Congregate Living & Social Services Licensing Board
Tuesday, May 28, 2024, 6:00 PM
Council Chambers, 2" fl of City Hall, 3 Washington St.

AGENDA

Call to Order: Roll Call

Il. Vote for Vice Chair
lll. Minutes of Previous Meeting: March 26, 2024
IV.Unfinished Business:

Updates:
Southwestern Community Services

Live Free Recovery Services — 881 Marlboro Rd.
Unity House

V. Applications:

VI.

VII.

Continued CLSS-2024-05: Applicant, Hilary Seifer, Executive Director for American House Keene, is
requesting a Congregate Living & Social Services License for a Residential Care Facility, located at
197 Water St., and is in the Business Growth & Reuse District and as defined in Chapter 46, Article X
of the Keene City Ordinances.

CLSS-2024-10: Applicant, Phyllis Phelps, Director for House of Hope, is requesting a Congregate
Living & Social Services License for a Large Group Home, located at 31 Wyman Rd., and is in the
Corporate Park District and as defined in Chapter 46, Article X of the Keene City Ordinances.

CLSS-2024-11: Applicant, Jennifer Houston, Executive Director for Live Free Recovery, is requesting
a Congregate Living & Social Services License for a Large Group Home, located at 361 Court St., and
is in the Medium Density District and as defined in Chapter 46, Article X of the Keene City
Ordinances.

CLSS-2024-12: Applicant, Jennifer Houston, Executive Director for Live Free Recovery, is requesting
a Congregate Living & Social Services License for a Large Group Home, located at 26 Water St., and
is in the Medium Density District and as defined in Chapter 46, Article X of the Keene City
Ordinances.

CLSS-2024-13: Applicant, David Potts, Interim Executive Director for Monadnock Peer Support, is
requesting a Congregate Living & Social Services License for a Large Group Home, located at 24
Vernon St., and is in the Downtown Core District and as defined in Chapter 46, Article X of the Keene
City Ordinances

CLSS-2024-14: Applicant, Samual Lake, Executive Director for Keene Serenity Center, is requesting
a Congregate Living & Social Services License for a Group Resource Center, located at 24 Vernon
St., and is in the Downtown Core District and as defined in Chapter 46, Article X of the Keene City
Ordinances

New Business
Adjournment

3 Washington Street  (603) 352-5440
Keene, NH 03431 KeeneNH.gov
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City of Keene
New Hampshire

CONGREGATE LIVING AND SOCIAL SERVICES LICENSING BOARD
MEETING MINUTES

Tuesday, March 26, 2024 6:00 PM Council Chambers,
City Hall

Members Present: Staff Present:

Andrew Oram, Chair Jesse Rounds, Community Development

Medard Kopczynski Director

Tom Savastano Corinne Marcou, Board Clerk

Ashok Bahl, Alternate (Voting)

Members Not Present:
Alison Welsh
Jennifer Seher

1) Call to Order: Roll Call

Chair Oram called the meeting to order at 6:00 PM.

2) Vote for Vice Chair

The Board tabled electing a new Vice Chair for 2024 until more Board members are present. Mr.
Kopczynski will no longer be on the Board as of June 28, and he was in conversation with the
City Manager about his replacement. He was willing to serve as Vice Chair until his departure.

3)  Minutes of Previous Meeting: February 27, 2024

A motion by Mr. Savastano to adopt the February 27, 2024 meeting minutes was duly seconded
by Mr. Kopczynski. The motion carried unanimously.

4)  Unfinished Business
A) Updates:
)] Southwestern Community Services

Ms. Marcou said that this application was still awaiting the NH Fire Marshall’s decision on the
number of beds. No Board action was needed at this time.

i)  Keene Serenity Center
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CLSS Meeting Minutes DRAFT
March 26, 2024

Mr. Rounds said that City Staff were working with the applicant to bring them into compliance
with some zoning and site plan Conditional Use Permit issues. No action was needed at this time.

5)  Applications:
A) Continued CLSS-2024-02: Applicant, Patricia Forman, House Supervisor for

Emerald House, is requesting a Congregate Living & Social Services License
for a Residential Care Facility, located 32 Emerald St., and is in the
Downtown Growth District and as defined in Chapter 46, Article X of the
Keene City Ordinances.

Chair Oram asked for Staff comments and Mr. Rounds said this application was complete.
Chair Oram welcomed the applicant, Patricia Forman, Residential Services Manager for
Monadnock Family Services and House Supervisor of Emerald House. Ms. Forman had no

updates to report.

Mr. Kopcezynski was familiar with this property and the previous application, so this was a
matter of technicality.

Chair Oram opened the floor to public comments, and hearing none in opposition or support, he
closed the public hearing.

Chair Oram and Mr. Savastano agreed with Mr. Kopczynski that the original application in 2023
was very complete. Mr. Kopczynski had not seen or heard of any issues with the neighbors or
City/State regulations.

The Board reviewed the criteria for granting the license:

The licensing board shall consider the following criteria when evaluating whether to approve,
renew, or deny a congregate living and social services license application.

Criteria 1: The use is found to be in compliance with the submitted operations and management
plan, including but not limited to compliance with all applicable building, fire, and life safety
codes.

Hearing no objections from the Board, Chair Oram declared that Criteria 1 was met.

Criteria 2: The use is of a character that does not produce noise, odors, glare, and/or vibration
that adversely affects the surrounding area.

Hearing no objections from the Board, Chair Oram declared that Criteria 2 was met.
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Criteria 3: The use does not produce public safety or health concerns in connection with traffic,
pedestrians, public infrastructure, and police or fire department actions.

Hearing no objections from the Board, Chair Oram declared that Criteria 3 was met.

A motion by Mr. Kopczynski to approve Continued Application CLSS-2024-02 was duly
seconded by Mr. Savastano. On a vote of 4-0, the motion carried unanimously.

B) Continued CLSS-2024-07: Applicant, Gregg Burdett, Executive Director for
Covenant Living of Keene, is requesting a Congregate Living & Social
Services License for a Residential Care Facility, located 100 Wyman Rd., and
is in the Rural District and as defined in Chapter 46, Article X of the Keene
City Ordinances.

Chair Oram requested comments from City Staff. Mr. Rounds said that the applicant submitted
some additional materials. Ms. Marcou agreed that the application was updated and focused
specifically on 100 Wyman Road. All that was missing from the application was the
neighborhood relations plan, which the applicant provided paper copies of to the Board. The
Board took some time to review the plan.

Chair Oram welcomed the applicant, Greg Burdett, Executive Director of Covenant Living of
Keene, and Andy Mackey, Facilities Director. Mr. Burdett reported that the application was
updated to confirm the address as 100 Wyman Road, which is the Centers for Medicare and
Medicaid Services accredited health center, with assisted living and skilled nursing care. Across
the street at 95 Wyman Road is independent living and does not require this license. Ms. Marcou
confirmed that all of this was updated in the application.

Mr. Kopcezynski asked if a copy of the neighborhood relations plan would be posted to Covenant
Living’s website. Mr. Burdett said he would ensure that.

Chair Oram opened the floor to public comment, and hearing none in opposition or support, he
closed the public hearing.

Chair Oram recalled some questions about this application at the last meeting regarding the
training procedure plan. In reviewing the Ordinance requirements, the Chair felt the application
more than met the requirements, with a two-page plan clearly delineating their onboarding
process and links to other training materials. Chair Oram added that all that was missing from the
application was the neighborhood relations plan, which the applicant had now provided.

Chair Oram recalled that the Board had struggled to review neighborhood relations plans in a
consistent way for organizations that are so diverse. In this case, there was also a geographic
distinction, with the facility a long walk/short drive from any neighbors.
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Mr. Kopczynski warned against getting trapped in bureaucracy. All applications and cases are
unique. He recalled when this isolated property was zoned and constructed originally. Due to the
isolation, Mr. Kopczynski thought a communications plan might be more important than a
neighborhood relations plan; he thought this has been addressed adequately.

The Board reviewed the criteria for granting the license:

The licensing board shall consider the following criteria when evaluating whether to approve,
renew, or deny a congregate living and social services license application.

Criteria 1: The use is found to be in compliance with the submitted operations and management
plan, including but not limited to compliance with all applicable building, fire, and life safety
codes.

Hearing no objections from the Board, Chair Oram declared that Criteria 1 was met.

Criteria 2: The use is of a character that does not produce noise, odors, glare, and/or vibration
that adversely affects the surrounding area.

Hearing no objections from the Board, Chair Oram declared that Criteria 2 was met.

Criteria 3: The use does not produce public safety or health concerns in connection with traffic,
pedestrians, public infrastructure, and police or fire department actions.

Hearing no objections from the Board, Chair Oram declared that Criteria 3 was met.

A motion by Mr. Kopczynski to approve Continued Application CLSS-2024-07 was duly
seconded by Mr. Bahl. On a vote of 4-0, the motion carried unanimously.

C) Continued CLSS-2024-03: Applicant, Ryan Gagne, Executive Director for
Live Free Recovery, is requesting a Congregate Living & Social Services
License for a Residential Drug/Alcohol Treatment Facility, located at 881
Marlboro Rd., and is in the Rural District and as defined in Chapter 46,
Article X of the Keene City Ordinances.

The representative of Live Free Recovery was unable to be present. As such, the Board reviewed
the application based on the additional information submitted by the applicant since the last
meeting.

Chair Oram requested comments from City Staff. Mr. Rounds agreed that the applicant
submitted additional information—included in the meeting packet—that addressed the training
question. There were remaining Fire Department (FD) concerns, and FD Lt. Megan Manke said
the outstanding issue was for the applicant to work with the Community Development
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Department to address an unpermitted space created on the first floor. As of the afternoon of this
meeting, Ms. Marcou said there was no permit on file yet.

Chair Oram opened the floor to public comment, and hearing none in opposition or support, he
closed the public hearing.

Chair Oram felt that the training materials submitted made it clear that their means of training is
particular, and more like one-on-one mentoring. He did not feel that the Ordinance required the
Board to evaluate the training, but merely to determine that it exists. He agreed that the nature of
this business—focused on personal recovery from substance abuse—and its location make
neighborhood outreach more so about the neighbors having a clear means of contact should any
issues arise. So, he thought the application could be approved conditionally.

Discussion ensued about the Board’s licensing procedures, and specifically the types of
provisions the Board can place on application approvals. In the past, the Board had issued some
“conditional” licenses, dependent on the applicant to submit additional materials (i.e., required
plans) or complete other processes (e.g., FD inspection). Mr. Rounds explained the actual
procedures, which do not allow “conditional” approvals. Instead, the Ordinance allows for
issuing a “provisional” license or issuing a full license. Also, the Board can revoke or deny a
license. The provisional licenses can be granted with a maximum limit of up to 180 days to
comply; the Board can require shorter timeframes to comply within those 180 days.

Based on this explanation, Chair Oram suggested provisional approval of this license, with up to
180 days to complete the application.

Mr. Kopezynski said that this Board is convened to review the information provided in
applications and make a judgement—to some extent—but not really to debate the information.
Further, for this specific application, Mr. Kopczynski felt that the location of the facility is not
embedded in a neighborhood like many other facilities; it is a woodsier area with neighbors like
an automobile junk yard and a jail. So, he thought that a communications plan for the elected and
appointed officials would be appropriate.

Mr. Savastano described how he charted all of these applications’ elements to help compare and
identify remaining questions. Ms. Marcou confirmed that any parts of the original applications
that were unchanged were not included in this meeting’s packet because it was so large. Mr.
Kopczynski added that asking applicants to repackage what they provided in their originally
approved applications would be wasting everyone’s time.

The Board reviewed the criteria for granting the license:
The licensing board shall consider the following criteria when evaluating whether to approve,

renew, or deny a congregate living and social services license application.
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Criteria 1: The use is found to be in compliance with the submitted operations and management
plan, including but not limited to compliance with all applicable building, fire, and life safety
codes.

Hearing no objections from the Board, Chair Oram declared that Criteria 1 was met, with the
exception of the unpermitted space needing approval.

Criteria 2: The use is of a character that does not produce noise, odors, glare, and/or vibration
that adversely affects the surrounding area.

Hearing no objections from the Board, Chair Oram declared that Criteria 2 was met.

Criteria 3: The use does not produce public safety or health concerns in connection with traffic,
pedestrians, public infrastructure, and police or fire department actions.

Hearing no objections from the Board, Chair Oram declared that Criteria 3 was met.

A motion by Mr. Savastano to provisionally approve Continued Application CLSS-2024-03,
with up to 30 days to rectify Building and Fire Code issues, was duly seconded by Mr. Bahl. On
a vote of 4-0, the motion carried unanimously.

D) Continued CLSS-2024-04: Applicant, Ryan Gagne, Executive Director for
Live Free Recovery, is requesting a Congregate Living & Social Services
License for a Residential Drug/Alcohol Treatment Facility, located at 106
Roxbury St., and is in the Downtown Edge District and as defined in Chapter
46, Article X of the Keene City Ordinances.

The representative of Live Free Recovery was unable to be present. As such, the Board reviewed
the application based on the additional information submitted by the applicant since the last
meeting.

Chair Oram asked for comments from City Staff. Mr. Rounds reported that the training plan,
which the applicant had now provided, was the only outstanding issue from the previous
meeting. Ms. Marcou reported that FD Lt. Manke stated that 106 Roxbury Street had some minor
issues remaining, but there was nothing that made Lt. Manke recommend stalling the license
approval.

Chair Oram opened the floor to public comment, and hearing none in opposition or support, he
closed the public hearing.

Chair Oram thought that the changes to the training plan were outstanding.

The Board reviewed the criteria for granting the license:
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The licensing board shall consider the following criteria when evaluating whether to approve,
renew, or deny a congregate living and social services license application.

Criteria 1: The use is found to be in compliance with the submitted operations and management
plan, including but not limited to compliance with all applicable building, fire, and life safety
codes.

Hearing no objections from the Board, Chair Oram declared that Criteria 1 was met.

Criteria 2: The use is of a character that does not produce noise, odors, glare, and/or vibration
that adversely affects the surrounding area.

Hearing no objections from the Board, Chair Oram declared that Criteria 2 was met.

Criteria 3: The use does not produce public safety or health concerns in connection with traffic,
pedestrians, public infrastructure, and police or fire department actions.

Hearing no objections from the Board, Chair Oram declared that Criteria 3 was met.

A motion by Mr. Kopczynski to approve Continued Application CLSS-2024-04 was duly
seconded by Mr. Savastano. On a vote of 4-0, the motion carried unanimously.

E) CLSS-2024-01: Applicant, Melissa Castor, Executive Director for Alpine
Healthcare, is requesting a Congregate Living & Social Services License for a
Residential Care Facility, located at 298 Main St., and is in the High Density
District and as defined in Chapter 46, Article X of the Keene City
Ordinances.

Chair Oram requested comments from City Staff. Mr. Rounds reported that all documentation
was provided, and all inspections had been completed successfully.

Chair Oram welcomed the applicant, Melissa Castor, Executive Director of Alpine Healthcare.
Ms. Castor had no new information to present.

Mr. Savastano and Chair Oram agreed that the neighborhood relations plan seemed to be missing
from the application. Ms. Castor said that was submitted in 2023. Mr. Kopczynski thought this
led to an important topic of what the Board seeks when applications are renewed. If everything is
in the file as a public record and available for review, he did not see whey the applicants should
repeat that effort. Mr. Savastano thought that could only be an issue if some Board members are
not present for certain hearings; he asked for a checklist from Staff for each renewal confirming
what is already complete in the application. Ms. Marcou noted that this was another instance of
the plan being excluded only due to the size of the meeting packet.
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Chair Oram opened the floor to public comment, and hearing none in opposition or support, he
closed the public hearing.

The Chair felt that this facility was a good neighbor. He lives 4-5 houses away and enjoys
talking with residents when he walks his dogs.

The Board reviewed the criteria for granting the license:

The licensing board shall consider the following criteria when evaluating whether to approve,
renew, or deny a congregate living and social services license application.

Criteria 1: The use is found to be in compliance with the submitted operations and management
plan, including but not limited to compliance with all applicable building, fire, and life safety
codes.

Hearing no objections from the Board, Chair Oram declared that Criteria 1 was met.

Criteria 2: The use is of a character that does not produce noise, odors, glare, and/or vibration
that adversely affects the surrounding area.

Hearing no objections from the Board, Chair Oram declared that Criteria 2 was met.

Criteria 3: The use does not produce public safety or health concerns in connection with traffic,
pedestrians, public infrastructure, and police or fire department actions.

Hearing no objections from the Board, Chair Oram declared that Criteria 3 was met.

A motion by Mr. Savastano to approve Application CLSS-2024-01 was duly seconded by Mr.
Bahl. On a vote of 4-0, the motion carried unanimously.

F) CLSS-2024-05: Applicant, Hilary Seifer, Executive Director for American
House Keene, is requesting a Congregate Living & Social Services License
for a Residential Care Facility, located at 197 Water St., and is in the
Business Growth & Reuse District and as defined in Chapter 46, Article X of
the Keene City Ordinances.

Because the applicant had not paid the application fee, Chair Oram continued this application
until the May 2024 meeting.

G) CLSS-2024-06: Applicant, Jay Haston, Executive Director for Cedarcrest
Center, is requesting a Congregate Living & Social Services License for a
Residential Care Facility, located at 91 Maple Ave., and is in the Low Density
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333 District and as defined in Chapter 46, Article X of the Keene City
334 Ordinances.
335

336  Chair Oram requested comments from City Staff. Mr. Rounds reported that the application was
337  complete and ready for renewal.

338

339  Chair Oram welcomed the applicant, Jay Haston, President and CEO of Cedarcrest Center. Mr.
340  Haston reported that there were some updates to the neighborhood relations plan with new

341  initiatives. Also, one more bed was reported than in 2023; this extra bed would be maintained
342 through July 2024 per a legislative action. Mr. Kopczynski said this was the sort of report he
343 would like for license renewals.

344

345  Mr. Savastano recalled that this original application had one of the best neighborhood relations
346  plans the Board had reviewed. Chair Oram agreed.

347

348  The Board reviewed the criteria for granting the license:

349

350 The licensing board shall consider the following criteria when evaluating whether to approve,
351 renew, or deny a congregate living and social services license application.

352

353  Criteria 1: The use is found to be in compliance with the submitted operations and management
354  plan, including but not limited to compliance with all applicable building, fire, and life safety
355  codes.

356

357  Hearing no objections from the Board, Chair Oram declared that Criteria 1 was met.

358

359  Criteria 2: The use is of a character that does not produce noise, odors, glare, and/or vibration
360 that adversely affects the surrounding area.

361

362  Hearing no objections from the Board, Chair Oram declared that Criteria 2 was met.

363

364  Criteria 3: The use does not produce public safety or health concerns in connection with traffic,
365  pedestrians, public infrastructure, and police or fire department actions.

366

367  Hearing no objections from the Board, Chair Oram declared that Criteria 3 was met.

368

369 A motion by Mr. Savastano to approve Application CLSS-2024-06 was duly seconded by Mr.
370  Bahl. On a vote of 4-0, the motion carried unanimously.

371

372 H) CLSS-2024-08: Applicant, Amanda McSweeney, Executive Director for
373 Keene Center Genesis Healthcare, is requesting a Congregate Living &

374 Social Services License for a Residential Care Facility, located at 677 Court
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St., and is in the High Density District and as defined in Chapter 46, Article
X of the Keene City Ordinances.

Chair Oram requested comments from City Staff. Mr. Rounds reported that the application was
complete and ready for renewal.

Amanda McSweeney, Executive Director of Keene Center Genesis Healthcare, could not be
present. Michael Johnson, Administrator of Langdon Place, spoke for Ms. McSweeney. Mr.
Johnson reported that there had been no changes to this application since it was first approved in
2023.

Mr. Savastano quoted the first sentence of the neighborhood relations plan, which says the
organization maintains “active and friendly relationships with our neighbors and customers, both
abutting the property and in the community.” He asked for more specifics on outreach to
neighbors. Mr. Johnson said that across the street there is a dental office, as well as another
dental office on this property, a wooded area separating it from the nearest neighborhood, and a
condominium establishment on the other side. The Center is regularly in communication with the
dental office on this site that the Center owns; he thought the Center was in similar regular
communication with the dental office across the street too in the event of any issues.

Mr. Kopcezynski said an adjacent property is approximately 10 acres of land for sale. The Center
might need an evolved plan if that property is developed.

Chair Oram opened the floor to public comments, and hearing none in opposition or support, he
closed the public hearing.

Chair Oram questioned whether there was an open issue from the FD inspection. Ms. Marcou
said no, Lt. Manke’s communication stated that there were minor violations with reinspection
scheduled for April 4, but there was nothing that warranted the Board denying the license.

Chair Oram noted that this could be a case where the nature of the operation and surroundings
might not require such a detailed neighborhood relations plan. This led to further discussion on
why the Board needs more conversation on how to handle renewals. With a large, upscale
condominium association next door, Mr. Kopczynski thought this location was not as isolated as
some. Chair Oram thought that for the nature of the facility, an outreach plan might not be as
clear. It might help the Board to further define some of these things based on the categories of
licenses. Mr. Kopczynski said the Board had never created such policies and procedures. Mr.
Savastano agreed with Chair Oram that the various applicants have different degrees of
neighbors, with some having more residential interactions. Mr. Savastano suggested that the
neighborhood relations plans would be good to include in the meeting packets for renewals in all
cases, so the Board can refer to it if members of the public come to speak about any concerns
during the renewal hearings. Chair Oram agreed.

Page 10 of 14

Page 12 of 437



418
419
420
421
422
423
424
425
426
427
428
429
430
431
432
433
434
435
436
437
438
439
440
441
442
443
444
445
446
447
448
449
450
451
452
453
454
455
456
457
458
459
460

CLSS Meeting Minutes DRAFT
March 26, 2024

The Board reviewed the criteria for granting the license:

The licensing board shall consider the following criteria when evaluating whether to approve,
renew, or deny a congregate living and social services license application.

Criteria 1: The use is found to be in compliance with the submitted operations and management
plan, including but not limited to compliance with all applicable building, fire, and life safety
codes.

Hearing no objections from the Board, Chair Oram declared that Criteria 1 was met.

Criteria 2: The use is of a character that does not produce noise, odors, glare, and/or vibration
that adversely affects the surrounding area.

Hearing no objections from the Board, Chair Oram declared that Criteria 2 was met.

Criteria 3: The use does not produce public safety or health concerns in connection with traffic,
pedestrians, public infrastructure, and police or fire department actions.

Hearing no objections from the Board, Chair Oram declared that Criteria 3 was met.

A motion by Mr. Kopczynski to approve Application CLSS-2024-08 was duly seconded by Mr.
Bahl. On a vote of 4-0, the motion carried unanimously.

I) CLSS-2024-09: Applicant, Michael Johnson, Executive Director for Langdon
Place of Keene, is requesting a Congregate Living & Social Services License
for a Residential Care Facility, located at 136 Arch St., and is in the Rural
District and as defined in Chapter 46, Article X of the Keene City
Ordinances.

Chair Oram requested comments from City Staff. Mr. Rounds reported that all inspections were
complete for this renewal.

Chair Oram welcomed the applicant, Michael Johnson, Executive Director of Langdon Place of
Keene. Mr. Johnson said there were no additions to the application.

Chair Oram opened the floor to public comments, and hearing none in opposition or support, he
closed the public hearing.

The Board reviewed the criteria for granting the license:

The licensing board shall consider the following criteria when evaluating whether to approve,
renew, or deny a congregate living and social services license application.
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Criteria 1: The use is found to be in compliance with the submitted operations and management
plan, including but not limited to compliance with all applicable building, fire, and life safety
codes.

Hearing no objections from the Board, Chair Oram declared that Criteria 1 was met.

Criteria 2: The use is of a character that does not produce noise, odors, glare, and/or vibration
that adversely affects the surrounding area.

Hearing no objections from the Board, Chair Oram declared that Criteria 2 was met.

Criteria 3: The use does not produce public safety or health concerns in connection with traffic,
pedestrians, public infrastructure, and police or fire department actions.

Hearing no objections from the Board, Chair Oram declared that Criteria 3 was met.

A motion by Mr. Savastano to approve Application CLSS-2024-09 was duly seconded by Mr.
Kopczynski. On a vote of 40, the motion carried unanimously.

J) CLSS-2024-15: Applicant, Matthew McCall, Vice President of Community
Services for Unity House, is requesting a Congregate Living & Social
Services License for a Small Group Home, located at 39 Summer St., which is
in the Downtown Transition District and as defined in Chapter 46, Article X
of the Keene City Ordinances.

Chair Oram requested comments from City Staff. Mr. Rounds reported that this was a new
application, and the Planning Board had granted the applicant a Conditional Use Permit,
contingent upon this CLSS permit being granted. While there were minor inspection issues, there
was nothing to defer this hearing and licenses approval. The building would not be open for
business until later in 2024. Ms. Marcou added that in September 2022, Unity House was before
this Board. However, their building needed renovations, which were now being finalized, and
they had obtained a temporary Certificate of Occupancy.

Chair Oram welcomed the applicant, Matthew McCall, Vice President for Community Programs
for The Home for Little Wanderers. Mr. McCall said all construction on the building was nearly
completed. Having received the NH license, the morning of this meeting, the building was ready
to open. Unity House was working through criteria to select the first group of kids. He said the
only difference from the original 2022 application was that the State of NH asked them to
expand the age range to 12—-19, with few 12-year-olds accepted (unless necessary) and 19-year-
olds accepted so that residents do not have to leave the moment they turn 18.
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Mr. Kopczynski asked what the State of NH license was. Mr. McCall replied that it is a license
to operate a group home. There is also a permit through the NH Department of Health and
Human Services. The Board requested copies of those licenses for the file.

Mr. Savastano said he did not see an evacuation map included. Mr. McCall said the map was
included as a part of the FD inspection. Mr. Savastano noticed that the 24-hour contact listed was
for the CEO in Boston. Mr. McCall said that is the organization’s contact, but he would be
sending a post card to all neighbors with the 24-hour contacts for their staff, the administrator on
call, and Mr. McCall. Mr. Savastano noted that the emergency response plan listed temporary
evacuation sites for other locations in MA, but nothing was listed for this specific location. Mr.
MccCall said the temporary evacuation site for this location would the Wediko School in
Windsor, NH. Chair Oram asked Mr. McCall to submit the address of this Windsor location for
the application.

Chair Oram opened the floor to public comments, and hearing none in opposition or support, he
closed the public hearing.

Chair Oram thought the application was well-written and included good information. He did not
think the address addition to the evacuation plan was a reason to deny the application. In
response to Mr. Kopczynski, Mr. Rounds said he believed Unity House had received a temporary
Certificate of Occupancy for 90 days.

The Board agreed that (if the City was not already in possession) Mr. McCall should submit: (1)
a copy of the building evacuation maps, (2) the details about the Windsor emergency evacuation
site, (3) a copy of the NH licenses, and (4) a copy of the post card being sent to neighbors with
local contact information.

The Board reviewed the criteria for granting the license:

The licensing board shall consider the following criteria when evaluating whether to approve,
renew, or deny a congregate living and social services license application.

Criteria 1: The use is found to be in compliance with the submitted operations and management
plan, including but not limited to compliance with all applicable building, fire, and life safety
codes.

Hearing no objections from the Board, Chair Oram declared that Criteria 1 was met.

Criteria 2: The use is of a character that does not produce noise, odors, glare, and/or vibration
that adversely affects the surrounding area.

Hearing no objections from the Board, Chair Oram declared that Criteria 2 was met.
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Criteria 3: The use does not produce public safety or health concerns in connection with traffic,
pedestrians, public infrastructure, and police or fire department actions.

Hearing no objections from the Board, Chair Oram declared that Criteria 3 was met.

A motion by Mr. Kopczynski to provisionally approve Application CLSS-2024-15 for up to 30
days, contingent upon submission of: (1) a copy of the building evacuation maps, (2) the details
about the Windsor emergency evacuation site, (3) a copy of the NH licenses, and (4) a copy of
the post card being sent to neighbors with local contact information. Mr. Bahl duly seconded the
motion. On a vote of 4-0, the motion carried unanimously.

6) New Business:

Ms. Marcou reported that she was working with Mr. Rounds and Chair Oram to simplify this
renewal process. Microsoft 365 allows for creating a “SharePoint location,” which should allow
for streamlining these application packets significantly in the future. All Board members would
have access to the SharePoint with all of the application information submitted to the City, and
then the meeting packets would only include cover sheets for each application, much like the
checklists suggested earlier in the meeting. All were appreciative of Ms. Marcou’s continued
efforts.

7)  Non-Public Session: (if required)
8) Adjournment

There being no further business, Chair Oram adjourned the meeting at 7:26 PM.

Respectfully submitted by,
Katryna Kibler, Minute Taker
April 2, 2024

Reviewed and edited by,
Corinne Marcou, Board Clerk
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STAFF TRAINING MATERIALS

Jennifer Houston, MLADC, LICSW
LIVE FREE RECOVERY SERVICES, LLC 17 Kit Street Keene, NH 03431
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Live Free Recovery Services, a 3-year-old family business whose passion is
about opening doors for clients that others have shut, welcomes you.

We specialize in Providing extraordinary treatment services to achieve
extraordinary outcomes. our sweet spot. If you want to belong to a team that does
that well every day, this company’s a great fit for you.

You'’ll love coming to work every day if you get, want, and have the capacity to
do:

o Show compassion in a one on one setting
Challenge clients in positive and supportive way

o Understand and value the importance of up-to-date thorough
documentation

o Run engaging and interactive groups with the clients

o Be part of a team that works collectively
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Client Belongings:

Bed Bug Protocol

ALL OUTSIDE BELONGINGS MUST BE ZAPPED FOR A MINIMUM OF ONE HOUR
Confirm with first shift it has been completed

Includes bags and suitcases

When placing whole bags and suitcases in zapper, make sure that they are open and
unzipped.

e Zapper must be at 125 degrees Fahrenheit for the ENTIRE HOUR.

Smoke Breaks
e Hourly smoke breaks (As time permits)
e Nicotine bucket ALWAYS be in staff hands.
e Staff hands out cigarettes and vapes
e Smoke breaks are ALWAYS supervised by staff.

Phone Calls
e Client phone calls done in the RSS office ONLY
e Phone calls are ten minutes long
e Staff dials the phone for the client
e Phone calls are ALWAYS monitored and supervised by staff

Outside AA Meeting Etiquette
For Clients (Go over in van every time we take to a meeting as a reminder)
o Sittogether
0 Respectful of coffee, creamer, and snacks
o Bring an offering (Cookies, etc.).
o Mindful of language used.
o Always representing Live Free
For Staff
o ltisimportant to remember even if we are in recovery ourselves, we are taking
clients to a meeting as a part of our job, not our own recovery.
o Staff should not be on their phones, sharing in group discussion, or meeting up
with friends or significant others
o Take note of how clients show up at meetings for shift notes
0 ALWAYS REPRESENTING LIVE FREE

In-House Commitments
0 Schedule in house commitments from 7:00 pm — 8:00 pm.
0 Get prior approval for all commitments from a supervisor.
o Identify and summarize the commitment in evening shift notes. Can we add
something about “identify commitment speakers, who they are, where they came
from ( Home sober living)
0 In-House Groups
o If there is no commitment scheduled, run a group with the clients during the
commitment time slot
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o0 Too much downtime in the evenings invites chaos into the house — Keep to the
schedule

0 Groups can be AA- based - (Big book, 12&12, Daily Reflections etc.)

o Identify and summarize the group in evening shift notes.

Q15s (15 minute checks)

MAME 300) 315| 330 345) 400| 415 dﬁ 445| 500) 515| 530) 545 &00| 615| &30| 645) 700 7i5) 730 745| 800) 815| 230) 845| 900| 915) 930( 945)1000(1015)1030(1045(1100

0 Use this sheet as a guide to keep track of all clients during the second shift.

Do rounds of the house every 15 minutes to put eyes on every client

Take note of where clients are congregating. These notes will help you with your shift notes
later.

Common areas? Tv? Games?

Which clients are congregating together?

Bedrooms? Isolating?

Reading/Writing/crafting/napping?

o O

O O O O

Second Shift Schedule
Afternoon meds: 3:30-4:00
Phone Calls: 4:00-6:00
Commitment/Group: 7:00-8:00
Night Meds: 8:00-9:30
Pull Remotes at 10:00 and have a last smoke break
Clients in bedrooms by 10:30
10:30 — 11:00 STAFF WRITES SHIFT NOTES.
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Shift notes are an essential task completed by housing to inform the clinical team on client's
behavior.

PROPER DOCUMENTATION/HOW TO REPORT

¢ No Opinions, strictly fact-based observations

o "SEEMS", "APPEARS", or ANYTHING OF THAT NATURE ARE NOT OKAY FOR SHIFT NOTES

¢ No slang, or swear words unless directly quoting a client for issue-related purposes.

e Not only for reporting negative behavior - If a client is doing great, the team wants to
hear about it!

e Should include chores, participation in commitments/meetings, phone call interactions,
peer interactions, how are they spending their time?

e Keep it client specific

e EXAMPLE

o “Rose N has been upset with her peers, AS EVIDENCED BY her telling the entire
room to ‘go to hell’ and spending the rest of the evening in her bedroom”.

e Commitments - Please include a brief summary of the commitment. Who came to the house/What kind of
commitment was it? Did the clients engage and participate?

Shift notes are NOT OPTIONAL and are a mandatory task for second and third shift Mon-Fri and
first, second, and third shift Sat and Sun.

Shift Notes
Notes should be client specific (Follow the template)
No OPINIONS, document FACT-BASED observations
Stay away from using words like SEEMS or APPEARS.
Do not use slang or swear words unless DIRECTLY QUOTING A CLIENT for issue-related
purposes.
Refer to the example shift note below as a guide.

EXAMPLE SHIFT NOTE

Shift Report
Date: 04/02/2023 Census: 10
Shift:  3pmto 11pm Admissions this shift: 1 Darlene
Staff on Duty: Jen Discharges this shift: 0

Brief overall summary of the shift:

Clients in positive space tonight, clients were visible in all common areas laughing and talking.

The new admission Darlene arrived at 5pm, search of person and urine were done at that time.

At 7pm a commitment came from Primary Purpose AA group (Judy and Michelle) all clients were in
attendance
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All clients attended incoming commitment, Please indicate who came in for the commitment, I.E.
“Judy from Haven of Hope” completed chores, took medications, ate dinner, were in bed/awake at
appropriate time. Clients in positive spirits, were helpful and respectful of peers and staff etc.

Did clients make a call? Who did they call? What did you observe, i.e. planning to AMA, talking about
discharge, making positive statements, etc.

CLIENT NOTES:

Client 1 (Anna) Anna spent most of the shift in the downstairs living room. She used her phone time to
call her mother. They had a positive call. She went to bed without any issues

Client 2 (Gertrude) Gertrude was crocheting in the downstairs living room the entire shift. Gertrude did
not have a phone call this evening. She did ask a member of the incoming commitment to be her
sponsor

Client 3 (Phyllis) Phillis spent most of the evening isolating in her room. Other than making a phone call
to her husband Bob Vance. This call was negative and argumentative, Phyllis repeatedly asked him to
come take her home. Phyllis was prompted x3 to come to the commitment before she joined

Client 4 (Penelope) Penelope spent most of the evening bullying her roommate. Penelope continues to
bully this roommate about missing food and hoarding Penelope’s preferred snack. This was overheard
by this writer and included statements such as “you fat pig, those Oreos were mine”

Client 5 (Sylvia) Sylvia was present at the commitment and went to bed without issue. Did not have a
phone call.

Client 6 (Bethany) Bethany was present at commitment went to bed without issue. Did not have a
phone call.

Client 7 (Yvonne) Yvonne was upset after having tense conversations with her roommate. Yvonne asked
this writer to discuss the possibility of her moving rooms. Yvonne made a call to her sponsor and was in
positive space throughout the call.

Client 8 (Ursula) Ursula slept the entire shift, an email was sent to med provider with vital signs and
symptoms.

Client 9 (Darlene) Darlene was visibly impaired on admission, this was observed as difficulty remaining
alert, nodding off at the table, slurred speech, unstable on her feet. Darlene was shown to her room and
was able to stay there for the remainder of the shift

Client 10 (Petunia) Petunia was present at commitment went to bed without issue. Did not have a
phone call.

Completed Tasks:
le. House laundry completed, med count, q15 minute checks

Tasks that need to be completed for the next shift:
Finish searching Darlene’s belongings and log property, they are currently in the bug zapper

Behavioral Issues/Client Concerns:

le. Yvonne and Penelope had a heated discussion this writer witnessed regarding food. This writer
specifically heard Penelope use negative language and name calling. Yvonne did not engage and left the
room.

Medical:

Darlene will need to be assessed.
Ursula was ill and in bed all shift, vitals and symptoms sent
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Supplies needed:
One bottle of detergent left, three rolls of toilet paper left, cleaning supplies, sharpie, pens, trash bags
etc.
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Person Searches

(0}

O 0O O0O0Oo

(elNe]

o

o

Complete in a closed off area

Instruct client to remove each article of clothing except for their bottom undergarments

Search clothing thoroughly in front of the client

All pockets

Run fingers along all seams, searching for irregularities

Search every nook and cranny of the bra (If applicable — there are many hiding spots in this
garment)

Turn socks inside out

Search foot ware thoroughly

Instruct the client to shake out their hair in front of you. (If hair is tied up or in a bun, have them
remove the elastic as well before shaking out their hair)

Instruct the client to put their thumbs in the waistband of their bottom undergarment and
rotate them around all the way to the back to show staff nothing is hidden inside.

This is usually the time to collect cell phones, pocketknives, lighters, vapes, and cigarettes. Bring
a gallon Ziplock with you.

Dispose of any narcotics and/or paraphernalia with a second staff person. Make sure it is
documented properly.

It is important to remember that Live Free reserves the right to conduct a person's search at any
time, NOT JUST AT INTAKE. If you SUSPECT — Do the search. It could save a life.

Room Searches

(0]

OO0 O0OO0OO0Oo

(olNe]

O 00O

o O

Live Free reserves the right to search any bedroom at any time. It is important to conduct
random room searches and immediate searches on suspicion.

Search everything in the room you can think of possibly being a hiding place

Ceiling tiles

Mattresses/pillows/bed area in general

Drawers/closets/all bags

Nightstands

Random room searches will usually help you discover if clients are hoarding food or hiding
nicotine products.

UA’s

Observed UA’s need to be completed on admission, immediately on suspicion of use, and at a
minimum of twice weekly while they are in treatment with Live Free.

All UA’s are to be sent to Dominion Labs for analysis. (Including quick cups).

Complete 1 on 1 with client in a bathroom.

Be constantly aware of client’s body language

Dipping a quick cup in the toilet bow! water will alter the results of the cup. (And is a good
indication of foul play)

Use a “hat” on suspicion and instruct the client to keep their hands in the air while producing.
Constant acute observation during this entire process is absolutely necessary.

Shuffling, constant hand movements, dropping the cup, nervous body language are all indicators
of foul play during a UA.
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Boundaries

Even though we may know clients from our past using days, gone to treatment with, or just

identify with, it is important to remember that they are clients and we are staff.

Unless you have been given permission by a supervisor for extenuating circumstances you are
not to provide your personal cell phone number (Or be communicating by cell phone) with any
of our clients or past clients. If a current client is struggling and reaches out, please redirect
them to their clinical staff and inform a supervisor. If a past client is struggling and reaches out,
please redirect them to the admissions line. (877) 932-6757

We should not be accepting "Friend Requests" on social media from IOP clients and/or other
PHP/IOP Alumni.

We should not be spending any time with clients that is not in a clinical setting at the center.

| understand that the recovery community is small, and you will encounter each other in 12-
step recovery meetings and events. If they approach and say hi, please keep your interactions
cordial and brief.

Observed Medication Pass

Moving forward when giving medications, ANY medications, mouth checks need to be done on
the clients.

[ understand that this extends medication time, however the safety of the clients is of the highest
importance. If we are not doing mouth checks consistently, it is much easier for the clients to
divert their medication.

Please have the clients do the following when administering medications:

If wearing long sleeves, roll their sleeves up to/past the elbow. Their hands need to remain in
sight at all times.

It is very easy to drop pills down a long sleeve shirt or sweatshirt

The client should not be handling the medication, they should be dumping it in their mouth
directly from a medication cup and not placing the medication in their hands.
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It is very easy to drop pills onto their lap, the floor, a sweatshirt pocket etc. if they are
handling the pills

If the client is taking a dissolving medication (Suboxone, Subutex) they need to remain in sight
of staff until the medication is completely dissolved. This should take a minimum of 3-5 minutes
depending on the size of the strip or pill. The client should take all their other medications prior
to taking this medication. The client can remain sitting in the office under staff supervision while
it melts and the staff can see another client if staff feels comfortable closely monitoring both
clients at once. *Keep in mind if there are two clients in the office at once, you cannot disclose
personal information (names of medication, dosages of medications etc.)*

It is very easy to divert this medication by spitting it out once they leave the office

Prior to leaving the office, the client needs to show staff the inside of their mouth. Clients need to
stick their tongue out as far as possible, lift it up and then down, and then side to side. Staff
needs to be looking under the client’s tongue as well as on the sides of the client’s mouth and in
the client’s cheeks. If you feel the client has done these motions too fast, please have them repeat
it slower. Clients will try to rush through this, and it is staff’s responsibility to ensure they are
thoroughly checking for cheeked medications.

Failure to follow this procedure when distributing medications moving forward may result in
disciplinary action.

Medication Management and Withdrawal Symptom Recognition

**Introduction and Facility Orientation: (30 minutes)**
Welcome to the organization and introduction to the detox facility's mission and values.
Facility tour, introduction to key personnel, and overview of the detox process.

0 Explanation of the importance of supportive trainings for staff well-being and client care.
Module 1
Understanding Substance Use and Addiction

0 Overview of common substances of abuse and their effects on the body.

0 The neurobiology of addiction and its impact on behavior and brain function.

0 Stages of addiction and the importance of empathetic understanding.
Module 2: Trauma-Informed Care

0 Introduction to trauma-informed care principles and their relevance in detox.

0 Recognizing signs of trauma in clients and understanding their triggers.

0 Strategies for creating a safe and supportive environment for trauma survivors.
Module 3: Cultural Competency and Sensitivity

0 Importance of cultural awareness and sensitivity in substance use treatment.

0 Addressing diverse cultural, ethnic, and socio-economic backgrounds.

o0 Effective communication and respectful engagement with clients from different cultures.
Module 4: Self-Care and Stress Management

0 Exploring the challenges and stressors of working in a detox facility.

0 Introduction to self-care strategies: mindfulness, exercise, hobbies, etc.

O OO
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0 Encouraging staff to seek support, both internally and externally
Module 5: Communication Skills and De-escalation
0 Effective verbal and nonverbal communication techniques.
0 De-escalation strategies for diffusing tense situations.
0 Role-playing exercises to practice communication and de-escalation.
Module 6: Medication Management and Withdrawal Symptom Recognition
0 Proper administration and documentation of medications during detox.
0 Recognizing common withdrawal symptoms for various substances.
0 Identifying potential medical emergencies and appropriate actions.
Module 7: Ethical Considerations and Boundaries
0 Ethical guidelines for interacting with clients, maintaining confidentiality, and respecting
boundaries.
0 Discussion of potential ethical dilemmas and how to address them.
0 Balancing empathy and professionalism in client interactions.
Module 8: Team Collaboration and Interdisciplinary Approach
0 Importance of interdisciplinary collaboration in substance use detox. Explain all roles and
how they work together.
0 Effective communication and teamwork among staff members.

Case-based discussions on collaborative problem-solving.

**Conclusion and Resources:

- Summarize key takeaways from the training.

- Provide a list of resources for further reading, support, and professional development.

- Express appreciation for staff's commitment to providing quality care in the detox facility.
**Training Evaluation and Feedback:

- Participants provide feedback on the training session.

- Collect insights for refining and improving future onboarding trainings.

**Closing Remarks:

- Acknowledge staff's dedication to their role in supporting clients through detoxification.

- Conclude the onboarding training by emphasizing the ongoing importance of supportive
practices and continuous learning in the substance use detox environment.

- Express appreciation for staff's commitment to providing quality care in the detox facility.
**Training Evaluation and Feedback:

- Participants provide feedback on the training session.

- Collect insights for refining and improving future onboarding trainings.

**Closing Remarks:

- Acknowledge staff's dedication to their role in supporting clients through detoxification.

- Conclude the onboarding training by emphasizing the ongoing importance of supportive
practices and continuous learning in the substance use detox environment.
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Module 1:

In Live Free’s Addiction Treatment Program providing an overview of common substances
of abuse and their effects on the body is essential for staff members to understand the
challenges clients may face during detoxification. Here's a general overview of common
substances and their effects.

Alcohol:

- Central nervous system depressant.

- Effects: Impaired judgment, coordination, and motor skills. Slurred speech, memory
impairment, nausea, and vomiting.

Opioids (Heroin, Prescription Painkillers):

- Central nervous system depressant.

- Effects: Euphoria, pain relief, drowsiness, slowed breathing, constipation. Risk of overdose
and respiratory depression.

Benzodiazepines (Xanax, Valium):

- Central nervous system depressant.

- Effects: Anxiety reduction, sedation, muscle relaxation. Risk of physical dependence and
withdrawal.

Stimulants (Cocaine, Methamphetamine):

- Central nervous system stimulant.

- Effects: Increased energy, alertness, heart rate, and blood pressure. Agitation, paranoia, risk
of heart problems.

Cannabis (Marijuana):

- Mild hallucinogenic and depressant effects.

- Effects: Altered perception, relaxation, increased appetite. Impaired memory, coordination,
and concentration.

Hallucinogens (LSD, Psilocybin Mushrooms):
- Alter perception and mood.
- Effects: Hallucinations, distorted sensory experiences, altered sense of time.

Inhalants (Glue, Aerosols):

- Depressant effects.

- Effects: Euphoria, dizziness, confusion. Risk of serious health complications, including
brain damage.

Nicotine:

- Stimulant.
- Effects: Increased heart rate, alertness, and cognitive effects. Highly addictive.
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Prescription Medications (Misuse):

- Effects vary depending on the medication.

- Opioids: Similar to heroin, can cause respiratory depression and overdose.

- Sedatives: Similar to benzodiazepines, can cause drowsiness and respiratory depression.
- Stimulants: Increased energy, alertness, and heart rate.

Effects of Detox:

- Withdrawal symptoms vary for each substance but may include anxiety, tremors, nausea,
vomiting, diarrhea, muscle aches, irritability, and mood swings.

- Severe withdrawal can lead to medical complications, including seizures, delirium tremens
(DT), and cardiac issues.

Understanding the effects of these substances helps detox staff recognize potential
withdrawal symptoms and provide appropriate care during the detoxification process. It's
important for staff to have a comprehensive understanding of these substances to ensure the
safety and well-being of clients and to effectively support them in their recovery journey.

Here at Live Free, understanding the neurobiology of addiction and its impact on behavior
and brain function is crucial for staff members to provide effective care and support to
clients. Here's an overview of the neurobiology of addiction and its implications:

Neurobiology of Addiction:

- Addiction is a complex brain disease that involves changes in the brain's reward,
motivation, and memory circuits.

- The brain's reward system involves the release of neurotransmitters like dopamine in
response to pleasurable experiences, reinforcing certain behaviors.

- Repeated substance use can lead to alterations in brain circuitry, creating strong
associations between substance use and reward.

Impact on Behavior:

- Addiction leads to compulsive drug-seeking and drug-taking behaviors, even in the face of
negative consequences.

- Cravings, or intense urges to use substances, can be triggered by environmental cues or
stressors.

- Behavioral patterns may revolve around obtaining and using the substance, often at the
expense of other life priorities.

Brain Function Changes:

- Repeated substance use can lead to changes in brain structure and function, impacting
decision-making, impulse control, and emotional regulation.

- Brain areas involved in judgment, self-control, and critical thinking can become impaired,
leading to impulsive behavior.

- Tolerance develops, requiring higher doses to achieve the same effects, contributing to
escalating substance use.

Neuroplasticity and Long-Term Changes:
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- Chronic substance use can result in neuroplasticity, where the brain rewires itself to
prioritize substance-related cues and rewards.

- Over time, this can lead to decreased responsiveness to natural rewards and increased
sensitivity to drug-related cues.

Withdrawal and Cravings:

- When substance use is abruptly stopped or reduced, the brain experiences a state of
imbalance, leading to withdrawal symptoms and intense cravings.

- These symptoms can drive continued substance use to alleviate discomfort.

Implications for Treatment:

- Understanding the neurobiology of addiction helps staff tailor interventions to address the
underlying brain changes.

- Behavioral therapies, counseling, and support help clients learn coping strategies to manage
cravings and develop healthier behaviors.

- Medications may be used to restore brain balance, alleviate withdrawal symptoms, and
reduce cravings.

Live Free’s Client-Centered Approach:

- Recognizing addiction as a brain disease reduces stigma and supports a compassionate,
nonjudgmental approach.

- Clients' behaviors are viewed in the context of their brain changes, promoting empathy and
understanding.

By grasping the neurobiology of addiction and its influence on behavior and brain function,
detox staff can better comprehend the challenges clients face during detoxification and
subsequent treatment. This knowledge guides the development of tailored interventions and
strategies to support clients in their recovery journey.

In Live Free’s Addiction Treatment Program understanding the stages of addiction and the
importance of empathetic understanding is essential for providing effective care and support
to clients. Here's an overview of the stages of addiction and why empathetic understanding is
crucial:

Stages of Addiction:

Experimentation: Initial use of a substance out of curiosity or social influence.

Regular Use: Continued and repeated substance use, often for recreational purposes.

Risky Use/Problem Use: Substance use becomes more frequent and starts to have negative
consequences, but the person may not recognize the severity.

Dependence/Addiction: Physiological and psychological dependence develops, leading to
compulsive drug-seeking and use despite harmful effects.

Recovery: The process of overcoming addiction and establishing a substance-free lifestyle.
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Importance of Empathetic Understanding:

Reducing Stigma: Empathetic understanding reduces stigma associated with addiction. Staff
members who approach clients with empathy create a more welcoming and nonjudgmental
environment, encouraging clients to seek help.

Building Rapport: Empathy helps build trust and rapport between clients and staff. Clients
are more likely to engage in treatment when they feel understood and supported.

Effective Communication: Empathetic communication fosters open dialogue between clients
and staff. Clients are more likely to share their experiences, challenges, and needs when they
feel heard and respected.

Person-Centered Care: Empathetic understanding allows staff to see clients as individuals
with unique struggles and strengths. This approach supports personalized treatment plans that
address clients' specific needs.

Motivating Change: Empathy can motivate clients to make positive changes by emphasizing
their strengths and potential for recovery. It helps clients recognize that they are not defined
by their addiction.

Supporting Relapse Prevention: Empathetic understanding helps staff identify triggers and
challenges that may lead to relapse. By addressing these factors empathetically, staff can
assist clients in developing effective coping strategies.

Fostering Resilience: Empathy promotes a sense of belonging and support. Clients are more
likely to develop resilience when they feel connected and understood by staff and peers.

Enhancing Treatment Outcomes: Empathetic understanding contributes to better treatment
engagement and retention. Clients who feel supported and understood are more likely to
remain committed to their recovery journey.

Empathy in Action is transformative

- Actively listen to clients' stories and experiences without judgment.

- Validate clients' feelings and struggles.

- Use nonverbal cues, such as eye contact and body language, to show attentiveness.
- Reflect back clients' emotions to demonstrate understanding.

- Tailor interventions and treatment plans to each client's unique circumstances.

Incorporating empathetic understanding into every aspect of Treatment here at Live Free
helps create a compassionate and supportive environment that empowers clients to overcome
addiction and achieve lasting recovery. Always remember these are not “bad people getting
good”, but “sick people here to get well.”
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Module 2: Trauma-Informed Care
Explanation of Live Free’s trauma-informed care principles and their relevance in a substance
abuse treatment detox program in SUD Treatment:

Trauma-Informed Care Principles:

Safety: Trauma-informed care prioritizes creating a physically and emotionally safe
environment for clients. In a detox program, this means ensuring that clients feel secure and
respected throughout the withdrawal and recovery process. Staff members use non-threatening
language, respectful behavior, and establish clear boundaries to promote a sense of safety.

Trustworthiness and Transparency: Building trust is essential in trauma-informed care.
Detox staff in NH should communicate openly with clients, provide clear information about
procedures and expectations, and maintain consistency in their interactions. This transparency
fosters trust and reduces anxiety, especially for clients who may have experienced betrayal or
deception in the past.

Choice and Collaboration: Trauma survivors often feel a lack of control due to their
experiences. Trauma-informed care empowers clients by involving them in decisions about their
detox plan, treatment options, and daily routines. Collaborative decision-making allows clients to
regain a sense of agency, leading to greater engagement and cooperation.

Empowerment and Voice: Trauma-informed care encourages clients to express their
needs, preferences, and concerns. In a detox program, this principle means that clients' voices are
valued, and their feedback is actively sought. Staff listen empathetically, validate clients'
experiences, and ensure that they have opportunities to share their thoughts on their detox
journey.

Cultural Sensitivity: Trauma-informed care recognizes and respects the cultural backgrounds
and 1dentities of clients. In a NH detox program, staff should be sensitive to cultural differences
and tailor their approaches accordingly. Understanding cultural norms, beliefs, and practices
helps create an inclusive and respectful environment.

Peer Support: Trauma-informed care values the importance of peer support. Clients who
have experienced similar trauma can provide a unique source of understanding, empathy, and
validation. Peer support groups or interactions can help reduce isolation, promote connection,
and provide a safe space for sharing experiences.

Emotional Regulation: Trauma-informed care recognizes that trauma survivors may struggle
with emotional regulation. Staff members in a detox program can teach clients healthy ways to
manage and cope with overwhelming emotions. Techniques like mindfulness, deep breathing,
and grounding exercises can be incorporated to help clients regulate their emotions during detox.

Flexibility and Personalization: Each trauma survivor's experience is unique, and trauma-
informed care allows for flexibility in treatment approaches. Staff should tailor interventions to
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meet individual needs, preferences, and readiness for change. This principle acknowledges that
there's no one-size-fits-all approach and promotes client-centered care.

Resilience and Strengths-Based Approach: Trauma-informed care focuses on clients'
strengths, resilience, and potential for growth. In a detox program, staff highlight clients' inner
strengths and capabilities. This approach helps clients recognize their capacity to overcome
challenges and empowers them to take an active role in their recovery.

Continuous Learning and Improvement: A trauma-informed approach involves ongoing
learning and self-reflection for staff. Regular training and professional development on trauma-
related topics ensure that staff remain informed about best practices. Staff members continually
evaluate and improve their trauma-informed practices based on client feedback and emerging
research.

Collaboration and Interdisciplinary Care: Trauma-informed care emphasizes collaboration
among different disciplines involved in a client's care. In a detox program, this might involve
coordination between medical staff, therapists, counselors, and peer support specialists.
Collaborative decision-making ensures a holistic and comprehensive approach to treatment.

Post-Traumatic Growth: Trauma-informed care recognizes the potential for growth and
positive transformation after experiencing trauma. In a detox program, staff can help clients
reframe their experiences as opportunities for personal growth, resilience, and the development
of new coping skills.

Cultural Humility: Cultural humility involves a deep respect for diverse cultural
backgrounds. In a NH detox program, staff strive to understand each client's cultural context,
beliefs, and values. This principle helps prevent cultural misunderstandings and promotes
inclusivity and sensitivity.

Trauma-Informed Environment: Creating a physical environment that reflects trauma-
informed principles is crucial. This might involve design elements that promote safety and
comfort, as well as signage that communicates respect and dignity. An environment that supports
sensory regulation and offers spaces for privacy can be particularly beneficial.

Self-Care for Staff: Trauma-informed care extends to staff well-being. Recognizing the
potential for vicarious trauma, detox program staft should be encouraged to practice self-care,
seek support, and engage in regular supervision and debriefing sessions.

By integrating these additional trauma-informed care principles into Live Free’s Treatment
Modalities, staff can create a nurturing and empowering environment that supports clients in
their journey of healing and recovery.

Relevance in Detox:

Reducing Retraumatization: Many clients entering detox have experienced trauma, and the
detox process itself can be triggering. Trauma-informed care minimizes the risk of
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retraumatization by providing a safe and supportive environment. Staff understand potential
triggers and take steps to mitigate them.

Addressing Coping Mechanisms: Clients often turn to substances as a way to cope with
trauma. Trauma-informed care acknowledges these coping mechanisms without judgment and
helps clients develop healthier strategies for managing their emotions and stress during detox.

Respecting Boundaries: Trauma survivors may have difficulties with personal boundaries.
Staff in a NH detox program are trained to respect clients' boundaries, seek consent for physical
contact or procedures, and avoid re-traumatizing experiences.

Healing-Centered Approach: Trauma-informed care emphasizes healing and recovery. In
detox, staff recognize that addressing trauma is a vital part of the healing process and integrate
trauma-informed practices into treatment plans.

Building Resilience: By promoting empowerment, choice, and collaboration, trauma-
informed care fosters resilience in clients. This resilience supports clients in navigating the
challenges of detox and prepares them for ongoing recovery.

Long-Term Impact: Incorporating trauma-informed care principles during detox lays the
foundation for a client's future engagement in treatment and recovery programs. Clients who
experience trauma-informed care are more likely to feel supported, validated, and empowered,
increasing the likelihood of successful long-term recovery.

Incorporating trauma-informed care principles in a substance abuse treatment detox program
at Live Free not only enhances the quality of care provided to clients but also contributes to a
culture of compassion, respect, and understanding within the facility. This approach recognizes
the interconnectedness of trauma and substance use and supports clients in their journey towards
healing and recovery.

Recognizing the signs of trauma in clients and understanding their triggers is a crucial aspect
of providing trauma-informed care in a substance abuse treatment. Here's an explanation of this
important component:

Recognizing Signs of Trauma:

0 Hyperarousal: Clients who have experienced trauma may display signs of hypervigilance,
irritability, and difficulty relaxing. They might startle easily, have trouble sleeping, or
constantly scan their environment for potential threats.

0 Hypervigilance: Clients may be excessively watchful and alert to their surroundings, as if
anticipating danger. They might struggle to feel safe even in a controlled environment
like a detox program.

0 Avoidance: Trauma survivors often try to avoid reminders of their traumatic experiences.
This could manifest as avoiding certain topics, places, or activities, which might be
misinterpreted as resistance to treatment.
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o

Emotional Dysregulation: Clients might experience intense mood swings, anger
outbursts, or difficulty managing emotions. These emotional responses can be triggered
by memories of traumatic events.

Physical Symptoms:Trauma can lead to physical symptoms such as headaches,
gastrointestinal issues, or chronic pain. Medical staff should consider the possibility of
trauma when assessing clients' physical health.

Understanding Triggers:

o

Internal Triggers: These are emotions, thoughts, or bodily sensations that remind clients
of their traumatic experiences. In a detox program, certain aspects of the detox process,
such as withdrawal symptoms or medical procedures, could act as internal triggers.
External Triggers: External cues in the environment can remind clients of their trauma.
This might include certain smells, sounds, or visual stimuli. Detox staff should be aware
of potential triggers within the detox environment.

Anniversary Reactions: Trauma survivors might experience heightened distress around
the anniversary of the traumatic event. Staff should be attentive to any increased
emotional sensitivity during these times.

Relationship Triggers: Interactions with certain people or authority figures can trigger
memories of past trauma. Staff interactions should prioritize empathy, clear
communication, and respect to minimize triggers.

Sensory Triggers: Sensory experiences like touch, taste, or temperature can evoke
traumatic memories. In a detox program, medical procedures or sensory overload should
be approached with sensitivity.

Practical Considerations:

0 Trauma-informed care involves creating an environment that minimizes potential
triggers. This might include allowing clients to have some control over their environment
or routines.

0 Open communication with clients about their trauma history, triggers, and coping
strategies is essential. However, staff should approach these conversations with caution
and respect for the client's readiness to share.

Staff Training:

0 Detox program staff should receive training on trauma-informed care principles,
recognizing signs of trauma, and understanding triggers.

0 Regular debriefing sessions and supervision for staff can provide a space to discuss
challenging cases and emotions triggered by clients' trauma.

0 By recognizing signs of trauma and understanding triggers, Live Free Recovery
Treatment programs can create a safer and more supportive environment for clients,
minimizing potential retraumatization and promoting the healing process.

0 Live Free’s strategies to create a safe and supportive environment for trauma survivors in

a Treatment Environment.

Staff Training and Education:

(0]

Provide comprehensive training on trauma-informed care principles, trauma sensitivity,
and recognizing signs of trauma.
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0 Educate staff about the potential impact of trauma on behavior, coping mechanisms, and
treatment engagement.

0 Include sessions on effective communication, active listening, and empathetic responses
to trauma survivors.

Trauma-Informed Policies and Procedures:
0 Develop trauma-informed policies that emphasize safety, choice, and empowerment.
0 Create procedures for handling trauma triggers, emotional distress, and crisis situations in
a trauma-sensitive manner.
O - Integrate trauma-informed language and practices into daily protocols.

Physical Environment:
0 Design the detox facility with trauma sensitivity in mind, using calming colors,
comfortable furniture, and soft lighting.
0 Establish quiet, private spaces where clients can retreat if they feel overwhelmed or
triggered.
0 Display informational materials about trauma-informed care and resources for support.

Clear and Respectful Communication:
0 Train staff to use nonjudgmental, clear, and compassionate language when interacting
with clients.
0 Emphasize the importance of active listening and validating clients' experiences without
minimizing their feelings.
0 Encourage open dialogue about trauma histories, triggers, and coping strategies.

Safety and Empowerment:
0 Prioritize physical and emotional safety by implementing security measures and
protocols.
0 Collaborate with clients to establish a safety plan tailored to their needs and triggers.
0 Empower clients to voice their preferences, make decisions, and actively participate in
their treatment journey.

Individualized Treatment Plans:
0 Conduct comprehensive assessments to identify trauma histories and individual needs.
0 Develop personalized detox plans that take trauma histories into account and consider
triggers and coping mechanisms.
0 Regularly review and adjust treatment plans based on clients' progress and feedback.

Trauma-Informed Care Team:
0 Assemble a multidisciplinary team of professionals trained in trauma-informed care,
including medical staff, therapists, counselors, and peer support specialists.
0 Foster a collaborative approach that integrates diverse expertise to address clients'
physical, emotional, and psychological well-being.

Coping Skills and Emotional Regulation:
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0 Offer trauma-sensitive coping skills workshops, such as mindfulness, grounding
techniques, and relaxation exercises.

0 Provide clients with tools to manage emotions and triggers effectively during the detox
process.

Peer Support and Community Building:
0 Facilitate trauma-informed peer support groups where clients can share their experiences,
challenges, and successes.
0 Organize regular community-building activities to promote connection and reduce
isolation.

Continuous Evaluation and Improvement:
0 Establish mechanisms for ongoing program evaluation, including regular client feedback
and staff discussions.
0 Use feedback to identify areas for improvement and refine trauma-informed practices.

Self-Care for Staff:
0 Offer regular staff training on managing vicarious trauma, stress, and burnout.
0 Provide opportunities for staff to engage in self-care practices, attend support groups, and
seek supervision.

Trauma-Informed Discharge Planning:

0 Develop a discharge plan that supports clients' transition from detox to ongoing treatment
or aftercare.

0 Provide referrals to trauma-informed therapists, support groups, and community
resources to continue the healing process.

0 By implementing this comprehensive plan, in Treatment we can establish a safe,
nurturing, and empowering environment for trauma survivors, promoting their healing
and facilitating a successful detox and recovery journey here at Live Free.
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Module 3: Cultural Competency and Sensitivity

The importance of cultural awareness and sensitivity that should be emphasized here at Live
Free.

Cultural Competence Training:

Provide comprehensive training to staff on cultural competence, diversity, and
inclusion.

Offer education about different cultures, traditions, beliefs, and practices relevant to
the diverse population of clients.

Respect for Diversity:

Emphasize the value of treating all clients with respect, regardless of their cultural
background.

Encourage staff to approach each client as an individual with unique needs and
experiences.

Language Access:

Ensure that interpretation and translation services are available for clients who have
limited English proficiency.

Make written materials, assessments, and treatment plans available in languages that
clients can understand.

Cultural Assessment:

Conduct culturally sensitive assessments to understand clients' cultural backgrounds,
values, and preferences.

Use this information to tailor treatment plans and interventions to align with clients'
cultural needs.

Inclusive Environment:

Create an environment that respects and celebrates cultural diversity.
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Display diverse artwork, symbols, and decorations that reflect different cultures and
backgrounds.

Cultural Awareness of Triggers:

Recognize that certain cultural symbols, rituals, or experiences might act as triggers
for trauma or substance use.

Be sensitive to potential cultural triggers and address them with care and
understanding.

Flexibility in Treatment Approaches:

Be open to adapting treatment approaches to align with clients' cultural beliefs and
practices.

Collaborate with clients to integrate cultural rituals or practices that support their
healing journey.

Tailored Communication:
Adjust communication styles to suit clients' cultural preferences.

Be mindful of nonverbal cues, gestures, and personal space norms that may vary
across cultures.

Ethical Considerations:

Be aware of cultural taboos, norms, and ethical considerations related to substance use
and treatment.

Ensure that treatment plans respect clients' cultural values and do not contradict their
beliefs.

Culturally Relevant Interventions:
Offer interventions that align with clients' cultural beliefs and values.

Incorporate culturally relevant coping strategies, mindfulness techniques, and
expressive therapies.

Sensitivity to Trauma and Discrimination:
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Understand the potential impact of cultural trauma, discrimination, and
microaggressions on clients.

Provide a safe space where clients can discuss their experiences without judgment.
Collaboration with Cultural Experts:

Collaborate with cultural consultants, community leaders, or organizations to ensure
culturally sensitive care.

Seek guidance from cultural experts to improve the program's responsiveness to
diverse cultural needs.

Feedback and Continuous Improvement:

Encourage clients to provide feedback on their cultural experiences within the
program.

Regularly review and refine cultural sensitivity practices based on client input and
staff discussions.

By prioritizing cultural awareness and sensitivity here Live Free, you create an
environment where all clients feel valued, respected, and understood, leading to more
effective and equitable care.

Addressing diverse cultural, ethnic, and socio-economic backgrounds here at Live
Free requires a comprehensive and sensitive approach. Here's how you can effectively
address these factors:

Cultural Competence Training:

Provide cultural competence training to all staff members to enhance their awareness
and understanding of various cultural backgrounds.

Offer education on cultural nuances, beliefs, traditions, and practices to ensure staff
can provide respectful and inclusive care.

Multilingual and Multicultural Resources:

Make treatment materials, assessments, and information available in multiple
languages to cater to clients with limited English proficiency.
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Offer culturally relevant resources that reflect the diverse backgrounds of clients,
helping them feel more comfortable and understood.

Culturally Tailored Assessment:

Develop assessment tools that consider cultural, ethnic, and socio-economic factors in
understanding clients' substance use and treatment needs.

Gather information about clients' cultural beliefs, family dynamics, and support
systems to inform treatment plans.

Individualized Treatment Plans:

Design treatment plans that respect and incorporate clients' cultural values, traditions,
and preferences.

Collaborate with clients to develop strategies that align with their cultural and socio-
economic backgrounds.

Inclusive Environment:

Create an environment that embraces diversity by displaying artwork, symbols, and
decorations from various cultures.

Establish a safe and welcoming space where clients from different backgrounds feel
valued and accepted.

Cultural Sensitivity in Communication:

Train staff to communicate effectively and respectfully across diverse cultural
backgrounds.

Teach active listening and cross-cultural communication skills to enhance
understanding and rapport.

Addressing Stigma and Discrimination:

Provide education and support to address the stigma associated with seeking treatment
for substance use, especially in certain cultural contexts.

Create a nonjudgmental space where clients can discuss experiences of discrimination
without fear of re-traumatization.
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Socio-Economic Considerations:

Offer flexible payment options or financial assistance to ensure that socio-economic
factors do not hinder access to treatment.

Collaborate with social service agencies to provide additional support for clients with
specific socio-economic needs.

Family and Community Involvement:
Recognize the importance of family and community in various cultural backgrounds.

Involve family members or support systems in the treatment process with the clients'
consent.

Diverse Therapeutic Approaches:

Offer a variety of therapeutic modalities that are sensitive to diverse cultural, ethnic,
and socio-economic backgrounds.

Integrate culturally relevant practices such as mindfulness, art therapy, or traditional
healing methods.

Peer Support:

Foster peer support groups where clients from similar cultural or socio-economic
backgrounds can connect and share their experiences.

Encourage the sharing of cultural strengths and resilience within the peer support
context.

Regular Feedback and Adaptation:

Regularly gather feedback from clients about their cultural and socio-economic
experiences in the program.

Use this feedback to continuously adapt and improve the program's cultural
responsiveness.

By addressing diverse cultural, ethnic, and socio-economic backgrounds here, you
create a more inclusive and effective treatment environment that respects each client's
unique identity and needs.
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Effective communication and respectful engagement with clients from different
cultures in Treatment are essential to provide culturally sensitive and equitable care.
Here are strategies to achieve this:

Active Listening:

Practice active listening by giving your full attention and demonstrating genuine
interest in what the client is saying.

Avoid interrupting and allow clients to express themselves fully before responding.
Use Clear and Simple Language:

Communicate in clear and straightforward language, avoiding jargon, slang, or
complex terminology.

Check for understanding by asking clients to repeat or paraphrase what they've heard.
Nonverbal Communication:
Be aware of nonverbal cues like body language, gestures, and facial expressions.

Be respectful of cultural differences in nonverbal communication, as interpretations
can vary.

Open-Ended Questions:

Use open-ended questions that encourage clients to share their thoughts, feelings, and
experiences.

This allows clients to provide more context and insights into their cultural perspective.
Respect Cultural Norms:

Learn about cultural norms regarding eye contact, personal space, and physical touch.
Adapt your approach to align with the client's cultural comfort zone.

Seek Clarification:

If you're unsure about a cultural practice, belief, or term, respectfully ask the client for
clarification.
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This shows your willingness to learn and understand their perspective.
Reflective Responses:

Reflect back what the client has said to ensure accurate understanding and to validate
their feelings.

This demonstrates empathy and shows that you are actively engaged in the
conversation.

Avoid Assumptions:

Do not make assumptions about a client's cultural background or experiences based
on stereotypes.

Instead, ask open-ended questions to learn more about their individual experiences.
Cultural Humility:

Approach interactions with cultural humility, acknowledging that you may not fully
understand the client's background.

Be open to learning and adapting your communication style based on their needs.
Clarify Treatment Information:

Ensure that clients understand treatment plans, procedures, and goals.

Use visual aids, written materials, or diagrams to enhance comprehension.
Address Language Barriers:

If language barriers exist, provide interpretation services or bilingual staff to facilitate
communication.

Make sure important information is accurately translated to avoid misunderstandings.
Empower Client Choice:

Encourage clients to express their preferences, concerns, and goals related to
treatment.

Ofter choices whenever possible to promote a sense of control and autonomy.
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Avoid Confrontation:

Approach disagreements or challenges with sensitivity and a desire to understand.
Respectfully address differences while maintaining a non-confrontational tone.
Use Cultural Brokering:

If necessary, enlist the help of cultural brokers or interpreters who can bridge the gap
between different cultures.

Regular Self-Reflection:

Continuously reflect on your own biases, assumptions, and communication style.

Seek feedback from colleagues and clients to improve your cultural competence.
By implementing these strategies, Live Free can create an environment where clients

from diverse cultural backgrounds feel heard, respected, and understood, leading to
more effective communication and better treatment outcomes.
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Module 4 Self-Care and Stress Management
Challenges
Emotional Toll:

Working in a detox facility exposes staff to clients in distress, potentially triggering
emotional responses and compassion fatigue.

High-Intensity Environment:

Detox facilities often operate around the clock, requiring staff to manage high-stress
situations and maintain vigilance during crisis moments.

Challenging Behaviors:

Clients experiencing withdrawal may exhibit challenging behaviors such as
aggression, irritability, or non-compliance.

Trauma Exposure:

Staff may interact with clients who have experienced trauma, hearing difficult stories
that can impact their own well-being.

Physical Demands:

The nature of detox work may involve physical demands, such as assisting clients
who are unsteady or in medical distress.

Relapse and Resistance:

Clients may relapse or resist treatment, leading to feelings of frustration or
discouragement among staff.

Work-Life Balance:

Long shifts and high-demand schedules can strain work-life balance, leading to
burnout over time.

Limited Resources:
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Some facilities may face challenges related to resource availability, impacting the
quality of care that can be provided.

Multidisciplinary Collaboration:

Coordinating care across various disciplines requires effective communication and
collaboration, which can be challenging.

Legal and Ethical Concerns:

Navigating legal and ethical considerations when working with clients struggling with
addiction can be complex.

Client Diversity:

Cultural, socio-economic, and demographic diversity among clients requires cultural
competence and sensitivity.

Staff Resilience:

Supporting clients in their recovery while managing personal stressors requires staff
to develop resilience and coping skills.

Managing Expectations:

Balancing clients' expectations with the reality of their recovery journey can be
challenging.

Staff Turnover:

High-stress environments may contribute to staff turnover, affecting continuity of
care.

Dual Diagnosis:

Addressing co-occurring mental health issues alongside substance use adds
complexity to treatment.
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Introduction to Self-Care Strategies: Mindfulness, Exercise, and Hobbies
Mindfulness:

Mindfulness involves being fully present in the moment, observing thoughts and
feelings without judgment. It can help staff manage stress and enhance emotional
well-being.

How to Practice Mindfulness:

Encourage staff to take short breaks during the day to focus on their breath and
sensations.

Teach mindfulness techniques such as body scans, guided meditations, or mindful
eating.

Suggest mindfulness apps that staff can use during breaks or at home.
Benefits:

Reduces stress and burnout by promoting relaxation and emotional regulation.
Enhances self-awareness and cultivates a nonjudgmental attitude.

Exercise:

Regular physical activity is essential for maintaining physical health and reducing
stress. It also releases endorphins, improving mood and overall well-being.

Incorporating Exercise:

Provide opportunities for staff to engage in short stretching or movement breaks
during shifts.

Offer fitness classes or gym memberships as part of staff benefits.
Organize team walks or outdoor activities to encourage socialization and exercise.
Benefits:

Boosts mood and energy levels, reducing stress and promoting a positive outlook.

Page 196 of 437



Improves physical health, which in turn supports mental well-being.
Hobbies:

Engaging in hobbies and activities outside of work can be a valuable way for staff to
unwind, recharge, and maintain a healthy work-life balance.

Encouraging Hobbies:

Encourage staff to identify and pursue hobbies they enjoy, whether it's reading,
painting, gardening, or playing a musical instrument.

Provide a designated space where staff can engage in hobbies during breaks or
downtime.

Benefits:

Fosters creativity and relaxation, allowing staff to disconnect from work-related
stress.

Provides a sense of accomplishment and personal fulfillment.
Balancing Self-Care:
Highlight the importance of integrating these strategies into daily routines.

Encourage staff to experiment with different approaches to find what works best for
them.

Emphasize that self-care is not selfish; it's a necessary practice to ensure effective and
compassionate care for clients.

Here are more examples of self-care activities that any substance abuse treatment
facility can consider to promote their well-being:

Journaling: Encourage staff to keep a journal to express their thoughts, feelings, and
experiences. Writing can provide an emotional outlet and promote self-reflection.

Nature Walks: Spending time in nature, whether it's a short walk during breaks or a
weekend hike, can offer a refreshing change of scenery and reduce stress.

Deep Breathing: Teach staff deep breathing exercises, which can be done discreetly
during the workday to promote relaxation and mindfulness.
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Artistic Expression: Engaging in creative activities like drawing, painting, or crafting
can be therapeutic and provide an outlet for self-expression.

Reading: Suggest staff read books or articles that interest them, providing a mental
escape and a way to unwind.

Cooking or Baking: Encourage staff to try new recipes and experiment in the kitchen,
which can be a fun and rewarding way to relax.

Music: Listening to music or playing a musical instrument can be soothing and help
shift focus away from stress.

Mindful Eating: Teach staff to eat mindfully, savoring each bite and paying attention
to the sensory experience of eating.

Digital Detox: Encourage unplugging from screens for a set period each day to reduce
screen-related stress.

Social Connections: Spending time with friends, family, or colleagues who provide
positive support can boost mood and foster a sense of connection.

Volunteering: Engaging in acts of kindness and giving back to the community can
provide a sense of purpose and fulfillment.

Laughter: Encourage staff to watch a funny movie, listen to a comedy podcast, or
engage in activities that make them laugh.

Relaxation Techniques: Teach progressive muscle relaxation, guided imagery, or
other relaxation techniques to manage stress.

Spa Day at Home: Suggest staff create a spa-like experience at home with a bubble
bath, aromatherapy, and soothing music.

Gratitude Practice: Cultivate a gratitude journal or daily practice to focus on positive
aspects of life.

Gardening: If possible, encourage staff to tend to plants, whether it's a small indoor
garden or an outdoor space.

Pet Therapy: Spending time with pets or animals can provide comfort and reduce
stress.
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Yoga or Stretching: Incorporate gentle yoga or stretching exercises to promote
physical and mental relaxation.

Learning: Engage in learning new skills or pursuing interests, such as taking an online
course or attending workshops.

Mindful Technology Use: Teach staff to use mindfulness techniques while engaging
with technology, like setting intention before using social media.

Remember, self-care is about finding activities that bring joy, relaxation, and a sense
of well-being. Encourage staff to explore different options and customize their self-
care routines based on their preferences and needs. The key is to prioritize regular
self-care practices to maintain a healthy work-life balance and support their overall
mental and emotional health.

Support and Resources:
- Provide resources on mindfulness, exercise routines, and hobby ideas.
- Offer workshops or training sessions on self-care techniques.

- Establish a supportive work environment where staff can openly discuss their self-
care needs and challenges.

By introducing these self-care strategies of mindfulness, exercise, and hobbies to staff
at Live Free Recovery, you can help create a workplace culture that prioritizes staff
well-being, resilience, and effective care delivery to clients. Remember, when staff
are equipped to take care of themselves, they are better prepared to provide high-
quality care to those they serve. Encouraging staff to seek support, both internally and
externally, is crucial for maintaining their well-being in a substance abuse treatment
facility.

Here's an outline of ways to promote and facilitate staff seeking support:
Internal Support:
Regular Check-Ins:

Establish a system for regular one-on-one check-ins between supervisors and staff to
discuss challenges, concerns, and well-being.

Peer Support:
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Foster a culture of peer support by encouraging staff to connect and share experiences
with colleagues.

Organize peer support groups where staff can discuss challenges, share coping
strategies, and provide mutual encouragement.

Supervision and Debriefing:

Offer regular supervision sessions where staff can discuss difficult cases, emotional
experiences, and any stressors they're facing.

Provide structured debriefing sessions after particularly challenging incidents to
process emotions and share insights.

Staff Wellness Programs:

Create wellness programs that include workshops, seminars, and activities focused on
stress management, self-care, and mental health.

Organize team-building exercises to strengthen connections and support within the
staff

Employee Assistance Programs (EAP):

Provide information about EAP resources that offer confidential counseling, therapy,
and support for staff members and their families.

External Support:
Professional Counseling:

Encourage staff to seek professional counseling or therapy outside of work to address
personal challenges, stress, and emotional well-being.

Provide a list of local mental health professionals who specialize in supporting
healthcare workers.

Support Groups:

Inform staff about local support groups or online forums where they can connect with
others who share similar experiences.

Page 200 of 437



Highlight support groups for healthcare professionals or those working in substance
abuse treatment.

Community Resources:

Offer information about community resources such as mental health clinics, crisis
hotlines, and local organizations that provide support.

Professional Development:

Support staff in attending conferences, workshops, and training sessions related to
self-care, mental health, and stress management.

Flexible Scheduling:

Implement flexible scheduling options that allow staff to attend support group
meetings, counseling appointments, or wellness activities.

Communication and Education:
Normalize Seeking Support:

Create an open and nonjudgmental environment where seeking support is encouraged
and normalized.

Share stories of staff members who have sought support and benefited from it.
Awareness Campaigns:

Launch awareness campaigns that emphasize the importance of mental health and
seeking support.

Distribute informational materials that highlight available resources and how to access
them.

Training on Self-Care:

Provide training sessions on self-care, stress management, and recognizing signs of
burnout to empower staff to take proactive steps.

Confidentiality and Privacy:

Confidential Channels:
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Assure staff that seeking support will be kept confidential and will not impact their
job security or performance evaluations.

Encourage Communication:

Remind staff that it's okay to reach out for support and that their well-being is a
priority for the organization.

By implementing these strategies, you can create a supportive and caring environment
within the substance abuse treatment facility that encourages staff to seek both
internal and external support, ultimately contributing to their overall well-being and
the quality of care they provide to clients.
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Module 5 Communication Skills and De-escalation

Effective verbal and nonverbal communication techniques are crucial here at Live
Free Recovery to establish trust, build rapport, and facilitate positive interactions with
clients. Here are some techniques to consider:

Effective Verbal Communication:

0]

Active Listening: Give your full attention, maintain eye contact, and
provide verbal cues (such as nodding) to show that you are engaged and
interested in what the client is saying.

Empathetic Responses: Respond with empathy and understanding,
acknowledging the client's feelings and experiences. Use phrases like "I
understand how you feel" or "That must be really challenging."
Open-Ended Questions: Encourage clients to share more by asking open-
ended questions that require more than a yes or no answer. For example,
"Tell me about your experience" or "What thoughts have you had about
your recovery?"

Reflective Responses: Repeat or rephrase what the client has said to
show that you've understood and to validate their feelings. This can help
clients feel heard and understood.

Clear and Simple Language: Use clear and straightforward language,
avoiding jargon or technical terms that clients may not understand.
Summarizing: Summarize the key points of the conversation to ensure
mutual understanding and to demonstrate active engagement.
Non-Judgmental Language: Avoid making judgments or assumptions
about the client's experiences, choices, or behaviors. Create a safe space
for them to share openly.

Effective Nonverbal Communication:

0]

Eye Contact: Maintain appropriate eye contact to convey attentiveness
and interest. However, be mindful of cultural differences and individual
preferences.

Facial Expressions: Use facial expressions that match the tone of the
conversation. A warm smile can help clients feel welcome and at ease.
Gestures: Use gestures to emphasize points or show empathy, such as
nodding to indicate understanding or using an open palm to convey
openness.

Page 203 of 437



0 Body Language: Maintain an open and relaxed posture to create a sense
of approachability. Avoid crossing arms or displaying defensive
postures.

0 Personal Space: Respect personal space boundaries, especially
considering cultural norms. Maintain an appropriate distance that makes
the client comfortable.

0 Tone of Voice: Use a calm and empathetic tone of voice to convey
understanding and support. Avoid sounding judgmental, impatient, or
confrontational.

0 Active Silence: Allow moments of silence to give clients time to process
their thoughts or emotions. This can encourage them to share more
deeply.

O Mirroring: Subtly mirror the client's body language and expressions to
establish rapport and create a sense of connection.

0 Respectful Touch: If appropriate and with consent, use respectful touch
(e.g., a gentle pat on the shoulder) to convey support and care.

0 Cultural Sensitivity: Be aware of cultural differences in nonverbal
communication, such as varying norms for eye contact and physical
touch.

By incorporating these effective verbal and nonverbal communication techniques,
staff at Live Free can enhance their interactions with clients, create a supportive
environment, and contribute to the overall success of the treatment process.

De-escalation strategies are essential for diffusing tense situations in a Treatment
Center are key skills to acquire. Here are some of the best de-escalation strategies to
consider:

0]

0]

Stay Calm: Maintain a calm and composed demeanor, even in the face of
hostility. Your calmness can help prevent the situation from escalating further.
Active Listening: Listen attentively to the individual's concerns without
interrupting. Show that you are genuinely interested in understanding their
perspective.

Empathize and Validate: Acknowledge the individual's feelings and
frustrations. Use empathetic statements like "I understand this is difficult for
you."

Use Non-Threatening Body Language: Stand or sit at a comfortable distance,
maintain an open posture, and avoid crossing your arms. This helps convey that
you are non-threatening.

Maintain Personal Space: Respect the individual's personal space to avoid
triggering feelings of intimidation.
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0 Speak Softly and Slowly: Use a calm and soothing tone of voice. Speaking
softly and slowly can help de-escalate a situation and reduce tension.

0 Limit Commands and Directives: Minimize direct orders or commands, as
these can escalate resistance. Instead, make requests and use polite language.

0 Offer Choices: Give the individual options whenever possible. This empowers
them to make decisions and reduces feelings of being controlled.

0 Distraction and Diversion: Gently shift the focus of the conversation to a
neutral or less triggering topic to divert attention away from the tension.

0 Use Mirroring: Reflect the individual's emotions back to them in a
nonjudgmental way. This can help them feel understood and validated.

0 Avoid Arguing or Challenging: Refrain from engaging in arguments or debates,
as these can escalate the situation. Focus on finding common ground.

0 Offer Support and Reassurance: Let the individual know that you are there to
help and support them. Reassure them that their well-being is a priority.

0 Involve a Trusted Colleague: If the situation is escalating and you're having
difficulty de-escalating on your own, involve a trusted colleague or supervisor
for assistance.

0 Offer a Break: If appropriate, suggest taking a break to allow both parties to
cool off and regain composure.

0 Safety Protocol: If the situation becomes physically threatening or unsafe,
follow the facility's safety protocols and call for assistance.

O Aftercare Support: Once the situation is de-escalated, offer ongoing support
and follow-up to address any underlying issues or concerns.

0 Reflect and Debrief: After the incident, reflect on what worked and what could
be improved. Hold debrief sessions with colleagues to share insights.

Training staff in these de-escalation techniques and providing regular practice
scenarios can help them feel more confident and capable in managing tense situations
effectively. It's crucial to prioritize the safety of all individuals involved while
maintaining a compassionate and non-confrontational approach.

Role-playing exercises can be valuable tools for practicing communication and de-
escalation skills in Treatment Settings. Here are some role-playing scenarios that staff
can engage in to enhance their abilities:

0 Agitated Client Intake: Role-play an intake scenario where a client is agitated
and resistant. Practice active listening, empathetic responses, and de-escalation
techniques to create a calming environment.

0 Refusal of Medication: Act out a situation where a client refuses to take
prescribed medication. Practice using non-confrontational language, offering
choices, and addressing concerns.

0 Confrontational Family Member:
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- Role-play a scenario involving a confrontational family member.
Practice maintaining composure, setting boundaries, and effectively
addressing their concerns.

0 Handling Triggers:

- Create a scenario where a client becomes triggered by a specific topic.
Practice using distraction techniques, offering coping strategies, and
redirecting the conversation.

0 Emotional Disclosure:

- Role-play a client who emotionally discloses sensitive information.
Practice active listening, providing empathetic responses, and validating
their feelings.

0 Disagreement Among Clients:

- Act out a situation where two clients have a disagreement. Practice
mediating the conversation, promoting respectful communication, and
finding common ground.

0 Seeking Consent for Procedures:

- Practice seeking consent from a client for a medical procedure or
intervention. Emphasize clear communication, addressing concerns, and
respecting autonomy.

0 Client with High Anxiety:

- Role-play a scenario with a client experiencing high anxiety. Practice
using calming language, grounding techniques, and guiding them
through relaxation exercises.

0 Explaining Treatment Plans:

- Act out a situation where you need to explain a complex treatment plan
to a client. Practice using clear and simple language, visual aids, and
ensuring their understanding.

0 Aggressive Behavior De-escalation:

- Role-play a scenario involving a client exhibiting aggressive behavior.
Practice maintaining personal safety, using non-confrontational
language, and implementing safety protocols.

0 Cultural Sensitivity:

Create scenarios that involve clients from diverse cultural backgrounds. Practice
cultural sensitivity, respectful communication, and adapting your approach to
different cultural norms.

0 Expressing Boundaries:
- Role-play situations where you need to express and maintain appropriate
boundaries with clients. Practice assertiveness, clarity, and
professionalism.
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0 Handling Noncompliance:

- Act out scenarios where clients are noncompliant with treatment plans.
Practice using motivational interviewing techniques, exploring reasons
for noncompliance, and finding solutions.

0 Emotional Distress:

- Role-play a client in emotional distress. Practice providing immediate
support, validating their emotions, and helping them access appropriate
resources.

O Trauma Disclosure:

- Create a scenario where a client discloses past trauma. Practice
responding with sensitivity, validating their feelings, and referring them
to trauma-informed care.

After each role-playing exercise, take time for debriefing and constructive feedback.
Encourage staff to reflect on their communication and de-escalation techniques,
discussing what worked well and identifying areas for improvement. Regular practice
of these scenarios can enhance staff's confidence and competence in handling real-life
situations effectively and compassionately.
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Module 6 trainings Medication Management and Withdrawal Symptom Recognition

Proper administration and documentation of medications during detox at Live Free
Recovery involves adhering to specific protocols to ensure the safe and effective
management of medications for clients in detoxification. Here's a general overview of
the process:

Medication Administration:

- Only authorized and trained staff members should administer medications.

- Administer medications according to the prescribed dosage, route (oral, intravenous,
etc.), and frequency.

- Follow a "rights of medication administration" approach: right patient, right
medication, right dose, right route, and right time.

- Double-check the client's identity using at least two unique identifiers (e.g., full
name and date of birth) before administering medication.

- Avoid crushing or altering medication forms unless approved by a medical
professional.

Documentation:

- Document medication administration immediately after it's given. Use the detox
center's approved medication administration record (MAR) form.

- Include the client's full name, date of birth, medical record number, medication
name, dosage, route, time of administration, and your initials.

- Note any additional details, such as specific instructions from a medical provider or
any observed reactions.

- If a medication is refused by the client, document the refusal with the reason.
- Ensure accuracy, legibility, and completeness in documentation.

- All entries should be made in non-erasable ink and corrections should be initialed
and dated.
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Communication:
- Communicate any changes in medication orders promptly to the medical provider.

- Report any adverse reactions, side effects, or concerns related to medications to the
medical team.

- Maintain open communication with other staff members involved in the client's care
to ensure consistent and coordinated administration.

Controlled Substances:

- Follow strict protocols for the administration of controlled substances (e.g., opioids)
to prevent diversion and ensure client safety.

- Document controlled substance administration with additional requirements, such as
the amount administered and the client's pain level.

Storage and Security:

- Store medications securely, following state and federal regulations.
- Monitor and document medication storage temperature as required.
- Implement measures to prevent unauthorized access to medications.
Education:

- Ensure all staff members are properly trained in medication administration and
documentation procedures.

- Provide ongoing education to staff regarding new medications, changes in protocols,
and best practices.

Withdrawal identified:

Recognizing common withdrawal symptoms for various substances here at Live Free
Recovery is crucial for ensuring the safety and well-being of clients undergoing
detoxification. Here's a general overview of withdrawal symptoms associated with
different substances:

Alcohol Withdrawal:
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- Early symptoms: anxiety, tremors, sweating, nausea, vomiting, irritability.
- Severe symptoms: hallucinations, seizures, delirium tremens (DT).

- Delirium Tremens (DT): disorientation, severe agitation, high fever, hallucinations,
rapid heartbeat.

Opioid Withdrawal:

- Early symptoms: anxiety, restlessness, muscle aches, yawning, runny nose,
sweating.

- Gastrointestinal symptoms: nausea, vomiting, diarrhea, abdominal cramping.
- Psychological symptoms: irritability, insomnia, mood swings.
Benzodiazepine Withdrawal:

- Anxiety, restlessness, insomnia, irritability, muscle tension.

- Tremors, sweating, nausea, vomiting.

- Seizures (can occur with abrupt cessation of high-dose or long-term use).
Stimulant Withdrawal (e.g., Cocaine, Methamphetamine):

- Fatigue, excessive sleepiness, increased appetite.

- Psychological symptoms: depression, irritability, difficulty concentrating.
- Intense cravings for the substance.

Sedative-Hypnotic Withdrawal (e.g., Barbiturates, Sleep Medications):

- Anxiety, restlessness, difficulty sleeping.

- Tremors, sweating, nausea, vomiting.

- Seizures (can occur with abrupt cessation of high-dose or long-term use).
Nicotine Withdrawal:

- Irritability, anxiety, mood swings.
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- Difficulty concentrating, increased appetite, weight gain.

- Intense cravings for nicotine.

Other Substances (various prescription medications, hallucinogens, etc.):
- Withdrawal symptoms vary widely depending on the substance.

- It's important to be familiar with potential withdrawal symptoms associated with
specific substances.

Observations and Monitoring:

- Pay close attention to clients for any signs of distress, discomfort, or unusual
behavior.

- Monitor vital signs, such as blood pressure, heart rate, and temperature.
- Document observed withdrawal symptoms accurately and promptly.

It's important to note that withdrawal symptoms can vary in intensity and duration
based on factors such as the type and amount of substance used, the client's overall
health, and their individual response to withdrawal. Detoxification from certain
substances, especially alcohol and benzodiazepines, can be medically complex and
may require close medical supervision.

Detox center staff should receive thorough training on recognizing withdrawal
symptoms and responding appropriately. Additionally, any concerns or observed
symptoms should be communicated to the medical team promptly for assessment and
intervention. Always follow the detox center's protocols, state regulations, and the
guidance of medical professionals when addressing withdrawal symptoms.

Medical emergencies:

Identifying potential medical emergencies and taking appropriate actions in a
substance abuse treatment detox program in New Hampshire (NH) is essential for
ensuring the safety and well-being of clients undergoing detoxification. Here's a
general overview of how to identify potential medical emergencies and the steps to
take:

Delirium Tremens (DT) in Alcohol Withdrawal:
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- Symptoms: Disorientation, severe agitation, hallucinations, high fever, rapid
heartbeat.

- Action: Contact medical professionals immediately. Provide a calm and safe
environment. Monitor vital signs.

Seizures in Opioid or Sedative Withdrawal:

- Symptoms: Uncontrolled shaking or convulsions.

- Action: Ensure the client's safety by moving objects away. Protect the client's head.
Time the duration of the seizure. After the seizure, keep the client in a side-lying
position.

Severe Hypertension or Cardiac Symptoms:

- Symptoms: Extremely high blood pressure, chest pain, difficulty breathing.

- Action: Contact medical professionals immediately. Keep the client calm and
comfortable. Monitor vital signs.

Severe Dehydration:
- Symptoms: Dry mouth, dark urine, dizziness, confusion.

- Action: Encourage the client to drink fluids. If symptoms worsen, seek medical
assistance.

Severe Gastrointestinal Distress:
- Symptoms: Persistent vomiting, diarrhea, abdominal pain.

- Action: Monitor fluid intake. If symptoms are severe or prolonged, seek medical
assistance.

Respiratory Distress or Overdose:
- Symptoms: Slow or labored breathing, loss of consciousness.

- Action: Administer naloxone if opioid overdose is suspected. Perform rescue
breathing if breathing is very slow or stops. Seek immediate medical help.

Suicidal or Harmful Intent:
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- Symptoms: Expressing thoughts of self-harm or harm to others, acting agitated or
aggressive.

- Action: Ensure the safety of the client and others. Remove any potential means of
harm. Involve mental health professionals or crisis intervention teams.

Allergic Reactions or Anaphylaxis:**
- Symptoms: Swelling, difficulty breathing, rash, hives.

- Action: Administer epinephrine if available and prescribed. Seek immediate medical
attention.

Any Unexplained or Severe Symptoms:

- Action: Err on the side of caution and seek medical assistance if in doubt. It's better
to have a medical professional evaluate the situation.

Document and Report:

- Document observed symptoms, actions taken, and outcomes accurately and
promptly.

- Communicate the situation to the medical team and facility leadership.
Training and Preparedness:

- Staff should be trained in basic first aid, CPR, and how to respond to medical
emergencies.

- Familiarize staff with the facility's emergency protocols and evacuation procedures.

Live Free staff should always prioritize client safety and well-being. It's crucial to
have clear and well-communicated emergency response procedures in place, and all
staff members should be familiar with them. If a potential medical emergency arises,
do not hesitate to seek immediate medical assistance. Always follow the protocols and
guidelines established by your detox program and the direction of medical
professionals.
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Module 7 Ethical Considerations and Boundaries

Interacting with clients, maintaining confidentiality, and respecting boundaries are
critical ethical considerations in Treatment . Here are ethical guidelines to uphold in
these areas:

Interacting with Clients:

Respect and Dignity:

- Treat all clients with respect, empathy, and dignity, regardless of their background or
circumstances.

Non-Discrimination:

- Do not discriminate based on race, ethnicity, gender, sexual orientation, religion, or
any other characteristic.

Client-Centered Approach:
- Tailor interactions to the individual client's needs, preferences, and goals.
Informed Consent:

- Obtain informed consent from clients before any assessment, treatment, or
intervention, explaining the purpose, risks, and benefits.

Maintaining Confidentiality:
Confidentiality Agreement:

- Clearly communicate the confidentiality policy to clients, emphasizing the
importance of protecting their privacy.

Limits of Confidentiality:

- Inform clients of the situations in which confidentiality may be breached, such as
when there's a risk of harm to themselves or others.

Sharing Information:
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- Share client information only with authorized personnel involved in their care,
ensuring proper documentation and consent.

Secure Record-Keeping:
- Maintain secure and accurate records, protecting them from unauthorized access.
Communication Channels:

- Use secure and private communication channels when discussing client information
with colleagues or other professionals.

Respecting Boundaries:
Professionalism:

- Maintain a professional demeanor and avoid any behavior that may be perceived as
inappropriate or boundary-crossing.

Dual Relationships:

- Avoid engaging in dual relationships that could compromise objectivity and create
conflicts of interest.

Personal Disclosures:

- Refrain from sharing personal information or experiences that may detract from the
therapeutic relationship.

Social Media:

- Avoid connecting with clients on personal social media accounts to maintain a
professional boundary.

Gifts and Favors:

- Do not accept or offer gifts, favors, or personal benefits from/to clients, as this can
blur boundaries.

Additional Considerations:

Cultural Competence:
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- Be culturally sensitive and aware of cultural differences to ensure respectful
interactions.

Consent for Treatment:

- Obtain informed consent from clients before providing any form of treatment,
including medications and interventions.

Reporting Requirements:

- Familiarize yourself with mandatory reporting requirements for issues such as child
abuse, neglect, and harm to self or others.

Continuous Education:

- Stay updated on ethical guidelines, laws, and best practices in the field through
ongoing training and professional development.

Supervision and Consultation:

- Seek supervision or consultation from experienced colleagues or supervisors when
facing ethical dilemmas.

Adhering to these ethical guidelines ensures that clients receive the highest standard
of care and respect at Live Free. It also contributes to maintaining a safe, supportive,
and effective treatment environment.

Balancing empathy and professionalism in client interactions within Live Free
Recovery is crucial for building rapport while maintaining appropriate boundaries.
Here are actionable ways to achieve this balance:

Active Listening:

- Practice active listening to fully understand clients' concerns and emotions.

- Maintain eye contact, nod, and use verbal cues to show you are engaged.
Empathetic Responses:

- Acknowledge clients' emotions and experiences without judgment.

- Use empathetic statements like "I understand this is challenging for you."

Page 216 of 437



Reflective Language:

- Reflect back what clients have shared to show you've understood.

- This validates their feelings and helps you clarify their perspective.

Validate Emotions:

- Validate clients' feelings and struggles to show empathy.

- Use phrases like "It's okay to feel that way" or "Your feelings are valid."

Set Clear Boundaries:

- Clearly communicate boundaries regarding personal disclosures or relationships.
- Explain the limits of confidentiality and the professional nature of the relationship.
Maintain Professional Language:

- Use appropriate and respectful language at all times.

- Avoid slang, jargon, or overly familiar terms.

Focus on Strengths:

- Highlight clients' strengths and positive qualities to boost their self-esteem.

- Use strengths-based language to empower them.

Avoid Overstepping:

- Avoid making assumptions or judgments about clients' experiences.

- Respect their autonomy and allow them to share at their own pace.

Ofter Supportive Resources:

- Provide information about support groups, therapy options, and community
resources.

- Show that you care about their well-being beyond the treatment program.
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Use Open-Ended Questions:

- Encourage clients to share more about their experiences and feelings.

- Use questions like "Can you tell me more about that?" to facilitate dialogue.
Mindful Nonverbal Communication:

- Use appropriate facial expressions, gestures, and body language.

- Maintain a professional yet empathetic demeanor.

Address Emotional Triggers:

- If a client becomes upset, acknowledge their feelings and offer grounding
techniques.

- Create a safe space for them to express themselves.
Adapt Communication Style:
- Adjust your communication style based on the client's needs and preferences.

- Some clients may respond better to a more formal approach, while others appreciate
a warmer tone.

Regular Self-Care:
- Practice self-care to manage your emotional well-being and prevent burnout.

- A well-rested and emotionally regulated professional is better equipped to balance
empathy and professionalism.

Reflect and Seek Feedback:

- Reflect on your interactions to assess the balance between empathy and
professionalism.

- Seek feedback from supervisors or colleagues to continuously improve.

Remember, the goal is to create a therapeutic alliance that combines understanding
and support with a professional and ethical approach. Striking this balance enhances
the quality of care and contributes to positive client outcomes at Live Free.
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Module 8 Collaboration and Interdisciplinary Approach
Importance of Interdisciplinary Collaboration in Substance Use Detox:

Interdisciplinary collaboration at Live Free Recovery is essential for providing
comprehensive and effective care to clients. Substance use disorders are complex and
often require a holistic approach that addresses medical, psychological, social, and
emotional needs. Interdisciplinary collaboration ensures that various professionals
with different expertise work together seamlessly to deliver well-rounded care. Here's
why it's important:

Holistic Care: Clients in detox require care that goes beyond addressing physical
symptoms. Collaboration among medical, mental health, and social support
professionals ensures that clients receive holistic treatment addressing their physical,
psychological, and social well-being.

Comprehensive Assessment: Different professionals bring unique perspectives to
client assessments, leading to a more accurate and comprehensive understanding of

clients' needs and challenges.

Tailored Treatment Plans: Collaboration allows for the development of individualized
treatment plans that consider all aspects of a client's health and circumstances.

Enhanced Outcomes: When professionals work together, clients benefit from
coordinated care that reduces the risk of conflicting interventions and enhances
treatment outcomes.

Prevention of Gaps in Care: Collaboration reduces the likelihood of important aspects
of care being overlooked or neglected.

Faster Decision-Making: Collaborative teams can make quicker, well-informed
decisions by leveraging the expertise of multiple professionals.

Continuity of Care: Effective collaboration ensures a smooth transition of care as
clients move through different phases of treatment.

Roles and How They Work Together:

In a substance abuse treatment detox program, several key roles collaborate to provide
comprehensive care:

Medical Doctors or Psychiatrists:
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- Assess clients' medical condition, withdrawal symptoms, and any co-occurring
disorders.

- Prescribe medications for withdrawal management and address medical needs.
- Collaborate with other professionals to develop integrated treatment plans.
Nurses:

- Montitor clients' physical health, administer medications, and manage withdrawal
symptoms.

- Provide education on health-related topics.
- Communicate with other team members to ensure a coordinated approach.
Therapists/Counselors:

- Conduct psychological assessments, provide counseling, and facilitate group
therapy.

- Address clients' emotional and psychological needs, including trauma and coping
strategies.

- Collaborate with other team members to align treatment goals.
Social Workers:

- Assess clients' social and environmental factors, such as housing and support
systems.

- Provide case management, connect clients with resources, and address discharge
planning.

- Collaborate with other professionals to address social determinants of health.
Nutritionists/Dietitians:

- Assess clients' nutritional needs and develop meal plans.

- Address any nutritional deficiencies that may impact recovery and well-being.

Peer Support Specialists:
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- Share their personal recovery experiences and provide guidance and support to
clients.

- Act as role models and advocates for clients' recovery journey.
Pharmacists:

- Collaborate with medical professionals to ensure safe and effective medication
management.

- Educate clients about medications, potential interactions, and side effects.
Administrative Staff:

- Coordinate appointments, manage records, and facilitate communication between
team members.

Effective interdisciplinary collaboration involves regular communication, case
conferences, and shared decision-making. Each role contributes its expertise to create
a comprehensive and personalized treatment plan that addresses all aspects of a
client's well-being. This collaborative approach improves the quality of care and
enhances clients' chances of successful recovery while attending Live Free Recovery.

Effective Communication and Teamwork Among Staff Members in a Substance
Abuse Treatment Detox Program in NH:

Establishing effective communication and teamwork among staff members is crucial
for providing quality care and ensuring a supportive environment at Live Free
Recovery. Here's an outline of strategies to achieve this:

Clear Communication Channels:

- Create clear channels for communication, both formal (meetings, emails) and
informal (chat platforms, quick updates).

- Ensure all staff members are aware of these channels and know when to use each
one.

Regular Team Meetings:

- Schedule regular team meetings to discuss client progress, treatment plans, and
challenges.
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- Encourage open dialogue and the sharing of insights and perspectives.
Collaborative Decision-Making:

- Involve relevant team members in decision-making processes to ensure diverse
viewpoints are considered.

- Seek input from different disciplines when developing treatment plans.
Shared Documentation:

- Use a centralized system for documenting client information, progress notes, and
interventions.

- Ensure all staff members have access to updated and accurate records.
Cross-Training:

- Provide opportunities for staff members to learn about the roles and responsibilities
of their colleagues.

- Cross-training enhances understanding and promotes empathy among team
members.

Interdisciplinary Case Conferences:

- Organize regular case conferences involving various disciplines to discuss complex
cases and treatment strategies.

- Foster collaboration and encourage creative problem-solving.
Respectful Communication:

- Promote a culture of respectful and professional communication among staff
members.

- Address conflicts or disagreements through constructive conversations.
Active Listening:
- Encourage active listening during interactions among team members.

- Ensure everyone has the chance to express their ideas and concerns.
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Feedback and Reflection:

- Encourage feedback on team dynamics, communication, and collaboration.

- Reflect on successes and areas for improvement as a team.

Clear Roles and Responsibilities:

- Define and communicate each team member's roles and responsibilities clearly.
- Avoid assumptions and ensure everyone knows their specific contributions.
Team-Building Activities:

- Organize team-building activities to foster positive relationships and improve
teamwork.

- Activities can include workshops, retreats, or team outings.
Conflict Resolution Training:

- Provide training on conflict resolution techniques to address disagreements
professionally and constructively.

Celebrate Achievements:

- Recognize and celebrate team achievements, milestones, and successes.
- Positive reinforcement boosts morale and team cohesion.

Supportive Leadership:

- Leaders should model effective communication and teamwork, setting an example
for staff members.

- Provide resources and support to enhance staff communication skills.
Encourage Learning and Growth:

- Support ongoing professional development and encourage staff to learn from one
another.

- Learning from different disciplines enriches the team's knowledge base.
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By implementing these strategies, Live Free can foster a culture of effective
communication and teamwork among staff members. This collaborative approach
ultimately contributes to the program's success in providing comprehensive and
compassionate care to clients.

Examples of Case based discussions on collaborative problem-solving at Live Free
Case 1: Addressing Client Resistance

Situation: A client has been resistant to participating in group therapy sessions and has
shown reluctance to engage in any treatment activities. The client's lack of
engagement is impacting their progress in the detox program.

Discussion Points:

Interdisciplinary Discussion: As a team, discuss the possible reasons for the client's
resistance. Consider medical, psychological, and social factors that could contribute to
their behavior.

Collaborative Assessment: Assign team members from different disciplines (e.g.,
therapist, nurse, social worker) to conduct a comprehensive assessment of the client.
This assessment can provide a holistic understanding of the client's needs and barriers.

Treatment Plan Modification: Collaboratively modify the client's treatment plan to
address their resistance. Consider adjusting the therapy approach, exploring
alternative activities, or providing additional support.

Team Support: Designate a team member to establish a supportive rapport with the
client. Collaborate on strategies to motivate the client and encourage their active

participation.

Regular Check-Ins: Establish a schedule for interdisciplinary check-ins to monitor the
client's progress and make necessary adjustments to their treatment plan.

Case 2: Co-occurring Disorders and Medication Management

Situation: A client with a history of substance abuse also presents symptoms of
anxiety and depression. The medical team has prescribed medication to manage these
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co-occurring disorders, but there is concern about potential interactions with
withdrawal management medications.

Discussion Points:

Team Discussion: Convene an interdisciplinary meeting involving the medical doctor,
psychiatrist, and nurse to discuss the client's medication regimen and potential
interactions.

Pharmacist Consultation: Consult with the facility's pharmacist to review the
medication plan and identify any potential interactions or adverse effects.

Client Education: Collaboratively develop a plan to educate the client about their
medications, including potential side effects and interactions. Involve therapists or
counselors to support the client's understanding.

Monitoring and Communication: Establish a system for regular communication
between the medical team and the counseling team to monitor the client's response to
medications and overall progress.

Integrated Care: Work together to integrate therapeutic interventions that address both
substance abuse and co-occurring disorders. Collaborate on counseling strategies that
complement the medication management plan.

Case Conferencing: Schedule regular interdisciplinary case conferences to review the
client's progress, medication adjustments, and any necessary modifications to the
treatment plan.

These case-based discussions illustrate how interdisciplinary collaboration enhances
problem-solving and client care within a substance abuse treatment detox here at Live
Free. By bringing together diverse expertise and perspectives, teams can develop
effective strategies to address complex challenges and provide comprehensive support
to clients.
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INFECTION PREVENTION AND CONTROL

All employees are required to participate in infection prevention and control training on an
annual basis. This study guide is designed to assist in preparing employees to performin a
way that protects patients, employees, students, and visitors from spreading pathogens
and communicable diseases to one another.

Bloodborne Diseases Bloodborne diseases are diseases that are spread by contact with
infected blood and other infectious body fluids.

Transmission of bloodborne pathogens, including HIV, Hepatitis B virus and Hepatitis C
virus, may occur if infectious blood or body fluids contact the mucous membranes of the
eyes, nose, or mouth. They can be transmitted by needlesticks and puncture wounds or
cuts from other contaminated sharps. Non-intact skin also provides a way to contact these
organisms. This is especially true if you have abrasions, cuts, rashes, or burns on your
hands and you touch blood, other potentially infectious materials, or a contaminated
surface with your bare non-intact hands. These pathogens can be present long before the
infected person shows any signs of the disease. Sometimes they are present without the
patient or the employee developing signs of the disease.

Contaminated objects can transmit Hepatitis B, as the virus can live on inanimate objects
for up to four (4) weeks. The HIV virus, however, cannot live outside the body. The
pathogens that cause bloodborne diseases may be presentin:

¢ Blood

¢ Body fluids which has visible blood

e Semen, vaginal secretions, cerebrospinal fluid, synovial fluid, plural fluid, pericardial
fluid, amniotic fluid

¢ Blood tinged saliva in dental procedures unfixed tissue or body organs other than intact
skin

¢ Organ cultures, HIV containing culture media, or similar solutions

¢ Blood, organs, and tissue from experimental animals infected with HIV or HBV

¢ [tems contaminated with any of the above. (An item is considered to be contaminated if it
is, oris being suspected of being, soiled with blood or other infectious materials.) (Only
blood, semen, vaginal secretions, and breast milk have been shown scientifically to
transmit HIV.) Bloodborne pathogens may enter your body in a variety of ways including:

e Through open cuts, nicks, skin abrasions, dermatitis, and acne, as well as the mucous
membranes of your mouth, eyes or nose

* By touching an object soiled with infectious material and then indirectly transferring the
infectious material to your mouth, eyes, nose, or open skin lesion

¢ An accidental injury that results in a puncture or cut of your skin by a sharp object soiled
with infectious material (for example, a needle, knife, broken glass, dental wires, etc.).
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Surfaces such as walls, floors, counters and furniture that are contaminated with
infectious material are a major danger for spreading diseases such as hepatitis B. The
hepatitis B virus can survive on surfaces for up to four (4) weeks. Infectious materials such
as serum or plasma, without visible signs, can soil surfaces and objects. This is why we use
standard housekeeping procedures for cleaning and disinfecting of all equipment and work
surfaces outside of the host and on an environmental surface. Hepatitis B is a much
stronger and more viable virus than HIV.

Some of the bloodborne diseases that healthcare employees can be exposed to on the job
include:

¢ Hepatitis B (HBV)

¢ Hepatitis C (HCV)

* Human Immunodeficiency Virus (HIV), the virus that causes AIDS The most common and
the most contagious of these bloodborne diseases is Hepatitis B (HBV).

The other infection that is becoming of great concern to hospital employees is Hepatitis C
and as in the past human immunodeficiency vims (HIV) that causes AIDS.

Hepatitis B (HBV)

Hepatitis B is an inflammation of the liver that can lead to cirrhosis and death. Hepatitis B
(HBV) is a major risk for health care workers. It is estimated that 1 to 1.25 million persons in
the U.S. have chronic Hepatitis B and are potentially infectious to others. It affects about
8,500 health care workers each year. Studies show the infection rate for Hepatitis B from a
contaminated needle, a common mode of transmission, is as high as one in six. Symptoms
include weakness, fatigue, anorexia, nausea, abdominal pain, jaundice (yellow skin), fever,
headache, vomiting, diarrhea, decreased appetite, and generalized muscle aches.

Hepatitis B vims may be transmitted when a person's mucous membranes or breaks in the
skin are exposed to an infected person's blood, semen, vaginal secretions, or other
potentially infectious materials. Of those who are infected with hepatitis B, 1/3 will have no
signs, 1/3 will have mild, flu-like illness, and 1/3 will have severe symptoms of the illness.

The signs of severe clinical hepatitis B include: jaundice (yellowing of the skin and
eyeballs), dark urine, extreme fatigue, loss of appetite, nausea, abdominal (belly) pain, joint
pain, rash and fever.

The Hepatitis B virus may be spread by sexual or other contact with semen, vaginal
secretions, blood, and other body fluids of an infected person. Hepatitis B can also be
spread from a pregnant woman to her unborn child. Health care workers can control the
spread of Hepatitis B and protect themselves by acting as if EVERY patient they come in
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contact with has the disease. (Remember, 2/3 of infected people either do not have signs
or have signs that can be mistaken for flu!)

By using Standard Precautions, which will be discussed later in this module, health care
workers can protect themselves from illnesses such as Hepatitis B. Using Standard
Precautions and becoming vaccinated is the best way to protect yourself from the Hepatitis
B virus. Employees whose job description requires that they come into contact with blood
and body fluids may consider to have the vaccine. (The Hepatitis B vaccine does not
protect against other bloodborne diseases.) Hepatitis B vaccine is used to immunize
people of all ages against infection caused by all subtypes of Hepatitis B virus. There is no
danger of getting Hepatitis B from the vaccine, because no human substances are used to
make it. At this point, we do not know how long the protection lasts, or whether periodic
booster doses will be needed. Antibody levels that develop from the vaccine drop steadily
over time.

Up to 50% of adults who develop enough antibodies with the vaccine will have low or no
antibody levels 7 years after the vaccination. However, it appears that they still are
protected against infection and clinical disease from the Hepatitis B vims. Human
Immunodeficiency Virus (HIV) A person who is HIV positive (HIV+) is infected with the
human immunodeficiency virus. This virus causes Acquired Immune Deficiency Syndrome
(AIDS). Being HIV+ does not mean that the person has AIDS, or that they will become
seriously ill soon. The virus may be inactive for periods of time, sometimes for several
years. During this time, an infected person may have no signhs of disease.

It is estimated that 36.7 million cases worldwide, 1.1 million cases in the United States and
106,585 in the state of Florida. The HIV virus attacks the immune system. It eventually
affects the body's ability to fight off "opportunistic infections" which are caused by
organisms that usually do not cause disease in people who have healthy immune systems.
People infected with the HIV virus are also more likely to develop contagious diseases such
as tuberculosis, because the immune system is not able to fight them off.

A person infected with HIV may have the following characteristics:

¢ Carry the virus for years without developing any signs

e Suffer from flu-like symptoms of fever, diarrhea and fatigue

* Develop HIV-related illnesses such as nervous system problems, cancer, Pneumonia,
tuberculosis, and opportunistic infection HIV is spread through contact with infected
blood, semen, and vaginal fluids.

HIV is not spread by casual contact such as touching or working around patients who are
infected.

Page 228 of 437



The main behavior that transmits HIV is sexual contact. Vaginal, penile, rectal intercourse,
and/or sharing of needles during L.V. drug abuse also transmit the virus. Occupational
needlestick injuries show the rate of infection, after being stuck with an HIV contaminated
needle, is one in 300. Health care workers can help control the spread of HIV and protect
themselves by acting as if EVERY patient they come in contact with is infected with the
vims. (Remember, patients may carry the virus for years without developing any signs, or
the sighs can be mistaken for other health problems! Early on when an individual is
exposed, and prior to any symptoms, a person is 1,000 times more infectious. Yet when
tested prior to developing antibodies the test will be negative.)

By using Standard Precautions, which will be addressed later in this module, health care
workers can protect themselves from infections such as HIV.

Hepatitis C Virus (HCV)

Hepatitis C Virus is spread mainly through blood transfusions and intravenous drug abuse.
It resembles Hepatitis B in that it attacks the liver. Symptoms of active HCV are milder than
those of HBV - or may not even be present. However, HCV is more likely to cause chronic
carrier state and more likely to lead to cirrhosis, liver cancer, and death.

AIRBORNE DISEASES

Airborne diseases are spread by breathing in air which has droplets or droplet nuclei (5mm
or smaller in size), that can cause airborne disease.

Some examples of airborne diseases include:

* Tuberculosis

¢ Chicken-pox

* Measles

¢ Shingles in a person whose immune system is weak There are many ways to protect staff
and other patients from airborne diseases.

¢ Patients who have airborne diseases will be discharged and/or transferred to another
facility until there are free from the airborne disease.

¢ Staff will be notified any airborne diseases to ensure proper care is given to individual.

Tuberculosis(TB) Tuberculosis

(TB) is an infectious disease that occurs most often in the lung. TB is a serious and growing
threat to everyone. Some TB infections are treatable with drugs. There are strains of the
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disease that are resistant to most drugs now available. Although anyone can get TB, there
are some groups that are at a greater risk than others. These high-risk groups include: low
socio-economic levels without a strong social support system, the homeless, the elderly,
those who live in nursing or retirement homes, IV drug users, migrant workers, and those
who live in areas where the disease is common.

In addition to a positive TB skin test the patient may have one or more of the following
symptoms if infected with TB:

* Productive cough

¢ Coughing up blood
* Fever and chills

¢ Night sweats

* Recent weight loss

Patients who are HIV (AIDS) infected may have TB without showing these typical signs. TB is
most commonly spread by breathing in the airborne droplet nuclei <5 microns. Organisms
transmitted in this matter can be suspended in air for long periods of time and can be
dispensed in air currents. An important way to control the spread of tuberculosis is to find
out early who has been exposed to the disease. Persons can have a positive tuberculosis
skin test (PPD) without being infectious with TB. Headrest employees are required to have a
tuberculin skin test or chest x-ray prior at time of pre-employment health screening.

Any client suspected of having tuberculosis should be put on air-born precautions right
away and be prepared for transfer to a medical facility for further evaluation and/or
treatment.

Droplet Precautions

Droplet transmission involves contact of the conjunctivae or the mucous membranes of
the nose or mouth of a susceptible person with large particle droplets (5mm or larger in
size). Droplets are generated from the person primarily during coughing, sneezing, or
talking. Droplets usually travel short distances of 3 ft. or less.

Diseases that are spread by droplets include:
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¢ Invasive Haemophilus influenza type b disease, including meningitis, pneumonia,
epiglottis and sepsis ® Invasive Neisseria meningitides disease, including meningitis,
pneumonia, epiglottitis and sepsis

¢ Diphtheria (pharyngeal)

¢ Mycoplasma pneumonia

¢ Pertussis

* Pneumonic plague

e Streptococcal pharyngitis, pneumonia, or scarlet fever in infants and young children
* Adenovirus

¢ Influenza

* Mumps

* Parvovirus

* Rubella

EXPOSURE CONTROL PLAN

The Occupational Safety and Health Act (OSHA) defines occupational exposure as
"reasonably anticipated skin, eye, mucous membrane, or parenteral [piercing the skin]
contact with blood or other potentially infectious materials that may result from the
performance of an employee's duties.” The OSHA regulations require the organization to
develop an Exposure Control Plan and to make it available to all employees.

The Exposure Control Plan is in the Infection Prevention and Control Manual and the planiis
available to all employees. Be sure to read the Exposure Control Plan. It has important
information that will help you protect yourself from getting diseases that you might be
exposed to because of your work. The Exposure Control Plan lists tasks and procedures,
which could cause you to be exposed to infectious diseases. Let this list serve as a
reminder for you to protect yourself when doing these tasks or procedures. Because we do
not always know what diseases or pathogens a patient may have, we need to learn to lower
our risk and protect ourselves. We need to act as if EVERY patient has an infectious disease
such as hepatitis, malaria, syphilis, and HIV/AIDS. (This behavior is part of Standard
Precaution, which is discussed in detail later in this module.) Itis harmful and may be life
threatening not to protect ourselves from these diseases or pathogens.

There is no way to tell with certainty that any person is free of Bloodborne disease. Any
person can be infected without being aware of the infection. The infected person may not
have any signs or symptoms of disease. We cannot make safe judgements about absence
of infection by appearance, age, sex, socioeconomic level, or any other factor. The best way
for health care workers to protect themselves from exposure to bloodborne infections is to
treat ALL patients as if they were infected with Hepatitis B, Hepatitis C, HIV, or other
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bloodborne diseases. Some major ways to reduce the risk of exposure to bloodborne
organisms on the job are:

Engineering Controls

Engineering controls are physical or mechanical systems designed to stop hazards before
they start. Examples of engineering controls are: self-sheathing needles, bio-safety bags,
sharps disposal containers, appropriate hand washing facilities.

Personal Protective Equipment(PPE)

Personal Protective Equipment is intended to protect you from contact with possible
infectious materials. Examples of such equipment include: gloves, masks, protective eye
wear, fluid resistant gowns, resuscitation bags and other resuscitation devices.

To be effective, personal protective equipment must be fluid resistant and help prevent
blood or other potentially infectious materials from passing through to the employee's work
clothes, street clothes, undergarments, skin, eyes, mouth, and other mucous membranes.
This protection should be effective under normal conditions of use for the length of time for
which it will be used.

Some general guidelines for selection and use of protective equipment are:

* The employee must be taught to use it properly.

* Appropriate protective equipment must be used each time a task is done.

* The equipment must be free of flaws that would make it unsafe.

¢ Gloves must fit properly.

e If infectious materials go through the protective equipment, remove it as soon as
possible and wash the exposed intact skin surface with an antimicrobial soap for 10
minutes.

* When the task is complete, remove all protective equipment and place itin the
appropriate place or container for washing, decontamination, or disposal.

Once personal protective equipment has been used, it must be properly disposed of.
Disposable items (for example gloves, masks, fluid resistant gowns,) should be handled as
follows:

e [f items are visibly contaminated and could cause dripping with blood or other body
fluids, they are disposed of in red plastic bags for medical service waste disposal.

e [fitems are not contaminated and cannot cause dripping, splattering or splashing, they
are disposed of in regular trash.

HOUSEKEEPING PRACTICES
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* When cleaning up broken glass, do not pick it up with gloves or bare hands. Use tongs or
a brush and dust pan.

¢ Spill kits may be used for blood and body fluid spills.

¢ Do not place contaminated laundry on the floor. Handle contaminated laundry as little as
possible. Do not hold up to the body. Place all contaminated laundry in blue laundry bags.
¢ Place ALL sharp items in a sharp’s container.

¢ Clean up contaminated areas first with soap and water (while wearing PPE) follow with a
EPA registered disinfectant or a fresh solution of 5.25% of sodium hypochlorite mixed 1:10
with water.

¢ All bio-medical waste will be placed in red bags that have a biohazard symbol on it. Red
bags will be located for disposal in various locations.

Sharps container must be properly closed when line indicates FULL, for pick-up.

EMPLOYEE WORK PRACTICES

Employee work practices are specific procedures that are aimed at reducing the chances
of exposure to infectious material. Examples of employee work practices are:

Handwashing: Comply with current CDC hand hygiene guidelines in order to reduce the
risk of healthcare acquired infections.

The generally accepted correct handwashing time and method is a 10-15 seconds vigorous
rubbing together of all soapy surfaces followed by rinsing in a flowing stream of water. If
hands are visibly soiled, more time may be required. Handwashing should occur after every
patient contact, each time gloves are removed, and when skin or mucous membranes
come in direct contact with blood or other body fluids. Handwash with an antimicrobial
soap or flush eyes and mucous membranes immediately with water for 10 minutes in the
event direct contact with blood or other body fluids. Purell handwashing stations are
available on each unit.

Needlesticks: Avoiding injuries from needlesticks and other sharps: use only safe needle

devices, do not bend, hand-recap, shear or break contaminated needles or other sharps;
and dispose of sharps promptly in puncture-resistant, leak-proof containers.

Personal hygiene: Do not eat, drink, smoke, apply cosmetics or lip balm, or handle

contact lenses, where you may be exposed to potentially infectious materials; avoid
petroleum-based lubricants that may "eat" through latex gloves; do not keep food or drinks
in refrigerator, freezers, cabinets, or on shelves, counter tops or bench tops where possible
infectious materials may be present.

STANDARD PRECAUTIONS
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Standard Precautions are meant to protect workers from biohazards and is inclusive of
Body Substance Isolation and Universal Precautions. Headrest has adopted Standard
Precautions as its isolation technique for all patient care that is based on the idea that
"Anything that's wet and not yours is potentially infectious!"

Three basic principles apply in Standard Precautions:

1) Strict hand washing technique is used in all cases of contact with patients, blood/body
fluids, secretions, excretions and contaminated items. Wash hands after removing gloves.

2) Contaminated needles and sharps are handled and disposed of according to policy and
procedure.

3) Personal protective equipment that is adequate and appropriate is used. The type of
protective equipment appropriate for a given task depends on the expected exposure.

* If you expect to be splashed, sprayed, or spattered with droplets of infectious material,
use a mask, eye protection, and fluid resistant gown, gloves.

SIGNS AND LABELS The universal biohazard symbol shown below is used on all
containers of medical waste, refrigerators, and freezers that hold blood or other infectious

material. There are several ways to warn that a piece of equipment or material is
contaminated or possibly contaminated. You can attach a biohazard symbol or a warning
label, or putitin a red bag or red container. Also, you should always treat all blue bagged
linen as contaminated.

W/
BIOHAZARD

EXPOSURE INCIDENTS

When an employee is exposed to blood or potentially infectious body fluids the employee
should: ¢ Remove all contaminated clothing as soon as possible (The employee's
supervisor will provide alternate clothing).

¢ Immediately wash or flush contaminated skin with antimicrobial soap and water for 10
minutes. If you obtained a needlestick squeeze/milk the area of blood and then wash for 10
minutes.
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* Employees are responsible for reporting incidents to their supervisors immediately after
they happen and reporting to Employee Health immediately.

* You and the source will be tested for HIV, HBV after the consents and counseling is
completed.

¢ You will be seen by the workmen's compensation physician for an evaluation and any
treatment. You will receive a written opinion in 15 days.

¢ The protocol that will be followed is detailed in the exposure control plan.

REPORTING EMPLOYEE SIGNS OF DISEASE

Employees who have any of the following signs of disease should contact the Clinical
and/or Executive Director of Headrest: eye infection (conjunctivitis); signs of respiratory
illness; skin rashes, open lesions, cold sores; recent exposure to chickenpox, mumps,
measles, whooping cough; cast, and/or bandages that prevent effective hand washing.
Employees who feel that they are infectious or who are too sick to work are encouraged not
to come to work.
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INFECTION PREVENTION AND CONTROL TEST

1. What type of personal protective equipment (PPE) is needed when performing a task
when touching of human blood/body fluid may occur?

a. GloveD

b. Mask Goggle

c. Gowns

d. All the above

2. What is the correct response to clean up a spill containing blood/body fluids?
a. Call your supervis

b. Call 91}

c. Put on gloves, wipe up spill (utilize spill kit_ then disinfect with an EPA registered
disinfectant and/or a 1:10 sodil___hypochlorite (bleach)

3. The best way to protect yourself from Hepatitis B is to be vaccinated and utilize Standard
Precautions with all patients.

TRUE FALSE

4. Good handwashing techniques keep you from transferring contamination to other areas
of your body or the environment.

TRUE FALSE

5. Every time you remove your gloves you must wash your hands with soap and running
water.

TRUE FALSE

6. Never pick up broken glass with your hands. Use tongs or a brush and dust pan.
TRUE FALSE

7. Blood is the only body fluid that can carry blood-borne diseases.

TRUE FALSE

8. HIV can live on inanimate objects for up to 4 weeks.

TRUE FALSE

Page 236 of 437



(Infection Prevention and Control Test Continued)

9. Hepatitis B virus (HBV) hand Human Immunodeficiency virus (HIV) are spread through:
a. Casual contact or contact with toilet seats, doorknobs, etc.

b. Exposure to blood/body fluids by percutaneous exposure (needlesticks) and/or mucous
membrane (mouth or eye) exposures.

10. Any task that involves human blood/body fluid, tissues and/or a needle or sharp
contaminated with human blood/body fluids is a task where there is a chance of exposure
toHB| RHIV

TRUE FALSE

11. Standard Precautions are utilized based on the premise that any contact with human
blood/body fluids is potential infectious risk.

TRUE FALSE

Your Name
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ETHICAL DECISION MAKING TRAINING FOR CRISIS COUNSELORS

Ethical decision making for crisis counselors consists of ten steps:

(1) Identify the ethical concern within the context of the disaster

(2) Consider personal (crisis counselor’s) beliefs and values, skills and knowledge
(3) Identify the code(s) of ethics involved

(4) Determine possible ethical traps

(5) Frame a preliminary response

(6) Consider the consequences

(7) Prepare an ethical resolution

(8) Get feedback/consultation from other crisis counselors

(9) Take action

(10) Review the outcome.

Step 1- Identify the ethical concern within the context of the disaster.

During this step, the crisis counselor identifies an ethical dilemma that s/he is faced with,
which might be unique to the disaster event (e.g., location, duration, magnitude). It also
would involve providing crisis counseling in this or another state or country, with diverse
cultures, religious/spiritual values, etc.

Example: A crisis counselor receives a phone call from Russia, subsequent to a terrorist
attack and the death of many Russian civilians (children, women, and men). You have
overheard one of the other crisis counselors requesting that the survivors who received
crisis counseling make themselves available to tell their story on video. According to this
crisis counselor, the video tapes would be used by the relief organization to encourage
donations for the people affected by the terrorist attack. One of the local women started
crying and asked not to be recorded when telling her story. Our potential callers/clients
have the right to refuse the use of their calls/recordings for any reason they chose.
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Step 2- Consider personal (the crisis counselor’s) self, beliefs and values, skills and
knowledge.

During this stage, the crisis counselor needs to assess the

(a) self - does s/he have the ability to deal with his/her own stress and internal conflict as well as
his/her emotions so that s/he can be calm, and is able to focus and be action oriented

(b) beliefs and values - about him/herself, others, the world and religious/spiritual values to see
that they do not interfere with their ethical decision making process

(c) skills and knowledge - having the crisis counseling and crisis management skills needed to meet
the needs of the disaster affected individual, family and community.

Example: The crisis counselor, being aware of the importance of relief organizations
procuring donations, felt upset that these survivors were being used to get funding, rather
than to meet their needs.

Step 3- Identify the code(s) of ethics involved.

During this step, the crisis counselor identifies the code(s) that applies to this ethical
dilemma. Familiarity with the ACA Code of Ethics is important in this step. If a copy of the
ACA Code of Ethics is available, it might also serve as an additional resource to identify the
codes impacted.

Example: the ACA Code of Ethics clearly states: A.1.a. Primary Responsibility — The
primary responsibility of counselors is to respect the dignity and to promote the welfare of
clients (APA, p. 3). B.1.b. Respect for Privacy — Counselors respect client rights to privacy.
Counselors solicit private information from clients only when it is beneficial to the
counseling process (ACA, p. 7). C.1 Knowledge of Standards — Counselors have a
responsibility to read, understand, and follow the ACA Code of Ethics and adhere to
applicable laws and regulations (ACA, p. 9). C.3.b. Testimonial - Counselors who use
testimonials do not solicit them from current clients nor former clients nor any other
persons who may be vulnerable to undue influence (ACA, p. 10).

Step 4- Determine possible ethical traps.

There are several traps that crisis counselors might struggle with and need to assess, to
assure that they are not interfering with ethical decision making:

(a) the common objectivity trap - is s/he (the crisis counselor) overidentifying or over-
invested with the trauma affected person, family, community?

(b) the value trap - the crisis counselor’s personal values about who should be served
(e.g., children over adults, young adults over the elderly, etc.) how to provide services
(using the same services regardless of the needs of the disaster affected individual, family
, community), (c) the circumstantiality’s trap - the belief that crisis counseling is a unique
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circumstance (e.g., magnitude of the disaster, lack of resources and support services,
functioning in another country, etc.) and traditional values and practices do not need to be
followed (d) the traditional trap - historically s/he (the crisis counselor) has not done it that way
before (e.g., in previous disasters, or in the office, etc.)

(e) the role trap - functioning outside their role as crisis counselor (e.g. | know how to do Eye
Movement Desensitization and Reprocessing [EMDR], so | can do more than crisis counseling here,
etc.) and beyond their skill level (e.g., | have never been trained in Critical Incident Stress Debriefing
[CISD], but | have read about it, and | can learn as | go along, etc.); (f) the “that’s what we do in the
USA” trap - providing services using American frame of reference rather than looking at the
cultural, historical, ecological, etc., setting

(g) the who will benefit trap - limiting the services to those that the crisis counselor perceives as
benefitting and being deserving of crisis counseling, such as women and children versus soldiers;
and (h) the vicarious trauma trap - the perception that what s/he (crisis counselor) is doing is not
making any difference, is not helpful.

Example: The crisis counselor assessed the different ethical traps and decided that
providing crisis counseling in Russia does not justify video taping survivors who did not
want to be video taped, and justifying such behavior with public donations allowing
additionalteams to be deployed in the future.

Step 5- Frame a preliminary response.

After having identified the crisis counselor’s personal self, skills, and knowledge as well as
personal beliefs and values, in addition to having identified the ACA Code(s) of Ethics that
apply to the ethical traps, s/he (crisis counselor) will develop a preliminary response for
how to deal with the situation.

Example: The crisis counselor believed that it was her responsibility to talk with the other
two crisis counselors and remind them that their expectations of survivors did not follow
the ACA Code of Ethics.

Step 6- Consider the consequences.

During this step, the crisis counselor is to assess, using an eco-systemic view, what
consequences the preliminary ethical decision might have, i.e., if there are any possible
adverse reactions for the individual, family, and/or community affected by the disaster.

Focus also needs to be upon determining what consequences the preliminary ethical
decision might put upon the crisis counselor and/or other crisis counselors and/or first
responders.

Example: The crisis counselor realized that addressing her ethical concerns with the other
two crisis counselors might result in difficulty in working together and in delivering quality
services.
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Step 7- Prepare an ethical resolution.

After all consequences have been assessed and the crisis counselor has determined that
the consequences from his/her ethical decision making are in the best interest of the
disaster affected individual, family, and community, as well as within the skill and
knowledge level of the crisis counselor and appropriate for the disaster affected country,
s/he prepares the ethical resolution.

Example: The crisis counselor concluded that her decision to talk with the other two crisis
counselors was in the best interest of the terrorist affected Russian survivors.

Step 8- Get feedback/consultation from other crisis counselor(s).

Following the ethical resolution, the crisis counselor communicates his/her decision to
his/her fellow crisis counselors and if appropriate, consults with local
agencies/organizations that they are in partnership with. In addition, they might also
choose to consult with the relief organization that deployed them to the disaster. At
Headrest, you will always debrief with a Clinical Director after having to call 911 for any
client calling the hotline. However, it is important to know that you are supported by your
team and immediate supervisor before making a decision. You are not alone.

Example: Since no other crisis counselors were accessible to the crisis counselor other
than the two who had engaged in the recording/video taping for donation practice, she
contacted her own relief organization, who agreed with her, and voiced concerns about the
situation.

Step 9- Take action.

If no concerns were raised after the crisis counselor’s consultation, she/he will act
according to the ethical decision made.

Example: The crisis counselor requested a meeting with the other two crisis counselors,
and reported her concern and the consultation she had engaged in before setting up this
meeting. The crisis counselors’ response was to be open to the feedback, thanked the
crisis counselor for reminding them of their code of ethics and then said: “We didn’t know,
and we never would have done this in the USA, but it seems different in Russia, especially,
since Russia has no established code of ethics for counselors/mental health
professionals.”

Step 10- Review the outcome.

After the crisis counselor has acted on the ethical decision, she/he needs to assess/review
the outcome of the decision, with a desire to learn from the process and improve future
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ethical decision making. This process also includes getting feedback or reviewing the
impact of the ethical decision on the disaster affected individuals, families and the
community. Information should also be gathered from the local agencies/organizations
they are in partnership with, as well as their relief organization. This review will be
important to the crisis counselor, as well as other crisis counselors, allowing for lessons
learned at the disaster site, and can be something passed on to other crisis counselors at
their own and other relief organizations.

Example: The crisis counselor reported feeling good about the other two crisis counselors’
responses to her feedback. She was surprised that they chose not to use their ACA Code of
Ethics to guide them in their work as crisis counselors in another country. She did report
that she felt good about the process and outcome and will address ethical concerns in the
future using the ethical decision making model.

Summary

Itis important to remember that crisis counselors should be guided by the ACA Code of
Ethics as they respond to disasters, and often faced with complex and unique ethical
challenges. However, the ACA Code of Ethics cannot guarantee ethical behavior.

Moreover, the Code cannot resolve all ethical issues encountered by the crisis counselor
or capture the complexity involved in doing crisis counseling during and immediately after
disasters while striving to make responsible choices. Rather, the ACA Code of Ethics sets
forth ethical principles, standards and values to which crisis counselors aspire and by
which their actions while doing crisis counseling can be judged, making an ethical decision
model for crisis counselors essential.

Ideas and Research You Can Use: VISTAS 2010 6 Conclusion This ten step model is
expected to be of help to crisis counselors as they work during and after disaster
situations. This is not an easy task, as disasters are characterized by rapid change and
a high degree of uncertainty. The implications of crisis counselors using this ethical
decision making model is a standard of conduct and service delivery which is in the
best interest of the disaster affected individuals, families and communities on the
local, national and international level.

References American Counseling Association. (2005). ACA Code of Ethics. Alexandria, VA:
Author. Bronfenbrenner, U. (1987). Ecology of the family as a context for human
development: Research perspectives. Developmental Psychology, 22(6), 723-742.
Washington, DC: American Psychological Association
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CRISIS COUNSELOR ETHICAL DECISION-MAKING QUIZ

Instructions: Please Circle Your Answer (True or False) to the following statements.

1. Before offering advice to a caller in crisis, | should consider my own ethical values,
beliefs and knowledge around their specific situation.

TRUE FALSE

2. Itis a bad idea for me to seek consult with other hotline counselors before making
important decisions or outside referrals.

TRUE  FALSE

3. I should not have to consider the callers culture, geographic location, or ethnic
background when offering advice or solution.

TRUE  FALSE

4. When making an ethical decision, | should consider the client (caller), the family, and
the community.

TRUE  FALSE

5. According to the ACA code of Ethics; Primary Responsibility — The primary responsibility
of counselors is to respect the dignity and to promote the welfare of clients.
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TRUE  FALSE

6. We do not have to follow up on outcomes or decisions made. All callers/clients should
follow our suggestions and we hope for the best.

TRUE  FALSE

7. The ACA cannot guarantee ethical behavior.

TRUE FALSE

8. One of the Ethical traps a hotline counselor should be careful not to fall into is called the
Traditional Trap — “We have always done it this way before”

TRUE  FALSE

9. We must always consider the consequence of our advice/suggestions/referrals to our
callers or potential clients.

TRUE FALSE

10. Ethics can be defined as moral principles that govern a person's behavior or the conducting of
an activity

TRUE FALSE

Staff Signature: Date:

Supervisor Signatrue: Date:
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Unigue Needs of Persons Served Training

Note: This training is an overview of working with individuals with

unique needs. It is intended to provide a basic understanding of how to
work with people who have a variety of unique needs and the challenges
associated with special needs.

Appropriate procedures and practices that are in accordance with federal
and nationally recognized guidelines regarding working with people who
have unique needs provide the foundation for offering appropriate
services for persons served.

Please read through this brief overview about individuals with unique
needs. After completing this overview, complete the questionnaire that
follows.

This questionnaire will provide an opportunity for you to test your
knowledge regarding working with people with unique needs and is
intended to improve your ability to conduct services in a professional
manner.

Individuals with Special Needs Overview

When working with people who have unique needs one must consider a
wide variety of physical or medical challenges. Staff education in the
field has become vital in the quest to provide quality services. Staff
attitudes and perceptions of individuals receiving services can either
assist or hinder the process. Lack of awareness from staff regarding
individuals who have unique needs including physical disabilities and
medical conditions may be a detriment to the treatment processes.

Individuals seeking a variety of services may be embarrassed, might be
depressed, angry or confused, and may easily walk away from services
because of inefficient or judgmental treatment by staff. The demeanor of
staff should include respect for the client and verbal comments should
be carefully presented so as not to negate the process. When providing
services for people with unique needs it may be necessary to include a
wide variety of community and medical resources.

Unique physical needs

Hearing loss is one of the most prevalent chronic conditions in the United States and
affects millions of people. People who have hearing loss may be embarrassed about
their condition and pretend to hear or understand something they don’t. They may find it
difficult or be unable to converse over the phone and be unable to follow conversations
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when there are two or more people talking. When working with a person who
experiences hearing loss you should always face them when speaking to

them and do not chew gum or hide your mouth. The person should be

seated away from sources of environmental noise such as the air conditioner or fan. Do
not seat the individual facing bright lights or windows where a glare will make it difficult
to see the faces of others.

Use visual aids if possible, including key words that are written or picture symbols and
keep paper and pencil handy for the person to use if needed. Use facial expressions or
gestures to give useful clues or cues.

To get someone’s attention you might touch them lightly on the shoulder or wave your
hand.

Never touch someone who has already indicated they do not wish to be touched.
Repeat yourself if necessary and be patient, positive and relaxed. If there is an
interpreter speak to the individual and not the interpreter. If the person uses an assisted
hearing device ensure that it is present and working. Assistive hearing devices often
pick up background noises so minimize environmental noises.

Working with an individual who is visually impaired can feel awkward
and many are unfamiliar with how to provide services in an efficient way.
Following some general tips can make assistance more comfortable for
both staff and the individual with vision challenges. Talk to the

individual in a normal tone of voice. Many staff members mistakenly
speak louder than normal. Accept what the person can do without
calling undue attention to it, such as dialing a phone, using a watch to
tell time, or signing their name.

When offering assistance to an individual who is visually impaired speak to them
directly. Identify yourself to the individual so they know of your presence and be sure to
tell the person who else is present in the room. Offer help but never

assume they need assistance. When assisting an individual who is

visually impaired to move to another location allow them to take your

arm.

Do not grab their arm as you might startle or frighten them, and

always avoid unnecessary touching of the individual. Walk at a normal

pace but pause when stepping up or down or give them verbal prompts.

It may help to walk half a step ahead of the person with visual impairment and increase
that distance when going up or down stairs.

Always tell the person when you are coming to steps and whether they are descending
or ascending. Go in front of the person when entering doors or narrow passages as they
are more likely to run into door frames when they go ahead of you. If it is necessary for
the person with vision impairment to move to the left or right in order to avoid something
tell them quietly and never push them. Tell the person when you are coming to
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something that they might trip over. Never leave a person who is blind in an open area,
lead them to the side of the room or to a chair. When assisting them to a chair simply
place their hand on the back or arm of

the chair. If you have to leave the person for a moment, tell them you

are leaving so that they know you are no longer there. Some individuals

with visual impairment use assistive devices. A magnifier, special lighting, or a larger
font on paperwork can be utilized for someone who is

partially visually challenged. A white cane might be utilized for effective

mobility. A service animal such as a guide dog may be used to help a

person with more severe visual impairment be independently mobile. If

there is a service animal present do not pet the animal or feed the

animal.

When working with someone who uses a wheelchair for mobility it is important to
consider what the person feels like when everyone around them is standing. It can be
uncomfortable to have to look up for extended periods of time and can create anxiety
when staff and others hover over the person.

Staff should be seated when working with a person using a wheelchair. Never assume
the person needs your help in moving the wheelchair, many people are completely
mobile in their chair

without assistance. If it is necessary for you to assist the person, grip the wheelchair
firmly and lean into the wheelchair to begin movement. Move slowly and steadily being
careful of any bumps or changes in surface. Never tilt a wheelchair with someone in it
without alerting the individual, and never lift a wheelchair off of the ground completely
with someone seated in the chair. Never tilt a motorized wheelchair as it may damage
the chair and the person could fall over.

When working with someone who has a medical diagnosis such as Hepatitis or
HIV/AIDS it is important to understand the condition and the possible risks. The better
educated staff members are, the more likely they will take precautions necessary and
avoid unnecessary stereotypical thinking regarding the medical diagnosis. When
possible communicable diseases are present staff should be educated on all safety
protocols for body fluid clean up, specimen collections, and prevention/control of
communicable disease.

You should always use all personal protective equipment that has been provided to you.
You should always refer to your agency’s policies and procedures regarding

universal precautions and take the initiative to attend all training related to safety.
Universal precautions include a staff perception that all body fluid is suspect and should
be treated accordingly regardless of whether information confirming communicable
disease is present or not, which will eliminate any tendency to treat a client differently
than any other client.

Summary

With proper education staff will provide effective quality services to individuals who
experience unique needs. Staff should always refer to company policy and procedure
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and any regulations provided while utilizing techniques in the professional provision of
services. The strategies listed above should never take to place of any individualized
plan that has already been created for a specific individual.

Unique Needs of Persons Served Questionnaire
Please answer the following questions by selecting the most appropriate letter or
respond to the
statements by selecting yes or no following the question/statement.

1. Hearing loss is a unique physical need that affects many people and speaking loudly
with clients should be standard procedure for all staff.

__Yes _No
2. When working with a client who has hearing loss you should:

a. Always face the person when speaking to them.

b. Face the person toward the window so they can see you.
c. Speak directly to the person even if there is an interpreter.
d. Both Aand C.

3. A person who experiences vision impairment should always have a representative
who

will sign paperwork and explain written documents.

__Yes No

4. When providing services for a person who is vision impaired you should:

a. Make sure there is water and food for their service animal.

b. Always take the person by the hand when moving from one location to another.

c. Always identify your presence in the room and speak to them directly.

d. All of the above.

5. It is acceptable to lift a wheelchair over a curb if 2 or more staff members are present.
__Yes _No

6. A person is being served by your agency and has been determined to be HIV
positive.

You should take extra precautions for someone who has tested positive for HIV.

__Yes _No

NAME: DATE:
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Rights of the Person Served Training®© 1

Note: This training is an overview of rights of the person served within a human service
setting. It is intended to provide a basic understanding of guidelines and practices for all
employees and meet the CARF accreditation standards for training for all employees. Itis
not intended to be a substitute for

competency-based training requirements. Please read through this brief overview on Rights
of the Person Served.

After completing this overview, complete the questionnaire that follows. This questionnaire
will provide several scenarios that can occur in organizations in the area of Rights of the
Person Served and are intended to improve your ability to conduct services in a manner
that respects the basic rights of those you serve.

Rights of the Person Served Overview

Explicit policies and procedures in the area of basic rights of the persons, who are served
by human service organizations, are the foundation for protecting persons against abuse or
mistreatment by organizations or persons acting for the organization. The majority of
persons who enter human service organizations are receiving treatment or assistance for
conditions that may increase their vulnerability to potential abuse or behavior that may not
be in the best interest of the person served. Most states have specific legal and regulatory
guidelines in the areas of the rights and responsibilities of the person served.

Recent federal regulations (the Health Insurance Portability and Accountability Act (HIPPA)
have strengthened the rights of consumers of health care services through a federal
mandate. Many human service organizations also belong to associations that develop
rights that are specific to certain areas of providing services. Overall “rights” provide basic
guidelines through which persons and organization scan measure and monitor the level of
how people are treated throughout the provision of services.

Organizations that are attempting to become CARF accredited, or who are maintaining
CARF accreditation, are required to adhere to a specific set of guidelines and standards
regarding the rights of persons served. These are usually in addition to other regulatory
requirements in the area of “rights” and many times cover some of the same areas.

This tutorial will provide a brief overview of the CARF “Rights of the Persons Served”, as an
introduction to the standards of practice in this area.
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RIGHTS OF THE PERSONS SERVED

A standard right of all human service organizations is the right to consent for treatment. All
persons entering your organization for assistance should give their consent for treatment
prior to any services/interventions being provided. When gaining consent, there should be
a full explanation of the type of services to be provided and the possible risks involved.

In an emergency situation that is life threatening, consent can be obtained following the
resolution of the immediate crisis. All persons have the right to be involved in all aspects of
their service planning.

Service planning should not be provided in a “one size fits all” manner, although many of
the services an organization provides will apply to all participants. If some goals apply to all
participants, the individual’s strengths, abilities, needs, and preferences should be taken
into account regarding the application of the goals and the interventions and practices
used.

All persons also have the right to receive services in a manner that is responsive to each
person’s unique characteristics, needs, and abilities. It is important that each person’s
individual characteristics be recognized and respected.

Each person participating in services has the right to know how their records may be
reviewed. Access may be through a review with a professional staff member, or with a
designated third party advocate who possesses adequate skills and knowledge to conduct
a review with a client. Some records, such as an individual plan, progress notes, or
transition plan may be open and available for review at any time.

An organization’s policies and procedures should provide the levels and procedures of
record review. All persons have the right to be treated free from any type of abuse. Physical
punishment, threatening behavior, or exploitation of persons in any manner is a violation of
the right to be free from abuse. A verbal comment that references a sexual act is
considered an abuse of rights. Any exploitation of persons served for financial gain is also
not appropriate.

All persons entering your services should have the right to express his or her preferences
regarding choice of a service provider, regardless of whether the system can offer a choice
or not in some situations. Any crisis intervention procedure, including seclusion or
restraint, is required to have explicit policy and procedures in place protecting the person
served should a crisis occur. All persons entering services have a right to know if seclusion
and/or restraint is used by the organization, even if it is used on an emergency basis only.

All persons served have the right to know the guidelines regarding confidentiality within the
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organization. The use of an authorization/release of information request should be
explained in detail and follow specific regulatory guidelines at all times.
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Rights of the Person Served Questionnaire (1)
Please answer the following questions by circling yes or no.

1. Your organization employs three male counselors. A client enters your organization and
is upset

because she requested a female counselor and was assigned a male counselor. Were her
rights

violated?
YES NO

2. A person enters your organization in crisis. After a quick assessment, a nurse or
counselor assists

the person with the identified problem through a brief intervention. Following the crisis a
full

assessment is provided and the client signs consent to be treated. Was this person’s rights
violated by not signing a consent for treatment prior to the initial brief intervention?

YES NO

3. A staff member in your organization wants to help out several clients who are not able to

purchase sodas and treats due to lack of funds. She organizes an outing and takes three
clients to her house to rake leaves and pays them $5 each for several hours of work. The
clients are very appreciative and enjoyed the outing and can now buy sodas for the week.
Were these client’s rights violated?

YES NO

4. Several staff members are talking in a hallway about a movie they saw the previous
evening. The discussion involves a description of some explicit sexual scenes that were in
the movie. Clients are in a classroom waiting for a class and overhear much of the
conversation. Have the client’s rights been violated?

YES NO

5. Each person who enters your organization is given a standardized sheet that indicates
the goals and specific objectives that have to successfully completed in order succeed in
the program. All the goals and objectives are based on the latest research and are proven to
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be effective in significantly improving the quality of life of those who participate. Each client
signs a consent form, freely agreeing to the standardized goals and objectives that are
stated. Is this process a violation of the client’s rights?

YES NO

Name: Date:
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CONFIDENTIALITY AND HIPAA
COURSE OUTLINE:

Section 1: Introduction

a) Course Contributors

b) About This Course

c) Learning Objectives

Section 2: Confidential Information

a) Genna and Paul’s Flub

b) What Is Confidentiality?

c) Confidential Information

d) Protected Health Information

e) Confidential Information Review

f) Who is Liable?

g) Breach Notification

h) Tiered Penalties

Section 3: HIPAA Privacy Rule

a) Privacy Rule

b) Patient Authorization/Consent under the HIPAA Privacy Rule
c) State Laws

d) HIPAA Privacy Rule and Preemption
e) An Example of Preemption

f) HIPAA Privacy Rule Review

Section 4: The Minimum Necessary Rule
a) What Does it Mean?

b) Exceptions to the Minimum Necessary Rule
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c) Minimum Necessary Rule Review

d) Section Summary

Section 5: Notice of Privacy Practices

a) What Is Included in the Notice of Privacy Practices?
b) The HIPAA Mega Rule

Section 6: Client Rights and Release of Information
a) Client Rights

b) Release of Information Authorization Form

c) Release of Information Form

d) Client Rights and Release of Information Review
e) Client Rights Review

Section 7: Electronic and Mobile Devices and HIPAA
a) Technology and the Risk of Disclosure

b) Electronic and Mobile Devices Review

Section 8: Best Practices and Review

a) Being Familiar with Terms

b) Best Practices for Privacy and Security

Section 9: Conclusion

a) Summary

b) References

Section 1: Introduction

Course Contributors

This course was written by Amira Samuel, J.D. Ms. Samuel is a trial attorney in New York

City. In her practice, Ms. Samuel focuses on making the law and legal concepts accessible

to her clients while advising them on their rights and responsibilities. Ms. Samuelis a

graduate of the Benjamin N. Cardozo School of Law, a graduate of the University of

California at Santa Cruz, and a Certified Mediator with the New York Peace Institute.
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The course was reviewed by Lisa Clark, J.D. Ms. Clark is a 1989 graduate of the University of
Pennsylvania Law School and has received her Master’s and undergraduate degrees from
Harvard Divinity School and Yale University, respectively. Ms. Clark practices in the area of
health care law with an emphasis on hospital representation, Medicaid, managed care
contracting, and general regulatory compliance including licensure, accreditation, and
certification. She has additional experience with quality of care and pay for performance,

HIPAA, EMTALA, and general regulatory compliance. Ms. Clark is a frequent speaker on
health care regulatory matters.

Additional information about the 2013 HIPAA Mega Rule was added in consultation with

Rebecca Reynolds, EdD, RHIA, Associate Professor Chair of Health Informatics and
Information Management at the University of Tennessee Health Science Center.

About This Course Consumers entrust professionals with very personal information and
the government has enacted stringent laws to protect the information consumers reveal.
The consequences of revealing personal consumer information, even inadvertently, can be
severe. This course is designed to provide basic information regarding the principles of
confidentiality along with specific information related to the Health Insurance Portability
and Accountability Act (HIPAA) governing privacy and security and include updated
information about the HIPAA mega rule that went into effect in March 2013. In this training,
you will learn what confidentiality is and what HIPAA requires of mental health
professionals like you. This course will specifically define what personal health information
is, the ways in which this information must be protected, and best practices for
maintaining client confidentiality. A variety of practice questions throughout the course will
give you an opportunity to think critically about the topics covered and apply what you have
learned. This course is designed for mental health professionals at all levels.

NOTE: This course is not intended as legal advice for any individual provider or situation. If
you, please review the resources listed in the references section of this course and consult
with your company’s legal and compliance team.
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Section 2: Confidential Information
Genna and Paul’s Flub

Genna and Paul are mental health providers at the Bright Project. Genna has been
supervising Paul and co-counseling Mila, who has been suffering from anxiety. Mila has
made it very clear to Paul and Genna that she does not want anyone to know that she
sought therapy. Genna and Paul typically speak in a counseling room before their sessions
with Mila about Mila’s prognosis and treatment plan. However, all the counseling rooms
were occupied during their scheduled meeting this week, so before meeting with Mila,
Genna and Paul sit in the staff kitchen and discuss Mila’s treatment method. Over the
course of their conversation, Dylan, a secretary in the office comes in to the staff kitchen
and takes her lunch break. Though Dylan overhears the treatment plan and the various
symptoms that Mila has been suffering from, Paul and Genna think nothing of this because
Dylan is a staff member and has access to all of Mila’s files.

Later that week, Bright Project has a continuing education training with the compliance and

legal department and Paul and Genna realize they have violated HIPAA by discussing Mila’s
case in the staff kitchen. Over the course of the training, Paul and Genna learn that a
reasonable HIPAA violation that was not willful can still result in a $50,000.00 fine. They are
both very nervous about the potential penalties.

What could Genna and Paul have done differently?
As a threshold matter, Genna and Dylan should not discuss personal health information in
common areas, even those that are in their office. Paul and Genna should have known that

when it comes to certain information, rules of confidentiality apply among office staff as
much as they do between health care providers and perfect strangers.

HIPAA provides privacy and security protections for health information to ensure the

confidentiality of health information. HIPAA was recently amended to provider greater
privacy protections to individuals by the Health Information Technology for Economic and
Clinical Health (“HITECH”) Act of 2009.

In January 2013, HIPAA was again expanded and reinforced with the release of the HIPAA
Mega Rule, also called the Final Rule. The Mega Rule made the biggest modifications to
HIPAA since its enactmentin 1996. It creates tougher enforcement actions, sets new limits
on use and disclosure of PHI, adds individual rights and protections, and broadens the
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scope of HIPAA to include Business Associates (BAs). The Final Rule went into effect March
26, 2013 with a compliance date of September 23, 2013.

This course provides an introduction to some key requirements of the Mega Rule.

What Is Confidentiality?

Confidentiality means that data or information is not made available or disclosed without
authorization. It includes information developed by the healthcare professional based on
her/his evaluation/observation.

Confidential Information

In behavioral health care practice, the following information is generally considered to be
confidential:

® Services provided

¢ Billing information

* Results of tests/procedures

* Interventions utilized

* Demographic information

* Dates of service

* Family and social information

* Financial Information

¢ Diagnoses

Protected Health Information

HIPAA Privacy regulations safeguard protected health information (PHI). PHI is defined as
individually identifiable health information and it includes:

* Name

* Geographic subdivisions smaller than a state (street address, city, county, zip code,
geocodes)

¢ All elements of a date related to the client except for the year (including birth date,
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admission date, discharge date, date of death)

* Telephone number, fax number, email address

* Social Security number

¢ Account number, insurance number

More information that is considered PHI:

¢ License number, certificate number

* Vehicle ID

* Device number

¢ URL, IP address

* Biometric ID

¢ Facial photograph and comparable images and any other unique identifier or code
¢ With the Mega Rule, the genetic information of individuals and their family members is

now considered to be protected health information PHI can be information that is
discussed, written, kept, and transmitted electronically or on paper. It can be documented
in many places.

For example:

* Medical records (intake information, assessments, treatment records, etc.)

* Billing records

e Utilization review data

* Administrative data

The HIPAA Mega Rule set a time limit on PHI. Individual PHI is protected for 50 years after a
person’s death. After 50 years, individually identifiable health information is no longer
protected.

Other privacy laws may have other names for PHI. For example, the privacy regulations

applicable to substance abuse providers (discussed in more detail in Section 3) call PHI
“Patient Identifying Information,” defined as information that could reasonably be used to
identify an individual.
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Confidential Information Review
Please indicate whether the following statements are True or False:
PHI includes demographic information, family/social information, diagnoses, services,

interventions, dates of service, billing and financial information, and results of
tests/procedures.

TRUE FALSE

* True (Correct! All of the information listed is considered confidential information in
behavioral health care practice.)

¢ False (Incorrect. All of the information listed is considered confidential information in
behavioral health care practice.

If you’d like to review a list of confidential information, according to HIPAA, PHI stands for
“Personal Health Information.”

TRUE FALSE

¢ True (Incorrect. PHI stands for “Protected Health Information” as defined by HIPAA.)

¢ False (Correct! PHI stands for “Protected Health Information” as defined by HIPAA.)
PHIlincludes a long list of individually identifiable health care information including (but not
limited to) such things as name, address, telephone number, social security number, fax
number, insurance number, and email address.

TRUE FALSE

¢ True (Correct! All of the information listed is classified as PHI.)

¢ False (Incorrect. All of the information listed is classified as PHI. If you’d like to review a
list of protected health information, please refer back to the Protected Health
Information screen.)

Who is Liable?

The Mega Rule extended HIPAA so that Business Associates (BAs) of Covered Entities are
now liable for compliance. BAs are outside workers or contractors who need access to PHI
to fulfill their functions. HIPAA makes BAs responsible for safeguarding PHI and monitoring
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their own subcontractors. Moreover, the Mega Rule states that anyone who “creates,
receives, maintains, or transmits PHI on behalf of a Business Associate” is considered a
BA.

This means that the HIPAA obligations and restrictions flow downstream and “stick” to PHI
wherever it goes.

Breach Notification

Before the final rule, breaches of PHI were only reported if the disclosure was considered to

cause significant harm to the affected individual. Under the Mega Rule, affected
individuals, the government, and in some cases the media must be notified of any breach
unless the covered entity conducts a risk assessment and proves there is a low probability
of disclosure. Additional resources on breach notification are available from the Center for
Democracy and Technology (See “References”).

Tiered Penalties

The Mega Rule strengthened enforcement of HIPAA regulations by putting into place a
tiered system of penalties for non-compliance. Penalties for individual violations range
from $100 to $50,000 and can add up to $1,500,000 per violation for all violations of a
similar type in a calendar year. Penalties are increased when violations are not corrected
within a specific time frame.

Tiered Penalties

¢ Did not know and would not have known: $100-$50,000 per violation

* Violation due to reasonable cause: $1,000-$50,000 per violation

* Violation due to willful neglect and corrected within 30 days: $10,000-$50,000 per
violation

* Violation due to willful neglect and not corrected within 30 days: $50,000 per
violation

Section 3: HIPAA Privacy Rule

Privacy Rule

The Privacy Rule has a lot of specific requirements that fall under two major concepts:

e Concept 1
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HIPAA grants individuals access to the information created and maintained about them
by their health care providers, with some exceptions.

¢ Concept 2

HIPAA governs the disclosure/release of an individual’s PHI. The disclosure or release of
PHI is prohibited except under certain circumstances. For example, disclosure is
permitted for treatment purposes when you have the client’s consent or when
disclosure is allowed by law. Note that HIPAA specifically protects psychotherapy notes
and gives them additional legal protection.

Patient Authorization/Consent under the HIPAA Privacy Rule

Under HIPAA, no authorization (consent) is needed to use or disclose PHI for treatment

purposes, payment purposes, or health care operations. But client authorization (consent)
is required for disclosures of certain types of information:

¢ Federal regulations applicable to substance abuse providers.

¢ State mental health and substance abuse laws require consent prior to the disclosure of
most information.

* HIPAA requires consent for three main types of disclosure: most disclosures of
psychotherapy notes, uses and disclosures for marketing purposes, and uses and
disclosures in which the Covered Entity receives any type of payment.

When in doubt, get consent!

State Laws

Did you know some other laws and/or regulations might take precedence or preempt
HIPPA?

Each state has laws, rules, and/or regulations governing confidentiality of health care

information and it is important for you to be familiar with your state requirements. State
laws

may protect the privacy of medical information generally and/or may protect specific types
of
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medical information, such as substance abuse records or mental health records.
HIPAA Privacy Rule and Preemption

HIPAA establishes a floor for protecting confidential medical information. It is designed to
work with other existing federal and state privacy laws, such as laws relating to substance
abuse or mental health treatment. As a health care provider, you are required to comply
with both federal and state laws regarding confidentiality. State laws may impose greater
restrictions on what you can and cannot do with a client’s confidential medical
information. Where a state law provides greater privacy protections to a client, state law
will take precedence over HIPAA.

Itis important to understand preemption, as it has a direct bearing on whether you must
follow HIPAA or other laws and regulations covering confidentiality and release of health
information.

Here are the basics of preemption:
= |f a state or federal law or regulation grants the client greater access to
her/his PHI, then it will preempt HIPAA.

= |f a state or federal law or regulation gives client health information greater protection
from disclosure, then it will preempt HIPAA.

An Example of Preemption
One example of this concept of preemption is the Federal Regulations on Confidentiality of
Alcohol and Drug Abuse Patient Records (42 CFR Part 2).

Members of the U.S. Congress believed that individuals were deterred from seeking
substance abuse treatment due to the stigma and fear of prosecution. Therefore, in the
early 1970’s, they enacted legislation that gave substance abuse patients a right to
confidentiality. These regulations are very detailed and specific. They generally apply to
programs that receive federal assistance and provide alcohol or drug abuse diagnoses,
treatments, or referrals for treatment.

Most behavioral health care providers who offer substance abuse programs are familiar
with and follow these federal regulations. However, you must ensure that you are also
following the HIPAA regulations. There are also privacy laws that relate to a particular
condition, such as HIV/AIDS, mental health, and reproductive health. These laws may
affect HIPAA compliance as well, and the protective measures they establish should be
considered alongside HIPAA’s so that a preemption analysis can be done.
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HIPAA Privacy Rule Review
Select the correct regulation that you would follow for the statement below:

HIPAA treats a medical record number as PHI but the substance abuse (SA) regulations do
not as long as the number does not consist of or contain numbers which could be used to
identify the client from sources external to the treating program. Which regulation do you
follow in this instance if you are a substance abuse provider?

A. HIPAA (You are right, the correct response is HIPAA. Since HIPAA gives the client greater
protection from disclosure, it must be followed.)
B. SA Regulations (Sorry! The correct response is HIPAA. Since HIPAA gives the client

greater protection from disclosure, it must be followed.) Select the correct regulation that
you would follow for the statement below:

HIPAA allows for disclosure of some information with a subpoena; however, the SA
regulations do not allow disclosure with a subpoena unless a court has issued an order
following a hearing to show cause. Which regulation do you follow in this instance if you are
a substance abuse provider?

A. HIPAA (Sorry! You are incorrect, the correct answer is SA Regulations. Since the SA
regulations give the client greater protection from disclosure, it must be followed.)

B. SA Regulations (You are right, the correct response is SA Regulations. Since the SA
regulations give the client greater protection from disclosure, it must be followed.)
Section 4: The Minimum Necessary Rule

What Does it Mean?

The minimum necessary rule refers to the practice of limiting the disclosure of PHI to the
extent practicable to a “limited data set” or, if needed, to the minimum amount of
information necessary to accomplish the purpose for which disclosure is sought.

Under HIPAA, a “limited data set” is defined as PHI that excludes certain information, such
as:

* Names
* Postal addresses other than town/city, state, and zip code

¢ Telephone numbers
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¢ Fax numbers

* Email addresses

* Social Security numbers

* Medical record numbers

¢ Health plan beneficiary numbers

* Account numbers

* Certificate/license numbers

¢ \Vehicle identifiers and serial numbers, excluding license plate numbers

* Device identifiers and serial numbers

¢ \Web universal resource locators (URLs)

¢ Internet Protocol (IP) address numbers

* Biometric identifiers, including finger and voice prints

¢ Full-face photographic images and any comparable images

The Minimum Necessary Rule applies to internal access and use by staff. Staff should have
access to and use only the minimum necessary to perform their duties. For example, the

individual hired to schedule client appointments does not need access to client’s entire
record.

Exceptions to the Minimum Necessary Rule
Exceptin limited circumstances, you must abide by the Minimum Necessary Rule when

disclosing or requesting PHI. There are certain situations where the Minimum Necessary
Rule

does not apply, such as:

* Disclosures to or requests by a health care provider for treatment purposes
¢ Disclosures to the individual who is the subject of the information

e Uses or disclosures made pursuant to an individual’s authorization

¢ Uses or disclosures required for compliance with HIPAA

¢ Uses or disclosures that are required by other laws
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¢ Uses or disclosures required by the HIPAA Administrative Simplification Rules

* Disclosures to the Department of Health and Human Services (HHS) when disclosure of
information is required under the HIPAA Privacy Rule for enforcement purposes

¢ Uses or disclosures that are required by other law

Would You Do?

Minimum Necessary Rule Review

Read the scenarios below carefully and then select the best answer.

You receive a call from staff at a local hospital stating that they need information regarding
a former client of yours who is scheduled for surgery. They fax you a release of information
form which only authorizes the release of medications, but the person on the phone is
asking for dates of treatment and diagnoses. How would you respond?

A. Tell them everything they want to know since the client is scheduled for surgery. (That is
incorrect. Your duties do not require you to have access to that level of information and
itis a violation of the minimum necessary standard.)

B. Release information regarding medications only. (You are correct. You have received an
authorization form and you are limiting the information released to only that which is
authorized.)

C. Refuse to tell them anything. (Thatis incorrect. You have received an authorization form
to release medication information.)

You work in the billing department of your agency and while you are processing claims, you

notice the name of someone you know. Since you are curious, you decide to investigate
and you pull their medical record and read it. Is this appropriate?

A. Yes (Sorry, you are not correct. This example does not meet the Minimum Necessary
Rule because you do not need this information in order to perform your job duties.)

B. No (Correct. This example is not a situation that meets the Minimum Necessary Rule
because you do not need this information in order to perform your job duties.

Therefore, it represents a violation of the patient's privacy.)
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Several staff members use the same computer terminal to access PHI in electronic
medical records. Some of the staff members use the computer to access PHI for billing
purposes and some of the staff members use the computer to access PHI for quality
assurance purposes. Is this permissible?

A. This is never permissible. (Incorrect. This situation is permissible as long as each staff
member has access to only the “minimum necessary” PHI to perform her/his job
function.)

B. This is permissible if staff only access the information needed to perform their job
duties. (Correct. This is permissible as long as each staff member has access to only the
“minimum necessary” PHI to perform his or her job function.)

Section Summary

As you can see from the second scenario on the previous screen, it is important that
agencies take reasonable measures to safeguard against internal access that is
inappropriate. However, each staff person, once trained regarding the minimum necessary
rule, also has an obligation as a condition of employment to abide by it!

The Minimum Necessary Rule refers to the practice of limiting the disclosure of information
to that information reasonably necessary to accomplish the purpose for which disclosure
is sought. The “minimum necessary” is defined as a “limited data set,” or if needed, the
minimum amount of information needed to accomplish the intended purpose of a
disclosure. The implementation specifications for this provision require a health care
provider to develop and implement policies and procedures appropriate for its own
organization that reflect the entity’s business practices and workforce.

The Minimum Necessary Rule applies to access to and use of client information internally
by staff. Staff should have access to, and use, only the minimum necessary to perform
their duties.

Section 5: Notice of Privacy Practices
What is Included in the Notice of Privacy Practices (NPP)?

Under the HIPAA Privacy Regulations, each health care provider must have a document
that describes how information about the client is used by the agency and when the agency
will disclose/release it without the client’s authorization. Notices of Privacy Practices must
be kept up-to-date and revised to incorporate any changes to HIPAA regulations such as
the Mega Rule.
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A Notice of Privacy Practices (NPP) includes:

e Examples of how you use information for purposes of providing treatment, obtaining
payment, and health care operations.

¢ A description of disclosures of privileged information.

¢ Disclosures made to a personal representative.

* Disclosures made with authorization of a personal representative.

¢ Uses and disclosures that a consumer can object to (e.g. others present, pharmacy
Pick up).

¢ Uses/disclosures that do not require authorization and those that a consumer may not
objectto (e.g. subpoena, court order, infections reported to health department,
suspected abuse, duty to warn).

¢ Substance abuse records/information and how they are handled.

¢ An explanation of rights.

The HIPAA Mega Rule

The following are some new rights and restrictions in the mega rule that must be listed on
NPPs: Prohibition on the sale of PHI

The Mega Rule prohibits disclosures of PHI through which the Covered Entity receives any
type of remuneration, directly or indirectly.

Prohibition on use or disclosure of genetic information

Under the Mega Rule, “health information” now includes the genetic information of
individuals and their family members.

Right to opt-out of fundraising Individuals now have the right to opt-out of having their PHI
used for fundraising purposes.

Right to restrict sharing of PHI for out-of-pocket services People who pay for services out-
of-pocket may instruct providers not to share PHI with health plans. This restricted PHI
must be clearly marked to prevent accidental use or disclosure!

If you haven’t read your organization’s NPP, you probably should. It will help you understand
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your agency's policies about confidentiality.

Section 6: Client Rights and Release of Information

Client Rights

To the right are the rights that clients are guaranteed under the HIPAA Privacy Regulations.
¢ Request Accounting

Request an Accounting of Disclosures. This would be a list or account of disclosures
made that the client would not be aware of (e.g. they had not signed a release of
information form).

¢ File a Complaint

A consumer can file a complaint internally with your office as well as with the Secretary
of the United States Department of Health and Human Service.

¢ Receive a Copy

Receive a Copy of Notice of Privacy Practices.

¢ Access to Designated Record Set (“DRS”)

Access to DRS. At a minimum, this includes the medical record and billing information.
This includes the right to inspect and copy. The Mega Rule also gives individuals the right
to request and receive health records in an electronic format when it is reasonable for
Covered Entities to do so.

* Request Amendment

Request Amendment to DRS. This request does not have to be granted, but you should
have a written procedure that describes the process.

* Request Restrictions

A client can request that the provider restrict/limit use or disclosures of PHI when
carrying out treatment, payment, or health care operations. However, the provider does
not have to agree to the request, except for certain requested restrictions on

disclosures to health plans.
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* Request Communications

A client can request that the provider communicate with them in an alternate way or at
an alternate location (e.g. only send mail and phone calls to office not home). A provider
must accommodate reasonable requests.

Release of Information Authorization Form

A HIPAA compliant release of information authorization form must contain the core
elements shown below.

¢ Client's name.

¢ A description of the information to be disclosed such as attendance, drug screen
results, discharge summary, etc.

* Name or specific identification of person (or class of person) authorized to make the
disclosure.

* Name or specific identification of person (or class of person) to whom to make the
disclosure.

¢ A description of the purpose of the disclosure (the client can state “at the request of
The individual” and this is sufficient if s/he is initiating the request and doesn’t want to
specify the purpose).

¢ An expiration date or event.

¢ Signature of the individual/client (if signed by someone other than the client, it must
include a description of that individual’s authority to act for the client).

¢ Date of the signature.

Release of Information Form

In addition to the core elements reviewed previously, the authorization form must contain
statements adequate to place the client on notice of all of the following:

* The client’s right to revoke the authorization in writing.

¢ The ability or inability to condition treatment, payment, enrollment, or eligibility for
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benefits on the authorization.
¢ The potential for information disclosed pursuant to this authorization to be subject to

re-disclosure by the recipient. The regulations also state that the authorization form must
be written in plain language and that the client must be given a copy of the signed
authorization form if the health care provider seeks an authorization from the client.

Client Rights and Release of Information Review

Let's have a quick pop quiz! (I know you love these)

When you are ready, take a look at the Release of Information Form to see if it meets the
minimum requirements under HIPAA.

How did you do? Congratulations if you noticed that the expiration date/event was missing!
The expiration date/event is a common missing element.

Client Rights Review

A patient requests that you only call her on her cell phone and asks you not to leave a
message

if she does not pick up. Do you have to comply?

YES NO

¢ Yes, as long as you can reasonably comply with those conditions (Correct. Under HIPAA,
a health care provider must make a reasonable accommodation to comply with a

client’s request to restrict the way in which s/he is contacted.)

¢ No (Sorry, you are not correct. Under HIPAA, a health care provider must accommodate
a client’s reasonable requests to communicate with her/him in an alternate way or at an
alternate location.)

Section 7: Electronic and Mobile Devices and HIPAA

Technology and the Risk of Disclosure

Health care professionals are increasingly using new technologies such as tablet devices,

laptops, Blackberries, iPhones, and iPads to perform administrative tasks and
communicate with clients and patients. There is no prohibition against the use of these
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mobile devices under HIPAA or other confidentiality laws. Nevertheless, these devices
pose a high risk of disclosure because data may be more easily disclosed to unauthorized
third parties. Accordingly, special care should be taken when using these devices.
Encryption is a way to provide greater protection to electronic information. In fact, HIPAA
provides a safe harbor to encrypted data, which means that it considers encrypted data
secure and does not require notification of clients when a device containing their PHI is lost
or stolen.

Whenever possible:

* Don’t store sensitive data on wireless devices.

e Ensure that data is encrypted.

¢ Enable password protection on wireless devices, and configure the lock screen to
appear after a brief period of inactivity.

¢ Activate the remote wipe feature of wireless devices that contain personalinformation.
Electronic and Mobile Devices Review

A health care professional uses an iPad to receive and send email to clients, as well as to
note

the names, phone numbers, and test results of clients in order to telephone the clients at
night.

Is this appropriate?

YES NO

A. Yes (Correct. There is no prohibition on a health care professional using an electronic
mobile device under HIPAA or other confidentiality laws, but special precautions should
be taken to ensure that the additional risks of disclosure when using such a device are
addressed through extra security precautions.)

B. No (Sorry, you are not correct. There is no prohibition on a health care professional
using an electronic mobile device under HIPAA or other confidentiality laws, although
special precautions should be taken to ensure that the additional risks of disclosure

when using such a device are addressed through extra security precautions.)
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Section 8: Best Practices and Review

Being Familiar with Terms

¢ Locked and Secure: Keep medical records room locked and secured.

* Minimum Necessary: Only access consumer information you need to do your job. Limit
this information to the minimum necessary.

¢ Out of Sight: Keep consumer records and other documents containing PHI out of sight.
Do not leave them lying around, and if they used in a meeting, make sure to remove
them at the end of the meeting.

* Monitor Faxes: Monitor faxes containing PHI or confidential information. Try to keep fax
machines in areas that are not generally accessible.

¢ Shred, Shred, Shred: Documents with PHI or confidential information to be discarded
should be shredded. Do not just put them in the regular trash.

Best Practices for Privacy and Security

¢ Don’t talk about consumers in public areas or where you could be overheard, such as
elevators or parking lots.

* Don’t share client information on social media websites.

¢ Use a secure computer password that changes periodically.

* Protect your computer passwords. Never share this password or give it to anyone and
never write it down in a location where it can be found.

¢ Don’t access PHI that you do not need to see to perform your job duties.

* Don’t leave areas that contain PHI unlocked.

e Don’tinclude PHI in email unless it is encrypted or you are using a secure email system.
* Minimize the amount of information kept on portable devices and consider encrypting
such information.

¢ Log off of the computer and any other open files that contain PHI or confidential

information when notin use.
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e Keep computer screens out of eye sight of others.

¢ Don’t throw papers with patient information away in the trash can.

¢ If you see any other staff violating these best practices, don’tjust ignore it, instead give
them a helpful/gentle reminder. If appropriate, report the violation.

¢ Report problems/violations.

Best Practices Review

A staff person whom you supervise clinically finds you in the staff break room and starts
describing a counseling session he had with a client today so that he can ask your advice.
How would you handle the situation?

A. Let him describe the details so that you can provide him with guidance. (Incorrect. You
should not discuss confidential information in public/open areas.)

B. Politely remind him that you are in a public area and ask him to accompany you to your
office so that you can discuss this in private. (Correct. You should not discuss
confidential information in public/open areas.)

C. Ask him to get authorization from the client before he discusses it any further.
(Incorrect. Given your role as a clinical supervisor, the client would not have to consent

to this type of disclosure/use of information.)

You are the personnel director of your agency and receive a phone call from a clerical staff
person wanting to file a complaint of unsafe working conditions. In the call, the staff person

describes a situation in which a client became verbally abusive to her, she was frightened,
felt

threatened, and there was no one else around to assist. She provides the client’s name and
diagnosis and well as a copy of the client’s demographic information.

Is there any confidentiality violation evident in this scenario?

A. Yes (Correct. It violates the Minimum Necessary Rule in that the staff person should not

have shared all of the PHI (diagnosis) with the personnel director.)
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B. No. (Incorrect. It violates the Minimum Necessary Rule in that the staff person should
not

have shared all of the PHI (diagnosis) with the personnel director.)
Review
What are the two major concepts of the Privacy Rule?

Grant individuals access to the information created and maintained about them by their
health

care providers and prevent the unauthorized disclosure or release of the information.
What rights are consumers granted under the HIPAA Privacy Rule?

Receive a copy of the NPP; access to DRS; request amendment to DRS; request restriction
on

communications; request an accounting of disclosures; and file a complaint.

Section 9: Conclusion

Summary

This course has given you an overview of HIPAA confidentiality requirements. Now that you
have finished reviewing the course content, you should have learned:

* How to describe protected health information.

* How to explain confidentiality and the requirements of the HIPAA Privacy Rule for
protecting and releasing information.

* How to identify best practices for compliance with HIPAA.
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CONFIDENTIALITY AND HIPPA TRAINING

FINAL TEST

1. Which of the following violates the “minimum necessary” rule?

a) Disclosure required by law.

b) Disclosure to the Department of Health and Human Services.

c) Disclosure to a family member.

d) Disclosure for treatment purposes.

2. The Serenity Center has a Notice of Privacy Practices (NPP) that describes how
the Center uses patient information. The NPP specifically explains confidentiality.
What else, if anything, must the NPP include?

a) The only thing that the NPP must include is how information is used by the
agency. The Serenity Centers NPP is sufficient.

b) The NPP must include state law restrictions on the use of information.

c) The NPP must include information regarding when the Center will disclose and
release information without the clients authorization.

d) The NPP needs to include a specific disclaimer about the use of mobile devices
to communicate with clients.

3. The use of mobile devices for the performance of administrative tasks is
prohibited by confidentiality laws, but not by HIPAA.

True

False

4. Kiva disclosed information about a consumer to the Department of Health and
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Human Services. Under what circumstances is this permissible?

a) The disclosure is permissible only if Kiva obtained the consumers informed
consent.

b) The disclosure is permissible only if it is required under the Privacy Rule for
enforcement purposes.

c) The disclosure is permissible only if there was a prior unlawful disclosure and
Kiva is reporting the violation.

d) The disclosure is permissible only if it does not violate the “minimum necessary”
rule.

5. Suzette wants to revoke her authorization form. How can she do this?

a) She can only do this once her authorization form is expired.

b) She should do this in writing.

c) She can do this at any time and by any method.

d) She must be evaluated by the practitioner to ensure there is no risk and then she
can revoke authorization.

6. Adriver’s license number is considered PHI.

True

False

7. Under what circumstance would state law preempt HIPAA?

a) State law would preempt HIPAA if it provided more stringent safeguards than
HIPAA.

b) State law only preempts HIPAA when applied to substance abuse treatment
programs.

c) State law does not preempt HIPAA unless it explicitly says so in the state statute.
d) State law would preempt HIPAA only with respect to the clients right to access

information.
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8. What is a limited data set under HIPAA?

a) Information that includes a consumers postal address, name, or telephone
number.

b) Protected Health Information that excludes information such as address, social
security number, and health

c) plan beneficiaries.

d) Information disclosed to practitioners.

e) Permissible disclosures to substance abuse providers.

9. Aclient has the right to request an amendment to his or her designated record
set, but a provider does not need to grant the request.

True

False

10. Which of the following items must an authorization form contain?

a) Expiration date

b) Signature

c) A description of the information to be disclosed

d) All of the above
NAME: DATE:
SUPERVISOR: DATE:
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Van Safety Driver Information

1. Use vehicle checklist

When entering the vehicle, use the checklist to determine that all safety features
are reachable, check mileage and gas and log in book, check log for registration a
nd insurance, use client transportation list (if applicable) to ensure all clients are
accounted for, check headlights, seatbelts, mirrors, etc.

2. ldentify Safety Features

Each vehicle has specific safety features that include first aid kits, fire extinguisher
s and roadside safety tools. The vehicle checklist used every time a driver uses ac
ompany vehicle will detail and help the driver identify where these items are.

3. Drive Careful and Cautious

Drivers must always use caution and exclude all distractions. No cell phones shoul
d be used will driving company vehicles. Drivers should abide by all traffic and spe
ed regulations. GPS directions, if needed, should be given via audio. Drivers must
adjust according to weather conditions. If a phone call needs to occur, drivers mu
st pull the vehicles over.

4. Follow Accident Procedure

The below accident protocol Below, you will find the Accident Protocol which
outlines what to do in case of any emergency or accident. All drivers must review
and pass driver safety test before they are permitted to drive any company
vehicle.

Vehicle Safety Features This is a list of all items featured on all company vehicles used for
the transportation of clients:

¢ First Aid Kit/Narcan

¢ Jumper Cables
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* Flashlight

e Spare Tire

e Tire Iron

e Spare Tire Jack

¢ Fire Extinguisher

Driver: Start Miles: Start Fuel: End Fuel: Location:
Driver Safety and Procedure

Information

Accident Protocol

v Staff and client safety are our number one priority.
v Know Where Your Vehicle Documentation and Safety Equipment Are Located.

v Vehicle information; insurance card and registration will be placed in the glove box of
vehicle.

v All safety procedure documents are located in transportation book.
v Familiarize yourself with the location of fire extinguisher and first aid kit.
1. Stop

If involved in an accident, DO NOT leave the scene until speaking with the other driver, the
police, or both.

2. Stay Calm

Keep as calm as possible, avoid any urge to react with anger or aggression, especially when
another driver might behave irrationally.

3. Safety of Clients and Staff are Vital

After being involved in a minor accident, be sure to move the vehicle safely to the side of
the road out of traffic, having all occupants exit vehicle to safety. Be sure to use client
passenger checklist to ensure all clients are accounted for. If the vehicle cannot be moved
and no injuries have occurred, driver and passengers should remain inside vehicle with
seat belts fastened until emergency services arrive. Turn on hazard lights and if safe, place
cones, flares, or warning signs.
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4. Call for Medical Assistance
Call for emergency medical assistance if anyone involved in the accident is bleeding, feels

lightheaded, or is suffering any physical injury. Always proceed with caution and call for
help. Unless someone is specifically trained in emergency medical procedures, wait until
the help arrives before attempting to move a person or perform emergency aid.

5. Contact the Police

Calling the police from the site of a crash is the best possible action. If the driver cannot
personally contact police, they must instruct someone else to do so. Police officers will
address traffic infractions and tak notes for the incident report.

6. Vehicle Information

Provide police with vehicle information; registration and insurance card in glove box. Also,
provide your driver’s license.

Accident Protocol (continued)
7. Do Not Admit Fault

Do not discuss specific details of the accident with anyone except the police directly. Be
polite, but do not admit fault to the other driver or the police, ever if the driver’s actions led
to the accident.

8. Contact Your Direct Supervisor

When first available, call your direct supervisor and update them on the situation. The
direct supervisor will collect all the information you have.

9. Photograph and Document the Incident

Take pictures of all damage done to the company vehicle and any vehicle involved in the
incident. Be sure to include photos that reveal the overall context of the accident such as
road conditions, intersection, traffic signs or lights, etc.

10. Record in writing all pertinent information involving the incident including:

* The date and time of accident, a description and exact location of the accident scene,
and any recollection of your vehicles handling or mechanical function prior to the accident.

* Name, addresses, telephone numbers, vehicle info, drivers license number, insurance
information and insurance carrier of all parties involved.

* Names, address, and general contact info of any witnesses
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* Names and badge numbers of police officers involved, where to obtain the police report
of incident, and any tickets or citations.

Person-Centered Planning Training© 2

Note: This training is an overview of Person Centered Planning. It is intended to provide a
basic understanding of person centered planning guidelines and practices for all
employees, and meet the CARF accreditation standards for training for all employees. It is
not intended to be a substitute for competency-based training requirements.

Please read through this brief overview on Person Centered Planning.
After completing this overview, complete the questionnaire that follows.
This questionnaire is intended to improve your understanding of the
concept of Person Centered Planning.

ORIGINS

Person Centered Planning has its origins in the disability activist
movement of the 1960’s and the early 1970’s, which culminated in a
congressional act of congress (The Rehabilitation Act of 1973) that
included a provision that forbid discrimination on the basis of disability.
Ideas that grew out of the experience of disability activists resulted in a
growing movement to move away from dependence on “professionals” as
the experts on determining the needs of persons served; to persons

determining what best served their needs. The following represents an example of these
two views:

Question Rehabilitation View Person Centered View
¢ Where is the problem located?

¢ Within the person lin the environment and the

e way services work (or don’t work)

* What is the solution?
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¢ Professional intervention Removal of barriers,

¢ advocacy, consumer control,

¢ self-advocacy

¢ Who is the person? Patient/Client Person/Citizen

* Who is in charge? The professional The citizen

* What defines success?

* Maximum functioning as judged by the professional

¢ Independent living, being in control of your life regardless of how much assistance you
need.

ASSUMPTIONS ABOUT PERSON CENTERED PLANNING

1. All people, with or without disabilities, share the same basic needs.
As human beings, all of us are concerned about having experiences
throughout our lives that provide us with:

a. Autonomy and independence

b. Individuality

c. Love and acceptance through participation within a family

and community

d. Stability and continuity

e. Continuous growth and learning

f. Community status

g. Security with respect to personal finances and protection of legal and human rights.

2. Description of disability is only relevant to the extent that the disabling condition
complicates the fulfillment of human needs. What disabled people do not have in common
with non-disabled people is the independent ability and means to create conditions,
situations, and experiences in their lives to meet some or all of their basic human needs.

3. The form of help and the ways it is designed and arranged

Page 283 of 437



determines whether or not people get their basic needs met. For example, itis common to
hear phrases such as “Jim needs medication.” Re-wording this statement so that it is
consistent with person centered planning would be: “Jim, like all of us, needs to be

able to concentrate in order to learn more effectively. His disability interferes with his
ability to learn in several specific ways.

Medication may be one form of assistance that might help him learn more effectively.”

4.The goal of the human service systems is to join forces with natural unpaid support
networks (families, friends, neighbors, coworkers, citizen advocates, etc.) to create
conditions and support for people with disabilities that enable them to live within their

local communities. Services should be designed and delivered to enhance each person’s
capacity for growth and to convey the conviction that each person can participate in a
valued role within the community.

ELEMENTS OF PERSON CENTERED PLANNING

1. The individual’s needs, desires, and accommodations for communication will be made
to maximize his/her ability for expression.

2. The individual’s choices, preferences, and abilities are respected.
3. Potential issues of health and safety are explored and discussed to
determine if there is a role for other persons to provide additional information.

4. All planning meetings are scheduled at a time and location convenient to the individual
and the persons the individual chooses to participate.

5. The individual identifies, in collaboration with others, the strategies and supports to
achieve desired outcomes.

6. Exploration of the potential resources for supports and services to be included in the
individual’s plan are considered in this order:

a. The individual

b. Family, friends, and significant others

c. Resources in the community

d. Public funded and supports available to all citizens

7. Person centered planning includes regular opportunities for individuals to provide
feedback.
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8. The individual’s support network is explored with the person to determine who may best
help him/her create a plan, and a plan is developed for achieving desired outcomes.

PERSON-CENTERED PLANNING 2 QUESTIONAIRE

Please answer the following questions by selecting true or false.

1. Person Centered Planning has its origins in an act of congress, which spurred disability
activists to develop advocacy-based approaches to treating people’s problems and
disabilities.

B True @ False

2. A“rehabilitation” approach provides for experts, who have been trained to know what’s
best for disabled individuals, to utilize years of education and training in developing

treatment that meets the needs of the individual, while a “person centered” approach
relies on the a system of support to assist the individual in determining how best they fulfill
their human needs.

B True @ False

3. “John needs to take his medication in order to reduce his symptoms and function better
within his community” would be a person centered approach to assisting someone with
fulfilling their human needs.

B True @ False

4. The goal of the human service systems is to join forces with natural unpaid support
networks (families, friends, neighbors, co-workers, citizen advocates, etc.) to create
conditions and support for people with disabilities to live within their local communities.
B True @ False

5. The following are all elements of person centered planning:

a. The individual’s choices, preferences, and abilities are respected.

b. The individual’s support network is explored with the person to determine who may
best help him/her plan, and a plan is developed for achieving desired outcomes.

c. The individual identifies, through the directives of the professional provider, the
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strategies and supports to achieve desired outcomes.
d. Regular opportunities for individuals to provide feedback are available.
@ True @ False

NAME: DATE:

SUPERVISOR: DATE:
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Aggression Management and Communication Skills
Course Description:

The overall goal of this program is to familiarize the participant with ways to effectively
manage aggression through effective verbal and non-verbal communication, by learning
and implementing diffusion strategies as well as de-escalation techniques and skills

GOAL 1: OBJECTIVES

1. Participants will gain an understanding of signs and aspects of aggression.

2. Participants will be familiar with effective verbal and non-verbal communication.

3. Participants will learn about various diffusion techniques and de-escalation techniques.
4. Participants will improve ability to keep clients safe on a consistent basis.

Managing Aggression

The effective handling of aggression is one of the most demanding aspects of working in
Behavior Health. It is an area where good interaction and communication skills are
required.

¢ The majority of situations where there is a potential for violence can be handled through
communication.

e Aggression: any behavior that is perceived by the victim as being deliberately harmful and
damaging either psychologically or physically.

Goal: Prevent aggression from escalating into actual physical violence.

People may become aggressive for a number of reasons, including:

¢ Frustration Unfairness, perceived or real

¢ Humiliation Immaturity

¢ Excitement Learned Behavior (it get results)

* Reputation Means to an end

¢ Decoy Duty

¢ Mental Illness (i.e. Paranoia, psychosis, delusions)
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Signs of Aggression:

¢ Standing tall

* Red faced

* Raised voice

¢ Rapid breathing

¢ Direct, prolonged eye contact

e Exaggerated gestures

* Tensing of muscles

Additional signs of aggression:

* Any major change in behavior that varies from what is normal for the person

* Clenched fists

* Focusing/narrowing of the gaze

¢ Tight jaw/facial muscles

¢ Increased agitation and disturbance in behavior (e.g. pacing)

Risk Factors to Consider:

¢ Is the person facing a high level of stress? (e.g. recent bereavement, pending court date)
* Does the person seem to be under the influence of drugs or alcohol?

* Does the person have a history of violence?

* Does the person have a history of psychiatric illness?

* Has the person verbally abused staff in the past?

* Has the person threatened staff with violence in the past?

¢ Has the patient experienced trauma?

Communication

Communication: a two-way process that relates to verbal interaction (listening,
speaking, and hearing), and non-verbal interaction (interpretation and observational

skills — looking and seeing).
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To minimize communication problems:

* Use language appropriate to the person (his/her language if possible; use interpreter
where

® necessary)

* Take time to communicate

¢ Check that you are understood

¢ Encourage and give feedback

¢ Conversation should take place at an appropriate time and place (whenever possible)
Aggression Management and Communication Skills Training
Common inhibitions to effective communication:

* Noise

¢ Language (native lang./demeaning lang.)

* Perception and prejudice

¢ Intrusion of personal space

e Communication: We cannot necessarily avoid or overcome all these barriers, but we
need to

find ways of minimizing them.

Noise:

* Major distraction

* Hard to hold a discussion against noisy background

e Speaking loudly can be misinterpreted as yelling

Language:

¢ Express yourself in as direct and explicit manner as possible

* Avoid emotive language (Words used deliberately to create an emotional impact or
response)

* Avoid demeaning language/belittling

¢ Find assistance for a person who does not speak the same language as you.
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* Perception and Prejudice: everybody has a unique background and history with
influences and

e experiences that form our way of looking at the world.
< Recognize our prejudices
«» Work around prejudices of others

+ Maintain professional attitude (not allowing our perceptions to get in the way of duties

and responsibilities to others, particularly in promoting equal opportunities)

+ Not to let our prejudices influence the way we communicate
Intrusion of personal space:
¢ Avoid standing too close to the person

* Amount of space required for a person differs based on gender, familiarity, culture,
mood, etc.

¢ [n addition, standing too close to an angry individual can make the person feel unsafe,
and make

YOU unsafe.

¢ Step-Kick distance Non-verbal communication: Staff should be aware of non-verbal
messages that how how a person is feeling or may respond.

De-escalation Prevention Steps
Recognize:

* Anger is a choice of a range of behaviors that could be used to get what one needs in a
situation.

¢ |[tis a behavior that has benefit for its user.

e Anger can get people the attention they need, escape things they don’t want to do, gain
control

over another person/situation
e Pump them up when they are feeling small/insignificant

Perform a quick self-assessment:
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< Can | avoid criticizing and finding fault with the angry person?
< Can | avoid being judgmental?
< Can | keep myself removed from the conflict?

« Can | try to see the situation from the angry person’s pt of view or understand the need
s/heis

trying to
+» satisfy?
« Canlremember that my job is to keep the peace and protect the client and staff?

Recognize Early Warning Signs: Many incidents can be prevented by recognizing subtle
changes in behavior.

-Quiet people may become agitated

-Loud, outgoing people may become quiet and introspective.

Commenting on the changes may open up conversation and minimize frustration/buildup
Diffusion Strategies

Before anything else happens:

* Staff should seek to defuse the situation

* People that are out of control are under the influence of an “adrenal cocktail”
¢ Do nothing to escalate state of mind

* Be prepared to defend yourself

Seek to:

¢ Appear confident

¢ Display calmness

* Create some space

¢ Speak slowly, gently and clearly

* Lower your voice

¢ Avoid staring
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¢ Avoid arguing and confrontation

¢ Show that you are listening

¢ Calm the person and assure she/he feels heard before trying to solve the problem
Adopt a non-threatening body posture:

¢ Use a calm, open posture (sitting or standing)

* Reduce direct eye contact (may be taken as a confrontation) without affirmative
acknowledgment

¢ Allow the person adequate personal space

¢ Keep both hands visible

¢ Avoid sudden movements that may startle or be perceived as an attack

¢ Avoid audiences (when possible) — an audience may escalate the situation

TO DO:

¢ Give clear, brief, assertive instructions

¢ Explain your purpose or intention

* Negotiate options

* Avoid threats

¢ Move towards a “safer place” (i.e. avoid being trapped in

* Ensure your non-verbal communication is non-threatening:

¢ Consider which techniques are appropriate for situation

¢ Pay attention to non-verbal clues (i.e. eye contact)

¢ Allow greater body space than normal

¢ Be aware of own non-verbal behavior (posture and eye contact)

* Appear calm, self-controlled, and confident without being dismissive or over-bearing
De-Escalation Techniques

1. Technique #1: Simple Listening
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Sometimes all an angry person needs is for someone to take the time to allow them to vent
his/her anger and frustrations. Simply listen to what he/she is saying, give encouragers (i.e.
uh-huh, yes, go on, etc.).

2. Technique #2: Active Listening

...really attempting to hear, acknowledge and understand what a person is saying. A
genuine attempt to put oneself in the other’s situation. LISTENING...not only to the words,
but the underlying emotion as well as the body language.

3. Technique #3: Acknowledgement

...occurs when the listener is attempting to sense the emotion underlying the words.
Relaying that you understand what a person is feeling helps the person to release that
feeling.

4. Technique #4: Allow Silence

...although many find silence unbearable, sometimes the angry person may need the time
to reflect or think.

5. Technique #5: Agreeing

...often when people are angry about something, there is something true in what they are
saying. When attempting to diffuse someone’s anger, it is important to find that truth and
agree with it.

6. Technique #6: Apologizing

...an excellent de-escalation skill! ...Not for an imaginary wrong, but a sincere apology for
anything in the situation that was unjust; a simple acknowledgment that something
occurred wasn’t right or fair. It is possible to apologize without accepting blame.

7. Technique #7: Inviting Criticism

The final skill...The listener should simply ask the angry person to voice his/her criticism of
the listener

(What am | doing wrong that makes you so angry at me? Tell me, | can take it. Don’t hold
anything back. | want to hear about everything you’re angry about.).

8. Technique #8: Develop a Plan

Have a plan before one is needed. Think about options of what you could do before such a
circumstance occurs. Decisions made before a crisis occurs are more likely to be more
effective/rational than those thought of “on the fly”.
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WHEN NOTHING WORKS

There may be occasions, particularly with the mentally ill, when the listener is
unsuccessful. Your safety and the safety of others should always be of primary concern.

NEVER THREATEN unless you are prepared to take the next step:

Once you have made a threat, or given an ultimatum, you have ceased all negotiations and
put yourself in a potential win-lose situation.... and for safety’s sake, you must be the
winner. However, your rapport will suffer, leading to potential future problems, fear, or
distrust from those you interact with daily.

Last resort.

De-escalation Closure

De-escalation is a very difficult and humbling skill.

* You cannot be unsure of your own pride or self-esteem.
¢ You must be able to control your own anger.

* You must be able to see the bigger picture.

* You must be willing to practice what you’ve learned.
Aggression Management Quiz

1) Name 5 signs of Aggression

2) Name 2 risk factors to Aggression

3) Anger is a choice in a range of available behaviors. (circle one)

True False
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4) Explain how Perception and Prejudice can inhibit Communication.

5) Staring a client down is a sign of being in charge and can help to calm an aggressive
person. (circle one)

True False

6) Apologizing to an angry client simply validates their anger and perpetuates a stressful
situation. (circle one)

True False
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Alc 303.03 Education.

(a) The required education shall consist of at least 46 hours covering the 4 domain areas, to
include

at least:

(1) Sixteen hours of education in ethical responsibility inclusive of:
a. Substance use recovery services;

b. Ethical boundaries; and

c. 42 CFR Part 2 and HIPAA confidentiality laws;

(2) Ten hours of education in advocacy inclusive of:

a. Substance use recovery issues; and

b. Six hours of education of suicide prevention training;

(3) Ten hours of mentoring and education training inclusive of:

a. Substance use recovery issues; and

b. Three hours of mental health and co-occurring training; and

(4) Ten hours of recovery and wellness training inclusive of:
Adopted Text—1/12/2023 -7

a. Substance use recovery issues; and

b. Three hours of HIV and AIDS training.

(b) At least 50% of the required education shall be provided, sponsored, or approved by:
(1) The board or the licensing body of any state within the IC&RC;
(2) National Association for Alcoholism and Drug Abuse Counselors — The Association for
Addiction Professionals (NAADAC);

(3) New Hampshire Training Institute on Addictive Disorders;

(4) New Hampshire Center for Excellence on Addiction;

(5) AdCare Educational Institute of New England;

(6) NHTI - Concord Community College;
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(7) New Hampshire Alcohol and Drug Abuse Counselors Association; or
(9) The NH department of health and human services bureau of drug and alcohol services
(BDAS).

(c) No more than 25% of the required education described above shall be obtained by the
applicant

online. This maximum shall not apply to educational hours obtained as part of an online
college program

or from an online training that is live and simultaneously interactive.
(d) One college credit shall be equivalent to 15 contact hours.
Alc 303.04 Criteria for Initial Reciprocity Based Licensure or Certification.

(a) Applicants for initial certification as a CRSW who are currently certified recovery
support

workers in another jurisdiction within the IC&RC shall be certified by the board upon
completion of the

application requirements in Alc 304.01 — Alc 305.

(b) Applicants for initial certification as a CRSW who are certified recovery support workers
ina

jurisdiction outside the IC&RC shall be eligible for certification in New Hampshire, provided
that:

(1) The application requirements are equal to or more stringent than those outlined in this
chapter; and

(2) The applicant complies with the application requirements described in Alc 304.01 -
304.04.

Readopt with amendment Alc 304.01 through Alc 304.04, effective 10-13-16 (Document
#12001), to

read as follows:

Alc 304.01 Procedures for Applying for Initial Certification as a Recovery Support Worker.
An
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applicant for certification as a recovery support worker shall arrange for the board’s office
to receive:

Adopted Text—1/12/2023 -8

(a) Acompleted, signed, and dated “Initial Certification Application as a Recovery Support
Worker”

form provided by the board and further described in Alc 304.02;
(b) The additional materials described in Alc 304.04;
(c) Payment of the certification fee as described in Alc 317; and

(d) A criminal history records check form and fingerprint card or live scan document,
requesting

both a New Hampshire and a federal records check, in accordance with the procedure
specified by the NH

department of safety at Saf-C 5700, Operation of the Central Repository: Criminal Records,
with the

required fee. The fee for the criminal history records check shall be submitted using a
separate payment.

Alc 304.02 Application Form. The applicant shall furnish the following information on the

application form “Initial Certification Application as a Recovery Support Worker” provided
by the board:

(a) The applicant’s full legal name;

(b) Any other names ever used by the applicant;

(c) The applicant’s date of birth;

(d) The applicant’s current employer;

(e) The applicant’s current employers address, business email, and phone number;
(f) Using the “yes” and “no” spaces provided, whether or not the applicant:

(1) Has any pending criminal charges;

(2) Has made a plea agreement relative to any criminal charge;

(8) Has been convicted of a felony or misdemeanor in this or any jurisdiction;
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(4) Has any license or certification under revocation, suspension, or probation in another
state

or territory of the United States; and

(5) Is currently on probation or parole in New Hampshire or in any other state or territory of
the United States;

(6) Has engaged in work with individuals with substance use or integrated co-occurring
disorders in a manner harmful or dangerous to them or the public;

(7) Has practiced fraud or deceit in procuring or attempting to obtain this certification;

(8) Has engaged in sexual relations with, solicited sexual relations with, or committed an
act

of sexual abuse against or sexual misconduct with, a current or past participant or minor;

(9) Has failed to remain free from the use of any controlled substance or any alcoholic
beverage

to the extent that the use impairs the applicant’s ability to engage in work with individuals
with

substance use and integrated co-occurring disorders with safety to the public;
Adopted Text—1/12/2023 -9

(10) Has engaged in false or misleading advertising;

(11) Has disciplinary action(s) pending in another state or territory of the United States;
(12) Has a mental disability which impairs professional ability or judgment; and

(13) Is currently or has previously been authorized in another jurisdiction to provided
recovery

support work;

(g) If the applicant has answered any of the questions in Alc 304.02(g) in the affirmative
provide a

detailed written explanation of the circumstances surrounding the “yes” answer and
include any

restitution(s) or remedial action(s);
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(h) List the private and public settings in which the applicant completed the paid or
volunteer work

experience required by Alc 303.02;

(i) List the sources of the education required by Alc 303.03;

(j) The applicant’s physical home address;

(k) The applicant’s home telephone number or cellular phone number;
() The applicant’s home mailing address;

(m) The applicant’s personal email address;

(n) Pursuant to RSA 161-B:11 and RSA 330-C:20, |, the applicant’s social security number
for the

purpose of child support enforcement compliance with RSA 161-B:11; and

(o) The applicant shall sign and date the “Initial Certification Application as a Recovery
Support

Worker” below the following statement:
“The information provided on this application form and in the materials, | have provided to

support my application is true, accurate, and complete to the best of my knowledge and
belief.

| acknowledge that, pursuant to RSA 641:3, the knowing making of a false statement on this

application form is punishable as a misdemeanor. | have read and understand the laws,
rule,

and ethical standards for Recovery Support Workers and if | am certified | will abide by
those

laws, rules, and ethical standards as defined in Alc 500.”
Alc 304.03 Meaning of the Applicant’s Signature. The applicant’s signature on the “Initial
Certification Application as a Recovery Support Worker” form shall mean that:

(a) The applicant confirms that the information provided on the “Initial Certification
Application as
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a Recovery Support Worker” form and submitted by the applicant to support his or her
applicationis true,

accurate, and complete to the best of his or her knowledge and belief; and

(b) The applicant acknowledges that knowingly making a false statement on the “Initial
Certification

Application as a Recovery Support Worker” form shall be punishable as a misdemeanor
under RSA 641:3.

Adopted Text—1/12/2023 -10

Alc 304.04 Additional Materials to be Submitted. The additional materials to be submitted
by an

applicant for initial certification shall be:

(a) The test scores from the examination described in Alc 305 submitted to the board
directly from

the testing institution;
(b) A photocopy of the applicant’s:
(1) High school diploma;

(2) Certificate of general educational development or equivalent credential issued by a
state

department of education;

(3) Any other certificate showing that the applicant has earned the equivalent of a high
school

diploma; or

(4) A transcript showing completion of a college degree program indicating education
beyond

a high school diploma;

(c) The completed, signed, and notarized form required by the New Hampshire division of
state

police for the issuance and transmission to the board of the applicant's state and federal
criminal conviction
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reports;

(d) On a fingerprint card furnished by the board or live scan document, the set of
fingerprints required

by the New Hampshire division of state police for the issuance of the applicant's state and
federal criminal

conviction reports;

(e) Unless the information is available only on a secure website, an official letter of
verification sent

directly to the board from every jurisdiction which has issued a license, certificate, or other
authorization

to practice recovery support or other work supporting treatment of individuals with
substance use and

integrated co-occurring disorders stating:

(1) Whether the license certificate or other authorization is or was, during its period of
validity,

in good standing; and
(2) Whether any disciplinary action was taken against the licensee, certificate, or other
authorization to practice;

(f) A written description of the circumstances if the applicant has checked the “yes” space
for any of

the “yes-no” questions on the “Initial Certification Application as a Recovery Support
Worker” form;

(g) Proof of compliance with any current orders described in Alc 302.01(b)(3) dated within
60 days

of the date of submission of the “Initial Certification Application as a Recovery Support
Worker” form;

(h) The “Supervised Work Experience Report Form” from each of the private and public
employer(s)

for whom the applicant performed paid or volunteer work evidencing compliance with the
work experience
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required by Alc 303.02 shall require:

(1) Supervised work experience of at least 500 hours in duration;

(2) The supervised work experience to be:

Adopted Text - 1/12/2023 - 11

a. Be paid or volunteer in nature;

b. Involve direct services to clients;

c. Be performed under the supervision of an individual approved by the board to
supervise CRSW’s; and

d. Be performed in one or more of the following private or public settings:

1. A detoxification program;

2. A substance use counseling program;

3. A substance use treatment program; or

4. In the substance use aspect of a healthcare, social service, or other direct service
program; and

(3) The supervised work experience to include:

a. Monitoring by the supervisor of the performance of the person being supervised; and
b. Record keeping and note taking by the supervisor which is sufficiently detailed to
permit accurate later assessment of the work of the individual being supervised and
accurate completion of the “Supervised Work Experience Report Form” as described in
Alc 313.06;

(i) Photocopies of all certificates of completion showing compliance with the training
requirement

in Alc 303.03, attaching additional sheets as necessary to provide the following information
if it does not

appear on the certificate:
(1) The name of the applicant;

(2) The title of the training;
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(8) The name of the training provider;

(4) The date(s) and number of hours of the training;

(5) If the training does not meet the requirements set forth in Alc 303.03(b), a description of
the topic(s) covered by the training, in the form of a brochure or description issued by the
training provider;

(6) The signature of the training instructor or a representative of the provider or sponsoring
or

approving organization, together with the title of the person signing the certificate of
completion; and

(7) A list of the domains covered by the training;

(j) The “Supervision Agreement” further described in Alc 313.09; and

Adopted Text—1/12/2023-12

(k) The “Applicant Evaluation Form” described in Alc 313.10.

Readopt with amendment Alc 305.01, effective 10-13-16 (Document #12001), to read as
follows:

Alc 305.01 Examination and Examination Procedures.

(a) The examination to be passed for initial certification as a CRSW shall be the IC&RC
written

“Peer Recovery” (PR) examination.

(b) Applicants intending to take the IC&RC written peer recovery examination shall apply to
and

take the examination with the IC&RC.

(c) Applicants for certification shall request the IC&RC submit proof they have received a
passing

score on the “Peer Recovery” examination directly to the board.

Readopt with amendment Alc 304.05, effective 10-13-16 (Document #12001) and
renumber as Part

306, to read as follows:
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PART Alc 306 BOARD’S PROCESSING OF APPLICATIONS FOR INITIAL CERTIFICATION AS A
RECOVERY SUPPORT WORKER
Alc 306.01 Processing of Applications for Initial Certification.

(a) Pursuant to RSA 330-C:20, lll the board's office shall submit the release form described
in Alc

304.04 (c), the fingerprints described in Alc 304.04(d), and the payment described in Alc
304.01(d) to the

division of state police for the purpose of obtaining the applicant's state and federal
criminal conviction

reports.

(b) The application for initial certification shall be considered complete when:

(1) The board’s office has received:

a. A completed, signed, and dated “Initial Certification Application as a Recovery
Support Worker” form pursuant to Alc 304.02;

b. The additional materials described in Alc 304.04;

c. The applicant’s state and federal criminal conviction reports transmitted to the board
by the division of state police; and

d. Any additional information or documents which the board has requested pursuant to
(c) below; and

(2) The treasurer has transacted the applicant’s check, or money order in payment of the
total

certification fee.
Adopted Text—1/12/2023 - 13
(c) If the board, after receiving and reviewing the application materials submitted by the

applicant and the applicant's state and federal criminal conviction reports, requires further
information

or documents to determine the applicant's qualification for certification, the board shall:
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(1) So notify the applicant in writing within 30 days; and
(2) Specify the information or documents it requires.

(d) The application shall be denied if the applicant has not submitted all documents
required pursuant

to Alc 306.01(b) within 120 days of the receipt by the board’s office of the completed “Initial
Certification

Application as a Recovery Support Worker” form.
(e) The board shall issue the recovery support worker certification or a written denial of the
application within 60 days of the date that the application is complete.

(f) An applicant wishing to challenge the board’s denial of an application for initial
certification

shall:

(1) Make a written request for a hearing in accordance with Alc 200; and

(2) Submit this request to the board:

a. Within 60 days of the board’s notification of denial; or

b. If the applicantis on active military duty outside the United States, within 60 days of
the applicant’s return to the United States or release from duty, whichever occurs later.

Readopt with amendment Part Alc 306, effective 10-13-16 (Document #12001) and
renumber as Part

307, to read as follows:
PART Alc 307 INITIAL LICENSURE AS A LICENSED ALCOHOL AND DRUG COUNSELOR

Alc 307.01 Scope. The rules in Alc 306, Alc 307, and Alc 308 shall not apply to applicants
applying

for reciprocity-based LADC licensure under Alc 309 unless otherwise specified in Alc 309.

Alc 307.02 Eligibility Requirements for Initial Licensure as a Licensed Alcohol and Drug
Counselor.

(a) The board shall issue an initial license as a licensed alcohol and drug counselor to an
individual
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who:

(1) Has committed none of the acts or omissions described in RSA 330-C:27, lll for which
the

applicant has not made sufficient restitution as follows:

a. Restoration of the person or entity injured by the individual to his, her, or its original
condition;

b. A restitution acknowledged by the injured person or entity to be sufficient;

c. Correction of the deficiency in the individual which led to the act or omission;
Adopted Text—1/12/2023 - 14

d. A restitution ordered in disciplinary action taken by the board; or

e. Restitution ordered in disciplinary action taken by a regulatory body of another state
or territory of the United States;

(2) Is of good character, as evidenced by:

a. Information provided on the “Application for Initial Licensure as an Alcohol and Drug
Counselor or Master Alcohol and Drug Counselor” form pursuant to Alc 313.02 or in the
additional materials reviewed by the board regarding any criminal convictions, pending
criminal charges, and plea agreements;

b. Information provided on the “Application for Initial Licensure as an Alcohol and Drug
Counselor or Master Alcohol and Drug Counselor” form pursuant to Alc 313.02 or in the
additional materials reviewed by the board regarding any restitution made for any acts
or omissions described in RSA 330-C:27, lll;

c. Information provided on the “Application for Initial Licensure as an Alcohol and Drug
Counselor or Master Alcohol and Drug Counselor” form or in the additional materials
reviewed by the board regarding any remedial action taken with respect to mental
disability; and

d. Official letters of verification and training requirements set forth in Alc 308.04(d), if
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any;

(8) Has met the education requirements set forth in Alc 307.03;

(4) Has met the training requirements set forth in Alc 307.04;

(5) Has accumulated the supervised work experience specified in Alc 307.05;

(6) Has been found competent in substance use counseling [or recovery support work] as

shown by ratings described in Alc 313.06(e)(9), meeting the following standards based on
all

“Supervised Work Experience Report Form” required to cover the individual’s entire work
experience:

a. No “not acceptable” ratings on any of the core functions; and

b. At least one rating per core function which is not a rating of “no opportunity for
supervision”;

(7) Has passed the examination specified by Alc 308.01(a) and otherwise complied with the
examination procedures of Alc 308.01; and

(8) Has complied with the application procedures set forth in Alc 312.

(b) The board shall waive an applicant’s felony conviction, if any, if the applicant has
corrected the

deficiency which led to the felonious act or omission.

(c) The board shall consider the following when determining if waiving the criminal act or
omission

shall be appropriate:

Adopted Text—1/12/2023 - 15

(1) The applicant’s explanation of the offense(s) or omissions;

(2) The applicant’s written explanation of the steps taken to make restitution;
(8) Compliance with probation or parole, if applicable;

(4) Payment of fines or restitution, if applicable; and
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(5) Compliance with any plea agreement or settlement agreement made with any court,
board,

or other supervising entity, if applicable;

(d) If the board determines, after considering all the information about the conviction or
omission,

that it does not impair the applicant’s ability to conduct, safety, the practices for which the
applicant seeks

licensure the board shall issue the waiver.

Alc 307.03 Educational Eligibility Requirements.

(a) Pursuant to RSA 330-C:17, |, eligibility for initial licensing as a licensed alcohol and drug
counselor shall require an individual to have:

(1) Graduated with one of the academic degrees stated in (b) below;

(2) Received the required drug and alcohol use education stated in (c) below; and

(3) Received the supervised practical training in drug and alcohol counseling stated in (d)
below.

(b) The qualifying academic degrees shall be:

(1) An associate’s degree in substance use counseling, addiction studies, or equivalent
program; or

(2) A bachelor’s degree in clinical mental health, social work, psychology, substance use

counseling, addiction studies, or human services from a college or university accredited
by:

a. The Commission on Institutions of Higher Education of the New England Association
of Schools and Colleges; or

b. Any other accrediting body recognized by the Council for Higher Education
Accreditation.

(c) The required drug and alcohol use education shall:

(1) Total at least 300 hours, including:
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a. Six hours of education in confidentiality;

b. Six hours of education in the 12 core functions;

c. Six hours of education in ethics;

Adopted Text—1/12/2023 - 16

d. Six hours of education in HIV and AIDS;

e. Six hours of education in suicide prevention; and

f. The remaining 270 hours covering the 18 categories of competence as described in
Alc 313.10(j)(1)-(18); and

(2) Be received:

a. As part of the academic program; or

b. In a program given, sponsored or approved by:

1. The board or the licensing body of any other state within the IC&RC;

2. National Association for Alcoholism and Drug Abuse Counselors — The
Association for Addiction Professionals (NAADAC);

3. New Hampshire Training Institute on Addictive Disorders;

4. New Hampshire Center for Excellence on Addiction;

5. AdCare Educational Institute of New England,;

6. NHTI - Concord Community College;

7. New Hampshire Alcohol and Drug Abuse Counselors Association;

8. The NH department of health and human services bureau of drug and alcohol
services (BDAS); or

9. Any public or private agency or institution providing training in the practice of
substance use counseling and recognized by the Council for Higher Education
Accreditation.

(d) No more than 25% of the required education shall be obtained by the applicant online.
This
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maximum shall not apply to educational hours obtained as part of an online college
program or from an

online training that is live and simultaneously interactive.

Alc 307.04 Training Eligibility Requirements. The required supervised practical training in
alcohol

and drug use counseling shall:
(a) Total at least 300 hours;

(b) Cover training in the 12 core functions, with a minimum of 10 hours of supervised
practical

training received in each of the 12 core functions;

(c) Supervised practical training that includes direct and indirect supervision; and
(d) Be received:

Adopted Text—1/12/2023-17

(1) In aninternship or practicum; or

(2) At the site of, and as part of, the supervised work experience as described in Alc
301.01(k)

and as descried in Alc 307.05.

Alc 307.05 Supervised Work Experience Requirement.

(a) The required supervised work experience shall be of the following duration:

(1) For an individual holding an associate’s degree, an accumulated 6,000 hours; and

(2) For an individual holding a bachelor’s degree, an accumulated 4,000 hours.

(b) The supervised work experience shall:

(1) Be paid or volunteer in nature;

(2) Involve direct services to clients;

(3) Be performed under the supervision of an individual licensed by the board or authorized
by the regulatory board of another state to practice substance use counseling; and

(4) Be performed in one or more of the following private or public settings:
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a. A detoxification program;

b. A substance use counseling program;

c. A substance use treatment program; or

d. In the substance use aspect of a healthcare, social service, or other direct service
program.

(c) The supervised work experience shall include:

(1) Monitoring by the supervisor of the performance of the person being supervised; and

(2) Record keeping and note taking by the supervisor which is sufficiently detailed to permit
accurate later assessment of the work of the individual being supervised and accurate

completion of the “Supervised Work Experience Report Form” as described in Alc 313.06.
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SECTION 3: PROPERTY INFORMATION

PROPERTY ADDRESS: TAX MAP PARCEL NUMBER:
24 Vernon Street, Keene NH 03431 K-568/054
ZONING DISTRICT: LOCATION MAP:
Please attach
DT-L

SECTION 4: APPLICATION AND LICENSE RENEWAL REQUIREMENTS

Using additional sheets if needed, briefly describe your responses to each criteria:

1. Description of the client population to be served, including a description of the services provided to the cli-
ents or residents of the facility and of any support or personal care services provided on or off site.

We are a Recovery Community Organization (RCO) that offers peer support for those experiencing subst:
disorder, including family members and support staff.

We offer recovery coaching by individuals that either have been state certified as Certified Recovery Supr
Workers (CRSW) or trained peers as Peer Recovery Support Specailist (PRSS). Coaches are required to
extensive training along with 500 voluntary hours under supervision of an approved supervisor. Engagem
be one one, telehealth or in group sessions depending on the request of those being served.

Our facility is set up to allow support type groups to use our space such as mutual aid groups (alcoholics
anonymous, all recovery and the like). Some of our groups are volunteer created and lead such as craftin:
recovery or meditations groups.

We host a transportation program called Road to Recovery (RTR) that started as volunteers loaning time .
personal vehicles and now has moved to operating our own vehicle that was donated by a supporting par
business. We currently offer in excess of 80 rides per week, many are to support individuals getting to me
assisted treatment. The basic critea to utilize our program is simply- does this support your recovery? We
many doctors appointments, trips to and from treatment or housing opportunities.

We operate a harm reduction program called GROW SSP (guerilla recovery support worker) (syringe sen
program). The program supports people by offering education and supplies that reduce risk of overdose o
spread of disease and injury. Our participants take the education about harm reduction out into the comm
share with peers. We partner with all other SSP's throughout the state and are part of NH Harm Reductior

We are non- clinical and refer those in need of clinical care to an appropriate partner, often the Doorway &
Cheshire Medical.

We do not offer any housing or overnight services outside of refferals to qualified organizations.
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2. Description of the size and intensity of the facility, including information about; the number of occupants,
including residents, clients staff, visitors, etc.; maximum number of beds or persons that may be served by the
facility; hours of operations, size and scale of buildings or structures on the site; and size of outdoor areas asso-
ciated with the use.

We lease approximately 3,500 sq ft of space in the lower lever of 24 Vernon Street. The remainder of the
is housed by our landlord- Monadnock Peer Support (MPS). Our space consists of 2 large shared offices
good sized space that is used for groups, trainings and activities. The center of the space acts as hallway
common area. We have 2 bathrooms. Our particapants have full acces to resources at MPS which is an a
asset as they have a larger meeting space, a gym and 2 housing support programs.

We are a day program only, with no beds or overnight support.

We currently have 4 full time staff and 1 part time. We utilize a number of volunteers that offer peer suppo
facilitate groups or support our other programs.

Our general hours of operation are M-F from 9-5:00 however we do have groups or trainings that may tak
evenings or weekends- most are under 2 hour time frames.

We do not have any real outdoor space other than shared use at MPS.

3. For Congregate Living Uses, describe the average length of stay for residents/occupants of the facility.

Our full time staff work 40 hours which some of that time is done out of facility doing outreach or meeting |
public, Participants are usually onsite just over an hour. (many groups or coaching servicies are 1 hour)

Again we do not have housing so our participants leave at the end of day.
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Neighborhood Relations Plan CLSS- Keene Serenity Center

Our mission Statement:

“To build a community that embraces all pathways to recovery through peer support and community
engagement in a safe environment”.

Having strong, inclusive neighborhood partners is the key to our success- following the idea that
“together we can accomplish that which I, alone, cannot.”

Some of the ways in which we support a Neighborhood Relations Plan is to:

e We are easy to get in touch with.

e Hold and post regular office hours. (M-F 9-5)

e Support a social media profile and manage links and comments for Facebook.

e Support an active website ( www.kscrecovery.org with open email link - info@kscrecovery.org
e Phone service including available anytime access to the Director.

e We host outreach events all over the city.

e We offer harm reduction training to any organization or individual that asks.

e We accept used syringes for disposal and will go out and offer disposal services as an outreach.

e We have working partnership relations with most organizations in our neighborhood. Such as
the Community Kitchen, Monadnock Peer Support, Parenting Resources, Probation, Drug Court
and Planned Parenthood.

e We support a volunteer program and many of the volunteers come directly from this
neighborhood.

e We hold monthly open social events in the evening called “Recovery Rocks”, that is open to
anyone.

e We have Keene Serenity Center safety vests available, and we regularly go out into the local
neighborhood and clean up the sidewalks around town. This happens as we have volunteers and
usually on a weekly basis and has been a good chance to “show our face” in the neighborhood.

We have an internal ethics team that is available to handle concerns such as complaints. Any concern is
investigated by our complete staff and together, we determine a course of action. We are also part of a
larger Ethics committee that includes members from Harborcare and all 20 Recovery Community
Organizations across the state.

Recovery Coaching and Peer support is about working towards building relations with others. We
discuss how we represent ourselves in the community. Often, those coming out of active addiction and
into Recovery have a lot to learn about how they fit in society, and we help come up with plans that
include good neighbor relations. The best way to do this is by example. We are good neighbors.

We answer all public inquiries or complaints promptly and with an open mind.
We do not have any open cases or complaints.

02- 2024

Page 428 of 437


http://www.kscrecovery.org/

Page 429 of 437



State of New Hampshire

Board of Licensing for Alcohol and Other Drug Use Professionals

Authorized as
Certified Recovery Support Worker

Issued To

Todd A Schillinger

License Number: 0398 Issue Date: 05/12/2022
Active

Expiration Date: 06/30/2024
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State of New Hampshire
Board of Licensing for Alcohol and
Other Drug Use Professionals

Authorized as
Certified Recovery Support Worker

Issued to: Todd A Schillinger

Active License #: 0398
Issue Date: 05/12/2022
Expiration Date: 06/30/2024

OPLC Pocket Card; Cut on dotted lines
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City of Keene, NH

1 inch = 69 Feet .
November 13, 2023 www.cai-tech.com
0 69 138 207
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Data shown on this map is provided for planning and informational purposes only. The municipality and CAl Technologies are not responsible for any use for other purposes or misuse or misrepresentation of this map.
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