SECTION 12:
Programs

POLICY #1

PLANNING

EFFECTIVE:
5/04

REVISIONS:

4/07
It is the policy of New England Residential Services that all planning done for individuals will be done with the individual and his/her support team.  All plans will encompass sound residential practices and will reflect the mission and philosophy of NERS and the Department of Mental Retardation.

“The mission of DMR is to join with others to create the conditions under which all people with mental retardation experience…


Presence and participation in CT town life


Opportunities to develop and exercise competence


Opportunities to make choices in pursuit of a personal future


Good relationships with family and friends


Respect and dignity

Since people with developmental disabilities have a history of devaluation, all decisions will promote self esteem, self respect and the highest level of independence possible.

The formal planning process, an Individual Plan, will involve the individual as well as the interdisciplinary team selected to support that individual.  An assessment of the individual’s needs and desires will be completed.  Outcomes for the coming year will be chosen and plans for achieving these outcomes will be written and implemented.  

Decisions made on a day to day basis will also involve the individual.  These decisions will include, but not be limited to: leisure and recreation activities, food and food preparation, clothing choices, vocational settings and personal belongings.  All planning will take into consideration the age, capabilities and interests of the individual.  Many plans and decisions will be made by the individual with the assistance of his/her “key person”.  At no time will decisions be made solely for the ease, enjoyment or convenience of staff, at the expense of the individual.  

Formal programming will be done as needed to assist with teaching a particular task or skill or to outline the steps needed to achieve a desired level of behavior.  Although formal programming is not necessary or recommended for all individuals, documentation will be required to track progress in achieving all outcomes.

Section 12:
PROGRAMS

policy #2:

Individual Plan
Effective Date:
6/03

Revisions:

4/07, 9/03


POLICY:
In an effort to support people to direct and plan their own lives, the NERS annual planning process for each person will involve an Individual Plan that is person centered.
PROCEDURE:
Implementation:  The individual planning process shall consist of the following components; preparing for the planning meeting, gathering a good understanding of the individual, developing an action plan to achieve desired outcomes, summarizing the plan of supports and services, identifying additional supports to assist the individual, addressing Medicaid and Home and Community Based Services (HCBS) Waiver eligibility, documenting the plan, obtaining agreements and approvals with the plan, putting the plan into action, and monitoring and revising the plan as needed.

1.
Prepare for the Planning Meeting

Prior to the meeting, the case manager or another team member should gather information from 


the person and his or her family to begin to update or develop the Information Profile, Personal


Profile, and Future Vision.  The case manager may provide a copy of “My Health and Safety 


Screening” to the individual or his or her family so they may identify health and safety concerns


they want to be sure are addressed in the plan.  Before the planning meeting, the case manager


shall complete the Level of Need Assessment and Screening Tool (LON) with input from the


individual, the family, and providers and with information from the master file.


Providers of supports and services should share current assessments, reports and evaluations with


the case manager at least 14 days prior to the scheduled meeting.  The case manager should share


the completed Level of Need Assessment and Screening Tool (LON) and the LON Summary


Report with team members prior to the scheduled meeting and ensure all providers have copies


of relevant assessments, reports and evaluations.  The case manager or another team member 


should provide an opportunity for the person and his or her family to review the information in


current assessments, reports, and evaluations that will be discussed at the meeting.


1a)
Pre-Meeting



The focus person will have the option of attending this part of the meeting with the



understanding that some issues to be addressed may be upsetting to him/her.  The



guardian, family member or other advocate for the focus person will be present to



advocate on the person’s behalf.  If the focus person is not present, any conclusions



reached during this portion of the meeting will be reviewed with him/her as



appropriate at a later date.
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2.
Gather a Good Understanding of the Individual

During the planning meeting, the individual and his or her planning and support team will complete
a profile or assessment of the person’s current life situation and future vision.  The team should 

update and complete the information profile, personal profile, and future vision, and should review 

current assessments, screenings, reports, and evaluations to identify important information to include 

in the plan and identify any additional assessments or evaluations that are needed.  The team should 

review the LON and the LON Summary Report which identifies areas where the individual is likely 

to need support and areas where the person is likely to have the potential for risk.  The planning and 

support team will review all aspects of a person’s life such as significant past events, accomplish-

ments and strengths, relationships, current home, work, day, retirement or school situations, leisure  

interests and community life, health, wellness and finances.  The team will complete an analysis of 

the person’s preferences, desired outcomes, and support needs.

3. 
Develop an Action Plan to Achieve Desired Outcomes


Based on the individual’s preferences, desired outcomes, and support needs, the individual and his


or her planning and support team will develop an action plan to assist the individual to move toward


his or her desired outcomes.  The action plan should include the person’s desired outcomes, needs or


issues to be addressed, actions and steps, responsible person(s) and timeframes.  During the


development of the action plan, the team should consider the individual’s choices and preferences.


When areas are identified as having the potential for risk in the LON Summary Report, they must


be addressed in the person’s Individual Plan.  The action plan should reference any teaching


strategies, protocols, guidelines, or treatment plans that will be developed and/or implemented to


assist the individual to achieve desired outcomes.


When an individual plan identifies the use of behavior modifying medication or aversive 


programming, PRC (Programmatic Review Committee) and/or HRC (Human Rights Committee)


policies and procedures must be followed, unless there is a valid waiver from such review in


accordance with applicable policies and procedures.

4.
Summarize the Plan of Supports and Services


The planning and support team shall summarize the supports to be provided to address needs


identified in the action plan including DMR HCBS waiver and state funded supports, Medicaid


state plan services, generic resources and natural supports provided.  The team shall identify the


specific agencies and /or individuals that will provide the supports and services identified in the


Action Plan.  The planning and support team shall include the amount of services to be provided


and the planned frequency.  The team shall also identify the planned amount and extent of case


manager contact the individual will receive.

5.
Identify Additional Supports Needed to Assist the Individual

The case manager and planning and support team should identify any additional and specific


qualifications or training that an employee must have to support the individual to achieve the


specific outcomes and strategies in the plan.  For individuals who receive waiver services in 


their own or family home or other settings where staff might not be continuously available, the
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team should also describe a backup plan to address contingencies such as emergencies, including 

the failure of an employee to appear when scheduled to provide necessary services when the absence 

of the service presents a risk to the individual’s health and welfare.   The team must describe the 

specific protocols to follow in the event that these needed supports and services are not available.


During the planning meeting, the case manager and team should review the person’s ability to make


important decisions and possible need for a guardian/advocate/legal or personal representative.


They should also describe the person’s participation in the planning process and planned efforts to


enhance the person’s future participation in planning, as well as the team’s efforts to involve the


person’s family, guardian, advocate, or legal or personal representative in the planning process.  The


team should also discuss plans to ensure that implementation of the Individual Plan will be evaluated


and monitored.

6.
Address HCBS Waiver Eligibility

On an annual basis, during the Individual Planning process, the case manager and the planning and


support team should complete a Level of Care Re-determination for continued waiver eligibility.  The


Level of Care Re-determination must be completed no more than 365 days from the previous Level


of Care determination.

7.
Document the Individual Plan and Obtain Agreements and Approvals


The case manager shall ensure that the individual plan is documented on the form(s) designed by


the department.  At the time of the meeting the case manager shall ensure that the person’s 


Information Profile, IP.1, is updated and shall ensure updated information is documented in the


master file and/or automated data system as appropriate.


Once the plan is completed, the case manager will document who participated in the planning 


process and ensure the necessary initials and agreements are documented on the Signature Sheet,


IP.11.  At a minimum the individual and/or his or her parent or guardian and the case manager shall


initial to indicate their agreement with the plan.

8.
Put the Plan Into Action


Supports and services are expected to be implemented within 60 days of plan approval, 30 days in


licensed settings, and should be provided as described in the Individual Plan.
9.
Monitor and Revise the Plan as Needed


The individual and his or her planning and support team will identify the nature and minimum


frequency of plan reviews to monitor progress and to evaluate whether the supports are helping the


person to reach desired outcomes.  The team shall review all areas of the individual plan when there


are any changes in the individual’s life situation and at least every six months, or more frequently as


required by state or federal regulations.  Individual service providers should provide specific review


documents detailing progress on specific personal outcomes and actions for which they are


responsible.  Case managers should review progress reports completed by support providers on a 


quarterly basis for persons receiving Home and Community Based Waiver Services.  The case


manager should assess if desired outcomes are being addressed by support providers, and should sign


and date the reports and file them with the individual Plan in the Master File/Individual Record.
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Review and Sign Off on the Following Forms
· Daily routines

· Demographic sheet

· Emergency fact sheet in the permanent health record and relocation manual

· Possession list

· Fire evacuation plan

· Support plan (Behaviorist)

The following areas will be included in the planning and support team review of individual plans:

· An overview of the person’s current life situation

· Identification and documentation of any changes, progress, and accomplishments

· Determination that needed supports and services authorized in the Individual Plan

have been provided
· Review of the individual’s current needs, preferences and desired outcomes

· Review and/or development of strategies and action plans to ensure specific

needs, preferences and desired outcomes are being addressed

· Identification of any changes in supports and services

· Identification of frequency of future individual plan reviews

SECTION 12:
PROGRAMS

POLICY #3:

HABILITATIVE PROGRAMMING

POLICY:

All persons grow and thrive in an atmosphere providing physical and emotional comfort and stimulation to the mind and body.  New England Residential Services strives to provide for comfort and challenges the individual resident to strive to reach their potentials in all areas.  Habilitative programming is provided with the concepts of the five service accomplishments of making choices, improving status, developing competencies, increasing community presence and developing relationships.  Residents are encouraged through training to maximize contacts with other persons in the community; to undergo normal activities (although some risk may be involved) in a safe manner so that the residents well being is not jeopardized.

PROCEDURE:

A Life Skills Assessment shall be done upon admission to the NERS home.  Training shall consist of an individual or small group program developed by skills, needs and desires, providing the person(s) with the proper supervision needed for optimum learning and reinforcement.

The areas included, but not limited to, are:

  1.
ADLs - Grooming, toileting, dressing hygiene

  2.
Care and maintenance of personal property and living area

  3.
Care and maintenance of the home

  4.
Cooking, management, preparation and service of well balanced meals, eating/dining

skills appropriate to place (i.e., a picnic, home in the kitchen, a fancy restaurant,

a fast food restaurant, other)

  5.
Clothing (selection of proper fit, style, color, weather, wiseness, purchase, appropriate use of)

  6.
Preventive health care

  7.
Preventive dental care
  8.
Use of public transportation

  9.
Social Skills - Interaction with friends, relatives, staff, new acquaintances

10.
Use of telephone, mail services

11.
Self preservation, including fire safety, address and phone numbers, how to locate assistance

in various situations (911, ask someone, evaluate what is an emergency and steps to take), 

how to recognize and protect self from possible abuse situations

12.
Self administration of meds

13.
Money management skills including savings, checking, budgeting, every day purchases, large

purchases, consumer self protection

SECTION: 12
PROGRAMS

POLICY #4:

HEALTH, LIFE & SEXUALITY

POLICY:

Health, Life & Sexuality awareness may be an important part of  life for individuals supported by New England Residential Services.  Training and education will be provided as needed by the nurse, professional and consulting staff and outside consultants when needed.  A skills assessment and needs list will be developed by the Interdisciplinary Team and individual programs will then be developed.

SEXUALITY & SEX EDUCATION
Human sexuality is not limited to the “normal” individual, but is an important factor in the growth and development of all persons including people who are intellectually challenged.
This person may be denied the privilege of learning about sexuality through society’s impositions, old wives tales, and his/her own verbal, developmental and functional handicaps.  Because of these factors, the person who is intellectually challenged is more susceptible to misconceptions, sexual abuses and venereal diseases left untreated.

All people have the right to be taught the basic health considerations involved with the genital area in order to recognize diseases, how they are contracted, how to prevent and treat, and where to seek treatment.  They also have the right to know they are not different or abnormal sexually, and they have the right to develop informed attitudes about their sexual preference, i.e., abstinence (celibacy), masturbation, homosexuality, heterosexuality.  Because it is sometimes difficult for them to distinguish socially acceptable behavior, this is an area in which instruction is given.

Marriage is a common thought for all persons, those who are mentally retarded have the right to marry.  Just as the normal person should receive guidance and counseling before marriage, the person who is handicapped also has to be taught the responsibility and some special considerations of this long term relationship.

All persons are not sexually active, but those who are, need to be taught the methods of birth control and to choose a method most suitable to them.  The person with mental retardation has to be made aware of community resources, how to use them, and where to receive the appropriate kind of assistance.

