Department of Developmental Services

Supports and Services Policy and Procedure Guide
All policies/procedures must comply with DDS requirements; however, they must be specific to your agency and the services you plan to offer. Each must be a separate document and include the date of the procedure, and the date of last revision if applicable.
ADMINISTRATIVE/OVERARCHING POLICY STATEMENTS

	HIPAA - To Protect the Privacy and Security of Personal Health Information (PHI)
Affirmative statement that the agency will protect the confidentiality of the individual and family’s information.

Policy should include:

1. Individual or Guardian (if applicable) consent/authorization for disclosure is required for release of information.

2. There is a written record of all releases.

3. Only those who need to know see PHI.

4. PHI is stored in a secure place.

5. Any breach of information is reported to DDS immediately.

6. Any consumer specific information sent via the internet must be encrypted.

DDS and External Links Resources:

· Breaches are reported immediately to the Ombudsman’s toll-free number: 866-737-0331. 

· DDS Policy and Procedure: Privacy of individually identifiable health information & Security of individually identifiable health information.
· HIPAA DDS General Authorization for Disclosure Form (opening page of DDS website): http://www.ct.gov/dds/site/default.asp



	Non-Smoking - Smoking is prohibited in state owned or operated facilities or in state vehicles.
Policy/Procedure should include the following areas:

1. Describes what buildings, vehicles and property owned by the agency the staff are prohibited from smoking.

2. Acknowledges that this policy applies to all staff.

3. Describes what the consequences are to the staff that violate s this policy.

4. Describes how the policy is communicated.




	Anti-Discrimination -  Affirmative statement that the agency will not discriminate against any employee, applicant for employment or participant because of age, ancestry, color, criminal record, gender identity or expression, genetic information, intellectual disability, learning disability, marital status, past or present history of mental disability, military status, national origin, physical disability, political belief, pregnancy, race, religious creed, sex, or sexual orientation.
1. The Affirmative Action Policy should be inclusive and should begin with the following Affirmative Action Statement: 

The (provider’s name) ______________ will not Discriminate against any employee, applicant for employment or participant on the basis of age, ancestry, color, criminal record, gender identity or expression, genetic information, intellectual disability, learning disability, marital status, past or present history of mental disability, military status, national origin, physical disability, political belief, pregnancy, race, religious creed, sex, or sexual orientation.  This policy applies to advertising, recruitment, hiring, promotion, classifying, retention and all other terms and conditions of employment.  Except provisions of Connecticut General Statute’s 46a-60(b), 46a-80(b), or 46a-81(b) are controlling or there is a bona fide occupational qualification excluding individuals.

2. Statement of “An Affirmative Action/Equal Opportunity Employer” should be included in all of the corporations external communication such as letterhead, advertisements, letter of transmittal, bid notification, purchase orders, fax coversheet, etc.
3. Dissemination of Policy must include the posting of the following posters: EEO is the Law; EEO is the Law Part 2; CCHRO Poster; CCHRO Sexual Harassment Is Illegal; Family Medical Leave; USERRA Poster 2008.

4. This policy must be signed and dated by the head of the corporation.  An individual must be identified within the company who is assigned affirmative action responsibilities including address and telephone number. The policy should have a procedure for submitting a letter of complaint - (Any employee, applicant or participant who believes that he or she has been subject to, or has witnessed, discriminatory behavior is encouraged to complete a letter of complaint and submit it to_________, include address and telephone number-TBD) All complaints will be taken seriously and given immediate attention.  All allegations will be treated confidentially to the extent possible, consistent with the best interest of the corporation and the employee making the complaint.  Documentation of the employee complaint is maintained in a file that is kept separate from the personnel file.  Employees will not be subject to retaliation or reprisals for reporting suspected discrimination under this policy or for taking part in any investigation of the allegation.

5. Dissemination of Policy should also include, before signed and dated by the head of the corporation – Employees may also exercise their right to file a discrimination complaint with the CT Commission on Human Rights and Opportunities (CHRO)

Toll free 1-800-477-5737

TDD (860) 541-3459 FAX (860) 246-5068

Reference http://www.ct.gov/dds/cwp/view.asp?a=2038&q=328430  

DDS and External Links Resources:

· DDS Policy Manual Link http://www.ct.gov/dds/cwp/view.asp?a=2038&q=328430 


	Drug-Free Workplace  - Compliance with the current State of Connecticut Drug Free Workplace Policy
Policy/Procedure should include the following areas:

1. Describes what the agency defines as an alcohol and drug-free workplace.

2. Acknowledges that this policy applies to all staff.

3. Describes what behavior is prohibited.

4. Describes how the agency maintains an alcohol and drug free environment.

5. Describes what the consequences are to the staff that violate s this policy.

6. Describes how the policy is communicated.




PERSONNEL PRACTICES
	Criminal Background Checks – Compliance with DDS requirement of  a documented review of a criminal history record for all employees who will have direct and ongoing contact with individuals and families who receive services or supports from the Department.  Such review and documentation shall be completed before a final offer of employment is extended

Agency policies should include, at a minimum, the following information: 

1. A statement that the agency shall obtain a through, accurate and up-to-date criminal history record for each potential employee covered by the policy and that wherever possible this history shall be based upon a biometric/fingerprinting analysis conducted by the Department of Emergency Services and Public Protection Division of State Police.
2. A statement that all personnel files for new employees must indicate that the documentation and review of criminal history record was performed.  Administrative files shall contain the results of the criminal background history record review.  

3. A statement on all employment applications shall require that an applicant disclose past convictions.  Also a statement that all employment applications shall include a statement that falsification of information regarding past convictions will disqualify the applicant from employment.

4. A statement that any decision to hire an applicant with a history of convictions must be approved in writing by the Private Agency Administrator or designee.  The administrative file shall document the rationale for approval and shall note any special restrictions or requirements for supervision necessary to assure the safety of individuals and families who receive services or supports from the Department. 
In the event that a prospective employee has been convicted of one or more offense, the Private Agency Administrator or designee must review the following factors prior to making a decision to hire or not hire the applicant.
a. Applicant’s age at the time the offense was committed.

b. Mitigating factors at the time the offense was committed (substance abuse, self defense, etc.).

c. Number of offenses for which the individual was convicted.

d. Efforts and success at rehabilitation

e. The amount of time since the offense was committed.

f. The likelihood the offense will be repeated.

g. Individual’s employment related references (history) since committing the offense.

h. The relationship between the job and the offense committed.

i. The training, structure and supervision available on the job.

The Private Agency Administrator or designee must give very special consideration to any decision to hire a prospective employee who has been convicted of one or more offenses identified below.  These offenses generally represent felonies that include crimes against persons or crimes that hold potential for serious harm to individuals and their families who receive services or support from the Department. 
Continued
List of Criminal Offenses Requiring Special Review:

Arson                                                 Assault &  Related Offenses                          Burglary and Related Offenses            Child Pornography                             Conspiracy                                         Cruelty to Persons                                         Domestic Violence                               Drug Offenses                                                       Forgery and Related Offenses            Fraud                                                             Harassment                                          Homicide

Kidnapping and Related Offenses      Larceny, Robbery and Related Offenses       Manslaughter                                      Perjury and Subordination                 Sexual Offense                                   Stalking                                                          Threatening                                         Unlawful Restraint                                                
Weapons Violations

Agencies subject to Section 46a-80 of the Connecticut General Statutes (CGS) shall comply with its provisions. All employers are encouraged to follow the public policy outlines in Section 46a-79 CGS.  If an individual with a conviction history is employed after application of the listed employment review factors, the agency must maintain documentation that the issues raised were successfully addressed as outlined in 4 above.


	DDS Abuse and Neglect Registry Check  - Compliance with DDS requirement of  a documented review of the DDS Abuse and Neglect Registry for all new employees who will have direct and ongoing contact with consumers (clients of the department).  Such review and documentation shall be completed before an offer of employment is extended.

1. Agency procedures should include, at a minimum, the following information:

a. A statement that the agency shall follow the procedures established by the Department of Developmental Services to access the registry.

b. A requirement that prior to an offer of employment the agency will conduct a review of the DDS Abuse and Neglect Registry.

c. A requirement that verification of placement on the registry is grounds for dismissal and will exclude consideration of employment, i.e., any individual listed on the registry will not be hired.

2. A statement that all personnel files for new employees must indicate that the review and verification was performed.  Administrative files for employees must contain formal verification that the individual is not listed on the registry.



	Motor vehicle license Check - Compliance with DDS requirement of a Motor Vehicle License and Record Review.
Agency procedures should include, at a minimum, the following information:

1. A requirement that a DMV license review will be conducted for all new employees required to transport consumers within 30-days of initial hire.

2. A description of what documentation the agency will maintain to verify completion of the DMV review.


	CT Sexual Offender Registry Check Policy that requires a documented review of the State of Connecticut Registry of Sex Offenders for all employees who will have direct and ongoing contact with consumers (clients of the department).  Such review and documentation shall be completed before an offer of employment is extended.  

Agency policy should include, at a minimum, the following information:

1. A statement that the agency shall follow the procedures established by Department of Emergency Services and Public Protection Division of State Police to access and review the registry.

2. A requirement that prior to an offer of employment for a position that directly interacts with consumers, the agency will conduct a review of the Registry of Sex Offenders.

3. A statement that all personnel files for new employees must indicate that the review and verification was performed.  Administrative files for employees must contain formal verification that the individual is not listed on the registry.

4. A description of the process the agency will use if, upon review, a job applicant is on the Registry of Sex Offenders and the agency maintains an interest in hiring the individual.  The procedure shall include, at a minimum, the following components:
a. The agency will review the nature of the conviction.  This process should adhere to the steps outlined in the Criminal History Background Verification standard.

b. If after careful consideration of the crime and its relationship to the job, the agency continues its interest in the applicant, the Executive Director or designee will evaluate:

1) The potential for harm to the health or safety of consumers

2) The applicant’s participation in rehabilitation efforts, any patterns of recidivism and the length of time since the conviction or release from a correctional facility.

A decision to hire the applicant with a history of a sexual offense must be approved in writing by the Executive Director or designee.  The administrative file must document the rationale for approval and must note any special restrictions or requirements for supervision necessary to assure the safety of consumers.


AGENCY OPERATIONS

	Supervision of Staff - Policy must identify steps taken to ensure staff are supervised when they are working in a home setting or the community. 
Policy/Procedure should include the following areas:
1. How does the agency ensure that direct staff are being supervised while working in a home setting or community.

2. What systems does the agency have or will have in place to ensure the direct staff are providing the supports and activities as detailed in the participant’s IP.


	Backup staffing if lack of immediate care threatens individual’s health and welfare - Policy should identify provisions to ensure necessary staffing to unexpected staff shortages when scheduled employees do not arrive for their scheduled shift.

Policy/Procedure should include the following areas:
1. There should be a statement that the agency will provide adequate staffing to meet the needs of DDS participants. 
2. As part of the staffing plan, the agency must have back-up staff to ensure the health and well being of the participants at all times.



	Transporting individuals supported by the agency – Policy should identify how the agency will ensure individuals are safely transported and vehicles are maintained in good working condition.
Policy/Procedures should include the following areas:

1. Valid license plates

2. Minimum State of CT required level of liability insurance

3. Vehicles maintained in safe working order

4. Consumers with special mobility needs shall be provided transportation in a vehicle adapted to those needs as required to facilitate safe and adequate access to services

5. If the vehicle is used to transport consumers in wheel chairs, it should be equipped with floor mounted seat belts and wheel chair lock downs for each wheel chair it transports
6. Describe how staff are trained in the use of accessible equipment.
7. Staff maintenance of applicable motor vehicle licenses. 
8. For agencies only providing Transportation, include in your policy your notification process for incidents that occur during transport.
9. Describe how the agency ensures that the privately owned staff vehicles used to transport individuals has a valid registration, is properly insured, and is in good operating condition.

10. Describe what system is in place to monitor and inspect the vehicles on a daily basis to insure proper working condition.

11. Describe what process staff should follow if an accident/incident occurs while transporting individuals.

12. For agencies providing only Transportation, include in your policy your notification process for incidents that occur during transport.


	Capacity to respond to all emergency situations, including but not limited to fire, flood, inclement weather, power outage, vehicle breakdown, and relocation 

Policy should be developed in the context of the minimum requirements as stated in the DDS Fire Safety and Emergency Guidelines (updated August 2009); including:

1. General instructions for Fire Emergencies, including reporting fires.

2. General Instructions for Fire Prevention and general fire safety practices.

3. General information regarding fire protection features and testing and maintenance guidelines. More specific information should be included in the site specific plan.

4. General information regarding fire evacuation drills including documentation requirements and how to address drill problems.

5. Site Specific Fire Safety & Emergency Guidelines applicability.

6. Training for support staff and consumers.

7. R.A.C.E. plan definitions and information.

8. Evacuation information.

9. Fire Protection Equipment failure (Fire Watch Procedures)

10. Smoking policies for individuals and support staff.

11. How to handle Other Emergencies including:

a. Severe Weather emergencies.

b. Radiologic disasters, if within the 10 mile Emergency Planning Zone (EPZ).

c. Hazardous Material Emergency

d. Carbon Monoxide Emergencies

e. Terrorist / Bomb Threats

f. Utility Failures

g. Missing Persons

h. Vehicle breakdown

12. Provider designated emergency contact procedures for emergencies.

13. General information for Emergency Relocation.

13. Training requirements, including frequency, for individuals and support staff.
DDS and External Links Resources:

· DDS Website Link: http://www.ct.gov/dds/cwp/view.asp?a=12&q=331280


	Continuity of Operations Planning (COOP) - The purpose is to ensure an agency maintains critical services to consumers and can safeguard their health and welfare during a pandemic flu outbreak.
Plan should include the following areas and forms: (See website link for detailed information on each item)

1. Build your Emergency Team - Complete Emergency Team form
2. Identify Your Agency’s Critical Functions

3. Prioritize Your Agency’s Critical functions – Complete Critical Function Identification Worksheet
4. Develop Contingency Strategies for Critical Functions

5. Identify Strategies to Maintain Critical Functions 

6. Identify Implementation Steps – Complete Strategy to Maintain Critical Functions Workshop form
7. Succession Plan

8. Develop Status Reporting and Communication Protocols

DDS and External Links Resources:

· DDS Website Link: http://www.ct.gov/dds/cwp/view.asp?a=12&q=395438 


	Quality Improvement Planning (QIP) – QIP is for agencies to identify where they need improvement based o n their Quality Service Review. All Providers are required to submit to DDS Resource Management a Continuous Quality Improvement Plan (CQIP) annually and as needed to ensure effective ongoing improvement of service. This document is reviewed at your annual performance assessment.
1. Improvement goals are developed based on trends identified through internal data collected through self assessment, consumer and family satisfaction surveys, site visits, Abuse and Neglect investigation recommendations, risk management and other quality data the agency may be tracking.  Goals must include your current level of performance and the desired outcome.  

2. All goals should tie back to how they will improve services for the individuals they support.

3. Agency gathers information from consumers, line staff and other stakeholders regarding the strengths and areas for improvement of the provider services and supports to inform their Self Assessment.

4. CQIP must identify specific measures and time frames of regular reviews of agency progress toward meeting the desired outcome.

5. All new providers must complete the Organizational Self-Assessment and submit that along with a completed Continuous Quality Improvement Plan, addressing items identified on the assessment.

6. Cultural competency goals must be included in the CQIP to promote provision of individualized and culturally appropriate services/supports.

7. Once goals have been met, the provider may develop a new goal to further refine previous goal or address an entirely new area.

8. Once goals are met it is the expectation of the department that the provider has a system in place to sustain the improvement.

DDS and External Links Resources:

· DDS Website Link: http://www.ct.gov/dds/cwp/view.asp?a=2042&q=394806 ;http://www.ct.gov/dds/cwp/view.asp?a=2038&q=330094


STAFF TRAINING

	Training of direct service staff in required areas (and including any additional requirements of CLA, CCH and IHS/CRS regulations, as applicable)
Policy/procedures should identify training in the following areas: 
1. Within 30 days of hire and prior to working alone:

Individuals' health, safety and programmatic support needs

2. Within 30 days of hire and prior to working alone and ongoing as new alerts are issued:

DDS Safety Alerts

3. Within 30 days of hire, prior to working alone and, annually thereafter:

a. Blood borne Pathogens

b. Water Safety Policy and Procedure

c. Emergency Procedures including the Red Book/Emergency Relocation Plan

d. DDS Fire Safety and Information for Support Staff

4. Within 30 days of hire, prior to working alone, and every two years thereafter:

a. Provider Policies and Procedures

b. Dysphagia

c. Communicable Disease Control

d. Hazardous Materials Handling

e. Signs and Symptoms of Disease and Illness

f. Basic Health and Behavioral Needs

5. Within 30 days of hire, prior to working alone, and at a frequency determined by the provider:

HIPPA and confidentiality

6. Within six months of hire and every two years thereafter:

a. Individual Program Planning Process

b. First Aid (note: Where certification exceeds this timeframe, for example Red Cross, this shall be considered met.)

c. Behavioral Emergency Techniques (note: the retraining requirements of the DDS-approved curriculum must be implemented to be considered met, for example PMT)

7. Additionally, in CLAs, within 30 days of hire and prior to working alone, and every two years thereafter:

Routines of the residence

8. Additional training requirements:

a. There is documentation that at least one support staff on duty per shift is currently trained in cardiopulmonary resuscitation (CPR).

b. There is documentation that only licensed personnel or certified unlicensed personnel administer medications to the individual.

c. The support person has documented training regarding individual rights.

d. The support person has documented training regarding abuse and neglect reporting and prevention.

DDS and External Links Resources:

· DDS Policy II-D-PO-5, “Staff Training”

· DDS Procedure I.PR.E.001, “Water Safety Procedure”

· CLA Licensing regulation, 14c3, 14d, 17a-227-14, 18a1
· DDS Health Standard 07-01, “Dysphagia”

· DDS Safety Alerts

· DDS “Fire Safety Prevention, Safety Training and Awareness”

· Department of Labor (OSHA) Standard

· DDS Policy and Procedure:

· I.F. PO.001: Abuse and Neglect

· I.F. PR.001: Abuse and Neglect, Allegations: Reporting and Intake Processes

· I.F. PO.004: Abuse and Neglect: Recommendations and Prevention Activities




	Training of professional staff in clinical disciplines – To ensure clinicians receive initial and ongoing training
Policy should include:
1. Trainings clinician will attend when first hired, annually, and on a continuing basis.

2. Oversight of clinician’s work and ensure required trainings are completed.


	Training of professional staff in procedures critical to their clinical role – To ensure clinicians maintain required certification/license required to provide service.
Policy should include:
1. Compliance with continuing education requirements.
2. Compliance with all rules and requirements associated with maintaining specific license.
3. Oversight of educational and licensing requirements.


	Knowledge of approved and prohibited physical management techniques

The use of involuntary physical restraint is prohibited except:
1. AS AN EMERGENCY INTERVENTION to prevent immediate or imminent injury to the person at risk or to others.
2. PROVIDED THE RESTRAINT IS NOT USED FOR DISCIPLINE OR CONVENIENCE and is not used as a substitute for a less restrictive alternative.

3. AS NECSSARY AND APPROPRIATE, as determined on an individual basis by the person’s team.

4. Life-threatening physical restraint is prohibited. Life-threatening physical restraint is defined as “a physical restraint or hold of a person that restricts the flow of air into a person’s lungs, whether by chest compression or any other means.”

5. The use of any physical management technique must also be in accordance with DDS regulations, which specify that only techniques from approved training programs may be used.
DDS and External Links Resources:

· DDS Policy Manual Link: http://www.ct.gov/dds/cwp/view.asp?a=2053&q=389736 


INDIVIDUAL PROTECTIONS
	Abuse and Neglect

Policy requires the following affirmative statements:
1. The Qualified Provider does not tolerate abuse or neglect of individuals with intellectual disabilities.

2. Any employee of the a Qualified Provider who observes the abuse or neglect of an individual shall intervene immediately on the individual’s behalf and shall immediately report the situation according to procedures established with this policy and all associated procedures. 

3. Qualified Provider staff who report, in good faith, suspected incidents of abuse or neglect shall not be subjected to any penalty or reprisal by administrative or supervisory staff for that report.

4. All Qualified Providers shall undertake activities to prevent occurrences of abuse and neglect.  The Qualified Provider shall identify individuals whom they support who are at greater risk for abuse and neglect and develop plans for prevention.

5. All Qualified Providers will provide annual training to all staff (mandated reporters) in the recognition of, prevention of, and obligation to report abuse and neglect. 

6. As mandated by the regulations governing the Abuse and Neglect Registry, the DDS Division of Human Resources shall be notified of any Qualified Provider employee who is terminated or separated from employment due to substantiated abuse or neglect. 

Definitions:
Include all Definitions from DDS Policy I.F.PO.001 – Abuse and Neglect Reporting

Reporting Requirements:

Mandated Reporters

1. All Qualified Provider employees are mandated reporters under Connecticut General Statutes.  Any employee who has witnessed or otherwise have reasonable cause to suspect or believe there has been abuse or neglect of a person with an intellectual disability shall immediately make a verbal report (preferred), or cause such report to be made, to the appropriate agency listed below.  Such report can be made anonymously, and the anonymity of the reporter must be preserved.

a. DCF if the individual is under 18 years of age;

b. OPA if the individual is between 18-59 years of age;

c. DSS if the individual is 60 years of age or over; and

d. DPH if a medical facility or a provider licensed by DPH.

e. Allegations of verbal abuse, psychological abuse, and financial exploitation, which may not fall under the jurisdiction of another authorized agency, are reported directly to the DDS Regional Abuse and Neglect Liaison.

2. For all allegations which fall under the jurisdiction of OPA, all components applicable to Qualified Providers outlined in the DDS OPA Interagency Agreement of June 2008 will be followed.
3. If the OPA Intake Referral requests immediate protective services, the applicable components of the DDS OPA Interagency Agreement of June 2008 related to Intake: Immediate Protective Service Plan will be followed.

4. The DDS Regional Abuse and Neglect Liaison will notify the Qualified Provider of the need for immediate protective service, and Qualified Provider staff will facilitate necessary actions to address the components of the immediate protective service request.

5. Any employee who injures an individual under any circumstances shall immediately report the incident to his or her supervisor.

6. Any employee who must physically defend him or herself or others against an individual’s aggressive behavior shall use the appropriate least restrictive method of intervention necessary to control the situation and protect the individual, others, or him or herself from harm, and shall immediately report the incident to his or her supervisor.

7. Any employee who fails to report an incident for which he or she has or should have reasonable cause to suspect abuse or neglect may be subject to disciplinary action.

Notification – Supervisors and Administrators

1. Supervisors shall be responsible for advising employees of their reporting responsibilities, which include the initial phone contact to the appropriate agency, and ensuring that required written reports are made.  The supervisor shall not screen or evaluate incidents in terms of suitability for reporting to other authorities.  It is preferred that the witness contact the appropriate agency to report the allegation.

2. The Qualified Provider Administrator shall ensure that procedures are established for the immediate verbal notification and the subsequent written notification of suspected abuse or neglect to the appropriate agency.

3. Supervisors should provide immediate notification to state or local police, as applicable, whenever incidents constitute suspected sexual abuse, financial abuse or exploitation, or other known criminal offenses. The Qualified Provider Administrator shall assure that referrals are made to the appropriate police authority in cases that so warrant.

Administrative Actions related to Allegations of Abuse and/or Neglect

1. When there is an allegation that an employee has abused a person with intellectual disabilities, the employee must be removed from duty and placed on administrative leave.

2. If an alleged abuse or serious neglect occurs during an individual’s visit to his or her family’s home, the OPA, Regional Director or Qualified Provider Administrator may restrict home visits until the investigation has been completed.

3. During any investigation, an accused employee may have representation by a union representative, if applicable. For Qualified Provider employees, issues regarding representation should be dealt with in accordance with individual collective bargaining agreements and employment policies.

4. If disciplinary action is to be taken in regards to an employee, the appointing authority or his or her designee shall write a letter indicating the disciplinary action taken, and shall notify the employee of his or her decision in writing in accordance with state regulations or the applicable collective bargaining agreement.  A copy of the letter will be placed in the employee’s personnel file and a copy sent to the appropriate union.

5. If no disciplinary action is to be taken with an employee, the Qualified Provider Administrator shall restore the employee to duty.  No record of the abuse report or investigation shall appear in the employee’s record.

6. Any employee terminated or separated from employment due to substantiated abuse or neglect shall be referred by his or her employer to the DDS Abuse/Neglect Registry.

7. All Qualified Providers are required to maintain approved investigative and disciplinary procedures substantially similar to those employed by the department.

8. The Qualified Provider Administrator/Designee shall be notified of all allegations by the DDS Regional Abuse and Neglect Liaison.

Investigations

Investigation Assignment

1. For allegations which fall under the jurisdiction of OPA, the components of the DDS OPA Interagency Agreement of June 2008 related to Investigation Assignment, Process and Monitoring will be followed.

2. For circumstances in which OPA or DDS assigns a Qualified Provider as the primary investigating agency, the investigation assignment shall be made to a trained pool investigator. The investigator shall not have supervisory responsibility for the program in which the allegation has occurred, or other personal relationship (e.g. relative or friend) with employees working in that program.

Investigation Completion

1. Qualified Providers assigned to conduct investigations shall have a requisite number of staff members complete the investigation training conducted by the DDS Division of Investigations.

2. An investigation report shall include at least the following items:

a. A statement of the original allegation;

b. Subsequent allegations which became known during the investigation process, if any;

c. A summary of the results of a personal visit to the alleged victim;

d. Names of people interviewed and copies of signed witness statements, if such statements exist;

e. A description of all the documents reviewed during the investigation process and a description of their relevance to the matters being investigated. Copies of some documents may be necessary to include with the investigation report;
f. Any policy, procedure, regulation, directive, or similar authoritative document reviewed during investigation;

g. Findings and the rationale for the findings;

h. Information that identifies the primary investigator, provides the telephone number of the primary investigator and the primary investigator’s signature, indicating that the report is his or her own work product;

i. Recommendations, as warranted.

j. The Qualified Provider will submit one copy of the investigation report to the DDS Regional Abuse and Neglect Liaison and the original directly to the agency having jurisdiction within 75 calendar days of the allegation.

Outcomes of Investigations: Recommendations 

1. At the completion of an investigation, recommendations should be developed to remediate any issues identified as a result of the findings contained in the investigation report. 

2. For investigations completed by a Qualified Provider pool investigator, recommendations can be made by any or all employees in the following positions:

a. Qualified Provider pool investigator;

b. Qualified Provider Executive Director;

c. DDS Regional Abuse and Neglect Liaison;

d. DDS Regional Private Sector Assistant Regional Director;

e. DDS Regional Director or Designee.

f. Additionally, recommendations can be generated by any agency having jurisdiction over the investigation.

3. Within 30 days of the receipt of any recommendations generated as the outcome of an investigation, the Qualified Provider will forward a response for each to the DDS Regional Abuse and Neglect Liaison.

Sharing of Investigations

1. If the guardian or other involved family member wishes to review an investigation report, the following will occur:
a. For investigations completed by the OPA, DCF, DSS, DPH, the requesting party will be referred to the investigating agency.

b. For investigations completed by a Qualified Provider, the DDS Case Manager will be notified of the request by the Qualified Provider.

2. If a Qualified Provider wishes to review a report of an investigation conducted by the DDS and any of the documents gathered in the completion of the investigation, the Qualified Provider will submit a written request to the DDS Regional Abuse and Neglect Liaison.

3. If a Qualified Provider wishes to review a report of an investigation conducted by OPA, DCF or the DPH, the Qualified Provider shall make the request to the applicable agency.

DDS Abuse and Neglect Registry

When a Qualified Provider terminates an employee as a result of substantiated abuse or neglect, the following shall be completed and faxed to the DDS Central Office Division of Human Resources

1. the DDS Abuse/Neglect ‘Notice of Termination or Separation for Abuse or Neglect’ form and 

2. a copy of the employee’s termination or separation letter.

DDS and External Links Resources:

· http://www.ct.gov/dds/lib/dds/dds_manual/if/abuse_neglect/ifpo001_abuse_neglect_policy_web_rev_8-09.pdf
· http://www.ct.gov/dds/lib/dds/dds_manual/if/abuse_neglect/ifpr001_abuse_neglect_allegations_rev_8-09.pdf
· http://www.ct.gov/dds/lib/dds/dds_manual/if/abuse_neglect/ifpr002_abuse_neglect_notification_rev_8-09.pdf
· http://www.ct.gov/dds/lib/dds/dds_manual/if/abuse_neglect/ifpr003_an_inv_asgntrkrevcom_rev_8-09.pdf
· http://www.ct.gov/dds/lib/dds/dds_manual/if/abuse_neglect/ifpr004_abuse_neglect_inv_rec_prev_rev_8-09.pdf
· http://www.ct.gov/dds/lib/dds/dds_manual/if/abuse_neglect/ifpr005_abuse_neglect_registry_rev_8-09.pdf
· http://www.ct.gov/dds/lib/dds/edsupp/cal2009/abuse_and_neglect_power_point_presentation.pdf



	Incident Reporting

What is Incident Reporting and Monitoring?

1. Incident reporting and monitoring is a DDS activity to assure that the individuals we serve are safe and free from preventable risks and injuries.

2. Support staff and employees of DDS and DDS operated, funded, and/or licensed settings/programs are responsible for reporting any observed or discovered injury/incident as described in DDS policy and procedures.
What Are The Incidents That Need Reporting?
1. There are four major categories of incidents that are required to be reported to DDS:  injuries, unusual incidents, critical incidents and the use of restraints.

2. Information on injuries, unusual incidents, critical incidents and the use of restraints is used by individual planning and support teams (PST) to develop a person’s individual plan (IP) and to help DDS to oversee the quality of services as well as identify and implement continual improvement activities.
How are Incidents Reported? 
1. Incidents are reported using specific DDS forms.

2. Support staff completes the forms and faxes or sends them to DDS regional offices to the attention of the Regional Director or designee.

3. The regional offices date-stamp the forms and distribute to appropriate staff for review, data entry and follow-up.

4. The Individual’s case manager receives a copy of each reported incident.  The case manager reviews the incident report along with the Personal Support Team and files the report into the case file.  The IP is revised when incident data reflects changes in the individual’s needs.

How is data on Incident Reports Used?
1. The individual’s case manager reviews the incident reports as they are received and at least every six months and whenever the Individual Plan (IP) is revised.  The Individual’s Personal Support Team reviews these reports more formally.  Based on the incident report information the IP is revised and includes activities for support staff to prevent such incidents in the future.

2. The individual’s support staff reviews each incident at the time of reporting to be sure that steps are taken to prevent such incidents in the future.

3. Once a year or as necessary, DDS staff put information on all incidents for each individual together and use this information in evaluating the performance of each provider.  As needed the providers are asked to include a specific goal around incident prevention in their Quality Improvement Plans (QIPs).  The QIPs are monitored by designated provider and DDS staff on a regular basis.

Continued 

Your policy and procedure  on Incident Reporting must include:

1. Definitions

2. Critical Incidents During Normal Working Hours:

a. All Qualified Provider employees shall immediately (within work shift) report a critical incident to the individual’s family/guardian, and the DDS Regional Director’s or designee’s office.

b. The employee shall fax a completed DDS Incident Report Form to the DDS Regional Director’s Office within the Working Day of the incident’s occurrence/discovery.

c. For individuals who reside in ICF/MR facilities, the Day Program staff shall also report all injuries of unknown origin and all allegations of abuse and/or neglect to the Individual’s residential provider via telephone and shall forward a copy of the completed DDS Incident Report and Follow-up Forms to the residential provider no later than the next business day.

d. If abuse or neglect is alleged, the reporter shall follow the process defined in the DDS Abuse/Neglect policy and procedures.

e. The responsible program staff shall insert the original DDS Incident Report Form in the Individual’s case file and forward copies to the appropriate DDS Region no later than the next business day.

3. Critical Incidents After Normal Working Hours:

a. All Qualified Provider Employees shall immediately (within the work shift) report a critical incident to the Individual’s family/guardian and the DDS Regional On-Call Manager.

b. The employee shall fax a completed DDS Incident Report form to the DDS Regional Director’s Office within the working Day of the incident’s occurrence or discovery.

c. For individuals who reside in ICF/MR facilities, the Day Program staff shall also report all injuries of unknown origin and all allegations of abuse and/or neglect to the Individual’s residential provider via telephone and shall forward a completed copy of the DDS Incident Report and Follow-up Forms no later than the next business day.

d. If abuse or neglect is alleged, the reporter shall follow the process defined in the DDS abuse/Neglect policy and Procedures.

e. The responsible program staff shall insert the original DDS Critical Incident Report Form into the individual’s case file and forward copies to the appropriate DDS Region no later than the next business day.
4. Follow-up on Critical Incidents:

a. The Individual’s Planning and Support Team (PST) shall take appropriate actions related to the specific incident; shall track and analyze data for trends; and institute preventive measures to avoid future incidents.

b. The Individual’s PST shall document follow-up actions on the DDS Critical Incident Follow-up Form for each critical incident and send copies of the completed form to the appropriate DDS Division Director no later than five (5) business days after the incident is reported to the DDS Regional Director.
c. Send copies of the form to the DDS Assistant Regional Director for Private upon completion.
5. Non-Critical Incidents During Normal Working Hours:

a. Qualified Provider employee shall complete the DDS Incident Report Form within seven hours (or within the same shift) of the incident’s occurrence/discovery and notify the Individual’s family/guardian as appropriate and forward completed form to appropriate DDS Region.

b. The responsible program staff shall insert the original DDS Incident Report Form into the individual’s case file and forward copies to the appropriate DDS Region within five business days of the incident’s occurrence or discovery.
c. The individual’s day or residential program also needs to be copied of the completed DDS Incident Report form for their respective case files and be made available for DDS review.

d. For individuals who reside in ICF/MR facilities, the day program staff also shall immediately report all injuries of unknown origin and allegations of abuse or neglect to the individual’s residential facility via telephone and forward a copy of the completed DDS Incident Report form no later than the next business day.
6. Non-Critical Incidents after Business Hours:

a. Non-critical incidents do not require immediate reporting via the DDS On-Call Manager system.

b. Such Incidents shall be reported to the appropriate DDS Region no later than the next business day of their occurrence or discovery and the processes of incident reporting during business hours are then followed.

c. Day program staff serving individuals who reside in ICF/MR facilities shall immediately report all injuries of unknown origin and all allegations of abuse or neglect to the Individual’s facility via telephone.  Also day program staff shall forward a copy of the completed DDS Incident Report Form to the residential facility no later than the next business day.

7. Follow-up on Non-Critical Incidents:

a. The Individual’s PST shall monitor, analyze and trend non-critical incidents data.  Based on the analysis the PST shall recommend and document subsequent actions to prevent such incidents in the future.

b. The Individual’s Case Manager shall document reviews of incident report data every six months in the Individual’s case file and any follow-up actions taken to prevent such incidents in the future.

c. The supervising RN shall document quarterly reviews of medication errors, (other incidents when appropriate) and any appropriate follow-up actions taken to prevent such errors in the future.
8. Documentation of Non Reportable Injuries at Program Sites:

a. The Qualified Provider Employee shall document all injuries, including the non-reportable to DDS ,minor injuries, on a DDS Injuries Log or any other Log approved by the Department of Public Health (DPH), to provide communication among direct care support and health care staff.  

b. These logs shall not be sent to the DDS for data entry.

c. Direct care support staff and PST members shall review these logs on all individuals including the documentation of all injuries at team meetings.
d. A health care professional monitoring the program site shall be made aware of all injuries regardless of severity, as this maybe indicative of a change of the individual’s condition.

e. All ICF/MR requirements regarding investigation and documentation of incidents must be met by both day and residential programs serving individuals in ICF/MR.

9. Incident Reporting Requirements in Own Home/Family settings:

a. Paid staff shall complete the DDS OH/Fam. Incident Report Form within the business day of the incident’s occurrence or discovery and shall notify the Individual’s family/guardian.  The Staff shall forward the completed form to the DDS Case manager or Broker (leave a voice mail if needed) and send or bring the completed form to the employer and DDS Case Manager.

b.  The Employer (individual, family, private agency) shall keep the original and send a copy to the DDS Region immediately or no later than the next business day.

c. If abuse or neglect is alleged the reporter shall follow the process defined in DDS Abuse/Neglect policy and procedures.  (I.F.PO.001, I.F.PR.001, etc.)

d. The Individual’s Case Manager/Broker shall:

i. Document the receipt of the telephone report in the case notes and assist the paid Staff as needed including in the completion and routing of the DDS 255 OH/Fam Incident Reporting Form.

ii. Place the completed DDS255 OH/Fam in the case file.

iii. Ensure that the DDS255 OH/Fam is sent to the Region and a follow-up form is completed.

10. Follow-up on the Own Home/Family Incident Reports:

a. The Case Manager/Broker shall ensure that the Individual’s PST reviews the incidents data and takes appropriate action(s) for each incident.

b. Ensures the completion of the DDS OH/Fam Follow-up Form and that a copy is sent to the DDS Regional Division Director for review.

c. The PST shall review, track, and analyze incidents data at least every six months and makes recommendations as appropriate,

d. The Individual’s Case Manager/Broker shall document such reviews/actions in the case file at least every six months.

DDS and External Links Resources:

· DDS Procedure: I.D.PR.009-  http://www.ct.gov/dds/cwp/view.asp?a=2053&q=389736 


	Program Review Committee - The purpose of this procedure is to delineate the process for reviewing the use of behavior modifying medications and behavioral support plans for individuals placed or treated under the direction of the Commissioner of Developmental Services.

NOTE:    If the Behavioral Support Plan includes a Behavior Modifying Medication or an Aversive/Restrictive procedure, then you must contact the Regional Program Review Committee Liaison and also submit the appropriate forms for a Program Review Committee review.
1. Program Review Committee (PRC):  A group of professionals, including a psychiatrist, assembled to review individual behavior treatment plans that utilize aversive/restrictive interventions and behavior modifying medications to assure that they are clinically sound, supported by proper documentation and rationale, and are being proposed for use in conformance with department policies.  The PRC acts as an advisory group to the DDS Regional or Training School Director
2. The need for a review and the length of the review cycle is determined by the Program Review Committee, and is based on individual circumstances.  Once the Program Review Committee has made a decision on monitoring, a Planning & Support Team/PST does not need to return to the PRC unless there is a change in diagnosis, significant change in medication type, significant change in medication dosage exceeding FDA range, or a significant increase in problem behaviors related to the use of medication.

3. Behavior Modifying Medication

a. If two or more Behavior Modifying Medications are utilized, or, even one anti-psychotic medication is utilized in treatment, then there must be an initial review by the Program Review Committee.  Any future Program Review Committee review will be determined by the PRC.  

b. Behavior Modifying Medications that are utilized for any of the following treatments/conditions may not need to have a full presentation at the PRC.  Submit the one page “Attachment A - Request for PRC Date” form to Region.  Your request for the use of the medication will be evaluated by the PRC for the need for a  Full PRC Presentation:

i. Mono-Therapies (single behavior modifying medication utilized for clear diagnosis obtained from the treating ‘prescriber’) would include medication for Depression and Anxiety Disorder

ii. Alzheimer's medications

iii. Sleep medications

iv. End Of Life medications

v. Herbal medications

vi. CP / Neurodegenerative Disorders medications (Medications that are used solely for the treatment of disorders such as Cerebral Palsy, ALS, Muscular Dystrophy, or Multiple Sclerosis, etc.) 

4. Restraints /Aversive Procedures:  Any use of an Aversive/Restrictive Procedure must have an initial review by the Program Review Committee - A Restrictive Procedure is a generic term which refers to five different types of procedures.  Those procedures include aversive procedures, environmental restrictions, invasive procedures, noxious procedures and physical restraint.
5. Prone (Face-Down) Restraint:   DDS prohibits Prone (face down) Restraint to be used as a restrictive intervention/restraint procedure on a planned or emergency basis. This applies to all individuals placed or treated under the direction of the Commissioner, and all staff providing services to those individuals.  This includes individuals receiving services in DDS operated, funded, and/or licensed facilities or programs, DDS-funded services delivered in family, individual homes, and day services.

6. Implementation
a. A designated PST member shall send a request for PRC review using the DDS Request for PRC form (Attachment A) when an individual has 

i. Order for a new behavior modifying medication

ii. Order for a medication dose change that exceeds the currently approved range 

iii. A newly-developed behavior support plan with a restrictive component

b. The team shall submit the number of PRC packets required by the Regional PRC, and to whom directed to by the Regional PRC, within the specified time frame using the DDS PRC Form (Attachment B). 

c. A PRC subcommittee comprised of the regional/training school director, PRC liaison and PRC psychiatrist shall review and provide interim approval for the administration of a new medication(s) or dose change(s) for individuals who live in ICF/MR facilities.  PSTs shall request an interim approval using the Request for Interim PRC Approval form (See Attachment D).  The full PRC shall complete a full review at the next available PRC date.

d. Review of behavioral support plans that include the use of restrictive procedures shall occur as follows:

i. The behavioral support plans are developed in accordance with DDS Policy I.E.PO.002, 

ii. Plans shall be reviewed for clinical appropriateness as follows:

A. Previous plans using positive or less restrictive techniques have been tried and found to be ineffective or not clinically appropriate

B. Plans with restrictive techniques include a plan for fading the restrictive procedure 

C. Restrictive procedures are not being used due to a lack of staff, inadequately trained staff, or a    

D. lack of positive behavioral supports

E. The proposed behavioral support plans are based on a completed functional analysis

F. The behavioral support plans include:  Positive behavioral supports; baseline data; clearly defined target behaviors and objectives; clearly defined techniques to be used; data collection methods; a schedule for review of the data; and a method for evaluating the effectiveness of the treatments. 

G. The behavioral support plans will be integrated in all treatment settings;

H. Appropriate, documented training has been provided to the staff who will implement the plans.

DDS and External Links Resources:

· DDS Procedure I.E.PR.004:  Program Review Committee http://www.ct.gov/dds/lib/dds/dds_manual/ie/prc/i_e_po_004_prc.pdf   
· DDS Procedure I.E.PR.002: Behavioral Support Plan http://www.ct.gov/dds/lib/dds/dds_manual/ie/behavior_support/i_e_po_002_behavior_support_plans.pdf
· DDS Procedure I.E.PR.003: Behavior Modifying Medications
http://www.ct.gov/dds/lib/dds/dds_manual/ie/behavior_mod_meds/i_e_po_003_behavior_modifying_med.pdf


	Human Rights/Committee – To protect the human rights of all individuals placed or treated under direction of DDS Commissioner and also protects the human rights of those individuals who receive services and supports funded by DDS and provided by paid staff.

Procedure must:

1. Establish a method that ensures the review of human rights issues raised by or on behalf of individuals.

2. Ensure that individualized restrictive, aversive, intrusive, or restitution programs* and intrusive devices are not utilized for the convenience of staff and are reviewed by the Regional Human Rights committee and approved by the Regional director.

The Qualified Provider will submit a Request for Human rights committee review and complete packet of information to regional HRC Liaison**.  

1. Behavior Plan/Program

2. Recent Data (behavioral, medical, programmatic)

3. Pertinent evaluations, assessments, and/or relevant doctor’s orders

4. Picture or description of item(s)/device(s)

5. Signed and dated consents

*   Programs that include behavior modifying medication should be reviewed by the regional Program Review Committee.

**Use PRC forms for requests containing behavior modifying medication, and submit to PRC Liaison

DDS and External Links Resources:

· DDS Policy No. I.F. PO.006 “Human Rights Committees” http://www.ct.gov/dds/lib/dds/dds_manual/if/regional_human_rights/i_f_po_006_humanrightspolicy.pdf
· DDS Procedure No. I.F. PR. 006 “Regional Human Rights Committee” (including definitions) and Attachments A through G http://www.ct.gov/dds/lib/dds/dds_manual/if/regional_human_rights/hrc_procedure_final_i_f_pr_006_new.pdf
· DDS CLA Licensing Regulation: 14c3, 14d and 18a1

DDS Policy and Procedure:

· I.F. PO.001: Abuse and Neglect

· I.F. PR.001: Abuse and Neglect, Allegations: Reporting and Intake Processes

· I.F. PO.004: Abuse and Neglect: Recommendations and Prevention Activities




	Medication Administration To ensure the safe and effective administration of medications  
Procedure must address the administration of medications by 1. licensed nurses and 2. medication-certified unlicensed  personnel.

DDS and External Links Resources:
· Guide to Completing an Agency Medication Administration Procedure for Medication Certified Employees http://www.ct.gov/dds/lib/dds/health/med_adminpolicy_development_guide.doc
· DDS Medical Advisories, Health Standards and Procedures #99-3: Interpretive Guidelines for the ‘DMR’ Regulations Concerning the Administration of Medication by Certified Unlicensed Personnel http://www.ct.gov/dds/cwp/view.asp?a=2042&q=391372
· DDS Nursing Standard #99-1: Medication Administration by Licensed Staff http://www.ct.gov/dds/cwp/view.asp?a=2042&q=392882
· DDS Nursing Standard #99-1: Sanction Guidelines for Nursing Medication Errors http://www.ct.gov/dds/cwp/view.asp?a=2042&q=392884


PROVISION OF SUPPORTS AND SERVICES TO INDIVIDUALS
	Person Centered Planning (Individual Plan)   Procedure that identifies staff participation in planning and implementation of individualized services and supports.

Policy should include:

1. Each individual receiving supports and services from the department shall have an individual plan

2. Individual plans shall be developed by the individual and his or her planning and support team. 

3. To the extent possible, individuals and the people who are important in their lives will receive the assistance they need to be directly involved in the development and implementation of individual plans. 

4. Meetings will be scheduled at times that are convenient for consumers and their families. 

5. All individual plans will be developed and available to the individual in his or her primary language or mode of communication.   

6. Description of the an assessment and profile of the individual’s current life situation and future vision 

7. Description of the assessment and analysis of the individual’s abilities, preferences, and support needs 

8. Identification of desired outcomes

9. Description of the development of specific goals and objectives to help the individual achieve their desired personal outcomes. 

10. Identification of supports and services to be provided

11. Description as to how the agency will evaluate the individual plan on an on-going basis to assure that the individual’s needs and desired outcomes are being met.

DDS and External Links Resources:

· DDS Website Link: http://www.ct.gov/dds/cwp/view.asp?a=2042&q=391144 


	Observing, reporting and responding to changes that affect individual - Identify how support staff will identify, document and communicate changes in the individual’s mood, behavior, mental or physical state and take the necessary subsequent actions to ensure the individual’s health and safety, including notification of appropriate DDS staff. 
Policy should include:

1. Description of the system in place to identify any changes in an individual’s mood, behavior, mental or physical state.

2. Description of the system in place to allow the direct staff to communicate an identified change to the agency’s administration.

3. Description of the system in place to follow up on those changes.

4. Description of how the observed changes will be reported to DDS and the case manager.




	Client Funds Management – Purpose is to explain how an agency will safeguard the finances of clients under their care whose personal funds they are entrusted with.
Policy should include:
1. A process to determine the level of financial management/oversight provided by staff to participants based on the individual’s money skills.

2. A separate bank account for each participant.

3. Cash on hand in the facility should be limited to 1 months allowance and accessible to the participant.

4. There is a separate ledger for each participant for bank accounts and personal money/cash on hand in the facility.

5. Policy on the storage of cash on hand at the facility. The policy should include a locked cash box in a locked cabinet.

6. All ledgers should be current at all times and include the balance, withdrawals/expenditures (include date of purchase, vendor/store name, description and amount), and deposits (include date of deposit, source of money, description for deposit, and amount).

7. Providers should maintain supporting documents for all transactions (store/merchant receipts, checks, deposit/withdrawal slips, etc). Participant’s cannot write a personal check made payable to cash.

8. Policy for documenting unavailable receipts.

9. Policy for documenting expenditures made by more than one participant. The policy should clearly indicate each and every expenditure by line item made on behalf of each participant.

10. Policy regarding the audit procedures. The policy should include daily, periodic and unannounced internal reviews.

11. Policy identifying the level of staff able to access the participant’s cash on hand in the facility and bank accounts (i.e. who can withdraw, who can replenish, etc.).

12. Policy identifying allowable expenditures made on behalf of the Participant. The policy should include that expenditures directly benefit the participant, are not included in the room and board or service rate, not reimbursable by any other source, and are of reasonable value and appropriate to the participant’s needs and abilities.

13. Policy on the process used when a shortfall is discovered to one of the participant’s accounts. The policy should include who is notified, the investigation procedures and what is the resolution to the accounts by the provider.

14. Procedure for protecting participant’s accounts when a responsible staff resigns or is terminated from the facility.
15. Procedure by which the financial interests are protected for residents who are transferred to another facility
DDS and External Links Resources:

· DDS Manual Section I.C.2. Individual Support  http://www.ct.gov/dds/cwp/view.asp?a=2053&q=389736


	Hot Water Temperature Safety – Purpose is to ensure water temperature is checked immediately before bathing/showering each individual.

This applies to a CRS, CLA, and Day Programs

· Water can not exceed 120 degrees/ ICF facilities 110 degrees

· All CRS’s and CLA’s require state approved mixing valve

· Monthly water temp check on all faucets in the home and day program  

DDS and External Links Resources:

· http://www.ct.gov/dds/cwp/view.asp?a=12&q=379294


	Safety Alert for Bathing and Personal Care – Purpose is to address individuals’ assessed needs and supports during bathing and personal care.

· Agency must have a system to check water temp

· At all times if the individual is unable to regulate the water  temp

· Monthly if the individuals can regulate the water temp

· Agency must  have an assessment of the individuals ability to regulate water temperature on file  

· All staff must be trained on each individual’s ability to regulate water temp.        

DDS and External Links Resources:

· http://www.ct.gov/dds/cwp/view.asp?a=12&Q=460508


	Water Safety – Purpose is to ensure individuals are kept safe when participating in aquatic activities.
· Aquatic Activity Screening is completed yearly for each individual and documented on the Aquatic Activity Screening Form.

· Completed Aquatic Activity Screening forms are sent to the DDS Aquatic Director or designee where they are reviewed and approved.

· Completed Aquatic Activity Screening forms are a part of the Individual Plan for each individual.

· Staff training is required on the DDS Water Safety Policy and is required for each individual’s completed Aquatic Activity Screening forms.

· All Aquatic Activity Screening forms must remain on file and available to direct care staff.

DDS and External Links Resources:

· http://www.ct.gov/dds/lib/dds/dds_manual/ie/water_safety/i_e_po_001_water_safety_policy.pdf
· http://www.ct.gov/dds/lib/dds/dds_manual/ie/water_safety/i_e_pr_001_water_safety_procedure.pdf  


	Behavioral Support Plan - This policy is to assure that each person placed or treated under the direction of the Commissioner shall be protected from harm in regard to the design, approval, and implementation of behavior support plans. The Department is committed to ensure that effort is made to introduce positive behavioral programming and supports.  The design, approval and implementation of behavior support plans will reflect the values of the Department to provide the least restrictive setting and interventions for all who are served.

The following is required if an individual participating in your services requires the development and implementation of a Behavior Support Plan:

I. If your Behavioral Support Plan includes a Behavior Modifying Medication or an Aversive/Restrictive procedure, then you must contact the Regional Program Review Committee Liaison and also submit the appropriate forms for a Program Review Committee review.

II. Behavioral Support Plan:  A written document developed to address an individual’s behaviors that interfere with the implementation of the goals and objectives identified in the Individual Plan or to track and monitor target behaviors. The plan shall include identification of specific target behaviors and a plan for tracking and monitoring responses.  These procedures shall be included in the plan when the use of aversive procedures to protect the individual from harming him or herself or others is reasonably anticipated to be needed.

III. Functional Analysis: The systematic assessment of an individual’s behavior that yields:  (1) an operational description of the undesirable behaviors; (2) the ability to predict the times and situations in which the undesirable behavior is likely to occur across the full range of typical daily routines; (3) a description of the function that the undesirable behavior serves for the individual; and (4) an understanding of the environmental, interpersonal, and other ecological factors that shall be considered in the development of an effective programmatic response to the behavior.

IV. Restraints / Aversive Procedures:  Any use of an Aversive/Restrictive Procedure must have an initial review by the Program Review Committee --- A Restrictive Procedure is a generic term which refers to five different types of procedures.  Those procedures include aversive procedures, environmental restrictions, invasive procedures, noxious procedures and physical restraint.

V. Prone (Face-Down) Restraint:   DDS prohibits Prone (face down) Restraint to be used as a restrictive intervention/restraint procedure on a planned or emergency basis.   This applies to all individuals placed or treated under the direction of the Commissioner, and all staff providing services to those individuals.  This includes individuals receiving services in DDS operated, funded, and/or licensed facilities or programs, or DDS-funded services delivered in family or individual homes, or day services.  This includes supports and services provided and funded in out of state settings.
VI. Program Author Qualifications:  Any individual given the responsibility to develop behavioral programming for an individual will at a minimum meet one of the following requirements: 

1. State licensure as a psychologist as prescribed in CGS 383 or

2. State Licensure as a Clinical Social Worker as prescribed in CGS 383b or

3. Board Certification as a Behavior Analyst (BCBA) or Board Certification as an Associate Behavior Analyst (BCABA) or

4. A Masters or doctoral degree in Psychology, Social Work, Special Education or Applied Behavior Analysis or Licensure as a counselor as prescribed in CGS 383a or 383c ( and:

a. Coursework in Human Behavior 

b. Coursework and/or experience in developing behavioral treatment plans and

c. At least 2 years of experience providing behavioral supports to people with intellectual disabilities, or,

5. A Bachelor's degree in psychology, special education or other related field and review and approval by the DDS Behavioral Support Services Panel.
a. Coursework in Human Behavior and

b. Coursework and/or experience in developing behavioral treatment plans and

c. At least 3 years of experience providing behavioral supports to people with intellectual disabilities. 

VII. Components of Behavioral Programming:  All programs designed to address maladaptive behavior require a Functional Behavior Assessment (FBA) as a necessary first step in developing a treatment plan.  The FBA should include not only an assessment of antecedents and consequences, but should also take into consideration the individual’s history with special attention paid to factors that may have been crucial to the development of this behavior.

1. Functional Behavior Analysis (FBA)

a. What is driving the behavior i.e. what function might this behavior be serving?

b. How long has this behavior been exhibited?

c. Is this possibly a variant of an older behavior?

d. Are there current factors in a person’s life to which they may be reacting?

e. What skill deficits might this behavior be compensating for?  (Task analyze each skill into the sub skills necessary to achieve this goal.)

2. Behavior Program elements based on FBA 

a. Provide the rationale for this approach to the behavior. Design behavioral goals and objectives specifically based on what was learned from the FBA

b. Develop strategies to achieve each of the sub goals 

c. Determine the methods for teaching socially appropriate alternative behaviors to help people cope to meet their needs. 

d. Describe antecedents that indicate the behavior is about to occur.

e. Describe the methods employed to redirect problem behaviors before or when they occur.

f. Detail the hierarchy of interventions to be used if problem behaviors escalate.

3. Data Collection

a. Data should be kept on negative behaviors being targeted by the medication or aversive technique with a description of how they are operationalized, i.e. what will the support person see?

b. Data should be kept on the skills that are being built as an alternative to the negative behaviors.

4. Data should be graphed with annotations indicating changes in the medication or behavior support plan.

5. Changes in the data collection system should be graphed with a new baseline.

6. Data should be shared with all support staff as well as with all physicians prescribing medication.

a. Changes in medication should be based upon an assessment of the longitudinal data.

b. Data should be reviewed periodically to determine if changes in the behavior program are needed.

VIII. Implementation

1. Approval For Behavior Support Plans That Do Not Include Aversive Procedures:   

a. The PST identifies the need for a behavior plan based on a functional analysis and other relevant medical review.

b. Staff members with appropriate training, experience and competency are assigned to conduct a functional analysis and develop a behavior support plan.

c. The PST approves the plan. 

2. Approval Of Behavior Support Plans That Include Aversive Procedures:
a. The planning and support team identifies the need for a behavior plan that includes the use of aversive procedures. 

b. Staff members with appropriate training, experience and competency are assigned to conduct a functional analysis and develop a behavior support plan.  All plans must include components designed to increase positive behavior.

c. The PST collects and submits required information to the PRC/HRC.  Knowledgeable planning and support team member(s) will present the proposed plan to the PRC for review and approval prior to implementation of the plan (as per I.E. PO 004 and I.E. PR 004).

3. Required Documentation For Aversive Procedures  Documentation shall include all listed in the Program Review Committee Procedure I.E. PR 004, and:
a. A statement from a physician that the proposed aversive procedure is not medically contraindicated. 

b. Methods for increasing positive behaviors and decreasing undesirable behaviors. 

c. Objective and specific definitions of all salient target behaviors. 

d. Methods for measuring the undesirable behaviors to be reduced and positive behaviors to be learned or increased.  Data must be presented on all identified behaviors.

e. Consequences for the undesirable behaviors. 

f. Criteria for insuring that the least restrictive level of aversive intervention is employed.  

g. A plan for reducing or eliminating the use of the aversive procedure.

h. The circumstances under which the aversive procedure will be used, and a procedure for supervising implementation of the intervention.
DDS and External Links Resources:

· http://www.ct.gov/dds/lib/dds/dds_manual/ie/behavior_support/i_e_po_002_behavior_support_plans.pdf


	Behavior Modifying Medications: Tardive Dyskinesia Screenings
· For individuals who are prescribed neuroleptic medications, screening for abnormal movement disorders must occur at intervals defined in the ‘DDS’ Medical Advisory 2000-2 , or more frequently as recommended by the prescribing practitioner. 

· Screening should be done by the individual's prescribing practitioners as part of their routine assessments, preferably using the AIMS or DISCUS assessment tools, or minimally, by direct observations. As a result of the screening, the practitioner may subsequently diagnose TD. 

· Additionally, because of the risks associated with the use of neuroleptic medications, IDTs including the prescribing practitioner shall determine the risk versus benefit for each individual taking such medication and shall consider the necessity for continuing the medication.

DDS and External Links Resources:
· http://www.ct.gov/dds/lib/dds/dds_manual/ie/behavior_mod_meds/i_e_po_003_behavior_modifying_med.pdf
· http://www.ct.gov/dds/cwp/view.asp?a=2042&q=391344
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