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SIFFRIN MISSION STATEMENT 
Siffrin is a not for profit service organization that  
empowers people with disabilities by encouraging self-advocacy. 

 
SIFFRIN GOAL STATEMENT 
The Goal Statement is to assist each staff person in contributing fully to the accomplishment of the 
organization’s mission by providing easy access to current, functional information regarding Siffrin’s 
operations, procedures and support services. This goal shall be accomplished by presenting timely, 
essential and emergency information in a well-indexed, logically organized manner and by provision of 
updated documents on no less than a yearly basis. 
Some basic rules of thumb apply to all situations and should be kept in mind for times when you will 
need to act quickly and without needed information. 
1.Our primary responsibility is to ensure the health and safety of the people we serve. 
2.All people have the right to be treated with dignity and respect. 
3.Common sense judgment applies to all situations as well. Should a procedure herein described appear 
to need reconsidered, please feel free to challenge said procedure and provide input and 
recommendations for changes.  
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TABLE OF ORGANIZATION 
The Table of Organization (T.O.) represents the various levels of supervisory responsibility within Siffrin as an 
organization. 

Looking at the T.O. below, the Board of Directors is responsible to supervise and evaluate the Chief Executive 
Officer (CEO). 

The CEO supervises the Chief Financial Officer (CFO), Chief Operations Officer (COO), Director of Human Resources 
(HR). 

Each Director is then responsible to supervise, monitor and evaluate each staff person within that department. 

The COO is then responsible for the Managers of Stark and Summit Counties. 

The Regional Director (RD) of Mahoning Region is responsible for the management of each specific county 
program in that region.  

Each MSL supervises the Home Coordinator (HC)and all of the Direct Support Professional(DSP) staff in each of 
their homes. 

The T.O. should be followed by all employees of Siffrin when seeking out support or assistance within the 
organization. Siffrin encourages the flow of information and ideas, and items should be directed to one’s direct 
supervisor first, then follow the Chain of Command for additional follow-up.  
The Administrator on Call (AOC) is available to provide after hour support to all Siffrin staff to assist in handling 
emergency situations only. 
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SECTION II 
The Individuals 
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ASSESSMENT OF INDIVIDUALS 
Prior to each person’s initial and annual Individual Service Plan (ISP), they must have an Individual Skills 
Assessment (ISA) to determine areas of strength and areas in need of support. The assessment will rate 
the individuals’ skill levels in each of the “seven major life areas” which are: Choices and Options, 
Personal Income, Housing, Community Membership, Personal Satisfaction ,Health, and Safety. 
Also, before an Individual’s Annual Meeting, an Annual Individual Survey must be completed. This 
should be done be the MSL or a designated Staff person. A copy will be kept in each individual’s Black 
Book and the original will be turned into the Director of Program Services. 
Initial assessments also include medical, dental, psychological, and dietary needs, which are completed 
by professionals in each respective area. Medical and dental assessments are required to be completed 
annually. Psychological evaluations should be updated at least every 5 years or whenever the person’s 
overall status changes. 
The Individual Skills Assessment is the primary standardized assessment used by Siffrin and is 
administered by the MSL or their designee. 
If there are areas on the assessment the person administering the test is unsure the individual can 
perform, they are to simulate the task and observe the person performing it and record the results. The 
levels of ability recorded on the assessment are then used to develop the individual’s Service Plan and 
identify areas of needed support and Skill Development. 
Copies of the assessment can be obtained at the main office. 

COORDINATION OF ANCILLARY SERVICES 
Ancillary services are defined as any services that cannot be provided directly by Siffrin staff. Types of 
ancillary services include but are not limited to: dental, medical, visual, psychological, dietary, physical 
therapy, and occupational therapy. 
The need for ancillary services is identified by the individual’s interdisciplinary team, and then written 
into the Individual Plan (IP).It is the responsibility of the MSL or their designated staff to find an 
organization or professional to provide the service. 
If an appropriate provider is not known, IP team members and staff from other homes can and should 
be asked for help. The individual’s primary physician is also a good source of information about 
providers. 
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When a medical provider is contacted, it is necessary to inform them of the type of medical coverage 
the individual has. This issue frequently determines if the provider will accept the individual for services. 
It is very important to establish a good professional relationship with the provider so we may continue 
to use their services. If you feel that a provider is not treating the individual with respect and dignity, it 
should be reported to the MSL or other Administrative staff immediately. 
When taking an individual on an appointment it is staff’s responsibility to: 
1.Have the individual there on time 
2.Have insurance/Medicaid/Medicare information ready 
3.Have all the background information the provider needs 
4.Make sure all of the orders given are relayed to the other staff and are followed 
5.Filling of prescriptions is arranged and all documentation needs completed immediately following the 
appointment. 
If an individual is unable to attend an appointment, the provider is to be contacted as soon as possible 
of the cancellation. 
Ancillary services that involve changes in medication, treatment orders or require return visits, such as 
Physical Therapy, should be communicated with the: 
2.Service Support Administrator (SSA) 
3.Workshop nurses 
4.Workshop supervisors 
5.Family or guardian. 
This can be done through phone follow up, e-mail, scheduled IP meetings or Special Team Meetings. 
As is expected in all situations, staff isto present themselves in a professional manner and to offer as 
much assistance to the medical provider as needed.11 of 54  

 
OUTCOMES/PROGRAM DOCUMENTATION 
Program Outcomes or Skilled Trainings are decided by each person’s Interdisciplinary Team, which 
includes the individual. Outcomes are designed to increase a person’s independence and 
empowerment, or facilitate achieving a goal. When a need for training or facilitation is identified, the 
MSL & staff will develop an appropriate program outcome goal, frequency and duration. The MSL will 
then take it to the Interdisciplinary Team either during the annual meeting or at a special team meeting 
and have it written into the IP. Program Outcome goals are written individually to suit the varying needs 
and goals of each person. 
Each county has a different way to write and run program outcomes. In some counties the SSA of the 
individual writes the program outcome goals, in others, Siffrin staff will write the outcome plans. 
Regardless, all staff running program outcomes are required to implement them according to the 
contact schedule and document them accurately. 
The Outcome Plan should include: 
1. The date the program started 
2. The date the program ends 
3. Implementer’s (The staff who will implement the program with the person) 
4. The program area (the area of life the program addresses) 
5. The need (behavior) the program is designed to teach or change 
6. Contact Time: How often and for how long the program is to be run (Frequency and Duration) 
Questions regarding how a program is to be run or the progress of a program should be directed to the 
MSL. 
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CLOTHING 
Each individual has a clothing and personal effects inventory. This inventory tracks all of the individual’s 
clothing and personal items they own. This list is updated on an ongoing basis .When a person gets 
something new, it must be marked on their inventory .When an item is old and being discarded, the 
item should be listed on the back of the inventory sheet under discards. Clothing should be routinely 
gone through with the individual and discard worn, ill-fitting or soiled clothing and replace them with 
new. 
It is staff responsibility to assure that individuals are wearing proper, age appropriate, clean attire both 
at home and in the community. Personal hygiene is equally important in presenting a positive image in 
the community. If an individual needs assistance in these areas, consult with your MSL to discuss ways 
to best approach these issues with an individual. 
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PET OWNERSHIP BY INDIVIDUALS 
Siffrin understands the therapeutic value in pet ownership, and supports this for persons that have been 
assessed for and recommended for therapeutic pet ownership. This will be part of the Individual’s 
Person-Centered plan, and expectations for staff in assisting with the animal would be outlined in the 
plan and agreed to or declined as a provider.  
The below procedure if for general non-therapeutic pet ownership guidance.  
A. In order to own a pet, an individual must:  
1) Be permitted by their signed lease or contract for housing to own a pet 
2) Be able to properly care for the pet, and pay for expenses such as veterinary bills, food, license, etc. 
3) Spay or neuter the animal, de-claw as needed 
4) Be able to provide complete care for caged or aquarium animals 
5) Have agreement from any roommates to bring a pet into the home, taking care to not bring animals       
     in that area known allergen to the roommates  
B.   Prior to purchase:  
1) Discussion of pet ownership should be had between person that wants to own a pet and the home 
manager or home coordinator. The individual should understand that staff are not expected to care for 
their animal because the owner is receiving care.  
2) Staff are permitted to assist with the care of the animal as much as comfortable for the staff and 
owner 
3) In the case where all the individuals in the home want to have a “house pet” that is jointly cared for 
by all  
in the home, it must be agreed upon by all individual teams and added into the Individual’s Plan that  
they are sharing the ownership, care and cost of the pet with their roommates.  
4)  In Siffrin owned homes where pets are permitted in the lease: Siffrin has the right to limit the 
number of  
Animals permitted into the home 
5)  For ease of care and safety, Siffrin asks that individuals that seek dog ownership limit size of the dog 
to 
No more than thirty pounds weight 
6) Siffrin CEO or designee shall have the final word as to whether an individual can own a pet in a Siffrin 
owned home, and whether Siffrin staff will be permitted to provide services to a person that has a pet. 
This is to be used in the event a dangerous animal becomes involved. 
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ACCESSIBILITY 
Siffrin is committed to doing everything in its power to allow for, facilitate and provide accessibility to all 
of the people it serves. 
There are three main areas that Accessibility need to be considered. 
They are: 
1.Environment 
2.Services 
3.Rights 
ENVIRONMENT 
This is in regards to all areas of the home. Each home or living environment needs to be outfitted to fit 
the needs of the individuals living there. This includes bathrooms, ramps, wide doors, and special 
equipment… 
If an individual is in need of any of these items your Manager should be made aware of this. There are 
many resources to tap into regarding accessibility and making individual’s living environment suitable to 
their needs. 
Community access is also important to our individuals. Any needs regarding the provision of community 
access will also need to be addressed. This may take the form of vans or transportation needs, use of 
public transportation or simply planning activities for individuals to go on.Utilizing and working together 
with other homes also help individuals access the community. 
SERVICES 
All individuals need access to services that they require. We provide Homemaker Personal Care or HPC 
Adult Day Services, Non-Medical Transportation services, Payee Services and Employment Supports. 
Many individuals need other services from physical therapy, occupational therapy, vocational services, 
psychological services, social work, and medical… 
If any of these services are needed, then the interdisciplinary team needs to be made aware of this so 
that services can be found. As a Direct Support Professional staff, you may be called upon to help look 
for services or to take individuals to their services. 
RIGHTS 
The rights of each individual are clearly spelled out by the State of Ohio www.dodd.ohio.gov. We have 
attached the link to different formats such as (ASL/ Large Type/ Audio) on our website www.Siffrin.org 
as well. The Individual Rights pamphlet is to be displayed in every home, reviewed annually with the 
individual and Affirmation of Rights consent signed. It is important that all of these rights are maintained 
appropriately. No restriction of a right may be implemented without approval of the person, their 
guardian, a Human Rights Committee and written instruction from that Individual’s ISP. If an approved 
rights restriction is written into the ISP or a Behavior Support Plan, then it will be followed exactly as it is 
written. Otherwise, all individuals have the rights as anyone else and those written by the State. Only an 
individual’s guardian can make decisions on their behalf according to the type of guardian they are, 
which may be guardian of person only, emergency guardian for medical decisions or complete guardian. 
Staff will ensure a copy of Individual Rights review in a media that the person can understand is available 
at the home. Examples: Video, large print, with pictures are all available.  

 

http://www.siffrin.org/
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REPORTING UNUSUAL INCIDENTS 
An unusual incident means any incident involving an individual or staff person, which is not consistent 
with routine operations, policies and procedures, and the routine care and support of the individual. 
A.Major Unusual Incident means the following: 
1. Alleged, suspected or actual occurrences of Abuse, Neglect or Exploitation. 
2. Death of an individual including: natural death, accidental death, suicide and homicide. 
3. Attempted suicide: Behavior shown by an individual that may lead to serious injury or adverse 
circumstances. 
4. Fire: Resulting in injury or property damage. 
5. Police involvement: Which results in arrest, charges, or incarceration. 
6. Hospitalization: Due to injury, life threatening adverse reaction to food or drug, medication errors 
that result in serious consequences, any unplanned admission. 
7. Missing Person: Unauthorized absence of an individual that exceeds the Service Plan’s requirement 
for supervision, removal of the individual without the consent of the individual, guardian, or appropriate 
authorities. 
8. Rights Violations. 
The term Sentinel Event is used for CARF purposes, which describes any MUI that leads to serious harm 
or risk of harm physically or psychologically to a person served. Sentinel events will be decided by the 
Manager of Medicaid Compliance and COO or CEO. Please see Sentinel Event Plan in Employee 
information section. 
An Unusual Incident Report (UIR) form must be completed after any unusual incident or Major Unusual 
Incident (MUI) involving an individual served. It must be completed by the end of that staff person’s 
shift. 
Staff, are required to report a suspected or actual Major Unusual Incident to their MSL or to the AOC if it 
occurs after hours as soon as they are aware of incident. 
Failure to report an unusual incident could result in corrective action for the staff person failing to 
report it. 
If there is a question as to whether a situation constitutes a Major Unusual Incident, notify your MSL or 
the AOC immediately for verification. 
Once the incident report is completed, it must be forwarded to the office for processing by the 
designated UIR/MUI/Sentinel Event coordinator. On business days, it will be forwarded to the 
appropriate county’s MUI department or organization. On non-business days or after hours, that 
county’s MUI department will be contacted by the MSL or AOC who will also notify them that a written 
report will follow on the next business day. Sentinel Events will be reported following CARF standards.  
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POSITIVE INTERVENTION 
Who needs a Behavior Support Plan? 
Very few people actually need a Behavior Support Plan. Most individuals respond very well to re-
direction and consistent staff reinforcement of appropriate behavior. Sometimes, a person may need to 
work on certain social skills, or learn how to calm themselves before they act out inappropriately. Siffrin 
promotes the least aversive measures. 
Maladaptive Behaviors 
Maladaptive Behaviors inhibit a person’s ability to adjust to particular situations. This type of behavior is 
often used to reduce one’s anxiety, but the result is dysfunctional and non-productive. For example, 
avoiding situations because you have unrealistic fears may initially reduce your anxiety, but it is non-
productive in alleviating the actual problem in the long term. Another example: A person becomes over-
stimulated and is becoming anxious and frustrated with the situation, so hits at someone or runs away 
to try to remove the stimulus. 
Aversive Intervention Theory Defined 
In psychology, aversive means unpleasant stimuli that induce changes in behavior. In theory, applying an 
aversive immediately following a behavior reduces the likelihood of the behavior occurring in the future. 
Aversives can vary from being slightly unpleasant or irritating (such as a disliked color) to physically 
damaging (such as an electric shock). It is not the level of unpleasantness, but rather the effectiveness 
the unpleasant event had on changing behavior that defined the aversive. Aversive Intervention was 
used regularly to reduce or eliminate the behaviors of people, often with very damaging effects 
(psychological or physical) to the person and/ or staff applying the intervention. For more detail on what 
is considered Aversive-see Behavior Support Aversives: What are Restraints? What is prohibited? 
Section below. 
Aversive Intervention Theory is no longer regarded as effective or appropriate, see Positive Intervention 
Culture below. 
Positive Intervention Culture Regarding Behavior Support: Theory of Positive Intervention 
The Positive Intervention Culture centers on respect, trust and building relationships that are safe and 
healthy. The use of aversive techniques as behavioral interventions continues to be a concern in Ohio 
and nationally due to the risk of serious injury and death, emotional harm and trauma and the 
disruption of relationships with family members, peers and direct support professionals. The Positive 
Intervention Culture is an ODDD initiative with an initial goal of eliminating timeouts and restraints, and 
an ultimate goal of an aversive-free approach to behavior supports. The Positive Intervention Culture is 
essential for building an environment that enhances the quality of life for the individuals we support and 
is supported by existing rules and regulations. 
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How is Positive Intervention Culture Implemented at Siffrin? 
Siffrin’s policies and procedures shall promote the growth, development and independence of the 
individuals and promote individual choice in daily decision-making, emphasizing self-determination and 
self-management. 
Behavior support policies and procedures must: 
1) Promote the growth, development and independence of the individual; 
2) Address the extent to which individual choice will be accommodated in daily decision-making, 
emphasizing self-determination and self-management, to the extent possible; 
3) Specify the individual's conduct to be allowed or not allowed; 
4) Be available to all staff, the individual, parents of minor children, legal guardians, and providers; 
5) To the extent possible, be formulated with the individual's participation; and 
6) Ensure that an individual must not discipline another individual, Except as part of an organized system 
of self-government. 
7) Policies and procedures, including administrative resolution of complaints procedures are available to 
all staff, individuals receiving services, parents of minor children, legal guardians. 
The climate for behavior support is characterized by: 
1) Interactions and speech that reflect respect, dignity, and a positive regard for the individual 
2) The setting of acceptable behavioral limits for the individual; 
3) The absence of group punishment; 
4) The absence of demeaning, belittling or degrading speech or punishment; 
5) Staff speech that is even-toned made in positive and personal terms and without threatening 
overtones or coercion; 
6) Conversations with the individual rather than about the individual while in the individual's presence; 
7) Respect for the individual's privacy by not discussing the individual with someone who has no right to 
the information; and 
8) The use of people-first language instead of referring to the Individual by trait, behavior, or disability. 
Behavior Support Plan Development: How a BSP becomes approved 
Usually, staff will notice and communicate to their supervisor that there are some maladaptive 
behaviors occurring in the home. Staff will communicate these through writing Unusual Incident 
Reports. Staff will never restrain, punish or apply any type of aversive action on any individual. See 
Prohibited Actions Section below. Staff may not withhold or limit regular outings, communication with 
friends or family, or restrict any action of the individual without having it specifically defined and written 
and approved in the Individual Service Plan for the person, while abiding by the policies and procedures 
herein. 
After a trend or pattern is determined to exist, data collection may begin to measure frequency and 
severity to define what is happening. Data may also be collected on: what the Antecedent (cause), 
Occurrence (actual behavior) and Result is of the behavior. Thorough info will be collected on the way 
staff have been providing redirection, what works or how the staff deal with the behavior currently. The 
Team usually would be called to  
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meet to discuss the data that is collected, what it is exactly that is occurring and how it is affecting the 
people’ life, roommates or others. 
Siffrin currently does not write Behavior Support Plans, so a referral to a Behavior Support Provider 
would be given to start the process of developing a Behavior Support Plan. This Behavior Support 
Provider would be an organization, independent behavioral health provider, or Psychologist that is 
certified to provide psychological services and meets the current standards and has certifications to 
develop BSPs. 
The Behavior Support Provider will assess the person and situation, and may ask for further baseline 
data to be taken. 
Medical factors are considered in the development of behavior support plans, as well as Risk 
Assessment. All factors of a person’s life are taken into account when developing a Behavior Support 
Plan. 
A behavior assessment is completed prior to writing or implementing any written Behavior Support Plan 
to help identify the causes of a behavior and to determine the most appropriate teaching and support 
strategies. The BSP shall be developed to follow the findings of the behavior assessment. 
A BSP includes a case history (including medical information), results of a behavior assessment, baseline 
data, behaviors to be increased and decreased, procedures to be used, people responsible for 
implementation, review guidelines, and signature/date of guardian and plan author, SSA and SSA 
supervisor, and include any dissenting opinions. 
BSP: Human Rights and Behavior Support Committee Approvals 
Any BSP must be reviewed and approved by the Human Rights and Behavior Support Committees of the 
County Board or Organization that developed the BSP before it can move further. All behavior plans 
must be approved and signed by the guardian before it can begin to be implemented. 
The behavior support committee and the human rights committee, which 
reviews the plan, is either those formed by the county board or Behavior Support Provider. A County 
Board or provider may establish one multi-purpose committee to fulfill all functions of the Behavior 
Support committee and the Human Rights committee; or may jointly establish and share the operation 
of these committees. 
The committee shall include people knowledgeable in behavior support procedures, including 
administrators and people employed by a provider who are responsible for implementing behavior 
support plans, but not those directly 
Involved with the plan being reviewed. The authors of the behavior support plan may attend committee 
meetings to provide information and to facilitate implementation of suggested changes. 
The committee shall include, at least, one parent of a minor or guardian of an individual eligible to 
receive services from a county board, at least one staff member of the county board or provider 
convening the committee, an individual 
receiving services from a county board, qualified people who have either experience or training in 
contemporary practices to support behaviors of individuals with developmental disabilities, and, at 
least, One member with no direct involvement in the county board's programs. 
One human rights committee may serve more than one county board or provider. 
Since Siffrin currently does not author BSPs, Siffrin does not hold Behavior Support or Human Rights 
Committees regarding Behavior Support Plans. 
The Behavior Support committee reviews and approves or rejects all plans18 of 54  
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that incorporate aversive methods, including restraint and time-out, and reviews ongoing plans that 
incorporate aversive methods, including restraint and time-out. 
A Human Rights committee reviews and approves or rejects all behavior support plans using aversive 
methods, including restraint and time-out, and those which involve potential risks to the individual's 
rights and protections. The Human Rights committee ensures that the rights of individuals are 
protected. 
Behavior Support Aversive: What are Restraints? What is prohibited? 
Restraint and time-out (SIFFRIN PROHIBITS TIME-OUT), as defined in “Restraint” Defined Section below, 
are only used with behaviors that are destructive to self or others and only when all other conditions as 
described are met. Aversive behavior support methods are never used for retaliation, for staff 
convenience, or as a substitute for an active treatment program (that the Interdisciplinary team 
developed and approved per individual plans). Positive and less aversive teaching and support strategies 
must be demonstrated to be ineffective prior to use of more intrusive procedures 
Plans that incorporate aversive methods, including restraint and time-out (SIFFRIN PROHIBITS TIME-
OUT), shall be reviewed as determined by the interdisciplinary team but at least every thirty days. Status 
reports on a plan that incorporates aversive methods, including restraint and time-out, shall be provided 
to the individual receiving services from the county board program, or guardian if the individual is 
eighteen years old or older, or the parent or guardian if the individual is under eighteen years of age. 
Additionally, for individuals who receive services from a provider, status reports shall be provided to the 
Provider. 
"Restraint" Defined: 
1) "Chemical restraint," which means a prescribed medication for the purpose of modifying, diminishing, 
controlling, or altering a specific behavior. 
"Chemical restraint" does not include the following: 
a) Medications prescribed for the treatment of a diagnosed disorder as found in the current version of 
the American Psychiatric Association's "Diagnostic and Statistical Manual" (DSM); 
b) Medications prescribed for treatment of a seizure disorder. 
2) "Emerging methods and technology," means new methods of restraint or seclusion that create 
possible health and safety risks for the individual, including methods or technology that were not 
developed prior to the effective Ohio Revised Code rules. 
3) "Manual restraint," which means a hands-on method that is used to control an identified behavior by 
restricting the movement or function of the individual's head, neck, torso, one or more limbs or entire 
body, using sufficient force to cause the possibility of injury. 
4) "Mechanical restraint," which means a device that restricts an individual's movement or function 
applied for purposes of behavior support. Examples where ISP addendums would be needed and 
possible HRC review: binder to prevent pulling out a G-tube, special seatbelt restraint not factory-
installed. 
5) "Time-out," which means confining an individual in a room and preventing the individual from leaving 
the room by applying physical force or by closing a door or other barrier, including placement in such a 
room when a staff person remains in the Room with the individual. 
6) Prior approval from the County Board director must be obtained before using the following methods 
of restraint: 
a) Any emerging methods and technology designated by the director as requiring prior approval; or 
b) Any other extraordinary measures designated by the director as requiring prior approval, including 

brief 

application of electric shock to a part of the individual's body following an identified behavior. 
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PROHIBITED ACTIONS 
Prohibited actions are reported as Major Unusual Incidents (MUIs) in accordance 
With rule 5123:2-17-02 of the Administrative Code. Prohibited actions shall include the following: 
1) Any physical abuse of an individual such as striking, spitting on, scratching, shoving, paddling, 
spanking, pinching, corporal punishment or any action to inflict pain. 
2) Any sexual abuse of an individual. 
3) Medically or psychologically contraindicated procedures. 
4) Any psychological/verbal abuse such as threatening, ridiculing, or using abusive or demeaning 
language. 
5) Placing the individual in a room with no light. 
6) Subjecting the individual to damaging or painful sound. 
7) Denial of breakfast, lunch or dinner. 
8) Squirting an individual with any substance as a consequence for a behavior. 
9) Systematic, planned intervention using manual, mechanical, or chemical restraints, except when 
necessary to protect health, safety, and property and only when all other conditions required 
10) Medication for behavior control, unless it is prescribed by and under the supervision of a licensed 
physician who is involved in The interdisciplinary planning 
11) TIME OUT-***SIFFRIN PROHIBITS ANY USE OF TIME OUT*** 
Time-out in a time-out room exceeding one hour for any one incident and exceeding more than two 
hours in a twenty-four-hour period. Use of a time-out room requires the additional oversight and the 
following safeguards: 
(a)A time-out room shall not be key locked, but the door may be held shut by a staff person or by a 
mechanism that requires constant physical pressure from a staff person to keep the mechanism 
engaged. 
(b) The room must be adequately lighted and ventilated, and provide a safe environment for the 
individual. 
(c) An individual in a time-out room must be protected from hazardous conditions including, but not 
limited to, presence of sharp corners and objects, uncovered light fixtures, or unprotected electrical 
outlets. 
(d) The individual must be under constant visual supervision by staff at all times. 
(e) A record of time-out activities must be kept. 
(f) EVEN Emergency placement (i.e., without a written plan) of an Individual in a time-out room is not 
allowable. 
(h)Restraint or time-out shall be discontinued if it results in serious harm or injury to the individual or 
does not achieve the desired results as Defined in the behavior support plan. 
Behavior Support Implementation: What is Expected? How to implement, what to do if it is not 
working 
Prior to implementation, documented informed consent is obtained from the individual receiving 
services, 
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guardian if the individual is eighteen years old or older, or from the parent or guardian if the individual is 
under eighteen years of age. This written informed consent shall be updated at least annually. Any 
revisions to a behavior support plan requiring behavior support committee approval shall require 
written informed consent from the individual receiving services, or guardian, or from the Parent or 
guardian if the individual is under eighteen years of age. 
"Informed consent" means an agreement to allow a proposed action, treatment or service to happen 
after a full disclosure of the relevant facts. The facts necessary to make the decision include: information 
about the risks and benefits of the action, treatment or service; acceptable alternatives to such action, 
treatment or service; the consequences of not receiving such action, treatment. 
The behavior support plan shall be presented in a manner that can be understood by the individual or 
parent of a minor or guardian service; and the right to refuse such action, treatment or service will be 
explained. 
Behavior support methods are integrated into Individual Service Plans and are designed to provide a 
systematic approach to helping the individual learn new, positive behaviors while reducing undesirable 
behaviors. 
Focus is on positive teaching and support strategies and encourages use of the least restrictive 
environment and least intrusive forms of intervention. The BSP will also specify a hierarchy of these 
teaching and support strategies, ranging from most positive or least intrusive to least positive or most 
intrusive, including approvals and review procedures. 
Siffrin will always promote the least aversive measures possible, and discourages use of any aversive 
measures unless all steps have occurred to comply with the Ohio Administrative Code as written within. 
Training and experience required for staff who develop behavior support 
plans and for all people employed by a provider who are responsible for implementing plans are 
specified and require documented training. 
Behavior support methods are employed with sufficient safeguards and supervision to ensure that the 
safety, welfare, due process and civil and human right of individuals receiving county board services are 
adequately protected. 
Standing or as needed programs for the control of behavior are prohibited. A "standing or as needed 
program" refers to the use of a negative consequence or an emergency intervention as the standard 
response to an individual's behavior without developing a behavior support plan for: Any use of restraint 
or time-out (WHICH SIFFRIN PROHIBITS) in an unapproved manner or without obtaining required 
consent, approval, or oversight shall be reported as a major unusual incident. Any use of restraint or 
time-out (WHICH SIFFRIN PROHIBITS) that results in an injury, that meets the definition of a major 
unusual incident or an unusual incident will be reported as such as well. 
Behavior Support Monitoring: Who is responsible, What is expected 
Within five working days after local required approval of a behavior support plan using restraint or time-
out, the county board or provider shall notify the Ohio Department of DD by facsimile or other 
electronic means. Upon request by the department, the provider shall submit any additional 
information needed regarding the use of the restraints or time-out. Siffrin MSL will ensure notification 
to the State is coordinated and given in a timely manner. 
All data collection for Behavior Support Plans is now sent monthly to the local County Boards for review 
by the 5thof each month. 
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Alternatives to Behavior Support Plans 
Many of our individuals have had good success changing their behavior simply with positive 
reinforcement, re-direction from thinking about the subject or engaging the person in another activity, 
positive reward programs. Positive reward programs offer a reward above and beyond normal everyday 
activities for following through on their responsibilities, or for having a positive attitude, going to work, 
etc. Reinforcement programs where the individual earns more, or “extra” of their own money is 
prohibited. Food being used as a positive reinforcement is also highly discouraged. 
Behavior Guidelines are formed by the ISP Team to guide staff so all are handling the person’s behaviors 
consistently and in the same manner. 
Anything related to the ISP: any programs, changes or additions to the ISP must be approved by the 
team process. No reward programs or Behavior Guidelines can be implemented without team approval 
and an approved/ signed addendum stating it can be implemented. 
Mandatory Staff training in B.I.T.S., and positive communication also helps prevent problems. Staff are 
trained and encouraged to develop a positive relationship of trust and respect with the individuals, 
which is the foundation of how we care for our individuals. Simply being treated with respect and 
kindness can offset many incidents of behavior. Siffrin expects staff to treat the individuals as good as or 
better than their own family members. 
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SECTION III 
Medical 
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CERTIFICATION REQUREMENTS FOR ALL STAFF PERFORMING HEALTH-RELATED ACTIVITIES 
To perform any health-related activities or distribute any medications, the delegating nurse must certify 
staff. Supervised Living staff is required to complete the Medication Administration Certification 1 
training within their first three months of employment and to be certified by a delegating nurse to pass 
medications. 
This certification is good for one year. Re-certification must be maintained every year including the first 
year of certification by obtaining 2-hours of approved continuing education and an annual 
demonstration before their certification anniversary. 
MONITORING THE CORRECTNESS AND PROTECTION OF THE PROCESS OF MEDICATION 
ADMINISTRATION AND HEALTH RELATED ACTIVTIES: 
The MSL/HC will follow-up at least annually with a medication passing observation for all Level I 
medication routes, which may include oral, topical, eye, ears, nasal, rectal and vaginal. The delegating 
Nurse will follow-up at least annually with an observation for all Level II (peg tube) and Level III 
(subcutaneous injection/ insulin only) routes. These observations will be documented on the checklists 
for each medication route used by the individuals in the home. The checklist will be kept in the 
employee’s training file for review. In addition to these observations, a sample review of the 
documentation procedures and other related tasks will be done at least monthly in each home where 
these tasks are done, by the home manager.  
Any employee whose certification 1, 2 or 3 has been suspended or expired will not perform those tasks 
until they are re-certified by taking the approved 2-hour continuing education or if necessary, initial (14 
hour) certification is taken again. If certification 1 expires, certification 2 & 3 are also expired, consult 
with the Delegated Nurse if there is a question. 
HEALTH-RELATED INDIVIDUAL SPECIFIC TRAINING: 
Medication and Health related individual specific training must be completed prior to staff administering 
medication or performance of any health-related activities in the home AFTER becoming certified. This 
training must include, but is not limited to, reviewing the Individual Emergency Information for each 
individual, route of medications, how the person takes medication, where and when, routine 
treatments, parameters for Health-Related Tasks and any other special instructions that may help staff 
understand the individual’s health-related needs. 
The MSL/HC of the house will update the Health-Related Individual Specific Training as needed for every 
individual in the house that received health-related tasks, and annually with ISP renewal. 
Upon completing this training, the staff will sign it and it will be placed in the employee’s training file for 
review. 
STEP-BY-STEP DIRECTIONS 
Directions are available to staff for medication administration and health-related activities that include 
step-by-step instruction for all medication routes and health-related activities. Please refer to the 
Prescribed Medication Handbook and Health-Related Activities Training Manual for reference, which will 
be kept in the medication cabinet in each home. 
Specific Default Parameters for Health-Related Tasks are found in the manual mentioned above, pages 
89 &90. 
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Specific Parameters recommended by the doctor must be followed over any default parameter, call the 
Delegating Nurse or doctor if there is any question. 

MEDICATION STORAGE 
*Taken from Prescribed Medication Handbook and Health-Related Activities Training Manual pg. 49-54 
1. Only medications and the equipment for preparation are to be stored in the designated secured area 
that isto be used consistently. 
 
2. Medication storage and preparation areas are to be clean, organized, functional and provide: 
a. Adequate space for storage so that internal (oral) medication is not stored with external 
(topical or rectal suppository/vaginal suppositories) medications. 
b. Medication shall be organized and separated by individual and then by dosage times. 
c. Medications given by different routes should be stored separately 
d. Adequate lighting so that labels can be clearly read. 
e. Accessible hot and cold running water. 
f. Refrigerator space must be available for certain medications. It should be a separate refrigerator or a  
specific space within the refrigerator such as a locking box for that specific medication. 
g. Medication cupboards that can be secured. 
3. Medications are stored properly to maintain potency, which requires proper temperature, light and 
packaging. The dispensing pharmacist should provide instructions on proper storage.If you are uncertain 
about proper storage, contact the dispensing pharmacy/pharmacist. 

4. Medications that are discontinued, outdated and any container with a worn, illegible, or missing label 
should no longer be used. Following the policy for Medication Disposal. 
 
RECEIPT OF VERBAL ORDERS 
Only staff that have received training and certification by the DODD in oral/topical medication and 
health-related activities may receive and transcribe orders onto a medication administration record 
(MAR) or treatment record (TAR). 
Wherever feasible, certified staff shall request a written order from the prescribing health care 
professional (i.e. prescription, fax, etc.) Oral orders for medications and treatments shall be accepted 
only under circumstances where it is impractical for the orders to be given in a written manner. 
Staff may not receive written or verbal order for any newly prescribed medication which is required to 
be dispensed by a pharmacist or health care professional. 
A dated and signed copy (Hard copy) of the verbal order must be obtained within (7) seven days of 
receipt and all orders (Written and verbal) must be checked by a manager within (7) days of receipt. 
Verification by a second person must be documented.  
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Staff may receive written or verbal orders from a health care professional with prescriptive authority 
only if the order is a: 
1. Change in dose, frequency or time, or discontinuation of a medication that they already have. 
2. A medication that does not require a prescription (over the counter) or Pharmacy intervention. 
3. Performance or change in frequency of health-related activities. 
TRANSCRIPTION OF VERBAL ORDERS* 
*Only a nurse can transcribe orders for level II and III routes (Peg tube and Subcutaneous injections) 
Contact the nurse for these transcriptions, or if the individual has a Home Health Organization 
Provider, they may be able to transcribe as well.  
Only certified delegated staff may transcribe an order of the MAR or TAR for: 
1. Change in dose, frequency or time of a medication that they already have, to hold a dose. 
2. A medication that does not require a prescription (over the counter) or Pharmacy intervention. 
3. Performance or change in frequency of health-related activities. 
Only certified delegated staff shall transcribe on the MAR dispensed medication instructions as soon as 
possible after receipt either: 
1. Verbatim from dispensed container or 
2. Placement of pharmacy provided instructions on the MAR (Sticky back paper, glue). 
TRANSCRIBING FROM A LABEL OR HARD COPY ORDER 
1. Check the pharmacy dispensed medication package or typed information provided pharmacy for 
insertion into the Medication administration record (MAR) for the following: 
a. Check the Pharmacy Label against the Dr. Orders first 
b. LOOK FOR: Date of the dispensing 
c: Individual’s name 
d. Medication 
e. Medication dosage 
f. Times the medication needs to be given 
g. The route the medication needs to be given 
h. Special instructions 
i. Start and stop times 
j. Reason for the medication 
2. Check the MAR for the following 
a. Staff signature and initials 
b. Individual’s name 
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c. Date 
d. Allergies 
3. Place the name of the medication, dose, route, prescribing physician and times to be given on the 
MAR. ONLY USE BLUE OR BLACK INK. Legible writing is very important. The entry shall be dated and 
signed by the staff. The next available staff shall check accuracy of transcription of orders, ideally at the 
time of transcription and the accuracy check shall by signed and dated by the staff performing the 
check. 
NEW MEDICATION FORM (YELLOW FORM): 
When a new medication is started that was not previously on the physician orders, use a yellow New 
Medication Form. Complete all the boxes as indicated, this follows the above transcribing orders 
procedures. The form was designed to aid in completing all needed info to start a new medication as 
well as indicate the need that this must be sent to the pharmacy to be added if routine, or in the next 
month follow up as the doctor prescribes for the short term medication.  

ADMINISTERING MEDICATION 
All medications are to be distributed to individuals by the time period ordered by their physician. There 
is a one-hour before or after leeway period to administer medication if you are unable to give the med 
at the exact time, but as a rule, medication should be administered at the time ordered by the physician. 
WHEN ADMINISTERING MEDICATION ALWAYS: 
1. Check the MAR to ascertain the prescribed dose for this administration time has not been 
     given. 
2.Check the MAR for the individual’s known allergies. 
3.Select the medication to be given. 
4.Use a separate cup or unit dosage container for each individual. 
5.Check the medication with the MAR. 
6.Check label on medication container with the MAR (never use unlabeled medications!) 
7.READ THE LABEL THREE TIMES: 
a. When checking with the MAR; 
b. Before removing medication from container; and 
c. Before giving to individual 
8.Medication prepared for giving, but not given, are to be recorded as directed in Medication 
Disposal/Documentation procedures. 
9.If there are questions regarding the medication seek assistance by notifying the homes MSL, 
nurse, pharmacist, or individual’s physician. 
RECORDING ON THE MAR or TAR 
The nurse or the pharmacist will prepare a MAR or TAR for each individual which will include the 
individual’s name, the name of the medication, the dose, the route, the administration time, a 
discontinuation date when applicable and special instructions; e.g., take pulse before giving, give with 
food and health-related activities to be done. 
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INITIALS 
Immediately after the medication is given or health-related activity is performed, the certified staff who 
gave the medication or health-related activity will initial the appropriate time space under the correct 
date on the MAR. Pre-popping or initialing will not be tolerated. Medications must be prepared at the 
time they are due, one person at a time, and shall not be set aside in preparation measure.  
 
Recording on the MAR and TAR- a Legend was added for the reasons why a medication was not 
documented as passed.  
Includes: H=Hospital  N= Nurse  R= Refused  S= Sent. 
Administering staff would still include corresponding explanation on the back in nurses notes section of 
the MAR or TAR. This has been added as part of a plan to strengthen our Med Admin process, and make 
the reasons and lettering the same across the agency. 
 
SHORT-TERM MEDICATION 
When a short-term prescription such as an antibiotic is completed, staff needs to draw a line through 
the remaining dates in the month and explain in the Nurses Notes: Date, Time, Drug and prescription 
completed. Make sure there are no refills before discontinuing a medication. Check the individuals 
current Physician order Form (if available) in the Medication Book for any discontinued orders. When in 
doubt, call the Pharmacy or the individuals’ Physician. Alert staff through the Home Communication Log 
of discontinued medications. Be sure to write all medication information noted in the Communication 
Log in RED. 
DISCONTINUED MEDICATION 
When a physician discontinues a medication, staff is to draw a line through the remaining days in the 
month on the med sheet. Explain in the Nurses Notes what medication was discontinued, the name of 
the physician, and reason. Notify staff in the Communication Log, in red pen, of the discontinued 
medication. Pull medication from the routine medications and follow the Medication Disposal 
Procedures. 
SENDING MEDICATIONS WITH FAMILY OR ON OUTINGS 
Staff may send medications with family or friends of individuals during outings as long as the person 
who will administer them understands the instructions of the medications. 
Medications for each individual must be packed in a medication envelope that is clearly labeled with the 
individual’s name, medications, date and time for each medication. Medications will be packed using a 
separate medication envelope for each dosage cycle .For example, all medications take at 8:00pm on 
the same date can be placed in the same envelope. If there are too many pills to fit into one envelope 
then a second envelope can be used for the same dosage cycle but label both envelopes “A” and “B”. 
For trips away from home over 24 hours, send extra medications in the event they drop a medication, or 
are delayed from returning home, as a backup. 
If there are any lotions or liquid medications then the whole tube or bottle can be packed. 
DOCUMENTING SENT MEDICATIONS 
All medications sent MUST be documented in the Blue Medication book in the Nurses Notes section. All 
medications sent to workshop or with the family and friends MUST show an “S” in the time period it was 
to be administered. Again, an explanation of where the medications were sent and who administered 
them must be documented in the nurse’s notes. 
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REFUSALS 
If an individual refuses to take medication ordered by a physician, put an “R” in the time period when 
the medication was to be given, circle the “R” and explain in the Nurses notes that the individual refused 
to take the dosage along with a reason why if there is one. Be sure to write a medication error report 
and follow the Medication Disposal Procedures. 
DROPPED OR LOST MEDICATION 
If medication is contaminated or lost en route to being administered, take the dose from the last day of 
the cycle fill (if using the blister pack system) or another dose from the bottle, and administer. Write out 
a Medication Incident Report detailing what happened to the lost or contaminated dose. Document in 
the Nurse’s Notes what occurred and explain a med error was reported. During business hours, call the 
pharmacy used by the individual and reorder the dosage used, so you will have the correct amount of 
meds at the end of the cycle week or month. Follow the Medication Disposal Procedures. 
AS NEEDED (PRN) MEDICATION 
PRN medication, if administered from a blister pack, is to be given starting with the largest number on 
the blister pack (30 or 31) and continued down to 1.Anytime a PRN medication is given, it MUST be 
recorded in the Nurses Notes. Explain why the PRN was given and if it was effective or ineffective. When 
a PRN medication is down to the last 7 doses, call the pharmacy and reorder the refill. If the PRN is an 
over the counter medication (such as Tylenol, Pepto-Bismol), check the individual “Non-prescription PRN 
orders for as needed medications sheet. This sheet will let staff know what the physician has approved 
for individuals in regards to over the counter medications for most common minor illnesses. 
NOTE: A PRN medication used for the control of behaviors is considered a chemical restraint and proper 
Human Rights Committee approval from the County Board of DD and other ISP consents must be in 
place to use something like this. The MSL shall be notified and an incident report shall be written. PRN 
medications for behaviors are given according to the approved Behavior Support Plan only. The steps in 
that plan should be followed for that specific medication. 
CONTROLLED SUBSTANCES 
Controlled substances will be counted by each staff administering a controlled substance and 
documented at the end of every shift using the control sheet provided by the pharmacy. Use the 
Medication Disposal procedures for disposal and inventory of all controlled medications. 
MEDICATION ERRORS 
Types of errors may include, but are not limited to the wrong administration of: 
1.Medication 
2.Dose 
3.Route 
4.Date/time 
5.Individual 
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6.Improper storage of medication, lack of refrigeration 
7.Outdated Medications 
    Medication errors involving wrong medication, dose, route, time or individual need to be reported to 
the physician immediately for instructions. 
 
MEDICATION ERROR: UNUSUAL INCIDENT REPORT 
A Medication Error is to be filled out any time a medication is dropped, missed, lost or contaminated. 
One also needs completed whenever a medication has not been given for any reason unless held by a 
physician (i.e. refusal to take mediation, missed medication, duplication of medication, wrong dose 
given). 
Medication Errors are completed on Unusual Incident Report forms, and are to be completed as soon as 
possible following the incident and before the end of your shift. You will need to list the name and 
dosage of the medication, the type of error and DETAILED account of how and why the error occurred. 
You will also need to indicate if the physician was called and their directions, or if they physician was not 
called, why. 
Medication Error UIRs are to be reported to your MSL and tuned into the office by the next business 
day. 

MEDICATION DISPOSAL/DOCUMENTATION PROCEDURES 
1.Dropped or refused medication 
a. Explain on the back of the MARS sheet in the nurse’s notes that the medication was refused or 

contaminated. 

a. Explain on the back of the MARS sheet in the nurse’s notes that the medication was refused or 
contaminated. 
b. Dispose of the medication with another staff or supervisor and complete a medication error report. 
c. Turn the medication error report into the Manager of Medicaid Compliance. 
d. The Manager of Medicaid Compliance will file report and return a copy to the home. 
2.Discontinued Medications 
a. When a medication is discontinued, pull the medication from the storage container. 
b. Follow Delegated Nursing by marking DC’d on the MAR sheet and drawing a line through the area that 
medication will not be given and mark DC’d by the doctor and put in the date. 
c. Complete the Nurse’s Notes section. 
d. Complete a Medication Disposal sheet and place medication card and disposal sheet in a secured 
area. 
3.Expired Medications 
a. All medications have an expiration date stamped on the bottle or tube. 
b. Al expired medications will be disposed of the same as discontinued medications. 
c. This includes all medication (tablets, creams, lotions, sprays and liquids).This also includes  
medications that were purchased from another pharmacy or samples given by the physician. 
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4.Death of an individual 
a. If an individual that had been taking a controlled substance dies, DO NOT dispose of the 
medication. All controlled substances should be counted by two people at the time of death. 
b. The Manager or Home Coordinator will bring the routine, PRNs, controlled medication along with the  
disposal sheet to the office and give it to the Manager of Medicaid Compliance. 
c. The Manager of Medicaid Compliance will confirm and sign off on the medications and counts. 
He or she will secure the medication until the Pharmacy arrives and picks the medication up for 
return. 
d. The pharmacy will send a signed confirmation copy of disposed medication back to the Manager 
of Medicaid Compliance for filing. 
 
GUIDELINES FOR HEALTH-RELATED EMERGENCIES AND URGENT SITUATIONS: 
When in doubt , CALL FOR HELP. The emergency numbers are posted in each home by the phone. If any 
of these life-threatening conditions occur;  call the emergency squad (911) immediately. 
· Loss of heart-beat 
· Breathing stops 
· Difficulty or problems with breathing 
· Blow to head comparable to that of a strongly swung baseball bat or fall on concrete floor.(Remember 
that individuals who fall and hit their head can also have a neck injury; protect the neck as trained in 
First Aid). 
· Uncontrolled bleeding 
· Unresponsiveness; Coma; unconsciousness 
· Poisoning 
· Status epilepticus/uncontrolled seizures/seizure lasting longer than (5) five minutes/individual who 
does not wake up fully within 20 minutes following seizure. (Please review normal seizure activity for 
each individual). 
· Crushing injury of head, chest or abdomen 
· Fractures of the long bones or the extremities 
· Severe bee sting (allergies) producing hives, difficulty breathing, throat swelling, or fainting. 
· Hypoglycemia: Low blood sugar, which does not resolve with or cannot be resolved with nutritional 
intervention (providing food). 
If any of these situations occur the guardian must be informed within 4 hours, and the MSL/AOC will be 
informed immediately and an incident report will be written before the end of that shift.The report will 
be turned into the Manager of Medicaid Compliance. 
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Always notify the MSL of any concerns about medications. 
References: 
1.  DD Personnel Curriculum Certification 1,2 &3 Prescribed Medications Handbook and Health-Related 
Activities Training Manual. 
2. DODD Administrative Rules 5123:2-6-01 thru 5123:2-6-07 
 
MARS CHECK 
Medication Administration Record (MAR) will be checked nightly by the midnight staff. The staff will 
check for complete documentation of all medication given, utilization of nursing notes and medication 
errors. Documentation will be checked by making sure all appropriate medications have been signed of 
on and medication is being given. Nursing notes should be utilized each and every time a PRN is given 
including symptoms the individual was having and the effectiveness of the medication. Comments in the 
nursing notes will also include details of refused medication, medication that was omitted, late 
medication, dropped medication and medication that was sent with individual (Ex. workshop, home, 
trips).Managers will also check the MAR weekly during house checks. 
EACH SHIFT: Upon arrival to shift, review the last shift’s med pass, to ensure any med errors or issues 
can be addressed immediately. If a med is not initialed properly, determine if the med was actually 
passed by calling the previous shift DSP, to ask if med was given. If med was given, but not initialed, it is 
a med error for documentation. Write in Nurses’ Notes that you called the DSP and confirmed med was 
passed and the issue is documentation error only. If you are unable to assess whether the med was 
passed, write that in the Nurses’ Notes and explain a med error was filled out. If meds are still present 
for the dose time, yet initials are in the MARS as though it was passed, treat it as omission, and attempt 
to verify with the DSP from that shift. If unable to verify, treat as omission and consult the Med Info 
Sheets or call the Physician if the Info Sheet does not explain what to do for skipped medication.  
Home Health Agencies(HHA):  
Siffrin does not contract with Home Health Agencies in the Supervised Living Program. The individual 
selects a HHA they prefer through Free Choice of Provider, just as they would select a doctor or 
therapist. The HHA is to be treated as a separate provider, which Siffrin does not have authority over. 
Siffrin considers a HHA as part of the person’s ISP Team, an Ancillary Service, and will support and 
facilitate communication to that team member, and consistency of care between the HHA and Siffrin.  
Separate MARS are to be used for Medication Administration for other providers. Siffrin is responsible 
for the MARS in the home. Oversight of HHAs is not done by Siffrin, but if we notice an error we will 
write a med error following protocol for Medication Incident Reporting. If the incident meets what we 
consider as an MUI, we must treat it as an MUI.  
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FIRST AID SUPPLIES 
First aid supplies are kept in a designated area of each home and should be made available to all staff & 
individuals at all times. A list of those supplies is to be posted in the home in the area where these 
supplies are stored. The MSL or designated staff should routinely check all First aid supplies for items 
needing replaced. 
All organization vehicles are to have a First Aid kit along with other emergency items, flares, and fire 
extinguishers. Any time these items are used, replacements should be obtained immediately. An 
updated copy of each individual’s Emergency Information Form is to be kept in the vehicle as well. 
Any time First Aid is administered, staff is to complete an Unusual Incident Report with a detailed 
description of the injury and the treatment administered. 

PREVENTING DISEASE TRANSMISSION 
All staff are required to wear disposable gloves when treating any wound/abrasion or in any instance 
when contact with bodily fluids is possible, such as during tooth brushing. 
All Personal Protective Equipment (PPE) such as gowns, gloves, and masks are available at the home. 
Extras or replacements can be obtained at the Main Office. Any PPE that comes in contact with Blood or 
other bodily fluids that may contain blood must be disposed of in the red plastic bags. The bags are 
available in both the home and vehicle. 
Any time staff is exposed to blood or bodily fluids they are required to complete and Exposure Incident 
Report Form, located with the home’s files, and have that information forwarded to the main office for 
follow-up. An exposure is defined as: specific eye, mouth, or other mucous membrane, non-intact skin, 
or direct contact with blood or other potentially infectious materials that results from the performance 
of an employee’s duties. 
Standards mandate that all employees are required to participate in Preventing Disease Transmission 
(PDT) training annually. It is also offered to people served by Siffrin. 
Please refer to Policy and Procedure HR-7, Employee Health for specifics regarding procedures for 
Preventing Disease Transmission.  

PREVENTING CHOKING 
The State of Ohio has issued several Health Alerts on the high risk of persons with disabilities 
and elderly having significant risk of choking secondary to other health concerns such as: use of 
dentures, medications that reduce saliva production, motor control issues that do not allow 
safe positioning and/ or feeding self without assistance.  
As a result we have the following as guidance for supporting any person who is at risk for 
having swallowing issues and does not currently have a textured diet:  

1) Ensure the food is prepared properly and is not given in a state that would be more 
difficult than usual, such as overly dry meat, hard edges of baked goods, or other items 
that anyone with normal risk would have difficulty eating.  

2) Pay attention: while persons served are eating be present, pay attention to their pace 
and offer support if needed to give additional liquids to take sips or a cue to slow the 
pace. The ISP takes priority and is our working document and should be followed. If the 
situation appears to be changing for anyone, or they appear to have a harder time, or 
have actual difficulty swallowing something, this should be documented in a UIR form 
and sent to the office.  

3) No one person is permitted to decide to alter the texture of foods without a written 
order by the physician. If an individual has preferences in how they like to eat certain 
foods, then we can assist them, and then ensure the team is aware of this.  
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SECTION IV 
The Home 

 



33 
 

DRIVING VEHICLES FOR SIFFRIN 
INTRODUCTION 
Quite often, an organization is judged by the behavior of its employees. The careful, courteous driver 
makes a good impression. Remember that as a driver and employee, you represent Siffrin before the 
public and how you act is reflected in public opinion. 
SPECIAL CONSIDERATIONS 
Expert drivers don’t depend on their skills to get them out of tight spots-they depend on their judgment 
to avoid tight spots. Stay alert and if in doubt, slow down or stop. Defensive driving means driving in 
such a manner so as to compensate for all conditions outside a driver’s control. 
Many of our vehicles are vans and most of you usually drive cars. Van’s “feel” different (especially when 
backing up).Just take your time and be careful. Please be aware for blind spots when driving a van. 
Besides normal driving requirements, you may need to be familiar with the use of 
wheelchairs/braces/crutches, etc.You should be aware of the difficulties of each of the passengers who 
ride with you and be able to determine when they are behaving abnormally for their condition. 
RESPONSIBILITIES 
Drivers are accountable to Siffrin for their passengers, for the organization vehicle they are driving, for 
the gas credit card, and for any mileage documentation. Drivers must demonstrate safe driving 
practices, assist riders when loading or unloading and give them time to be seated and to fasten their 
seatbelts, report all mechanical problems, and report all incidents that occur in the vehicle. 
For everyone’s safety, employees and passengers are required to wear seatbelts whenever they are in 
the vehicle. Additionally, there is no talking on or texting on a cell phone, smoking, eating or drinking 
permitted in Siffrin vehicles by staff or passengers, regardless if there are smokers in the home. 
 
If you are in an accident, it is critical that you remain calm. Your primary duty is to your passengers, to 
assure that they are safe and receive the care that they need. Regardless of the size of the accident or 
the amount of damage to either vehicle, the police must be called and a report filed. Failure to report an 
accident of any kind to the police will result in immediate termination from employment from the 
organization. 
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If you have an accident: 
1.First turn off the ignition and take the keys. 
2.Do not move the vehicle until the police have so indicated. 
3.Check the individuals for any injuries and reassure them. 
4.Protect the scene with flares. 
5.Check the vehicle for ruptured fuel tank or line, for electrical fires, for smoke, or other danger. 
6.If there is a dangerous situation with the vehicle, remove the individuals and go to a safer  
location. 
7.If there is no apparent danger to the vehicle, have the individuals remain in the van. 
8.Do not leave the individuals to go for help, ask a bystander to call police and ambulance if  
necessary. 
9.Perform any first aid required. 
10.Do not discuss the accident with other motorist. Get the names and addresses of all witnesses. 
11.Give all information required to the police. All needed information (proof of insurance,  
registration, etc) should be in the vehicle. Give clear concise answers. 
12.Get basic information about the other driver/owner. 
13.Call and make arrangements to have individuals picked up if vehicle is not drivable. 
** Do NOT place blame, argue, make settlements or sign statements ** 
Be sure to contact your MSL or the AOC if it is after hours. Also contact any individual’s family/guardian, 
and any staff working at the home to alert them of the accident and for any assistance you may need. Be 
sure to complete an Organization Property Damage Report as well as incident reports for each of the 
individuals involved and turn into your manager by the end of your shift. No matter how small of an 
accident, or who is to blame, if the driver from Siffrin must be drug and alcohol tested, no later than 24 
hours. If a DSP has been injured in the accident, regardless of whether they are a driver, they should also 
seek medical examination and submit to drug and alcohol testing.  CALL THE AOC as soon as possible if 
you have had an accident. 
 
VEHICLE BOOK 
VEHICLE INSPECTION CHECKLIST 
Each time the vehicle is used, the safety checklist will be completed, noting any damage and following 
up as needed to inform the manager the vehicle needs repairs or to complete necessary Property 
Damage Reports.  
TRANSPORTATION LOGS 
Each time the vehicle is used, the driver will fill out the Transportation Log that is provided in each 
vehicle, logging destination/reason, beginning and ending odometer readings, and the person(s) being 
transported. Other information in the logbook should include individual emergency information that is 
kept current in case of an emergency on the road. 
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VEHICLE REGISTRATION/INSURANCE 
The vehicle registration and proof of insurance should be kept in the vehicle at all times and be placed in 
a specific place for easy access. 
Eating and Drinking is Prohibited for all passengers and drivers in Siffrin vehicles or when providing 
services. 
FUEL CREDIT CARD 
Most organization vehicles have a credit card available for gas. In those homes, no other monies are to 
be used for the purchase of gas unless prior approval is given by the MSL or in an emergency situation. 
The gas card is not to be used to purchase anything other than gas from the station. It is not to be used 
for food, drinks, etc. 
A receipt for each gas purchase must be obtained and placed in the specified location for each vehicle 
.At the end of the month, all receipts are to be stapled to the transportation log and given to the 
Finance Department. 
CELL PHONES 
Cell phones, texting, e-mailing and other personal communication devices are NOT to be utilized while 
driving in Siffrin vehicles or while driving for Siffrin business. The safety of the people served is in your 
hands. If you are using a cell phone while driving, full attention is not being placed on driving or the 
safety of the individuals.  
Two-way communication is necessary for safety, most people have a cell phone or some type of 
communication device for calling 911 or for help from the office. If you do not have this available, you 
are to notify and discuss this with your manger before using the vehicle.   
VIOLATIONS 
Drivers are responsible for obeying all motor vehicle laws. Any infractions of these laws, which result in a 
fine, shall be the responsibility of the driver. For example: parking tickets, speeding tickets, etc. If an 
employee is involved in an accident in an organization vehicle and they are cited for the accident, the 
employee will be responsible for paying the $100.00 deductible to the insurance company. If an 
employee is involved in more than 2 accidents in an organization vehicle within a two-year period, they 
will be terminated from employment per policy and procedure HR-15. 

REPAIR ORDERS AND HOME MAINTENANCE 
If the need arises for a home repair or appliance repair, staff need to complete a Repair Order Form. 
Repair Orders can be found in the home’s files or at the main office. Complete the form indicating what 
the problem is and where it is located. Sign and date the form and place it in the repair order box at the 
main office. 
Approved repair orders will be assigned to the appropriate maintenance service. If an outside service is 
used, the home will be contacted to arrange for a service time. 
For emergency needs, staff need to contact the office or the AOC for approval before calling the 
appropriate maintenance person. Do not wait for a repair order to be processed in emergency 
situations.  

 



36 
 

Simple home maintenance duties are to be performed by the home staff. Duties such as changing light 
bulbs, filling the water softener, changing furnace filters, de-icing sidewalks and pathways should be 
completed by staff and not submitted for the maintenance service to complete. The home is to be kept 
in a safe, clean condition at all times according to Siffrin standards and Licensure regulations. Home staff 
should ensure that the home is secure before leaving their shift. 

VISITORS TO THE HOME 
Visits from friends and significant others in the lives of the people we serve are encouraged by Siffrin. 
They are welcome to visit the individual(s) with the same courtesy as anyone else would use; i.e., calling 
first, asking the individual if it is a convenient time and taking into consideration the individual’s 
roommates, their activities and desire for “company”. 
Any unplanned visitors to the individual’s home should be “screened” first. Who are they? Ask the 
individual if they know this person. Is this a person that has been court-ordered to NOT visit? This would 
be noted in their ISP. If there is question about a person who wishes to visit with the individual, seek 
guidance from the person served first and then the HC or MSL if needed. 
Under no circumstances will staff invite their friends or family to the home without first getting approval 
from their supervising manager. Unauthorized staff and their friends or relatives in the home or at 
individual activities are cause for corrective action. 
This same practice is put into effect when taking individuals to staff’s home or a friend’s home. Prior 
approval from the MSL is required. If prior approval is not obtained, it is considered cause for corrective 
action. It is the staff person’s liability if an adverse activity occurs while an individual is at that staff 
person’s home. 
In all instances, the wishes of the individual are to be solicited first and adhered to. 
UNKNOWN VISITORS 
Unknown persons coming to the door claiming to be a person there to inspect, visit, review, survey, etc. 
will: 1) be asked if they have an appointment 2) be asked whom they made the appointment with 3) 
asked to show photo ID.  

It is expected that management will have communicated if an unknown person is planned to visit or an 
inspection is going to occur, so the staff present is not facing a surprise. 

The person will need to show their photo ID and badge from whatever agency they are claiming to be 
from PRIOR to allowing them into the home. The AOC or Manager would then be called immediately to 
confirm the appointment and notify the manager that their appointment has arrived. Once photo ID 
/badge has been viewed, they can have a seat at the dinner table or appropriate place in common area.  
If they do not produce the ID and badge, they must wait in their car until a manager arrives or gives 
phone confirmation of the visit. 

If an unknown person is insistent in coming into the home and did not have photo ID/ Badge, you will tell 
the person you have been instructed to call the police if they do not go back to their car to wait until a 
manager arrives. Our staff must ensure health and safety and we must not allow intimidation, 
threatening language or fear of angering someone cause us to let down our guard and allow an unknown 
person into the home.   

Siffrin will support the DSP or other staff that had to deny any unknown person out of the home if they 
failed to show photo ID/badge. Siffrin must protect the persons served, homes and staff.   

If you ever question the reason someone is in the home, or whether the person is who they say they 
are- contact your MSL or AOC right away. 
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MEALS AND NUTRITION 
Each home shall properly store all food items to ensure freshness. Pay special attention to items needing 
refrigerated and expiration dates on the packaging. Be sure to check dates on food before using, food 
that has past its expiration date should be disposed of immediately. 
Regulations state that there should be enough non-perishable food in the home for a week period, and 
at least a three-day supply of fresh food available. There should be enough food and variety of food for a 
different type of meal each day of the week and sufficient portions for the number of people eating. 
Menus are to be written with the assistance of the individuals at least three days prior to the start of the 
week. Should items listed on the menu not be present, staff must document the changes to the meal on 
the menu. Menus will also help develop the grocery list .Individuals are to assist in the grocery shopping. 
Individuals should assist with meal preparation and be encouraged to develop skills towards 
independence or contribute as much as they are able. 
If an individual does not particularly care for the meal being presented, they are to be provided an 
alternate meal of their choice within reasonable accommodation. If an individual does not care to eat 
with his/her roommates, alternate arrangements for seating or time should be made. An individual 
cannot be denied any meal as a form of discipline. 
There are to be at least three meals provided per day, at times of the day that compare to any family 
home and no more than 14 hours between dinner and breakfast the following morning, unless an 
evening snack is provided. There is to be no more than 10 hours between breakfast and the evening 
meal of the same day. All dietary restrictions are added to the bottom of each menu. 
Place settings should be complete, and if it doesn’t present a danger, non-plastic dishes are to be used. 
Snacks can be given, provided they meet the individual’s dietary considerations and frequency of the 
snack. 
Questions regarding individual eating habits and concerns should be directed to the MSL. 

FIRE SAFETY 
In case of fire, staff is responsible for removing all individuals from danger by using the evacuation plan. 
There is a written fire evacuation plan on each floor of the home. The plan shows where pull stations, 
smoke detectors, fire extinguishers, and fire escapes are located. The emergency phone number or 911 
is listed, as is the designated meeting place where individuals and staff are to meet after leaving the 
home. 
If there is even a small fire, such as a pan on the stove catches fire, evacuate the home immediately and 
call the fire department. Staff will need to complete an unusual incident form on any fire that occurs. 
The AOC will also need to be notified, as this may be considered a Major Unusual Incident. 
Each quarter (every three months) every home needs to run four fire drills. They will vary in times 
according to the periods listed on the Fire Drill Report Form located in the Orange Safety Book. Staff 
must document the results of the drill on this form. Additionally, any time the fire alarm in the home 
goes off, for any reason, a drill must be run and documented as an extra drill on the Fire Drill Report 
Form. 
The MSL or a designated staff will be responsible for checking all smoke detectors in the home to assure 
they are in working order as needed and no less than twice per year. Battery operated detectors should 
have their batteries replaced in April and October to coincide with the beginning and end of Daylight 
Savings Time. These checks are to be recorded on the Smoke Detector Checklist. 
Staff and individuals will annually update their fire safety and evacuation training by viewing the home 
video. This is to be documented and maintained in the home’s Safety Book. 
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SEVERE WEATHER DISASTER 
There is a written plan and procedure in each home for severe weather conditions. 
If there is a threat of severe weather, listen to the radio or television for updates and warnings. Have 
emergency necessities prepared (i.e. flashlights, transistor radio, first aid supplies, blankets, etc.) 
If there is time, such as a severe weather watch, move vehicles into garages, if available. Also, move 
patio furniture or other yard equipment into a sheltered spot as it could become dangerous in a strong 
wind. 
Two times per year, in the spring and fall, staff is required to run and document a severe 
weather/tornado drill at the home. Results are to be documented on the Tornado Drill Record located in 
the Orange Safety Book. At any time that an actual WARNING is issued and protective shelter is sought, 
staff must document the episode on the Tornado Drill Record and indicate that it was not a drill. In the 
event that there is a power failure, please contact the home specific power supplier. The phone number 
for that can be located on the gas and electric bills. If the power failure is expected to last for an 
extended period of time please contact the AOC, and go to another home that has power. 

EVACUATION PLAN FOR POTENTIAL BOMB THREAT 
If you are informed of a potential bomb threat, DO NOT take this threat lightly. ALWAYS take it seriously 
to ensure the safety of the individuals. 
Please take the following precautions should this situation occur: 
1. Staff should call their emergency number or 911, seek the assistance and advise of local security  
authorities. 
2. Have all individuals evacuate the home immediately to ensure safety. Meet at your designated fire 
drill location, do not re-enter the building for any reason. Staff should contact the AOC as soon as the 
individuals are out of the home. 
3. Staff can take individuals to nearest Siffrin home to provide a safe location and to have a location for 
the police to call back to get/give information. 
4. Staff and individuals can return to the home only after an authorized person such as police, fire 
department, etc. has cleared the home. 
5. Staff should contact all neighboring residents and office businesses to inform them of the threat. 

MEDICAL EMERGENCIES 
In the event of a medical emergency the following steps must be followed: 
1. Check the individual and assure all vital life areas are treated. 
2. Call 911 
3. Attend to the medical needs of the individual until the emergency squad arrives. 
4. Assure all vital information is shared with the paramedics and if you are unable to follow the 
ambulance and send Individual Emergency Information (IEI) with them.  
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5. Call the Administrator On Call (AOC) and Guardian after the individual is taken to the hospital. 
6. When staff goes to the hospital they need to take the black book and also the current Medication 
Administration Report Sheet (MARS) to ensure current information is given to the doctors. 
7. Notwithstanding Advanced Directives or a Do Not Resuscitate order, Siffrin staff will follow this 
medical emergencies policy for any medical emergency, including providing medical services staff is 
available. 
8. The organization’s policy on Advanced Directives and Do Not Resuscitate Orders is on the following 
page in detail. 

 
BED BUG CONTROL & PREVENTION 
Siffrin is committed to the control and prevention of bed bugs at non-family locations staffed by Siffrin. 
For the safety and comfort of all staff employed by Siffrin and the consumers served by Siffrin, staff will 
adhere to the following procedures: 
I. Training and Education 
1. The Manager of Supervised Living and Home Coordinator will ensure that Programming and 
Maintenance staff shall be trained in the following: 
• How to identify bed bugs and signs of activity 
• Where and how to look for bed bugs 
• How to handle and treat infested linen and items 
• How to conduct themselves in a bed bug infested location 
• Personal Protective Equipment (PPE) and its use 
• A basic understanding of the control process 
• The proper disposal of infested items 
• Preventative measures 
2. The Manager of Supervised Living and Home Coordinator shall ensure that consumers, based on their 
ability and willingness to participate, shall be educated in the following: 
• How to recognize bed bugs 
• Where to look for bed bugs 
• Procedures of Siffrin if bed bugs are detected or suspected 
• How to prepare for treatment 
• How to avoid bed bugs 
3. Training materials for staff, and educational materials for consumers are located at: 
G:\My Documents\Forms\BED BUGS 
II. Routine Monthly Inspection 
On a monthly basis, the Home Manager will ensure that a bed bug inspection is conducted at each non-
family service location for which they are responsible, using the form located at: G:\My 
Documents\Forms\BED BUGS 
1. At licensed locations, the Home Manager shall ensure that the following items are available for the 
routine monthly inspection for bed bugs: 
•  Latex gloves 
•  Flashlight 
•  10x magnifying glass (to inspect for live bed bugs and eggs) 
•  Zip-loc bags (for gathering bed bugs for later confirmation of identity) 
• Sticky tape and tweezers (for picking up bugs/eggs) 
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• Screwdriver (for outlet covers) 
•  Flat faced spatula (for baseboards, moldings, door frames, etc.) 
• Notepad (for recording details of the infestation) 
• Monthly Inspection checklist 
2. At non-licensed locations, the Program Specialist should address the furnishing of these items through 
the SSA(s) at the County Board of DD, funded either by the Board and/or consumer. 
3. When the monthly inspection indicates the possibility of bed bug infestation, the following protocol 
will be implemented: 
a. The inspector shall collect a sample of evidence from each area where infestation is suspected, place 
the evidence in a zip-loc bag and label the bag to document the area where the evidence was found. 
b. At non-licensed sites, the Program Specialist shall notify the appropriate SSA(s) at the County Board of 
DD and the landlord and request an inspection by a professional extermination company. 
c. At licensed sites, the Manager of Supervised Living and Home Coordinator shall notify the Siffrin 
Property Manager and request an inspection by a professional extermination company. 
d. The Home Manager shall be present when the professional inspection is conducted, and shall provide 
the professional inspector with the most recent monthly inspection report and the collected evidence. 
III. Personal Protective Equipment (PPE) 
1. The Health and Safety Manager shall maintain a sufficient inventory of the following PPE to enable 
immediate response and timely ongoing support in the event of a bed bug infestation. 
• Disposable coveralls 
• Disposable gloves 
• Disposable shoe covers 
• Spray bottles of 70% Isopropyl Alcohol 
• Plastic garbage bags (for quarantining personal staff items) 
2. When a bed bug infestation is confirmed by a professional extermination company, the Program 
Administrator or their designee shall immediately request PPE from the Health and Safety Manager, and 
shall continue to request PPE until the professional extermination organization determines that an 
infestation has been eradicated. 
3. PPE shall be used to reduce the transport of bed bugs at an infested site (see Section VII.) and shall 
continue to be used until a professional extermination company indicates that an infestation at the 
location is eradicated. 
IV. Confirmation of Infestation 
1. Licensed locations: 
a. Upon confirmation of a bed bug infestation, the Home Manager shall complete an incident report for 
each consumer affected and immediately notify the Program Coordinator, COO and Manager of 
Medicaid Compliance. 
b. The Home Manager shall immediately notify, if the location is I/O Waiver or Supported Living funded, 
the appropriate County Board of DD SSA(s). 
c. The MSL shall immediately notify the Maintenance Director, and shall ensure that staff, and 
family/guardians are notified, using the applicable notification templates located at:G:\My 
Documents\Forms\BED BUGS 
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d. The Property Manager shall immediately make arrangements for and coordinate professional 
extermination, with the Home Manager in order to ensure that required treatment preparation steps 
are implemented. 
2. Non-licensed locations: 
a. Upon confirmation of a bed bug infestation, the Home Manager shall complete an incident report for 
each consumer affected and immediately notify the Program Coordinator, COO or Regional Director and 
Manager Of Medicaid Compliance. 
b. The Manager shall immediately notify the appropriate County Board of DD SSA(s) and the individual's 
landlord, requesting a professional extermination at either the landlord's or individual’s expense, 
depending on lease arrangements. 
c. The Manager shall ensure that staff are notified, using the applicable notification templates located 
at: G:\My Documents\Forms\BED BUGS 
d. The Home Manager shall coordinate professional extermination with the landlord, in order to ensure 
that required treatment preparation steps are implemented. 
V. Treatment Preparation 
1. When the professional extermination company confirms bed bug infestation, prior to professional 
treatment, preparation steps shall be implemented.  
2. At non-licensed locations, the County board of DD must authorize Siffrin to perform the treatment 
preparation services. The Manager shall confirm that sufficient service hours are available through 
current Payment Authorization for Waiver Services (PAWS). Any Over-time to perform treatment 
preparation services must be approved by the Manager or Program Directors. 
3. All bed linen, curtains and clothing must be removed from the infested areas. It is essential to handle 
all such items as infectious; they must be bagged before removal from the room and washed in the 
hottest water possible (>130 degrees F.) and/or dried in a hot-air clothes drier. Delicate items can be 
placed into a freezer for 14 days after bagging, items should be checked in the tub for live bed bugs. 
Return items to freezer if any live bugs are found for additional 14 days. Follow proper procedures for 
finding live bugs.  
4. All closets, wardrobes, drawers and cupboards must be emptied and the contents treated (see step 
#3). After clothing and materials have received the heat treatment, these should not be returned, but 
kept sealed (outside, in garage if possible) in plastic bags until the infestation is eliminated. 
5. All wall hangings including framed picture and photographs, posters, flags, etc., need to be removed 
and decontaminated per recommendation of the professional extermination company. 
6. All loose articles must be removed from the floors and decontaminated per recommendation of the 
professional extermination company. 
7. Cover fish tanks or preferably remove them from the room(s) to be treated. 
8. Consumers and staff must vacate the premises and/or area of treatment. 
9. If the infestation is exceptionally heavy and the room cluttered, then all items will need to be treated 
or discarded. To treat the items it will be necessary to bag all items so that they can be taken to a 
fumigation 
facility, or treated by heat. None of the items should be returned until the infestation is declared 
eradicated.  
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VI. The Treatment Process 
The following steps shall be undertaken during treatment: 
1. The floors and upholstered furniture should not be vacuumed, except by the professional 
extermination company, during the treatment and for at least 12-14 days after the final treatment so 
that the residual insecticides are not removed. 
If the professional extermination company advises vacuuming, the following protocol shall be 
implemented: 
a. Wherever possible, do not use the same vacuum cleaner in infested and non-infested areas of the 
home 
b. Do not use a vacuum, brush attachment, or if you do, immediately clean it after using, with heat or 
Isopropyl alcohol. 
c. When a vacuuming is finished vacuum up a small amount (~1/4 cup) of cornstarch or talcum power. 
The vacuum action will cause the powder to be aerosolized and drawn into the bed bugs’ breathing 
holes, which will suffocate them. 
d. Immediately place the vacuum cleaner bag in a plastic bag, seal tightly, and discard it in a container 
outdoors to prevent captured bed bugs from escaping into the home. 
2. All past signs of the infestation should be removed, such as dead bugs and blood spotting on walls 
and mattresses, to avoid future confusion. 
3. Weekly inspections shall be made using the form at: G:\My Documents\Forms\BED BUGS, during the 
professional treatment process, and follow-up treatment shall be requested if any signs of infestation 
are indicated. 
VII. Steps to Reduce the Transport of Bed Bugs at an Infested Site 
When a professional extermination company confirms a bed bug infestation, the following protocol shall 
be implemented to reduce the risk of transporting bed bugs to/from the infested site.The protocol shall 
be continued until the professional extermination company determines the infestation has been 
eradicated. 
1. Put on protective shoe covers (booties) upon entering the home 
2. Wear protective coveralls if moving and or cleaning items in the home 
3. Always explain the use of coveralls/booties to individuals 
4. Staff do not sit on sofas, upholstered chairs, or beds 
5. Store all personal items in your vehicle 
6. Any personal items you must bring into the home, keep in storage bins provided or in a sealed bag. 
7.Keep a change of clothes and shoes, in a sealed bag, in your vehicle. 
8. Keep a spray bottle containing a 70% solution of isopropyl alcohol at the work location...spray directly 
on any visible bed bugs. 
9. Keep sealable plastic bags at the location, for transporting clothing and equipment that has become 
contaminated. 
10. Avoid placing any items in the home on upholstered furniture, bedding or on carpeted floors 
11. Remove protective shoe covers and coveralls (if used) immediately following exit from the home. Do 
NOT leave the shoe covers on as you walk to your car. 
a. Place shoe covers and coveralls in a sealed plastic bag and immediately place the bag in an outside 
trash container. 
b. If protective coveralls were worn, carefully pull your arms from the sleeves. 
c. Then fold the coveralls downward to your legs, turning them inside out as they are removed. 
d. Step out of the legs, and finish rolling them inward. This will trap any bugs inside the gear.  
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12. Conduct an inspection for pests immediately upon entry to the home and leaving the home. 
a. Pay attention to inside and outside of shoes, lace holes, socks, pant legs, leg area and around hands 
and arms. 
b. If live bed bugs are observed, spray isopropyl alcohol directly on the bed bugs. 
13. Keep personal and organization vehicles clean of clutter, vacuum weekly, and monitor it for signs of 
an infestation. 
14. Do not redistribute items (furniture, etc.) from one consumer to another as this may be a means of 
contamination. Bed bugs are excellent hitchhikers that can hide in furniture, clothing, or other items 
brought from infested areas. 
VIII. Material Safety and Data Sheets (MSDS) 
The Home Manager shall obtain from the professional extermination company, an MSDS for each 
insecticide used to treat the bed bug infestation and shall explain to staff and consumers. 

 
DO NOT RESUSCITATE (DNR) ORDERS & ADVANCED DIRECTIVES 
It is the policy of Siffrin to manage serious injuries and other medical emergencies according to stated 
standard operating procedures. In the event of a medical emergency, Siffrin staff shall communicate to 
the nursing staff or emergency care personnel as soon as reasonable, the information known to Siffrin 
staff concerning ant advance directives or DNR order applicable to the individual, as reflected in the 
individual’s file or otherwise. 
If an individual currently being served by Siffrin or being referred for Siffrin services, or the individual’s 
legal guardian, provides to Siffrin staff a copy of an Advanced Directive executed by, or a DNR order 
applicable to, the individual, the Chief Executive Officer shall take the following steps: 
1.Furnish a copy of the document to Siffrin’s Program Management staff including nursing stafffor 
inclusion into the individual’s file. 
2.Provide the individual or legal guardian a copy of Siffrin’s standard operating procedures for medical 
emergencies. 
3.Advise the individual or legal guardian that, in the event of a medical emergency, Siffrin staff, as 
trained, will provide CPR and First Aid until the individual is under the care of nursing staff or emergency 
medical service personnel. 
4.Provide the individual or legal guardian with information concerning the wearing of DNR identification 
approved by the Ohio Department of Health 
5.Advise the individual or legal guardian that Siffrin does not undertake to assure compliance with an 
Advance Directive or a DNR order beyond communicating to its program and nursing staff and to 
emergency medical personnel any relevant information known to the Siffrin staff. 
All Advanced Directives or DNR orders received by the Chief Executive Officer shall be kept in the 
individual’s file and updated when requested in writing by the individual or legal guardian. 
In the event of a medical emergency, Siffrin staff shall communicate to the nursing staff or emergency 
medical 
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personnel the information known to the Siffrin staff concerning any Advanced Directive or DNR order 
applicable to the individual, as reflected in the individual’s file or otherwise. 
The Siffrin staff shall notify next of kin or other designated people of the emergency and the steps taken 
to communicate Siffrin’s knowledge of any Advanced Directive or DNR order applicable to the individual, 
and shall make a record of the events. 
It is the policy of Siffrin to indemnify and hold harmless those staff who carry out the procedures related 
to the implementation of this policy and perform in accordance with Siffrin policy, the rules of the Ohio 
Department of DD and the Ohio Health Department.  
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SECTION V 
Employee Info 
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MANAGEMENT COMMITTEE PURPOSE AND OBJECTIVES 
MANAGEMENT MEETING 
A Manager as well as Home Coordinator Meeting is held once a month in each of the Siffrin offices. The 
purpose of these meetings is to discuss issues dealing with home management and individuals’ support 
as well as administrative areas that have an impact on the homes and the organization in general. 
Minutes are taken at these meetings and action items to be shared with the homes are shared in the 
following weeks in Home Staff Meetings or by HCs one to one on shift. Urgent information will be sent 
out as a memo or one-to-one communication to staff from Management as needed. All staff are 
required to review and initial this communication. Any questions generated should be directed to your 
MSL. 
SAFETY COMMITTEE 
The Safety Committee is comprised of the Human Resources Department, the Property Manager, and 
other selected Siffrin staff. The purpose of the Safety Committee is to educate staff on safety topics and 
to review and monitor the safety of the Supervised Living homes and regional offices. Reviews are 
completed semi-annually to assure compliance with Siffrin safety guidelines and follow up on concerns 
addressed. 
Additional committees are sometimes formed to meet a specific need of the organization. These 
committees are developed by the Chief Executive Officer or CEO designee. It is Siffrin’s commitment to 
involve all levels of staff in the improvement of the organization. Any staff wishing to become a member 
of a committee should request such in writing to their respective MSL. In addition, a committee 
chairperson may request a staff to participate on a committee based on expertise, job performance and 
willingness to participate. 

PERSONAL APPEARANCES 
Staff should present an appropriate image to model for the individuals. The individuals are constantly 
observing staff attitude, attire and behavior. Staff should be looked at as positive role models that the 
individuals can look to when having questions about appropriate dress, hygiene, and behavior. 

PROCEDURE FOR CONTACTING THE ADMINISTRATOR ON CALL (AOC) 
FOR SUPERVISED LIVING HOMES 
The following situations justify contacting the AOC: 
Major Unusual Incidents/ Sentinel Events 
-Police Involvement, which results in arrest, charges or incarceration 
-Hospitalization of an Individual (any unplanned admission or injuries requiring emergency treatment) 
-Fire 
-Missing Individual 
-Severe behavior that endangers the individual or others in the setting  
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-Suspected or confirmed abuse, neglect or exploitation of an individual 
-Suicide attempt 
-Death 
Staffing situations that have not been resolved 
If it is determined that the situation is an EMERGENCY, staff should: 
In Stark County- 
1.DIAL AOC CELL PHONE NUMBER (330) 685-1700 
2.LEAVE A MESSAGE WITH THE FOLLOWING DETAILS: NAME, EMERGENCY, NUMBER TO RETURN YOUR 
CALL OR JUST AN FYI IF NOT AN EMERGENCY 
3.WAIT FOR THE AOC TO RETURN YOUR CALL-STAY OFF THE PHONE UNTIL AOC CALLS BACK 
4.IF THE AOC DOES NOT FEEL THAT IT IS AN AOC EMERGENCY, THEY WILL NOT RETURN YOUR CALL BUT 
INSTEAD RELAY THE INFORMATION TO THE APPROPRIATE PEOPLEON THE NEXT BUSINESS DAY 
5.IF THE AOC DOES NOT RESPOND IN A “ REASONABLE” LENGTH OF TIME [10-20 MINUTES], STAFF 
SHOULD:CALL THE SIFFRIN OFFICE [330] 478-0263 AND TELL THE ANSWERING SERVICE THAT YOU NEED 
TO CONTACT THE SUPERVISED LIVING AOC.  
In Mahoning/Trumbull County- 
1.DIAL AOC CELL PHONE NUMBER-[330] 402-0211 
2.LEAVE A MESSAGE WITH THE FOLLOWING DETAILS: NAME, EMERGENCY, NUMBER TO RETURN YOUR 
CALL OR JUST AN FYI IF NOT AN EMERGENCY 
3.WAIT FOR THE AOC TO RETURN YOUR CALL-STAY OFF THE PHONE UNTIL AOC CALLS BACK 
4.IF THE AOC DOES NOT FEEL THAT IT IS AN AOC EMERGENCY, THEY WILL NOT RETURN YOUR CALL BUT 
INSTEAD RELAY THE INFORMATION TO THE APPROPRIATE PEOPLEON THE NEXT BUSINESS DAY 
5.IF THE AOC DOES NOT RESPOND IN A “ REASONABLE” LENGTH OF TIME [10-20 MINUTES], STAFF 
SHOULD:CALL THE SIFFRIN OFFICE [330] 478-0263 AND TELL THE ANSWERING SERVICE THAT YOU NEED 
TO CONTACT THE SUPERVISED LIVING AOC. 
In Summit/ Medina County- 
1. DIAL AOC CELL PHONE NUMBER (330) 414-9414 

2. LEAVE A MESSAGE WITH THE FOLLOWING DETAILS:NAME, EMERGENCY, NUMBER TO RETURN YOUR 
CALL OR JUST AN FYI IF NOT AN EMERGENCY 

3. WAIT FOR THE AOC TO RETURN YOUR CALL-STAY OFF THE PHONE UNTIL AOC CALLS BACK 

4. IF THE AOC DOES NOT FEEL THAT IT IS AN AOC EMERGENCY, THEY WILL NOT RETURN YOUR CALL BUT 
INSTEAD RELAY THE INFORMATION TO THE APPROPRIATE PEOPLEON THE NEXT BUSINESS DAY 

5. IF THE AOC DOES NOT RESPOND IN A “REASONABLE” LENGTH OF TIME [10-20 MINUTES], STAFF  
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SHOULD: CALL THE SIFFRIN OFFICE (330) 478-0263 AND TELL THE ANSWERING SERVICE THAT YOU NEED 
TO CONTACT THE SUPERVISED LIVING AOC 
 
In the event all attempts to reach the AOC by phone have failed, staff should contact your Manager and 
explain the situation. When you contact the answering service and have been unable to reach the AOC, 
they will begin to contact their chain which includes: COO, CEO.   
Inappropriate use of the AOC procedure could result in corrective action by the staff person’s MSL or the 
Administrator on Call. 

 
STAFF CALL OFF PROCEDURE 
Supervised Living: 
DSP staff that is reporting off for their shift due to illness or death of a family member must contact the 
home themselves at least two (2) hours prior to the beginning of their shift. Employees are to call as 
soon as they are aware of the need to call off. 
DSP staff who report to their shifts and no individuals are home, (Example: Full time DCS who arrive 
before the individuals return home) must make arrangements to find a substitute themselves. Once 
finding a substitute, the Employee must contact the MSL or the Office to relay a message to the MSL 
informing them that they will not be showing for their shift and that substitute coverage was found. 
For other Supervised Living staff that is calling off, they must contact the home. The staff on duty must 
assist the staff reporting off to find substitute coverage. The final responsibility falls on the staff that is 
on duty to find coverage because that particular staff CANNOT leave the premises until substitute 
coverage has been found. 
If no one is available at the home or the answering machine picks up the call, then the staff reporting off 
MUST find their own coverage. All substitute coverage requiring overtime must be approved by your 
MSL or the AOC .If substitute coverage cannot be found, staff on duty should follow the AOC procedure. 
Community Support Services: 
Community Support Services Specialists (CSSS) MUST contact the Office Manager, Manager of CSS 
and/or the Managers voice mail at least one hour before scheduled time of arrival and relay the 
following information: 
List what external appointments were scheduled for the day, including the name of the individual 
involved and time of appointment. 
It will be the responsibility of the CSS to cancel and reschedule any and all home appointments. If the 
CSSS is physically incapacitated and cannot reschedule the home appointments the CSSS must inform 
the Office Manager, Manager of CSS or their voice mail. 
The CSS CANNOT call off to the Siffrin’s Answering Service.  
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POLICY AND PROCEDURE MANUAL 
The Siffrin website has a Policy and Procedure manual available for the staff to review.  
This manual outlines policies that govern Siffrin operations and the proper procedure to correctly carry 
out the respective policy. 
Any policies found in the Policy and Procedure manual will take precedent over the information 
documented in this Standard Operating Procedures manual. 
It is the responsibility of all Siffrin employees to review the Policy and Procedure manual within the first 
30 days of employment and annually thereafter to gain understanding of the policies and procedures 
outlined in it. 
Occasional updates are distributed to homes, at which time employees are responsible to review and 
sign off on their understanding of these updates. 

E-TIME 
Employees in Supervised Living Settings are required to use the ADP application available via 
Chromebook or mobile for applicable employees to track their hours of work. Each employee should 
clock in and out at the beginning and end of his/her work shift. 
No employee may intentionally clock in or out for another employee.  
Violation of this procedure will result in immediate termination. 
Siffrin considers seven minutes beyond an employees scheduled start time to be tardy. Five occurrences 
of tardiness in any twelve-month period are considered excessive and will be cause for corrective action. 
Any employee forgetting to clock in or out for a shift should do so as soon as possible and notify their 
manager. If the time has passed , they should then complete an E-Time Exception form on the Siffrin 
website in the Employees section. Documentation of these missed swipes should be turned in to the HR 
department no later than 8A on the Monday following the end of the pay period. Failure to do so will 
result in delayed payment. 
Missed swipes, early swipes (fifteen or more minutes prior to the scheduled start of the shift without 
supervisor or AOC permission) and late swipes (seven or more minutes beyond the scheduled start of 
the shift) are all maintained in the timekeeping software. More than five occurrences of any of the 
above instances in a twelve month period is considered excessive and is cause for corrective action.  
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TIME SHEETS 
Time sheets will be used in the CSS and ESS programs if the cell phone is not a viable option for 
timekeeping on the ADP program, office personnel, and any home without WIFI available. All other work 
sites will follow the login process on the preceding page. Time sheets are a legal document-any 
falsification of this document can result in termination. It is very important that you fill out your time 
sheet accurately and correctly or it may not be processed with the payroll until it is corrected. Corrected 
Time sheets will be processed in the following pay period. Time sheets are to be completed in blue or 
black ink only. Do not use pencil. Do not use white out on timesheets. If there is an error, put a line 
though the mistake and initial it. 
Staff is required to sign their timesheet on the back in the left-hand corner prior to it being submitted. A 
time sheet cannot be processed without a signature. Staff will need to write their employee number 
next to their name on the top front of the timesheet. 
Staff is to write their exact time they began their shift and their time out when they are leaving their 
shift. Timesheets should never be completed in advance or by another person. 
Any overtime worked must be approved in advance from the MSL of the home or the AOC. That 
approval is to be documented on the Schedule Change Log. 
Any time off from scheduled work hours must be accompanied by a Request For Leave form or submit a 
time off request online in the ADP program in order to receive pay for those hours. 
Whenever hours are worked that vary from the assigned schedule, staff are required to put an 
explanation in the description section of the time sheet. 
Any questions regarding how to complete the timesheets should be directed to the MSL or Human 
Resources Department. 

 
SMOKING POLICY 
There is no smoking or vaping in any of the homes or sites Siffrin provides services or performs business 
in by staff. This is regardless of whether an individual in the home smokes/ vapes or not. There are no 
smoke or vape breaks for any staff, including office staff, CSS or ESS. Also, there is no smoking or vaping 
permitted in any Siffrin vehicle or in any other vehicle being used to transport individuals. 
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EMPLOYEE GREIVANCE 
Siffrin encourages employees to express their valid concerns in regard to organization application or 
interpretation of policy and procedure. The employee grievance process allows the employee to express 
concerns related to issues or questions of quality of life for the people Siffrin serves. The employee 
grievance process may also be used to express concerns in regard to any individual personnel issue. 
Siffrin also practices an open-door policy so that any staff may talk to any administration staff openly 
about problems or concern. 

STAFF FUNDS 
Staff funds are allocated to each home to provide funding for outings. When individuals want to go on 
outings that require funds, such as going out to eat, movies or community events, staff funds are to be 
used to pay for the staff’s participation. Receipts for all activities are required and when staff funds need 
to be replenished, they should be turned into the finance department at the same time as the ledgers. 
Staff are used to allow reimbursement for staff to eat with the individuals at a sit-down dinner and be 
reimbursed for $8.50 for the meal, which includes tip. Snacks at a movie, ice cream stands, or drive thru 
meals are not reimbursable. There should not be more than two meals out per week, for a healthy 
lifestyle. Staff will need to follow the planned calendar made with the individuals in the home.  
Individuals should not be deprived of going to planned restaurant outings due to lack of staff funds. Staff 
will make necessary accommodations and eat prior to taking individuals out if staff funds are not 
available, or they do not plan to buy their meal on their own. Staff are not to accept payment from an 
individual to cover expenses of staff eating out unless it is part of a planned vacation package and is 
written and signed off in the Individual’s Service Plan.  

GUIDELINES TO RESPOND TO A SEARCH WARRANT  
At the Time of the Search:  
1) At the outset please contact your supervisor or the Executive Director or Designee. Please ex-
plain to those serving the warrant that information is confidential and ask to have time to con-tact 
the agency’s attorney.  

2) Avoid any action or verbalization that could be misconstrued by the official as an obstruction of 
their search. This does not mean you cannot ask questions just do not obstruct the search. Inform 
the agent that documents are confidential until a signed release is obtained.  

3) Ensure the care of the individuals. Typically, law enforcement will be sensitive to the situation.  

4) Ask for a copy or to see the warrant to ensure it is the correct address. Ask for a copy of the 
warrant for the agency’s attorney.  

5) Record the name of the serving agent, their time of arrival and their time of departure.  

6) Try to obtain a receipt for the items taken by the agents during the search. If a camera is 
available take a picture of the area being searched both prior to and after the search.  

7) You are not required to answer any questions without legal representation being present.  

8) Please remain calm at all times and do not discuss the search with persons other than your  
supervisor, the Executive Director or designee or the agency’s attorney.  
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GUIDELINES FOR RESPONDING TO A SUBPOENA  
What is a Subpoena?  
A Subpoena is a legal document or order requiring a staff to appear, and usually to testify, in court on a 
certain date and/or to produce documents. It is an order requiring a witness (staff person) to bring 
specific documents, reports, tapes, or any other specified records that are in the possession or under 
the control of the witness to a certain place at a certain time.  
A subpoena is usually served by a neutral person, not a party to litigation. Usually, legal service, sheriff 
or someone else who delivers a copy in person or leaves it at the intended recipient’s residence or place 
of business. A person serving a subpoena would not be expecting to receive anything in return other 
than serving the paperwork with the subpoena in it.  
Guidelines if Issued a Subpoena: 
1) Please inform your immediate supervisor and/ or the CEO or designee if you are issues a subpoena.  

2) When receiving a subpoena, do not ignore the order, but do not send records either. A staff does not 
have the authority to respond to the subpoena directly sending items requested within the subpoena.  

3) Staff should not release confidential information or surrender documents to the person serving the 
subpoena no matter how aggressive the person may be.  

4) The subpoena should be accepted upon delivery, and immediate notification made to your supervisor 
or AOC afterhours, so notification to the COO and CEO can be immediately completed. The original 
subpoena should be delivered to the CEO so the situation can be analyzed.  

5) When being served the subpoena, the staff should neither acknowledge that they know or have 
treated the individuals whose records are being subpoenaed. Simply say, “I am not permitted to release 
any information without written permission of the CEO and signed release from the individual and 
guardian of the individual in question.” 

6) Do not attempt to avoid being served a subpoena. It is unrealistic and unprofessional.  

7) Consult with the CEO or designee regarding any further action. 
 
Leadership Guidelines for handling subpoenas:  
1) After receiving the subpoena, carefully determine its validity, who initiated it and whether it is in fact 
court ordered. 

2) Obtain a release of information from the individual for the subpoena and indicated records. Please 
assure it is time limited.  

3) If a summary of treatment can satisfy the subpoena, then provide that information rather than 
handing over the entire file.  

4) Provide the minimum of information necessary unless the situation demands the entire file.  

5) Do not offer originals if copies are acceptable. If originals must be given, then we must copy them 
prior to sending in order to ensure our records remain complete.  

6) If a signed release is obtained, discuss the material with the individual or guardian and the effects the 
release of this information may have on them. 

7) If the individual/ guardian refuses to sign the release, staff will note the concerns they have regarding 
the effect this will have on the individual.  

8) Do not release any communication log books unless specifically ordered to do so by the court.  

9) Consultation with a knowledgeable expert, attorney or insurances that cover situations like this will 
be handled by CEO. Staff will not be left to handle on own. Staff will await further action as direction of 
CEO.  
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SENTINEL EVENT PLAN  
Purpose:  
This procedure outlines process in identifying, reporting and responding to occurrence of a sentinel 
event at Siffrin. This policy ensures thorough and comprehensive analysis and evaluation of individual 
related adverse events in conjunction with quality improvement activities of the Siffrin staff and 
departments.  
Rationale:  
Siffrin fully endorses and supports the importance of performance improvement in every aspect of 
providing support services. The occurrence of a serious adverse event at this organization shall be 
quickly and thorough-ly investigated and analyzed so as to identify and understand the causes in 
variation in performance and promptly implement the necessary changes to reduce the probability of 
reoccurrence of such events in the  
future.  
Events are called “sentinel” because they signal the need for immediate investigation and response. 
Siffrin’s policy is to identify and respond to all UIs/MUIs/ sentinel events occurring in the organization or 
associated with services that the organization provides or provides for. Appropriate response includes a 
thorough and credible root cause analysis, implementation of improvements to reduce risk and 
monitoring of the effective-ness of those improvements.  
Sentinel Event Definition:  
Any unexpected occurrence involving death or serious physical or psychological injury**, or the risk 
thereof. The phrase “or risk thereof” includes any process variation for which a recurrence would carry a 
significant chance of a serious adverse outcome.  
The policy will also apply in instances of;  
individual abduction  
rape by another individual or staff  
individual murder  
suicide  
incorrect medication or transfusion resulting in hospitalization or death  
**Serious injuries specifically include loss of limb or function. Major permanent loss of function includes, 

but is not limited to, sensory, motor, physiological or intellectual impairment not present on admission 

requiring continued treatment or lifestyle change. When a major permanent loss of function cannot be 

immediately deter-mined reporting is not expected until either the individual is discharged with 

continued major of function, or two weeks have elapsed with persistent major loss of function, whichever 

is first. 


