Farrell Ment al -PDB9%SitetVisit Iuxmpagyr t sd6 2008
January 9, 2010
Terry Lee, MD and Eric Trupin, PhD

The Farrell Mental Health Experts visited California Division of Juvehikgice (DJJ) facilities

to assess compliance with the Mental Health (MH) Remedial Plan. The MH Remedial Plan and
Standards and Criteria served as the guidelines for the site audits, but all aspects of mental health
treatment were considered. In addittorinformation gathered during site visits, site audit

reports utilized data and materials supplied by DJJ, and by the Office of the Special Master
(OSM) and the other Farrell subject experts. The dates of the site audits were-Rrlgston

18&19, 2008 CloseOctober 16, 2008, Chaderji@ctober 17, 2008, Ventwiaecember 1&2,

2008, DJJ Headquartedsnuay 8&9, 2009, SYCRCApril 16&17, 2009 and StarkOctober

2&3 andMay 7&8, 2009.

The first portion of this summary highhtg critical areafor MH reform. These critical areas
align with previously identified mental health prioritiebhe second part of this report provides
compliance ratings for standards and criteria items.

Areas of Substantial Compliance
1. DJJis in substantial compliance with thental health residential living unit maximum

size. The MH Remedial Plan calt® thelntensive Treatment Programs (ITPs) and
Specialized Counselingrograms (SCP$p have a maximum censak24youth which

is a reduction frona maximum o#8 youthin 2005. Intensive Behavior Treatment

Programs (IBTPs) are opening, and their censuses have been within the maximum of 16.
Psychiatric technicians have been added to residential mental health treatment units, and
nursing coverage has increased from 5 days per week. As discussed below,
psychologist and psychiatrist vacancies have been filled. The lower census and increased
staffing on residential mental health units have resulted in a lower population density and
improved staff to youth ratios. Theveronment on these less densely populated units is
calmer and less frenzied. Staff members are more familiar with youth and their

individual needs. Youth with history of MH unit placement before and after the change

in maximum census report that stafémbers have more time to talk to them. Youth also
report that mental health professionals meet with them more regularly, and are more
available for youtklrequested meetings outside of regularly scheduled appointments.

2. Except for an SCP at SYCRCC, DJ&tlae requisite number of residential mental health
treatment units as specified by the MH remedial plan. DJJ headquarters recently reported
that there were 2 youth in southern California awaiting SCP placement in southern
California. These youth wereperted to be receiving extra mental health attention in
their core treatment units while awaiting SCP placement, which is the specified
adjustment in the MH Remedial Plan. Some clinicians in southern California have also
reported that males, especiallyden the age of 18 years, occasionally have to wait for
SCP beds. Though the remedial plan requires DJJ to open an SCP at SYCRCC, the
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remedial plan also contemplated a reevaluation of the number of residential mental health
beds needed. DJJ has indicateat it intends to combine the ITP and SCP into a single
level of mental health care. The mental health experts are in agreement with this
proposal, which should simplify operations and provide morebiléy for placing youth

who requireresidentiaimertal health treatment bedGiven the total number of

residential mental health beds in southern California, combining of ITP and SCP levels of
care shoulchddress any residential mental health bed capacity conceénesMH experts

will continue to monitoresidential mental health treatment bed capacity.

. By providing pay parity with CDCR Adult Operations and Adult Programs, DJJ has filled
all psychology and psychiatry positions. In fact, the lower institutional population has

led to plans to reducée DJJ facility workforce, including mental health professionals.

DJJ has reviewed plans with the MH experts, and the MH experts feel that the proposed
eliminated positions in the facilities should not negatively impact MH care; DJJ should
still have suficient numbers of mental health professionals to treat its population, while
operating more efficiently.

a. One potential area of concern is covera
use agency psychiatrists for leave coverage will be monitongaigdilne next
round of audits.

b. Pay parity has attracted better qualified MH professionals; however, DJJ has
indicated that a reduction in force will be based on seniority, rather than requisite
skills. t i s therefore wuncl eldiedmantavhealta ny o f
professionals Vil be retained.

c. The aboveommenton MH staff reductionsefer to facility positions only. DJJ
is currently undergoing a review of Headquarters positi@wnereductiors in
DJJ MH HQ positions have been propodadt,theyhave not been reviewed in
detail with the MH experts. Some of these reductions, such as a reduction in the
number of MH training team positions, would require a modification in the MH
remedial plan. The MH experts will monitor the effects of ptsition
reductions, and review any additional proposed staffing changes.

. For more than a year, DJJ has been administering the-Woacmostic Interview

Schedule for Children ADISC) to new admissions at its main reception centers at
SYCRCC and Presto The DISC is a structured interview that uses D®BWriteria

to screen for mental health disorders. Youth hear questions through headphones while
reading them on a computer monitor, and respond through the computer keylioard.
method allows therto complete the DISC interview regardless of their reading skill
level. The VDISC has been researched in a number of settings, and its strengths and
weaknesses are relatively weltablished. DJJ has publishefimal V-DISC Report
based o northofgataa DJO rsoticed that a number of youth were rushing
through the WDISC, so the administration protocol was modified to provide more
monitoring. In addition, some facility psychologists have proposed modifying the



protocol further by administerg the \LDISC later in the admission process, when youth
are less inundated with screening questions and procedures. The mental health experts
support this modification. Excluding youth who completed tHeISC with

Ai mpl ausi bl e shosr,t0 gdunsitn iosvterrathiadnf toifmescr ee
for a mental health disorder. There was less variability between Preston and SYCRCC
on the UDISC data, relative to the SPAN. One would expect a structured instrument
such as the ADISC to yield highercrossfacility concordance than the SPAN, which uses
clinician-generated diagnoses. Based on tHeI8C study data, which included a
component of analyzing youth psychiatric medication use, DJJ is reconsidering
admission protocols, screening instrumeats] specific psychosocial and psychiatric
medication treatments for youth in DJJ facilities. The MH experts commend D&l men
health leadership atmeinitial analysis of th&/-DISC data and their plans to use-V

DISC datao improve evaluation and triaent procedures.

Areas of Less than Substantial Compliance
1. Suicidal behavior

a. The Mental Health Remedial Plan requires staff training on specialized
interventions such as Dialectical Behavior Therapy (DBT) for suicidal and self
harming behavior. DJJ currently does not have an organized treatment approach
for youth with suicidal andelfharm behavior. Since 2006, the MH experts have
urged DJJ to adopt and adapt DBT, or offer an alternative organized treatment, for
youth in its custody. In 2006, a form of DBT modified for residential juvenile
justice settings was presented to Behbership. This presentation was followed
with a proposal to provide DBT training to DJJ staff.

b. DJJ6s own ment al health | eadership, inc
Senior Supervising Psychiatrist, also endorsed DBT training for DJJ stadffe Th
has been no ment al health professional
Farrell v Cate who has recommended against the utilization of DBT in DJJ
facilities. During 3 years of not implementing DBT, DJJ has not proffered any
alternative orgazied approaches for treating youth with suicidal andrssiin
behavior.

c. The SPAR policy is an administrative policy. It must be paired with an effective
clinical intervention.In the California Department of Justice Deputy Attorney
General 6s November 17, 2009 Il etter to t
Focal Treatment Plan is proffered as a treatment for youth with suicidal and self
harming behavior. Unfortunately for the ybun DJJ custody, DJJ clinicians
acknowledge that the Individual Focal Treatment Plan is a form that contains

check boxes next to general assessment
intervention modalities (suchcfyas A beha
treatment or services that adhdrmiegss an i
behavior. The MH experts agree with DJ
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inadequacy of the Focal Treatment Plan. The Individualized Focal Treatment
Plan is not arganizedreatment; nor does it guide the behavior of other DJJ
staff to promote youth safe behavior and decrease the likelihood of future self
harm behavior.

d. The MH experts have identified the implementation of an effective treatment
program for suicidl and sekh ar mi ng behavi or as one of
Three years after the initial proposal]J recently entered into a contract with
Behavioral Affiliates, Inc to provide DBT training for suicidal and $&lfm
behavior. The DBT implementan plan is still under development, but there is
agreement between DJJ and the MH experts that there will be two pilot sites,
where all staff will learn and work in a mamre@nsistent with the DBT model.
Some number of nepilot site MH clinicians will éso participate in some level of
DBT training. According to DJJO0s Novem
visit 20089 summary draft, DBT pilot programs are scheduled for March 2010.

e. DJJ isimplemening a uniform definition of gicidal and setham behaviorfor
more accurate tracking of baseline levels, trends and effectiveness of
interventions.

f. DJJ reports the Suicide Prevention and Response (SPAR) Policy has been
implemented in all its facilities. According to DJJ, SPAR implementation has
resuted in a decrease in restrictive programming of youth, mainly as a result of
only allowing mental health professionals to place youth on suicide watch levels.
According to DJJ, some mental health professionals have also permitted less
restrictive programming for youth on suicide watch levels, but this is reportedly
not uniform. DJJ reports it is currently implementing a system for more
systematic trackingll youth programming; this will provide some information on
the programming of youth onigide Rik Reduction levels.

g. The current SPAR represents an improvement over its predecessor, but it
prescribes complex administrative procedures; the next iteration needs to be
simplified.

2. Integrated Behavioral Treatment Model (IBTM)

a. The Integrated Behavior Tagment Model is a rehabilitative approach required by
the Safety and Welfare Remedial Plan. The IBTM will provide a central guiding
vision for all DJJ staff, as well as a common language and treatment approach.
The DJJwide cognitivebehavioral program iV facilitate continuity of care as
youth transfer within DJJ facilities and after care. Without such an overarching
paradigm, it is inevitable, as we have observed, that various mental health
professionals use different approaches, and clinical arldyfataff will operate
independently, resulting inconsistent and uncoordinated care. Youth describe
significant variability in treatment techniques among clinicians. Just as



concerning, youth are typically unable to describe skills and goals thatréhey a
working on in treatment.

b. DJJ needs to convey a cohesive vision for rehabilitation with the IBTM.

Coordination and integration of treatments, and partnership among treatment team
members require considerable strengthening.

c. DJJ was to develop the IBTby August of 2007, produce a written description
and manual by November 15, 2008 and train of facility staff by August 15, 2009.

d. DJJ presented a brief written description of some IBTM values and philosophies
in early 2009. These values and philosophiese expaded in March of 2009,
but thisdescription of the IBTM still lacked specifics that would guide treatment
and rehabilitation services.

e. DJJ6s June 2, 2009 court subwmlagedi on con
documents. Attached to MichaelByjad s submi ssi on were two
(Exhibit A) appeared to be a set of working notes from the DJJ IBTM workgroup
and another (Exhibit B) was apparently developed by Orbis Paitiaelts]ld
contracted company.

i. Both appendices lacked the specificity requiite guide IBTM
implementation and assess the effectiveness of IBTM on reform.

ii. The submission of two IBTM documents (Exhibid Aoroduced by the
workgroup, and exhibit 8 by Orbis Partners) was by itself baffling. It
appears that there were two di#fat groups working on the IBTM
description in isolation from each other, effectively doubling the financial
and human resources allocated to the endeavor. The explanation for this
redundant effort was: AWhat the work
Partnersvas data that would aid them in the drafting of the DJJ IBTM
program description. What the workgroup got was far more than what it
anticipated and far different than was communicated to them would be
coming. O

ff.On July 2, 2009, tbrdeys emaned intb dneagrggd oadernt i f f s
wherein the Farrell Safety and Welfare, Sex Behavior Treatment and Mental
Health Experts, in consultation with DJJ, will draft the IBTM program
description, implementation plan and manual. The drafting has been ddlegat
Drs. Angela Wolf and Henry Schmidt IlI.

3. Licensed mental bedsin 2007, the MH experts reported that DJJ appeared to have
access to adequate numbers of acute and intermediate level of care licensed mental health
beds. However, the distribution ¢fet beds was not sufficient to meet the needs of all
youthinDJJcustodpJ J 6s i1 nitial response was to inc
and outside psychiatric facilities with a goal of improving access for the underserved
populations. There were repodfsencouraging progress from these negotiations, but any
progress has been insufficient to meet the all the needs of the underserved groups.



a. Males from northern California and females do not have adequate access to acute
licensed mental health b&dWhile there is some use of contracted licensed acute
mental health bed#he majority ofmales from northern California and females
are admitted to the Stark CT( he onlyacute licensed bealternative fomales
in northern California is Sierra Vistavhich rejects approximately 50% of DJJ
selected referrals; while 75% of northern California male admissions to licensed
beds are to the CTC and ICF in southern Califofseg 10/22/09 OSM memo to
the MH experts on licensed bed#)t Chaderjian, the pmary mental health
treatment facility in northern California, MH clinicians report that they are more
hesitant and will wait longer to refer youth to the CTC, relative to a licensed acute
mental healtbed resource in the north if better acaeested, beause of
concerns around moving youth away from their family support and the logistics of
transferring a long distance. There is often aaeelag in admitting youth from
northern California to the CTC. When interviewed in the CTyraber of
males fom northern California reported theydit | i ke bei ng admit
CTC because it is too far from their famil@sd support systemg\ll female
acute licensed mental health bed admissions between July 2008 and June 2009
were to the Stark CTC (see 20/09 OSM memo to the MH experts on licensed
beds). When females are admitted to the CTC, they are programmed separately
from males, because it is DJJ policy to not program males and &etogkther
on the CTC. There agelow number of females in DJJ meed of acute licensed
mental health care; unless there are two or more females on the CTC, females will
program aloneThe 10/22/09 OSM report also indicated that on average,
compared to males, females wait a day longer for admission to the CTC.

b. Malesand females with aggressiamd northern Californiamales do not have
access to intermediate level of licensed mental health beds. DJJ contracts with the
California Department of Mental Health (DMH) for Intermediate Care Facility
(ICF) beds on the grounds of SYCRCC. There lntsome improvement in
the I CF0s ability and willingness to ac
behavior, but there remain males who are not accepted, or even referred, to the
ICF. The contract with the ICF has not been changed to include fenfalese
were some females admitted to the DMH system but according to Ventura staff,
they were returned to DJJ because of disruptive behabidi.needs to develop
licensed mental health bed resources to treat the uaigiunserved
populations.The MHexperts recommend a mufironged approach involving
exploration of DJJ, DMH and contract provider resources to address deficiencies.
By report, DJJ recently beganeagaging potential partners for providing
licensed MH beds.

4. Mental health professiahpeer review and quality management processes will promote
more effective and uniform MH practices. Peer review processes will assess current



individual and aggregate clinician practice, and progress towards identified desired
clinical behaviors. Currgly, DJJ is not practicing MH peer review or quality

management. A mental health peer review process was developed, but not consistent
with Medical Peer Review. In general, the proposed MH peer review is more extensive
and involved, which will provide ore indepth information about MH clinician

functioning, and feedback to DJJ clinicians. DJJ has made the decision to harmonize the
Medical and Mental Health Peer Review processes. Given the variability in psychosocial
approaches, and idiosyncratic psypharmacological prescribing practices,

i mpl ementing peer review and quality manag
priorities.

. Use of Force (Uof a new Use of Force policy has been written and implemented.

While it is an improvement over tlodd policy, it still concentrates on administrative and
logistical steps for using force, without sufficiently emphasizing preventative or less
intrusive measures. Youth on the mental health caseload are disproportionately involved

in use of force incidats, including chemicalagent&®n Jul 'y 24, 2009, the
attorney requested that the Farrell Safety and Welfare, Wards with Disabilities Program
and Ment al Health Experts investigate DJJO

illness and/or mdal retardation. One would expect a decrease in use of force involving
youth on the mental health caseload after the implementation of DBT for suicidal and
seltharm behavior and the IBTM. Use of Force should be conceptualized as being one
aspect of behaor management and the Integrated Behavior Treatment Model.

. Disciplinary Decision Making System (DDM&)unfortunately, there are numerous
examples of youth with major mentlihess irappropriately given months and years of
time adds because of behauielated to their mental illness. A new DDMS policy has
been written, but certain mental health related elements have not been implemented
because they are being grieved. Like the new Use of Force Policy, the new DDMS
policy is an improvement over the olaut it remains more suitable for an adult prison
system. The new policy continues to emphasize negative consequences rather than
considering effective consequences in the
Negative consequences are just one gaaheffective treatment progr&DDMS

should be subsumed under the Integrated Behavior Tregiiosiel. A positive

outcomeof the new DDMS policy is that all time adds for youth on the mental health
caseload must be reviewed and approved by the DJJ R¥yehiatrist. DJJ headquarters
reports that one facility stopped sending time adds to headquarters for review, while
another facility was using an overly narrow definition of youth on the mbeatdih
caseloadafter detection by headquarters, thessctices are reported to have been
corrected. The MH experts will be monitoring adherence to this aspect of the policy.
With these initial DDMS policy implementatigsroblens in mind, the DJJ chief
psychiatrist nonetheless reports that there has bewmkaed reduction in the number of
time adds given to youth on the mental health caseload. In the November 17, 2009



Deputy Attorney General Letter to the MH experts, it is reported there has been an 85%
reduction in time adds for youth on the mental headeload since implementation of

the DDMS policy in April 2009.

. Family participation in mental health treatment can enhance the effectiveness of
treatment, and decrease the likelihood of recidivism. Family members can provide
important historical infanation, and encourage youth participation in MH treatment and
other rehabilitative efforts. Utilizing family strengths and addressing family needs, and
teaching family members about effective skills that youth have learned in DJJ custody
will promote skil generalization. Effective transition planning has been shown to
improve outcomes. Currently, family engagement is inconsistent throughout DJJ
facilities. Some facility superintendants have gone to great lengths in engaging families,
which in additiornto setting a positive model and tone in their facilities, results in strong
family involvement. Similarly, family engagement and involvement is second nature to
some DJJ MH clinicians. However, during this round of site visits, the MH experts
observed linted family involvement in mental health programming. The culture and
policies of DJJ do not effectively support consistent family involvement, and instead
sometimes create barriers to family participation in youth treatment. Expectations for
staff to irclude families are limited. The current DJJ records and data systems do not
provide for easy tracking of family contacts. Youth often report a desire for more family
contact and family therapy, including youth who have regular visits with family. The

MH experts strongly encourage increased family participation in MH treatment.

. Training in New Programs: DJJ undertook a major training effort in the areas of
Motivational Interviewing (MI), Aggression Replacement Training (ART) and suicide
education. T MH experts strongly support training in these areas, and Ml and ART are
effective interventions.

a. The suicide training was a generic educational training provided to all staff; when
asked, most DJJ mental health staff report that it was an appropriate training for
staff with no background in mental health. It is fine for DJJ to prdvickc
suicide taining forits entire staff, but until the recent commitment to undergo a
DBT pilot, there have been no trainings on effective treatments or approaches for
youth with suicidal and setiarm behavior.

b. Ml is a flexible approach which has been adaptedriany purposes and settings.
Evidencebased treatments contain fidelity tools which measure adherence to the
treat ment model . DJJb6s MI I mpl ement at i
measures. Rithelt@ising sesstons®if classrooen trainings
separated by months, without @oing monitoring of and feedback to staff is
unlikely to result in effective application of MI. Successful implatagon
requires orgoing coaching and feedback to trainees as they try to incorporate
new skills.Onetime tranings without orgoing skills coaching are inconsistent
with genuine reform.



c. Despite relatively widespread staff training, youth and DJJ MH clinicians

consistently reported during this round of site visits that they were unaware of any

provision of Aggression Replacement Training classes.

d. DJJ must plan, train and coach new treatment programs in a strategic fashion,

with attention to coordinating all efforts.

Mental Health Experts' Compliance Ratings
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3.0 ORGANIZATIONAL
STRUCTURE

Central dfice organizational
chart- incl MH chain of
command

A number of CQorganization chast
have been proposed, but none hav
incorporated an organizational and
supervisory structure which will
properly support the IBTMind MH
treatment

Organization chart for each
facility - incl MH chain of
command
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A number of facility organizational
charts have been proposed, but ng
have incorporated organizational a
supervisory structures which will
properly support thdBTM and MH
treatment Administrative and
clinical supervision must be further|
defined to manage the work of the
YCCdbs and other
responsible for implementing
significant portions othe IBTM and
other treatments. MH staff must bé
in chage of MH programs.

Establish dispute resolution
protocol

ol
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v,

7

DJJO6s current cd
procedures are not adequate for
resolving the wid range of recent
disputesand potential disputebat
may arise in DJJ
environment.DJJ reports it is
revising the previously submitted
dispute resolution protocol.

4.0 SCREENING AND
ASSESSMENT




& assessment instruments

O 7T

of its screening and assessment
instruments, and is contemplating
changes in assessment protocols.

5.0 LEVELS OF CARE AND PROGR

>
<
=
Z

Train direct care staff on

5

See narrative at beginning of repofr

Develop tacking system for | 4 %ﬁ % o) w DJJ has not appeared to devote
MH information and services \\\ \ resources to this item recently.
NN
Establish policy/process to 4
receive & share MH info with
counties
Policy/process adopted 4 R - ‘ A process to receive information
§\§\ § \ from the counties has been
\\\ \ developed. Reception center staff
\\\ \ report that there is significant
\\\ \ variability in the quality and quantit
\\\ \ of information thats received. Staf
\\\ \ reportthat youth who have been
\\\ \ adjudicated in the aduyltistice
\\\ \ systemconsistentharrive with less
\\\ \ information. DJJ gives information
\\\ \ to the counties at parole or
\\\ \ discharge, though variability in this
\\\ \ process has also been reported by
%\\ \ DJJ staff and observed bhe
\\\ \\ expers. DJJ is developing policy
relatingto this item with a target of
_ &\:\ k\ %\ﬁ April 2010 for completion.
Implement policy/process to | 4 N \ﬁ\\ % w Policy isnot yet finalized
receive & share MH info with C \\\ \
counties N kk kk
Use MAYSI2 on all youth at | 4 Q S| S| S S| SC
initial intake % c|c|C C
Use DJJ SRSQ on all youthal 4| 5 Q S|S|S S| SC
intake "\\ c|c|C C
Use \:DISC for all youth 4| 6 Q S|S|S S| SC
under 18 at intake a '\\ c|c|C C
Use \ADISC or validated 4( 6 Q S|[S|S S| SC
screening instrument for yout b % c|Cc|C C
18 & older b
Develop & implement 4 S ﬁﬁ Q Q %
structured clinical assessment C \\\ \
for psychosis k\\\ % k K
Analyze efficacyof screening | 4 \“\:§§ §§ DJJ has performed an initial analyd
N | N N NC
cC|C C

IBTM.

0z

under Areas of Less than Substant
Compliance, #2.0n July 2, 2009,

DJJ agreed to allow the S&W, SBT|
and MH experts to write the IBTM.

Develop treatment hierarchy

ol
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A Priority of Treatment Needs has
been developed. Itis naised in
treatmenplandevelopment. A
treatment hierarchy will be
developed and implemented as pal
of the IBTM.

Develop & implement policy

#

000

7
Z
i

4

The WIC 1800 Policy has been
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regarding forensic evaluations

developed an@vasimplemented in
June 2009. The MH experts are st
evaluating policy implementation.

Develop and implement
substance abuse/dependencg
program as part of IBTM

0000

00

00

00

DJJ has had some very eaniitial
discussions with the MH experts of
the development and implementati
of a substance abuse/dependence
treatment program. As indicated b
this item, the program must be
consistent with the IBTM.

Adopt and implement formal
criteria for each levedf care

Adopt formal criteria

No formal criteria have been
adopted DJJ reports that
Classification and Case Managem:
Charters will also produce policy
and procedures related to this item
DJJ reports that it is developing a
pilot program for a single MH LOC,
combining the ITRand SCP LOCs
DJJ reports thahe pilotsingle MH
LOC unitis anticipated tdoegin
operations in 2010and will have
formal criteria

Train staff

No formal criteria have been
adoped.

Establish centralized Mental
Health Review Team / review
protocol

0zZzo0z

No centralized MH review team or
protocol has been developed.

Develop and implement policy
& procedures for treatment
planning

Oz

Aside from YASICA treatment
planning, which in its current state
not welkintegratedwith other
treatment plan developmemJJ has
done little work in MH treatment
plan developmentDJJ reports that
Integrated Treatment Planning has
been assigned to a multidisciplinar
Charter to guide development of th
policy. DJJ reports that
development of the policy is
anticipated in 2010.

Develop and implement policy
& procedures for movement
between levels of care

No policy for movement between
levels of care has been developed
DJJ reports that movement betwee
levels of care is being developed a|
part of the Level of Care Policy,
which has been assigned to a
multidisciplinary Charter.

Establish and implement
protocols for participation by g
least one clinician not regularl
involved in the treatment of th
youth in treatment team
reviews of longer term

placements in IBTP, SCP and

00000000000

G A 4 /4,
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DJJ has the resources and
organizational structure to come in
substantial compliance with this
item.
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Open residential mental healtl
treatment unitsPrograms
staffed and operated per
program design. Sufficient
capacity exists to meet the
needs of thgopulation with
minimal waiting time.

5 Intensive Treatment
Programs

om

7 Specialized Counseling
Programs

(@]

SCP capacity is being monitored b
the MH experts.

1 Intensive Behavior
Treatment Program

QN ]
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Open residential mental healtl
treatment units

1 Intensive Behavior
Treatment Program

i

7
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Reduce size of MH units to
level determined in conjunctio
with Consent Decree MH and
S&W experts

ORPTCWERWERLIONRFPIONEF|ID NP

Maximum unit size
determined and establisheq
as DJJ policy

([@N?]

Determine size of MH units in
new facilities

~NR(o or

Oz

DJJ has not presented the MH
experts with information on the sizq
of MH units in new facilities.

Develop Program Service Day
Schedule for MH living units

-
(@Nav)

In March 2009, thé&®JJProgram
Service Day was implemented
systemwide. Many staff report that|
the schedules are not usually
adhered to. DJJ MH professionals
identify a number of problems thi
accessing youth. It igported to be
difficult to schedule groups becaus
of problems with coordinating the
schedules of youth and staff. Som
clinicians report that the numbers @
treatment periods are not adequatd
DJJ reports it is about to embark o
the use of scheduler to coordinate
MH appointmentgnd groups DJJ
reportsthat changes to the work
hours and days of clinical staff are
development and implementation i
anticipated in early 2010.

Develop p & pfor youth
requiring longterm care in a

7

s
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DJJ hasleveloped a policy draft tha
will need revision. MH experts and




licensed facility

DJJ MH have agreed in principle o
therevisions.By report, DJJ recently
began reengaging potential partner
for providing longterm licensed

MH care.

Collaborate with DMH to

expeditetransfers and facilitatg

transitions

o A

0000

00000

DJJ and DMH staff members have
been meeting to discuss their
collaboration. By report, higher
level meetings are being scheduled
to further develop collaboration ang
transition processes.

Project needsdevelop
tracking system for ongoing
projections

=

DJJ manually tracks select
MH data, including wait
lists, in Excel

In consultation with the
Consent Decree MH expert
DJJ identifies additional
data elements to track

ST PFEPDNYDEPDN

Develop timetable for
tracking data elements fron
5.21 not currently tracked

Modify manual tracking
system to include data
elements in 5.21b. Producs
consolidated and archivablg
reports

O R, NOEFLPDN

Current reports arim araw form,
and notuseful for furtheranalysis or
guiding managemeidecisions.As
discussed with DJJ MHmnore
reliable and clinically relevant
information on seHnjurious
behavior and more clinically
relevant information on UoF with
youth on the mental health caselog
are neededDJJ reports it will soon
implement an electronic stem for
tracking youth programming.

Develop automated system
to replace manual system

DJJ has not presentedy evidence
of systemati@and organized work in
this area.

Consent decree MH expert
conduct assessment of
licensed bed need

BENo RN

The assessment was conducted.

Plan to address deficiencie
if needed

N

See narrative at beginning of repofr
under Areas of Less than Substant
Compliance, #3. The MH experts
recommend a muHlpronged
approach involving exploration of
DJJ, DMH and contract provider
resources to address deficiencies.
By report, DJJ recently began re
engaging potential partnefsr
providing licensed MH beds.

Implement plan

SR N
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recommend a muHlpronged
approach involving exploration of
DJJ, DMH and contragirovider
resources to address deficiencies.
By report, DJJ recently beganre
engaging potential partners for
providing licensed MH beds.

n QQ
NN §§
Consent Decree MH expert 2 [N Q - % \"Q % DJJ appears to have adequate
conduct assessment of 1i | A \\ \ numbers of residential MH beds.
residential mental health \\\ §
program bed needVritten \\
assessmentrpduced %\\% \:‘%k N
Modify current plan for 2 | N \ DJJ appears to have adequate
residential mental health 1j | A \%\.Q:\ \ numbers of residential MH beds.
beds, if necessary \\\\\ DJJ reports it will be piloting a
%%\.Q:\ single MH level unit.
\\\"\\ Implementation of the IBTM may
%\\‘Q:\ affect the number of residential MH
NN AN ﬁ beds DJJ will need.
Implement plan 2 | N % \"'\"« Q%Q % DJJ appears thave adequate
1A \\\"\\ numbers of residential MH beds.
RN kﬁ\ NN
Make quarterly reports 2|s %ﬂ %\‘: ) w A quarterly report was produced.
comparing existing and 1| C %\\
planned resources to need t\ kk %}x ﬁ
Evaluation / recommendations 2
regarding current array of MH 2
services
IC\:/lcl)_|nfer wi'E[h Consent Decre ; E "ﬂﬁﬁ%% w Né)dcons_uIta;[ir:)rtsystemtaticallyl/sz .
experts \\ addressing the current array!
a \\\§\ services has taken place between
\\\"\\ DJJ and DJJ MH leadership, but th
OO o s
ﬁ&kx k% aspects of DJJOS
Evaluate services, provide 2 [N "&ﬁ %\\ o w No written summary has been
written summary and 2 |C \\\\\ provided, and>JJ has not provided
conclusions b \\\%\ any evidence of a systematic
R\\\ k Ny h R evaluation of MH services.
Implement changes, if 2 [N RS w%% ﬁ No written summary addressing thé
needed 2 | A \\\\\ need for changes has been provide
c \\\%\ DJJ is implementing DBT pilots on
k:\ kkx\\k 2 ofits ITPs
Evaluatepractices, make 2
recommendations re: contract 3
services
Confer with Consent Decre 2 (P See narrative at beginning of repor
MH experts 3 |C under Areas of Less than Substant
a Compliance, #3. The MH experts
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recommend a muHlpronged
approach involving exploration of
DJJ, DMH and contract provider
resources to address deficiencies.
By report, DJJ recently began re
engaging potential partneier
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providing licensed MH beds.
Further conferring will clarify to
what extent DJJ supports the MH
expert findings, and what priority
DJJ assignto this area.
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limited progress in this area, DJJ &

Conduct evaluatian 2 [N N
3| A §
b AN
Assess inpatient resources fo 2
females and Northern Cal 4
males
Plan to address deficiencie] 5| 2 | B \‘: o %\\- o % See narrative at beginning of repor]
if needed 4| C \\\%\ under Areas of Less than Substant
a \\\§§\ Compliance, #3. The MH experts
recommend a muHlpronged
%%\.Q:\ approach involving exploration of
\\\\\ DJJ, DMH and contract provider
%\\§\ resources to address deficiencies.
\%\N\\ By report, DJJ recently began re
engaging potential partnefer
%}\x&x%ﬁﬁ \ providing licensed MH beds.
Implement plan 2| B \ \ See narrative at beginning of repor
4 |C \%Q%\% \ under Areas of Less than Substant
b %\\\\ Compliance, #3. The MH experts
\\\§\ recommend a mukpronged
\\\\\ approach involving exploration of
\\\§\ DJJ, DMH and contragirovider
\\\\\ resources to address deficiencies.
\\\§\\ By report, DJJ recently beganre
\ engaging potential partners for
%&k }&k providing licensed MH beds.
Develop screening and 2
assessment policies and 5
procedures for requirements t
treat in licensed and nen
licensed &cilities
Work with DHS to explore 2 | B Moo ﬁ DJJ reports that it conferred with
licensing options for new 5 |C §§Q§§ DMH in October 2008 to explore
facilities, including a \\\\\ options for new facilities. DJas
identification of youth who \\\%\ not reported any further exploration
require treatment in license \%\\\ with D