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DHS Responses to Public Comments Regarding Rule 307 - Psychiatric 
Residential Treatment Facility Services for Under 21 
 

Caroline Cole, Strategic Advocacy Lead 

On behalf of 11:11 Media Impact 

Co-Host, iHeart's Trapped in Treatment  

Comment: Thank you for the opportunity to submit comments on the proposed rulemaking for 
Psychiatric Residential Treatment Facility (PRTF) services for youth under 21. I write to commend DHS 
for undertaking this much-needed update to PRTF standards and to offer recommendations to ensure 
the final rules provide strong protections, consistent oversight, and trauma-informed care for youth in 
these facilities. Recent national findings have underscored the urgent need for reform – a 2024 U.S. 
Senate report found “endemic harm within RTFs, including unsafe restraint practices, improper 
medication use, ... and insufficient oversight,” contributing to tragic outcomes.  

In light of such concerns, the proposed Arkansas rules represent a critical step forward. My comments 
below, organized by topic, draw on best-practice policy recommendations from our organization 11:11 
Media Impact report “From Crisis to Care” and are offered to help ensure Arkansas’s PRTF regulations 
fully align with national best practices and close any remaining gaps.  

Use of Restraint and Seclusion  

Support for Prohibitions and Reporting:  

The proposed rules make significant strides by completely prohibiting mechanical restraints and 
seclusion in PRTFs. This prohibition is commendable and consistent with trauma-informed care – 
eliminating practices like strapping down residents or isolating them alone, which are known to risk both 
physical and psychological harm. Additionally, the requirement that any use of personal (physical) or 
chemical restraint be strictly limited to true emergencies and be reported monthly to oversight entities 
(Office of Long-Term Care, the resident’s PASSE, the state Protection & Advocacy system, etc.) is a 
strong accountability measure. I also support the mandate to notify parents/guardians within 24 hours 
of each emergency safety intervention, ensuring families are informed and involved in addressing such 
incidents. Taken together, these provisions will help ensure that restraint is used only as an absolute last 
resort to protect safety, with transparency to regulators and families.  

Recommendations for Strengthening Protections: I urge DHS to consider a few additions to further 
strengthen these protections, in line with national best practices:  

• Ban Dangerous Restraint Techniques: Explicitly prohibit prone restraints and any technique that 
restricts breathing or blood flow (e.g. choking, chest compressions). We recommend that “no 
residential facility serving minors shall use or permit prone restraints or any restraint that restricts 
airflow or blood flow to the brain”. Including a clear ban on prone restraints and neck holds in the 
Arkansas rules would reinforce the commitment to youth safety and prevent tragic outcomes like 
asphyxiation.  
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• Limit and Regulate Chemical Restraints: While mechanical restraints would be disallowed, the rules 
should also discourage or strictly limit chemical restraints (sedating a child for behavioral control). 
National policy experts call for prohibiting chemical restraints in all youth facilities, except when 
medically necessary and prescribed as part of treatment. If Arkansas continues to permit emergency 
sedative medication, I recommend adding guardrails – for example, require that any “as-needed” 
sedating medication used for behavioral control be treated and reported as a chemical restraint, not 
as routine PRN medication. Tightening this definition will prevent facilities from over-relying on 
drugs to control behavior in lieu of therapeutic interventions. Tracking the ratio of chemical 
restraints to PRN sedatives, as the rule proposes, is an excellent step to identify any misuse; an 
outright prohibition on chemical restraints would be an even stronger protection.  

• Emphasize Restraint as Last Resort Only: The rule appropriately states that physical restraint may 
only be used to ensure immediate safety during an emergency and never as a standing order or 
punishment. I support this and suggest adding language to underscore that restraints are a last 
resort. For example, the policy report recommends specifying that “physical restraints may only be 
used when imminent serious bodily harm is present and no other de-escalation is effective, and 
never for discipline, convenience, or as a substitute for treatment”. Including such language in the 
Arkansas rule (even if in guidance or training requirements) will reinforce a culture where staff 
exhaust all de-escalation options before resorting to any physical hold.  

• Post-Incident Review and Oversight: I commend the inclusion of post-restraint procedures such as 
prompt physician evaluation within one hour and detailed documentation in the resident’s record. 
To build on this, Arkansas could require a formal post-incident debriefing with the resident and staff 
involved, to learn from the event and adjust the care plan – and involve the parent/guardian in that 
discussion when appropriate. In addition, I support that all incidents must be reported internally and 
suggest that DHS consider requiring aggregate public reporting of restraint/seclusion incidence. 
According to 11:11 Media Impact’s recommendations, facilities or the state should publish facility-
level data on restraint and seclusion quarterly (without personal identifiers) to promote 
transparency. Publicly sharing how often these interventions occur will incentivize reduction in use 
and allow stakeholders to monitor trends across facilities.  

In summary, DHS’s proposed rules on restraint/seclusion mark a progressive policy that prioritizes youth 
safety. By incorporating the above recommendations – banning high-risk techniques, further curbing 
chemical restraints, emphasizing “last resort” usage, and enhancing transparency – Arkansas can set a 
national example in protecting children from the well-documented dangers of restraint and seclusion in 
treatment facilities.  

Staff Training and Trauma-Informed Care  

Support for Strong Training Standards: The proposed rule establishes robust staff training requirements 
that are crucial for quality care. Requiring all PRTF staff to be trained upon hire and annually in key areas 
– including crisis de-escalation, management of aggressive behavior, seclusion/restraint policies, 
mandatory abuse reporting, and trauma-informed care principles – is very positive. Notably, “trauma-
informed care” and understanding of child development and behavioral health are listed as required 
training topics, which aligns with the best practice of ensuring staff can recognize and respond 
appropriately to youth who have histories of trauma. The rule also smartly mandates that no staff may 
initiate or participate in a physical or chemical restraint until properly trained and able to demonstrate 
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competency in those techniques. This competency-based training approach (including in-person skill 
demonstration) will help ensure that if staff ever must intervene in a crisis, they do so safely and with 
minimal force necessary. I strongly support these provisions.  

Recommendations for Strengthening Training: To further enhance staff capabilities and promote a 
therapeutic, trauma-informed environment, I offer a few suggestions:  

• Require Ongoing Trauma-Informed and De-escalation Training: The final rules should explicitly 
maintain that all staff receive annual refreshers in trauma-informed care and de-escalation 
techniques, consistent with expert recommendations. 11:11 Media Impact suggests that all staff 
complete a minimum number of hours of such training each year, with records audited during 
inspections. This could be implemented by specifying a baseline (for example, “at least 8 hours 
annually of continuing education in de-escalation and trauma-informed approaches”). Regular 
refreshers will ensure staff stay up-to-date on best practices for calming agitated youth and avoiding 
re-traumatization.  

• Emphasize Mandatory Reporter and Abuse-Prevention Training: While the rule references the Child 
Maltreatment Mandated Reporter rule, DHS should ensure that comprehensive abuse recognition 
and reporting training is part of the annual curriculum. Staff must be empowered to recognize signs 
of abuse/neglect and obligated to report concerns. We recommend annual training for all staff on 
abuse recognition/reporting, with certification of completion kept on file. Incorporating this will 
reinforce a culture of vigilance and accountability to protect residents from harm, whether caused 
by staff or peers.   

• Cultural Competence and Family Engagement: It may also strengthen the program to include 
training in cultural competence and family engagement strategies. Many youths in PRTFs come from 
diverse backgrounds or are in state custody. Staff should be prepared to work with families (when 
available) as partners in the treatment process and to provide culturally and linguistically 
appropriate care. Ensuring family-inclusive, culturally sensitive practices are covered in training 
aligns with trauma-informed care principles and could be folded into the existing topics (for 
example, under “appropriate relationships with clients” or “trauma-informed care” modules). 

Overall, Arkansas’s training standards as proposed are in line with national best practices that call for 
well-trained, trauma-informed staff. By mandating annual refreshers in critical areas and highlighting 
abuse prevention and cultural competency, DHS can further ensure that PRTF personnel have the 
knowledge, skills, and mindset to create a safe and healing environment for youth. This will help shift 
facility culture away from punitive approaches and toward supportive, therapeutic care.  

Licensing and Accreditation Standards  

Support for High Standards (Licensure & JCAHO Accreditation): The creation of a dedicated PRTF 
licensure manual and the requirement that facilities obtain Arkansas DHS licensure as a PRTF and 
maintain accreditation by The Joint Commission (JCAHO) are excellent provisions. Requiring Joint 
Commission accreditation (meeting nationally recognized child and adolescent psychiatric care 
standards) will ensure that any PRTF operating in Arkansas adheres to rigorous quality and safety 
benchmarks. This aligns with recommendations that all residential facilities meet accreditation 
standards equal to or exceeding those of the state. I commend DHS for including accreditation as a 
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baseline – this external oversight will complement state licensing surveys and help drive continuous 
quality improvement.  

In addition, the licensure standards themselves (20 CAR 417) appear appropriately comprehensive – 
covering administration, staffing, rights, treatment planning, environment, and more – and serve as the 
“minimum standards” to protect the health and safety of residents. Making these standards clear and 
enforceable via licensure is a critical step.  

Recommendations: A few recommendations to reinforce licensing effectiveness:  

• No Exceptions or Loopholes: Ensure that all organizations housing and treating under-21 youth with 
mental/behavioral needs are required to be licensed as PRTFs (or licensed equivalents). Sometimes 
facilities attempt to evade licensure by labeling themselves as “boarding schools” or “camps.” Act 
636 and these rules should firmly close such loopholes by bringing any such facilities under 
regulation if they provide similar services. The intent is to prevent unlicensed programs from 
operating without oversight. DHS should clarify that any residential program for treating youth 
mental health must meet these standards or cease operation.  

• Out-of-State Placements: Many states place youth in facilities across state lines, which raises 
concern if those facilities are subject to weaker standards. I encourage DHS to apply stringent 
criteria to any out-of-state PRTFs serving Arkansas youth. Ideally, Arkansas should only contract or 
allow placement with out-of-state facilities that are licensed and accredited to standards equal to 
Arkansas’s (as recommended in the policy report). Requiring out-of-state providers to submit annual 
performance reports and data on incidents, as a condition of use, would further ensure 
accountability. Since the proposed rules require in-state PRTFs to report on any out-of-state 
residents they serve, it is logical to also reciprocally demand oversight of any Arkansas youth sent 
outside. In short, strong licensing/accreditation standards should follow the youth, wherever they 
receive care.   

• Transparency of Ownership and Certification: The rules might include a requirement that facilities 
disclose any changes in ownership, accreditation status, or key personnel to DHS promptly. Joint 
Commission accreditation loss or a change in administrators could trigger a review. This will help 
DHS stay informed and respond quickly if a facility’s situation changes (for example, if financial or 
leadership issues threaten care quality).  

Arkansas’s commitment to high licensing and accreditation standards is laudable and will set a strong 
foundation for quality. Implementing the above suggestions will ensure no facility falls through the 
cracks of oversight and that all youth, whether in-state or placed elsewhere, are treated in settings that 
meet Arkansas’s high bar for safety and care.  

Discharge and Transition Planning  

Support for Comprehensive Discharge Planning: I am very pleased to see the proposed rule requires that 
discharge planning begin at the time of admission and that clear plans are in place to transition each 
youth to a less-restrictive setting as soon as safely possible. The explicit requirement that the PRTF 
develop a formal discharge plan, agreed to by the resident’s parent/guardian, identifying and confirming 
needed step-down services and supports is a best practice that will facilitate continuity of care. In 
particular, the rule mandates that the plan include confirmed follow-up mental health services, 
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educational arrangements, and other supports post-discharge. This is critical – too often children leaving 
residential care fall through the gaps, so ensuring those connections are made before discharge (with 
family involvement) greatly improves the chances of a successful reintegration.  

The proposal also smartly requires specific steps at discharge, such as providing a post-discharge plan of 
care summarizing the youth’s treatment, medications, and needed services, and notifying the home 
school district with adequate lead time so educational placements can resume smoothly. Collecting 
outcome data at admission, periodically, and at discharge using a standardized tool is another excellent 
element, as it will help evaluate treatment effectiveness. Taken together, these policies show DHS’s 
focus on making PRTF stays as brief and effective as possible, with strong planning for what comes next 
– which is exactly what we want for youth who have to be in residential care.  

Recommendations for Strengthening Transitions: To build on this solid framework, I recommend:  

• Ensure Aftercare Support and Case Management: The rule could be enhanced by requiring or 
encouraging PRTFs to facilitate some form of post-discharge follow-up or aftercare coordination. 
National recommendations emphasize that youth coming out of residential placements should have 
access to transitional support services (like intensive case management, peer support, or family 
support services) for at least 6 months after discharge. While the PRTF itself may not provide these 
services directly, the discharge plan should include warm hand-offs to community providers and 
possibly a scheduled follow-up meeting or call after 30, 60, and 90 days to check on the youth’s 
status. Arkansas’s Provider-Led Arkansas Shared Savings Entity (PASSE) care coordinators may play a 
role here. I suggest the final rule or accompanying guidance state that facilities must coordinate 
with the youth’s PASSE or community mental health provider prior to discharge to ensure a 
seamless transition (e.g. scheduling the first outpatient appointment, arranging community 
support). By formalizing aftercare coordination, DHS can significantly improve outcomes and reduce 
readmissions.  

• Family and Youth Engagement in Planning: The rules rightly require the discharge plan to be agreed 
upon by the parent or guardian. I encourage facilities to involve the youth and family in every step 
of transition planning, as developmentally appropriate. This could include family therapy sessions 
focused on preparing for the youth’s return home, teaching the family strategies to support the 
youth, and including the youth’s voice in identifying what they need for a successful transition. The 
11:11 Media Impact policy recommendations highlight the importance of family inclusion, noting 
that facilities should work on “engagement and work with the family and natural supports” and 
ensure “comprehensive family and community supports following the residential stay.”. Embedding 
this philosophy into discharge planning (for example, requiring documentation of how the family 
was educated or involved in aftercare planning) would strengthen the rule.   

• Cross-State Transitions: In cases where an Arkansas youth was placed out-of-state or an out-of-state 
youth is in an Arkansas PRTF, special care is needed for discharge. The rules already require monthly 
reporting of discharges of out-of-state residents from Arkansas facilities. I recommend adding that if 
an Arkansas youth is returning from an out-of-state facility, that facility must coordinate with 
Arkansas authorities to provide a proper hand-off. Arkansas DHS could mirror the recommendation 
that “facilities and child welfare agencies develop comprehensive transition plans for youth exiting 
out-of-state placements, including coordination of education, healthcare, and mental health 



6 
 

services in the youth’s home state”. This ensures youth coming home to Arkansas are not lost in the 
shuffle.  

In summary, the discharge and transition planning provisions in the proposed rule are very forward-
thinking and child-centered. By ensuring early planning, confirmed community services, family 
involvement, and continued support after release, Arkansas will help youth successfully step down from 
residential care to home and community. This focus on discharge is vital to fulfilling the rule’s purpose of 
achieving each resident’s earliest appropriate return to a less restrictive environment.  

Enforcement Mechanisms and Oversight  

Transparency Support for Strong Enforcement Tools: The proposed rules appropriately equip DHS’s 
Office of Long-Term Care (OLTC) with a robust array of enforcement mechanisms to ensure provider 
compliance. I support the clear statement that remedies are aimed at prompt compliance, and the 
flexible authority for OLTC to impose sanctions for any deficiencies found during surveys or 
investigations. The list of potential remedies is comprehensive and very encouraging: it includes civil 
monetary penalties, admissions moratoria, mandatory training or corrective action plans, increased 
state monitoring, appointment of a temporary facility administrator, emergency transfer of residents, 
license termination, and even exclusion from Medicaid participation. These graduated sanctions give 
DHS the tools to address problems proportionately – from requiring extra training for minor issues up to 
shutting down a facility for serious or uncorrected violations. Empowering the regulator in this way is 
essential to keep children safe, as facilities will face real consequences for non-compliance. I also note 
the rule allows OLTC to immediately void a license if a facility stops operating, and outlines procedures 
for orderly closure and record disposition, which are important details for enforcement and continuity.  

Support for Transparency Measures: I applaud the inclusion of oversight transparency in the rules. 
Notably, facilities must “post the Statement of Deficiencies and facility’s response, and the outcome of 
the response from the latest survey, in a public area” for residents, families, and visitors to see. They 
also must provide the past 12 months of deficiency notices and responses to guardians upon request. 
This is an excellent requirement that will ensure families are not kept in the dark about a facility’s 
performance. Public postings of survey results create an incentive for facilities to correct problems and 
maintain high standards, since their reputation with consumers is on the line.  

Recommendations for Strengthening Oversight: To further enhance enforcement and transparency, I 
recommend the following:  

• Increase Unannounced Inspection Frequency: The rules allow unannounced complaint investigations 
and require at least an annual on-site survey. Given the vulnerability of the youth served, DHS 
should consider conducting unannounced inspections more frequently than once a year. National 
advocates recommend a minimum of two unannounced inspections per year, with private 
interviews of a substantial sample of residents. More frequent visits (e.g. every six months) would 
increase the likelihood of catching problems early and deter facilities from “cutting corners” in 
between surveys. It is understandable that resources are a factor, but if feasible, increasing 
inspection frequency (even if one is a narrower review) could greatly strengthen oversight. At 
minimum, DHS might target additional unannounced visits to facilities with a history of deficiencies 
or higher-risk profiles.  
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• Zero Tolerance for Abuse – Immediate Staff Suspension: I urge DHS and PRTF operators to adopt a 
zero-tolerance policy for abuse or neglect by staff. While the rules enforce reporting of abuse and 
cooperation with investigators, the regulations could explicitly require facilities to take immediate 
protective action when abuse allegations arise. For example, the 11:11 Media Impact report 
recommends that facilities institute policies mandating immediate suspension of any staff member 
accused of abuse pending investigation. Implementing this as a standard would ensure that children 
are not left in the care of someone under credible suspicion of harm. It also sends a strong message 
that abuse will not be tolerated. DHS might incorporate this expectation in the rules (e.g., under 
personnel or incident reporting requirements) or at least emphasize it during provider trainings and 
licensing processes. Swift removal of accused staff, coupled with prompt investigations (within 48 
hours per the recommendation), will prioritize resident safety and align with best practices for child 
protection.   

• Public Reporting of Aggregate Data: Building on the facility-level transparency already in the rules, 
DHS should consider publishing aggregate statewide data on PRTF performance and incidents on a 
regular basis. The public, legislators, and stakeholders would benefit from an annual or quarterly 
report summarizing key metrics: e.g. number of restraints and seclusions reported by each facility, 
serious incidents, licensing survey results, and enforcement actions taken. The 11:11 Media policy 
recommendations suggest requiring facilities to publish quarterly performance and incident reports, 
which the state licensing office would make publicly available. Arkansas could implement a 
centralized version of this – for instance, an online dashboard or report listing each PRTF and 
statistics on critical incidents (with no personal information). This level of transparency can build 
public trust and help identify systemic issues. It also aligns with the overall push for accountability: 
shining a light on outcomes pushes facilities to improve and allows informed decision-making by 
families and policymakers.   

• Stakeholder Inclusion and Feedback: As part of oversight, I encourage DHS to maintain open 
channels for youth, family, and advocate feedback on PRTFs. Consider establishing a youth and 
family advisory group or listening sessions to hear directly from those with lived experience. The 
perspective of youth who have been in care, and their families, can be invaluable in identifying blind 
spots in oversight. This could be an informal practice outside the rule, but it would complement the 
formal surveys and incident data with qualitative insights. It echoes the report’s emphasis on 
including “youth and families with lived experience” in developing policies and rights.  

In conclusion on oversight, Arkansas’s proposed enforcement scheme is very strong. By adopting a 
stance of rigorous, transparent oversight and swift corrective action, DHS will help ensure that PRTFs 
truly provide therapeutic care and do not become, in the words of the Senate report, “warehouses of 
neglect.” I believe the recommended additions – more frequent unannounced checks, a formal zero-
tolerance abuse policy, public data reporting, and stakeholder engagement – will further enhance the 
accountability and credibility of Arkansas’s PRTF regulatory system.  

Conclusion  

In summary, I would like to commend Arkansas DHS for developing these comprehensive PRTF rules. 
The proposal demonstrates a clear commitment to improving safety, quality, and accountability in 
psychiatric residential treatment for youth. By addressing critical issues such as restraint/seclusion use, 
staff training in trauma-informed care, resident rights, discharge planning, and oversight enforcement, 
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the rule is poised to significantly elevate standards and protect vulnerable youth. The additional 
recommendations I have provided are intended to bolster these rules even further, ensuring no gaps 
remain that might allow substandard care or abuse to persist. Implementing these suggestions would 
help Arkansas fully align its regulations with emerging national reforms aimed at ending abuse and 
trauma in youth residential programs.  

I strongly support the adoption of this rule package with the enhancements noted above. These changes 
will help to ensure that PRTFs in Arkansas operate as safe, therapeutic, and transparent environments 
where treatment is truly in the best interest of the child. Arkansas has an opportunity to lead by 
example, showing how state oversight can transform residential treatment into a model of trauma-
informed, evidence-based care rather than a source of further harm.  

Thank you for considering my comments and for your dedication to the well-being of youth in 
psychiatric residential treatment. I am grateful for DHS’s work on this issue. Please feel free to contact 
me for any clarification or further input. I look forward to the finalization and implementation of these 
important rules, and to the positive impact they will have on children and families in Arkansas. Sincerely,  

 

Attachment “From Crisis to Care” appears at the end of this summary 

From Crisis to Care_ 
Creating Safe and Em      

Response: Arkansas Medicaid and our Office of Long-Term Care appreciate the thoughtful feedback. We 
have committed to relooking at the PRTF licensure standards after the permanent rules are in place for 
six months and will amend if needed. Your feedback will be considered. Thank you.  

 

 

 

Christin Harper  

Arkansas Advocates for Children and Families 

Public hearing held remotely 08/27/25 @ 10:00 AM CST 
 
Comment: Good morning, Christin Harper, Arkansas Advocates for Children and Families. For the public 
comment hearing this morning, I really want to reiterate some of the public comments that we 
submitted during the first public comment period. 
Specifically, regarding the on-site inspections of the care. Right now, the rule appears to only require an 
annual on-site inspection of care and given the number of child abuse hotline reports involving PRTF’s 
and past issues with lack of quality treatment provided in some of these facilities, we would recommend 
a biannual on-site inspection of care. At one point, when the placement and Residential Licensing Unit 
oversaw PRTFs, they did actually quarterly visits, so there is precedent for more frequent visits. In 
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addition, while the rule acknowledges the possibility of unannounced visits, it doesn’t require them with 
any prescribed frequency and even traditional foster homes actually have to have at least one annual 
unannounced visit.  Of course, there are differences between foster homes and PRTFs, we recognize 
that. But, again, requiring annual unannounced visit to each PRTFs just seem prudent, given the mental 
and behavioral health needs children place in these facilities, as well as some of the other concerns I 
already mentioned.  

Specific to the quality assurance sections. You know, definitely we’re encouraged by the requiremen
 1t for PRTF facilities to maintain a continuous assurance plan that provides the residents on a 
quarterly basis.  However, the rule only mandates that these plans be available upon request for review 
by the Office of Long-Term Care and so would as that the rule require PRTFS to submit these quarterly, 
not just request.  That would help OLTC ensure that all PRTF quality assurance plans share basic QA 
components, which would promote consistency and quality assurance efforts across their facilities and 
requiring submission of the QA plans would also allow OLTC staff and any contract providers to regularly 
assess how the PRTFs are addressing any identified issues that are required in those plans.   

Finally, even though the rules require the quarterly assurance plans to go to the residents, it also seems 
it would be helpful if the rules mandated the QA plans also are shared with parents, guardians, or 
custodians of the residents. Given that most of the individuals placed in PRTFs are still minors, and that 
information would help improve communication between the facilities and the parents, guardians, 
custodians, and empower those who are legally responsible for youth to take action when necessary. 
And so, I’ll stop there. Thank you very much for your time. 

Response: Arkansas Medicaid and our Office of Long-Term Care appreciate the thoughtful feedback. We 
have committed to relooking at the PRTF licensure standards after the permanent rules are in place for 
six months and will amend if needed. Your feedback will be considered. Thank you.  
All visits to a PRTF are unannounced.  
 

 

 

Reagan Stanford, Abuse and Neglect Managing Attorney  

Disability Rights Arkansas 

Comment: Comments submitted on behalf of Disability Rights Arkansas (DRA). DRA is the federally 
mandated and funded nonprofit organization serving as the Protection and Advocacy System (P&A) for 
individuals with disabilities in Arkansas. The P&A System is a network of 57 legal advocacy agencies 
authorized to protect human, civil, and legal rights of all individuals with disabilities, consistent with 
state and federal laws. DRA’s abuse and neglect team provides advocacy services to individuals, 
monitors facilities, and investigates abuse and neglect. Over the last six years DRA has regularly 
monitored the Psychiatric Residential Treatment Facilities in the state and conducted numerous abuse 
investigations.  

Facilities should be required to document visual checks, including the location and general activity the 
child is engaged in, at least every 15 minutes, 24 hours a day. 20 CAR 417-303. 
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• In the proposed rule the requirement to document visual checks at least every 15 minutes is tied to 
the times when the 1:8 staff to resident ratio is in effect.  

• Under the emergency rule “constant visual on each resident in common areas during waking hours” 
is required, in addition to 15-minute documentation. The newly proposed rule requires only 
“supervision and treatment on each child during the 1:4 ratio” with no documentation requirement. 

Reporting of physical contact or injuries should not be limited to injuries that require external medical 
treatment. 20 CAR 417-412 (proposed rule) and 20 CAR 417-411 (Emergency Rule) 

• Under the emergency rule one of the events facilities are (or will soon be) required to report is 
“physical or sexual acts between residents or residents and staff.” In the proposed rule that 
language has been replaced with “physical injury that requires external medical treatment or sexual 
acts…” 

• These facilities have or should have medical personnel on-site that are not commonly available in 
other settings, whether they have the ability or choose to treat a resident in-house or send them to 
an external facility should have no bearing on whether or not the incident is reportable.  

The language identifying what must be reported as a serious occurrence should be clarified to clearly 
include suspected or reported abuse and neglect. 20 CAR 417-412 

• The proposed rule includes “any incidents of abuse and/or neglect” as a reportable category. Given 
that serious occurrences must be reported by the close of business the next business day, it is often 
the case that a determination of whether or not an incident involved abuse or neglect is not able to 
be made prior to the reporting deadline. Unfortunately, a few PRTFs in Arkansas have in the past 
opted to read ambiguity into similar language and refused to report incidents unless and until there 
was a finding or abuse or neglect, which in some cases could be months later. 

• Clarifying the language to include “any incidents of suspected or reported abuse and/or neglect” 
would eliminate this issue.   

We are curious what the rationale was for inserting “physical harm or physical injury that caused” into 
the definition of “serious injury” in a shift from the definition included in the emergency rule.  

• The definition in the proposed rule reads - “Serious injury” means physical harm or a physical injury 
that caused any significant impairment of the physical condition of the Resident as determined by 
qualified medical personnel. This includes, but is not limited to, burns, lacerations, bone fractures, 
substantial hematoma, and injuries to internal organs, whether self-inflicted or inflicted by someone 
else. 

• The significance of this definition is unclear since the only time “serious injury” is referenced outside 
of the definitions is in the list of events reportable as serious occurrences in 20 CAR 417-412 and 
that section refers to serious injury as defined in 42 C.F.R. § 483.352 (2001), which as currently 
written, includes the definition included in the emergency rule.  

• If the goal is to attempt to limit or exclude injuries or incidents that are medical in nature, we 
strongly oppose that goal. Children in these facilities have experienced and been hospitalized for 
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issues that indicate possible lapses in care that do not result from a physical injury including lithium 
toxicity, fecal compaction, other medication induced conditions, dehydration, and syncope.  

Post-Intervention debriefing language should clearly state a requirement for guardians to be offered the 
opportunity participate. 

• 20 CAR 417-504 states that guardians may participate in post-intervention debriefings when it is 
deemed appropriate. This language mirrors 42 CFR 483.370(a) but does not capture the interpretive 
guidelines that indicate the guardians of minor residents should be given an opportunity to 
participate in the debriefing. The permissive language in the current rule will maintain the current 
status quo of guardians being notified of restraints but not offered an opportunity to participate in 
post-intervention debriefings. 

A true finding of child maltreatment should be an automatic bar to employment or cause for 
termination if already employed. 20 CAR 417-206.  

• The proposed rule does not require anything more than “review” by the facility administrator in 
consultation with OLTC. If the child maltreatment registry is not being used to prevent individuals 
from working with and having access to some of the most vulnerable children in the state, what is it 
being used for?  

• As an agency that has reviewed hundreds of maltreatment investigations, it is frustratingly rare that 
allegations against a staff member at a facility result in a true finding. A small portion of reports are 
almost certainly correctly identified as unfounded allegations, however many more are the result of 
a lack of evidence or documentation, inability or unwillingness to fully investigate, and inadequate 
child maltreatment statutes that do not contemplate situations that may be specific to suitability for 
employment with vulnerable children under psychiatric care. Staff and resident physical 
altercations, including fist fights, are among the incidents that we have seen not result in a true 
finding. 

The following comments were submitted in reference to the emergency rule but were not incorporated 
into the currently proposed rule. They remain necessary elements of any attempts to increase and 
hopefully maintain any baseline of quality care and we hope that their exclusion will be reconsidered. 

Staff Training – In addition to what is already included in the proposed rules, DHS should:  

• Require standardized training on the function of each oversight agency and how to contact each 
entity for all facility employees annually.  

• Set minimum required hours for initial/orientation training and annual staff training. 20 CAR 417-
420 includes a requirement for 15 hours of continuing education yearly for certified dietary 
managers or food service supervisors and 417-205 requires 12 hours annually for Administrators, 
however 20 CAR 417-402 does not include a minimum number of hours for initial or annual training.  

Definitions Needed -  

• “Chemical restraint” and “Sedating PRN” are not defined in 20 CAR 417-501 or in the 20 CAR 417-
102 Definitions. “Drug used as a restraint” is defined in 20 CAR 417-102 and 42 C.F.R. 483, Subpart G 
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using the definition commonly used for “chemical restraint,” however since a distinction is being 
made between chemical restraints and sedating PRNs, both terms should be clearly defined.  

• “Scheduled discharge” as used in 20 CAR 417-407 for purposes of requiring 30 days of medication be 
provided at discharge.  

Additional changes that would improve the safety and quality of services and have previously been 
proposed by DRA.  

• Require resident participation in creation of individualized treatment plan and treatment team 
reviews. If not present during reviews the reason they were not present should be documented. 
Based on the prevalence of residents not being included in reviews or being able to articulate their 
treatment goals we do not believe the language in 20 CAR 417-406 indicating treatment plans 
should be developed “in consultation with the Resident” is strong enough.  

• Require information regarding licensing and oversight agencies, Ombudsman offices, and the state 
Protection and Advocacy Agency and how to report to them be posted in conspicuous locations 
visible by staff, residents, and visitors.  

• Require providers disclose to DHS all states they accept children from and provide all inspection, 
investigation, and corrective or disciplinary action from all placing states. DHS should maintain a 
public database of this information.   

o A finding related to a deficient practice has the potential to affect all residents of that 
facility. States operating independently and not sharing information is inefficient and a 
disservice to current and future residents and their guardians who deserve to have a full 
picture of what inspections have revealed. 

• The use of prone restraints should be banned. Despite overwhelming evidence of the danger 
inherent in prone restraints, several facilities in the state continue to utilize the practice.  

• Limit therapist caseloads to 10 children or less and limit the ability of the Clinical Director to 
maintain a caseload.   

• Require Clinical Director to have at least three years of clinical experience 

• Limit the number of hours direct care staff can work consecutively and within a one-week period.  

• Require facilities to check and document resident blood pressure, weight, and BMI at least monthly. 

• Require indoor recreational space be provided in addition to outdoor space. 

• Set maximum number of residents allowed per unit to 8 or less.  

• Allow a maximum of two residents per bedroom and require the ability to accommodate single 
occupancy rooms as needed.  

Response: Arkansas Medicaid and our Office of Long-Term Care appreciate the thoughtful feedback. We 
have committed to relooking at the PRTF licensure standards after the permanent rules are in place for 
six months and will amend if needed. Your feedback will be considered. Thank you.  
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Executive Summary 

     Youth Residential Treatment Facilities (RTFs) in the United States, designed to serve 
children with complex mental and behavioral health needs, have become environments 
of pervasive abuse and neglect. Each year, between 120,000 and 200,000 children are 
placed in these institutions, including therapeutic boarding schools, group homes, 
wilderness therapy programs, and residential treatment facilities, often through 
traumatizing interventions by “teen transport” companies. 
 
     Despite receiving an estimated $23 billion in public funding annually, numerous 
investigations have uncovered systemic failures within RTFs. Understaffed, poorly 
regulated, and driven on profit rather than the safety and well-being of the children they 
serve, these facilities frequently subject children to physical, sexual, and emotional 
abuse, unsafe living conditions, and substandard treatment. The 2024 Senate Finance 
Committee report, Warehouses of Neglect, identified endemic harm within RTFs, 
including unsafe restraint practices, improper medication use, educational neglect, and 
insufficient oversight. Alarmingly, these failures have contributed to hundreds of 
preventable child deaths over the past two decades. 
 
     This crisis disproportionately impacts marginalized youth—those in the child welfare 
and juvenile justice systems, youth with disabilities, and children of color—exacerbating 
existing inequities. At a time of unprecedented youth mental health challenges, with 
over one in three high school students reporting persistent feelings of sadness or 
hopelessness, it is more important than ever to ensure that young people can access 
effective, evidence-based treatment that promotes healing, rather than exacerbating 
their trauma or creating new harm—as is often the case in RTFs. 
 
     Comprehensive reform is imperative. This report provides a detailed set of policy 
recommendations aimed at addressing the failures in the youth residential treatment 
industry and preventing further harm. These recommendations focus on shifting away 
from institutional placements and promoting community-based, trauma-informed care 
that is rooted in evidence-based practices. By prioritizing transparency, oversight, and 
the safety of children, we can build a system that ensures every young person receives 
the care they need without the risk of further trauma. 
 
     Addressing institutional child abuse and neglect is a necessary step toward resolving 
the broader youth mental health crisis. This report serves as a call to action for 
policymakers, advocates, and stakeholders to implement meaningful reforms that 
protect vulnerable youth and provide pathways for recovery, growth, and resilience. 

 



 

11:11 Media Impact Policy Recommendations 

 

Youth Safety and Dignity Recommendations 

❖​ Youth and Family Bill of Rights 

➢​ Policy Recommendation: Promote and implement a comprehensive Youth and 
Family Bill of Rights that guarantees fundamental rights and protections for all 
individuals receiving care in residential treatment facilities or accessing 
community-based services. This Bill of Rights must prioritize safety, dignity, 
access to care, and active participation in treatment decisions, ensuring youth 
and families are informed and empowered throughout their care journey. 
 

■​ Example Legislative Language: 
“a. The state shall develop a model Youth and Family Bill of Rights in 
collaboration with stakeholders, including: 
i. Youth and families with lived experience in residential care. 
ii. Advocacy organizations specializing in child welfare and mental health. 
iii. Residential care providers and community-based service 
organizations. 
b. Facilities and service providers must adopt and display the Youth and 
Family Bill of Rights prominently in common areas and distribute copies to 
all youth and families at the time of admission.” 

❖​ Zero Tolerance Policies 

➢​ Policy Recommendation: Implement zero-tolerance approaches to abuse, with 
immediate suspension for accused staff pending investigation. 

■​ Example Language:​
"Facilities must implement policies mandating immediate suspension of 
any staff member accused of abuse, with internal reviews conducted 
within 48 hours. Failure to comply will result in administrative penalties 
and license suspension." 

❖​ Individualized Treatment Plans 

➢​ Policy Recommendation: Require trauma-informed, culturally competent 
treatment plans that evolve with youth’s needs. 

■​ Example Language:​
"Each resident shall have a personalized treatment plan reviewed 
quarterly by a licensed clinician. Treatment plans must include 



measurable goals, integrate family involvement, and reflect 
evidence-based practices." 

❖​ Restraints, Involuntary Seclusion, and Behavior Management 

➢​ Policy Recommendation: Prohibit prone restraints, or other physical restraints 
that restrict airflow, or blood flow to the brain.  

■​ Example Legislative Language: “No residential treatment facility serving 
minors shall use or permit the use of the following physical restraint 
techniques under any circumstances: 

a. Prone restraints that involve placing an individual face-down on a 
surface. 

b. Chokeholds or any technique that restricts airflow or blood flow to the 
brain by applying pressure to the neck. 

c. Restraints that apply pressure to the chest, back, or any other body 
part in a manner that impairs the ability to breathe or risks asphyxiation.” 

➢​ Policy Recommendation: Prohibit corporal punishment, and mechanical or 
chemical restraints. 

■​ Example Language:​
"Mechanical or chemical restraints are prohibited in all facilities." 

➢​ Policy Recommendation: Restrict physical restraints to emergency situations, 
as a last resort, where serious bodily harm to the youth or others is imminent. 

■​ Example Legislative Language:​
"Physical restraints may only be used in emergency situations where: 

i. There is an imminent threat of serious bodily harm to the youth 
or others. 

ii. No other de-escalation techniques or alternative interventions 
are effective or feasible. 

b. Physical restraints shall not be used: 

i. As a form of discipline or punishment. 

ii. For the convenience of staff. 

iii. As a substitute for treatment, education, or supervision.” 

➢​ Policy Recommendation:  All instances of physical restraint and involuntary 
seclusion must be reported to the state licensing authority, to the youth’s parent, 



foster parent, guardian, Indian custodian, or other authorized representative, and 
attorney within 24 hours.  

■​ Example Legislative Language:​
"Youth residential treatment facility must report and notify every instance 
of physical restraint or involuntary seclusion to the following parties within 
24 hours: the appropriate state licensing authority, the youth’s parent, 
foster parent, guardian, Indian custodian, or other authorized 
representative and attorneys. 

Notification must include:​
i. A verbal or electronic summary of the incident provided as soon as 
possible, but no later than 24 hours after the incident.​
ii. A detailed written report, delivered within 24 hours, containing the 
following:​
a. A description of the specific behavior or circumstances necessitating 
the restraint.​
b. The de-escalation techniques were attempted before the restraint.​
c. The duration of the restraint, including start and end times.​
d. The names and certifications of staff involved in the restraint.​
e. Documentation of any injuries sustained by the youth or others 
involved, including the provision of medical care or follow-up required.” 

❖​ Strip Searches 

➢​ Policy Recommendation: Prohibit strip searches except in exceptional 
circumstances where there is probable cause to believe the youth possesses 
contraband that poses an imminent risk to their safety or the safety of others, and 
only after all less invasive alternatives have been exhausted. Strip searches must 
never be conducted as a form of discipline, punishment, or staff convenience. 

■​ Example Legislative Language: “Strip searches of youth are prohibited 
unless:  

i. There is probable cause to believe the youth possesses 
contraband that poses an imminent risk to their safety or the 
safety of others.  

ii. All less invasive alternatives have been exhausted.  

b. No strip search shall be conducted as a form of discipline, 
punishment, or convenience for staff.” 

➢​ Policy Recommendation: Staff must prioritize verbal interventions and employ 
detection devices, such as metal detector wands or body scanners, before 
considering any invasive searches. 



■​ Example Legislative Language: “Before conducting a strip search, staff 
must:  

i. Exhaust verbal intervention techniques to resolve the situation.  

ii. Use detection devices, such as metal detector wands or body 
scanners.” 

➢​ Policy Recommendation: When a strip search is deemed necessary, strict 
procedural safeguards must be followed to protect the dignity and well-being of 
the youth. Searches must be conducted by staff of the same gender as the youth, 
with a minimum of two staff members present to ensure accountability. 

■​ Example Legislative Language: “If a strip search is conducted, the 
following safeguards must be in place:  

i. The search must be conducted by staff of the same gender as the 
youth.  

ii. A minimum of two staff members must be present during the search.”  

➢​ Policy Recommendation: A detailed incident report must be completed 
immediately, documenting the reasons for the search, de-escalation methods 
attempted, personnel involved, any contraband found, and any adverse effects 
experienced by the youth. ​​Facilities must immediately report any strip search to 
the facility supervisor, the youth’s parent, foster parent, guardian, or Indian 
custodian, the youth’s attorney or advocate if applicable, and state licensing 
authority. 

■​ Example Legislative Language: “A detailed incident report must be 
completed immediately after the search, including: 

i. The reasons for the search.  

ii. The de-escalation methods and alternatives attempted.  

iii. The personnel involved.  

iv. Any contraband found.  

v. Any adverse effects reported by the youth. 

Any strip search must be immediately reported to:  

i. The facility supervisor.  

ii. The youth’s parent, foster parent, guardian, or Indian custodian.  

iii. The youth’s attorney or advocate, if applicable.  



iv. and the state licensing authority.” 

➢​ Policy Recommendation: Facilities must provide access to trauma-informed 
counseling services for any youth subjected to a strip search. 

■​ Example Language:​
"Facilities must provide access to trauma-informed counseling services 
for any youth subjected to a strip search." 

 

Youth Health and Well-Being Recommendations 

❖​ Comprehensive Medical Care 

➢​ Policy Recommendation: Provide all youth with access to healthcare, including 
mental health services, routine check-ups, dental care, and emergency care. In 
the event that emergency care is needed,  the youth’s parent, foster parent, 
guardian, Indian custodian, or other authorized representative and attorneys 
should be notified immediately.  

■​ Example Legislative Language:​
"Facilities must contract with licensed healthcare providers to offer 
residents routine and 24/7 emergency care. Residents may request an 
independent healthcare provider, with requests fulfilled within five 
business days. In the event that emergency care is needed,  the youth’s 
parent, foster parent, guardian, Indian custodian, or other authorized 
representative and attorneys should be notified immediately." 

➢​ Policy Recommendation: Mandate training for all staff on recognizing health 
issues and responding to medical emergencies. 
 

■​ Example Legislative Language: “All staff employed by youth residential 
treatment facilities shall complete training on recognizing health issues 
and responding to medical emergencies as a condition of employment. 
 
b. The training program shall include, at a minimum: 

i. Identifying signs and symptoms of common health issues, 
including physical illnesses, mental health crises, and 
substance-related emergencies. 
ii. Basic first aid and CPR certification. 
iii. Responding to medical emergencies, including proper 
procedures for contacting emergency medical services (EMS). 
iv. Recognizing and responding to signs of abuse, neglect, or 
self-harm that may require medical intervention.” 
 



➢​ Policy Recommendation: Establish protocols to ensure the seamless transfer of 
medical records and effective care coordination for youth in residential facilities. 
Mandate secure, timely sharing of comprehensive medical records with 
community healthcare providers to ensure continuity of care during and after 
placement. Requires residential facilities to designate care coordinators, develop 
post-placement care plans, and schedule follow-up appointments before 
discharge.  
 

■​ Example Legislative Language: “Residential facilities must designate a 
care coordinator to facilitate communication and coordination between the 
facility, the youth’s community healthcare providers, and any involved 
specialists or therapists. Care coordinators must work with community 
providers to develop a post-placement care plan that includes follow-up 
appointments, medication management, and referrals to necessary 
services. 
 
i. Prior to a youth’s discharge, residential facilities must: 

- Schedule a follow-up appointment with the youth’s primary care 
provider or specialist within seven days of discharge. 
- Provide a discharge summary, including updated medical 
records and any recommended treatment adjustments. 

ii. Discharge plans must be reviewed and signed by the youth’s care 
coordinator and shared with the youth, their guardian, and community 
healthcare providers.” 

 

❖​ Medication Management 

➢​ Promote safe and informed medication use, ensuring all prescriptions are 
administered by licensed professionals. 

■​ Example Language:​
"All medication shall be prescribed and dispensed by licensed 
practitioners, with facilities maintaining detailed records of administration." 

 

Youth Education Recommendations 

❖​ Quality Academic Education 

➢​ Policy Recommendation: Provide all youth with access to high-quality, 
accredited, and culturally responsive education that prepares them for future 
success. Ensure curriculum and credits are transferable to public schools or 
higher education institutions, so youth can seamlessly pursue their educational 
aspirations. 



■​ Example Legislative Language:​
"All youth in residential facilities shall have access to high-quality, 
accredited education programs that meet or exceed state curriculum 
standards. 

a. Educational programs must prepare youth for future success by 
providing: 

i. Core academic instruction aligned with state standards. 

ii. Career and technical education opportunities. 

iii. College preparatory courses, where appropriate. 

iv. Instruction in life skills necessary for independent living and 
civic engagement. 

b. All courses offered must align with state curriculum standards to ensure 
that credits earned: 

i. Are transferable to mainstream public or private schools. 

ii. Are recognized by colleges, universities, and vocational 
institutions. 

c. Facilities shall develop partnerships with local school districts to 
facilitate seamless credit transfer and ensure students remain on track 
academically." 

➢​ Policy Recommendation: Develop Individualized Learning Plans (ILPs) tailored 
to each resident’s educational needs and goals. 

■​ Example Legislative Language:​
"Each resident shall have an ILP created and reviewed quarterly by 
certified educators, integrating input from the student, family, and the 
youth’s therapeutic team." 

 

Youth Communication Recommendations 

❖​ Unrestricted Communication 

➢​ Policy Recommendation: Support youth in maintaining vital connections with 
family and advocates through private, accessible communication. 

■​ Example Legislative Language:​
"Residents shall have daily access to telecommunication devices for 
private communication with legal guardians and advocates.” 



❖​ Incident Reporting Mechanisms 

➢​ Policy Recommendations: Protect residents and staff by establishing 
anonymous, accessible reporting systems for concerns or complaints. 

■​ Example Language:​
"Facilities must provide a secure platform for anonymous reporting, 
monitored by the State Licensing Office. Reports must be investigated 
within __ days." 

 

Staff Requirements Recommendations 

❖​ Staff Training 

➢​ Policy Recommendation: Empower staff to recognize and report abuse through 
comprehensive, recurring mandatory reporting training, ensuring continuous 
awareness of their responsibilities to protect youth. 

■​ Example Legislative Language:​
"All residential treatment facilities shall require staff to complete ___ hours 
of annual abuse recognition and reporting training, approved by the state 
licensing authority. Compliance must be certified annually, and records 
maintained for a minimum of five years." 

➢​ Policy Recommendation: Mandate all staff receive annual training in 
trauma-informed care and de-escalation techniques. 

■​ Example Legislative Language:​
"All staff must complete a minimum of __ hours of trauma-informed care 
and de-escalation training annually. Training records shall be maintained 
and audited during inspections." 

❖​ Comprehensive Whistleblower Policies 

➢​ Policy Recommendation: Encourage all individuals, including staff, volunteers, 
and residents, to report suspected illegal practices or policy violations to the state 
licensing authority and/or law enforcement. All individuals reporting concerns in 
good faith should be protected from retaliation, regardless of the investigation's 
outcome. 

 
■​ Example Legislative Language:  

“Residential facilities must establish whistleblower policies encouraging 
staff, volunteers, and residents to report suspected illegal practices or 
violations of policies to the state licensing authority and/or law 
enforcement. 



​
i. No individual may face retaliation, punishment, discrimination, or 
adverse treatment for reporting concerns in good faith.​
ii. Protections extend to individuals cooperating with investigations or 
providing testimony.​
iii. Whistleblowers acting without malice are protected even if their claims 
are ultimately unfounded. 

Facilities must implement confidential reporting mechanisms, including:​
i. A whistleblower hotline or intranet reporting system.” 

❖​ Extensive Pre-Employment Background Checks 

➢​ Policy Recommendation: Require comprehensive background checks for all 
staff prior to employment, screening for histories of abuse, neglect, or other 
relevant criminal offenses. 

■​ Example Legislative Language:​
"All residential treatment facilities shall conduct comprehensive 
background checks on all potential employees before offering 
employment. Such checks must include: 

i. State and federal criminal records; 

ii. Child abuse and neglect registries; 

iii. Verification of previous employment in childcare or treatment 
facilities; 

iv. Reference checks from a minimum of three professional or 
personal sources. 

Facilities shall document the results of background checks and maintain 
these records for the duration of the individual's employment and for a 
minimum of seven years thereafter." 

 

Facility Oversight and Accountability Recommendations 

❖​ Inspections and Audits 

➢​ Policy Recommendation: Require twice-yearly unannounced inspections and 
independent oversight of residential facilities, including interviews with at least 
50% of residents. 

■​ Example Legislative Language:​
"State licensing bodies shall conduct a minimum of two unannounced 



inspections annually, interviewing at least half of the residents privately to 
assess conditions, practices, and youth safety." 

➢​ Policy Recommendation: State licensing officials should implement a 
comprehensive risk assessment framework to evaluate the efficacy of treatment, 
appropriateness of placement, and quality of care in youth residential treatment 
facilities. The framework must include direct engagement with youth to gather 
feedback on their experiences and assess the quality of care provided. 

■​ Example Legislative Language: 
“a. Licensing officials shall evaluate the following areas as part of their 
risk assessment: 
​
i. Efficacy of treatment programs, including adherence to evidence-based 
practices and trauma-informed care standards.​
ii. Appropriateness of placement, including alignment with the youth’s 
individual treatment plan and best interest.​
iii. Quality of care, including staff qualifications, facility conditions, and 
youth well-being outcomes. 
​
b. Direct Engagement with Youth:​
i. Licensing officials shall conduct private, confidential interviews with at 
least 50% of youth residents during each assessment to gather feedback 
on their experiences.​
ii. Youth interviews shall address:​
- Perceptions of safety and well-being.​
- Quality of relationships with staff and peers.​
- Accessibility and effectiveness of treatment programs.​
- Suggestions for improvements in care and services.​
​
c. Officials shall collect and analyze data from facility records, staff 
interviews, incident reports, and youth feedback to identify patterns and 
risks.​
 
d. Procedures for Youth Interviews​
i. Interviews shall be conducted in a private setting to ensure youth feel 
safe to speak openly.​
ii. Responses shall remain confidential unless they reveal an immediate 
risk to safety or involve mandatory reporting requirements.​
ii. Interviews shall be conducted in a non-judgmental, youth-centered 
manner, ensuring questions are age-appropriate and accessible.” 
 

➢​ Policy Recommendation: Install cameras with audio recording capabilities in 
common areas of youth residential treatment facilities to monitor interactions, 
ensure safety, and increase accountability. Footage should be retained for a 



specified period and reviewed in the event of reported incidents or allegations of 
abuse, neglect, or misconduct. Cameras must not be installed in private spaces 
such as bathrooms or bedrooms to protect the dignity and privacy of residents. 
 

■​ Example Legislative Language:  
“a. Cameras shall be installed in all common areas, including hallways, 
dining rooms, recreation areas, and other shared spaces where 
interactions between residents and staff occur.​
b. Cameras shall not be installed in private spaces, including bathrooms, 
bedrooms, or areas used for changing clothing.​
c. Audio Recording:​
i. Cameras must include audio recording capabilities to capture 
conversations and other auditory interactions in common areas.​
ii. Facilities must ensure that audio recordings comply with all applicable 
state and federal laws regarding privacy and consent.​
d. Retention Period:​
i. All video and audio recordings must be securely stored for a minimum 
of 90 days.​
ii. If an incident is reported within the retention period, the relevant 
footage must be preserved until the investigation and any related 
proceedings are complete.” 
 

❖​ Incident Reporting and Data Sharing 

➢​ Policy Recommendation: Mandate public reporting of restraint use and isolation 
incidents in residential facilities to ensure transparency. 

■​ Example Legislative Language:​
"All facilities shall publish quarterly reports on facility performance, 
restraint use, involuntary seclusion incidents, and investigation outcomes. 
Data shall exclude personally identifiable information and be made 
publicly available on the state licensing office’s" 

 

Out-of-State Placement Recommendations 

❖​Improve Interstate Coordination 

➢​ Policy Recommendation: Streamline interstate placement processes and 
ensure effective communication between sending and receiving states. 

■​ Example Legislative Language:​
"State agencies shall fully implement the National Electronic Interstate 
Compact Enterprise (NEICE) system to facilitate efficient, transparent, 



and expedited interstate placements. Sending and receiving states must 
establish formal agreements outlining oversight, monitoring 
responsibilities, and information-sharing protocols." 

➢​ Policy Recommendation: Each state shall designate an Interstate Placement 
Liaison to serve as the primary point of contact for coordinating placements and 
addressing concerns, ensuring timely communication between jurisdictions. 

❖​ Enhance Oversight and Accountability 

➢​ Policy Recommendation: Strengthen monitoring and ensure high standards for 
out-of-state placements. 

■​ Example Legislative Language:​
"Out-of-state facilities accepting placements must adhere to licensing and 
accreditation standards equal to or exceeding those of the sending state. 
Facilities must submit annual performance reports, including data on 
incident rates, treatment outcomes, and compliance with individualized 
treatment plans." 

➢​ Policy Recommendation: States shall conduct quarterly reviews of youth 
placed out-of-state to assess their progress and conditions. A multi-disciplinary 
review team shall be responsible for these assessments." 

❖​ Focus on Family Engagement and Reunification 

➢​ Policy Recommendation: Prioritize family connections for youth placed 
out-of-state and facilitate their involvement in treatment. 

■​ Example Legislative Language:​
"When out-of-state placement is necessary, priority shall be given to 
placements with relatives or kin. States must allocate funding for 
transportation and lodging to ensure families can maintain regular contact 
with youth in out-of-state care. Facilities must provide video conferencing 
options for families unable to travel." 

❖​ Implement Assessment and Approval Processes 

➢​ Policy Recommendation: Justify the need for out-of-state placement through 
rigorous assessment and stakeholder approval. 

■​ Example Legislative Language:​
"Before authorizing out-of-state placement, states must conduct a 
thorough assessment demonstrating that in-state alternatives are 
unavailable or unsuitable. Approval shall require sign-off from a 
multi-stakeholder panel, including representatives from child welfare, 
mental health, and education." 



➢​ Policy Recommendation: Out-of-state placements must be reassessed every 
six months to determine ongoing necessity. Recommendations for continued 
placement or transition must be documented and shared with stakeholders. 

❖​ Develop Transition Planning 

➢​ Policy Recommendation: Ensure continuity of care and support for youth 
returning from out-of-state placements. 

■​ Example Legislative Language:​
"Facilities and child welfare agencies must develop comprehensive 
transition plans for youth exiting out-of-state placements. Plans shall 
include coordination of education, healthcare, and mental health services 
in the youth’s home state." 

➢​ Policy Recommendation: Youth must have access to transitional support 
services, including case management, for at least six months after their return to 
ensure successful reintegration into their community. 

 

Regulation of Youth Transportation Services Recommendations 

❖​ Transport Agency Licensure 

➢​ Policy Recommendation: Establish strict licensing and oversight requirements 
to ensure youth transport services operate safely and transparently. 

■​ Example Legislative Language:​
"All youth transport service providers must be licensed by the state 
licensing authority. Licenses shall require annual renewal contingent upon 
compliance with state regulations, including staff training, documentation, 
and audit requirements." 

❖​ Prohibit Deceptive Practices 

➢​ Policy Recommendation: Transportation companies must provide parents or 
guardians with a detailed description of the transport process, including methods 
of transport, estimated travel times, and the names of personnel involved. 
Parental consent forms must clearly outline this information and be signed prior 
to transport. 

➢​ Policy Recommendation: Protect youth from deceptive or coercive practices 
during transport. 

■​ Example Legislative Language:​
"Youth transportation services are prohibited from using deceptive 
practices or force to transport minors. Youth must be informed, in 



age-appropriate language, of their destination, the reason for transport, 
and the expected duration of the trip." 

❖​ Mandatory Reporting 

➢​ Policy Recommendation: Ensure full accountability through detailed 
documentation and reporting of incidents. 

■​ Example Legislative Language:​
"All transportation incidents, including the use of restraints or any physical 
intervention, must be documented and reported to the state licensing 
authority within 24 hours. Reports must include: 

i. Details of the incident 

ii. Names of personnel involved 

iii. Actions taken to resolve the incident" 

❖​ Training and Certification 

➢​ Policy Recommendation: Mandate comprehensive training and certification for 
transport personnel. 

■​ Example Legislative Language:​
"All transport personnel must complete 20 hours of initial training in 
trauma-informed care, de-escalation techniques, and youth rights, 
followed by annual refresher training. Certification is required for all 
individuals involved in youth transport, to be issued and tracked by the 
state licensing authority." 

❖​ Restraint Practices in Youth Transportation Services 

➢​ Policy Recommendation: Prohibit the use of physical, mechanical, or chemical 
restraint on youth by any youth transportation service. 

■​ Example Legislative Language:​
"The use of physical, mechanical, or chemical restraint on youth by any 
youth transportation service is strictly prohibited, including but not limited 
to:​
i. Chemical Restraint: The administration of drugs or medication to 
control behavior that is not prescribed by a licensed healthcare 
professional and administered for medical or therapeutic purposes.​
ii. Mechanical Restraint: The use of any device or equipment to restrict a 
youth’s movement, including handcuffs, shackles, or other binding 
devices, except as prescribed for medical or therapeutic purposes by a 
licensed healthcare professional.​
iii. Prone Restraint: Any restraint that places a youth face-down on the 



ground or another surface.​
iv. Supine Restraint: Any restraint that places a youth face-up on the 
ground or another surface.​
v. Pressure Restraint: Any restraint involving the non-incidental use of a 
solid object, including the ground, wall, or floor, to impede a youth's 
movement. 

Additional Prohibited Practices​
a. The following specific restraint practices are prohibited during youth 
transportation:​
i. Any restraint that places, or creates a risk of placing, pressure on a 
youth’s neck, throat, or mouth.​
ii. Any restraint that impedes, or creates a risk of impeding, a youth’s 
breathing.​
iii. The intentional placement of hands, feet, elbows, knees, or any object 
on a youth’s neck, throat, genitals, or other intimate parts.​
iv. Any restraint that places, or creates a risk of placing, pressure on a 
youth’s stomach, chest, joints, throat, or back through the use of a knee, 
foot, or elbow.​
v. Any other restraint, the primary purpose of which is to inflict pain or 
cause physical harm." 

❖​ Age Restrictions 

➢​ Policy Recommendation: Limit the use of escort services to older youth and 
prohibit their use for younger children. 

■​ Example Legislative Language:​
"Escort services may not be used for children under the age of 12. For 
youth aged 12 to 18, transport must be conducted with explicit written 
approval from both parents or legal guardians, and the presence of a 
trained advocate is required during transport." 

❖​ Interstate Cooperation 

➢​ Policy Recommendation: Develop consistent standards and oversight for youth 
transport services across state lines. 

■​ Example Legislative Language:​
"The state shall enter into an interstate compact for the regulation of 
youth transport services, ensuring uniform licensing, reporting, and 
oversight requirements. Compact members shall share data on transport 
company performance and investigate cross-state complaints jointly." 

 

Preventing Unnecessary Institutionalization 



❖​ Community-Based Mental Health Services 

➢​ Policy Recommendation: Reduce reliance on institutional placements by 
expanding community-based mental health services and youth mobile crisis 
units. 

■​ Example Language:​
"The State shall allocate $__ million annually to fund community-based 
mental health clinics, prioritizing underserved areas and integrating youth 
mobile crisis units for emergency interventions." 

❖​ Youth and Family Advocacy Programs 

➢​ Policy Recommendation: Equip youth and families with knowledge and tools to 
participate in care decisions and advocate for systemic reform. 

■​ Example Language:​
"The State shall fund advocacy programs, providing training in 
self-advocacy, legal rights, and care system navigation for youth and 
families." 


	Public Comment Summary Rule 307 - Psychiatric Residential Treatment Facility Services for Under 21_DA (MSW responses)_DA_DA_DA_JH
	From Crisis to Care_ Creating Safe and Empowering Environments for Youth
	Youth Safety and Dignity Recommendations 
	❖​Youth and Family Bill of Rights 
	❖​Zero Tolerance Policies 
	❖​Individualized Treatment Plans 
	❖​Restraints, Involuntary Seclusion, and Behavior Management 
	❖​Strip Searches 
	❖​Comprehensive Medical Care 
	❖​Medication Management 
	❖​Quality Academic Education 

	Youth Communication Recommendations 
	❖​Unrestricted Communication 

	Staff Requirements Recommendations 
	❖​Staff Training 
	❖​Comprehensive Whistleblower Policies 
	❖​Extensive Pre-Employment Background Checks 

	 
	Facility Oversight and Accountability Recommendations 
	❖​Inspections and Audits 
	❖​Incident Reporting and Data Sharing 

	Out-of-State Placement Recommendations 
	❖​Improve Interstate Coordination 
	➢​Policy Recommendation: Streamline interstate placement processes and ensure effective communication between sending and receiving states. 
	■​Example Legislative Language:​"State agencies shall fully implement the National Electronic Interstate Compact Enterprise (NEICE) system to facilitate efficient, transparent, and expedited interstate placements. Sending and receiving states must establish formal agreements outlining oversight, monitoring responsibilities, and information-sharing protocols." 
	➢​Policy Recommendation: Each state shall designate an Interstate Placement Liaison to serve as the primary point of contact for coordinating placements and addressing concerns, ensuring timely communication between jurisdictions. 
	❖​Enhance Oversight and Accountability 
	➢​Policy Recommendation: Strengthen monitoring and ensure high standards for out-of-state placements. 
	■​Example Legislative Language:​"Out-of-state facilities accepting placements must adhere to licensing and accreditation standards equal to or exceeding those of the sending state. Facilities must submit annual performance reports, including data on incident rates, treatment outcomes, and compliance with individualized treatment plans." 
	➢​Policy Recommendation: States shall conduct quarterly reviews of youth placed out-of-state to assess their progress and conditions. A multi-disciplinary review team shall be responsible for these assessments." 
	❖​Focus on Family Engagement and Reunification 
	➢​Policy Recommendation: Prioritize family connections for youth placed out-of-state and facilitate their involvement in treatment. 
	■​Example Legislative Language:​"When out-of-state placement is necessary, priority shall be given to placements with relatives or kin. States must allocate funding for transportation and lodging to ensure families can maintain regular contact with youth in out-of-state care. Facilities must provide video conferencing options for families unable to travel." 
	❖​Implement Assessment and Approval Processes 
	➢​Policy Recommendation: Justify the need for out-of-state placement through rigorous assessment and stakeholder approval. 
	■​Example Legislative Language:​"Before authorizing out-of-state placement, states must conduct a thorough assessment demonstrating that in-state alternatives are unavailable or unsuitable. Approval shall require sign-off from a multi-stakeholder panel, including representatives from child welfare, mental health, and education." 
	➢​Policy Recommendation: Out-of-state placements must be reassessed every six months to determine ongoing necessity. Recommendations for continued placement or transition must be documented and shared with stakeholders. 
	❖​Develop Transition Planning 
	➢​Policy Recommendation: Ensure continuity of care and support for youth returning from out-of-state placements. 
	■​Example Legislative Language:​"Facilities and child welfare agencies must develop comprehensive transition plans for youth exiting out-of-state placements. Plans shall include coordination of education, healthcare, and mental health services in the youth’s home state." 
	➢​Policy Recommendation: Youth must have access to transitional support services, including case management, for at least six months after their return to ensure successful reintegration into their community. 
	 
	Regulation of Youth Transportation Services Recommendations 
	❖​Transport Agency Licensure 
	➢​Policy Recommendation: Establish strict licensing and oversight requirements to ensure youth transport services operate safely and transparently. 
	■​Example Legislative Language:​"All youth transport service providers must be licensed by the state licensing authority. Licenses shall require annual renewal contingent upon compliance with state regulations, including staff training, documentation, and audit requirements." 
	❖​Prohibit Deceptive Practices 
	➢​Policy Recommendation: Transportation companies must provide parents or guardians with a detailed description of the transport process, including methods of transport, estimated travel times, and the names of personnel involved. Parental consent forms must clearly outline this information and be signed prior to transport. 
	➢​Policy Recommendation: Protect youth from deceptive or coercive practices during transport. 
	■​Example Legislative Language:​"Youth transportation services are prohibited from using deceptive practices or force to transport minors. Youth must be informed, in age-appropriate language, of their destination, the reason for transport, and the expected duration of the trip." 
	❖​Mandatory Reporting 
	➢​Policy Recommendation: Ensure full accountability through detailed documentation and reporting of incidents. 
	■​Example Legislative Language:​"All transportation incidents, including the use of restraints or any physical intervention, must be documented and reported to the state licensing authority within 24 hours. Reports must include: 
	i. Details of the incident 
	ii. Names of personnel involved 
	iii. Actions taken to resolve the incident" 
	❖​Training and Certification 
	➢​Policy Recommendation: Mandate comprehensive training and certification for transport personnel. 
	■​Example Legislative Language:​"All transport personnel must complete 20 hours of initial training in trauma-informed care, de-escalation techniques, and youth rights, followed by annual refresher training. Certification is required for all individuals involved in youth transport, to be issued and tracked by the state licensing authority." 
	❖​Restraint Practices in Youth Transportation Services 
	➢​Policy Recommendation: Prohibit the use of physical, mechanical, or chemical restraint on youth by any youth transportation service. 
	■​Example Legislative Language:​"The use of physical, mechanical, or chemical restraint on youth by any youth transportation service is strictly prohibited, including but not limited to:​i. Chemical Restraint: The administration of drugs or medication to control behavior that is not prescribed by a licensed healthcare professional and administered for medical or therapeutic purposes.​ii. Mechanical Restraint: The use of any device or equipment to restrict a youth’s movement, including handcuffs, shackles, or other binding devices, except as prescribed for medical or therapeutic purposes by a licensed healthcare professional.​iii. Prone Restraint: Any restraint that places a youth face-down on the ground or another surface.​iv. Supine Restraint: Any restraint that places a youth face-up on the ground or another surface.​v. Pressure Restraint: Any restraint involving the non-incidental use of a solid object, including the ground, wall, or floor, to impede a youth's movement. 
	Additional Prohibited Practices​a. The following specific restraint practices are prohibited during youth transportation:​i. Any restraint that places, or creates a risk of placing, pressure on a youth’s neck, throat, or mouth.​ii. Any restraint that impedes, or creates a risk of impeding, a youth’s breathing.​iii. The intentional placement of hands, feet, elbows, knees, or any object on a youth’s neck, throat, genitals, or other intimate parts.​iv. Any restraint that places, or creates a risk of placing, pressure on a youth’s stomach, chest, joints, throat, or back through the use of a knee, foot, or elbow.​v. Any other restraint, the primary purpose of which is to inflict pain or cause physical harm." 
	❖​Age Restrictions 
	➢​Policy Recommendation: Limit the use of escort services to older youth and prohibit their use for younger children. 
	■​Example Legislative Language:​"Escort services may not be used for children under the age of 12. For youth aged 12 to 18, transport must be conducted with explicit written approval from both parents or legal guardians, and the presence of a trained advocate is required during transport." 
	❖​Interstate Cooperation 
	➢​Policy Recommendation: Develop consistent standards and oversight for youth transport services across state lines. 
	■​Example Legislative Language:​"The state shall enter into an interstate compact for the regulation of youth transport services, ensuring uniform licensing, reporting, and oversight requirements. Compact members shall share data on transport company performance and investigate cross-state complaints jointly." 
	 
	Preventing Unnecessary Institutionalization 
	❖​Community-Based Mental Health Services 
	❖​Youth and Family Advocacy Programs 



