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Pg. 6. All my Life’s a Circle, Using the Tools: Circles, MAPS & PATHS, Falvey, M.S., Forest, M.,
Pearpoint, J., Rosenberg, R.L., © 1997, Inclusion Press, Toronto, Ontario, CANADA.

CIRCLE OF SUPPORT (FRIENDS)

" First Circle: Circle of INTIMACY

* Second Circle: Circle of FRIENDSHIP
Third Circle: Circle of PARTICIPA 770}\5

Fourth Circle: Circle of EXCHANGE

Fill Circles from the Outside—in!

This exercise is a social scan. It will give a quick picture of who i isin
'your life. It is very useful to gain clarity about who might be in-
volved in certain activities, or circles that need to be filled. We
recommend it personally and consider it an essential preventive
health check for students, teachers and citizens. The hidden key
question is: “Who loves this person?”

Instructions:
¢ Draw four concentric circles.

- * Put yourself in the middle then take a few minutes to fill in the people in .
each of your four circles. :

« FIRST Circle: The Circle of IN’IIA{IACY

List the people most, intimate in your life — those you cannot
imagine living without. '

 SECOND Circle: The Circle of FRIENDSHIP
List good fnends — those who almost made the first circle.

¢ THIRD Circle: The Circle of PARTICIPATION
List people, organizations, networks you are involved with
(work colleagues, the choir, the square dance club, your soft 5
ball team, etc. — people/groups you participate in.

. POl[RTH Circle: The Circle of EXCHANGE
List people you PAY to provide services in your life. (medi-
cal professionals, tax accountants, mechanics, hair dressers,
barbers, teachers, etc.) : ’

Note: People can be in more than one circle. Example: your doctor °
' or teacher could also be a very close friend; a deceased
parent/friend or even a pet, might be an intimate personal
supporter, efc.
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House document prepared by B. Russell, Sanilac County CMH, 2003:

PER.SON CENTERED PLAN ﬁcéPmang Worksheet for

RELATIONSHIP MAP

PCP Meeting plans: where
When, tme
Who is invited |
Topics to discuss
Topics to deal with a’iﬁ%n:’ndg / how._
RESUME -

TFACIUTATOR.

RECORDER [/ STYLE




PREFER ENCES, DREAMS, ASPIRATIONS OF [/ FOR

Where and with whome [ live.... - The iwork [ do...
Relationships
My free tiwe..... What 1'd like to leam.....
Seeurity, Safety & Health

AAPCP POS FORMS\Pre-Phan, preforences, dreams, aspirations - open chart.doc
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Actions | wént to take

Fﬁendship

Economic exchange
Participation
Intimacy

~22.

What | notice by filling In my'circles today
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Pg. 29 Person-Centered Planning, Finding Directions for Change Using Personal Futures Planning

Mount, Dr. Beth, © 2000, Graphic Futures, NY, NY.

TOOL: o
THE RELATIONSHIP MAP

A relationship map identifies impodant people, friends, and allies who can confribute to a capacity descripfion and
perhaps plan together with the focus person over fime. We also find many immediate opportunities for building and

strengthening relafionships.

Constructthis map by placing the focus person in the center, and listing important relationships in atleastthree clusters:
1} family, 2} friends and community members, and 3} paid service providers. Indicate intensity and depth of relationships
by putting the most important people close fo the center of the map, near the focus person. You can also indicate intensity
by using thick lines pointing to key people. Others who are less involved can be drawn further from the cenfer with thinner
or dotted lines indicating connecfion. Consult appendix page 68for a closer look at a relationship map.

Remember thatthe purpose of this exercise is to getto know the person, tolook for clues to potential relationship building
activities, and to make decisions about how lo proceed with the planning process. Once you complete this map with the
person, work fogether fo generate five ways to deepen and strengthen these relationships. The following section indicates-

some common discoveries from relationship mapping.






e
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Pg. 68. . Person-Centered Planning, Finding Directions for Change Using Personal Futures Planning,
Mount, Dr. Beth, © 2000, Graphic Futures, NY,NY

RELATIONSHIP MAP

Purpose To identify persorial suppor, the most |mporfont people in the focus person’s life, and people who may be
interested in planning together over lime:

Example: Tom's Relationships

(- COMMUNITY

k SHUNITA
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~ DENISE
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R pop - - .

A A | A
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EARNEST k - CARRIE _ - GRANDMA kk
" MOBILITY ﬂ DAN (PASTOR} &
oNA - . . MO k K k
HEARING IMPAIRED R "MARNA kGREAT
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k SPECIAL OLYMPICS . bAD UNCLE,
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CINDY.DMR R VIRGINIA : AUNT

' -DVR k ‘ PAT k
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MARIE. DBIP . R FATHER
S L ﬁ oy '-
PEOPLE TOM
LIVES WITH KEIMR

Fadlitation Tips:
1. Divide the cirdle info at least three categories: family, friends, and paid s!off members.
2. Puteach person on the map with a symbol of a person and their name.
Indicate the nature of the relationship and how long they have known each other. .
3. Put the people who are dosest o the-person, who are most important toward the center of the circle.
Indicate intensity and strendjth of the relationship with heaviec fines.
4. Highlight in yellow people who might be involved in the suppost cirdle.
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Effective Facilitation of the Person Centered Planning Process Training,

Lenawee County Mental Health, Adrian, Michigan

Who is ;é.-part of your life?

FAMILY

RK/ n
(OOL CLOSEST_T»O YOou HOME and
L OTHER PA

SUPPORT

FRIENDS and NON PAID
RELATIONSHIPS_
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Identify the people you want to guide you

Path isa facﬂltated prooess that uses a graphic record to focus

" enefgy and to support memory. If calts for two people to act as
_as ‘team gurdes a process facrlrtator and a graphnc recorder.

“= Aprocess facrlrtator who looks after ime and pace while

e asslstmg the pathf nder through the steps and questions.

: 1he process facxlrtator attends to the prooess as revealed
through words vmoe and eyes.

ie A graphlc recorder, who captures the pathfinder’s words and

: images-on paper and offers the pathfinder occasional
summaries of the work-and helps the pathﬁnder rdentxl';,r
emergent themes that unify the ongomg process. The: =~

.. graphic recorder focuses on imagery, using their ears and
hands to highlight their fistening and intuition.

- In our expériénce, ateam of outsiders provide the most effec-
tive guidance for Path. We have seen good, often surprising,
results among people who are trying out lhe guide roles for
the first time.' It would be extraordinary for someone from
wrthm agroup to guide as well as an outsider:and most un-

common for one person to be both process facilitator and
- recorder. : :

! B ‘f‘ q . ' Itis absolutely necessary that the gutdes themselves experi-
. ence. betng apathfinder. There is-no substitute for personal
- expenenoe iy discovering the texture of feefings and the pace

}f}l -~ of the questrons wrthout tlyrng the process oneself.
ij L ) _Because the__s:tuatlons pathﬁnders_ face generate high emo-
Vel tion, pathfinders need to chose guides they can trust to deal
ﬁ/ 7 ’f“l Y 'cbnstrixctively with people’s and group’s feelings of pain, fear,
H (" ﬂ\ - andanger. Expressxon of such feefings is not the goal of Path,
M et ‘ asitis rn some kinds of group worlk, but the feelings- are real in-

the situation and guides need the skill and willingness to

‘ ~encourage pathfinders-to faoe them and Ieam from them
- - . rather than lleemg them.

Invite peoplé to join in

Pathis a soc:al process. Even when focused on an lntensely
- ‘personal i lssue for an individual, the process is immeasurably
_ enriched by the actrve rnvolvement of others who know and
care about the person-
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Pg.5 Listen fo Me! USARC/PACE and Allen, Shea & Associates with Smull, M., Sweet, S., Bolton, C.,

Lopez-Green, P., USARC / PACE, © 1996, Vacaville, CA

Who is part of YO-ur life?

Closest
to
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Pg.9 Appendix 1 pg. 2 Thriving in my Community, A Plan for Independence, Support, and Belongmq,
The Arc Resource Group. Inc. © 1999, The Arc Resource Group, Ellicott City, MD

PREPARATION FOR PLANNING |

“Until now, we planned with program people.
Information about My Life allowed us to prepare with family
as well as with a respite provider who could not come to the meeting.
We learned this person really likes to watch bowling pins fall and golf balls being
hlf This is glvmg us new ideas for exploring day activities and possible jobs.”
-Vocatnonal Coordinator

Identifying Who Will Help Plan

The person whose plan is being developed identifies. with whom they
would like to plan. Key people they include may also be asked for ideas of
others who would be particularly helpful in’ planning, and the person may decide
to include these people as well. To develop a plan that addresses the person’s
whole life, participants will ideally be-representative of that life rather than only
representative of the programs which serve him or her.. People with strong past
connections, such as school-teachers, should also.be ‘tconsidered. If the person -

is unable to identify partlcapants family and/or sugnlf cant others can assist with
this. :



 THRIVING* IN MY COMMUNITY

‘Name____ o " PlanDate

The following people contributed to the development of tﬁis~plan.

| INITIAL AGREEMENT
NAME RELATIONSHIP OR TYPE OF CONTRIBUTION
IF NOT PRESENT

*Thrive: To make steady progress, to prosper; to grow vigorously, ﬂounsh
© The Arc Resource Group

APPENDIX | Page2
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Appendix 1 pg.3 Thriving in my Community, A Plan for Independence, Support, and Belonging, The
Arc Resource Group, Inc. © 1999, The Arc Resource Group, Ellicott City, MD

THRIVING* IN MY COMMUNITY
A Plan for Independence, Support and Belonging
SECTION A. INFORMATION ABOUT MY LIFE

Name ' . Date

Name of person who helped me complete this section, if any

Questions that are not useful to me do not need to be answered.
Prior to and during my meeting other team members may help me expand my vision. Only
information that | agree with will appear on my final form. Information provided by me will
be highlighted. S

1." MY GIFTS & TALENTS
This is what people like about me:
These things make me feel good about myself:
These are my favorite things to do (my hobbies and'jnterests):

My talents include:

2. IMPORTANT PEOPLE PLACES, ACTIVITIES AND SUPPORTS
These are the people | know in my community, where [ like to go and what | like to do with
them: )

The people l really. Iikg to be With-qfe: |

The things | do with them are:

fhg people | would like to spend more timewitﬂ xarie: .

If | have a probiem or need help, the people | liik-e-t';o_. talk to are:
Family and friends not already listed above:

| receive assistance from these support agencies:

*Thrive: To make steady progress, to prosper, to grow vigorousl , flourish
Ly progi prosp gr g Ly
© The Arc Resource Group

APPENDIX1Page 3
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Pg. 21 Developing First Plans! A Guide to Developing Essential Lifestyle Plans, Smull, M., Allen, B.,
© 1999, Support Development Associates, Annapolis, MD and Allen, Shea & Associates, Napa, CA

Developing First Plans: A Guide to Developing Essential Lifestyle Plans

Talking to People Who Know and Care:
An Individual Interview

Name of the Pérson‘lnterviewed:
What is your relationshi;; to "person'?

How long have you known “person*? |

Hov;r much time do you/did you typicaily spend with "person'?

What do you like the most about "person”?
What do you admire the most about “person'?

YWhen was the last time you had fun together, what did you do?

What would be "person’s™ best day, worst day?

Other Notes:
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Pg. 35. . Person-Centered Planning, Finding Directions for Change Using Personal Futures Planning,

Mount, Dr. Beth, © 2000, Graphic Futures, NY, NY

MAPS FOR THE JOURNEY: THE PERSONAL PROFILE

BASIC FRAMEWORKS

> RELATIONSHIPLAP. GCE 97 - . BACKGROUND - *

Friends Family | | Commanity ‘ *Born l
Life

Pa;d . ' Hurman

Providers_ . ' Service World Now

PERSONAL PREFERENCES B _DREAMS HOPES & FEARS .

Fear or
" Nightmares

o o . —— e e ey s — —— —— A B At M} S, A Al ot M S S et T i i Pt e e i Abemt ey e, o i e ]

g Al A - . RESPECTMAP & -
Made by Made by Conditiofis Conditicns = *} | Positive Quadlities
the Person Others that lead that lead _ Characteristics| that often
to good topoor = lead to
hedlth. hedlth. rejection

. HOME OR OEMﬁP' W COMMUNICATION - - .- DAILY ROUTINE

What Doesnit 30-T45
Works Work " TS - 800







THIS MATERIAL IS TAKEN FROM THE FOLLOWING SOURCE. THE AUTHORS GIVE PERMISSION TO
COPY THIS TOOL FOR DEVELOPMENT OF A PERSON CENTERED PLAN. Sec.B
Effective Facilitation of the Person Centered Planning Process Training,

Lenawee County Mental Health, Adrian, Michigan

INDIVIDUAL SUPPORT PLAN

NAME: _ _ CMH ID#

WHAT’S IMPORTANT TO ME?

1. Strengths: Things I am good at/ Things that are positive about my life:

qreat swile
qreat sense of hunor
Very social
LiRes everyone
Polite: excellent manners
Proud of my independence, likes to be able to take care of herself
Voices her wanks and wneeds
Coopertive, happy to help out
Knows that she has her own limitations, but she know to tell people to
stop if they cross over the line
Has a great support system and {antastic advoeates in her parents
Enjoys: listening to musie, puzzles, watching videos; gotng for walks,
going for bike rides with her day, participating in Special
Olympics.
Her favorite foods are spaghetti and pizza
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THE PERSONAL PROFILE;

BASIC FRAMEWORKS FOR GETTING TO KNOW THE FOCUS PERSON

Relationship Map: Identifies opportunifies for personal support and assistance.

Places Map:

Background Map:

. Preferences Map:

Dreams Map:
Hopes and Fears

Helps to nllustrate the most important people in the focus person’s life. People interested in
planaing togeth_er over fime, and opportunities for building relationships.

Describes the patfem of current daily fife.

Helps to illustrate how the focus person spends her time. How much time is spent in

‘segregated or community seffings, and existing opportunities for building community.

Providés an overview of the life exper;'ence of the person and family.

Helps fo illustrate positive experiences form the past to build on. Appreciation of the fraumas,
loss, and grief in life. Celebration of accomplistiments, and opportunmes now as a result of

the past.

Describes personal preferences, gifts and inferests, as well as conditions to avoid.

Helps to illustrate pattems in the gifts, potential, and unique confributions of the person.
Describes patterns in condifions that challenge development.

" Describes ideas about personal dreams and desires for the future.

Describes how people feel about the opportunities and obstadles they see to making ﬁings
happen. :

Helps to understand inner images about desxres and both the hopes cmd fectrs about the
future through the eyes of the focus person. :



Choices Map:

Health Map:

~ Respect Map:

OPTIONAL MAPS TO USE IN THE PERSONAL PROFILE PROCESS

Describes decisions made by the person and decisions made by ofher people.

Helps-to illustrate the degree of control the focus person has over life decisions, and the
degree fo which decisions are made by other people. Helps clarify the need for personal

assistance.

Describes the conditions that promote or threaten the health of the person.

’ uHelps to illustrate real limitations and constraints imposed by health concerns, medications,

therapies, and other conditions and routines that assure or threaten good heatth.

Describes petsonal characteristics that can create barriers to community acceptance as well as

remembering qualities that will be.a contribution in relationship life.

Helpsto illustrate the personal characteristics, behaviors and social roles that may lead to rejection

by others as well as positive qualities that can be strengthened in personal relationships.

Other Optional Maps:

Other maps can be invented by the facilitator to help them understand life as it is experienced
through the eyes of the focus péison. For example, it is important fo understand methods and
channels of communication for people who live with visual and audifory impairments. In this

section, we will outline some opfional maps that focus on communication.
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Pg.6-7 Listen to Me! USARC/PACE and Allen, Shea & Associates with Smull, M., Sweet, S., Bolton, C.,
Lopez-Green, P., USARC / PACE, © 1996, Vacaville, CA

B e i —e

ings : t vou? _
- things about you? R

Yoy

VA

e

e neg i L
N e DT

What are some great things about you? What do you like about
you? What are some things you're good at? proud of? What are
“some nice things that people. say about you? What do people -
thank you for? This is sometimes hard for people to answer., so
- - you might want to start by asking a friend or relative.

These are important things to think about whén you are ﬁgu_ririg
' out the kinds of services and stippbits you need and want.
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Pg. 12-13 Listen to Me! USARC/PACE and Allen, Shea & Associates with Smuil, M., Sweet, S., Bolton,
C., Lopez-Green, P., USARC / PACE, © 1996, Vacaville, CA

e~
e -

'3. What things do you like

% to do! |
e B L
\\;\“\>

To hé‘l'p;}.}ou get started on your lists, ask
yourself and people who know you:

" What things do you like to do? at homé? at
work? at program? at college? for fun?
~ around town? on vacation? What kind of
- - music do you like? What kind of movies do ‘t
you like? What kind of food do you like? ‘
- Do you have any hobbies? Do you collect things? What are
~ the things you don't like or don't like to do?




our:List of Favorite Things

Thinas You Don't Like or Likc‘fo Do...
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Pg. 15-16 Developing First Plans! A Guide to Developing Essential Lifestyle Plans, Smull, M., Allen, B.,
© 1999, Support Development Associates, Annapolis, MD and Allen, Shea & Associates, Napa, CA
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The Worst Week Day Would Be
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Effective Facilitation of the Person Centered Planning Process Training,

Lenawee County Mental Health, Adrian, Michigan

Person-centered Plan

1. 'Who is here to help me plan my life?

~ 2. What are the most important things that have happened to me so far in
- my life?

3. Who are the people @d places that are mostimportant to me?
4. What are my likes and dislikes?

5. What things in my life make sense?

6. What things in my life do not rﬁake sense.?'_

7. Whatv is my daily schedule? -

- s How could-we unprove imy daily schedule so that it included more of
- what T like? '

9. What are my strengths and interests?

10.If T could have a perfect day, how would it bé different from my days
currently? .

11. What are activities I could be involved with in the community?

12.The outcomes I would like to see occur for me include:

13.What is the :t.imeline for oufcomes to be met?




14.Who is going to make sure that my outcomes are being met?

15.When can we get together to see how things are going?
= Date ' ' )

= Time

» Location

16.What is the best thing about my person-centered planning process?

17. Evaluation of the process
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Pg. 17-18 Choices, Person Centered Planning, Trainee Manual Module 13,

St. Clair County Community Mental Health, Port Huron, M.

B

Things I {ove: These are new things I want to

do and learn:

- | Things I like a lot:
} Things I don’t like:

Things T really don’t fike: I currently receive these

services:
Some things make me happy: v
L ' o v
- And Sometimes I get sad because... [
v
These are my greatest fears:
e

L e v B @ e v oviaZateas e WY e e
] R rp el Py

| People at work think these thing
§ about me:

my job:

_— About my home:
People at home think these things
about me:

The things I most of ten need help
with at home and work are:
- My friends and family think these

thirigs about me:




B T L T I e s
T, ¢ 2 O R e T

- My perfect job wodld be._.
(explain why)

My peffect home would be_.
(explqin why)

My health needs:

If my world were perfect, this is
‘what I'd be doing:
At home:
At work:

In the community:

With my friends:

P T ST T PR i A

I need this much money to live and
this is where it comes from:

Places to go..
People to see..

18 - Module 13 -
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" Pg. 72 .. Person-Centered Planning, Finding Directions for Change Using Personal Futures Plannmq,
Mount, Dr. Beth, © 2000, Graphic Futures, NY, NY

' IMAGES OF THE FUTURE: DREAMS MAP

Purpose: To explore innerimages aboutdesires and dreams for the future. tthelps to llustrate the experiences the person
or the famity wants to have more of, including dreams for a home; a job, communily fife, and personal life. The difference
between his map and the "vision” map developed during the Futures Planning meeting is that this map expressestheimages
and hopes of the person and those who know them best. The vision map may include many other ideas contributed by

lots of other people.
IMAGES OF THE FUTURE FOR TOM-

COMMUNITY LIFE

e /V\embe.rship at American Fithess
Center — Health Club

M e f¢ amily Life: Supporf family members to
- visit. go to dinner. go swirnming. or to laundry

| o Fricnds ®

@ High School near where Tom lives §
® To be with kids his own size & age
e Workout. exercrse in gym

mat once a month.

swjmm; k Q-—) ' @ G’Oing Ouf to Eat C‘oing fo Church
° ? ;ii:f/ﬂliz;mfba” R e Recreatiorr Active. Physicaf: @
e To have friends with other -’ Walking ) =* Swimming
students :: Horse.back Riding = Bowling
- A Full D i
° u_ R4 =+ Going to the Mall

e Good lnstruction e AT Art Exp[oraﬁon

o Loarning | S s Drawing_ Painﬁng. Cfay.

a.mmg "; e Q;O Y Exph’)re' ljlfferemL Mediums

e Computers - . @ Vocational Exploration

e Leisure = Washing Cars/Dishes

® Vocational . = Electrical
e OnetoOne Interpreter ' = Putting things together
@ Consisfehcy =
e Active. not boring

’ "His Home™ ' _
\
i' HOME | n : 0
o House with a Yard e Close to Fark and the

mall, restaurants.

bowling. swimming

e Domes.ﬁc Skills e Roommate: Someone He knows
M ; maybe Woalter

e Close to Family (but not next door)
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'Pg. 14. All my Life's a Circle, Using the Tools: Circles, MAPS & PATHS, Falvey, M:A,, Forest, M.,

" Pearpoint, J., Rosenberg, R.L., © 1997, Inclusion Press, Toronto, Ontario, CANADA.
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Pg.22. All my Life’s a Circle, Using the Tools: Circles, MAPS & PATHS, Falvey, M.A., Forest, M.,
Pearpoint, J., Rosenberg, R.L., © 1997, Inclusion Press, Toronto, Ontario, CANADA.

Forest; Pearpoint, Taqu,cymmﬁéy

’t{% é <) , The MAPS Mandala
Introductiops: :
‘Who is present?
What is their
relationship to
the person?

What is the
Nightmare?

What is the
Plan of Action
to avoid the
Nightmare and ©o
make the Dream’
come true?

‘What are the ' .
Person's Needs? What is the

Person

What do We G
need to do to .Ogid at.;. ,
Meet these Needs? sengths, |

gifts, )
~<—__\ulents?

iff 3;13;(&?0«( [

© Inclusion Press 1992
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Pg. 19. All my Life’s a Circle, Using the Tools: Circles, MAPS & PATHS, Falvey, M.A., Forest, M.,

Pearpoint, J., Rosenberg, R.L., © 1997, Inclusion Press, Toronto, Ontario, CANADA.

A My Life's A Circle

What makes
contribution thrive?

A NEW format for Recording your MAP

After many years of doing MAPS, and experimenting with many
formats for recording a MAP, this is our collective best outline - for now.
One of the advantages of this format is‘that you can use a yellow (light)
marker to make the outline in advange (if you choose) - and then you
have a template to guide your recordmg This is yet another stage in the
evolution of MAPS. If you discover a new, better or different recording
format, please let us know.
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Effective Facilitation of the Person Centered Planning Process Training,
Lenawee County Mental Health, Adrian, Michigan

INDIVIDUAL SUPPORT PLAN

NAME:_ - CMH ID#

2. Dreams/ Goals / Things I want:

Awnd her {amdily ave pleased with her new hone and hope she stays for a Long tine.
wants to Reep tn touch with other friends from Our Lad y Of Providence?

wanks to continue working with the mobile crew.

wants to enjoy a veriety of vecreational activities in the conmmunity.
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House document prepared by B. Russell, Sanilac County CMH, 2003.

PERSON CENTERED PLAN Pre-Planmning Worksheet for

RELATIONSHIP MAP

PCP Meeting plans: where
When tme
Who is imvited

Topics to discuss
Topics to deal with datfferently / how. .

RESUME

FACIITATOR

'RECORDER / STYLE.




PREFERENCES, DREAMS, ASPIRATIONS OF / FOR.

CWhiere and with whond ( live... . CThe Worke [ do...
'Edﬂa’onsh[ps
My free tince..... what 1A like to learn.....
Security, Safety & Health

AAPCP POS FORMS\Pre-Plan, preferences, drezms, aspirations - open chart doc
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Pg.16-17 Listen to Me! USARCIPACE and Allen, Shea & Associates with Smull, M., Sweet, S., Bolton,
C.. Lopez-Green, P., USARC / PACE, ©® 1996, Vacavilie, CA

e e e e
z e

g - 6. What is most important to %

% you and what can we do to ¢
E - 3

%, successfully support you? f ._
Tl e

Look back at the-things you wrote-down or said when we talked
about who is in your life (#1), great things about you (#2). -
things you like to do-(#3), and your best and worst week day -
and weekend (#4 & #5). What is most important for us to
remember? What things do you want to make sure are’in your -
life every day (like a cup of coffee in the morning or a favorite
friend)? What things do you want to make sure are not in your
life every day (like a certain kind of music or some food you: -
can't stand)? How can we successfully support you with thos&.
things that are most important. At work? At program? Around
town? For fun? On the weekends? ' o
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THRIVING* IN MY COMMUNITY

Vision For . s Life

At the upcoming Individual Plan meefing, we will use the following information to Izelp
" identify the outcontes for next year. Please review this and write down information you weuld
like to share. Please returnitfo:’ " :

At: T ’ By:
If you need more room please use the back of this page or another sheet of paper.

1. GIFTS & TALENTS

2. IMPORTANT PEOPLE, PLACES ACTIVITIES AND SUPPORTS
Favorite people, and things the person likes to do with them; favorite activities at home,
work, and in the community; recreational activities, support agencies, and informal supports

3. LIFETODAY

Things that help make a good day, favorite places, people and activities; other things that
are fun; things that can ruin a good day; things that bring about anger, or are frightening

4. THEFUTURE (If the person could have anything})

New things and changes the person would like; things that should not éhange; things
needed

to stay héalthy and to feel and be safe; things the person wants to leam that will increase
independence (consider living situation, job, relationships and community connections)

*Thrive: To niake steady progress, to prosper, o grow vigorously, flourish
€ The Asc Resource Group

APPENDIX{ Page 8




5. THINGS SUPPORT PEOPLE SHOULD KNOW
Things that help when the person is sad, angry, or upset; the best way to remind the

person
of something; the way the person communicates best, support they need to communlcate

with others

- 6. LIFE EVENTS, KEY ACCOMPLISHMENTS, CHANGES AND LOSSES THAT ARE
IMPORTANT TO CONSIDER WHEN PLANNING FOR THE FUTURE

-7. ADDITIONAL INFORMATION

Completed By: - Date: :

APPENDIX I Page 9
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Pg.33 & cover. All my Life’s a Circle, Using the Tools: Circles, MAPS & PA THS, Falvey, M.S., Forest, M., -
Pearpoint, J., Rosenberg, R.L., © 1997, Inclusion Press, Toronto, Ontario, CANADA.

Al My Life's A Circle

Step 1 - The North Star - the Dream
- The time is spent focusing on the individual _ideritify’ing: ’

his or her DREAMS and ultimately their North Star. Some of

the questions that can assist a person identify their North Star

may be: . R

'~ Whatideals do you most want to realize? -

* What values do you want to guide you?

* What gives direction to your life?

* What drives you? - o

Barry’s North Star was: to be able to live in a home with

just a few people, he wanted support so that he could eat

~ when he-wanted to, go to the bathroom when he wanted to,
have a bath when he wanted one, and leave the house when
he wanted to. The facilitator finished this step by summariz-
ing the dream and solicited from Barry his perspective on the
accuracy of the information that had been graphically de-
picted. B _ o

PATH

(Planning Alternative Tomormws with Hop-g)- " |

The‘bNOrthSt_ar

T DREAM T .

71N

W -Peopale 4 ‘Ways Commit - Next
to {to Build to the. | Months

Enroll | Strength |- FIRST |- Work

-k ~STEP |~




@ \594 Jncwysion Pre<s |
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Pull out chart PATH a Workbook for Planning Positive Possible Futures, Planning Alternative
Tomorrows with Hope! Pearpoint, J., O’Brien, J., Forest, M., © 2001, Inclusion Press, Toronto, Ontario,

o e
: | PATH o "
. (Planning Alternative Tomorrows with Hop‘e)
| TheNorthStar | ‘H’
3] 4 I3 8 7 \
T DREAM

Now | People | Ways | Cv'ommi'_t‘- f\_lext‘
to {tobuild{ tothe |Months
Enroll Strength| FIRST |- Worlk |

YOUR PATH .

- - Afocused Planmng Process - | ’

( ) . . Steps )
~ ~ Situate yourself in a very postive future

- picture it clearly, then think Backwards.

1. Tou_ching the Dream (the North Star).

2. Seusihg the Goal:?.F.o'_cus for the next 'yezif.
) > 3. Grounding in the Now: Wheré am Vare we?
R 4 Identifyiug People to Enroll on the Journey.
5. Recognizing Ways to Build Strength. |
6. Charting Actions for the Next few Months. |
7. Planning the Next Month's Work

|| 8. Commlttmg to the First Step (the Next Step)

"_ \_ (Includmg a Coach to Support your First Step) ) 5
L © Inclusion Press 1 Pca:point. J. OBrien, M. Forest 1991 J :
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Effective Facilitation of the Person Centered Planning Process Training,

Lenawee County Mental Health, Adrian, Michigan

INDIVIDUAL SUPPORT PLAN

NAME: | | CMH ID#

3. Barriers: Things that make it hard to reach my goals / dreams
Health and safety must be addressed.

Has a seizure disorder. She is taking wedication for her seizures. Wears a
helwmet on hard surfaces, outside her howme and where she kinows she can injure
hersel{. She needs to have awake staff while she sleep. Can sometines tell when a
seizure is coming on, and she will sit down so she does not injure herself.

Needs to be mondtored while she is tn the bathroom

Requires a Lot of sleep. She needs to have a nap after work. if she does not get
enough sleep, she can become very agitated with can tnerease her chance of having
a seizure. Needs to stowly transition whewn she first gets up.

Might have cluster seizures before or after her menstrual cyele. s talqmg
medication for the discomfort and headaches.

Needst to be encouraged to drink fluids. She does wot sweat and has
atendency not to drink a lot.

Takes wedication for agitation.

Rarely gets sick.

Sta ys with the group on outiwgs and stags away from the road. However, she
does become distracted tn parking lots and wmay wmove toward her vehicle without
looking for oncoming traffic.

s very outgoing and friendly and coudd be vulnerable in the community if

she did not have sovueone with her.
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Effective Facilitation of the Person Centered Planning Process Training,

Lenawee County Mental Health, Adrian, Michigan

INDIVIDUAL SUPPORT PLAN

NAME: : ' _ CMH ID#

3. Concerns about my health and safety: (*other than those listed previously)
THE KIND. OF HELP I NEED FOR MY HEALTH AND SAFETY IS:

Assistance with seheduling and attending appointments.

Assistance with wedications.

Monitoring around the clock due to the frequency and intensity of seizures.
Medication. helps, but the seizures are not wnder complete control.

Recommendations/ Referrals:

1) Continue with Support Coordination Services
2) Conktinue habilitation on CMH nobile crew.
3) Cowtinue to receive financial support to maintain housing.
4) Cowtinue to receive staff support to wmaintain safety, health and quality of
Life tn supported Living setting.
&) Comumunity participation such as: bowling, classes, outings, having friends
over and enjoying day outings. Attending church regularly is suggested.
&) Maintain contact with friends from our Lady of Providence.
F) Maintain nursing services and regular monitoring as required.
g) Maintain psychology services for assessment, devising behavior plan and
wmonitoring activity.
9) Dietician services available if needed
10) Excellent communication required between all menmbers of support systew to
ensure the highest quality of Life.

Opportunities. / Dreams / Goals I’'m not going to pursue right now and the reason:

The facilitator provided written information on CMH agency hearing Rights. It was
agreed that the information will be used if needed.
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Pg.27 Choices, Person Centered Planning, Trainee Manual Module 13,

St. Clair County Community Mental Health, Port Huron, ML

How Can We Support Luey?
Luey said: |
I need. some help from someone in finding and learning o job
When I live on my own I need help with cooking
I will olso need help getting groceries home
I need help with my medications

Od@,rssazd.

Someone could help Luey find o job wotking around animals

Mot could. put marks on oven diol, so-that Luey con stort using the oven

: Lucgmuhdppuimgedua'boohofhufmuemupesusaxg picture
symbols ' | o
Lucgnaghtmdhdpfwawlalgmdw\gmgd@ts. getting used. to public

tronsit, gewngmfkedm'soﬂm};fofkqupmdo&\ghumd@,and

| keeping her place cleon ', |
MahesweWeke(pl[ucg[oohfmap[;me-to'(iyehwragmwgstme

Dadmngetasmuw:thtkabashetfod@ wusewwgmwzesﬁmn

the stote while she is living o hotme _

Luey's sister will moke sure they hove some fun time every week.







THIS MATERIAL IS TAKEN FROM THE FOLLOWING SOURCE. THE AUTHORS GIVE PERMISSION TO
- COPY THIS TOOL FOR DEVELOPMENT OF A PERSON CENTERED PLAN. Sec.E

Pg.28 Choices, Person Centered Planning, Trainee Manual Module 13,

St. Clair County Community Mental Health, Port Huron, MI.

Lucy's Person-Centered-Plan:

_ My Plon for the Futwe Starts Now
This plan belongs tor Luey Srith- When did I moke this plon? 11/03/98
whot are some first steps thot . Wl\othndsofsuppoftwdllmedﬁm..f
T could toke over the next six |- Forily, friends, and Sersi
A etvices
mﬂxstoageor? - -community
Fot furc ~ . ,
|'e Stort acrofte project with | @  Goto the hobby stote with
my sister mif slctet to see whot kind of
eroft might be interesting. .
® Look at the edult educotion
catolog to see if there are
oy interesting hebby ot
" eroft elosses we could toke
together |
Leorn how to type ond use 0.~ | @ Jenrug will gor with me tor see
computer what computer would be best
for me
®  Moke on oppointment ot the |
: eomputer eenfec in town
Fot wotk:
e Getajob ® ®
Fort lving: -
e Learn mote ahout living e e Wotk on b plon at home je.
ryf owr ot with others with my patents to learm -~
e mote about things like
‘ ' cooking and shopping for
groceries, taking core of my
own medicotions, efe.

The example of Lucy's Person-Centered-Plan is JUSf fhof an example. Agency

forms will be used fo documem‘ the individual's plan. The example is fo illustrate

that this indeed is fhe.gndmdual s plan based on their choices.
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House document, St. Clair County CMH, Port Huron, Mi

.‘IIIIIIIIII.IIIIIII.IIII.I!IIIIIIIIII‘

] St. Clair County Community Mental Health
, Person-Centered Planning -

Health and Safety

The items-below are some examples of health and/or safety risks. This is, of
course, not an inclusive list.

—_Is the person dangerous to self or others
— Unsafe sex practices
___Pregnancy
___Sexual abuse
___ Alcohol abuse
___Self harm
__ Aggression toward others
___ Verbal/emotional abuse
___Physical abuse
. Safety at home
__ Illicit drug use
—__ Diet/nutrition
___Nicotine use
___Medication interaction
___Medication side effects
— Medication management
___Chronic health problems
___Non-attentive to need for health care
__ Hygiene

___Household Maintenance
___Physical dlSablllfy

__ Seizures
___Environmental Modifications

* Review Health & Safety issues that were identified by, discussed with the
person, and identified by others.

* Identifies strategies for assuring that the person has access to needed and
available supports to address health and safety issues.

* Identify individuals who are willing to assist the person in implementing
strategies identified in the plan.

¢ Identify how follow-up will be accomplished.

* Justify if strategies dre not included ini the plan (i.e.) if the persen is aware of
the risk and-chooses not to-address it)

Remember, if it isn't documented, it isn't donel
PU \\fileservOOI\public\Peggy Lavton\Peggy's ﬁld\PGP\}{eahM\dSofdyChed&st doc Mzsm

ol
'llllllllll.llllllllllIllllllllllllllh
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Effective Facilitation of the Person Centered Planning Process Training,

Lenawee County Mental Health, Adrian, Michigan

INDIVIDUAL SUPPORT PLAN

NAME: | CMH ID#

3. Concerns about my health and safety: (*other than those listed previously)

THE

KIND OF HELP I NEED FOR MY HEALTH AND SAFETY IS:

Assistance with scheduling and attending appointments.
Assistance with wmedications.

Mownd

toring around the clock due to the frequency and intensity of seizures.

Medication he[ps, but the seizures are not wunder complete control.

Recommendations/ Referrals:

5)

&)
)
g

9)

10)

Continue with Support Coordination. Services

Continue habilitation on CMH mobile crew.

Continue to receive financial support to maintain housing.

Continue to receive staff support to maintain safety, health and quality of
Life in supported living setting.

Community participation such as: bowling, classes, outings, having friends
over and enjoying day outings. Attending church regularly is suggested.
Maintain contact with friends from our Lad Y of Providence.

Maintain nursing services and regular monitoring as required.

Mainkain psychology services for assessiment, devising behavior plan mnd
monitoring activity.

Dietician services available if needed

Excellent communication requived between all mendbers of support s ystem to
ensure the highest quality of Life.

Opportunities / Dreams / Goals I’'m not going to pursue right now and the reason:

The facilitator provided written information on CMH agency hearing Rights. It was

agreed th

at the information will be used if needed.
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Pg.27 Choices, Person Centered Planning, Trainee Manual Module 13,

St. Clair County Community Mental Health, Port Huron, MI.

How Can We Support Lucy?

Lucy said:

I need some help from someone in finding and. learning o job
WhenT live on my own I need help with eooking

I will olse need help getting groceries home

I need help with my medications

Others sid.
Smmldkdpucgfmajqbwmkmgmmd.muMh

Mot eould put marks on oven diol, so that Lucy ean stort using the oven

| Luey could help p@mged\u o. book of her fovorite recipes using picture

symbols | |

Luey might need help for o. whils in changing shests, getting used. to public |
tronsit, gtting to the dootor's offss for her opposintment, doing her loundly, and |
| keeping her place clean ’,
Mnhesmwehdp:uogbokfofapl;zce-wkwnwragmerym
Dadmgetasmaucartwakabasketfmuegmmewwgwﬁmﬁm
the stote while she is living a home |

| Lues's sister will moke sure they hove some fin time every woch.
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Lucy’s Person-Centered-Plan:

1 My Plan for the Future Starts Now
This plan belongs tor Luey Smith When did T make this plan? 11/03/98
| what ére some fist steps thot What kinds of support will I reed from......
| I coudd toke over the next sic | amily, friends, and St
Setvices
months to o year? - eomumunity
Foe fure . '
| @ Start o erofts project with e Goto the hobby stote with
my sister wif sister to see what kind of
eroft might be interesting.
® Look ot the odult education
eatalog to see if there are
any interesting hobby or
eroft elosses we eould take
together '
Learn how to type and use a e Jenny will go with me to see
compuder ' what computer would be best
forme
® Moke an oppointment ot the |
: compuler cerder in town
| Fot wotk:
® Getojob je e
| For living: -
'@ Lean mote obout living on e  Work on:t plan at home je.
my own ot with others: with my parents to learmn -
° mote obout things ke
cooking and shopping for
groceries, taking care of my
own medications, efe.
For the futue: '

The example of Lucy's Person-Centered-Plan is just that, an example. Agency

forms will be used to document the individual's plan. The e)_(gmple is to illustrate

that this indeed is Tf\é_i‘ndividual's plan based on their choices.
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House doéument prepared by B. Russell, Sanilac County CMH, 2003.

PCP DECISION-MAKING PROCESS FOR DIFFICULT SITUATIONS

* UTILIZING THE WHOLE PCP TEAM, INCLUDING THE CONSUMER:

1. Establish the basics: - :
: Who is on this consumer’s PCP team? Other important people.

Agree on the meeting format and decision making process.

The consumer’s dreams / wishes and aspirations for himself?

Dreams / wishes of others for him?

Strengths, positive characteristics, skills & abilities?

2. Determine what is-important TO the consumer, and what is important FOR the consumer.
What is important TO a person includes only what they themselves are “saying” with
1) Their words, and -
2) Their behavior. -
When words and behavior don 't match, the bias is to rely on behavior, : ‘
What is important FOR people includes only those things that we need to keep in mind regarding
1) Issues of health or safety _ . ]
2) What others see as important to help the person be d valued member of the community.

3. Identify what you know about the situation and what you need to find out,
If you need more information, determine if you can go on at this point or whether-you should
reschedule the meeting: ) .

Determining what is working and not working for the individual-and for,; those who support him
could be useful. Utilize all sources of information, including people-who may not be present.

4. If there is a dilemma about what and how much the paid services should do, determine the core
responsibilities and what needs to be addressed with creativity and courage.

5. Brainstorm ideas, including the outlandish and impractical, about what could be done.
All members of the team toss out ideas of what could be done. Keep it lively!
All ideas should be recorded on a big sheet so that everyone can see them.
DO NOT DISCUSS OR EDIT THESE IDEAS! "

6. Review, evaluate, combine and extend the ideas until you have a possible approach to the situation.
Use contrasting pens to link related ideas, zing the bad ones, highlight and expand good ories.
Don't eliminate an idea just because you don’t know who or kow it could be implemented.
Brainstorm again.on kriotty possibilities. :



7. Try to anticipate what will happen if this approach is put into dction. If the consequences of the plan
are unacceptable then go to #8. If the anticipated outcome is postitive, move to #9.

List what your fears are, including agency and community ones.

List what you might try. -

List the most likely outcome of the ideas you ‘ve chosen.

Decide whether the idea is worth whatever risk might develop.
Try to anticipate reduction-of-risk measures.

8. Revise your ideas, by repeating the brainstorming process if necessary, and develop another
approach. A '

9. Go back and check the plan against the rcqﬁircments of what is lmportant ‘TO and FOR the
individual. ) : ‘

10. Assign responsibility based on do-ability and commitment, utilizing the consumer, generic and
natural supports before paid supports. - ’

Hdentify each PCP team member's role, and the specific ways in which they support the

individual. .
Consider supports in this order:

1) the individual him/herself

2) family / friends ,

3) general community resources with or without accommodation (ADA)

4) other services for which he/she is eligible

5) CMH paid supports ‘ :

'11. Determine the review period to evaluate the effectiveness of the outcome and consumer satisfaction.

12. "Repeat the problem solving process as often as necessary to ~niovc‘to’_wz§rd effectiveness of and .
satisfaction with the plan. ) . '

NOTES: There are a 1ot of parts to working out a difficult
issue. occasionally the discussion will become contentious and
the facilitator can redirect the team to the process that they
have agreed to use to address the problem. Refocusing and re-
stating the purpose of the meeting may help reduce animosity and
Tead toward more cooperative discussion. It is always work, for
everybody. The focus person should be as much a participant as
possible, and decisions made in his absence should be with his
advanced agreement.

f
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Inservice Training Supporting Health and Safety in the Person Centered Process, Smull, M.,
March 27, 2003, :

What is -

mportant to Important for

What else do you need to learn/know?

Smull & Allen 2001



Important to

What is important to a person includes only
what people are “saying”:

0 with their words

Uwith their behavior

Where what people séy is different from
what they do the blas is to rely on
behavior. |

~ Smull & Allen 2001 - -
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Inside a Rrsor’s Life

ilities

o
o
(&

ponsi

(Domain of friends)
‘Res

Not Our “Paid” Responsibility

Smull & Allen 2001
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Inservice Training Supporting Health and Safety in the Person Centered Process, Smull, M.,
‘March 27, 2003

WHAT’S GOOD / WORKING FOR - WHAT’S BAD / NOT WORKING FOR
CONSUMER - CONSUMER o
WHAT'S GOOD / WORKING FOR WHAT’S BAD / NOT WORKING FOR

CONCERNED SUPPORTERS ’CONCERNED'S'UPPORTE'RS




What makes sense? What works?

What needs ta be maintained?
{The Upside Right Now)

“‘What doesn't make sense?...What needs

to change? What doesn't work? {(The
Downside Right Now)

]

from Julle ‘s perspective

- Shopping as often as possible, daily

even, for favorite things
Having lots of jewelry and watches
to choose from and no one getting
into them until | tell them it's OK
Having my sister, Joanne, who lives
in Seattle in my life .
Lots of clothes in my favorite
colors, blue; red and black
Getting my nails polished in many
colors and many layers |
Living with my new friend, Teddy,
the Yorkshire

o Sleeping on my bed at night

o $Snacks from my plate

o In my lap when | watch TV

« Staff don’t let me drink whatever
l want . '
« The dog has to go in the other
room during mealtime.
‘'« When there’s no work to do at
WAC Inc '

"« When | go shopping staff don’t let

me buy some things | want

0
.

from staff perspective

Favorite people doing activities
with her, especially John Dandy
Keeping Julie from falling

o Reminders to use her walker
Blood sugar kept level

o Staff know Julie’s signs of

low and high blood sugar

Joanne is active in Julie’s life
Planning before she goes shopping
what she is going to buy

Julie is less steady on her feet and
falling more than she used to
If you dor’t make a plan with her
before shopping, she will want to
buy more than she has money for
o Julie may get very upset
which can alter her blood
sugar
Julie gives Teddy food off her plate
which means staff can’t accurately
track her nutrition :
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What are we | What might Likely result

. Try=
‘worried we try? of what we Yes. no.
| about? : | tried? maybe

Smull & Allen 2001
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Pg. 18-19 Listen to Mel USARCI/PACE and Allen, Shea & Associates with Smull, M., Sweet, S., Bolton,
C., Lopez-Green, P., USARC / PACE, © 1996, Vacaville, CA

™~

7 Are there other thlngs we need to know o
or do to support you? T :

g
T,
e o ' g * et e s T ~
. et pe - —— .

| gAre there things that we haven t talked about that would help us
* support you? For example, are there things we need to know ¢ or
:do to support your health? Are there certain medicines you - -
take7 Are-there certain physical thmgs that you should or should
‘not do? Are there certain things that we need to know or do to.
make sure you stay safe? Are there things we need to know
about the food that you eat? Are there things that make you
- ‘upset that we need to know about? -
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THIS MATERIAL IS TAKEN FROM THE FOLLOWING SOURCE. THE AUTHORS GIVE PERMISSION TO

- COPY THIS TOOL FOR DEVELOPMENT OF A PERSON CENTERED PLAN. Sec. F
Pg.20-21 Listen to Me! USARC/PACE and Allen, Shea & Associates with Smull, M., Sweet, S., Bolton,
C., Lopez-Green, P., USARC / PACE, © 1996, Vacaville, CA

ﬁ Thls part of the workbook is de31gned to support people who' do
“not use words to talk, or who have difficulty in communicating

: ‘with words. This section is also useful for-people who do use _ ©
““words to talk but are difficult to understand and as a way of

' recordmg how we communicate with people who have dlﬁiculty
m understandmg what we say.

“The heading what is happening describes the ciccumstances -

that seem to affect what the person does. For example, it could’

be the place the people around, or the activity that affect
ssomeone's behavior. The headings and (person’s name) doés’
-describes what the person does in terms that are clear to a
“reader who has not seen it and would still recognize it. For
“people where it is something hard to describe (e.g., a facial
-expression), a picture or even a video recording may be
*preferred. The heading we think it means describes the
“.meaning that people think is present. It is not uncommon for o
- there to be more than one meaning for a single behavior. Where
this is the case, all of the meanings should be listed. The headmg
:and we should describes what those: who provide support are -
‘to do in response to what the person is saymg with their
tjbehawor The responses under this heading give a careful
. reviewer a great deal of m31ght into how the person is percewed o
‘and supported.
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THIS MATERIAL IS TAKEN FROM THE FOLLOWING SOURCE. THE
COPY THIS TOOL FOR DEVELOPMENT OF A PERSON CENTERED
Pg.74 . Person-Centered Planning, Finding Directions for Change Usin

Mount, Dr. Beth, © 2000, Graphic Futures, NY, NY

0pﬁonal Map-Health Map: The purpose of the Health Map isto describe conditions thatpromote or threaten the health
of the focus person. This is a good map to do when people have

be considered in the development of a plan.

Fadilitation Tips

HEALTH MAP

complex health, therapy, or medication issues ﬂ\qt must

=
Conditions
that lead .

fo poor
health

1. Note the conditions and indicators of good A =3
hgafth in green, and the symptoms or Conditions
problems of poor hedlth in red. that fead

2. Note special physical care needs, needed . ;;O %Oﬁid
equipment and health routines, dnd issues e
such as diet and exercise.

RESPECT MAP

Optional Map-Respect Map: The purpose of the Respect Mapistoidentify mrs@l characteristics that create barriers
to communily acceptance, and that may lead fo rejection by others, in confrast fo the posifive personal charaderistics that
help the focus person gain respect by others and develop relationships. This is a helpful riap when people have complex

characteristics and behaviors that challenge others.

Facilitation Tips:

1. Record respected characterisfics
and roles in green. These are quadlifies
and characteristics that other people
admire, valve, and appreciate.

2. Record the odd or unusual behaviors that
can lead to rejection or dlienation by
fypical community members.

3. Clarify the frequency and confext in which
these behcmors occur.

a4

Positive
Characteristics

L=

Qudlities -
that often
lead to
rejection

AUTHORS GIVE PERMISSION TO
PLAN. Sec.F
q Personal Futures Planning,







THIS MATERIAL IS TAKEN FROM THE FOLLOWING SOURCE. THE AUTHORS GIVE PERMISSION TO
COPY THIS TOOL FOR DEVELOPMENT OF A PERSON CENTERED PLAN. Sec. F

House document, St. Clair County CMH, Port Huron, Mi
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| ) St. Clair County Commurity Merntal Heafth

(O . Person-Centered Planning

Health and Safety

The items below are some examples of health and/or safety risks. Thisis, of
course, not an inclusive list.

— TIs the person dangerous to self or others
' __Unsafe sex practices
. Pregnancy
___Sexual abuse
___ Alcohol abuse
___Self harm
— Aggression toward others
— Verbal/emotional abuse
___Physical abuse
___Safety at home
__Tllicit drug use
- Diet/nutrition
___Nicotine use )
I Yy — Medication interaction
___Medication side effects
—_ Medication management
— Chronic health problems
—_Non-attentive to need for health care,
___Hygiene ’
__Household Maintenance
___Physical dlsabdlty
__Seizures
__Environmental Modifications

« Review Health & Safety issues that were ldenhfled by, discussed with the
person, and identified by others.

o Identifies strategies for assuring that the person has access to needed and
available supports to address health and safety issues.

e Identify individuals who are willing to assist 'rhe person in impleinenting
strategies identified in the plan.

< Identify how follow-up will be accomplished.

* Justifyif strategies dre not included iri the plan (i.e)) if the person is aware of
the risk and chooses not to address it )

Remember, if it isn't documented, it isn't donel )
[ \\ﬂksavOOl\ptb!ic\Peggy Lawfoc\\l’eggy = Fles\PaP\Hoathand SafetyChecklist doc 04-25.01
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THIS MATERIAL IS TAKEN FROM THE FOLLOWING
! 1 SOURCE. THE AUTHORS
ﬁgg;];:ilﬁ T001L5F(7)7|)2 DEVELOPMENT OF A PERSON CENTERED PLAN. Sec (?VE PERMISSIONTO
‘ pg. 1- riving in my Community, A Plan for Independence, S - i
Arc Resource Group, Inc. © 1999, The Arc Resource Group, Ellicott City ,M[()lpport. and Belonging, The

~ PLANNING FOR RISK
| A SAFETY NETS PLANNING TOOL

' DEVELOPED BY '
THE MARYLAND SELF DETERMINATION INITIATIVE

Permission to include this tool-was granted by The Maryland Self Determination Initiative.
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USE OF SUPPLEMENTAL TOOLS

A variety of supplemental tools are included with Thriving in My
Community: A Plan for Independence, Support, and Belonging. The core planis
intended fo be used with the supplemental tools that reflect the person’s situation
and needs. The suppfemental tools may be used as presented or adapted. The
key is to assure that pemnent lnformatlon is addressed in the planning process.

PLANNING FOR RISK ’A Safety Nets Planning Tool
Developed by The Maryland Self Determination Initiative
(Appendlx Il Pages 1-5). -

To develop a safety net, itis necessary to think through emergency. back
Up plans related to- significant health or safety issues and arrange for them to be
- in place before a new situation begins. This tool offers-a guideline for assessing
individual health and safety risk factors and planning safety nets in response to
such factors. It addresses health care, emergencies, competencies,
environment, financial, communication, life cycle changes, amount of suppoﬂ
“hours needed, and tralnmg of paid support.

For a person who desires increased independence in their living situation,
itis useful for someone who knows the person well to review the guidelines with
him or her and identify areas where support will be needed. This may happen
prior to fhe planning meeting so that information is available when planning. Or it
may be an aetivity included as part of the plan, provided amechanism is in place
to assure the necessary supports aréaddressed befofe the new support situation
begins.

This tool is indudéd with permission from the Maryland Self Determination
Initiative. Several of its authors participated in the development of Thriving in My
Community.



PLANNING FOR RISK

A Safety Nets Planning Tool Developed By
The Maryland Self Determination Initiative

1. In order to protect people’s heaith safety, and consequently freedom, it is necessary |
to identify health and safety risk factors and create supports (and back-up plans) to
minimize risk.

2. lt is tmportant to develop trust. Risk should be addressed not by fimiting freedom or
autornatically suggesting the person stop an activity, but by helplng the person look
at ways to be safe within the choices they have made. A person may chose to take a
sk without safeguards If the risk daes not oveﬂy jeopardize the persort’ s health or
~ safety, the person 5 chorce should be honored

3. Situations which present a high level of risk and serious consequences for health or
safety should not be supported if adequate safety nets cannot be identified. Groups
of people planning with the person need tofigure those situations out. Continued
work should happén to at some point: sufficiently reduce risk so the person can

~ proceed. (There is an obligation to’ use state funds for support in a way that does not
~promote harm to the person.)’

GUIDELINE FOR ASSESSING RISK AND PLANNING SAFETY NETS
For each of the following
1. Can the person do this on their own or do they need support? If they need
2. support, do they want to learn to be more independent in this area?
- 3. Specify who will support for each thing (family, neighbors, friends, paid
: support, etc.) ' .
4. What accommodations or adaptations can be made to minimize risk?
. Consider strategies or items to support as well as people. .
5. -Be sure all necessary people have a listing of safety nets planned.

HEALTH CARE _
« Can the person give medical consent (if not, who?)
e Can the person take medication on their own?
- if not self-medicating, who is available to help (neighbor, family, etc. )?
- how is it monitored to assure person receives medication?
- log at home reviewed weekly by a person in monitoring role
- - if a serious problem, should there be closer monltonng, eg.a phone call
. . confirmation to desugnated péerson? .
e Can the person arrange medical care?
- can the person explain medical needs to involved support and health care
providers?
who will make medical appointments and arrange transportation?
- = who will provide information to the physician about medication prescribed?

APPENDIX H Page2 .



- who will keep a list of all physicians that are seen and their phone numbers’
- who will keep the insurance information, and procedures? ‘
_ if unable to identify illness, will the person receive an annual exam to help
identify issues? Will support people know how the person indicates illness?
Can the person arrange to receive follow up care needed?
- including replacing old medications with current

- someone e.g. pharmacist to verify medications will not poorly interact

- arrange repairs e.g. wheelchair, obtain hearing aid batteries, etc.
Does the person have knowledge of basic first aid and response to medical
emergency? E - ' : :
Can the person plan their diet and nutrition needs?

- follow plan to address dietary needs. .

- consider lifestyle, opportunities and ways to support the person (e.g. if dont
know how to cook or feel itis a hassle to prepare -a nutritious meal for one,
perhaps support staff can assist.to cook and freeze individual portions for
on weekends.) ' S o . :

If medical or other technology is relied upon and it failed, onId the person be safe
Is there a backup? (e.g. telephone by a bed if hoyer lift is used)

If a diabetic or similar health concern, does the person wear a medic-alert?

Look at all medicat issues, rate of clinician involvement for those things, and who
will help for what to assure sufficient plan of support

Do medical needs require that one designated person monitor all medical

information?

“MERGENCIES

Does the person know or-always cany his/her address and telephone number?

If something happens, who can the person call? who can the family call? (see
attached list) o ' ,

Does the person also have telephone numbers of back up people?

Does thé person know those telephone numbers or carry them with them?

Do involved community members have a number to call if they have a concem?
(In the end, itis the friend in the community who may act on behalf of the person
David Schwartz) '

Does the person.carry necessary emergency information (name, emergency con
person, allergies, etc.) in the event of incapacitating accident’

Does hefshe know how to access emergency medicalffire/police services (e.g. dial
911)? o '

Does the person know how to respond in case of fire, crime, eviction notice?

Does helshe know what to do in the event of a household systems failure (electric,
plumbing, telephone, gas, heat, etc.) ' _

If a support person does not show up when they are scheduled, does the person
know who to contact and their. phone number? '

APPENDIX I Page3



'COMPETENCIES

L 4

Observe skill ability, €.g. can person cook ona stove Cross street on his/her own
What supports are needed by a person who is learning a.new skill but does not have
skill yet? 3
Assessment of competencies by someone who knows person well (see sample.)
Assess personal safety awareness and strategies, for example:

- safe sex and prevention of sexually transmitted dlseases

- sexual vulnerabrhty and exploitation

-~ awareness of unsafe situations such as being out late in some places, etc.

~ {s the person aware of the risk of door-to-door salesman and phone solicitors and how

they 'Cén be talked out of money, etc.

ENVIRONMENT

@

Is the person aware of locks on doors and windows and how they are used?

Do they have keys and know where spare keys are located? Does someone else
(family, staff, neighbor) have a spare key?

Is there a security system in the home? Does the person know how to use it and who
to call if it is set off? :

Are there grab rails in the bathroom if needed?

is there a non-skid bath mat in the bathtub? :

Is hot water set at a redsonable temperature or is the person able to safely adjust

the water temperature? Are there scald guards installed throughout the home if
needed?

Is the home wheelchair accessible to all areas if needed’?

Is the telephone programmable if needed and a Ilst of all programmed numbers by the.
phone?

Is the person familiar with any necessary restrictions about using the stove or
microwave oven and are accommodations planned?

Are there smoke detectors and fire extinguishers and does the person know how to
use them? -

Can the person secure his or her valuables to the extent desired?

FINANCIAL

What help if any does the person need to take care of the day-to—day financial
matters, e.g. ATM cards, charge cards, cashing checks at the bank.
Daes the person need help in prepanng or followmg a budget that matches income :

_expenses’?
'Does the person need help with paying of the bills, e.g. rent, medical etc.?

What checks and batances are in place to protect the person’s financial resources?
What would happen if the person sharing their home and expenses leaves?

What would happen if an iricrease in the person’s income causalloss of Section 8, but
did not cover expenses?

Does the person need assistance if there is a change in income or loss of
employment?

APPENDIX H Page 4



OMMUNICATION o
« If there are several support people involved, what information needs to be shared and

_ how will it be shared?
o If the person communicates in ways other than verbally, describe what is known about:
their communication style, e.g. when the person doés __we think it means __and .

should happen. Or use ‘Listen To Me’ or other tools.

FE CYCLE CHANGES | .
» If the person is planning to move to a new place, how will they deal with the

stress of moving and change? : e
« What would happen if there were a change in the health (or death) of a parent
« What would happen if the person becomes pregnant? Begin menopause?
« What would happen if the person decides to get married; how would that affect

their benefits? .
« What would happen there were cUl_tural changes in the person’s life.

MOUNT OF SUPPORT HOURS NEEDED A

« ldentify what the person needs in terms of support hours: day, evening,
weekdays, weekends and who will assess. Will there be more support needed
at the onset? - :

« Address any needs related to daily living skills:meal planning, shopping, -
budgéting, personal care. ‘

« Does the person have other family, friends.or neighbors who could help out
when there is a need _ . ' ,

« Always be prepared when the situation changes. Can the person easily access
additional support if needed? _ :

RAINING OF PAID SUPPORT : _ :
« Get input from family and significant-others, as well as the person, to help get
support people in working well with the person. . :
« Look at important key issues for individual. Build individualized job description 3nd
training. What role does the person want to play in training their staff?
«- Identify how to foster a non-"staff" relationship. Teach about invisible support.
« Teach how to assess and plan for. risk following principles listed at the beginning
e Minimize turnover. . o ‘ o
-~ pay well; build in incentives to meeting outcomes associated with
individuals plan e.g. finding a job, having new relationships with others
- in the community, with the rewarded outcomes changing with each
| - year's plan. i , -
« Considerividee taping essential training/information about the person in the event of
turnover. : _

APPENDIX It Page$



USE OF SUPPLEMENTAL TOOLS

| A variety 0f~supplementél tools are included with Thnving in My

Community: A Plan for Independence, Support, and Belonging. The core planis

intended to be used with the supplemental tools that reflect the person’s situation
and needs. The supplemental tools may be used as presented or adapted. The
key is to assure that pertinent information is addressed in the planning process.

PLANNING FOR RISK: A Safety Nets Planning Tool

Developed by The Maryland Self Determination Initiative
(Appendix Il Pages 1-5) :

To develop a safety net, itis necessary to think through emergency. back
up plans refated to significant heaith or safety issues and arrange for them to be
in place before a new situation begins. This tool offers a guideline for assessing

individual health and safety risk factors and planning safety nets in response to

such factors. It addresses health care, emergencies, competencies,

2nvironment, ﬁnancial,'communication; life cycle changes, amount of support - -
wours needed, and training of paid support.

For a person who desires increased independence in their living situation,
tis useful for someone who knows the person well to review the guidelines with
im or her and identify areas where support will be needed. This may happen
rior to the planning meeting so that information is available when planning. Or it
nay be an activity included as part of the plan, provided a'mechanism is in place

0 assure the necessary supports aré addressed before the new support situation
regins. - :

This tool is included with permission from the Maryland Self Determination

ltiative. Several of its authors participated in the development of Thriving in My
-ommunity. _






"~ PLANNING FOR RISK
| A SAFETY NETS PLANNING TOOL

- DEVELOPED BY o
THE MARYLAND SELF DETERMINATION INITIATIVE

Permission to include this tool was granted'by The Méryland Self Detevrminaﬁo_n Initiaﬁve‘
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USE OF SUPPLEMENTAL TOOLS

A variety of supplemental tools are included with Thriving in My
Community: A Plan for Independence, Support, and Belonging. The core plan is
intended to be used with the supplemental tools that reflect the person’s situation
and needs. The supplemental tools may be used as presented or adapted. The
key is to assure that pertinent information is addressed in the planning process.

PLANNING FOR RISK: _A‘Safety Nets Planning Tool
Developed by The Maryland Self Determmatlon Initiative -

(Appendix Il Pages 1-3). -

To develop a safety net, it is necessary to think through emergency. back
up plans related to significant health or.safety issues and arrange for them to be
in place before a new situation begins.- This tool offers a guideline for assessing
individual health and safety risk factors and planning safety nets in response to
such factors. It addresses health care, emergencies, competencies,
environment, financial, communication, life cycle changes amount of support
hours needed, and tramlng of paid support.

For a person who desires increased independence in their living situation,
it is useful for scmeone who knows the person well to review the guidelines with
him or her and identify areas where support will be needed. This may happen
prior to the planning meeting so that information is available when planning. Orit
may be an activity included as part of the plan, provided amechanism is in place
to assure the necessary supports are addressed before the new support situation

begins.

This tool is included with permission from the Maryland Self Determination
Initiative. Several of its authors participated in the development of Thriving in My

Community.
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House document, F. Bublitz, St. Clair County CMH, Port Huron, Mi

CONFLICT SETTLING TOOLS”

Some tension in a meeting may take place. This is not always a bad thing. But
some types of tension turn into conflict that takes place out in the open.

This is not a good thing.

When you are helping everyone participate.in the planning meeting it is good for
you to know some simple conflict settling tips. Here are a few you can use and the times
you may want to use them: : .

e “Broken CD Technique™: When a person wants to take over the meeting and talk
about things the consumer does not want talked about, you can use this tool.
- Repeat what you say, with no changes, over and over until you get the other
person’s attention.

Speaker: I want to talk about Jim’s smoking.
Facilitator: Jim does not want to talk about smoking at his meeting.
" Speaker: But Jim shouldn’t smoke!

Facilitator: Jim does not want to talk about smoking at his meeting.

e “Soft versus Loud”: A person may raise his voice to overpower your role as
gatekeeper and take over the meeting. Capital letters are shouting and small
letters are your response as you get softer and softer until the other person catches
on and has to lower his voice to hear you.

Speaker: But JIM WILL GET CANCER IF HE DOESN’T STOP!

Facilitator: I understand you are worried about that. But Jim is an adult and does not want to
stop smoking.

You can add broken CD tool if you need to so the message gets across.

Prepared words to say: You may become upset or angry yourself in a conflict with
someone else. It is a good idea to know what your limit is and use a tool to end a conflict

before it gets out of hand. You can prepare a set of things to say in certain situations, such
as;

Angry: I know that you are angry and I do not blame you. But anger is less helpful than
talking things out calmly. We are here to talk about

Sad: It sounds like you are sad nght now. Let’s take a time to get ourselves together and
then move on.

Unhappy with a decision made by the group: Pm sorry you feel that way. Thc rest of the
group has decided that issue. Let’s move on and talk about something else now.

L:\Presentations\CONFLICT SETTLING TOOLS FOR IPOS (PCP) TRAINING.doc
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Inservice Conflict Resolution, Oldford, L., M.S.. M.S.W..M May 2001

CONFLICT RESOLUTION STYLES

FAVORITE

TYPE PHRASE BEHAVIOR
COMPETITOR "Do it my way:" Tries to win, usually making
' “T'm always right." another lose. In this style,a

- person defends his/her posi-

_ tion or pursues his/her goals
without regard to the needs of
the other person. Traits: domi-
nates, dictates, seek revenge,
insults, berates others.

ACCOMMODATOR “I'm sorry." Puts aside one's own needs to
: “You're right, I'm wrong." . satisfy the needs of another.
e Traits: self-sacrificing, appeaser,
abdicator, takes the blame.
AVOIDER "Let’s talk about this .~ Refuses to deal with conflict.
later.™ - Traits: withdraws, ignores, iso-
"Forget it." lates.

COMPROMISER _  “Let's split the difference." - Gives up something in order
' : ' _ - "Let's compromise.” to.get something. Attempts to
reach middle ground. Traits:
bargains to find compromise.

COLLABORATOR “Let's find a fair solution ~ Assumes that both people can

for both of us." get their needs met. Traits:
“We're both right." harmonizer, problem solver, seeks

satisfaction for all.
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Inservice Conflict Resolution, Oldford, L., M.S., M.S.W..M May 2001

Active Listening Techni'dﬁés

1. Finding out more information
Examples _
“What are you concerned about?”
“When did this begin?” .
“How long have you known each other?”
“Where did you last see your books?”
“How much money do you think it was worth?”

2. Repeating back the information
Exaritples ‘
“S0 you would like her to stop giving you dirty looks.”
“You're saying that you don’t know when you first noticed it happening ”
“So you feel like he owes you $9.00.”
“So you would still like to be her friend if she wants to be yours.”

3. Repeating back the feelings
Examples
“You seem angry about all of this.” ‘
“I get the feeling that you are sad about what has taken place.”

“You seem frightened about what is going to happen.”
“You seem mad about the situation.”

4. Encourage the 6arty to speak
Examples

“Please go on.”

“Thanks for taking the time to explain this to us. We appredate your pa-
tience.”

“Tell me more, I really waht to make sure that I understand what you want.”
“You are really working hard to resolve this. Thanks.”

5. Summarizing what the party says
Examples }

“So0 you are saying that you are concerned about these three things: the

~ money, your friendship, and getting your books back ” '

“S0 overall you seem to be saying that you like her, but you don’t really
want to be friends anymore.”

“The things that you want from him are . . . - :
“You're saying that the problems you want to talk about here todayare .. .

Format adipted from “active Listening techniques” in Conflict Resolution: A
ScoaudarySdzoolClmiudwubyﬂ\eCommﬂyBoardegmm,hc 51
San Frandisco, CA ©1987.
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I-MESSAGE

Speaking So Others Can Listen

When we have strong feelings in a conflict, especially anger, we often use -
“you'messages”. These are statements-that start with “you” and that
accuse, blame, or belittle the other person. '

- Strong feelings can be expréssed— without making the conflict worse, by
using “I-Messages”. In using IMessages the speaker states his or her -

feelings about the situation without accusing or blammg “I-Messages”
are a good opening to problem solving.

I feel |

(use feeling words)

‘when .

(describe the behavior non-judgmental)

" becatuse

(describe what effect the behavzor has on you,
again non-judgmental)

And whatI'd like is... or
Please

(give a poéitive outcome of what you would like)

I-Messages are.only a non-threatenmgnpenmg to communication. It is
most effective to spend time in advance composing the I-Message that
most accurately states the speaker’s feelings and needs.
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Pg. 23 & 25 PATH a Warkbook for Planning Positive Possible Futures, Planning Alternative Tomorrows
with Hope! Pearpoint, J., O'Brien, J., Forest, M., © 2001, Inclusion Press, Toronto, Ontario, CANADA

\\ e
—

Step 2: Sensmg the Goal

The Dream is an expfessmn of vdentlty and ‘orientation. It gives
direction. However, the Dream is not the.pathfinder’s goal. The
goal helps the pathfinder realize and deepen understanding of
some of the values expressed in the dream. Identifying your
goal for your Patfrdepends on having 4 vivid, colorful, multi-
sensory image of the results of what effective work toward the
dream would look like. The more spec:ﬁc thei 1mages of these

“results™ the better. To describe the sense of success, the
pathfinder uses the thinking tool of lookmg backward. The
pathfinder vividly and concretely imagines that success has
already happened and describes the changes that have
resulted as if they are real. This process of trying on the future
can seem awkward at first, but it can be darifying.

tnvite the pathfinder to travel forward in time in order to vividly
imagine what they want to create

C,’(?) Do you think that you could accomplish. some important

" “results in a year's.time? [if not, try 18 months, 2 years).
When the pathﬁﬁder agrees on‘a timef"frame,.as",,,k the date
by which-you will-have some important results (today plus

Wheawe dream alone ~ O1€ OF r'nore yeq{s)-. Wiite the date on fhe re?ord. Be sqre
s only a dream, they write the correct future year. The ideal time frame is
»somethmg thatis “just beyond your grasp”. If you already
Bit when we have a one year plan, push beyond it into uncertainty - but
d not too far. Just enough to create some tension...
ream together : »

C_)X® “Imagine that today is [the future date above}. You are

s the boginning taking time out to reflect on how far you have come since
. ofrealty. {today’s date]. You have done an incredible amount of hard -
-Dom Helder Camera

- work over the last months. There were ups and downs and

\l/
Path 7l<




times when you félt fost, and there is still much to do. But

when you ook back and see how far you have come since

[today’s date], you feel a real sense of accomplishment and

pride. Your dreami is even more clear now because of what
~ you have been able to do~

- “Tell us what has happened. What, specifically, can you
point to as the signs of what you have created? What you
“-have done?” For exa}np!e. if a school team “remem-
bered" that the ‘Grade 10 class planned a trip together
and everyone went, push them to remember the details.
“Where did you go? Who was on the committee? What
was the funniest incident? Who.was involved?”

B . Keep asking for spec:ﬁc details: “Help us to see, and hear,
" and smell, and taste and touch (remember) what you
have cre atedldone

e Let the pamﬁnder descn’be whatever accomplishments
_seem significant. There may be aocomprshments ina
. number of different areas. Record them all.-

- If this step yields accomplishments in a variety of different
areas, invite the pathfinder to focus on the area of accom-
plishment that seems most important to explore now. it
usually works better to do more than one meeting thanit

” do6s to explore several paths at the same time. -

)X Ask the pathfinder.to. quietly.review the record of accom-
_ plishment; add anything they want, and then share some
feelii_\g words assodciated with the accomplishments (Add

_the feeling words to the record).
Maori Wisdom: The facmtator fi mshes lhcs step by summanzmg the path-
_ Wishing : ﬁnder‘s sense of sueoess and getting confi rmat:on that the
nover filled summary is aocurate-
a game bag.
the wall
at Undle Whitu's
Lake Taupo, NZ .. -~

:, \I/
Path /|\
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Pg.39 PATH a Workbook for Planning Positive Possible Futures, Planning Alternative Tomorrows with

Hope! Pearpoint, J., O'Brien, J., Forest, M., © 2001, Inclusion Press, Toronto, Ontario, CANADA

Step 6: Charting Action for the Next Few Months

The pathfmder cannot find’ away through a complex situation
wsthout takmg action (Do It) and learning from it (Reflect). The
pathf nder needs to chart the.main actions for the first few

. months of thelr work

Invité the pathfinder to chatt their next three months action:

Cﬁ(@ Go back and bneﬂy review your image of what you want
to create (step 2) Thmk about the next three months. This

' should be time enough to take some important action
‘toward what you want to create What are the most impor-
»tant steps to take i m the next three months? (Ask the path-

' f nder to be concrete and speCIﬁc in descrblng each step.)

* Check fo see that the pathfinder has considered each
aspect of the area they have highlighted for focus. The
pathf inder may decide that they will not take action on a
particular aspect of what they want to create, but they
shoutd decide. explicitly to- wait before taking action.

XD Ask the pathfinder to take a minute to check and make
sure-that the actions they have chosen are consistent with
- their dream (step 1). If the pathfinder identifies actions that

don't uphold the values expressed in the dream, take time
to make-revisions.

E@ Ask the pathfinder to highlight the actions that seem
possible:to do without any additional resources.

-« If the pathfinder has selected a longer term goal (say 2
years), they may prefer to chart action for 6 months or a year.

= The facilitator finishes this step by summarizing the
pathfinder’s ideas about how to build strength and getting

confirmation that the summary is accurate.
\i/
Path AN
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- -Step.7: Planning the Next Month’s Work
Specnfylng who will do what by when during the upcommg

month cleany focuses the process on action.

lnvite the pathhnder to plan the next month:

l:{@ if you are: gomg to accomphsh what you- want i the next
Six months you will have to take actions now...

\ ..-e_axac_:ﬂy what will you have to do, and
... by what day iri the nextmonth
-who 'd;'d‘;a's Whét, ;vhen A ,
.ACI‘D Check to make sure-that the pathfi nder plans or. sched— '

T ules a time to plan, for-each of the areas they charted for.
“the next three months (step 6). '

. The facilitator finishes this step by summanzmg the
pathfi nder's plan for the next month and gettmg confirmation
, that' the sumimary is accurate. _

:’ \1/
Path 71N
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Appendix i pg. 12 Thriving in my Community,

Arc Resource Group,
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Step 8: Committing to the First Step

Moving from thinking to-action requires commitment to a clear
first step. The size of the steép matiers less than specific
pledges to take action by a close and definite time. Breaking
the grasp of inertia is eritical...

Invite the pathfinder to commit to a specific first step:

creating what you want?

C:}(?) Whatis the biggest barrier to taking this step;?

X2 Who, specifically, will support you in this step?
. Cﬁ(@ How will you enlist their support?

: ?Fo'i: . The facilitator finishes this step by simmarizing the
s LA P .
'z’”’/) 27 ‘pathfinder’s first step and getting confirmation that the sum-
mary is accurate.

- In.committing to the first step, there are three elements:

Chéﬂgg is inavitable: « identifying a first step

Growth is optionat « identifying people to support your first step

Marsha & Jack + checking for “blocks™ to action
In many situations, people can identify a first s{ep with ease.
‘However, from lifelong habits, they might neglect to begin their
journey with a new essential step — asking for support_Thus,
ensure that no one takes their first step on the new journey
alone.

The extent of support may be simple — but the new habit is
vital. It could be as simple as asking a colleague to phone at
noon and ask if you have made your “first step” call yetl. In
effect, give them “permission”, an invitation to bug you. Giving




NI/
N

penmssmn to someone to be mvolved isa very (mportant kind
of invitation to add to your new repertoire.

In other instances, people may seem to be blocked from a first
step. This is vital information and must be treated delicately. it
is a good practice to tatk about blocks with every group be-
cause we all encounter them from time to time. However, if the
pathf nders are genuinely struggrng with “first step” kinds of
issues, chances areitisa deeper issue and it should be.
teased out A good question:

@)} ls there anything blocking?

X Is there anything that isn't on the Path that needs to be
there? Is there anything missing?

One possibility that explains “stalls” is that people got into the
process and suddenly realized that success is achievable, if
they are willing to make a commitment and work hard. This
can be very unnerving since it means they actually must
decide if they are willing to make an-adequate commitment.
Some people choose not to proceed, but the process makes
this a conscious choice and se it can be difficult to face.

Altematively, there may well be an underying unresolved
issue which has been ignored, avoided, or simply forgotten —
until now. In some instances, that can be sorted out on the
spot. In others, it may well be that until that issue is resolved,
the whole Path process is put on hold. Some might think this is
a terrible waé'te, but it the process does nothing but strip away

) ‘the tayers to reveal a central undertying issue, this could be

enomously helpful — if people choose to work with it and
through it
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From Tim Bartlett’s Micro Enterprise PCP Facilitation Kit

- Be creahve at your next meetingl.
~ a grea’r way to pu’r parhapanis at ease...

ARl B - | homp

ideas

energize
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PRE-PLAN / PERSON CENTERED PLANNING MEETING VISITATION

Individuél’s name ' ._]Date / Pre-Plan

Complete Address JParticipants = g
Parent/Gdn. A ' 1 '
Home Provider . ]
Visitor/recorder : 1
Location Time 1Date / PCP .
POSITIVE PROFILE . 1People / Rel. I=invited A=att.
] v
]
]
1
DREAMS / WISHES (Whose?) 1
- 1
1
]
1
]
FEARS / BARRIERS ]
: 1
]
]
1

L ACCOMMODATIONS / TRAINING SERVICE/ TECHNOLOGY NEEDED

GOAILS)

OBJECTIVES / TIMES/ RESPONSIBLE PARTY

COMMENTS
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Pg. 20-21 Listen to Me! USARC/PACE and Allen, Shea & Associates with Smull, M., Sweet, S., Bolton,
C..Lopez-Green, P., USARC [ PACE, © 1996, Vacaville, CA

‘ EA

i['hls part of the workbook is desngned to support people who de
not use words to talk, or who have difficulty in communicating *
§w1th words. This section is also useful for-people who do use .
‘awords to talk but are difficult to uriderstand and as a way of

recordmg how we communicate with people who have dlfﬁculty
+in understandmg what we say.

The heading what is happening descnbes the circumstances
ihat seem to affect what the person does. For example, it could
“be the place, the people around, or the activity that affect
“someone’s behavior. The headings and (person’s name) doés’
describes what the person does in terms that are clear to a

_reader who has not seen it and would still recognize it. For |

¥ “people where it is something-hard to describe (e. g., a facial
-expression), a picture or even a video recording may be

~ preferred. The heading we thmk it means describes the
-Imeaning that people think is present It is not uncommon for

- there to be more than one meaning for a single behavior: Where
this is the case, all of the meaniings should be listed. The headmg

-and we should describes what those: who provide support are -
“to do in response to what the person is saying with their

behavior The responses under this heading give a careful

. reviewer a great deal of m31ght into how the person is perceived

‘and supported.
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Person Centered Pre-Planning Meeting

"Name: _ Date:

- Supports Coordinator/Case Manager/Primary Caseholder;

THE SUPPORTS COORDINATOR/CASE MANAGER/PRIMARY CASEHOLDER HAS:
1) Explained Person-Centered Planning (PCP) to me and/or my principal representative: [JYes [INo

2) Provided the brochure on Independent Fagilitation and explained the option of asking for an Independent Facilitator- [dYes [INo

3) I'can understand ([JYes [ JNo) and speak or answer for myself ([_]Yes [_JNo), or have the assistance of an individual who knows me
well and has a positive outlook for me. Person’s name: Relationship:

4) Family, friends and others in my life are:

5) Of this group, | would like the following to attend my Plan of Service meeting:

6) 1do notwant these people to attend:

7) lwant this person to facilitate my Plan of Service meeting (Myself, Friend, Supports Coordinator, Independent Facilitator):

8) Twould like to record the meéﬁng, and | prefer this method (wall charts, note taker,

Index cards, worksheets, mini-chart, efc...)

9) When and where | would fike to have my Plan of Service meeting to assure attendance of chosen people:

Day: Dale: Time: Location:

10) Topics I would like fo discuss at my Plan of Service meeting are (Including Hopes, Dreams, Desires and Plans for the Future):

11) Topics 1 do not want to discuss or want to address at a different time are:

And with whom?

12) How family and/or friends will be involved in the planning process and fulfilling my plan




Signature:
Signature:
Signature:

Signature:

Date:

Date:

Date:

Date:
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SECTION I

A. BARRIERS Domalns ( ADD Community to domains) - [C2.9]
: Community
1. Why individual is seeking services. {II1,B, B,1-3}
Req serv

2. Qmmsommm.. and how it affects achievement of desires.

3. Health and safety needs, related to or apart from personal desires. ,ﬁu,?m,m&.v [C.25]
Hé&s, crisis plan Hlth / sft
B. TREATMENT, SUPPORTS, TRAINING, ACCOMMODATIONS NEEDED {II1,6,a,b,c} [C23] [C.25]
to achieve dreams, safety & health. Hé&s, crisis plan, Serv/Sup  Hlth/sft

| Amt, scope, dur Amt, scope, dur.
1. ASSESSMENTS as needed

2. DOMAINS checklist just to determine coverage of all areas. {IL,D} [C.2.9]
( ADD Community to domains) Max ind / comm.. Comm.
Maybe “concern/nota concern”/ “see goal # ... (ask for each domain)

_ANPCP Manual for CSM, disk\PCP IPOS Best Practice Crosswalk.doc, rev, 09/03
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