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A Care Home's Staff Perspectives on Person-Centered Culture Change

https://www.youtube.com/watch?v=mGWiPeHTYBs



Presenter
Presentation Notes
(Videos to be shown while people are coming into the room.)
Care home staff discuss their perspectives on care before and after person-centered culture change in the care home where they work.
The notion of working in silos is mentioned. Can you see how silo working might prevent our best person-centered efforts at providing the best care possible for the people we support?
What else did you notice? What resonated with you?

https://www.youtube.com/watch?v=mGWiPeHTYBs

Jeff’s Story — A Personal Perspective

https://www.youtube.com/watch?v=LiTcUi5K6Mc&t=2s



Presenter
Presentation Notes
This clip is about a young man and his journey through person-centered practices to be able to live independently. 
7 mins
Talking points: Although the story is about CDCS, it is the concepts of person-centered practice that gave Jeff the opportunity to live on his own in the way he always wanted to. It took time and many people to help creatively figure out a plan and support Jeff in that plan.
They mention the notion of risk and how many people doubted Jeff’s dream of living independently would be realized without risks and danger.
What did you notice? What resonated with you?  

https://www.youtube.com/watch?v=LiTcUi5K6Mc&t=2s
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Presenter
Presentation Notes
(5 mins) 
We appreciate your commitment to this day and promise to offer you our best efforts in return.  
Have trainers introduce themselves including their credentials and background in the field.

Housekeeping: location of toilets and emergency exits (if needed), any other mentions specific to the venue

We are very excited to spend today with you talking about person-centered support planning practices. This training was put together in response to requests for DHS to help counties get better results in the Lead Agency Reviews. There were 4 departments of DHS that collaborated to create this new training (Lead Agency review, MnCHOICES, case management and Community Supports) and this is our third presentation. So we will be grateful for your feedback to help us continue to develop it for future sessions.



Objectives

e Be familiar with the Person-Centered, Informed Choice and Transition Protocol
e Learn and use resources to assist person-centered practices

e Understand how MnCHOICES supports person-centered practices

e Hearhow other counties are implementing person-centered practices

e Collect ideas for implementing person-centered practices in your work

e Gain confidence in implementing strategies to successfully evidence person-centered
support planning

e Understand what is needed for a successful Lead Agency Review

e Have a sense that this was time well-spent


Presenter
Presentation Notes
(5 mins)
Ask: We’d like to hear what you would like to gain from today. What is going to make today valuable for your time?
Elicit points and either reassure that we will cover their need, direct them to other sources of information, or place the need on the Parking Lot.
Once a fair number of responses have been gathered.
Here’s what we hope to accomplish today.

Be familiar with the Person-Centered, Informed Choice and Transition Protocol- we will be going through this document shortly so you WILL be more familiar with it.
Learn and use resources to assist person-centered practices – we will hear about many different concepts and will be using resources with case documentation to help us with this.
Understand how MnCHOICES supports person-centered practices – Amy will be talking about this with you shortly.
Hear how other counties are implementing person-centered practices – Lea will tell you about these.
Collect ideas for implementing person-centered practices in your work – we will give you time to think today about ideas you might like to take further action on.
Gain confidence in implementing strategies to successfully evidence person-centered support planning – this is what today is all about, so I hope you will feel more confident with this after today.
Understand what is needed for a successful Lead Agency Review – I’m quite confident this will be much clearer to you after today.
Have a sense that this was time well-spent.

Ask: Is there anything else you’d like to hear about today that isn’t here?


Today’s Agenda

* Intros and Overview

 Why Person-Centered?

 What does it take to be person-centered?

* The Person-Centered, Informed Choice and Transition Protocol
* Break time

e Case story, You Do the Review and Action Planning
e Lunch

e Support Planning documentation

e Break time

* Transition Planning - My Move Plan Summary

* Resources

* Close and Evaluations



Ground Rules

 Cell phones/laptops off/on vibrate until breaks

e Respect all speakers with silent listening

e Keep small group discussions audible for your small group
e Address whole room when sharing

* Take care of your comfort as needed

e Start on time, end on time

Help monitor and stick to time

Share honestly, with respect for other’s opinions and experiences; share what you’re comfortable
sharing

Ensure equitable conversations — take turns, curb enthusiasm, invite everyone to share

Please use the microphone (where available) so that everyone can hear your input

e Other ground rules for consideration?



Why Person-
Centered?


Presenter
Presentation Notes
[20 mins total section time]


Changing to a Person-Centered Focus

* From focus on health and safety, programs and services

e To supported decision-making, addressing risk and choice customized to the
person’s preferences

Person
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Presentation Notes
(2 mins)
Historically, the focus of supporting people with disabilities has been on safeguarding their health and safety, and on matching people to the programs within our system, also known as a system focus.  
The focus on health and safety put the power in our systems and represents power OVER a person rather than a person-centered approach which practices power WITH the person (empowerment) and which puts the power with the person being supported.


Changing to a Person-Centered Focus

* From focus on health and safety, programs and services

e To supported decision-making, addressing risk and choice customized to the

person’s preferences
System

\Person

P,
’og /'e ’77
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Presentation Notes
Today, the focus is shifting to a more person-centered approach with supported decision making and addressing the dignity of risk and personal choice based on the person’s preferences. This is known as person-focused.
Acting in a person-centered way does not diminish or exclude a focus on health and safety, but rather aims to strike a balance between the person’s health and safety needs with other personal values and preferences. 


Policy

e To ensure all people living with
disabilities have the right to make
choices and to live in the most
integrated setting of their choice

* MN’s Olmstead Plan
e Federal HCBS Rules
 MIN Statute 245D



Presenter
Presentation Notes
(2 mins)
Minnesota’s Olmstead Plan, first introduced in 2015 and updated in 2017, is a broad series of key activities to ensure Minnesotans with disabilities are living, learning, working, and enjoying life in the most integrated setting of their choice. 
There are Federal rules supporting person-centeredness as well such as the Home and Community-Based Services Rule which ensures that individual receiving long-term services and supports though home and community-based service programs have full access to the benefits of community living and the opportunity to receive services in the most integrated setting appropriate for them.
Minnesota Statute 245D establishes licensing standards that ensure and protect the health, safety and rights of people who receive service, focusing on  requirements for home and community-based services providers.

All of these policies can trace back to the Americans with Disabilities Act of 1990 which prohibits discrimination against individuals with disabilities in all areas of public life.

Olmstead Plan- Minnesota is moving towards its vision of people with disabilities living, learning, working, and enjoying life in the most integrated of settings. This means people with disabilities can build or maintain relationships with their family and friends, live more independently, work in our communities, and participate in community life. In other words, people with disabilities lead lives that are meaningful to them. Minnesota's Olmstead Plan is how we will achieve this vision. It is about creating more opportunities and choice for people with disabilities, not about limiting options and choices. Minnesota's Olmstead Plan was first introduced on November 1, 2013 and was recently updated in 2017. 
Minnesota’s Olmstead Plan focuses on setting measurable goals in 13 topic areas in order to:
1) Increase opportunities for people with disabilities to receive services that best meet their individual needs in the most integrated setting.
2) Improve service delivery to promote a better quality of life
Along with having measurable goals comes requirements to report progress on these goals. DHS is required to report back to the Olmstead Implementation Office on specific data points from the Olmstead Plan. The Olmstead Implementation Office (OIO) works to make sure that the Plan’s vision, goals and time-specific tasks are achieved.
 
CMS HCBS Settings Rule-The Centers for Medicare & Medicaid Services (CMS) issued an HCBS rule that among other things, includes criteria for person-centered planning processes and individual person-centered plans.
In this final rule, CMS specifies that service planning for people in Medicaid HCBS programs must be developed through a person-centered planning process.
The rule describes the minimum requirements for person-centered plans developed through this process, including that the process results in a person-centered support plan with individually identified goals and preferences. The planning process, and the resulting person-centered service plan, will assist the individual in achieving personally defined outcomes in the most integrated community setting, ensure delivery of services in a manner that reflects personal preferences and choices, and contribute to the assurance of health and welfare.
As a part of the CMS HCBS Settings Rule, DHS must report back to CMS compliance on a variety of requirements. 



5 Valued Experiences

 Expanding Personal relationships
e Contributing to the community
 Making choices and having positive control over their life

 Being treated with dignity and respect and having a valued
social role

e Sharing ordinary places and activities
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(1 min)
All of these efforts support the broad term of person-centered thinking, a way of being rather than a checklist of specific activities we must do to be considered “person-centered”.  The University of Minnesota’s Institute for Community Integration (ICI) has partnered with DHS to help deliver Person-Centered Training.  They also work with organizations on longer-term culture change in becoming person-centered organizations as part of the Person-Centered Organization training. Organizations are supported in a variety of practices and changes to support an entire system change toward more person-centered practices. These are just some of the efforts that support the desirable outcomes we want people living with disabilities to have. The Learning Community highlights person-centered thinking as “respectful listening” which leads to actions, resulting in people who:
have positive control over the life they desire and find satisfying;
Are recognized and valued for their contributions to the community and
Are supported in a web of relationships (both natural and paid) within their communities.

Additionally he talks about the 5 valued experiences that need to be offered in a person-centered approach.  These are cited in the Person Centered, Informed Choice, Transition Protocol and include:
* Expanding personal relationship
* Contributing to the community – not just having presence
* Making choices and having positive control over their life
* Being treated with dignity and respect and having a valued social role
* Sharing ordinary places and activities


Lead Agency Review

* Review process

e Person-Centered, Informed Choice and
Transition Protocol

e Remediation beginning January 2018
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(3 mins)
Another reason for learning person-centered practices is that it is now required of the lead agency review.
How many of you are familiar with the lead agency review process? The goal of the Lead Agency Review is to determine how Minnesota’s Home and Community-Based Service (HCBS) programs are operating and meeting the needs of the people they serve. This evaluation process includes assuring compliance by counties and tribes in the administration of HCBS programs, a discussion of key performance measures, identifying best practices to promote collaboration, and obtaining feedback about DHS resources for improvement opportunities.

During a review, DHS’s Lead Agency review team will examine:
Individual case files;
Data on individuals that are served, including program utilization and efficiency;
Feedback from Case managers, assessors, providers and supervisors;
Lead agency organizational structure, support and administration;
And previous lead agency reviews.

How many of you are familiar with the Person-Centered, Informed Choice and Transition Protocol? 
The protocol were established in 2016 and sets out the essential elements for meeting Minnesota’s Olmstead Plan obligations resulting from the Jensen Settlement Agreement to establish choice and integration for people living with disabilities.  The Person-Centered, Informed Choice and Transition Protocol document provides guidance for support planners as to what is good practice and what is expected.  It cam be found on the DHS website and was revised in 2017 as DHS learns from experience using the protocol and in order to keep current with best practices in the field regarding person-centered practices. 

In order to successfully pass a Lead Agency Review, all protocol must be evidenced.  Following a full year of giving review feedback to lead agencies on evidence of the person-centered, informed choice and transition protocol, corrective action and remediation will be required as of January 2018 for failure to provide this evidence.  This will mean time being required to rectifying missing items in documentation or in changing practices to ensure person-centered practices. Although the protocol are intended to provide guidance and accountability for person-centered practices, it cannot be overstated that a person-centered system is based on a philosophy and goes far beyond documentation in files or written plans. Person-centered is not something we do, but rather how we are. Our ultimate goal is to help support better lives.

This training, along with a variety of tools and resources, are provided to help counties successfully implement the protocol and satisfy the Lead Agency Review. 
We will be using the protocol shortly for some activities we’ll be doing.




To Help Support Better Lives

e Click the video link in presentation mode
https://www.youtube.com/watch?v=sQDypbjal20
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(10 mins)
Of course the main reason why being person-centered is important, is because it’s what drives everyone here to do what they do – to help make better lives for the people we support. Here’s a video on the benefits of person-centered planning. 
Click the link (in presentation mode) to see the video.
What observations or thoughts do you have after seeing those perspectives on person-centered planning?


https://www.youtube.com/watch?v=sQDypbjal2o

What Does it
Take?


Presenter
Presentation Notes
[8 mins section total]
So what does it take to continue our person-centered practices and development?


Three Levels of Change



Presenter
Presentation Notes
(2 min)
Working in person-centered ways requires changes at all levels – individual, organization and system and is a process, not a destination. So ongoing efforts are needed in each of these levels. Everyone here today has some span of control. As individuals we can each find at least one thing from today to help make our own person-centered work easier.  

If you are able to share today’s learnings with your team, group, division, etc. you will have an extra level of support in your person-centered journey and will be contributing to organizational change.  

And if you are fortunate enough to be from one of the counties involved in person-centered organizational change, you will have even more support in the forms of training, skills and resources to help make your journey sustainable. For those of you who may be interested, we have a link to an assessment tool in our Resources section at the end of this PowerPoint which allows you to assess your organization on its person-centered practices.

A system change is something that includes our culture, laws and general ways of working in this field.  Each of our person-centered efforts contribute toward system change. Whichever level your change is happening at, it is part of a journey that takes time and effort.  

Today’s training will help give you ideas and examples of how to build your person-centered network to help sustain your efforts. The challenge to everyone is to find ways to expand your opportunities for using and sharing person-centered practices with others – at home, with friends, in the workplace around supervisor/work/development conversations, etc. As with anything new – language, routines, learning, the more we use it the better we learn it and the more likely we are to embed it.


The Person-Centered Journey

Tools and Resources

The Basics

erson-Centered Skil
Person-Centered Practices
n Support Planning Trainin

Usi

Reinforcement

Monthly Support Planning Professionals
Learning Community webinars
Conferences

Learning with others by doing

Communities of Practice

— Sharing practices with Staff
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(5 mins)
By a show of hands, how many people here today would say you are person-centered and use person-centered practices?
OK!  We can go home because we’re good to go!
We acknowledge that you are all dedicated, competent professionals who care deeply for the people you serve and who have likely already been working in person-centered ways. We also know that our transition to person-centered practices involves systems change that takes much time and is a journey, not a destination that we arrive at and are finished developing. When we speak about person-centered practices today, we acknowledge that we all use good person-centered practices already and that the transition journey is long and never-ending. Therefore, this training does not intend to tell you how to do your jobs or to criticize the way in which you are professionals. 

There are many efforts supporting person-centered practices. Today’s training is part of part of the person-centered basics (click), focusing on how the person-centered protocol can be evidenced in your work practices.  This nuts and bolts training is like the tip of the iceberg and is part of a regional effort to help support professionals understand what is needed in support documentation for a successful Lead Agency Review. Today we will draw connections between specific person-centered concepts and the protocol items we are focusing on today. 
Many of you will be familiar with the 2-day Person-Centered Thinking and Person-Centered Planning (Picture of a Life) training that is offered throughout the state. That training is being offered as the result of a partnership between DHS and the University of Minnesota’s Institute for Community Involvement (or ICI). 
Ask: How many of you have participated in the Person-Centered Thinking training?  And how many have participated in the Person-Centered Planning (Picture of a Life)? (Response: That’s great to see that some of you have participated in those and will be able to share with us today.) For those of you who are interested in participating in this training, see the University of Minnesota’s website and search for person-centered training. Please note there are other organizations offering person-centered training in Minnesota.
You can also contact certified Person-Centered Thinking trainers through a group called The Learning Community. 
These efforts are just the tip of the iceberg in terms of helping us put person-centered approaches into practice. 

Reinforcement is where person-centered concepts and tools begin to take root (click).  In speaking with counties who are working on person-centered system changes, they all say that the more you practice and use the resources, the more likely they are to become part of a regular way of working, rather than something to add to your work routine.  DHS hosts monthly webinars for Support Planning Professionals as part of a Learning Community to reinforce person-centered practices.  For more information see the Disability Services Division link for training which is linked on this slide. Reinforcement helps us build a stronger base for applying person-centered practices.

Of course learning and trying out practices are only the beginning to embedding person-centered practices in our routines and making a solid foundation for person-centered practice. Think about anything else you have learned that was new to you – a new language, using a new technology, etc. It takes more than just being introduced to the new practice and using it a few times.  We don’t fully adopt and embed the new skill until we have used and adapted it with the support of others who also use the practice. That is represented by the wide foundation to our pyramid in this graphic.  Learning with others (click) can be a very powerful action to sustain person-centered practices.  Today’s format of the small group work is designed to give you ideas of ways you can work with your peers, teams, and others working toward person-centered practices.  Of course you will each have different numbers of individuals to work with and differing spans of control over what changes you can implement, but our hope is that each of you walk away from today with at least one helpful idea to bring back to your workplace to support you in person-centered practices and to make your work easier.  Dakota County and DHS host a monthly Community of Practice for Support Planners that also serves to support person-centered practices by sharing with others the practical realities of embedding these practices in our daily work habits. 
(in appropriate locations) Ask: How many have been to this Community of Practice?
DHS will coordinate future regional meetings with the RRSs to help create and establish local communities of practice on person-centered practices in other counties where there is an interest.  Lead agencies and providers will be invited to share experiences, work through challenging issues, and recognize/celebrate success. The RRSs will coordinate the dates and locations of the regional meetings, as well as participate.  DHS staff with person-centered practice expertise will help facilitate these local groups.
The University of Minnesota’s Institute for Community Integration (ICI) also work with organizations on longer-term culture change in becoming person-centered organizations as part of the Person-Centered Organization training. Organizations are supported in a variety of practices and changes to support an entire system change toward more person-centered practices in the vein of learning with others by doing. 

All of these efforts help support person-centered practices across the state of Minnesota. Today’s training isn’t going to give you every resource you need to magically move yourself or someone to a more person-centered place.  We will look at resources and address issues to help support you where you are in your person-centered journey and give you suggestions for reinforcement and sustainable actions to continue your practice.  
Today, please take what is useful to you and grow and share it; and leave what is not helpful to you in your work practices.   




http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=ID_007128
http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=ID_007128
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Presenter
Presentation Notes
(1 min)
We know how overwhelming much of your work is and so today we offer you the gift of time to take a step back from the work to think about the ways in which you work.  Often times this is the key for people discovering new insights that can help them change their practices. Person-centeredness isn’t something we DO, it’s something we ARE! Although today’s training is focused on support plans reflecting person-centered practices, our ultimate goal is to help people get better lives, not better plans. We hope you find the time to reflect on your work today beneficial.
Another gift today is that of the other participants in this room.  With so much knowledge, experience and skills, we’ve no doubt that each of you will benefit from the network of others in situations similar to you.  Today’s activities have been designed to tap into that knowledge and experience in the room so enjoy the learning connections!


The Person-Centered,
Informed Choice and
Transition Protocol


Presenter
Presentation Notes
[40 mins total section time] Now let’s take a look at the Person-Centered, Informed Choice and Transition Protocol.  How many of you have taken a look at the Person-Centered Protocol? For those of you who may not have seen the document, it can be found on the DHS website. We have included copies of it in your folders for use throughout today. Please feel free to use it for today’s activities and discussions.


Part 1 = Person-Centered and Informed Choice Protocol

Overarching e Process
S FITa g Y (O]&) Il * Record Keeping

Discovery and e The person and their planning participants

location of . e Info on how the person currently lives

12 high Learning (DL) e Understanding how the person wants to live
impact

Protocol

items Supports and Action

e Plan for person-centered supports

Planning (SAP)

Implementation . .
e Person-centered supports implementation

Quality Review (QR)
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Presentation Notes
(2 mins) 
As mentioned earlier, the Person-Centered, Informed Choice and Transition Protocol were updated in January of 2017.

You may refer to the Person-Centered, Informed Choice and Transition Protocol document during this section. Items begin on page 12. 
These protocol give a comprehensive guide for person-centered practices when documenting support plans.  They have been divided into four categories, overarching characteristics, Discovery and Learning, Supports and Action Planning and Implementation Quality Review.
[Codes indicate how the protocol for that section are designated/listed in the protocol document. Although it should be said that the protocol is attempting to codify something that isn’t really codifiable. As you review the protocol, remind yourself to not get overwhelmed by the details, but to pay attention to the intent.]
Overarching characteristics include what needs to be present during the planning process and in our record keeping in order to develop a support plan that is person-centered.
The Discovery and Learning items include discovering how the person wants to live their life including documenting how this information was arrived at (who was involved, their relationship with the person, indicating behaviors from the person, etc.).
Supports and Action Planning detail how supports in the plan will happen. 
And Implementation Quality Review detail the ongoing monitoring of the plan.
The 12 high impact protocol items we will be focusing on today fall in the two categories of Discovery and Learning and Supports and Action Planning. These 12 items were chosen as foundations to person-centered practices and touch many other protocol items which we’ll see shortly. 
Mention: Throughout today’s session, we will sometimes refer to these as “the protocol” for the sake of brevity.  We know there are many protocols out there, but for today, we will be referring to the Person-Centered, Informed Choice and Transition Protocol.



Part 2 = Transition Protocol (TR)

Overarching
Characteristics

Options and Informed
Choice

Coordination/Transfer
of Responsibilities

Implementation

e Integrated settings asap (where desired)
e Community presence, participation and connection
e Plans include proactive supports to prevent disruption

* The person understands they have choices

* The person is provided information to balance choice and risk
e Trial of options as part of the process

* Process for exploring options documented in plan

* Preparation for the move
¢ During the move and adjustment afterward
e Sharing information with person and others

e First week/day of move
e Contact within first 45 days
¢ On-going review
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(2 mins)
The second part of the protocol specifies person-centered practices required of transitions, such as moving. They are on page 18 of your document. 
Minnesota’s Olmstead Plan sets out key activities our state must accomplish to ensure people with disabilities are living, learning, working, and enjoying life in the most integrated setting. This includes people with disabilities being able to live close to whomever they desire (perhaps family and friends) and being able to live more independently if they so choose. This focus clearly establishes a need for transitioning people we support to the living environments they desire, so it is critical to us meeting the Olmstead Plan and ensuring people we support are living and working where they want to be.
The Transition Protocol sets out:
Overarching characteristics – those traits required for a person-centered approach;
Options and informed choice – meaning providing information and experiences to choose from, not just a menu of available services and programs;
Coordination and transfer of responsibilities – details the steps needed for a successful transition;
and implementation practices  - specify those activities to be planned for in any such transition.
We will look at this in more detail later in our case story reviews and activities.




Who Does the Protocol Apply to?

Population

People with disabilities, including people with mental iliness, who receive
disability waiver services regardless of program or age

People who receive Rule 185 case management or relocation services

People with mental illness who are not on a waiver and but receive mental
health targeted case management, regardless of age

Older adults who use community-based long-term supports and services

through the Elderly Waiver, Alternative Care program, or Essential Community
Supports

Level of
Accountability

Required practice

Required practice

Recommended
practice

Required practice

Monitoring

Lead Agency Review

Not at this time

Monitoring upon lead
agency request

Elderly Waiver (fee-for-
service) and Alternative
Care recipients: Lead
agency review

Elderly Waiver (managed
care organization):
Monitored by health plan;
information reported to
DHS

Essential Community
Supports: No

Subject to
corrective action/
remediation

Elderly Waiver (fee-
for-service): Yes

Alternative Care:
Yes

Elderly Waiver
(managed care
organization): Yes

Essential
Community
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Presentation Notes
(2 mins)
This chart is part of the newly revised person-centered protocol.  It clarifies the level of accountability for how and when the protocol needs to be applied for those we serve.  It can be found on page 6 of the document. For instance, the Person-Centered, Informed Choice and Transition Protocol is required when supporting people with disabilities who receive waiver services.  This will be monitored through the Lead Agency Review process. When we support people with mental illness who are not on a waiver, the protocol give us recommended practice but are not required. In this situation, there is not any corrective action or remediation for not using this protocol but usage of the protocol is strongly recommended as Minnesota transitions to person-centered practices. 


Who Uses the Protocol?

Support planner (includes lead agency

staff and contracted case managers)

Waiver/Alternative Care case manager
Care coordinators

Rule 185 case manager

Vulnerable adult and adults with developmental
disabilities case manager

Adult mental health targeted case manager

Children’s mental health targeted case manager

MnCHOICES certified assessor

Relocation services coordinator

Moving Home Minnesota case manager

Develops a plan that adheres to the protocol
Develops a plan that adheres to the protocol

Develops a plan that adheres to the protocol

Develops a plan that adheres to the protocol

Develops a plan that adheres to the protocol

Develops a plan that adheres to the protocol

Contributor (MnCHOICES assessment will address
many of the required elements)

Contributor

Contributor

Level of
Accountability

Required
Required

Required
Required
Recommended
Recommended
Required

Required
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Presentation Notes
(2 mins) 
This chart outlines who is responsible for using the protocol. It is on page 7.  It explains which case managers are required to use the protocol and in which situations it is simply recommended.  Again, as we noted in the previous slide, it is required for case managers who support people with disabilities who receive a waiver and it is recommend for case managers who support those with mental illness. 


When Do | Use the Person-Centered Protocol?

e A person first requests services; or the first time a person gets a plan
e There is a required plan review

e Thereis a change in the person's circumstances that effects the plan
e The person requests to re-visit the plan

e The person is considering employment

e The person is moving

Any time support planning takes place, the Person-Centered Protocol must be used.
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(1 min)
This is from page 8 in your protocol document.
The Person-Centered Protocol must be used when:
a person first requests services or the first time a person gets a plan
there is a required plan review
there’s a change in the person's circumstances that effects the plan
the person requests to re-visit the plan
the person is considering employment
The person is moving
So any time support planning takes place, the Person-Centered Protocol must be used.



Formal Person-Centered Plans vs. Plans that are Person-Centered

The support plan that is person-centered is central—
all other plans are built off of it

Plan that is
Person-Centered

.. e.g.,
e T t
e.g., Transition TS
Plan
Plan

e.g., Positive

Support Plan e.g., Crisis Plan
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(2 mins)
(CCB Team for next two slides)
This is from page 4 of the protocol. There is a difference between a formal person-centered plan and plans that are person-centered. In any planning we do with people, we have to first understand who they are as a person before we can plan with them. Person-centered planning involves understanding who the person is through discovery and learning to create a support plan, rather than solely using their diagnoses and medical needs. This results in plans that make sense to the person, and helps them have positive control of their lives. The information from a person-centered support plan informs all other plans.
 
A formal person-centered plan is one that is conducted with a person and other people of their choosing (“circle of support”), which is led by a qualified facilitator who is trained in specific methods and tools. Not everyone will want or need a formal person-centered plan, but everyone needs to have support plans that are person-centered.

The DHS Person-Centered Practice website provides a list of formal planners as well as a tool to use that can help you determine if a formal plan is warranted.  Some of those circumstances include: 
	-if the person asks for it 
	-if the person is stuck and they need more in-depth help to envision their future 
	-if you are having trouble figuring out what is important to or for the person, or the basic wants and needs of a person 
	-if prior plans have not produced good outcomes for the person 
	-major change like transitioning out of school or out of the family home
Formal Person-Centered Planning can be paid for by a waiver, using the Family Training and Counseling Service.
For people not on a waiver, lead agencies, people or their families would have to find other sources of funding.  
Remember, any and all planning and practice should be approached in a person-centered manner.  

Pause and ask if there are any questions so far.
Remind them that we will be working with these in greater detail as the day progresses.
Encourage specific questions during breaks.



1)
2)
3)

4)

5)

6)

12 High Impact Protocol Items

The person’s strengths (DL2.E)
Opportunities for choice (DL2.G)

Current physical and/or mental
and/or chemical health status (DL2.H)

Rituals and routines (quality,
predictability, and preferences)
(DL2.L)

Person’s dreams and aspirations
(DL3.A)

Preferred living setting (DL3.B)

7) Preferred work/education/productive
activities (DL3.E)

8) Social, leisure or religious activities (DL3.F)

9) Goals or skills related to person’s
preferences (SAP1.B)

10) Action steps needed to achieve goals or
skills (SAP1.C)

11) Identifies who is responsible for monitoring
implementation of the plan (SAP1.L,
SAP1.N)

12) Details about what is important to the
person (OC1.1, DL1.C, DL2.B, DL2.G, SAP1.],
TQR1.C)
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Presentation Notes
(10 mins)
These are the 12 high impact protocol items we will be focusing on today.  
These 12 have been chosen because of their foundational ties to person-centered practices. If these 12 protocol are followed and evidenced in your documentation, it is likely that more than 80% of the other protocol items will also be addressed. So focusing on these 12 items will get you well on your way to person-centered practices.
Each of the 12 items must be described somewhere in the plan and will be reviewed by the Lead Agency Review team.
The codes after each item show which category they belong to (e.g. DL… = in Discovery and Learning and SAP… = Support and Action Planning).
Let’s take a look at each one of these items.
1. The person’s strengths start the planning process off on a positive focus and can help set the tone for person-centered planning.  Strengths include people’s gifts, talents and things people admire about them. Strengths can point to people’s valuable contributions.
2. Opportunities for choice – This is about much more than simply providing options to people. Choice without knowing preferences is not a choice.  People need experiences before they can make real choices.  Choice happens each day and throughout ALL aspects of our lives, not just where to live and what kind of employment we desire. Sometimes options may lead to “ordering off the menu.”
3. Current health status is something we usually see documented well. We are good at doing this. 
4. Rituals and routines bring people comfort, control and consistency. They are driven by the person’s values and preferences as opposed to the staff or program. By understanding someone’s routines and rituals we begin to learn what is important to and important for someone we support. 
5. A person’s dreams and aspirations shape the life they want to live. Our dreams helps us to develop the path we take in life. Without our dreams, we may not know where we are going. This was the lowest scoring item on recent LAR visits for the state (17%). We will be addressing this specific challenge later today.
6. Preferred living setting – explores where the person would like to live and exactly what this looks like. The word preferred implies that someone has had experiences so that they can express a preference. Someone people have to learn about a range of possibilities, not limited to the list of available housing or living options. This item is connected to the transition part of the protocol we just discussed
7. Preferred Work  –  can mean a variety of things or people and is about having something meaningful to do and feeling valued in that activity, whether it’s work, education, volunteering or something else. It’s important to explore a range of possibilities, including competitive, integrated employment. This involves more than providing a person with a list of current options as again, the word “preferred” implies someone has had experiences in order to express a preference.
8. Social, leisure or religious activities, or the things we do for fun, can also tell us much about how a person wants to live.
9. Goals and outcomes written in the support plan must be meaningful to the person. They are driven by a person’s preferences and how they want to live their life. Goals and outcomes may be informed by the person’s dreams.
10. Action steps document what needs to be done to help the person achieve their goals and outcomes. 
11. Identifying who is responsible for monitoring the implementation of the plan means identifying those people who are going to make sure the plan is in action and not just sitting in a file. 
12. And finally, details about what is important to the person. As another core concept to person-centered practices, there are many places in the Person-Centered Protocol that we see mention of what is important to the person.  Through the learning and discovery process you will learn many things that are important to a person. We have an activity on this shortly.

(Return to Previous Presenter) 
Activity: To help you become familiar with the Person-Centered Protocol we’re going to start by looking for the 12 high impact items and highlighting them in your protocol document. Take a few minutes to individually find some of the 12 high impact protocol items in the protocol document. Begin on page 12 where the items begin. The introduction pages give you a good sense in narrative form, of what the protocol are trying to address. It is highly recommended that you take the time to read this part of the protocol at another time to help ground you in their intent and purpose. Take a few minutes now to look through the protocol document (beginning on page 12) and highlight or put a mark by any of the 12 high impact items you can find.

Debrief: If you haven’t found them all, that’s fine, you can do that at another time.  We will be working with the protocol all day today.
How many of you were able to find 7 items in the document? 8? 9? [as time permits] Was anyone able to find all 12?
If anyone got to item 12, what did you notice about where to find it? 
Answer: It’s embedded in several areas of the protocol (listed on the slide), not just one
We hope that becoming more familiar with the protocol will help you prepare for lead agency reviews, knowing what is required of your documentation. We will be practicing this throughout the day.



Current Lead Agency Review Results

Person-Centered, Informed Choice and Transition Protocol Item — as % Meeting

documented in the plan Requirements
for MN as of
March 2017
The person’s strengths are included in the support plan 75%
Opportunities for choice are documented in the plan 84%
The person’s current physical and/or mental and/or chemical health 89%

status is described

The person’s current rituals and routines (quality, predictability, and 79%
preferences) are described

The support plan includes a global statement about the person’s 17%
dreams and aspirations

The person’s preferred living arrangement is identified 83%
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(1 min)
These are the results from the Lead Agency Reviews of 17 counties as of March 2017. 
You can see that agencies are making great progress in documenting their person-centered practices in most areas.
You will notice that having a statement about the person’s dreams is the lowest scoring high impact protocol item by far at just 17%.


Current Lead Agency Review Results

Person-Centered, Informed Choice and Transition Protocol Item — as % Meeting
documented in the plan Requirements
for MN as of
Sept 2016
The person’s preferred work/education/productive activities are 72%
identified
The social, leisure or religious activities the person wants to participate in 89%
are described
The support plan describes goals or skills related to person’s preferences 78%
Action steps describing what needs to be done to achieve the person’s 71%

goals or skills

Identifies who is responsible for monitoring implementation of the plan 52%

The support plan includes details about what is important to the person 82%
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And here are the results for the other 6 high impact items.


MnCHOICES Person-Centered Connections

o Assessment
<]

Community Support Plan - CSP

Coordinated Services

]
and Support Plan- CSSP
I
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Everyone here likely knows that the MnCHOICES assessments inform and help generate the CSP and the CSSP which are similar documents but which have different purposes. The CSP is an assessment summary and is primarily a task-level description of covered services and services needed.
The person can choose to provide the CSP to their service providers but they do not need to, nor are they required to.   
The CSSP is a more detailed plan which is completed by the case manager, in consultation with the person and their responsible party and/or support network, and is signed by the person. It provides instruction details for service provision as well as service back up plans and risk mitigation agreements.
Consideration may be given to share only certain parts of the CSSP with certain people to safeguard the person’s right to privacy. 


Activity: In your folders you will find a MnCHOICES Quality of Life handout.  This represents the assessment questions in MnCHOICES concerning a person’s quality of life. Take a few minutes and individually look through the assessment questions and note where there is a connection between the question and the 12 high impact protocol items. For instance, if a question asks about where the person would like to live, this connects with the item around preferred living. Use your handout listing the 12 high impact protocol items to help you identify them. Take about 4 minutes then share with your group and compare what you have identified.

Debrief: How many groups were able to find connections to at least 3 different person-centered protocol items? How many found 4? 5? More? Who would volunteer to walk us through one connection? Ask for more as time permits. 
For those of you who are assessors, are you able to recall other parts of the assessment that connect to the 12 high impact protocol items? 
There is another section in the assessment that specifically deals with employment, volunteering and training which would connect with the protocol item around preferred work or productive activity.

We are focusing on this connection between the assessment and the plan, to show the vital link between the assessment process and having a person-centered plan. 
After an assessment has been conducted, the plan is what represents the person and the services and supports they are to receive. What if you were being represented by a plan?  What would you want your plan to say about you? What level of private detail would you be comfortable having in your plan?  Would you be willing to share your plan with people you work with?  How about with new people you meet? We will be working with this concept today as we discuss bringing together person-centered practices with case documentation.

The Lead Agency Review team may review any or all of these documents in their review meeting, therefore evidence of person-centered practice should be found in all case documentation.  Because the plan is shared with other people supporting the person, it is good practice to put information specific to the person and their supports which will then be seen by others involved in supporting the person.

Although it will primarily be the case manager who develops the plan, Minnesota Statute 245D does specify accountability for providers also helping to meet the person’s dreams and objectives. So it’s not just the case manager creating and using the information in the plan. However, having clear information in the plan will make it easier for others supporting the person to be clear on the support they should be giving to the person.



The Answer Key — Lead Agency Reviewed Items

e Actual document used during the
LAR review meeting

e Available on DHS’s LAR website

 Find the 12 high-impact protocol
items
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We’ve seen the Person-Centered, Informed Choice and Transition Protocol document, now we will take a look at what the Lead Agency Review team uses during a site review.
This is the actual document used during a Lead Agency Review meeting.
It is available on the DHS Lead Agency Review website under On-Site Activities and Case File Review and you now have a copy to take with you.
Please refer to the handout called List of Items Reviewed for this activity.
Some of you may have known or used something called the Transition Protocol which had an accompanying checklist. These documents are no longer used as of January 2016.
This document is what guides a Lead Agency Site review meeting. You can now use this to check your case documentation to ensure you are documenting person-centered practice correctly.

Activity: Take 5 minutes to locate the 12 high-impact protocol items in this list.

Debrief:
Ask: Were you able to identify the 12 high-impact items?
How many of the items on the list would be satisfied if evidence for the 12 high-impact items was available?
(Answer: about 75%)
This shows the foundational quality of these 12 items that we are focusing on today and also the usefulness of them in an actual review. This should hopefully allow you to rest easy knowing that if you can incorporate evidence of these 12 person-centered practices in your case documentation, you should be well-placed to satisfy the lead agency review.

We hope that you are now a little bit more familiar with the Person-Centered, Informed Choice and Transition protocol and can see how the items inform the work of DHS’s Lead Agency Review process. 

We will be using these items and this checklist throughout the day to play the part of reviewers in search of evidence of person-centered practices.


BREAK


Presenter
Presentation Notes
Included here is a DHS-made video about Jesse to be played in presentation mode.


https://www.youtube.com/watch?v=nbglxJHLhmc&feature=youtu.be

Resources, Skills
and Discussions


Presenter
Presentation Notes
Now it’s time for us to get familiar with these 12 items through some tools, activities and small group sharing.


Meet Leo Martinez

Small group activity: Read Leo’s Face Sheet and discuss your impressions of him
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Activity: You are a case manager who needs to cover for a colleague who is on unexpected emergency leave this week.  
First up is a meeting with someone you have not previously worked with.  
The only piece of information you have on this individual, Leo Martinez, is a Face Sheet from your colleague’s files. 

Please refer to the Leo Martinez Face Sheet. 

Debrief: What do you think of that introduction?
How many of you, by a show of hands, have seen a Face Sheet like this before? This is not an uncommon document to see in relation to a person we are working with.
Do you get a sense of who Leo is as a person from his Face Sheet? 
In person-centered thinking, a core concept is what is important to the person and what is important for the person.
Let’s take a closer look at this concept.


Important TO

What is important to a person includes those things in
life which help us to be satisfied, content, comforted,
fulfilled, and happy. It includes:

e People to be with /relationships
e Status and control

 Things to do and Places to go

e Rituals or routines

 Rhythm or pace of life

e Things to have

TLC-PCP 2012 www.learningcommunity.us
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Before we continue with this activity, we’ll take some time to explore the notion of important to and important for and the balance in between. For those of you who have taken the 2 day Person-Centered Thinking training, this will be a brief review to help us in our activity.


Important FOR (Part One):

e |ssues of health:
—Prevention of illness
—Treatment of illness / medical conditions

—Promotion of wellness (e.g.: diet, exercise)

e |ssues of safety:

—Environment
—Well being ---- physical and emotional

—Free from Fear

TLC-PCP 2012 www.learningcommunity.us



Important FOR (Part Two):

What others see as
necessary to help the
person:

—Be valued

—Be a contributing
member of their
community

TLC-PCP 2012 www.learningcommunity.us



Balance

Important Important
TO FOR

TLC-PCP 2012 www.learningcommunity.us
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Core Concept — Important To and Important For

.....
.......
.....

g,

* A framework for thinking about different
perspectives

* Discovers what is important to the person
(What makes them happy and contented)?

e Discovers what is important for the person
(What keeps them healthy and safe)?

e Consideration for what others need to
know/do

e |dentifies what needs to be learned or better
understood

* The balance between is key
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Presentation Notes
(5 mins for slide and activity)

Refer tothe blank sheet headed Important To and Important For in your folders. 

Activity: Use the Important To and Important For handout in your folders and create a list of things you think might be important to Leo and important for Leo based on his Face Sheet introduction to you. 

Ask: What is something that is important to Leo. Likely to be none or frustration.
What is something important for Leo? Look for medical needs.

Debrief: 
How easy did you find that activity?
How much information did you find on Leo’s face sheet that helped us know what was important to and important for him?
If you really were responsible for supporting Leo, how would you be able to tell what was important to Leo and what was important for Leo based on this face sheet?
Ask: What more would we like to know about Leo to find out what’s important to him?
Groups can record ideas in the worksheet section titled, What else do we need to know or learn?

Activity:  Take 2 minutes in your group and share 1 suggestion with the large group when asked.
Groups should be identifying information needed from Leo and those who know him to inform what is important to him.
Look for:
Who are the people in his life?
How long has he lived where he is now living?
What does Leo enjoy?
Debrief: Take suggestions from people until a good list has been generated.
Can you see the benefit in having a clearer idea of what is important to and important for Leo in being able to establish a sense of who he is from which to build an appropriate support plan? 
As we work with other case stories today and in thinking about the people you work with, ask yourself if you know what is important to them and important for them.  
Then ask yourself if you gave the person’s file to someone new, would THEY be able to tell what is important to and for the person based on the plans and notes.




Meet Leo Martinez Again

Small group activity: Read Leo’s One Page Description and Good Day/Bad Day and
use the Important To and Important For handout to note what might be important
to Leo and import for Leo. Also discuss what you need to know or learn.

5 mins

Report back to large group
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Refer to the One Page Description of Leo and meet him again. Time to read it. Look on the back to see his Good Day/Bad Day information. Ask if anyone has seen/used a One Page Description or seen/used the Good Day/Bad Day resource.
Say: Discuss what they think is important to Leo and important for Leo based on this information. Be prepared to report out something from each column.
Give groups up to 5 minutes to discuss, then debrief in large group:
 
Ask: What do you think of this introduction? Do you have a sense of Leo as a person and what might be important to Leo or important for Leo based on this description? 
What is something your group thought was important to Leo?
What is something your group thought was important for Leo?
Look for:
Important to:			Important For:
Spending time with brother		take seizure medication
Supporting the Vikings – jersey and tv	communication skills
Being understood		being understood
Being with others		safe wheelchair operation
Predictable routines		keep or explain routines

Ask: Did this information give you a different picture of Leo?  How so?  
Ask: Is your list of what you need to learn and know different to the previous one?  Why?
Once you’ve had conversations with the person and perhaps have identified what else you need to know or learn and who you might learn that from, documenting in ways such as creating a One Page Description help show evidence of person-centered practice.  
What is important to us gets to the core of who we are and the balance between important to and important for is critical to a person-centered approach.
Of course, using a person-centered approach means not relying solely on case documentation to tell us who a person is or how to interact with them.  
Person-centered practice involves verifying information by asking the person questions to confirm and expand what you might have gathered from their case files in the discovery conversations you have with them.

Ask the large group:
Look at the list of the 12 high impact protocol items we are focusing on today (They should still have the handout from their folders out).  
What person-centered protocol items might be addressed by having conversations with someone to discover what’s important to them and what makes a good day/bad day for them.
Look for:
Strengths                                 Preferred living and work environments
Current health status               Their preferred social, leisure and religious activities
Rituals and routines                 Maybe even what their dreams and aspirations are

Remember the slide showing how the 12 high impact protocol items overlapped with other areas in the protocol? And recall that “details about what is important to the person” showed up in all four categories of the protocol, showing how pervasive this notion is to person-centered practices. 

If many people indicate they have the conversation, “That’s great to see and reflects the recent finding by the lead agency review team that 82% of reviewed documents do indicate what’s important to the person.”
Like all person-centered resources, this is simply a guide for conversations and personal discovery, however that happens.  The intention is NOT to ask someone, “What is important to you?” but rather for natural conversations to inform the knowledge of what is important to and important for someone as a central component to person-centered practice.
This is a concept for the discussions you already have. You will see as the day goes on how having and documenting conversations skillfully can help you incorporate person-centered practices which will also satisfy the Review requirements.  

[If needed, you can address the distinction of these concepts further: For those of you who have children in your lives, you have a model for this practice.  Things like having their own way and eating sweets whenever they want may be important TO a child.  What is important FOR them is ensuring their safety and moderating sweets and good oral hygiene. ]

[If people need examples to help clarify the distinction between what is important TO and important FOR a person, tell them it may be important TO them that their time and efforts are honored today so that they feel that best use was made of their time.
And it is important FOR them to learn how to use resources and document plans in ways that will pass the Lead Agency Review.

Say: The key is the balance between the two, so not being solely guided by what’s important to the person if you know it will significantly negatively impact what is important for them.  For example, if a person wants to drink alcohol because it’s important to them to “fit in” with their peers, but it is important for them to regularly take medication that doesn’t mix well with alcohol, then further discussions need to be had to address a balance of these in the support plan.


There is a video by Michael Smull, a well-known supporter of person-centered practice, on using this essential resource for a person-centered approach which you can find on YouTube, along with several other useful videos on person-centered practices.
Distinguishing what is important TO and important FOR a person demonstrates the balance needed between health/safety and personal choice in our support plans and practices.



The Language We use

System-centered

Diagnosis Lives with...

outing Goingto

Setting, environment, placement Lives with or at

Let/allow

Support staff/Carers People who support

DD/ behavior program Person who lives with X condition
and who shows X behavior when
experiencing Y condition

Client/ customer/ etc. Person’s name

Non-communicative Communicates with eyes/ hands/
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The previous activity demonstrates how language can make a difference in how we feel about someone based on words used in case documentation. We all know that person-centeredness isn’t something we show by putting the right words in the right blank on the form. 
Using a person-centered approach begins with an awareness – of the person and ourselves in how we interact with them.
Yet, our system focus has given us some language that may not seem very person-centered. How many of you go on “planned outings” versus simply going out to do something with people you like to spend time with?
Which “setting” do you live in?
How many of you “write a plan ON somebody” versus “writing a plan FOR somebody?”
Has anyone here been “allowed” to go to a movie lately? When we use the words, such as “let” or “allow”, this sets up a ‘power over’ relationship, which can create power struggles.  We want to create a ‘power with’ relationship.

Do any of you have a carer?  Or do you simply have people in your life who support you in a variety of ways?

Go through parts of the slide and contrast language in left column to language in right hand column as time permits.
The language we use is powerful. Language is one way we can show respect for people and can impact the perceptions of others.
We see and hear what we are looking for and listening to.  The system-centered language in the left column is something you probably see and hear every day that may lead to a person feeling less valued.  It isn’t unusual in your line of work, but it does indicate a way of thinking that may not seem very person-centered when we look closely at it.

We’ve got to look and listen closely to a person in order to understand them and this is person-centeredness.
Ask: How do you show you are person-centered – for instance with someone like Leo who doesn’t communicate verbally? 
Look for: it’s in our eyes, eye contact, tone of voice, non-verbals, a touch, meeting people where they are, etc.
My guess is most of us in this room do have meaningful conversations with the people we support. 
The question to ask is whether others that support the person and work from the support plan have access to information such as what is important to the person in order to provide the best support possible for that person.





County Example — Positive Facilitation — St. Louis County

e Core — 1 Thing We Like and
Admire About the Person

e Helps set a positive tone for
the meeting

e Can be very rewarding for the
person

e Can help those that support
the person be reminded of
positive attributes

e Other organizational changes
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Do we have anyone here from St. Louis County?  (Ask only if location is appropriate) Invite anyone familiar with their practice to share their input as well.
St. Louis County is one of the counties on the Person-Centered Organization journey over several years with the support of the U of M’s Institute of Community Integration or ICI.
In the same vein as the positive orientation of the One Page Description and the language we use in our case documentation, one of the practices St. Louis County found transformative to their person-centered practice is using 1 Thing We Like and Admire About the Person.  This is a practice whereby a group of people supporting an individual contribute information on what they each like and admire about the person.  Has anyone here used this? [Invite respondents to share their observations on using this approach.] This provides positive information to begin a support meeting with, and it sets a positive tone for supporting a person. It can be especially useful where people may be focused on negative behaviors and circumstances to set a positive tone and to share what is appreciated about the person. 

St. Louis County began using visual representations with this practice.  They create a poster with all of the things people like and admire about the person and have that in the meeting room for everyone to see.  They found this made a significant positive impact on the meeting and the focus people had.  Afterward, they found people wanted to take the posters home as a positive reminder for themselves of the things people liked and admired about them. It can serve as a positive reminder for future use as well.
Preparing and adding to the poster paper took a fair amount of effort.  And recognizing that case managers who would lead such a meeting, might also want to participate in the meeting, St. Louis County began a practice of facilitating these meetings for case managers so that they could fully participate.  This was very much appreciated by the case managers.  The county have implemented sharing facilitation skills as a county-wide suggested practice whereby case managers facilitate a meeting for another case manager and begin with 1 Thing We Like and Admire About the Person to set a positive tone for the meeting. Does anyone here have experience of having support meetings facilitated by others or in using 1 Thing We Like and Admire to begin a support meeting?
Imagine the difference this might have made in your introduction to Leo Martinez!  

St. Louis County have also implemented some other practices as part of their organizational change process:
The have changed the language they use in their unit meetings to be more person-centered and less system-oriented.
What used to be called the Client Common Area is now the Reception Area.
They focus more on celebrating successes.
Their Adult Mental Health division changed their mission and vision and have incorporated more person-centered language in their organizational structure.




Core Concept — Dreams and Aspirations — Small group activity

* How can we discover what Leo’s dreams and aspirations are, taking account of
his communication capabilities?

* What things can we try if the concept of dreams and aspirations may be difficult
for the person to understand?

* What next steps can we take if the person’s dreams and aspirations aren’t
perceived as realistic or achievable?

Video of Cathy’s story l /7
Z N | :
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Another core concept of person-centered practice which is the importance of a person’s dreams and aspirations – from which many aspects of the plan should flow. This was one of the areas many of you noted was missing or not evidenced in the case files you reviewed earlier. This has proven to be one of the most challenging parts of the person-centered protocol for people to successfully document, with only 17% passing the recent lead agency review on this item.  There are a variety of reasons why this may be the case and we hope that this activity will give you some creative thinking time to collectively problem solve some innovative solutions. 
(Click) Remember Leo?  We are going to think about him again for this discussion.
Take 15 minutes to discuss and generate ideas for the 3 questions listed on the screen with your small group. 
 
Debrief: Ask for contributions from small groups for the 3 questions/challenging situations and facilitate a discussion throughout.
Question 1: Recall that we talked earlier about how we show we are person-centered? We are using that same concept here.
Dreams are very personal.  When’s the last time you shared a dream of yours with someone?  Was it someone you knew well or not so well? Putting ourselves into the situations of the people we support can help give us a measure of how person-centered we are being. If we wouldn’t like it or react well, it is likely the person we are supporting may not react well too.
Finding out what behaviors we see when Leo is happy. Asking his brother for help understanding his non-verbal communication. Finding out what he loves about football. Finding out what he likes about learning new things. Etc.
Sometimes people may be in a place where they are focused on their health and safety and may communicate “dreams” around staying safe and healthy.  If we consider dreams as core to a person, we realize that discovering a person’s dreams may take time and may be a process a bit like peeling an onion, getting through layers one by one until we have a clearer picture of the person’s dreams. 
It is not uncommon to see dreams listed such as “being on the EW waiver.” This does not get the heart of the individual and will not be considered a person-centered dream by the Lead Agency Review.

Question 2: 
We can have conversations with people about what they really, really like and whether that is something they would like for themselves. 
Use the Good Day/Bad Day as guidelines to pursue what makes the person happy. Etc.

Question 3: 
“Realistic and achievable” are subjective to our individual judgement. 
Asking what they like about their stated dream or what areas of their lives come close to those dreams.  Find parallel routes/similar but realistic possibilities.  Ask for those who know the person to contribute with ideas. Etc.

Talking points during debrief/large group conversation:
Hopes and dreams should inform the outcomes in the support plan.
One question to ask yourself when discovering a person’s dreams is, How do the person’s dreams compare to YOUR dreams? 
Do you have dreams and aspirations that focus on health and safety? This is the often what is found to be documented:  the “dream” to toilet oneself or keep seizures to a minimum.  These don’t qualify as dreams, so let’s look at how we can have conversations to get there, especially in the case of people who don’t use words to communicate.
How do we glean information and meaning from those who don’t use words to communicate?  Well, how do we do this with others that don’t use words such as children? Pets? 
Look for the audience to respond suggesting non-verbals such as eye contact, facial expressions, animations, etc.  
People use their actions or behaviors to communicate. 
We can use these same skills when communicating with those who don’t use words to communicate.
There is direct and indirect communication – for example, Leo’s frequent wearing of his Viking’s jersey communicates something about Leo without any words at all.
If people mention the involvement of Leo’s brother in developing his support plan, mention that it is important to note how information was arrived at in the plan, for example, by noting that a family member contributed or that certain behaviors (such as making a known positive gesture) were the source of the information.
We have heard from case managers that there may be reticence to document dreams because it is then assumed that the case manager is responsible for seeing that the dreams are realized. 
This is NOT the case! Many people may be involved in the support plan actions.
The worse case scenario is to not have the person’s dreams communicated to the support team resulting in missed opportunities.

Following the large group debrief, watch Cathy’s story (next slide).  Explain that this video shows a PATH (Positive Alternative for Tomorrow with Hope) meeting with a person and shows how the group talks with her about dreams and aspirations. The PATH is a specific process that asks particular questions, so you may notice some differences with other person-centered philosophies. We will discuss what you notice after the video. 
Ask for audience observations after the video.
Note: Some people may comment on the fact that it appears the facilitator turned Cathy’s dream of “being Walt Disney” into “Meeting” Walt Disney. This may in fact be due to editing, however, it brings up something to be aware of when having these types of conversations – always ASK the person if you’ve got their meaning correctly.
Notice how the support team turned the “difficult” concepts such as “being Walt Disney” and “meeting Mel Gibson” into positive and possible actions by having natural conversations.
The PATH process has a focus on “possible and positive” which isn’t necessarily what we are focusing on today. We are focusing on how to know a person’s dreams and from those, how to think innovatively in terms of sourcing support for them.
Does this activity give you some ideas for how to address and document dreams in the plans you write?
Note: This clip on this slide is the full clip on the internet and can be used as a backup if the embedded clip on the next slide doesn’t work.



https://www.youtube.com/watch?v=Xzco2nT3pOc&t=307s

Cathy’s Dreams
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(5 mins)


Planning for Your Change - 4 + 1 Questions

* Take a moment to consider the
resources and processes we’ve
talked about this morning

e Small group discussion

e Large group share
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(15 mins)
Another person-centered concept when dealing with change, is an analysis of all possible sides of a change using the 4 + 1 questions resource.
It represents a balanced approach when considering change because we all know change isn’t always easy and involves considerations to be successful.
This resources was adapted from Xerox’s problem solving model, so this practice has been around for some time and has been used in other fields.
We are going to use this format for another group discussion and to give you a structure to perhaps plan for changes you may want to make or consider.
The 4 + 1 Questions allows people to consider a change or planned action and answer:
What have I tried? Perhaps you or your team have tried something similar already and you don’t want to needlessly repeat your efforts.
What have I learned? If you have already tried something, what was it you learned from that experience? What new information have you learned today that you want to remember?
What are you pleased about? What about this planned change are you looking forward to? What positive benefits are you hoping to realize?
What are you concerned about? In acknowledging the reality of your work, what concerns do you have in trying to implement more person-centered practices. 
If you would like insight or ideas from the group on issues of concern, use this time to ask for it!

Take some time to record your own thoughts on the worksheet, then, in your small group share something from this action planning time that you are comfortable sharing.  
This can be something from your action plan or the 4 + 1 Questions.
Be prepared for one group member to share themes or a summary of the discussion with the large group when asked.  
Think about starting out with small efforts and then applying these practices to more complex situations with time.
This worksheet is meant for you only – to help you sort out information from today’s session you may want to consider making changes on.



Your Action Planning

Thinking time, recording time, sharing time

Person-centered
resource or
practice

Idea for using a resource or
practice

People | can share this
with

Resources
needed

Action
completed by

Further notes
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(10 mins) Refers to Action Plan handout.
Take a few minutes to think about the resources and practices we have discussed so far this morning and write down any possible actions you can think of to continue your person-centered journey on your Action Planning Sheet.  
What are you interested in trying and what might you want to adapt or talk to someone else about possibly using? 
The first column allows you to name a tool, resource, skill or practice that you are interested in trying in your work.
In the second column, you can put some shape to ideas you have for implementing this practice.
The People I Can Share This With column gives you space to identify people who might help you implement this practice.  
Maybe it’s your peers who might also appreciate using this practice.  
Maybe it’s a manager whose support you need in order to fully use this practice.
The Resources Needed column gives you space to identify other resources, such as printed handouts, supervisory approval or a standing agenda item to reinforce the practice.
The Action Completed By column allows you to set a deadline for completing your action plan.  Some people work better with deadlines.  
This is only for your use, so you can modify this if needed.
The Further Notes column allows you to note anything else about your plan. 
Take 5 minutes to draft an action plan from what you have experienced this morning based on anything you are interested in taking action on.
We are asking you to do this because you are 42% more likely to take action on a plan if you have written it down and 64% more likely to follow through on action if you share it with someone (which we’ll be doing next). 

http://www.internettime.com/2015/08/writing-down-your-learning-goals-increases-the-odds-you-will-accomplish-them-by-42/



LUNCH



You Do The Review

e Review your example case files/stories and discuss in small group

e Use the 12 high impact protocol items to find evidence of each in case
documentation

* Note where you think improvements could be made
to better evidence person-centered practice

30 minutes
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(45 mins) Now you are going to get the chance to play the role of the DHS reviewer and to carefully look through case documents to find evidence of person-centered practices.  
Please note that these stories have been developed from actual case documentation and have had identifying details changed for anonymity. For our purposes today, we will be focusing on the general information in these documents and not on the details. You may find some specific details that have been changed for confidentiality and may not be consistent with the person’s story. Please disregard these discrepancies and join us to focus on the broad story and evidence of person-centered practice. 
Activity:  Groups will review the documents together and check for the 12 high impact protocol items in the documentation. 
There should be enough copies of each document, giving you an opportunity for everyone to see at least one of the documents.
If you finish reviewing a document, give it to another team member who may not have seen it yet.
In your review of case documentation, on the Case Review Sheet, note where you see good person-centered evidence and also note places where there is room for improvement (for example, where documentation is missing).
Take out the Case Review Activity sheets from their folders to use for this activity.
Your small groups will each receive a CSP, CSSP and Assessment Summary Report on a fictional person. We are going to ask you to begin with the stories given to your group, but note that there will be time to choose which story you’d like to participate in later if you prefer to work with one that more closely matches your actual work situation.
Take 15 minutes to do your own case file review and to discuss and share your findings with each other.
Choose someone from your group to share a summary of your group’s findings with the large group for a debrief.

Debrief: 
Begin by giving a brief description of each of the 4 stories.
Go through the 12 high impact items and ask groups to volunteer 
Whether they were able to find evidence of that protocol item in the documentation
Ask for volunteers to share examples of how that was documented in the files
Periodically ask for ideas of improvements to the case documentation or places where they spotted opportunities for evidence of person-centered practices.
Periodically ask if they think these improvements would take much additional time/effort. [Make the point of this being feasible and reasonable action.]
Point out that the checklist is similar to the MN tool that some may be familiar with using and which is currently being updated.
Use the debrief guide for each story to note good examples contained within and areas for improvement.


Supporting a Person’s Dreams and Goals

e Given the person’s dreams and goals, what would
your group recommend as next action steps?

* Who would you involve and how?
 Where else might you look to source support?
* What questions would you like to ask?

e Share any similar experiences you may have had
with the group as part of your discussion
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(30 mins)
Refer to the dreams and goals sheets for each of the previous stories (1-2 per group). 
You will now receive a handout detailing the dreams and goals of the person whose story you are discussing. 
After reading this, discuss these questions in your new group after brief introductions to each other. 

Possible talking points to weave into the discussion:

Regarding the “possible and positive” focus (from PATH) – “Possible” is subjective. Sometimes it can help to break down a person’s goals into smaller chunks to identify appropriate actions to take and to source other help and support.

It is good to remember both informal and formal support systems to tap and creatively involve in support plans.  What are other interests the person has that might lead to other possible support networks? 

Dreams INFORM support plans; they are not the sole focus of a support plan in and of themselves.
 
Rural vs urban access to resources. 

Remember if we are using a person-centered approach, we must ask permission from the person before involving others in their support. Mention the notion of confidentiality and the right to privacy for the person. Not everyone who knows them needs to know everything about them that might be mentioned in the plan. There may be people who seem like obvious supporters but whom the person does not want involved and this must be respected as a person-centered practice.


Discovery and Learning — Relationship Map

e Helps identify everyone that can possibly be
helpful in supporting the person

e Shares the creative energy needed of a solid
support plan

e May identify new relationships to work toward
Family

School/
Work

Friends

Other
Supporters


Presenter
Presentation Notes
(5 mins)
Another consideration that can be helpful when needing to be creative about supporting someone’s dreams and goals is a relationship map to help identify others that can help support the person’s dreams and goals.  There are many formats available on the internet and they all help to more clearly see the wider landscape of a person’s life and all the people that might be able to be part of a support network for the life they want to live.  The concentric circle format is one used by The Learning Community, an organization committed to supporting those involved in person-centered practices.  The inner ring is the person and others can be charted on the graph in relation to how close they are to the Person.  Any environments can be used; it doesn’t have to the be the four listed here.  The format on the right shows how different interests can help identify possible support networks for the Person. This concept of who else in the person’s life may be part of a support network helps us not feel solely responsible for realizing every dream and goal the person has identified. It also helps embed a true community of support for the person.
 



County example — Peer learning

e Sherburne County started a peer review of case files to help share the review
responsibility

e Peer learning and sharing proved very useful in person-centered practices,
especially around documentation

* Pope County joined efforts with 5 other rural counties to create case manager
peer sharing process to learn and sustain person-centered practices from each
other

e Person-centered practices now being used in employee development and
positively impacting engagement
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(5 mins)
Sherburne County started a peer review of case files to help share the review responsibility.
Peer learning and sharing proved very useful in person-centered practices, especially around documentation.  Reviewers were able to identify good practice and areas for improvement on a regular basis and shared findings with each other, thereby increasing their learning.  Case managers enjoyed responded very positively to the experience and were thankful for a peer learning experience.
This practice was born out of necessity, but gives us another way to think about sharing best practice in support of person-centered practices. 
Pope County – also participating in the Person-Centered Organizations program with the U’s ICI – had only 1 case manager in many of the areas surrounding them.  So they joined efforts with 5 other rural counties to create a case manager peer sharing process to learn and sustain person-centered practices from each other.
Pope County is now using person-centered practices employee development.  Instead of prescribing development activities based on weaknesses that need to be “developed,” employees are asked what they are most interested in developing and the focus is on the strengths to be supported.  This new practice is positively impacting engagement as you might imagine.  The U of M’s Humphrey Institute is looking more closely at Pope County’s practice and developing a tool for businesses to use in their performance development practices.
ins)


Supporting a Move

* In your small groups, discuss next steps and those who
can help the person move

 Who would you engage to help in the transition?
* What resources would you source?
e What actions are short, medium and longer-term?

* How and where would you document the plans for
transition/move?

e Large group share
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(30 mins)
We have talked about the person-centered protocol and we have discussed what informed choice is.
Now we are going to spend some time on the transition protocol and moves.
MN’s Olmsted Plan includes the right for everyone with disabilities to live in the most integrated setting of their choosing, so part of the work MN is doing is closing some of the more restrictive institutions and moving residents to residences of their choice.

Planning for transitions may be a long and complex process, involving short, medium and longer term actions or moves.
All transitions should be documented in the care plans. There is no specific transition plan document anymore.
How many of you have used the My Move Plan Summary? If several, ask for comments from them on using this resource.
Please mention that this resource is NOT to be used until an actual move is forthcoming,
But one must be completed for every actual move. This is required by the Lead Agency.  
It is not a planning tool for long-term goals but rather is a practical planning tool for impending moves.  
It helps us think through various practical considerations for a move.
If an interim move is required, the long-term move goals should also be included in the My Move Plan Summary and all other support plans so as to be kept in action, i.e. if a person needs to move into transitional housing, but eventually wants to move somewhere else, document that, even in the first My Move Plan Summary for the intermediary move.

Reference the My Move Plan Summary and move scenario. 

Now each table will receive further details about a move scenario for our next discussion. 
In your small groups please discuss the scenario you’ve been handed, taking into account some of the questions listed here. 
You can use the copy of the My Move Plan Summary document in your folders for referencing the various aspects of a move that need to be planned for.

Debrief:

First review the scenario.
Ask each table for a contribution from their discussions.
Touch on each of the areas on the slide during debrief.

It is important to note that the My Move Plan Summary is only to be used for imminent moves. Moves that are planned for but not currently occurring should not use this document. All aspects, planned and happening, regarding (long and short term) transitions, should all be included in the support plan.

This story includes a cultural element to be taken into account when considering what is important to the person.

Remember we must always ask the person who they want involved in their support before inviting this participation ourselves.

As you contemplate the balance of risk involved in person-centered practice, know that the Community-Based Services Manual available on the DHS website and a useful resource for community-based services, contains a Guide for Informed Choice and Risk.
How many of you know about or use the CBSM? It is being updated as we speak so I encourage you to check it out as a useful resource.



Planning for Your Change - 4 + 1 Questions

e Based on what we’ve
learned and discussed
this morning...

e Small group discussion

e Large group share
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(10 mins)
Take some time to continuing planning for change using the 4 + 1 Questions sheet.
Then, share something with your small group from this action planning time that you are comfortable sharing.  
This can be something from your action plan or the 4 + 1 Questions.
Think about starting out with small efforts and then applying these practices to more complex situations with time.



Your Action Planning

Thinking time, recording time, sharing time

Person-centered
resource or
practice

Idea for using a resource or
practice

People | can share this
with

Resources
needed

Action
completed by

Further notes
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(5 mins) Reference the Action Plan.
Take a few minutes to think about the resources and practices we have discussed and write down any possible actions you can think of to continue your person-centered journey on your Action Planning Sheet.  Complete as much detail as you can. 
Remember, you are 42% more likely to take action on a plan if you have written it down and 64% MORE likely to follow through on action if you share that with someone. 

http://www.internettime.com/2015/08/writing-down-your-learning-goals-increases-the-odds-you-will-accomplish-them-by-42/



Resources



Where to Find Help Now — DHS Websites

Person-centered Practices

e http://tiny.cc/mndhs-pcp

Positive Supports MN

which houses the Person-centered
Organizational Development Tool for
assessing an organization’s person-
centeredness

e https://mnpsp.org/

Survey tool for assessing person-
centered organizations

DHS Lead Agency Review’s website

Person-Centered, Informed Choice and Transition

Protocol

e http://mn.gov/dhs-stat/images/PCP protocol.pdf

MN’s Community-based Services Manual (CBSM)

e http://www.dhs.state.mn.us/main/id 000402

Disability Benefits 101

e http://tiny.cc/mndhs-db101

Support Planning Professionals’ Learning Community

Webpage

e http://minnesotahcbs.info/

* https://mn.gov/dhs/partners-and-providers/news-
initiatives-reports-workgroups/long-term-services-and-
supports/support-planners/
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Here is a listing of useful websites and resources, many of which served as resources for today’s training. 
They are listed here for you both with embedded links, in case you view the slides in presentation mode and want to click directly on the links, and with their urls in case you don’t have direct access to the internet at that time.

Regarding future communities of practice and the RRSs: DHS will coordinate future regional meetings to help create and establish local communities of practice on person-centered practices.  Lead agencies and providers will be invited to share experiences, work through challenging issues, and recognize/celebrate success. The RRSs will coordinate the dates and locations of the regional meetings, as well as participate.  DHS staff with person-centered practice expertise will attend to help facilitate these local groups.

http://tiny.cc/mndhs-pcp
http://tiny.cc/mndhs-pcp
https://mnpsp.org/
https://mnpsp.org/
https://mnpsp.org/wp-content/uploads/2016/12/Person-centered-org-dev-tool-2.pdf
http://minnesotahcbs.info/
http://minnesotahcbs.info/
http://mn.gov/dhs-stat/images/PCP_protocol.pdf
http://mn.gov/dhs-stat/images/PCP_protocol.pdf
http://www.dhs.state.mn.us/main/id_000402
http://www.dhs.state.mn.us/main/id_000402
http://tiny.cc/mndhs-db101
http://tiny.cc/mndhs-db101
https://mn.gov/dhs/partners-and-providers/news-initiatives-reports-workgroups/long-term-services-and-supports/support-planners/

Where to Find Help Now — other websites

Housing Benefits 101

e https://mn.hb101.org/

Person-centered Toolkit
from Support Development Associates (Michael Smull’s
organization in Maryland)

e http://sdaus.com/toolkit

LifeCourse Person-Centered Tools
(Kansas City Institute of Human Development)

e http://www.lifecoursetools.com/planning/

Person Centered Thinking 2-day Trainings

e http://rtc3.umn.edu/pctp/training/newdatesl.asp
?training=1

The Learning Community

for Person-Centered Practices has a treasure trove of useful
information, contacts, groups and tools. There are resources for
every level and role from leader to implementer.

* http://tlcpcp.com/

Impact Newsletter

from the University of Minnesota’s Institute on Community
Integration on Person-centered Positive Supports and People
with Intellectual and Developmental Disabilities

e https://ici.umn.edu/products/impact/292/292.pdf

Helen Sanderson UK Person-Centered Toolkit
(partner of Michael Smull)

* http://helensandersonassociates.co.uk/person-
centred-practice/person-centred-thinking-tools/
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Here are more places to help you on your person-centered journey.

https://mn.hb101.org/
https://mn.hb101.org/
http://sdaus.com/toolkit
http://sdaus.com/toolkit
http://www.lifecoursetools.com/planning/
http://www.lifecoursetools.com/planning/
http://rtc3.umn.edu/pctp/training/newdates1.asp?training=1
http://tlcpcp.com/
http://tlcpcp.com/
https://ici.umn.edu/products/impact/292/292.pdf
https://ici.umn.edu/products/impact/292/292.pdf
http://helensandersonassociates.co.uk/person-centred-practice/person-centred-thinking-tools/
http://helensandersonassociates.co.uk/person-centred-practice/person-centred-thinking-tools/

Close

e Large group check-in
 Evaluations

e Good luck in your person-centered journey!

Thank you for your
time and input!
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Presentation Notes
1 word to describe how you are feeling now/how you think the day went.
What things will you be taking with you from today?
Review objectives for input.
Be familiar with the Person-Centered, Informed Choice and Transition Protocol 
Learn and use resources to assist person-centered practices 
Understand how MnCHOICES supports person-centered practices
Hear how other counties are implementing person-centered practices
Collect ideas for implementing person-centered practices in your work
Gain confidence in implementing strategies to successfully evidence person-centered support planning 
Understand what is needed for a successful Lead Agency Review
Have a sense that this was time well-spent
Discussion and input as time allows.

A sincere thank you for your time, contributions and sharing!
Don’t forget that the Person-Centered Thinking and Person-Centered Planning training introduces more tools and resources for person-centered practices, giving you time to use and experience them.
Also reminding you about the monthly Support Planners Learning Community webinars and the monthly Community of Practice meetings for support planners that can also be participated in remotely.
Good luck in your person-centered practices!
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