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Family First Prevention Services Act (FFPSA)
Federal legislation defines a Qualified Residential Treatment Program (QRTP) as a short term, non-family based, high quality service for youth with a serious emotional or behavioral disorder or disturbance.  
A QRTP must meet the following requirements: 
· Accredited by one of the following:
· The Commission on Accreditation of Rehabilitation Facilities (CARF), 
· The Joint Commission on Accreditation of Healthcare Organizations (JCAHO), 
· The Council on Accreditation (COA), 
· The Teaching Family Association
· Educational Assessment Guidelines Leaning towards Excellence (EAGLE);
· Utilizes a trauma-informed treatment model; 
· Facilitates participation from family members in the child's treatment;
· Staffed by registered or licensed nursing and licensed clinical staff who can be available 24/7 in accordance with the trauma-informed treatment model; and 
· Provides six months of family-based after care support.  
The administrative placement requirements for children in a QRTP are as follows:
· Title IV-E eligible children must receive an assessment within 30-days of placement. The assessment must be conducted by a qualified individual using an appropriate functional assessment tool to determine whether the child needs care in a QRTP and whether the identified QRTP can meet their specific treatment needs.  
· A review of the youth's placement by a court or administrative body must occur by day 60. If the court or administrative body finds that continued placement in the QRTP beyond 60 days is not in the child's best interest DCF has up to 30 additional days to facilitate another placement.

This application contains additional detailed information on QRTP requirements as well as the steps needed to obtain and keep the QRTP designation. This designation is in addition to the already established state licensing requirements through DCF Licensing Division. The QRTP designation is dependent upon a program being properly licensed. Although the designation may be denied or revoked for issues related to a license, the inverse does not apply. The issuance, denial, or revocation of a QRTP designation does not affect a program’s license. 
Send complete applications to:   Department of Children and Families via e-mail: DCF.LICENSING@ct.gov
If you have any questions regarding the designation or the application process please e-mail: theodore.sanford@ct.gov. 




APPLICATION PROCESS
Eligibility Requirements
Applicants are limited to agencies with an active children’s group residential license 
with no less than three years of experience delivering residential children’s group residential services.

Submission and Initial Review 
[bookmark: _Hlk55215105]Applications will be accepted on a rolling basis with a deadline for submission of September 15, 2021. Within 5 business days of receiving a QRTP Application staff from the Division of Transitional Support and Success will conduct an initial review of the application. At the end of the initial review, the applicant will receive an email, which will include notification if the application is complete or if there are any missing or unclear documents. If the application is determined to be incomplete, the applicant will be notified regarding additional information needed to complete the application.  
Note: An Agency that is currently a Residential Treatment or Therapeutic Group Home provider that is currently in the process of acquiring Accreditation will be given an extension to file an application until December 31, 2021.  
Full Review
If the application is determined to be complete, the Division of Transitional Support and Success will conduct a full review and provide a response within 15 business days regarding a decision. It is the intent of the Department to conduct a comprehensive, fair, and impartial evaluation of applications received in response to the QRTP Certification Process.  
Designation Period
Designation of QRTP's will be issued for a 4-year period from the approval date. 
Designation Renewal 
Designated QRTPs must submit a renewal application between 90 and 30 business days prior to the expiration date of the current designation. If a renewal application is not submitted timely, there may be a gap in the designation period, which could affect funding for services provided during the gap period. If a renewal application is not submitted within 30 days of the certification’s expiration date, and the program gets recertified, the approval will only be backdated to the date the renewal application was received. 
Cultural and Linguistic Competency
The Department of Children & Families is committed to ensuring that its service providers deliver effective, equitable, understandable, trauma informed and respectful quality care. The services delivered must be responsive to diverse cultural health beliefs and practices, experiences of racism, preferred languages, health literacy, and other communication needs. Applicants must demonstrate throughout all their responses, that the children and families receiving services in their program are approached, engaged and cared for in a culturally and linguistically competent manner, including but not limited to: Cultural identity, racial and/or ethnic, religious/spiritual ascription, gender, physical capability, cognitive level, sexual orientation, and linguistic needs.  Within a broad construction of culture, service provision must also be tailored to age, diagnosis, developmental level, geographical and educational needs.

QRTP APPLICATION
Each applicant must submit a cover page that shall include:
Name of Agency:  
Agency's Business address:
Name of Authorized Contact Person: 
Authorized Contact Person Phone Number:
Agency E-Mail Address (used for DCF correspondence):
Name of Program's that will be identified as QRTP as part of application:

APPLICATION QUESTIONS
1. Program is Licensed and Nationally Accredited: 
Family First Requirement: the program is nationally accredited by the Commission on Accreditation of Rehabilitation Facilities (CARF), the Joint Commission on Accreditation of Healthcare Organizations (JCAHO), the Council on Accreditation (COA), Educational Assessment Guidelines Leaning towards Excellence (EAGLE) or others approved by the Children’s Bureau. 
Appendix 1. Submit Verification of Accreditation.

2. Trauma Informed Treatment Model:  Family First Requirement: the program has a trauma-informed treatment model that is designed to address the needs, including clinical needs as appropriate, of children with serious emotional or behavioral disorders or disturbances.

Each Applicant will be required to complete the University of South Florida's Creating Trauma-Informed Care Environments: Organizational Self-Assessment for Trauma-Informed Care Practices in Youth Residential Settings. 

Appendix 2. Submit Completed Creating Trauma-Informed Care Environments: Organizational Self-Assessment for Trauma-Informed Care Practices in Youth Residential Settings.


[bookmark: _GoBack]

Provide written documentation on the following question:  

Identify the trauma informed model(s) utilized by the agency.

3. Facilitates participation of family members in the child's treatment:  Family First Requirement: to the extent appropriate, and in accordance with the child’s best interests, programs facilitate participation of family members, including siblings, in the child’s treatment program. Programs document how the outreach and participation is made; how family members are integrated into the treatment process for the child, including post discharge; how sibling connections are maintained; and, maintains contact information for any known biological family and fictive kin of the child. 

Provide detailed written documentation on the following 5 questions:  

1. [bookmark: _Hlk57879279]How does the organization ensure that youth and family are engaged in treatment team meetings at a time that is convenient for the family, including the utilization of technology, in developing treatment goals? 

2. How does the organization approach working with culturally diverse families?  Specifically, what is the program’s approach to developing a rapport, building trust, and establishing a culture of inclusion and cultural sensitivity?

3. How does the organization facilitate reasonable visiting privileges with flexible visiting hours except as prohibited or restricted by other applicable court orders. Include the procedures for utilizing technology and social media as a part of maintaining youth's connections? 

4. How does the organization facilitate maintaining a youth's connection with their family even when reunification is not a formal goal, as approved by the Department?

5. How does the organization facilitate involvement of the youth and family in discharge planning? 

4. 24 Hour Access to Nursing and licensed clinical staff:  Family First Requirement:  the program will be required to have a written on-call procedure that provides availability of licensed nursing and other licensed clinical staff 24 hours per day 7 days per week and abides by the same. 

Provide detailed written documentation on the following 2 questions:  

1. What are the policies and procedures of hiring and/or contracting regarding registered or licensed nursing staff and other licensed clinical staff?

2. What is the organizations policy and procedure to provide on-call availability of licensed nursing and other licensed clinical staff 24 hours per day 7 days per week?

5. Six Month Family-based Aftercare Supports:  Family First Requirement: Programs provide discharge planning and family-based aftercare supports for at least 6 months post-discharge. 

Provide detailed written documentation on the following 5 questions:  

1. How does the organization identify and document youth's individualized service needs post discharge?
2. How does the organization ensure that written documentation is provided to all participants of the discharge plan prior to discharge with information on how to access additional supports from the QRTP and community providers including contact information and steps to access them?
3. [bookmark: _Hlk57880063]How will the organization establish the frequency and type of contact with the youth, caregivers, family and community providers based on individualized discharge plan of youth? Contact may be face-to-face, telephonic, or virtual; 
4. How will the organization coordinate engagement with any applicable community providers serving the child/young adult or family?
5. What is the organization’s procedure for the documentation of all after care activities that support the youth, caregivers, family and community providers?
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Administration of Organizational Self-Assessment Form
The Organizational Assessment shown below can be used 
for organizations just beginning or already practicing 
principles of Trauma-Informed care. The assessment tracks 
the potential use of one or more sources of data and the 
extent to which it is occurring in the organization. for the 
purpose of determining existing components of Trauma-
Informed Care that need further assessment, planning, 
data collection, and implementation while highlighting 
those components where progress has been made. You 
may distribute the accompanying form to a task force of staff and key informants (e.g., learning 
collaborative team) to fill out and return within a short time period (e.g., one week). Aggregate 
the results for your organization as a whole. Once complete, these results will assist in the 
planning the next steps toward furthering Trauma-Informed Care within your agency.


Results
Specific instructions are located within the margins of the tool below. There are three overall 
domains with numbered items listed: (1) organizational readiness for trauma-informed care 
change; (2) competent trauma-informed organizational, clinical, and milieu practices; and  
(3) youth and family engagement. 


Points are assigned to each item on the assessment using the 0-4 scale shown. This tool 
should only be used to guide an organization in its efforts to become a Trauma-Informed 
Care environment. It should in no way be the sole determining factor and should be used in 
consideration, along with other facts and information.


Creating Trauma-Informed Care Environments:  
Organizational Self-Assessment for Trauma-Informed Care Practices  


in Youth Residential Settings


Program:  Date Completed: 


Job Title:  


A Staff interviews
B Youth/Caregiver Interviews
C Review of Policies/Procedures
D Client Record Review
E Treatment Team or De-briefing
F Observation
G All of the Above


0
No Data,  
No plan


1
Plan has been 
developed but 


not imple-
mented


2
Plan has been 
implemented


3
Plan has been 
implemented 
and data have 
been gathered 


regarding 
implementation


4
Plan has 


been imple-
mented and 


revised based 
on feedback/


data regarding 
implementation


Instructions
Making the transition to a Trauma-Informed Care environment requires the transformation of processes, people and systems 
throughout the organization. Experience has led to the recommendation that an organization assess, plan, prepare, implement to 
fidelity, and utilize the technology that will best support its people and efficient workflow and processes for any change selected.
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Creating Trauma-Informed Care Environments Organizational Self-Assessment
Code the source of the data in the first column with the data source (A-G). Check the box in the appropriate column for the 
corresponding description of your agency’s plan as it relates to the item in each row.


Data Source Status


Enter all that Apply
A Staff interviews
B Youth/Caregiver Interviews
C Review of Policies/Procedures
D Client Record Review
E Treatment Team or De-briefing
F Observation 
G All of the Above


0
No Data,  
No plan


1
Plan has been 
developed but 


not imple-
mented


2
Plan has been 
implemented


3
Plan has been 


implemented and 
data have been 


gathered regarding 
implementation


4
Plan has been 


implemented and 
revised based on 


feedback/data 
regarding imple-


mentation


Organizational Readiness for TI Care Change


Questions Data Source Status


1. Demonstrate a minimum threshold of organizational readiness 
and build the capacity to implement a new practice model.


Enter all 
that Apply 


A B C D E F G
0 1 2 3 4


A. Agency Leadership and staff at all levels express 
commitment to implementing TI Care. 


B. Agency Leadership has addressed cultural and policy barriers, 
externally and internally, that may impede implementation.


2. Provide support and infrastructure to monitor and evaluate 
practices and outcomes on an ongoing and continuous basis.


Enter all 
that Apply 


A B C D E F G
0 1 2 3 4


A.  The agency has standardized and systematic approaches 
for compiling and monitoring data and outcomes. 


B.  Organizational incentives are in place to support staff as 
changes are made. 


C.  Agency Leadership supports changes in time allotted for TI 
Care initiative. 


D.  The agency provides the resources (technology, staffing, 
training) for implementation of TI Care and the monitoring 
of data and outcomes
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Competent Trauma-Informed Organizational, Clinical, and Milieu Practices


Questions Data Source Status


3. Demonstrate organizational practice standards for implemen-
tation of trauma-informed care.


Enter all 
that Apply 


A B C D E F G
0 1 2 3 4


A.  The agency has a “trauma-informed care initiative” (e.g., 
workgroup/ taskforce, trauma specialist) endorsed by the 
chief administrator


B.  The agency identifies and monitors TI Care values (i.e., 
safety, trustworthiness, choice, collaboration, and 
empowerment).


C.  The organization promotes the practice of program 
improvement based on quantitative and qualitative data. 


D.  The agency has one or more methods of de-briefing 
seclusion & restraint, and other incidents, which include 
involved youth and staff, at minimum.


E.  Formal policies and procedures reflect language and 
practice of trauma-informed care.


4. Demonstrate program practice standards for implementation 
of trauma-informed care.


Enter all 
that Apply 


A B C D E F G
0 1 2 3 4


A.  Clinical and milieu staff is integrated into treatment teams 
that allow for integrated training and supervision. 


B.  There are opportunities for staff to recognize, acknowledge, 
and address their vicarious traumatization. 


C.  The program offers trauma-specific, evidenced-based 
practices. 


D.  Treatment planning and interventions are individualized, 
and developmentally suited to each youth. 


E.  Each youth has a safety or crisis management plan with 
individualized choices for calming and de-escalation. 


F.  The physical environment is attuned to safety, calming, and 
de-escalation. 


G.  Milieu staff uses a strengths-based, person-centered 
approach in all their interactions with youth.


H. Staff has systematic opportunities to seek support, or 
assistance from their peers.


 


Data Source Status


Enter all that Apply
A Staff interviews
B Youth/Caregiver Interviews
C Review of Policies/Procedures
D Client Record Review
E Treatment Team or De-briefing
F Observation 
G All of the Above


0
No Data,  
No plan


1
Plan has been 
developed but 


not imple-
mented


2
Plan has been 
implemented


3
Plan has been 


implemented and 
data have been 


gathered regarding 
implementation


4
Plan has been 


implemented and 
revised based on 


feedback/data 
regarding imple-


mentation
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Data Source Status


Enter all that Apply
A Staff interviews
B Youth/Caregiver Interviews
C Review of Policies/Procedures
D Client Record Review
E Treatment Team or De-briefing
F Observation 
G All of the Above


0
No Data,  
No plan


1
Plan has been 
developed but 


not imple-
mented


2
Plan has been 
implemented


3
Plan has been 


implemented and 
data have been 


gathered regarding 
implementation


4
Plan has been 


implemented and 
revised based on 


feedback/data 
regarding imple-


mentation


Youth and Family Engagement in Trauma-Informed Care


Questions Data Source Status


5.  Staff is effective in engaging youth and families in trauma 
informed care practices.


Enter all 
that Apply 


A B C D E F G
0 1 2 3 4


A. The agency demonstrates in philosophy and practice intent 
toward increasing comfort, involvement, and collaboration 
of youth & families.


B. The agency regularly trains all staff on how to engage fami-
lies and monitors extent of engagement. 


C.  Youth and their families are actively involved in treatment 
and discharge planning and decisions regarding the transi-
tion to the next placement.


6.  Youth and families are empowered to take an active role in the 
organization


Enter all 
that Apply 


A B C D E F G
0 1 2 3 4


A.  There are systematic opportunities for youth and families to 
give feedback to the agency regarding TI Care values (safety 
trustworthiness, choice, collaboration and empowerment).


B.  Youth and families serve in an advisory capacity with the 
agency.


 
Significant aspects of this assessment are based on the following two instruments with permission from the authors: 


Fallot, R. D., & Harris, M. (2006). Trauma-informed services: A self-assessment and planning protocol, version 1.4. Community 
Connections:Washington, D.C. (202-608-4796).


Traumatic Stress Institute of Klingberg Family Centers (2008).Trauma-Informed Care in Youth Serving Settings: Organizational Self 
Assessment. 370 Linwood Ave., New Britain, CT. 06052. (860-832-5507).


Recommended Citation


Hummer, V. & Dollard, N. (2010). Creating Trauma-Informed 
Care Environments:  An Organizational Self-Assessment. (part 
of Creating Trauma-Informed Care Environments curriculum) 
Tampa FL: University of South Florida. The Department of Child 
& Family Studies within the College of Behavioral and Commu-
nity Sciences. 


For more information, please contact:
Victoria L. Hummer MSW, LCSW
Dept. of Child & Family Studies


Louis de la Parte Florida Mental Health Institute
College of Behavioral & Community Sciences


University of South Florida
13301 Bruce B. Downs Blvd., MHC 2225


Tampa, FL  33612
Phone: 813-974-9156 | Fax: 813-974-7376


vhummer@usf.edu
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Glossary of Terms 
For Use with Florida Trauma-Informed Organizational Assessment Tool for Residential Youth Settings


Caregiver: Identified family member, relative or non-relative 
responsible for youth’s care while in the community. 
Primary contact for residential treatment facility.


Choice (as TI Care principle): Youth are offered choices in key 
decisions.


Collaboration (as TI Care principle): Youth and staff make day 
to day and treatment decisions together through planning 
and discussion.


Consumer: The youth recipient of treatment services.


Data: Information gathered regarding consumer 
demographics, treatment, and outcomes, or organizational 
programming, trends, outcomes, and consumer/family 
satisfaction for purposes of planning, implementation and 
quality improvement.


De-briefing: Systematic and in-depth discussion of a critical 
or “unsafe” incident with those involved directly, and often 
at many levels of the organization for purpose of improving 
an individual’s treatment and organizational quality 
improvement.


Discharge Planning: Planning for discharge that begins 
anywhere from admission to one month prior to a planned 
discharge that involves the consumer, family, and systems 
representatives within the organization and community.


Empowerment (as TI Care principle): Allowing individual 
youth and youth as a group to generate and participate 
in ideas, processes, and experiences that accent their 
strengths and priorities.


Evidenced-Based Practices: Practices well-supported by 
research and identified as field standards and interventions.


Family Engagement: Strategies and practices that are 
successful in involving families as partners and active 
participants in treatment.


Milieu Staff: Staff who work directly with youth within the 
group setting of the program. Often referred to as frontline 
staff, direct care staff, mental health technicians, or unit 
staff; and typically are not trained to provide clinical 
trauma-specific treatment.


Plan of Action: A plan created to address a particular 
outcome, feedback, data, goal, or process.


Qualitative Data: Information that can be captured that is not 
numerical, such as data through interviews, observation or 
review of policies or records.


Quantitative Data: Information that is numerical in nature, 
such as frequencies and outcomes, which can then be 
analyzed through a variety of research methods.


Safety (as TI Care principle): First principle of trauma-informed 
care involving the establishment of physical, psychological, 
and emotional safety within the person’s environment.


Strengths-based, person-centered: The individual and their 
strengths are the central focus of all policies & practices.


Systematic Review: A pre-defined process of reviewing a 
practice, policy, or process


Targeted Case Management: Service provided whereby 
someone assigned from the youth’s home community 
coordinates services within the community.


Transitional Services: Services that assist with transition 
from the facility and transition planning such as Targeted 
Case Management, information and referral, and suitability 
assessments.


Trauma Champion: A consumer, family/caregiver, staff, 
or board member that wholly understands, endorses, 
and practices standards of trauma-specific and trauma-
informed care.


Trauma-informed: Specific policies and practices that 
identify, incorporate and remain sensitive to an individual 
and/or family’s trauma history, symptoms, strengths and 
coping with overwhelming emotion. The goal is of TI Care 
is to avoid re-traumatizing the individual while creating 
an environment of safety, healing and empowerment 
that ultimately helps the individual make meaning of 
their trauma. TI Care requires changes at every level of the 
organization in order to achieve full implementation.


Trauma-specific: Clinical interventions designed to address 
individual trauma symptoms.


Trustworthiness (as a TI Care principle): Consumer and 
family’s ability to trust and feel experience safety with 
staff and program based on clear, positive and consistent 
guidelines, interactions, and practices.


Vicarious traumatization: A shift in our worldview and core 
beliefs in the therapist as a result of repeated exposure to 
traumatic imagery and empathic engagement with trauma 
victims/ survivors






