Appendix E

Mental Health Program For:

Scioto Juvenile Correctional Facility, Girls Unit

Fred Cohen – September 1, 2004

I.  INTRODUCTION

The following is submitted to Gino Natalucci-Persichetti as per his earlier request from team leader, Fred Cohen.  Dr. Leta Smith is the principal contributor to this document with important input from Barbara Peterson, R.N.  The author initiated and supervised this project and prepared this draft with substantive contributions of his own.

While this is a fairly detailed document, it is presented as a discussion draft and without pretense that there is unanimity on all points even within the team. Ms. Peterson, for example, remains doubtful about establishing a mental health unit fearing it may become a “hideout” for some juveniles and an inappropriate placement for merely troublesome youth.

Dr. Smith and this writer strongly favor such a unit but recognize the significance of Ms. Peterson’s doubts.

The premise on which this draft is based, and which flows from the Interim Report presented to Assistant A.G., Joe Mancini on August 16, 2004, and “Outline of General Principles” dated July 23, 2004, is that the mental health needs of these girls is great and the current level of care is essentially crisis oriented.  There is no residential mental health treatment unit although Davey serves as a residential placement for such youth.

With perhaps one-half of these girls in need of currently unavailable treatment, the staffing needs here are enormous.  Without an immediate injection of substantial funds, inter alia, there simply is no way to mount anything resembling what is proposed.

Legally there is no doubt that these girls with serious mental illness are constitutionally entitled to reasonably adequate mental health care.  In addition, DYS has a duty to provide reasonable protection for youth who may be injured by other untreated youth.

Beyond minimal constitutional obligations, the very nature of the civil confinement involved here, state law mandates for the rehabilitation of juveniles and sound public policy all are supportive of a newly structured and enriched mental health program for these girls.

While there is much discussion of a Mental Health Unit (MHU), we should not lose sight of the fact that the mental health needs of the target population go well beyond a MHU.  Indeed, preventive and maintenance care in general population is at least as important as the MHU.  

Without a safe environment, effective treatment cannot take place. Treatment and security go hand in hand, each required for the effectiveness of the other. All Scioto personnel must operate with the expectation and understanding that they are, in effect, part of a Treatment Team, in which they function to support the treatment/ rehabilitative goals of the individual youth. The following must be established for this to occur: 1) consistent policies and protocols for service delivery developed and disseminated with clear expectations, accountability, and consequences for non-compliance (to include explicitly stating that verbal abuse and physical punishment will not be tolerated and that use of force is a measure of last resort); 2) quality on-site mid-level supervisors carefully screened and hired; and 3) all levels of staff extensively trained (e.g., trauma training, de-escalation skills, etc.). In-service opportunities must provide consistent messages, tied to clear expectations, including newly articulated policies and protocols. For training to be effective, credible, and productive, it must be clearly coordinated, planned, and delivered.

Juvenile Correctional Officers (JCOs) must be an integrated part of the treatment team. Behavioral issues should be addressed by childcare workers/JCOs within the structure of an effective behavioral management system, with an individual behavior management plan as indicated. The Ohio JCO job description specifically includes implementing treatment services for mental health, sex offender, and chemical dependency programs. Responsibilities also include facilitating group discussion to assist youth in development of goals and objectives…intervening when conflicts occur and de-escalating (e.g. utilize verbal intervention strategies)…offering advice and alternatives in problem solving and decision making to youth, instructing youth in acceptable social behavior, performing other duties as assigned (attend and participate in workshops, seminars and lectures on juvenile treatment, family and individual counseling and group therapy…). Moreover, JCO escort/ transport of youth to scheduled psychiatric appointments directly impacts the effective and timely access to psychiatric contract hours. JCOs at Scioto must be responsible for far more than punishing and suppressing bad behavior in an effort to maintain safety and security, and their job descriptions support this. JCOs are integral to successful youth outcomes.  Their proper training in this mission is vital.  

All Scioto programming, including mental health, must be purposefully designed toward treatment/ rehabilitative goals, which are individualized, strength-based, and consistently addressed. Youth should be prescribed interventions that are research-based when possible, according to individual identified needs, toward specified goals with identifiable youth outcomes. All program services must be coordinated and integrated in a unified treatment/case management plan, which is supported by all staff, including those on the living unit. Staffing competencies, performance indicators/outcome measures and formal systems of care coordination (communication/ meetings/documentation/records/logs), are essential parts of quality services needing development at Scioto. 

From the time of intake and reception, it is essential to engage families, who are central to successful treatment and community re-entry efforts. Community reintegration planning must be a continuous goal from admission, through placement and discharge. 

MENTAL HEALTH CONTINUUM OF CARE

Portions of the discussion regarding a Mental Health Unit are drawn from a NYS Mental Health Unit Program Description developed in 2002, under the leadership of Dr. Leta D. Smith, who developed and implemented a system of Mental Health Units in the NYS Juvenile Justice System.

II.  SCREENING AND ASSESSMENT

Critical mental health decision-making and responsibilities begin at intake. Given the heightened risk for suicide at this time, the initial screen should take place as soon as possible, with the norm being within the first hour of admission. A standardized battery of assessment instruments must be adopted and consistently administered. An assessment should include female-specific questions concerning such areas as family status, presence of children, sexual activity, trauma history, etc.
  

Protocols must specify how identified needs are used to determine initial placement, and/or referral for specialized services (e.g., psychiatrist, medical, mental health unit, CDU). [Intake/ Reception should not be co-located on a “true” mental health unit.] 

In order to plan and create a continuum of service delivery, program needs, including mental health, must be adequately assessed.  

III.  GENERAL POPULATION 

ODYS reports that a majority of the youth at Scioto have mental health needs (N=73/132, 55%; N=50/132, 42% on meds). Once adequately assessed, it is likely that ODYS likely will find that most youth at Scioto have mental health needs that can be served in the general population given adequate resources and program support. Adequate mental health clinical staffing is necessary in general facility populations where the majority of the residents have assessed mental health needs requiring: ongoing monitoring, brief intervention, and/or continuing mental health services. For the purpose of this draft, clinicians are defined as psychologists, social workers, and psychiatric nurses. Adequate psychiatric resources are also necessary to provide medication monitoring and adjustment as dictated by ODYS policy and good practice, along with other traditional psychiatric services. (A psychiatrist is a medical doctor (MD) who should be boarded and certified in psychiatry.)

Although there are no formally established national standards for clinical staffing ratios for the juvenile justice setting of which we are aware, staffing ratios will be offered here as general guidelines for consideration, based on our professional experience and expertise. Generally accepted clinical staffing for children and youth is double that of adults. Given the particularly serious, complex, and deep-rooted mental health issues typically evidenced in the female juvenile justice population, even richer ratios are justified. The literature demonstrates that the mental health needs for females are far more complex and extensive than their male counterparts, whose needs are also significant. Staffing ratios should meet the need to provide an individualized treatment plan and needs for each youth, with prescribed interventions toward specified goals and youth outcomes and group sessions to address pervasive youth clinical needs (e.g., substance abuse/dual diagnoses). Overall facility population clinical caseloads are proposed at a ratio of ~15:1, with approximately 15 identified mentally ill youth per clinician. This level of staffing would allow youth individual therapy up to twice a week, and still provide the opportunity to attend to all the other clinical functions (e.g., suicide watch, discharge planning, etc), as well as time consuming ancillary functions such as educational psychological functions.
In order to establish mental health staffing ratios, ODYS must clarify whether Social Workers as presently trained and educated should be included as clinical staff. If social workers are to continue in their stated role as clinicians, then their credentials and job expectations must be commensurate with professional standards. “True” Social Workers must be adequately trained, as well as certified and/or licensed clinicians. Under present circumstances, there is a major problem including social workers as clinical staff.

A Treatment Team Leader (TTL) is needed in each major facility (i.e., Scioto) to provide clinical oversight management support and leadership on-site in facilities/regions to allow local monitoring and supervision of quality or performance of clinicians and clinical program. On-site facility clinical oversight capacity allows local monitoring and supervision of clinicians and the clinical program. The TTL oversees the clinical program and clinical staff in general population and the Mental Health Unit (discussed below) The TTL (s) report to the Director of Mental Health. 

Additionally, we have been advised that there is intent to reduce the Scioto population to 75. At present, we are told there are problems in identifying who should be moved, where, and why.  However, the characteristics of the remaining girls obviously would bear on staffing ratios.  This reduction would have obvious implications for staff-youth ratios. 

IV.  MENTAL HEALTH UNIT (MHU)

A Mental Health Unit (MHU), two of us believe, is an essential component in a continuum of mental health care and treatment for youth requiring that level of care. At any point in time approximately 5-6% of those identified with mental health needs will need the services of a mental health unit [leaving the remaining youth with mental health needs being served in the general population, with another 5-6% potentially serviced in an intermediate care program (discussed briefly below)]. The unit must have established admission criteria, referral mechanism, treatment protocols, discharge criteria and procedures, etc. With the majority of the youth reportedly having mental health needs, it is important that this limited resource be utilized for youth with the greatest mental health needs, who are unable to reside elsewhere in the general female population. Clinical staffing ratios must be enhanced on a mental health unit and the program purposefully designed and administered so that youth can appropriately be moved to a lesser level of care when clinically capable. Only a very small percentage of youth should require long-term placement on a mental health unit.  It is vital that such a unit not become a long-term “hideaway” or a repository for behavioral problems.

The serious mental health problems of some youth in the Ohio Department of Youth Services (DYS) facilities interferes significantly with their ability to function in the general residential population and to benefit from OCFS programs.  These youth require mental health care and treatment in a clinically enhanced, structured, and therapeutic environment. The Mental Health Units (MHUs) must have specially trained staff to facilitate psychiatric stabilization and to promote pro-social behavior. 

A MHU is designed to provide comprehensive mental health assessment, treatment planning, and treatment services that address the youth’s psychiatric, social, emotional and behavioral needs, as well as discharge planning. Services to promote stabilization of acute psychiatric symptomatology include mental health treatment planning, group and individual counseling, group and individual therapy, psychiatric services (including stabilization with medications, when appropriate), therapeutic support interventions, as well as family advocacy and involvement.

 [NOTE: A mental health unit does not and cannot provide hospital level care. The capacity for access to inpatient psychiatric hospitalization is another necessary component in a continuum of care. (discussed below)]

 Service Goals of the MHUs

Specifically, the goals of the Units are to: 1) admit those youth who appropriately require the level of mental health care and treatment provided at MHUs; 2) offer a comprehensive unified treatment approach in a safe therapeutic environment; 3) provide staff who are specially trained and sensitized to the needs of this mental health population in order to implement interventions that address their needs; 4) develop individualized treatment programs and services based on targeted therapeutic practices that promote stabilization and enhance adaptive, pro-social behavior; 5) develop a community network that fosters family involvement and/or other support systems; and 6) return the youth to his/ her community (i.e., the general facility population or the community at large) with the appropriate level of mental health support at the appropriate level of care.  

Bed Capacity of MHUs 

We estimate the maximum bed capacity for clinically treating youth with the level of mental health need required for admission to the MHUs to be 10-12 beds. The number of beds within this range is dependent upon the facility’s physical plant capacity. 

Clinical offices (3-4 based on staffing, below) and at least two (2) special watch/ time out rooms should be located on the unit. [Special Watch rooms should have: minimal dimensions of between 80 square feet (8X10 ft.) and 120 square feet (10X12 ft.); a vision panel of unbreakable glazing minimally approximately 12X18 inches; an external window with security glazing; adequate lighting, HVAC equipment; intercom with external controls, etc.] 

The Davey Unit is not physically designed to accommodate a MHU.  There would either have to be a new building or extensive architectural change (e.g. an addition) to the existing structure.

Youth admitted to a MHU reside together in a discrete living unit, either near units for the general population or in a self-contained cottage.  Each Unit is structured to provide a safe environment for residents and staff, ensuring that emergency staff, ancillary services, and administrative support are accessible.  

Youth on the MHU live and program on the unit or program as a group (with individual exception) off the unit. 

MHU Clinical Staffing
The Mental Health Units provide a level of staffing to ensure a safe and therapeutic environment.  Clinical staffing patterns for each MHU should include a minimum of two (2) and preferably three (3) full time equivalent (FTE) mental health clinicians and a Treatment Team Leader. The goal is to establish a multi-disciplinary treatment team, with a Treatment Team Leader and the remaining FTE’s selected from the titles of Psychologist, Social Worker and Psychiatric Nurse. 

A minimum of 0.2 FTE (preferably 0.5 FTE) Psychiatrist is necessary for the MHU (plus an additional minimum of 0.3 FTE, preferably 0.5 FTE Psychiatrist for identified mentally ill youth in the facility general population.).

Treatment Team Leader (TTL).  The TTL is responsible for planning, organizing, and implementing the clinical program of the MHU. The TTL works in consultation with the MHU Psychiatrist, and is responsible for providing clinical supervision, coordination and oversight of the clinical and direct care staff within the MHU and throughout the facility. The TTL is responsible for MHU clinical staff assignment/ delegation of duties, providing for ongoing education and training, managing intake and discharge of youth, treatment planning, and linkage to other agencies. The TTL interfaces with other ODYS Facility Administrators and psychiatric center administration, as well as ODYS Central Office. The TTL initiates referral and executes the transfer of youth to psychiatric inpatient care, when necessary. The TTL will also provide administrative supervision of the mental health clinicians assigned to the MHU, including monitoring of MHU clinicians’ time and attendance, and performance. The TTL will determine his/her need and ability to provide direct clinical services for residents.  

[NOTE: Psychologists and Social Workers: As noted in an earlier report, there is a lack of functional integration between clinicians (i.e., psychologists and social workers) at Scioto, in part based on their separate organizational reporting hierarchy.  Clinicians should be functionally integrated to support the treatment/rehabilitative process and develop treatment goals for the individual youth, in the context of the more traditional configuration of a multi-disciplinary clinical treatment team under the supervision and direction of a functional treatment team leader.)]   

It is the responsibility of the TTL, in coordination with the ODYS facility administration, to maintain a schedule of clinical coverage, accounting for weekends, holidays, and staff absences, to ensure minimum clinical coverage of the MHU. 

Mental Health Clinicians (Psychologist, Psychiatric Social Worker, and/ or Psychiatric Nurse).  The MHU clinician, as part of a multi-disciplinary treatment team, provides the following services: initial and ongoing mental health assessment and evaluation; treatment planning; individual, group and family psychotherapy; case management; consultation with the TTL, Mental Health Unit psychiatrist, and all levels of facility staff; as well as crisis intervention services, appropriate case documentation; participation in meetings; mental health discharge planning; and linkage and referral to mental health resources.  

MHU Psychiatrist.  The Psychiatrist provides a full complement of psychiatric services including assessment and evaluation, treatment planning, medication management, and crisis consultation. The Psychiatrist provides clinical consultation and guidance to the Treatment Team.

MHU Direct Care Staff 

The ODYS childcare staff dedicated to each unit would consist of: 1 On-Site Unit Administrator (per 2 units is acceptable), 1 On-site Unit Manager, and 9 JCOs. (NOTE: Limited staff turnover contributes greatly to the stability and success of the unit.)

On-Site Unit Administrator.  The on-site Unit Administrator provides administrative oversight of ODYS staff assigned to the MHU, establishing work schedules (JCOs), monitoring employee performance, and ensuring adequate coverage for safety and security. Coordinating with the TTL, the Unit Administrator manages the “non-clinical” program services to youth. In doing so, the Unit Administrator fulfills the liaison roles between the MHU and the host ODYS, reporting to the Facility Assistant Director. This role includes interactions with facility administrators for scheduling educational, vocational, recreational, and counseling services for youth, integrated with the clinical services. The Unit Administrator may also facilitate or co-facilitate psycho-educational group counseling or provide individual counseling. The Unit Administrator coordinates with the TTL to effect admissions to and discharges from the MHU.

On-Site Unit Manager.  The Unit Manager provides for the implementation of the stage system and the provision of mandated cognitive behavioral counseling services. The Unit Manager facilitates or co-facilitates psycho-educational group counseling and provides individual counseling to youth who reside in the MHU. The Unit Manager assures the documentation of the Youth Service Plans, updates Youth Service Logs, and develops/approves Behavior Improvement Plans, as appropriate. For most functions within the Unit Manager’s role, coordination and teamwork with Mental Health Clinicians is required.

Juvenile Corrections Officers (JCO).  JCOs fulfill a primary direct childcare role within the MHU, and as such implement the behavioral aspects of the clinical treatment plan, providing monitoring and supervision of the youth. In addition, JCOs may facilitate or co-facilitate psycho-educational counseling groups, mentor youth, implement Behavior Improvement Plans, and facilitate the youth’s participation in all clinical and rehabilitative program services by providing supportive, corrective, and therapeutic interventions. ODYS should seriously consider the feasibility of creating a parenthetic title (i.e., psychiatric) for JCOs assigned to the MHU, along with required specialized training. We recognize that there are contractual-union issues involved with this proposal, but we also view this as a very high priority item.

Staff Training

In addition to the respective general ODYS facility staff orientations, all staff on ODYS Mental Health Units should receive specialized MHU training in mental health theory, symptomatology, and best practices strategies and interventions. This training includes an overview that provides a framework that will sensitize staff to the treatment and security needs of the resident population. 

Core training modules include but are not limited to:

· Overview of ODYS Continuum of Care for Youth with Serious Emotional   Disturbance

· Communications Skills

· Team Building (essential component of training)

· Characteristics of Youth Appropriate for an MHU

· Overview of Major DSM-IV Diagnoses for Adolescents

· Effects of Trauma on Adolescents in the Development and Treatment of Emotional Disturbance (Given the high incidence of PTSD among the juvenile justice population, particularly females, clinical staff should be specifically trained in this area, with in-service added to the basic mental health training required of all staff.)

· Referrals and Admission Criteria

· Roles and Responsibilities of MHU Staff in Providing Services to Youth in MHUs

· Relationship of MHU program to OCFS Stage System, Mandated Counseling Services, and other general ODYS programming

· Strategies for Effective Supervision of Youth in MHUs

· Developing and Implementing a Treatment Plan

· Review of Crisis Management, Physical Restraint, Suicide Risk Reduction, and Reporting of Child Abuse, Neglect, Maltreatment

· Overview of Psychiatric Medications, Side Effects, Effects of Non-Compliance, and Established Consent Process

· Psychiatric Hospitalization Admission and Discharge Procedure 

· Discharge Procedures, Continuity of Treatment for Youth served in MHUs

Referral and Admission to MHU

Admission to a MHU is the result of a referral process, which includes review of the referral form by the MHU TTL, MHU Treatment Team, and the ODYS Director of Mental Health’s Central Office Designee referred to here as the Central Office Clinical Coordinator. These reviews include consideration of: current mental health need, prioritized clinical needs of residents referred, safety and security, plus bed availability.

Referral Process.  Youth are eligible for Mental Health unit services when they exhibit serious and persistent psychopathology, as evidenced by the specified diagnostic and functional criteria:

Admission Criteria. Youth are eligible for Mental Health Unit services when they present with a major mental illness, have received a DSM-IV, Axis I diagnostic impression, other than or in addition to Conduct Disorders, Disruptive Disorders NOS, Oppositional-Defiant Disorder, Intermittent-Explosive Disorder, Attention-Deficit Hyperactivity Disorder, Adolescent Anti-Social Behavior, Substance Abuse, or Substance Dependence; AND exhibit serious and persistent psychopathology, with significant functional limitations in the areas of self-care, social relationships, and/or self-direction/self-control.

DSM-IV diagnostic categories of inclusion are Depressive, Bipolar, Anxiety or Psychotic Disorders. 

[NOTE: A mental health unit is not to be used solely for behavioral/ management problems not attributable to a major mental illness that can be treated with supportive therapy and/or medication.] 

Administration and staff must respect and accept the clinical determination of which youth are appropriate for the mental health unit. Clinical security conflicts should be anticipated and avoided through such mechanisms as training and a collaborative regime.
The referring clinician completes a Mental Health Unit Referral Form (which should be available for e-mail use).  The form is forwarded to the TTL of the Mental Health Unit. Copies of the form are also sent to the ODYS Director of Mental Health’s Central Office Designee. 

Referring clinicians, in conjunction with the inpatient treatment team from inpatient psychiatric hospitals or units, make referrals of youth to a MHU consistent with the referral process. These referrals will be given consideration among priority cases. 

Any unresolvable issues or conflicts between the TTL, referring clinician, and the Coordinator of Clinical Services concerning an admission or discharge are referred to the ODYS Director of Mental Health Services for review and resolution. 

Admissions Process 

Referrals are reviewed by the TTL of the MHU to determine if they meet the previously stated admission criteria.  Appropriate referrals are ranked in terms of the urgency of the youth's needs. This “triaging” results in prioritized admissions and the maintenance of a wait list.

The TTL contacts the Director of Mental Health’s Designee (Central Office Clinical Coordinator) with a disposition recommendation for each referred youth. After the ODYS Clinical Coordinator signs off on the recommendation for admission, the TTL completes and sends a Referral Disposition form to the referring mental health clinician, with copies to a Central Office Clinical Coordinator (and to the Director of a Bureau of Classification and Movement in a larger system). 

When an opening on the MHU is anticipated due to a planned discharge, the TTL makes a recommendation to the Central Office Clinical Coordinator, to admit the youth on a specified date. After review and further communication, as needed, with the TTL, the Central Office Clinical Coordinator notifies the Movement entity to implement the admission to the MHU. (NOTE: The Central Office Clinical Coordinator is involved to help coordinate admissions and discharges as well as to maintain the functional integrity of the MHU. In a single MHU system, as here, the function can be assumed by the TTL; however, the capacity for “checks and balances” is diminished.) 

The MHU may adopt a level (of care and amenity) system whereby the youth enters the MHU at L. 1 for a brief period of observation and orientation.  From L. 1 to perhaps L. 4 there is increasing autonomy and choice aimed at leaving the unit for a general population housing assignment.

Length of Stay 

Individual treatment goals require varying lengths of time to achieve, depending upon individual resident clinical mental health needs.

The Mental Health Unit is designed as a stabilization and treatment unit for youth who require more intensive and supportive mental health services than can be provided in the general facility population. Youth receive enhanced treatment in the MHU to improve overall emotional and behavioral functioning, and symptom reduction. When these treatment objectives have been achieved, a resident is returned to the general population, or if possible and appropriate, to a suitable community mental health provider. It is a goal of the MHU to return the youth to the general facility population or other community setting where the youth’s psychiatric stabilization/ continuity of treatment can be maintained at the appropriate level of care.

At 30-day intervals, the primary clinician must present written documentation justifying any continued need to stay in the MHU, and present such documentation for review by the TTL at the treatment planning meetings. It is anticipated that, due to particularly serious mental illness, a small portion of the residents on the MHU will have continuing difficulty functioning in general facility population, and, as such, will need more extensive stays on the unit. 

[NOTE: To facilitate discharge of a youth who required only short term observation and/or treatment from a MHU back to the unit of origin, it is important to hold a bed in general population for 3 days if the mental health unit is within the referring facility (i.e., Scioto).] 

Mental Health Programming on the Unit

[NOTE: Mental health treatment services for seriously emotionally disturbed youth who require placement on the MHU take priority, both in terms of scheduling, other ODYS programming, and discharge planning (unless legal mandates dictate otherwise).]

The MHU is designed to provide comprehensive mental health assessment, treatment planning, and treatment services that address the youth’s psychiatric, social, emotional and behavioral needs.  Services to promote stabilization of acute psychiatric symptomatology include mental health treatment planning, group and individual therapy, psychiatric services (including stabilization with medications, when appropriate), therapeutic support interventions, and family involvement/advocacy.

Youth in an MHU will continue to participate in an established ODYS core curriculum of mandated counseling, behavior management and stage advancement program, modified prescriptively as required by and beneficial to their clinical mental health needs. The MHU’s philosophy focuses on mentoring and relationship building between and among staff and youth, fostering trust within residents towards authority figures and towards other individuals in general.  Youth are involved in establishing their own treatment goals and in developing plans for goal attainment.  MHU staff are aware of the treatment goals and communicate in a consistent, supportive, and affirmative manner that fosters life skills and emotional growth.  Staff-resident interactions on the Mental Health Units reflect staffs’ awareness of the special needs of the individual youth.

Mental Health Treatment Planning.  Within 24 hours of admission to the MHU, initial mental health assessment is conducted.  Within five days of admission to the MHU, a comprehensive mental health assessment and mental health treatment plan are completed, addressing the youth’s emotional, social, psychiatric and behavioral needs.  Biweekly mental health treatment planning meetings are conducted focusing on the youth’s progress in relation to established goals and objectives.  

Communication, Documentation, and Staff Meetings.  Unit staff function as a treatment team, focusing a coordinated effort toward the youth’s individualized mental health treatment goals within the context of group programs, individualized therapy, and the activities of daily living in a therapeutic, psycho-educational environment. Staff members are responsible to attend treatment team meetings, to monitor youth behavior, to intervene in accordance with the youth clinical treatment plans, as well as to facilitate or co-facilitate resident groups. and to provide ongoing information to other staff who are involved with the care of the resident.  

All MHU staff should meet with the TTL individually and in a group on a scheduled basis for ongoing training and supervision. Staff provides necessary documentation about the youth’s progress towards treatment goals, to ensure that there is effective communication relative to the youth’s therapeutic intervention outcomes. 

Communication with families or significant others is an important component of the treatment process.  Mental Health Unit personnel make every effort to involve families in the youth’s treatment, discharge planning, and other issues. Unit staff are responsible for communicating with someone designated as the youth’s aftercare counselor to coordinate the continuity of care throughout the youth’ placement.  This is a vital component.  

Ancillary staff includes medical, educational, vocational, and recreational personnel.  

Much more attention should be given to the presence and role of qualified activity therapists.  They can interact with youth in vital ways; ways that are consistent with the treatment plan and individual goals desired by the girls (e.g., weight reduction, strength training, aerobics, etc.)

Unit staff must make every effort to inform ancillary department staff managers (and in some cases other staff) who routinely interact with youth on the Mental Health Unit about the Unit’s treatment philosophy, and more specifically about the individual youth’s treatment needs and concerns. Staff interacting with MHU youth should be advised of the youth’s mental health goals and objectives, as well as treatment interventions that have been adopted.  

The following scheduled meetings require the attendance of designated MHU staff:

· Treatment planning meetings: The TTL and primary mental health clinician will attend biweekly scheduled treatment planning meetings, along with the JCO/Mentor, On-site Manager, and other designated ODYS staff, regarding intervention planning and progress monitoring for individual residents of the MHU.

· Treatment team meetings: The TTL will schedule weekly meetings with the entire MHU staff to review program operations and program development issues.

· ODYS facility administrative meetings: The TTL will attend meetings scheduled by ODYS facility administrators for unit managers and program area managers. These meetings may occur weekly.

· ODYS facility executive staff meetings scheduled by ODYS facility directors/assistant directors for senior program administrators will include the TTL. These meetings may occur monthly.

· MHU executive staff monthly meetings scheduled by the TTL, with agenda developed by TTL, to include ODYS facility director or designee, and ODYS Unit Administrator. 

ODYS and Clinical Mental Health Group Interventions.  Youth in the MHU are provided with opportunities to participate in psycho-educational curriculum-based counseling programs, such as “Aggression Replacement Training,” “Innervisions for Youth” Substance Abuse Prevention/Education Program, and the HIV-AIDS Prevention/Education Program.  The psycho-educational groups and/or instruction may be conducted by any combination of JCO, Unit Administrator, Unit Manager, or mental health staff or even Activity Therapists.  

In contrast and in addition, therapeutic groups designed to address specific areas of emotional development are provided.  While structured psycho-educational groups are designed to enhance emotional and social functioning, therapeutic groups are process-oriented.  These latter groups are facilitated by at least one mental health professional.  Unit residents participate in therapeutic groups for at least two hours weekly.  

ODYS and Clinical Mental Health Individual Interventions.  The Unit Administrator, Unit Manager, and the Mental Health Clinicians also provide individual services.  The Unit Administrator and/or Unit Manager provide supportive counseling, focusing on problem solving, family issues, behavior adjustment, and life skills development.  

The Mental Health Clinician provides individual therapy, exploring long-term emotional and behavioral issues, using primarily a cognitive-behavioral framework to guide intervention practices.

MHU Discharge Planning and Procedures

Whenever possible youth are returned to the referring ODYS general facility population or admitted into mental health residential or outpatient programs in the community. The recurring nature of the psychiatric disability is recognized, and mental health discharge planning is therefore an intrinsic component of the initial mental health treatment plan in order to promote continuity of care.  

Clinicians must be held accountable for discharging youth when they are clinically capable of moving back into general population or the community, and avoid the traditional pattern of retaining select youth to avoid the challenges of a new admission(s).  

Discharge Criteria.  Youth are considered to be ready for discharge when the MHU treatment team, TTL, and psychiatrist have agreed that the treatment objectives for the youth have been achieved.  Treatment objectives reflect the following:

· The youth has achieved psychiatric stabilization to the degree that psychiatric symptomatology does not significantly interfere with daily functioning in emotional, social, and behavioral arenas within general facility population; or
· The youth has achieved psychiatric stabilization to the degree that psychiatric symptomatology is such that transfer into residential mental health program in the community most appropriately meets the youth’s needs; or 

· The youth has achieved psychiatric stabilization to the degree that psychiatric symptomatology is such that release to the community with appropriate linkage to mental health services most appropriately meets the youth’s needs;

AND
· The youth demonstrates an enhanced understanding of his/her psychiatric disorder, including issues around pharmacotherapy, and the impact of psychiatric symptoms on his/her role fulfillment.  The youth demonstrates a willingness and ability to seek help when symptoms of increasing emotional disturbance begin to interfere with daily functioning.

Discharge Options.  Depending on the assessed need for ongoing treatment within the MHU, the length of the ODYS placement, and community safety issues, youth who are considered to be ready for discharge may be placed as follows:

· [It is suggested for ODYS’ further consideration, that an intermediate level of care be created for transition from MHU crisis stabilization to general population. Such an Intermediate Care Program (ICP) could provide another level of care in a youth’s progression to reintegration to the general facility population. Youth may be transferred to an Intermediate Care Program (ICP), which could be a unit adjacent to the MHU. Youth would live on the ICP with partial programming in general population (Level 2).  The ICP could also include Level 3 youth who sleep in general population with partial day treatment programming on the ICP. Admission and discharge criteria and procedures would be necessary, along with full program development as with MHU.]  

· They may be transferred to ODYS general facility population.  When this occurs, there is close communication between the MHU TTL (or designated clinical staff) and the receiving facility (or unit within the same facility/ Scioto) in relation to the youth’s ongoing mental health needs.

· They may be placed in a community setting with outpatient linkages, such as day treatment, intensive case management, and/or outpatient clinic services.  ODYS Aftercare staff are consulted regarding the options available to the resident? I do not know how ODYS Aftercare works).  

· They may be released to a mental health residential setting, such as a Residential Treatment Facility, therapeutic foster care, or a mental health group home. 
Discharge Procedures.  When the treatment team determines that a youth is ready for discharge from the MHU, the TTL presents the written Discharge Plan to the Bureau of Mental Health Services for review by the Central Office Clinical Services for continuity of care. Any unresolvable issues between the TTL and the Central Office Clinical Coordinator are referred to the Director of Mental Health for review and resolution. Once the Bureau of Mental Health Services signs off on a discharge plan from the MHU, the plan is forwarded to the relevant Classification and Movement entity for implementation. Prior to discharge, all residential or community linkages will be established for the youth.  When the youth is returning to ODYS general population, the MHU’s clinical staff contact the receiving ODYS facility’s mental health staff, so that a smooth transition can be effected.

V.  PSYCHIATRIC HOSPITALIZATION

A capacity for psychiatric inpatient hospitalization is a critical component of a mental health continuum of care. A mental health unit does not and cannot provide hospital level care. A capacity for access to inpatient psychiatric hospital care must be addressed for Scioto. Agreements with a public or private provider(s) must be developed to include hospitalization and discharge procedures. At any point during a youth’s placement at Scioto -- whether in general population, on a MHU, or any other special needs unit-- inpatient psychiatric hospitalization may be necessary and appropriate. 

VI.  COMMUNITY RE-ENTRY 

(significance of these efforts throughout placement is noted above).

VII.  CONCLUSION

This is a conclusion and not a summary or highlight section.  This document, detailed as it is, is a draft for discussion purposes.  Months ago, the Director requested that we prepare a model plan for services and that we should not feel limited by “what is.”  This represents that effort and plan.

We are confident that adoption of this model, if we may call it that, would substantially enhance the care provided Scioto’s female population and ward off any threat of litigation.

________________________

Fred Cohen, Esq. *

* Thanks to Dr. Smith and Ms. Peterson for their detailed and thoughtful reports.

� See Gail A. Wasserman, et al, Assessing the Mental Health Status of Youth in Juvenile Justice Settings (OJJDP, Aug. 2004), establishing the high rates of mental disorder of youth in the juvenile justice system and urging use of the Diagnostic Interview Schedule for Children (DISC) as intake.


� Portions of the discussion regarding a Mental Health Unit are drawn from a NYS Mental Health Unit Program Description developed in 2002, under the leadership of Dr. Leta D. Smith, who developed and implemented a system of Mental Health Units in the NYS Juvenile Justice System.
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