioral health staff utilized the diagnostic or treatment information in the
independent evaluations in formulating treatment for the youth.

15 KB, MB, KD, JE, KK, MW, and RM.

16 KB, DB, JE, JHA, RM, EP, DW, and MW.

7 MB, DB, JE, JHA, KK, JL, BM, EP, RW, and MW.

18 Parent child relational problems were identified in a number of independent assessments and specific treatment
recommendations for this problem were specified. KB, DB, JB, JE, KD, MW, KK, BM, RM, and EP.

9 MB, JE, JHA, and RM.

20 KB, MB, JB, KD, JE, JHA, JHE, KK, JL, BM, RM, EP, RW, and MW.

2 CW.

22 KB, MB, DB, KD, JE, JHA, JHE, BM, RM, EP, DW, RW, and MW.

3 MB, KD, JE, JHA, BM, RM, EP, and DW.



treatment plans. Treatment plans for a number of youth did not include interventions tied to each
problem on the problem list. Plans did not typically address youth behavior between treatment
plans and thus it was not clear that treatment regimens were modified based upon the youth’s
clinical presentation and behavior and effectiveness of treatment. Except for psychiatry services,
providers responsible for services were not specifically identified. The days and times of services
were not specified in any of the treatment plans reviewed. Finally, in several cases, the same
interventions were repeated for every problem on the problem list regardless of the nature of the
problem listed.**

In some cases, updated treatment plans did not include interventions for problems that
had previously been treated, but these same problems remained as problems on the problem list,
and there was no documentation explaining why treatment had ceased or that the problem had
been resolved.? Finally, specific treatment recommendations made in the independent
evaluations were often not included in the youths’ treatment plans and documentation reflecting
why the treatment-related recommendations were not being followed was missing.?® In one case,
individual therapy was included in the NB treatment plan despite recommendations against its
use by independent evaluations due to the youth’s cognitive challenges.?’

TREATMENT AND PSYCHIATRIC SERVICES

Treatment services for youth should be individualized based upon the youth’s needs,
response to treatment (or lack thereof) and intellectual and developmental functioning, and
support the transition of youth to the planned next setting. Family should be included in the
youth’s treatment program to the greatest extent appropriate. Documentation in the record
relating to treatment services should address the specific interventions that form the basis of the
treatment plan, the frequency of treatment and provide regular, periodic updates describing the
youth’s participation in and response to treatment.

Psychiatric assessments should be completed for all youth with symptoms of a behavioral
health need. With the consent of the youth and parent/guardian, medication should be offered and
provided where indicated and medication use and monitoring should be consistent with facility
standards. Assessments by a psychiatrist should be completed at appropriate intervals until a
youth’s condition is stabilized and reflect the youth’s clinical presentation, response to treatment
and his or her documented behavior in the facility. Problem lists should be updated as new
problems were identified or existing problems resolved.

Performance Standard #4: Youth shall receive behavioral health services
consistent with the service needs identified in their initial and updated
behavioral health screenings and assessments and treatment plans.

This performance standard is closely related to Performance Standard # 3, which focuses
on the development of a problem list and treatment plan. While Performance Standard # 3 is

24 JE, KK, and RW.
25 (Not exhaustive list) Examples include KB, JHA, KK, RM, and EP.
26 KB, MB, DB, JB, KD, JHA, KK, RM, DW, RW, and MW.
27
KD.



intended to ensure that comprehensive problem list and treatment plans are developed,
Performance Standard # 4 focuses on whether behavioral health services consistent with the
problem list and treatment plan are delivered. In general, behavioral health records for youth in
the sample indicate that individualized treatment plans generally did not reflect appropriately
tailored treatment interventions. Further, behavioral health records show insufficient treatment
for a variety of problems, such as substance use, disruptive behavior disorders, conduct
disorders, including firearm- and carjacking-related behaviors, and trauma-related symptoms.

To meet this standard, all evident behavioral health problems must have been included on
a youth’s problem list and treatment plan, and the youth had to be provided with behavioral
health services consistent with their evident behavioral health needs. Treatment plan services
should be likely to address the youth's identified needs in a meaningful way. For all 17 youth in
the sample, I identified gaps in services and therefore found unmet or inadequately met needs.

None of the 17 youth were provided behavioral health services that were consistent with
all of their behavioral health needs. As described above, the needs that were not addressed
include low cognitive functioning and learning concerns or differences. There was insufficient
treatment provided to youth for disruptive behavior disorders, PTSD, trauma-related symptoms,
substance abuse use, and general disruptive behaviors. Additionally, there was insufficient
involvement of the families in the youth’s care. In some cases, updated treatment plans did not
include interventions for problems that had previously been treated, but these same problems
remained as problems on the problem list, and there was no documentation explaining why
treatment had ceased or that the problem had been resolved.?® In other cases, notes in the record
suggested some kind of treatment was being provided for a specific problem, but the treatment
plan did not link the provision of treatment that specific problem.?’ In still others, notes
suggested treatment was being provided for a problem not on the problem list.°

The services and interventions that were delivered were not likely to address the needs in
a meaningful way. There were two areas in which treatment services were particularly
problematic. Identified substance use concerns or disorders were not treated or addressed in a
manner that would be expected to reduce or address youth substance use in the community. None
of the youth in the sample received a GAIN or dedicated substance abuse assessment to identify
the scope of the individual’s substance use, amenability to treatment, or treatment most likely to
effectively address the youth’s use of substances. Most youth with identified substance use
concerns did not receive evidenced-based substance use services while in NB.*! The documented
substance use services provided were minimal in breadth and depth and were not tailored to
specific youth needs. There were no documented individualized relapse prevention plans or skills
that youth practiced and learned in NB that they could be generalized to the community. There
were no substantive discussions of the risk and protective factors in the multiple domains known
to influence substance use, including peer relations, family dynamics, and leisure activities. For
example, 15 of the 17 youth had substance use or substance use disorder identified prior to

28 (Not exhaustive list) Examples include KB, JHA, KK, RM, and EP.

2 (Not exhaustive list) Examples include KB, MB, DB, JL, and DW.

30 (Not exhaustive list) Examples include JE, BM, DW, and EP.

31 Goldman P, Wilson JD (2023). Implementation of substance use services to justice-involved youth: Examining
barriers, facilitators, and best practices. Journal of Correctional Health Care, 29:347-354.



adjudication in court documents and/or in the NB Problem List or Treatment Plan. Of these 15
youth with identified substance use concerns, 11 did not have any evidenced-based substance use
education or treatment group sessions documented in their health record while in NB. Among the
four youth with documented substance use group attendance, one youth attended nine substance
use treatment group sessions, a second youth attended one substance use education group, a third
youth attended three substance use treatment groups, and a fourth attended six substance use
treatment groups while in NB. The group activities, such as watching videos then discussing,
coupled with other documented substance use and mental health and treatment activities would
not be expected to effectively address substance use behaviors post-release. Parent/caregiver
education on strategies for addressing their children’s substance use was generally lacking or
limited on the occasions when clinicians connected with caregivers. Nor was there documented
evidence that strategies such as multi-dimensional family therapy or functional family therapy
that were recommended by independent evaluators to address substance abuse were
implemented.

Similarly, treatment for disruptive behavior was ineffective in producing meaningful
short- or long-term improvements. NB clinicians usually met or tried to meet with youth
approximately weekly or every two weeks. However, in order to generalize treatment gains into
the community, youth must frequently practice skills in settings and situations more similar to
their post-release environments; this was not evidenced in the records reviewed. Meeting with a
therapist 30-60 minutes per week is insufficient compared to 110 waking hours youth spend
outside of the therapy room, missing many opportunities for rehabilitation and meaningful
behavior change. The differences between the NB environment and the communities to which a
youth will return limit opportunities for developing the skills youth will need post-release. In
addition, the use of restrictive programming, including room and unit confinement, imposes
external controls and inhibits self-regulation skill development which will be needed once the
youth is released.?? Treatment notes showed some discussion, teaching, and practicing of specific
skills in session. However, references to using skills, and barriers to using skills, between
sessions were limited, including after high-risk behaviors. There was no observable evidence of
coaching skills in the moment in the NB milieu, particularly when a youth exhibited negative
behaviors, behavioral or emotion dysregulation, or was involved in conflict with peers or staff.
Overall, the type and frequency of skills training would not be expected to lead to more effective
coping and problem-solving.

There was also a lack of sufficient involvement of the family in the youth’s care.
Independent evaluations of youth in the sample frequently recommended involvement of family
in the youth’s care and treatment, but the records reflected a lack of family involvement in most
treatment for most youth in the sample. Parent/caregiver involvement is central to many effective
treatments for adolescent disruptive behavior and substance use.** NB notes indicate that family

32 Evidence for enhancing the current approach includes high recidivism rates - 92% of the youth who are involved
with or complete DYRS commitment are rearrested, and 47.6% are convicted or adjudicated on new charges within
two years (referenced earlier in this report). As of the time of my record review, eight out of the 13 youth discharged
from NB engaged in at least one high-risk behavior in the month before release. This indicates that at the time of
release, a majority of youth were unable to effectively manage their behavior and emotions and/or resolve conflicts.
33 McCart MR, Sheidow AlJ, Jaramillo J (2022). Evidence base update of psychosocial treatments for adolescents
with disruptive behavior. Journal of Clinical and Child & Adolescent Psychology, DOI:
10.1080/15374416.2022.2145566; Pina AA, Polo AJ, Huey SJ (2019). Evidence-based psychosocial interventions



involvement in BH treatment and transition planning is limited. For instance, of the 13 families
whose children were discharged as of the time of this review,** only four received a call from a
therapist within 1-2 months before release, and typically only one call was made. This lack of
communication means that families missed out on learning strategies for supporting their
children and addressing family dynamics that reduce recidivism and substance use.
Strengthening the family component of NB treatment is essential to fostering good long-term
outcomes.

Additionally, group notes reflecting the group therapies provided for each youth were
completed on an inconsistent basis, sometimes completed weekly and other instances there were
gaps of many months between group notes. In those cases, it was unclear if any services were
being provided during these periods. Group and therapy notes frequently reported “minimal
progress” or poor engagement of the youth in treatment, but treatment plans and therapy services
were rarely modified due to lack of progress or engagement. A review of therapy and group notes
also suggests that services were not consistently individualized to reflect the specific strengths
and needs of individual youth. For example, the records did not reflect that group curricula were
modified to account for a youth’s low cognitive functioning and learning concerns. Indeed, a
number of records show that youth were given written materials to study or complete despite the
fact evaluations reported that the youth had language and/or reading disorders, low reading
skills, and/or borderline or below cognitive functioning. As noted above, the frequency and
intensity of services to address disruptive behavior disorders, including conduct disorders, were
inadequate and in some records, it appeared substance abuse treatment was limited to individual
therapy as opposed to evidence-based treatment for problem substance use. Further, the records
did not evidence specifically tailored interventions to engage youth with reported minimal
participation in therapies or reflect substantive changes to treatment plans when progress was
minimal.

Performance Standard #5: For youth on psychotropic medication, conduct
weekly psychiatric assessments until the youth have been stabilized, and
thereafter, the psychiatric assessments shall be conducted as clinically
indicated.

All of the 17 youth reviewed in the sample were prescribed psychiatric medications at
some point during their stay in NB. All received proper psychiatric treatment, which included
appropriate initial and follow-up care, and assessments of symptoms, medication effectiveness,
and side effects. They also received psychiatric education and informed consent. Follow-up
intervals were appropriate, and the psychiatrist consistently rescheduled appointments missed
due to a youth’s refusal at weekly intervals until seen.

Documentation in the medical record by the treating psychiatrist of all 17 youth in the
sample evidences the clinical basis for each medication ordered and, as applicable, for changes in
dosage, frequency or timing of medication administration. The purpose of each medication was
discussed with the youth (and with the consenting parent or guardian) and documentation of the

for ethnic minority youth: The 10-year update. Journal of Clinical Child & Adolescent Psychology,
DOI:10.1080/15374416.2019.1567350
34 The four other youth have been discharged since the time of my review.
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discussions was found in each record. Additionally, the records reflected efforts by the
psychiatrist to address the concerns about medication expressed by youth, such as sleepiness,
lack of sleep, or lack of effectiveness of a certain medication.* In some cases, the psychiatric
notes included references to disruptive behavior that may have occurred between visits,*® but in
other cases, some instances of disruptive behavior were not specifically addressed in some of the
psychiatric notes.>” Whenever changes were made to medications or dosages, the youth was seen
weekly until the psychiatrist determined that the youth was stable.*® Medication compliance was
also addressed in those cases where it was deemed to be an issue,>’ and in several cases the
psychiatrist suggested that the team consider some kind of incentive to achieve compliance,
although there is no evidence that this was followed up and included in the treatment plan.*’

ACUTE OR EMERGENCY SERVICES

Performance Standard #6: Youth with acute or emergent mental health
needs (e.g., suicidality or thought disorder) should be assessed by a
OMHP within one hour of referral to a qualified behavioral health
provider.

This provision ensures that youth who evidence an acute or emergent mental health need
(for example suicidality or a thought disorder) are assessed by a qualified mental health
professional within one hour of referral. This ensures that youth at imminent risk of injury to self
or others are examined on an expediated basis so that immediate treatment or referral for
inpatient psychiatric treatment, as appropriate, can be implemented.

Of the 17 youth in the sample, two of the youth evidenced acute or emergency mental
health needs during the review period, and 15 youth did not. One youth evidenced suicidal
thoughts and was seen within one hour of referral to behavioral health.*! He was placed on
suicide precaution status for sixteen days, and he was closely monitored by direct care staff.
Similarly, the second youth*? was also assessed within one hour of referral to behavioral health
staff of evidencing an acute or emergent mental health need, a suicidal gesture and subsequent
suicide attempt. He was also placed on suicide precaution status and was closely monitored until
removed from SPS status. The assessments placing each youth on suicide precaution status were
comprehensive and supported the decision of the clinician that a higher level of supervision was
needed.

Performance Standard #7: A QMHP shall assess, supervise, and provide
appropriate interventions to youth on suicide precaution status as
clinically indicated.

35 JHE, KK, BM, RM, CW, RW, and MW.
36 DB, JB, JHA, and JHE.

3T KB.

38 JB, JE, and BM.

3 MB, DB, JB, JHE, CW, and RW.

40 MB, DB, and JB.

41 KD.

42 JHE.
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As discussed above, this provision was applicable to two of 17 youth in the sample and
was not applicable for 15 youth. The care provided to the two youth met the standard. For one
youth there was documentation that the youth was assessed at least once per day by behavioral
health staff for all but two of the days he was on suicide precaution status and for the second
youth there was documentation of daily assessments for every day the youth was on suicide
precaution status. In both cases, the daily assessments included consideration of whether the
youth required acute psychiatric care, reported on current behavior and changes in thoughts and
behavior, and addressed what level of observation was appropriate. A special management plan
providing guidance to staff on interventions and triggers was present in each record and a note
documenting why the youth no longer needed suicide precaution status was also found and
supported the discontinuation of suicide precaution status.

Performance Standard #8: Behavioral health assessments of youth who
engage in repeated self-injurious behavior, or any other type of repeated
behavior which puts them, or others, at serious risk of harm shall be
conducted. As indicated and appropriate, within 24 hours of such repeated
behavior, management strategies aimed at reducing the risk of the
identified behaviors shall be implemented consistent with the youth's
treatment plan, including any revisions to such plan resulting from the
assessment.

Youth who engage in repeated behaviors that put themselves or others at risk of serious
harm should be assessed promptly and strategies to manage the behaviors and reduce the risk to
the youth and others should be developed and implemented to ensure the health and safety of the
youth and others who are at risk. Treatment plans for youth should be updated if warranted based
upon the assessment. Of the 17 youth in the sample, 16 youth engaged in repeated behaviors that
put others at risk, and one youth did not.** The repeated high-risk behaviors for the youth in the
sample involved assaults on staff, fights among youth, or significant damage to property.

Timely assessments by behavioral health staff were found for all 16 youth who engaged
in repeated behaviors that put self or others at risk. The assessments of five youth addressed the
repeated high-risk behaviors, the related symptoms, and included a clinically-based theory for
the behavior,** but assessments for 11 youth did not meet this standard. In the cases in which this
standard was not met,*’ the assessments did not include a clinically-based theory of the behavior.
Symptoms were not described nor was behavior linked to any problem on the problem list. The
youth’s participation and engagement in treatment was not reviewed in these assessments. The
youth’s explanation for the behaviors was included, but it was not a cl/inical assessment of the
behavior or the youth’s rationale for his actions.

Management plans that included specific and individualized strategies to reduce the risk
of repeated high-risk behaviors were not found in any of the 16 applicable cases. Documented
strategies were limited to advice for the youth to use self-control skills after each incident of
repeated behavior, but no new strategies were developed despite the fact the youth continued to

B CwW.
4 KB, JE, DW, RW, and MW.
4 MB, DB, JB, KD, JHA, JHE, KK, JL, BM, RM, and EP.
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evidence an inability to use their self-control skills. There was no evidence that incentives were
considered as a strategy to reduce the repeated high-risk behavior. Further, there were no updates
or changes to the youths’ treatment plans in any of the 16 applicable cases despite the repeated
high-risk behaviors. In fact, documentation consistently stated that updates to the treatment plans
were not required.

Performance Standard #9: A QOMHP shall monitor youth, as clinically
appropriate, following the determination that a youth at New Beginnings
is in need of emergency psychiatric hospitalization until such time as the
youth is transported out of the facility.

This was not applicable for any of the 17 youth in the sample. There were no youth in the
sample for whom emergency psychiatric treatment was required, thus this was not applicable in
any of the cases.

SUMMARY OF FINDINGS AND RECOMMENDATIONS

1. Strengthen Rehabilitative Model and Therapeutic Environment. To fulfill its
mission of juvenile rehabilitation, DYRS must evolve into a fully therapeutic
environment. Every staff member, regardless of role, must become a consistent agent of
recovery and growth. The relatively high rates of youth who were involved with or
completed DYRS commitment who were rearrested (92.7%) and convicted or
adjudicated (47.6%) on new charges within two years*® highlight the need for this
transformation to provide durable rehabilitation. DYRS records show that a total of 30
youth adjudicated to the New Beginnings (NB) facility for rehabilitation in 2023
successfully completed the NB program and were subsequently released. Post-release
information for these 30 youth show that at least 21 youth (70%) have recidivated.
Sixteen youth returned to the custody of DYRS or were detained in a jail in DC or
Maryland, and five have been charged with additional crimes in DC.*’ Rehabilitation
cannot be compartmentalized into a few hours of individual and group therapy each
week. Any and all interactions between youth and staff should be viewed opportunities
for teaching and skills training. In order to support and provide consistent rehabilitation
to youth, all staff, including those who are not therapists in the conventional sense, such
as administrators, teachers, custody staff, and others, must be trained to be therapeutic in
their interactions with youth. Youth spend more time with custody, direct care, and
education staff than behavioral health clinicians. As a result, non-clinical direct care staff
have great potential to influence youth behavior and rehabilitation. At the same time,
DYRS licensed clinicians play critical roles in rehabilitation, including identifying
treatment needs, providing individual and family therapy, educating staff, and managing

46 Erin Partin, Criminal Justice Coordinating Council (2022) Juvenile Recidivism: A 2018 Cohort Analysis.
https://cjcc.dc.gov/sites/default/files/dc/sites/cjcc/Juvenile%20Recidivism%202022%20-%20FINAL_v2.pdf.
Accessed 10/30/2024

47 OIJJFO staff have stated that these figures are based only on DYRS and DC Superior Court records and not a
review of broader adult criminal justice systems around the District of Columbia and thus may undercount the
number of individuals who had additional contact with the juvenile or criminal justice system.
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treatment plans. Licensed clinical staff should help train non-clinical staff to be
therapeutic in their interactions with youth and families, and clinical and non-clinical
staff should collaborate on the development of treatment and release plans. All staff must
work together to teach and reinforce youth and parent/caregiver skillful behavior and
ensure a consistent and supportive environment for rehabilitation. By reinvesting in
comprehensive treatment resources, staff training, therapeutic programming that can be
more targeted and individualized to specific youth needs, and integrating family-based
services, DYRS can fulfill its mission of juvenile rehabilitation. The future of the youth
adjudicated to DYRS custody, and the safety and well-being of the community depends
on it.

High Needs. The NB youth whose charts were reviewed showed high behavioral health
and social needs. These needs often span multiple domains, including mental health,
emotion and behavioral regulation, cognitive and learning concerns, school engagement
and performance, substance use, family challenges, financial difficulties, peer
affiliations, racial inequities, community concerns, and other social drivers of health.
Rehabilitation services and community reentry for these youth require careful and
comprehensive planning and interventions.

Family Engagement. The engagement and participation of family/caregiver, fictive
kin/family members of choice, and caring adults are essential to successful rehabilitation.
Treatment plans and rehabilitation services benefit from intentional family involvement.
Most youth will return to their families after release, and research shows that families
can significantly influence youth behavior and juvenile system recidivism. Youth who do
not return home will benefit from the involvement of caring adults from the settings
where the youth will live. Elevating family and youth voice in assessment and treatment
planning will enhance family engagement and the implementation of interventions that
align with family culture and values. DYRS should facilitate and ensure regular and
frequent contact and therapeutic work with families and caregivers.

Diverse Treatment Programs and Environments. DYRS must broaden the variety of
treatment programs and environments in NB. Expanding the range of services and
rehabilitation settings will benefit youth by providing more individualized and
generalizable support. This progressive continuum is essential for the development of the
skills needed for positive community reintegration. Reducing time spent in restrictive
environments better prepares youth for release. Prolonged room and unit confinement
can negatively impact emotional well-being, increase irritability, and inhibit the
development of self-regulation skills. DYRS facilities should be modified, as much as
possible, to offer less restrictive and more normative home- and community-like settings.
Programming should be enhanced so staff can provide coaching in the milieu. Youth who
demonstrate more skillful behaviors should be provided opportunities to live in
environments that more closely resemble their future living situations. Learning and
practicing skills in more natural and interactive settings will increase the likelihood that
treatment gains will generalize to the community.

Early Discharge Planning. Discharge/release planning must begin at DYRS admission
to ensure a smooth transition back into the community. Transition plans should be
developed through regular and ongoing communication among youth, family, DYRS
staff, and community partners. Detailed release preparations should include specific
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plans for youth prosocial activities and schedules, family responsibilities, behavioral
health treatment, school/vocational training, and DYRS and court support and oversight.
Dedicated Staff. DYRS staff and leaders are hard-working and committed to serving the
youth in their care. During the site visits, staff consistently shared how much they care
for the youth in their custody and advocated for the highest quality services and supports.
Sufficient Staffing. DYRS must ensure that they continue to employ and train sufficient
numbers of qualified staff to provide youth effective rehabilitation services.

Timely Access to Inpatient Psychiatry. DYRS must collaborate with government and
community partners to ensure timely access to inpatient psychiatric services when youth
in DYRS facilities require this level of care.

Competitive Compensation. DYRS must ensure that employee compensation is
sufficient to recruit and retain qualified staff, especially those in direct care, treatment,
and leadership roles, to work with youth and families with complex needs.

Ongoing Training. Continuous and ongoing staff training and supervision must be
prioritized and funded to promote staff skill development and mitigate any negative
effects of staff turnover.
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Assessment Questions
(Yes, No, or N/A if the question does not apply to youth
in the sample)

KB

MB

DB

KD

JHA

JHE

KK

BM

RM

EP

DW

cw

RW

MwW

Comments why not met

V.A1b.i.

Assess whether a telephone consultation assessing
suicidality or presence of thought disorder was conducted
and documented for youth who flagged a caution or warning|
on idalitv and/or thought disorder.

No

N/A

MAYSI MISSING

N/A

MAYSI MISSING

MAYSI MISSING

MAYSI MISSING

N/A

N/A

N/A

N/A

N/A

N/A

N/A

MAYSI
MISSING

KB not met - no evidence of telephone consultation. In EP, note reflected that MH said they would speak to youth and
face to face held, standard met.

V.A1b.i.
Assess whether a face-to-face behavioral health
by beh: | health was of youth
who flagged a caution or warning on suicidality and/or
thought disorder within 18 hours of the administration of
the MAYSI-2 or alternative screening or a lesser time if
linicallv anorobriate.

N/A

MAYSI MISSING

N/A

MAYSI MISSING

N/A

MAYSI MISSING

MAYSI MISSING

N/A

N/A

N/A

N/A

N/A

N/A

N/A

MAYSI
MISSING

V.A1b.i.

Assess whether the results of the MAYSI-2 (all relevant
indicators) were incorporated into the youth's problem list
and treatment plan.

No

N/A

MAYSI MISSING

N/A

MAYSI MISSING

N/A

MAYSI MISSING

MAYSI MISSING

No

N/A

N/A

No

N/A

No

MAYSI
MISSING

KB not met as trauma and depression not in initial plan but added in next plan the following month. KK not met while
Trauma was addressed in tx plan not added to problem list, despite MAYSI screen positive for trauma. EP not met -
thought disorder. RW not met - firearm related CD/DBD, low cognitive functioning and LD missing from problem list .

V.A5.d.i.

Assess whether any youth who flagged a caution or warning
on the substance abuse scale in the MAYSI-2 received the
GAIN-Q within 5 days. If there is evidence of some other
substance abuse assessment, that would be relevant as
well.

N/A

N/A

MAYSI MISSING

N/A

MAYSI MISSING

MAYSI MISSING

MAYSI MISSING

N/A

N/A

N/A

N/A

N/A

N/A

N/A

MAYSI
MISSING

EP notmet as youth scored warning on Alcohol/Drug MAYSI but no GAIN completed.

V.A1.c.i.

Assess whether all behavioral health needs revealed
through the behavioral health assessments the youth
received were identified. This should consider MAYSI-2
results, clinical assessments, as well as reported behavior
in the facility (e.g., assaultive, self-injurious, acute or
emergent needs, etc.)

No

(missing low
cognitive
functioning)

No

(also trauma
flagged on
MAYSI but not
on problem list.
Also missing
conduct d/o and
marijuana use
from
independent
evals)

No

(Missing Major
Dep d/o from
independent evals
and missing DBD
conduct d/o
cognitive concerns|
and learning
differences)

No

(also no mention
of depression
despite score of
caution on MAYSI
and dx of major
depression d/O in
Index eval)

utD

KB not met due to low cognitive functioning. MB not met as DBD including carjackings, SUD, other specified trauma
and stressor related DO, low coghitive functioning and LDs. DB not met because assessment failed to adequately
address conduct disorder (youth met criteria for diagnosis) and failed to include history of including firearm and
carjacking related behaviors nor address in tx plan. JB not met due to not considering low cognitive functioning in
treatment. KD not met due to missing diagnoses of unspecified trauma and related stressors, parent-child problem,
low cognitive functioning and LD. JE not met DB/CD including firearm and carjacking behaviors, SUD, cognitive and
learning concerns. JHa not met as DMDD, DBD/CD including firearm and carjacking behaviors, SUD, low cognitive
functioning, SLD. JHe not met conduct disorder not formally diagnosed and youth likely met criteria, cognitive
concerns /ID (FSIQ 58) warrants more than borderline intel functioning dx (low cognitive functioning better statement)
and treatment plan issues. KK not met DBD/CD including firearm and carjacking behaviors, low cognitive functioning ,
trauma-stress related DO. JL not met because missing diagnosis of conduct disorder and failure to address firearm
charges and cognitive and learning concerns. BM not met no treatment plan, Prob list did not include behaviors
consistent with conduct d/o (i.e., firearm charges) or cognitive concerns and learning differences. RM not met DBD
including conduct D/O related behaviors, SUD, PTSD, cognitive concerns and learning differences. EP not met
DBD/Conduct DO including firearm and carjacking behaviors, learning disorders. CW unable to determine as outside
evals were not available. RW not met assessment did not reflect firearm related CD/DBD diagnosis, low cognitive
functioning and LDs. MW not met DBD including firearm related behaviors, other trauma and related stressors related
DO, parent child relational problem, depression, low cognitive functioning and LDs.




Assessment Questions KB MB DB B KD JE JHA JHE KK L BM RM EP bW cw RW Mw Comments why not met
(Yes, No, or N/A if the question does not apply to youth
in the sample)
V.A1.ci. No No No No No No No No No No No No No No uTD No No KB not met due to low cognitive functioning not listed and MAYSI flag not included. MB not met, DBD, SUD, cognitive
Assess whether a problem list entry was made for each (DMDD and Trauma (missing low (Problem list did (Missing Major (also missing (Prob list concerns. DB not met because conduct disorder, including firearm and carjacking related behaviors notincluded in
behavioral health need revealed by each assessment; not added) cognitive not include DMDD Dep d/o from DMDD and included assessment despite meeting criteria. JB not met due to not addressing low cognitive functioning. KD not met due to
functioning) or SUD dx despite independent evals Conduct D/O) DMDD, missing diagnoses of unspecified trauma and related stressors, parent-child problem, low cognitive functioning and LD.
independent missing DBD Insomnia, Major JE not met DB/CD including firearm and carjacking behaviors, SUD, cognitive and learning concerns. JHa not met as
evals, nor was conduct d/o Depressive DMDD, DBD/CD including firearm and carjacking behaviors, SUD, low cognitive functioning, SLD. JHe not met conduct
borderline Intel cognitive concerns| Disorder, ADHD disorder not formally diagnosed and youth likely met criteria, cognitive concerns /ID (FSIQ 58) warrants more than
functioning and learning and MJ use) borderline intel functioning dx (low cognitive functioning better statement) and treatment plan issues. KK not met
included) differences) DBD/CD including firearm and carjacking behaviors, low cognitive functioning, trauma-stress related DO. JL not met
DBD consistent with conduct disorder including firearm charges and coghnitive and learning concerns. BM not met no
treatment plan, PL did not include/address behaviors consistent with conduct d/o including firearm charges or
cognitive concerns and learning differences. RM not met DBD including conduct D/O related behaviors, SUD, PTSD,
cognitive concerns and learning differences. EP not met DBD/Conduct DO including firearm and carjacking behaviors,
learning disorders and MAYSI- flags notincluded. DW not met DBD, CD-firearm behavior, low or borderline intellectual
functioning learning disorders. CW unable to determine as outside evals were not available. RW not met firearm
related CD/DBD, low cognitive functioning and LDs should have been in problem list. MW not met DBD including
firearm related behaviors, other trauma and related stressors related DO, parent child relational problem, depression,
low cognitive functioning and LDs.
V.A1.c.i. No No No No No N/A No Yes Yes Yes No No No Yes Yes N/A N/A KB not met because missing low cognitive functioning in treatment planning. MB, not met because missing DBD, SUD,
Assess whether the problem list was updated, as (missing low (Trauma never (but conducted) (updated with cognitive concerns. DB not met because conduct disorder, including firearm and carjacking related behaviors should
appropriate; cognitive added to problem suicide attemptin have been included on problem list and addressed in treatment plan. JB not met due to not considering low cognitive
functioning) list) February 2024) functioning. KD not met due to missing diagnoses of unspecified trauma and related stressors, parent-child problem,
low cognitive functioning and LD. JHa not met not met as DMDD, DBD/CD including firearm and carjacking behaviors,
SUD, low cognitive functioning, SLD. BM not met because treatment plan, PL did not include behaviors consistent
with conduct d/o including firearm charges or cognitive concerns and learning differences and these were not
adequately addressed treatment plan. RM not met because DBD including conduct D/O related behaviors, SUD, PTSD,
cognitive concerns and learning differences were not adequately addressed in problem list or treatment plan. EP not
met DBD/Conduct DO including firearm and carjacking behaviors, learning disorders.
V.A1ci. No No No No No No No No No No No No No No No No No KB not met because missing GAIN and functional assessments recommended by indep evaluators and inappropriate
Assess whether each behavioral health problem was (Recs from (Also, trauma not |(Tx plans between (Trauma never (missing trauma (SUD per txplan | (Until 6/2/23 tx (Trauma not (None of tx plans | (Problems were [ (Only tx plan at intervention. MB not met due to insufficient tx of DBD, SUD, trauma, consideration for cognitive and learning concerns
addressed in the youth’s treatment plan and included independent evals |addressed 6/23 and 1/29/24 added to problem | and marijuana "as needed." No |plan, tx plans were sufficiently included specific |on tx plan butno |NB dated 6/23. and insufficient involvement of family. DB not met because conduct disorder, including firearm and carjacking related
appropriate interventions. such as family specifically intx  [missing list. No SUD use) family therapy) missing frequency addressed, interventions or  |interventions Referred to behaviors. JB not met insufficient treatment for DBD/CD, SUD, consideration for low cognitive functioning, insufficient
therapy and GAIN  |plan. Plan only interventions for groups in tx plan. of interventions. No generic frequency of were specified, |psycho-ed involvement of family. KD not met because insufficient tx for disruptive behavior, SUD, and trauma symptoms, lack of
notimplemented. |included generic |problems) No changes in inclusion of med interventions. interventions. No |who was to do groups and SUD consideration for cognitive and learning concerns, insufficient involvement of family. JE not met because insufficient
Index eval noted reference to interventions in tx mgtor psych f/u Some missing group notes of any | them or groups but not treatment for disruptive behavior, SUD, trauma, lack of consideration for cognitive and learning concerns, insufficient
that because of psycho-ed groups plan despite included. Tx Plan plans) kind during this frequency specific groups) involvement of family in treatment. JHa not met because insufficient treatment for DBD, SUD, PTSD, insufficient
deficiencies in without specifying plans noting min said use admission) indicated) consideration for cognitive concerns and learning differences, insufficient involvement of family . JHe not met because
verbal expression  [which groups. progress) motivational insufficient treatment for DBD, SUD, PTSD, insufficient 1 for cognitive concerns, i 1tinvolvement

trad talk therapy
may not be
effective. Rec
functional
assessment by
behavioral
specialist)

SUD groups
mostly watching
videos)

interviewing but not
if for IT or group
therapy or both)

of family. KK not met insufficient treatment for DBD/CD, SUD, trauma, insufficient consideration for cognitive
concerns, insufficient involvement of family. JL not met - DBD/Conduct DO including firearm charges, SUD, PTSD,
insufficient consideration for cognitive and learning concerns, insufficient involvement of family. BM not met
insufficient treatment for DBD, SUD, PTSD; insufficient consideration for cognitive concerns and learning differences,
insufficient involvement of family. RM not met DBD including conduct D/O related behaviors, SUD, PTSD, cognitive
concerns and learning differences and insufficient involvement of family. EP not met insufficient treatment of DBD,
CD, SUD, PTSD, consideration for learning differences, insufficient involvement of family. DW not met insufficient
treatment for DBD, SUD, cognitive concerns, PTSD, insufficient involvement of family. CW not met insufficient
treatment for DBD and SUD. RW not met insufficient treatment for DBD, SUD, PTSD, cognitive and learning concerns
insufficient involvement of family. MW not met insufficient treatment for DBD, SUD, trauma, cognitive and learning
concerns, insufficient involvement of family.




Assessment Questions KB MB DB B KD JE JHA JHE KK L BM RM EP bW cw RW Mw Comments why not met
(Yes, No, or N/A if the question does not apply to youth
in the sample)
V.A5.b.i. No No No Yes No No No No No No No No No No uTD No No KB not met due to low cognitive functioning. MB not met due to insufficient tx of DBD, SUD, trauma, consideration for
Assess whether all of the behavioral health needs revealed (Tx plans between (tx plan included | (No SUD groups. (onlyonetx |cognitive and learning concerns and insufficient involvement of family. DB not met because conduct disorder,
in the screenings and assessments were included in the 6/23 and 1/29/24 tx for depression| Trauma not plan (7/24/23)|including firearm and carjacking related behaviors. KD not met due to missing diagnoses of unspecified trauma and
problem list and addressed in each youth’s treatment plan missing and insomnia addressed in tx for entire related stressors, parent-child problem, low cognitive functioning and LD. JE not met because insufficient treatment
and, if not, which needs were not included in the problem interventions for but nottrauma |plan. Reference to admission. for disruptive behavior, SUD, trauma, lack of consideration for cognitive and learning concerns, insufficient involvement|
list and/or the treatment plan. problems) or SUD) psych-ed groups Planincluded |of family in treatment. JHa not met because insufficient treatment for DBD, SUD, PTSD, insufficient consideration for
but no specific Traumaand |cognitive concerns and learning differences, insufficient involvement of family . JHe not met because cognitive
groups identified. Depression  |concerns/ID (FSIQ 58). KK not met insufficient treatment for DBD/CD SUD, trauma, insufficient consideration for
Only one tx plan in (neither was [ cognitive concerns, insufficient involvement of family. JL not met because conduct disorder/DBD , SUD and PTSD
EHR) on prob list), |missing and insufficient consideration for cognitive and learning concerns, nature of charges (firearms) and insufficient
ADHD, Sleep |involvement of family. BM not met insufficient treatment for DBD, SUD, PTSD; insufficient consideration for cognitive
andMJUse) |concerns and learning differences, insufficient involvement of family. RM not met DBD including conduct D/O related
behaviors, SUD, PTSD, cognitive concerns and learning differences and insufficient involvement of family. EP not met
insufficient treatment of DBD, CD, SUD, PTSD, 1 for learning dif , 1tinvolvement of
family. DW not met insufficient treatment for DBD, SUD, cognitive concerns, PTSD, insufficient involvement of family.
CW unable to determine as no outside evaluations were available, no MH treatment plan, Prob List included DMDD, MJ
use and ADHD. RW not met firearm-related CD/DBD, low cognitive functioning and LDs should have been on list but
were not. MW not met DBD including firearm related behaviors, other trauma and related stressors related DO, parent
child relational problem, depression, low cognitive functioning and LDs.
V.A5.b.i. No No No No No No No No No No No No No No No No No KB not met due to low cognitive functioning. MB not met due to insufficient tx of DBD, SUD, trauma, consideration for
Assess whether youth were provided with behavioral (Also recs from (No family therapy|(HR assessments |(Detailed notes |(Gaps in (tx plan did not | (group notes (very few group (no group notes (gaps in group (No SUD groups |(no SUD groups. |(group notes for (very few group |(Group notes cognitive and learning concerns and insufficient involvement of family. DB not met insufficient tx for DBD, PTSD and
health services that are with their i evals |despite recs of completed but inJB results treatment notes | change missing for notes in record. reflecting SU notes unable to referenced. Gaps in group this short notesin EHR) |were insufficient involvement of family. JB not met insufficient treatment for DBD/CD, SUD, consideration for low cognitive
health needs, including behavioral health needs thathave [notimplemented) |indep evaluators) |mostly reminded |[chart) sounclearif and |throughout months atatime, |Unable to verify tx [treatment. Group |verify tx occurred | Gaps in group notes (Nov 23, admission inconsistent - ing, i icil of family. KD not met because insufficient tx for disruptive behavior, SUD, and
been identified as a result of screenings and assessments to use self control which tx admission. Big |unable to verify occurred as notes of all kinds | as provided for in tx[notes Apr 23, March 24 and Nov [ missing but group only found for trauma symptoms, lack of consideration for cognitive and learning concerns, insufficient involvement of family. JE not
as well as behavioral health needs that should have been skills and occurred) gap in group what tx if any was | provided in plan) end in August 23) |plan) July 23 oranyin |24 to time of notes for other Feband met because insufficient treatment for disruptive behavior, SUD, trauma, lack of consideration for cognitive and
identified by DYRS behavioral health staff but were not. otherwise given notes unclear if |provided) 2024) review) so unable [admissions are March 23 and learning concerns, i i of family in . JHa not met because insufficient treatment for DBD,
Indicate if the services provided or identified were not likely coping strategy tx provided and to determine tx present. No group June - July 23. SUD, PTSD, insufficient consideration for cognitive concerns and learning differences, insufficient involvement of
to address the youth's needs in a meaningful way and the worksheets) if so what tx occurred or what [notes in Jan 24, Youth often family . JHe not met insufficient treatment for DBD, SUD, PTSD, insufficient consideration for cognitive concerns and
basis for the conclusion. was) x provided) July 24 and refused insufficient involvement of family. KK not met insufficient treatment for DBD/CD SUD, trauma, insufficient
between August groups) consideration for cognitive concerns, insufficient involvement of family. JL not met - DBD/Conduct DO including
24 -Jan 25. No firearm charges, SUD, PTSD, insufficient consideration for cognitive and learning concerns, insufficient involvement of
SUD groups id in family. BM not met insufficient treatment for DBD, SUD, PTSD; insufficient consideration for cognitive concerns and
EHR) learning differences, insufficient involvement of family. RM not met DBD including conduct D/O related behaviors,
SUD, PTSD, cognitive concerns and learning differences and insufficient involvement of family. EP not met insufficient
treatment of DBD, CD, SUD, PTSD, consideration for learning differences, insufficient involvement of family. EP not
met insufficient treatment of DBD, CD, SUD, PTSD, consideration for learning differences, insufficient involvement of
family. DW not met insufficient treatment for DBD, SUD, cognitive concerns, PTSD, insufficient involvement of family.
CW not met insufficient treatment for DBD and SUD. RW not met insufficient treatment for DBD, SUD, PTSD, cognitive
and learning concerns insufficient involvement of family. MW not met insufficient treatment for DBD, SUD, trauma,
cognitive and learning concerns, insufficient involvement of family.
V.A. i. No No No No No No No No No No No No No No No No No KB not met due to low coghnitive functioning. MB not met due to insufficient tx of DBD, SUD, trauma, consideration for
Assess whether each youth received behavioral health (med compliance (no group notes (Group notes [ cognitive and learning concerns and insufficient involvement of family. DB not met insufficient tx for DBD, PTSD and
services for all of his/her behavioral health needs, and, if noted as issue located between found for Nov |insufficient involvement of family. JB not met insufficient treatment for DBD/CD, SUD, consideration for low cognitive
not, which needs were not addressed and the associated and rec was to March 24 to July 23-May 24 { i icient i of family. KD not met because insufficient tx for disruptive behavior, SUD, and
impact on or risk to the youth. Indicate if the services incentivize meds 24) not group trauma symptoms, lack of consideration for cognitive and learning concerns, insufficient involvement of family. JE not
provided or identified were not likely to address the youth's but no evidence notes for May [ met because insufficient treatment for disruptive behavior, SUD, trauma, lack of consideration for cognitive and
needs in a meaningful way and the basis for the conclusion. that was done) or June 24 and| learning concerns, i of family in . JHa not met because insufficient treatment for DBD,
mostofJuly [SUD, PTSD, insufficient consideration for cognitive concerns and learning differences, insufficient involvement of
24) family . JHe not met because insufficient treatment for DBD, SUD, PTSD, insufficient consideration for cognitive

concerns, insufficient involvement of family. KK not met insufficient treatment for DBD/CD SUD, trauma, insufficient
consideration for cognitive concerns, insufficient involvement of family. JL not met - DBD/Conduct DO including
firearm charges, SUD, PTSD, insufficient consideration for cognitive and learning concerns, insufficient involvement of
family. BM not met insufficient treatment for DBD, SUD, PTSD; insufficient consideration for cognitive concerns and
learning differences, insufficient involvement of family. RM not met DBD including conduct D/O related behaviors,
SUD, PTSD, cognitive concerns and learning differences and insufficient involvement of family. EP not met insufficient
treatment of DBD, CD, SUD, PTSD, cor for learning dif 1t of family. DW not
met insufficient treatment for DBD, SUD, cognitive concerns, PTSD, insufficient involvement of family. CW not met
insufficient treatment for DBD and SUD. RW not met insufficient treatment for DBD, SUD, PTSD, cognitive and learning]
concerns, insufficient involvement of family. MW not met insufficient treatment for DBD, SUD, trauma, cognitive and
learning concerns, insufficient involvement of family.

insufficient




Assessment Questions KB MB DB B KD JE JHA JHE KK L BM RM EP bW cw RW Mw Comments why not met

(Yes, No, or N/A if the question does not apply to youth

in the sample)

V.A3.a.i. N/A N/A N/A N/A Yes N/A N/A Yes N/A N/A N/A N/A N/A N/A N/A N/A N/A

Determine whether any youth in the samples exhibited

acute or emergent behavioral health needs during the

review period. (For any youth that did not indicate n/a)

V.A3a.i. N/A N/A N/A N/A Yes N/A N/A Yes N/A N/A N/A N/A N/A N/A N/A N/A N/A

Determine whether youth who exhibited acute or emergent

behavioral health needs were referred to behavioral health

staff in a timely manner and assessed within one hour of

referral (NOTE: If you identify youth with acute or emergent

needs, OIJJFO can assess timeliness).

V.A3a.i. N/A N/A N/A N/A Yes N/A N/A Yes N/A N/A N/A N/A N/A N/A N/A N/A N/A

Assess whether the problem list and treatment plan of a

youth who exhibited acute or emergent behavioral health

needs were appropriately updated. (For any youth that did

not indicate n/a)

V.A.3.e.iii. N/A N/A N/A N/A Yes N/A N/A Yes N/A N/A N/A N/A N/A N/A N/A N/A N/A

Assess whether the clinical assessments and interventions

implemented to support youth on suicide precaution status

Were appropriate.

V.A.5.c.i. and c.ii. Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes N/A Yes Yes Timely assessments for HRB found in all cases.

Assess whether a timely behavioral health assessment was

completed for the youth who engaged in the repeated self-

injurious behavior or behaviors that put others at serious

risk of harm, and note which type of behavior was involved.

V.A.5.c.i.and ii. Yes No No No No Yes No No No No No No No Yes N/A Notes reflect |Yes Not metin JB as quality of the clinical formulation and treatment plan insufficient to address problem behavior. KD not

Assess whether documentation of the behavioral health (HR assmts (Notes did nottie |(Notes did nottie |(Notes did not tie (Notes did not tie |(Notes did not tie DMDD dx met because quality of formulation and treatment plan insufficient to address problem behavior. MB not met due to

assessment addressed the repeated self-injurious completed on 11 behavior to a behavior to a behavior to a behavior to a behavior to a added in insufficient tx of DBD, SUD, trauma, consideration for cognitive and learning concerns and insufficient involvement of

behaviors or behaviors that put others at serious risk of occasions. problem on listor |problemonlistor |problem on list or problem on listor |problem on list or February family. DB not met insufficient tx for DBD, PTSD and insufficient involvement of family. JHa not met as continued high-|

harm and related symptoms and included a clinically-based Advised to use provide a clinical |provide a clinical | provide a clinical provide a clinical |provide a clinical 2023 after risk behaviors up to release. JHe not met because insufficient treatment for DBD, SUD, PTSD, insufficient

theory for the behavior and note which type of behavior was self-control skills. rationale for it. No |rationale forit. No [rationale for it. No rationale for it. No |rationale for it. No several HR consideration for cognitive concerns, insufficient involvement of family. KK not met insufficient treatment for

involved.; No tx plan h: to tx plan |ch: totxplan |ch to tx plan changes to tx plan |changes to tx plan referrals Med isruptive behaviors and i icient ir of family. JL not met - DBD/Conduct DO including firearm charges,
changes. Notes made. Meds were |made. Some meds |made though made) made) compliance SUD, PTSD, insufficient consideration for cognitive and learning concerns, insufficient involvement of family. BM not
insomnia unstable| increased after adjusted in August |meds were anissue. met because quality of formulation and treatment plan insufficient to address problem behavior. RM not met DBD
attimes, meds Dec 23 episodes) [22. PTSD and adjusted - mom including conduct D/O related behaviors, SUD, PTSD, cognitive concerns and learning differences and insufficient
adjusted for that Major Depression  |refused meds for involvement of family. EP not met insufficient treatment of DBD, CD, SUD, PTSD consideration for learning
issue) stabilize attimes  |ADHD) differences, insufficient involvement of family.

but not at others)

V.A5.c.i.andii. No No No No No No No No No No No No No No Yes No No Not met in KB due to insufficient tx for DBD, SUD, PTSD, insufficient consideration of low cognitive functioning and

Assess whether the behavioral health assessment resulted | (No mgt plan (No mgt plan (No mgtplan (No mgtplan (No mgt plan (No mgt plan (No mgt plan (No mgt plan (No mgt plan (No mgtplan (No mgtplan (No mgtplan (No mgt plan (Nomgtplan [(Nomgtplan [insufficientinvolvement of family. Not metin MB due to insufficient tx of DBD, SUD, trauma, consideration for cognitive|

in a management plan that included specific and located, no changes|located, no located, no located, no located, no located, no located, no located, no located, no located, no located, no located, no located, no located, no located, no and learning concerns and insufficient involvement of family. DB not met insufficient tx for DBD, PTSD and insufficient

individualized strategies to reduce the risk of recurrence of [to tx plan asresult |changes to tx plan |changes to tx plan |changes to tx h: o tx pl. h: totx h: to tx plan |ch: totxplan |ch to tx plan |changes to tx plan changes to tx plan |changes to tx plan |changes to tx changes to tx |changes to tx [involvement of family. JB not metinsufficient treatment for DBD/CD, SUD, consideration for low cognitive functioning,

the repeated self-injurious behaviors or behaviors that put |of HRB asresultof HRB |asresultof HRB [ plans result of asresultof HRB [ plan as result of |as resultof HRB  |as result of HRB asresultof HRB  |as result of HRB asresultof HRB |asresultof HRB [plan as result of plan as result [plan as result |insufficient involvement of family. KD because of insufficient understanding and treatment of the function of youth

others at serious risk of harm and note which type of ) ) ) HRB assessment) HRB ) ) ) ) assessment) assessment) HRB of HRB of HRB suicidality. JE not met because no management plan developed and no changes to treatment despite HR behavior.

behavior was involved. assessment) assessment) assessment) assessment) [assessment) |JHa not met as continued high-risk behaviors up to release. JHe not met because insufficient treatment for DBD, high

risk behaviors during the month before release. KK not meti for disruptive and
insufficientinvolvement of family. JL not met - DBD/Conduct DO including firearm charges, SUD, PTSD, insufficient
consideration for cognitive and learning concerns, insufficient involvement of family. BM not met because

to address problem behavior. RM not met DBD including conduct D/O related
behaviors, SUD, PTSD, coghnitive concerns and learning differences and insufficient involvement of family. EP not met
insufficient treatment of DBD, CD, SUD, PTSD consideration for learning differences, insufficient involvement of family.
DW not met insufficient treatment for DBD, SUD, cognitive concerns, PTSD, insufficient involvement of family. RW not
met insufficient treatment for DBD, SUD, PTSD, cognitive and learning concerns, insufficient involvement of family.
MW not met insufficient treatment for DBD, SUD, trauma, cognitive and learning concerns, insufficient involvement of
family.

treatment/intervention:




Assessment Questions KB MB DB B KD JE JHA JHE KK L BM RM EP bW cw RW Mw Comments why not met
(Yes, No, or N/A if the question does not apply to youth
in the sample)
V.A.5.c.i. and ii. Assess whether the youth’s treatment plan |No No No No No No No No No No No No No No N/A No No Not met in KB case due to insufficient tx for DBD, SUD, PTSD, insufficient consideration of low cognitive functioning
was impacted by the results of the behavioral health (Nochangesintx [(Nochangesintx |(Nochangesintx |(Nochangesintx|(Nochangesintx [(Nochangesin |(Nochangesintx [(Nochangesintx |(Nochangesintx [(Nochangesintx |(Nochangesin |(Nochangesintx |(Nochangesintx | (Tx plans lacked (Nochanges |(Nochanges |and insufficient involvement of family. Not metin MB due to insufficient tx of DBD, SUD, trauma, consideration for
assessment of repeated self-injurious behaviors or plan though some | plan though some |plan though some |plan though plan though some | tx plan though | plan though some |plan though some |[plan though some [plan though some |tx plan though plan though some |plan though some [any interventions)| intx plan intx plan cognitive and learning concerns and insufficient involvement of family. DB not met insufficient tx for DBD, PTSD and
behaviors that put others at serious risk of harm, and, if so, [meds adjustedat |meds adjusted at |meds adjusted at |some meds meds adjusted at [some meds meds adjusted at |meds adjusted) meds adjusted) meds adjusted at  [some meds meds adjusted at [meds adjusted at though some |though some |insufficient involvement of family. JB not met insufficient treatment for DBD/CD, SUD, consideration for low cognitive
whether it was modified appropriately and note which type |times) times) times) adjusted at times) adjusted at times) times) adjusted at times) times) meds meds { i icient i of family. KD because of insufficient understanding and treatment of the function
of behavior was involved. times) times) times) adjustedat  |adjustedat  |of youth suicidality. JE not met because insufficient treatment for disruptive behavior, SUD, trauma, lack of
times) times) consideration for cognitive and learning concerns, insufficient involvement of family in treatment. JHa not met because
continued high risk behaviors up to discharge. JHe not met because insufficient treatment for DBD, high risk behaviors
during the month before release. KK not met insufficient treatment for disruptive behaviors and insufficient
involvement of family. JL not met not modified in the face of high-risk behaviors. BM not met insufficient treatment for
DBD, SUD, PTSD; insufficient consideration for cognitive concerns and learning differences, insufficient involvement of
family. RM not met DBD including conduct D/O related behaviors, SUD, PTSD, cognitive concerns and learning
differences and insufficient involvement of family. EP not met insufficient treatment of DBD, CD, SUD, PTSD
for learning , insufficient invol of family. DW not met insufficient treatment for DBD,
SUD, cognitive concerns, PTSD, insufficient involvement of family. RW not met continued high risk behaviors before
release. MW not met because no management plan was developed and the treatment plan did not include sufficient
interventions for DBD, SUD and trauma, and not tailored to cognitive and learning limitations.
V.A5.c.i. and ii. No N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A No N/A N/A N/A Not metin KB case due to insufficient tx for DBD, SUD, PTSD, insufficient consideration of low cognitive functioning
Assess whether the updated treatment plan addressing the and insufficient involvement of family. DW not met insufficient treatment for DBD, SUD, cognitive concerns, PTSD,
self-injurious behaviors or behaviors that put others at insufficient involvement of family.
serious risk of harm was implemented by behavioral health
staff and note which tvbe of behavior was involved.
V.A.3.d.ii. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A
For youth that has been determined to be in need of
psychiatric hospitalization, assess whether youth received
appropriate clinical monitoring by a behavioral health
following the thatthe youthisin
need of psychiatric until the
youthis toan ic facility.
Includes a review of both the frequency and the quality of
maonitoring
V.A8.a.i. Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
For youth on psychotropic medication, assess whether the
youth was seen weekly by the psychiatrist until stabilized;
V.AB.a.ii. Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
If the youth was seen weekly, whether the psychiatric
assessments were clinically appropriate (addressed
efficacy of ication, i to
vouth's wishes etc.):
V.AB.a.ii. Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
If the youth was stable, whether the youth was seen by the
at appropriate intervals;
V.AB.a.ii. Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
If the youth was not seen weekly, whether the youth was
stable
V.A8.a.ii. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

If the youth was not stable and not seen, what was the
impact. if any. on the vouth.
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L. aps DC DEPARTMENT OF YOUTH REHABILITATION SERVICES

O F FI CE O F T H E DIRETCTOR

Behavioral Health Services Oversight Report Response

1. Introduction

The Department of Youth Rehabilitation Services (DYRS) appreciates the opportunity to review
and respond to the draft report prepared by the Office of Independent Juvenile Justice Facilities
Oversight (OIJJFO) regarding behavioral health services at the New Beginnings Youth
Development Center (NB).

DYRS values independent oversight and is committed to continuous quality improvement. This
response is submitted pursuant to the BH Oversight Report Response 2025 protocol, ensuring
factual accuracy, transparency, and alignment with agency corrective action processes.

DYRS acknowledges and supports the report’s recognition that rehabilitation cannot be
compartmentalized into clinical encounters alone, and that all staff—clinical and non-clinical—
must operate as therapeutic agents. This principle underpins the agency’s integrated approach to
rehabilitation, which merges behavioral health, educational, and youth development services.

II. General Observations

1. Interdisciplinary Rehabilitation Model:
DYRS concurs that the New Beginnings program operates as an integrated therapeutic
community. The “core support team” model (including behavioral health, education,
credible messenger, and unit leadership staff) ensures coordinated support across
domains. This model aligns with the OIJJFO’s observation that all staff interactions are
opportunities for therapeutic engagement

2. Documentation and Data Accessibility:
DYRS recognizes that certain documentation—particularly historical MAYSI-2 results
and early behavioral health plans—were not readily retrievable due to legacy software
and backlog in electronic health record (EHR) uploads. Corrective actions are in place to
resolve these gaps, including EHR integration and workflow modernization.

3. Staff Availability vs. Position Fill Rate:
While the report noted that behavioral health positions were “frequently filled,” the
agency clarifies that filled positions do not equate to full-time availability. During the
review period, coverage was impacted by extended staff absences, requiring temporary
reassignments across facilities.

I11. Responses to Key Findings
1. MAYSI-2 Screening Administration



Finding: Delays and gaps in MAYSI-2 administration and documentation.

Response: The outdated instrument software contributed to document access delays. As of
May 2024, DYRS has transitioned to an online integrated MAYSI-2 platform. All youth
now receive screening upon intake, with quality checks embedded in the admission
workflow. Substance Abuse Screening and Treatment

Finding: Limited evidence of standardized substance abuse assessments and interventions.
Response: DYRS has embedded the GAIN-SS into the behavioral health intake process and
added the CRAFFT tool in medical assessments, ensuring universal substance use screening.
The Substance Abuse Treatment Coordinator role was reinstated in FY24, with
certification completed in May 2024. DYRS recognizes that one FTE is insufficient and will
assess staffing augmentation in FY26.

2. Use of Independent Evaluations

Finding: Dr. Lee found “no evidence” that independent diagnostic reports informed
treatment planning.

Response: Independent evaluations are consistently referenced in each youth’s NB Success
Plan, which integrates diagnostic and treatment recommendations into individualized
programming. DYRS acknowledges that these linkages were not always visible in EHR
documentation and will implement a documentation crosswalk to explicitly reflect the source
of diagnostic inputs within each plan.

3. Treatment Plan Quality and Individualization

Finding: Treatment plans lacked specific interventions, group references, or scheduling
detail.

Response: DYRS agrees that increased clarity in documenting group modalities and
individualized adaptations is needed. Each youth’s Success Plan now specifies evidence-
based group enrollment (TGCTA, SPARCS, WALIT, etc.), with session logs uploaded weekly.
Additional training will be provided to clinicians on SMART goal documentation and fidelity
tracking within FAMCare.

4. Trauma-Informed and Therapeutic Culture

Finding: Youth Development Representatives (YDRs) require greater therapeutic
integration.

Response: DYRS has embedded trauma-informed principles across pre-service and in-
service training. Modules such as Think Trauma, Suicide Prevention, Anger Management,
and Cultural Sensitivity—as well as Safe Crisis Management (SCM) certification—are
mandatory for all secure program staff. SCM emphasizes de-escalation and post-incident
repair consistent with trauma-informed care. Continuous coaching and CQI monitoring are
ongoing

5. Suicide Precaution Status (SPS) Monitoring



Finding: Inconsistent record review and unclear SPS compliance evidence.

Response: DYRS confirms that SPS compliance is tracked through monthly CQI metrics.
Each SPS case is reviewed at the facility’s behavioral health committee, with corrective
action plans developed for deviations. Historical record review was not possible for the
sampled youth due to EHR archiving limitations.

6. “Awaiting Placement” Youth

Finding: The Report suggests these youth did not receive full clinical programming.
Response: Clarification: “Awaiting placement” youth receive psychiatric care, individual
therapy, and trauma-focused CBT groups, consistent with their length of stay and stability
status. Access to education and enrichment programming is maintained per DYRS policy.

V. Release and Transition Procedures
Consistent with the New Beginnings Release Procedure

e Each youth’s Treatment and Re-entry Plan includes individualized transition goals in
education, housing, employment, and health services.

e Team Decision-Making (TDM) meetings are convened at least 30 days prior to release,
ensuring continuity of behavioral health care in the community.

e The Facility Review Committee and Superintendent approve all release
recommendations, with discharge summaries documenting treatment progress and
continuing service needs.

DYRS reaffirms its commitment to a continuum of care that extends from admission through
community reintegration.

VI. Conclusion

The Department appreciates the OIJJFO’s comprehensive evaluation and recognizes the value of
constructive oversight in improving youth outcomes. Many of the identified concerns were
already known to DYRS and have been or are being addressed through corrective measures.
Other findings reflect differences in documentation visibility rather than substantive service
deficiencies.

DYRS remains committed to transparency, quality care, and adherence to national standards for
juvenile rehabilitation.
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YLS/CMI2.0

Youth Level of Service / Case Management Inventory 2.0

By R. D. Hoge, Ph.D. & D. A. Andrews, Ph.D.

Profile Report

\ET1[H

ID Number:

Age: 15
Sex: Male

Gender |dentity: -
Race/Ethnicity: N/A

Current Location: DYRS Care Coordination > _

Assessment Date: _
Interview Date: ]
Assessor's Name: I

Normative Option: US Community

Offender Type: No Client Types Provided

Copyright © 2011, 2012, 2013 Multi-Health Systems Inc. All rights reserved.
YLS/CMI 2.0 test items and normative data © 2011 Multi-Health Systems Inc.
= All rights reserved.
PUBLIC SAFETY  p.O. Box 950, North Tonawanda, NY 14120-0950

3770 Victoria Park Ave,, Toronto, ON M2H 3Mé



Profile Report:_ Page 2

Narrative Report

— YLS/CMI 2.0 Total Score is 24, which categorizes him as High risk relative to other US
ommunity males. High risk/need factors include Family Circumstances/Parenting, Peer Relations,
and Leisure/Recreation. Moderate risk/need factors include Attitudes/Orientations, Prior and Current
Offenses/Dispositions, Education/Employment, and Personality/Behavior. Low risk/need factors
include Substance Abuse. Recommended supervision level is Maximum Supervision.

General Notes for Evaluation
Youth Interview _) Conducted F2F at YSC on IR follow-up conducted Virtually on

]

Parent Interview withF Conducted Virtually on || lllllto ocin clarity on home-life
school, and commuyni ehaviors.

Phone Interview P conducted on I c ocoin knowledge on hOV- did while under

court social services (CSS-probation).

Psychiatric Evaluation Formatted by Dr. and Conducted on _

Educational Records Received from DYR ucation (Attendance, Transcript for_school
year)

Police Report-) Received on

CSS (Status Report) Formatted by P and completed on [ IGN
CSS Court Summary Formatted by P on ﬁ

Overall Assessment Based on YLS/CMI 2.0 Total Risk/Need Level

The graph below displays the YLS/CMI 2.0 Total Score and indicates the classification level
associated with that score (using user-defined cut-off scores)

Total Score

(High)

The Total Risk/Need Level is High, with a score of 24. The following table shows the cut-off scores used
to determine Total Risk/Need Level.

Standard Cut-Offs

Range Risk Level

0-9 Low
10 - 21 Moderate
22 - 31 High
32-42 Very High

§ MHS

PUBLIC SAFETY
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Comparison to Young Offenders

The score is as high or higher than 93.0% of a US Normative Group® of adjudicated male young
offenders serving sentences in the community (e.g., parole, probation).

Note: For details on the normative group, please see Page 33-38 of the YLS/CMI 2.0 User's Manual

Assessment of Risks and Needs

The graph below displays the risk level for each area of assessment.

Area of Assessment Low Moderate High

Prior and Current Offenses/Dispositions
Family Circumstances/Parenting (5)
Education/Employment
Peer Relations (4)
Substance Abuse
Leisure/Recreation (3)
Personality/Behavior

Attitudes/Orientations

The following table shows the standard cut-off scores used to determine risk level for each area of
assessment.

Area of Assessment Low Moderate High
1. Offenses/Dispositions 0 1-2 3-5
2. Family/Parenting 0-2 3-4 5-6
3. Education/Employment 0 1-3 4-7
4. Peer Relations 0-1 2-3 4
5. Substance Abuse 0 1-2 3-5
6. Leisure/Recreation 0 1 2-3
7. Personality/Behavior 0 1-4 5-7
8. Attitudes/Orientation 0 1-3 4-5
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Assessment of Other Needs and Special Considerations

The following factors should be considered when developing a case management plan:

Family/Parents

Financial/Accommodation Problems

Significant Family Trauma (Specify): During parent interview
requested an emergency move through crime victims when
the neighborhood to come home from school. She repor
from school for 7 months. The family originally resided in
stabbed to death in the home when he was 5 years of age whic

reported that she has
was shot at when walking through

tled to hi Qining home
however uncle was
ed to the relocation in

The family reports being threatened and shot at by the victims family in [ R (tcr the
initial offense that took place, however since then there has been minimal concerns.

Comments: Financial Accommodations- reported that she would like to be relocated due to
the ongoing safety rns within the community. She reported that she had filed a complaint with
crime victims oﬂezﬁ was shot at in their neighborhood inilihowever nothing was done to
support the immediate move.

Youth

History of Weapons Use
Underachievement

Other Mental Health Issues (specify):Fis diagnosed with ADHD. He struggles with maintaining
attentiveness for long periods of time. Since being placed at YSC, he has been taking his medications
which he reports has supported in him having a better attention span.

and his mother also reported that due to the ongoing community beefs, there has been an
increase of fear for safety for both the youth and his family. Du ongoing safety concerns,
being shot at previously, and significant traumatic experiences has a current diagnosis of
PTSD. Both his PTSD and hypervigiliance appear to be significant as it relates to his most recent
offense and should be further explored in both individual and family therapy.

Comments: History of Weapon Use- has a history of carrying weapons which is reported to be
due to ongoing feelings of not being safe within the community.

Underachievement —qpoor performance is primarily due to poor attitude toward school or
lack of motivation, but not due to intellectual, learning, or other disability. He reported that he can do
the work he just does not want to.

§ MHS
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Professional Override

The rater’'s estimate of risk level does not differ from that of the inventory.

Comments: No information provided

Contact Level
Level of supervision selected for this youth: Maximum Supervision

Commentszqis at high risk of recidivism without appropriate intervention. There has been a lack
of supervision at home which has led to his acting out in the community. In addition, he has not been
attending school for an extended period of time due to safety concerns in the community. Most of his
peers are also engaging in delinquent behavior which is a negative influence on him. Furthermore, he
appears to lack remorse for his actions and does not seem to fully appreciate the severity of his
committing cha ich includes a loss of life case. Given these circumstances and his history of
using weopons,ﬂ behavior presents a public safety threat to the community.

At this time, it is evident that a secure residential placement with re and intensi tal
health services would be beneficial in minimizing the likelihood ofw re-oﬁending.\ﬁ' has
experienced significant trauma that is unresolved and would benefit from trauma informe
interventions to help him improve his coping skills. The youth and family will also benefit from family
therapy to support them in being able to process the traumatic unresolved experiences th
encountered together and to help his mother identify more effective disciplinary practj
would also benefit from a positive male figure that can provide mentorship/guidance.
uncertain of vocational interests and has never worked, however this should be explored in
placement to support in minimizing the level of idle time he has in the community.

Date Printed: Fridoy,_

§ MHS

PUBLIC SAFETY



Attachment 5



success Plan : [

Identifying Information

Form Type : ¢ Initial Plan @ Plan Update
Plan Review [ " - I
Period:
Next TDM :
Next CAFAS :
Assigned
Case Worker :

supervisor : |

Action Plan

Goal : Complete Model Program at New Beginnings
Focus None Defined
Domain :
Goal Due [
Date :
Goal
Completed
Date :
Current Youth is currently on Level 3.- did not eam his 3.5 level due to being involved in multiple physical altercations.
Progress :

Action Steps Team Member | date date Review date date

| No involvement in incident for 3 months || Youth I N N | |
Remain complain with unit rules and

=== voun |-

| Complete level paper work each month | Youth I N N | I

Responsible Start ‘ Target Status @ Accomplished |Discontinued

Goal : Maintain good mental/behavioral health
Focus Health
Domain :
Goal Due
Date :
Goal
Completed
Date :
Current [l continues to meet with Dr. from to address sexual inappropriate issues/boundaries. [ st
Progress : participates in Pet Therapy once a week. meets Ms.- weekly to address behaviors, progress in treatment,
anger and boundaries.

Responsible Start ‘ Target Status @ Accomplished |Discontinued

Action Steps Team Member date date Review date date

Attend pathways therapy once a week | Youth/Or il

- ] Youth/ Mental
Participate in Pet Therapy once a week Health
Attend individual session with Ms. [} Youth/Mental

once a week Health
Attend group therapy session once a Youth/Mental

week Health
: : : Youth/Mental

Identify coping skills. Health

Goal : Advance to next school grade



Focus Education

Domain :
Goal Due [
Date :
Goal
Completed
Date :
Current Educational Progress (Mr. |l Youth is currently in the 10th grade with 4.5 credits.

Progress :

RGeS Responsible Start Target Status @ Accomplished |Discontinued
P Team Member date date Review date date

Complete all weekly assignments & quc(;L:itcr)‘n) I e
Attend school daily (no refusals) | Youth [ N R

Sign-Off Section:

We accept this Success Plan

Printed Name :

Youth's Signature :

Family Member
Signature :

Family Member
Signature :

Social Worker Signature :

Comments :

Notify Supervisor via Email I

Saved by |l of Derartment of Youth Rehabilitation Services (100001), not signed |||



success Plan : [

Identifying Information

Form Type: ® |nitialPlan  Plan Update
Plan Date:
Next TDOM : [N
Next CAFAS : I
Assigned [N

Case Worker :

supervisor : [N

Action Plan

Goal : Complete Model Program at New Beginnings
Focus None Defined

Domain :
Goal Due
Date :
Goal
Completed
Date :

Current Youth has challenges in participating in groups. His goal is getting his level 5 by | NN
Progress :

Action Steps Responsible Start ‘ Target Status @ Accomplished [Discontinued

Team Member date date Review date date
.| particpate in group each Youth Minimal Progress
week as evidence by getting his levels. o Noted
The CC and CM ill
encourage 0 get his levels by CC&CM Progress Noted

attending group each week.

Goal : (YLS-PB) Develop/Improve communication skills

Focus None Defined
Domain :

Goal Due _
Date :
Goal
Completed
Date :

Current Youth continues to use profanity and disrupt the unit by fighting peers on the unit
Progress :

Action Steps Responsible Start ‘ Target Status @ Accomplished |Discontinued

Team Member date date Review date date
-Ni" work on communicating Youth Minimal Progress
better without using profanity. Noted
The CC and CM _will
encourage [l o participate in his
therapy sessions to learn out use positive
language when upset.

CC&CM Progress Noted

Goal : Earn GED
Focus Education
Domain :
Goal Due _
Date :
Goal



Completed
Date :

Current According to |l HEEll s unable to enroll into the GED program due to his behaviors at school. Once he gets those

Progress : behaviors under control, he can be enrolled.

‘ Action Steps

Responsible
Team Member

Start Target
date date

Status @
Review

Accomplished
date

Discontinued
date

will work on his behavior during
the GED sessions so he can get his GED.

Youth

Regression Noted

The CC & CM _will encourage

o stay focus in class to get his
GED.

CC&CM

I
E—

Progress Noted

I il take a practice test to into
the GED rotation at Maya Angelou
Academy.

Sign-Off Section:

Printed Name :

We accept this Success Plan

Youth's Signature :

Family Member

Signature :

Family Member

Signature :

Social Worker Signature :

Comments :

Notify Supervisor via Email [ ]

Saved byl Department of Youth Rehabilitation Services (100001), not signe_

Saved by_of Department of Youth Rehabilitation Services (100001), not sign



Attachment 6



Wellness Calendar LEVEL 1 HORIZONS
ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY
**CONCRETE TASK** | attended all scheduled CORE **CONCRETE TASK** Attend and participate in your **CONCRETE TASK** Complete a Hassle Log (from WAIT), **CONCRETE TASK**

Complete Independent Life Skills
Pre-test

group sessions, wrote reflections
on my Program Checklist, and ob-
tained needed signatures every day
of the month.

Demonstrate the skills needed to
wash clothes

individual sessions with MH staff.
NEED TO GO AT LEAST 4X in the
month to obtain staff signature on
this calendar.

Learn how to write a letter and ad-
dress an envelope

LETMGO (from SPARCS), Thinking
report (from Power Source), or
SLOW DOWN from (TGCTA) after a
difficult moment. Save and share
AT LEAST ONE during your petition.

Demonstrate the steps to enroll in
school

EMPATHY

Practiced active listening. What
did you do to attend? What did
you hear? How did you respond?
Write a few words about how you
did and put their initals on the
calendar.

EMPATHY

Write a“Thank You” Letter to some-
one. Use a regular letter format,
explaining why you are thanking
them. Make sure to include how
you feel. Share with or give to a
staff to receive a signature.

EMPATHY

Volunteer to help out on the unit or
in school. List what you offered to
do, how you helped, and how you
felt afterwards. Us the space on the
back to write a few words and get
the staff you helped to sign.

EMPATHY

Do a peer pull up. Say something
encouraging when you see some-
one having a bad day or a peer who
is making bad decisions. Briefly say
what you did on the back and have
staff initial with the date.

EMPATHY

Write a letter of apology to some-
one. Use a reqular letter format
,and explain why you are thanking
them. Make sure to include how
you feel. Afterwards, share what
you did with a staff to receive a
signature.

EMPATHY

Make a “Feelings Poster.” Draw or
cut pictures of different emotions
and name them with the words
you would use o describe them.
Hang in your room or on the unit.

EMPATHY

List three of your best qualities and
how you expressed them today.
Have staff sign who witnessed or
who can confirm. List here and/or
on the back:

TEMPERANCE

Demonstrate good sportsmanship
during competitions. A staff mem-
ber will then sign the back of your
form.

TEMPERANCE
*¥CONCRETE TASK**
Plan a healthy and nutritious meal:
« Recipes you could prepare
- Groceries you would need for
meals
« How to properly store food
- Where to find coupons

TEMPERANCE

(reate an Anger Calendar like
last month. This time, rate your
anger on a scale of 1-10 and
list the triggers for your anger
BE SPECIFIC!

TEMPERANCE »«concrere Tasice»

Utilize Metro Transit web system to
go from one place to another and re-
search a place you would like to visit
+ Show you can read a map

- Read a bus or train schedule

« Show you can book a flight

TEMPERANCE

Show dedication to self-care by re-
maining compliant with your treat-
ment plan and making a checklist
of the things you do each day. You
need 70% compliance to receive
credit. Save the checklists and pre-
sen itt in your petition.

TEMPERANCE
**CONCRETE TASK**

Understand how to obtain and ap-
ply for a DC Public Library Card

TEMPERANCE

Pray, worship or meditate. How
long did you do this? List a word for
how you feel.

RESILIENCE

Exercise: how many pushups,
squats, lunges did you do? List that
number and get a staff to sign your
form.

RESILIENCE

Think about a “happy place.” Cre-
ate a visual reminder of that place
(draw a picture, write a song, write
a poem, etc). Show it to staff for
credit. You can then share this as
your creative project in your peti-
tion.

RESILIENCE

(reate a gratitude journal for the
week and write three things you
are grateful for each day. Show a
trusted staff what you write and
have them initial on the back of
this calendar. (You should have 7
initials on this one block).

RESILIENCE

Make a poster or poem with a list
of “affirmations” or positive state-
ments that you can say to yourself
to stay focused and positive. You
can present this poster in your pe-
tition!

RESILIENCE

Make a poster or vision board from
one of the groups you are attend-
ing. Think of the purpose of the
group and the skills you are learn-
ing. Use a collage or pictures to
represent the group.

RESILIENCE

Listen to music and try mindfulness
breathing. How long were you able
to sit still and breathe? List the
number of breaths or the amount
of time you mediated on the back
and a single word to describe how
you feel.

RESILIENCE
Select a book from the GUGO li-
brary and read constantly during
the week. List the page numbers
on the back next to the date. Share
with your (M and obtain their sig-
nature.
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Nellness Calendar LEVEL 2 HORIZONS okt
ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY
**CONCRETE TASK** | attended all scheduled CORE **CONCRETE TASK** Attend and participate in your **CONCRETE TASK** Complete a Hassle Log (from WAIT), **CONCRETE TASKS**

Know how to make a dental ap-
pointment and how to obtain
insurance

group sessions, wrote reflections
on my Program Checklist, and ob-
tained needed signatures every day
of the month.

Develop an emergency plan, locat-
ing the nearest hospital/emergen-
¢y room

individual sessions with MH staff.
NEED TO GO AT LEAST 4X in the
month to obtain staff signature on
this calendar.

Know how to open a bank account

LETMGO (from SPARCS), Thinking
report (from Power Source), or
SLOW DOWN from (TGCTA) after a
difficult moment. Save and share
AT LEAST THREE LOGS during your
petition.

1) Understand how to obtain your
birth certificate

2) Understand how to obtain your
social security card

3) Understand how to obtain a gov-
ernment ID card

EMPATHY

Empathy is also knowing how to
share with others. In a group or
individual discussion, share some-
thing that was difficult or challeng-
ing. Have one of the facilitators
or the staff you shared with initial
and write a comment about your
disclosure.

EMPATHY

Participate in a unit activity. Rate
your effort and involvement on a
scale 0 (didn't try at all) to 10 (put
forth full effort).

EMPATHY

Engage with someone you normal-
ly don't spend time with. What
game did you play and who did
you play with? Write a word or two
about how you felt and have a staff
who witnessed sign.

EMPATHY

Make a poster with the follow-
ing saying and explain what the
words mean to you (You can use
this for your petition vision board):
“Nomanis anisland”.

EMPATHY

Show good sportsmanship in the
gym. Go out of your way to say
words of encouragement or sup-
port to a peer who is struggling.
Have a staff who witnessed this
sign on the back.

EMPATHY

Interview four people (peers, staff,
family, etc). Ask them to give you
three examples of when your ac-
tions negatively impacted them.
Don't argue or answer, just listen.
Journal how it felt to hear their
responses and share with staff or
your CST for credit.

EMPATHY

Pick two social skills you and your
(ST think you can improve. Prac-
tice, let staff know what you tried,
have them observe or provide feed-
back and initial.

TEMPERANCE

Participate in a competition and
do a peer pull up. Have a staff who
witnessed to sign the back.

TEMPERANCE
**CONCRETE TASK**
Write a functional job resume

TEMPERANCE

Create an Anger Calendar like last
month. This time, rate your anger
on a scale of 1-10, list the triggers
for your anger, and list the messed
up thoughts (MUPS) you had.

BE SPECIFIC!

TEMPERANCE
**(ONCRETE TASK**
Draft a customized cover letter and
address problem issues (i.e. arrests,
lack of experience, previous termi-
nations, etc)

TEMPERANCE

Show dedication to self-care by re-
maining compliant with your treat-
ment plan. Make a checklist of the
things you do each day. You Need
75% compliance to receive credit.
Save the checklists and present in
your petition.

TEMPERANCE
**CONCRETE TASK**

Put together a resource book for
your community

TEMPERANCE

Pray, worship or meditate. Try to do
it for longer than last time. How
long did you spend reflecting? List
aword for how you feel.

RESILIENCE

Exercise: how many pushups,
squats, lunges did you do? List that
number and get a staff to sign your
form. If you got credit for this be-
fore, do 5 more each!

RESILIENCE

Complete the Emotional Wellness
questionnaire. What is your score
and what does it mean? What can
you improve? Answer this question
in a creative format (i.e write a
poem, make a poster, write a song,
etc) and use for your next petition!

RESILIENCE

(reate a gratitude journal for TWO
weeks and write three things you
are grateful for each day. Try toa
add new things you are thankful
for to the list. Show your journal
to a member of your team and/or
present in a petition.

RESILIENCE ’

Complete the “My Favorite Things”
worksheet and create a poster or
vision board to share with your
Core Support Team in a meeting or
petition.

RESILIENCE

Make a poster with the five steps of
problem solving. Hang it up in your
room or ask to show it on the unit.
Come up with creative pictures for
each step!

RESILIENCE

Listen to music and try mindfulness
breathing for a longer stint of time.
How long were you able to sit still
and breathe? List the number of
breaths or the amount of time you
meditated on the back and a single
word to describe how you feel.

RESILIENCE
Select a book from the GUGO li-
brary and read. Read a little every
night for one week. List the page
numbers on the back next to the
date. Share with your (M and ob-
tain their signature.
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HORIZONS
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Nellness Calendar LEVEL 3 s
ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY
**CONCRETE TASK** | attended all scheduled CORE **CONCRETE TASK** Attend and participate in your **CONCRETE TASK** Complete a Hassle Log (from **CONCRETE TASK**

Maintain 2.5 GPA / Attend GED
Program

group sessions, wrote reflections
on my Program Checklist, and ob-
tained needed signatures every day
of the month.

Demonstrate ability to comparison
shop and use discounts

individual sessions with MH staff.
YOU NEED TO GO AT LEAST 4X in the
month to obtain staff signature on
this calendar

Register with U.S. Selective Service
if 18yrs old

WAIT), LETMGO (from SPARCS),
Thinking report (from Power
Source), or SLOW DOWN from (TGC-
TA) after a difficult moment. Save
and share AT LEAST FOUR during
your petition.

Demonstrate home management
skills (able to explain the respon-
sibilities that come with home
management

EMPATHY

Write a letter to your younger self
(see template). Share this in a
group when you meet with your
Core Support Team or in your pe-
tition.

EMPATHY

If you participate in chess club or
have played before, list the charac-
teristics of each piece and describe
a time when you have played the
role of the pawn, the king/queen,
etc. How did you feel in each role?
Share in chess group or in your pe-
tition to get permission.

EMPATHY
**CONCRETE TASK**

Locate nearest police station to
your home and demonstrate how
to file a report. Pretend you are a
police officer at the department
and write a letter to the communi-
ty about how they can create a safe
environment.

EMPATHY

Make a poster with the following
saying and explain what empathy
means to you (You can use this
for your petition vision board):
“People who live in glass houses
should not throw stones.”

EMPATHY
**CONCRETE TASK**
Locate nearest fire station to your
home. Research the services pro-
vided to the community by the fire
department.

EMPATHY

(reate a poster or paper based on
the interviews you did with family/
peers and draw of the ripple effect
of your actions. You can use this to
share in your petition.

EMPATHY

Pair up with someone you had a
“beef” with in the past and pres-
ent in a real talk together about
how you mediated and learned to
Co-exist.

TEMPERANCE

Participate in a unit activity or com-
petition and show good sports-
manship. Do three peer pull-ups by
the time you petition. Have a staff
who witnessed initial the back.

TEMPERANCE
**CONCRETE TASK**

Identify and participate in cultural-
ly enriching activities

TEMPERANCE

Create an Anger Calendar like last
month. This time, rate your anger
on a scale of 1-10, list the triggers
for your anger, list the messed up
thoughts (MUPS) you had AND
how you would correct each one.
BE SPECIFIC!

TEMPERANCE
**CONCRETE TASK**

Connect with social organizations
(DV, parental assistance, NAACP)

TEMPERANCE

Show dedication to self-care by re-
maining compliant with your treat-
ment plan. Make a checklist of the
things you do each day. You Need
80% compliance to receive credit.
Save the checklists and present in
your petition.

TEMPERANCE
**CONCRETE TASK**
Demonstrate Money Management

TEMPERANCE

Pray or worship or meditate each
morning or each night for a week.
List a word for how you feel each
time.

RESILIENCE

Exercise: how many pushups,
squats, lunges did you do? List that
number and get a staff to sign your
form. If you got credit for this be-
fore, do 5 more each!

RESILIENCE

If you participate in Animal As-
sisted Therapy (AAT), make a flyer
explaining what the benefits this
program can offer and what you
enjoy. We may use this to advertise
the program in the future! Share
with your (ST, the AAT staff or in
your petition for credit.

RESILIENCE

If you participate in or have partic-
ipated in Horticulture, make a flyer
explaining what the benefits this
program can offer and what you
enjoy. We may use this to advertise
the program in the future! Share
with your CST, or in your petition
for credit.

RESILIENCE

(reate a gratitude journal for THREE
weeks and write three things you
are grateful for each day. Try to
make them different or find some-
thing new and specific to list. Show
your journal to a member of your
team and/or present in a petition.

RESILIENCE

Choose one affirmation from your
list or poster each week and list on
your NB Success Plan. Staff will use
this statement to encourage you all
week.

RESILIENCE

Listen to music and try mindfulness
breathing for longer than before.
How long were you able to sit still
and breathe? List the number of
breaths or the amount of time you
meditated on the back and a single
word to describe how you feel.

RESILIENCE
Select a book from the GUGO li-
brary and read. Read a little every
night for one week. List the page
numbers on the back next to the
date. Share with your (M and ob-
tain their signature.
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Hellness Calendar LEVEL 4 15 needed to complete e
ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY
**CONCRETE TASK** | attended all scheduled CORE **CONCRETE TASKS** Attend and participate in your **CONCRETE TASKS** Complete a Hassle Log (from **CONCRETE TASKS**
Locate (2) reproductive health | group sessions, wrote reflections | 1) Apply and obtain your Social | individual sessions with MH staff. | Complete (3) job applications and | WAIT), LETMGO (from SPARCS), | 1) Apply to obtain your Birth Cer-
clinics on my Program Checklist, and ob- | Security card YOU NEED TO GO AT LEAST 4X in the | demonstrate or explain your: Thinking report (from  Power | tificate

tained needed signatures every day
of the month.

2) Apply and obtain a Government
ID card
3) Apply for Voter Registration card

month to obtain staff signature on
this calendar.

*dress code, *Interview strate-
gies, *email etiquette to/from job,
*Time management and transfer-
rable skills

Source), or SLOW DOWN from (TGC-
TA) after a difficult moment. Save
and share AT LEAST FOUR during
your petition.

2) Apply for your Learner’s permit

EMPATHY

Choose a peer to work with. Do you
see a resident on your unit having a
difficult time adjusting? Take them
under your wing and help them.
Discuss with Core Support Team
and the peer you choose to work
with and help them get closer to
their next membership.

EMPATHY

Interview a member of the RJ
team. Find out the qualities of
someone who would be a good
RJ facilitator and the use of RJ to
initiate change in the community.
Present your interview in group or
to the CST for credit.

EMPATHY

Write a letter of apology to some-
one for something you did. Use a
letter format Use a regular letter
format, explain why you are thank-
ing them. Make sure to include
how you feel. Share with or give to
a staff to receive a signature.

EMPATHY

Make a vision board on Loyalty.
You can complete this project on
your own or as a unit. Draw, write,
create appropriate symbols to rep-
resent 5 benefits of loyalty and
5 negative traits/circumstances.
Present to your staff or your (ST
for credit.

EMPATHY

Research the impact of crimes you
have been charged with in the past.
Gather information on the statistics
of the crimes, the impact on indi-
viduals, and the community. List
the Messed Up Thinking/Cognitive
Distortions you have used to justify
your actions.

EMPATHY

Get with MH and call the family
members you interviewed before.
Ask them how you can make it
right once you return. Include this
on your ripple effect poster and
show how you could make those
changes.

EMPATHY

Do three random acts of kindness.
Write a word about how you felt,
let a staff know each time you do,
and have them confirm and initial
(you should have three words and
three initials).

TEMPERANCE

Plan a group with the staff assigned
to you in the gym to focus on team
building. Lead the activity and get
their feedback on your leadership.
Have them write a word on the
back of this calendar and initial.

TEMPERANCE
**CONCRETE TASK**
Identify (3) positive activities for
when you are not working or in
school . LIST and let your staff know
how you will incorporate into life in
the community (THIS INFORMA-
TION WILL BE REQUIRED FOR YOUR

HOME PETITION)

TEMPERANCE

Choose your “DAY OF NO!" and, let
your staff know. Your team will
say “NO" to all of your requests so
you can practice dealing with frus-
tration, make adjustments, and
achieve your goals! If you have too
much difficulty, you can try anoth-
er day but you need to successfully
manage ALL no’s to get credit.

TEMPERANCE =«concrere Task=+

Develop a weekly health plan to
include: 1. exercise/fitness (what
will you do each week?) 2. meals/
recipes you could prepare 3. Gro-
ceries you would need for meals
4. How to properly store food
5. Where to find coupons

(THIS INFORMATION WILL BE RE-
QUIRED FOR YOUR HOME PETITION)

TEMPERANCE

Show dedication to self-care by re-
maining compliant with your treat-
ment plan. Make a checklist of the
things you do each day. You Need
85% compliance to receive credit.
Save the checklists and present in
your petition.

TEMPERANCE
**CONCRETE TASK**
Role play refusal skills to turn away
negative peers or choices (THIS
MAY BE USED AS AN ACTIVITY FOR
PETITIONS)

TEMPERANCE

Pray, worship or meditate each
morning or each night for a while
week. List a word for how you feel
each time.

RESILIENCE

Exercise: how many pushups,
squats, lunges did you do? List that
number and get a staff to sign your
form. If you got credit for this be-
fore, do 5 more each!

RESILIENCE

Celebrate yourself by respectfully
announcing an accomplishment to
your unit in a non disruptive way.

RESILIENCE
**CONCRETE TASK**
Write a letter demonstrating your
understanding of Restorative Jus-
tice Practices and how you have
applied them. **Make sure to
include areas of growth** (THIS
INFORMATION WILL BE REQUIRED
FOR YOUR HOME PETITON)

RESILIENCE

(reate a Gratitude calendar for
the month and write three things
you are grateful for each day. Try
to make them different or find
something new and specific to list.
**Show your calendar to a mem-
ber of your team and/or present in
a petition.

RESILIENCE

**CONCRETE TASKS**
1) Observe a traffic or criminal
court session
2) Learn how to obtain legal ser-
vices
3) Write a letter explaining the
qualities you would want a judge
and prosecuting attorney to know
about you

RESILIENCE
Select a book from the GUGO li-
brary and read. Read a little every
night for one week. List the page
numbers on the back next to the
date. Share with your (M and ob-
tain their signature.

RESILIENCE

Make a poster or vision board of 5
people you respect who are current
or historical figures in leadership,
sports, entertainment, etc. List
the qualities you admire and how
you could develop or demonstrate
these qualities.
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Nellness Calendar LEVEL 5 s
ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY
**CONCRETE TASKS** | attended all scheduled CORE **CONCRETE TASK** Attend and participate in your **CONCRETE TASK** Complete a Hassle Log (from WAIT), **CONCRETE TASKS**

1) Open a personal checking ac-
count
2) Open a personal savings account

group sessions, wrote reflections
on my Program Checklist, and ob-
tained needed signatures every day
of the month.

Learn how to read and understand
a lease agreement.

individual sessions with MH staff.
NEED TO GO AT LEAST 4X in the
month to obtain staff signature on
this calendar.

Create  roommate criteria and
house rules

LETMGO (from SPARCS), Thinking
report (from Power Source), or
SLOW DOWN from (TGCTA) after a
difficult moment. Save and share
AT LEAST FIVE during your petition.

(reate a furniture plan and budget

EMPATHY
Team up with Ms. White/Mr. Jack-
son to plan and lead a competition
or activity on peer pressure and
wanting to belong.

EMPATHY

Participate in and successfully com-
plete training as a RJ facilitator.

EMPATHY

Interview your care coordinator
about the harm you caused when
in the community. Identify three
actions you can take to repair harm
(apology letters, community ser-
vice, participate in a panel, etc).

EMPATHY

Organize a dance party on the unit.
Work with staff to select appropri-
ate songs and encourage your unit
to spend some time dancing.

EMPATHY

Write a letter of self forgiveness to
yourself and share with a trusted
staff for credit.

EMPATHY

Write index cards of 10 high risk
situations, thoughts, feelings, you
may face in the community. On the
back of the card, put yourselfin the
shoes of someone who wants to
help you and write what you will
say to yourself to challenge high
risk thoughts/situations.

EMPATHY

Write a letter to MH staff about be-
ing a cofacilitator for a Core group
that meant a lot to you. Let them
know how you would contribute as
a cofacilitator and why you would
be a good candidate.

TEMPERANCE

(reate a vision board of people
you trust and who you can turn to
in your life. Fill the page with pic-
tures, symbols.

TEMPERANCE
**CONCRETE TASK**

Learn how to purchase a used auto-
mobile/insurance.

TEMPERANCE

(reate a Temperance calendar for
the month in which you mark each
time you stop yourself from doing
something negative or reacting
impulsively to a situation. **You
can combine this calendar with the
Gratitude calendar** Present to
your staff, CST, or in your petition
for credit.

TEMPERANCE
**CONCRETE TASK**

Understand how to keep a car main-
tained.

TEMPERANCE

Show dedication to self-care by re-
maining compliant with your treat-
ment plan. Make a checklist of the
things you do each day. You Need
90% compliance to receive credit.
Save the checklists and present in
your petition.

TEMPERANCE
**CONCRETE TASK**
Enroll in a driver’s education class.

TEMPERANCE

Pray or worship or meditate each
morning or each night for a week.
List a word for how you feel each
time.

RESILIENCE

Exercise: how many pushups,
squats, lunges did you do? List that
number and get a staff to sign your
form. If you got credit for this be-
fore, do 5 more each!

RESILIENCE

Ask permission to interview a staff
you admire. Ask them about their
career choice, motivation to suc-
ceed, values, and recommenda-
tions to you. Present the interview
ina group or to your CST.

RESILIENCE
*CONCRETETASK**

Obtain learners permit / driver’s
license.

RESILIENCE

(reate a Gratitude calendar for
the month and write three things
you are grateful for each day. Try
to make them different or find
something new and specific to list.
**You can combine this with your
Temperance calendar. Show your
calendar to a member of your team
and/or present in a petition**

RESILIENCE

**CONCRETE TASKS**
1) Observe a traffic or criminal
court session
2) Learn how to obtain legal ser-
vices
3) Write a letter explaining the
qualities you would want a judge
and prosecuting attorney to know
about you

RESILIENCE

Choose a community issue that
you think is important to improve
to create a better environment for
families and young adults and cre-
ate a poster or pamphlet for a pro-
gram you would create to improve.

RESILIENCE
Select a book from the GUGO li-
brary and read. Read a little every
night for one week. List the page
numbers on the back next to the
date. Share with you CM and ob-
tain their signature.
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ACCOUNTABILITY
**CONCRETE TASKS**
Develop an initial grocery list with
1 weeks' worth of meals YOU WILL

NEED THIS FOR HOME PETITION

ACCOUNTABILITY
| attended all scheduled CORE
group sessions, wrote reflections
on my Program Checklist, and ob-
tained needed signatures every day
of the month.

ACCOUNTABILITY
**CONCRETE TASK**
Develop a monthly budget

ACCOUNTABILITY

Attend and participate in your
individual sessions with MH staff.
NEED TO GO AT LEAST 4Xx in the
month to obtain staff signature on
this calendar.

ACCOUNTABILITY
**CONCRETE TASK**
Develop a list of (2 or more) trusted
adults in the community and their
contact info. YOU WILL NEED THIS

FOR HOME PETITION

ACCOUNTABILITY

Complete a Hassle Log (from WAIT),
LETMGO (from SPARCS), Thinking
report (from Power Source), or
SLOW DOWN from (TGCTA) after a
difficult moment. Save and share
AT LEAST FIVE during your petition.

ACCOUNTABILITY
*+CONCRETE TASK**

Complete Independent Life Skills
Post-test

EMPATHY

Organize a “Celebration of Life”
activity to honor recent losses or
significant losses for the unit.

EMPATHY

Facilitate at least one RJ circle or
intervention with your peers if you
are a trained facilitator.

EMPATHY

(reate a list of people from your
neighborhood that are currently at
the facility and submit the names
to RJ. Cofacilitate a circle with CM,
RJ, and BH and discuss strategies to
reduce conflict/beefs in the com-
munity.

EMPATHY

Facilitate a gratitude circle with
your unit and open the group by
complimenting yourself and your
peers (without cracking jokes).
Have each youth discuss strengths
they could develop and utilize as a
future credible messenger.

EMPATHY

Initiate a conversation with a staff
you have been bothered by or had
conflict with while here. Tell them
how felt (use feeling words, and |
statements) to express how you
were affected.

EMPATHY

Organize a poetry slam in where
residents on the unit have the op-
portunity to express themselves
through art, music, poem, etc and
you offer encouragement and sup-
port.

EMPATHY

Co-facilitate a group module (the
whole cycle) with MH and Credible
Messengers.

TEMPERANCE

Organize a dance party on the unit.
Work with staff to select appropri-
ate songs and that will motivate
and encourage your unit to keep
doing their best to succeed.

TEMPERANCE
**CONCRETE TASK**

Fully participate in developing your
discharge plan. Create a Wellness
Calendar for your first month after
discharge. What will you do each
day to show your four values?
YOU NEED TO PRESENT YOUR PLAN
FOR HOME PETITION

TEMPERANCE

Choose an affirmation from your
poster/NB Success Plan that has
been most helpful and put it on a
T-shirt. Wear during your home pe-
tition and explain.

TEMPERANCE
**CONCRETE TASK**

Have lunch with DYRS program ad-
ministrators

TEMPERANCE

Show dedication to self-care by re-
maining compliant with your treat-
ment plan. Make a checklist of the
things you do each day. You Need
90% compliance to receive credit.
Save the checklists and present in
your petition.

TEMPERANCE
**CONCRETE TASK**
Role play refusal skills to turn away
negative peers or choices (THIS
MAY BE USED AS AN ACTIVITY FOR
PETITION)

TEMPERANCE

Pray, worship or meditate each
morning or each night fora week.
List a word for how you feel each
time.

RESILIENCE

Exercise: how many pushups,
squats, lunges did you do? List that
number and get a staff to sign your
form. If you got credit for this be-
fore, do 5 more each!

RESILIENCE

Make a vision board with a timeline
of your placement at NB. Identify
the most difficult situations/con-
flicts you had to overcome.

RESILIENCE
**CONCRETE TASK**
Write thank you notes or cards to
all of the staff/peers whose help
you have appreciated along the
way. You can share these as part of
your petition

RESILIENCE

(reate a game on your own or with
your unit. Make jeopardy questions
on group sessions and life skills.
Your questions may be used in
competition with other units!

REILIENCE
**CONCRETE TASK**
Have a luncheon with staff you
want to thank, meet with, talk
with, etc. Write an invitation to
staff with a day and time to meet
in culinary or elsewhere if possible

RESILIENCE

Choose a community issue that
you think is important to improve
to create a better environment for
families and young adults.

RESILIENCE

Write “Words of Wisdom” for new
youth coming into complete the
program. List 10 words of encour-
agement or things to know. If se-
lected, your wisdom will be shared
in orientation packets.
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EMPATHY EMPATHY EMPATHY EMPATHY EMPATHY EMPATHY EMPATHY
TEMPERANCE TEMPERANCE TEMPERANCE TEMPERANCE TEMPERANCE TEMPERANCE TEMPERANCE
RESILIENCE RESILIENCE RESILIENCE RESILIENCE RESILIENCE RESILIENCE RESILIENCE
ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY ACCOUNTABILITY
EMPATHY EMPATHY EMPATHY EMPATHY EMPATHY EMPATHY EMPATHY
TEMPERANCE TEMPERANCE TEMPERANCE TEMPERANCE TEMPERANCE TEMPERANCE TEMPERANCE
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RESILIENCE RESILIENCE RESILIENCE RESILIENCE RESILIENCE RESILIENCE RESILIENCE
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List the Feedback you received in your last patition:-'
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PETITION FOR NEXT LEVEL:

1) Target Outcomes (per you and Core Support Team) What were the specific goals you were
asked to work on to show improvement on your target dorains and to advance to your next

;}PLS'/PYJ Domain onyour | List ways you have shown improvement on each domain:

Success Plan

_

2} Core Values: What specific behaviors have you demonstrated to reflact New Beginnings Core

Values?

Core Values

Empathy

f List ways you have shown Improvement on each domain:

Temperance

Accountability

Resllience

L

e T U
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Name:
Date;

. Page20f6

3) RE\[]EW YOUR PROGRANM CHECKLIST:
How many individual sessions have you attended in the last month? List the skills you have been

working on and examples of your progress? Reflect on any struggles or barrlers you face:

—

DATE OF SESSION
(LIST MISSED REASON FOR MISSED
SESSIONS) SESSIONS

TOPIC/SKILL. COVERED OR Do you notice changes in yourself? **If so,

explain what you learned and how you have
been using skiils/support. List ways others
can tell you are changing

**¥1f nat, what challenges have you faced and
what will be helpful?

4) REVIEW YOUR PROGRAIV CHECKLIST:
How many CORE group sessions have you participated in the last month?

How many group sessions did you miss? List the reasons:

(-]

o]

List three spectiic sessions that were helpful and why,
List specific sessions that were challenging and explain why.

CORE GROUP
NAME

Title of sessions that wera
helpful

Explain what you learned and how you could use the
material covered and discussed in your life

1

2)

ey

3)

CORE GROUP
NAME

Title of session that were
challenging

Expiain the challenges and what you would change |

1)

2

3)




Name:
Date:
Page 3 of 6

5) What are some challengas you have faced over the past month?
e List specific incidents {major or minor} you had in which you reguilred redirection from

staff

@ Triggers for those incidents
¢ Thinking/Feeling that contributed to the incidents

o What steps are you taking to

challenges?

Incident

progress toward your goals when faced with these

internal or
External Triggers

Thinking/Feeling
Patterns that
contributed to
incident

Actions
demonstrated in
incident

What steps have
you taken to
progress and
improve? What
steps could you
take in the future
1o avoid the
incident?




i

Name:
Date:
Paged of 6

' 6) How many Wellness Activitles have you completed?
Describe three that were helpful. Describe any that were not. Describe activities you would like

to focus on next month.

7) What skills are you developing’in Real Talk/Life Skills groups?

8) What specific social/emotional/ behavioral outcomes will you focus upen for your next petition?

9) What skills have you demenstrated over the past month to earn the next level?

10} CORE SUPPORT TEAM WILL SELECT A SPECIFIC QUESTION/ACTIVITY/ETC TO ADDRESS SPECIFIC
NEEDS AND GROWTH AREAS OF YOUTH. IN PERSON PRESENTATION

-11) **What do you want the team to know about your efforts and growth? (Be creative, you can
use art, musie, poetry, vision board etc}. Consider any goals, affirmations, relationships, R

practices that are helping you to progress

FasniaN

P
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Total Score (Include scores fiom school and Gym) 9

2) Core Values: What spacific behaviors have you demonstrated ¢o reflect New Beginnings Core Valu

COMMETS:

Empathy /3

Temperaice < - ‘
Accountability (automatic0 if they tear up any 3

paperviork)

Resilience /3

Total Score (Indudescesfonschooland Gym) | /12
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3) REVIEW VOUR PROGRAM CHECKLIST
How many individual sessions have you atiended in the last month? List the skills you have been warking on
and examples of your progress? Reflect on any struggles or barriers you face:

COMMETS:

Attendance to and participation inses-| B

 sions/ demonstrated attitude toward 3
 sassions 7 )
Demonstrated use of skills listed on a
N . /3
daily basis
Total Score 16

4) REVIEW YOUR PROGRAM CHECKLIST
-How many CORE group sessions have you participated in the last month?
-How many group sessions did you miss? List the reasons:
-List three specific sessions that were helpful and why. .
- List specific sessions that were challenging and explain why.

COMMENTS

' Attendance to and participation in ses-
sions/ demonstrated attitude toward 13
group sessions

Demonstrated use of skills listed on a

daily basis 3

" | Total Score & 16 :
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5) What are some challenges you have faced over the past month?
+List specific incidents (major or minor) you had in which you required redirection from staff
= Triggers for those incidents -
= Thinking/Feeling that contributed to the incidents
»What steps are you taking to progress toward your goals when faced with these challenges?

(OMMERTS

Response to radirection and use of
coping skills to de-escalate

Willingness to self-reflect, accept re-
sponsibility, and repair harm

Total Score ' : /6

Use Grid Below for questions 6-9; g
6-Describe three Wellness Activities you have practiced over the last month? Which ones were helpful?
Which ones were not?
7-What skills are you developing in Real Talk/Life Skills groups?
8-What specific social/emotional/ behavioral outcomes will you focus upon for your next petition?
9-What skills have you demonstrated over the past month to earn the next level?

COMMETS:

Atteridance to and participation in ses- |

sions/ demonstrated attitude toward /3
activities
Demonstrated use of skills listed on a

i 3 B /3
daily basis
Total Score /6

QUESTIONS 10 and 17 ara scored in the IN:-PERSON SECTION ON GRID
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PEICH QUESTIOHAARE PO SHEEL FEEBBACK:

Question T {SHOULD RCWDE 9
FEFDBACK FROM STHOOL AN GYM)

Questian 2 (SHOULD INCLUDE 12
FEEDBACK FROM SCHOOL AND GYM)

Question 3 6
Question £ ' 6
Questionh 5 16
Question 6-9 /6
Overall Writken /10
Re'ﬂec_tiq_ns

Question 10 /5
Question 11 /5
Overall Presentation

(ATTITUDE, DEMEANOR; RESPONSETO /5
FEEDBACK, ETC)

Level Advancement Required:
70/100 points=Level 1

75/100 points=Level 2

80/100=level 3 -

85/100=Level 4 - .
90/100=Levels 5, 6, and Home Petition
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(ORE SUPPORT TEAM TEEDRACK:

(MAY 30-MAXE SURE POINES INCLUDE - /30
REFERRALS EROM SCHOOL, GYM, EFC)

Petition Questionnaire /55
(MAX 55)
In Persan Presentation 15
(MAX 15)

Point sheet accumulation
All days youth earned the membership for the day (T, L, or C). Maximum is 30 pts since the petition period is

one month.

Patition Questionnaire

-Orientation=pts for each written response
-Levels 2-6=points for demonstrated behaviors per staff observation (use NB Success Plan comments,

weelkly goals, YPM discussions, log book, feedback from school and gym, etc for ratings).

In Person Performance
Resident’s presentation to the team, responses to questions, openness to feedback, and overall attitude/par-

ticipation. Scores to be averaged by number of staff present at the petition.

Level Advancement Required:
70/100 points=Level 1

75/100 points=Level 2

80/100=Level 3

85/100=Level 4

90/100=Levels 5, 6, and Home Petition
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SUPERVISION OF YOUTH ON SUICIDE PRECAUTION STATUS AT THE YOUTH
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L. INTRODUCTION

In early 2024, the Office of Independent Juvenile Justice Facilities Oversight (OIJJFO)
undertook a review of the supervision and documentation requirements set forth in DYRS Policy
No. V.b.3, Suicide Prevention relating to youth placed on Suicide Precaution Status (SPS) at the
Youth Services Center (YSC) and New Beginnings Youth Development Center (New
Beginnings). While the review did not include an evaluation of the c/inical decisions involved in
the placement, maintenance, and removal of youth from suicide precaution status, it specifically
assessed both facilities’ implementation of policy requirements relating to supervision of youth
on suicide precaution status and documentation related. This report summarizes OIJJFO’s

findings relating to policy compliance during that review.

II. BACKGROUND

DYRS policy requires that youth placed on suicide precaution status be assessed,
supervised, and provided appropriate interventions, and establishes specific documentation
relating to these actions.! Prior to the dismissal of the Jerry M. lawsuit in 2021, the Special
Arbiter completed an assessment of the practices around the use of suicide precaution status at

YSC and New Beginnings.> The Special Arbiter’s 2020 assessment included two components.

! Attachment 1, DYRS Policy No. V.b.3, Suicide Prevention, effective June 28, 2016 (Suicide Prevention Policy).
In part, the Suicide Prevention Policy provides for the following: a suicide risk assessment of all youth upon
admission and all youth who are thought to be at risk of suicide or self-injury; placement of youth found to be at risk
of suicide or self-injury on either SPS-1 (requiring trained staff within five feet of youth at all times) or SPS-2
(requiring youth are observed by staff at least every 10 minutes) depending on results of the risk assessment; daily
clinical assessments of youth while on suicide precaution status; procedures for stepping youth down from SPS-1 to
SPS-2; and monitoring of youth following removal from suicide precaution status on a daily basis for five days,
weekly for two weeks, and monthly thereafter. /d. §VI.B. The policy also provides for development and
implementation of Special Management Plans that include identification of triggers and precipitants and early
intervention strategies to address the needs of youth in crisis. /d. §VI.B.8.
2 See The Special Arbiter’s Abbreviated Report to the Court Regarding Defendants’ Progress Toward Meeting
Work Plan Requirements Related to Behavioral Health Services At the Youth Services Center And the New
Beginnings Youth Development Center, filed June 15, 2020 (Special Arbiter’s June 2020 Report). The specific
requirement in Jerry M. provided as follows:

3. Crisis Intervention and the Management of Acute Episodes

2




First, the health records of a sample of youth on suicide precaution status were reviewed by an
outside expert to evaluate the clinical aspects of DYRS’ performance relative to assessments,
supervision and the development and implementation of interventions for youth on suicide
precaution status.> Then, using that same sample of cases, staff from the then Office of the
Special Arbiter evaluated performance at both the YSC and New Beginnings relative to 26
specific policy requirements. Based upon those reviews, the Special Arbiter concluded that the
YSC did not complete adequate risk assessments and failed to complete required follow-up
assessments in some cases. She also identified shortcomings in the required monitoring by both
behavioral health and direct care staff and noted other deficiencies in implementation of the
DYRS Suicide Prevention Policy required by this subsection. In contrast, at New Beginnings,
the Special Arbiter concluded that the clinical assessments and interventions implemented to
support youth on suicide precaution status were appropriate. The Special Arbiter’s evaluation
identified limitations associated with discreet aspects of documentation related to the

implementation of the Suicide Prevention Policy at New Beginnings; however, unlike the YSC,

e.  Defendants shall assess, supervise, and provide appropriate interventions to youth on suicide
precaution status, consistent with the draft DYRS policy, Suicide Prevention for Youth, and
any related clinical protocol, as clinically indicated.

iii.  Performance Standard: By February 1, 2009, and thereafter, at least 90
percent of youth at [New Beginnings] and 90 percent of youth at the YSC who
are on suicide precaution status shall have been assessed, supervised and
provided appropriate interventions consistent with the draft DYRS policy and

any related clinical protocols, as clinically indicated.
3 Dr. Richard Barnum reviewed health records to assess the following: 1) whether the youth was appropriate for
placement on suicide precaution status; 2) whether the youth was placed on the appropriate level of suicide
precaution; 3) whether behavioral health staff fully documented the results of the assessment associated with the
determination to place the youth on suicide precaution status, including the rationale for placement and a description
of the symptoms and behavior warranting placement; 4) whether the documentation in the health record indicated
that a face-to-face assessment was conducted; 5) whether the documentation in the health record indicated that
behavioral health staff-developed appropriate interventions/recommendations for DYRS staff to manage the youth
while on suicide precaution status; 6) whether the documentation in the health record reflected implementation of
the recommendations and interventions formulated by DYRS staff; and 7) whether the documentation in the health
record reflected appropriate decision-making insofar as maintaining youth on suicide precaution status or removing
them from it, the associated rationale, and an adequate description of the youth’s behavior and symptoms. Special
Arbiter’s June 2020 Report at pages 46-47.



as a general matter, most key documentation and supervision requirements were satisfied at New
Beginnings.

To update the non-clinical related findings from the Special Arbiter’s 2020 SPS review,
the OIJJFO in early 2024 evaluated DYRS’ performance relative to the same 26 requirements
established in the Suicide Prevention Policy.* This evaluation included review of both electronic
health records maintained for individual youth and supplemental records completed and
maintained by YDRs and their supervisors. To generate samples for review, OIJJFO reviewed
records maintained by DYRS to identify all youth at the YSC and New Beginnings who were
placed on any level of suicide precaution status during the period from to September 1, 2023 to
December 31, 2023 at the YSC and the period from September 1, 2022 to December 31, 2023 at
New Beginnings.’ After reviewing and cross-referencing all known data sources regarding
youth on suicide precaution status, ten youth at the YSC® who had been placed on suicide
precaution status in 18 episodes during the review period,” and six youth at New Beginnings who
had been placed on suicide precaution status in a total of six episodes during the review period,
were identified and related records were reviewed.

As noted, the Suicide Prevention Policy establishes specific procedures and timeframes

for ensuring that youth placed on suicide precaution status are assessed and monitored in a

4 In evaluating the DYRS’ implementation of the policy, an audit tool that focused on a subset of the requirements
initially used during the Special Arbiter’s 2016 assessment of behavioral health services at New Beginnings was
used. Attachment 2, DYRS Suicide Prevention Policy Review Tool.

5> Based on the selection criteria, the sample included all youth at New Beginnings who were placed on suicide
precaution status between September 1, 2022 and December 31, 2023. Because SPS is not used as frequently at
New Beginnings, the time sample time frame for New Beginnings youth was expanded to obtain a larger sample
size.

¢ Based on the selection criteria, the youth in the final YSC sample were on suicide precaution status at least one
day between September 1, 2023 and December 31, 2023.

7 Among the ten youth, four youth were involved in 12 episodes of suicide prevention status, including one youth
with three episodes, one with five episodes, and two youth each with two episodes. The remaining six youth each
had only one episode of SPS during the review period.



manner that protects the youth from self-harm. Among its provisions, the Suicide Prevention
Policy requires behavioral health or medical staff to complete a Suicide Notification form to
place a youth on suicide precautions,® that staff supervising youth on SPS document their
observations using a Suicide Prevention Observation form continuously throughout the day at
specified intervals and that staff carry the form with them as the youth moves throughout the
facility.” Additionally, the Policy provides for an assessment of youth by behavioral health staff
each day the youth is on suicide precaution status, and specifies what must be included in the

assessment. '°

The Policy mandates that behavioral health staff complete a Special Management
Plan when a youth is placed on suicide precaution status, which is intended to provide guidance
to direct care staff on triggers, warning signs, and managing the youth during his or her crisis. !
Finally, the Policy also provides for post-SPS assessment of youth at gradually increasing
intervals.'?

The findings from this review are presented below.

A. YSC

OIJJFO’s review of the records associated with the YSC sample indicates that the YSC is

meeting some, but not all of the Policy requirements relating to supervision of youth on SPS and

8 See Attachment 1, §§VI.B.4.v and VL.H.1.

° Id. §VL.H.2.ii. For the purposes of this review, for each episode, all deviations from the requirement to document
observations at specified intervals were identified. For a given episode, any deviation from the policy’s
recordkeeping requirements was noted. While this method ensured consistency in applying the policy requirement
among distinct episodes, it did not necessarily provide a sufficiently complete assessment of the DYRS’
performance: Episodes with a single deviation would be recorded as equivalently deficient when compared to
episodes with significant numbers of deviations. Consequently, given the large number of observations required to
be recorded each day, the extent of the deviations from documentation requirements was assessed and considered for
each episode. Where deviations were of very short duration (1-3 minutes) or only at sporadic intervals during the
entire episode of SPS, the reviewer exercised judgment and did not consider these instances to be violations of
policy requirements which would have resulted in a finding in non-compliance with the policy provisions in the
particular case being reviewed.

10 14 §§VI.B.5.i.a. and b.

' Id. §§VI.B.5.i.c. and B.8.

12 Id. §V1.B.7. Initially, behavioral health staff are to assess youth off SPS daily for five days, weekly for two
weeks, and monthly thereafter unless documentation in the record supports discontinuation of the monitoring.

5



documentation related thereto. While there were certain requirements that YSC staff
consistently implemented during each episode in the sample reviewed, YSC did not consistently
adhere to numerous other policy requirements. Specifically, the review established that YSC
met all the Policy requirements relating to the content of daily assessments by behavioral health
staff in all cases where such notes were completed,'® in completing the Suicide Prevention
Notification Form'* and in changing (and documenting the change) of a youth’s suicide
precaution status.'> Additionally, each of the YSC cases reviewed included a description of
items to be removed from the youth while on suicide precaution status.'®

In contrast, OIJJFO’s review also established that the YSC is not meeting other key
policy components. These include implementation of the Suicide Prevention Policy’s
requirements related to the supervision of youth on suicide precaution status,!” daily assessment

of youth on suicide precaution status,'® development of Special Management Plans,'® and in

13 Attachment 1, §§VI.B.5.a. and 5.b. Notes were completed and addressed all required content in the following
episodes: KR, LC, JM, MB, RM (episodes #1 and #3); TJ (episodes #1, #2, #3, and #5); DS (episodes #1 and #2);
and TA (episodes #1 and #2). In the episodes of SPS involving RM (episode #2), TJ (episode #4), IB, and CR at
least one daily assessment was missed, but when daily assessments were completed, all required elements were
included.

14 Attachment 1, §§VI.B.4.v. and VL.H.1. Notification forms were found for all episodes for all youth in the
sample.

15 Id. §V1.B.5.2. SPS change forms were found for all episodes for all youth in the sample.

16 Id. §VI.B.8.i. requires behavioral health staff to develop Special Management Plans for youth placed on SPS and
that each plan include identification of items to be removed from the youth. During this review, as noted below,
only one of the episodes of SPS at the YSC during the review period included (or referenced) a Special Management
Plan, but the Suicide Notification Forms in each case included a description of items to be removed from the youth.
17 The policy provides two levels of suicide precaution status based upon the clinical presentation of the youth.
SPS-1 is the most intensive level of suicide precaution status and is used for youth who present with marked acuity;
youth on SPS-1 must be directly supervised by DYRS staff at all times and staff observations of the youth must be
recorded five times per hour. Attachment 1, §VI.B.3.i.a.(c). SPS-2, which is used for youth “who present with
some vulnerability to harm themselves,” requires that staff complete checks at staggered intervals but not less than
every ten minutes. /d. §§VI.B.3.i.b.(a). and (b).

18 Id. §VI.B.5.i. Daily assessments were not met in RM (episode #2, missing two daily notes), IB (missing four
daily notes), TJ (episode # 4 missing one daily note), and CR (missing six daily notes).

19 Id. §V1.B.3.i.a.j. and VL.B.8. No Special Management plans were completed in any episode in the YSC sample
other than IB.



post-SPS monitoring activities.?’ For example, at least one daily assessment was missed in four
episodes involving four youth.?! Special Management Plans were completed in only one of 18
episodes of use of SPS; in 12 of the 18 episodes involving five youth, there were Special
Management Plans completed in prior incidents but in none of those cases were the previously
completed Plans updated or referenced at the time of subsequent SPS episode, nor were direct
care staff referred to those plans.?? Similarly, in no cases was there clear documentation that a
change in SPS level was communicated through a face-to-face encounter, although the policy
specifically requires staff to document that a change in suicide precaution status was
communicated to direct care staff through a face-to-face encounter.?* There were also instances
in which post-SPS monitoring was not completed as required. Two of 15 applicable cases did
not include the required five-day follow up, three of 11 cases did not include the required weekly
follow up for a two-week period, and one of six cases was missing monthly follow up

assessments.*

20 The policy requires daily post-SPS monitoring for five days, weekly for two weeks, and then monthly thereafter
unless discontinued for clinical reasons. I/d §VI.B.7. The following youths were missing one or more post-SPS
daily monitoring (TJ episode #3), (TA episode #5) and weekly SPS- weekly monitoring (KR, TJ episode #5 and TA
episode #2).

2! In one episode, a daily assessment was missed on two days (RM episode #2), in another, there were no daily
assessments completed for four days (IB), and in the other two one daily assessment was missed (TJ episode #4 and
CR).

22 Section VI.B.4.vi. of the Suicide Prevention policy provides “behavioral health staff shall deliver the plan to the
direct care, medical, and/or school staff who shall implement any provisions directed to them.” This clearly
contemplates that the content of Special Management Plans will be communicated directly to impacted staff when a
youth is placed on SPS. Even in instances where older plans were in the record, there was no evidence that direct
care or other staff were referred to such older plans for the management of the youth.

2 Id. §VI.B.5.ii.e. The Policy states that changes in SPS are to be communicated through a face-to-face encounter
and that “[t]his encounter shall be included as a component of the progress notes and shall be written in the medical
record.” Id. Informing YDRs in a face-to-face meeting of changes in suicide precaution status, and documenting
that meeting, ensures that direct care staff are aware of the youth’s new status and provides an opportunity for issues
to be identified, discussed, and resolved. Episodes in which this was not completed include RM (all 3 episodes), KJ,
TJ (episodes #1, #4, and #5), DS (episodes #1 and #2), TA (episodes #1 and #2), MB and CR. This requirement was
not applicable in TJ (episodes #2 and #3), LC, JM, and IB.

24 TJ episode #3 was missing one 5-day post SPS daily note and in TJ episode #5 there were no post-SPS notes
upon her return from PIW. Post-SPS weekly monitoring for the next two weeks following discontinuation of SPS
was not documented in three episodes, KR, TJ (episode #5) and TA (episode #2).
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This review also revealed issues with the completion of the monitoring forms by direct
care staff. It was noteworthy that youth at the YSC placed on suicide precaution status were
often on such status for weeks at a time. In reviewing monitoring forms provided by DYRS,
OIJJFO was unable to locate forms for specific dates in 11 episodes of SPS-1%° and for specific
dates in eight episodes of SPS-2.2° In some instances, forms from whole shifts were missing. In
other several other instances, codes were completed on some forms with no observation times
indicated and/or no staff signatures,?” and OIJJFO was unable to determine if youth were
monitored during these periods or if forms were completed by staff in advance and not
contemporaneously as required by the Policy. Where observation forms were available for
review for youth on SPS-1, OIJJFO staff found that some of the observation forms completed by
staff monitoring the youth did not reflect observations completed five times per hour.?® For
youth on SPS-2, in only five of the 15 applicable episodes was the required monitoring at
staggered intervals not to exceed 10 minutes consistently documented in accordance with DYRS
policy.?? OIJJFO also compared the findings from the most recent prior review in 2020 with the

current findings which is reflected in Table 1 below.*

25 The youth involved were RM (episodes #1, #2, and #3), KR, IB, DS (episodes #1 and #2), TA (episodes #1 and
#2), MB and CR.

26 The youth involved were RM (episodes #1, #2, and #3), KR, LC, IB, TA (episode #1), and CR.

27 The youth involved in these instances were RM (SPS-2, episode #1; missing monitoring signatures despite time
and activities noted); LC (SPS-2; observation forms missing signature of monitor though time and activity were
documented); IB (SPS-1; multiple forms for same period, forms show times completed but no activity noted nor
staff signature).

28 RM (episodes #1, #2, and #3), KR, IB, DS (episodes #1 and #2), TA (episodes #1 and #2), MB, and CR.

2 RM (episode #1); TJ (episodes #4 and #5); DS (episode #1) and MB.

30" As noted, that review was completed by the Special Arbiter in 2020. See June 2020 Special Arbiter’s Report,
page 49.



TABLE 1: PERCENT OF CASES MEETING SELECT 2016 SUICIDE PREVENTION POLICY REQUIREMENTS
AT THE YSC, 2020 versus 20233!
POLICY REQUIREMENT 2020 % Met | 2023 % Met
(N=6) (N=18)

SPS-1 Observation forms completed for entire SPS-1 episode 100 21
SPS-1 Observation forms signed by direct care and supervisor 100 62
SPS-1 Observations documented 5 times per hour 60 15
SPS-2 Observations documented at least every ten minutes 0 34
Immediate notification of BH staff if direct care staff notice change in youth 100 100
BH staff assess youth at least once per day and document same in record 100 78
BH daily assessment includes evidence BH staff considered need for acute care 83 100
BH daily assessment reflects current behavior 83 100
BH daily assessment reflects changes in thoughts/behavior in last 24 hours 67 100
BH daily assessment reflects basis for continued level of observation 67 100
BH staff completed Suicide Precaution Notification Form 83 100
Record includes Special Management Plan 67 6
Special Management Plan was completed by BH staff 67 6
Special Management Plan reflects items to be removed from youth 83 100
Special Management Plan includes specific problem behaviors and issues 67 6
Special Management Plan identifies triggers and precipitants 67 6
Special Management Plan includes early warning signs and unsafe behaviors 67 6
Special Management Plan includes prevention and early intervention strategies 67 6
Special Management Plan includes crisis management strategies 67 6
Youth who had been on SPS-1 is kept on SPS-2 at least 24 hours before being taken off 100 100
Suicide Precaution form is used whenever SPS level is changed 60 100
Upon change of SPS level, change is documented in record 80 100
Upon change of SPS level, documentation reflects face-to-face encounter 0 0
Post SPS monitoring for five days 50 87
Post SPS monitoring weekly for two weeks 0 73
Post SPS monitoring monthly unless documentation supports discontinuation n/a 86

As Table 1 reflects, performance improved or remained at 2020 levels in 13 of 26
requirements but declined in 11 others. The decline in compliance with the Policy provisions
related to monitoring in part was attributable to the numerous missing monitoring forms from the
forms provided by DYRS. While for the prior review in 2020, most monitoring forms for youth
at the YSC were located in FAMCare, during this review, OIJJFO was informed that forms had
not been loaded into FAMCare but instead were maintained in paper format and had been stored
by SYDRs for the months under review; this change in how monitoring forms are maintained
may have led to lost or misplaced forms and account in part for the decline noted in the

performance related to monitoring documentation requirements. Moreover, the forms were not

31" Some policy requirements did not apply to each case reviewed and those cases were not included in the
percentage calculations in determining if the requirement was met. The audit findings in individual cases from the
current review are not included with this report; however, they will be provided upon request.
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maintained by youth and episode (instead are maintained in a single file), so it is not surprising
that many forms could not be located. In addition, the failure to complete Special Management
Plans, or at least review and, as appropriate, refer direct staff care to previously completed plans
in so many cases compared with 2020 performance levels is a notable finding in the current
review.
B. New Beginnings

As noted, the OIJJFO reviewed all episodes of SPS at New Beginnings for the period of
September 1, 2022 through December 31, 2023, which included six episodes for six youth (two
episodes of SPS-1, each with a step-down to SPS-2) and four episodes of SPS-2 only. The record
review conducted by OIJJFO indicates that staff at New Beginnings were largely implementing
DYRS Suicide Prevention Policy requirements during the review period, with a few exceptions.
Fifteen of the 25 requirements>? reviewed were met in all six episodes reviewed; this compares
with 19 of 26 during the 2020 review. Additionally, 22 of 25 applicable requirements were met
in at least 80 percent of the episodes reviewed. A summary of findings related to
implementation of the policy requirements at New Beginnings and comparing findings to the

2020 review is set forth in Table 2, below.

TABLE 2: PERCENT OF CASES MEETING SELECT 2016 SUICIDE PREVENTION POLICY
REQUIREMENTS AT NEW BEGINNINGS, 2020 versus 20233
POLICY REQUIREMENT 2020 % Met | 2023 % Met
(n=7) (n=6)

SPS-1 Observation forms completed for entire SPS-1 episode 40 100
SPS-1 Observation forms signed by direct care and supervisor 100 0
SPS-1 Observations documented 5 times per hour 40 100
SPS-2 Observations documented at least every ten minutes 43 50
Immediate notification of BH staff if direct care staff notice change in youth 100 n/a
BH staff assess youth at least once per day and document same in record 86 83
BH daily assessment includes evidence BH staff considered need for acute care 100 100
BH daily assessment reflects current behavior 100 100

32 During this review, one of the 26 requirements (relating to notification of behavioral health staff if direct care
staff noticed a change in a youth’s behavioral while the youth is on SPS) was not applicable, as there were no cases
during this review where such change was observed.
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BH daily assessment reflects changes in thoughts/behavior in last 24 hours 100 100
BH daily assessment reflects basis for continued level of observation 100 100
BH staff completed Suicide Precaution Notification Form 100 100
Record includes Special Management Plan 100 100
Special Management Plan was completed by BH staff 100 100
Special Management Plan reflects items to be removed from youth 100 100
Special Management Plan includes specific problem behaviors and issues 100 83
Special Management Plan identifies triggers and precipitants 100 83
Special Management Plan includes early warning signs and unsafe behaviors 100 83
Special Management Plan includes prevention and early intervention strategies 100 100
Special Management Plan includes crisis management strategies 100 83
Youth who had been on SPS-1 is on SPS-2 at least 24 hours before being taken off 100 100
Suicide Precaution form is used whenever SPS level is changed 86 100
Upon change of SPS level, change is documented in record 100 100
Upon change of SPS level, documentation reflects face-to-face encounter 20 0

Post SPS monitoring for five days 100 83
Post SPS monitoring weekly for two weeks 83 83
Post SPS monitoring monthly unless documentation supports discontinuation 100 100

As Table 2 reflects, more than half of the policy requirements were met in every episode
of SPS used at New Beginnings during the review period. For example, in all episodes in the
sample, Suicide Notification and Change in Status forms were found, and all individuals who
had been on SPS-1 were maintained on SPS-2 a minimum of 24 hours before being removed
from SPS.3* Each of the Suicide Notification forms included a statement of items to be removed
from the youth. Daily assessments by behavioral health staff were completed in all but one
episode (83 percent) (in that episode, two daily notes were missing),*> but all completed daily
assessments addressed each of the criteria established by the policy.*® Special Management

Plans were found in all cases, although one Special Management Plan failed to address four of

34 Cases that met these requirements included JW, JH, KB, MP, DM, and KD.

35 In the case of KD, daily assessments were missing for 11/18/23 and 11/20/23.

36 Cases that met these requirements included JW, JH, KB, MP, DM, and KD. In KD’s case a Mental Health SOAP
note for 11/22/23 was located and included all the items expected in a SPS SOAP note and was credited as
compliant.
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the required elements of a Plan.?” Post-SPS daily, weekly and monthly monitoring was
documented as required in all but one case (83 percent).>®

The requirements for YDR staff to document their observations of youth on SPS
Observation Forms multiple times per hour at prescribed intervals and over the course of many
days includes frequent and extensive recording of observations on Suicide Observation Forms.
For youth on SPS-1, per the Suicide Prevention Policy, staff must document observations of
youth at least five times per hour and for youth on SPS-2, staff must document observations at
staggered intervals not less than every ten minutes.** Thus, in any 24-hour period, staff are
required to record at least 120 observations of a youth on SPS-1 and 144 observations of a youth
on SPS-2.

The New Beginnings sample included both episodes of SPS-1 that occurred at New
Beginnings during the 15-month review period. In neither of these episodes were all SPS-1
monitoring forms signed by the supervisor as required by Policy, although all forms were signed
by direct care staff and reflected five observations per hour.*’ In the six instances involving
SPS-2, half (three) did not include observations documented every ten minutes as required by
Policy.*! Finally, as was the case with the YSC, none of the notes pertaining to change in SPS

reflected a face-to-face encounter. However, a review of SPS Observation Forms reveals that in

37 Cases that met these requirements include JW, JH, KB, DM, and KD; in the case of MP, some aspects of a
Special Management Plan were included in the Suicide Precaution Notification Form but not all required elements
were included. Missing elements are recorded in the Table as applicable.

38 Cases that met these requirements include JW, JH, KB, DM, and KD, but no daily post-SPS monitoring was
located for MP for one day in the daily monitoring period and no notes for the two weeks following termination of
SPS. While MH SOAP notes by the therapist were located, they did not address SPS at all.

3 Attachment 1, §§VI.B.3.i.a.(c) and VI.B.3.i.b.(a).

40 In JH’s case, three forms were missing supervisory signatures. In the second case (KB), none of the six forms had
supervisory signature. All forms included signatures of direct care staff.

41 Monitoring forms did not document SPS-2 related observations every ten minutes in the cases of JW, JH, and
KD. In KD’s case, observations were not documented for more than 27 minutes on four occasions. Forms were not
provided for the first day of JW’s SPS-2 status, and in both JH and JW’s cases there were multiple instances where
documented observations exceeded ten minutes.
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every case, shortly after the behavioral health staff changed a youth’s suicide precaution status,
YDR staffs’ observation practices reflected the appropriate observation intervals, consistent with
the change. Thus, the evidence indicates that changes in suicide precaution statuses were being
communicated to YDR staff but not recorded in writing despite the clear requirement in the

Suicide Prevention Policy.*?

III. CONCLUSION

OIIJFO’s review found that neither the YSC nor New Beginnings is meeting all the
requirements of the Policy. Particularly notable is the absence of Special Management Plans that
identify problem behaviors, triggers, early warning signs and prevention, and intervention
strategies at the YSC. In neither facility is behavioral health staff documenting face-to-face
encounters when changing SPS despite a clear requirement in the Policy, and documentation of
monitoring continues to evidence periodic lapses. OIJJFO therefore recommends that all
episodes where suicide precaution status is used be reviewed by performance improvement staff
for compliance with each of the Policy requirements. Additionally, OIJJFO recommends that
monitoring forms be maintained in separate files by individual youth and/or consistently

uploaded to youth FAMCare records to facilitate review.

4 As noted above, the Policy requires face-to-face communication with direct care staff when lowering, upgrading,
or removing a youth from SPS, and that “[t]his encounter shall be included as a component of the progress notes and
shall be written in the medical record.” Attachment 1, §VI.5.ii.e.
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GOVERNMENT OF THE DISTRICT OF COLUMBIA
DEPARTMENT OF YOUTH REHABILITATION SERVICES
POLICY AND PROCEDURES MANUAL

POLICY NUMBER: V.b.3
RESPONSIBLE OFFICES: Health Services Administration
EFFECTIVE DATE OF POLICY: June 28, 2016
SUPERSEDES POLICY: DYRS-021
SUBJECT: Suicide Prevention
i. PURPOSE

The pufpose of this policy is to protect the safety and security of youth residents
at the Youth Services Center (“YSC”) and the New Beginnings Youth:
Development Center (“NBYDC”) by establishing guidelines and procedures

designed to prevent suicide.

1. POLICY

DYRS is committed to providing a safe and secure environment for yoath
residents at the YSC and NBYDC. It is the policy of DYRS to provide on-going
screening, assessments, crisis intervention, adequate staffing for supervision and
commuhication procedures which shall ensure prompt, professional, and
coordinated treatment of youth in its care and custody assessed as bemg at risk for
self-harm or suicide.

L AUTHORITY

"This policy is governed by all applicable District of Columbia and Federal law
including: DYRS Establishment Act of 2004, D.C, Official Code §§ 2-1515.01
through 2-1515.10 (2001); Mental Health Consumers’ Rights Protection Act of
2001, D.C. Official Code §§ 7-1231.01 through 7-1231.15 (2001); D.C. Mun.
Regs. tit, 22-A, § 500.9 (2008); Jerry M. Final Approved Amended
Comprehensive Work Plan, December 5, 2007, as revised by Revised Final
Approved Amended Comprehensive Work Plan, January 26, 2010, and all
amendments thereto; and, District of Celumbia District Personnel Manual §16.
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1V. SCOPE

This policy applies to all DYRS employees at the YSC and NBYDC.

V. DEFINITIONS

Behavioral Health Program Managers: Behavioral health staff designated as
clinical supervisors at NBYDC and YSC to oversee the work performed by the
subordinate behaviotal health staff at their respective facilities.

Child Fatality Review Coordinator: A staff person at DYRS who is responsible
for investigating fatalities of youth under DYRS’ care.

Court Social Services (“CSS?): Part of the District of Columbia Supetior Court
and is the Disitict’s juvenile probation agency. CSS is responsible for serving and
supervising juveniles involved in the “front-end” of the District’s juvenile jystice
system. Those juveniles include: all newly arrested youth enteting the Court. ;
system in juvenile delinquency cases, Persons In Need of Supervision (*PINS™)
cases and truancy cases, probation, and diversion matters. :

Crisis Debriefing: The coordinated effort of behavioral health staff to talk with
youth and staff following a traumatic event such as a serions suicide attempt or a
completed suicide to give them an opportunity to express their feelings and to
offer strategics they might employ to recover from a traumatizing event.

Direct Care Staff: DYRS employees tasked with providing direct supervision,
aversight, and therapeutic interventions to youth in DYRS facilities (i.e., Youth
Development Representatives and Supervisory Youth Development
Representatives).

Massachusetts Youth Sereening Instrument - Version 2 (“MAYSI-27): A
brief mental health screening tool for routine administration at eniry to any
juvenile justice facility or service. Its purpose is to identify youth who may need
immediate attention regarding possible suicide risk and emergent mental health
and substance use needs.

New Admissions: Youth who are first time admissions to a DYRS secure facility
or who have not been detained/incarcerated for two weeks or mote on the cugrent

admission,

Overnighters: Youth detained ai YSC for one or mere nights pending their retuen
1o court for arraignment hearings. These youth may or may not be securely
detained following theit arraignment.
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Responsible Health Authority (“RHA”): Accountable for ensuring the
coordination, aceessibility and delivery of comprehensive quality health care
within each DYRS secure facility, The RHA also monitors direct patient care,

making all final medical judgments.

Self-Injurions Behavior: The non-lethal harming of oneself, incloding: cutting,
drinking or eating non-edible substances, banging of head or fist against walls, or
any other purposeful action with the potential of resulting in self-hatm.

Serious Suicide Attempt: For purposes of morbidity review, any self-injurious
behavior that results in transportation off-grounds for medical treatment.

Special Management Plan: A written plan that details crisis intervention
strategies that are used during a crisis event to reduce or resolve immediate and
future high tisk behaviors in youth.

Suicidal Gesture: Any infentional behavior with the potential for self-harm, even
if not intended to be lethat.

Suicide Attempi: An.act to self-inflict injury with intent to cause one’s death,

Suicide Contagion: A process by which exposute to the suicide ot suicidal
behavior of one or more persons triggers a cluster of subsequent suicides and/or
suicidal behavior. An initial suicide in a juvenile facility introduces the concept of
suicide and may model behavior for other youth. Suicide Contagion may be
transmitted by direct knowledge, rumor/speculation, or through the media.

Suicide X¥deation: Any thoughts or ideas of taldng one’s life.

Suicide Precaution Status (“SPS»): A supervision systetn used to ensure that
youth identified as potentially suicidal are closely observed and receive
appropriate behavioral health and medical services.

Suicide Prevention Panel: An advisory group convened by DYRS whose
mission is to advise leadership on improving suicide prevention efforts at DYRS
and to provide quality assurance and monitoring of suicide prevention policies
and procedures.

Suicide-Resistant Rooms: Rooms that are free of all obvious protrusions, and
provide full visibility. These tooms should contain tamper-proof light fixtures,
smolke detectors and ceiling/wall air vents that are protrusion-free, In addition, the
rooms ot cells should not contain any live electrical switches or outlets, bunks
with open bottoms, any type of clothing hook, towel racks on desks and sinks,
radiator vents, or any other object that provides an casy anchoring device for
hanging. Each room doot should contain a heavy gauge Lexan (or equivalent
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grade) clear panel that is large enough to allow stail a full and unobstructed view
of the room interior.
Triggers: Conditions or variables (e.g., persons, time of day, specific activities,

ete.) that tend to heighten the youth’s feelings of vulnerability or enhanced
likelihood of hurting themselves.

VI, PROCEDURES

A,

1.

GENERAL GUIDELINES

All self-injury, suicidal gestures, suicide attempts or reported suicidal ideations
shall be taken seriously and responded to immediately. The urgency of the response
shall be determined by the seriousness of the youth’s words and/or actions.

All youth thought to be at-risk for self-injury or suicide shalI be referred

- immediately to behavioral health stafl,

1f on-site, behavioral health staff shall immediately, assess the youth. At a minimum,
the suicide risk assessment-should include a brief mental status examination, listing
of chronic and acute risk factors, listing of any protective factors, level of suicide
risk (e.g., low, medium, or high), and a treatment plan.

If on-cali, behavioral health staff shall respond to a call within 15 minutes and make
a clinicai determination about the immediacy of their on-site response, as detailed in
VI.B.3 below,

If it is determined that a face-to-face encounter is not immediately necessary, but
suicidal ideation is assessed to be present after a phone conversation with the youth
and consultation with on-site medical staff, the behavioral health staff member will
place the youth on continuous observation (SPS-1), and the youth will be seen face-
to-face within 18 hours to reassess.

If an immediate response is determined to be clinically necessary, the on-call
clinician will contact the psychiatrist and medical officer at which point the youth
will immediately be placed on continuous observation (SPS-1).

Both medical and behavioral health staff shall be available to DYRS direct care
staff to respond to potentially suicidal youth 24 hours a day, seven days a week
including weekends and holidays.
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B. MANAGEMENT OF SUICIDAL OR POTENTIALLY SUICIDAL YOUTH
1. Screening for Suicidality

i, All youth who present at the YSC or NBYDC shall be screened for suicide
risk.

2. Overnighters and New Adwmissions

i, All overnighters and new admissions shall receive a medical screening and
mental health evaluation by appropriately trained medical staff using the
Initial Medical Screening and Risk Assessment Form (Attachment A), which
inchudes the Youth Suicide and Self Injuty Questionnaire, within four hours of
their admission.

ii. The MAYSI-2 shall be administered by appropriately trained medical staff to
all overnighters/new admissions within four hours of their admission.

i, Medical staff shall immediately notify the on-site or on-call behavioral health
stafl if any overnighter/new admission flags a caution or warning on the
Suicidality or Thought Disorder dimensions of the MAYSI-2 or provides an
affirmative answer to any question on the Youth Suicide and Self Injury
Questionnaire.

iv. If a youth flags a caution or warning on the MAYSI-2, behavioral health staif
shall immediately conduct a face-to-face assessment of the youth to determine
the youth’s mental status and the need for acute psychiatric hospitalization or
placement on Suicide Precaution Status, if on-site.

v. If on-call, the behavioral health staff shall respond within 15 minutes of the
notification and speak with the medical staff who reviewed the Youth Suicide
and Self Injury Questionnaire and MAYSI-2 results and whenever possible,
speal with the youth, to determine the nrgency of a face-to-face assessment
and necessity of placement on a SPS.

vi. If an immediate face-to-face encounter with the youth is determined to be
clinically necessary, behavioral health staff shall proceed to the facility and
conduct a face-to-face assessment within one hour of notification.

vii, In addition to the telephone consultation, the behavioral health staff shall
conduct a face-to-face assessment. within 18 hours of either the administration
of the MAYSI-2 or of the administration of the Youth Suicide and Self Injury
Questionnaire, or within a lesser specified time period as clinically indicated.
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viil.

I,

e

If the overnighter youth is placed on the highest level SPS requiring one-

on-one staffing (i.e., SPS-1), he/she shall be accompanied to court with the
stafl’ member assigned to supervise the youth one-on-one. Medical or
Bebavioral Health staff who completed the Suicide Precaution Notification
form will hand deliver a copy of the Suicide Precaution Notification form to
CSS staff (who are housed in the intake atea of YSC).

Medical staff shall review the mental health record of all overnighters and
newly admitted youth within 24 hours of admission to determine whether each
youth was previously placed on suicide precaution status during a prior DYRS
confinement. Any youth previously placed on an SPS status shall be referred
to behavioral health staff for assessment.

3. Suicide Precaution Guidelines

i, There are two levels of Suicide Precaution Status:

L

a. Level One (SPS-1) (Onc-on-One)

(a)

(b)

(©

@

(©)

®

SPS-1 requires that the youth have a trained and dedicated staff
member within five feet of him/her at all times, day and night, The
door to the room of a youth on one-on-one Suicide Precaution
Status shall remain open at all times.

One-on-one supervision shall be used for youth who present with
matked acuity and require continuous observation, The mental
status of youth on SPS-1 shall be continuously assessed by alf staff
for changes in the youth’s mood, behavior, or thought.

Ditect care staff providing the one-on-one supervision of the youth
shall document their observations at staggered intervals, no less
than five times an hour on the Suicide Precaution Status
Observation Form (Attachment C). The procedures contained on
page two of Attachment C are incorporated herein by reference.
Direct care staff providing one-on-one supervision shall notify
behavioral health staff (or medical staff if behavioral staff is not on
site) immediately if youth evidences increasing signs of changes in
mood, behavior, or thought. :

- If on-site, behavioral health staff shall immediately conduct a face-

to-face assessment of the youth to determine the youth’s mental
status, and the need for acute psychiatric hospitalization.

If behavioral health staff is on-call, staff shall bring the youth to the
medical unit for assessment. Medical staff shall notify the on-call
behavioral health staff, If on-call, the behavioral health staff shall
speak with the referring staff, the medical staff and whenever
possible, with the youth, to determine the urgency of a face-fo-face
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(&)

(h)

(i)

)

(k)

0
(m)

agsessment. On-call behavioral health staff shall present to the
facitity immediately if it is determined that a face-to-face
agsessment 1s needed.

Behavioral health staff shall assess a youth on SPS-1 once per day,
including weekends. Each assessment shall include consideration of
whether the youth requires more acute care (i.6,, transfer to an acute
psychiatric facility) and shall be documented in the youth’s medical
record.

Medical staff shall monitor youth on SPS-1 status daily if their SPS
was based on drug use or other physical health conditions, This
includes visits at night, if necessary.

Upon designation that a youth requires SPS-1 supervision,
behavioral health staff (or medical staff in consultation with
behavioral health staff), shall complete the Suicide Precaution
Status Notification Form (Attachment B).

Behavioral health staff, in.consultation with unit staff, teachers and
other staff with knowledge of the youth shall develop a Special
Management Plan (see Attachment D) that gives instruction about
the management of the youth to medical, direct care, school and
other staff. :

Youth on one-on-one status shall participate in all activities
inchuding school and all usual unit and recreational activities unless
contraindicated as determined by behavioral health staff.

Direct care staff providing observation of a youth on SPS-1 shall
not be assigned any other responsibilities.

The duration of SPS-1 shall be based upon the clinical judgment of
the behavioral health staff in consultation with unit, medical, and
school-based staff.

b. Level Two (SPS-2) (Checks)

(2)

(b)

(©)

(d)

SPS-2 requires that the youth be observed by assigned unit staff at
staggered intervals not to exceed every ten minutes, 24 hours a day
and documented on the observation sheet. A

SPS-2 shall be used for youth who present with some vulnerability
to harm themselves (e.g., suicidal ideation with no plan, some
erratic behavior, or some mood instability, etc.).

Checks shall be implemented by direct care staff fo ensure that
enhanced and regularized oversight of youth occurs and shall be
documented on a Suicide Precaution Status Observation Form with
information about the youth’s behavior observed.

Youth on SPS-2 shall participate in school and all usual unit and
recreational activities,
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(e)  Behavioral health staff shall provide a face-to-face assessment of
any youth on SPS-2 at least once daily, including weekends.

(fy  The duration of SPS-2 shall be based upon the clinical judgment of
the behavioral health staff in consultation with unit, medical, and
school-based staff,

4. Placing a Youth on Suicide Precaution Status

1, Only behavioral health or medical staff, in consultation with behavioral health
staff, shall initiate placing a youth on Suicide Precaution Status. If medical
staff place a youth on SPS status, they must place youth on SPS-1 pending a
face-to-face consultation with behavioral health staff.

#i. Only bebavioral health staff may upgrade, lower or remove a youth from
Suicide Precaution Status.

iif. If medical staff has placed a youth on Suicidg Precaution Status, either -
directly or via phone consult with an on-call behavioral health staff,
behavioral health staff will conduct a face-to-face assessment of the youth
within 18 hours of their initial placement, or sooner if clinically indicated.

iv. If upon their face-to-face assessment of the youth behavioral health staff
makes the clinical determination that the youth does not require placement on
Swuicide Precaution Status, behavioral health staff may lower or remove the
youth from said status.

v. The Suicide Precaution Status Notification Form shall be completed whenever
a decision has been made to place a youth on Suicide Precaution Status (this
may be done by either medical or behavioral health staff),

vi. Upon the determination that a youth requires placement on a Suicide
Precaution Status {(and upon completion of the Suicide Precaution Status
Notification Form), behavioral health staff shall develop and implement a
Special Management Plan (Attachment D). The behavioral health staff shall
deliver the plan to the direct care, medical, and/or school staff who shall
implernent any provisions directed to them.
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5. Maintaining, Lowering, Upgrading or Removing a Youth from Suicide
Precaution Status

i. Maintaining a Youth on Suicide Precaution Status

a. Behavioral health staff’s daily assessment of youth shall routinely include
consultation with relevant stakeholders to the youth’s behavior, affect and
interpersonal relations.

b, The daily assessment shall focus on current behavior, as well as changes
in thoughts and behavior during the past 24 hours. The assessment shall be
documented as a progress note and provide a sufficient description of the
current behavior and justification for a particular level of observation.

¢. If behavioral health staff make changes to the Special Management Plan,
this shall be communicated in a face-to-face encounter with facility direct
care staff. This encounter shall be included as a component of the progress
note to be written in the medical record. The behavioral health staff shall

R deliver the revised plan to the direct care, micdical, and/or school staff who
shall implement any provisions directed to them.

ii. Lowering, Upgrading or Removing a Youth from Suicide Precaution Status

a. Only behavioral health staff shall raise, lower or remove a youth from
Suicide Precauntion Status following a comprehensive assessment that
justifies the decision in a detailed progress note.

b. Behavioral health staff shall continually confer with facility and medical
staff about the youth’s behavior and mental status in forming their elinical
determinations.

¢.  Youth who have been on SPS-1 following a face—to~face assessment by
behavioral health staff shall be lowered to SPS-2 status for a mininum of
24 hours prior to being removed from Suicide Precaution Status
altogether,

‘d. A Suicide Precaution Status Change Form (see Attachment E) will be
utilized whenever a youth is upgraded, downgraded or removed from
Suicide Precaution Status.

e. Upon upgrading, downgrading, or removing a youth from SPS, behavioral
health. staff shall communicate this in a face-lo-face encounter with unit
direct care staff, especially with the staff performing the Suicide
Precaution Status supervision, This encounter shall be included as a
component of the progress notes and shall be written in the medical
record,

f. Behavioral health staff shall not lower or remave youth from Suicide
Precaution Stalus via on-call notification.
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6. Psychiatric Hospitalization
i. Criteria for Acute Psychiatric Hospitalization

a. Youth in need of acute psychiatric hospitalization due to suspected
suicidality based upon a determination that the youth poses an actual or
imminent danger to themselves, shall be immediately transported to an
inpatient psychiatric hospital immediately upon their acceptance.

ii. Procedures for Arranging Acute Psychiatric Hospital Admissions

a. Only an MD, licensed Ph.D. clinical psychologist or specially trained
officer agent is authorized to complete the required documentation (FD-
12) attesting to the emergency nature of the referral.

b. The provider completing the Application for Emergency Hospitalization
by a Physician or Psychologist of the Person, Officer or Agent of Human
Services or an Officer fo Make an Arrest (FD-12 826, APR) (See s
Attachment F) shall contact the Psychiatric Institute of Washington
(“PTW™), or such other appropriate psychiatric hospital, to present the .
clinical severity of the youth to their admissions staff and determine the
availability of bed-space.

c. Upon approval of the admission an MD, licensed Ph.D. clinical
psychologist or specially trained officer agent shall review the youth’s
medical record for pertinent information to be forwarded to PIW, or such
other appropriate psychiatric hospital; these documents shall be copied,
and along with the FD-12 826.APR, placed in a sealed confidential
envelope fo be transferred along with the youth.

iii. Supervision of Youth Awaiting Transfer to PIW or Other Psychiatric Hospital

a. Youth determined to be in need of acute psychiatric hospitalization due to
suicidality shall be placed on SPS-1 awaiting transfer to the hospital.

b. The Youth Development Representative (““YDR”) shall continue their one-
on-one supervision of the youth during transfer and shall remain with the
youth until he/she has been formally admitted to the psychiatric hospital.

¢. Behavioral health or medical staff shall provide continuing supervision {o
youth awaiting emergency transfer to a psychiatric hospital, documenting
in the medical recoxd on the mental status of the youth at least hourly until
the youth has left the DYRS facility.
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iv. Procedures for Receiving Youth Back from Acufe In-Patient Psychiatric
Hospitalization

a.

Behavioral health or medical staff shall coordinate with the psychiatric
hospital to arrange for the return of youth following an acute admission.
Coordination shall include speaking with the hospital physician and
aranging for the receipt of the hospital’s discharge orders/summary.
Youth returning from acute psychiatric hospital stays shall be brought to
medical prior to being returned to their housing units, Youth shall remain
on SPS-1 from the time of transport from a psychiatric hospital through
readmission to a DYRS facility until released from the SPS-1 status by
behavioral health staff.

If on-gite, behavioral health staff shall assess the youth’s mental status and
make a determination as to whether the youth requires being maintained
on Suvicide Precaution Status.

Medical staff shall review the hospital discharge orders/summary ensuring
thiat if the youth returns on medications these medications are continued
uninterrupted upon the youth’s return.

Behavioral health staff shall review the hospital discharge orders/summaty
and ensure that recommendations for continuing care are implemented as
appropriate.

If no discharge orders/summary accompanied the youth upon his/her
tetura from an acute psychiatric hospitalization, medical or behavioral
health staff shali call the hospital and request that the information be faxed
to the medical unit. :

7. Behavioral Health Follow-Up for Youth Removed from Suicide Precaution
Status

i

.

Youth who are removed from Suicide Precaution Status and who remain in
secure care shall be further assessed and provided treatment by behavioral
health staff in accordance with clinical judgment, but the following shall
oceur, at a minimum, according to the following schedule:

=

Monitoring daily for five days.

Monitoring once a week for two weeks,

Continued monitoting once a month until released from custody, unless
thete is documentation as o why this is clinically unnecessary.

Behavioral health staff shall document these encounters on the Post Suicide
Precaution Status Monitoring Form (Attachment G) which shall be maintained

in the youth’s medical record.




“Subject: Suicide Prevention

| Effective Date: June 28,2016

Page 12 of 21

jii. After a youth’s removal from SPS status, behavioral health staff shall update

the youth’s treatment plan with treatment goals to address the issues
underlying the most recent placement on SPS-status and shall consult with
any staff person who is responsible for implementing the updated treatment
goals or specific interventions about the treatment plan.

8. Special Management Plans

i.

.

Special Management Plans developed by behavioral health staff for youth
placed on Suicide Precaution Status shall contain the following:

Ttoms which should be removed from the youth’s possesston;
Specific problem behaviors and issues;
Triggets and precipitants;
-Barly warning signs that indicate unsafe behaviors;
Prevention and early intervention strategies; and N
Crisis Management Strategies (environmental, mterpclsonal)

™o s o

Spé'(;ial Management Plans Ashall be used to determine if thé're has been any
change in the youth’s behavior or affect and shall also include:

a. Whether the proposed intetventions are effective;
b. Whether the Suicide Precaution Status can be discontimed; and
¢, What specific type of follow-up may be necessary.

9. Heusing of Youth on Swicide Precaution Status

i,

i,

i,

iv.

All youth on SPS shall be housed in a suicide-resistant room and every
housing unit shall have at least one suicide-~resistant room.

When a suicide-resistant room is not available, youth who are on SPS-2 will
receive g one~on-one monitor. All other provisions of SPS-2 will be permitted.

During periods of SPS-1 observation, assigned staff shall be stationed in the
entrance to the sleeping area with the room doot open, absent any noted safety
risk, so as o carefully observe the at-tisk youth, and staff shall be prepared to
intervene should the need arise.

Youth on SPS shall not have ghoelaces or belts while confined to their room.
Youth on SPS shall be issued security blankets.

In accordance with the DYRS Policy on Identification and Searches, youth
shall be searched thoroughly upon return to the housing unit from any
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program area within the institution, and a visual strip search is requited of
youth returning from off-site, -

10. Continuity of Care

i, Youth on Suicide Precaution Status who are released to a community
placement or home shall have their status communicated to their probation
officer or case manager, parent/guardian or other receiving authority by
behavioral health staff, who shall make a refertal to community-based menial
health services, as appropriate.

11, Intervention in Atfempis/Swicide

i. When intervening in a suicide or suicide attempt, staff shall act in accordance
with the DYRS Medical Emergency Response Policy.

12. Essential Bquipment

i, A fully stocked First Aid Kit, CPR masks, and a 911 Rescue Tool, designed
with a hooked blade to allow for rapid cutting of {ibrous material utilized in
hanging attempts, shall be located in a clearly marked, easily accessible
location in the staff office of each housing unit.

ii. The Supervisory Youth Development Representative (“SYDR”) and Team
Leader/Unit Manager shall inspect each staff office weekly to ensure that
these items are in place.

iif. Medical staff shall also inspect the completeness of the First Aid Kit wéeldy
and replenish the kit as necessaty.

C. TRANSPORTATION OF YOUTH ON SUICIDE PRECAUTION STATUS

1. Youth on SPS-1 and SPS-2 who are transported off-site shall be escorted by the
stafl providing continuous supervision,

2. The staff providing continuous monitoring during transportation to the court shall
ensure fhat both the Suicide Precaution Status Observation Form and the Suicide
Precaution Status Notification Form are delivered to the At-Risk Unit at the court.
The DYRS At-Risk Officer shall continue the continuous supervision, record
observations on the Suicide Precaution Stalus Observaiion Form, and shall ensure
that the Suicide Precaution Status Notification Forxm is delivered to the Judge. In the
event the supervising staff notices significant alterations in the youth’s nood or
behavior, s/he shail notify the judge, the Mayor’s Liaison Office, and the DC
Department of Behavioral Health (“DBH”) psychiatrist on site.
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D. NOTIFICATION AND POST INCIDENT RESPONSE

1. Notification

1.

i,

The RHA shall notify the DYRS Director and the DYRS Depuly Director for
Youth and Family Programs in the event that a youth attempts a suicide.

The Direotor or designee shall contact the youth’s family within one hour of
the incident. Ifunable to contact the family after three attempts within four
houts, a staff member designated by the Director shall be dispatched to
contact the family in person. Staffis required to docurnent their attempts to
contact family.

2. Reporting Attempts or Suicides

L

i,

- i

iv,

The DYRS Director or designee shall ensure that all D.C. Government .
officials are notified and the proper lepox ts are completed in the event of a
completed suicide. ,

The Unusual Incident Report shall serve as the primary record for
documenting suicide attempts and/or completed suicides.

An institational “call down” sheet, listing names of all D.C. Government
officials who shall be notified in the event of a compieted suicide shall be
maintained in the control stations of each facility. Within 24 hows of a
completed suicide, the VYRS Director or designee shall at least notify the
DYRS General Counsel and the Metropolitan Police Depattment.

An investigation shall be conducted by the DYRS Deputy Director for Youth
and Family Programs or designee whenever there is a completed suicide.

A full report shall be submitted to the DYRS Director within five working

days of the incident and a copy of the report shall be distributed to the Suicide
Prevention Panel.

3. Post Incident Response

i

In order to neutralize the “contagion syndrome” within DYRS facilities and
programs, behavioral health, medical, social services, and secure divect care
staff shall collaboratively devise and provide an immediate and appropriate
intervention. Crisis Debriefing shall be provided to all youth and staff
affected by a serious attempt or completed suicide. This may be provided by
DYRS Behavioral Health staff under the direction of the RHA, or designee, or
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by Crisis Debriefing Teams maintained By DBH or the Metropolitan Police
Department.

ii. Staff requiring additional crisis intervention services shall be referred by
DYRS Human Resources to the Employee Assistance Program (“EAP”), to a
private mental health provider, or to a DBH Core Service Agency that has the
capacity to provide grief counseling,

iii. Youth who require additional crisis intervention (e.g., grief counseling) shall
receive it from the facility’s behavioral health staff,

E. SUICIDE PREVENTION POLICY OVERSIGHT

1, The DYRS Suicide Prevention Panel shall provide quality assurance of suicide
prevention policies and practices. The Panel shall conduct a morbidity and/or
mortality teview of all incidents of serious suicide attempts or completed suicidesin,
collaboration with the Child Eatality Review Coordinator. The review shall include -
a review of:

i. The totality of circumstances surrounding the incident;

ji. The appropriateness of all procedures established by policy regarding the
incident;

iii, The appropriateness of all procedures actually undertaken in response to the
incident;

iv. All relevant training received by involved staff;

v. Periinent medical and behavioral health services, screenings and assessments
involving the victiny;

vi. The possible precipitating factors leading to the incident;

vit. The development of a Corrective Action Plan including recommendations, if
any, Tor changes in policy, training, medical or behavioral health services, or
operational procedures.

2. The Panel will submit a full report to the DYRS Director within 30 working days of
the incident.

3. The Panel shall be comprised of the following:

i. RHA;

ii. NBYDC Behaviotal Health Program Manager;
ifi. YSC Behavioral Health Program Manager;

iv. Quality Assurance Manager or designhee;

v. NBYDC Superintendent or designee; -

vi. YSC Superintendent or designee;

vii. DYRS Risk Manager; and
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Vifi.

Integrity Officer.

4. The Panel shall review the Suicide Prevention Policy on an annual basis and
submit recommendations, if any, for revision to the DYRS Director.

F. TRAINING REQUIREMENTS

1. Prior to the assumption of job duties, all direct care, medical, mental health, YDRs,
SYDRs, education, contractors, and any other personnel who have 1egular contact
with youth shall receive eight hours of initial suicide prevention and crisis
management training, which shall include, at a minimum, the following:

i.

ii.
i1i.
iv.
v,
vi,
Vi,
Viit.

Risk factors for adolescent suicide and potential predisposing factors
among youth for selfdnjury or suicide;

Juvenile suicide research,
The power of place: Why institutional envnonments are conducive to
suicidal behavior;
High risk suicide periods foi' youth in the juvenile _]USthB system;
Warning signs and symptoms, including inter pletmg and
understanding denial among youth;
Suicide Prevention Policy components;
Liability issues associated with Juvemie suicide in custody; and
Responding to a suicide attempt in progress, including the appropriate
use of the 911-tool.

9 All staff referenced above shall receive four hours of refresher training each year,
which shall include, the following:

i

it.

it

iv.

Risk factors for adolescent suicide and potential predisposing factors
among vouth for self-injury or suicide;

Warning signs and symptoms, including interpreting and
understanding denial among youth;

Review of any changes to the agency’s suicide prevention plans or
policies; and

Discussion of any recent suicides and/or suicide attempts in the
facilities.

G.  CONTINUOUS IDENTIFICATION OF YOUTH AT RISK

1. Staffing

1

DYRS shall ensure that adequate numbers of direct care, behavioral health
and medical staff are available to safely monitor, assess, and provide
treatment to all youth in its care and custody.
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ji.

iit.

1v,

i

it.

i,

v,

vi.

=500

Medical staff shall be on-site in DYRS secure facilities 24 hours a day, seven
days a week.

Behaviaral health staff shall be available 24 hours a day, seven days a week to
DYRS secure facilities. Behavioral health coverage is provided by both on-
site and on-~call staff.

YDRs provide coverage ensuring adequate supervision of youth throughout
the day/night at both YSC and NBYDC. When a youth is placed on SPS-1,

described in Section VLB.3. above, an additional YDR shall be assigned to

provide the one-on-one superviston.

Request for Care

DYRS facilities shall maintain a Request for Care system for youth and staff
to access medical and behavioral health services seven days a week.

Secure and confidential Request for Care boxes shall be maintained on all
living units and in the schools at DYRS secure facilities.

Medical staff shall triage all requests for medical care and respond fo all
urgent requests immediately, If the request is non-urgent, medical staff ghall
see the youth within 24 hours. '

Behavioral health staff shall triage all requests for behavioral health services
and respond to all urgent requests immediately. If the request is non-urgent,
behavioral health staff shall see the youth within 48 houts,

Psychiatric consultation shall be available both on-site and on-call. The on-
call psychiatrist can only be contacted by medical or behavioral health staff,
and when called shall be provided information about the events leading up to
placing the youth on Suicide Precaution Status and the current mental status of
the youth. Documentation of the call to the on-call psychiatrist shall be
recorded in the youth’s medical record.

Any telephone orders for medieation shall require a face-to-face consult with
the youth by the psychiatrist within 72 houss of the order.
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"3, Urgent Referrals

i

il

ii.

iv.

vi,

Auny staff (i.c., direct care, administrative, school, medical, ete.) can make an
urgent referral for behavioral health services 24 hours a day, seven days a
week. Urgent referrals shall be made in those instances in which a youth is
observed harming hin/herself, evidencing marked shifts in mood, behavior, or
thought, making statements about intending to self-harm or if there is any
other significant concern raised in the care and management of a youth.

Urgent referrals shall be made in petson, by telephone, or walkie-talkie. In
addition, staff shali supplement the notification process by completing a
Request for Care form. Urgent referrals shall not be made via electronie
mail or text message.

If on-site, behavioral health staff shall immediately conduct a face~to-face
assessment of the youth to determine the youtl’s mental status, and the need
for acute psychiatric hospitalization o5 placement on Suicide Precaution
Status.

1f behavioral hiealth staff are not on-site (i.e., are on-call) staff shall bring the

youth to the medical unit for initial assessment by medical staff.

Medical staff shall immediately notify the D'YRS behavioral health clinician
on-call.

If on-call, the behavioral health staff shall speak with the referring staff, the
medical staff and whenever possible, with the youth, to determine the urgency
of a Tace-to-face assessment and/or placement on a Suicide Precaution Status.
The behavioral heelth staff shall respond in accordance with the timelines in

VIB.2. above.

DOCUMENTATION/COMMUNICATION

1. Behavioral Health Staff

Upon the clinical determination that a youth requites being placed on Suicide
Precaution Status, behavioral health staff shall complete the Suicide Precaution
Status Notification Form indicating the level of Suicide Precaution Status requited
and document any special precautions to be aware of or followed by unit staff.

i.

If on-site, behavioral health staff will speak with unit staff, teachers, and other
staff who have knowledge of the youth to get their input in the development of
the Special Management Plan and to communicate and review any special
precautions or concesns they need to attend to in their obsetvation of youth.
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il.

1.

iv,

T

If on-site, behavioral health staff shall ensure that copies of the Suicide
Precaution Status Notification Form are distributed to: the control center, the
SYDR, the Team Leader/Unit Manager, Social Services, placed in the youth’s
chart, and catalogued in the Suicide Precaution Status Notebook located in the
medical unit.

If behavioral health staff are on-call and have instructed medical staff to place
a youth on Suicide Precaution Status, the medical staff completing the Suicide
Precaution Status Notification Form shall distribute the form as detailed
above,

‘When lowering or removing a youth from Suicide Precaution Status,
behavioral health staff shall complete the Suicide Precaution Status Change
Form, following consultation with unit staff and school-based staff.

2. Direct Care Staff

1.

iv.

Vi,

Upon the clinical determination that a youth requires being placed on Suicide

" Precaution Status, and upon receipt of a Suicide Precaution Status Notification

Form, direct care staff shall implement the requisite level of observation.

Direct care staff responsible for supervising a youth on Suicide Precaution
Status shall monitor the youth’s behavior, affect and speech for signs as to
how the youth is feeling and document this on the Suicide Precaution Status
Observation Form.

Direct care staff responsible for supervising a youth on Suicide Precaution
Status shall document on the Suicide Precaution Status Observation Forin
contiruously throughout the coutse of the day, carrying the form with them as
the youth moves throughout the facility (e.g., to attend school, medical
appointments or visits).

Direct care staff shall provide interventions consistent with any special
instructions on the Special Management Plan.

Ditect care staff shall note any significant changes in youth’s behavior, affeot
or speech, shall document these observations ou the Suicide Precaution
Observation Form, and shall jmmediately noiify behavioral health staff of the
change.

Direct care staff shall verbally inform his/her relief of the youth’s progress
and highlight for their relief any special instructions in the Special
Management Plan,
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Vii,

et

Direct care staff shall document on the Suicide Precaution Observation Form
any interventions they may have employed to maintain the youth’s stability
and to promote the youth’s comfort and wellbeing,

3. Supervisory Youth Development Representative and the Team Leader/Unit
Manager

In ordes 1o ensure the complete and accurate observation of youth on Suicide
Precaution Status, the SYDR shall perform the following procedures during his or
her tour of duty:

i.

it
iii.

iv,

vi.

Periodically visit cach unit in which there is a youth on Suicide Precaution
Status. B

Note in the unit log when their visit was made.
Review the Suicide Precaution Status Observation Form to ensure that
documentation is up-to-date and complete and reflects proper supervision.

I the form is not up-to-date or complete, the SYDR shall make his or her best
efforts to obtain the missing information and include it in the form. -

Following their review, they shall sign and date the form verifying its
completeness,

Notify the oncoming SYDR or the Team Leader/Unit Manager as to the status
of all youth on Suicide Precaution Status.

In the event the SYDR is not on duty, the procedures listed above shall be
performed by the Team Leader/ Unit Manager during his or her tour of duty.

4. Availahility/Maintenance of Suicide Precaution Status Observation Forms

i

ii.

il

Unused Suicide Precaution Status Observation Forms shall be readily
available on the housing vnits.

While the youth is on Suicide Precaution Status, the Suicide Precaution Statug
Observation Form that is in use for the youth shall accompany the youth
wherever sthe gees.

At the end of the shift, the Suicide Precaution Status Observation Form is
picked up by the SYDR, who reviews and signs the form, and gives the form
to the Supervisory JIIC who files it in the youth’s social service file.
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Suicide Precaution Status Observation Form
Special Management Plan
 Suicide Precaution Status Change Foim
Application for Hmetgency Hospitalization by a Physician or PS}'GhOIOgiSt of the
.- Petson, Officer or Agent of Hluman Services or an Ofﬁcm to Make an Arrest (FD-12
826.APR)
Post Suicide Precaution Status Moniforing Form

HED O

&

Approval of the Health Services Medical Offiedr;

Respénsibnﬂﬂ{ee{uh Authorily

Appraval of the Agency Director:

CD L ?@{fﬁMZ | @/Sa/ /&

DYRS Director Date

PRI SR SR YRR T SGTOPL RSN L SACNT PRCRTELRIRURELECIRE SRR E RIS RS SRR SRR S S MM s




Attachment 2



DYRS’ SUICIDE PREVENTION POLICY
ADHERENCE REVIEW TOOL

This tool is used to assess compliance by DYRS staff in monitoring youth who are on either Level 1 or Level 2 of Suicide Precaution
Status (SPS), although some indicators will apply only to SPS Level 1 youth. The indicators reflect the requirements for monitoring
youth on SPS set outin DYRS Policy V.b.3., titled Suicide Prevention, issued on June 28, 2016. A separate form will be used for each
episode of SPS; it is considered the same episode if the individual was placed on SPS-1 then stepped down to SPS-2 without being
removed from SPS altogether.

DATA FIELDS RESPONSE IDENTIFYING DATA
Reviewer Enter your name
Review date Enter today’s date

Date and time SPS began

Enter the date and time the SPS began

Level of SPS

Indicate SPS-1 or SPS-2

Date of SPS-1

Indicate the date the individual was placed on SPS-1. If
the SPS episode began with SPS-2 and the individual
was not stepped up to SPS-1 as part of the episode,
mark N/A.

Date of SPS-2

If the individual went from SPS-1 to off SPS, indicate
N/A

Individual’'s name and ID #

Enter the name and ID number for the youth who was
placed on SPS

Admission date

Enter the individual’'s admission date

Status Observation Form. (SPS-1
only)

Facility Identify Youth Service Center (YSC) or New Beginnings
(NB)
Policy # Policy Requirements INSTRUCTIONS Y N | VA
#

VIB.3. | 1 | Directcare staff providing one on | Score as Yes, if the record includes:

i.a.(c) one supervision shall document
their observations at staggered a. Suicide Precaution Status Observation Forms that O g
intervals, no less than 5 times an are completed in their entirety for the complete period
hour using the Suicide Precaution of the episode of SPS status. O a

b. Each entry is signed by the direct care staff doing the
monitoring and each sheet is to be signed by the
direct care staff doing supervision. O/galg

c. The form reflects documentation of constant direct
observation by staff at staggered intervals of at least
5 per hour. (SPS-1 only).

If the youth is on SPS-2 only, this is N/A.

You may annotate on this form any discrepancies or issues
with the Observation forms if noted.

NOTES:




Direct care staff assigned to

Score as Yes, if the record includes:

VI.B.3.
i.b.(a) monitor youth on SPS-2 observe
the youth at staggered intervals a. The form reflects documentation of monitoring by O d
not to exceed every 10 minutes staff at staggered intervals not to exceed every ten
(SPS-2 only). minutes. (SPS-2 only)
If the youth is on SPS-1 only, this is not applicable. If the youth
is stepped down from SPS-1 to SPS-2, this would apply for
those periods the youth is on SPS-2.
NOTES:
VI.B.3. Direct care staff providing 1:1 Score as Yes if the record evidences increasing signs of
1.a.(d) supervision shall notify behavioral | changes in mood, behavior, or thought AND the staff
health staff (or medical staff if BH immediately notified BH staff, or in their absence, medical
staff is not on site) immediately if staff. O g
youth evidences increasing signs
of changes in mood, behavior or Score No if there was evidence of increasing mood etc., but
thought. the staff failed to notify BH staff or medical staff in their
absence, or if the notification was not immediate.
Score NA if there was no evidence in of increasing signs of
changes in mood, behavior or thought.
NOTES:
VI.B.3. BH staff shall assess the youth at | Score as Yes if
i.a.(9) least once per day. Each
and b. assessment shall be documented a. BH staff assessed the youth at least once per day O d
(e) and in the medical record and shall and documented the assessment in the record.
VI.B.5. include consideration of whether b. The assessment includes evidence that the BH staff
the youth requires more acute considered whether the youth required more acute O | O
care. care.
c. The daily assessment reflects current behavior. O g
d. The daily assessment reflects any changes in
thoughts or behaviors in last 24 hours. O g
e. The daily assessment provides a sufficient
description to justify current level of observation. O d
Score No if there is no assessment found in the record for
every calendar day the youth is on SPS or if the assessment
fails to include evidence the BH staff considered whether the
youth required more acute care.
NA is not an option as this requirement also applies to youth
on either SPS-1 or SPS-2 status.
NOTES:
VI.B.3. BH Staff completed a Suicide Score as Yes, if the record reflects the completion of Suicide
i.a.(i) Precaution Notification Form. Precaution Notification form at the time the youth was initially
and O O




VI.B.4.

placed on SPS. Score No if the form was not completed or if it
was not completed by BH staff.

This applies to placement on both SPS-1 and SPS-2.

NOTES:

VI.B.4.
vi. and
VI.B.8.

Upon determination that the youth
requires placement on SPS, BH
staff shall develop and implement
a Special Management Plan and
deliver it to direct care, medical,
and/or school staff who shall
implement any provision directed
to them.

Score as Yes, if

a. The record includes a completed Special
Management Plan;

b. The Plan was completed by BH staff;

c. Plan reflects items that should be removed from
youth’s possession;

d. Plan includes description of specific problem
behaviors and issues;

e. Plan identifies triggers and precipitants;

f.  Plan includes early warning signs and indicates
unsafe behaviors;

g. Plan includes prevention and early intervention
strategies;

h. Plan includes crisis management strategies.

NOTES:

OoOoogognoan
OoOooogoonoan




Score as Yes if the youth was on SPS-2 for at least 24 hours

VI.B.5. Youth who had been on SPS-1 ; )
ii.c. must be on SPS-2 for a minimum after being on SPS-1 before being removed for SPS
of 24 hours before being removed | altogether. Score NO if youth was not kept on SPS-2 for a
from SPS altogether. minimum of 24 hours following SPS-1. O|O|a
Score NA if youth had only been on SPS-2 and was not on
SPS-1.
NOTES:
VI.B.5. A Suicide Prevention Status Score Yes if the record includes a Suicide Precaution Change
d. Change Form will be utilized Form each time a change was made to SPS level during a O 34| O
whenever a youth’s SPS level is single episode. Score No if during an episode there is a
changed change in SPS that was not reflected by a SPS Change Form.
NOTES:
VI.B5. Upon changing the SPS level Score as Yes if the BH staff documented
ii.e. (either SPS-1 or SPS-2) BH staff .
shall communicate the change in a. Achange in the SPS level; .
a face-to-face encounter with unit b. That the change was communicated to direct care
direct care staff and the staff staff through a face-to-face encounter and the
doing observations, and document encounter shall be documented in a progress note.
same in progress note.
prog Score No if there was no documentation, no face-to-face 0 o |
encounter or if the note fails to specify the type of contact. NA 0Ol 0O
may be used if there is no evidence that the SPS level was |

changed during the review period.

NOTES:




VI.B.7.

10

Youth removed from SPS shall be
provided:

e  Monitoring daily for 5
days

e Monitoring once a week
for two weeks

Continued monitoring once a
month until released from custody,
unless there is documentation as
to why this is clinically
unnecessary.

Score as Yes, if

a. Monitoring daily for 5 days;

b. Monitoring once a week for two weeks;

c. Continued monitoring once a month until released
from custody, unless there is documentation as to
why this is clinically unnecessary.

Score NA for subsection c. only if there is documentation by
BH staff that it is not clinically necessary. N/A is not
appropriate for subsections a or b. If the youth was released
prior to the end of an applicable period of time with a follow up
requirement (e.g., during the required period of daily
monitoring for 5 days or weekly monitoring for two weeks),
score Yes if there is documentation that the applicable
requirement was met for the period prior to the youth’s release
and answer No if the requirement was not met for the period
prior to the youth’s release.

NOTES:

O
O

O
O
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