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PROCEDURE: COLLABORATIVE DECISION MAKING 
Applies to: All Personnel, Volunteers, Stakeholders, Persons Served  

[Effective/Revision Date:  01/12/2019] 

 

The direction of the Legal Guardian takes precedence over RYSE programming. RYSE staff will 

follow the decision making/direction of the Care team and follow up with the Legal Guardian on 

actions taken towards outlined goals and responsibilities.  

RYSE Staff Participate in Collaborative Decision making by:  

• Communicating information in a respectful and understandable manner. 

• Actively listens to the expressed needs and ideas of team members and family members 

• Come to a common understanding of care decision 

• Develop trusting relationships with Persons served/families and other team members 

• Effectively use information and communication technologies 

• Each team member shares responsibility for their role towards positive outcomes 

• Respect the ethical values of team members and families 

• Support the participation of clients/families as partners in care 
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PROCEDURE:  PERSONS SERVED FILES AND RECORD OF EFFECTS  
Applies to: All Personnel, Volunteers, Persons Served, Families, Advocates and Caregivers  

[Effective/Revision Date:  01/12/2019] 

Prior to a person Served starting service or starting service in a new area there are several intake 

steps, regarding Persons Served files and records.  

1. The Services Manager, Intake: - Gathers the information required by the policy and 

develops the person’s binder and/or binders.  - Gives the completed binder(s) to the 

Administrative Coordinator who reviews it and gives it to the area Team Leader and 

stores a copy at Head Office.  

2. The area Team Leader: - Thoroughly reviews the binder to ensure it contains all the 

required information.  - Orientates all staff to the content of the binder - Ensures the 

binder is accessible.  - Ensures information is current, correct and utilized.  - Ensures 

documents and information are filed in the correct section, in the correct order, with the 

most current information first and older documents or information behind.  - Ensure the 

documents referenced in the policy are uploaded and managed as outlined.  - Annually 

reviews the binder and files information as outlined in the policy.   

3. The staff:  - Review and update the binder(s) of the individuals they worked with 

adhering to the RYSE policies and procedures that affect the binder intent, maintenance 

and content.    - Inform the Team Leader if information is outdated, missing or 

incomplete.   

4. Person served, their family member or an authorized person wanting to review their 

binder, contacts the Team Leader to arrange a time 
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POLICY: PROMOTING RIGHTS OF PERSONS SERVED 
Applies to: All Personnel and Volunteers  

[Effective/ Revision Date: 12/01/2018] 

 

PREAMBLE 

The PURPOSE of this policy is to guide staff and facilitate the promoting and the sharing of 

information of individuals rights and informed choice with the persons served as well as 

protecting individual’s confidentiality and assists staff to follow the Freedom of Information and 

Protection of Privacy Act. 

DEFINITIONS 

Individual Rights – as defined in MCFD's Statement of Rights of Individuals Policy 

Informed choice - a key component of acceptability, consistent with the decision maker's values, 

and behaviorally implemented. 

Confidentiality - The obligation to keep other's personal information private, secret and safe 

from access, use or disclosure by people who are not authorized to have that personal 

information. 

Need-to-know - The legitimate requirement to know, access or possess personal information 

that is critical to the performance of an authorized, assigned mission. 

Personal Information - Information recorded about an identifiable individual, including, but not 

limited to: 

• Name, address, telephone number, email 

• Race, national/ethnic origin, colour, religious or political beliefs or associations. 

• Age, sex, sexual orientation, marital status 

• Identifying number or symbol such as social insurance number or driver's license number 

• Fingerprints, blood type, DNA prints 

• Health care history 



7 
 

• Educational, financial, criminal, employment history 

• Anyone else's views or opinions about an individual and the individual's personal views or 

opinions unless they are about someone else 

Abuse* - to use wrongly or improperly; misuse: to abuse one's authority. To treat (a person or an 

animal) with cruelty or violence, especially regularly or repeatedly.  

Exploitation - the act of using resources or the act of treating people unfairly in order to benefit 

from their efforts or labor or finances. 

Retaliation - an act of revenge, a wrong for a harm done. 

Humiliation - to make (someone) feel very ashamed or foolish, describes a strong feeling of 

embarrassment or mortification. 

Neglect** - is the failure to provide necessary care, assistance, guidance or attention that 

causes, or is reasonably likely to cause the person physical, mental or emotional harm or 

substantial damage to or loss of assets. 

 

POLICY 

There are instances under which information may be disclosed without consent, which includes 

through a court order*, or situation where the individual may pose an immediate threat of 

harming themselves or others or the individual’s immediate health is at risk. Where unsure of 

request or requirement for information falls under these categories, staff is to follow the 

protocol of contacting their team leader or Service Manager who will give direction. The Team 

Leader or Service Manager will review the specific issues and then immediately inform the 

appropriate parties of any instance where staff or management have disclosed confidential 

information about an individual without their consent. The local phone number is posted in each 

home, and the Confidentially and Information Sharing policy, and Consent to Release 

Information Form. 

All individuals in the care of RYSE will be given the choice to make informed consent or refusal 

regarding services the individual chooses to participate, procedures or techniques RYSE services 

*See Page # for Abuse Policy/Procedure 

** See Page # For Neglect Policy/Procedure 
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offer while fulfilling personal care or health needs. Individuals under RYSE care are given choice 

when deciding to release personal information. Individuals may refuse or choose to provide 

services, where possible and appropriate and may choose or refuse to participate in research.  

RYSE will not approve of any form of research. Prior to trying anything new or innovative, RYSE 

staff and management are required to follow research guidelines and ethics requirements. 

The individual and/or guardian where applicable will be given information and choice regarding 

an investigation and resolution of an alleged infringement of rights, including taking advantage of 

the relationship in any form, the individual has experienced as a result of involvement with 

services delivered by RYSE Supportive Services. 

RYSE will promote the rights of persons served through the regular and consistent sharing of 

information regarding rights in understandable formats throughout the individual’s involvement 

in services. 

 

*See  Subpoenas/Court orders/Investigation Policy/Procedure 
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PROCEDURE: PROMOTING THE RIGHTS OF PERSONS SERVED 
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 12/01/2018] 

A copy of the Confidentiality and Information Sharing policy as well as the RYSE Consent to 

Release Information Form is given to the individual or guardian/family members upon 

orientation and as needed or requested.  

Youth Handbook containing information of individual rights is to be given to persons served and 

reviewed with the team leader and signed at the back of the booklet. The information is to be 

explained in plain language, and/or elaborated on if the person served seems unsure or confused 

Any questions regarding confidentiality or individuals' rights are to be answered promptly by 

staff.  

If a situation arises where an individual believes that their rights or confidentiality have not been 

respected, it will be documented on an incident form within 24 hours and the information 

immediately provided to the Team Leader who will inform the Services Manager.   

Persons served are to be made aware that they may access a Complaints* Resolution Process at 

any time. This process is outlined in the Youth Handbook.  

Staff is to facilitate the individual obtaining self-help and advocacy support services when 

requested by the individual or guardian or family. 

Any situations where staff believes the individuals' confidentiality or rights have not been 

respected or if there is any suspicion of any form of abuse, they are to document it on an 

incident form and promptly report it to their Team Leader or the Service Manager. 
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POLICY: COMMUNICATIONS, MEDIA RELATIONS AND SOCIAL MEDIA  
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 12/01/2018] 

PREAMBLE 

Each child has the right to confidentiality about their personal information. Information about 

any child living in the home must be secured in the staff office so that children in the home do 

not have ready access. This is particularly important in relation to health, family, sexualized 

behavior, legal issues and any disclosures or allegations pending. The principle of “need to know” 

guides the release or sharing of confidential information with third parties. This must be carried 

out, and decisions to release information must be made in conjunction with the district. 

Confidentiality may not be guaranteed in cases where: there is a clear possibility of harm; there 

is an agreement for information sharing across departments (for example, Police, Hospital, 

Department of Corrective Services); and/or there are ethical reasons (such as the need to 

protect the child or any other person). If in doubt, consult with your Team Leader or the child’s 

case manager during office hours, the on-call manager or Crisis Care Unit after hours. 

PHOTOGRAPHS  

For safety reasons, children must not be identified in photographs as a child in RYSE care.  

Residential care workers should observe the following procedures:  A child must give permission 

to have their photo taken.  Photos must not contain an identifiable background or signage (for 

example, a government vehicle or premises).   Children in care should not be excluded from 

beneficial social experiences associated with photographs, video recording and other published 

media such as school photographs and sports club articles. 

In the instance where a residential care worker only has their personal mobile available, at the 

first possible opportunity they should download the photos a Department computer and 

permanently remove them from the personal mobile.  A copy should be sent to the team leader 

and a copy given to the child. 

Consideration should be given to what is in the child’s best interests, and to any adverse 

consequences that may result through the publication of a photograph (for example, safety 
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concerns for the child should their whereabouts become known). Consultation should occur with 

the manager before publication is allowed, if there is a concern.   If a Residential Care worker 

becomes aware of any published information that identifies a child as being a child in care, 

inadvertently or otherwise, they must report this incident to their manager immediately. 

PRIVACY AND SOCIAL NETWORKING  

Social networking websites and mobile phones have become popular tools for children to 

socialize with and share information. Children in care are a vulnerable group whose personal 

information should be safeguarded to prevent exposure to bullying, stalking or disclosure of their 

location. 

Children in care should be made aware of the importance of keeping their personal details 

private. This includes not identifying themselves as a child in care, not disclosing the names of 

residential care workers in their home, not disclosing their full name address, or telephone 

numbers, and not disclosing what school or groups they attend (such as a sporting club). It is the 

responsibility of staff to speak to their Persons Served and to regularly remind them of the 

importance of this procedure in order to ensure their safety. 

MEDIA RELATIONS 

No communication to any Media outlet is permitted. If a Residential Care worker becomes aware 

of any published information that identifies a child as being a child in care, inadvertently or 

otherwise, they must report this incident to their manager immediately. 
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PROCEDURES: SUBPOENAS/COURT ORDERS/ INVESTIGATIONS 
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 12/01/2018] 

 

PROCEDURE 

RYSE staff, or volunteers presented with a subpoena/court order will: Contact the Services 

Manager or designate immediately. Escort the law enforcement personnel, provincial or federal 

agent to a conference room or private office until the Services Manager or designate arrives.  

RYSE staff, volunteers, program/student placements who have been subpoenaed will: Testify in 

court and tell the truth  

 

Search Warrants: If RYSE staff, volunteer, student/program placement is approached by law 

enforcement personnel, provincial or federal agent who wishes to search RYSE’ premises, review 

certain documents and/or receive copies of certain documents, the RYSE individual will:   1. 

Contact the Services Manager or designate immediately. 2. Escort the law enforcement 

personnel, provincial or federal agent to a conference room or private office and request that 

the agent in charge not proceed until the Services Manager or designate arrives.  

 

Following any execution of a search warrant, the Staff, Team Leader, Services Manager or 

designate will:  

1. Notify the Guardianship Social Worker, After Hours (if after 4:30 pm or on the weekend), CEO 

and Administrative Coordinator.   

2. Complete an Incident Investigation Form; maintain records of seized items, and any follow-up 

action taken.  
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POLICY: HANDLING FUNDS OF PERSON SERVED 
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 12/01/2018, 04/12/2019] 

PREAMBLE 

We encourage persons served to handle to be actively engaged in all decisions regarding their 

funds. This policy should be referenced to ensure that the handling of funds by the service 

provider for individuals is transparent, ethical, and efficient and that all such funds are always 

appropriately safeguarded and accounted for. All persons served must either give written 

consent for the handling of their funds, or their legal guardians must give written consent.  

DEFINITIONS 

Funds – any money received by/for the individual and designated for them to use at their 

discretion. 

HANDLING FUNDS  

The Team Leader is responsible for receiving, confirming and accounting for the funds of their 

Person served. In the finance binder, the Team Leader documents the amount money the person 

served receives each month and where it is allocated as well as stores all receipts.  

RYSE staff will support individuals to handle their funds only if such support is required and 

requested by the individual, their legal representative, or someone otherwise designated by that 

individual. 

Where support is provided, all funds are to be segregated for the individual, accessed and 

utilized at their request or the request of a legal authority, and always accounted for. There is no 

fee or charge for this support and the funds may not be used in any way to pay for or subsidize 

funded services and supports.  
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PROCEDURE: HANDLING FUNDS OF PERSON SERVED 
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 12/01/2018, 04/12/2019] 

For funds handled directly by RYSE, the following procedures apply: 

An account with a balance sheet is to be established for all persons served. Funds are to be kept 

in secure, locked location and segregated only if the person served does not wish for the funds 

to be deposited into their personal bank account. All bank withdrawals are documented in the 

finance binder and the corresponding amount of money deposited a person served money 

pouch (if band account unavailable). 

Persons served may access their funds by making a request to staff. Should a staff person have 

concerns about the request, the matter is to be discussed with the person served in a respectful 

manner and the person responsible for program oversight (Team Leader and/or Service 

Manager) is to be consulted prior to providing the funds to the individual. 

Staff are to encourage person served to bring a receipt back each time a withdrawal is made 

from the person’s pouch, staff will then take the receipt and the amount and documented in the 

finance binder.  

All deposits and withdrawals/expenditures of funds are to be recorded on the balance sheet.  

All purchases made by staff on the individual’s behalf require a receipt or reasonable accounting 

by the staff person involved. 

A monthly reconciliation of all accounts (Client Support Cost spreadsheet) is to be completed by 

the Team Leader and then approved by the Chief Financial Officer. A copy of the reconciliation or 

the record of the persons served funds (balance sheet) can be accessed for review by the 

individual or those authorized by the individual or their legal representative at any time. 

Person served finances are audited periodically by the Chief Financial Officer, or their designate.  

If a staff person with signing authority is no longer employed, the service provider will take 

responsibility to inform the financial institution and plan to transfer authority to another staff 

person. 
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POLICY: PETS IN RESIDENCE 
Applies to: All Residential Personnel 

 [Effective/ Revision Date: 12/01/2018] 

PREAMBLE 

The intent of this policy is to provide guidance to staff in determining whether to introduce a 

pet(s) into home situation. 

POLICY 

Although the introduction of a pet into a home may at the outset be seen as beneficial to a 

particular individual or the whole group, each request for inclusion of pets will be dealt with 

individually. 

The following will be taken into consideration: 

• Did the person or persons residing in the home make the request for a pet? 

• Is the person able to financially support the costs associated with owning a pet? 

• Are the other persons happy with having a pet in the home? 

• Will the pet present a health or safety hazard to other persons in the home (i.e. allergies, 

asthma)? 
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PROCEDURE: PETS IN RESIDENCE 
Applies to: All Residential Personnel 

Effective/Revision Date: 12/01/2018 

Request for a pet is made to the Team Leader. 

If the Team Leader, in consultation with the other home members determines that a pet would 

be beneficial as per the above criteria, the Team Leader will contact the Services Manager/COO 

and informs him/her that the home or specific person will be getting a pet.  

Staff will assist the Person Served to care and nurture their pet. 

  



17 
 

POLICY: COMPLAINTS 
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 12/01/2018] 

PREAMBLE: 

RYSE Supportive Services is committed to providing excellent service throughout our programs 

and services. RYSE wishes to provide our EVERYONE the opportunity to present us with feedback 

regarding their positive experiences as well as feedback for how RYSE can improve services. 

 

Despite best efforts, people may not be satisfied with the way RYSE has performed or provided 

service. Additionally, some may be dissatisfied with a RYSE policy and/or procedure and its 

subsequent outcomes. RYSE complaint Process provides a framework for the management of 

concerns.  

 

RYSE understands the importance of receiving complaints and commits to the following 

principles: 

We will accept all complaints courteously and view negative feedback (complaints) as 

opportunities to improve our services and process. 

We will handle feedback/complaint in accordance with these guidelines and procedures. 

We will provide multiple formats for stakeholders to provide their feedback/complaint. 

Wherever possible, complaints will be resolved quickly and without escalation. 

When complaints do escalate, they will be investigated, and the outcomes used to inform 

prevention and education of programs so that incorrect practices and disputes are reduced. 

Compliments will be announced so that the best practices are celebrated and promoted. 
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PROCEDURES: COMPLAINTS 
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 12/01/2018, 04/12/2019] 

1. Contact information will be identified on RYSE’s website for any person to submit 

feedback/complaint to the organization. Other forms of feedback/complaint will be available. 

This will include: 

• RYSE’s stakeholder feedback survey. This is given out by RYSE staff to stakeholders. This 

form is in the RYSE Quick Grab Documents binder. 

• The Youth in Care (YIC) feedback/complaint form will be given out to our children and 

youth upon admission into our care homes and offered once every 2 months thereafter. 

This form is in the RYSE Quick Grab Documents binder. 

• Employee complaint form is available in every care home office and is accessible to all 

staff to fill out as needed. It is in the RYSE Quick Grab Documents binder. 

• RYSE Staff satisfaction survey is to be filled out annually and/or as needed. It is available 

in every care home office, located in the RYSE Quick Grab Documents binder. 

• Exit Interviews forms are completed with each staff, who is willing, upon their departure. 

This form is in the RYSE Quick Grab Documents binder. 

RYSE’S Services Manager contact information will be available online and given out upon 

request. 1-604-613-0485 

 

2. Feedback/complaint received via e-mail will be checked on a regular basis, documented and 

forwarded to the appropriate Supervisor/Manager/Team Leader as per the procedure below. 

 

3. When any person has a concern or compliment that they would like to voice, staff may record 

the feedback/complaint in person, provide them with the Service Manager’s phone number. If a 

person has a specific program concern, they are to first be encouraged to see/speak with the 

program team leader. 
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4. Concerns will be forwarded to the appropriate program Team Leader, and the Services 

Manager, who will then make every reasonable effort to provide a response within 1 – 2 

business days. Responses should clarify and confirm the details of the complaint; attempt to 

resolve complaints including apologizing where appropriate; describe actions and timelines to 

resolve the complaint where possible; escalating complaints to the next level of management 

when appropriate. 

 

5. All complaints of a serious nature must be reported to the CEO. 

 

6. If a person is not satisfied with the response they receive, they may request to speak to the 

next level of management. If there is still no resolution, they may contact the CEO via e-mail at: 

cherylp@rysesupportiveservices.ca. The CEO will review the concern and previous responses to 

determine a final solution. 

 

7. Compliments that are received will be forwarded to the staff that has been recognized. They 

will also be summarized and shared within the organization to celebrate the achievement. 

 

8. All personal information collected by RYSE in connection with a compliment or concern, will be 

handled in accordance with RYSE’s Confidentiality and Privacy policies. In addition, when a 

concern is shared with, depending on the nature of the concern (i.e. If it involves another staff 

member, the concern may be shared with them in order to bring about a resolution). Wherever 

possible, person’s information will remain anonymous with staff other than the 

Supervisor/Manager that the concern is forwarded to. 
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Retaliation (taking action) against any person making a good faith complaint under this policy or 

retaliation against witnesses assisting in an investigation of a complaint is expressly prohibited. 

Actions, including disciplinary, will be taken against any person engaging in any form of 

retaliation.  Creating barriers to service for any person making a good faith complaint under this 

policy is expressly prohibited. 
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POLICY: ACCESSIBILITY   
Applies to: All Personnel and Volunteers  

[Effective/ Revision Date: 12/01/2018] 

PREAMBLE 

To ensure that Persons served, families and staff are aware of the community resources that 

may be helpful to the individual. To ensure individuals and families are aware of all locations 

where service is delivered in the event the individual is temporarily relocated in an emergency. 

To provide emergency support and support in the event RYSE is unable to deliver service for 

some reason in the current home/facility. 

POLICY 

An individual coming into care: during orientation RYSE staff will provide a package of 

information that includes community resources that may be helpful in the future. The package 

will also include locations of the other RYSE homes, the team leaders phone numbers, the 

emergency evacuation plan (in picture form), emergency numbers and supports as well as 

support if the home is temporarily not inhabitable.  

Every individual with his or her family (when appropriate) will receive orientation when the 

individual comes into RYSE care. RYSE Team Leader will give the Individual a welcome package 

including information within the Accessing Services Policy.  The following orientation checklist 

will be followed and used. Upon completion of orientation, the checklist will be kept in the 

individuals file for future reference. 

RYSE Supportive Services will, as determined, provide the necessary accessibility and remove 

barriers to individuals served and for other people. These will be planned activities that involve 

specific actions and regular monitoring. Providing accessibility and removal of barriers enhance 

the quality of life for the individuals served according to their Plan.  

In addition, RYSE will also remove barriers that may occur with other people. RYSE staff and 

management will accomplish this through completing, monitoring, updating and acting 

according to the Accessibility plan. RYSE implements non-discriminatory employment practices, 
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if applicable, meet legal and regulatory requirements, and meet the expectations of others 

involved in service delivery. 
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POLICY: MEDICAL CARE AND MEDICAL APPOINTMENTS 
Applies to: All Personnel, Volunteers, Persons Served, Families, Advocates and Caregivers 

  

PREAMBLE 

RYSE recognizes health care is a priority for all people.  Good health is what gives us the ability to 

be able to do what we do to be active participants in our community.  People who care, watch for 

signs and symptoms of ailing health and express their concerns. RYSE employees must be active 

in monitoring Person served health and health care access and advocating for good health care 

for the people we support.  

 

POLICY 

RYSE staff will teach and encourage Person served to be as independent as possible with their 

health care and health care needs.  

 

RYSE staff will document all cases of illness and report them to the Team Leader who will contact 
the appropriate person.  Other than in an emergency or as requested by the Person served, 
caregiver or family member, doctor’s visits are the primary responsibility of the care provider.   
 

When RYSE is the primary caregiver, all health care concerns will be managed by the Team Leader 

who will determine with the Person served, their doctor and/or family the required appropriate 

plan of action.  Persons Served will choose who accompanies them to health-related 

appointments. The accompanying RYSE staff will ensure the Medical/Dentist Visit is documented 

in the Daily Progress Notes.   

Minimally, when RYSE is the primary caregiver, Persons Served will visit the following:  

- If there is no prescription for glasses and/or an optometrist deems the health of the Persons 

served eyes to be good then the Person served will see an optometrist every two years. Otherwise 

the frequency a Person served will see an optometrist will be at the discretion of the optometrist. 

- Person served will see a registered audiologist or registered hearing instrument practitioner if 

there is any sign of hearing deficit. If the specialist deems the hearing to be sufficient the Person 

served will see the hearing specialist every 2-5 years or sooner if a hearing deficit is noticed. If a 

hearing deficit is detected by the specialist the Person served will see the specialist at the 

discretion of the specialist. If hearing aids are prescribed the Person served will see the specialist 

annually or as needed. When booking the appointment, they will be informed if the person is non-

verbal. 
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- Physicians:  

- Annually a complete physical. 

- The physician will determine whether a prostate exam should be done during the annual 

physical. 

 

Vaccinations (if the Person served and/or family consent) Requirements: 

- Influenza annually in the month of October or November. 

- Tetanus/diphtheria vaccine every 10 years. 

- Pertussis booster if recommended. 

- Any other pertinent vaccinations recommended by the Persons served physician. 

 

The decision of the Person served not to attend to the above medical procedures will be respected 

and documented.  Some Persons served have representation agreements or alternate legal 

decision makers.  These representatives will be consulted regarding medical procedures. 

 
RYSE staff will follow and adhere to recommendations made by health care personnel. 
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SECTION B: HEALTH AND SAFETY  
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POLICY: IN CASE OF EMERGENCY RE: PERSONS SERVED AND STAFF 
Applies to: All Personnel and Persons Served  

 [Effective/ Revision Date: 12/01/2018] 

PREAMBLE 

The purpose of this standard is to ensure the maintenance of a healthy, safe, and clean 

environment that supports quality services and minimizes risk of harm to individuals, staff, and 

others involved in service delivery. 

DEFINITIONS 

First aid certification - required certification for employment with RYSE is Emergency First Aid 

with AED Emergency information - The medical binder that is kept for each individual in the care 

of RYSE as well as significant medical information on staff kept on a clipboard to be able to 

quickly access it in an emergency situation (i.e. diabetes, epilepsy, emergency contact form) 

POLICY 

All staff of RYSE are required of hold and maintain an Emergency First Aid Certificate with AED. 

This certification will be renewed every two years. Those individuals who do not renew their 

certification will be suspended from duties until they are able to show proof of renewal or of a 

pending first aid course within two weeks. 

A minimum of one emergency kit as per Worksafe BC standards will be kept at each location of 

RYSE. Emergency information and a summary of individual in care’s medical condition/s is kept in 

the front of each persons served medical binder, as well as a file folder for Recent Health 

Assessment and Individual Care Plan. This is locked and stored in the resources home office’ 

locked filing cabinet. 

Emergency information is to be kept in a file folder on any staff who have medical conditions 

that may cause them to be incapacitated because of their condition, I.E. diabetes, heart disease, 

epilepsy, etc. As well as an In Case of Emergency form filled out for each staff and kept in their 

individual staff files.  
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PROCEDURES: IN CASE OF EMERGENCY RE: PERSONS SERVED AND STAFF 
Applies to: All Personnel and Persons Served  

 [Effective/ Revision Date: 12/01/2018] 

 

All staff of RYSE will be shown the location of the first aid kit(s) upon orientation and as needed 

will inform the Team Leader if the kit is depleted of any contents. The first aid kit will be 

reviewed monthly for any dated or missing contents and a list of needed supplies will be given to 

the team leader. 

 

The medical binder and files pertaining to this information is to be kept up to date following any 

Doctors or emergency room visits as well as any test results or dental appointment results. A 

summary of medical conditions, of the individual, are to be given to any support person with 

whom the individual is with outside the primary location or facility. 

 

The medical binder is to be removed should there be an evacuation of the facility. 

The clip board are to be removed upon an emergency evacuation of the facility. 

All emergency information (binders and files) are to be kept in the locked filing cabinet in the 

office of the facility. 
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PROCEDURES: PRACTICES OF EMERGENCY AND EVACUATION  
Applies to: All Personnel and Persons Served  

 [Effective/ Revision Date: 12/01/2018] 

PROCEDURES: 

Practices of emergency procedures must be held at least once a month to ensure awareness of 

the procedures and the effectiveness of evacuation protocols. 

The Team Leader will maintain records of annual practices of all emergency procedures 

(including evacuation) conducted at each home and on all shifts. 

The Team Leader will ensure that all locations in which residential services are offered conduct 

monthly fire drills during periods of both activity and rest and that all other services meet legal 

requirements for fire drills. 

All practices of emergency procedures will be documented on an Emergency Drill Testing Form, 

which includes the results of the practice and any follow-up or action required to improve 

performance. A copy of each practice will be maintained on site. 
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PROCEDURE: REPORTING AND INVESTIGATION 
Applies to: All Personnel and Volunteers   

 [Effective/ Revision Date: 12/01/2018] 

Immediately report all potential risk factors for hazards/incidents to their Team Leader or 

designate using progress notes.  

Remove all potential risk factors and note it in the progress notes. 

The Team Leader will investigate risks/hazards/incidents as soon as possible and take 

appropriate steps to address any continuing risk to the health, safety and well-being of all 

employees, volunteers and people supported within 2 business days.  
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POLICY: RYSE VEHICLE AND TRANSPORTATION  
Applies to: All Personnel and Persons Served  

 [Effective/ Revision Date: 12/01/2018] 

PREAMBLE 

To ensure that all vehicles used for transporting individuals are safe and provide the necessary 

equipment should an emergency happen while transporting an individual. 

Currently RYSE staff use their personal vehicles to transport individuals. This policy will reflect 

personal vehicles and then corporately owned vehicles for future development. 

 

POLICY  

All vehicles transporting individuals are to carry a first aid kit that meets the Work safe standard 

for vehicles.  

RYSE staff that transport individuals will be required to submit a driver’s abstract showing a clean 

driving record. 

When using a corporate vehicle to transport individuals the vehicle must be equipped with one 

first aid kit. 

All vehicles are to be free of debris and deemed safe  

Any and all incidents involving a vehicle that is transporting an individual must fill out an incident 

report as per Team Leaders direction. 
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PROCEDURE: RYSE VEHICLE AND TRANSPORTATION  
Applies to: All Personnel and Persons Served  

 [Effective/ Revision Date: 12/01/2018] 

 

 PROCEDURE 

Staff may be required to transport children / youth in their own vehicle. If this occurs the 

following guidelines apply:   

The permission of parents or guardians will be sought prior to transporting any child. At the time 

of intake, permission forms will be signed that cover day to day transporting of the child. Should 

any special events arise, specific permission must be given by the parent/legal guardian. 

As per RYSE policy all children and young people will be appropriately restrained when travelling 

in any vehicle i.e. will use seatbelts.   

Children and young people are not under any circumstances to be transported in any vehicle 

that is not insured for 3 Million liability.  

Staff must complete a motor vehicle safety check prior to transporting any YIC’s. Please see the 

motor vehicle checklist in the Quick Grab Documents binder. 

Staff members must not transport children in care alone – two staff members must be present in 

the vehicle. This is to ensure the safety of children and staff. 

All staff driving a vehicle must have a current BC Driver’s license. All staff transporting Children in 

Care, must provide a Driver’s Abstract to Management’s approval prior to transporting YIC’s. 

Children will not be transported with or by any adult who does not have a current CRC/CRRA. 

Staff must inform team leader with estimated travel times, information regarding destinations, 

and contact details.   

First Aid kits MUST accompany every child that is transported 
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When transporting children staff will, where safe and practical, use the quickest route possible 

without unnecessary diversions or stops. Children will not be taken to places/venues other than 

those previously discussed with the team leader.    

Cell phone/handheld device use while driving is strictly prohibited, in accordance with the Motor 

Vehicle Act. Should cell phone use become necessary, staff must pull over to the side of the road 

when safe to do so. 

Staff are obligated to inform their team leader prior to transporting YIC’s, anything that may 

affect their ability to operate a motor vehicle in accordance with the Motor Vehicle Act and the 

Criminal Code of Canada. 
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WHAT TO DO IN THE EVENT OF: 
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PROCEDURES: SEIZURES  
Applies to: All Personnel and Persons Served  

 [Effective/ Revision Date: 12/01/2018] 

 

PURPOSE 

Epilepsy is a disorder of the nervous system characterized by seizures. A person having an 

epileptic seizure may: 

Suddenly cry out. 

Fall to the ground and lie rigid. 

Have a congested and blue face and neck. 

Have jerky, spasmodic muscular movements. 

Froth at the mouth. 

Bite the tongue. 

Lose control of the bladder and bowel. 

Lose eyes focus, stop blinking and/or staring. 

 

PROCEDURES 

General seizure protocol:  

Remain calm. 

Ensure the individual is in a safe place, remove furniture from immediate area. Stay with the 

individual speaking softly and reassuringly. 

Loosen clothing, belts and collars. 

If possible, turn the individual in the recovery position for easier breathing. 

NEVER attempt to place anything in the individual’s mouth. 
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If tonic colonic seizures continue in a series or if the individual is bluish or if the seizure lasts 

more than three (3) minutes (unless the medical protocol states differently) call an ambulance 

and have the person transported to the hospital. 

Most people are fatigued, allow time and space for rest, sleep and recuperation. 

 

Prior to commencing service, individuals with seizures must provide the Services Manager and 

the Team Leader with a completed seizure protocol. New protocols are completed annually 

and/or on the specified expiry date.  

Seizure protocols are maintained in the appropriate section of the person’s binder. The Team 

Leader is responsible for orientating and training staff and volunteers to each person’s protocol.  

Staff and volunteers are required to adhere to the protocols. Unless otherwise specified in 

individual’s protocols, seizure activity is documented on an Incident Report form. 

If it appears as though a person is having increased seizure activity, the Team Leader or Services 

Manager will contact the person’s family/ Legal Guardian to notify them.  

SPECIFIC PROCEDURES 

1. RYSE’s application of the Care Plan process identifies if a person requires a seizure protocol.  

 

2. Individuals beginning service provide the Team Leader with their seizure protocol. 

 

3. The Team Leader and Services Manager review the protocol with all staff and ensures they 

have a comprehensive understanding of what to do when the person seizures. 

 

4. The Team Leader ensures seizures are being tracked as outlined in their protocol.   

 

5. The Team Leader files the protocol in the appropriate section of the person’s binder and file. 
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6. Staff report seizures as outlined on the person’s protocol form. 

 

7. The Team Leader reports increased seizure activity to the appropriate person. 

 

8. The person and/or their family or caregiver are required to have the protocol updated if there 

are changes or if it has expired and must provide RYSE Supportive Services with a copy. 

 

9. At the person’s annual Service Plan meeting, protocols are reviewed.  

 

The Team Leader ensures the protocol is current, maintained in the appropriate section of the 

binder and file, and is being applied. 
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INFORMATION: SUICIDE AND ATTEMPTED SUICIDE  
Applies to: All Personnel and Persons Served  

 [Effective/ Revision Date: 12/01/2018] 

RYSE has adopted the World Health Organization’s definition of suicidal behaviour:  

DEFINITIONS: 

(i) Suicidal act: The self-infliction of injury with varying degrees of lethal intent and awareness of 

motive  

(ii) Suicide: A suicidal act with fatal outcome that is deliberately initiated and performed by the 

person with the knowledge or expectation of its fatal outcome  

(iii) Attempted suicide: A suicidal act with non-fatal outcome  

(iv) Suicidal ideation: The thoughts that a person has about suicide  

(v) Suicide plan: A verbal description of a plan to commit suicide, including timing, availability of 

method, setting, and actions made towards carrying out the plan. The more detailed and specific 

the suicide plan, the greater the level of risk.  

PRINCIPLES: 

This procedure is based on the following core principles of effective suicide prevention:  

Social, psychological and physical factors will contribute to people becoming suicidal.  

Primary, secondary and tertiary methods of suicide prevention will all need to be used. 

Reducing the availability of methods of suicide helps reduce the overall number of suicides  

The therapeutic relationship with service users and caregiver is of central importance  

The importance of learning from near misses and completed suicides  

Transitions between and within services can be particular risk periods  

Homicide prevention should be considered with suicide prevention  

A culture of positive risk management is crucial  
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Staff support: 

Providing care for people who self-injure is emotionally demanding and requires a high level of 

communication skills and support. Dilemmas and conflicts often occur when working with an 

individual who hurts themselves or expresses ideas of suicide. Suicidal behaviour can cause 

anxiety in staff particularly when they feel responsible for the actions of the YIC or there are 

conflicting professional approaches. Support is essential for staff and should be actively 

promoted and facilitated by the Team Leader and Services Manager. 

 There should be:  

 • Access to appropriate training on suicide and self-harm • Regular supervision, with a named 

supervisor with expertise in this area of work. This should include the possibility of team 

supervision to help the whole team manage complex service users and issues. • Post incident 

support.  

 Suicide is not always preventable and RYSE will seek to support its staff following critical 

incidents. 

TRAINING REQUIREMENTS: 

Training for suicide prevention will be delivered in the following way:  

RYSE includes an introduction to risk assessment training for the High-Risk Youth Resources. This 

includes training in the assessment, management and prevention of suicide and self-harm. This 

training is provided through MCFD to Team Leaders and the information is disseminated to 

applicable staff.    Ongoing training and support. This will be delivered at Team meetings. 

Process for monitoring compliance with this procedure: 

Review of incidents of suicidal behaviour and monitoring compliance with RYSE procedures 

In the event of an individual suicide, RYSE will be open with patients and relatives, and supports 

staff directly involved. RYSE follows any agreed action plan arising from the investigation of a 

suicide or attempted suicide. 
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PROCEDURES: SUICIDE AND ATTEMPTED SUICIDE  
Applies to: All Personnel and Persons Served  

 [Effective/ Revision Date: 12/01/2018] 

In an emergency or if you feel the youth is at risk, dial 911. 

If the youth has attempted suicide, or you’re worried about their immediate safety, please act 

quickly: 

Call 911 and determine the best course of action provided by the emergency 

operator. If they determine an ambulance is not needed, go with the youth to the 

emergency department (ED) at your nearest  hospital.  

 

2.Try to stay calm and let them know you care.  

 

3.Keep them talking and make sure you are safe.  

 

4.Do not leave them alone.  

 

5.Stay with them until other support arrives.  

 

6.Remove any obvious means of suicide they might use.  

 

7. Contact your Team Leader and After hours or the guardianship social worker, 

along with the RYSE Services Manager  

 

Write an incident report and report to after hours if applicable.  
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CORE PRINCIPLES: SUICIDE AND ATTEMPTED SUICIDE  

[Effective/ Revision Date: 12/01/2018] 

Applies to: All Personnel and Persons Served  

This procedure is based on the following core principles of effective suicide 

prevention:  

  

Social, psychological and physical factors will contribute to people becoming 

suicidal  

Primary, secondary and tertiary methods of su icide prevention will all need to be 

used  

Reducing the availability of methods of suicide helps reduce the overall number  of 

suicides  

The therapeutic relationship with service users and caregiver is of central 

importance  

The importance of learning from near misses and completed suicides  

Transitions between and within services can be particular risk periods  

Homicide prevention should be considered with suicide prevention  

A culture of positive risk management is crucial  

  

Core Principle 1 Social, psychological and physical factors will contribute to people 

becoming suicidal  

People will become suicidal for many different reasons. Research has shown that 

this centers around:  
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Social factors e.g. social isolation, unemployment, social media p ressures, or how 

suicides are reported in the media and cultural attitudes to suicide  

Psychological factors e.g. loss of close relationships, childhood trauma,  

Biological/physical factors e.g. chronic pain, tinnitus, drugs/alcohol.  

Core Principle 2 Primary, secondary and tertiary methods of suicide prevention are 

all necessary 

Primary prevention: This means improving the health of the general population to 

avoid disease. In suicide prevention, this means improving the mental well -being of 

the community, as well as in its teaching and educational activities which provide 

benefit to the wider community as well as the identified youth.  

Secondary prevention: This means early detection of disease before it causes 

significant illness. In suicide prevention, this includes screening for post -natal 

depression (e.g. by physicians) and the treatment of people  with depression (e.g. as 

provided by the different psychological services provided for youth)  

Tertiary prevention: This means treating our Youth who are severely unwell to 

restore function.  In suicide prevention this means focusing on high -risk groups, for 

instance those people who are starting to think about suicide as an option for 

dealing with their difficulties and those who are acutely suicidal.  RYSE Youth that 

are known to be at higher risk of suicide in which physical illness, chronic pain, 

social isolation and cognitive impairment either on their own or more commonly in 

combination increase risk of suicide; young people with a history of self -harm; 

people with substance misuse; people taking psychotropic medication; people with 

a diagnosis of depression or schizophrenia 

Core Principle 3 Reducing availability of methods of suicide helps reduce the overall 

number of suicides 

Some people who are suicidal are impulsive and research has shown that restricting 

the availability of suicide methods (e.g. through safer prescribing; the removal of 
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ligature points such as cords or preventing access to rooftops) reduces the overall 

suicide rate. People do not necessarily substitute one method of suicide for another 

if the first is no longer available. Restricting availability of methods can be applied  

at primary, secondary and tertiary preventative levels. Consideration of all possible 

methods of suicide both on site and in the community is essential.  

 

Core Principle 4 The therapeutic relationship with service users and caregiver is of central 

importance 

Most people who are suicidal feel alienated from others by the very nature of these experiences. 

If a youth discloses suicidal feelings and they feel unheard or let down, the likelihood is that their 

risk of suicide will increase, and they are less likely to speak up about how they are feeling in the 

future. At least 50% of people who kill themselves express suicidal thoughts beforehand, usually 

to a family member. Staff should therefore have an accessible route for raising concerns with 

relevant staff.  The direct line for staff should be to their Team Leaders and the Services Manager 

for support. A referral to RYSE’s Registered Clinical Counsellor will be made upon request. 

 

Core principle 5 The importance of learning from near misses and completed suicides 

Learning needs to occur at all levels and from different sources.  

  

Within RYSE, learning should take place: • at the individual level • at the team or service level     

• at the organizational level with an annual review of all Serious and Untoward Incidents- to look 

at any trends that may be occurring. 

 

Core principle 6 Transitions between and within services can be particular risk periods 

Transition between and within services can be stressful even for those in good mental health as 

new people and systems need to be adjusted to. It is a particularly difficult time for people with a 
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mental illness or psychological difficulties. It is also during this time that communication between 

different teams is most likely to break down. Research has shown that these transitions can put 

some youth at a higher risk of suicide.  

Core Principle 7 Homicide prevention should be considered with suicide prevention 

Homicide-suicides or murder-suicides are very rare incidents of individuals killing themselves 

after having killed others (usually family members) as part of their illness. Sometimes the 

perpetrator does not die although that was their intent and whilst the act may legally and 

statistically be counted as a homicide, the characteristics are of a homicide-suicide. The same 

core principles of suicide prevention apply to homicide-suicides with the addition that any risk 

assessment must include an assessment of harm to others as well as harm to self. Similarly, 

youth who present a risk of violence towards others, such as those with a diagnosis of antisocial 

personality disorder, may also be at higher risk of depression and suicide, and harm to self must 

be assessed in these individuals. 

Core principle 8 Culture of positive risk management 

Best Practice in Managing Risk discusses the importance of positive risk management. Whilst 

someone’s suicidal risk can be reduced by appropriate management it cannot be eliminated. The 

risk of suicide should be managed in partnership with the youth, providing they have capacity. 

Central to this is the importance of the therapeutic relationship and acknowledging with the 

youth that transitions may increase risk. 
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POLICY: SHARPS  
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 12/01/2018] 

PREAMBLE 

RYSE is responsible to ensure the health, safety and welfare of its employees, volunteers and 

people supported, and therefore will take every reasonable precaution to eliminate risks and 

hazards related to the use and disposal of medical sharps, Safety Engineered Medical Sharps 

(SEMS) and other sharp objects.  RYSE has developed procedures, including definitions and 

outlined precautions for all employees and volunteers regarding sharps.  Noncompliance with 

this Policy and Procedures is subject to discipline, up to an including dismissal from RYES’s 

employment and/or services.    

To emphasize the correct handling of all sharps, to minimize the risk of injury and/or 

contamination, decrease potential hazards and to increase the awareness of safe work practices 

related to various types of sharps.  Also, to promote and support the health and safety of all 

employees, volunteers and people supported through training on proper procedures.  

Definitions:  

Sharps: Any sharp object, edge or broken article that is capable of cutting or penetrating the skin 

and could cause injury to the employee, volunteer, person supported or other persons. 

Medical Sharps: Sharp objects used for a person’s medical care, treatment or diagnosis (i.e. 

needles, syringes, blood lancets, auto injectors, etc.). 

Safety Engineered Medical Sharps (SEMS): Sharp medical devices or instruments designed to 

include safety features to help protect workers from being cut, punctured or injured in some 

way: 

• a hollow-bore needle that: - is designed to eliminate or minimize the risk of a skin 

puncture injury or the user, and - is licensed as a medical device by Health Canada; or 

• a needleless device that: - replaces a hollow-bore needle, and - is licensed as a medical 

device by Health Canada.  
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Sharp Objects: Employees, volunteers and people supported may come in contact with various 

sharp objects that are capable of cutting or penetrating the skin through everyday activity.  

Examples of such sharps include, but are not limited to knives; scissors; lids from aluminum cans; 

razor blades; pins; chipped or broken tooth; broken glass; etc.  

Contamination: The definition of ‘contamination’ is within the context of this Policy (Sharps 

Policy & Procedures). Contamination of a sharp shall mean that the needle, syringe, broken 

article that is capable of cutting or penetrating the skin has come in contact with any other 

object prior to administration.  For example, contamination occurs if a needle falls on the floor, 

touches another object such as clothing, blood, dirty laundry, etc.  Airborne pathogens, 

biological and chemical agents are also included as contaminants.  Once administered (or 

encountered), the sharp or broken object must be disposed immediately into a safe container.  

Roles and Responsibilities: RYSE promotes self-reliance from within, in which everyone has a 

direct responsibility for health and safety, and safety is an essential part of their job. In all 

matters relating to sharps, health and safety are shared among all employees and volunteers. 

The Employer will: 

- take every precaution reasonable in the circumstances for the protection of an employee, 

volunteer and person supported related to risks and hazard with sharps; - ensure all employees 

have up-to-date First Aid training and encourage all volunteers to obtain and maintain First Aid 

certification; - conduct a Risk Assessment to identify potential hazards related to all sharps, 

provide controls and re-evaluate the hazard after the control is in place; - provide awareness and 

education to all employees and volunteers to enforce the Sharps Policies and Procedures; - 

ensure appropriate training programs for the various types of sharps: medical, SEMS and other 

sharp objects to aid in the prevention of illness and injury from sharps; - monitor all employees 

and volunteers to ensure they are using safe work practices when handling sharps, including use, 

storage and disposal; - provide and maintain necessary equipment, protective devices and 

resources to ensure safety for employees and volunteers; - investigate and respond in writing to 

all Employee Incident Reports related to injury, illness or accidents related to sharps; 
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- review at least once a year, RYSE’s Health and Safety Staff Policy and Procedures for the health 

and safety of employees and volunteers related to sharps and to revise such as required. 

- provide and/or arrange for training, education on the use of sharps for people supported, as 

required or appropriate. 

The Team Leader will: 

- abide by the Occupational Health and Safety Act and the Health Care and Residential Facilities 

Regulations; - ensure all employees and volunteers are trained in the safe use of sharps to 

reduce the risk of illness, injury and exposure to blood and body fluids; - ensure all new 

employees and volunteers receive general and site-specific orientation to the Sharps Policy and 

Procedure and all site-specific protocols related to sharps; - ensure employees have valid First 

Aid certification and encourage volunteers to have the same; - include use of, storage and 

disposal of sharps, as part of their regular workplace audit; and provide employees, volunteers 

and people supported with corrective measures as required; - develop, as required, site-specific 

written protocol for all aspects of medical sharps and SEMS; such protocol to include training, 

proper usage techniques, precautions, storage and disposal; - ensure employees, volunteers and 

people supported take every reasonable precaution including using protective devices and 

equipment, ensuring proper storage and/or disposal procedures as per the type of sharp; - 

investigate and respond to all reports of hazards, risks, safety concerns and incidents related to 

the use of sharps. 

Employees will: 

 - participate in training and educational programs related to sharps, as determined by the 

Employer; - exercise safe work practices at all times with regard to the use, storage, and disposal 

of all types of sharps; - immediately report to their Team Leader, all concerns related to unsafe 

work practices related to sharps; - maintain current First Aid certification; - ensure they are 

aware of instructions, precautions and proper techniques when utilizing all equipment and 

protective devices related to sharps; - abide by site-specific written protocol for medical sharps 

and SEMS; - immediately report to their Team Leader of any use of non-safety engineered 

medical sharps which have not been previously approved for use by the Employer; - immediately 
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report to their Team Leader or designate, the absence of or defect in any equipment or 

protective device of which the worker is aware and which may endanger themselves or others. 
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PROCEDURE: Sharps/Needlestick injury or Body Fluid Splash: 
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 12/01/2018] 

- immediately squeeze the injured area to promote bleeding, if it is a medical or SEMS injury;  

- treat the wound using First Aid measures and then seek medical attention;  

- if a body fluid splash, flush thoroughly with soap and water; 

 - report the incident immediately to your Team Leader or designate;  

- Complete the Employee Incident Report; contact the Services Manager. 
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PROCEDURE: Injuries from Sharp Objects: 
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 12/01/2018] 

Depending on the nature of the injury, various factor is to be considered when an employee, 

volunteer or person supported is requiring treatment.  Is injury a cut, skin punctured, or sharp 

object embedded in the skin, etc.  A minor cut may only require first aid, where if a larger object 

has punctured the skin and stitches are required, immediately go to the nearest Emergency 

Department; other circumstances may require contacting 911 immediately.  Below are 

examples/considerations: 

- if the skin was punctured or cut; - if an object is protruding from the skin; - the size and type of 

sharp object; - the location of the injury on your body; - the force in which the injury was 

inflicted;  
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PROCEDURE: YOUTH ELOPING  
Applies to: All Personnel and Persons Served  

 [Effective/ Revision Date: 12/01/2018] 

 

PREAMBLE 

RYSE staff will focus their effort on preventing and reporting youth who are absent without 

consent, missing, and will work with these youth upon their return to identify the reasons for 

their leaving and their experiences while gone, and taking steps to prevent this from occurring 

again. Feedback and guidance have been provided on considerations and strategies for 

addressing the sometimes-confusing concept of Youth absent from care. A consistent thread 

throughout is the need to incorporate the reasonable and prudent standard in the issue of youth 

absent without consent or missing. Not only is understanding the need for youth to participate in 

normative experiences one factor in potentially preventing youth from running away, it is an 

important perspective to take in determining how to handle an absence within the parameters 

set forth. Applying the standard also may assist in stabilizing youth upon their return from an 

absence.    

 

Program Implications   

Youth voluntarily leave a resource for a variety of reasons and for varying lengths of time.  In 

some cases, the youth may be running away from something (e.g., a resource the youth dislikes), 

and in others running to something (e.g., friends, family, unhealthy situations).  The youth may 

feel that his or her decision to leave was the best choice given the youth’s circumstances.  

Unfortunately, adolescents may not always think through the consequences of their actions, nor 

accurately identify the resources needed to be safe during a runaway episode.  Generally, the 

reasons youth leave their resource resources can be classified into two basic categories: (1) 

wanting to be with family and friends, and (2) disliking their resource. 
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In general, youth who have voluntarily left their resource or their home have a greater likelihood 

than their peers of high-risk behaviors, including unprotected sex, multiple sex partners, and 

drug use.  They also have greater risk of anxiety, depression, suicide, poor health, and low self-

esteem. 

Runaway and homeless youth are at greater risk of being commercially sexually exploited or 

trafficked.   

Staff must report the youth’s absence to law enforcement and to Afterhours immediately but in 

no case later than 24 hours after learning that the youth is absent without consent or missing. 

There are many factors to be considered in determining when the absence of a youth indicates 

that the youth is missing or has run away: age, developmental level, cognitive or physical 

limitations, patterns of behavior, medical and behavioral issues.  The pivotal consideration is 

whether the youth has the consent of the parent, guardian, foster parent or caregiver to be 

absent.  Particularly for youth in their teenage years, it is not always clear to caregivers when 

that permission has been misused, and when the youth is actually missing. Whenever a youth’s 

whereabouts are unknown and the youth cannot be located, immediate steps must be taken to 

locate the youth. A series of steps must be followed by caregivers. 

 

PROCEDURES  

 

Required Action  

There are specific procedures outlined in both law and regulation which must be followed when 

determining whether a Youth is absent without consent, as well as actions that must be taken 

subsequent to establishing the Youth’s absence.  

 

 When a Youth cannot be accounted for, specific actions must be taken by the residential care 

staff and the agency responsible for supervising the youth’s resource.    



52 
 

  

• Absence noted by residential care staff:  

Residential care staff should know where a Youth is or is expected to be at all times.   If the staff 

becomes aware that the Youth’s whereabouts are unknown, expeditious efforts should be taken 

immediately to locate the Youth. Tips for locating a Youth are outlined “Tips for Locating Youth”.  

This document is located in Program Delivery Templates. 

  

If the Youth is absent, either voluntarily or involuntarily, without the consent of the person(s) or 

facility in whose care the youth has been placed, that Youth’s absence must be reported to the 

authorized agency responsible for supervising the resource of the youth.  This report must be 

made no later than 24 hours from the time the absence occurs.   

  

The 24-hour reporting deadline does provide for some discretion on the part of the caregiver as 

to when during the 24-hour period to make the report.  It is important to remember that as with 

so many other aspects of caring for youth, decisions are not always black and white. The decision 

regarding the point during those 24 hours when it is time to report the youth as missing depends 

on several factors: o The age of the youth.  If a 3-year old disappears, the absence should be 

reported immediately.  If a 16-year-old with no physical, cognitive, or emotional issues misses 

curfew, the situation can be dealt with by making diligent efforts to locate the youth and then, if 

the youth is located within a couple of hours, responding with the logical consequences to such 

behavior; o The youth’s history.  If the youth can be considered to be in a high-risk category (see 

below), immediate reporting must occur.  If no such history exists, make diligent efforts to locate 

the youth (see Attachment A: Tips for Locating Youth).  If you cannot discover the youth’s 

location within a few hours, you should consider the youth to be missing and you must report 

that absence; o The youth or youth is considered to be in a high-risk category. In this case, the 

report must be made immediately upon noting that the youth /youth is gone.   

Youth in high risk categories include, but are not limited to:  
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Those with medical needs requiring regular medication or monitoring; 

 Those with mental health issues which could pose a danger to the youth or others;  

Those with a cognitive or physical impairment;  

Youth with a history of substance abuse;  

Youth with a history of sex trafficking or those for whom previous comprehensive screenings 

have shown ‘high’ indicator levels;  

Youth younger than 13 years of age;  

Those where abduction is suspected.  

  

In reporting an absence, staff should speak directly to a caseworker at the authorized agency.  It 

should not be assumed that leaving a voice mail message is sufficient.  If the report is made after 

working hours, staff will contact Afterhours.  

Please note that in cases where the youth is not where he or she is expected to be, but the 

caregiver knows where the youth is (e.g. went for a walk, went across the street to talk to 

friends, etc.), the youth is not considered to be absent or missing and no report need be made.   

 

Additional Actions: 

 o An updated photo of the youth may be shared with law enforcement if so requested. As 

mentioned above, for youth, the photo must be shared with law enforcement. If it is suspected 

that the youth may have been abducted, law enforcement may activate an AMBER alert. 

Providing an updated photo allows an immediate wide-range distribution and description of the 

impacted youth.  If the youth is missing, an updated photo is a useful tool in assisting in locating 

the youth. 

 o Scanning the social media accounts of the youth, as well as those of the youth’s friends and 

family, can provide clues to the youth’s location.  

 



54 
 

Documentation:  

Documentation of all activities related to a youth’s absence must be made in an incident report 

and sent to all applicable parties within 24 hours of the incident.  All documentation must be 

made in progress notes. o Progress notes should include, at minimum, the names of the persons 

contacted, dates of those contacts, and information pertaining to the youth’s absence.  

 

When the Youth Returns  

When the youth who was missing returns, specific actions are taken, including determining the 

reasons for the youth’s absence and identifying the steps that can be taken to address those 

reasons in both the current resource and any future resources. The youth must also be screened 

to determine if he or she is a victim of sex trafficking.    

 

The following steps must occur when the youth or youth is located and/or returns home or to 

the resource:  

  

• Welcome the youth back: First and foremost, the youth/youth should be welcomed back.  The 

caregiver should let the youth/youth know that he or she was missed and that the they were 

worried and concerned for the youth’s safety. The youth should be welcomed back with no 

judgment.   

  

• Meet the youth’s immediate physical needs: The caregiver should attend to the youth’s 

physical needs: e.g., a meal, a shower, a change of clothes, and an opportunity to rest in a safe 

place. In addition, any immediate health or mental health needs must be addressed.  

  

• Notify the return of the youth any other agency involved with the youth 
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 • Cancel reports to law enforcement: If the youth had been reported missing to law 

enforcement, entities should be notified that the youth has returned.    

  

• Identify services the youth may need: Depending on the length of time the youth was absent 

or missing, and the experiences he or she had, rehabilitative services may be needed.  These may 

include: psychological counseling, medical services, drug and alcohol abuse treatment, and 

remedial educational services.  Appropriate referrals for services must be made and 

documented.  In all cases, an assessment must be done of the need of the youth for 

rehabilitative services.  If a determination is made that any such services are needed by the 

youth, referrals to providers of such services must be made and such referrals must be 

documented in progress notes and incident reports.  

  

• Discussion of consequences, if appropriate: Depending on the age and developmental level of 

the youth, as well as the circumstances of the Youth’s absence, the staff may need to discuss the 

consequences of the youth’s behavior. If the Youth’s absence was voluntary, such as leaving 

home without permission to attend a party, it is appropriate to discuss the consequences of 

unacceptable behavior, e.g., grounding, withdrawal of permission to participate in a social 

activity, etc.   

  

It is also important to discuss appropriate action(s) the youth should take in the future if 

circumstances arise that could result in his or her arriving home late (e.g., missed the bus home 

from work).  These actions include such things as phoning or texting the staff. 

  

• Identifying reasons for leaving and experiences during the absence: Once the youth’s 

immediate needs have been addressed and he or she has had a chance to resume “normalcy,” 

the staff must pursue what happened to the youth while he or she was absent or missing.  

Approach the issue from the standpoint of concern about the youth, e.g., “What happened to 
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make you want to leave?”  Youth may leave the resource without consent for a variety of 

reasons.  These could range from changes to the youth’s permanency options or pending court 

dates, to substance abuse, a youth feeling unsafe in their current environment, or traumatic 

bonding with an abuser/trafficker. The reasons could be as simple as the youth is concerned 

about his or her parents or siblings or just be the fact that the youth just doesn’t want to be in 

care.  Perhaps the behavior is adolescent thrill-seeking or boundary-pushing. The youth should 

not be forced to talk. Staff should engage the youth in discussion about the absence and provide 

a supportive environment to encourage the youth to discuss his or her feelings.   
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PROCEDURE: Car Accident Involving Staff and/or Persons Served 
 

Turn on your emergency lights on your vehicle 

Complete an initial assessment of yourself and the Youth for critical injuries according to your 

first aid training 

advise the youth to remain in the vehicle and assure them they are safe 

Call 911 if you or the youth has sustained injuries and require medical attention 

Call 911 if the vehicle is unable to be driven off to the shoulder of the road or to a safe location 

Follow the direction of the 911 dispatcher  

If the vehicle can be moved to a safe location (off the shoulder of the road), do so in a safe 

manner  

Call your team leader, or the Services Manager to inform them of the incident 

Exchange information with the other driver and fill out your accident form (located in your 

emergency binder)  

Wait for emergency personnel to arrive if they have been dispatched 

If 911 was not required, you are required to make a follow-up doctors appointment for yourself 

and the youth within 72 hours of the accident.  

Complete an Incident report, and have a debriefing meeting with your team leader, include the 

youth if appropriate.  
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Section C: Employee Information and 
Requirements 
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POLICY: CERTIFICATION AND QUALIFICATIONS 
Applies to: All Personnel 

 [Effective/Revision Date: 01/10/2018, 01/05/2019] 

All support workers are required to possess and provide originals of the following certifications 

upon hire: 

- Valid CPR / First Aid certificate  

- Hepatitis B inoculation 

- Physician’s Declaration of good Physical and Mental Health completed by a physician who has 

known the person for a minimum of two years 

- Valid Food Safe Certificate  

- Valid Class 5 Drivers License 

- Satisfactory Driver’s Abstract 

-  Valid 3 Million Car Insurance, business insurance is recommended  

- Pass the HUB Screening and Criminal Record Check process  
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PROCEDURE: NEW EMPLOYEE ORIENTATION AND TRAINING  
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 11/01/2018] 

PROCEDURE 

Orientation is to follow the outline as per the RYSE Orientation handout and using the 

Orientation checklist. 

Training for new staff is to follow the employee orientation handbook with the outline Staff 

Training Checklist.  

Staff refresher training follows the Internal Training Curriculum outline and is done biannually or 

as needed. 

Ongoing training is done annually. 
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POLICY: DRESS CODE AND PERSONAL APPEARANCE   
Applies to:  All Personnel, Volunteers and Person’s Served  

 [Effective/Revision Date: 01/05/2019] 

 

PREAMBLE 

 In order to ensure staff represent RYSE and individuals positively and professionally, a policy on 

appropriate attire is required.      

  

An employee’s appearance affects persons served by RYSE as well as the attitudes and opinions 

of family, friends, professionals and the community at large.  

  

POLICY  

Good personal hygiene must always be maintained.  RYSE Supportive Services is a fragrance-free 

workplace. Staff, volunteers and people receiving service must refrain from using perfume, 

cologne, lotions and hair products that have extra scents in order to respect people who may be 

sensitive to fragrance.   

 Clothing and appearance should adhere to general community standards and norms. While on 

duty, employees, volunteers and people receiving service will avoid dressing or acting in such a 

way as to draw undue attention to persons served, or to negatively represent RYSE. Clothing will 

be neat, clean and free from immoderate or excessive holes.  

  

Clothing that embarrasses or devalues RYSE or persons served, may negatively affects the 

attitudes or opinions of people with respect to persons served, or that is potentially offensive or 

indecent, is prohibited. This includes but is not limited to:  

- Shorts must be mid-thigh or longer.  
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- Jeans, pants, shorts, sweatpants or skirts that are overly tight or expose the lower 

backside are not permitted.   

- Midriff baring shirts, halter tops, tube tops or see through shirts are not permitted.   

- Shirts with 4 cm straps are permitted, spaghetti straps are not permitted.   

- Vulgar or lewd T-shirts are not permitted.    

- Immodest exposure because of fashion holes or shredding is not permitted.  

- Clothing and accessories commonly associated with gangs are not permitted.  

- Clothing and accessories that display slogans or symbols supporting offensive ideologies 

or illegal practices are not permitted.  

- Leggings and jeans with extensive tearing exposing a significant amount of skin above the 

knee are not permitted.   

 Shoes must be of a sturdy construction to provide firm footing as per Work Safe BC standards.  

Thongs, sandals, flip-flops and open toed shoes are not permitted for staff and volunteers 

working directly with individuals receiving service.  People receiving service will be encouraged 

to wear shoes of a sturdy construction.   

Dressing for Specific Weather or Events:  

Employees accompanying individuals to special events or to work activities will wear clothing 

appropriate to the designated event or job. Employees supporting persons served outdoors will 

ensure that they and the person served have appropriate dress for the likely weather conditions.  

Work Clothing, Jewelry and Accessories: 

Employees, volunteers and people receiving service will exercise good judgement in choosing 

their work clothing. Employees, volunteers and people receiving service are not to wear 

expensive jewelry or articles of clothing that are difficult or costly to replace if lost or damaged, 

or that increase the likely risk or injury to the employee or person served.  

 Employees working with or near persons served who have behavioral or physical support needs 

will not wear sharp, protruding jewelry (including chains and earrings), unsafe footwear such as 

sandals, open toed shoes, high heal or platform shoes, or other articles that could result in 
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injuries to employees or persons served. Employees, volunteers and people receiving service will 

not be compensated for loss or damage to clothing or jewelry in situations described above.  

Cultural or Religious Attire: 

RYSE respects the right of employees, volunteers and people receiving service to dress in 

accordance with their ethnic, cultural or religious traditions. In the event that such dress may 

impact the employee’s ability to safely or effectively fulfill their responsibilities, RYSE will seek a 

compromise acceptable to both parties.  

Summer Wear: 

Employees, volunteers and people receiving service may wear clothing appropriate for summer 

events and activities. Unless swimming, the minimum acceptable dress will be walking shorts, t-

shirts, and closed-toe footwear.   

  

Persons not dressed appropriately will not be permitted to work their assigned shift, will not be 

paid accordingly and may be subject to RYSE discipline policy.   
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PROCEDURES: TEAM MEETING  
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 11/01/2018] 

Team Leaders will coordinate and schedule a monthly resource staff meeting. 

 The Team Leader will ensure all staff are able to attend, unless health concerns of the individual 

staff arise that prevent attendance.  

Staff must notify the Team Leader at least two days prior to the meeting if they are unable to 

attend.  

The Team Leader will post the meeting minutes on the office for the entire month until another 

Team Meeting occurs.  

Team Meeting Minutes should be copied and located in the Quick Grab Documents Binder for 

future reference.  

At each Team Meeting, the Team Leader with speak to things to celebrate, medication 

management and review of procedures with all staff, list any medication errors, Training 

Opportunities (go over things that need review) 
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POLICY: ATTENDANCE AND ABSENTEEISM 
Applies to: All Personnel  

[Effective/ Revision Date: 12/01/2018] 

 

PREAMBLE 

An employee is considered absent if he or she is not present for work as scheduled, regardless of 

cause.   

  

POLICY 

Each employee is responsible for attending work as scheduled unless they have a legitimate 

reason or permission from their Team Leader. Legitimate reasons include but are not limited to 

illnesses and emergencies.   

  

Employees must be punctual and ready to commence work at the start of their scheduled shift 

and remain on duty until the stipulated quitting time. Employees who are unable to report to 

work at their scheduled time must contact the Team Leader as far in advance as possible (3-hour 

minimum).    

  

Employees are not permitted to conduct personal business during their scheduled shifts, this 

includes but is not limited to using cellphones, purchasing personal items while shopping, 

stopping at home when on an outing, scheduling personal appointments, etc. Leadership 

personnel are required to flex their hours to meet the needs of the individuals and organization 

therefore are granted flexibility in the application of the above.   

 Employees with frequent absences will be asked to re-evaluate their availability with Team Lead 

and possibly the services manager.  

Employees who do not work as scheduled are subject to discipline up to and including dismissal.  
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Employees who are incapable of providing regular, consistent attendance may fail to meet the 

requirements for continued employment.   
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PROCEDURE: ATTENDANCE AND ABSENTEEISM  
Applies to: All Personnel  

Effective/Revision Date: 12/01/2018 

 

1. Employees must commence work at their scheduled time and cannot leave their shift prior to 

it ending without permission from their Team Leader.   

  

2. All scheduled absences i.e. medical appointments, vacations, leaves, etc. require written 

approval.  A “Time off Request” form must be completed, submitted and approved.   
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POLICY: CELLPHONES AND MOBILE DEVICES 
Applies to:  All Personnel and Volunteers  

 [Effective/Revision: 01/04/2019] 

 

Use of personal cellphones or mobile devices during work hours is prohibited unless it is for work 

purposes and pre-approved by a supervisor or manager or the employee is on break as outlined 

in the most recent collective agreement.    

  

Employees and volunteers are prohibited from using a cellphone or mobile device including a 

Bluetooth or hands-free device while operating a motor vehicle during work/volunteer hours 

regardless of whether they are transporting a person who receives service from RYSE.    

  

An employee or volunteer who uses a cellphone or mobile device while operating a motor 

vehicle during work/volunteer hours or outside the parameter outlined above will be subject to 

discipline.   Staff are not permitted to take individual’s pictures or pictures of documents without 

prior approval from their immediate Team Leader or from the Services Manager.    

 

Staff are not to lend personal phones or devices to persons served. Any use of an employee’s 

personal belongings by persons served needs to be approved by team leader or service manager. 

In event of damaged or lost personal property please see Policy “Damaged or Missing Items.”     
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PROCEDURE: CELLPHONES AND MOBILE DEVICES  
Applies to:  All Personnel   

 [Effective/Revision Date: 01/04/2019] 

 

1. Personal cellphones and mobile devices can only be used during scheduled break.    

  

2. Obtain approval from the Team Leader if using your cellphone or mobile device for personal 

purposes outside of break time. 
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PROCEDURE: STAFF OVERPAYMENT  
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 11/01/2018] 

 

PREAMBLE 

Ensure the accurate and timely recovery of any amounts overpaid to employees through the 

Payroll system, whether active or terminated. 

Scope 

This administrative procedure applies to all employees who received or are receiving payments 

through the Payroll system for which an overpayment was processed through error or omissions. 

This procedure applies to all funds including advances. 

Note: Outstanding balances for benefits that remain unpaid after a leave will be treated in the 

same manner as if it were an overpayment. 

Procedure 

If an employee has been overpaid through either an error or delayed processing, payroll services 

will deduct the gross amount off the employees next pay. The employee will be notified of the 

overpayment by payroll on or before the following payday.  

Employees will have overpayments recovered from future payments unless they pay the amount 

in full through other means agreed upon with the Payroll office. 

Overpayment Recovery Procedures 

Active Employees 

Once an overpayment is discovered, Payroll will calculate the amount of the overpayment and 

notify the employee. 

Payroll will send a letter informing the employee of the cause of the overpayment and the gross 

and net amounts due.  
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The employee will be given the choice of providing a personal cheque for the full net amount or 

having payroll deductions for the gross amount from their pay cheques. All payroll deductions 

must be completed within the same taxation year. 

  

Should payroll not receive a repayment agreement or a personal cheque for the amount owing 

within two weeks of the notification, Payroll deductions will commence automatically 

 

Employees on leave 

Once an overpayment is discovered, Payroll will calculate the amount of the overpayment and 

notify the employee. 

  

Employees on an unpaid leave will receive a request for reimbursement similar to terminated 

employees. 

  

Payroll will send a letter informing the employee of the reason for the overpayment and the 

gross and net amounts due.   

  

The employee will be given the choice of providing a personal cheque for the full net amount or 

having payroll deductions for the gross amount taken from their pay cheques upon their return. 

If the return is in the next taxation year, a taxable benefit notice will be issued for the gross 

amount owing and the balance will remain owing until cleared. 

  

Should they not return, the full gross amount will be deducted from any vacation pay or other 

payments being issued at termination of employment.  If there is no final payment or it is 

inadequate to cover the amount owing, the procedures for terminated employees will be 

enacted. 
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Employees who were overpaid at the start of their maternity leave will have the amounts 

deducted automatically upon return. The employee will be given the choice of providing a 

personal cheque for the full net amount. Should they not return the terminated employee 

procedures will be enacted. 

 

Terminated Employees 

Employees who have left RYSE and were overpaid will be asked to provide a personal cheque or 

a series of personal cheques equal to the amount of the overpayment.  

  

Payroll will send a letter informing the employee of the overpayment with the gross and the net 

amounts due. 

  

Should the former employee not respond or make an attempt at reimbursement, a notice will be 

issued for the full amount. If no payment is received within six weeks of the initial contact, a 

second notice will be sent. If still no response within a further four weeks, the file will be turned 

over for collection. 

  

No former employee may be rehired if there are any outstanding balances owing on their payroll 

file. Only once a written agreement for repayment is received can they be rehired. Payroll 

deductions will begin on their first cheque.  
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POLICY: OVERTIME 
Applies to: All Personnel 

Effective/Revision Date: 08/05/2019 

POLICY 

The Chief Financial Officer, his/her designate or exempt personnel must authorize overtime.   

 

In an emergency shift situation, it may not be possible for an employee to obtain prior approval.  

The employee is responsible for ensuring they have followed the procedures outlined prior to 

allowing an overtime situation to occur. 

 

Overtime will be paid and offered in accordance with the most recent Averaging agreement. 
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POLICY: IMPAIRMENT, ALCOHOL AND DRUGS  
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 11/01/2018, 30/04/2019] 

POLICY 

At no time will an employee, volunteer or individuals receiving services be allowed to work or 

participate in a state of alcohol impairment.  

  

Employees are not permitted to consume alcohol prior to commencing work and during working 

hours except when approved by management or supervisors.  Approval may be given for staff 

appreciation events and special events for persons served.  

  

Employees/volunteers who consume alcohol on RYSE property will also be subject to discipline.   

  

Employees/volunteers whose job performance is impaired by alcohol will be subject to discipline 

which could include dismissal and will also be encouraged to get the appropriate help to prevent 

reoccurrence, provided that if they continue to work it does not jeopardize the safety or well-

being of the persons served.   

  

If an employee/volunteer is found to be under the influence and too impaired to work, RYSE will 

caution the employee not to drive an automobile and help them make arrangements to get 

home. The Employer may contact the RCMP if they feel the health and safety of the community 

and person is at risk.  

  

Individuals receiving services who are impaired by alcohol may have their services cancelled 

either temporarily or permanently and will be assisted to get help.  RYSE staff will help the 

person make arrangements to get home.   
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If RYSE hosts events for staff, volunteers and/or the people we serve, their families, caregivers or 

stakeholders, where alcohol is served, RYSE will implement one or all of the following:    - Prior to 

the event, inform attendees that they are not to drink and drive. - Hire a bartender and trained 

servers and staff. - Designate an employer representative to monitor the event. - Limit the 

number of drinks.  - Have sufficient food and non-alcoholic beverages available. - Stop serving 

alcohol at least one hour before the event is scheduled to end. - Arrange a taxi or designated 

driver to ensure safe transportation home.   

Drugs  

At no time will an employee, volunteer or individuals receiving services be allowed to work or 

participate in a state of drug impairment.  

Employees are not permitted to use marijuana prior to commencing work and during working 

hours.    

Taking or possessing illegal drugs on any RYSE property or while taking part in a RYSE activity is 

not allowed. The RCMP will be notified immediately.  

In situations of drug impairment, whether by legal prescription, non-prescription drugs or by 

illegal drugs, the Employer will take steps necessary to protect the persons served, staff and 

volunteers and ensure the provision of quality care.  

At no time will an employee, volunteer or individual receiving services be permitted to work or 

participate in a state of drug impairment.  

Employees/volunteers who possess drugs and/or whose job performance is impaired by drugs 

will be subject to discipline which could include dismissal and will also be encouraged to get the 

help to prevent reoccurrence, provided continuation of employment does not jeopardize the 

safety or well-being of the persons served.  

If an employee/volunteer is found to be under the influence and too impaired to work, the 

Employer will caution the employee not to drive an automobile and help the employee make 

arrangements to get home.  
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Supported individuals who possess drugs and/or are impaired by drugs may have their services 

cancelled either temporarily or permanently and will be assisted to get help. RYSE staff will help 

the person make arrangements to get home.   
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PROCEDURE: IMPAIRMENT, ALCOHOL AND DRUGS  
Applies to: All Personnel, Volunteers and Persons Served  

 [Effective/ Revision Date: 11/01/2018] 

Employees and Volunteers 

 1. Employees, volunteers or individuals receiving services who suspect that a co-worker or 

volunteer is under the influence of alcohol or drugs report it immediately to the Team Leader.   

  

2. If the condition relates to the use of prescription/non-prescription medicinal drugs the person 

is told they are no longer able to work and appropriate arrangements need to be made to get 

them home. He/she will be placed on sick leave and is required to supply a doctor's certificate 

identifying the drug used, the PURPOSE and potential side effects. Employees/volunteers found 

to be abusing prescription/non-prescription medicinal drugs are subject to disciplinary action, up 

to and including dismissal.  

  

3. If the condition relates to alcohol or marijuana usage the employee or volunteers is suspended 

for the remainder of the shift, without pay and given a written warning. Appropriate 

arrangements need to be made to get the person home. If the employee/volunteer's condition is 

sufficient to place individuals at risk, the employee/volunteer may be subject to immediate 

dismissal.   

  

4. The second time this happens, the employee/volunteer is dismissed without further recourse.  

  

5. If the condition relates to illegal drug use or the employee is found in possession of illegal 

drugs the employee is sent home and/or the RCMP called. The employee or volunteer is 

dismissed immediately unless mitigating circumstances are determined.   
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What you Need to Know to do Your Job: 
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POLICY: MANDT TRAINING  
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 12/01/2018] 

 

PREAMBLE: 

The purpose of this procedure is to eliminate or minimize the risk posed by violence or threat of 

violence in the workplace, so that Staff and persons served can say, “in this place and with these 

people I feel safe.” Violence includes the attempted or actual exercise by a person of any 

physical force to cause injury to staff or to an individual and includes any threatening statement 

or behavior which gives reasonable cause to believe that there is a risk of injury.      

                                

POLICY  

All staff and volunteers are required to receive MANDT training. Staff should be aware of the 

signs of escalating risk and take appropriate actions to protect themselves and persons served 

from potential harm. The signs of escalation might include confusion, frustration, anger, or 

hostility.  

With the exclusion of immediate danger to self of others, RYSE adopts a no physical restraint or 

seclusion policy. This is accomplished with our in house Mandt training program using the 

graded and gradual hierarchy of interventions. Mandt training occurs upon induction and at 

regular intervals thereafter.     
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PROCEDURE: MANDT TRAINING  
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 12/01/2018] 

 

Staff may attempt to deal with a situation by using the following basic approaches: 

listen, ask clarifying questions, supply facts (do not become argumentative) 

relocate to a quiet, safe location and reassure the individual 

if the situation continues to escalate, disengage and/or draw another staff person into the 

conversation if appropriate 

if the situation continues to escalate, isolate the individual if possible, alert other staff, and 

prepare to evacuate the premises following the site evacuation plan 

All situations involving actual or threatened violence is to be reported to a Team Leader 

immediately and documented on a Critical Incident Report form within 24 hours. 

Police will be called to assist with incidents of workplace violence which violate the Criminal 

Code of Canada. 

 

MANDT Information 

All staff are MANDT trained, in house, as well as trained in all systems and procedures pertaining 

to each location as well as behavior plans specifically for everyone.  

The MANDT Systems states: The Mandt System is a comprehensive, integrated approach to 

preventing, de-escalating, and if necessary, intervening when the behavior of an individual poses 

a threat of harm to themselves and/or others. The focus of The Mandt System is on building 

healthy relationships between all the stakeholders in human service settings in order to facilitate 

the development of an organizational culture that provides the emotional, psychological, and 

physical safety needed in order to teach new behaviors to replace the behaviors that are labeled 

“challenging”. 
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The Mandt System integrates knowledge about the neurobiological impact of childhood trauma 

with the principles of positive behavior support and provides a framework that empowers 

service providers to do their work in a way that minimizes the use of coercion in behavior change 

methodologies. It is our intention that within this framework we create peace of mind, that The 

Mandt System® can help you find appropriate solutions and then share these with everyone. 

This peace of mind comes from the fact that the instructional certification provided by The 

Mandt System® truly puts all people first by building healthy workplace relationships in which: 

Your service users will be safer 

Your staff will be safer 

Your work will meet or exceed your industry standards for safety 
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POLICY: SHARPS  
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 12/01/2018] 

PREAMBLE 

RYSE is responsible to ensure the health, safety and welfare of its employees, volunteers and 

people supported, and therefore will take every reasonable precaution to eliminate risks and 

hazards related to the use and disposal of medical sharps, Safety Engineered Medical Sharps 

(SEMS) and other sharp objects.  RYSE has developed procedures, including definitions and 

outlined precautions for all employees and volunteers regarding sharps.  Noncompliance with 

this Policy and Procedures is subject to discipline, up to an including dismissal from RYES’s 

employment and/or services.    

To emphasize the correct handling of all sharps, to minimize the risk of injury and/or 

contamination, decrease potential hazards and to increase the awareness of safe work practices 

related to various types of sharps.  Also, to promote and support the health and safety of all 

employees, volunteers and people supported through training on proper procedures.  

 

Definitions:  

Sharps: Any sharp object, edge or broken article that is capable of cutting or penetrating the skin 

and could cause injury to the employee, volunteer, person supported or other persons. 

Medical Sharps: Sharp objects used for a person’s medical care, treatment or diagnosis (i.e. 

needles, syringes, blood lancets, auto injectors, etc.). 

Safety Engineered Medical Sharps (SEMS): Sharp medical devices or instruments designed to 

include safety features to help protect workers from being cut, punctured or injured in some 

way: 

a) a hollow-bore needle that: - is designed to eliminate or minimize the risk of a skin puncture 

injury or the user, and - is licensed as a medical device by Health Canada; or 
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b) a needleless device that: - replaces a hollow-bore needle, and - is licensed as a medical device 

by Health Canada.  

Sharp Objects: Employees, volunteers and people supported may come in contact with various 

sharp objects that are capable of cutting or penetrating the skin through everyday activity.  

Examples of such sharps include, but are not limited to knives; scissors; lids from aluminum cans; 

razor blades; pins; chipped or broken tooth; broken glass; etc.  

Contamination: The definition of ‘contamination’ is within the context of this Policy (Sharps 

Policy & Procedures). Contamination of a sharp shall mean that the needle, syringe, broken 

article that can cut or penetrating the skin has come in contact with any other object prior to 

administration.  For example, contamination occurs if a needle falls on the floor, touches another 

object such as clothing, blood, dirty laundry, etc.  Airborne pathogens, biological and chemical 

agents are also included as contaminants.  Once administered (or encountered), the sharp or 

broken object must be disposed immediately into a safe container.  

Roles and Responsibilities: RYSE promotes self-reliance from within, in which everyone has a 

direct responsibility for health and safety, and safety is an essential part of their job. In all 

matters relating to sharps, health and safety are shared among all employees and volunteers. 

The Employer will: 

- take every precaution reasonable in the circumstances for the protection of an employee, 

volunteer and person supported related to risks and hazard with sharps; - ensure all employees 

have up-to-date First Aid training and encourage all volunteers to obtain and maintain First Aid 

certification; - conduct a Risk Assessment to identify potential hazards related to all sharps, 

provide controls and re-evaluate the hazard after the control is in place; - provide awareness and 

education to all employees and volunteers to enforce the Sharps Policies and Procedures; - 

ensure appropriate training programs for the various types of sharps: medical, SEMS and other 

sharp objects to aid in the prevention of illness and injury from sharps; - monitor all employees 

and volunteers to ensure they are using safe work practices when handling sharps, including use, 

storage and disposal; - provide and maintain necessary equipment, protective devices and 
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resources to ensure safety for employees and volunteers; - investigate and respond in writing to 

all Employee Incident Reports related to injury, illness or accidents related to sharps; 

- review at least once a year, RYSE’s Health and Safety Staff Policy and Procedures for the health 

and safety of employees and volunteers related to sharps and to revise such as required. 

- provide and/or arrange for training, education on the use of sharps for people supported, as 

required or appropriate. 

The Team Leader will: 

- abide by the Occupational Health and Safety Act and the Health Care and Residential Facilities 

Regulations; - ensure all employees and volunteers are trained in the safe use of sharps to 

reduce the risk of illness, injury and exposure to blood and body fluids; - ensure all new 

employees and volunteers receive general and site-specific orientation to the Sharps Policy and 

Procedure and all site-specific protocols related to sharps; - ensure employees have valid First 

Aid certification and encourage volunteers to have the same; - include use of, storage and 

disposal of sharps, as part of their regular workplace audit; and provide employees, volunteers 

and people supported with corrective measures as required; - develop, as required, site-specific 

written protocol for all aspects of medical sharps and SEMS; such protocol to include training, 

proper usage techniques, precautions, storage and disposal; - ensure employees, volunteers and 

people supported take every reasonable precaution including using protective devices and 

equipment, ensuring proper storage and/or disposal procedures as per the type of sharp; - 

investigate and respond to all reports of hazards, risks, safety concerns and incidents related to 

the use of sharps. 

Employees will: 

 - participate in training and educational programs related to sharps, as determined by the 

Employer; - exercise safe work practices at all times with regard to the use, storage, and disposal 

of all types of sharps; - immediately report to their Team Leader, all concerns related to unsafe 

work practices related to sharps; - maintain current First Aid certification; - ensure they are 

aware of instructions, precautions and proper techniques when utilizing all equipment and 

protective devices related to sharps; - abide by site-specific written protocol for medical sharps 
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and SEMS; - immediately report to their Team Leader of any use of non-safety engineered 

medical sharps which have not been previously approved for use by the Employer; - immediately 

report to their Team Leader or designate, the absence of or defect in any equipment or 

protective device of which the worker is aware and which may endanger themselves or others. 
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POLICY: INCIDENT REPORTING 
Applies to: All Personnel and Persons Served  

 [Effective/ Revision Date: 12/01/2018] 

POLICY:  

RYSE adheres to the incident reporting requirement of MCFD, our contracting and/or our 

accrediting body. Depending on the severity and pre-established protocols, incidents may not 

warrant forwarding the report to the external regulatory bodies. The supervisor and executive 

director or designate will review to determine the need.  

 

Reporting requirements are identified as follows:   

Incidents that must be reported MCFD/ FVACFSS  

An “incident or critical incident” is defined as follows: 

Fall that results in injury requiring emergency medical care by a medical or nurse practitioner or 

transfer to hospital  

Aggressive or Unusual Behavior 

Aggressive or Unusual Behavior not appropriately addressed or documented in the individual’s 

Behaviour Support and Safety plan or results in harm (physical, including self-harm or 

emotional).  

Abuse (emotional, physical, verbal, sexual, financial)  

(Reported immediately) - Aggression between Individuals  

Aggression between Individuals causing injury requiring first aid (e.g. bandage, ice pack), 

emergency medical care or transfer to hospital.  

Choking not requiring first aid  

Choking requiring first aid (including abdominal thrusts), emergency care by a medical, nurse 

practitioner, or transfer to hospital.  
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Neglect (i.e. food, shelter, care, etc.)  

Unexpected Illness/Food Poisoning requiring emergency medical care by a medical, or nurse 

practitioner or transfer to hospital.  

Disease/Parasite Outbreak when the occurrence of a communicable disease is above the level 

that is normally expected, including a communicable disease or parasite such as scabies.  

Use of Infectious Control  

Death 

Unexpected Death  

Motor Vehicle Accident during working hours with or without client and with or without injury 

Motor Vehicle Accident resulting in injury to an individual  

Other Injury  

Other Injury requiring emergency care by a medical practitioner or transfer to a hospital 

Poisoning  

Service Delivery Problem/ Disruption of service (i.e. fire, flood)  

Missing or Wandering  

Medication Error  

 Medication Error if it adversely affects an individual or requires emergency care by a medical or 

nurse practitioner or transfer to hospital  

Suicide Attempt  

(Reported immediately) - Suicidal Ideation  

Biohazardous Accidents  

Weapons Use  

Use or Possession of illicit drugs or misuse of illicit drugs  

Exclusionary Time Out  
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Restraint 

Use of Seclusion  

Restriction of Rights  

 

Expanded definitions can be obtained from a Team Leader, and the Services Manager. 

Most incidents are analyzed by the leadership team monthly to prevent further reoccurrence 

and in the promotion of a high standard of care and safety.  

The Services Manager and Team Leader follows-up all actions required to prevent further 

incidents from occurring.   

The Team Leader completes a summary report of the monthly incidents and follow up results 

and gives it to the Care Team once a month. The Services Manager provides a copy of the report 

to the Administrative Coordinator quarterly for data analysis/progress review. 
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POLICY: DOCUMENTATION TIMEFRAMES  
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 11/01/2018] 

PREAMBLE: 

 The PURPOSE of this policy is to provide consistency regarding timeframes for submitting 

documentation. The policy ensures the transfer of information to the appropriate people in a 

timely fashion. 

POLICY 

RYSE has established timeframes for entries into records, which will include timeframes for 

entering critical incidents and other interactions with the person served into their records. This 

policy also covers timeframes for entering confidential data into administrative records, as well 

as the content of that data. 

PROCEDURE 

DAILY: 

Progress notes-daily activities including school, family visits, medical appointments, behaviors, 

meal information, physical appearance, physical injury, medication administration, overall 

health, recreational activities. Information recorded is to be stored electronically and updated 

before ending a shift. 

WEEKLY: Any updates requested by care team members that summarizes the daily progress 

notes information. 

Incident/Critical Incident Reports: as they occur and Submitted to care team members –within 

24 hours of the occurrence. Critical incidents must be reported to the guardianship social worker 

and RYSE Services Manager within 24 hours of the occurrence. After hours should be contacted 

regarding a critical incident, if the incident has occurred after 4:30PM, by telephone at the time 

of the occurrence and in writing to the guardianship social worker and resource social worker 

the following business day.  Medication error related incident reports must be reported and 
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submitted to the guardianship social worker and RYSE Services Manager within 24 hours of the 

occurrence. 

 

Monthly: 

Monthly reports will be submitted to the Guardianship social worker/legal guardian and other 

members of the care team on a monthly basis, in the content and format approved by MCFD, 

Any other information requested by care team will be provided within the 

established/agree/requested timeframe. 
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POLICY: FOOD AND NUTRITION   
Applies to: All Staff 

 [Effective/ Revision Date: 12/01/2018] 

 

PREAMBLE 

As part of creating a home environment, time is devoted to preparing and sharing meals with 

one another.  Mealtimes offer an opportunity for many moments of communication, which bring 

people together in shared conversation.  Creating a good meal and sharing in the process of 

developing the menu, buying the food, cooking it, setting the table, and serving the food, is an 

event that helps to foster good fellowship.  

 

POLICY 

All staff is required to have a Food Safe certificate. RYSE Supportive Services adheres to the 

Canada Food Guide with its food groups as a basis for planning nutritious meals. 

 

Staff will be trained when an individual’s dietary needs have been prescribed by health 

professional due to specific health maintenance requirements or illness.  

 

Persons Served will participate in menu development, grocery shopping meal preparation and 

cleanup.  They will be taught and encouraged to do as much as possible on their own. Staff will 

monitor their nutritional status and report any concerns to the supervisor.  

 

Staff will always consider a person’s culture and food preferences when planning meals.  A 

variety of cookbooks will be maintained in the home.  
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PROCEDURE: FOOD AND NUTRITION   
 Applies to:  All Staff  

[Effective/ Revision Date: 12/01/2018] 

 

1. A copy of staff’s Food Safe certificate will be maintained in the employee file.  

  

2. Individuals with specific dietary needs will have those needs documented by a health 

professional.  

  

3. Staff will be trained on the specific dietary needs of each person served.  

  

4. Staff will develop menus that reflect culture and food preferences.     

  

5. Staff will shop for groceries; participate in meal preparation and cleanup.  

  

6. Grocery receipts are returned to the finance department and kept for a 10-year period.   

  

7. The Team Leader or designate monitors the nutrition and food supply. He/she documents 

food texture, taste, appeal, portion size and seeks input from the person served consuming the 

prepared meals.  

  

8. The Team Leader or designate annually through satisfaction survey’s solicits input into the 

food quality from persons served.   
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9. Staff concerned with a person’s nutritional intake will report their concerns to the Team 

Leader.   

  

10. The Team Leader arranges for the person to see their physician.   
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POLICY: SAFE MEDICATION ASSISTANCE AND ADMINISTRATION  
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 12/01/2018] 

PREAMBLE: 

The PURPOSE of this policy is to establish guidelines to promote the health and safety of persons 

served by ensuring the safe assistance and administration of medication and treatments or other 

necessary procedures.  

  

POLICY: The company is responsible for meeting health service needs including medication-

related services of persons as assigned in the Care Plan. 

Persons served will be encouraged to participate in the process of medication administration to 

the fullest extent of their abilities, unless otherwise noted in the Care Plan. The following 

procedures contain information on medication-related services for the administration of 

medication as well as the assistance staff may provide to a person who self-administers their 

own medication.   

All medications and treatments will be administered according to this policy and procedure and 

the company’s medication administration training curriculum.    
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PROCEDURE: SAFE MEDICATION ASSISTANCE AND ADMINISTRATION  
Applies to: All Personnel and Volunteers  

 [Effective/ Revision Date: 12/01/2018] 

 

PROCEDURE:  

Staff training  A. When medication set up and/or or administration has been assigned to the 

company as stated in the Coordinated Service and Support Plan and/or CSSP Addendum, staff 

who will set up or administer medications to persons served will receive training and 

demonstrate competency as well as reviewing this policy and procedure.    

  

B. A training curriculum will incorporate an observed skill assessment conducted by the Team 

Leader to ensure staff demonstrate the ability to safely and correctly follow medication 

procedures.  

  

C. Upon completion of the training, and prior to the setting up and/or administering 

medications, staff will be required to demonstrate medication set up and/or administration 

established specifically for each person served at their location, if this has not already been 

completed.  

  

D. This training will be completed for each staff person during orientation, within the first 60 

days of hire. Staff who demonstrate a pattern of difficulty with accurate medication 

administration may be required to complete retraining at a greater frequency and/or be denied 

the responsibility of administering medications.  

  

E. Documentation for this training and the demonstrated competency will be maintained in each 

staff person’s personnel file.   
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Medication set up  A. Medication setup means the arranging of medications according to 

instructions from the pharmacy, the prescriber, or a licensed nurse, for later administration 

when the company is assigned responsibility in the Care Plan.  A prescription label or the 

prescriber’s written or electronically recorded order for the prescription is enough to constitute 

written instructions from the prescriber.   

 B. Staff will document the following information in the person’s served medication 

administration record: 1. Dates of medication set up. 2. Name of medication. 3. Quantity of dose. 

4. Times to be administered. 5. Route of administration at the time of set up. 6. When the 

person will be away from the service location, 7. To whom the medication was given.  

  

Medication assistance A. There may be occasions when the company is assigned responsibility 

solely for medication assistance to enable a person served to self-administer medication or 

treatments when the person is capable of directing their own care or when the person’s legal 

representative is present and able to direct care for the person.   

  

B. If medication assistance is assigned in the Coordinated Service and Support Plan and/or CSSP 

Addendum, staff may: 1. Bring to the person and open a container of previously set up 

medications, empty the container into the person’s hand, or open and give the medication in the 

original container to the person under the direction of the person. 2. Bring to the person food or 

liquids to accompany the medication. 3. Provide reminders, in person, remotely, or through 

programming devices such as telephones, alarms, or medication boxes, to take regularly 

scheduled medication or perform regularly scheduled treatments and exercises.  

Medication administration  

A. Medication may be administered within 60 minutes before or after the prescribed time. For 

example, a medication ordered to be given at 7:00 am may be administered between 6:00 am 

and 8:00 am.  
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B. Medications ordered to be given as an “AM medication” and/or “PM medication” may be 

administered at a routine daily time. The routine time may fluctuate up to two hours in order to 

accommodate the person’s schedule. For example, if a person typically receives their medication 

at 7:00 am, then on the weekends, the medication may be given between 5:00 am and 9:00 am.   

  

C. Staff administering medication must know or be able to locate medication information on the 

intended PURPOSE, side effects, dosage, and special instructions.   

  

D. General and specific procedures on administration of medication by routes are included at the 

end of this policy. Routes included are: 1. Oral tablet/capsule/lozenge. 2. Liquid medication. 3. 

Buccal medication. 4. Inhaled medication. 5. Nasal spray medication. 6. Eye medication. 7. Ear 

drop medication. 8. Topical medication.  

  

Medication Authorization  

A. Prior to administering medication for the person served, the company will obtain written 

authorization from the person served and/or legal representative to administer medications or 

treatments, including psychotropic medications.    

  

B. This authorization will remain in effect unless withdrawn in writing and it may be withdrawn at 

any time.   

  

C. If authorization by the person served and/or legal representative is refused, the company will 

not administer the medication or treatment. This refusal will be immediately reported to the 

person’s prescriber and staff will follow any directives or orders given by the prescriber.   
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Injectable medications  

A. Injectable medications may be administered to a person served according to their prescriber’s 

order and written instructions when one of the following conditions has been met: 1. A 

registered nurse or licensed practical nurse will administer injections.  2. A supervising registered 

nurse with a prescriber’s order can delegate the administration of an injectable medication to 

unlicensed staff persons and provide the necessary training. 3. There is an agreement that must 

be signed by the company, the prescriber, and the person served and/or legal representative will 

be maintained in the service recipient record. This agreement will specify a. What injection may 

be given; b. When and how the injection may be given; c. That the prescriber retains 

responsibility for the company to give the injection.  

  

B. Only a licensed health care professional is allowed to administer psychotropic medications by 

injection. This responsibility will not be delegated to unlicensed staff.  

  

Psychotropic medication  

A. When a person served is prescribed a psychotropic medication and the company is assigned 

responsibility for the medication administration, the requirements for medication administration 

will be followed.   

  

B. The company will, implement, and maintain the following information in the person’s Health 

Assessment and Care Plan. This information includes: 1. A description of the target symptoms 

that the psychotropic medication is to alleviate. 2. Documentation methods that the company 

will use to monitor and measure changes to these target symptoms, if required by the 

prescriber. 3. Data collection of target symptoms and reporting on the medication and symptom-

related data, as instructed by the prescriber, a minimum of quarterly or as requested by the 

person and/or legal representative. This reporting will be made to the expanded support team.  
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C. If the person and/or legal representative refuse to authorize the administration of a 

psychotropic medication as ordered by the prescriber, the company will not administer the 

medication and will notify the prescriber as expediently as possible. After reporting the refusal to 

the prescriber, the company must follow any directives or orders given by the prescriber. A 

refusal may not be overridden without a court order. Refusal to authorize administration of a 

specific psychotropic medication is not grounds for service termination and does not constitute 

an emergency.   

  

Documentation requirements on the Medication Administration Record (MAR) 

  The following information will be documented on a person’s medication administration record 

1. Information on the current prescription labels or the prescriber’s current written or 

electronically recorded order or prescription that includes the: a. Person’s name b. Description 

of the medication or treatment to be provided c. Frequency of administration d. Other 

information needed to safely and correctly administer medication or treatment to ensure 

effectiveness 2. Easily accessible information on risks and other side effects that are reasonable 

to expect and any contraindications to the medications use. 3. Possible consequences if the 

medication or treatment is not taken or administered as directed. 4. Instruction on when and to 

whom to report: a. If a dose of medication is not administered or treatment is not performed as 

prescribed, whether by staff error, the person’s error, or by the person’s refusal b. The 

occurrence of possible adverse reactions to the medication or treatment 5. Notation of any 

occurrence of a dose of medication not being administered or treatment not performed as 

prescribed, whether by staff error, the person’s error, or by the person’s refusal, or of adverse 

reactions, and when and to whom the medication error report was made. 6. Notation of when a 

medication or treatment is started, administered, changed, or discontinued.  

  

Medication documentation and charting  

A. Staff will transcribe a prescriber’s new, changed, and discontinued medication/treatment 

orders to the medication sheet by:  
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1. Comparing the label on the medication with the prescribers to ensure they match. Any 

discrepancy must be reported to the pharmacy immediately.  

2. Copying any new medication/treatment or change from the original prescriber’s orders to the 

monthly medication sheet.   

3. When there is a change in a current medication/treatment, the revision is written on the MAR 

in order to implement the medication change.    

4. Entering the medication/treatment name, dose, route, frequency, and times to be 

administered.  

5. Drawing an arrow to the start date for each assigned time.  

6. Writing the date the medication is to start, the name of the prescriber who ordered the 

medication, and the initials of the person making the entry, on the line just below the arrows or 

under the order on a separate line.  

7. Discontinuing a medication/treatment as ordered by writing “D/C” or “Discontinued,” the 

date, the prescriber’s name, and the initials of the person making the entry on the line just 

below the arrow. 8. Completing any applicable documentation regarding the entry and notifying 

the necessary personnel.   

 

B. Staff will document administration of medications/treatments on the medication sheet by 1. 

Ensuring the person’s name, allergies, prescriber’s name, month, and year are on the medication 

sheet. 2. Completing documentation on the medication sheet in black ink.  3. Ensuring white-out, 

erasing, or disfigurement, such as scratching out are not used at any time.  

  

C. Staff administering, and documenting medication/treatment administration will enter their 

initials, in the designated location on the medication sheet.  
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Medication storage and security, including Schedule II medication storage; Medication 

Destruction  

A. The medication storage area/container will be appropriate for the person served, which may 

include being locked by the person or by the company, when unattended by staff and will be 

kept clean, dry, and within the appropriate temperature range.  

  

B. Each person served will have a separate container for their internal medications and a 

separate container for their external medications. External standing order medications will be in 

a separate container from internal standing order medications.   

  

C. Medication will not be kept in the same area as food or chemicals (in the case of refrigerated 

medications, they will be kept in a locked container and separated from food).   

  

D. Schedule II controlled substances will be stored in a locked storage area permitting access to 

the person served and staff authorized to administer medications.   E. Medications will be 

disposed of according to the Environmental Protection Agency recommendations.     

 

Verification and monitoring of effectiveness of systems to ensure safe medication handling and 

administration (reporting and reviewing) 

  A. The Team Leader will be responsible for reviewing each person’s medication administration 

record to ensure information is current and accurate. This will include a review of the monthly 

medication sheets, referrals, medication orders, etc.   

  

B. At a minimum, this review will occur quarterly or more frequently if directed by the person 

and/or legal representative or the Care Plan.  
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C. Based upon this quarterly or more frequent review, the reviewer will notify the Team Leader, 

as needed, of any issues. Collaboratively, a plan must be developed and implemented to correct 

patterns of medication administration errors or systemic errors when identified. When needed, 

staff training will be included as part of this plan to correct identified errors.  

  

D. The following information will be reported to the legal representative and Team Leader as 

they occur or as directed by the Care Plan: 1. Concerns about a person’s self-administration of 

medication or treatment. 2. A person’s refusal or failure to take or receive medication or 

treatment as prescribed. 3. Any reports as required, regarding: a. If a dose of medication is not 

administered or treatment is not performed as prescribed, whether by staff error, the person’s 

error, or by the person’s refusal b. Occurrence of possible adverse reactions to the medication or 

treatment  

  

Coordination and communication with prescriber  

A. As part of medication set up and administration, the company will ensure that clear and 

accurate documentation of prescription orders has been obtained by the prescriber in written 

format.   

  

B. Initiations, dosage changes, or discontinuations of medications will be coordinated with the 

prescriber and discussed as needed to ensure staff and/or the person served has a clear 

understanding of the order. If the order has only been done verbally, staff will request a written 

or electronically recorded copy from the prescriber. Staff will not make any changes to 

medications or treatment orders unless there is a written or electronically recorded copy.   

  

C. All prescriber instructions will be implemented as directed and within required timelines by 

staff and/or the person served and documented in related health documentation.  
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D. Concerns regarding medication PURPOSE, dosage, potential or present side effects, or other 

medication-related issues will be promptly communicated to the prescriber by staff, the Team 

Leader, assigned nurse, or nurse consultant.   

  

E. Any changes to the physical or mental needs of the person as related to medication will be 

promptly made to the prescriber in addition to the legal representative and case Team Leader.  

  

Coordination of medication refills and communicating with the pharmacy  

A. The Team Leader or other assigned staff person will be responsible for checking medication 

supply routinely to ensure adequate amount for administration.   

  

B. Some pharmacies may automatically refill prescriptions of persons served. If this is the case, 

staff will contact the pharmacy if a medication or treatment is discontinued.  

  

C. The company will ensure that the pharmacy has the contact information for the service 

location and the main contact person who can answer questions and be the primary person 

responsible for coordinating refills.   

  

Handling changes to prescriptions and implementation of those changes  

A. All written instructions regarding changes to medications and treatments are required to be 

documented through a prescription label or the prescriber’s written or electronically recorded 

order for the prescription.  

  

B. Changes made to prescriptions will be immediately communicated to the Team Leader and 

nurse/pharmacist, as applicable.   
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C. Any concerns regarding these changes and the order will be resolved prior to administration 

of the medication to ensure safety and accuracy.  

  

D. Staff will implement changes and document appropriately on the monthly medication sheet.  

  

E. Discontinued medications or medications that the dosage is no longer accurate due to the 

changes will be discarded appropriately.   

  

IV. GENERAL AND SPECIFIC PROCEDURES ON ADMINISTRATION OF MEDICATION BY ROUTES  

A. General procedures completed before administering medication by any route  

1. Staff must begin by washing their hands and assembling equipment necessary for 

administration. 

2. The person’s monthly medication sheet is reviewed to determine what medications are to be 

administered and staff remove the medication from the storage area.  

3. Staff will compare the medication sheet with the label of each medication for the following:  

a. Right person b. Right medication c. Right date d. Right time e. Right route f. Right dose g. 

Expiration date  

4. If there is a discrepancy, the medication will not be administered. Instructions will be verified 

by contacting the nurse, pharmacist, or prescriber.   

5. Staff will compare the label with the medication sheet for the second time.    

6. Immediately prior to the administration of any medication or treatment, staff will identify the 

person and will explain to the person what is to be done.   

7. Staff will compare the label with the medication sheet for the third time before administering 

it, according to the specific procedures below, to the person.  
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8. After administration, staff will document the administration of the medication or treatment or 

the reason for not administering the medication or treatment.  

9. Staff will contact the nurse, or prescriber regarding any concerns about the medication or 

treatment, including side effects, effectiveness, or a pattern of the person refusing to take the 

medication or treatment as prescribed. 

10. Adverse reactions will be immediately reported to the nurse, or prescriber.   

  

B. Additional procedures for administration of oral tablet/capsule/lozenge 1. If medications are 

in a bottle, staff will pour the correct number of tablets or capsules into the lid of the medication 

container and transfer them to a medication cup or container.  2. If medications are in blister 

packs, staff will, beginning with the highest number, push the correct dose into a container, and 

write the date and their initials on the card next to the dose popped out.  3. If medication is in 

lozenge form, staff will unwrap the lozenge and transfer it to a medication cup.  4. Staff will 

administer the correct dosage by instructing the person to swallow the medication. If the 

medication is in lozenge form, staff will instruct the person not to chew or swallow the lozenge, 

so it is able to dissolve in their mouth.  5. If the medication is to be swallowed (tablet/capsule), 

staff will offer at least 4 ounces of a beverage and remain with the person until the medication is 

swallowed.   6. If the medication is in lozenge form, staff will stay in the vicinity until the lozenge 

is completely dissolved; checking periodically to ensure the lozenge has not been chewed or 

swallowed.   

  

C. Additional procedures for the administration of liquid medications 1. Staff will shake the 

medication if it is a suspension (staff will check the label if in doubt). 2. Staff will pour the correct 

amount of medication, at eye level on a level surface, with the label facing up, into a plastic 

medication measuring cup or measuring spoon. 3. Staff will wipe around the neck of the bottle 

with a damp paper towel, if sticky, and replace the cap. 4. Staff will dilute or dissolve the 

medication if indicated on the label or medication sheet with the correct amount of fluid. 5. Staff 
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will administer the correct dose according to the directions in an appropriate container. 6. Staff 

will remain with the person until the medication is swallowed.  

  

D. Additional procedures for the administration of buccal medication 1. Buccal medications are 

usually given in a liquid form and administered into the cheek. 2. Staff will open the container 

and measure the correct dose of liquid medication into a syringe or dropper. 3. Staff will position 

the person on their side. 4. Staff will administer the medication by squeezing the syringe or 

dropper into the person’s cheek, with gloved hands, avoiding going between the teeth.  5. Staff 

will remain with the person to ensure that the medication has been absorbed into the cheek and 

that they have not drank any liquids.   

  

E. Additional procedures for the administration of inhaled medications 1. If more than 1 inhaled 

medication is to be given, staff will state which one is administered first. 2. Staff will position the 

person sitting, if possible. 3. Staff will gently shake the spray container (Diskus style inhalers do 

not require shaking). 4. Staff will assemble the inhaler properly, if required, and remove the 

cover (Diskus style: staff will slide lever to open inhaler, then cock internal lever to insert dose 

into mouthpiece).  5. Staff will instruct the person to exhale through their mouth completely.  6. 

Staff will place the mouthpiece into the person’s open mouth and instruct the person to close 

their lips around the mouthpiece. 7. Staff will press down the canister once, while instructing the 

person to inhale deeply and slowly through the mouth (Diskus style: staff will instruct the person 

to inhale the powdered medication). 8. Staff will wait 1 minute and repeat steps 5-7, if more 

than one puff is ordered. 9. Staff will instruct the person to rinse their mouth with water if 

directed. 10. Staff will return the medication to the locked area. 11. Staff will wash the inhaler 

mouthpiece daily with soap and warm water and dry it with a clean paper towel (Diskus style: 

staff will wipe the mouthpiece with a clean dry cloth).   

F. Additional procedures for the administration of nasal spray medications 1. Staff will ask the 

person to blow their nose or will gently wipe the nose with gloved hands.  2. Staff will gently 

shake the spray container.  3. Staff will ask the person to tilt their head slightly forward.   4. Staff 
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will remove the cap from the nozzle and will insert the nozzle into one nostril, aiming away from 

the septum (middle of the nostril). 5. Holding the other nostril closed, staff will instruct the 

person to inhale and squeeze once to spray. 6. Staff will repeat steps 4 and 5 to deliver the 

correct dosage to the other nostril.   7. Staff will rinse the nozzle with warm water, dry it with a 

clean paper towel, and replace the cap.  

  

G. Additional procedures for the administration of eye medications 1. Staff will open the 

medication container. 2. Staff will position the person in a sitting or lying down position. 3. Staff 

will observe the eye(s) for any unusual conditions which should be reported to the nurse or 

prescriber prior to administration. 4. Staff will cleanse the eye (unless otherwise noted) with a 

clean tissue, gently wiping from the inner corner outward once (if medication is used in both 

eyes, staff will use a separate tissue for each eye). 5. Staff will assist or ask the person to tilt their 

head back and look up. 6. With gloved hands, staff will pull correct lower eyelid down to form a 

‘pocket’ or ask the person to pull down their lower eyelid and will administer the correct dose 

(number of drops/strands for ointments) into the correct eye(s). 7. If different eye medications 

are prescribed, staff will five (5) minutes before administering the second medication. 8. Staff 

will avoid touching the tip of the dropper or tube to the person’s eyelid or any other object or 

surface and replace the cap. 9. Staff will offer the person a tissue for each eye or blot the 

person’s eye with separate tissues.  

  

H. Additional procedures for the administration of ear drop medication  1. Staff will have the 

person sit or lie down with the affected ear up. 2. If sitting, staff will have the person tilt head 

sideways until the ear is as horizontal as possible. 3. If lying down, staff will have the person turn 

their head. 4. Staff will observe ears and notify the nurse or prescriber of any unusual condition 

prior to administration of the medication.  5. Staff will administer the correct number of drops 

that are at room temperature, into the correct ear by pulling the ear gently backward and 

upward. For children, under 6 years of age, staff will pull the ear gently back and down. 6. Staff 

will have the person remain in the required position for one (1) to two (2) minutes. 7. Staff will 
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have the person hold their head upright while holding a tissue against the ear to soak up any 

excess medication that may drain. 8. Staff will repeat the procedure for the other ear if 

necessary. 9. Staff will replace the cap on the container and will avoid touching the tip of the 

dropper to the person’s ear or any other surface.  

  

I. Additional procedures for the administration of topical medications 1. Staff will position the 

person as necessary for administration of the medication. 2. Staff will, prior to administering the 

medication, observe for any unusual conditions of the affected area of the body which should be 

reported to the nurse or prescriber. 3. Staff will wash and dry the affected area unless otherwise 

indicated. 4. Staff will administer medication to the correct area, according to directions, with 

the appropriate applicator or with gloved hands. 5. If the topical is in powder form, staff will 

instruct the person to avoid breathing particles in the air that may result from the application. 6. 

If the topical is a transdermal patch, staff needs to be aware of the appropriate site location to 

place the transdermal patch. 7. If the topical is a transdermal patch, staff will remove the old 

patch and select a new patch site (new patch should be applied to clean dry skin which is free of 

hair, cuts, sores, or irritation on upper torso unless otherwise directed). 8. If the topical is a 

transdermal patch, staff will unwrap the new patch, sign and date the patch, remove the 

backing, and apply it to the new patch site.  9. Staff will replace the cap on the container, if 

needed, avoiding contact with any other surfaces.  

J. Staff will throw away all disposable supplies and place all medications in the locked medication 

storage area/container prior to leaving the area.  

  

K. Staff will wash their hands.  
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SECTION C: RISK MANAGEMENT 
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POLICY: THEFT  
Applies to: All Personnel, Volunteers and Persons Served 

 [Effective/ Revision Date: 12/01/2018] 

 

POLICY 

Theft or attempted theft of any kind will not be tolerated.  Employees and volunteers occupy a 

special position of trust. It is essential that trust be maintained, and that complete confidence 

exists in the employment/volunteer relationship. 

 

Theft is defined as the unauthorized removal (taking) of property or cash, which does not belong 

to the person.  The following are examples of forbidden conduct: 

- Theft of property or services from RYSE. 

- Unauthorized use of RYSE’s equipment. 

- Unauthorized use or theft of property from individuals, visitors or other employees. 

- Theft outside working hours and the workplace, which may affect the employment relationship. 

- Actions, which result in the unauthorized removal of money, property or other things from the 

organization, individuals, or employees. 

 

Theft or attempted theft by an employee or volunteer may result in immediate dismissal and he/ 

she may be reported to the local police authority. Where an employee or volunteer is suspected 

of stealing, he/she may be suspended pending further investigation. 

 

Individuals receiving services may be held to a different standard due to their individual needs 

and circumstances. Each situation will be assessed, and appropriate actions taken, which could 

include service suspension or service discontinuation.   
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For further information and procedures see the Damaged or Missing Items policy and 

procedures.  
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POLICY:  SENTINEL EVENTS  
Applies to: All Personnel, Volunteers and Persons Served 

 [Effective/ Revision Date: 12/01/2018] 

 

PREAMBLE 

A sentinel event is an unexpected occurrence involving death or serious physical or psychological 

injury, or the risk thereof. Serious injury specifically includes loss of limb or function.  

 

The phrase, “or the risk thereof” includes any process variation for which a reoccurrence would 

carry a significant chance of a serious adverse outcome. A sentinel event requires immediate 

investigation and response.  Examples of sentinel events are death either by suicide or homicide, 

abduction, assault or other crime resulting in death or major permanent loss of function.  

 

POLICY 

In the event of a sentinel event, RYSE will develop strategies and set a plan in place to reduce the 

risk of similar events occurring in the future. RYSE will address responsibility for implementation, 

oversight and timelines for measuring the effectiveness of these actions.  

 

RYSE will apply all relevant existing policies and procedures.  
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POLICY: DAMAGE OR MISSING ITEMS  
Applies to: All Personnel, Volunteers and Persons Served  

 [Effective/ Revision Date: 12/01/2018] 

 

PREAMBLE 

A reportable damage is any event where RYSE structures, property, equipment, tools, machinery, 

appliances become damaged. 

 

A reportable missing item is when any RYSE item over $20.00 or a collection of items cannot be 

located and is unaccounted for.  

 

POLICY 

Damage(s) of a RYSE structure, property, equipment, tools, machinery and appliances must be 

reported immediately to a Team Leader or Executive Management and an Incident Report 

completed with photos of the damaged item.  

 

Missing items in excess of $20.00 or a collection of missing items must be reported immediately 

to a Team Leader or Executive Management and an Incident Reported completed and sent to 

the appropriate people. 

 

Designated RYSE employees will ensure that damages are reviewed and repaired in a timely 

manner, within RYSE in order to assist in the prevention of recurrence and to promote a high 

standard of care, safety, health and maintenance of RYSE assets. 
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Anyone observed deliberately damaging RYSE structure, property, equipment, tools, machinery, 

appliance or vehicles or removing a RYSE item that they do not have permission to remove (see 

Theft policy), is subject to disciplinary action, which could include contacting the Police. 
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PROCEDURE: DAMAGE OR MISSING ITEM REPORT 
Applies to: All Personnel, Volunteers and Persons Served  

 [Effective/ Revision Date: 12/01/2018] 

 

When damage occurs or an item or a collection of items in excess of $20.00 goes missing, 

complete an Incident Report form and submit to the Team Leader and Services Manager/COO. 

Take photos of the damaged item and attach it with your Incident Report.  

 

The Team Leader reviews the information and forwards the form to the CEO. 

 

The CEO reviews the information and forwards to the CFO for record keeping, review and/or 

investigation and submit recommendations if required. 

 

The appropriate Team Leader completes the CFO’s recommendations and repairs or replaces the 

item. 

 

Witnessing Damage or the Unauthorized Removal of an Item 

Report the situation immediately to your Team Leader or Services Manager/COO.  

The Team Leader reports it to the CEO.  

The Executive Management team, along with the Team Leader, determines the course of action 

required.  
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POLICY: BULLYING 
Applies to: All Personnel, Volunteer and Persons Served 

 [Effective/ Revision Date: 12/01/2018] 

 

PREAMBLE 

Bullying is negative behavior directed towards another person in order to make the other person 

feel bad. At RYSE, bullying does not include behaviors that a person might do because of a 

condition or syndrome.  Bullying means that the person has the ability to not do the behaviours, 

they do it and they know it is wrong.   

Bullying behavior may be obvious:  

- Hitting, kicking, punching, or other behavior that hurts another person’s body.  

- Yelling, screaming, swearing, or other bad language. 

- Teasing and calling names. 

-  Not allowing someone to be a part of something being done or making a person feel alone. 

- Threatening to hurt someone. 

- Taking someone’s personal property. 

 

Bullying behavior may not be easy to see and might include: 

- Spreading rumors or false ideas about someone. 

- Using the internet, social media, or phones to bother people or spread rumors about them. 

 

Bullying behaviors are done to make another person feel bad or scared. 

 

For employees this can also include management or other employees: 
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- Keeping information from the employee, on purpose, that is important to a person doing their 

job successfully. 

- Assigning staff member’s to meaningless or useless tasks that have nothing to do with their job. 

- Giving staff member’s impossible jobs they cannot do.  

- Contacting co-workers unnecessarily and or uninvited after work hours.   

 

POLICY 

Employees, volunteers and people with diverse abilities are not allowed to bully each other.  

 

Managers and supervisors are responsible for making sure all employees, volunteers and people 

who have diverse abilities understand that bullying is not tolerated at RYSE.  

 

Employees, volunteers and people who have diverse abilities have a responsibility to take 

whatever action is necessary to prevent bullying situations from happening or to act in such a 

manner to stop bullying from happening.  

 

Employees, volunteers and people who have diverse abilities who feel they are being bullied are 

to try to fix the bullying with the person directly. If this is not possible, or uncomfortable, they 

are to report the bullying to the area Team Leader or Services Manager/COO. The area Team 

Leader must immediately make sure the bullying stops. He/she reports the situation to his/her 

Services Manager/COO and either completes an incident report or documents the situation. 

 

Employees, volunteers and people who have diverse abilities who continue to bully people may 

not be permitted to work, volunteer or attend RYSE services.  
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Retaliation or taking action against any person who has accused someone of bullying is not 

allowed. Actions, including disciplinary, will be taken against any person engaging in any form of 

retaliation or payback.  
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POLICY: ABUSE  
Applies to: All Personnel, Volunteers, Persons Served and Visitors  

 [Effective/ Revision Date: 12/01/2018] 

 

PREAMBLE 

Every individual has the right to a physically and psychologically safe environment.  Pathways 

Abilities Society is committed to protecting the individuals served and to ensuring the health, 

safety and well-being of all people with disabilities.   

  

The purpose of the policy is to:  

- To define what constitutes abuse. 

 - To explain how staff can help prevent abuse. 

 - To explain the procedure for reporting and investigating abuse.  

  

Definitions of Abuse:  

Emotional Abuse: Any act which reduces a person’s sense of identity, dignity, self-worth and 

well-being, by persons not receiving services. This includes humiliation, exploitation, 

degradation, confinement, isolation, intimidation, excessive and repeated demands and 

derogatory or demeaning language directed toward an individual.  

  

Financial Abuse/Exploitation:  The misuse of a person receiving service’s funds or assets, 

obtaining the person’s property or funds without the person’s or his/her guardian’s knowledge 

and full consent, or in the case of persons not capable of managing their financial affairs, not in 

his/her best interests, by a person not receiving services.  
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Neglect: Means failure, by persons not receiving services, to supply the necessary food, clothing, 

shelter, health care (including medication), or appropriate supervision of a service recipient.  

  

Physical Abuse: Physical force that is in excess or is inappropriate to the situation involving a 

person receiving service and perpetuated by persons not receiving services.  

  

Sexual Abuse: Any sexual behaviour directed towards a person receiving services by a staff 

member or volunteer in a position of trust or authority and/or any individual receiving services. 

This definition does not apply to consenting sexual behaviour between an adult receiving service 

and other adult receiving services.  

  

Verbal/Emotional Abuse: Infliction of emotional injury by one or more instances of yelling, 

scaring, threatening, and belittling. This may include use of silence, isolation, improper use of 

restraints. Where behavioral techniques are used, failure to comply with approved guidelines 

also constitutes abuse.   

  

Potential signs of abuse:  

 - Has a history of repeated injuries, 

 - Has an injury which cannot be explained or there seems to be a rehearsed explanation for the 

injury, 

 - Has new and old injuries, frequently untreated, 

 - Is suspected of having been given inappropriate food, drug or drink, 

 - Is usually fearful, 

 - Suffers from malnutrition,  

- Has his/her health or hygiene needs apparently ignored,  
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- Is denied social relationships and personal needs due to extraordinary demands placed upon 

the individual, 

 - Appears to have no money or personal items.  

  

Prevention  

All staff has a role to play in preventing abuse and should be aware of the following: 

 - Persons may not be aware that what they are doing constitutes abuse and a word of advice 

may be all that is required to prevent recurrence. 

 - Certain persons can be described as being "at risk" in that they may be under pressure due to 

domestic and/or other problems and may take out their frustration on others.  

- At the first sign of potentially abusive actions, discuss the situation with your immediate 

supervisor who can intervene before this behaviour deteriorates and puts the individual at risk 

and potentially a staff’s job in jeopardy.  

 - Persons may become momentarily angry when dealing with a difficult situation and may lose 

control of the situation. Assist the person to remove themselves from the situation and prevent 

it from escalating.  

  

A need for a person to feel they are in control and must remain in control may lead the person to 

resort to abusive tactics. Supervisory and other professional staff is available for help and to 

provide guidance in this regard.  

 POLICY  

Abuse is strictly forbidden; either as RYSE policy or by law. Suspected abuse must be reported 

immediately as outlined in the procedures.  Persons found guilty of abuse are subject to 

discipline and/or the legal consequences of their act(s).   
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An alleged offender is typically someone other than another individual receiving service. A 

separate policy, Behavioral Support and Intervention Guidelines has been developed to support 

individual’s behaviors. However, depending on the nature of the allegation, all or part of the 

policy and the procedure may be applied.     

  

Staff, volunteers and supported individuals must report any sign or indication of possible abuse. 

Staff, volunteers and supported individuals must not take any steps to diagnose a situation or to 

imply responsibility. His/her responsibility is to report their concerns using the Abuse 

procedures.  Failure of an employee or volunteer to report an incident or suspicion of 

mistreatment is cause for disciplinary action. If unsure if an incident constitutes abuse, discuss 

with the supervisor or designate.  

  

All abuse allegations will be reported to the appropriate agencies as stated in our contractual 

requirements. RYSE will ask the agency involved whether the supported individual should be 

asked if he/she wants a family member or advocate contacted who can support the individual 

through the process.  If the individual wants a family member or advocate, RYSE will contact the 

person of their choice.  

  

RYSE adheres to all applicable provincial and federal legislation.   

  

All abuse allegations will be investigated. All recommendation resulting from an abuse 

investigation will be implemented.    

  

Retaliation (taking action) against any person making a good faith complaint under this policy or 

retaliation against witnesses assisting in an investigation of a complaint is expressly prohibited. 

Actions, including disciplinary, will be taken against any person engaging in any form of 

retaliation.   
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All information pertaining to the allegation and subsequent investigation will remain confidential 

and will only be released as required by our contractual and legal obligations.   
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PROCEDURE:  ABUSE  
Applies to: All Personnel, Volunteers, Persons Served and Visitors  

 [Effective/ Revision Date: 12/01/2018] 

 

If the alleged offender is the CEO, for the purpose of the following procedures, the COO replaces 

the CEO.     

  

1. Any employee, volunteer or person with a disability who witnesses, discovers suspects or has 

mistreatment or abuse reported to them, reports the information immediately to the supervisor 

or designate.   

  

2. Within a 24-hour period the team leader or designate will communicate to the person who 

has reported the mistreatment or abuse to let them know that the concern has been reported to 

the executive management team.  

  

3. If the supervisor does not follow-up the complaint within a 24-hour period, the person 

contacts the executive management team directly.    

  

4. If it is the supervisor who is suspected or witnessed, the person reports the information to the 

COO or designate who reports to the appropriate agency immediately. Within a 24-hour period 

the COO or designate will communicate to the person who has reported the mistreatment or 

abuse to let them know that the concern has been reported to the appropriate agency.  

  

5. If the COO does not follow-up the complaint within a 24-hour period, the person contacts the 

Chief Administrative Office (CAO).   
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6. When the initial information suggests there may be abuse, the employee or volunteer 

completes an Incident Report and notifies the executive management team within one hour.   

  

7. If the person reporting is a person with a disability, they will write out what happened, date 

and sign. If they require assistance, someone not connected to the alleged offender provides 

assistance.    

  

8. The COO or designate, contacts the *funding body and/or Community Care Facilities Branch 

and if instructed to do so, notifies the RCMP within 3 hours. If the RCMP is notified, the 

suspected abuser is not advised of the nature of the alleged abuse until interviewed by the 

RCMP.  * If the funder is Community Living BC (CLBC) and the alleged abuse occurred in a CLBC 

funded resource, report first to the RYSE CLBC Liaison Worker.  

  

9. The COO or designate checks to see if there is a Representation Agreement in place,  asks the 

reporting agency involved whether the supported individual should be asked if he/she wants a 

family member, the person identified in their representation agreement, providing they are not 

the alleged abuser,  or advocate contacted who can support the individual through the process.  

If the individual wants a family member or advocate, RYSE will contact the person of their choice.  

  

10. After reporting, the COO or designate takes the necessary steps to ensure the individual is 

safe. If the suspected abuser is: - An employee; that employee shall be immediately suspended 

with or without pay, pending the results of an investigation.  

- A volunteer; that volunteer will be required to stay away from the facility, pending the results 

of an investigation. 

- A visitor; that visitor may have visiting times restricted to allow full supervision during visits. 
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 - A person with a disability; that person may be required to stay away from the facility or will be 

supervised at all time pending the results of an investigation.  

  

11. The COO or designate and the Team Leader if directed by the funding body and/or 

Community Care Facilities Branch gather all information available and relevant to the report 

which may include; names of witnesses, reports, pictures and if physical evidence present, 

doctor’s reports, etc.   

  

12. A complete investigation of the incident is done, coordinated by either the funding body 

and/or the Community Care Facilities Branch and any agencies involved within 5 working days.  

  

13. Their findings are reported to RYSE Supportive Services, the funding body and/or the Director 

of Community Care Facilities Branch.   

  

14. The COO or designate implements any recommendations within 5 working days and reports 

the information to the executive management for informational purposes and possible further 

action.  

  

15. If there are findings of abuse, the following happens if the abuser is:  

- An employee; further action, including disciplinary measures and employment termination, will 

be taken as deemed appropriate by RYSE Supportive Services, and as per the collective 

agreement and RYSE’s contractual requirements. Charges may be laid.  

 

- A volunteer; will have their position with the organization discontinued and refused further 

entry to any of the organization’s facilities. Charges may be laid.  
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- A visitor; will be refused further entry to any of the organization’s facilities. Charges may be 

laid. - A person with a disability; that person may be discharged from the service or additional 

supports secured.  Charges may be laid.  

  

16. If there are no findings of abuse, the following happens if the suspected abuser is: - 

 An employee; that employee will be reinstated with full back pay and a letter put in their file 

stating there was no evidence of mistreatment.  

- A volunteer; that person may resume previous position.  

- A visitor; that visitor is allowed to visit freely. 

 - A person with a disability; that person may resume service.  

 


