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Introduction

Improving conditions in juvenile detention facilities has been an objective of the Juvenile Detention
Alternatives Initiative (JDAI) since this system reform effort began in 1992. As noted in Improving
Conditions of Confinement in Secure Juvenile Detention Centers (Vol. 6, Pathways to Juvenile Detention
Reform), dangerous and inadequate conditions in juvenile facilities expose public officials to liability
in civil rights lawsuits and, more importantly, harm the very youth whose care is entrusted to the
juvenile justice system. Since crowding significantly exacerbates institutional problems, improvements

in conditions of confinement are often closely linked to JDAT’s population management strategies.

Since 2004, officials in JDAI sites have assessed, improved and monitored conditions in
juvenile detention facilities using a set of standards published by the Annie E. Casey Foundation
(Foundation). JDAI sites have done so by establishing assessment teams from juvenile justice
agencies, other human service systems, youth and families involved in the system and community-
based organizations. These assessment teams receive in-depth training to ensure that they carefully
examine all aspects of facility policies, practices and programs, prepare comprehensive reports on

their findings and monitor the implementation of corrective action plans.

When the Foundation released the juvenile detention facility standards, they constituted the most
comprehensive and demanding set of publicly available standards for juvenile detention facilities.
Since then, officials in many jurisdictions have used the standards as a tool to improve their detention
facilities’ policies and operations. The assessment process has also helped to establish local capacity
for regular monitoring of conditions and supported facility administrators’ requests for new resources
and policies. Additionally, several state agencies have incorporated aspects of the standards into their

own regulations and licensing practices for facilities that house youth.

The standards have played an important role in ensuring that youth are housed in safe and humane
conditions while in juvenile detention facilities. Nevertheless, significant changes in accepted
professional practice and legal standards have occurred since the standards were first published. For
example, facilities around the country have eliminated or reduced reliance on the use of disciplinary
room confinement after heightened awareness of the dangers of the practice and new information on
effective alternative behavior management techniques. Experts have generated new recommendations
about meeting the needs of family members, youth with trauma histories, youth with limited English
proficiency, youth with disabilities and lesbian, gay, bisexual, transgender, questioning and intersex
youth. And in 2012, the U.S. Department of Justice published regulations for the prevention,
detection and response to sexual misconduct in juvenile facilities as part of its implementation of the

Prison Rape Elimination Act (PREA) — regulations that impact the full range of facility operations.
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The Foundation has issued this revised version of the standards to acknowledge and incorporate these
developments. As was the case in 2006, we have set the bar very high in developing these standards.
We have done so because JDAI sites should reflect evolving standards of practice in their facility

operations and serve as models for other jurisdictions around the country.

The materials in this volume include detention facility standards, a set of guidelines for conducting
facility assessments and “How To” materials covering each component of the standards. The “How
To” materials offer practical recommendations regarding what documents to review, which people to

interview and what things to observe during assessments.

The revised standards and assessment methodology are the result of determined efforts by the Youth
Law Center (YLC) and the Center for Children’s Law and Policy (CCLP) staff who spent more
than a year reviewing changes in statutory requirements and professional standards, consulting with
practitioners and experts, researching model practices and incorporating lessons from JDAI sites’
experiences using the standards. The revised standards also reflect the input of dozens of reviewers
who provided valuable insights and recommendations. We deeply appreciate those individuals’

contributions to this effort.

Over the years, stakeholders in JDAI sites and other officials have used the standards to improve
conditions, policies and practices in their facilities. We hope that the revised standards will serve as
another important milestone in the efforts to improve the treatment of youth in juvenile detention

facilities throughout the country.

...............................................................................

Since 2004, officials in JDAI sites have assessed, improved and monitored
conditions in juvenile detention facilities using a set of standards published
by the Annie E. Casey Foundation.

...............................................................................
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About the Revised JDAI
Detention Facility Assessment Standards

The Revision Process

Since its inception, the Juvenile Detention Alternatives Initiative (JDAI) has emphasized the
importance of maintaining safe and humane conditions of confinement in juvenile detention
facilities. As noted in Improving Conditions of Confinement in Secure Juvenile Detention Centers
(Pathways to Juvenile Detention Reform, Vol. 6), dangerous and inadequate conditions in juvenile
facilities expose public officials to liability in civil rights lawsuits and, more importantly, harm the

very youth whose care is entrusted to the juvenile justice system.

Beginning in 2004, officials in JDALI sites began assessing, improving and monitoring conditions in
their juvenile detention facilities using a set of standards published by the Annie E. Casey Foundation
(Foundation). Staff of the Center for Children’s Law and Policy (CCLP) and the Youth Law Center (YLC)
developed those standards based on case law, consent decrees, federal statutes, model state laws, professional
standards, best practices and expert opinion. At the time of their release, the standards constituted the most

comprehensive and demanding set of publicly available standards for juvenile detention facilities.

Nevertheless, significant changes in accepted professional practice and legal standards have occurred
since the standards were first published. Many facilities have eliminated or reduced their reliance on
the use of disciplinary room confinement after heightened awareness of the dangers of the practice and
new information on effective alternative behavior management techniques. Experts have made new
recommendations about meeting the needs of youth with trauma histories, youth with limited English
proficiency, youth with disabilities and lesbian, gay, bisexual, transgender, questioning and intersex
youth. And in 2012, the U.S. Department of Justice published binding regulations for the prevention,
detection and response to sexual misconduct in juvenile facilities as part of its implementation of the

Prison Rape Elimination Act (PREA) — regulations that impact a wide range of facility operations.

Over the course of nearly eighteen months during 2013 and 2014, CCLP and YLC staff reviewed
changes in laws and professional standards, consulted with practitioners and experts and researched
best practices and lessons from JDAI sites’ experiences using the standards, which were used to
propose revisions. More than 30 experts and practitioners reviewed the proposed revisions prior
to incorporating them into the standards (a list of these reviewers appears in the Acknowledgments

section of this guide). The Foundation released the final version of the revised standards in June 2014.

The revised standards incorporate three major types of changes. The first type of change edits the

standards to improve clarity and comprehension without changing the substantive content of the
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standard. For example, a number of revised standards use clearer language that is easier for assessment
teams to understand. Other standards that previously contained several combined requirements now
appear as separate individual standards. This means that assessment teams can more easily assess
whether a facility conforms or does not conform to a specific requirement. The revised standards also
include notations where identical standards appear in more than one place in the standards so that
team members who are assessing different aspects of the facility can work together on assessing those
standards (denoted as “Also listed at...”). The standards also include notations where a team member

can look to other related standards that may be relevant to that standard (denoted as “See also...”).

The second type of change adds detail to standards where assessment teams or other reviewers
suggested including additional guidance. For example, the original standards required appropriate
accommodations for youth and family members with limited English proficiency. The revised
standards contain new provisions that outline the steps facilities should take to assess what the needs
for such services are and the types of accommodations that need to be made in each area of facility
operations. The revised standards also include definitions of key terms at the beginning of each

section and this guide includes a list of citations to key federal laws and regulations.

The third type of change adds new standards or modifies existing standards to reflect advances in
the field. The most significant revisions in this area are the incorporation of the PREA standards’
requirements for juvenile facilities. The revised standards allow teams to assess a facility’s compliance
with PREA as part of the assessment process. In some cases, the standards incorporate concepts
from the PREA standards, but extend them to situations beyond those involving sexual abuse or
sexual harassment. For example, the PREA standards require that facilities establish policies and
protocols regarding investigations of alleged sexual abuse and sexual harassment. The revised standards
incorporate these requirements, but expand them to investigations of all types of alleged abuse,
neglect and retaliation. The end of this section includes an outline of some of the most significant

changes and additions to each area of the standards.

CCLP and YLC revised the detention facility assessment standards and the documents and tools that

accompany them. The accompanying documents include:

. 'This summary of changes to the standards.

2. An overview document, entitled, “Guidelines for Conducting a Facility Assessment,” which
provides a summary of the entire facility assessment process from start to finish. This document is

commonly referred to as “the guidelines.”

3. 'The set of “How To” tools that provide suggestions for assessing each issue area involved in a facility

assessment.
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Summary of Major Changes in Each Area of the Standards

This list summarizes major changes in each area of the JDAI facility assessment standards.

CLASSIFICATION AND INTAKE

¢ Includes new standards designed to ensure that facilities gather information necessary to make
housing and programming decisions for special populations, including limited English proficient
(“LEP”) youth, youth with physical or intellectual disabilities, youth at risk of sexual victimization,
youth at risk of victimizing other youth and youth who are actually or who are perceived to be

lesbian, gay, bisexual, transgender or gender non-conforming, questioning, or intersex (LGBTQI).

Outlines the steps that facilities must take in order to evaluate and meet the language needs of LEP

youth and their families.

 Incorporates ’s requirements related to educating youth about sexual misconduct prevention
I tes PREA’s req gy

and response upon intake and within ten days of admission.

+ Adds a new section on the confidentiality of records and appropriate controls on the dissemination

of information within and outside of the facility.

HEALTH AND MENTAL HEALTH

* Reorganizes the standards into distinct issues to help individuals more casily assess conformance

with the standards.

¢ Adjusts the language related to medical, mental health and dental services to better reflect operations

in facilities that do not provide these services on site.

« Updates standards on HIV/AIDS screening and care based on the most recent guidance from the

Centers for Disease Control and the National Council on Correctional Healthcare.

¢ Adds new standards on discharge planning, including continuity of medication and supporting

access to health insurance coverage upon release.

¢ Incorporates PREA’s requirements with respect to provision of medical and mental health care

following a youth’s disclosure of alleged sexual abuse.

ACCESS

* Includes standards allowing youth to correspond with incarcerated family members absent a specific

and articulable security reason to prevent such correspondence.

* Includes a new section with standards on family engagement.

PROGRAMMING

« Aligns language in existing standards on special education services and accommodations for LEP

youth with the language in federal law and guidelines.
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¢ Includes new standards on the appropriate responses to and permissible discipline of youth who

engage in disruptive behavior during school inside the facility.

* Revises existing standards on positive behavior management to align with the latest guidance on
positive behavior supports and includes additional requirements related to the components of

effective positive behavior support systems.

* Includes a dedicated section on accommodations for youth with special needs, including youth with

intellectual and physical disabilities and LEP youth.

TRAINING AND SUPERVISION OF STAFF

* Includes more detailed requirements for staff background checks to align the standards with PREA’s

requirements.

+ Consolidates training requirements from other areas of the standards to help assess conformance
more easily, incorporates new staff training topics to align with PREA and evolving standards on a

range of issues and groups training requirements into meaningful categories.
« Consolidates standards on reporting of abuse, neglect and retaliation.

* Incorporates new standards related to quality assurance.

ENVIRONMENT

* Adds detail to the standards on emergency preparedness based on new guidance from the federal

Office of Juvenile Justice and Delinquency Prevention (OJJDP).

* Includes a new section prohibiting cross-gender viewing and searches except in very limited

circumstances in order to incorporate PREA’s requirements.

« Incorporates standards on accessibility of living units and common areas to youth with limited

mobility to comply with regulations under the Americans with Disabilities Act.

* Includes additional details on sanitation plans and fire safety, incorporating the latest practices.

RESTRAINTS, ROOM CONFINEMENT, DUE PROCESS AND GRIEVANCES

« Eliminates the use of the term “isolation” and uses a single term, “room confinement,” to describe

the involuntary restriction of a youth alone in a cell, room, or other area for any reason.

Prohibits the use of room confinement for discipline, punishment, administrative convenience,
retaliation, staffing shortages, or reasons other than as temporary response to behavior that threatens

immediate harm to a youth or others.
« Eliminates standards on the use of soft restraints, which few if any facilities use.

* Includes new standards requiring regular review of data on the use of physical force, restraints and
room confinement, disaggregated by race, ethnicity and gender.

+ Adds new standards on grievances and reporting procedures to comply with PREA.
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SAFETY
* Revises the sections on youth and staff safety to incorporate PREA’s requirements.

¢ Adds a requirement that facility administrators consult staff about safety within the facility and

recommended improvements.

* Adds a new section on investigations of abuse, neglect, retaliation and violation of responsibilities

using PREAs requirements as a framework.

Citations to Key Federal Statutes and Regulations

This list contains citations to key federal statutes, regulations and materials referenced within the

revised standards.

Americans with Disabilities Act of 1990 (ADA)
o Statute: 42 U.S.C. § 12101 et seq.

¢ Regulations: 28 C.ER. §S 35, 36 et seq.

Family Educational Rights and Privacy Act (FERPA)
+ Statute: 20 U.S.C. § 1232(g) et seq.
* Regulations: 34 C.ER. § 99 et seq.

Health Insurance Portability and Accountability Act of 1996 (HIPAA)
« Statute: 42 U.S.C. § 201 et seq.
¢ Regulations: 45 C.ER. §§ 160, 162, 164

Individuals with Disabilities Education Act (IDEA)
« Statute: 20 U.S.C. § 1400 et seq.

* Regulations: 34 C.ER. §§ 300, 301 et seq.

Juvenile Justice and Delinquency Prevention Act (JJDPA)
« Statute: 42 U.S.C. § 5601 et seq.
¢ Regulations: 28 C.ER. § 115 et seq.

Office of Juvenile Justice and Delinquency Prevention, Emergency Planning for Juvenile Justice
Residential Facilities (October 2011)
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Prison Rape Elimination Act of 2003 (PREA)
e Statute: 42 U.S.C. § 147 et seq.
¢ Regulations: 28 C.ER. § 115 et seq.

Religious Land Use and Institutionalized Persons Act (RLUIPA)

+ Statute: 42 U.S.C. § 2000cc et seq.

Section 504 of the Rehabilitation Act of 1973 (Section 504)
» Statute: 29 U.S.C. § 701 et seq.
¢ Regulations: 34 C.ER. § 104 et seq.

Title VI of the Civil Rights Act of 1964 (Title VI)
o Statute: 42 U.S.C. § 2000(d) et seq.
¢ Regulations: 28 C.ER. § 50.3 et seq.

+ Executive Order 13166, Improving Access to Services for Persons with Limited English Proficiency,
65 Fed. Reg. sor21 (August 16, 2000).

¢ Guidance to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against
National Origin Discrimination Affecting Limited English Proficient Persons, 67 Fed. Reg. 41455
(June 18, 2002).
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Classification and Intake

Detention can be a highly stressful and potentially traumatic event for a young person. From the
moment the youth arrives at the facility, staff need to gather information quickly, make critically
important decisions and address the young person’s emotional, health, mental health and physical
needs. The Classification and Intake section addresses these “front end” considerations, including
intake, criteria governing who comes into detention, housing and programmatic assignments to keep
youth safe and mechanisms to reduce crowding and unnecessary detention. This section also covers
the orientation process necessary for youth to understand what to expect in the facility, what rights

they have and how to ask for services or help.

Key Definitions

AUXILIARY AIDS OR SERVICES (FOR YOUTH WITH DISABILITIES): Supports to allow youth with disabilities
to participate in the programs and activities of the facility. Examples include qualified interpreters,
note takers, transcription services, written materials, telephone handset amplifiers and assistive

listening devices.

BISEXUAL: A person who is emotionally, romantically and/or sexually attracted to both males

and females.

CONDITIONAL RELEASE: Permission for a youth to depart from secure detention upon the youth’s

promise to comply with certain rules.

CONFIDENTIAL INFORMATION: Personally identifiable information, the release of which is restricted by

law, policy, or professional standards.

DEVELOPMENTAL DISABILITY: A severe, chronic condition with an onset before age 22 that is
attributable to a mental impairment, physical impairment, or combination of mental and physical
impairments; is likely to continue indefinitely; and results in substantial functional limitations.
Developmental disabilities include, but are not limited to intellectual disabilities, attention deficit/

hyperactivity disorders, cerebral palsy and muscular dystrophy.

GAY: A person who primarily is emotionally, romantically and/or sexually attracted to individuals of

the same sex, typically in reference to boys or men.

GENDER IDENTITY: A person’s internal, deeply felt sense of being male, female, neither, or somewhere

in between, regardless of the person’s sex at birth.
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GENDER NONCONFORMING: A person whose appearance or manner does not conform to traditional

societal gender expectations.

GUARDIAN: An agency or an individual, other than the youth’s parent, who is charged with caring for
a child.

INTELLECTUAL DISABILITY: A disability originating before the age of 18 characterized by significant
limitation both in intellectual functioning and in adaptive behavior, which covers many everyday
conceptual, social and practical skills. This is the preferred term for individuals who, in the past, were

described as having mental retardation.

INTERSEX: A person who is born with a sexual or reproductive anatomy or chromosomal pattern that

does not seem to fit typical definitions of male or female.

LESBIAN: A girl or woman who primarily is emotionally, romantically and/or sexually attracted to

gitls or women.

LIMITED ENGLISH PROFICIENT (LEP): Individuals who do not speak English as their primary language
and who have a limited ability to read, write, speak, or understand English. LEP individuals may be
competent in English for certain types of communication (e.g., speaking or understanding), but may

be LEP for other purposes (e.g., reading or writing).

NEED TO KNOW: A limit on the disclosure of confidential information, restricting the type and extent
of the disclosure to only that which is necessary for staff to perform their duties. For example, a staff
member may need to know to avoid touching a youth on the shoulder to avoid triggering violent
behavior. However, the staff member does not need to know the source of the trauma that leads the

youth to respond in that way (e.g., prior physical or sexual abuse).

QUESTIONING: A person who is going through a process of questioning or who is unsure of his or her

sexual orientation or gender identity.

ROOM CONFINEMENT: The involuntary restriction of a youth alone in a cell, room, or other area.
SEXUAL ABUSE: The definition of sexual abuse varies among jurisdictions due to differences in
criminal laws. The definition of sexual abuse in the Prison Rape Elimination Act juvenile facility

standards appears at 28 CFR § 115.5. This term does not include consensual sexual contact

between youth, although facilities may prohibit such behaviors per the rules of the institution
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SEXUAL HARASSMENT: The definition of sexual harassment varies among jurisdictions due to
differences in criminal laws. The definition of sexual harassment in the Prison Rape Elimination
Act juvenile facility standards appears at 28 CFR § 115.5. This term does not include consensual
sexual contact between youth, although facilities may prohibit such behaviors per the rules of the

institution.

SEXUAL ORIENTATION: A person’s emotional, romantic and/or sexual attraction to individuals of the

same sex or of a different sex.

STATUS OFFENSES: Offenses that would not be crimes if committed by an adult. Depending on the
state, this may include being habitually disobedient, breaking tobacco or alcohol laws directed at
minors, not attending school, breaking curfew laws, running away from home, or being beyond the
control of parents.

STEP DOWN: Transferred to a less secure setting.

TRANSGENDER: A person whose gender identity (i.e., internal sense of feeling male or female) is

different from the person’s assigned sex at birth.

UNDOCUMENTED: Not having a lawful immigration status.
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Standard

Conforms

Does not
Conform

I.  Admissions criteria limit detention eligibility to youth likely to commit serious
offenses pending resolution of their cases, youth likely to fail to appear in
court and youth held pursuant to a specific court order for detention.

[]

[]

2. The facility does not detain status offenders unless the youth violated
a valid court order and received the due process protections and
consideration of less restrictive alternatives as required by the federal
Juvenile Justice and Delinquency Prevention Act (see 28 CFR § 31.303(f)).

[]

[]

3. The facility has written limitations on lower and upper ages for detention
in the facility and the facility does not hold youth age 12 or under.

4. The facility does not detain youth who are not alleged to have committed
a delinquent or criminal offense, such as abused or neglected youth.

5. The facility develops and implements written policies, procedures and
actual practices to ensure that:

a. Staff do not ask youth about their immigration status.

b. Staff do not detain youth solely because the youth are undocumented.

c. Staff do not detain youth because staff cannot communicate with the
youth or his or her parent or guardian in a language that the youth or
his or her parent or guardian understands.

oy OOy O

oy OOy O

d. Staff do not detain youth with immigration holds if they have no
delinquency cases or charges, or if they would be released under state
law (e.g., youth arrested for a delinquent act who are released by the
court at a detention hearing, receive a disposition to a non-secure
placement, have their cases dismissed, or finish a period
of incarceration).

6. Staff do not admit youth with serious medical or mental health needs, or
youth who are severely intoxicated, unless and until appropriate qualified
medical or qualified mental health professionals clear them. Staff only
admit youth transferred from or cleared by outside medical or mental
health facilities if the detention center has the capacity to provide
appropriate ongoing care (e.g., treatment for youth with gunshot wounds).

7. The facility does not admit youth whose safety cannot be protected.
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Does not

Standard Conforms
Conform

8. Prior to the admission of a youth with physical disabilities, facility staff
document that the physical plant can accommodate the youth and that
the facility’s programming can adequately address the youth’s needs.
Where appropriate, facility staff transfer youth to other placements D D
better suited to meet the youth’s needs. The facility has preexisting
arrangements with appropriate alternative placements to meet the
needs of youth with physical disabilities.

9. All youth admitted to the detention facility meet the legal criteria for
detention in the jurisdiction. The facility does not detain youth on the D D
ground that there is no other place to put them (e.g., if a parent refuses to
take the youth home).

I. Staff process youth into the facility in a timely manner. Intake for the
juvenile justice system is available either on-site or through on-call D D
arrangements twenty-four hours
a day, seven days a week.

2. Intake/admissions staff have the authority to release or conditionally D D
release youth, except as specifically limited by state law.

3. Intake/admissions staff use a race- and gender-neutral validated
and age appropriate risk assessment instrument (RAI) to determine
the appropriate pre-dispositional placement or status necessary to
accomplish the purposes of detention (ensuring appearance in court and D D
preventing re-offending). Staff place youth eligible for detention in the
least restrictive alternative needed to accomplish those purposes (e.g.,
a non-secure setting, home supervision, home electronic monitoring).

4. The facility’s intake procedures include a process for determining if a D D
youth is limited English proficient (LEP).

5. The facility has appropriate and reliable interpretation services available
to conduct intake in a timely manner for limited English proficient youth D D
and youth who are deaf or hard of hearing. The facility does not charge
for interpretation services.

6. Staff provide intake information in a manner the youth can understand,
paying particular attention to language and literacy needs of youth. Staff D D
provide this information in the primary language used by the youth.
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Standard

Conforms

Does not
Conform

During intake and throughout a youth’s stay, staff refer to transgender
youth by their preferred name and the pronoun that reflects the youth’s
gender identity for communication within the facility, even if the youth’s
name has not been legally changed. If staff use a youth’s preferred
name in communication outside of the facility, they only do so at the
youth’s request.

Staff screen youth to identify immediate individual issues that may
affect the youth’s health or safety, such as intoxication, injury, or
suicidal ideation.

. Intake/admission interviews occur in a private setting.

. Staff ask youth about any disabilities and any accommodations that the

youth thinks may be helpful or necessary. Staff arrange for necessary
accommodations, auxiliary aids, or services.

. The admissions process includes offering youth at least two telephone

calls, a shower and documented secure storage of personal belongings.
Staff offer youth food regardless of their time of arrival.

. During the intake process, youth receive information explaining, in an

age appropriate fashion, the facility’s policy prohibiting sexual abuse
and sexual harassment and how to report incidents or suspicions of
sexual abuse or sexual harassment.

. At the time of admission or shortly thereafter, youth receive both a

written and verbal or video orientation to institutional rights, rules and
procedures including:

a. ldentification of key staff and roles.

b. Rules on contraband and facility search policies.

c. The facility’s system of positive behavior interventions and supports,
including a review of behavior expectations, incentives that youth will
receive for complying with facility rules and consequences that may
result when youth violate the rules of the facility. [See also standard

IV(D)(4) ]

d. The existence of the grievance procedure, the steps that must be taken to
use it, the youth’s right to be free of retaliation for reporting a grievance
and the name of the person or position designated to resolve grievances.
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Does not

Standard Conforms
Conform

e. Access to routine and emergency health and mental health care.

[]
[]

f. Housing assignments.

g. Opportunities for personal hygiene, such as daily showers.

h. Rules on visiting, correspondence and telephone use.

i. Rules regarding access to counsel.

j. Information and communications that are confidential.

k. Access to education, religious services, programs and recreation.

l. Policies on use of physical force, restraints and room confinement.

m. Emergency procedures.

n. The right to be free from physical, verbal, or sexual abuse and
harassment by other youth and staff.

o. How to report problems at the facility such as abuse, feeling unsafe,
and theft.

p. Nondiscrimination policies and what they mean for youth and staff
behavior at the facility.

g. The availability of services and programs in a language other than English.

r. The process for requesting different housing, education, programming
and work assignments.

s. Demonstration of appropriate pat-down and clothing searches.
[Also listed at VI(H)(3).]

O o) U O) Oy oy o Oy o G oy L
Do OO o o Ay o A

7. Staff provide information in a manner the youth can understand, paying
particular attention to language and literacy needs of youth. Staff provide
the orientation in the primary language used by the youth. Staff make
written materials available in all appropriate languages for limited English
proficient youth. [See also standards I(C)(10)-(12) and IV(E)(9)-(12).]

[]
[]

8. Staff make alternative arrangements to provide orientation to youth who D D
are deaf, hard of hearing, blind, or who have low vision.
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Standard

Conforms

Does not
Conform

9. The facility makes key information about safety and youth rights available
and visible to youth through posters, handbooks, or other written formats.

Staff make materials available for limited English proficient youth in
all appropriate languages. Staff allow youth to retain copies of youth
handbooks and other orientation materials in their rooms. [See also
standards I(C)(10)-(12) and IV(E)(9)-(12) ]

[]

[]

10. The facility assesses the frequency with which youth and parents or
guardians who are limited English proficient have contact with the facility
by collecting data on the primary language of the youth, the primary
language of parents or caregivers and the language spoken in the youth’s
home. The facility maintains data that show the number of youth and
parents or guardians determined to be LEP by language group and the
placement of each youth by language group. Staff review the language data

for the purpose of assessing the language assistance needs of the facility.

Il. The facility develops and implements a language access plan to address
how it will allocate the resources necessary to address the language
needs of limited English proficient youth and parents or caregivers. The
plan includes the following:

[]

[]

a. ldentification of existing facility resources dedicated to the provision
of language assistance services and to what extent they are reliable.

b. Identification of all vital documents to be translated and into which
languages.

c. Assessment of all signhage to be translated, including emergency, exit
and special situation signs for all units and other areas of the facility.

d. Identification of reliable translation services.

e. ldentification of reliable and competent interpreters, whether in
person, by telephone, or by other means and in which languages
they are available.

f. Assessment of the bilingual capacity of staff and to what degree they
are qualified to serve as interpreters or to translate documents.

g. Assessment of the assignment of bilingual staff and to what degree
their language capacity is properly used.

h. Identification of all other available language services and in which
languages they are available and how staff can obtain those services.

I I A e e B I O B O O

I I A e e B I O B O O

juvenile detention alternatives initiative



Does not

Standard Conforms
Conform

. How the facility will inform LEP youth and their parents or caregivers D D
about the language services available.

j. How the facility provides appropriate and meaningful language access
in connection with intake, orientation, health care and mental health D D
services, visitation, educational programming and other programming
for LEP youth and, when appropriate, their parents or caregivers.

12. Staff review language data periodically to determine if the bilingual
staffing, translation and interpretation needs of the facility have changed D D
and if the facility’s language access plan needs to be updated.

I13. In addition to the information given at intake, within |0 days of admission,
staff provide and document comprehensive age-appropriate education
to youth either in person or through video regarding their rights to
be free from sexual abuse and sexual harassment, the right to be free
from retaliation for reporting such incidents and agency policies and D D
procedures for responding to such incidents. Staff provide youth education
on sexual abuse and sexual harassment in formats accessible to all youth,
including those who are limited English proficient, deaf, visually impaired, or
otherwise disabled, as well as to youth who have limited reading skills.

I.  The facility develops and implements written policies, procedures
and actual practices to ensure that when the institutional population D D
approaches or reaches its rated capacity, appropriate youth are released
or stepped down to non-secure settings.

2. The facility develops and implements written policies, procedures and
actual practices to ensure that staff review the institutional population
on a daily basis to make sure that youth who no longer need secure D D
confinement are promptly released, are stepped down to less restrictive
settings, or transferred to other settings.

3. The agency responsible for operating the detention facility regularly
collects, reviews, ensures the accuracy of and reports the following D D
data, disaggregated by race, ethnicity, gender and status as limited
English proficient:

a. The number of youth brought to detention by each agency (e.g., police, D D
school police, group home).
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Does not
Conform

b. The offenses charged or other reasons for detention such as failure to
appear or violation of probation.

c. Risk assessment instrument (RAI) scores and overrides.

d. Admissions to detention.

e. Releases from detention.

f. Average daily population in detention.

g. Average length of stay.

Upon admission, staff make housing, bed, programming, education and
work assignments in accordance with written classification policies. Staff
provide youth with heightened supervision until they have collected the
information necessary to fully classify youth. The facility administrator

or designee regularly reviews the process and any decisions that depart
from established policies.

. As part of the classification process, within 72 hours, staff consider

the following information with the goal of keeping all youth safe and
promoting youth’s physical and emotional well-being:

a. Age;

b. Gender;

c. History of violent behavior;

d. Level of emotional and cognitive development;

e. Current charges and offense history;

f. Physical size and stature;

g. Status as limited English proficient and the availability of bilingual staff
and other interpretation services;

oy oo U

oy oo U
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h. Presence of intellectual or developmental disabilities; D D

i. Physical disabilities;

j. Presence of mental health needs or history of trauma;

k. The youth’s perception of his or her vulnerability;

I. Suicide risk;

m. Prior sexual victimization or abusiveness; [See also standard

A G)©)]

n. Any gender nonconforming appearance or manner or identification as
lesbian, gay, bisexual, transgender, or intersex; and

o. Any other specific information about individual youth that may indicate
heightened needs for supervision, additional safety precautions, or
separation from certain other youth (mere affiliation with a gang without
more specific information does not qualify).

HE NN NN
HE NN

3. Staff gather information used for classification through conversations
with youth during the intake process and medical and mental health
screenings; during classification assessments; and by reviewing court
records, case files, facility behavioral records and other relevant
documentation from the youth’s files. Staff avoid questioning youth D D
about sensitive information, such as prior sexual victimization or
abusiveness, when the information can be ascertained through other
means. If the facility must obtain sensitive information (such as prior
sexual victimization or abusiveness) by questioning youth, qualified
mental health professionals ascertain the information.

4. Staff ask all youth about their sexual orientation, gender identity and gender
expression. Staff ask youth how they want information about their sexual
orientation, gender identity and gender expression recorded and with whom D D
staff can discuss that information. Staff do not make assumptions about
a youth’s sexual orientation, gender identity, or gender expression.

5. Staff make all classification and housing decisions on a case-by-case
basis. Staff do not automatically house youth with disabilities and youth
with mental iliness in special handling units or other specialized settings.

6. Staff do not base housing or programming decisions on race or ethnicity.
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Staff do not automatically house gay, leshian, bisexual, questioning, or
intersex youth on the basis of their sexual orientation. Staff make any
housing or programming decisions for such youth on an individual basis in
consultation with the youth and document the reasons for such decisions.

[]

[]

Staff do not automatically house transgender youth according to their
birth sex. In deciding whether to assign a transgender or intersex

youth to a facility or unit for males or females and in making housing
and other programming decisions, staff consider, on a case-by-case
basis, whether the placement will ensure the youth’s health and safety,
whether the placement will present management or security problems,
the youth’s perception of where he or she will be most secure and any
recommendations from the youth’s health care provider. Staff document
the reasons for such decisions and the facility administrator or designee
reviews each decision. Such decisions are reassessed at least every 60
days to review youth’s safety and physical and emotional well-being.

Staff do not require vulnerable youth at the facility to wear wristbands,
different clothing, or other identifying markings.

. Staff do not consider lesbian, gay, bisexual, transgender, or intersex

identification or status or a youth’s gender non-conformity as an
indicator of whether a youth is or is likely to be sexually abusive.

The facility develops and implements written policies, procedures

and actual practices to ensure that youth with disabilities receive
appropriate accommodations in accordance with the Americans with
Disabilities Act (ADA), Section 504 of the Rehabilitative Act of 1973 and
any applicable state laws.

. The facility does not exclude youth with temporary or permanent mobility

impairments from the general population for that reason except by order
from a physician.

When necessary, staff develop individualized plans to provide for the
safety of particular youth. Staff do not use room confinement as a means
of ensuring their safety.

. The facility has a process through which youth may request different

housing, programming, education and work assignments.

The facility implements appropriate controls on staff’s dissemination
within the facility of responses to information gathered during intake
and classification in order to ensure that confidential information is only
disclosed on a need to know basis and is not exploited to the youth’s
detriment by staff or other youth. Staff do not disclose confidential
information on particular youth to other detained youth.
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Staff do not disclose information about a youth’s sexual orientation or
gender identity to anyone, including the youth’s parents, without obtaining
the youth’s consent, unless disclosure is required by law or court order.

[]

[]

Staff treat youth’s case records, law enforcement records and social
records as confidential. Staff do not disclose such records to any outside
person or agency unless required by law.

[]

[]

Staff do not disclose information about youth to the media without the
consent of the youth and his or her parent or guardian unless required
by law or court order.

Staff document disclosures of confidential information in writing,
including the staff member disclosing the information, the person
inspecting or receiving the information, the type of information disclosed
and the date of the disclosure.

The facility maintains the security of documents in its possession that
contain confidential youth information, including any information stored
electronically.

The facility develops and implements written policies, procedures and
actual practices to ensure that access to confidential information is
limited to those staff with a demonstrable need to know, consistent
with applicable state and federal laws. [See also standard (1) (1).]

Apart from reporting to designated supervisors or officials and
designated state or local services agencies, staff do not reveal any
information related to a sexual abuse report to anyone other than to the
extent necessary to make treatment, investigation and other security
and management decisions, as specified in agency policy.

Administrators discipline staff members who breach rules and policies on
the disclosure of confidential youth information.

. Written policy, procedure and actual practices ensure that facility staff

inform the youth and his or her attorney upon receipt of a subpoena or
court order for the youth’s records prior to disclosing the records.

the annie e. casey foundation/www.aecf.org
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Health and Mental Health Care

Youth often come into detention with medical and mental health conditions needing prompt
attention. Many youth have not received adequate health care in the community and have
unrecognized health needs. Other youth have chronic medical or mental health care needs. Still
others have care needs arising from the incident leading to detention. The Health and Mental Health
Care section highlights key elements in meeting the medical and mental health needs of youth,
including prompt identification of conditions that require prescriptions or place the youth at risk,
follow up assessment of identified conditions, care for conditions identified through screening and
assessment and provision of prescriptions throughout the youth’s stay at the facility. This section also
places a special emphasis on the identification and handling of youth at risk of suicide or other self-

harming behavior.

Key Definitions

CLOSE OBSERVATION: A supervision status for youth who are not actively suicidal but who have
demonstrated a risk of suicide. Staff do not place youth on close observation in room confinement,
but instead provide them with a heightened level of supervision. When a youth on close observation
is in his or her room, staff observe the youth in a suicide-resistant room in person and at staggered

intervals not to exceed 10 minutes, or more frequently as prescribed or recommended by mental

health staff.

CONFIDENTIAL INFORMATION: Personally identifiable information, the release of which is restricted by

law, policy, or professional standards.

CONSTANT OBSERVATION: A supervision status for actively suicidal youth where staff engage in

continuous, uninterrupted, one-on-one observation of youth.

DEVELOPMENTAL DISABILITY: A severe, chronic condition with an onset before age 22 that is
attributable to a mental impairment, physical impairment, or combination of mental and physical
impairments; is likely to continue indefinitely; and results in substantial functional limitations.
Developmental disabilities include, but are not limited to intellectual disabilities, attention deficit/

hyperactivity disorders, cerebral palsy and muscular dystrophy.

DIRECT CARE STAFF: Staff who are responsible for providing in-person supervision of and interacting

with youth in housing units, recreational areas, dining areas and other program areas of the facility.

GUARDIAN: An agency or an individual, other than the youth’s parent, who is charged with caring for
a child.
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HEALTH ASSESSMENT: A process more comprehensive than screening in which qualified medical
professionals use information derived from interviewing a youth, reviewing a youth’s medical history,
conducting a physical examination and conducting diagnostic testing to evaluate and plan for

meeting the youth’s health needs.

HEALTH AUTHORITY: The individual, governmental agency, or health care contractor responsible

for the facility’s health care services, including arrangements for all levels of health/and or mental
health care and the ensuring of quality and accessibility of health and/or mental health services. The
health authority is led by an individual who, by virtue of education, experience and certification, is
capable of assuming responsibility for arranging and ensuring the quality of health and mental health

services.

INFORMED CONSENT: The agreement of the youth to undergo a treatment, examination, or procedure
after the youth understands the material facts about the treatment, examination, or procedure; its

consequences and risks; the alternatives; and the prognosis if it is not undertaken.

INTELLECTUAL DISABILITY: A disability originating before the age of 18 characterized by significant
limitation both in intellectual functioning and in adaptive behavior, which covers many everyday
conceptual, social and practical skills. This is the preferred term for individuals who, in the past, were

described as having mental retardation.

INTERSEX: A person who is born with a sexual or reproductive anatomy or chromosomal pattern that

does not seem to fit typical definitions of male or female.

LIMITED ENGLISH PROFICIENT (LEP): Individuals who do not speak English as their primary language
and who have a limited ability to read, write, speak, or understand English. LEP individuals may be
competent in English for certain types of communication (e.g., speaking or understanding), but may

be LEP for other purposes (e.g., reading or writing).

MENTAL HEALTH ASSESSMENT: A process more comprehensive than screening in which qualified
mental health professionals use information derived from interviewing a youth, reviewing a youth’s
mental health history and conducting diagnostic testing to evaluate and plan for meeting the youth’s

mental health needs.

NEED TO KNOW: A limit on the disclosure of confidential information, restricting the type and extent
of the disclosure to only that which is necessary for staff to perform their duties. For example, a staff
member may need to know to avoid touching a youth on the shoulder to avoid triggering violent
behavior. However, the staff member does not need to know the source of the trauma that leads the

youth to respond in that way (e.g., prior physical or sexual abuse).
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POST-TRAUMATIC STRESS: For an individual who has been exposed to trauma, a persistent reaction of
unwanted memories or flashbacks; extreme distress triggered by direct or indirect reminders of the
trauma or related circumstances; hypervigilance and hyperarousal; pervasive emotional distress and

negative beliefs; feelings of confusion and unreality; and/or emotional detachment.

QUALIFIED MEDICAL PROFESSIONAL: An individual licensed to provide medical services in accordance
with state law and who has adequate education, training and experience to perform the duties

required in accordance with professional standards.

QUALIFIED MENTAL HEALTH PROFESSIONAL: An individual licensed to provide mental health services in
accordance with state law and who has adequate education, training and experience to perform the

duties required in accordance with professional standards.

RESCUE TOOL: A device designed to cut quickly through fibrous material, which can release youth
from clothing or fabric the youth has fashioned into a ligature. Seatbelt cutters cannot serve as rescue

tools, as they are unable to cut bunched cloth such as sheets or pants.
ROOM CONFINEMENT: The involuntary restriction of a youth alone in a cell, room, or other area.

SEXUAL ABUSE: The definition of sexual abuse varies among jurisdictions due to differences in
criminal laws. The definition of sexual abuse in the Prison Rape Elimination Act juvenile facility
standards appears at 28 CFR § 115.5. This term does not include consensual sexual contact between

youth, although facilities may prohibit such behaviors per the rules of the institution

SEXUAL HARASSMENT: The definition of sexual harassment varies among jurisdictions due to differences
in criminal laws. The definition of sexual harassment in the Prison Rape Elimination Act juvenile
facility standards appears at 28 CFR § 115.5. This term does not include consensual sexual contact

between youth, although facilities may prohibit such behaviors per the rules of the institution.

SUICIDE RESISTANT: Objects or spaces designed or outfitted to significantly reduce or eliminate the

likelihood that a youth can use the object or space to harm himself or herself.

TRANSGENDER: A person whose gender identity (i.e., internal sense of feeling male or female) is

different from the person’s assigned sex at birth.

TRAUMA: An event or events in which the individual experiences the actual or perceived threat of death or

bodily violation, directly or as a witness, as a result of acts of commission or omission by other persons.
UNIVERSAL SAFETY PRECAUTIONS: Practices designed to prevent transmission of infections through

blood or other bodily fluids (including HIV and Hepatitis B). The precautions are used for all people

in the facility regardless of their diagnosis or presumed infection status.
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I. A qualified medical professional conducts a medical screening designed to
detect any urgent health needs and to identify ongoing health concerns that
require immediate attention. Qualified medical professionals conduct the
screening in a confidential setting immediately upon the youth’s admission.
Female health professionals are available to conduct the screening for girls.

[]

[]

a. The medical screening includes questions about:

() Current medical, dental and mental health problems or complaints.

(2) Recent injuries or physical trauma.

(3) Current medications needed for ongoing conditions and other
special health needs.

(4) Allergies to medicines, foods, insects and other aspects of the
environment, as well as any special health requirements (e.g.,
dietary needs).

(5) Current infectious and communicable diseases, including symptom
screening for tuberculosis and other communicable illnesses.

(6) Recent engagement in illegal use of drugs or alcohol, drug or
alcohol withdrawal symptoms and any recent hiding of drugs
in the youth’s body.

(7) Current gynecological problems and pregnancies.

(8) Names and contact information for physicians and clinics treating
youth in the community.

HE NN NN
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(9) The name and contact information of an adult family member or
guardian who can provide information about a youth’s health and
mental health history, Medicaid and health insurance information
and consent to medical treatment for the youth, if necessary. [Also
listed at I(H)(1).]

[]
[]

(10) Whether the youth has any current medical problems he or she
would like to talk to a doctor about.

[]
[]

[]
[]

b. Observation of:

[]
[]

() State of consciousness, sweating, or difficulty breathing.
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Does not
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(2) Signs of recent physical trauma, injuries, or other physical problems.

[]

[]

(3) Signs of alcohol or drug intoxication or withdrawal.

(4) Mood, general appearance, awareness of surroundings, difficulties
communicating and other signs of mental health problems or suicide
risk, including emotional distress, signs of post-traumatic stress,
evidence of self-injury (e.g., cutting), crying, or rocking.

(5) Physical disabilities, including vision, hearing, or mobility limitations.

(6) Signs of intellectual, developmental, or learning disabilities.

(7) Condition of skin, including evidence of trauma, bruises, lesions,
jaundice, rash, infestation (e.g., lice, scabies) and needle marks or
other indications of drug use.

I O I R I B

I O I R I B

2. A qualified medical professional conducts a screening to identify youth
who may be at risk of suicide in a confidential setting upon the youth’s
admission. The screening determines the following: [Also listed at I1(F)(1).]

a. Whether the youth was a medical, mental health, or suicide risk during
any prior period of confinement.

b. Whether the arresting or transporting officer has any information that
indicates the youth is a medical, mental health, or suicide risk.

c. Whether the youth has ever attempted or considered suicide.

d. Whether the youth is or has been treated for mental health or
emotional problems.

e. Whether the youth has recently experienced a significant loss
(relationship, death of family member/close friend, job, etc.).

f. Whether the youth has a family member or close friend who has ever
attempted or completed suicide.

g. Whether the youth is thinking of hurting or killing himself or herself.

h. Whether the youth feels like there is nothing to look forward to in the
immediate future.

N Y Y Y 1 I O e I
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i. Whether the youth’s physical appearance suggests a risk of suicide,
such as evidence of self-injury, crying, or rocking.

[]

[]

3. Staff conduct a standardized mental health screening (such as the
MAYSI-2) that is validated for the population being screened to
identify youth who may need prompt mental health services. Staff
conduct the mental health screening in a confidential setting upon
the youth’s admission.

[]

[]

4. Youth who are limited English proficient receive screenings by qualified
medical professionals and staff who are linguistically and culturally
competent to conduct such screenings. If such individuals are not
available, the facility obtains interpretation or translation services.

5. After screenings described above, staff or qualified medical
professionals promptly refer the following youth for needed services in
the time frames noted below.

a. Youth who are unconscious, semiconscious, bleeding, mentally
unstable, intoxicated or withdrawing from drugs or alcohol, actively
suicidal or self-injurious, report having recently swallowed or ingested
illegal drugs, or otherwise in need of urgent care are referred
immediately for and receive timely care.

b. Youth who are identified as having significant medical needs are
immediately referred for and receive an expedited medical follow-up
within 24 hours or sooner if medically necessary.

c. Youth who have any obvious or gross dental abnormalities, dental pain,
or other acute dental conditions that may have an adverse effect on the
youth’s health are immediately referred to a dentist and receive prompt
dental care.

d. Staff immediately place youth identified as needing further evaluation
for suicide risk or other acute mental health conditions on constant
observation until they can be formally assessed by a qualified mental
health professional. Staff promptly contact a qualified mental health
professional in order to develop an emergency intervention plan for
such youth and a qualified mental health professional conducts an
assessment within 24 hours. Only a qualified mental health professional
may remove a youth from constant observation. [Also listed at [I(F)(2).]

e. Youth who are identified as requiring additional medical or mental
health follow-up for reasons other than significant medical or mental
health needs or suicide risk are immediately referred for and receive
an assessment by a qualified medical or qualified mental health
professional, as appropriate.
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f. Youth who are identified upon initial screening or at a later date as
having experienced prior sexual victimization or who previously
perpetrated sexual abuse are offered a meeting with a qualified mental
health professional within 72 hours. [See also standard I(E)(2)(m).]

[]

[]

6. Youth on prescription medications have their medications continued

without interruption unless a qualified medical professional determines
that continuing the medication is clinically inappropriate after
consultations with the youth’s treating physician and the parent and
youth about the reasons that he or she believes that the medication may
be inappropriate. Medication continuity decisions are made through a
same-day evaluation by a physician or psychiatrist or appropriate phone
consultation between a nurse and a physician or psychiatrist, or sooner if
medically necessary.

Staff document:

a. Disposition of the youth, such as referral to emergency medical or
mental health services, or referral to non-emergency health or mental
health services.

b. The date and time screenings are completed and the signature and title
of the person(s) completing the screening.

c. Any information provided to facility staff on the youth’s medical or
mental health needs intended to inform housing, programming, or
supervision decisions.

. The facility develops and implements written policies, procedures and

actual practices, in conjunction with the health authority, that ensure
sufficient supervision of youth identified with potential medical problems
(e.g., diabetes, asthma) until youth receive full health assessments.

. If youth or staff identify a potential need for medical or mental health

care, staff refer youth for evaluation by qualified medical or qualified
mental health professionals before the end of their shift.

All youth receive a full health assessment soon after admission and in no
case later than one week after admission.
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2. Aregistered nurse, nurse practitioner, physician’s assistant, or physician
performs the full health assessment, with physician co-signature as D D
required by law. Female medical staff are present during a physical
examination of a girl.

3. The full health assessment includes:

a. Review of screening results and collection of additional data to
complete medical, dental and mental health histories.

o

. Review with the parent or guardian (by phone or in person) of the
health and mental health needs of the youth.

c. Recording of height, weight (and body mass index), pulse, blood
pressure, temperature and results of other tests and examinations.

d. Full medical examination, including vision and hearing exams and
observations of any signs of physical abuse or injury.

O o)
O oo OO

e. Performance of screening and lab tests consistent with age and gender
specific recommendations of the American Association of Pediatrics,
the Guidelines for Adolescent Preventive Services (GAPS) program from
the American Medical Association and the U.S. Preventive Services
Task Force (USPSTF) and other tests and examinations as appropriate
(consistent with state law regarding HIV testing).

[]
[]

f. Review of immunization history and scheduling or provision of needed
updates in accordance with the Advisory Committee on Inmunization D D
Practices (ACIP) guidelines.

g. Pregnancy tests for sexually active females and gynecological exams
for females when clinically indicated by an assessment by a qualified D D
medical professional and conversation with the youth.

h. Testing for sexually transmitted infections (STls), subject to the
limitations on gynecological examinations outlined above. [See also D D
standard 11(B)(3)(g).]

i. History of potentially preventable risks to life and health including D D
smoking, illegal use of drugs and alcohol and unsafe sex practices.

j. History of services for intellectual, developmental, or learning disabilities. D D
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k. History of psychiatric hospitalization and outpatient treatment
(including all past mental health diagnoses).

[]

[]

I. History of current and previous use of psychotropic medications.

m. History of traumatic brain injury or seizures.

n. Inquiry about symptoms of post-traumatic stress.

o. Inquiry about recent injuries or exposure to physical trauma.

p. Inquiry into current self-harming behavior and suicidal ideation.

g. Identification of medical needs related to a youth’s identification as
transgender or intersex.

r. Review of the results of medical examinations and tests by a qualified
medical professional and initiation of treatment as indicated.

s. Contact with the youth’s qualified medical professional(s) in the
community as needed to ensure continuity of medical treatment.

Uy o)t
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. Youth who are limited English proficient receive health assessments

by qualified medical professionals who are linguistically and culturally
competent to conduct such screenings. If such individuals are not
available, the facility obtains interpretation or translation services.

[]

[]

. Staff refer youth identified through the assessment as needing mental

health follow-up to a qualified mental health professional. A qualified
mental health professional sees the youth within 24 hours or sooner if
necessary to provide appropriate assessments and treatment as needed.
Staff never place youth who demonstrate a risk of self-harm in room
confinement unless approved by a qualified mental health professional.

Qualified medical professionals provide evaluation and treatment for
potential needs discovered during the screening and assessment of youth
and for youth with potential medical needs that arise after admission.
Evaluation and treatment meet or exceed the community level of care.
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2. Qualified medical professionals develop service plans for youth with D D
identified medical needs.

3. Youth have 24-hour access to emergency medical care, including
transportation to those services, through on-site staff, by contract, or D D
by way of other immediately available services.

4. Physicians who have residency training in managing general internal
medical conditions (internal medicine, family practice, pediatrics)
provide chronic disease care. Youth with HIV receive care from a
physician with special training in HIV or from a physician’s assistant or
advanced practice nurse who is overseen by a physician with special
training in HIV. [See also standard I1(C) (18) (g).]

[]
[]

5. The facility develops and implements written policies, procedures and
actual practices to ensure that:

a. Youth have the opportunity to consult with a qualified medical
professional every day.

b. Youth may request to be seen without disclosing the medical reason to
non-medical staff and without having non-medical staff evaluate the
legitimacy of the request.

c. Youth requesting consultation with a health professional see a qualified
medical professional in a space designated for medical evaluations.

d. Youth have immediate access to necessary medications such as
asthma inhalers and epinephrine autoinjectors, if medically ordered.
[Also listed at 11(G)(4) ]

6. The facility has sufficient service hours of qualified medical
professionals to timely meet the needs of youth in the facility, including
scheduled on-site services.

7. The facility has private areas for medical examinations and youth with
special medical needs.

8. The facility has designated areas and policies for separating youth from
the general population for medical reasons.

9. The facility does not use health care beds to handle overcrowding.

10. Female health professionals are available for health services for detained
girls, including transgender girls.

HEnEE NN NN
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Youth housed in a facility infirmary are admitted only by a qualified
medical professional and the infirmary has 24-hour staffing by
qualified medical professionals, with 24-hour on-call physician staffing.

[]

[]

. Facility staff provide notification to and obtain consent from parents or

guardians for treatment of youth with serious medical or psychological
problems, consistent with state law. If youth are admitted to a hospital,
written policies, procedures and actual practices ensure that staff notify
parents or guardians within one hour of the hospitalization.

. Staff allow parents or guardians to visit youth who are hospitalized

absent specific security reasons.

. Youth receive comprehensive, evidence-based, medically accurate and

confidential family planning services (including services pertaining to
abortion), consistent with state law, including counseling and referral to
community providers. Qualified medical professionals offer youth victims
of sexual abuse timely information about and timely access to emergency
contraception and sexually transmitted infections prophylaxis, in
accordance with professionally accepted standards of care, where
medically appropriate.

. Pregnant girls receive prompt prenatal care, including physical

examinations, nutrition guidance, child birth and parenting education,
counseling and provisions for follow up care. Qualified medical
professionals develop a plan for pregnant girls that includes direct
communication of medical information and transfer of medical records
regarding prenatal care to the obstetrician who will be providing
prenatal care and delivery in the community. Unless mandated by state
law, birth certificates and registries do not list the detention facility as
the place of birth.

. Youth receive regular health education and training in self-care skills,

including family planning, personal hygiene, nutrition, preventive
health care, sexually transmitted infections (STIs) and STI prevention,
stress and post-traumatic stress management, drug/alcohol/tobacco
education and physical fitness. All youth receive health education
relevant to their particular health needs from qualified individuals.

The facility, in consultation with the local public health authority, develops
and implements written policies, procedures and actual practices to ensure
that youth receive education about, detection of and treatment for STls,
subject to the limitations on gynecological examinations outlined above.
[See also standards I1(B) (3)(g) and I1(B) (3)(h).]
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18.

The facility, in consultation with the local public health authority,
develops and implements written policies, procedures and actual
practices to ensure that:

[]

[]

a. Upon entry to the facility, all youth receive information on HIV/AIDS
and HIV testing.

[]

[]

b. Qualified medical professionals screen youth for HIV only after notifying

the youth that an HIV test will be performed unless he or she declines
(opts-out). HIV testing is voluntary and free from coercion. Staff obtain
any consents from parents or guardians where required by law.

c. Qualified medical professionals provide HIV test results in a
confidential and timely manner. Qualified medical professionals
communicate results in a manner similar to other serious diagnostic
or screening tests. Qualified medical professionals clearly explain
test results to the youth. Youth with positive results receive
notification in person in a private setting.

d. Qualified medical professionals follow all applicable state and local laws

and regulations related to reporting of HIV/AIDS cases.

e. Staff do not automatically segregate youth with HIV.

f. Staff limit the sharing of confidential information regarding youth
with HIV to those who need the information to provide for the safety,
security, health, treatment and continuity of care for youth, consistent
with state law.

g. A physician or other advanced level provider with special training in HIV
manages youth with HIV, initiating and changing therapeutic regimens
as medically indicated. Youth receive appropriate treatment for HIV/AIDS,
including HIV prevention counseling; referral for mental health support;

a medical evaluation; referral to an HIV provider or specialist, where
indicated; expedited care in special clinical circumstances; access to
antiretroviral medications; scheduled assessment and routine follow-
up with a provider who has experience with HIV; and linkages with
community-based resources upon release. [See also standard I1(C)(4).]

. Staff allow youth to wear their own eyeglasses or contact lenses unless

the eyeglasses or contact lenses pose a threat to the security of the
facility. If staff do not allow youth to wear their own eyeglasses or
contact lenses, medical staff provide youth with replacements. Medical
staff also provide eyeglasses or contact lenses to youth if a vision
examination indicates the need for them and a youth does not already
have eyeglasses or contact lenses.
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20.

For youth who have long-term stays at the facility who have substance
abuse problems, qualified medical professionals provide screening and
psychoeducation and arrange for youth to receive the care they need.

[]

[]

2l.

The facility develops and implements written policies, procedures and
actual practices to ensure that youth who are or have been victims of
sexual abuse receive appropriate services. These services may include
the collection of evidence, pregnancy testing, provision of timely and
comprehensive information about and timely access to all lawful
pregnancy-related medical services, testing for STls, evaluation for
counseling and referral to the rape crisis medical staff at the local hospital,
referral for ongoing counseling from a provider trained in supporting sexual
abuse survivors, reporting to the facility administrator and reporting to
child protective authorities. The facility develops and implements written
policies, procedures and actual practices to ensure that staff understand
and respond sensitively to the psychological impact of sexual abuse.
Female medical staff are available to examine girls in these situations.

22.

The facility develops and implements written policies, procedures
and actual practices to ensure that qualified medical professionals
question youth reporting to the health unit outside of hearing of other
staff or youth, regarding the cause of any injury. If the qualified medical
professional suspects abuse, the provider immediately takes steps to
preserve evidence of the injury, documents any injury in the youth’s
medical record and follows applicable mandatory reporting laws.

23.

Physical evaluation occurs in private and in a room with an examination
table, adequate space and adequate light and equipment that is
necessary in order to perform clinical examinations.

24.

Staff provide transgender youth with access to medical and mental
health care providers who are knowledgeable about the health care
needs of transgender youth and appropriate medical and mental health
treatment. Medical staff consult with the youth’s medical providers
and continue to provide the youth with transition-related therapies
and treatments that are medically necessary according to the youth’s
provider and accepted professional standards.

Qualified mental health professionals provide services for significant
mental health needs discovered during the screening and assessment of
youth and for youth with significant mental health needs that arise after
admission. Services meet or exceed the community level of care and are
tailored to be appropriate for the length of time the youth is expected to
stay in the facility.
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2. Youth who may have significant mental health needs (e.g., youth who
have been identified as needing further evaluation by the facility’s mental
health screening) receive an assessment by a qualified mental health
professional. The facility provides ongoing mental health services in
accordance with a service plan appropriate to a detention setting. The
service plan includes:

[]

[]

a. ldentification of the mental health needs to be addressed.

b. Any medication or medical course of action to be pursued.

c. Planned activities to monitor the efficacy of any medication or the
possibility of side effects using standardized measures or checklists.

d. A description of any behavioral management plan or strategies to be
undertaken and the specific goals of the intervention(s).

e. A description of any counseling or psychotherapy to be provided.

f. A determination of whether the type or level of services can be provided
in the detention center and, if services cannot be provided, a plan for
securing such services or transferring the youth to a different setting.

g. A plan for monitoring the course of services, including consultation
with the youth’s family members about the youth’s progress.

O ooty

h. Any necessary modifications to the standard use of force, restraint
and room confinement procedures (e.g., a youth who has been sexually
abused or experienced other trauma may need to be restrained
differently than other youth).

HE N RN

[]

3. Youth have 24-hour access to emergency mental health services and
transportation to those services through on-site staff, by contract, or by
way of other immediately available services.

[]
[]

4. The facility has sufficient service hours of qualified mental health
professionals to timely meet the needs of youth in the facility, including D D
scheduled on-site services and the ability to provide timely telephone and
in-person response to youth who have been placed on room confinement.

5. Qualified mental health professionals have training on and are
knowledgeable about the assessment of mental health disorders, trauma D D
and suicide risk among adolescents and age-appropriate interventions.
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6. Qualified mental health professionals develop individual mental health
treatment plans for youth with significant mental health needs who are
under the care of a mental health provider prior to their admission.

[]

[]

7. If the facility relies on staff who are not qualified mental health
professionals to provide any mental health service otherwise permitted
by state law (e.g., screening interviews), the responsible mental health
authority for the facility approves such staff and ensures that they have
received adequate training in identifying and interacting with individuals
in need of mental health services. [Also listed at V(C)(10).]

8. Qualified mental health professionals work with direct care staff and
other non-clinical staff in the facility, providing guidance, insight
and direction on managing the needs and understanding the behavior
of youth with disabilities, post-traumatic stress, mental illness, or
behavioral health disorders, on a need-to-know basis consistent with
the requirements of patient-provider confidentiality.

9. The facility has a documented agreement with one or more community
service providers that are able to provide youth with confidential
emotional support services related to sexual abuse. If such services are
unavailable in the community, the facility maintains documentation of its
attempts to locate and arrange for such services.

I. Youth receive a full dental examination within 30 days of admission by
alicensed dentist (and every six months thereafter) unless the facility
obtains information that the youth received a dental examination within
the previous six months. The examination includes:

a. Taking or reviewing the dental history.

b. Charting teeth.

c. Examining hard and soft tissue in the dental cavity with a mouth mirror
and explorer.

d. Taking X-rays needed for diagnostic purposes.

e. Documenting the exam in a uniform dental record.

O OO O

O OO O
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2. The facility provides youth with a full range of services that in the
dentist’s judgment are necessary for proper dental health, including use D D
of topical fluorides, fillings and extractions.

3. The facility has sufficient service hours of dental services to timely meet D D
the needs of youth in the facility.

4. Youth have 24-hour access to medical care for emergency dental conditions
and transportation to those services, through on-site staff, by contract, or D D
by way of other immediately available services. Services include prompt
pain control and immediate referral to a dentist.

5. Dental professionals conduct examinations in an appropriately equipped
area of the facility, or the facility transports youth to another site in the D D
community for dental services.

6. Dental professionals or dentally-trained health professionals provide oral D D
hygiene instruction and education to youth within two weeks of admission.

. The facility conducts a screening to identify youth who may be at risk of
suicide in a confidential setting upon the youth’s admission. The screening
determines the following: [Also listed at 1I(A)(2).]

a. Whether the youth was a medical, mental health, or suicide risk during
any prior period of confinement.

b. Whether the arresting or transporting officer has any information that
indicates the youth is a medical, mental health, or suicide risk.

c. Whether the youth has ever attempted or considered suicide.

d. Whether the youth is or has been treated for mental health or
emotional problems.

e. Whether the youth has recently experienced a significant loss
(relationship, death of family member/close friend, job, etc.).

f. Whether the youth has a family member or close friend who has ever
attempted or completed suicide.

g. Whether the youth is thinking of hurting or killing himself or herself.

h. Whether the youth feels like there is nothing to look forward to in the
immediate future.

U o ooy oy O
HEEEA RN
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2. Staff immediately place youth identified in the admissions screen as

needing further evaluation for suicide risk or other acute mental health
conditions on constant observation until they can be formally assessed by
a qualified mental health professional. Staff promptly contact a qualified
mental health professional in order to develop an emergency intervention
plan for such youth and a qualified mental health professional conducts an
assessment within 24 hours. Only a qualified mental health professional
may remove a youth from constant observation. [Also listed at [1(A)(5)(d).]

. Staff refer all incidents of self-harm or attempted self-harm (e.g.,

cutting) to qualified medical and mental health professionals. Following
any incident of attempted or actual self-harm, qualified mental health
professionals prepare a detailed care and support plan for the youth.

. Staff investigate all incidents of actual and attempted self-harm and

institute remedial measures to prevent similar occurrences in the future.

. Staff encourage youth who are at risk of self-harm to participate in
activities and programs unless staff cannot manage their behavior safely.

. The facility develops and implements written policies, procedures and

actual practices to ensure that:

a. All staff working with youth receive pre-service and annual training on
recognition of behavioral and verbal cues indicating vulnerability to
suicide and what to do in case of suicide attempts or suicides (e.g., the
use of a rescue tool for youth hanging). [Also listed at V(C)(4)(g)(3).]

[]

[]

b. The admissions screening addresses suicide risk through interview
questions and observation.

c. Qualified mental health professionals evaluate suicide risk.

d. Youth at risk of suicide receive prompt evaluation and frequent follow-
up by qualified mental health professionals, including a determination
of whether hospitalization is necessary.

e. Staff document contemporaneously the monitoring of youth on suicide
precautions in a suicide precaution log or some other centralized record.

f. Staff place actively suicidal youth on constant observation or transfer
youth to a mental health facility.

o OO O

o OO O
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g. Staff place youth on close observation if they are not actively suicidal
but express suicidal ideation (e.g., expressing a wish to die without a
specific threat or plan), if the youth has a recent prior history of self- D D
destructive behavior, or if a youth denies suicidal ideation or does
not threaten suicide but demonstrates other concerning behaviors
indicating the potential for self-injury.

h. Mental health professionals provide clear, current information about D D
the status of youth on suicide precautions to staff supervising youth.

i. Staff do not substitute supervision aids, such as closed circuit television D D
or placement with roommates, for close or constant observation.

j. Staff engage youth at risk of suicide in social interaction and do
not place them in room confinement. Youth on all levels of suicide D D
precautions have an opportunity to participate in school and activities
(e.g., with the one-on-one staff person).

k. Youth on suicide precautions are not clothed or housed in degrading,
embarrassing, or uncomfortable garments or environments, or left
naked. Youth are not clothed in garments that identify the youth
as being on suicide precautions when they are outside of their D D
rooms. Qualified mental health professionals make individualized
determinations about the appropriate circumstances for youth on
suicide precautions, including any use of special clothing.

|. Staff do not automatically strip search youth on suicide precautions D D
unless the youth is being changed into a safety smock.

m. Only a qualified mental health professional releases a youth from
suicide precautions or lowers a youth’s level of precautions. Mental D D
health professionals return youth to normal activity as soon as it is
possible and safe to do so.

n. Youth released from suicide precautions have an individualized
plan of care developed by a qualified mental health professional
that is followed by qualified mental health professionals and all staff D D
who come into contact with the youth. Staff provide enhanced or
heightened supervision required by the plan.

o. Staff notify parents or guardians and attorneys of record any time
ayouth is placed on constant observation as a suicide precaution D D
within 24 hours of the youth being placed on constant observation.

p. Staff encourage youth on suicide precautions to visit with family
members and other supportive individuals. Staff do not deprive youth D D
on suicide precautions of visitation opportunities.
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7. Rescue tools are available on each living unit. Staff can quickly access the
rescue tool and are trained in its use.

8. Written policies, procedures and actual practices provide that staff
document and conduct a mortality-morbidity review and debriefing for
every completed suicide and suicide attempt.

I. Qualified medical or mental health professionals regularly monitor
and document observations of youth on psychotropic or other regular
medications.

2. Only such personnel as are authorized by state law and who have been
properly trained administer medications to youth.

3. Staff administer medications under circumstances that protect the
youth’s medical confidentiality (i.e., not in a public space).

4. Youth have immediate access to necessary medications such as asthma
inhalers and epinephrine autoinjectors, if medically ordered. [Also listed

at 11(C)(5)(d) ]

5. The medical authority complies with state and federal regulations
regarding procuring, prescribing, dispensing, administering and
disposing of pharmaceuticals. The facility develops and implements written
policies, procedures and actual practices to cover:

[]

[]

a. Development and regular updating of a list of drugs intended to be
kept in stock on site for immediate use when needed.

b. Procurement, dispensing, distribution, accounting, administration and
disposal of pharmaceuticals.

c. Maintenance of records needed to ensure control of and accountability
for medications.

d. Secure storage of and accountability for DEA-controlled substances,
needles, syringes and other abusable items.

e. Methods for notifying the responsible practitioner of impending
expiration of drug orders to facilitate review and continuity of medication.

f. Requirement of an order by an authorized professional for
administration of medication.

I I R e N R R
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g. Clear statement that drugs are not to be administered in the facility as a D D
means of disciplinary control.

h. Maintenance of all medications under control of appropriate staff
members except for self-medication programs approved by the
responsible physician (e.g., for emergency management of a condition).

i. Elimination of outdated, discontinued, or recalled medications from
drug storage and medication areas.

j. Continuity of medication when youth enter and leave the facility.

6. Psychiatrists evaluate youth who are prescribed psychotropic medications
shortly after admission, after any change in psychotropic medications and
at least every 30 days. Psychiatrists advise other service providers within
the facility, as appropriate.

HE NN
HE NN

7. Staff store medications in proper environmental conditions (e.g.,
temperature, light, moisture, ventilation), with attention to safety
(separation of medications for external versus internal use) and security.
Staff store medications requiring refrigeration in a refrigerator dedicated
solely to medication.

[]
[]

8. Qualified medical professionals maintain an adequate supply of easily
accessible emergency medications (e.g., autoepinephrine injectors). Staff D D
have easy access to information about what to do in case of overdoses or
toxicological emergencies (e.g., the phone number of poison control).

I. At admission, staff obtain the name and contact information of an
adult family member or guardian who can provide information about a
youth’s health and mental health history, Medicaid and health insurance D D
information and consent to medical treatment for the youth, if necessary.
[Also listed at 11(A)(3)(2)(9).]

2. Medical and mental health examination and services conform to state
laws for informed consent and the right to refuse treatment. The facility D D
develops and implements written policies, procedures and actual
practices to ensure that:

a. Qualified medical and qualified mental health professionals obtain
informed consent from youth and/or parents or guardians as required D D
by law and honor refusals of treatment.
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b. Qualified medical and qualified mental health professionals obtain
informed consent from youth who are above the age of I8 before
reporting information about prior sexual victimization that did not occur
in an institutional setting.

[]

[]

c. Where qualified medical or mental health professionals believe that
involuntary treatment is necessary, the treatment is conducted in a
hospital and not at the facility after compliance with legal requirements.

d. Staff responsible for obtaining informed consent understand who
can consent to what procedures depending on the type of care and
the age of the child, including situations in which youth are allowed
to consent to certain medical and mental health services on their
own (e.g., reproductive health services).

e. Staff document the youth and parents’ or guardians’ consent or refusal
and counseling with respect to treatment, in youth’s medical records.

. Facility staff obtain informed consent using a language that is

understandable to the youth and his or her parent or guardian.

. Injurisdictions where youth need parental consent to obtain an abortion,

medical staff inform youth about the requirement and any alternative
ways of satisfying the requirement (e.g., having the youth’s attorney
seek judicial permission to proceed without parental consent).

The facility develops and implements written policies, procedures and
actual practices to ensure that access to confidential information is
limited to those staff with a demonstrable need to know consistent with
applicable state and federal laws. The facility develops and implements
written policies, procedures and actual practices to ensure that staff
share information where appropriate to provide for safety, security,
health, services and continuity of care for youth. If the facility is a
covered entity under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), the facility complies with HIPAA’s laws and
regulations. [See also standard I(F)(7).]

. Staff record medical, mental health, substance abuse and dental

information in individual health and mental health records. Staff treat
such information as confidential.

. Staff advise youth about the limits of confidentiality prior to initiating

any medical or mental health services.
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4., Staff keep medical, mental health, substance abuse and dental records
separately from confinement records. Medical, mental health, substance
abuse records are not used for the purposes of making a finding of
delinquency under any circumstances. Such records are only used for D D
determining an appropriate disposition with the consent of the youth and
his or her parent after the youth has the opportunity to consult with his
or her attorney.

5. Staff maintain a record for each child that includes screening forms,
assessment records, findings, diagnoses, services, prescribed medications
and records of administration, lab test records, consent or refusal forms, D D
insurance information, discharge summaries and reports from other health
providers (e.g., dental or psychological).

6. The facility has a written policy that it will inform the youth and his or her
attorney upon receipt of a subpoena or court order for the youth’s medical D D
or mental health records prior to disclosing the records in response to the
subpoena or court order.

7. The facility provides youth and parents or guardians with access to a youth’s
health and mental health records where youth and parents or guardians are D D
entitled to access them under applicable state and federal laws.

I. There is a responsible health authority accountable for health and mental
health services pursuant to a contract or job description. If the health
authority is not led by a physician, the health authority ensures that licensed
medical professionals make all clinical medical decisions. If the facility’s D D
mental health services are under a different authority than that the authority
for medical services, a psychiatrist, psychologist, or psychiatric social
worker is responsible for clinical mental health services at the facility.

2. The health authority develops, approves, reviews and revises at least
annually, the written policies, procedures and actual practices regarding
medical and mental health care to ensure compliance with federal and D D
state law and generally accepted professional practices, as well as to
resolve any barriers at the facility that may impede access to care.

3. There are adequate qualified medical and mental health professionals
who are linguistically and culturally competent to address the specific D D
needs of limited English proficient youth. If such individuals are not
available, the facility obtains interpretation or translation services.

4. Written job descriptions define the duties and responsibilities of D D
personnel providing health and mental health services in the facility.
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5. Qualified medical and qualified mental health professionals are
professionally licensed or certified as required by state law to perform
the functions required in their respective positions.

[]

[]

6. The health authority employs a quality assurance and continuous quality
improvement program that evaluates the quality of medical and mental
health services offered using assessments of both process and outcomes.
The health authority develops corrective action plans to address any
identified deficiencies.

[]

7. Facility administrators and the health authority consider grievances
related to health care and mental health services as part of ongoing
quality improvement activities.

8. The health authority and facility administrator approve a written plan
for medical and mental health emergencies and review the plan at
least annually.

9. All newly qualified medical and qualified mental health professionals
who provide services to youth in the facility receive an immediate basic
orientation prior to any patient contact that covers, at a minimum, relevant
security and health services policies and procedures, response to facility
emergency situations, the staff member’s functional position description
and youth-staff relationships. Completion of the orientation program is
documented and kept on file.

10. Within 90 days of employment, all full-time qualified medical and qualified
mental health professionals who provide services to youth in the facility
complete an in-depth orientation that includes, at a minimum, all health
services policies not addressed in basic orientation, health, gender- and
age-specific needs of the youth population, infection control, including
the use of universal safety precautions and confidentiality of records and
health information. Completion of the orientation program is documented
and kept on file.

Il. All qualified medical and qualified mental health professionals who
provide services at the detention facility receive continuing education
of at least 12 hours annually in courses relevant to their positions (and
as required by state law) and those with patient contact are current with
CPR training.

12. All full- and part-time medical and mental health professionals have been
trained in:

a. How to detect and assess signs of sexual abuse and sexual harassment.

[]

[]

b. How to preserve physical evidence of sexual abuse.

[]

[]
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c. How to respond effectively and professionally to juvenile victims of D D
sexual abuse, sexual harassment and sex trafficking.
d. How and to whom to report allegations or suspicions of sexual abuse D D

and sexual harassment.

13. The health authority ensures that staff who conduct mental health
admission screenings are properly trained to fulfill those duties. [Also D D
listed at V(C)(I1).]

14. To the extent that the facility’s medical or mental health professionals
are responsible for investigating allegations of sexual abuse, they
follow a developmentally appropriate and uniform evidence protocol D D
that maximizes the potential for obtaining usable physical evidence for
administrative proceedings and criminal prosecutions.

15. Qualified medical and mental health professionals receive the training
mandated for staff or for contractors and volunteers in the Training and D D
Supervision section of the standards, depending upon their status at the
agency. (Additional detail on PREA compliance at 28 CFR § 115.335.)

16. The facility offers medical and mental health services to youth free D
of charge.

I7. The facility does not employ or contract with medical or mental
health providers that attempt to change a youth’s sexual orientation D
or gender identity.

18. The facility employs Universal Safety Precautions to prevent the
transmission of bloodborne pathogens and pathogens from other D D
bodily fluids.

. Qualified medical or qualified mental health professionals prepare
discharge plans and provide follow-up or liaison services for youth who
have been held past their initial detention hearing and who have significant D D
health or mental health needs to ensure that youth leaving custody receive
continuity of care for ongoing illnesses or conditions.

2. Qualified medical or qualified mental health professionals ensure that the
youth and his/her fa