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At Cheltenham, mental health counseling is inadequate to the 
needs of mentally ill youth in both frequency and content. The 
limited counseling records that exist do not evidence consistent 
use of effective treatment strategies. At Hickey, despite some 
caring, dedicated counselors, interventions are not structured 
toward specific goals and do not consistently involve approaches 
accepted as effective. Even for youth who are regularly placed 
on suicide precautions, counseling frequently fails to identify 
strategies to deal with problems of self-regulation or 
depression. For others, mental health staff failed to utilize 
strategies to deal with identified anxiety, hyperactivity or 
trauma. Many youth are prescribed psychotropic medications to 
manage their behavior, but receive no counseling whatsoever. The 
school lacks any mental health professionals to provide services 
directed at the goals and objectives set forth in the 
Individualized Education Programs (IEPs) of youth with such 
needs. A representative of the contract mental health provider 
for the facility reported that these mental health staff do not 
address special education-related needs in their treatment. 

For example: 

A 15-year-old youth admitted to Cheltenham with a 
documented history of ADHD and bi-polar disorder 
received only one crisis intervention visit from a 
mental health counselor during three weeks in which he 
repeatedly angered easily and got into fights, 
resulting in his being disciplined. The only 
intervention this clinician prescribed was to see the 
therapist assigned to his unit on an "as needed basis.H 
Despite this youth's inability to control his behavior, 
no additional counseling was reflected in his chart. 

A youth at Cheltenham with current prescriptions for 
Depakote and Risperdal required surgery for an 
undescended testicle while detained in April 2003. 
Such surgery will likely result in a variety of mental 
health concerns, including anxiety and being at risk 
for harassment by peers. Thus it would be expected 
that both the psychiatrist and a mental health 
counselor would provide services to this youth 
following his return from the hospital. The youth's 
chart reflects only one mental health visit, charted In 
his medical records, in which the youth appeared to be 
quite concerned about his future ability to father 
children, and the possibility that the doctors had 
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found cancer. Although the social worker wrOLe that 
the youth should receive continued mental health 
follow-up and supportive intervention, his records 
reflect no further mental health counseling. 

The psychiatrist at Hickey ordered Cognitive Behavioral 
Therapy (CBT) for a youth with impulse control 
disorder. Nothing in the youth's records suggests that 
the youth received such treatment. 

A youth with conduct disorder as well as potential ADHD 
and substance abuse was prescribed three medications by 
the psychiatrist, who also ordered individual therapy 
twice a week and group therapy twice a week. Instead, 
this youth received only one individual therapy session 
everyone to two weeks. 

A youth at Hickey with ADHD and history of substance 
abuse since age ten, as well as prenatal cocaine and 
alcohol exposure, received no substance abuse 
treatment. 

Mental health staff must keep records in a manner that 
allows futcre providers to track treatment previously provided. 
The lack of adequate record keeping could place youth at risk in 
circumstances requiring prompt intervention, particularly when a 
youth threatens self-harm. Records of prior interventions are 
important in order to guide staff about effective ways to 
intervene in crises. Counseling records at Hickey lack 
sufficient specificity, while records at Cheltenham are 
disorganized and at times nonexistent. 

At both facilities, group treatment sessions are often 
cancelled. Security staff are insufficient in numbers to provide 
needed supervision during group sessions to ensure a safe and 
productive atmosphere. At neither facility do counseling staff 
routinely involve youth's families in their treatment 
interventions, thus reducing the effectiveness of any attempt at 
rehabilitation for youth who plan to return to their families 
following detention. At Cheltenham, confidentiality in group 
settings is often compromised. This circumstance leaves youth 
unwilling to communicate sensitive personal concerns where 
professional and custody staff cannot assure protection from 
teasing and recrimination. Furthermore, some youth with mental 
illness are expected to participate in groups that are 
inappropriate for their illnesses. 
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Youth with developmental disabilities are not receiving the 
care they need at the facilities. For example, one 
developmentally disabled youth whose testing indicates that the 
youth's performance "falls within 1 st percentile and is within 
the Mentally Deficient range of intellectual functioning U 

frequently got in fights on his unit. This youth was 
consistently disciplined for engaging in behaviors which were 
largely a function of his developmental and cognitive deficits. 
His treatment plan includes no guidance for custody staff on what 
strategies can help this youth function more successfully with 
his peers and staff. While there was useful information 
available through his school records that. could benefit both his 
mental health care and his care on the living unit, there is no 
indication that the information was shared outside the school. 

Generally accepted professional practices require that 
facilities confining youth provide opportunities for 
rehabilitation that include effective behavior management 
systems. Effective behavior management systems generally involve 
incentive-based programs for promoting appropriate behavior 
throughout the day, and clearly defined guidelines that are 
consistently applied across each instituLion. For youth 
idenLified as having behavioral health problems, behavior 
management programs need to be coordinated with a treatment plan. 
Appropriate rehabilitative services for youth confined in 
juvenile justice facilities include programs that address family 
conflict, substance abuse, anger management, gang affiliation and 
other issues that involve them in the juvenile justice system. 
At Hickey and Cheltenham, however, the behavior management 
systems have little or no input from the mental health staff. 
Thus, goals of custody staff and mental health treatment 
providers are not coordinated, and youth do not benefit from 
mental health treatment gains within the unit structure. 
Moreover, both facilities lack an effective behavior management 
system that is consistently applied and that provides approprlate 
opportunities for youth to regulate their behavior. 

5. Failure to place Youth in Court-Ordered Treatment 

Once a court has ordered that a youth be placed in a 
suitable facility for treatment and rehabilitation, it is 
incumbent upon the State to find timely placements for such 
youth. In the meantime, these facilities are left with many 
youth whose mental health needs cannot be met by the resources 
available at the facllity. The frustration and anger youth 
develop from lack of appropriate treatment makes them difficult 
to manage, and leaves them less receptive to future 
interventions. Youth may be detained at Cheltenham and Hickey 
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awaiting placement into other DJS or private treatment progra~s 
for six months or longer. The State must find alternatives to 
meet the mental health needs of these youth whom the courts have 
ordered DJS to serve. 

D. INADEQUATE MEDICAL CARE 

Facilities must provide confined juveniles with medical care 
consistent with generally accepted professional practices. The 
programs for providing medical care at Cheltenham and Hickey are 
inadequat~ and substantially depart from generally accepted 
professional standards in the following areas: (i) access to 
medical treatment; (ii) health assessments; (iii) treatment of 
chronic conditions and physical injuries; (iv) medication 
administration practices; and (v) dental care. 

1. Inadequate Access to Medical Treatment 

Youth at Cheltenham are not provided timely access to 
medical care. The following examples are illustrative: 

A youth requested sick calIon July 25, 2002. He was 
seen on July 26 and complained of a sore throat lasting 
two weeks. He was referred to the physician, but not 
seen until July 29. By that time, his condition had 
deteriorated and the youth was hospitalized with a 
peritonsillar abscess, a serious deep tissue throat 
infection. Timely attention by a medical practitioner 
and treatment with antibiotics would likely have 
prevented his hospitalization. 

A youth with severe asthma was admitted to Cheltenham 
in May 2003. At the time of admission, the youth's 
respiratory rate was 20, indicating acute asthma and 
the need for further assessment by the physician. 
Nothing further was done to evaluate or treat his 
asthma at the time of his admission. Untreated asthma 
symptoms can result in respiratory crisis. 

At Cheltenham we encountered a youth in disciplinary 
seclusion who had been in a fight with another youth. 
His tooth had been left very loose as a result of the 
fight, but he had not received medical care for this 
injury when we spoke with him. The dentist was due to 
be at the facility the next day for his weekly visit, 
so a senior administrator who \yas accompanying us Oll 

our tour instructed a nurse to ensure that the youth 
got to see the dentist the following day. We checked 
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back with this youth mid-afternoon the following day, 
and found that no one had spoken with him further 
regarding his tooth. We were able to intervene just in 
time to catch the dentist who was packing up to leave 
for the day. The dentist had received no word that a 
youth housed just down the hall needed his care. 

For juvenile facilities to provide adequate medical care, 
generally accepted professional practices require that there be 
sufficient medical staff. Our investigation revealed that there 
was insufficient medical staff at both Cheltenham and Hickey to 
provide an adequate health program, given the needs of the youth 
housed there. 

At the time of our tours, at Cheltenham there was one nurse 
supervisor and four nurses during the day shift, three nurses 
during the evening shift, and one nurse during the overnight 
shift. Nurse staffing at Hickey was virtually identical, 
although the facility housed more youth. Our observations, 
document review, and interviews with staff and youth confirmed 
that these levels of medical staffing contribute to the medical 
care deficiencies described in this section. In addition to a 
shortage of nursing staff, physicians are not on-site for 
sufficient hours. At Cheltenham at the time of our tours, a 
physician was on-site for only three and a half days each week, 
which was largely spent on initial examinations of newly admitted 
youth. This schedule and staffing pattern left physicians little 
ti~e to devote to the care and treatment of acute and chronically 
ill juveniles. The shortages also explain why juveniles at both 
Cheltenham and Hickey complained that requests for sick call are 
unanswered for days. 

Insufficient security staffing similarly impacts the 
delivery of medical care for youth at Cheltenham and Hickey. A 
youth at Cheltenham sustained a shoulder separation during an 
April 2003 incident. Although the youth required x-rays, he \vas 
not transported to the hospital for more than 24 hours because of 
security staff shortages. Medical staff at Hickey reported that 
youth often miss outside appointments that are very difficult to 
reschedule, such as optical and dental appointments, due to lack 
of security staff to transport youth. In the satellite medical 
office at Hickey, the nurse reported that there was insufficient 
security staff to supervise youth and also provide adequate 
security for her. As a result of this lack of security, the 
nurse conducts sick call through a window from behind a locked 
door, significantly limiting her clinical interaction with youth. 
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2. Inadequate Health Assessment 

Generally accepted professional standards require that a 
standardized health evaluation be performed upon admission. This 
evaluation is necessary to ensure that youth are maintained on 
necessary medications, that significant health problems are not 
overlooked, and that tuberculosis skin tests and laboratory 
screening to detect co~municable diseases are performed. 
Significant health problems should be identified on a "problem 
1 i s t /I sot hat a p pro p ria t e t rea t men tan d foIl OVJ - u P car e i s 
provided. Medical records from prior placements should be 
obtained promptly for appropriate assessment, and current medical 
records must be maintained adequately and updated in a timely 
manner. The failure to treat an unrecognized health problem can 
result in serious medical harm. Both facilities fail to conduct 
adequate initial health assessments and document the health 
records adequately. 

At Cheltenham, we found several examples of the failure to 
continue required medications on admission, the adverse health 
consequences of which can be severe. For example, a youth with a 
history of seizures \\'as admitted on March 28, 2003. The nurse 
noted that he was being treated with Tegratol, an anti-seizure 
medication. Nothing was done to continue the youth on this 
medication, even though the medication was available on-site. On 
March 30, the youth suffered a seizure. Notably, his problem 
list, where all significant health problems should have been 
listed, and his physical examination form were left blank, even 
though his condition was known to the facility. 

Our file review at both Cheltenham and Hickey revea~ed that 
important medical information, such as medical problems and 
treatment provided, is not documented so as to be readily 
identifiable, representing a substantial departure from generally 
accepted professional practices. For example, a Cheltenham 
youth's February 2003 initial n;edical assessment indicated "none" 
for allergies, alth6ugh a prior chart entry from the previous 
July reported allergies to penicillin and aspirin. Youth with 
histories of scoliosis (curvature of the spine), high blood 
pressure, and prior positive tuberculosis sk:n tests reported 
their histories to medical staff, but these medical problems were 
not documented on the youths' problem lists so that they would be 
readily observed by medical care providers. The failure to 
document youths' medical problems and courses of treatment 
clearly in their medical files impedes medical practitioners from 
providing adequate care, and places youth at risk of receiving 
medical treatment which could actually harm them. 
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Medical staff at Hickey and Cheltenham fail to perform 
needed follow-up regarding abnormal lab results. Urine tests are 
a standard screening test given to youth as part of the initial 
health assessment. Abnormal results may be indicia of serious 
medical conditions. The presence of protein or blood in the 
urine can indicate chronic kidney disease; the presence of white 
blood cells and nitrate in the urine may indicate bladder or 
kidney infection. Our file review revealed that staff received 
such abnormal laboratory results for youth at both facilities, 
yet failed to take appropriate steps as a result of this 
information, thus placing youth at risk of harm. 

Generally accepted professional standards also require that 
the immunization status of youth be assessed and immunizations be 
brought up to date. Neither Cheltenham nor Hickey has an 
organized immunization program. The facilities do conduct 
routine antibody testing for Hepatitis B for all admissions; 
however, youth whose antibody tests do not show that they have 
developed immunity should be vaccinated. Our review revealed 
youth at both facilities who had no immunity, yet no vaccine \.-Jas 
ordered for them. Youth should also be screened to determine 
whether they have active Hepatitis B or C infections. ~ickey 
staff fail to determine whether youth have active infections of 
these contagious diseases. 

Similarly, youth who have not had chickenpox are at risk for 
more serious complications from the disease, including chickenpox 
pneumonia and chickenpox encephalitis, which can result in mental 
retardation and seizures, if they contract chickenpox when they 
are older. Youth who have not had the condition should be 
vaccinated. Youth at both Cheltenham and Hickey reported never 
having chickenpox but were not vaccinated. 

Common sense dictates that screening for active infectious 
diseases, such as tuberculosis, be a part of any correctional 
setting. Yet when tuberculosis screening tests are ordered at 
Hickey, there often is no follow-up by nursing staff to determine 
whether a youth tested positive. This failure to track and 
appropriately treat youth who need care places both staff and 
youth at risk of contagion from untreated youth. 

Finally, medical staff fail to take sufficient steps to 
obtain complete medical records from prior facility placements, 
even those within DJS. At Hickey, a nurse tracks whether medical 
records are received, but does not assess the completeness of the 
records. For example, a physical examination record may be 
received without laboratory results, but no follow-up would be 
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done to acquire these results. Nurses apparently assume that 
tuberculosis screening tests are conducted at prior placements, 
but often this has not occurred and there is no documentation of 
tuberculosis screenlng from the previous facility. 

3. Inadequate Medical Treatment of Chronic Conditions 
and Physical Injuries 

Generally accepted professional standards require that 
appropriate treatment be provided for youth with chronic medical 
conditions. A common, yet serious, medical condition among youth 
is asthma. At Cheltenham and Hickey, staff fail to provide 
critical aspects of asthma care consistently with current 
standards. Health staff only see youth for asthma symptoms, 
rather than at regular intervals to monitor the illness. Staff 
do not review how youth are responding to treatment, assess 
airflow using a peak flow meter, review side effects of 
medications, provide patient education, and adjust the management 
of the disease to achieve the least disability. Peak flow meters 
are available at the facilities, but rarely used. Certain types 
of asthma inhalers are prescribed for use when patients find 
themselves urgently short of breath. The documented use of such 
inhalers is necessary to manage this serious medical condition, 
as the use of inhalers for urgent relief more than twice a week 
is an indication that providers should consider intensification 
of the daily treatment regimen. Although custody staff confirmed 
that they store asthma inhalers, which youth use on the housing 
units, the medical charts we reviewed contained no documentation 
of administration of asthma inhalers on the housing units. 

Youth with other chronic illnesses receive inadequate care 
at both facilities. For example, two youth at Hickey had sickle 
cell anemia. Generally accepted professional standards call for 
daily folic acid supplements to support the bone marrow's rapid 
production of red blood cells in sickle cell patients. Neither 
youth was prescribed these preventative measures. In another 
example, a youth who tested positive for Hepatitis C was not 
provided a vaccine for Hepatitis A. Such vaccination is a 
standard treatment for youth with Hepatitis C, since they are 
more susceptible to liver infection from other hepatitis strains. 
Our investigation also revealed a number of youth with diabetes 
at Cheltenham and Hickey. Generally accepted standards of care 
for this serious disease call for routine testing to monitor 
diabetics for eye and kidney complications, but records contained 
no indication that these tests were ordered. A special urine 
test to detect small amounts of protein in the urine is 
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appropriate for youth who have had diabetes for 3 years or more, 
but records contained no indication that this test is ordered. 
Additiona~ly, at Cheltenham physicians fail to order appropriate 
diets for diabetics. 

4. Inadequate Medication Administration Practices 

Prescribed medications are not administered appropriately at 
either facility. Our review of medication administ~ation records 
revealed many significant gaps in medication that were 
unexplained. The following examples are illustrative: 

A youth did not receive his Paxil, an anti-anxiety 
medication, and Risperdal, an antipsychotic 
medication, on two dates in June 2003. 

A youth was prescribed Keflex, an antibiotic, 
~hree times a day, but missed two doses every day. 

A youth who had his jaw wired shut was prescribed 
Ensure, a liquid protein supplement for 
nourishment. Over a three week period, he 
received only 31 of 100 cans ordered. 

A youth was prescribed Risperdal to help control 
his anger, and reported that the medication was 
he 1 p f u 1 . [fJ hen hew a sin t e r vie VJ e don J un e 1 0 , 
2003, he reported that his medication had been 
stopped without explanation at the end of May. 
He had made a sick call request to discuss this 
medication interruption and was still waiting to 
see the medical staff. A review of his chart 
revealed that the medication had been stopped 
because both nursing and mental health staff had 
failed to flag it for renewal and the prescription 
had expired unintentionally. 

A youth's medical chart revealed that he suffered 
from chronic inflammatory bowel disease for which 
he was prescribed mineral oil daily. On two 
occasions his mineral oil prescription expired 
without renewal and he had to pursue sick call 
requests to continue this medication. 
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A youth with high blood pressure was treated with 
the medication Atenolol, a beta blocker commonly 
used to treat this condition. After his admission 
to Hickey, his medication was stopped for two days 
because staff failed to renew it. The sudden 
cessation of Atenolol may cause chest pain or 
heart attack. 

These practices represent substantial departures from 
generally accepted standards of care. 

5. Inadequate Dental Care 

In keeping with generally accepted practices, services to 
restore and maintain dental health must be available to youth. 
See Ramos v. Lamm, 639 F.2d 559, 576 (10th Cir. 1980). Both 
Cheltenham and Hickey fail to provide adequate dental care. 

At Cheltenham, our review of dental records revealed an 
absence of routine dental examination on admission, and a lack of 
restorative and preventative care. At the time of our tours, 
Cheltenham had a dentist on-site once a week for 6-8 hours. 
There was no dental assistant or dental hygienist. The dentist 
provides only acute care when youth are referred to him by sick 
call request. According to the dentist, services are basically 
limited to emergencies. No preventative services, such as 
cleaning, scaling, or topical fluoride application, are provided. 
Given the length of stay for 
some youth at Cheltenham, the failure to provide preventative 
care ~alls outside generally accepted professional standards. 

Hickey has no on-site dental staff, and preventative 
services are not provided. Dental services are provided by a 
community dentist, who limits the number of appointments per 
week. Our review of dental referrals, medical files, and 
interviews with staff revealed significant delays in necessary 
dental treatment for youth in pain and with serious dental needs. 
The failure to treat dental conditions such as cavities can 
result in need for more extensive root canal therapy or tooth 
loss. For example: 

A youth submitted sick call requests on May 20 and 21, 
2003 for dental pain. He was not scheduled to be seen 
by the dentist llr:til July 9, the next available 
appointment. 
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A youth requested dental care for pain on May I, 2003, 
but was not referred to the dentist. On May 15, he 
complained of severe pain, and only then was he seen by 
the dentist. 

A youth had a dental exam on February 13, 2003, which 
showed five cavities. At the time of our April 2003 
tour, he had received no treatment for these cavities. 

A youth was suffering from a dental abscess on May 22, 
2003 and was treated with Amoxici11in, an antibiotic. 
At the time of our June 2003 tour, the youth had not 
seen the dentist and no appointment was scheduled. 

Hickey also fails to provide dental care for chronic 
conditions. For example, we interviewed a youth at Hickey with 
severe disabling displacement of his teeth (the youth had 
numerous teeth growing out of his gums above and perpendicular to 
his front teeth) but he was not referred for orthodontic 
evaluation. A nursing assessment at intake described this 
youth's mouth as "normal," indicating that this nurse had 
received inadequate training in dental screening. 

E. INADEQUATE EDUCATION INSTRUCTION OF YOUTH WITH 
DISABILITIES 

With regard to the education provided to confined youth, the 
facilities violate the statutory rights of youth with 
disabilities by failIng to provide them with adequate special 
education instruction and resources. In states that accept 
federal funds for the education of children with disabilities, as 
does Maryland, the req~irements of the IDEA apply to juvenile 
facilities. See 20 U.S.C. § 1412(a) (1) (AJ; 34 C.F.R. 
§ 300.2(b) (1) (iv). The deficiencies we observed stem from: 
(i) inadequate assessments of youth who are eligible for special 
educa t i on services; (i i) inadequate ly deve loped I ndi vi dua 1 i zed 
Education Programs ("IEPs"); (iii) lack of related services; 
(iv) lack of adequate instruction for youth with disabilities; 
and (v) inadequate vocational instruction for youth with 
disabilities. 

1. Inadequate Assessment 

Pursuant to the IDEA, staff at Cheltenham and Hickey are 
responsible for screening, evaluating and identifying youth with 
qualifying disabilities that would entitle them to special 
education services. Prevalence data from national studies 
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suggests that between 20% and 60% of youth in juvenile justice 
facilities have an educational disability.lo At the time of our 
tour only 15% of youth at Cheltenham were identified as having an 
educational disability and only one youth was identified with a 
qualifying disability of other health impaired (OHI). The OHI 
designation is used for children with ADHD, a commonly identified 
qualifying disability. Indeed, observations by our psychiatrist 
and psychologist indicate that the facility had not identified a 
number of youth with this condition who likely were entitled to 
special education services. 

At Hickey, we found that a number of youth had significant 
mental health diagnoses, such as psychotic disorders, major 
depression and schizophrenia, yet many of these children did not 
have IEPs. Assessments failed to include intelligence and 
achievement testing. At Cheltenham, we found that the special 
education coordinator was new to this position and plans for 
assessing youth were still in the formative stages. 

J a 

One 17-year old youth at Cheltenham diagnosed with 
schizophrenic disorder experienced auditory 
hallucinations. Despite these severe symptoms that 
would clearly interfere with his ability to learn, he 
was not identified or assessed for special education 
services. 

Another 17 year-old youth at Cheltenham, who had been 
placed there at least four times, who had a history of 
prior psychiatric hospitalizations, and who had been 
identified with a learning disability, emotional 
disorder, and behavior disorder, was not receiving 
adequate special education services. Despite receiving 
some special education services, his most recent 
testing found he had only a first grade level in 
reading and spelling, and a third grade level in math. 
In his April 2003 progress report, his teacher noted 
that he was not attending class and that when he did, 
he failed to do the work. He received failing grades 

Robert B. Rutherford, et Ql.., Youth with disabilities in the 
corrections system: Prevalence rates and identification issues 
(2002) . 
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in all subjects except keyboarding. Such lack of 
success requires that additional interventions be 
attempted for such a youth, but no such interventions 
were put into place. 

Another 17-year-old youth at Cheltenham had been 
diagnosed with a mood disorder, anxiety disorder, ADHD, 
and cannabis dependency. He had been receiving special 
education services since the fourth grade for 
behavioral problems. However, a recent court 
evaluation reported that the youth was at only a third 
grade reading level, which may indicate learning 
disability. The facility did no IQ testing or further 
attempt any new educational interventions. 

One 17-year-old youth at Hickey with polysubstance 
abuse and conduct disorder tested at seven to eight 
years below grade level in reading, math and spelling. 
Such lack of educational achievement would indicate an 
underlying learning disability. This youth received no 
special education services. 

A 14-year-old youth at Hickey with a verbal IQ of 67 
was receiving limited special education services for an 
emotional disability. Despite the fact that the 
emotional disability was the condition that made him 
eligible for special education services, the one hour 
per week of mental health treatment that the youth 
received was provided by the facility's contract mental 
health provider, which was neither monitored by the 
school nor coordinated with his educational needs. In 
addition, the youth's testing, which showed him to be 
seven years behind in reading, indicates a likely 
learning disability, which was not being assessed or 
addressed at all. 

An I8-year old youth at Hickey with impulse control 
disorder and likely ADHD had notes on his most recent 
IEP indicating that he was rarely on task, often failed 
to complete work, and was argumentative with peers and 
adults. Despite this youth's testing at five to seven 
years below grade level in spelling and math, and 
reports that current interventions wer~ ineffective at 
improving his school performance, the IEP team 
determined that he did not requIre any further 
evaluation. 
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Section 504 of the Rehabilitation Act of 1973 prohibits 
discrimination against persons with a disability by any agency 
receiving federal funds. The protections of this law, which 
apply to state prisons, see Pennsvlvania Dep't of Corrections v. 
Yeskey, 524 U.S. 206 (1998) (holding that the terms of Title II 
of the Americans with Disabilities Act, the relevant provisions 
of which are identical to Section 504, are applicable to the 
states), are extended to any person who: (i) has a physical or 
mental impairment that substantially limits one or more of such 
person's major life activities, (ii) has ~ record of such 
impairment, or (iii) is regarded as having such an impairment. 
The law requires that an accommodation plan be developed for 
students who qualify for services under Section 504. Our 
investigation revealed no assessment measures and, consequently, 
no accommodation plans for youth who would not be covered under 
the IDEA, but who may be eligible for accommodations under 
Section 504. 

2. Inadequate Individualized Education Programs 

The IDEA describes the required components of an rEP, 
including that each rEP must include measurable goals. 
34 C. F.R. § 300.347 (a) (2) (2004). Many of the IEPs VJe reviev/ed at 
Hickey lacked measurable goals and obJectives. For example, one 
rEP objective stated, "[tJhe student will display empathy towards 
peers and adults with 80% criteria." Other IEP objectives 
included criteria stated as percentages, but did not describe the 
quanta being measured. For example, an 80% criteria could refer 
to 80% of opportunities during free time, 80% of observed 
interactions during class time, or 80% of interactions during 
lunch over three consecutive days. Without more concretely 
stated measures, "an 80% criteria" is meaningless. Indeed, the 
criteria, even without a required percentage, would be incapable 
of measurement. The rEP goals and objectives we reviewed lac~ed 
realistic and measurable terms, based on individual needs. 

At Hickey, IEPs include recommendations for mental health 
treatment, but the school has no mental health professionals. A 
representative of the contract mental health services provider 
reported that they do not routinely coordinate mental health 
treatment with youths' rEP goals and objectives, even where 
youths' eligibility for special education is based on emotional 
disability. 
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3. Lack of Related Services 

The IDEA req~ires that students with disabilities be 
provided with related services to address their specific needs. 
Our investigation revealed that students at Cheltenha~ whose IEPs 
indicated that they should receive speech and language therapy 
once a week were not receiving these services because Cheltenham 
had not contracted with a speech and language therapist for some 
time. Successful rehabilitation of mentally ill youth must 
involve coordinated efforts of mental health and education 
professionals, and this does not occur at either facility. 

Educational mastery, for many detained youth, is the 
cornerstone of their rehabilitation. Many youth at Cheltenham 
and Hickey have mental illnesses which impact their educational 
performance, but do not receive appropriate special education 
related services to address their educational deficits. In 
general, mentally i~l youth often have poor school attendance and 
performance due to shame over their lack of skills or histories 
of failure and conflict in school settings. Therefore, 
coordination between mental health professionals and educators is 
essential for youth at both facilities. Such coordination does 
not occur at Cheltenham or Hickey. 

At Hickey, although the majority of youth served by the 
contract mental health provider also receive special education 
services, the mental health staff rarely attend IEP meetings or 
provide information regarding management of the youth's mental 
illness and treatment goals. The school frequently lists mental 
health services among the interventions a youth will receive when 
officials write IEPs, even though the school does not provide 
these services. School officials believe that the youth are 
receiving mental health services somewhere in the institution, 
but school officials do not ensure that such care is provided, or 
that it coordinates with the other IEP goals and objectives. 
Since school behavior is often the target of medication 
management, it is a generally accepted professional practice for 
psychiatrists to work with educators in the treatment of youth. 
The lack of this important collaboration undermines the 
rehabilitative function that the youth's detention is supposed to 
achieve. 

4. Lack of Adequate Instruction for Youth with 
Disabilities 

The IDEA requires that students with disabilities be 
provided an appropriate public education. Students with 
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disabilities at Hickey are served in the general education 
classrooms under an inclusion model. These students receive 
assistance from special education teachers in the classroom. 
Student education records revealed a number of students who were 
reading far below grade level. For example, a 17-year-old youth 
was reading at a 2.8 grade level. A 16-year-old youth was 
reading at a 2.2 grade level. Students like these, with profound 
reading deficits, require more individualized instruction than 
what was being delivered at Hickey. 

Students with disabilities at both Cheltenham and Hickev are 
also denied appropriate education when they are placed in " 
restricted settings. Our illvestigation revealed that youth in 
the segregation units at both facilities received no academic 
instruction. Youth housed in the infirmary for medical reasons 
or to provide them with protective custody, received extremely 
limited academic instruction. At Cheltenham, youth in the 
infirmary reported that teachers of four subject matters each 
spent approximately one-half hour per day with them, and that 
most of the time was occupied watching movies. During our tour, 
we saw youth watching "The Matrix U during regular school hours. 
Youth on some units at Cheltenham attend school only three hours 
a day. This level of educational services for youth with 
disabilities is a substantial departure from generally accepted 
practices. 

5. Inadequate Vocational Education for Youth with 
Disabilities 

The IDEA also requires that students' IEPs emphasize special 
education and related services designed to meet their unique 
needs and prepare them for employment and independent living. 
IEPs for students at both Cheltenham and Hickey lack 
consideration of career planning, job training or other 
employment goals. 

Vocational classes are offered at Hickey through the 
Alternative Learning Center, a facility at which courses are 
offered in auto mechanics, printing, agriculture and barbering. 
While providing these courses is laudable, our observations 
revealed that the quality of instruction and materials was 
inadequate and that students were not engaged in the lessons. In 
the auto mechanics class we observed, the instructor was seated 
at his desk while four students watched a video and two students 
slept. The print shop equipment is outdated and in need of 
repaIr. While we were told that most of the printing work lS 

done on computer, the students we observed were using the 
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computers for playing games because the system was down. Our 
observations of the agriculture class revealed two students 
moving dirt and a plant around a turtle, two students studying a 
catalog, and a fifth student who told us he vias "just chilling 
out." Cheltenham offers no vocational or career education 
courses. 

F. INADEQUATE FIRE SAFETY 

Inadequate fire safety precautions at both Cheltenham and 
Hickey place residents at ~n extremely serious risk of harm. 
Indeed, in October 2000, State inspectors noted in a report that 
"[e]xisting doors and locks are damaged beyond repair, [and] 
cannot be opened in case of fire for ventilation. Most of the 
locks are not secure to doors." The report goes on to note under 
"Consequences": "Possible loss of life in case of fire, or other 
emergencies that may occur."ll Because these buildings were 
projected to be demolished eventually, the State did not provide 
funding for these important safety repairs.!2 This report 
evidences that the State knew about both the safety and security 
risks involved in not repairing door locking mechanisms in these 
cottages; however, the State did not repair them. 

Additionally, a number of residential cottages at Cheltenham 
lacked appropriate fire and smoke suppression systems. Hickey 
has a campus-wide automated fire alarm system, but the failure to 
maintain that system places youth at risk of serious harm in the 
event of a fire emergency. In the March 2003 inspection of the 
fire alarm system, numerous deficiencies that are easily remedied 
but nonetheless serious and could result in the loss of life were 
identified: fire control panels were not functional; ba~teries 

needed to be replaced; heat and smoke detectors did not work; and 
many sprinklers were painted over which caused them to be clogged 
and unusable. In view of the broad range of serious defects 
identified by the inspectors in both the 2002 and 2003 
inspections, it is apparent that the fire alarm system is not 
kept functioning at an acceptable level on a regular basis. 
Unless these conditions are remedied, there is a grave risk that 
any fire at the facilities will lead to a significant InjurIes, 
including deaths. 

11 Project Justification Form, October 4, 2000, submitted by 
Maryland Department of Juvenile Justice to Maryland Department of 
General Services, October 24, 2000. 

12 We understand that a number of these cottages are not 
currently used to house youth. 
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IV. REMED IAL MEASURES 

In order to rectify the identified deficiencies and protect 
the constitutional and statutory rights of youth confined at 
Cheltenham and Hickey, these facilities should implement, at a 
minimum, the following remedial measures: 

1. Ensure that youth are adequately protected from physical 
violence committed by staff and other youth, and sexual 
misconduct by staff. 

2. Ensure that there is sufficient, adequately trained staff to 
safely supervise youth. 

3. Ensure that staff are adequately trained in safe restraint 
practices, that only safe methods of restraint are used, and 
that restraints are used only in appropriate circumstances. 

4. Ensure that staff adequately and proreptly report incidents. 

5. Ensure that personnel officials engage in appropriate 
background and reference checks for all staff. 

6. Develop and implement an adequate classification system to 
place youth appropriately and safely. 

7. Ensure that adequate security systems, including individual 
room door locks, are maintained. 

8. Develop and implement policies and procedures to ensure the 
appropriate use of isolation, to include adequate due 
process protections. 

9. Ensure that there is an adequate and appropriate behavior 
modification system in place. 

10. Ensure that youth have adequate access to restroom 
facilities. 

11. Develop and implement adequate suicide prevention policies 
to identify and assess, safely house and supervise, and 
adequately treat suicidal youth. 

12. Provide staff with adequate training and equipment to 
identify and supervise youth at risk for suicide, and to 
intervene effectively in the event of a suicide attempt. 
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13. Provide adequate mental health treatment to include 
appropriate mental health screening, identification and 
assessment, adequate specialized mental health assessment, 
treatment planning, case management, psychiatric services 
and counseling, and provide for placement outside Cheltenham 
and Hickey for those youth whose mental health needs cannot 
be met adequately at the facilities. 

14. Ensure that mentally ill youth are not unfairly disciplined 
for behavior resulting from their disabilities. Ensure that 
appropriate acco~~odations are made so that mentally ill 
youth can participate in programs and services at the 
facilities. 

15. Develop and implement appropriate rehabilitative and drug 
treatment programs, including opportunity to communicate 
with family members. 

16. Ensure that youth are timely placed in appropriate treatment 
settings as ordered by cour~s. 

17. Develop and implement policies, procedures and practices for 
appropriate discharge planning. 

18. Provide youth with adequate access to medical treatment, 
including youth with acute, emergent and chronic medical 
conditions. 

19. Ensure that adequate health assessments are conducted and 
documented for all youth admitted to the facilities. 

20. Develop and implement policies, procedures and practices to 
ensure that adequate medication administration practices are 
followed. 

21. Develop and implement policies, procedures and practices to 
ensure adequate documentation of youth medical records, 
adequate laboratory analyses, appropriate i~~unizations, and 
appropriate screening for communicable diseases. 

22. Provide adequate dental care. 

23. Ensure timely and appropriate assessment and identification 
of students with disabilities for special education 
services. 

24. Provide youth with disabilities adequate special education 
instruction. 
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25. Develop and implement adequate individualized education 
programs; provide necessary related services; and provide 
vocational education for youth with disabilities. 

26. Develop and implement appropriate Section 504 plans for all 
eligible youth. 

27. Implement adequate fire safety measures. 

During the exit interviews at our on-site tours, we provided 
State officials with preliminary observations made by our expert 
consultants. State officials and facility staff reacted 
positively and constructively to the. observations and 
recommendations for improvements. The collaborative approach the 
parties have taken thus far has been productive. We hope to be 
able to continue working with the State in an amicable and . 
cooperative fashion to resolve deficiencies previously noted. In 
addition, due to the State's cooperation in this matter and State 
officials' expressed desire to improve conditions, we will send, 
under separate cover, reports from our consultants that provide 
their more detailed findings and recommendations to address the 
inadequacies they found in the operation of the facilities. 
Although t~e expert consultants' evaluations and work do not 
necessarily reflect the official conclusions of the Department of 
Justice, the observations, analyses, and recommendations of our 
consultants provide further elaboration of the issues discussed 
above, and offer practical assistance in addressing them. 

In the unexpected event that the parties are unable to reach 
a resolution regarding our concerns, we are obligated to advise 
you that 49 days after receipt of this letter, the Attorney 
General may institute a lawsuit pursuant to CRIFA to correct the 
noted deficiencies. 42 u.s.c. § 1997b(a) (1). }"ccordingly, ive 
will soon contact State officials to discuss in more detail the 
measures that must be taken to address the deficiencies 
identified herein. 

Sincerel v, 

R. Alexander Acosta 
Assistant Attorney General 
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cc: The Honorable J. Joseph Curran, Jr. 
Attorney General 
State of Maryland 

Kenneth C. Montague, Jr. 
Secretary, Department of Juvenile Services 
State of Maryland 

Martin Fahey, Superintendent 
Cheltenham Youth Facility 

Leo Hawkins, Facility Administrator 
Charles H. Hickey, Jr. School 

The Honorable Thomas M. DiBiagio 
United States Attorney 
District of Maryland 

The Honorable Roderick R. Paige 
Secretary 
United States Department of Education 

Mr. Robert H. Pasternack 
Assistant Secretary 
Office of Special Education and Rehabilitative Services 
United States Department of Education 

Ms. Stephanie S. Lee 
Director 
Office of Special Education Programs 
United States Department of Education 


