 Enhanced Level III A&D Services
Agency/Program Description:
The agency must have accreditation by a national entity such as the Joint Commission on the Accreditation of Healthcare Organizations (JCAHO), Council on the Accreditation of Rehabilitative Facilities (CARF) or the Council on Accreditation (COA). The agency should have licensed addictions clinicians and use evidenced-based practices in the treatment program.

A literature review on community studies of adolescent substance use, abuse, or dependence (SU/A/D) and psychiatric co-morbidity yielded 22 articles from 15 studies with information on rates, specificity, timing and differential patterns of co-morbidity by gender, race/ethnicity and other factors. Results revealed that 60% of youth with SU/A/D had a co-morbid diagnosis.  Conduct disorder (CD) and oppositional defiant disorder (not to include Attention-Deficit/Hyperactivity Disorder) were most commonly associated with SU/A/D, followed by depression. Child psychopathology (particularly CD) was associated with early onset of substance use and abuse in later adolescence. Journal of Consulting and Clinical Psychology, 70(6), 1224–1239. 

This program addresses the treatment needs of adolescents, ages 13 to 18, exhibiting behaviors relating to the abuse and misuse of alcohol and/or other drugs.  Evidence must indicate a severe and significant impairment in familial, social, educational or occupational functioning.  The program is designed for adolescents who need continued structure beyond a typical family setting to provide protection from negative peer influences while promoting a sustained focus on their recovery and rehabilitation.  There is a need for 24-hour supervision by staff which will prepare the adolescent for the independence necessary to be successful in settings away from his or her home.  The residential program uses a structured 7-day-a-week/24-hour therapeutic environment to achieve rehabilitation.
Expected Goals/Outcomes:
· Discontinuation of Drug Use; 

· Reduction of Delinquent Behavior (i.e., no new arrests); 

· Improvement in School; 

· Better Family Relations/Functioning; 

· Reduction of High-Risk Behavior; and 

· Treatment for Co-occurring Illness (mental & physical) 

Admission Criteria -must meet all of the following:

1. The adolescent has a substance-related disorder as a primary DSM-IV diagnosis.  Children eligible for enhanced Alcohol and Drug treatment services may exhibit co-morbid substance-related and mental disorders such as, but not limited to, depression, oppositional, conduct, personality and mood disorders.
2. The adolescent is ineligible if the adolescent indicates a need for medical detoxification, is actively suicidal or homicidal, or has psychosis that is not controlled by medication.  Furthermore, any present psychosis described as “substance-induced” or resultant from “substance-intoxication” or “substance-withdrawal” does not render the adolescent ineligible.  Adolescents with a diagnosis of Mental Retardation are evaluated on a case-by-case basis. Adolescents with an I.Q. lower than 55, or who have adaptive functioning indicating moderate to severe Mental Retardation are not appropriate, unless the agency is licensed for this service type.
3. The adolescent displays a pattern of severe substance abuse/dependency as demonstrated by significant social and functional impairment with family, school, peers, and/or community.

4. In spite of recent efforts (i.e., within the past 4 months) in less intensive community-based treatment, the adolescent has been unable to successfully maintain abstinence and recovery.  

5. There is documented evidence of, or a realistic indication of, serious, impending risk of physical harm to self or others directly associated to the continued abuse of substances.  This documented evidence rules out treatment in a community-based setting.
6. For those adolescents with a previous history of treatment and/or repeated relapses involving multiple treatment attempts, there must be some indication supporting a readiness for change.

Assessment and Case Planning:
1. A screening must be conducted with the adolescent prior to making a referral for residential rehabilitation services.  The screening must be completed by a person with the appropriate training and/or expertise in the addictions field to determine the need and level of intensity of services required.

2. Upon admission to the program, administration of a nationally recognized A&D evaluation instrument must be administered by designated addictions treatment personnel or addictions-credentialed clinician. 

3. A Face-to-Face Clinical Interview should gather information on the following:

· History of Drug and Alcohol Use;
· Medical Health History;
· Psycho-Social Developmental Issues;
· Mental Health History;
· Psychotropic Medication History;
· Strengths or Resiliency factors;
· Family History;
· School History;
· Vocational History;
· Sexual History;
· Peer Relationships;
· Social Service Agency Program Involvement;
· Juvenile Justice Involvement & Delinquency; 

· Home Environment;
· Leisure Activities;
· Ethnic/Cultural Factors; and,
· Motivation and/or Readiness for Change

4. The comprehensive assessment and clinical interview should be completed within three (3) days of program admission.
5. There must be a pre & post test measure employed to indicate progress in meeting treatment goals (i.e., the CANS).
6. The program will have adequate medical and nursing services available in addition to accessibility to psychiatric consultation. 
7. The initial treatment plan is completed within the first 24 hours of admission. Initial treatment goals and objectives will be directed by the results of this comprehensive assessment.  

8. Follow-up on progress toward goals and objectives contained in the initial plan will be monitored and reviewed after the first 30 days of treatment have been completed.
9.  An individualized treatment plan is developed using behavioral health interventions and residential support to the adolescent for assistance in: 
a. Identifying and decreasing problem behavior;

b. Identifying, increasing and supporting pro-social and positive behaviors; 

c. Acquiring and consistently displaying skills necessary to live as independently as possible; and

d. Identifying, implementing and consistently displaying the skills necessary to minimize his/her relapse in the family or community setting. 
 The plan requires the involvement of family and/or supportive person.
10. The treatment plan will be reviewed and revised as determined by the adolescent’s progress on the presenting or newly defined problem(s) each week.
11. The adolescent’s progress on the treatment plan will be regularly documented in the treatment record by the provider.   

12. The provider will have primary responsibility for case management/coordination activities while adolescents are in treatment.  Routine reports are to be submitted to the DCS family service worker on or before the fifth day of each month. 
13. Discharge/Aftercare Planning - upon admission to the program, the initial discharge planning should be linked to the behaviors and/or symptoms that have led to admission.  Identifying when the adolescent can appropriately transition to community-based treatment is also a critical feature in determining aftercare needs.  

Program Features:

1. Rehabilitative residential treatment offering a supervised 7-day-a-week/24 hours-a-day therapeutic setting. The residential services include but are not limited to: assessment, individual therapy, group therapy, family therapy or any combination of counseling services.  

2. The program must have the capacity to address the multiple needs of the adolescent while coordinating with the family, juvenile courts and schools.

3. The residential rehabilitative program is not to exceed more than 60 days at this level of care. The expectation is for this level of treatment intensity to be shorter in duration. Continued stay beyond the maximum time period will require clinical evidence submitted for utilization review to justify the ongoing severity of need requiring this intensity of service.
4. Therapy includes a minimum of seven (7) counseling contacts per week of at least 60 minutes to 90 minutes duration per session, in addition to a minimum of five of (5) psycho-educational groups on various topics each week
5. There will be three (3) group sessions a week for each youth.

6. Group size should have a minimum of four (4) and no more than twelve (12) participants for a valid group session. Groups over six (6) must be facilitated by at least two staff. The facilitator shall have the appropriate credentials and must have training in group facilitation.
7. There will be at least two (2) individual therapy sessions per week.

8. Adolescents will be served in the program by employing treatment techniques and utilizing manualized evidence-based practices which have been found effective. Program will develop and maintain a manual that details the agency’s plan for staff training in the model, maintaining model fidelity and will define how staff will adhere to the components of the manual.
9. Certified in-house school with accessibility to Special Education. The provider’s in-house school will coordinate and consult with the adolescent’s home school to maintain continuity in the educational program.
10. Additional Services such as, but not limited to:

· Wellness Activities (i.e., Adventure based counseling, Recreation, Physical Education)
· Psycho-Educational Groups Focused on Skill Building

· Prevention Education

· 12 step or self-help programs such as AA/NA 

· Therapeutic Outings/Field Trips

· Life Skills Development

· Financial Skills Training

· Independent Living Skills Training
· Education and Relapse Prevention education

· Evidence-Based Curriculum

· Pre and post testing in psychosocial and educational functioning

· On-Site Education

· Parent Education 

· Medication Management
11 .Treatment manuals may be utilized as a component of the intervention, but may not be considered as the full treatment program. Maintaining a therapeutic milieu in alcohol and drug treatment requires that staff work with the children through brief group meetings where the children set goals for the day in the morning and evaluate their progress toward those goals at intervals during the day. Staff activities throughout the day shall support progress to these goals.
Family Involvement:

Family active involvement in the treatment process is an essential factor in producing positive outcomes for the adolescent. Providers will make a concentrated effort to engage the families in the treatment process through a variety of means such as:
· Family therapy a least once a week. This includes face to face family therapy with DCS family service workers assisting with access transportation to family therapy. Clear documentation as to why this did not occur will be kept in the child’s treatment record. Alternative forms of contact such as phone conferences and/or parent education/support groups are also appropriate means to engage families in the treatment;
· Parent Education; 

· Participation in the adolescent’s treatment planning and CFTM which might take place in the resident’s home;
· Agency will also communicate with the family through phone calls, letters, email, program newsletters, to keep the family updated on their progress in treatment; and,
· The provider agency will assist the family in getting referrals to a variety of community services to improve their general functioning.
Staff Requirements:
1. A clinical program director that is trained and knowledgeable of current approaches in the field of addiction regarding the treatment of adolescents.
2. Treatment should be provided by credentialed addictions counselors.
3. There should be at least one credentialed addiction counselor or addictions clinician to complete the assessments.

4. Program should ensure continuing education for clinical treatment staff in the evaluation and treatment of adolescents with substance-related disorders.

5. To better implement an enhanced program, non-clinical support staff who also have contact with or supervise children also need initial and ongoing training in the core functions of alcohol and drug counseling and support, such as assessment, normal and drug affected adolescent development, family dynamics, and continuing care planning (often referred to as “consultation” and “referral” in the alcohol and drug field).
Goal:
The goal of this service delivery is to attain permanency through reunification if at all possible, upon completion of the 60 day program or soon thereafter.

The program shall assist the child and family in identifying and accessing community services. 

DCS Provider Policy Manual:

The DCS Provider Policy Manual is incorporated herein by reference.
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