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Introduction to Community Living Sector

The agency delivers Community Living Services for children and adults by
. offering supports which supplement/complement those already in the
community. This begins with the process of identifying their aspirations and
preferences through the person centered planning process.

We build from the persons strengths. We identify environments for living,

- working, education and recreation which will best achieve their goals. We
tailor our supports to best ensure success for the individual. Our service
plans are reviewed quarterly.

There are key themes that guide us as d service provider.

We believe relationships are the centre of all human development. We
therefore foster relationships which affectively unite people and in which
they discover value and enjoyment.

‘We'move from a view of community living as housing, management, and
programmed work to ¢ broader definition of a community which is
inclusive and embraces diversity.

The goal of the agency and its employees is to support individuals in a
way: of life that is responsibly independent and effectively
interdependent; thereby, fostering the self-empowerment of all people
intfo a meaningful life in community with others.
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Affiliations

CLBC - Community lemg B C JS The fundmg agency. We follow the
guidelines and vision of CLBC |n mokmg and |mplemem‘ing the best
plans for everybody |nvolved

VACL - Victoria Assocmhon for Communl’ry lemg provide us with
local information and updq’res on issues focmg the Community
Living field. : :

BCACL - B.C. Association for Gommunity Living provide us with
information and updates on issues facing the Community Living field
in B.C. ,

Choices Day Program - for people ’rhoi now receive or may in the
future receive services through the Choices Day Program, we may
involve them in the plonnmg and coopero’re in how to best meet
the needs of the individual..

Gulf Islands Families Togefher Socief{/’ (GIFTS) — Families formed
GIFTS to ensure their sons and daughters were supported fo
participate in activities of their choice in the community. Support
Workers provide assistance cmd ’rromlng to individuals to help them
develop living skills and porhmpq’fe in employmen’r volunteer or
recreation activities.

School District #64 - We liaise with the schools and the teaching
assistant assigned to a specific child as needed. The Community
Services Society has school based youth counsellors, who may help
identify children in need of this service.
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Orientation for Program Participant

Each program participant will be provided with an orientation that is -
appropriate to his/her needs, the type of services to be provided at a
level that is understandable to him/her.

The orientation package will include:

Description of agency's ability to serve the individual (history).

Rights and responsibilities of the child/youth served.

Grievances and appeal procedures

Ways in which input is given regarding the quality of care,

achievement of outcomes and satisfaction of the child/youth

served.

A description of the agency's services and activities.

The Agency's expectations.

Hours of operation.

How to access after hour services.

Code of ethics.

O Confidentiality policy.

1.Information on emergency exits, fire suppression eqUIpmen’r and first

aid kits.

12. An organizational chart to identify staff, their qualifications cmd who
is responsible for program coordination.

13. A description of the purpose and process of the assessment.

14. A description of how the individual plan will be developed and the
need for the person to be involved in the plcmnmg process.

15.Transition and referral procedures.

16.The agency presents information in line with its ethical practices,

which directly relates to its divulgence of potfential conflict of
interest (reporting abuse).

17.ldentifies the person responsible for service coordination.

18.Requirements for follow-up for the mandated child/youth or family
served regardless of discharge outcome.

19. Information that may be used for research or reporting to funders.

20. Program policies regarding the use of restraints.

21.Smoking policy.

22. llicit or licit drug use while receiving service.

23.Wedpons brought into the program.
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Person-Centered Planning Process

The person centered plan contains goals and objectives based on the
strengths, needs, abilities and preferences of the program participant. It
also identifies the challenges and problems that may interfere with
achieving plan goals. From intake to discharge, each person is
encouraged to be actively involved in and have a significant role in
determining the direction of his/her plan. The plan may contain pre-
determined goal and objectives that the program participant must meet
as part of the program and/or mandated service provisions.

1. Goals reflect the informed choice of the program participant
and/or parent/guardian and are expressed in the words of the
program participant.

2. Obijectives reflect the expectations of the client and the treatment
team and are measurable, achievable and time specific. Services
provided by the program are specific and identify the frequency
and type of freatment used.

3. When appropriate, the individual plan will attempt to integrate the
program participant into the local community, the family, natural
supports and other needed services. - = '

4. The plan identifies needs beyond the scope of the program. It
specifies referrals for additional services. N

5. The plan is communicated to the individual in a manner that is
understandable.

6. The program participant receives a copy of the plan.

7. The plan is reflective of the age and culture of the program
participant.

8. The plan identifies information, or conditions for fransition to other
services. '

9. When applicable legal requirements are identified.

10.The plan will be reviewed periodically with the program participant
and modified when needed. '

Records of the Program Participant

The individual record of each is maintained in such a manner as fo
protect confidentiality. The individual record is organized, clear, current
and legible. The main record is complete. It is the central record that
contains information regarding all the services the persons receives. All
documents generated by the agency that require signatures include
original signatures.
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The individual record includes:

—
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. The date the case was opened.

Information about the individual's parents, guardian or

. representative including their name, address and Telephone

number,
Information about the person to contact in case of an emergency
including the name, address and telephone number.
The name of the person currently coordinating the services of the
program participant.
The location of any other records.
Information about the individual’s primary care physician including
the name, address and telephone number.
As applicable, the persons:
i. Health history and current status. .
i. Current medications.
ii. Preadmission screening, when conducted.
iv. Documentation of orientation.
v. Assessments,
vi.  Individual plans, including reviews.
vii.  Transition plan, when applicable.
Upon discharge, a summary that:
i. Includes the date of admission.
i. Identifies the presenting condition.
i. Describes the extent to which established goals and
objectives were achieved.
iv. Describes the services provided.
v. Describes the reason for discharge.
vi. ldentifies the status of the person at discharge.
vii.  Lists recommendations for services or support.
viii.  Includes the date of discharge from the program.
Correspondence pertinent to the program participant.

10. Authorization for release of information.
11.Documentation of internal or external referrals.
12.When duplicate information or reports from the main record of a

program participant exist or if working files are maintained such
materials:

i.  Are not substituted for the main record.

i. Are considered secondary documents, with the main

record of the program participant receiving first priority.
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Progress Notes

All documentation will be signed and dated (day, month, year) by each
individual making an entry info the record.

Individual files contain signed and dated progress notes that document:

¥

Progress towards achievement of identified goals and objectives
identified in the individual plan.

2. Completion of portions of the individual plan.
3.
4. The delivery of services that support the individual plan.

Significant events or changes in the life of the program participant.

Records Management

All records of persons served shall be organized and stored in a manner
that ensures systematic, safe and confidential storage. Access is limited to
appropriate persons. -

. All records will be organized in a systematic manner and clearly

labeled.

All records of persons served will be kept in locking file cabinets in
the central file room on the second floor when not in use.

Records of persons served may only be removed from the SSICS
Society office with authorization from the Program Manager.

Inactive files and records will be stored in file cabinets as tightly
bunched as possible to decrease potential fire damage.

5. No files or case notes will be stored electronically.

To safeguard against destruction of pertinent computer discs in the
event of a fire or natural disaster, relevant discs pertaining to
financial management information, policies and procedures, and
original forms will be placed in fire proof storage or stored off site.
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Access fo Records by Program Participant

Files of program participant including intake information, ossesshﬁen’rs
treatment plans, running records and discharge plans, are ovallob!e to for
their perusal.

We are bound to the policy and procedures of access to client:files under
- the Freedom of Information and Protection of Privacy Act (FOIPP). Thus,
the following procedures must be complied with when releasing ﬂles of
program parficipant. : :

1.

People who wish to see their files should make a reques’r to the
Privacy Officer. A Request to Access Personal File form must be
completed.

The formal written request will then be forwarded to the Cenfral
Information and Privacy Branch Office in Victoria, B. C., as soon
as it is received.

When the file is released to the program parficipant, the:.
following means may be used:

. May be viewed in the agency

b. Picked up in person

The Privacy Officer can further review and explain the Freedom
of Information and Protection of Privacy Act and access'to
personal files, at the request of the program participant.
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Outcome Management System

Program Participant - Qutcome Management:
As indicated in the orientation brief, the people we serve are clearly
informed about both the process and the benefits of measuring personal
achievement outcomes as a part of service success and development.
Outcome measure forms are utilized at intake or within the first month of
service delivery to measure and record a client’s state of wellbeing in key
areas of their life. These areas may include the followmg

1) Physical health

2) Emotional health

3) Employment

4) Housing

5) Social wellbeing

6) Legal, criminal involvement

7) Access to the service
The program participant, in partnership with the counsellor, will evaluate
themselves in the above areas and record their results using a self rating
scale. Notably, they will be responding to-questions on an outcome form
designed specifically for their given service. This process will repeat itself
again at a given point of time during treatment and then again at the
end of the service. There will be one-final self rating recorded during a
post service check in performed after the person has completed service.
Please note that all four of the ratings are listed on the same form so they
can easily be evaluated and reviewed by the service provider and the
client. Once the form is completed and the results evaluated, the form is
removed from the persons file and given to the program manager for final
review. Wherever, necessary, a program manager will discuss outcome
concerns and successes with the counsellor. '

Program - Qutcome Management:

Salt spring Island Community Services stives to meet the need of the
program participant and the community by establishing in its financial
planning, program management, and program review and
development high standards and a sound strategy that aims to increase
the likelihood that in each service area or program, there is the
opportunity for successful outcomes for the people we support.

Annual reviews by individual counsellors include a section on their
feedback regarding program development. Annual reports are reviewed
by program managers and then brought to leadership.
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Transition/Discharge Planning

Sailt Spring Island Community Services assists the program participant to
obtain services needed but that are not available within the agency.
Transition activities are critical for the support.of the individual’s ongoing
recovery and well-being. When clinically indicated a transition plan is
developed with the program participant at the earliest possible point in
the individual planning and service delivery process. It may include
referral to outside the agency, transition to other services and/or
discharge. A written transition plan is prepared fo ensure continuity of
service. The plan is developed with the input and participation of the
program participant, their family when applicable, their legally authorized
representative when appropriate, agency personnel and the referral
source when appropriate. Individuals who participate in the development
of the transition plan receive copies of the plan when permitted.

1. The fransition plan identifies the person's current:
i.  Progress in his/her own move toward well-being.
ii. Gains achieved during program participation.

ii. Strengths.

iv. Needs.

v. Abilities.

vi. Preferences.

vii.  Goals
vii.  The person's need for support.

2. The transition plan includes: ‘

i. Information on the person's medication(s), when applicable.

i. Referral source information such as contact name, telephone
number, location, hours and days of service.

ii. Communication of information on options available if
symptoms recur or additional services are needed.

iv.  Educational status and goals..

v. When applicable, employment preparation and planning.

vi. A housing plan for youths making the fransition to
independence. :

3. Follow-up for each program participant includes input from resource
individuals in his/her home, school and community..

4. When a child or youth moves to a school or other community service,
information is provided to the family about the new service.
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5. When the fransition plan indicates the need for additional services or is
unplanned, a staff is identified who will be responsible for follow-up after
transition/discharge to:
i.  Maintain the conhnUI’ry and coordinafion of needed
services. Wi ' :
i. Determine with ’rhe progrom por’nClpon’r whether furiher
services are needed.
iiil. ~ Offer orreferto needed services when possible.,
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