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2005 COMMUNITY PRACTICE REVIEW

Jackson v. Ft. Stanton

Thank You!

I thank all of the Jackson Class Members, your families, guardians, friends, case managers and providers/staff who support you for your willingness
to participate in the 2005 Community Practice Review. Your time was greatly appreciated and the information you provided was invaluable. I had
the great pleasure of meeting with over 700 of you as part of the review follow up and found your insights, openness and dedication inspiring.

A huge thank you is also due to the Regional Program Managers and the Developmental Disabilities Supports Division (DDSD) regional staff who
assisted in preparing, carrying out and following-up on the Community Practice Review. Your openness, assistance, information and follow up were
fantastic. Arranging for the meetings with class members and their teams after the on-site reviews proved to be a key learning component of the
review. The hospitality, food and good humor you provided for the provider and regional meetings made long days much more fun.

I extend my sincere appreciation and gratitude to all of the reviewers, their managers from Department of Health Improvement (DHI) and DDSD and
to each and every one of the outstanding case judges. Each of the reviewers worked hard to be fair, accurate and thoughtful while conducting
interviews, during scoring and in their summaries. The case judges’ expertise, eye for detail and thoughtful consideration of all the information
provided created a heightened atmosphere of accuracy, fairness and thoroughness which each of the reviewers noted and appreciated.

Donna Storey of DHI, Pat Syme of DDSD and Paul Schwalje of DDSD faithfully participated in and learned from the regional class member team
meetings after each review. Thanks to each of you for assisting in answering DDSD/DHI policy questions as they arose, for following up with
providers as needed and communicating systems issues back to Santa Fe.

Edna Ortiz was an invaluable asset in the quality review of data entered into each of the protocol books. Her unwavering willingness to provide
regional and provider reports while at the same time assume even greater responsibilities within DHI is noted and greatly appreciated.

___________________________________
Lyn Rucker, Community Monitor
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Preparation for the 2005 Community Practice Review

In an effort to help case managers, providers, Developmental
Disabilities Supports Division (DDSD) staff and others prepare for the
2005 Community Practice Review, several new activities were
developed and initiated.

Pursuant to DDSD and Department of Health (DOH) requests, the
protocol document was updated to include more notes of clarification
regarding what expectations are for some questions. Quality of life
questions were also added in order to provide more measurable
indicators of a good life, namely: what valued roles, memberships,
and personal relationships class members are enjoying. Reviewers
were additionally asked to specifically list all of the assistive
technology/augmentative communication devices required and
available for the class member(s) they reviewed.

In an effort to make the protocol widely available to everyone, the
protocol book with all questions and related notes was posted on the
internet and made available for printing and easy access. The web
site address is www.jacksoncommunityreview.org.

Three step-by-step guides were developed and also posted on the
internet. One guide is designed for individuals within the regional

offices who are responsible for assisting with review preparation.
Another guide is designed specifically for reviewers. The last guide is
for case judges. All of these guides outline expectations and timelines
for what is to happen, who is to do it and by when. They also outline
the performance expectations for each group.

Training was also provided. As in the past, the Review Coordinator
for the Department of Health Improvement (DHI) and the Community
Monitor provided a week-long training for experienced and potential
reviewers and case judges. This training took place June 20th through
June 24th, 2005. Requirements from previous years were
incorporated into this training. As part of training, reviewers were
required to conduct an actual review including all interviews, complete
all of the protocol book, and have their protocol book case judged.
Case judges were required to meet with reviewers and case judge
their books. All first time reviewers were mentored or ‘shadowed’ by
an experienced and approved reviewer.

All reviewers were evaluated at the conclusion of the training review.
Reviewers that were found to need additional training and support
were given a reduced caseload for their first real review and were
mentored by their case judge.

II.. IINNTTRROODDUUCCTTIIOONN AANNDD RREEVVIIEEWW OOFF MMEETTHHOODDOOLLOOGGYY
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The Review

As in 2004, the 2005 Community Practice Review consisted of four
phases. Each phase and its focus is outlined below.

Phase I Sample Selection, Review Preparation
June 10, 2005 to January 9, 2006

Generally, the following activities took place during this phase.
Á Each regional office provided a current list of Jackson Class

Members to the Community Monitor.
Á The Community Monitor and each Regional Program Manager

reconciled the regional list with the state Developmental
Disabilities Supports Division’s (DDSD) list which was originally
provided to the Community Monitor.

Á The Community Monitor selected the sample for each region
and provided the list of class members to be reviewed to each
of the regional offices at least 30 days in advance of the review
start date.

Á Each regional office gathered documents required for the
review. They did this in concert with local independent case
managers.

Á The Regional Program Manager, in collaboration with the
Department of Health Improvement (DHI), assigned reviewers
to class members. The Community Monitor, working
collaboratively with the Regional Program Manager, assigned
case judges to individual class members.

Á Each regional office provided available documents to reviewers
seven days in advance of the review start date.

Á Case judges received a duplicate file the Sunday preceding the
on-site review.

The reconciled total number of class members served statewide was
395. The total number of class members selected for the review was
101, or 26% of the class.

As in the past, at least one class member from each regional
residential agency was represented in the sample. In addition an
effort was made to include at least one person from each of the day
and case management agencies serving class members and to
equitably choose the proportion of class members selected from a
given agency.

A random table of numbers was used to determine the people
selected to be in the sample.

The parties agreed to one change in the method of selecting the
sample for this review. In an instance in which an individual class
member was chosen to be in a review and this class member had
been reviewed multiple times before and a person in the list above or
below the selected class member had never been reviewed, the class
member who had never been reviewed was substituted and reviewed.

REGION NUMBER IN
REGION

NUMBER
IN SAMPLE

SAMPLE
SIZE

Northwest 29 12 41%
Southeast 43 15 35%
Northeast 46 17 37%
Metro 225 43 19%
Southwest 52 14 27%

Total 395 101 26%
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Reviewers and Case Judges

With two exceptions, all reviewers were either DDSD or DHI staff.1

The only restrictive criteria for reviewers, other than they had to be
trained and approved, was that DDSD staff could not review
individuals within their own region. Six DDSD reviewers reviewed
supports and services provided to 14 class members. Nine DHI
reviewers reviewed supports and services provided to 85 class
members.

Case judges were, to the extent possible, assigned based on the
needs of the class member. For example, if a class member was on
the aspiration list, had physical challenges or undiagnosed symptoms,
the case judge who is a Ph.D. Nurse Practitioner was assigned. If a
class member had mental health/behavioral challenges case judges
with that background were assigned and so on. The listings of
individual reviewers and case judges working in each region are found
in each of the regional reports, which are posted on the Jackson
Community Review website.

1 The Community Monitor performed one individual review in the Northeast Region.
One individual who was otherwise serving as a case judge performed an individual
review in the Southeast Region. Individuals who function as a reviewer during a
Review may not case judge their own work.

Phase II Information Gathering

The following are the dates during which the reviews took place.

500 Personal Interviews

All sample class members were visited. There were approximately
500 individuals interviewed during the review. The protocol calls for
interviews with:
Áeach individual class member in the sample;
Áeach class member’s guardian, if there is one;
Áeach class member’s independent case manager;
Áeach class member’s direct support staff from day/supported

employment services;
Áeach class member’s residential direct support staff; and
Áothers as needed and/or possible (nurses, therapists, etc.).

Northwest July 11 – 15, 2005

Southeast August 15 – 19, 2005
August 22 – 26, 2005

Northeast September 19 – 23, 2005
September 26 – 30, 2005

Metro October 17 – 21, 2005
October 24 – 28, 2005

Southwest January 6 and 9 – 13, 2006
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Programmatic and clinical documentation was reviewed.

Documents specified in the regional office guides were requested and
reviewed by both the reviewer and case judge for each class member.
At the suggestion of providers and case managers, one of the
changes to this year’s review was allowing 24 hours for missing
documentation to be provided. Reviewers were instructed to record
requests made to case managers and/or providers for documentation
that was needed but missing from the file. Once a request was made
to the case manager or provider for missing information they were
given 24 hours to provide that material to the reviewer for
consideration during the review.

Recording findings and case judging

For each class member, the reviewer filled out the 99 pages of the
protocol book, scored 147 questions and recorded priority findings
and recommendations. This information was then reviewed and
reconciled with a case judge.

Involvement of DDSD external consultants

All three of the DDSD/DOH consultants were invited to participate in
this review by receiving relevant scores according to their areas of
expertise, reviewing them and providing feedback to the case judge
prior to the conclusion of each review.

As in past years, Ruby Moore, Supported Employment Consultant,
reviewed and reconciled with reviewers/case judges the scores of all
class members in the Supported Employment area. Ms. Moore was
present and on site during the Metro #1 review. As each on-site
review took place, Chris Heimerl, Behavioral Consultant, received the
behavioral scores of all class members in the review. Likewise,

Sheela Stuart, Assistive Technology Consultant received the scores
of class members in the Assistive Technology, Augmentative
Communication and Adaptive Equipment area.

Status report provided at the end of the on-site review week

On Friday morning of the review week, the reviewers, case judges
and the Community Monitor met to provide a status report and to
discuss preliminary findings. These status update meetings typically
included regional office staff and representatives from DDSD. Some
meetings also included a representative from the Plan of Action
Office.

In past years, individual findings and recommendations were provided
in writing to the regional offices several weeks after the on-site review.
In an effort to recognize good practice and swiftly correct identified
problems, the draft individual findings and recommendations were
presented in writing the Friday of the on-site review week as part of
the status report. This provided the regional office staff, particularly
each staff person assigned to do follow up for each class member, an
opportunity to seek clarification on relevant findings and
recommendations. This also afforded regional office staff the chance
to provide historical or other available information (anecdotal or
documentation) along with valuable feedback on wording and
terminology to ensure clarity, accuracy and cultural sensitivity.

The individual summaries of findings and recommendations for each
class member in the sample were reviewed and edited multiple times
to ensure clarity, accuracy and reasonableness. A brief description of
the development and review of individual summaries follows:

Each reviewer wrote individual summaries, findings and
recommendations for the class member they reviewed.
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Review #1: These individual summaries were reviewed and edited by
the reviewer and his/her case judge during the review week.

Review #2: These summaries were sent to the Community Monitor to
review. The Community Monitor would review, edit and seek
clarification as needed from the reviewer/case judge. Then the
findings would be sent to the Regional Program Manager.

Review #3: During the status report meeting on the Friday of the on-
site review week, additional editing would be done, as needed, to
include comments and recommendations from the regional office
staff.

Review #4: If changes were agreed to during the Status Report, the
Community Monitor would make those changes the first three days
following the on-site review and reissue the final findings and
recommendations for the class members so they could be sent out
and go into effect the Friday following the on-site review.

Review #5: Within 30 days following the on-site review, the
Community Monitor met with representatives of class members and
their teams including guardians, case managers, day and residential
providers, job coaches, therapists, etc. The Community Monitor met
with over 720 team members and regional staff representatives
statewide.

Phase III Clarification, Data Entry and Analysis
February 2006 to April 2006

In addition to the individual findings and recommendations, the
numerical ratings for questions 1 to 147 were recorded by each
reviewer for each class member and reviewed with a case judge.

After the Status Report, the Community Monitor secured the
completed Protocol Books. The week following the on-site reviews,
the protocol books were reviewed for completeness, accuracy and
clarity. Scores from the protocol books were entered into a database
provided by DOH. Copies of the scoring sheets from the protocol
books, along with an electronic version of the database, were sent to
DOH for a 100% quality review. Clarification/notes/corrections were
made as needed.

The Community Monitor reviewed and analyzed the information and
summarized her preliminary findings within 30 days of each Review.
This information was summarized in a PowerPoint presentation which
was sent first to the appropriate Regional Program Manager. This
presentation was then provided to interested providers and regional
staff and then to all of the parties. All of the Power Point
presentations are posted on the review website.

Phase IV Conclusion, Writing, Editing
September 2005 to March 2006

The information gathered as a part of this process was brought
together, analyzed and forms the foundation of each of the regional
reports as well as this statewide report. Regional reports were sent in
draft form to the Program Manager and then, later, posted on the
review website. Regional reports were issued on the following dates.

NW Region 9/9/05 Metro Region 2/6/06
SE Region 11/3/05 SW Region 3/4/06
NE Region 11/18/05
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Demographic data for the 2005 sample is provided below.

Gender Level of Care Medications Type of Day/Employment Program
Females 39 39% 1 84 83% Yes 98 97% Community Membership 8 8%
Males 62 61% 2 14 14% No 3 3% Day Hab 67 66%

3 3 3% In-Home Day Hab 6 6%
Day Hab/Comm. Membership 4 4%

Language Ethnicity Guardian Day Hab/Indiv. Supp. Emp. 4 4%
English 70 69% Native American 14 14% Yes 95 94% Indiv. Supported Emp. 7 7%
Spanish 7 7% Asian 0 0% No 6 6% Supp. Emp/Comm Membership 2 2%
English/Spanish 21 21% Black 7 7% Intens. Indiv. Supported Emp. 1 1%
Navajo 3 3% Caucasian 32 32% Guardianship Status N/A (No Day Program) 2 2%

Hispanic 47 47% Full 86 85%
Other 1 1% Limited 7 7%

None 3 3%
CND 2 2%
N/A 3 3%

The 2005 Jackson Class sample presented three significant
demographic differences from previous reports. The first change is
natural: the increase in the overall age of class members in the sample.
Secondly, there continues to be a shift out of supported living and an
increase in home based services. The most significant increase was in
the number of people receiving Community Membership. This year
14% of the sample received Community Membership. In 2004 one
person, or 1% of the sample, received Community Membership.

IIII.. RREEVVIIEEWW SSAAMMPPLLEE DDEEMMOOGGRRAAPPHHIICCSS
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The aging of Jackson Class Members obviously continues and is
reflected in the demographics of each review sample. In 1994, 81%
of the sample was between the ages of 16 and 39. In 2005, 21% are
in that age range. Conversely, in 2004, 68% of the sample was 40
years of age or older, with 26% being over the age of 50. In 2005,
80% of the sample is 40 years of age or older with 43% being class
members over the age of 50.

One of the many implications of this shift is an increased need for
everyone to be aware of and sensitive to the changing issues
surrounding people with long term chronic disabilities. Many, if not
most, persons who live 20 years or more with a disability or who are
40 years of age or older encounter substantial new medical, functional
and psychosocial problems that were neither expected nor planned
for at an earlier age.2 Teams need to anticipate as well as identify
these issues and changes and minimize their impact.

A continuing shift noted last year is the percentage of individuals who
are in home based care. In 2002 12% of the sample were in home
based care and 75% were in supported living. This year, 28% of the
class members were in home based care, and 65% were in supported
living.

2 Rancho Los Amigos National Rehabilitation Center in collaboration with the University of Southern California and the University of California, Irvine, to NIDRR for a RRTC on Aging with Disability.

TEN-YEAR COMPARISON
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AA.. IINNDDIIVVIIDDUUAALLSS NNEEEEDDIINNGG IIMMMMEEDDIIAATTEE OORR SSPPEECCIIAALL AATTTTEENNTT IIOONN

Nine individuals (9%) of the 101 class members reviewed were
identified as needing immediate attention. An individual identified
as “needing immediate attention” is a person for whom urgent health,
safety, environment and/or abuse/neglect issues were identified which
the team is not successfully and actively in the process of addressing
in a timely fashion. For each such person, the Community Monitor
requested immediate follow-up/intervention and feedback (in no
instance to exceed 30 days) on the identified items.3 Details of each
person’s situation were given to appropriate regional office staff during
the on-site review week and, where appropriate, an incident report
was filed with DHI.

Twenty-seven of the 101 individuals (27%) were identified as needing
special attention. This designation refers to an individual for whom
issues have been identified that, if not addressed, are likely to
become an urgent health and/or safety concern. The Community
Monitor requested follow-up/intervention and feedback on identified
items as quickly as possible but in no instance to exceed 60 days.
Details of each person’s situation were given to appropriate regional
office staff during the on-site review week.4

Thus, an unduplicated total of thirty-six (36) individuals (36% of
sample) were identified as needing “immediate” or “special” attention
during this review. The charts on the following pages summarize, by
provider agency and then by case management agency, the number

3 As of May 17, 2006, 10 months after the first review, the Community Monitor has
not received follow up information from DDSD on individuals with Immediate needs.
4 As of May 17, 2006, 10 months after the first review, the Community Monitor has
not received follow up information from DDSD on individuals with Special needs.

of individuals in the immediate or special attention category served by
that agency.

Last year 43 individuals (44%) in the sample were identified as
needing immediate or special attention. Fifteen people were reviewed
in both 2004 and 2005, and of those 10 individuals had an immediate
or special needs designation one or both years. Specifically:

3 people had a Special Needs designation in 2004 and
improved to no designation in 2005.

1 person had an Immediate Need designation in 2004 and
improved to no designation in 2005.

2 people had no designation in 2004 but were identified as
having Special Needs in 2005.

1 person was identified as having Immediate needs in both
2004 and 2005.

1 person was identified as having Immediate needs in 2004 and
as needing Special Attention in 2005.

2 people were identified as having Special Attention needs in
both 2004 and 2005.

IIIIII.. RREEVVIIEEWW FF IINNDDIINNGGSS
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Provider Agencies Supporting Persons in Sample Identified as Having Immediate or Special Needs

Agency Clients
in Sample

Immediate
Need

Special
Attention

Total

Ability First 1 0 0 0
Acorns to Oaks 1 0 0 0
Active Solutions 1 0 1 1
Adelante 15 1 0 1
ARCA 4 1 0 1
CARC 1 0 0 0
Casa Allegre 1 0 0 0
Challenge NM 2 0 2 2
Citizens for the DD 2 0 0 0
Community Options 1 0 0 0
Connections Plus 1 0 0 0
Cuidando Las Familias 1 0 0 0
Disability Services 1 0 1 1
Door of Opportunity 1 1 0 1
Dungarvin 3 0 1 1
ENMRSH 2 0 2 2
Expressions of Life 2 1 0 1
Goodwill 1 0 1 1
High Desert 5 0 1 1
Imagine 4 0 1 1
Journeys 4 0 1 1
Las Cumbres 1 0 0 0
Leaders 2 0 1 1
Life Quest 1 0 0 0
LLCP 7 0 3 3

Agency Clients
in Sample

Immediate
Need

Special
Attention

Total

Mosaic 3 0 1 1
New Pathways 2 0 1 1
Opportunity Center 1 0 1 1
Optihealth 1 0 0 0
Peak 2 0 1 1
PMS/Shield 2 0 0 0
Progressive 2 1 0 1
R-Way 1 0 1 1
Radiant Living 1 0 0 0
Ramah Care Services 1 0 0 0
RCI 3 0 1 1
Residential CRF 1 0 0 0
ResCare 23 2 7 9
Santa Maria El Mirador 3 0 1 1
Share Your Care 3 1 0 1
Su Vida Services 2 0 0 0
Taos County ARC 2 0 0 0
TLC 2 0 0 0
Tobosa 2 1 1 2
Tresco 7 2 3 5
VSA 1 0 0 0
WNG 1 0 0 0
ZEE 2 0 0 0
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Case Management Agencies Supporting Persons in Sample
Identified as Having Immediate or Special Needs.

Agency Clients in
Sample

Immediate
Need

Special
Attention Total

A New Vision 1 0 0 0
A Step Ahead 2 0 0 0
Amigo 3 0 0 0
Blue Sky 1 0 1 1
Carino 3 0 3 3
Connections Plus 1 0 0 0
DSLM 13 3 6 9
Esperanza 2 0 0 0
Excel 6 0 0 0
Friends Forever 6 0 0 0
IHAH 14 2 3 5
J&J 2 1 0 1
Keetoni 1 0 1 1
Laurel Ridge 1 0 1 1
LVMC 5 0 0 0
NMQCM 7 0 0 0
Peak 4 0 1 1
PRMC 3 0 2 2
SCCM 11 1 3 4
Unidas 9 1 3 4
Visions 6 1 3 4
Total 101 9 27 36
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BB.. EEXXPPEECCTTAATTIIOONNSS FFOORR GGRROOWWTTHH,, QQUUAALLIITTYY AANNDD SSAATT IISSFFAACCTTIIOONN

While a significant portion of the review is focused on the degree to
which various organizations and/or individuals have fulfilled their
responsibilities in line with the Joint Stipulation and DDSD service
expectations, the heart of this review is the person. Using this review
to determine: the extent to which each person is living his/her
preferred lifestyle; how each person is supported to define and work
towards a better life; how individuals are treated; to what extent each
person is receiving needed supports, resources and services . . . this
is where we must start and this is where we must repeatedly return as
we make judgments about the quality and adequacy of the services
being provided.

Team members should have high expectations for growth for
class members.

Raymond Kilroy, an advocate for himself and for other people with
disabilities, gave testimony to the US Senate about his vision for
himself and all people with disabilities (1987).5

“We are moving away from emphasizing my needs…
toward building upon my capacities.
We are moving away from providing services to me in some facility
toward building bridges with me to communities and neighborhood
associations.
We are moving away from programming me and other people with
disabilities toward empowering us and our families to acquire the
support we want.
We are moving away from focusing on my deficits

5 Telling New Stories. The Search for Capacity Among People with Severe
Handicaps. John O’Brien and Beth Mount.

to focusing on my competence.
We are moving away from specialized disability organizations
so that we can develop and sustain relationships with people who will
depend upon people like me and upon whom people like me can
depend.”

How individual staff, team members, and the
overall system view each class member’s
potential for competence, change, growth and
development directly and consistently
influences the action planned for, taken with
and implemented on behalf of each class member. Expectations
create the experiential and growth boundaries for individuals receiving
supports.

The reality is that each person’s potential is unknown and unknowable
apart from action that he and others he relies on decide to do
together.6 If a person is seen as able then it is more likely that he/she
will be supported to be able. Conversely, if the person is seen as un-
able to grow, develop and progress, maintenance – or worse,
regression – can become the outcome. Consequently it is extremely
important that each person be seen as able to grow, develop and
progress.

It is hard to over-emphasize the importance of working with case
managers and team members so that they are continually elevating
their expectations and actions with and on behalf of the individual(s)
whom they support.

6 Telling New Stories. The Search for Capacity Among People with Severe
Handicaps. John O’Brien and Beth Mount.

47% of IDT’s had an
appropriate
expectation of
growth for the
person they support.
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Class members should have a good quality of life and be satisfied with
supports and services.

What constitutes a good quality of life is hard to define, in part, because it is
different from person to person and because it changes as each person
changes. The implications of this ambiguity are significant and should compel
team members to develop the ongoing and continuous capacity to listen
carefully and with open ears and minds as they plan and act. The changing
nature of ensuring each person’s preferred lifestyle also has enormous
implications for policy and resource flexibility.

While each individual is unique, some minimal quality of life expectations
should be present in anyone’s life. Everyone should have relationships and
networks with people who care about them, including people who are not
disabled and who are not paid to be in the person’s life. People should be
known and included in their communities. People should be able to develop
and pursue interests, memberships and valued roles.

The probes to examine quality of life indicators were expanded this year to
include specific questions regarding: relationships with non-disabled people;
inclusion in the form of memberships; valued roles; participation/reciprocity in
community life; and communication ability and progress. The indicators which
follow were specifically queried by reviewers during interviews with individual
class members, guardians and/or direct support staff.

QQUUAALLIITTYY OOFF LLIIFFEE
CND = Can not determine

Response % Yes
2005

% Yes
2004

87. Person is offered a
range of opportunities for
participation in each of the
life areas. (8 CND)

56 Yes
34 Partial

3 No
60% 46%

88. Does the person have
the opportunity to make
informed choices? (46 CND)

38 Yes
15 Partial

2 No
69% 68%

89. About where and with
whom to live? (47 CND)

46 Yes
6 Partial

2 No
85% 55%

90. About where and with
whom to work/spend his/her
day? (46 CND)

43 Yes
10 Partial

2 No
78% 60%

91. About where and with
whom to socialize/spend
leisure time? (41 CND)

50 Yes
8 Partial

2 No
83% 63%

92. Providers do not prevent
the person from pursuing
relationships/are respecting
the rights? (1 CND)

96 Yes
3 Partial

1 No
96% 85%

101. Does the person have
daily choices/appropriate
autonomy over his/her life?

75 Yes
23 Partial

3 No
74% 57%

102. Have the person’s
cultural preferences been
accommodated? (10 CND)

87 Yes
3 Partial

1 No
96% 82%

103. Is the person treated with
dignity and respect?

76 Yes
25 Partial

75% 57%
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Quality of Life includes: being treated with dignity and respect.

When reviewers consider whether or not class members are treated with
dignity and respect, many circumstances are considered. Reviewers
observe things like how the person is addressed and talked about;
whether the person has personally chosen possessions and privacy;
whether the person’s preferences and needs are acted upon timely, and
whether or not the person is safe. Examples of the questions that are
scored and the findings include:

Cultural preferences were known and accommodated for 87 people.
This includes things such as preferences for food, music, language
and attending celebrations.

75 people were found to have their choices respected and to be able
to exercise an appropriate level of autonomy.

Thirty-eight people were found to have the opportunity to make
informed choices (46 CND) about: where and with whom to live (46
people); about where and with whom to work/spend his/her day (43
people); and about where and with whom to socialize/spend leisure
time (50 people).

Eighty-one people (80%) were provided the assistance and support
needed to participate meaningfully in the planning process
(70% in 2004).

Overall, 76 people were found to be treated with dignity and respect.

90% 88%

74%

96%

75%
87%

70%

90%
82%

70%

91%

76%

93%

81%
70%

57%

72%

57%
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N=101

SIX-YEAR COMPARISON
PERSON'S QUALITY OF LIFE (YES)
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68%

83%
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2% 5% 1% 5% 3% 4%

24%

43%

31%

12%

29% 27%

0%

25%

50%

75%

100%

1999 N=63 2000 N=82 2001 N=72 2002 N=65 2004 N=72 2005 N=55

Yes No Partial

SIX-YEAR COMPARISON
PERSON MAKES INFORMED CHOICES
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Quality of Life includes: people are interacting in their communities
and playing valued roles.

Most class members have been living in the community for at least
ten years. As part of the review, questions are asked that are
designed to identify the extent to which people are part of and
integrated into their communities. While there has been improvement
over last year, many class members continue to be present, but not
really part of or a contributing member of their communities.

Fifty-four class members (53%) were seen as adequately
integrated into the community. Forty-nine (49%) people were
seen as are active in their communities. Forty-four (44%) people
are going more places or participating/interacting more.

Forty-two people attend church and thirteen are members of
national awareness groups. Two people are part of the special
orchestra.

Eleven people have jobs and seven people were identified as
volunteers (valued roles) for locally based clubs or groups.

Sixty-six class members were identified as having
consistent/positive involvement of natural supports (neighbors,
family, shop owners, etc.)

Quality of Life includes: people have friends who are not paid to be in
their lives.

In order to have friends and play valued roles in the community, it is
imperative that people be able to communicate with others and be a
regular and familiar participant in community events and activities.
Consequently, the assessment, provision and continuous use of

needed adaptive equipment and communication devices cannot be
over emphasized. During this review, 600 of the 687 devices that
were needed were provided. Also:

43 (43%) people have non-paid friends.
31 (31%) have increased their communication ability/and or

their interactions with others.

Quality of Life includes: people progress.

8 ( 8%) have shown a decrease in “dysfunctional”
behaviors.

31 (31%) are more independent in their homes.
19 (19%) have increased physically and in terms of mobility.

Reviewers were able to rate quality of life issues based on a
combination of observation, documentation and interview information.
It is clear that there have been noted improvements since last year.

77%
70%

21%

74%76% 63%

51%

4% 8% 4% 8% 2% 6%
13% 17% 20%

39%
30%

4% 2% 2%
8%

1%

0%

25%

50%

75%

100%

1999 N=78 2000 N=90 2001 N=90 2002 N=89 2004 N=89 2005
N=101

Yes No Partial CND

SIX-YEAR COMPARISON
PERSON HAS PROGRESSED IN THE PAST YEAR
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Quality of Life includes: people regularly experience their preferences.

92% of individuals’ cultural preferences are being accommodated.
(82% in 2004)

90% have adequate transportation to meet their needs. (84% in 2004)
88% have sufficient personal money. (16 CND) (83% in 2004)
75% are treated with dignity and respect. (57% in 2004)

Satisfaction

The overall satisfaction that responding Jackson Class Members had
with their current services increased from 51% in 2004 to 73% in 2005.

As these charts illustrate, 73% of the individuals who were able and
willing to answer questions regarding their life and the level of
satisfaction with services were satisfied. Additionally:

65 people who responded get along well with their day/employment
staff. (96%)

83 people of those responding get along well with the residential
provider staff. (99%)

27 of those responding get along with their case manager. (100%)

SSAATTIISSFF AACCTT IIOONN
CND = Can not determine

Response % Yes
2005

% Yes
2004

104. Overall, is the person
satisfied with the current
services? (64 CND)

27 Yes
10 Partial

73% 51%

109. Does the person have
adequate transportation to
meet his/her needs? (1 CND)

90 Yes
9 Partial

1 No
90% 84%

110. Does the person have
sufficient personal money? (16
CND)

75 Yes
10 Partial 88% 83%
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78% 82% 82%

51%

73%

13%
20% 18% 18%
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NINE-YEAR COMPARISON
PERSON NEEDS FRIEND/ADVOCATE
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CC.. EEFFFFEECCTTIIVVEENNEESSSS OOFF PPEERRSSOONNAALL SSAAFF EEGGUUAARRDDSS

11.. GGUUAARRDDIIAANNSSHHIIPP

Class members need actively involved guardians.

Ninety-five of the individuals reported as part of this review have or
need to have guardians. Thirty-eight of these individuals have
guardians who are actively7

involved with them; 33 have
moderately involved guardians;
and 23 have guardians who are
involved in only a limited way.
One individual has a guardian that
is not involved.

Guardians are intended to play a key and active role in the person’s
life and as such serve as a personal safeguard and champion. When
this safeguard is missing, the already vulnerable person finds
him/herself more at risk of being without friends and family; of
receiving poor health care monitoring and support; of neglect or life
wasting; or of becoming someone who is ‘maintained’ without respect
or expectation for growth.

Generally, the vast majority of guardians care very deeply about the
person for whom they are advocating. In the case of family members,
they love and have a lifetime of memories and history with the person.
For corporate guardians, many are active and involved advocates.

7 Active = 3 or more contacts per month; Moderate = 1 or more contacts per month;
Limited = less than 12 contacts per year.

During this review reviewers found multiple reasons for lack of active
guardian involvement. The guardian:
Á is experiencing increased health problems;
Á has difficulty participating because of distance or age;
Á is unable to consistently attend meetings like ISP’s;
Á desires or needs some type of assistance.

In some cases, the corporate guardianship agency no longer provides
services.

Changing, transferring or eliminating guardianship is a complex and
delicate issue. In some cases co-guardianship might be appealing
and effective. In other cases, guardianship may need to be
transferred to another family member or friend. In still others, a
corporate guardian may need to be pursued. In the meantime, the
individual needs support and personal attention.

Five people (5%) were seen as needing a friend advocate, or
someone unrelated to service provision, to partially address this
missing safeguard. This is down from 17% in 2004.

40% have active participation of
guardians; 43% in 2004

35% have moderate participation;
28% in 2004

24% have limited participation; 27%
in 2004

1% has no participation; 2% in 2004
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22.. CCAASSEE MMAANNAAGGEEMMEENNTT ((CCMM))

“Case Management services are intended to support the individual in pursuing their desired life outcomes
by facilitating access to supports and services.

… case management services are intended to assist the individual to enhance (not replace) their natural supports and other
available resources with DD Waiver services. The case manager is an advocate for the individual.” . . .

New Mexico DD Waiver Service Standards, March 2003
And February 27, 2006 Draft Proposed Standards

Twenty-one case management agencies participated in
the 2005 review. The chart to the right identifies the
percentage, by agency, of the 101 people that were in
the 2005 review. While all Jackson Class Members are
to have an assigned and involved case manager, one
class member in this review did not. This situation was
reported immediately.

The review probes and attempts to identify and
highlight many of the performance expectations of case
managers. It is worth noting that there appears to be a
direct correlation between good case management
scores and good overall scores for the class member.

Case management, statewide, demonstrated solid and
across- the- board increases. Two regions (the
Northwest and Southeast) demonstrated increased
scores in every case management area.
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Case managers should: know and advocate on
behalf of the individual8

Before you can advocate for an individual, you must first spend time
with, listen to and get to know the person. Presence is an essential
component of “getting to know” so the
case manager can be aware enough
to initiate informed action on behalf of
an individual. Eighty-four individuals
have case managers seen as being
available to the person.

Being an effective advocate requires that the case manager know the
person’s preferences, skills, abilities, needs and challenges. Eighty-five
of the case managers were rated as knowing the person. Reviewers
interviewed and received confirming testimony of case managers who

knew many of the details of an individual’s
current life, preferences, needs and
services as well as details from past
personal history.

Knowing the individual involves having
relevant information regarding the
specific needs of each individual. If
a case manager works with an
individual with autism, it would be
essential for that case manager to
know the physical implications and
behavioral characteristics of autism, in general, as well as the person’s
unique characteristics/needs. Ninety-one class member’s case

8 These case manager requirements are taken from the 2/27/06 DDSD Draft DD
Waiver Standards.

84% 83%

46%

67%

90%
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Knows Person Understands Job Available to Person Provides Services
at Level Needed
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FIVE-YEAR COMPARISON
CASE MANAGER (YES)

83% of the class members had
case managers who were
available to them.
(78% in 2004)

84% of the case managers
were found to “know the
person”. (70% in 2004)

67%

82% 84%

44%
50%

33%

13% 16%

56%
48%

3%0%0%4%0%
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100%
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FIVE-YEAR COMPARISON
CASE MANAGER KNOWS PHYSICAL HEALTH NEEDS

90% of case managers received
class member specific
training.

50% of case managers could
describe the person’s health
related needs.
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managers received training on the topics needed to assist him/her in
meeting the individual’s needs.

However, the case managers for only 50 of the 101 class members
could adequately describe the person’s health related needs. Given
the increasing age of class members and the likelihood of greater health
problems, this lack of important knowledge could potentially be
dangerous.

There was positive evidence, however, of long-term relationships and
reports of proactive advocacy which resulted in better supports and
services. At least one Case Manager in this review had worked with a
class member since he/she left the institution over 10 years ago.

Advocating also assumes that the case manager will promote self-
advocacy and choice making (see page 15) on the part of the class
member. This presumption of the right and ability of the class member
to be the primary decision maker for his/her life is an essential
ingredient for an effective case manager.

Ongoing communication and the exchange of current, accurate and
understandable information between the class member, his/her
guardian and the case manager are essential. Fourteen class members
(87 CND) and fifty-eight (8 Partial, 5 No, 23 CND and 7 N/A) guardians found
their case manager helpful.

75%
82% 81% 83% 82% 82%

10% 7% 6% 5% 5% 7%
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85 case managers
understand
his/her job.

Case managers should: organize and facilitate the service
planning process.

The case manager gathers, organizes, exchanges
and communicates needed information in order for
a relevant and accurate ISP to be developed by
the class member and his/her team. One hundred
class members in this review had ISPs. The one
person who did not is in a nursing home.

Case managers should: coordinate and monitor service delivery.

The expectation is that case managers
coordinate and monitor the supports and
services people need and are to receive.
Further, case managers are expected to
take action on behalf of individuals if needed services are not provided
appropriately and timely. There were compliments given to case
managers who demonstrated understanding of their role and job by
initiating needed follow-up. There were also instances in which this did
not occur in a timely and effective manner or not at all.

Case managers should: maintain a current, accurate and complete
primary record to assure adequate coordination and monitoring.

The majority of case management
records contained documentation
verifying that the case manager is
monitoring and tracking the delivery of
services as outlined in the ISP. It is

CASE MANAGEMENT
CND: Can Not Determine N/A Not Applicable Response % Yes

2005
% Yes
2004

30. Was the cm able to describe the
person’s health related needs?

50 Yes
48 Partial

3 No
50% 44%

32. Does the cm record contain
documentation that the case manager is
monitoring and tracking the delivery of
services as outlined in the ISP?

62 Yes
37 Partial

2 No
61% 39%

33. Does the cm provide cm services at
the level needed by this person?

46 Yes
52 Partial

3 No
46% 34%

105. Does the person get along with
the case manager? (74 CND)

27 Yes 100% 100%

106. Does the person find the case
manager helpful? (87 CND)

14 Yes 100% 100%

107. Does the legal guardian find the
case manager helpful? (23 CND, 7 N/A)

58 Yes
8 Partial

5 No
82% 82%

61% have documentation that
the case manager is
monitoring and tracking
the delivery of services.

100 people had an
Individual Plan;

1 did not.

81 received support to
participate in the
planning process.
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also clear that some case managers are not tracking, monitoring or
reporting on the implementation or lack of implementation of the
person’s ISP.

Case managers should: have appropriate expectations of growth
for the person.9

As mentioned earlier, having a positive and strong expectation for
growth is critical for all team members. It is absolutely essential for the
case manager to have a positive “whatever it takes” attitude and project
that as one of the person’s most effective champions. This review
found that 61% of class members had case managers that had an
appropriate expectation of growth for them (36% in 2004).

Case managers should: provide case management at the level
needed by the person

The real issue is whether or not the case manager provides case
management services at the level needed
by the class member. Based on
interviews, documentation and
observation, the answer was “yes” for only
46 class members.

9 This is an expectation of the Community Practice Review and not taken out of the DDSD Waiver Standards.

46% were found to
provide case
management at the
level needed.

77% 75%

87%

36%

60%

22% 24%

12%

56%

38%

1% 1% 1%
7%

2%
0%

25%

50%

75%

100%

1999 N=78 2000 N=89 2001 N=90 2004 N=96 2005 N=101

Yes No Partial

FIVE-YEAR COMPARISON
CASE MANAGER HAS APPROPRIATE GROWTH

EXPECTATION FOR PERSON



2005 Community Practice Review Statewide Report Page 24 of 74
June 23, 2006

DD.. AADDEEQQUUAACCYY OOFF PPLL AANNNNIINNGG AANNDD IIMMPPLLEEMMEENNTTAATTIIOONN

In order to determine the overall adequacy of planning and the adequacy of
subsequent Individual Service Plan (ISP) implementation, the Community Practice
Review looks at multiple components in each of five areas.

1. With a good understanding of the person and his/her history, the
person and invited others identify the person’s likes, dislikes, abilities,
dreams, challenges, resources, preferred lifestyle and desired
outcomes.

2. Through assessments information is obtained that will assist the
individual and his/her team to establish desired outcomes and needed
action steps based on the individual’s strengths and areas of need.

3. Based on the preferences and needs of the person, the team acts
to support the person as needed and to assist him/her to move
towards/acquire their desired outcomes.

4. Based on needs and strengths, the team develops the ISP that will
direct the provision of resources needed to enable the person to live
his/her preferred lifestyle.

5. Team members act to implement the supports and services
identified in the ISP. The person moves towards his/her outcomes.

AASSSSEESSSSMMEENNTTSS

TTHHEE TTEEAAMM

IISSPP

IIMMPPLLEEMMEENNTT
IISSPP
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Assessments are foundational. If the foundation is not solidly built the entire
plan will be inadequate and poorly constructed, if not irrelevant.

The area of assessments, as the numbers illustrate, shows improvement from
last year but continues to be weak overall. It is important to note that
increases on each question were shown by every region.

Teams appeared to consider assessments during the planning process 54%
of the time. Thirty-three people’s teams obtained the needed and relevant
assessments. Assessments that were obtained were seen as “adequate” for
planning for 54 people and were clearly used to influence planning for 55 of
the 101 people.

ASSESSMENTS Response
% Yes
2005

% Yes
2004

57. Did the team consider what
assessments the person needs/would be
relevant to the team’s planning efforts?

55 Yes
44 Partial

2 No
54% 42%

58. Did the team arrange for and obtain
the needed, relevant assessments?

33 Yes
67 Partial

1 No
33% 18%

59. Are the assessments adequate for
planning?

54 Yes
45 Partial

2 No
53% 24%

60. Were the recommendations from
assessments used in planning?

55 Yes
43 Partial

3 No
54% 22%
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22.. TTHHEE PPLLAANNNNIINNGG TTEEAAMM

During the review, the planning team is examined in several ways,
including team performance and membership composition.

Team members must: be involved in planning.

Team membership and composition, like assessments, is a foundation
essential for the development of an effective ISP. Successful support
planning requires the greatest possible involvement of the individual, his
or her family, guardian, friends, case manager, and providers of support,
as well as specialists as indicated by the needs of the person. Every
participant is expected to act by working together and demonstrating a
continuing commitment to learn about the individual and about his or her
current vision, preferred outcomes and circumstances, and to support the
individual in particular ways so those ambitions are realized.

For those reviewed, fifty-six people had an “appropriately constituted
team”. People typically missing were therapists, direct support staff,
guardians and nurses. It is important to note that DDSD requires
therapists (BT’s, OT’s, PT’s, ST’s) to attend ISP meetings in person, via

videoconference or by telephone, yet they
are not consistently complying. More
positively, for twenty-four people (39 were
N/A) there was evidence of consistent
involvement of those team members who
were unable to physically attend the team
meetings.

56 people (56%) had an
“appropriately constituted team”.

24 people (39%) who had
‘missing’ team members had

these members participating in
development of the ISP.
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36%
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Team members must: have an appropriate expectation of growth for
the class member.

One of the important predictors of ISP appropriateness and rigor is embodied
in the question, “Overall, does the team have an appropriate expectation of
growth for this person?” The answer was “yes” for sixty-four of those
reviewed (1 CND). Many of us know that what we believe can happen

dramatically influences our drive and ultimate
accomplishments. This is also true of our expectations
of others. As mentioned earlier, teams should receive
the support they need to be sure that they are
continually elevating their expectations for the
individuals whom they support.

Team members must: know the person well and have adequate input
into the person’s ISP.

Direct support staff play a key, central and daily role in support of the
individual. They work with the person
the most and therefore should be
among the most knowledgeable about
the person’s needs, responses,
preferences and expectations. As
such, they should be actively involved
in the planning process for the
individuals they support.
All too often they are not.

TEAM PROCESS Response % Yes
2005

% Yes
2004

86. Was the person provided the
assistance and support needed to
participate meaningfully in the
planning process? (8 CND)

81 Yes
9 Partial

3 No
87% 70%

113. Is there evidence that the ISP
was reviewed by the team within the
last 6 months? (8 N/A)

91 Yes
2 No 98% 100%

116. Do records or facts exist to
indicate that the team convened
meetings as needed due to changed
circumstances and/or needs? (19 N/A)

62 Yes
20 No 76% 51%

122. Has the person changed
residential/day services in the last
year?

25 Yes
76 No 25% 31%

Á 122a. Was this change planned
by the team? (76 N/A)

21 Yes
3 Partial

1 No
84% 43%

Á 122b. Was this change
appropriate to meet the person’s
needs?
(76 N/A)

20 Yes
4 Partial

1 No
80% 55%

78% (78) of the day staff knew the
person well.

65% (65) had adequate input into
the person’s ISP.

89% (89) of residential staff knew
the person well.

78% (78) had adequate input into
the person’s ISP.

The team had
appropriate

expectations for
growth for 64 (64%)
of those reviewed.
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Teams must: communicate and meet as needed based on the
changing needs of the person.

For 62 class members the team convened meetings as needed due to
changed circumstances and/or needs. For 20 class members they did
not.

There was adequate communication between meetings among team
members for 72 class members. For 29 people communication was only
partially adequate.

Team members must: act to ensure class members receive needed
supports and services.

81 class members (87%) were provided the assistance and support
needed to participate meaningfully in the planning process.

62 class members (76%) had teams that met in accordance with
changing circumstances or needs of the class member.

34 class members (34%) had team members who were following up
on their responsibilities.

Teams must: develop and implement an effective and relevant plan.

The entire team, not just the case manager, carries the responsibility for
the development of an accurate, robust and effective Individual Service
Plan (ISP).

Seventeen class members were identified as participating in a team
process that was adequate for assessing, planning, implementing and
monitoring of services.
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42%

19% 17%

0%

25%

50%

75%

100%

Team Process Adequate for Person
1999 N=78 2000 N=90 2001 N=90

2002 N=89 2004 N=96 2005 N=101

SIX-YEAR COMPARISON
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If there is conflict within the team, effort must be made to build
consensus.

Twenty class member’s teams had or were experiencing conflict. For 11
teams (55%) there was evidence that the team had made effort to build
consensus.

Teams must: aggressively identify and address regression.

For 28 class members there was evidence of physical regression in the
past year. For 18 class members there was evidence of behavioral or
functional regression. For the 36 class members who experienced some
form of regression, 24 (67%) had this issue adequately addressed by
his/her team.

Teams must: proactively plan to ensure smooth and safe
transitions.

Twenty-five class members changed residential/day services during the
past year. For 21 (84%) of these class members, the team planned for
this transition. For 20 (80%) of the class members, this planning was
appropriate to meet the persons needs.
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The 2004 Community Practice Review found three ISPs that were
adequate to meet the needs of the 96 class members reviewed. The
2005 Review identified 21 of 101 class members who have adequate
ISPs. The challenges facing the development and implementation of
adequate ISPs are long standing. Since 1999, the highest number of
ISPs that were found to be adequate has been 34% of the review sample
(2001 Review results).

After the 2004 review, DDSD implemented an ISP rewrite initiative. This
initiative was intended, in part, to update and standardize expectations for
specific sections of the ISP, provide technical assistance and training in
line with these expectations and then, in conjunction with the regional
offices, work with case managers and teams to rewrite ISPs. This was
seen as the first step in a more extensive effort to improve ISPs and as
such began with clarifying expectations and improving the (paper) content
of the ISP. In an effort to explore the effectiveness of this rewrite
initiative, the analysis below attempts to separate out those paper content
components of the ISP from the related process and implementation
components.

Is the person’s Long Term Vision adequate?

The long term vision ultimately sets the direction of the person’s ISP.

Protocol Question 2004
Score

2005
Score

64. Is the long-term vision adequate?
(1 N/A)

24% 50%

29% 33% 34% 29%
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Does the Functional Supports Assessment (FSA) give current and
accurate content for the person’s vision and goals?

Protocol Question 2004
Score

2005
Score

65. Does the FSA give adequate guidance to
achieving the person’s long term vision?

31% 61%

66. Is the FSA used as the basis for goal
development?

32% 58%

Are Goals, Objectives and Strategies in line with the person’s
preferences and needs?

Protocol Question 2004
Score

2005
Score

67. Do the goals include criteria by which the
team can determine when the goal(s) have been
achieved?

11% 45%

68. Are the goals related to achieving the
person’s long term vision?

31% 60%

69. Do the goals address the person’s major
needs?

24% 51%

70. Are the objectives specific and relevant to
assisting the person in achieving his/her goals?

18% 43%

71. Are the strategies sufficient to ensure
consistent implementation of the services
planned?

21% 45%
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58% 61%
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Does the team’s planned approach incorporate
recommendations of others to ensure consistency?

Protocol Question 2004
Score

2005
Score

72. Are the recommendations and/or
objectives of ancillary providers
integrated into the goals, objectives
and strategies of the ISP?

12% 44%

Will staff know how to arrange/acquire needed medical care,
medications and equipment?

Protocol Question 2004
Score

2005
Score

73. Does the ISP contain a specific
crisis plan that meets the person’s
needs?

28%
6 N/A

62%
10 N/A

74. Does the ISP contain specific
arrangements for primary health
(medical) care?

48% 73%

76. Does the ISP reflect how the
person will obtain prescribed
medications?

68% 60%

77. Does the ISP contain a list of
adaptive equipment needed and who
will provide it?

41% 57%

With the one exception marked in red (question 76), the results for
every question regarding the quality of the ISP document itself
improved. The regional office staff and involved teams are to be
commended for their efforts and hard work.

However, as the scores indicate, minimally adequate ISPs have
remained illusive for some class members. It should be noted that not
everyone included in this review was involved in the ISP rewrite
process so some teams have yet to modify ISPs.

The majority of the ISPs continue to be: inadequate or inaccurate
reflections of the class member’s preferences/needs; inadequate
planning documents; inadequate safeguard documents; and/or
inadequate documents from which to evaluate the effectiveness of
resource allocations.
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lack of progress towards outcomes is shared; and action on the part of all
team members in line with needs and joint responsibilities.

The ISP: must contain criteria for measuring progress.

45% of the ISPs contained criteria by which the team can determine
when the goal(s) have been achieved. This information gives
insight into at least one reason why class member’s goals
continue unchanged year after year.

43% of the objectives are specific and relevant to assisting the person
in achieving his/her goals. If what the class member works on
day-to-day is not related to or moving him closer to his goals, the
likelihood of meaningful activity diminishes and the chances for
life wasting increases.

45% of the strategies are sufficient to ensure consistent
implementation of the services planned.

69% of the class members have an ISP that addresses living,
learning/working and social/leisure that correlates with the
person’s desires and capabilities.

Progress Notes: must reflect the status of the goals and services
and the progress the person is making.

Providers (day, residential and ancillary) are to keep records which
indicate what they are working on with each class member and the extent
to which the supports/services/interventions are effective. This
information is needed to provide the team with assurances that needs and
services as identified in the ISP are adequate, accurate and effective.
These progress notes are to be sent to the case manager, who in turn is
responsible for monitoring to ensure services provided are effective. In
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addition, the case manager must use the information from these reports to
inform other team members so modifications, as needed, can be made to
the ISP.

It is not unusual to find that the required progress documentation has not
been provided to the case manager timely or at all. It is also not unusual
to find that the documentation has been provided but not acted upon.
That is, when the documentation reflects months or sometimes years of a
service with no evidence of progress or positive outcomes, frequently, in
spite of the documentation, neither the provider nor the case manager
have taken action to intervene.

47% of the progress notes or other documentation in the case
management record reflected the status of the goals and services
in the key life areas stated in the ISP.

Providers and case managers: must monitor and track the delivery
of services to ensure that they are adequate.

Documentation of the person’s response to interventions enables the
providers, case manager and others to make informed and more accurate
judgments regarding the effectiveness of interventions. In order for teams
to know if the person is progressing from one day or week or month to
another, relevant information regarding the intervention must be gathered
and the person’s response to it recorded.

61% of the case management records contained documentation that
the case manager is monitoring and tracking the delivery of
services…
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Team members must: share and analyze information.

In addition to recording information, team members must share their
observations, data and concerns. Team members must analyze their
collective information in order to accurately form their interventions. It is
ineffective to gather information and then never look at it or attempt to
draw conclusions from it.

40 (51%) class members’ teams convened meetings as needed due
to changed circumstances and/or needs.

Staff must: be trained, knowledgeable and actively supporting the
person.

Protocol Question 2004
Score

2005
Score

81. Were the direct service staff trained on the
implementation of this person’s ISP?

51% 67%

82. Were direct support staff able to describe
their responsibilities in providing daily care
support to the person?

67% 77%

83. Do the progress notes or other
documentation in the case management record
reflect the status of the goals and services of
the key life areas stated in the ISP?

28% 47%
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55.. OOVVEERRAALL LL AADDEEQQUUAACCYY//IINNTTEENNSSIITTYY OOFF TTHHEE IISSPP

As mentioned earlier, the 2004 Community Practice Review found
three of 96 ISPs adequate to meet the needs of the class members
reviewed. The 2005 Review identified 21 of 101 class members that
have adequate ISPs. Overall, the ISP is in serious condition. It is not
an effective planning or coordination tool and does not serve as a
positive vehicle for change.

In recognition of this long standing issue, DDSD is in the process of
changing the ISP format, instructions, standards and training. This is
a very positive initiative. It is hoped that this effort to improve the ISP
will specifically address and positively impact the following issues.

Issue: Lack of focused detail. One of the most consistent themes
appears to be lack of person centered focused detail in the ISP.
Reviewers frequently found issues such as: “Long Term Vision (LTV)
is too broad”; “Objectives not specific or relevant to the person”;
“Goals not specific enough”; and “strategies not available”. Although
obvious efforts, and some successes, have been made since the
2004 Review, there are many individuals who do not have all of the
“pieces” in place that make an accurate and effective ISP.

When the long-term vision (LTV) is written in terms that are too broad,
the goals and strategies to be derived from that vision are also too
broad, sometimes unrelated, and often unattainable. In the instances
when the LTV and broad goal statements are very well written, a lack
of detail in the more focused criteria, strategies and objectives can
effectively halt implementation of what is otherwise a good ISP
document.

Issue: Content not measurable. Another primary issue that has
been identified is measurability. This relates to many parts of the ISP,

including goals and objectives being written so vaguely that teams
can not tell when goals/objectives are achieved. In other cases,
goals, objectives and strategies lack adequate baseline information so
again, it is not possible to measure progress. Although resolution of
this issue may be directly related to increasing the level of detail used
when writing the goals, objectives and strategies there were enough
instances where reviewers noted that accomplishment was not
measurable that it is an issue unto itself. This pertains primarily to the
Long Term Vision (too broad); goals (e.g., lack of specific criteria)
objectives (e.g., not being specific or relevant) and to strategies (not
available).

Issue: Lack of attention to growth and skill-building. Many times
reviewers noted that the ISP “doesn’t address growth”, “lacks clear
language of growth”, “very status quo even though the person has
changed significantly” and “no skill building”. There can be various
reasons for this status quo thinking: poor Long Term Vision
statements; members have little expectation of growth for the person;
the person has experienced poor health; lack of motivation or skills on
the part of staff, etc. Regardless of the cause, teams must enhance
their focus on positive skill building and growth.

Issue: Relationship building, memberships, valued roles and
community inclusion seem to escape the attention of many ISP
teams. The expectations for growth, quality of life and satisfaction
indicators on page 13 show that more work is needed in these areas.
Teams have taken the first step in introducing people into the
community, but they also should focus on individual outcomes such
as: memberships with like-minded people; relationships with people
not paid to be in their lives; that class members play valued roles in
their communities; and have an opportunity to give back to others.
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Issue: The repetition of goals, objectives and general verbiage within the ISP
document, and from one ISP to the next year’s ISP. There are many instances of the
same goal being repeated under each life area or objectives being identical from goal to
goal. The tendency to cut and paste goals from one year to the next implies that teams
are not focused on measuring the effectiveness of supports or interventions or on
positive growth.

Overall, the ISP needs to be made simpler. It needs to be a tool that contains useful
information so it is actually used by the person and his/her team to direct services. The
ISP needs to be used by direct support staff to direct what they do day-to-day.

The ISP must be the document that clearly identifies who is responsible to do what, by
when. All team members, especially direct service providers, should ensure that their
responsibilities, as identified in the ISP, are carried out consistently and timely. Case
managers should monitor and report on implementation of the ISP and initiate needed
interventions when implementation is not occurring in line with stated requirements.

Historical Scoring: Overall Adequacy/Intensity of ISP
Question 2000 2001 2002 2004 2005
Does the person have an ISP that addresses
living, learning/working and social/leisure that
correlates with the person’s desires and
capabilities, in accordance with DOH regulations?

79% 79% 82% 57% 68%

Does the person have an ISP that contains a
functional supports assessment based on a long-
term view?

100% 93% 82% 59% 77%

Does the person receive services and supports
recommended in the ISP?

71% 79% 88% 47% 58%

Does the person have adequate access to and
use of generic services and natural supports?

57% 79% 88% 44% 65%

Is the person adequately integrated into the
community?

64% 79% 82% 32% 53%
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EE.. CCOOMMMMUUNNIITTYY IINNTTEEGGRRAATT IIOONN AANNDD PPAARRTTIICCIIPPAATTIIOONN

In order to understand the extent to which class members are
integrated into and becoming participating members of their
communities, this section must be examined along with the outcomes
and issues identified in the Expectations for Growth, Quality of Life
and Satisfaction section which begins on page 13.

11.. AADDAAPPTTIIVVEE EEQQUUIIPPMMEENNTT AANNDD AAUUGGMMEENNTTAATTIIVVEE CCOOMMMMUUNNIICCAATTIIOONN

“The desired outcome of Assistive Technology services is to maintain,
increase, or improve functional capabilities of individuals in the areas

of communication, mobility, environmental control, cognitive
enhancement, and activities of daily living.”

DDSD Guidelines for the provision of Assistive Technology Services
November 2002

During the review, questions are asked to determine whether
individuals have the equipment they need, whether it is in working
order and whether they have access to needed equipment throughout
their days and evenings and in all environments. Reviewers identified
687 devices (adaptive, assistive and augmentative communication) as
being needed by the individuals in the sample. Of those devices, it
appeared that 600 were available.

The identification of needed adaptive equipment and the actual use
and provision of the equipment has increased overall. This is a
positive step for class members who need these devices. All regions
need to reevaluate how they approach needed assistive technology
since scores decreased, overall, statewide.

During the last review, it appeared that the momentum toward a 24-
hour communication system that had been facilitated by a nationally
recognized consultant and maintained by DDSD/LLCP had stalled.
With the initiation of the Clinical Services Bureau it appears that the
adaptive equipment, assistive technology and augmentative
communication initiative will become reinvigorated which would be
most welcome.

If we expect class members to enjoy a good quality of life, they have
to be: able to communicate and be understood; positioned in a way
that facilitates their health, safety and social interactions; as mobile as
possible; and in control of their environment.

Historical Scoring: Adaptive Equipment/Augmentative Communication

Question 2000 2001 2002 2004 2005
Has the person received all adaptive equipment
needed?

50% 60% 88% 59% 75%

Has the person received all assistive
technology needed?

50% 63% 100% 52% 44%

Has the person received all communication
assessments and services needed?

56% 73% 50% 36% 46%
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22.. MMEEAANNIINNGGFFUULL DDAAYY SSUUPPPPOORRTTSS AANNDD SSEERRVVIICCEESS

Meaningful day services have been identified as a serious and pervasive
problem since 1994. Eleven years later, day services continue to be a
serious and pervasive problem. Most class members face hours and hours
of life wasting as they sit unengaged, or participate in activities that fill time
but are not purposeful.

Meaningful day supports should provide individuals with access to and
participation in activities and functions of community life that are desired
and chosen by the general population. This includes: purposeful and
meaningful work; substantial and sustained opportunity for self
empowerment and personalized relationships; skill development; and
social, educational and community inclusion activities that are directly linked
to the vision, goals and desired personal outcomes documented in the
person’s individual plan. Successful meaningful day supports are
measured, in part, by whether or not the person achieves his/her desired
outcomes.

One method of exploring the effectiveness of day services is to probe
findings in line with specific meaningful day service expectations.10 When
examining the types of purposeful activities class members might be
engaged in during the day, the following was found:

11 (22%) of those recommended for employment are actually engaged
in supported employment that meets minimal expectations as
agreed by the parties.

8 people volunteer in the community (8% of the sample). 92% do
not.

43 (43% of the sample) people have non-paid friends in their life.

10 Expectations as identified by DDSD in their Meaningful Day Definition agreed to as a part of Attachment A.

MEANINGFUL DAY
*1 person did not have day services

Response % Yes
2005

% Yes
2004

37. Did direct service staff receive
training on implementing this person’s
ISP?

75 Yes
23 Partial

2 No
75% 58%

39. Was the direct service staff able to
describe his/her responsibilities in
providing daily care/supports to the
person?

86 Yes
14 Partial 86% 76%

40. Did the direct service staff have
training in the ISP process?

80 Yes
18 Partial

2 No
80% 60%

41. Did the direct services staff have
training on the provider’s complaint
process and on abuse, neglect and
exploitation?

47 Yes
45 Partial

8 No
47% 39%

42. Does the direct service staff have
an appropriate expectation of growth
for this person?

67 Yes
32 Partial

1 No
67% 52%

43. Is the day/employment
environment generally clean, free of
safety hazards and conducive to the
work/activity intended? (14 N/A, 4 CND)

73 Yes
9 Partial 89% 71%

111. Does the person get along with
their day program/employment staff?
(31 CND, 2 N/A)

65 Yes
3 Partial 96% 95%
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27 people have memberships.

54 people play valued roles in their communities.

This data tells us at least two things. First, meaningful day activities are
being provided to some people by some providers. Second, after in
excess of 10 years, meaningful days will not happen for the majority of
class members unless there is significant, informed and sustained
intervention on the part of DDSD.

Fortunately the findings which pertain to direct support staff training,
competencies and perspectives along with environment and process
safeguards demonstrate positive trends. Specifically, there has been solid
improvement from 2004 in staff knowledge, attendance at meetings,
relationships with class members, etc., as the charts on this page
illustrate.
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33.. WWOORRKK//EEMMPPLLOOYYMMEENNTT

Jobs enable us and define who we are.

It has long been recognized that having a job contributes to a person’s self esteem and
how our society defines an individual’s worth. People with disabilities are the most
unemployed and under-employed group of Americans. Most people with disabilities want
to work and be as economically self-sufficient as possible. With appropriate training, job
opportunities and supports, people with developmental disabilities are often model
employees, miss fewer work days than other employees and change jobs less frequently.

People work for many reasons. For some, it provides a sense of self or meaning in one’s
life; for others it is the social context of meeting and associating with others in a common
effort or goal; and for still others, it is the means by which to gain status, either personal or
economic, which allows for choice and discretion in determining one’s “life quality/good
life”. The stated policy of the Developmental Disabilities Supports Division is one of
“Employment First” for people with developmental disabilities in New Mexico. In light of
this policy, which is complimented by employment being a priority for Jackson Class
Members, employment is always a focus for the Community Practice Review.

Each region has demonstrated employment capacity.

In each of the regions there were one or more instances of demonstrated capacity to focus
on the person, develop a coherent plan, provide effective and sustained effort and
advocacy, and to achieve a creative and positive employment outcome. In some cases,

EMPLOYMENT
# of

Yes/No
% Yes
2005

% Yes
2004

124. Has the team, or the reviewer,
recommended a supported employment
assessment for the person?

59 Yes
142 No

58% 82%

125. …does the person need supported
employment?

52 Yes
49 No

51% 53%
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good and innovative practices in employment were evidenced and
could be used by the DDSD as models to promote high quality
employment on a broader scale. For example, there were instances
of people taking control of the career development process and,
through effective self-advocacy, directing the process to a positive
conclusion. One person who historically was seen as having
significant behavior problems and therefore having significant
obstacles to employment physically moved to a different region. One
result of that change is that she found her own job and is now working
with co-worker support. This speaks to the power of positive
expectations. It also speaks to: the need to eliminate preconceived
notions of the employability of the person; the need to consistently
implement people’s career plans; the wisdom of positioning people in
socially integrated settings that allow for networking and co-worker
involvement; and the enabling power of developing true natural
supports in employment.

Historically, a key feature of well designed vocational assessments,
person-centered plans and vocational profiles was creating
opportunities for presence and participation in community life through
valued roles as employees, co-workers, entrepreneurs, etc. Equally
important was the implementation of people’s career plans. This
speaks to both the strengths and weaknesses revealed in this year’s
review.

DDSD’s Employment First Policy has not been implemented and
the importance of employment has not been embraced.

Perhaps the most disturbing trend was a lack of clarity about the
importance of “Employment First” in the lives of people with significant
disabilities. There continues to be a lack of a comprehensive
understanding of employment as a tool for community inclusion,
relationship-building, and opportunities for beginning to shed the client

role and replace that with more enhancing, culturally typical or valued
adult social roles. The lack of understanding is represented by the
assignment of roles such as “coffee drinker” or “mourner”, which are
unlikely to carry the potency needed to positively contradict the stigma
associated with being seen as a client of the human service system.
At best, these examples represent an effort at minimal paper/process
compliance or an early developmental learning stage on the part of
the system. At worst these examples reflect a backlash against
employment, a reform to sameness in the lives of class members, and
potentially, intellectual dishonesty about the true intent of the planning
process.

Class Members’ potential for growth and employment is
underestimated.

Good career planning begins with an accurate picture or vision of the
person’s potential and a concrete commitment to actualize each
person’s dreams, aspirations, and potential for making a contribution.
The review revealed an over-arching issue of underestimating
peoples’ potential for growth. This was especially evident with regard
to employment. Fewer people were seen as potentially benefiting
from employment; fewer people were actually in employment; and for
those who were in employment there was a decrease in the number
of people meeting the most minimal criteria for even being considered
employed.

Over the past few years there has been a significant effort to develop
and test a new person-centered protocol for improving the ISP,
creating more “meaningful days” for class members, and possibly
replacing the vocational profile. The 2005 review revealed the
confusion at the provider level regarding the Division’s position on the
use of this process to improve employment outcomes for class
members. On one hand, there was enthusiasm about the potential of
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streamlining the ISP process and eliminating what was perceived to
be redundant planning requirements for a meaningful day. To some
extent, there was a noted increase in creativity as teams planned for
community integration. On the other hand, addressing employment in
this process was often reduced to a rationalization for not considering
what it would take to support the person to get a job. In some cases
there was hopefulness that the plans could potentially lead to a
positive employment outcome, but the lack of implementation of the
good ideas, dreams and aspirations associated with employment did
not result in improved employment opportunities and outcomes.

The bottom line is that there are fewer class members recommended
for supported employment, fewer class members in supported
employment as recommended, and fewer class members having
access to jobs that meet even the most minimal standards for quality
employment. Of all the areas of focus for the 2005 Review, supported
employment showed the most overall regression.

Historical Scoring: Supported Employment

Question 2000 2001 2002 2004 2005

Need an employment assessment? 64% 100% 88% 82% 58%

Need supported employment? 57% 29% 59% 53% 51%

Receive supported employment assessment? 100% 100% 100% 86% 83%

Assessment conforms to DOH Regulations? 89% 71% 87% 15% 39%

Has a Career Development Plan? 38% 100% 30% 14% 25%

Is supported work in line with requirements? 38% 75% 30% 25% 21%



2005 Community Practice Review Statewide Report Page 47 of 74
June 23, 2006

44.. HHOOMMEE
“He is happiest,

be he king or peasant,
who finds peace in his home.”

Johann Wolfgang von Goethe

Moderate increases were found statewide in the responses to questions
asked of and about staff who support class members at home. Scores in
2004 ranged from 40% to 88%. In 2005 the scores range from 58% to
90%. The largest overall increase (from 60% to 81%) statewide was
question 50, “Did the residential direct service staff have training in the
ISP process?” Overall, the increase for this question was 21%.

For the forty class members for whom significant issues were identified
that pertained to the supports and services received at home, the
following data reflects the nature of some of these issues.

13 people had safety issues identified within their home. These
issues include: homes/bathrooms not being accessible; the
necessity to evacuate physically fragile people through windows;
needing grab bars in the bathroom for safety; inadequate cooling
for people with seizure disorders; and inadequate heating.

11 people had health care follow up issues, which included staff who
were either not following instructions or staff who were not
adequately trained. Examples of issues also included: how to
safely support people during meal times; lack of adequate pain
intervention and/or management; lack of ordered health care
follow up after an urgent care incident; lack of health care follow
up based on identified symptoms; improper medication
administration, etc.

5 people had equipment needs that were not being met including:
communication devices that are not used because the staff are
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not adequately trained; assistive technology needed for ISP goals
that are not available; eating devices/aids that were missing;
mounts for communication device missing so they can not be
used; hoyer lifts that do not fit in the bathroom and therefore
cannot be used for bathing.

3 people had dangerous or incompatible housemates.

As evidenced by the Type of Residence chart on page 9 of this report, the
use of home based services continues to increase. In many cases,
individual class members are now living with family members or
contracted families who provide individually focused and personally
tailored homes. Reviewers saw examples of relationships and
environments which can truly be seen as best practice.

However, as emphasized during the 2004 Review there continues to be
control and quality concerns. Provider agencies are charged with the
responsibility of contracting with home based providers, articulating
expectations and monitoring to ensure compliance. Like last year, issues
were identified for several people living in home based services. Some
issues concern the supports and services received by the individual.
Others concern the support, instruction and follow up provided to the
home based provider.
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HOME
*1 person received Assisted Living services only, so
they were not scored for this section

Response
% Yes
2005

% Yes
2004

46. Did the direct service staff receive
training on implementing this person’s
ISP?

84 Yes
15 Partial

1 No
84% 73%

47. Is the residence safe for
individuals? (void of hazards?) (1 could
not determine – home visit not made)

89 Yes
10 No 90% 88%

49. Was the direct service staff able to
describe his/her responsibilities in
providing daily care/supports to the
person?

88 Yes
12 Partial 88% 79%

50. Did the direct service staff have
training in the ISP process?

81 Yes
17 Partial

2 No
81% 60%

51. Did the direct services staff have
training on the provider’s complaint
process and on abuse, neglect and
exploitation?

58 Yes
38 Partial

4 No
58% 40%

52. Does the direct service staff have
an appropriate expectation of growth
for this person?

68 Yes
31 Partial

1 No
68% 49%

53. Does the person’s home offer a
minimal level of quality of life? (1 CND)

83 Yes
15 Partial

1 No
84% 82%

108. Does the person have adequate
food and drink available? (12 CND)

87 Yes
2 Partial 98% 94%

112. Does the person get along with
the residential provider staff? (16 CND, 1
NA)

83 Yes
1 Partial 99% 95%
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55.. WWEELLLLNNEESSSS

Living a good life in the community, for all of us, is often defined by: who cares
about us and who we care about; whether or not we get to spend quality time with
our friends and loved ones; what roles we play; how we take from/give back to the
community; and what our economic status enables us to do/have. Providing
person-centered supports and services for any group of people includes attention
to ensuring the best possible health so people are able to live the good life.

During the Community Practice Review expectations regarding how
providers/teams work to ensure wellness are probed. Key findings are highlighted
below.

ii.. HHEEAALLTT HH,, MMEEDDIICCAALL AANNDD PPSSYYCCHHIIAATTRRIICC

Staff should know the health related needs of class members in order to
provide informed, competent and effective supports. Questions regarding
individual class member’s health needs are asked of case managers, day
and residential staff as well as guardians. Findings showed:

31% of the class members were found to have team members
who collectively, consistently and accurately describe their
health related needs.

50% of the case managers adequately described the person’s
health-related needs.

60% of the employment/day staff adequately described the
person’s health related need.

63% of the residential direct care staff adequately described the
person’s health-related needs.

A lack of knowledge by many of the people who work with individuals on a
daily basis can place those individuals in real jeopardy.

FIVE-YEAR COMPARISON
TEAM KNOWLEDGE OF PERSON'S HEALTH NEEDS (YES)
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Teams should discuss, plan and take appropriate action on each
person’s health-related needs to ensure pro-active and preventative
interventions as well as appropriate and effective treatment. For 73%
of the class members, the team discussed the person’s health-related
needs. It is critical that teams identify, discuss, plan for, take
appropriate action and follow up in order to aggressively and
effectively anticipate and intervene in health related issues. Many of
the interventions were found to be reactive, not proactive. The
implications of this inadequate reactive approach to health care
intervention are frightening
in terms of its potential
impact on the life and health
of class members.

Needed assessments should be acquired and recommendations
implemented swiftly. Assessments findings were addressed on
page 24 of this report. Those findings are applicable to this section as
well. One of the most pressing health and wellness issues that is
relevant here is the lack of guidelines for teams regarding
preventative exams based on age, gender and family background
(e.g., mammogram, PSA testing, colonoscopy). Consequently, some

of the most effective means
of detecting preventable
cancers are not being
consistently addressed or
requested by teams.

One of the difficult challenges facing teams is people who are tactile
defensive and whose fear of physical touch makes some form of
sedation a possibility when invasive procedures are needed. The
recognition of the person’s fear/resistance by avoiding and postponing
some exams may pose little if any risk to the individual especially if
there are no symptoms or family history to warrant concern.

However, for others, delaying assessments can contribute to
unnecessary and more intrusive treatment or even preventable death.
There appears to be no guidance regarding how to thoughtfully
identify, document and track existing and changing risk factors for
individuals. Teams seem unaware of how to evaluate the degree of
risk and contemplate the implications of not acting. Finally, teams do
not appear to understand what recourse, if any, they have when
doctors refuse to make referrals or guardians refuse to consent to
needed exams.

Nursing involvement, training and oversight is an important
safeguard. Information presented earlier in this report revealed that
56% of the class members ISPs were developed by an appropriately
constituted team. For 44% of the class members, team members that
should have been present were not. Frequently missing team
members were the direct support staff, therapists and nurses. The
implications of teams meeting without those who would know and be
able to describe changes in class member’s health status, coupled
with missing nurses who should be able to recognize signs and
symptoms, is significant and in some cases dangerous to the class
member. Even if information is gathered before or after team
meetings from missing
members, the members
present, and to a greater
extent the missing
members, do not have the
advantage of hearing what
is discussed and probing, as
needed, to determine the
appropriate level of
intervention needed.

Many interventions were found
to be reactive, not proactive.

Frequently team members missing
from IDT meetings were the direct
support staff and nurses. In order
for nurses to perform their oversight

and safeguard role, they must be
informed, present and actively

gathering and interpreting
information/data.

Some of the most effective means
of detecting preventable cancers

are not being consistently
addressed or requested by teams.
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Outside of team meetings, the involvement of nurses in an oversight
and consultant/training role to expand the expertise of direct support
staff and other team members is essential. In order for nurses to
perform their oversight and safeguard role, they must be informed,
present and actively gathering and interpreting information/data.

Clear expectations regarding acceptable standards of health care
practice should be in place, understood and followed.
Specific expectations or criteria
for guiding healthcare
coordination and oversight are
not in place. Most team
members are not health care
professionals so they must rely
on the diligence, knowledge and actions of others to ensure
appropriate interventions. Nevertheless, there are many acceptable
standards of practice that are not and should not be a mystery or be
beyond the purview of teams. Beyond the individual’s teams, there
does not appear to be clear expectations or guidance for nurses to
ensure consistency of practice provider-to-provider or statewide. For
example, the review found:

Á Inconsistent monitoring and reporting of results/implications of lab
values/results.

Á Health care practitioners are not always made aware of all
diagnoses and medications.

Á Inconsistent medication administration and follow up.
o Some individuals are prescribed psychiatric medications

without having an identified Axis I diagnosis.
o There is no apparent follow up to determine effectiveness or

alert to masking of symptoms or illness.

o Some of the medications prescribed are not intended to treat
the diagnosis the person has and there is no justification
given by the prescribing physician.

o Individuals taking psychotropic medications do not always
receive the needed blood work and/or medical testing such as
EKGs;

o Consent for psychotropic medications is not consistently
obtained prior to the medications being administered.

o Psychiatrists are not always informed as to the actual day the
medication prescribed was initiated if there was a delay in
obtaining consent.

o The MAR (Medication Administration Record) does not
consistently include the reason for each medication
prescribed.

o There does not appear to be a system in place to ensure that
medication regimens are regularly reviewed by the IDTs and
the Primary Care Physicians (PCPs), including the use of as
needed (prn) medications and medications prescribed for
short-term use, such as for sleep.

o Effectiveness of prn medications not quantified.
Á Expectations regarding details that should be provided in the tube

feeding instructions/orders are not clear.
Á Some PCPs are not referring individuals to specialists such as

neurologists, internists or psychiatrists to assess for and/or treat
conditions specific to these areas. Teams seem uncertain about
what, if any, recourse they have in these circumstances.

Á High-risk and at-risk issues are not consistently identified and
described so staff behavior, oversight, and interventions can be
appropriate and effective. High-risk issues include medical or
psychiatric conditions that individuals have already experienced,
and at-risk issues include medical or psychiatric conditions that
individuals have a higher propensity to experience.

Expectations or criteria for
guiding healthcare coordination
and oversight are not in place

and/or followed.
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Recognizing signs and
symptoms as a potential

indication that rapid
diagnostic interventions are

needed has not become
standard practice.

Routinely recognizing and reporting signs and symptoms of
changes or declining abilities is critical. Case managers, direct
support staff (day and residential) and guardians were asked about
the person’s health status and whether or not changes in behavior,
ability and sleeping patterns have been noted. In addition, progress
notes, assessments and notes from on-site observations were also
reviewed. Too frequently the review found: a failure to recognize and
report signs and symptoms; a failure to adequately plan and follow up
when there was a decline in the person’s condition/abilities;
inaccurate conclusions that
physical symptoms were
behavioral with little or no
action taken; and overall
inadequate and uninformed
management of
health/psychiatric issues.

Proactive and preventative interventions should be a routine
standard of practice. One of the most troubling observations made
during both the 2004 and 2005 reviews was the failure to recognize
behavior or a change in behavior as a signal of a potential
health/physical problem. As a result of this lack of insight, most
interventions and care are at best reactive, not proactive.
Recognizing signs and symptoms as a potential indication that rapid
diagnostic interventions are needed has not become standard
practice. This, coupled with the finding that 33% of the teams
arranged for and obtain needed and relevant assessments, could
meant the prognosis for people with symptoms of preventable but as
yet undetected illnesses is particularly ominous.

Question Response
% Yes
2005

% Yes
2004

30. Was the case manager able to
describe the person’s health-related
needs?

50 Yes
48 Partial

3 No
50% 44%

38. Was the employment/day direct
service staff able to describe this
person’s health-related needs? (1 person
does not receive day services)

60 Yes
37 Partial

3 No
60% 46%

48. Was the residential direct service
staff able to describe this person’s
health-related needs? (1 person receives
only Assisted Living services and was not scored)

63 Yes
35 Partial

2 No
63% 55%

54. Overall, were the team members
interviewed able to describe the
person’s health-related needs?

31 Yes
68 Partial

2 No
31% 29%

55. Is there evidence that the team
discussed the person’s health-related
issues?

74 Yes
26 Partial

1 No
73% 49%

56. In the opinion of the reviewer, are
the person’s health supports/needs
being adequately addressed?

31 Yes
67 Partial

3 No
31% 20%
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The person’s response
to pain was frequently
seen as ‘acting out’ or

left untreated.

There were instances in which individuals were seen as ‘acting out’
when in fact they were in severe pain. In other cases, the fact that the
person was in pain was recognized but
there was no apparent or effective
intervention. There were also situations
in which an individual coughing during
meal times was still not recognized as a
symptom of probable aspiration/reflux.

For people who have a diagnosis of
aspiration there appears to be no
understanding of the need for a 24-
hour positioning or oral precautions
(e.g., while brushing teeth) plan.

Documentation of objective data should inform teams if agreed
upon interventions are effective. Staff and teams must know,
beyond anecdotal information, if interventions are effective and if the
person is improving, maintaining or regressing. The review found a
significant lack of objective data regarding medical or psychiatric
conditions and/or issues. Without this objective data it is difficult, if
not impossible, to determine if an individual’s medical/psychiatric
condition is better or worse as a result of the implemented treatments
and interventions. For example:
Á There is little documented analysis of the possible precipitating

factors for acute medical issues such as break-through seizures,
psychiatric symptoms, and weakness/gait changes.

Á There is a significant lack of documentation regarding an
individual’s health status from healthcare practitioners included in
the medical records.

Á There does not appear to be guidance regarding the reporting
and documenting of Axis I, II, and III diagnoses to ensure the
medical record is updated, accurate and current.

Health Care Plans should be person specific, current and
effective. For example, Dysphagia care plans11 do not address
precautions needed for activities other than mealtimes. Precautions
in other areas, such as oral care, bedtime, dental appointments,
medication administration, hospitalizations, or community outings are
not addressed. No regularly documented, objective data is kept
regarding the individual’s trigger symptoms of aspiration. This has
resulted in events such as episodes of aspiration pneumonia being
designated as outcome indicators of treatment plans. Pneumonia
should not be the benchmark for aspiration, just as the lack of
pneumonia should not lull staff into believing that people are
aspiration free.

Given the health and wellness issues identified during the 2004 and
2005 reviews, concern has been expressed by some providers that
the resulting focus on health issues will drive the system to create
“medical model institutions” in the community. The underlying concern
of how we identify, address and remediate health care issues without
having health care be the focus of the person’s life is a prominent
issue. Another issue is how to enable providers to engage the health
care professionals they require without having healthcare
professionals to overrun the team, the person and the person’s life.

This report is intended to contribute to the awareness, practice and
resulting outcomes for class member’s quality of life. Providers and
direct support staff are encouraged to act proactively and report
emphatically in all aspects of the individual’s life, including health.

11 Dysphagia care plans are designed for the individual who has difficulty
swallowing. The plan identifies the specific steps trained staff are to take - at all
times - to be sure whatever food or liquid the person is allowed to have (orally or by
tube) goes where it is supposed to go and does not go into the person’s lungs.

24-hour positioning plans and
oral precautions for people at

risk of aspiration are not
consistently in place.
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iiii.. PPOOSSIITTIIVVEE BBEEHHAAVVIIOORRAALL SSUUPPPPOORRTTSS

All results pertaining to behavioral supports, as illustrated by the
scores, demonstrate progress. The increases, statewide, are notable
and everyone working to provide effective, positive behavioral
supports should be pleased with this progress.

It is also noteworthy that the number of people needing behavioral
services has also decreased slightly. In fact, fewer people in this
review need behavioral supports than in the past five years. This is a
positive shift which, it is hoped, is a reflection of at least two things:
more class members are enjoying preferred relationships, accessing a
diverse range of learning opportunities/settings; and more
families/teams have expanded capacity and confidence needed to
address the supports class members need.

In spite of these improved scores, the number of people needing
behavioral services remains curiously high. In the 2005 sample, 60%
of those reviewed were identified as needing behavioral supports.
Some studies suggest the expected range is from 10% to 40%.12

Other studies have found higher ranges, especially for people who
have experienced institutional care.13 As recommended last year,
DDSD should determine why, and the appropriateness of, such a
large percentage of class members being recommended for
behavioral supports.

12 Health, Social and Emotional Well-Being of Adults with Intellectual and
Psychiatric Disabilities, Ruth I. Freedman, Boston University School of Social Work,
Sarah Taub & Giusi Chiri, Human Services Research Institute, AAMR Annual
Meeting, Philadelphia, PA, June 3, 2004, reflected that the prevalence of dual
diagnosis (developmental disability and psychiatric disability/mental disorder) was
given as a range from 10 to 40%, based on a study of 17 states, including 8,501
people, 29% of which had a dual diagnosis.
13 Per Chris Heimerl, DDSD Behavioral Supports Consultant.

The tests for whether or not the person is receiving behavioral
services consistent with his/her needs are: whether or not the person
is experiencing a broad range of preferred environments, activities,
and relationships; whether or not the person’s competency is
increasing; and whether or not the staff are more effective at
preventing and/or addressing challenging behavior. For 71% of the
class members the test was met, for 29% it was not.

For 76% of the applicable class members, the behavioral
assessments which were completed addressed frequency, intensity
and duration of the identified behaviors and added to the team’s
knowledge of what motivates, sustains or changes the person’s
behavior. The assessments also identify the factors that contribute to
the occurrence of challenging behaviors. Those factors may be
environmental, personal, psychological, past abuse, interpersonal or
other internal or external stimuli. For 24% of the class members, the
assessments do not meet this standard.

Also for 76% of the applicable class members, there is a behavior
support plan that builds on the assessment and includes prevention,
long-term change, and when needed, crisis intervention components.
The interventions contained in the plan should seek to enhance the
individual’s quality of life rather than simply reduce the behavior.

73% of the staff have been trained on the behavior support plan
(BSP) and can indicate how the BSP directs their support of the
individual.

Finally, the reviewers determine if the BSP has been adequately
integrated into the ISP. They consider such indicators as: if the class
member’s behavior is changing; if the class member is pursuing
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his/her preferred lifestyle/vision; if staff competency is growing; if the
ISP incorporates information from the BSP in important personal
traits, skills and abilities and refers to behavioral challenges
appropriately; and if the Functional Supports Assessment for all vision
areas contains information from the BSP that supports attainment of
the individual’s vision/goals. For 58% of those requiring behavioral
supports, these indicators are evident and therefore evidence that the

behavioral services are integrated into the ISP.

While the numbers have improved, it is important to remember the
remaining 24% of the sample who still need an adequate behavioral
assessment; the 27% whose staff have not been adequately trained
on their behavioral support plan and the 29% who do not have
behavioral services consistent with his/her needs.

Historical Scoring: Behavioral

Question 2000 2001 2002 2004 2005

Does the person need behavioral services? 64% 71% 76% 64% 60%

Have adequate behavioral assessments been
completed?

89% 100% 85% 64% 76%

Does the person have behavior support plan
developed out of the behavior assessments that
meet the person’s needs?

89% 90% 92% 62% 76%

Have the staff been trained on the behavior
support plan?

67% 78% 92% 54% 73%

Does the person receive behavioral services
consistent with his/her needs?

89% 100% 92% 62% 71%

Are behavioral support services integrated into
the ISP?

89% 67% 38% 31% 58%
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FF.. CCLLAASSSS MMEEMMBBEERRSS IINN NNUURRSSIINNGG HHOOMMEESS

The Joint Stipulation indicates that, “No class member shall be placed
at the Las Vegas Medical Center or an ICF/MR in New Mexico larger
than four beds, a nursing home, or other similar institution subsequent
to the individual’s discharge without prior notice to the plaintiffs and a
reasonable opportunity to challenge the placement as the client’s
representative. This provision shall not prevent a temporary
placement in a medical or mental health emergency, consistent with
state law.”14

At the time of the 2004 Community Practice Review, one class
member in the review sample was in a nursing home. At the time of
the review, this person was found to need immediate attention
because he was in a nursing home with staff who had not been
trained to support his needs. At the status report summary for that
region, the Community Monitor requested a level of care review be
completed because the staff of the nursing home indicated that they
would not and could not meet some of this person’s needs due to
shortage of staff. The Community Monitor also requested that DHI
conduct an abuse/neglect investigation.

This class member has since passed away.

During the 2005 Community Practice Review, another class member
selected for review was found to be in a nursing home. This class
member was tied with another class member (who had no case
manager) for the lowest overall of the 101 people in the 2005 review.

This class member was also found to have special needs, primarily
because he was missing needed assessments. He was also missing

14 Joint Stipulation, IV. Transition of Los Lunas Residents, Section 8, page 9.

meaningful and purposeful day services and opportunities to spend
meaningful time in the community.

The issue of class members being placed in nursing homes must be
addressed consistent with the Joint Stipulation. In the interim, for
those who do reside in nursing homes, the position that DDSD and its
relevant regional offices cannot provide supports, services or
oversight to class members not on the DD Waiver is not acceptable.

As the time of this report, there are at least two class members known
to be in nursing homes.
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The recommendations which follow are intended to compliment other documents such as the: Creating Meaningful Days
Report of May 25, 2001; recommendations from the 2004 Community Practice Review; and Addendum A. The
recommendations contained in those documents are assumed and incorporated, but will not be repeated here.

I. Health and Wellness

Recommendation #1: DDSD will require IDT’s to ensure class members have:

1.1. had age appropriate preventative health care screenings and if not, what the best intervention strategy will be
for each person;

1.2. identified high-risk (medical or psychiatric conditions that individuals have already experienced) and/or at-risk
issues (medical or psychiatric conditions that individuals have a higher propensity to experience) and if so, what
the best interventions strategies are/will be for each person. For those who have not had their risk
assessed/identified, it should be completed where appropriate, with ensuing guidance to staff.

1.3. team members who are on alert for, identify, routinely report and assertively follow up on signs and symptoms of
declining abilities and/or unhealthy change in class members. Proactive health care interventions must be
initiated so that health care interventions are preventative as well as curative in nature.

1.4. for those requiring it, Dysphagia plans that, in addition to mealtimes, address precautions needed 24 hours a
day and for activities other than mealtimes such as positioning after mealtimes, oral care, bedtime, dental
appointments, medication administration, hospitalizations, during seizures, or community outings.

1.5. staff who act on signs and symptoms which require further diagnostic testing but for whom this has not been
done or for whom referrals/tests have been refused by physicians, guardians or teams. Determination of risk
should be made and alternative interventions considered and acted upon.

1.6. staff who are aware of the signs and symptoms of pain, staff who aggressively act to identify the cause and
manage pain to the maximum extent possible.

IIVV.. RREECCOOMMMMEENNDDAATTIIOONNSS
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Recommendation #2: DDSD will establish clear expectations, provide comprehensive training and enforce acceptable
standards of health care practice.

2.1 Objective data regarding medical or psychiatric conditions and/or issues must be maintained and reported. This
data must be designed so that it informs the team and health care professionals if an individual’s
medical/psychiatric condition is better or worse as a result of the treatments and interventions implemented.

2.2 Adequate documentation from health care practitioners regarding the person’s health status including complex
physical symptoms/findings should be routinely available. Physicians need to provide a complete list of active
health problems, current diagnosis with accompanying reasoning for the recommended intervention(s) vs. other
options and follow up required. If doctors are refusing to provide this information, others within DOH/DOH
Contractors may need to facilitate resolution.

2.3 Teams need clear guidance regarding proactive response when PCPs refuse to refer individuals to specialists
for diagnosis/treatment of conditions specific to specialty areas (e.g., neurology, psychiatry, gastroenterology, etc.)

2.4 Clear expectations regarding the involvement of nurses in an oversight and consultative/training role should be
developed, implemented and enforced.

2.5 Specific criteria should be in place to guide health care coordination so there are consistent expectations
regarding factors including: monitoring lab values; ensuring that all healthcare practitioners are aware of all
diagnoses and medications; etc.

2.6 A system should be developed, implemented and enforced to ensure blood work and/or medical testing are
being regularly obtained for individuals taking psychotropic medications.

2.7 A system should be developed, implemented and enforced to ensure medication regimens and timelines are
regularly reviewed by the IDTs and the PCPs, including the use of PRN medications and medications prescribed
for short-term use.
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2.8. Guidelines should be developed, implemented and enforced so IDT’s/PCPs routinely determination the efficacy
of programmatic interventions/strategies and treatment. Timely follow up and clear documentation should
indicate if assessments and treatment are resulting in the desired results.

2.9. Guidance should be developed, implemented and enforced for individuals experiencing sleep problems who are
being maintained on sleep medications for long periods of time should receive sleep assessments to determine
if they do, in fact, have a sleep disorder or if sleep irregularity is a symptom of some other problem or a side effect
of another medication they are taking.

2.10. Guidance should be developed, implemented and enforced for identifying individuals who are being restrained
for dental treatment (including the use of a papoose board). These guidelines should include the use of a Human
Rights Committee to review proposed restraints prior to their implementation. The purpose of this review should be,
in part, to determine if the use of restraints is appropriate or if less restrictive methods can be used and to develop
methods for reducing or eliminating the needs for restraints altogether.

2.11. Most care plans are generic in nature and identify “monitoring” as an intervention without specific criteria. Guidance
should be developed, implemented and enforced so ‘monitoring’ expectations are made clear such as: specific
criteria including who is to monitor; how often the issues should be monitored; what is to be documented and how
often; who is designated to review the data in the documentation; and what changes in circumstances would
warrant a review of the interventions.

Care plans should lend themselves to the collection of objective data to determine if the interventions are effective
so that teams know from the documentation if an individual is better or worse (See 2.8).

2.12. Individuals who are taking psychiatric medications without having an identified psychiatric diagnoses
(Axis I) should be reviewed to determine appropriateness and effectiveness of the medications offered.

2.13. Individuals using psychotropic medications not indicated for the listed psychiatric diagnosis should be
reviewed to determine the appropriateness and effectiveness of the medications offered. Physicians should be
required to provide clear justification for the use of the medications they prescribe.

2.14. Guidelines should be developed, implemented and enforced which defines specific criteria for the documentation
by day and residential staff for medical and psychiatric/behavioral issues.
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2.15. Guidelines should be developed which require (AIMS) testing at least quarterly so staff know what medications
require such testing.

II. Improving Days/Improving Lives

Recommendation #3: Interdisciplinary team consultations should become routinely available to enable teams to
speak directly with topical experts (e.g., health, day, employment, nurses, etc.) about individual and systemic issues and
barriers they face. Part of the agenda should be set by the team and part by DDSD. Relevant and pressing issues should
be specifically and practically addressed.

Recommendation #4: Outcomes-based person-centered training will be developed and provided regularly, which
assumes a positive expectation of growth and results in acquiring purposeful days and lives for individuals receiving
supports and services.

4.1. This training should be provided to: case management and provider leadership, administrators, mid-level
management, case managers, ancillary providers and direct support staff.

4.2. Training and ongoing support on how to connect individuals to their communities in ways that result in the
accomplishment of outcomes (as identified in #5 below) should be provided regularly for direct support staff, mid-
level management, therapists and others.

4.3. Training for provider fiscal staff and others should be developed and regularly provided on rates, billing and
funding so financial incentives built into integrated supports are known, sought and accurately claimed.

Recommendation #5: Documentation of valued roles, memberships and community integration should become part of the
regular and routine planning process. Teams should specifically identify:

5.1. what memberships each person has, how often he/she participates in those memberships and how they might be
expanded in a way that is meaningful to the person;

5.2. what valued roles the person plays in the community, how often he/she participates in those valued roles and
how they might be expanded in a way that is meaningful to the person and his/her community;
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5.3. the frequency, duration and quality of the instances in which the person experiences social exchanges and
is integrated into the community and the nature and quality of these opportunities. The team should further
identify what is being learned about the person as a result of these opportunities and how these purposeful
activities might be expanded and/or made more meaningful.

5.4. what relationships (paid and non-paid) are important to the person, how often he/she spends time with those
people, how the class member gives back to them and how the person’s network of relationships (especially non-
paid) can be expanded or made more meaningful.

5.5. how the person spends each day, including weekends. Teams should know how many minutes the person is
engaged in meaningful and purposeful activities each day and compare it to the minutes the person is sitting, waiting,
eating or participating in activities that are not purposeful and not leading to the person’s preferred outcomes. Based
on this information, the team should modify the person’s day as needed.

Recommendation #6: The regional office, providers and case management agencies should identify a focus of
responsibility within their agency to review these plans to ensure compliance with DDSD meaningful day/employment
criteria and timelines.

Recommendation #7: Based on the analysis of the individual’s level of engagement, each team should identify
outcomes, enhance the person’s daily schedule and implement needed supports to ensure the accomplishment of
meaningful and purposeful days/lives/outcomes.

Recommendation #8: Objective data should be kept, reported to the team and trends identified. Based on this
information, the team should determine the efficacy of the plan and the extent to which it has improved how the person
spends the minutes of his/her day and resulted in the accomplishment of desired outcomes.

Recommendation #9: Providers and case managers should be held accountable for monitoring, reporting and
initiating needed action to modify interventions as needed.

Recommendation #10: Regional office staff, case managers and providers should identify individuals for whom
community integration and meaningful outcomes have been difficult to identify and/or accomplish. In consultation
with the meaningful day consultant and DDSD Meaningful Day staff, the teams that support these individuals should receive
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the coaching and assistance needed to profile the person’s current life (in terms of the issues identified in #5 above, at
least) and design and implement needed changes. This level of intensive assistance should result in meaningful life for a
sample of people from each region and inform the system regarding needed changes or enhancements.

Recommendation #11: In light of the new meaningful day definition and expectations, DDSD/Regional Offices in
conjunction with providers should review and revise as necessary the roles and responsibilities associated with the
supervisors and program managers responsible for day supports and services. The program manager should hold
supervisors accountable for the accomplishment of outcomes and the offering of needed opportunities in line with those
outcomes.

Recommendation #12: Provider and case management performance based contracts should incorporate staff
expectations as well as individual outcome projections. These contracts should be enforced, good practice recognized
and lack of successful performance analyzed and remedied.

Recommendation #13: Reimbursement rates for segregated day services should be frozen at the 2005 FY rates.
DDSD, its stakeholders, and HSD/Mad shall work collaboratively to determine improved financial incentives for inclusive
services.

Recommendation #14: Reimbursement rates for integrated, interactive, purposeful and outcome based community
day supports should be enhanced so financial incentives match DDSD’s preference for meaningful days/life. Incentives
should be greater and the process should be easier when integrated, meaningful, purposeful community/work activities are
chosen.

III. ISP

Given the process underway to revise the ISP guidelines and standards, additional recommendations have been made
directly to DDSD.

Recommendation #15: ISPs must be effective and team members must know if they are or are not. Documentation
of interventions to determine if services/interventions are accomplishing the intended outcomes must be required,
maintained, reported and used to improve practice.
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Recommendation #16: Contracted therapists, nurses and other ancillary providers should have articulated
performance expectations within their contracts regarding their participation in and responsibilities resulting from the ISP.

16.1. Nurses, therapists and other ancillary providers should be required to attend basic ISP training so they
understand and perform their expectations in line with DDSD requirements.

16.2. Nurses, therapists and other ancillary providers should be required to provide regular training for direct
supports staff, and should also provide oversight of interventions and supports needed from their specialty area to
enable the accomplishment of implementation of relevant outcomes identified for the person in the ISP.

Recommendation #17: Providers must be held accountable for providing effective services in line with the ISP just
as case managers must be held accountable for monitoring and reporting when those services are not provided as planned
and/or when those services are not effective.

Recommendation #18: When a person changes providers, copies of all relevant and historical records should be
given to the new provider before the individual moves to the new provider.

IV. Class Members in Nursing Homes

Recommendation #19: As long as Jackson Class Members are allowed to be placed in nursing homes, prior to the
placement of a Jackson Class Member in a nursing home:

19.1. There must be evidence that the team has marshaled all available resources in an effort to stabilize and
appropriately support the person in his/her home.

19.2. A Specialized Services Plan/Plan of Care/ISP should be developed to ensure a smooth, safe transition and the
ongoing continuation of needed services while in the nursing home. The plan should specifically outline the
responsibilities of both the nursing home and DDSD. It will also address and ensure that needed equipment is
transferred with the person, needed therapy continues in line with the person’s needs, needed GERD/aspiration
interventions continue; etc.

19.3. Technical assistance should be provided by Regional Office staff, therapists, nursing staff, etc. to nursing home staff
as needed to ensure that appropriate daily activities and interventions continue to occur.



2005 Community Practice Review Statewide Report Page 65 of 74
June 23, 2006

19.4. The regional office should appoint an individual to act as this person’s case manager.

19.4.1. This person should carry out the duties required of a Jackson Class Member’s Independent Case
Manager and will actively participate in and directly influence the content and daily implementation of the
plan of care.

19.4.2. This case manager will also provide routine and regular monitoring to ensure that needed supports and
services are provided in line with the class members needs.

19.5. Inability on the part of the nursing home or the lack of a requirement of the nursing home to provide a specific
service should not be a valid reason to discontinue needed services.

19.6. Prior to the termination of a needed service, the DDSD/DOH shall file notice to the parties and the monitors. If
needed services are being waived by a guardian, notice should be filed with DOH. Notice should include the
justification and risks associated with the termination of the identified service.

19.7. Deaths of Jackson Class Members while in nursing homes should be reviewed by the Mortality Review
Committee in line with the requirements for other Jackson Class Members.
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The following charts provide additional detail in the disengagement areas of Individual Service Planning, Supported
Employment and Behavior. The reader will find charts depicting scoring statewide and by region for the years 1997
through 2005.
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