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Parental discipline of children is necessary to instill self discipline and a proper role in relation to authority. The purpose of discipline is to teach a child to become sharing, not selfish; cooperative, not defiant; obedient, not disobedient; respectful, not disrespectful; considerate of others, not inconsiderate.

A World For Children stands firmly against abusive punishment; punishment administered in anger; punishment that will break the child's spirit (personal worth); punishment administered in a fashion that implies that the child is unwanted, unnecessary, foolish, ugly, dumb, a burden, an embarrassment or a mistake.  A World For Children is interested in teaching foster parents and biological families effective parenting techniques and healthy family relationships that will decrease the need for punishment.  Foster parents will be trained as a group, as well as individually on positive behavior modification techniques, and other therapeutic interventions that will result in positive behavior.  At all times, discipline will be age appropriate and take into consideration child’s history, cognitive skills,  and use of Trauma Informed care techniques.
This discipline policy will be made available to all foster parents.  All behavior interventions allowed by this discipline policy will be provided to the child and their managing conservator at the time of placement.  Additionally, all behavior interventions allowed will be posted in the home where the child has access to view them. Furthermore, a letter will be read to the child addressing the agencies policies on personal restraints.

Discipline, properly administered should promote a value of self control, hence positive regard from others and for self.  A World For Children will provide and monitor the use of less restrictive and intrusive behavior interventions by caregivers as preventive measures to avoid the need for the use of restraint.  These interventions shall include:

a. 
Effective praise, reward, positive reinforcement, and encouragement
b.
Role modeling appropriate behaviors

c.
Structure and consistency in the home

d.
A daily schedule that includes a variety of appropriate activities that the child may choose from

e.
Verbal intervention (i.e., acknowledging feelings, prompting and redirection)

f.
Time Out (not to be used as punishment but as a time for child to bring behavior under control)

g.
Creative interventions (i.e., distracting child with an enjoyable activity, utilizing humor)

h.
Presenting choices

i.
Natural and logical consequences (i.e., having the consequence match the behavior)

j.
Monitoring one’s own reaction or feeling regarding child’s behavior

k.
Non-verbal interventions (i.e., body posture, facial expression, respecting body space)

l.
Loss of privileges (i.e., activities, visits with friends, extra free time)

m.
Removal of other children or things that may be dangerous from the presence of an angry child
n.
Writing exercises which are appropriate for the child’s age and developmental level, which will help the child re-learn behaviors through cognitive interventions, and that have been approved by the child’s treatment team

o.
Transitional planning/coaching (teaching a child how you need them to behave in certain settings)

p.
Redirecting the child’s attention
As a form of behavior management, time out is used to redirect children’s behavior, to move a child into a quiet place where a child is safe, and to help a child think about alternate ways of handling inappropriate behaviors.  Time out is used when the foster parent believes a few minutes alone or apart from other children will assist the child in changing the current behavior pattern. 

If it is determined by the foster parent that time out is appropriate for a child, then determining the length of time a child is in time out is usually one minute per year of age, or a shorter period of time if the desired behavior is achieved.  Time out should be supervised by the foster parent to ensure the safety of the child. 

Discipline of any type is not allowable for infants.

All behavior management techniques should be discussed with the treatment team at the Initial ISP meeting or at the time of placement before implementing them with the child. Each child should have an individualized behavior management plan which could include time out. 

When a child is placed in time out it will be recorded in the foster parent progress logs to note why the child was placed in time out, where the time out occurred and for how long.  The results of the time out need to be documented to note whether the time out was effective. 

Additionally, foster parents must adhere to the following:

1.
Praise and encouragement should be used as the prime motivation.  Foster parents will interact with their foster children from a strengths perspective.  Foster parents will focus on the positive behaviors of the foster children and respond to such behavior by providing the child with various reinforcers (i.e., rewards, positive feedback, extra privileges, and individual attention).

2.
All abusive discipline practices and/or physical punishment are prohibited, including:

a.
physical punishment inflicted upon the body

b.
any harsh, cruel, unnecessary, demeaning, or humiliating discipline or punishment

c.
denial of mail or visit with their families as discipline or punishment

d.
threatening loss of placement as discipline or punishment

e.
using sarcastic or cruel humor and verbal abuse

f.
maintaining an uncomfortable position, such as kneeling, or holding arms out

g.
pinching, pulling hair, biting, or shaking a child

h.
putting anything in or on a child’s mouth such as soap, tape, hot sauce

i.
humiliating, shaming, ridiculing, rejecting, or yelling at a child

j.
subjecting the child to abusive or profane language

k.
placing a child in a dark room, bathroom, closet, or locked room (seclusion)

l.
requiring a child to remain silent or inactive for inappropriately long periods of time for the child’s age

m.
confining a child to a highchair, box, or other similar furniture or equipment as discipline or punishment

n.
denying basic rights as a form of discipline

o.
withholding food that meets the child’s nutritional requirements

p.
using or threatening to use emergency behavior intervention as discipline or punishment

q.
punishment for bed wetting or actions related to toilet training

r.
delegation of discipline to another child or group of children
s.
denial water, shelter, sufficient sleep, clothing or bedding

t.
denial of elements of the Individual Service Plan

u.
assignments of physically strenuous exercise or unproductive work solely as punishment (i.e., moving rocks from one pile to another; digging holes and filling them back up; running laps, sit ups, holding a physical position)

v.
group punishment for the misbehavior of an individual child

w.
delegation of discipline to persons not known by the child

3.
Only physical restraints taught in the AWFC Trauma Informed Prevention Training are allowed.  Prone restraints are permitted only as last resort, for less than a minute’s duration, and are used to transition into a less restrictive hold.  Supine restraints are not permitted. Staff and families will be trained to identify risks associated with positional, compression, or restraint asphyxia and risks associated with prone holds and supine holds. 
4.
Mechanical restraints are prohibited.  A mechanical restraint is the application of a device for the purpose of restricting the free movement of the whole or a portion of a child’s body in order to control physical activity.  This includes, but is not limited to, the use of handcuffs, harnesses, high chairs used for discipline purposes, and any type of rope or strap used to tie children.
5.
The use of emergency medications is only permitted in emergency situations and only when ordered by a licensed psychiatrist.  The use of chemical restraint is prohibited.  The use of chemical sprays, drops, ointments, or any form of topically-administered substance, including tear gas and pepper sprays, for emergency medication is prohibited.  Medications that have a secondary effect of immobilizing or sedating a child or modifying the behavior of a child, but are administered solely for medical reasons other than immobilizing or sedating a child or modifying the behavior of the child (i.e., Benadryl for an allergic reaction or medication to control seizures) are not emergency medications or chemical restraints.

The orders for emergency medication must be made by a licensed physician, preferably a licensed psychiatrist.  The order allowing emergency medication must include information on administering the medication and a complete description of the behaviors (i.e., hitting, biting, kicking) and circumstances under which medication may be administered to restrain the child.  The physician ordering emergency medication may use PRN orders.  PRN orders for emergency medication must be reviewed by the prescribing physician at least every 30 days and include a written clinical justification for the continuation of PRN orders and be documented in the child’s record. 
If a child has received emergency medication more than twice within a 30-day period, the prescribing physician along with the treatment team, must review the child’s placement, treatment plan, and the orders for emergency medication within 30 calendar days of the third emergency medication.  The review must include an examination of the alternatives for managing the child’s behavior and the establishment of a plan for reducing the need for emergency medication.  The review must take place as soon as possible and no later than 30 days after the third emergency medication.  The regularly scheduled review of the child’s plan of service or treatment plan can serve as this review as long as it takes place no later than 30 days after the third emergency medication. This review must be documented in the child’s record. 

A caregiver qualified in behavior intervention must administer medication only after conducting an assessment of the precipitating behaviors and circumstances and determining that an emergency situation exists.  Emergency medication may be simultaneously implemented in combination with personal restraint, only if specifically allowed by the written orders.  These orders must include clinical justification for the combination.  Clinical justification for the combination of emergency medication and personal restraint must be provided by the licensed psychiatrist ordering the emergency medication.

A child must be provided with an opportunity to discuss the situation which led to the need for emergency medication and the caregiver’s reaction to that situation privately as soon as possible and no later than 48 hours after the cessation of the emergency medication.  The goal of the discussion is to allow the child to discuss his behavior and the precipitating circumstances that constituted the emergency situation. Caregivers involved in the emergency medication must make every attempt to debrief concerning the incident.
The use of emergency medication must be documented in the child’s record as soon as possible and no later than 24 hours after medication is used.  Documentation must include:

a. 
the child’s name

b. 
a description and assessment of the precipitating circumstances and the specific behaviors which constituted the emergency situation;

c.
the use of alternative strategies attempted before the use of emergency medication and the child’s reaction to those strategies;

d.
the time the emergency medication was administered;
e.
the name of the caregiver(s) participating in the intervention that led to the need for 
emergency medication and the name of the caregiver(s) who administered the emergency medication;

f.
the specific medication used;

g.
any injury the child sustained as a result of the incident or any adverse effects caused by the use of medication;

h.
the actions the caregiver took to facilitate the child’s return to normal activities following the end of the emergency medication; and

i.
the child’s reaction to the opportunity offered

6.
Protective devices may be used only if permitted by a physician’s orders.  The orders must indicate the circumstances under which the protective device is permitted.  Orders may be obtained at the child’s initial visit to the physician following placement.  Protective devices may not be used to restrain a child for any other reason than to prevent involuntary injury, permit wounds to heal, or administer intra-muscular medication or other medical treatments prescribed by a physician.  The use of protective devices must be documented in a child’s record and must be part of the child’s plan of service when it is developed and reviewed.  The plan of service and its review must include discussion of ways to reduce the need for protective devices.  Devices intended to encourage mobility and/or restrain a child for safety purposes, such as wheelchairs, car seats, high-chairs, strollers, bed rails, and child leashes manufactured and sold specifically to harness young children for safety purposes, are not regulated as protective devices if used appropriately.  Protective devices may not be used as:

a.
Punishment

b.
Retribution or retaliation

c.
A means to get a child to comply

d.
A convenience for caregivers (staff or other individuals)

e.
A substitute for effective treatment or habilitation.

7.
Supportive devices may be used to posturally support an individual or assist in obtaining and maintaining normal physical functioning to improve his mobility and independent functioning (for example, use of posey vests for individuals who are not able to posturally support themselves).  Supportive devices must also be monitored by caregivers and staff and documented in progress logs as well as the child’s service plan.  The use of a supportive device is considered an adjunct to proper care of an individual and may not be used as a substitute for appropriate nursing care.  The use of a supportive device must be prescribed by a physician whose written order indicates the circumstances under which the supportive device is permitted.  The use of a supportive device must be documented in a child’s record and must be part of the child’s plan of service when it is developed and reviewed.  The plan of service and its review must include discussion of ways to reduce the need for supportive devices.  If the prescribed device is not specifically for assisting with sleep or safety during sleep, it must be removed during the night and other periods of rest.  Supportive devices may not be used as:

a.
Punishment

b.
Retribution or retaliation

c.
A means to get a child to comply

d.
A convenience for caregivers (staff or other individuals)

e.
A substitute for effective treatment or habilitation.

If complaints or concerns are addressed about the use of restraints or other behavior interventions, they will be investigated.  Neither AWFC staff nor foster parents will retaliate against any person who, in good faith, has complained about the use of restraints or other behavior interventions.
It is important to remember that children who are in foster care can be demanding and bring extra stresses to the foster family.  The children may even "look for" abuse, because they have been abused and may relate that to being loved.  If you find yourself on the verge of abusing a child in some way, contact the child's Case Manager immediately regarding your concerns.  Abuse does occur in foster homes.  We must try to prevent it.
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