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FOREWORD

On behalf of the Juvenile Detention Centers Association of Pennsylvania (JDCAP), | am
pleased to present the Juvenile Detention Program Standards. This effort represents a significant
step in JDCAP's continuing efforts to advance knowledge and promote sound policies and
standards in juvenile detention practice.

The Program Standards reflect JDCAP's commitment to quality and continuous
improvement in the programs and services provided by juvenile detention facilities. Therefore,
this document should be viewed as ever evolving and changing, while remaining focused upon
our mission to provide safe and secure custody and promote the physical, intellectual, social and
emotional development of youth entrusted to the care of juvenile detention.

JDCAP firmly believes that quality care afforded to youth admitted to detention
significantly aids in the juvenile justice system’s ability to affect long-term, positive change in
youthful offenders. Rather than settling for bare minimum standards, JDCAP sought to aim high
and establish lofty standards of care. We recognize that the Juvenile Detention Program
Standards are very ambitious and will be difficult to achieve; however, given the importance of
our responsibility, it is a challenge we must al undertake.

I would like to take this opportunity to thank al of the individuals that supported this
effort. It was truly a gratifying experience to witness the depth of commitment and dedication
to the youth and community which we serve.

Donald W. DeVore

President, JDCAP
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Alan P. Tezak
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INTRODUCTION

The Juvenile Detention Program Standards were developed through a project of the
Juvenile Detention Centers' Association of Pennsylvania and was supported by a subgrant from
the Pennsylvania Commission on Crime and Delinquency.

The project grew out of the findings and recommendations of two (2) state-wide task
forces on detention and the juvenile justice system, as well as a national study on the conditions
of confinement in juvenile detention and correctional facilities. The reports issued by the task
forces were entitled, The Commonwealth of Pennsylvania Juvenile Detention Task Force 1989,

. A Blueprint for Excell - The R '

Juvenile Justice Task Force: October 1, 1993. Both reports identified the need to develop and
implement standards to encourage quality programming in juvenile detention centers. In its
study for the Office of Juvenile Justice and Delinquency Prevention, entitled, Conditions of
Confinement; A Studv to Evaluate the Conditions in Juvenile Detention and Correctional
Facilitiess, Abt Associates, Inc. concluded that high levels of conformance with nationaly
recognized standards for the care of youth in detention did not result in improved conditions
of confinement. This information pointed to a need for the development of standards designed
to improve the quality of programs and services provided by Pennsylvania's juvenile detention
system. Consequently, the Juvenile Detention Program Standards Project was devel oped.

The project assembled an Advisory Board consisting of national, state and local juvenile
justice officials, researchers and practitioners to direct and guide the project. During 1992-93,
the Advisory Board and project staff researched, developed, tested and revised the Juvenile
Detention Program Standards. The result is this document.

As the Juvenile Detention Centers’ Association of Pennsylvania recognizes the
importance of continuous quality improvement, the Juvenile Detention Program Standards will
be an ever evolving, changing document that encourages the provision of quality programs and
services in juvenile detention facilities.

Users of this document should understand that the Juvenile Detention Program Sandards
did not seek to identify what level of programs and services were minimally acceptable, but
rather sought to envision what levels were possible. Interestingly, most programming and
services recommended by the Program Standards exist in some form in Pennsylvania's
juvenile detention facilities.



It is hoped that detention practitioners will use the Juvenile Detention Program Standards
as a guide to developing or improving the programs and services their facilities provide. The
Program Sandards are divided into nine (9) areas. These areas include:

. Safety, Security and Control

. Health Services

. Education

. Recreation

. Family Support and Interaction

. Food Services

. Therapeutic Services

. Diagnostic Services

. Staff Development

The standards are identified as basic or enhanced. This indicates that should facilities elect
to implement a standard that is identified as basic it is considered to be a primary area. Standards
identified as enhanced are considered to be heightened levels of care. It is recognized that
facilities may not be interested in providing types of services identified as enhanced (e.g.,

Diagnostic Services), but may be interested in providing other programs and services addressed
in the Program Sandards.

The Juvenile Detention Centers Association of Pennsylvania is confident that detention
practitioners will find the Juvenile Detention Program Standards a useful tool as they advocate
for the improvement of programs and services provided by Pennsylvania's juvenile detention
system.
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SAFETY, SECURITY AND CONTROL

The juvenile detention facility shall be operated in a safe and secure manner that provides
for the protection of the community and preserves individual rights and dignity of residents. It
shall employ appropriate means of control that emphasize incentives for positive behaviors, yet
provide well-defined means of accountability for negative behaviors.

1. Population Management

The objective of this standard is to ensure that all residents are safely supervised
and that the facility operatesin a safe and secure manner. Population management shall
have the goal to minimize instances in which the facility’s licensed capacity is exceeded.

11 The census of the facility shall be conducted by program staff at the beginning of
each shift or a minimum of three, evenly-spaced times during a 24 hour period.
(basic)

12 Whenever the census of the facility exceeds its licensed capacity, the director of
the facility shall notify and consult with the chief juvenile probation officer or
his’lher designee within 24 hours or the next Court business day to identify
resident(s) whose condition(s) may permit transfer to a less secure alternative to
detention or other secure detention facility. Such notification and consultation
shall be documented and distributed to the Court, county executive officers and
the Department of Public Welfare. (basic)

1.2(a) In the event that the facility’s census is not returned to its licensed
capacity within five (5) calendar days, the director of the facility shall
reguest in writing an in-person meeting with the juvenile court judge and
chief juvenile probation officer to determine immediate solutions to
return the facility to its licensed capacity. (basic)

1.2(a)(i) If'the facility’s census is not returned to its licensed capacity
within fifteen (15) calendar days, the director of the facility
shall request in writing an inspection by the local fire
marshal, local health code enforcement officer and the
Pennsylvania Department of Labor of Industry to determine
the facility’s adherence to fire, health and occupancy
requirements. The findings of such inspections shall be
distributed to the Court, the county executive officers, the
chief juvenile probation officer and the Department of
Public Welfare. (basic)

rev. 8/15/93



13

14

15

If the facility exceeds its licensed capacity on 25% of the calendar days during a
six (6) month period, the director of the facility should request in writing the
formation of local/regiona task force consisting of al appropriate officials and
agencies to explore ways to reduce the reliance on detention and assure that the
facility’s licensed capacity is not exceeded. This request should be made to the
facility’s governing body. (enhanced)

An admissions log shall be maintained by the director of the facility. Information
contained in the log should include, but need not be limited, to the following:
(basic)

1.4(a) the resident’s name, date of birth, gender and race; (basic)

1.4(b) date and time of admission and release; (basic)

1.4(c) aleged or adjudicated delinquent offense(s); (basic)

1.4(d)  Juvenile Court Judges Commission (JCJC) Detention Standard; (basic)
1.4(e)  admitting county; and (basic)

1.4(f) release disposition. (basic)

A summary of the admission log shall submitted to the Juvenile Court Judges
Commission, the Department of Public Welfare, the juvenile court judge, chief
juvenile probation officer and county executive officers on a quarterly basis.
Information contained in the summary should include, but need not be limited to
the following: (basic)

1.5(a) total admissions, including age, gender, race, delinquent offense(s),
JCJC Detention Standard and admitting county; (basic)

1.5(b) total detention days; (basic)
1.5(c) average daily population; and (basic)

1.5(d) the days the facility exceeded its licensed capacity. (basic)

rev. 8/15/93



2. Controlled Entry and Exit

The objective of this standard is to ensure that residents are unable to exit the

facility at will, and to protect residents and staff from entry of unauthorized individuals
into the facility. The goal of controlled entry and exit is to create a safe and predictable
environment within the facility.

2.1

2.2

rev. 8/15/93

All means of entry to, and exit from, the facility shall be under the exclusive
control of staff. Restrictive construction and procedures shall create an
environment that instills a sense of safety and security for residents and staff.
(basic)

2.1(a)  Construction of the facility shall include secure external doors, windows
or gates which prevent unauthorized entry to, or exit from, the facility.
(basic)

2.1(b)  Procedures shall be designed to only permit entry and exit of the facility
of authorized individuals. These procedures shall include, but need not
be limited to, the following: (basic)

2.1 (b)(i) positive identification of visitors (e.g., photo identification,
confirmation by juvenile probation officials or confirmation
by parents of minor children); (basic)

2.1 (b)(ii) theissuance of name tags or badges to visitors; (enhanced)

2.1 (b)(iii) limitation. to visitors on the resident’s approved visitation
list, excluding individuals conducting official Court
business, and (basic)

2.1 (b)(iv) maintenance of a log that documents. (1) all visitors to the
facility; (2) the purpose of their visit; (3) resident or staff
visited; and (4) the date and time of arrival and departure.
(basic)

Physically secure construction and staff positioning shall be designed to prevent
resident or visitors access to unsupervised or unauthorized internal areas of the
facility. (basic)



3. Resident Supervision

The objective of this standard is to ensure that residents are closely supervised at

all times, and in all places, within the facility. The goal of resident supervision is to
promote the building ofpositive relationships between staff and residents and which shall
serve as the primary means of behavioral control.

3.1

3.2

Intensive direct staff supervision and interaction that promotes positive
relationships shall be the primary means of behavioral control of residents.
Supervision requirements shall include, but need not be limited, to the following:
(basic)

3.1(a) residents shall be supervised by program staff in al areas of the facility
a all times; with (basic)

31@(@) aminimum of two (2) program staff on duty at all times,
(basic)

3.1(a)(i1) a minimum of one (1) program staff assigned for every six
(6) residents during waking hours, (basic)

3.1(a)(ii}) a minimum of one (1) program staff assigned for every
twelve (12) residents during sleeping hours, including
emergency situations and (basic)

3.1(a)(iv) if the director of the facility determines that the special
needs of the residents cannot be met or that their health,
safety and welfare cannot be guaranteed by these staff-to-
resident ratios, the staff shall be increased; and (basic)

3.1(b) at least one (1) male and one (1) female staff shall be on-duty whenever
both male and female residents are housed in the facility. (basic)

3.1(c) Resident movement or activities should occur in manageable groups of
twelve (12) residents or less with minimum staff-to-resident ratios as
specified in this section. (enhanced)

Whenever a resident is in his’her room for any reasons he/she shall be directly
observed by program staff at maximum intervals of fifteen (15) minutes. If a
resident is at risk to act out or injure his’herself (e.g., assaultive, emotionally
distressed) the frequency of direct observations shall be increased to intervals of
four (4) minutes or less, ranging to continuous supervision, dependent upon the
resident’s assessed level of risk. (basic)

rev. 8/15/93



3.3

All areas of the facility occupied by residents shall be inspected daily by program
staff to determine if any safety or security hazards exist. Such inspections shall
be documented, and if a hazard is detected, immediate corrective action shall be
taken and a written report shall be made to the director of the facility. (basic)

4. Body Searches

The objective of this standard is to provide guidelines under which body searches

should be conducted to prevent abusive, arbitrary practices. The goal of body searches
is to minimize the rate of searches consistent with the provision of a safe and secure
environment.

4.1

4.2

rev. 8/15/93

Pat-down body searches of residents shall be conducted to the minimum extent
necessary to control contraband and to provide for the safety and security of
residents and staff. (basic)

Strip searches and visual inspection of body cavities shall only be conducted when
there is a belief that the resident maybe carrying contraband or prohibited
materials, excluding strip searches conducted as part of routine procedure of the
admission process or return from temporary release from the facility. The strip
search and visual inspection of body cavities shall occur under the following
conditions. (basic)

4.2(a) prior approval must be received from supervisory personnel; (basic)

4.2(b)  the procedure shall be conducted in private by a properly trained staff
of the same sex; (basic)

4.2(c)  the purpose of the search and procedure to be used shall be explained to
the resident; (basic)

4.2(d)  all efforts shall be taken to preserve the dignity of the resident to the
extent possible while the procedure is conducted; and (basic)

4.2(e)  shal consist of the following procedures. (basic)

4.2(e)(i) a thorough inspection of each article of the resident’s
clothing as he/she undresses, (basic)

4.2(e)(ii)) visua examination of the body, and (basic)



4.3

44

4.5

4.6

4.7

4.2(e)(iii) prohibition against staff having any physical contact with
the resident to conduct the strip search while the resident is
unclothed. (basic)

Digita or instrument inspection of body cavities of a resident shall be prohibited
unless the juvenile's health may be at risk. If it is determined that the juvenile's
health may be at risk, explicit authorization shall be provided by the director of
the facility and the procedure shall be conducted by a health care professional.
The reasons necessitating the digital or instrument inspection of body cavities and
the results shall be documented in the resident’s case record. (basic)

A log recording all instances of strip and body cavity searches shall be maintained
by the director of the facility. Strip searches conducted as part of routine
procedures of the admission process or return from temporary release from the
facility shall be excluded. The log shall be submitted to the Department of Public
Welfare, the juvenile court judge, the chief juvenile probation officer, and the
county executive officers on a quarterly basis. Information contained in the log
shall include, but need not be limited to, the following: (basic)

4.4(aQ) the name of the resident; (basic)

4.4(b) type of search conducted; (basic)

4.4(c) staff person who conducted the search; (basic)

44(d) staff person who authorized the search; (basic)

4.4(e)  reason for the search; and (basic)

4.4(f) results of the search. (basic)

Recovery of any contraband shall be documented. The contraband shall follow
a chain of custody procedures and be forwarded to the director of the facility for

disposition. (basic)

45(@  The recovery of any contraband shall be reported to the resident’s
parent(s)/guardian(s) and juvenile probation officer. (basic)

Under no circumstances shall searches be used as a means of punishment or
discipline. (basic)

Searches of visitors should only occur to the extent necessary to preserve the
safety and security of the facility. (basic)

rev. 8/15/93



5. Behavior Management

The objective of this standard is to encourage the development of a behavior
management system that places emphasis upon recognition and reinforcement ofpositive
behaviors. Proportional measures of accountability shall also be provided to deter
negative behaviors. The goal of behavior management is to minimize the rate of
misconduct of residents.

5.1 The director of the facility shall be responsible for establishing a system of
behavior management. The system shall be designed to provide incentives for
positive behaviors and afford proportional measures of accountability for negative
behaviors. The system shall provide written guidelines and parameters that are
readily definable and easily understood by residents and staff. A verbal and
written explanation of the behavior management system shall be provided to all
residents as part of a formal orientation conducted by program staff. The behavior
management system shall include, but need not be limited to, the following:
(basic)

5.1(a) adesign that incorporates the principles of child and adolescent growth
and development; (basic)

5.1(b) identification of positive behaviors that residents are encouraged to
exhibit, which may include; (basic)

5.1 (b)(i)  cooperation, (basic)

5.1 (b)(ii) relationships with peers, (basic)

5.1 (b)(iii) relationships with authority, (basic)

5.1 (b)(vi) management of conflict, (basic)

51 (b)(v) demonstration of accepted socia values, (basic)
5.1 (b)(vi) persona hygiene habits, (enhanced)

5.1 (b)(vii) nutritional habits, (enhanced)

5.1(b)(viii) care of property, and (enhanced)

5.1 (b)(ix) use of time and resources; (enhanced)
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5.2

5.1(c)

5.1(d)

5.1(e)

proportional incentives and rewards for residents who exhibit the
identified positive behaviors, (e.g.,including enhanced privileges such as
special visits, phone calls, movies, music, snacks, events) (basic)
procedures to routinely evaluate, as well as provide feedback to,
residents regarding their progress in the behavior management system;
and (basic)

a system of disciplinary measures to hold residents proportionally
accountable for negative behaviors, with prohibitions against (basic)

5.1(e)(i)  permitting a resident to administer discipline to another
resident, (basic)

51(e)(ii) denying visitation, (basic)
5.1(e)(ii1)) withholding or altering meals or snacks, (basic)
5.1(e)(iv) the use of drugs, (basic)

51 (e)(v) the use of corporal, degrading or abusive disciplinary
measures, and (basic)

5.1(e)(vi) the use of isolation or handcuffs. (basic)

Room confinement is defined as placement of a resident in a locked room for
disciplinary reasons. Room confinement is differentiated from isolation, as
isolation is defined as placement in alocked room to control behaviors that present
a clear and present danger. As soon as the resident has regained control of his
behavior, he must be released from isolation. Room confinement may be used as
a disciplinary measure for behaviors that are so severe that if they persist or
reoccur the safety and welfare of the resident, other residents and/or staff is at risk
(e.g., assault, riot, escape). (basic)

5.2(a)

The behaviors that may warrant room confinement shall be specified in
writing in the facility’s disciplinary system. (basic)

5.2(a)(i)  The use of room confinement shall only be permitted for the
most serious behaviors. (e.g. assault, riot, escape) (basic)

5.2(a)(ii)) The use of room confinement shall only be permitted after
lesser disciplinary measures were tried and were
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5.3
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5.2(b)

unsuccessful, or were deemed ineffective in controlling the
behavior. (basic)

The use of room confinement shall be for the shortest period of time
necessary to hold the youth accountable for the behavior(s). The
maximum period of time in which a resident may be placed in room
confinement as a disciplinary measure shall be eight (8) hours. If the
behavior is extremely serious and room confinement beyond eight (8)
hours may be indicated, a due process hearing must be held prior to the
completion of eight (8) hours of room confinement. If a due process
hearing is not held within the eight (8) hour time period the resident
shall be immediately released from room confinement. Under no
circumstances shall a resident remain in room confinement for more than
24 consecutive hours, unless a written court order is provided which
specifically directs and states the reasons for such action. The due
process hearing shall include, but need not be limited to, the following:
(basic)

5.2(b)(i)  the hearing conducted by supervisory personnel not involved
in the incident that resulted in room confinement; (basic)

5.2(b)(ii) the opportunity for the resident to present evidence and call
witnesses on his behalf; (basic)

5.2(b)(iii) the opportunity for staff involved in the incident to present
evidence and call witnesses to support the need for
continued room confinement; (basic)

5.2(b)(iv) a decision for release or a specified period of continued
room confinement, not to exceed 24 hours; and (basic)

5.2(b)(v) an ability of the resident to appeal the decision through the
facility’s grievance procedure as provided in section 5.2.
(basic)

The following procedures and conditions shall be observed whenever a resident
is placed in room confinement: (basic)

5.3(a)

A staff person shall be assigned to sit in the room with the resident or
immediately outside the room. The staff person shall have no other
duties or responsibilities than the supervision of the resident. The staff
and the resident shall have visual and audio contact at all times. (basic)

1



5.4

5.3(b)

5.3(c)

The following shall be available for a resident in room confinement:

(basic)

5.3(b)(i)

5.3(b)(ii)

5.3(b)(iii)

5.3(b)(iv)

5.3(b)(v)

5.3(b)(vi)

5.3(b)(vii)

a clean, dry room of moderate temperature, equipped with
light sufficient for reading during regular waking hours as
defined in the facility’s program description; (basic)

sufficient clothing to meet seasonal needs; (basic)

a bed, including blankets, sheets, pillow, pillow case and
mattress, (basic)

personal hygiene supplies, including soap, toothpaste,
toothbrush, hairbrush, comb, towels and toilet paper;
(basic)

minimum writing materials, including pencil, paper and
envelopes, (basic)

prescription eyeglasses, if needed; (basic)

access to books, periodicals and other reading materials;
(basic)

5.3(b)(viii) adequate toilet and bathing facilities; and (basic)

5.3(b)(ix)

correspondence privileges applicable to all residents in the
facility. (basic)

If staff determine that any of the items listed in section 5.3(b) presents
a present danger to the resident or others and are denied to, or removed
from the resident, the reasons shall be documented in the incident report.

(basic)

The director of the facility shall establish a grievance and appeals procedure for
residents through which they may resolve issues and concerns relating to their care
and treatment. An age and language appropriate written and verbal explanation
of the procedures to be followed for grievances or appeals shall be provided to all
residents as part of a formal orientation conducted by program staff. The
grievance and appeals procedure shall have the following requirements: (basic)

5.4(a)

a written summary of the circumstances relating to the grievance and/or
appeal provided by the resident, and (basic)
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5.4(b)

5.4(c)

5.4(d)

5.4(e)

5.4(f)

5.4(g)

5.4(h)

5.4(a)(i)  for residents that have limited written communication skills,
an non-involved staff person shall be provided to assist in
the preparation of the grievance and/or appeal; (basic)

written responses to all grievances and appeals, including the reasons for
the decision; (basic)

a response, which includes an explanation to the resident as to what has
and will occur, within 24 hours, with special provisions for responding
to emergencies,; (basic)

supervisory review of grievances and appeals within 72 hours; (basic)

participation by staff and residents in the procedure’s design and
operation; (basic)

access by al juveniles, with guarantees against reprisas; (basic)
the ability of residents to raise a broad range of issues; and (basic)

means of resolving questions of jurisdictions. (basic)

6. Use of Physical Force

The objective of this standard is to ensure that physical force is only used in
circumstances in which it is absolutely necessary. Specific methods and techniques of
physical intervention, which are recognized to minimize risk of injury to residents and
staff. shall be used to physically control a resident. The goal of use of force is to
minimize the rate, of incidents in which use of force is necessary.

6.1 Staff shall only use physical force on a resident to control aggressive, threatening
or disruptive behavior that is a clear and present danger to the resident, other
residents, staff or the security of the facility. Physical force shall only be applied
in the amount necessary to bring the situation under control. When using physical
force, staff shall exercise maximum self-control and self discipline. Whenever
physical force is used, staff shall be able to document in writing the following:

(basic)

6.1(a)

rev. 8/15/93

the behavior of the resident and how the behavior presented a clear and
present danger to the resident, other residents, staff or the security of
the facility; (basic)
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6.1(b) what alternative actions were attempted and were unsuccessful, or that
alternative actions were not reasonably available under the
circumstances,; (basic)

6.1(c) that the minimum amount of physical force necessary was used; and
(basic)

6.1(d) that proper restraint procedures were employed, such as Safe Physical
Management, or similarly recognized technique to safely control
physically acting-out behavior and minimize risk of injury to the resident
and staff, and if such techniques were not employed, what was the
judtification for alternative actions. (basic)

6.2  Whenever physical force is used an incident report which documents al relevant
information, including the information listed in section 6.1 shall be completed
prior to the conclusion of the shift and entered into the resident’s case record.
(basic)

6.2(a) The resident’s parent(s)/guardian(s) and juvenile probation officer shall
be notified whenever physical force is used. (basic)

7. Acts of Abuse

The objective of this standard is to ensure that residents are protected from acts
of child abuse while in detention and incidents of suspected child abuse are reported by

staff.

7.1 All detention facilities are covered by the Child Protective Services Law (11 P.S.
sub-sections 2201-2224), as implemented by Chapter 3490 (relating to child
protective services-child abuse). Acts of abuse directed against residents are
absolutely prohibited. (basic)

7.2 Any act which may cause or causes serious physical or emotional harm or injury
constitutes abuse. Acts such as striking or kicking a resident, or restraining a
resident improperly are strictly forbidden. Acts such as teasing, humiliation,
degrading, or intentionally ignoring a resident may constitute abuse. Nonaction
which results in serious emotional or physical injury may also constitute abuse.
Staff interaction with residents shall have the legitimate goal of promoting the
proper and humane care of the resident. (basic)

7.3 All staff shall have the primary duty to respect the rights of all residents, to treat
them with dignity and to prevent others from violating their rights as well. Any
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8. Isolation

staff witnessing or having knowledge of an act which may constitute abuse,
including acts allegedly committed while the resident is in detention, by the
resident’s care giver, or while the resident was in official custody prior to
admission, is required to report such abuse to the director, his’/her designee or to
the toll-free ChildLine. Failure to report incidents of suspected child abuse shall
be considered a serious violation of the staff person’s responsibility in the care of
residents and may subject the staff person to criminal liability under the Child
Protective Services Law, as well as administrative action by the facility. (basic)

The director of the facility shall inform all staff, in writing, of their responsibilities
relating to the Child Protective Services Law. These responsibilities include the
following: (basic)

7.4(d) caregiver designation of staff; (basic)

7.4(b) mandated reporting requirements; (basic)

7.4(c) reporting procedures for the facility; (basic)

7.4(d) immunity from criminal and civil liabilities when making a report of
suspect child abuse in good faith; and (basic)

7.4(e)  criminal penalties for failure to report suspected child abuse. (basic)

The objective of this standard is to ensure that isolation is used only in

circumstances when it is absolutely necessary and that specific procedures are observed
to ensure the resident’ s safety whenever isolation isrequired. The goal isto minimize the
rate of isolation of residents.

8.1

8.2

rev. 8/15/93

Isolation is defined as the placement of a resident in a locked room to control
aggressive, disruptive or threatening behavior that is a clear and present danger to
the resident, other residents, staff and/or the security of the facility. Locking
residents in rooms during the normal sleeping period as articulated in the facility’s
program description is not considered isolation. Isolation shall not be used unless
appropriate lesser means of intervention have failed to prevent or control the
behavior. (basic)

Residents requiring isolation shall not be denied food, subjected to corporal
punishment, or abusive or degrading treatment. (basic)
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8.3

8.4

8.5

Isolation shall not be used for punishment, for the convenience of staff, or as a
substitute for programming. (basic)

Whenever isolation is used, an incident report which documents al relevant
information shall be entered into the resident’'s case record. The information
contained in the incident shall include, but need not be limited to, the following:
(basic)

8.4(a) the specific behavior(s) that necessitated isolation; (basic)

8.4(b)  aternative interventions that were unsuccessful in controlling the
behavior; (basic)

8.4(c)  authorization by the director or hisher designee; (basic)
8.4(d) the time and date that isolation began and ended; and (basic)

8.4(e) monitoring reports, with observations and notations regarding the
residents physical and emotional condition, at no greater than 15-minute
intervals. (basic)

Isolation used to control behavior that presents a clear and present danger may
only be imposed for a maximum of four (4) hours. All efforts shall be made by
staff to assist the resident in regaining control of his’her behavior, so that isolation
may be lifted at the earliest possible time. The following authorization
requirements and time periods shall be observed whenever isolation of a resident
is requested: (basic)

85(a) Prior authorization shall be provided by the director of the facility or
his/her designee for the placement of a resident in isolation. The
director or his’her designed shall review and assess the resident’s
behavior to determine if isolation is required or if a lesser form of
intervention may be indicated. Written authorization with the date and
time shall be provided whenever a resident is placed in isolation.
(basic)

8.5(b) If a resident’s behavior remains out of control beyond four (4)
consecutive hours and continued isolation may be indicated, the resident
should be referred for an assessment by a qualified mental health
professional. (basic)

8.5(c) Isolation to control behavior shall not exceed four (4) hours without a
written court order. When requesting a court order for continuing
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8.6
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isolation beyond four (4) hours, the director shall give notice to the
resident, and the resident’s attorney of record or the public defender’s
office.  Court authorization and any other documentation shall be
included in the resident’s case record. (basic)

The following procedures and conditions shall be observed whenever a resident
is placed in isolation: (basic)

8.6(a)

8.6(b)

8.6(c)

All potentially dangerous articles shall be removed from the resident.
Other articles of clothing shall also be removed if there is belief that
such clothing constitutes a threat to the health or safety of the resident.
In no case shal al clothing be removed. (basic)

A staff person shall be assigned to sit in the room with the resident or
immediately outside the room. The staff person shall have no other
duties or responsibilities than the supervision of the resident. The staff
and the resident shall have visual and audio contact at all times. (basic)
The following shall be available for a resident in isolation: (basic)
8.6(c)(i)  aclean, dry room of moderate temperature, equipped with
light sufficient for reading during regular waking hours as
defined in the facility’s program description; (basic)

8.6(c)(il)  sufficient clothing to meet seasona needs; (basic)

8.6(c)(iii)) a bed, including blankets, sheets, pillow, pillow case and
mattress;, (basic)

8.6(c)(iv) personal hygiene supplies, including soap, toothpaste,
toothbrush, hairbrush, comb, towels and toilet paper;
(basic)

8.6(c)(v) minimum writing materials, including pencil, paper and
envelopes, (basic)

8.6(c)(vi) prescription eyeglasses, if needed; (basic)

8.6(c)(vil) access to books, periodicals and other reading materials,
(basic)

8.6(c)(viii) adequate toilet and bathing facilities; and (basic)
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8.7

8.8

8.6(c)(ix) correspondence privileges applicable to all residents in the
facility. (basic)

8.6(d) If staff determines that any of the items listed in section 5.3(c) presents
a present danger to the resident or others and are denied to, or removed
from the resident the reasons shall be documented in the incident report.
(basic)

The resident’ s parent(s)/guardian(s) and juvenile probation officer shall be notified
whenever isolation is used. (basic)

A log recording al incidents where isolation was used shall be maintained by the
director of the facility. The log shall be submitted to the Department of Public
Welfare, the juvenile court judge, the chief juvenile probation officer and the
county executive officers on a quarterly basis. Information contained in the log
shall include, but need not be limited to, the following: (basic)

8.8(a) the resident’s name; (basic)

8.8(b) date and time period over which isolation was used; (basic)

8.8(c) staff who used isolation; (basic)

8.8(d) staff who authorized isolation; and (basic)

8.8(e)  abrief description of the behavior that necessitated the use of isolation.
(basic)

9. Mechanical Restraint

The objective of this standard is to ensure that mechanical restraint is used only

in circumstances when absolutely necessary and that specific procedures are observed to
ensure the resident’s safety whenever the use of mechanical restraint is required. The
goal isto minimize the rate of incidents in which handcuffs are used.

9.1

9.2

The only approved means of mechanical restraint is the use of handcuffs. Theuse
of handcuffs shall only be permitted to control aggressive or assaultive behavior
that is a clear and present danger to the resident, other residents, staff or the
security of the facility. (basic)

Residents requiring the use of handcuffs shall not be denied food, subjected to
corporal punishment, or abusive or degrading treatment. (basic)

rev. 8/15/93
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9.3

9.4

9.5
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Handcuffs shall not be used for punishment, for the convenience of staff, or as a
substitute for program. (basic)

Whenever handcuffs are used, an incident report which documents all relevant
information shall be entered into the resident’s case record. The information
contained in the incident shall include, but need not be limited to, the following:

(basic)

9.4(a)

9.4(b)

9.4(c)

9.4(d)

9.4(e)

the specific behavior(s) that necessitated the use of handcuffs; (basic)

alternative interventions that were unsuccessful in controlling the
behavior; (basic)

authorization by the director or his’/her designed; (basic)

the time and date that the use of handcuffs began and ended; and
(basic)

monitoring reports, with observations and notations regarding the
residents physical and emotional condition, at no greater than 15-minute
intervals. (basic)

The following conditions and procedures shall be observed whenever the use of
handcuffs on a resident is requested: (basic)

9.5(@)

9.5(b)

9.5(c)

Prior authorization for the use of handcuffs shall be provided by the
director of the facility or hissher designee. (basic)

The use of handcuffs shall be for the minimum period of time necessary
to enable the resident to gain control of his behavior, but shall under no
circumstances exceed one (1) hour. (basic)

A staff person shall remain in the resident’s room and have no duties or
responsibilities other than the supervision of the resident. (basic)

9.5(c)(i)  The staff person shall ensure that the physical needs of the
resident are met promptly. (basic)

9.5(c)(ii))  The handcuffs shall be applied behind the back in a manner

to minimize the risk of injury to the resident or the staff
person responsible for supervising the resident. (basic)
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9.6

9.7

9.8

9.5(c)(iii)) The handcuffing of a resident to a stationary object shall be
prohibited. (basic)

The resident’ s parent(s)/guardian(s) and juvenile probation officer shall be notified
whenever handcuffs are used. (basic)

A log recording al incidents where handcuffs were used shall be maintained by
the director of the facility. The log shall be submitted to the Department of Public
Welfare, the juvenile court judge, the chief juvenile probation officer and the
county executive officers on a quarterly basis. Information contained in the log
shall include, but need not be limited to, the following: (basic)

9.7(@) the resident’s name; (basic)

9.7(b) date and time period over which handcuffs were used; (basic)
9.7(c)  staff who used handcuffs, (basic)

9.7(d)  staff who authorized the use of handcuffs;, and (basic)

9.7(e)  abrief description of the behavior that necessitated the use of handcuffs.
(basic)

The use of handcuffs and restraining belts during the transportation of residents
outside the facility is permitted. The handcuffs and restraining belts should be
applied so as to minimize the discomfort of such devices. Lap and shoulder
restraints shall be worn at all times during transportation. (basic)

10. Firearms and Offensive Weapons

The objective of this standard is to prevent accidental resident access to offensive

weapons that may result in misuse.

10.1

10.2

The possession of firearms or offensive weapons shall not be permitted by any
person, including staff and law enforcement officials, while in the living or
program areas of the facility. (basic)

The facility shall have a secure, certified firearms/weapons box in which
individuals can temporarily store their firearms/weapons while visiting the
facility. (enhanced)

rev. 8/15/93
20



11. Fire Safety and Emergency Procedures

The objective of this standard is to ensure the safety and security of the residents,
staff and facility in the event of an emergency.

111 The director of the facility shall be responsible to establish a fire safety plan.
This plan shall include, but need not be limited to, the following areas. (basic)

11.1 (a) fire prevention techniques, including (basic)

11.1 (b)

rev. 8/15/93

11.1 (3)(i)

11.1 (a)(ii)

11.1 (a)(ii)

11.1 (a)(iv)

11.1 (a)(v)

the handling and storage of flammable, toxic and caustic
materials in accordance with local fire and building codes,
as well as regulatory requirements of the Pennsylvania
Department of Environmental Resources, (basic)

the use of flame resistant furnishings and other materials,
(basic)

daily inspections by program staff of all areas of the
facility occupied by residents to detect the existence of fire
hazards and obstacles to evacuations (e.g., blocked fire
exits), (basic)

weekly inspections of all other areas of the facility by
appropriate administrative, supervisory and support staff to
detect the existence of fire hazards, and (basic)

the prohibition of smoking in any area of the facility,
except by staff in designated staff smoking areas, and
(basic)

fire response procedures, including (basic)

11.1 (b)(i)

11.1 (b)(ii)

1 11(b)(iii)

monthly fire drills held at a minimum of once each month
with at least 25% of the drills being held during resident
sleeping periods, including the testing of fire/smoke alarms
and emergency lighting, (basic)

an explanation to residents of fire drill procedures during
orientation by program staff, (basic)

posting of fire drill assembly locations in a conspicuous
area of the resident living units, (basic)
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11.2

11.3

1 L.I(b)(iv) posting of fire evacuation routes and location of fire
extinguisher in staff areas, and (basic)

11.1(b)(v) procedures to notify fire emergency personnel in the event
of afire, (basic)

[1.1(b)(vi) procedures to account for all residents and staff, (basic)
1 LI(b)(vii) training of staff in all aspects of the fire prevention and
response plans, including the use of fire extinguishers, and
(basic)
11.1 (b)(viii) annua inspection and review by local fire officials of the
facility’s fire prevention and response plan; and (basic)
The director of the facility shall establish emergency response plans for various
types of incidents. These incidents should include, but need not be limited to,
the following: (basic)
11.2(a) riot or maor disturbance; (basic)
11.2(b) escape; (basic)
11.2(c) bomb threat; (basic)
11.2(d) hostage situation; (basic)

11.2(e) evacuation due to natural or man-made disaster, equipment failure or
structural damage; and (basic)

11.2(f) work stoppage. (basic)

In the event of an emergency, the director of the facility or his designee shall be
responsible to provide appropriate information to the following: (basic)

11.3(a) county executive officers; (basic)

11.3(b) the Court; (basic)

11.3(c) the Department of Public Welfare; (basic)
11.3(d) juvenile probation officials; (basic)

11.3(e) parents of residents; and (basic)
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11.3(f) local police departments. (basic)

11.4 Following the occurrence of an emergency situation, a review should be
conducted by the director of the facility to determine factual information
regarding the event, the adherence to emergency procedures and
recommendations to improve response procedures or preventive measures.
Written findings of the review should be provided to the facility’s governing
body within ten (10) days. (basic)

12. Documentation

The objective of this standard is to ensure that all significant information and
incidents are documented. Such documentation shall serve as an official record of
occurrences within the facility and enable the review and reconstruction of activities and
events.

12.1 A permanent log shall be maintained by program staff in each living unit of the
facility. The log shall serve as an official document that records all activities of
the unit. Program staff reporting for duty shall be required to review
information recorded in the log for at least the previous 24 hours. Information
entered into the log shall include, but need not be limited to, the following:
(basic)

12.1(a) routine information (e.g., shift changes, resident wake-up and bedtime,
security checks, searches, serving of meals and unit activities); (basic)

12.1(b) individual and group movement in and out of the unit, and for what
purpose; (basic)

12.1(c) internal and external visitors to the unit; (basic)
12.1(d) minor and major resident disciplinary restrictions; (basic)
12.1(e) any unusual incidents; and (basic)
12.1 (f) emergency situations. (basic)

12.2 Any unusua incident involving a resident shall be documented in a written
incident report and retained in the resident’s case file. The incident report should
clearly describe the resident’s involvement and behavior, as well as record staff

actions (e.g., verbal and physical interventions) resulting from the incident. The
incident shall be reviewed by the director of the facility or an appropriate
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designee prior to the conclusion of the shift. Unusual incidents include, but need
not be limited to, the following: (basic)

12.2(a) aggressive behavior (e.g., threats, fights and assaults); (basic)
12.2(b) attempted and completed escapes; (basic)

12.2(c) suicidal threats and attempts; (basic)

12.2(d) any incident involving use of physical force by staff; and (basic)

12.2(e) the use of isolation or handcuffs. (basic)
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HEALTH SERVICES

Comprehensive health services shall be provided to every juvenile admitted to detention.
Health services shall include routine medical screening and examination, diagnosis and treatment
of medical conditions, dental examination and treatment, mental health services, and health

education.

1. Health Services Authority

The objective of this standard is to establish responsibility for health services and

affirm the importance of medical decisions regarding residents.

11

1.2

13
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A licensed physician, shall be designated as the facility’s health services authority.
The health services authority shall be responsible for the design and provision of
health services, including final medical judgements regarding residents. A written
agreement, contract or job description shall define the duties and responsibilities
of the health services authority. (basic)

The director of the facility shall meet monthly with the health services authority
or hisher designee to review and assess the quality of medical care provided to
residents. This review and assessment should include, but need not be limited to
the following: (basic)

1.2(a) the adequacy of treatment plans initiated by medical staff; (basic)

1.2(b) the extent to which physicians and dentists orders have been carried
out; (basic)

1.2(c) the completeness and legibility of the health records; (basic)

1.2(d) the sufficiency of pharmaceutical matters (e.g., the types of medication
ordered and notations regarding their administration); and (basic)

1.2(e) the appropriate implementation and signing of standing orders, when
utilized. (basic)

Medical staff should be available on-site for facilities with a licensed capacity of
50 or more residents with the following staffing levels. (basic)

1.3(@) alicensed physician available on-site at a minimum of three (3) times
per week; and (basic)
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1.3(b) qualified health care staff available on-site during resident waking hours
five (5) days per week with on-call responsibilities during the remaining
periods of time. (basic)

2. Health Screening

The objective of this standard is to ensure the identification and treatment of

health conditions in need of immediate medical care.

2.1

2.2

2.3

Any juvenile presented for admission to detention and in need of emergency
medical care due to serious injury, intoxication from alcohol or other drugs, or in
need of mental health intervention shall not be admitted to detention. The staff
person responsible for admissions to the facility shall refer the person delivering
the juvenile to detention to a local community hospital to have the juvenile
evaluated and treated. Subsequent admission of the juvenile to detention shall not
occur unless written medical clearance is provided by a licensed physician or
qualified mental health professional. (basic)

All residents shall be assessed at admission to determine their need for
detoxification services for acohol and other drugs. Interview questions and
observations on the health screen should be designed to detect such issues.
Residents in need of detoxification services at admission shall be referred to a
local hospital. Residents who are subsequently medically cleared for admission
shall be closely monitored by program staff, including frequent direct observations
with intervals of four (4) minutes to continuous supervision. (basic)

22(a) Immediately upon return to detention program staff shall refer the
resident to a qualified health care professional and a plan of treatment
shall be instituted based upon the information contained in the medical
clearance materials. (basic)

2.2(b) Residents reporting significant use of alcohol or other drugs, but not
requiring a referral to a local community hospital, shall be closely
monitored by program staff and referred to the health services authority,
if indicated. (basic)

As soon as possible, but no later than one (1) hour of admission, a heath
screening shall be conducted with every resident by program staff trained by a
qualified health care professional in the collection of health related information.
The health screening should consist of structured interview and observations.
Information obtained through the health screen should include, but need not be
limited to, the following: (basic)
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2.3(@)

2.3(b)

2.3(c)

2.3(d)

2.3(e)
2.3(f)

2.3(g)

2.3(h)

2.3(i)

2.33)

2.3(k)

2.3(1)

2.3(m)

mental  health problems, including diagnosis, therapist and
hospitalizations; (basic)

level of risk to gesture or attempt suicide as determined by a suicide risk
assessment instrument; (basic)

current illness and health problems, including tuberculosis, sexually
transmitted diseases and other infectious diseases; and (basic)

2.3(c)(i) guestions structured to identify behaviors that place the
resident at high risk for contracting AIDS and an informed
consent procedure to request that the resident agree to be
tested for HIV; and (basic)

current use of medication, including type, dosage, diagnosis and
prescribing physician; (basic)

dental problems; (basic)
vision problems; (basic)
use of alcohol or other drugs, including types, amounts, frequency of
use, last period of use and any problems experienced after discontinuing

use; (basic)

for females, last menstrual period, any gynecologica problems and
pregnancies, (basic)

behavioral observations, including state of consciousness, mental status,
appearance, conduct, tremors and sweating; (basic)

body deformities and ease of movement; (basic)

conditions of the skin, including trauma markings, bruises, lesions,
jaundice, rashes, infestations, needle marks or other indications of drug
use; (basic)

dlergies;, and (basic)

health history. including hospitalizations and chronic disease(s). (basic)
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24

25

2.6

2.7

2.8

2.9

2.10

Evidence of abuse, provided through observation or inquiry, shall be reported by
program staff in accordance with the Child Protective Service Law of
Pennsylvania. (basic)

Significant findings provided through the health screen shall result in an immediate
referral by program staff to the health services authority. Any interim health care
instructions provided by the health services authority shall be documented and
followed by program staff. (basic)

Identification of any medical conditions for which the resident is currently being,
or was recently, treated shall result in the immediate request by program staff for
medical records from the identified source of treatment. These medical conditions
should include, but need not be limited to, the following: (basic)

26(@Q) mental health disorders, including hospitalization and/or the
administration of psychotropic medication; (basic)

2.6(b) injuries or illnesses requiring hospitalization; (basic)

2.6(c) communicable diseases, including tuberculosis and sexually transmitted
diseases (STDs); and (basic)

2.6(d) for female residents, gynecological problems or pregnancy. (basic)

Immunization records for every resident shall be requested by program staff from
the parents/guardians, family physician, school or other available source. The
immunization record shall be reviewed by a qualified medical professional within
24 hours of receipt. (basic)

Whenever possible, the health screen should be conducted by qualified health care
professional (e.g., licensed practical nurse, registered nurse, physician’s assistant
or licensed physician). (enhanced)

A drug and alcohol urinalysis should be conducted on every resident to assist in
the identification of those resident at risk of chemical withdrawal and in need of
possible treatment. (enhanced)

Every resident shall be advised orally, and in writing, by the individual conducting
the health screening of the procedures to access medical services while in
detention. (basic)

2.10(a) The procedures should be written in a manner in which they are easily
understood by juveniles. (basic)
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2.10(b) The procedures to access medical services should aso be provided, in

writing, in the language(s) of non-English speaking juveniles that are
frequently admitted to the facility (e.g., Spanish). (basic)

3. Medical Examination

3.1

rev. 8/15/93

The objective of this standard is to ensure that a comprehensive physical
examination is conducted in a timely manner by a licensed physician to diagnose health
problems and begin medical treatment.

Every resident shall have a complete medical examination conducted by a licensed
physician within 48 hours of admission. The medical examination shall include,
but need not be limited to, the following: (basic)

3.1(a)

3.1 (b)

3.1(c)

3.1(d)

3.1(e)

3.1(f)

review of information obtained through the health screen; (basic)
additional information to complete medical, denta and mental health
histories (e.g., drug, alcohol and tobacco use, and sexual history
including reproduction); (basic)

laboratory and/or diagnostic tests to detect communicable diseases as
recommended by the Pennsylvania Department of Public Health,
including, (basic)

3.1(c)(i)  tuberculosis, (basic)

3.1(c)(ii)) AIDS, if an informed consent is obtained, (basic)

3.1 (c)(ii) syphilis, gonorrhea, chlamydia and other sexually
transmitted diseases, (basic)

3.1 (c)(iii) other diseases as recommended by the Pennsylvania
Department of Health and/or as medicaly indicated; (basic)

recording of height, weight, pulse, blood pressure and temperature;
(basic)

other tests and examinations as medically indicated; (basic)
medical examination, including (basic)

3.1(H)(i) eyes, ears and throat, (basic)
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3.2

3.3

3.1(H(A1) abdomen, (basic)

31 (H(ii) genitals, with instruction regarding self breast examination
and self testicular examination, (basic)

3.1(f)(iv) gynecological assessment of females, and (basic)
3.1(H)(v) comments about the mental and dental status; and (basic)

3.1(g) review of the results of the medical examination and tests, and
identification of problems by a licensed physician; and (basic)

3.1(h) initiation of treatment when indicated. (basic)

Whenever possible, the physical examination and initiation of treatment should be
conducted by a licensed physician specializing in pediatrics, with training
specifically for adolescents. (enhanced)

All residents shall have a dental examination by a licensed dentist within thirty
(30) days of admission and dental treatment when indicated.(basic)

4. Medical Care and Treatment

The purpose of this standard is to promote the provision of quality health care and

ensure that medical services are provided by personnel properly qualified and trained to
provide such services. Several specific health care issues are identified as they are
commonly associated with at-risk youth.

4.1

Sick call shall be conducted daily by program staff to identify residents in need
of medical services due to non-emergency injury or illness while in detention.
Every resident shall have access to sick call. All requests shall be handled in a
confidential manner and be forwarded to the health services authority for
evaluation and a determination of the level of medical care required. (basic)

4.1(a) Sick call documentation should be maintained that indicates the
resident’s name, nature of request, program staff who received request
and disposition. (basic)

4.1 () If aresident reports for sick call more than twice with the
same complaint, he/she should be scheduled to see a
physician within 24 hours. (enhanced)
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4.2

4.3

44

4.5

rev. 8/15/93

41 () Whenever possible, sick call should be conducted by a qualified health
care professional (e.g., licensed practical nurse, registered nurse,
physician’s assistant or licensed physician). (enhanced)

All medical treatments and prescription medication shall be administered according
to direct orders or under the supervision of a licensed physician, dentist or
psychiatrist. All orders shall be documented in the resident’s medica record and
signed by the ordering physician. (basic)

Licensed practical nurses, registered nurses and physician’s assistants may provide
health services to the extent that state and federal law and regulation permit.
(basic)

4.3(@  All health services provided by nurse practitioners and physician’s
assistants shall adhere to written medical protocols established by the
facility’s health services authority. (basic)

Program staff shall provide direct hedth care services under clearly defined
circumstances. Training and written procedures that govern these circumstances
shall be provided by the health services authority in cooperation with the facility’s
administrator. Circumstances under which program staff may provide direct health
care services include, but need not be limited to, the following: (basic)

44(@ medical emergencies requiring the use of standard first aid and/or
cardiopulmonary resuscitation (CPR), (basic)

4.4(b)  minor medical treatments (e.g., treatments for mild colds, athlete's foot,
minor cuts, abrasions, burns, common headaches, constipation and
diarrhea) with specific written authorization and supervision of a
gualified health care professional; and (basic)

4.4(c) health care education, in cooperation with, and under the supervision of
the health care authority. (basic)

Written agreements should be established with hospitals and community-based
health care for out-patient and in-patient medical care for residents. The following
procedures should be observed whenever aresident is to be referred for out-patient
or in-patient treatment on either an emergency or non-emergency basis. (basic)

45(@)  authorization for the transport and/or transfer to the hospital by the

health services authority and the facility’s administrator or their
designees; (basic)
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4.6

4.5(b)

4.5(c)

4.5(d)

4.5(e)

notification of the residents parent(s)/guardian(s), probation officials and
the Court; (basic)

transmittal of a referral form with all pertinent medical information
regarding the juvenile to the hospital; (basic)

provision of appropriate security measures by the facility during
transport to, and stay in, the hospital; and (basic)

upon discharge from the hospital, the provision of written medical
clearance from the hospital to return to the juvenile to detention, a
summary of treatment and instructions for continuing medical care.
(basic)

4.5(e)(i) Upon return to detention a qualified health care professional
should institute a plan of treatment based upon the
information contained in the discharge materials. (basic)

Pregnant residents shall be provided health care services by the health services
authority that shall include, but need not be limited to, the following: (basic)

4.6(a)

4.6(b)

4.6(c)

4.6(d)

4.6(e)

4.6(f)

4.6(g)

4.6(h)

ongoing medical supervision by a licensed physician, (basic)

4.6(a)(i) whenever possible, a licensed physician specializing in
obstetrics and gynecology; (enhanced)

appropriate procedures to determine the estimated date of delivery, if
necessary; (basic)

weekly health care visits by a qualified health care professional; (basic)

prenatal education, including pre-natal care, fetal development and
nutrition; (basic)

nutritional supplements, including pre-natal vitamins; (basic)

mental health services, including counseling regarding all options and
rape crisis counseling, if indicated; (basic)

coordination of medical care for delivery at the hospital; (basic)

post-natal care, including assistance in arranging custody and care of the
infant; and (basic)
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4.6(i) appropriate program modifications and accommodations. (basic)

4.7 Medical isolation shall only be used if it is medicaly indicated that a resident is
suspected or confirmed to have a communicable disease (e.g., tuberculosis).
(basic) If a room other than the resident’s assigned room is used for medical
isolation, it shall be used exclusively for medical purposes and shall be near, and
supervised by, medical staff. The conditions for medical isolation should include,
but need not be limited to, the following: (basic)

4.7(a) an order signed by a licensed physician authorizing the medical isolation
for as long as the resident is infectious must be provided; (basic)

4.7(b)  the resident should be housed in a separate room with separate toilet,
handwashing facility, soap dispenser and single service towels; (basic)

4.7(c) if the room is used to house individuals with air-borne disease (e.g.,
tuberculosis), it should be properly ventilated with a negative air flow,
and if the facility is not equipped with such a medical isolation room,
the resident shall be transferred to a medical facility; (basic)

4.7(d)  procedural techniques to be used include hand washing upon entering
and leaving, proper handling and disposal of infectious materials, proper
isolation methods, oral and written instructions in each case to the
resident and staff regarding modes of transmission and risk reduction,
proper handling of food utensils and dishes, proper handling of patient
care equipment and cleaning and disinfection of isolation
accommodations. (basic)

4.7(e)  Residents suspected or confirmed to have communicable, blood-borne
disease (e.g., Hepatitis B and Acquired Immune Deficiency Syndrome)
shall not be medically isolated unless indicated by a physician. Transfer
to an acute care medical facility may be indicated if a residents exhibits
clinical symptoms. (basic)

4.7(e)(i) Testing for communicable, blood-borne diseases shall only
occur under informed consent conditions and/or by court
order if; a) clinica symptoms of the disease exist, b.) the
resident requests to be tested, or c.) the resident exhibited
high risk behavior in which there was an exchange of blood
products, semen or vagina fluid. (basic)

4.7(e)(ii) Residents testing positive for communicable blood-borne
diseases should be maintained in the general population
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4.8

4.7(f)

unless clinical symptoms require medical treatment not
available in the facility. (basic)

4.7(e)(iii) The facility should provide all necessary equipment to

4.7(e)(iv)

4.7(e)(v)

minimize risk of infection to staff and residents. The
equipment recommended by the Center for Disease Control
includes: gloves, gowns, masks, bleach, sponges, buckets,
disposable bags, appropriate cardiopulmonary resuscitation
(CPR) equipment, food handler gloves, individual shaving
razors and disposable syringes. (basic)

Disclosure of medical information regarding residents testing
positive for the communicable, blood-borne diseases shall be
governed by state and federa law. (basic)

Education and training shall be provided to al residents and
staff regarding the transmission of communicable, blood-
borne disease and means of prevention. (basic)

Universal precautions shall be used whenever staff or other residents
come in contact with blood or body fluids of another person. (basic)

Pharmaceuticals shall be strictly controlled and monitored in accordance with state
and federal law and regulation. All pharmaceuticals shall be properly stored in a
doubled locked secure manner which prevents unauthorized individuals from
gaining access. A record shal be maintained for any pharmaceutical that is
administered to a resident and must include the type, dosage, rate, time, method
of administration and the staff person administering the medication. (basic)

4.8(a)

Prescription medication shall only be administered upon the written order
of alicensed physician for a specific resident with a documented clinical
need. (basic)

4.8(3)(i)

Any prescription medication that enters the facility with a
resident must be confirmed with the prescribing physician
and approved by the attending physician prior to it being
dispensed to the juvenile. (basic)

4.8(a)(ii) Prescription medication shall only be administered by

program staff upon the specific written authorization of a
licensed physician and under the direct supervision of a
gualified health professional. Training in the administration
of medication shall be provided by the heath care authority
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for all program staff responsible to administer medication.
(basic)

4.8(a)(iii) All psychotropic medication should be ordered and

4.8(a)(iv)

supervised by a licensed psychiatrist. Administration of
psychotropic medication should only be by a qualified
health care professional. The administration of psychotropic
medication should be closely monitored to insure that the
medication is taken as ordered and is not being retained by
the resident for future use and the risk of overdose.
Whenever possible, the medication should be in liquid form.
(enhanced)

Over-the-counter (OTC) medication should be dispensed by
program staff only in accordance with written protocol
procedures for minor ailments (e.g., common headaches,
simple congtipation and diarrhea). All information relative
to the nature of the complaint, medication administered and
staff administering the medication shall be documented. If
the medical complaint or symptoms persist beyond 24 hours,
the resident should be placed on sick call. (basic)

5. Suicide Prevention and Intervention

The objective of this standard is to ensure that residents at risk to attempt suicide
are appropriately identified, managed and provided needed services.

5.1 A written suicide prevention and intervention plan shal be provided by the
facility’s administrator and the responsible health authority. All staff responsible
for supervision of residents shall be trained in the implementation of the plan.
The plan shall include, but need not be limited to, the following: (basic)

5.1(a) identification of the potential risk of suicide of each resident, including

(basic)

5.1(a)()

5.1(a)(ii)

rev. 8/15/93

administration of a suicide risk assessment instrument or
observations and/or interview questions contained on the
health screen conducted at admission, (basic)

information provided by the resident’s parent(s)/guardian(s)

and probation officer regarding any history of suicidal
threats and/or gestures, (basic)
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5.1(a)(iii) any suicidal threats or gestures made by the resident

5.1 (a)(iv)

5.1(a)(v)

(basic),

observations or evidence of depression or social withdraw
(e.g., acting out or talk of desperation or despair) by the
resident, and (basic)

upon identification of a resident potentially at risk of
suicide, placement on continuous supervision; and (basic)

5.1(b) assessment by a qualified mental health professional to determine the
resident’s level of suicide risk, including (basic)

5.1(b)(i)

the need for emergency in-patient psychiatric hospitalization,;

and/or (basic)

5.1(c)  supervision and monitoring by the facility’s program and hedth care
staff, including (basic)

5.1 (©)(i)

5.1(c)(ii)

5.1 (c)(iii)

increased and expanded interaction with program and
medical staff, and involvement in program activities to
reduce feelings of isolation, (basic)

continuation of normal activities with access to areas of the
facility where potentially dangerous items are used (e.g.,
classroom, dining, gymnasium and arts and crafts areas)
only under highly supervised conditions, (basic)

frequent direct observations, with intervals ranging from a
maximum of four (4) minutes to continuous supervision
dependent upon the level of suicide risk as determined by
the qualified mental health professional which are
documented and indicate all significant information,
including the resident’s mental and physical condition; and
(basic)

5.1(d) strict prohibition from having the resident placed in his’her room unless
continuous visual supervision is provided, and (basic)

5.1(d)(1)

if continuous supervision exceeds 48 continuous hours, the
resident shall be re-evaluated by a qualified mental health
professional regarding the for in-patient psychiatric
hospitalization; (basic)
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5.1(e)

5.1(9)

5.1(g)

5.1(h)

prohibition of the use of paper clothing or stripping the resident of his
clothing; and (basic)

all significant information shall be communicated orally, and in writing,
between medical and program staff, including (basic)

5.1(H))i)  the identification of a potentialy suicidal resident, (basic)

5.1(H@3i) the level of supervision and any restrictions ordered, and
(basic)

5.1(f)(1i1)) any suicidal gestures, threats or other significant behaviors,
and (basic)

al significant information shall be properly documented and recorded in
the residents’ medical record, including (basic)

5.1(g)(i) reason(s) resident was identified as suicidal risk, (basic)

5.1(g)(ii)) actions taken by facility (e.g., placement on increased
supervision, provision of internal mental health services,
referral to external mental health services), and (basic)

5.1 (g)(iii) psychological/psychiatric consultations, evaluations and
recommendations, and (basic)

al residents identified as suicidal risks shall be reported to his/her
respective parent(s)/guardian(s) and juvenile probation officials, and
(basic)

51(h)(i)) all attempted suicides shall be reported to the resident’s
parent(s)/guardian(s), juvenile probation officials, and the
Court, (basic)

5.1(h)(ii)) al completed suicides shall be reported to the resident’s
parent(s)/guardian(s), juvenile probation officer, the Court,
local law enforcement agency and the coroner, and (basic)

5.1(h)(iii) post-suicide response procedures shall include mental health
counseling for residents and staff, and a review of the
incident involving community mental health services, staff
and administration of the facility. (basic)
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5.1(1) information regarding any suicidal threats and/or attempts should be
provided in the written medical summary provided to the Court at
disposition. (basic)

6. Notification and Consent

The objective of this standard is to ensure that the resident’ s parent(s)/guardian(s)

and probation officials are properly notified of significant medical conditions and
treatments and that the resident’s right to confidentiality is protected.

6.1

6.2

6.3

Consent is not required for routine medical evaluation of treatment administered
in the case of an emergency. A minor may consent to medical treatment for
conditions relating to drug and alcohol use, abortion, pregnancy, and sexually
transmitted diseases, and under those circumstances specified under the act of
February 13, 1970 (P.L. 19. No.10) (35 P.S. subsection 10101- 10105). When
parental consent is necessary, the facility shall ensure either that written parental
consent is obtained or that the court gives consent in loco parentis. (basic)

The resident’s parent(s)/guardian(s), as well as probation officials, should be
notified of any significant injury or illness that required treatment by a licensed
physician, dentist or psychiatrist. (basic)

All medical information and records shall be maintained consistent with state and
federal law. A separate medical record shall be maintained for each r e si dent .
Access shall be controlled by the health services authority. Release of medical
information shall be upon written authorization of the resident or Order of Court.
(basic)

7. Health Education

The objective of this standard is to encourage health education and promote

healthy lifestyles for residents. The health education program should provide information
on preventative health care.

7.1

In cooperation with the facility’s health services authority, educational program,
food services and program staff, a comprehensive health education program for
residents should be provided. Information provided through the health education
program should include, but need not be limited to, the following areas: (basic)

7.1(a) chemical dependency, including tobacco; (basic)
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7.1(b)
7.1(c)
7.1(d)
71(¢
7.1(5)
7.1(g)
7.1(h)

7.1 (i)

sexually transmitted diseases (STD); (basic)
sexuality, including methods of birth control, (basic)
pregnancy and parenting skills, (basic)

nutrition; (basic)

exercise; (basic)

oral hygiene instruction and dental health; (basic)
personal hygiene; and (basic)

mental health. (basic)

7.2  The smoking of tobacco products shall be strictly prohibited in all areas of the
facility. (basic)

8. Medical Summary and Transfer of Medical Records

The purpose of this standard is to encourage that medical information is provided
to the Court and probation officials to aid in disposition and treatment, as well as to
encourage the timely transfer of medical records to provide for the continuity of medical
care of the resident.

8.1 Significant medical information should be summarized and provided to the Court
and juvenile probation officials prior to disposition for every resident. This
summary should include, but need not be limited to, the following: (basic)

8.1(a)

8.1(b)

8.1(c)

rev. 8/15/93

diagnosis and/or treatment of significant medical conditions, including
(basic)

8.1(a)(i)  suicidal ideations and gestures, and/or evidence of other
mental health problems, (basic)

significant medical conditions requiring ongoing medical care; and
(basic)

recommendations for further medical evaluation and/or treatment.
(basic)
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8.2

8.3

Medical summaries or copies of the resident’s medical record should be forwarded
to the residential placement to which the resident is committed prior to, or at the
time of discharge from detention. (basic)

Medical staff shall refer residents, whose medical treastment was initiated in
detention and should continue beyond discharge to the community (e.g.,
pregnancy), to appropriate community-based medical services. The referral
process shall include, but need not be limited to the following: (basic)

8.3(@) the identification of appropriate community-based medical services;
(basic)

8.3(b) education of the resident regarding the importance of continuing the
medical treatment; (basic)

8.3(c) notification of parent(s)/guardian(s) and juvenile probation officer; and
(basic)

8.3(d) transfer of medical records with proper consent to the identified
community-based medical service provider. (basic)
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EDUCATION

A comprehensive educational program that addresses individual learning styles and special
needs shall be provided to every resident admitted to detention. The educational program should
closely approximate the educational services available in the public school system. The delivery
and content of educational services should be culturally sensitive and reflect the racial and ethnic
diversity of the community. The educational program must adhere to all applicable educational
regulations as established by the Pennsylvania Department of Education.

1. Educational Screening

The objective of this standard is to encourage the timely compilation of a complete

educational history as possible. In addition to obtaining information to provide for the
educational needs of the resident while in detention, a comprehensive information and
records gathering process can significantly aid in decisions about disposition and
treatment.

11

1.2

rev. 8/15/93

Immediately upon admission, a structured interview shall be conducted by program
staff with the resident to obtain educational information. Program staff shall
contact the resident’s parents/guardians or juvenile probation officer within 24
hours of admission to verify the information obtained through the interview. Such
information shall be provided to the educational program. The information should
include, but need not be limited to, the following:(basic)

1.1(a) the most recent educational placement including the type of placement,
school district, building and grade; (basic)

1.1(b) any exceptionality (special education designation); (basic)

1.1(c) any disability not covered under the special education law, but severe
enough to impact learning; (basic)

1.1(d)  current performance, attendance and discipline problems; (basic)
1.1(e)  academic interests and vocationa goals; (basic)

Within 24 hours of admission or the next scheduled school day an educational
screening instrument shall be administered to the resident by educationa staff to

determine general academic functioning and enable placement at appropriate grade
levels in various subject areas. (basic)
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1.3 Within 24 hours following the completion of the president’s detention hearing, a
request for educational records from the home school district and/or prior
residential placement should be made by education staff. This request should
include, but need not be limited to, the following: (basic)

1.3(a)

1.3(0)
1.3(c)
1.3(d)
1.3(¢)
1.3(f)

1.3(g)

educational history, including most recent educational placement;
(basic)

any exceptionality: (basic)

immunization records; (basic)

progress, attendance and behaviora reports,; (basic)
Individua Educational Plans (IEPs); (basic)
Multi-Disciplinary Evauations (MDEs); and (basic)

psychological evauations,; (basic)

14 All information and records shall be maintained in the resident’s educationa
record at the facility consistent with state and federal law. (basic)

2. Educational Plan

The objective of this standard is to encourage the timely development of an
educational plan to meet the individual needs of the resident that is meaningful and
measurable. It also encourages that regular reviews be provided to ensure accountability
on the part of the educational program, as well as the resident.

2.1 A plan to meet the educational needs of each resident should be developed. The
development of this written plan should occur within 24 hours or the next
scheduled school day upon the completion educational screening. The educational
plan should include, but need not be limited to, the following: (basic)

2.1(a)

2.1(b)

specific, measurable goals that are related to the resident’s needs as
indicated by his’her educational records and the assessment process;
(basic)

identification of the instructional methods and materials by which these
goals will be achieved; (basic)
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2.2

3. Program Structure

3.1

3.2

rev. 8/15/93

2.1(c)

2.1(d)

2.1(e)

2.1(f)

development of the educational plan to reflect short (1 to 10 days),
moderate (10 to 30 days) and long-term (30 or more days) periods of
detention that address the following needs during these respective
periods. (basic)

2.1(c)(i)  diagnostic observations and administration of instruments
during short-term periods; (basic)

2.1 (c)(ii)  remediation during moderate-term periods, and (basic)
2.1 (c)(iii) general instruction during long-term periods; (basic)
review the goals as educational needs emerge or additiona information
is received and make appropriate changes or modifications, if indicated;

(basic)

continuous feedback (weekly at a minimum) to the resident regarding
his’/her educational progress; (basic)

bi-monthly feedback to the resident parents/guardians regarding the
resident’s educational progress; and (enhanced)

If aresident is identified as exceptional, state and federal law pertaining to special
education shall be observed. (basic)

The objective of this standard is to encourage the provision a quality educational
experience for the resident immediately upon admission to detention. The educational
program should closely approximate the educational services that would be available
through the public school system, but also provide for the special needs of the resident.

Within 24 hours of admission or the next scheduled school day each resident shall
begin participation in the educational program. (basic)

Whenever educationally indicated, educational staff shall coordinate arrangements
through the resident’s school counselor to obtain assignments from the resident’s
home school district. Progress reports should be provided to the home school
district to ensure that the resident receives credit for the work completed.
(enhanced)
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3.3

34

35

3.6

The content and curriculum design shall address the resident’s educational needs
as identified in the educationa plan. It shall a a minimum include, but need not
be limited to, the following: (basic)

3.3(a) core subject areas (e.g., mathematics and reading) (basic)

3.3(b)  student learning outcomes as established by the Pennsylvania Department
of Education; (basic)

3.3(c) activities designed to maximize the learning styles and abilities of the
resident; (basic)

3.3(d) individual and small group learning activities; (basic)
3.3(e) the use of multi-media educational materials, and (basic)

3.3(f) activities designed to promote cultural awareness and understanding.
(basic)

For residents who have earned their Genera Education Development (GED)
certificate or whose age exceeds compulsory school attendance, should be provided
a continuing education program. This continuing education program should
include, but need not be limited to, the following: (enhanced)

3.4(a) academic mentoring of other residents; (enhanced)

3.4(b) work and career education/exploration; and (enhanced)

3.4(c) life skills. (enhanced)

One (1) certified teacher should be assigned for every eight (8) residents.
(enhanced)

The school day should consist of a minimum of 5.5 hours of instructional time,
(enhanced)

3.6(@) Tutoria services should be provided for those residents who do not
receive a full 5.5 hours of instruction per day due to official Court
business (e.g. hearings and interviews). The tutorial services should be
provided during non- traditional hours. (enhanced)
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3.7

3.8

3.9

3.10

Educational staff in cooperation with program staff should provide a program of
structured study hours and out-of-class assignments for evenings and weekends.
Educational and/or specially trained program staff should provide tutorial services
to resident during these periods. (enhanced)

The educational program should be in operation on a year round basis. A
minimum of 220 days of educational programming should be provided.
(enhanced)

The educational program shall be integrated into the facility’s behavior
management and security systems. Educational staff shall participate in resident
staffings and evaluations. (basic)

Educational staff shall be included in all general staff meetings of the facility and
consulted on administrative decisions that may affect educational programming for
residents. (basic)

4. Educational Assessments

The objective of this standard is to encourage the timely completion of a

comprehensive educational assessment. The educational assessment will aid in the
development of an individualizedplan to meet the educational needs of the juvenile while
in detention and provide important diagnostic information to aid in disposition and
treatment.

4.1

4.2

rev. 8/15/93

Within 24 hours or the next scheduled school day following the completion of a
resident’s detention hearing an educational assessment shall be initiated by
educational staff. (basic)

The assessment should focus upon the level of academic functioning. The
assessment should include, but need not be limited to, the following: (basic)

4.2(a) identification of academic strengths and weaknesses, (basic)
4.2(b) identification of learning styles and abilities; in the areas of (basic)
4.2(c) assessment of vocational interest and aptitude; and (basic)

4.2(d) development of an educational intervention plan. (basic)
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If the assessment process provides an indication of any exceptionality or if an
Individua Education Plan (IEP) exists, requirements as provided by state and
federal law shall be observed. (basic)

If the information described under this section is aready available, the assessment
process need not be re-administered. (basic)

5. Educational Summary

The objective of this standard is to encourage the documentation, in an easily

transferable format, of the identified educational needs and progress of a resident while
in detention. The educational summary can provide important information to aid in
decisions about disposition and treatment.

5.1

An educational summary shall be prepared and submitted to the Court and the
probation officer prior to disposition for every resident. This summary should
include, but need not be limited to, the following: (basic)

5.1(a) information obtained from the resident’s educational records and
assessment process; (basic)

5.1(b) educational progress while in detention; (basic)
5.1(c) behaviora observations in the classroom; (basic)
5.1(d) attendance in the educational program; and (basic)

5.1(e) a recommendation for an appropriate post-disposition educational
placement. (basic)

6. Transfer of Educational Records

The objective of this standard is to encourage the timely transfer of educational

records to provide for the continuity of education of the resident.

6.1

6.2

The Director of the facility and the educational program shall be responsible to
establish written agreements to ensure the exchange of educational information and
records between the facility and local school districts. (basic)

The educational record of the resident shall be forwarded to the school district or
educational program of the residential placement to which the resident is
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committed. This process should occur within five (5) court business days of the
resident’s discharge from detention. (basic)

If ajuvenileis released from detention prior to disposition, a modified educational
summary should be prepared and forwarded to the juvenile’s home school district
within 48 hours or two school days. This summary should address the areas as
specified in section 5.1 of the Educational Summary. (enhanced)
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RECREATION

A well defined and structured recreation program should be provided for each resident.
The recreation program should provide a variety of activities that promote physical and mental
health, and are appropriate to the ages and interests of the residents admitted to detention.

1. Program Structure

The objective of this standard is to encourage the provision of a well developed
and articulated recreational program whose purpose is understood by the program staff

and residents.

11 A specific staff person shall be designated as recreation coordinator and be
responsible to design, organize and direct the recreation program. (basic)

1.1(a)

He/she should have education, training or experience in the development
and implementation of recreational activities for juveniles. (basic)

1.2 The recreational program shall provide a variety of planned, structured large
muscle and leisure activities. These activities should include, but need not be
limited to, the following: (basic)

1.2(a)

1.2(b)

1.2(c)

1.2(d)

1.2(e)

organized co-educational sports and games that require large muscle
activity and permit equal opportunity for participation (e.g., aerobics,
volleyball and soccer); (basic)

supervised small group leisure activities (e.g., card and board games);
(basic)

creative activities (e.g., arts and crafts); (basic)

quiet individual leisure activities (e.g., reading and letter writing); and
(basic)

activities adapted for physically and developmentally challenged
residents. (basic)

1.3 A minimum of one (1) hour of large muscle activity and one (1) hour of leisure
time activity shal be provided daily. (basic)
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1.5

1.3(@Q) The large muscle activity shall be conducted outdoors unless specific
authorization is provided by the Director of the facility. The reason(s)
for not conducting the activity outdoors and the authorization provided
by the Director shall be clearly documented. (basic)

1.3(b) Extended periods of large muscle activity should be provided on
weekends and holidays, (enhanced)

A description of the activities that the facility offers should be maintained. This
description should be available to all program staff responsible for the supervision
of activities. The description should include, but need not be limited to, the
following information: (basic)

14(@) asummary of the activity and explanation of the rules;, and (basic)

1.4(b)  staff, space and equipment requirements; (basic)

1.4(c)  objectives of the activity (e.g., development of gross motor or fine motor
skills, sportsmanship or relaxation); and (basic)

1.4(d) alternative activities for residents that may be unable to participate in
certain activities due to physical or developmental disabilities. (basic)

A weekly schedule of recreational activities should be posted in living areas of the
residents. (basic)

2. Resident and Staff Participation

The objective of this standard is to encourage the participation of residents in

healthy developmental activities provided through the recreational program and foster
interaction between program staff’ and residents.

2.1

2.2

All residents shall have access to recreational opportunities unless documented
medical, behavioral or security issues prohibit their participation in specific
activities. (basic)

Program staff should encourage and counsel all residents to participate in
recreational activities; however, juveniles should have an opportunity to choose not
to participate in a particular activity without negative consegquences as a result of
their decision. (basic)
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2.2(@ Incentives should be provided for juveniles who participate in
recreational activities and exhibit cooperative behavior and good
sportsmanship. (basic)

Recreational activities shall not be withheld as a means of group or individual
punishment. (basic)

Adequate staff shall be provided to ensure proper supervision and enable
participation of program staff in recreational activities with the residents. (basic)

24(d)  Volunteers should be encouraged to participate in recreational activities
with residents under the supervision of program staff. (enhanced)

Each resident should have the opportunity to express his/her interests and
preferences of recreational activities. (basic)

25(a) Appropriate residents interests and preferences should be incorporated
into the recreational activities. (enhanced)
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FAMILY SUPPORT AND INTERACTION

Access to visitation, mail and telephone services shall be provide to every resident
admitted to detention. Visitation, mail and telephone services shall be designed to promote
appropriate support, interaction and involvement with family members and significant others.
The maintenance of such relationships while in detention shall support the positive social and
emotional adjustment of the resident.

1. Visitation

The objective of this standard is to recognize the importance of contact with family
and significant others and promote a system of visitation that balances the needs of the
resident with the operational concerns of the facility,

11 Every resident shall have access to visitation by parent(s)/guardian(s), other family
members and significant others. (basic)

1.1(a) Family members under the age of majority should be accompanied by
a parent/guardian during visitation unless prior approval is provided by
the director of the facility or higher designee. (basic)

1.1(b)  Specia visits by non-family members shall be permitted if it is
determined by the director of the facility or hissher designee that the
visit will have a therapeutic value for the resident. (basic)

11 (b)(i)) Specid visits by non-family may be provided through the
facility’s behavior management system (Safety, Security
and Control:  Behavior Management; section 5. | (¢)).
(basic)

1.2 Visitation by parent(s)/guardian(s) and other family members shall not be
restricted unless the following exists: (basic)

1.2(8) an Order of Court restricting visitation by specific individuals; or
(basic)

1.2(b) the director of the facility determines that visitation by specific
individuals will have an unquestionable and overwhelming damaging
effect on the resident and the following procedures ar e observed: (basic)
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1.2(b)(i)

1.2(b)(ii)

1.2(b)(iii)

1.2(b)(iv)

1.2(b)(v)

the reason(s) for the restriction of visitation and
individual(s) involved are clearly documented in the
resident’s permanent record; (basic)

prior written notice is provided to the resident and the
individual(s) involved; (basic)

the resident may appea the decision through the facility’s
grievance procedure; (basic)

if parental/guardian visitation is involved and the restriction
is challenged, the matter will be forwarded within 24 hours
or the next court business day to the Court to adjudicate the
matter; and (basic)

all decisions to restrict visitation shall be outlined in detail
and forwarded to the appropriate regional Office of
Children, Youth and Families of the Department of Public
Welfare. (basic)

Visitation shall not be withheld or restricted for disciplinary reasons for matters
unrelated to visitation. (basic)

Regular periods for visitation shall be scheduled at least one (1) hour a day every
day of the week. (basic)

1.4(Q) Every resident shall have access to visitation by parent(s)/guardian(s) and
other family members at least twice a week. (basic)

1.4(b) Every resident shall have the opportunity for a special visit at least once
a week. (basic)

1.4(c) Alternative times shall be individually arranged for visitors who are
legitimately unable to visit a resident during the facility’s regularly
scheduled visitation periods. (basic)

The visitation policies and hours shall be posted in the resident living area and
conspicuous manner in the visitation area and explained to the resident, the
parent(s)/guardians and other visitors. (basic)
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1.6 Visitation shall be directly supervised by staff, and to the extent possible, visitation
shall occur in an area of the facility in which the atmosphere is relaxed, some
degree of privacy is provided and appropriate physical contact is permitted.
(basic)

1.7 A record shall be maintained of al visitors a resident received while in detention.
Information regarding visitation received by a resident shall be summarized and
submitted to the Court and the juvenile probation officer. The information
contained in the record shall include, but need not be limited to, the following:
(basic)

1.7(@) name of the visitor and relationship to the resident; (basic)
1.7(b) date, time and duration of the visit; and (basic)

1.7(c) any significant observations. (basic)

2. Mail

The objective of this standard is to ensure that mail sent or received by the
resident remains private to the extent possible given the safety and security needs of the
facility.

2.1 Every resident shall be able to send and receive mail through the Postal Service.
Materials such as paper, envelopes and postage shall be provided by the facility
for residents without financial resources. (basic)

2.2 Outgoing mail should not be opened by staff. (basic)

2.3 Incoming mail should be distributed to residents as soon as possible, but no later
than 24 hours after receipt by the facility. The following conditions and
procedures shall apply to incoming mail for residents: (basic)

23(@) mail from elected or appointed federal, state or local officials shall not
be opened by staff; (basic)

2.3(b) mail from other sources shall be opened by the resident in the presence
of staff and searched for contraband, and (basic)

2.3(b)(i)  any contraband shall be confiscated, follow an established
chain of custody procedure and forwarded to the director of
the facility for disposition; and (basic)
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3. Telephone

2.3(c) any incoming mail shall not be read by staff. (basic)
All mail shall be forwarded within 24 hours of receipt by the facility to residents

that have been released or transferred to other facilities. 1f no forwarding address
is known, the mail shall be returned to the sender. (basic)

The objective of this standard is to encourage the development of system of

telephone use that balances the needs of the resident with the operational concerns of the

facility

3.1

3.2

Every resident shall have reasonable access to the telephone that accounts for the
facility’s schedule and activities. (basic)

3.1(a) Upon admission, every resident shall be permitted to telephone his/her
parent(s)/guardian(s). (basic)

3.1(b)  All residents shall be permitted at least two (2) telephone calls per week
to parent(s)/guardian(s) or other family members. (basic)

3.1(c)  Specia telephone calls to non-family members shall be permitted if it is
determined by the director of the facility or his’her designee that such
contact would be of therapeutic value to the resident. (basic)

3.1(c)(i)  Specia telephone calls to non-family members may be
provided through the facility’s behavior management system
(Safety, Security and Control:  Behavior Management;
section 5. I(c)) (basic)

3.1(d) Residents shall have daily access to the telephone for purposes of
contacting their juvenile probation officer and/or attorney. (basic)

The facility shall provide for the cost of all local telephone calls and long distance
telephone calls to parent(s)/guardian(s). Long distance telephone calls to non-
family members, juvenile probation officers and attorneys shall be collect. (basic)
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FOOD SERVICES

A nutritionally balanced diet shall be provided for every resident. Food services shall
provide meals and snacks that are pleasant in appearance, taste and manner in which they are
served. The food services should provide food choices that promote good eating habits and
healthy lifestyles.

1. Food Service Management

The objective of this standard is encourage the proper management and
supervision of the food service system of the facility.

1.1 A specific staff person shall be designated as food services coordinator and be
responsible for the planning, preparation and/or delivery of food services. (basic)

1.1(a) He/she should have education, training or experience in food service
management. (basic)

11 (b) If food services are provided by an outside food service vendor, the food
service coordinator should be responsible to develop, maintain and
monitor the food service contract. (basic)

1.2 Complete records should be maintained for budgeting, purchasing and accounting
purposes. These records should include, but need not be limited to, the following:
(basic)

1.2(a number of meals served to residents, staff and guests, (basic)

1.2(b) cost per mea per resident; (basic)

1.2(c) master menus and menu cycles; (basic)

1.2(d) food service requirements, including equipment; (basic)

1.2(e)  purchase and use of supplies; (basic)

1.2(f)  refrigeration of food, with specific storage periods; and (basic)

1.2(g) expressed and demonstrated food preferences of the residents as
determined by surveys conducted at least four (4) times a year.(basic)
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1.2(g)(i)  Nutritionally sound food preferences expressed by residents
shall be incorporated in the menu planning process. (basic)

Food service records shall be retained for, at least, a three (3) year period. (basic)

2. Menu Planning

2.1

2.2

2.3

The objective of this standard is to encourage the provision ofplanned meals and
snacks which are nutritionally balanced, attractive and pleasant tasting.

Seasonal menus for meals shall be cyclical and planned at least one (1) month in
advance. The menu schedule shall be substantially followed. (basic)

2.1(a)

2.1(b)

2.1(c)

The menu shall consist of food groups and serving recommendations as
provided in the Food Guide Pyramid published by the U.S. Department
of Agriculture. (basic)

The menu should indicate the minimum serving size of the listed food
items. (basic)

At least annualy, the planned menus shall be reviewed by a registered
dietician to ensure compliance with nationally recommended allowances
as established by the U.S. Department of Agriculture’s Food and
Nutrition Service. (basic)

A minimum of three meals and one evening snack shall be provided at regularly
scheduled times during a twenty four (24) hour period. (basic)

2.2(a)

2.2(b)

At least two (2) of the meals shall have a hot main entree a minimum
of five (5) times a week. (basic)

2.2(a)(i) A choice of two (2) main entrees, with at least one (1) of
the entrees being hot, should be provided at each meal.
(enhanced)

2.2(a)(ii) A choice of, at least, two (2) items from each food group
should be provided at each meal. (enhanced)

Snacks with nutritional value should be provided daily. (basic)

Menu substitutions shall be available for residents due to medical or religious
dietary restrictions. (basic)
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2.3(a)

Documentation should be maintained in the resident’s medical record
regarding any menu substitutions. (basic)

Meals or snacks shall not be withheld or altered for disciplinary reasons. (basic)

3. Food Storage

3.1

rev. 8/15/93

The objective of this standard is to ensure that all food items are stored in an
appropriate manner to preserve their safety, wholesomeness and appeal.

The conditions under which food is stored food shall adhere to all applicable
federal, state and local health codes. These conditions include, but need not be
limited to, the following: (basic)

3.1(a)
3.1(b)
3.1(c)
3.1(d)

3.1(e)

3.1(9)

3.1(g)

3.1(h)

3.1()

3.1(5)

3.1(k)

toxic materials shall be not stored near food items; (basic)
sufficient storage space shall provided; (basic)

staples shall be kept in designated dry storage areas; (basic)
perishable items shall be refrigerated promptly upon receipt; (basic)

frozen food items shall be placed into the freezer promptly upon receipt;
(basic)

food items shall be rotated according to a first in-first out procedure;
(basic)

food storage areas shall be cleaned at least once a week; (basic)

if food is removed from the container or package in which it was
obtained, it shall be labeled and stored in clean, covered containers;
(basic)

bulk foods such as cooking oil, salt, sugar or flour shall be stored in
containers identifying the foods by common names; (basic)

staples shall be stored at temperatures not to exceed 70 Fahrenheit,
perishable food items at 35 to 40 degrees Fahrenheit and frozen food
items at O degrees Fahrenheit or below; and (basic)

Storage temperatures are checked and documented daily. (basic)
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3.1(0)

Foods shall be stored at least six (6) inches off of the floor to enable
easy access for cleaning. (basic)

The objective of this standard is to ensure that food is prepared in a safe and
sanitary manner to prevent contamination which may result in food-borne bacterial
poisoning.

The conditions under which food is prepared shall adhere to al applicable federal,
state and local health codes. These conditions include, but need not be limited to,
the following: (basic)

4.1 (a

4.1(b)

4.1(c)

procedures to prevent contamination by staff, including; (basic)

4.1(a)(i)

4.1 (a)(i)

4.1 (a)iii)

4.1 @)(iv)

restrict from food handling operations, staff who are ill with
symptoms as fever, diarrhea, sore throat or vomiting,
(basic)

restrict from handling foods, staff with infections on hands,
arms, and face, (basic)

require staff to wash their hands after using the toilet,
smoking, eating, sneezing, handling raw foods, handling
dirty dishes, before starting work, and as often as necessary
to keep clean, and (basic)

require staff to wear appropriate hair covering and clean
outer garments; (basic)

Any resident that assists in the preparation of food as part of home
economics class, work/chore program and/or vocational program shall
adhere to al sanitary practices as required of staff involved in food
service. (basic)

procedures to ensure proper refrigeration practices, including; (basic)

4.1 (0)()

cool and maintain al potentially hazardous foods (e.g.,
foods consisting in part or whole of milk or milk products,
eggs, meat, poultry, fish, shellfish, edible crustacea, or other
ingredient capable of supporting dangerous bacteria growth)
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4.1(d)

4.1(e)

4.1(9

4.1(g)

to 45 degrees Fahrenheit or less within two (2) hours unless
otherwise specified, (basic)

4.1 (c)(ii)  cool total mass of large quantities of food such as soups,
gravies and stews in shallow containers to 45 degrees or less
within two (2) hours unless otherwise specified, (basic)

4.1(c)(iii) prohibit the cooling of foods at room temperature before
refrigerating, and (basic)

4.1(c)(iv) prepare salad items to be served cold from cold ingredients;
(basic)

procedures to ensure proper cooking practices, including, (basic)

41(d)(i) cook al poultry and foods containing poultry to 165 degrees
Fahrenheit or more, (basic)

4.1 (d)(ii) cook al pork and foods containing pork to 150 degrees
Fahrenheit or more, (basic)

4.1 (d)(iii) cook all beef and foods containing beef to 155 degrees or
more, and (basic)

4.1 (d)(iv) cook all other potentially hazardous foods to 140 degrees
Fahrenheit or more; (basic)

reheat previously cooked foods or leftovers from a previous mea to an
internal temperature of 165 degrees Fahrenheit or more before serving
or placing in a hot storage facility; (basic)

ensure proper hot holding practices, including, (basic)

4.1(H(1) cook food to appropriate temperature, and (basic)

41 (H)ii)) maintain at 140 degrees Fahrenheit or more. (basic)
ensure proper thawing practices, including (basic)

4.1(g)(i) prohibit thawing at room temperature, and (basic)

4.1 (g)(ii)  require thawing in refrigerator, as part of a cooking process,
under cool running water or in a microwave oven. (basic)

71



4.2

4.3

44

4.5

4.1(h) Anannual inspection should be conducted by the local health department
to ensure the facility’s adherence to all applicable health codes. (basic)

Foods should be prepared in a manner to preserve its flavor, texture and nutritional
value. (basic)

Meals shal be served in an appealing fashion and in a relaxed, group dining
atmosphere with a minimum of thirty (30) minutes provided for residents to eat
their meals. (basic)

Program staff shall take their meals with residents. (basic)
Meals should be prepared on-site, with attention to residents' food preferences, and

to preserve and enhance flavor, texture, temperature and appearance of the food.
(enhanced)

5. Dishwashing Practices

The objective of this standard is to ensure that dishes and utensils are washed and

sanitized to prevent contamination which may result in food-borne bacterial poisoning.

5.1

The conditions under which dishes and utensils are washed shall adhere to all
applicable federal, state and local health codes. These conditions include, but need
not be limited to, the following: (basic)

5.1(a)  prohibit the same person from handling both soiled and clean utensils
unless the hands are washed thoroughly after handling soiled dishes;
(basic)

5.1(b)  procedures in the use of mechanical dishwashing, including (basic)

5.1(b)(i)  proper maintenance of the machine by thorough daily
cleaning of al trays and entire machine, (basic)

5.1(b)(ii) scraping and pre-rinsing of al utensils, (basic)
5.1(b)(iii) placement of utensils in racks according to size and shape,

racking of glassware alone and prevent crowding of dishes
when racking, (basic)
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5.1(c)

5.1(b)(iv)

5.1(b)(v)

maintenance of the temperature in the pre-rinse, the rinse
and final rinse tank according to information contained on
the Machine Data plate, and (basic)

air drying all dishes and utensils without toweling or
excessive handling; and (basic)

procedures in the use of manual dishwashing with chemical sanitizing,
including (basic)

5.1(c)()
5.1(c)(ii)

5.1 (c)(iii)

5.1 (Q)(iv)

5.1(c)(v)

5.1 (C)(vi)

6. Nutritional Education

healthy lifestyles.

6.1

rev. 8/15/93

the required use of a three-compartment sink, (basic)

scraping and pre-rinsing soiled glassware, dishes or utensils,
(basic)

washing in clean hot water using an effective detergent, in
the first compartment of the sink, (basic)

rinsing in clean hot water in the second compartment,
(basic)

sanitizing in clean water (not less than 75 degrees
Fahrenheit) containing an effective chemical sanitizing agent
of prescribed strength for the period of time required for
that strength, in the third compartment, and (basic)

air drying all dishes and utensils without toweling or
excessive handling. (basic)

The objective of this standard is to encourage good nutritional habits andpromote

In cooperation with the facility’s food services, health services authority,
educational program and program staff, a comprehensive nutritional education
program should be provided for residents. Information provided through the
nutritional education program should include, but need not be limited to, the
following areas. (basic)

6.1(a)

information related to the Food Guide Pyramid and the Dietary
Guidelines for Americans, including (basic)
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6.2

6.1(a)d) the need to eat a variety of foods; (basic)
6.1(a)(il) maintenance of a healthy body and weight; (basic)
6.1(a)(iii) foodslow in fat, saturated fats and cholesterol; (basic)

6.1(a)(iv) the need for a diet with plenty of vegetables, fruits and
grain products; (basic)

6.1(a)(v)  use of sugar only in moderation; (basic)
6.1(a)(vi) use of salt and sodium only in moderation; and (basic)

6.1(a)(vii) the promotion of an alcohol-, tobacco- and drug-free
lifestyle; and (basic)

in cooperation with medical services, the nutritional needs of pregnant
females. (basic)
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THERAPEUTIC SERVICES

Access to appropriate therapeutic services should be provided to every resident. The
therapeutic services should be designed to address the psychosocial needs of adolescent
development, as well as dysfunctional behaviors, attitudes and beliefs presented by residents. The
provision of therapeutic services should be consistent with the detention service plan developed
for each resident and the broader goals of case management planning.

1. Detention Service Plan

The objective of this standard is to encourage the timely development of an
individual detention service plan to meet the therapeutic needs of the resident that is
meaningful and measurable. The standard also encourages that the level of resident
participation andprogress in available therapeutic services is communicated to the Courts
and juvenile probation officials.

11 Based upon the basic needs of adolescent development and the identified
therapeutic needs of the resident obtained through the therapeutic needs screening
process a detention service plan shall be developed for each resident. The
detention service plan shall document the services that the facility will provide the
resident while he/she is detained. The detention service plan shall include, but
need not be limited to, the following: (basic)

1.1(a) the provision of a primary level of programming and services upon
admission and consisting of: (basic)

11(3() Headth Services, (basic)
1.1 (a)(ii) Education, (basic)

1.1 (a)(iii) Recreation, (basic)
1.1(a)(v) Food Services, and (basic)

1.1(a)(v)  Safety, Security and Control (e.g., participation in the
behavior management system); and (basic)

1.1(b) asecondary level of programming and services based upon the identified
therapeutic needs of the resident as indicated by the therapeutic needs
screening process which may include, but need not be limited to
(enhanced)
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1.1 (b)) drug and acohol awareness, (enhanced)
1.1 (b)(ii) mental health awareness, (enhanced)
1.1 (b)(iii) family support groups, (enhanced)
1.1 (b)(iv) adolescent sexuality awareness, (enhanced)
11 (b)(v) parenting skills; and (enhanced)
1.1 (b)(vi) violence prevention. (enhanced)
1.1(c) Information regarding any therapeutic needs of the resident should be
obtained from the resident’s parent(s)/guardian(s) to assist in the

development of the detention service plan. (enhanced)

1.2 Participation of residents in a secondary level of programming and services based
upon identified therapeutic needs shall be voluntary. (basic)

1.3 Significant information regarding the resident’s detention service plan should be
summarized and provided to the Court, juvenile probation officials and the
resident’s parent(s)/guardian(s) prior to disposition for every resident. This
summary should include, but need not be limited to, the following: (basic)
1.3(a) identified therapeutic needs; (basic)

1.3(b) participation in the primary level of services and programs,; (basic)

1.3(c) participation in therapeutic services, and (basic)

1.3(d) any observable behavioral and/or attitudinal progress. (basic)

2. Development and Structure

The objective of this standard is to encourage the development of appropriate
services to meet the therapeutic needs of residents and establish responsibility for the
development and implementation of these services.

2.1  Appropriate services and programming should be developed to address both group
and individual therapeutic needs of residents. These therapeutic services include,
but need not be limited to, the following areas: (basic)
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2.3
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2.1(a) mental health; (basic)

2.1(b)  substance abuse; (basic)

2.1(c) adolescent growth and development; and (basic)

2.1(d)  spiritual/religious guidance. (basic)

A specific staff person should be designated as therapeutic services coordinator
and be responsible for the design and delivery of therapeutic services. (basic)

2.2(@) Helshe should have education, training or experience in the development
and implementation of therapeutic services for juveniles. (basic)

2.2(b) The responsibilities of the therapeutic services coordinator should
include, but need not be limited to the following: (basic)

2.2(b)(i)

2.2(b)(i)

2.2(b)(iii)

2.2(b)(iv)

2.2(b)(V)

2.2(b)(vi)

to conduct an annual assessment to determine the therapeutic
needs of residents served by the facility; (basic)

to develop, monitor and evaluate internal and external
resources for the provision of therapeutic services,; (basic)

to develop and implement a screening process to identify the
individual therapeutic needs of a resident; (basic)

to ensure that the identified therapeutic needs of the resident
are integrated into his/her detention service plan to the
extent services are available through the facility; (basic)

to ensure that the resident’s identified therapeutic needs and
his/her acceptance of services are documented and
communicated to the Court, juvenile probation and treatment
officials; and (basic)

to develop and monitor written service agreements/contracts
with externa resources. (basic)

A written description of the therapeutic services provided by the facility should be
maintained. This description should be available to all program staff responsible
for the supervision of residents. The description should include, but need not be
limited to, the following information: (basic)
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2.3(Q) the type of service (e.g., drug and alcohol, mental health, adolescent
sexuality, parenting skills, family support and religious activities/pastoral
counseling); (basic)

2.3(b) the goals, objectives and methods of the service; (basic)
2.3(c) the identification process and referral criteria; (basic)
2.3(d)  the schedule when services are provided; (basic)

2.3(e)  the manner in which services are provided (e.g., in-house, contracted or
interagency agreement); and (basic)

2.3(f) the procedures to access services. (basic)

Program staff shall provide support and encouragement for residents involved in
therapeutic services. Information regarding a resident’s therapeutic needs and
progress shall be exchanged between program staff and the therapeutic services
provider. Program staff should monitor the resident’s participation and progress
in the therapeutic services. (basic)

Under no circumstances shall a resident be committed to detention for the
provision of therapeutic services as a final disposition. (basic)

3. Therapeutic Needs Screening

The objective of this standard is to encourage the timely identification of the

therapeutic needs of theresident. In addition to providing information regarding the
therapeutic needs of the resident while in detention, a therapeutic needs screeningprocess
can aid in decisions about disposition and treatment.

3.1

A screening process should be conducted by program staff with every juvenile
within 24 hours following his’her detention hearing to identify therapeutic needs.
This screening process should be structured to provide information related to, but
need not be limited to, the following: (basic)
3.1(a) mental health needs, including (basic)

31(() anxiety, (basic)

3.1 (a)(ii) depression, (basic)
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3.2

3.3
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3.1 (a)(iii) suicide risk, (basic)

3.1(a)(iii) self-esteem, (basic)

3.1 (a)(iv) peer relationships, (basic)

31 (@(v) family relationships, and (basic)

3.1 (a)(vi) other social/community relationships; and (basic)

31(b) personal, peer and family acohol and other drug use and/or abuse;
(basic)

3.1(c) common issues of adolescence, including (basic)
3.1(c)(i)) family dynamics, (basic)
3.1 (c)(ii) peer acceptance, (basic)
3.1(c)(ii))  sexual attitudes and feelings, and (basic)
3.1 (c)(iii) academic/vocational concerns, and (basic)
3.1(d) social needs, including (basic)
3.1(d)(1)) vaues identification and clarification and (basic)
3.1(d)(ii)) community interaction, involvement and support. (basic)

The resident’s parent(s)/guardian(s) and juvenile probation officer should be
consulted to gain insight into the therapeutic needs of the resident. (basic)

Significant issues identified through the therapeutic needs screening process should
result in the provision of available therapeutic services. (basic)

Program staff shall have the responsibility to refer residents to appropriate
therapeutic services if significant needs emerge during the resident’s period of
detention. All referrals for therapeutic services and reasons for the referral shall
documented and entered into the resident’s case record. (basic)

Participation of residents in any therapeutic service should be encouraged and
supported by staff, but shall be voluntary. (basic)
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4. Therapeutic Crisis Intervention

41

The objective of this standard is to ensure that appropriate therapeutic services are
provided for residents that are suicidal and/or acting out.

Any resident that exhibits suicidal threats and/or gestures, severe assaultive,
aggressive behavior or other acting out behavior shall be provided therapeutic
crisis intervention services. (basic)

4.1 (a

4.1 (b)

Program staff shall implement the facility’s suicide prevention and
intervention plan for any resident that threatens and/or gestures suicide
(Health Services: section 5. Suicide Prevention and Intervention).
(basic)

Program staff shall implement the facility’s procedures regarding
behavior management for any resident that exhibits assaultive, aggressive
behavior (Safety, Security and Control: sections 5. Behavior
Management; 6. Use of Physical Force; 7. Acts of Abuse; 8. Isolation;
9. Mechanical Restraint). If the behaviors which necessitated the use
of the behavior management techniques persist beyond the time
restrictions for use of behavior management techniques, program staff
shall continue to provide continuous supervision and refer the resident
for emergency mental health services. (basic)

5. Therapeutic Services Summary and Transfer of Information

5.1

The purpose of this standard is to encourage that information regarding identified
therapeutic needs of a resident is provided to the Court and juvenile probation officials
to aid in disposition and treatment, as well as to encourage the timely transfer of
information to enable continuation of therapeutic services beyond discharge from
detention.

Significant information regarding the identified therapeutic needs of a resident
should be summarized and provided to the Court and juvenile probation officias
and should include, but need not be limited to, the following: (enhanced)

5.1(a)

5.1 (b)

significant therapeutic needs as identified through the therapeutic needs
screening process, and (enhanced)

participation and progress in therapeutic services available through the
detention facility. (enhanced)
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The therapeutic services coordinator should refer resident with significant
therapeutic needs identified while in detention, to appropriate community-based
therapeutic services upon discharge to the community. The referral process should
include, but need not be limited to, the following: (enhanced)

5.2(a) consultation and notification of parent(s)/guardian(s) and juvenile
probation officer; (enhanced)

5.2(b) identification of appropriate community-based therapeutic services;
(enhanced)

5.2(c)  education of the resident regarding the importance of continuing the
therapeutic services; and (enhanced)

5.2(d) transfer of information regarding the therapeutic needs of the resident to

the identified community-based therapeutic ~services provider.
(enhanced)
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DIAGNOSTIC SERVICES

Detention-based diagnostic services may be provided to assist the Court and juvenile
probation officials in the development of an appropriate disposition for a resident whose treatment
needs are not readily apparent. The diagnostic services should be based on a multi-disciplinary
assessment which utilizes detention center staff, interagency and/or contracted resources. The
diagnostic services should build upon assessment processes routinely conducted by the facility,
as well as provide enhanced and expanded assessment methods.

1. Development
The objective of this standard is to encourage the development of diagnostic
services that integrates the findings of several disciplines to assess the needs of the
resident and recommend an appropriate plan of treatment. It also establishes
responsibility for the development and coordination of the diagnostic services.

11 The diagnostic services should integrate several disciplines to provide an
individualized, balanced, comprehensive assessment of the juvenile that identifies
the treatment needs of the resident and provides specific recommendations to
address those needs. These disciplines should include, but need not be limited to,
the following: (enhanced)

11(@ juvenile justice; (enhanced)
1.1 (b) education; (enhanced)
1.1(c) menta hedth; (enhanced)
1.1(d) hedth care; and (enhanced)

1.1(e)  drug and alcohol services. (enhanced)

1.2 A specific staff person, contract personnel or personnel from a cooperating agency
should be designated as the diagnostic services coordinator and be responsible for
the design and delivery of diagnostic services. (enhanced)

1.2(a) He/she should have education, training or experience in the development
and implementation of diagnostic services. (enhanced)
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1.2(b)

1.2(3)(i)

1.2(a)(ii)

The diagnostic services coordinator should have a minimum
of a Master’s Degree in socia work, sociology, psychology,
education, health care or other related field. (enhanced)

The diagnostic services coordinator should have a minimum
of two (2) years experience in juvenile justice or a related
field. (enhanced)

The responsibilities of the diagnostic services coordinator should include,
but need not be limited to the following: (enhanced)

1.2(b)(i) to identify, recruit and develop a diagnostic team trained

and skilled in conducting diagnostic assessments in their
respective disciplines, which may include, (enhanced)

(A) the diagnostic services coordinator/home visitor,
(enhanced)

(B) the resident’s juvenile probation officer, (enhanced)
(C) detention worker, (enhanced)

(D) psychologist, (enhanced)

(E) psychiatrist, (enhanced)

(F) educator from the facility’s school program, and
(enhanced)

(G) hedlth care professiona of the facility; (emhanced)

1.2(b)(ii) to develop criteria for admission of residents to the

1.2(b)(ii)

1.2(b)(iv)

detention-based diagnostic services; (enhanced)

to receive, review and evaluate al referrals for diagnostic
services with members of the diagnostic team; (enhanced)

to manage and coordinate all components of the diagnostic
assessment service; (enhanced)

1.2(b)(v) to identify various treatment options and resources available

through the juvenile justice system and related systems;
(enhanced)
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1.2(b)(vi) to conduct a pre-dispositional planning conference involving
all members of the diagnostic team, including the referring
juvenile probation officer, to develop recommendations to
address the appropriate treatment needs of the youth;
(enhanced)

1.2(b)(vii) to fully integrate the components of the diagnostic
assessment and provide a summary of the findings to the
Court and juvenile probation officials; (enhanced)

1.2(b)(viii) to encourage the involvement of the parent(s)/guardian(s) in
the development and implementation of a treatment plan
appropriate to the needs of the resident. (enhanced)

Diagnostic services should be developed to appropriately and efficiently utilize the
period of time a youth is detained to gather information and conduct the diagnostic
assessment.  The provision of diagnostic services should not substantially add to
a resident’s period of detention as prescribed by time requirements in the
Pennsylvania Juvenile Act. (enhanced)

The referral of residents for diagnostic services should be the responsibility of the
chief juvenile probation officer or hisher designee. (enhanced)

1.4(a)

The director of the facility or his/her designee should advise the
resident’s juvenile probation officer of any unusua behaviors that are
observed and may indicate the need for a diagnostic assessment. These
unusual behaviors may include, but need not be limited to, the
following: (enhanced)

1.4(a)(i)  depression, including self-destructive/suicidal thoughts
and/or gestures not requiring emergency mental health
services;, (enhanced)

1.4(a)(ii)) signs of psychopathology (e.g., auditory or visual
hallucinations and bizarre beliefs or behavior); (enhanced)

1.4(a)(iii) inappropriate and/or aggressive sexual behaviors;
(enhanced)

1.4(a)(iv) significant anger and aggressive, assaultive behavior; or
(enhanced)

1.4(a)(v) impaired cognitive function. (enhanced)
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2. Components of the Diagnostic Services

The objective of this standard is to identify the primary components of the
diagnostic services.

2.1 The primary components of the diagnostic services should include, but need not
be limited to, the following: (enhanced)

2.1(a)

a referral process, including (enhanced)

2.1 (a)()

2.1 (a)(ii)

2.1 (a)(ii)

2.1 (a(iv)

2.1(a)(v)

reason(s) for requesting the diagnostic assessment,
(enhanced)

specific and detailed questions which the assessment should
attempt to answer, (enhanced)

background information regarding the resident, his/her
family and agency involvement, (enhanced)

prior placements and other agency involvement, and
(enhanced)

a screening process to determine whether the resident will
be accepted for diagnostic services based upon pre-
determined admission criteria, which may include,
(enhanced)

(A) depression, including self-destructive/suicidal thoughts
and/or gestures not requiring emergency mental
health services, (enhanced)

(B) s€igns of psychopathology (e.g., auditory or visua
hallucinations and bizarre beliefs or behavior),
(enhanced)

(C) inappropriate and/or aggressive sexual behaviors,
(enhanced)

(D) significant anger and aggressive, assaultive behavior;
(enhanced)

(E) impaired cognitive function, (enhanced)
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2.1(b)

2.1(c)

(F) the resident failed to adjust to a placement and
diagnostic assessment is needed to identify
appropriate treatment resources, or (enhanced)

(G) the resident is under 12 years of age and exhibits
severe behavior problems or emotional problems, and
(enhanced)

2.1(a)(vi) excluding residents in need of emergency mental health
services, (enhanced)

family interview/observations and home assessment, including
(enhanced)

2.1(b)(i) a home visit, (enhanced)

2.1 (b)(ii) a review of the physical environment and location of the
home, (enhanced)

2.1(b)(ii1) members of the household and their relationship to one
another, (enhanced)

2.1 (b)(iv) family history, (enhanced)

21 (b)(v) parental and sibling relationships, (enhanced)

2.1 (b)(vi) disciplinary practices, (enhanced)

2.1(b)(vii)) community activities and involvement, (enhanced)
2.1(b)(viii) assessment of family strengths, (enhanced)

2.1 (b)(ix) involvement with other social services agencies, and
(enhanced)

2.1(b)(x) any other relevant psychosocial information, and
(enhanced)

educational assessment, including (enhanced)

2.1(c)(i) a summary of the resident’s educationa history consisting
of (enhanced)
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(A)
(B)
©
D)

(E)
(F)

@

the most recent educational placement, (enhanced)
any exceptionality, (enhanced)
immunization records, (enhanced)

progress, attendance and behavioral reports,
(enhanced)

Individua Educational Plans (IEPs), (enhanced)

Multi-Disciplinary  Evaluations (MDEs), and
(enhanced)

school psychological evaluations, (enhanced)

2.1(c)(ii) administration of standard educational assessment
instruments which identify (enhanced)

(A)
(B)
©

academic strengths and weaknesses, (enhanced)
learning styles and abilities, and (enhanced)

vocational interest and aptitude, and (enhanced)

2.1 (c)(iii) classroom observations. (enhanced)

2.1(d) psychiatric assessment by a board certified child or adolescent
psychiatrist consisting of (enhanced)

2.1(e)

2.1(d)(i) aclinica interview, (enhanced)

2.1(d)(ii)) appropriate testing based upon identified needs of the
resident, and (enhanced)

2.1(d)(iii) full five axes diagnosis; (enhanced)

psychological assessment by a licensed psychologist consisting of

(enhanced)

2.1(e)(1) aclinica interview, (enhanced)
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2.1(f)

2.1(g)

2.1 (e)(i)

appropriate testing to determine (enhanced)
(A) strengths and weaknesses (enhanced)

(B) behavioral, adjustment or academic problems,
(enhanced)

(C) intelligence, (enhanced)
(D) organic dysfunction, and (enhanced)

(E) the existence of any menta illness;, (enhanced)

2.1(e)(iii) diagnosis; (enhanced)

health assessment consisting of (enhanced)

2.100

2.1 (i)

2.1(f)(iid)

2.1(f)(iv)
2.1(DHW)

2.1(H)(vi)

2.1 (f)(vii)

a summary of the resident and family medical history,
(enhanced)

laboratory and/or diagnostic tests to detect communicable
diseases, (enhanced)

recording of height, weight, pulse, blood pressure and
temperature, (enhanced)

medical examination, (enhanced)

other tests and examinations as medically indicated,
(enhanced)

review of the results of the medical examination and tests,
and identification of problems by a licensed physician
specializing in pediatrics and having training in medical
issues for adolescents, (enhanced)

a summary of the medical treatment received while in
detention, including medication prescribed, and (enhanced)

drug and alcohol assessment including (enhanced)

2.1(9)®

family history, (enhanced)

93



2.1(h)

2.1 (g)(ii)) support structure, (enhanced)

2.1(g)(iii)) behavioral/disciplinary problems related to school and/or
employment, (enhanced)

2.1(g)(iv) personal history of drug and alcohol use, (enhanced)
2.1 (g)(v) physical and/or sexual abuse (enhanced)

2.1 (g)(vi) physica and emotional condition, (enhanced)

2.1 (g)(vii) parental observations and verification, and (enhanced)

2.1(g)(viii) the results of any urinalysis for drugs and alcohol;
(enhanced)

structured behavioral observation while in detention in the areas of
(enhanced)

2.1(h)(i)  cooperation, (enhanced)

2.1 (h)(ii) relationships with peers, (enhanced)

2.1 (h)(iii) relationships with authority, (enhanced)

2.1(h)(iv) management of conflict, (enhanced)

21 (h)(v) demonstration of accepted social values, (enhanced)

2.1 (h)(vi) persona hygiene habits, (enhanced)

2.1(h)(vii) care of property, (enhanced)

2.1(h)(viii) use of time and resources, (enhanced)

2.1 (h)(ix) nutritional habits, (enhanced)

21 (h)(x) family contact while in detention, including the frequency,

nature and duration of visits and telephone calls; and
(enhanced)
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2.1 () a specific set of treatment recommendations based upon the needs of the
resident and his/her family that identifies available services and
resources. (enhanced)

3. Provision of Services

The objective of this standard is to ensure that the resident’s right to due process

of lawisnot violated in the provision of diagnostic services.

3.1

3.2

3.3

rev. Sl 5/93

Diagnostic services shall be provided post-adjudication if the Court determines that
a diagnostic assessment is required to ascertain the treatment needs of the resident.
(enhanced)

3.1(a) Diagnostic services may be initiated prior to adjudication upon the
written request of the resident’s attorney, or (enhanced)

3.1(b) if the resident has admitted the delinquent offense(s) and the Court
orders that a diagnostic assessment be conducted. (enhanced)

The provision of certain components of the diagnostic services should be
integrated with routine assessment processes conducted pre-adjudication with all
residents and should be initiated in accordance with time frames established in the
related standards for Juvenile Detention Services. These components include:
(enhanced)

3.2(@) educational assessment (Education: section 2. Educational Assessment);
(enhanced)

3.2(b) health assessment (Health Services: section 3. Medical Examination);
and (enhanced)

3.2(c)  structured behavioral observation (Safety Security and Control: section
5. Behavior Management). (enhanced)

The provision of certain components of the diagnostic services shall be ordered
and approved by the Court after an adjudication hearing to preserve the resident’s
right to due process of law. These components include: (enhanced)

3.3(a) family/home assessment; (enhanced)

3.3(b) psychiatric assessment; (enhanced)
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3.3(c) psychological assessment; and (enhanced)
3.3(d) drug and alcohol assessment. (enhanced)

The diagnostic services should administer a process to measure behavioral and
attitudinal change of the resident to determine the effectiveness of treatment
efforts. The process should include a pre-treatment and post-treatment assessment.
(enhanced)

Under no circumstances shall a resident be committed to detention for the
provision of diagnostic services as a fina disposition. (basic)
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STAFF DEVELOPMENT

The juvenile detention facility shall provide a comprehensive program of staff
development and training. Staff development and training shall be competency-based and
designed to develop the knowledge and skills of staff. Staff training and development shall also
provide for the general professional and personal growth of staff.

1. Structure

The objective of this standard is to encourage the establishment of a well-defined
program of staff development and training that develops the knowledge and skills of staff
to enable them to competently fzifill their duties and responsibilities. It also establishes
responsibility for the design, coordination and delivery of thetraining.

11 A specific staff person shall be designated as training coordinator and shall be
responsible for the design, coordination and delivery of the program of staff
development and training. (basic)

1.1(a) He/she should have education, training or experience in the design,
coordination and monitoring of staff development and training. (basic)

1.1(a)(i)  The training coordinator should have training, education
and/or experience in the principles and methods of Adult
Basic Education. (enhanced)

1.1(b)  The director of the facility shall meet monthly with the training

coordinator to assess the quality of the program of staff development and

training. This assessment should include, but need not be limited to, the
following: (basic)

1.1(b)(1)  identification of immediate and long-term training needs of
the facility and individua staff; (basic)

1.1 (b)(ii) identification of training resources and budgeting for their
costs, (basic)

1.1 (b)(iii) review of scheduled training; and (basic)

1.1 (b)(iv) evaluation of completed training. (basic)
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1.1(c)  The responsibilities of the training coordinator should include, but need
not be limited to, the following: (basic)

11(c)(i) to conduct needs assessments to determine immediate and
long-term staff development and training needs; (basic)

1.1 (c)(ii) to design a program of staff development and training based
upon the results of the needs assessment; (basic)

[.I(c)(iii) to identify internal and external resources for staff
development and training; (basic)

1.1 (c)(iv) to coordinate, schedule and evaluate training sessions.
(basic)

1.1(c)(v) to maintain records of staff training including the topic,
date, number of hours, staff who participated and brief
summary of the purpose and objectives of the training; and
(basic)

1.1 (c)(vi) to evaluate the content and quality of the training provided.
(basic)

2. Content and Dedlivery

The objective of this standard is to identify the primary areas of staff development

and training, dependent upon the responsibilities of the respective positions, and when
such training should occur.

2.1

2.2

All program, administrative and support staff of the facility shall receive training
specific to their assigned responsibilities. As a result of training, al staff shall be
able to identify, at a minimum, the following: (basic)

2.1(a) the specific responsibilities of their positions; (basic)

21 (b) the general responsibilities of other positions of the facility; and (basic)

2.1(c) the role and function of detention and other components of the juvenile
justice system. (basic)

Prior to assuming full duties and responsibilities of their respective positions, but
no later than 30 days from the initial date of employment, all program staff shall
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receive training in the following areas and be able to identify, and demonstrate
understanding and/or application: (basic)

2.2(a)

2.2(b)

2.2(c)

2.2(d)

2.2(e)

an overview of the juvenile justice system, including, but not limited to
(basic)

2.2(a)(i) the philosophy and purpose of the Juvenile Court, (basic)
2.2(b)(ii)) major provisions of the Juvenile Act, (basic)

2.2(b)(iii) the Juvenile Court Judges Commission Standards governing
the use of secure detention, (basic)

major provisions of the Department of Public Welfare Secure Detention
Facility Regulations, including, but not limited to (basic)

2.2(b)(i) admission criteria and requirements, (basic)
2.2(b)(ii) continuing service requirements, (basic)
2.2(b)(iii)) staff health and training requirements, and (basic)

2.2(b)(iv) limitations and requirements regarding the use of isolation
and handcuffs; (basic)

the Child Protective Service Law, including, but not limited to (basic)
2.2(c)(i) definitions, (basic)
2.2(c)(ii)) mandated reporting requirements, (basic)

2.2(c)(iii) procedures regarding investigations of allegations of abuse,
(basic)

2.2(c)(iv) levels of findings, and (basic)
2.2(c)(v)  confidentiality requirements, (basic)

certification in Standard First Aid and Cardiopulmonary Resuscitation
(CPR); (basic)

fire safety, including, but not limited to (basic)
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2.2(H)

2.2(g)

2.2(h)

2.2(e)(i) principles of prevention, and (basic)

2.2(e)(ii)  evacuation procedures, (basic)

use of physical force, including, but not limited to (basic)

2.2(H)(4) aternatives to the use of physical force, (basic)

2.3(f)(ii)) techniques of behavior modification/management, (basic)
2.2(fH)(iii) appropriate verbal management techniques, (basic)

2.2(f)(iv) appropriate physical management techniques which
minimize risk of injury to the resident and staff, (basic)

2.2(f)(v)  techniques to de-escalate the acting out behavior, and
(basic)

2.2(f)(vi) methods to process the acting out behavior with the resident;
and (basic)

health screening, including, but not limited to (basic)
2.2(g)(1)  suicide risk assessment methods, (basic)

2.2(g)(ii)) recognition of signs and symptoms of mental health needs,
(basic)

2.2(g)(ii1) recognition of signs and symptoms of drug an/or alcohol
intoxication and/or dependency, (basic)

2.2(g)(iv) recognition of signs, symptoms and high risk behaviors
associated with tuberculosis, AIDS and other diseases,
(basic)

2.2(g)(v) signs and symptoms of suspected child abuse, and (basic)

2.2(g)(vi) medical interview skills, (basic)

response procedures for medical emergencies, including, but not limited
to (basic)

2.2(h)(i)  recognition of a medical emergency, (basic)
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2.2(h)(i1) procedures to summon medical assistance, and (basic)

2.2(h)(iii)) administration of standard first aid or CPR to the extent to
which staff is trained; and (basic)

2.2(i) internal operational policies and procedures. (basic)
During the first year of employment, all program staff shall have training
appropriate to their respective responsibilities. Training may include, but need not
be limited to, the following areas appropriate to their responsibilities, of which
staff shall be able to identify, and demonstrate understanding and/or application:
(basic)
2.3(d) safety, security and control, including, but not limited to (basic)

2.3(a)(i) stages of adolescent development, (basic)

2.3(a)(ii)) communication skills, (basic)

2.3(a)(iii) therapeutic intervention skills (basic)

2.3(a)(iv) basic counsdling skills, (basic)

2.3(a)(v) legal rights of residents and staff, and (basic)

2.3(a)(vi) report writing; (basic)
2.3(b)  health services, including, but not limited to (basic)

2.3(b)(i) basic medical terminology; (basic)

2.3(b)(ii) recognizing and responding to seizure disorders, (basic)

2.3(b)(iii) medical protocols for non- emergency medical needs,
(basic)

2.3(b)(iv) appropriate security, administration, common side effects
and contraindications of prescription and non-prescription
medication, (basic)

2.3(b)(v) the physical and emotional needs of pregnant residents,
(basic)
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2.3(c)

2.3(d)

2.3(e)

2.3(b)(vi) universal precautions to prevent infection of tuberculosis and
AIDS, (basic)

2.3(b)(vii) the prevention, and management of suicidal behavior,
including the use of suicide risk assessment instruments,
(basic)

2.3(b)(viii) confidentiality of medical information and medical consent
requirements, and (basic)

2.3(b)(ix) the provision of health education for residents, and (basic)
education, including, but not limited to (basic)

2.3(c)(i)  basic educationa terminology; (basic)

2.3(c)(ii)) major provisions of educational law and regulations, (basic)
2.3(c)(iii) learning theory, (basic)

2.3(c)(iv) learning disabilities, (basic)

2.3(c)(v)  tutorial methods and techniques, and (basic)

recreation, including, but not limited to (basic)

2.3(d)(i) basic physiology, (basic)

2.3(d)(ii)) certification in Standard First Aid and Cardiopulmonary
Resuscitation (CPR), (basic)

2.3(d)(iii)) competitive and non-competitive games and sports, (basic)
2.3(d)(iv) co-educational recreational activities, and (basic)

2.3(d)(v) adaptive activities for the physically and developmentally
challenged; (basic)

family support and interaction, including, but not limited to (basic)
2.3(e)(i) non-traditional families and support structures, (basic)

2.3(e)(ii) family therapy, and (basic)
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2.3(H)

2.3(g)

2.3(h)

2.3(e)(iii) parenting skills; (basic)
nutritional services, including, but not limited to (basic)
2.3(H@1) menu planning, (basic)

2.3(H)(i1))  proper methods of food storage, handling and preparation,
(basic)

2.3(f)(iii) proper sanitation practices, (basic)
2.3(H(v) federal, state and local health codes (basic),

2.3(H)(v)  requirements of the National School Lunch and Breakfast
Programs, and (basic)

2.3(f)(vi) provision of nutritional education for residents; and (basic)
therapeutic services, including, but not limited to (basic)

2.3(g)(i) therapeutic needs assessment methods and instruments,
(basic)

2.3(g)(i) crisis intervention skills, (basic)
2.3(g)(ii1) counseling skills, (basic)

2.3(g)(iv) goal setting, (basic)

-2.3(g)(v)  adolescent sexudlity, (basic)

2.3(g)(vi) developing and conducting education and awareness groups
for adolescents, (basic)

2.3(g)(vii) report writing; and (basic)
diagnostic services, including, but not limited to (basic)

2.3(h)(i)  assessment methods and instruments (e.g., physical health,
mental health, education, drug and alcohol), (basic)

2.3(h)(ii)) cognitive functioning and psychopathology, (basic)
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24

25

2.3(h)(iii) family dynamics and dysfunctionalism, (basic)

2.3(h)(iv) treatment resources and capabilities in the juvenile justice,
education, mental health, health care and drug and alcohol
systems, and (basic)

2.3(h)(v) report writing; and (basic)

2.3(i) cross cultural awareness and sensitivity; and (basic)

2.33§) role and functions of the major components of the juvenile justice
system (e.g., law enforcement, juvenile courts/probation, detention and
treatment services). (basic)

All program staff shall have aminimum of 120 hours of training during their first
year of employment and a minimum of 40 hours of training annualy every year
thereafter. (basic)

24(a)  Part-time program staff shall have annual training appropriate and
proportional to the number of hours they routinely work. This training
shall, at a minimum, include, but need not be limited to the following:
(basic)

24()(i) an overview of the juvenile justice system; (basic)

2.4(a)(ii)) Department of Public Welfare Secure Detention Facility
Regulations; (basic)

2.4(a)(iil) Standard First Aid/Cardiopulmonary Resuscitation; (basic)

2.4(a)(iv) Child Protective Services; (basic)

2.4(a)(v) the use of physica force; (basic)

2.4(a)(vi) heath screening; (basic)

2.4(a)(vii) response procedures for medical emergencies;, and (basic)

2.4(a)(viil) internal operationa policies and procedures. (basic)

Either through education, experience and/or training prior to employment or

through training within 90 days of the initial date of employment, administrative

staff shall be able to identify and demonstrate understanding and/or application in
the following areas: (basic)
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2.6

2.7

2.8

rev. 8/15/93

25(@)  Pennsylvania Juvenile Act; (basic)

2.5(b)  Secure Detention Facility Regulations: Title 55; Chapter 3760:
Department of Public Welfare; (basic)

25(c) Child Protective Services Law; (basic)

25(d) Mental Health Procedures: Title 55; Chapter 5100: Department of
Public Welfare; (basic)

25(e) federal and state educational laws and regulations as they pertain to
detention; and (basic)

2.5(f) Americans with Disabilities Act. (basic)

Either through education, experience and/or training prior to employment or
through training within one (1) year of the initial date of employment,
administrative staff shall be able to demonstrate competencies required for their
respective responsibilities. These competencies may include, but need not be
limited to, the following areas, of which administrative staff shall be able to
identify, and demonstrate understanding and/or application: (basic)

2.6(a) principles of administration and supervision; (basic)

2.6(b) labor law, including the Fair Labor Standards Act; (basic)

2.6(c) staff/management relations; (basic)

2.6(d) issues and practices of services for delinquent youth, (basic)

2.6(e) management theory and methods,; (basic)

2.6(f) organizational behavior; and (basic)

2.6(g) systems relations and planning. (basic)

All administrative staff shall have a minimum of 80 hours of training during their
first year of employment and a minimum of 40 hours of training annually every

year thereafter. (basic)

Either through education, experience and/or training prior to employment or
through training within 90 days of the initia date of employment, support staff
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2.9

2.10

(e.g., clerical, maintenance and laundry) shall be able to identify and demonstrate
understanding and/or application in the following areas: (basic)

2.8(a)

2.8(b)

2.8(c)

an overview of the juvenile justice system, including, but not limited to
(basic)

2.8(a)(i)  the philosophy and purpose of the Juvenile Court, (basic)

2.8(b)(ii) role and functions of the major components of the juvenile
justice system (e.g., law enforcement, juvenile
courts/probation, detention and treatment services); (basic)

specific competencies required to fulfill the duties and responsibilities of
their respective positions; and (basic)

internal operational policies and procedures related to their respective
positions. (basic)

All support staff shall have a minimum of 40 hours of training during their first
year of employment and a minimum of 16 hours of training annually every year
thereafter. (basic)

The administration of the facility shall encourage and support staff attendance and
participation in professional associations and seminars. (basic)
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