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SECTION III.  REQUIREMENTS FOR TREATMENT PROVIDERS SERVING CHILDREN AND YOUTH WHO HAVE SEXUAL BEHAVIOR PROBLEMS
This section describes certification requirements for agencies that contract with DCFS to provide treatment services to children and youth with sexual behavior problems.  Requirements for certification address these primary areas of practice:

A.
Certification

B.
Staff Training

C.
Training Methods and Content

D.
Treatment

E.
Assessment

F.
Treatment Planning

G.
Treatment Program

H.
Participation in Treatment

I.
Progress Reports

J.
Discharge from Treatment and Aftercare Planning

K.
Safety Practices and Policies

L.
Documentation

The objectives of treatment are:

· To evaluate a ward’s treatment needs from a holistic perspective, including a developmental perspective;

· To provide ongoing treatment that is consistent with the ward’s identified clinical needs;

· To develop individualized behavior management strategies and intervention;

· To identify the ward’s strengths; and

· To describe and encourage social and recreational activities that are appropriate to the ward’s age and level of functioning to promote positive social behavior.

Successful treatment for children and youth with sexual behavior problems requires collaboration, cooperation and active participation of the treatment provider, caregiver, ward, family members, and others in the social support network.
A.
CERTIFICATION

1.
Any agency under contract with DCFS to treat wards with sexual behavior problems must be certified by the Sexual Abuse Program. An agency will be certified if it has successfully demonstrated compliance with the standards in a written program plan, submission of required reports in compliance with the Standards, and an on-site program review.

2.
If an agency is found to be out-of-compliance with the Sexual Abuse Program Standards, one of the following actions will be taken, depending on the seriousness of the condition(s) or circumstance(s) resulting in non-compliance:

a. The agency will be asked to submit a Corrective Action Plan within fifteen working days, describing the steps that will be taken to correct the condition(s) or circumstance(s) that does not comply with program standards, including the timeframes for their completion.

b. Circumstances or conditions that jeopardize the well-being and/or safety of children served by the agency will be referred to the Division of Program Operations and/or the Licensing Division for resolution.

3.
Routine program reviews will be conducted for re-certification of the agency.

B.
STAFF TRAINING

1.
All support, ancillary, contracted, volunteer staff or employee who has contact with wards including administrative, clerical, janitorial, housekeeping, transportation, kitchen, and maintenance must have six (6) hours of documented basic orientation specific to serving children and youth with sexual behavior problems within twelve (12) months of the date of hire.  This training is a one-time requirement and is to be provided before the assumption of duties.

2.
Staff that provides care, supervision, and/or treatment for wards with sexual behavior problems will meet the following requirements:

a.
48 Hour Training - Staff who are assigned to a treatment program and are responsible for the care, supervision and treatment of wards with sexual behavior problems must complete forty-eight (48) hours of specialized training within twelve (12) months of the date of hire.  Sixteen (16) hours of this training must be completed prior to providing direct services to wards.  The agency is responsible for maintaining documentation of each staff member’s training in the personnel file.

b.
Supervision - All direct service staff will receive at least two (2) hours per month of regular, structured individual or group supervision sessions with a supervisor who meets the definition of clinical staff.

c.
Continuing Education / In-Service Training - All direct service staff are required to complete a minimum of six (6) hours of continuing education on an annual basis.  This education includes information regarding current research and findings pertaining to childhood sexual behavior problems and treatment, diagnostic and behavioral issues.  Attendance at continuing education sessions is documented in the individual’s personnel file.

3.
In addition, Clinical staff, including all program directors, coordinators, and therapists will meet the criteria outlined below:

a. Meet the minimum standards for therapist described in 59 Illinois Administrative Code Chapter IV § 132. 115 Subpart D: Clinic Services.  (See Appendix A)

b.
Have at least two (2) years of clinical experience in the provision of individual and group treatment to children and/or youth who have sexual behavior problems.

c.
Staff that do not meet the requirement of two years of clinical experience must be supervised by a staff member who does and receive weekly clinical supervision for a minimum of two hours per week by an individual who has the qualifications described in 3. a. and 3. b.

d.
Master’s level interns who do not meet the educational and/ or experiential requirements set forth in this section must work under the direct supervision of a qualified clinical supervisor.
C.
TRAINING METHODS AND CONTENT

1.
Training methods will be interactive, including a combination of lecture, panel presentations, role-plays, reading, videos, group discussion and observation.  The provider utilizes a written curriculum and training manual.  Individuals providing training shall have credentials and experience consistent with the topics presented.  The agency will maintain documentation of each participant’s completion of training, including the participant’s evaluation of the training.

2.
Topics of the Required 48 Hour Training may include:

· Child Development

· Impact of Abuse and Neglect

· Child Welfare Issues

· Being a part of the child welfare system

· Separation and loss

· Impact of socio-economic factors and poverty

· Family and social and socio-economic factors

· Mental Illness

· Substance Abuse

· Developmental Disabilities

· Sexual Abuse

· Impact of Violence

· Exposure to Domestic Violence

· Physical Violence 

· Exposure to Media with Violent and/or Sexual Themes

· Distinguishing Sexual Behaviors of Children and Youth

· Child Development:  Normative Sexual Behaviors

· Trauma Reactive Behaviors

· Problematic Sexual Behaviors

· Aggressive Sexual Behaviors

· Sociological Perspectives

· Sexism, Racism, Classism, and Homophobia

· History and Current Research and Literature on Children with Sexual Behavior Problems

· Lesbian, Gay, Bisexual, Transgender and Questioning Issues

· Legal Issues

· Juvenile Court Act

· Abused and Neglected Child Reporting Act

· Confidentiality

· Illinois Criminal Sexual Assault Statute

· DCFS Policy and Procedures and Standards for Children with Sexual Behavior Problems

· Illinois Sex Offender Management Board
D.
TREATMENT
1.
Approval

Prior to accepting any DCFS ward that has been referred of treatment for a sexual behavior problem, certified/contracted providers must have the written approval of the Sexual Abuse Services Coordinator, regardless of payment source.

a. The approval letter delineates the specific issues that brought the child to the attention of the Sexual Abuse Program and states the purposes of referring the child for treatment.

b. Documentation of this approval shall be placed in the ward’s record.

2.
Scheduling

An appointment for assessment and outpatient treatment will occur within fifteen (15) working days of the date of the referral.  If an appointment with a provider cannot be scheduled within fifteen (15) working days, the caseworker and Sexual Abuse Services Coordinator may seek another provider that can meet the required time frame.

3.
Orientation to Treatment
An orientation to treatment will be conducted with the ward prior to the start of treatment.
a.
Whenever possible, this orientation will include the caseworker and members of the ward’s family/social support network.
b.
The orientation will address the following: the family’s perception of the problem, explanation of the assessment process; treatment expectations, goals and objectives; explanation of the program structure and treatment modalities; need for family/support system involvement; behavior management; and criteria for completion / termination of treatment.

4.
Caregiver Participation in Treatment
a. Caregiver(s) of children who have sexual behavior problems participate in a minimum of two treatment sessions – one during the assessment and one during the course of treatment.

b. If the ongoing participation in treatment by the caregiver is required to support the ward in treatment, the Sexual Abuse Services Coordinator convenes a staffing to ascertain how this need will be met.

Participants in the staffing include the treatment provider, Sexual Abuse Services Coordinator, caseworker, supervisor and caregiver.  Wards twelve (12) years old and alder may also attend when appropriate.

E.
ASSESSMENT


Treatment begins with an assessment of the ward’s overall functioning.

1. The assessment includes a review of all information provided in the referral packet, psychological tests when needed and clinical interviews.

2. Each ward is evaluated for developmental, social, educational, emotional, medical, psychological, intellectual, mental health or other needs that may affect his or her sexual behavior and ability to function in society.

3.
The quality of the ward’s attachments as well as environmental factors that may influence the ward’s behavior and the family’s perception of the problem are also assessed.
4.
If psychological test information is not available, the Sexual Abuse Services Coordinator will determine whether one is necessary.  If the ward has a developmental disability, the psychological evaluation must include an assessment of the ward’s adaptive functioning.

5.
The assessment report shall summarize all findings, including the following:  the child’s treatment needs, including what is known about the sexual behavior, the child’s current behavior, the support network, legal factors, the family’s perception of the problem and the strengths, resources and activities that will promote the development of pro-social attitudes and skills.  If the ward has a developmental disability, adaptive functioning must also be addressed in the report.

6.
There is no required format for the final assessment report.  However the following areas must be addressed, including a description of how the different areas affect the sexual behavior problems, behavioral management, and treatment needs:

a.
Identifying Information

b.
Reason for referral

c. Information Reviewed

d.
Instruments used

e.
Client history including social and developmental history

f.
Family History

· Reason for DCFS involvement

· History of abuse, neglect, loss, exposure to trauma or domestic violence
· Current Family Dynamics

· Family’s Perception of the Problem

g.
Out of home placement history and reasons for changes

h.
Overall Functioning

· Psychological / Clinical Diagnoses or Issues

· Cognitive Functioning

· Developmental and Adaptive Functioning

· Personality, Mental Disorders, Mental Health

· Medical conditions, treatment and history
· Current Functioning

· Sexual History and Behaviors

· Any Other Behavior Problems

i.
Risk Factors

· Current Assessment of Risks

· Specific Risk Factors

· Level of Supervision Needed

j.
Recommendations regarding the ward’s treatment, service and supervision needs.

k.
Conclusion

7. The completed evaluation report must be submitted to the ward’s caseworker, the Sexual Abuse Services Coordinator, and the Sexual Abuse Program Coordinator within sixty (60) days unless there is documentation that justifies an extension.

When an evaluation report cannot be completed within sixty (60) days, the provider must submit a status report to the child or youth’s caseworker and the Sexual Abuse Services Coordinator.  The status report addresses the ward’s progress toward completing the assessment, describes the circumstances that required additional time and identifies a target completion date.
F.
TREATMENT PLANNING

The treatment plan describes how the ward’s clinical and non-clinical needs will be addressed. The treatment plan shall be developed collaboratively with the client and explained in language the ward understands.  Wards twelve (12) years old and older sign-off on the treatment plan.
1. An individualized treatment plan (ITP) shall be developed within forty five (45) days
 of the completion of the assessment.  The ITP is based on the needs identified in the assessment.

2. The treatment plan will define specific clinical objectives, interventions and outcomes.

3. A therapist who is qualified according to these Standards must provide oversight in the development of the treatment plan.

4. The treatment and service needs identified in the assessment shall be incorporated into the Client Service Plan (CFS 497).

G.
TREATMENT PROGRAM

1.
Consistent with the ward’s cognitive and developmental functioning, the treatment program:

a.
Guides the ward in identifying, describing, and changing his or her patterns of behavior;

b.
Engages the ward in the development of internal controls and behavior management skills;

c.
Facilitates the ward’s ability to take developmentally appropriate responsibility for his or her actions;

d.
Engages the ward’s social support network in achieving the goals of treatment, including the development and implementation of a supervision plan;

e.
Establishes external controls, defining the level of supervision a child or youth may need in different situations and environments;

f.
Identifies and encourages participation in age-appropriate social and recreational activities which support the child’s healthy development; and
g.
Assists in discharge planning and the development of an aftercare plan.

2.
It is preferable for certified providers to offer treatment in different modalities including individual, group and family therapy so that multiple service providers are not required to meet the needs of the child and/or family.

H.
PARTICIPATION IN TREATMENT

1.
Certified providers shall immediately inform the ward’s caseworker and the Sexual Abuse Services Coordinator of any of the following:

· Missed appointment(s);

· Transportation problems that are a barrier to satisfactory participation in treatment;

· Failure to complete therapeutic homework assignments requiring the caregiver’s involvement on a timely and satisfactory basis; and/or

· If the caregiver’s participation and support will be essential to achieving the goals of treatment.

2.
The Sexual Abuse Services Coordinator shall convene a staffing to include the caseworker, the supervisor, provider, and caregiver to address missed appointment(s), transportation problems, and the ward’s participation and progress in treatment.

I.
PROGRESS REPORTS

1. On a quarterly basis, the treatment provider must submit a written therapy report including a description of the ward’s progress in treatment, recommendations for modifications to the Supervision Plan, appropriateness of current placement, and any other recommendations.

2. Quarterly progress reports shall be submitted to the caseworker and to the Sex Abuse Services Coordinator.

J.
DISCHARGE FROM TREATMENT AND AFTERCARE PLANNING
1.
Discharge planning begins at the point of intake, with ongoing reviews throughout the course of treatment.

2.
Discharge will occur when maximum benefit from the treatment program has been achieved.

3.
Successful completion of treatment is achieved when, commensurate with the ward’s level of functioning, the ward has integrated the components of treatment, intellectually and emotionally, and there are documented changes in behavior with a decrease in the need for supervision for a sexual behavior problem.

4.
The provider will convene a staffing one-month prior to discharge from outpatient treatment and three months prior to discharge from a residential program, be that successful or unsuccessful.

a. The provider, caseworker and/or supervisor, and Sexual Abuse Services Coordinator participate in the staffing of the case to determine ongoing and/or aftercare needs and services.

b. The ward, identified future caregivers and providers, clinical staff, GAL, and others may be included in this staffing as it benefits the ward.
5.
A written aftercare plan will be developed that identifies the ward’s need for continued services and treatment, appropriate levels of supervision and potential providers of the needed services.


The caseworker submits the written aftercare plan to the Sexual Abuse Services Coordinator for sign-off and approval.

6.
The provider must complete a discharge summary that describes in detail:

a.
Description of the course of treatment;

b.
How the ward met each of the goals of treatment, including the cognitive and behavioral changes;

c.
Detailed description of the prognosis for the ward including:

· Likelihood of the reoccurrence of the behavior for which the child/youth was receiving treatment, and under what conditions.

· Factors or conditions that will help the ward maintain the gains made in treatment, such as

· Stability of placement

· Compliance with the recommendations of the aftercare plan including recommendations for treatment; and

· Factors or conditions that may cause the behavior to reoccur, or level of risk to rise or to diminish such as:

· Exposure to violent and/or sexually explicit media material

· Isolation from peers, including inadequate opportunities to socialize with others

· Disruption of placement

· Interruption or termination of treatment

· Lack of compliance with the recommendations developed during discharge planning addressing aftercare services.

7. The discharge report is submitted to the caseworker for inclusion in the ward’s file.  The treatment provider also sends a copy to the Sex Abuse Services Coordinator.

K.
SAFETY PRACTICES AND POLICIES

1. Treatment providers, child welfare staff, and caregivers are responsible for creating an emotionally and physically safe environment for all children.

2. Treatment providers also have the responsibility to help educate child welfare staff and caregivers as to what constitutes an emotionally and physically safe environment.

3. In residential treatment settings, creating a safe environment may necessitate maintaining staff levels higher than those required by licensing standards.

4.
In any type of placement setting, teaching children about privacy, boundaries, respect for themselves and others and protecting the child who has sexual behavior problems is strengthened when members of the household follow several simple rules:

a.
Everyone bathes alone with the door closed.

b.
Household members dress and undress alone and with the door closed.

c.
Each person sleeps alone in his/her own bed.
d.
All family members are fully clothed except when they are bathing or changing clothes alone and with the door closed.

e.
Adults in the household are sensitive to the effects of exposing children to violence including exposure to loud or demeaning arguments among family members or sexually explicit and/or violent television, radio, music, magazines, books, video games, internet material and other forms of media material.

f. Adults in the household do not expose children to adult sexuality by passionate kissing, hugging, or fondling in front of them or by allowing them access to media material that exposes them to adult sexuality.

Television and other media materials are monitored consistently.
L.
DOCUMENTATION

1.
The provider will maintain a case file for each ward.  The file includes all case materials sent from the child welfare caseworker and from the Sexual Abuse Services Coordinator.

2.
The file will include:

· The approval letter from the Sex Abuse Services Coordinator

· All required consent and release forms

· Copies of all Clinical Assessment Materials about the ward

· Current DCFS 497 Service Plan

· Initial Assessment Report
· Individualized Treatment Plan

· Quarterly Therapy Progress Reports

· Current Supervision Plan

· Documentation of all clinical interventions with the ward and social support network.

· Discharge Report

· Aftercare Plan

� 59 Illinois Administrative Code Chapter IV. S 132 . 125, Subpart D
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