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Welcome to the Oregon ISP

In 2013, the Office of Developmental Disability Services (ODDS) was approached by the DD Coalition (a wide-reaching stakeholder community) with a recommendation that Oregon move from 11 different Individual Support Planning tools and processes to one for all people with Intellectual or Developmental Disabilities (I/DD) receiving Medicaid-funded services. 

ODDS agreed, and the first year of the process was led by a voluntary group of invested professionals, self-advocates and family members. A contract with Oregon Technical Assistance Corporation (OTAC) was established for moving the conversation to a conclusion, with continued investment and participation from stakeholders. 

Statewide conversations about implementation began in January 2015 and continue as regional trainings are offered around the state. New Individual Support Plans (ISPs) developed in June 2015 and thereafter are required to use the new ISP process and materials.
The benefits of one ISP include:

· Planning using a person centered process remains constant regardless of the type of service or setting in which a person lives; 

· A clear correlation between a person’s identified support needs, and the natural and other supports identified to meet those needs;

· A focus on the person’s desired outcomes and achievements and responsibilities of those providing supports;

· A “living document” that reflects ongoing changes throughout a plan year that are easily supported. 

ISP Team Process

The Individual Support Plan is built on information gathered from the perspective of the person, his/her family, guardian, or designated representative, and others directed by the person such as people who provide supports. These contributors to planning are referred to as the ISP team.

The “team” could be as simple as a person sitting down with his Personal Agent and perhaps a chosen family member. For someone else, it might be a more comprehensive team made up of the person, her family, representatives of her chosen provider organizations, and her Services Coordinator.

Both of these styles of teams have a value and share a common purpose: to develop an Individual Support Plan that reflects the person’s preferences and chosen supports.

	Additional training resources including sample ISPs representing a range of ages, service settings, and support needs are available at www.OregonISP.org. 


Roles of ISP Team Members
Person Receiving Services

· Shares her perspective by letting team members know what is working in her life, what is important to her, what is not working, and what she would like to see different in her plan or by documenting it herself. This can happen anytime during the year. 

· Identifies who he would like to participate in the development of his plan.

· Participates in the ISP meeting in the manner he chooses.

· Signs the ISP to indicate agreement. If there are areas of disagreement within the plan, she conveys those concerns to her team.

· Requests changes and approves changes or revisions to the ISP or support documents throughout the year as desired or needed.

· Shares any concerns or feedback with the Services Coordinator/Personal Agent (SC/PA), as needed, throughout the year. If disagreements are not satisfactorily resolved, she may request that they are noted on the ISP before signing it. The SC/PA will inform the person of other options that might address any disagreements or concerns.
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	Use of the word “person” 

Throughout the ISP forms and this instruction manual, the word “person” is used frequently to refer to the person receiving services. The group of stakeholders including advocates, families, and supporters involved in the development of this process shared concern that any word we use to abbreviate on a form or in instructions could become a label. But in the end, because we are all people first, the word “person” was chosen.


Designated Representatives, Guardians, and Family

Family members and others the person directs may participate in this process according to their own comfort level. Guardians should participate as required by the guardianship order. This may include:

· Contribute to the Person Centered Information that is gathered.

· Offer information to identify and address known, serious risks.

· Help plan for the future and contribute to supports that will help the person have the life he/she wants.

· Review and approve the plan and other documents by signing the ISP.

· Share any concerns or disagreements during the planning process with the SC/PA.

· Review and approve changes to the ISP throughout the year when needed.

· Share any concerns or feedback with the SC/PA, as needed, throughout the year. If disagreements are not satisfactorily resolved, you may request that they are noted on the ISP before signing it. The SC/PA can inform you of other options that might address any disagreements or concerns.
Services Coordinator (SC) or Personal Agent (PA)

The SC/PA facilitates and assures the development of the ISP. In some situations, the person facilitating the development of the plan may have a different title (such as ODDS Residential Specialist in Children’s 24-hour Residential settings), but throughout these instructions we refer to the plan facilitator as the SC/PA for simplicity. 

The SC/PA has the oversight and final responsibility for the accurate completion of all required ISP forms. As the delegated Medicaid authority, the SC/PA has the responsibility to ensure that the plan meets the person’s current service needs and complies with requirements for the chosen service setting(s) and associated funding. The SC/PA authorizes the ISP. 

For consistency, this manual always says “SC/PA,” even relating to tasks that only happen when the person lives in a residential setting, such as 24-hour, Supported Living, or Foster care.

Provider Organizations and Foster Providers

· Support the person to participate in the ISP process as fully as possible. 

· Support family members to participate in the ISP process to the degree in which they choose.

· Contribute to the development of the ISP as outlined in provided instructions and as directed by the person and the SC/PA.

· Gather person centered information and share it with the SC/PA in advance of the ISP meeting.

· Communicate with other provider organizations that serve the person, if applicable, in advance of the ISP meeting.
· Provide known medical or other historical information, as needed, to the SC/PA to assist in identifying serious risks.

· Develop, implement, and maintain instructions that tell direct support professionals or substitute caregivers how to provide supports identified by the ISP, including steps to meet the person’s desired outcomes and necessary risk management strategies.

· Provide supports as outlined in the ISP or the service agreement.

· Communicate with the SC/PA or with other ISP team members, as needed, when a person’s desired outcomes or other support needs change.

Personal Support Workers (PSWs) and Independent Contractors (ICs)
· Receive and sign a job description or service agreement that details the specific tasks the person has hired you to complete, including known serious risks, desired outcomes, and the person’s preference of how services are delivered.

· Perform the duties as outlined in the job description or service agreement.

· Communicate with the person and/or with the SC/PA if you become aware that the person’s support needs or preferences in how services are delivered have changed.
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	Providers serving people who live in Residential settings
Throughout this manual, reference is made to expectations of providers who serve people who live in Residential service settings. This includes people who live in the following licensed settings: Non-relative Foster Care (Adults and Children), Supported Living Services, Stabilization and Crisis Unit, and 24-hour Residential (Adults and Children).

Expectations set forward in this manual are directed to all service providers supporting the person who lives in a Residential setting. This includes Employment services, Employment Path services, and Day Supports and Activities providers serving a person who lives in a Residential setting.




	Considerations for CIIS

Children’s Intensive In-Home Services (CIIS) was developed in response to the needs of families caring for their children with intensive medical or behavioral needs at home. Services Coordinators for the program collaborate with individual families statewide to identify and assess needed supports. Then they work together to develop the ISP while coordinating services with local CDDPs and other government and community agencies.

Points for Consideration

· When CDDP or Brokerage is referenced in this manual, substitute CIIS program office. For example, when the manual states “File the complete ISP at the CDDP or Brokerage,” substitute CIIS program office.

· When SC/PA is referenced in this manual, substitute CIIS Services Coordinator. The CIIS Services Coordinator takes the lead in facilitating the development of the ISP.
· When this manual does not sufficiently address a specific detail or instructions conflict with established program policy or procedures, contact CIIS program management for advice.


	Considerations for Children’s Residential Services

Residential care for children consists of group homes in local communities providing 24-hour supports, supervision, and training to children with developmental disabilities. Group homes for children have 24-hours, awake staffing. Services are planned, delivered, and supervised within a framework of maintaining and improving child health and safety while working to increase each child’s level of independence and self-confidence. Residential providers support children in their treatment, school programs, adult transition planning, and, when it is a part of the child’s ISP, preserving connection with their families.

Points for Consideration

· When CDDP or Brokerage is referenced in this manual, substitute ODDS Children’s Residential program office. For example, when the manual states “File the complete ISP at the CDDP or Brokerage,” substitute ODDS Children’s Residential program office.

· When SC/PA is referenced in this manual, substitute ODDS Residential Specialist. The ODDS Residential Specialist takes the lead in facilitating the development of the ISP.
· When this manual does not sufficiently address a specific detail or instructions conflict with established program policy or procedures, contact ODDS Children’s Residential program management for advice.

· List supports related to preserving a child’s connection with his/her family at a minimum on the Person Centered Information relationships section. Consider adding Desired Outcomes to the ISP that support maintaining family connections.


Overview of Forms

The Oregon ISP process includes standardized forms which are to be used whenever Medicaid-funded I/DD services are delivered. A complete ISP will include all of the following forms.
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Person Centered Information

This document is the foundation of the planning process. Its purpose is to carefully and respectfully record the person’s perspective about a wide range of areas in her life. There is space for additional information to be added, when needed, and space at the end to note who contributed to this document. 

The complete Person Centered Information form(s) is filed with the ISP at the CDDP or Brokerage. 

Family members, as directed by the person, are encouraged to contribute information to this form. Providers supporting a person who lives in a Residential setting have a responsibility to update information on this form and share it with the SC/PA prior to the ISP meeting. See Person Centered Information, page 13.
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Risk Identification Tool

This tool is used to identify known, serious risks in the person’s life. Risks which are marked with a “Yes” response are recorded on the ISP Risk Management Plan along with the strategy to address the risk. This document is best completed or reviewed near the time of the needs assessment as similar information is covered. 

The complete Risk Identification Tool is filed with the ISP at the CDDP or Brokerage.

All providers who serve the person have a responsibility to communicate any known changes in serious risks with the SC/PA in a timely manner. See Risk Identification Tool, page 17. 
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ISP Meeting Agenda

This document serves as a record of the key topics discussed at the ISP meeting and the outcome of the discussion. It includes a number of topics to consider for discussion.

The complete ISP Meeting Agenda is filed with the ISP at the CDDP or Brokerage.

The person receiving services, her family members, and providers may contribute discussion topics to the ISP Meeting Agenda. See ISP Meeting, page 27.
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Individual Support Plan

The ISP begins with at least one One Page Profile, a positive introduction to the person, which can be customized to reflect the person’s personality or preferences. 

The ISP reflects the person’s desired outcomes, career development plan, risk management plan, and chosen services. It has space to record any differences of opinion as well as any legal relationships present in the person’s life. 

The complete ISP is filed at the CDDP or Brokerage. A copy of the ISP is provided to the person, his guardian or designated representative, and any others directed by the person. Providers must receive a copy of the plan or a detailed service agreement or job description. See Completing the ISP in the SC/PA Instruction Manual, and Implementing the ISP, page 32 in this manual.
[image: image9.png]


Change Form

A Change Form is used to document any agreed upon changes to the ISP or related materials. It may be initiated by the person, guardian, family, provider, or SC/PA. To streamline the change process, some changes may be made immediately by notifying ISP team members. Other changes, such as adding or discontinuing services, require approval. The Change Form provides documentation of what was changed, when it was changed, and who was notified or gave approval for the change.

Completed Change Forms are filed with the ISP at the CDDP or Brokerage. Providers must be notified of changes which impact the services they are expected to deliver; the SC/PA provides a copy of the Change Form, changed document, or updated job description or service agreement. See Making Changes, page 36.
Other materials for implementing the ISP

There are other materials provided to support implementation of the ISP. 
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Provider Risk Management Strategies

This form is prepared by provider organizations and foster providers who maintain written instructions such as protocols, safety plans, and other support documents for their staff or substitute caregivers to follow. This form is typically not used with PSWs or Independent Contractors, unless specifically directed by the SC/PA.
The ISP Risk Management Plan or the provider’s Service Agreement details the specific risks which are to be addressed in that setting. The provider organization or foster provider completes this form listing each identified risk and the document(s) that are in place to address it. The form includes space to list the title, date, and location where each document is kept.

Providers share an updated copy of this form with the SC/PA prior to the ISP meeting and anytime it is updated. See Implementing the ISP, page 32, and Making Changes, page 36.
Required Support Documents

There is a set of required support documents which have been required for use with people who live in 24-hour residential settings, including protocols for Aspiration/Choking, Constipation, Dehydration, and Seizures as well as a Financial Plan. These support documents continue to be required in these settings. They are also available for use, as directed by the SC/PA, in other settings. See Risk Management Strategies, page 21.
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Action Plans

Example action plans are available for providers to create implementation strategies to reach Desired Outcomes identified in the ISP. Provider organizations and foster providers are also free to create their own action plan templates. See Implementing the ISP, page 32.
Timelines & Partnership
	For initial plans upon entry into services

Complete all ISP documents based on information available, noting if information is not available at this time. The Chosen Services pages are required to be completed in order to begin services. Completing the Risk Identification Tool at the time of the assessment supports completion of the Risk Management section of the ISP upon entry. The ISP must be signed in order for services to begin. 

See separate ODDS guidance for required timelines of entry ISPs. (APD-PT-15-014)
Example: The person’s application is completed and the individual is eligible for Community First Choice or Waiver funded services on 4/18/2015. The ISP should be authorized within 90 days, thus no later than 7/17/2015. The individual may begin to access services the date the ISP is authorized.
For renewing plans

For efficiency and to avoid redundant conversations, complete the Risk Identification Tool at or near the time of the needs assessment. 

The ISP is in effect for a twelve-month period. (See APD-PT-15-014.) When renewing, begin the planning process approximately two months before the previous ISP expires. Complete and implement the new ISP prior to the expiration of the previous plan.

Example: The initial ISP authorization date is 3/12/2015. This ISP must be authorized through 3/31/2016. The renewed ISP begins 4/1/2016 and be authorized through 3/31/2017. This ISP date range becomes a fixed time frame moving forward, e.g. an person’s ISP must be authorized each year by April 1.


For Providers supporting people who live in Residential settings
For people who live in residential settings, partnership and communication between the ISP team members in preparation for the ISP meeting is especially important. We acknowledge that currently case management for people in residential settings is typically provided by a Services Coordinator through the CDDP. Nonetheless, this section is written referencing both SCs and PAs, CDDPs and Brokerages.

Providers supporting a person who lives in a residential setting are responsible to gather or prepare information in advance and share it with the SC/PA to contribute to the development of the ISP. 
Unless directed otherwise by the SC/PA, providers must deliver this information to the SC/PA at least five (5) business days prior to the scheduled ISP meeting date. CDDPs (or Brokerages, if applicable) have the discretion and final responsibility for setting and communicating timelines for receiving information from the provider(s). 

	Information to be prepared in advance of the ISP meeting by Providers supporting people who live in Residential settings: 

· One Page Profile reflecting, at a minimum, information gathered by the site where the person is served
· Person Centered Information reflecting, at a minimum, information gathered by the site where the person is served
· Known, identified serious risks

· Unless agreed otherwise with SC/PA, this is accomplished by sending a draft of the Risk Identification Tool to the SC/PA.

· Proposed discussion topics for the ISP Meeting Agenda

· Unless agreed otherwise, this is accomplished by sending a draft of the ISP Meeting Agenda to the SC/PA.

· Providers are also encouraged to develop draft action plans toward anticipated desired outcomes.




Person Centered Information 
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Core Responsibility

· Gather person centered information in a way that is respectful to the person, his/her family, and their preferences. Meet the person “where they are at” recognizing that a person may refuse to answer some questions. This is not considered an interview process as information can be gathered over time. 
· Seek to understand what is important TO the person from his/her perspective to live the life he/she wants. (Person’s hopes and preferences) Record this under “Person’s perspective.”
· Seek to understand what is important FOR the person from the perspective of others who know and care about the person for his/her health, safety, and to be a valued member of his/her community. (Necessary supports) Record this under “Additional information,” when needed.
· Recognize when what is important TO the person conflicts with something that is important FOR the person. Facilitate or participate in conversation about finding a balance between what’s important TO and FOR the person.

Points to Consider

· Start simple with known information. If you have limited information about the person, you might get started by asking a few questions to better understand areas that interest the person or are a current concern.
· Avoid rewriting detailed supports here that already exist somewhere else. For example, if the person already has a specific protocol or safety plan in place, you do not need to rewrite the supports from that document.

· When there are basic support needs that aren’t written in any other document, this document could be a good place to record them and share with others.

· This form does not need to be conducted as an interview. It may be completed based on information gathered from a combination of conversation with the person and others, your knowledge of the person, and file review.
· A life that only focuses on what is important TO the person while disregarding what is important FOR can be dangerous. (“Oh, but it’s her choice!”)

· A life that only focuses on what is important FOR the person without considering what is important TO leads to poor quality of life. (“He’s alive but miserable.”)

· The goal is to find a balance by finding the “hooks” of what’s important TO the person within the context of what’s important FOR him/her. (“I will quit smoking because I want to hike Mt. Hood.”)

· It is important to understand WHY something is important TO the person as well. We all have different reasons why something is important TO us. Seeking to understand why something is important TO the person can lead to a better balance between what’s important TO and important FOR the person.

· We are part of an interrelated community, with each person having skills, abilities, and knowledge they can share. While you are working through the Person Centered Information with a person, be looking for opportunities to enhance the person’s independence, integration, and productivity.
· Everyone communicates! Our job is to figure out how a person communicates and use the person’s communication style as much as possible. If you don’t know how to communicate with the person, try finding someone who does to help you gather the information.
· There are many tools available to help gather information. Here are just a few:

· Important TO/FOR – sorts what’s important TO and what’s important FOR someone, highlighting where balance is needed
· Good Day/Bad Day – highlights what’s important TO and how to best SUPPORT someone

· What’s Working & Not Working – snapshot of what’s happening right now; leads to action

· Hopes and Fears – highlights what’s important TO and FOR the person, calling out other perspectives

Completing the Person Centered Information form
	Services Coordinators and Personal Agents
	Providers supporting a person who lives in a Residential setting

	In-Home settings

· Gather Person Centered Information in a manner that works for the person and/or family. 

· If the person or family is interested in completing the Person Centered Information themselves, support them to contribute in a way that works for them.

Residential Settings
· Review Person Centered Information submitted by the provider organizations and watch for issues that need to be discussed at the ISP team meeting.

· Ask questions, if needed, to clarify any information.
· Contribute additional information when needed.
	· Gather information from the person’s perspective and from the perspective of others who know and care about the person, such as the staff or caregivers who provide direct supports.

· Provide a complete Person Centered Information form to the SC/PA prior to the ISP meeting following agreed timelines.
· Train staff or caregivers on the Person Centered Information.

· Make updates to the Person Centered Information anytime during the year following local documentation practices.


One Page Profile
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ISP Meeting Agenda

Person's legal name: Preferred name:
ISP meeting date:

Based on conversation with the person supported, the team, and/or gathered in the Person Centered
Information and Needs Assessment, record what the person and/or team members want to talk
about and note the action that was taken.
Consider the following:
Celebrations and achievements from the previous year
Review One Page Profile(s)
Anything this person wants to talk about at the meeting
Assessed needs and how the person wants to be supported
Any supports the person needs to more fully participate in planning his/her life, to understand
his/her rights, or to understand his/her ISP
Anything that the person wants support to work toward, change, and/or learn
What others believe is important for the person to work toward, change and/or learn
Any items from previous agendas that need to be discussed again
Briefly review goals from the previous ISP. Were there any barriers that need to be addressed?
Other items not yet addressed that the team needs to discuss

Action Taken/Outcome, e.g. Desired
Outcome, Issue resolved (note how it
Discussion Topic ‘was resolved), Added to Safety Plan, etc.

‘At the end of the meeting, the SC/PA leads the team to review the finished ISP and Support Documents.




A One Page Profile provides a positive introduction to a person. It includes the following information:
· What people like and admire about the person (positive qualities)

· What is important to the person (in the environment or situation it is being written for, such as employment or home) 

· How to best support the person (what is Important For the person)

One Page Profiles can be especially powerful if they are tailored to a specific setting. There must be at least one One Page Profile with the ISP; there may be more than one. The One Page Profile template included on the front of the ISP includes a place to indicate which setting the One Page Profile is for (e.g. home, work, school, etc.)
The One Page Profile may take any format. There is one available on the first page of the provided ISP form, but you may alternately use any other template as long as it includes the three statements above along with the person’s name and the date it was last updated.

Core Responsibility

· At a minimum, update the One Page Profile(s) annually in preparation for the ISP meeting. Changes may be made to local copies of the One Page Profile at any time following local documentation practices, without an ISP Change Form.

· Ask the person what he/she wants on his/her One Page Profile. Listen to the person’s words and actions.

· Include a picture(s) if the person wants. It could be a picture of the person or an image of something that is important to the person.

· Add additional information carefully and respectfully when needed for clarity.

· Keep the One Page Profile to one page. This is just an introduction to the person; it’s not a detailed list of everything in the person’s record or ISP.
	Services Coordinators and Personal Agents
	Providers supporting a person who lives in a Residential setting

	In-Home settings

· Develop a One Page Profile in a manner that works for the person and/or family. 

· If the person or family is interested in creating a One Page Profile themselves, offer templates and other available resources to support them. www.OregonISP.org/1PP is a good place to start.

Residential settings
· Review One Page Profile(s) submitted by providers and include them with the final ISP.

· Ask questions, if needed, to clarify any information.

· Watch for the “Common errors in One Page Profiles” listed on the next page and share feedback with the providers.
· Contribute additional information when needed.
	· Develop a One Page Profile for the specific environment where you support the person.

· Provide a complete One Page Profile to the Services Coordinator or Personal Agent prior to the ISP meeting following agreed timelines.

· Train staff on the One Page Profile for your setting.


[image: image14.png]Person Centered Information
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Use the space under each topic to describe what is currently happening in this person’s life. If the person does
not wish to discuss a topic, please note that. Seek perspectives from others that the person directs.

Hopes and Dreams Personal goals, career goals, where the person wants to live or work, etc.
Person’s perspective

‘Additional input

Communication Describe how this person communicates including the person’s preferences for expressing
‘and receiving communication and how the person communicates their wants, needs, and pain.
Person’s perspective

‘Additional input

Life in Current Living Arrangements Where and with whom the person lives, who provides supports,
‘meal planning, cleaning, personal care, opportunities to develop skills at home, hobbies, pets, safety,
opportunities to contribute to the household, etc.

Person’s perspective

‘Additional input

Person receiving services: Date of last update: Page 10f6



Points to Consider

· When gathering person-centered information, think about these areas of the person’s life:

· Is there anything about the person’s routines that must happen or must not happen that reflects what is important to him?

· What helps her have a good day?

· How can you minimize the effects of a bad day?
· What is working or not working in the person’s life that others need to know?

· What One Page Profiles are not?

· Everything important to the person

· Provides detailed supports 

· Outlines all supports for a person

· When identifying what is Important To the person, this is what is most important from the environment that you support the person in.

· Think about what helps the person have a good day, and the supports needed when having a bad day.
· Think about different aspects of a person’s routines that are important to him/her.
· When identifying how to best support the person, think about the key areas of support. Avoid outlining the details if they can be found elsewhere.
· Think about the supports the person needs to have the things that are important to him/her. 
· When identifying what people like and admire about the person, this includes: Positive qualities, and the person’s strengths and talents. 
· Some examples are: Creative, smart, great conversationalist

· Always remember that this is about the person, not about the services they receive. 

· Avoid phrases such as “good hygiene.” When was the last time you complimented someone you know on their hygiene?
For more resources on building great One Page Profiles including downloadable templates, visit www.OregonISP.org/1PP. 

Risk Identification Tool
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Person’s legal name: Date of last update:

Fisk dantification Tool - 0005 1202015

HEALTH AND MEDICAL

[] No risk identified in this section (skip to next section)

1. Aspiration (check all that apply)

[[J a. Diagnosis of dysphagia, or has been identified to be at risk for Aspiration by a qualified medical
professional

[Jb. Ingests non-edible objects, places non-edible objects in mouth, or has a diagnosis of pica

[ c. Has a feeding tube

[] d. Diagnosed with gastroesophageal reflux (GER) and the physician has identified the person at risk of
Aspiration

[ e. complains of chest pain, heartburn, or have small, frequent vomiting (especially after meals) or
unusual burping (happens frequently or sounds wet) and the physician has identified the person at risk
of Aspiration

[Jf. someone else puts food, fluids, or medications into this person’s mouth

If the person experiences any of the following symptoms, a current evaluation by a qualified
professional is required to determine if the person is at risk of Aspiration.(Check all that apply)
[ g Food o fluid regularly falls out of this person’s mouth
[ h. Coughs or chokes while eating or drinking (more than occasionally)
[ i. Drools excessively
[ . chronic chest congestion, pneumonia in the last year, rattling when breathing, and
persistent cough or frequent use of cough/asthma medication
[[J k. Regularly refuses food or liquid (or refuse certain food/liquid textures)
[]1. Needs his/her fluids thickened and/or food texture modified
[[] m. €ats or drinks too rapidly
Evaluation results: [ ] Risk present [ ] Norisk [] Other (see comments)

Yes

d

Possible

d

g

History

g

Comments:

Person receiving services: Date of last update:
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Core Responsibility

· Identify known, serious risks that are present in the person’s life. 

· Serious Risk: Risks that, without support, would likely result in hospitalization, institutionalization, legal action, or place the person or others in imminent harm.
· SC/PA: Record each identified risk (only those with a Yes answer) on the ISP Risk Management Plan and describe what strategies are in place to address the risk.

· [image: image16.png]Change Form
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Person’s legal name: Initiated by: Date initiated: Effective date:
Reason for change(s) | List specific change(s)
Date notified of | Date approved, | Signature or note of how approval or
Name Title/Relationship change if required notification was given (e.g. phone, email)
Self/ Person receiving services
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Be mindful of changing risks throughout the year. While this tool must be completed initially prior to the ISP meeting, it must also be updated throughout the year if known risks change.

Points to Consider

· Consider each risk in the absence of current supports. 

· Complete this form based on information learned through conversation, file review, and your knowledge of the person. Whenever possible, identify serious risks during or near the time of the needs assessment, so that you can use information that was discussed during the needs assessment.

· Think about who has information that can help identify known risks. It may be the same people who are involved in the needs assessment. Are there others who have knowledge of the person who should be consulted? Consider: family, nurses, behavior specialists, providers, etc. 

· Avoid redundant discussions. If you’ve already discussed a point and have enough information to know the risk is present, does it need to be discussed again?
Considerations when completing this tool for children:

· This tool is intended to identify risks beyond typical childhood development and parental responsibilities. 

· Do not include supports provided based on a child’s developmental level that are not as a result of the disability, such as cutting a child’s meat or holding a child’s hand when crossing the street.
Completing the Risk Identification Tool
 (SC/PAs, Provider organizations and Foster providers)
· Thoughtfully consider each risk category. It may be helpful to read through and review some of the typical risks encountered in each category. 

· If there is no risk present in a section, mark the checkbox at the top of the category indicating that there is no risk present, then skip to the next section. There is no need to respond to each risk within any section that is marked No and skipped. See below for a detailed explanation of each response as well as the expected action.

· If a risk is present within a section, respond to each risk within the category. See below for a detailed explanation of each response as well as the expected action.

· Some risks, such as aspiration, choking, dehydration, constipation, and seizures have a series of warning signs, triggers, or observable symptoms listed to help identify whether a serious risk may be present. Follow the instructions provided on the tool. See Required Evaluations below.
· Comments section: Optional space for comments is available at the end of each category to record any useful information about why a risk was marked Yes, Possible, etc. Avoid using the comments space to record specific support strategies for any identified risk. That information belongs in the Risk Management Plan in the ISP or in support documents.

· For providers serving a person who lives in a Residential setting: Communicate proposed discussion topics for the ISP Meeting Agenda with the SC/PA at least five business days prior to the ISP meeting, or according to timelines set by SC/PA.

Expected Evaluations

Some risk factors (e.g. letters “g”-“m” under Aspiration) warrant additional evaluation or discussion with a qualified professional to determine the level of risk present. Unless the risk has already been determined “Yes” by a preceding risk factor (e.g. any of “a”-“f” were already marked under Aspiration), seek an evaluation to determine whether a risk is present. 

When an evaluation is expected, consider professionals that are already in the person’s life. If the person has a nurse, ask the nurse for input. If the risk is related to behavior and the person has a behavior specialist, start there. In addition, consider if the person has already received an evaluation from a qualified professional that is still current (see below for the definition of qualified professional and current evaluation.)
For SC/PAs supporting people in an In-Home setting: Encourage the person or family to discuss the issue with his/her primary care physician. Help them in a way that works for them to support follow through. Use progress notes to indicate how follow through is working or not working. If you have concern for the person’s immediate health and safety due to this issue and an evaluation is not available or possible, seek your supervisor’s guidance and use your professional judgment in determining whether immediate intervention (such as calling 911) is necessary.
Record information about any completed evaluations in the space provided at the end of the tool. 

· Evaluation: An assessment conducted by a qualified professional to determine whether or not the identified issue is a serious risk. An evaluation may occur through observation of the person, report of observations from care providers, or other method deemed appropriate by the qualified professional. The results of an evaluation may include recommended support strategies, including preventative measures to minimize the risk from occurring as well as recommended interventions when a problem is observed.

· Qualified professional: A person, who is licensed, specialized, or has expertise and practices in the specialty field that is referenced. Depending on the issue, examples may include behavior specialists, speech language pathologists, or physicians.
· Current evaluation: An evaluation is considered current if the team knows the condition the person was in at the time of the evaluation, and the team observes that the condition of the person has not significantly changed since the time of that evaluation. If a written evaluation or applicable Oregon Administrative Rule includes an order to re-evaluate after a certain amount of time, then the evaluation would no longer be considered current after that point.

Responses on the Risk Identification Tool and expected action

	Response & Explanation
	Expected Action

	Yes:

There is evidence of the identified risk.
	SC/PA

Record the risk on the Risk Management Plan in the ISP and note how the risk is addressed. 

Help the person understand that in order to receive services adequately, providers need information about known risks.

If person declines support for the identified issue:

· Write it on the Risk Management plan.
· Indicate the person’s preference for supports under the “How the risk is addressed” section.
· Indicate how the issue will be monitored, for example, information and/or referral, monitoring, or re-assessment.

See Risk Management Strategies, page 21, for more information about addressing identified risks within the ISP.
	Providers serving a person who lives in a Residential setting:
Mark the risk as Yes or communicate with the SC/PA that there is evidence of the identified risk.

Prepare Provider Risk Management Strategies which describe supports in place at this location.
See Risk Management Strategies, page 21, for more information.

	Possible:

There is reason to believe this risk may be present BUT evidence of the risk is not available, inconclusive, or the person declines to discuss the issue.
	SC/PA:

No risk recorded on the Risk Management Plan in the ISP. No support documents are in place to address this issue. Use the comments space provided on this tool to record what action will be taken.

Case management actions must include:

· Provide information about available community resources, medical, or other professionals for assistance assessing or addressing the issue.
· Monitoring within established timelines to see if the risk is changing or additional information becomes available.

· Note the issue and planned follow-up on the ISP, Chosen Case Management Services, as an anticipated case management service.
· Document actions taken in a progress note.
	Provider Organizations and Foster Providers:
If you feel a risk is possibly present, discuss it with the SC/PA.
The team may discuss what evidence is available regarding the possible risk.

	No:

There is no available evidence of the identified risk. This response is also indicated if the person declines to discuss the issue and there is no available evidence that the risk exists.
	No risk recorded on the Risk Management Plan in the ISP. No support strategies are in place to address this issue.



	History:

There is no available evidence of the identified risk being a current issue and supports are not needed BUT there is evidence that the identified risk did occur or needed supports within approximately the last five years.
	The history designation is for informational purposes only. 

No risk recorded on the Risk Management Plan in the ISP. No support strategies are in place to address this issue.

Typically, if a risk is changing from Yes to History, leave it marked History for approximately five years. Circumstances may warrant changing the response from History to No in less than or more than five years. Consider if there are other documents available in the person’s file that provide information about the past issue, the person and family’s preference on how it is recorded, and the likelihood the risk will be present again.


Risk Management Strategies

“Overprotection can keep people from becoming all they could become. Many of our best achievements came the hard way: We took risks, fell flat, suffered, picked ourselves up, and tried again. Sometimes we made it and sometimes we did not. Even so, we were given the chance to try.” (Perske, 1972:24)

We cannot eliminate risk, but we can manage it. Good risk management strategies are founded on an understanding of what is important to the person from her perspective and what is important for her to remain healthy, safe, and a valued member of her community. When we understand both of these things, then we can focus on finding a balance between the two.

“Happy and dead are incompatible, but alive and miserable is unacceptable.” (Michael Smull, 2013)

Prevention

Good risk management strategies begin with prevention measures. Are there things that can be reasonably done to prevent the issue from occurring? Remember to ask what is important to the person. Think about preventative measures that the person can relate back to his own values and priorities. 

What’s important to the person?

We only do things that are important for us if they can relate back to something that is important to us. In order for a risk management strategy to have the best chance of success, you must think about what is important to the person from his/her perspective. Seek a deeper understanding of what makes the person happy and fulfilled. Find ways to tailor the supports toward what you know is important to the person. This will increase the chances of the person agreeing with the strategy, which increases the chances of success. 
Core Responsibilities

· The ISP must reflect the strategies that are in place to address each identified risk. 

· Listen to what the person says, with her words and with her actions, to inform how strategies are developed.

· Include proactive strategies intended to prevent the issue from occurring or minimize harm if it does occur.

Specific strategies to address risks

Examples of risk management strategies include:

· Education

· Natural and/or paid supports

· Assistive technology or device

· Environmental modification

· Written support documents (protocols, safety plans, etc.)

· Specific written instructions in a job description or service agreement

· Case management tasks such as providing information and/or referral as well as monitoring

The SC/PA uses judgment in conversation with the person and the ISP team to determine the best support strategy or combination of strategies to use. As a guiding rule, if others are paid to provide supports to address a risk, the expected supports must be written down.
Once the support strategies have been decided, the SC/PA writes them onto the ISP. If separate written instructions (such as a job description) will be prepared, the SC/PA references this on the ISP. 

If a provider organization is expected to maintain written strategies to address the issue, the SC/PA notes that on the Risk Management Plan. The provider will complete a Provider Risk Management Strategies document to identify the specific document(s) they use to address each risk, date of each document, and indicate where it is located.
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Provider Risk Management Strategies
The Provider Risk Management Strategies form is used by provider organizations to itemize the specific risks they are addressing (as defined by the ISP or service agreement) and list what document they will use to address each risk. It may also be used by Foster providers when directed by the SC.
Providers complete this form, train their staff on all strategies listed on it, keep it up-to-date as changes occur, and retain it in their files. 

Provider Organizations:
Guidelines for developing support documents
These guidelines apply to people who live in 24-hour residential settings. In other settings such as Foster and Supported Living, SC/PAs may apply these guidelines based on their discretion.
Required support documents

People who live in 24-hour residential settings and who experience any of the following risks must have a support document using the provided forms. Each provider organization that supports the person is responsible to prepare these support documents, list them on their Provider Risk Management Strategies, and train direct support professionals on their use. 

These support documents are also available for use in other service settings, as directed by the SC/PA and reflected on the ISP Risk Management Plan.

· Aspiration or Choking -> Aspiration/Choking protocol
· Constipation -> Constipation protocol

· Dehydration -> Dehydration protocol
· Seizures -> Seizure protocol
· Risk of financial exploitation -> Financial Plan
In addition to these documents, there is a Pica protocol and a general protocol form that are also available for use. They follow the same format and can help with consistency in training direct support professionals.

Detailed instructions are available for guidance in completing these support documents. See www.OregonISP.org/resources. 
Safety Plans

A safety plan is a support document often used to address safety issues present in the person’s life. A safety plan includes a description of each risk being addressed, what preventative measures are in place to minimize the risk(s), how to respond when the risk is present, and the author’s name and date of the document. There is no required format for a safety plan, though some provider organizations require their own format.

A safety plan typically covers safety issues identified in the ISP or provider service agreement. In addition, some provider organizations also use it to address other issues that were not identified in the ISP.

Some providers choose to use the safety plan to address other issues required by their specific Oregon Administrative Rules. Examples include missing person notification or specific variances that are needed for a location.

People will have different safety plans to meet their support needs in different environments. The risk may be the same but the supports should be outlined for each location of service. In addition, one location may have a safety risk that does not apply to the other location. For example, an equipment safety risk that is present in the workplace but not in the residential setting.

Behavior Support Plan

A Behavior Support Plan (BSP) is a support document used when the ISP team feels that interventions are needed for identified behavioral risks. The ISP team must make the decision to create a BSP. A BSP attempts to alter a person’s challenging behavior through positive supports and must be written in accordance with current Oregon Intervention System (OIS) practices and follow Oregon Administrative Rules specific to the service provided. A Functional Assessment (FA) is required prior to creating a BSP. 

When considering a BSP, teams should begin by ruling out medical causes for the challenging behavior. If a medical concern such as a dental problem, ear infection, or allergies is identified and addressed, and this alleviates the behavior, no further action is necessary regarding behavior supports. Another support document such as Medical Supports or Medical Guidelines may be added, as needed. 

If no medical cause for the behavior of concern is found, teams work with a behavior specialist to complete a functional behavioral analysis or FA. In addition, sometimes through the FA process, underlying medical issues could be identified or need research. The ISP team will determine how to proceed with those issues.

Once a Functional Assessment is complete, the team works with the behavior specialist to decide how to address the challenging behavior. If the person’s behavior is alleviated through a change in either the way staff interact with him/her or changing environmental factors, a BSP may not need to be developed. The ISP team may consider Interaction Guidelines as a means of alleviating the behavior of concern. These guidelines must focus solely on staff interactions and environmental factors. 

If interventions are needed or other information indicates a BSP is needed, a BSP must be developed following the particular service’s Administrative Rule requirements. The Behavior Support Plan would be mentioned by the SC/PA on the ISP Risk Management Plan and the provider would list its date and location on their Provider Risk Management Strategies, page 22.
General BSP requirements include:

· Documentation that the person, the guardian or designated representative (if applicable) and the ISP team are fully aware of the development of the plan.

· A summary of the function of the challenging behavior (see OARs for detail.)

· A clear, measurable description of the behavior that includes frequency, duration, and intensity of the behavior. 

· A clear description and justification of the need to alter the behavior.

Other Support Documents

For all other risks, the provider chooses the type of document(s) they will use at that location to address the risk. Some examples include Staff Guidelines, Dining Plan or Protocol, or Interaction Guidelines. Remember, support documents must provide clear instructions for direct support professionals to follow and must include preventative measures in place to minimize the risk.

Other medical protocols

A medical protocol is a set of written instructions, designed specifically for the person, that tell staff how to care for a specific medical condition.

A general protocol is provided with the ISP forms. This protocol may be useful to develop other written supports for medical issues without required forms; it looks similar to the required protocols. Providers may use their own template or start with the blank one provided. The outline below explains the basic components of a medical protocol. It may be used to develop a protocol to address any issue not covered by the required Aspiration/Choking, Dehydration, Constipation, Seizure, or Pica protocols.
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Changes to Support Documents

Support documents must be kept current at all times. This means that if any aspect of the supports provided needs to change, then the support document must be revised. Note the date of last revision on each support document.

Every time a support document changes, its date on the Provider Risk Management Strategy page must be updated as well. The Provider Risk Management Strategy page must always note the date of the most current version of each support document that is in use.

Follow the provider organization’s documentation practices to make changes to support documents. If doing so will be clear and legible, the change may be written directly on the support document, signed, and dated. If the change cannot be made legibly on the existing copy of the support document, the support document should be rewritten or retyped. 

All changes to support documents listed on the Provider Risk Management Strategies page must be documented using a Change Form. See the Making Changes, page 36, for more information about when approval is required or when team members may simply be notified of a change that was made.

Annual Review of Support Documents

At a minimum, review all support documents annually prior to the ISP meeting. When two provider organizations (or a foster provider and a provider organization) support the person, they are encouraged to take this opportunity to share support documents, compare them, and look for any circumstances where something that works well in one environment could be successful within the other environment.

No new initials or dates are required on the support document on an annual basis. If a support document continues to meet the needs of the person and address the identified risk(s), there is no need to rewrite the support document or change its date. Bring the support document(s) to the ISP meeting, so the SC/PA or other team members may review them if necessary. 

Approval of support documents occurs when ISP team members sign the ISP signature page, indicating approval of the ISP including the ISP Risk Management Plan. Continue to use the document(s) throughout the next ISP period or until a change is needed.

The ISP Meeting

The nature of ISP meetings can vary from situation to situation as directed by the person for whom the plan is being developed.

· Shawna, who lives next door to her mother and receives In-Home Support Services, has her ISP meeting with her PA and her mother. When her PA was gathering Person Centered Information, Shawna mentioned she would like to meet separately with her PA to discuss birth control options. This separate meeting happened and resulted in a case note by her PA, but didn’t get noted in Shawna’s ISP to respect her wishes.
· John, who lives in a 24-hour residential group home, has his ISP meeting with his SC, his parents and sister, his employment coordinator, his group home manager, and some group home staff. John excused himself at the end of his meeting and his group home manager and SC finished a conversation about his safety plan.

· Fitz, who lives in an Adult Foster home, has his ISP meeting with his SC, his brother and sister-in-law, and his foster providers. Fitz likes having his meeting at his house because his foster provider makes homemade cookies. He doesn’t mind taking a vacation day to have the meeting at his house.
· Anna, who lives in a Children’s 24-hour residential group home, has her ISP meeting with her ODDS Residential Specialist, her mom (guardian) and sister, and a representative of her group home. Anna prefers to have her meeting in a place where she can walk around because sometimes talking about things can upset her.
Regardless of the circumstances, the ISP meeting should include people that the person invites to assist with planning. If the person requests to meet separately about a sensitive issue, the SC/PA will work with the person to meet that need.

In order to successfully develop the plan, the SC or PA must meet with or gather information from the following people:

· The person receiving services;

· The person’s legal guardian or designated representative, if any;

· The foster provider, if any;

· Provider organizations the person has chosen, if any; and
· Others the person invites.
At the ISP meeting, the SC/PA or designee serves as facilitator. An ISP Meeting Agenda is completed to record discussion topics and the outcome or action taken on each topic.

The ISP Meeting Agenda

Core Responsibilities for the SC/PA

· Receive draft agenda or proposed discussion topics from the person and ISP team members.
· Help the person maintain his/her privacy about sensitive issues. If the person doesn’t want to discuss a topic with other team members, meet with the person and/or others privately to discuss the issue. 

· You may need to remind the person that in order to provide effective supports, providers need sufficient details about risks and the person’s preferences.

· Complete the agenda or designate a recorder at the ISP meeting to record the discussion topics and action taken or outcome of each topic.

· File the completed agenda with the ISP at the CDDP or Brokerage.

· Provide a copy of the completed agenda to the person and guardian or designated representative, if requested.

· Provide a copy of the completed agenda to any provider organizations when the person lives in a residential setting (e.g. 24-hour Residential, Supported Living, Foster Care, and SACU).

Core Responsibilities for Providers serving people who live in Residential settings
· Ask the person and/or guardian or designated representative what they want to discuss at the ISP meeting.

· Communicate proposed discussion topics for the ISP Meeting Agenda with the SC/PA at least five business days prior to the ISP meeting, or according to timelines set by SC/PA.

Points to Consider

· An agenda can help the ISP meeting run efficiently. When drafting an agenda in advance, provide sufficient detail so that team members can understand the topic and relevant details to help discussion proceed smoothly.

· It may be helpful to order the agenda topics in a logical flow. Ask the person in what order she’d like to discuss things. 

Desired Outcomes 

Desired Outcomes are what drive a person’s ISP. These are personal goals, things that the person is interested in trying, learning, doing, or achieving in the next year. Desired Outcomes must relate to what is important TO the person—desired outcomes are not simply support needs, although they may contain components of supports a person needs in specific areas or with specific tasks. 

Core Responsibility for SC/PAs

· Facilitate the needs assessment as directed by the setting and your role. 

· Facilitate the gathering of person centered information, as well as known, serious risks.

· Identify what is important TO the person and what is important FOR the person.

· Assess what is currently working and not working from the person’s perspective as well as from others. 

· Recognize the natural supports that are present in a person’s life, and support opportunities for continued involvement as appropriate.

· Create agenda for ISP meeting, including possible Desired Outcomes to discuss.

· Facilitate the development of Desired Outcomes with the person and others in the person’s life if applicable (e.g. guardians, providers, family, friends, and others the person may wish to involve).
· Take action, determined by your role in the facilitation process, by developing implementation strategies as needed that describe what steps the provider will take to support the person to achieve desired outcomes.

Core Responsibility for Providers serving a person living in a Residential setting
· Participate in the needs assessment as directed by the person and their guardian (if applicable).

· Share person centered information gathered from the perspective of the person and including additional input, where needed. See Person Centered Information, page 13.
· Implement agreed Desired Outcomes. See Implementing the ISP, page 32.
· Communicate progress toward achieving Desired Outcomes with the SC/PA and others the person chooses as needed throughout the year.

Points to Consider
· A meaningful Desired Outcome must reflect what is important TO the person, so that it doesn’t become what we think the person should do.
· Supports for what is important FOR a person (such as for the person’s health, safety, or to be a valued member of his/her community), may also be considered in developing meaningful Desired Outcomes. Be sure that the outcome itself is based on what the person would like to do, try, learn, or achieve.

· Desired Outcomes can be tied to both paid chosen services and natural or other available supports, but there should always be action indicated that will support the person to meet his/her own definition of success. 
· Desired Outcomes can encompass both long and short term goals, but timelines should be indicated so that when progress is not being made, changes to supports can be addressed in order to support progress. 
· The Person Centered Information document will help those involved in planning understand the person’s perspective on all kinds of topics: where the person wants to live and with whom; what kind of job or training is desired; if lifelong learning is important; how to stay healthy and fit; if there are assistive technology devices that would increase independence, etc. Think about these in the context of what is important TO the person.

· The ISP Meeting Agenda is intended to lead conversations toward taking action, so that the outcomes the person or his/her designated representative desires to strive toward get planned out and recorded as Desired Outcomes within the person’s ISP. 

SC/PA: Strategy for Developing Person Centered Desired Outcomes
1. Gather or review Person Centered Information 
a. Developing person centered outcomes starts with the person. After you have gathered information from the person’s perspective, as well as other contributors who are in the person’s life, make sure you know: 

i. What matters to the person, and others who know and care about the person?

ii. What are the person and others’ hopes and dreams for the person’s future? 

2. Ask what’s happening now
a. Desired Outcomes are relevant to what is happening in the person’s life. In order to be able to develop such outcomes, help the team establish a clear idea of the current realities in a person’s life. The information gathered on the Person Centered Information form provides a solid foundation. 

b. Find out from the person and others’ perspective:

i. What is working? (What should stay the same or be enhanced) 

ii. What is not working? (What needs to change)

3. Prioritize what to focus on first 
a. Once you have gathered information about what is important TO the person, hopes and aspirations for his/her future, and what is currently happening in his/her life, guide conversations to prioritize what areas are the most important to focus on right now. 

i. What is the most pressing priority to the person? 

ii. What do others who know and care about the person feel is the highest priority?

b. As you review or complete the ISP Meeting Agenda, keep in mind:

i. Priorities should be agreed in partnership with the person. 

ii. An agenda created collaboratively is far more likely to lead to outcomes that are successfully achieved. 

iii. Often, those who are involved in helping to develop a Desired Outcome are the same people who will help implement it as well. 

4. Ask what success would look like
a. Reach an agreement for what successfully achieving a Desired Outcome should look like, if what is not working now was to be resolved.

i. Be clear about the broad, long term vision for Desired Outcomes in each priority area.

b. Ask the person what success looks like for him/her, to make sure:

i. The Desired Outcome is specific for the person 

ii. It is not simply something that has worked for others in a similar situation and automatically assumed to work for this person as well. 

5. Test it – is this really a Desired Outcome?

a. Facilitate conversation to clarify with the team that the Desired Outcome being developed is not actually just a solution disguised as an outcome. Solutions can limit the possibility of other options and take the focus away from what is most important to the person. 

b. Check to make sure the Desired Outcome is taking the person a step closer to his aspirations and has not drifted off topic. 

i. Ask specific questions to clarify what this Desired Outcome would give the person, do for the person, or make possible for the person.

ii. Does this Desired Outcome change something that isn’t working or support something that is working?
c. By testing the Desired Outcome, you can help make sure that it is important TO the person in some way, and that it will take the person closer to what he wants.

6. Ask what’s stopping the person now or what might get in the way
a. After drafting out a Desired Outcome, it is necessary to identify what (if any) barriers exist that could keep the outcome from being implemented successfully. 

b. Facilitate problem-solving conversations to pin-point if there is anything that the person feels might stand in his/her way, as well as from the perspective of others. 

7. Agree to action

a. Facilitate the identification of the steps needed to achieve the Desired Outcome and overcoming barriers. 

b. Think creatively.

c. Avoid jumping to “obvious” service-oriented options, and help the person and the team explore natural and community resources first. 

d. Guide the team to identify the key steps to help achieve the broader Desired Outcome. 

i. Depending on the person and service setting, this may be done in different ways or even using different language/terms. This is okay, as long as there is clarity about what is the outcome. 
ii. More detailed action steps should be recorded in implementation strategies appropriate for that service setting. See Implementing the ISP, page 32 for more information.
e. “SMART” Desired Outcomes are:

i. Specific: Is the outcome concrete, and does it include who or what is expected to change? Results-oriented: meaningful, valued results, what will the person “do?”
ii. Measureable: We know when we are making progress because there is a concrete way to tell how we are doing. Action can be seen or felt.
iii. Attainable: There are steps that will help achieve the person’s outcome.
iv. Relevant: The outcome is connected to something that is important TO the person.
v. Time-based: We know when things will happen; there are target dates.
8. Record Desired Outcomes in the ISP

a. Document the person’s Desired Outcomes in the ISP, in the Desired Outcomes section.

i. Specify the Desired Outcome: what is the desired result?

ii. Document key steps to work toward the outcome.
iii. If there is a paid service that supports the Desired Outcome, choose that service from the drop-down list. If there is more than one service, type them into the space provided.

iv. Note who is responsible, including, where needed or helpful, for each key step of the Desired Outcome.
v. Note timelines, including frequency or by when something is expected to happen.

vi. Document where progress will be recorded, so it is clear how the Desired Outcome will be monitored.

vii. Note if there are written implementation strategies expected or in place.
Implementing the ISP

Core Responsibility for SC/PAs

· Give copies of the completed ISP to the person, guardian, if any, and others, as directed by the person. 

· Take any steps needed to authorize chosen ODDS-funded services prior to the intended start date. Depending on the practices at the CDDP or Brokerage, this may include entering information into eXPRS, Plan of Care, MMIS, or sharing relevant documentation with data entry personnel.

· Assist the person or employer of record to develop detailed job descriptions or service agreements for the chosen providers. It is important to include information related to any known risks. The person must consent to this information being provided. If the person does not consent to the sharing of information relevant to the provider’s ability to do the job, then further discussions must occur. Discussions might include the possibility that a new provider will need to be sought, with whom the person feels comfortable sharing the information.

· Personal Support Worker (PSW): job description.
· Independent Contractor (IC): service agreement.
· Provider organization (e.g. respite or employment-related services): service agreement.
· If the person lives in a Residential service setting (e.g. 24-hour residential, supported living, Foster care, SACU) ensure that providers have a complete copy of the Person Centered Information, Risk Identification Tool, Meeting Agenda, ISP, and any subsequent Change Forms.

· If the person requests not to share the ISP or portions of the ISP with a provider organization, then the SC/PA facilitates a conversation to talk about options, understanding that the provider may not be able to serve the person if they do not have adequate information about important support needs.

· File the complete ISP, including the Person Centered Information, Risk Identification Tool, ISP Meeting Agenda, and any subsequent Change Forms at the CDDP or Brokerage.

· Monitor implementation of the plan according to timelines noted in the Chosen Case Management Services section of the ISP, SC/PA judgment, and ODDS expectations.
Core Responsibility for Providers serving a person who lives in a Residential setting
· These chosen providers begin (or continue) services once they have received and signed a complete copy of the ISP or a detailed service agreement.

· Develop action plans to address desired outcomes as well as support documents to manage risks, as needed and directed by the ISP.

· Train direct support professionals or substitute caregivers on ISP implementation strategies.

· Share copies of ISP implementation strategies with the SC/PA, as requested by the SC/PA.

· If supports within the ISP or in the provider’s implementation strategies need to be changed, take appropriate action or communicate with the SC/PA. See Making Changes chapter, page 36, for more information.
Service agreements and job descriptions

A service agreement or job description contains the necessary information for a selected provider (e.g. PSW, Independent Contractor, or Provider Organization providing respite, employment, or other specific services) to provide the services they are hired to perform. It is prepared by the SC/PA to address specific needs of the person as agreed at the ISP meeting. Within In-Home Comprehensive settings, the employer of record develops the job descriptions.
Service agreements and job descriptions must include the person’s preferences on how specific services are to be delivered as well as identified risks, risk management strategies, and other necessary contractual information. There must be an opportunity during the development of the service agreement for providers to indicate any other information that is minimally necessary for them to provide services effectively.

ISP Implementation Strategies for Providers serving a person who lives in a Residential setting
In this section, “provider staff” or “staff” is used to refer to employees of a provider organization who directly support the person. It also refers to employees of the foster provider, such as substitute caregivers.
Providers who support a person who lives in a Residential setting (see page 6) are responsible to implement the parts of the ISP for which they have been designated to provide services. This includes the following areas:

· Person Centered Information

· One Page Profile 

· Desired Outcomes and Desired Employment Outcomes

· Risk Management Plan

· Specific services authorized in the Chosen Services section

Person Centered Information

At a minimum the provider keeps a copy of the Person Centered Information that they have gathered and submitted to the SC prior to the ISP meeting. Train staff on the contents of this document. 

Revisions may be made to the Person Centered Information anytime during the year following local documentation practices.
One Page Profile

Train staff on the One Page Profile. If there is more than one One Page Profile (e.g. other profiles prepared by the person, family, or other providers), train staff on the profile(s) most relevant to the setting in which they support the person. 

Revisions may be made to the One Page Profile anytime during the year following local documentation practices.

Action Plans

For the purpose of these instructions, we refer to Desired Outcomes and Desired Employment Outcomes collectively as “Desired Outcomes.”

For all Desired Outcomes on the ISP or service agreement which the provider is designated to support, the provider must train their staff on specific steps, timelines, and responsibilities to carry this out. 

After discussion during development of the ISP, and as directed by the ISP or service agreement, the provider develops implementation strategies (e.g. Action Plans) that detail the steps, timelines, and responsibilities their staff have to implement the specific Desired Outcomes.

Providers may develop their own action plan format or use available electronic recordkeeping systems. Example action plans are available at www.OregonISP.org/forms that may be used. Action plans must include, at a minimum:

· The person’s name and the date of implementation;

· Desired Outcome;

· Measurable steps to be taken, including details of the person’s preference on how each step is to be taken;

· Timelines or frequency of completion of each step;

· Who is responsible to complete each step; and
· Where to record completion or progress toward the desired outcome.

Risk Management Plan

Unless specifically otherwise directed by the SC/PA in a service agreement (e.g. if the provider is only contracted to provide a specific service), provider staff must be trained on the contents of the ISP Risk Management Plan, including emergency preparedness procedures, preventing abuse, specific risk management strategies, Nursing Care Plan (if any), and back-up plans.
Providers must also develop and implement specific risk management strategies as outlined in the ISP or service agreement. These are documented by the provider organization on a Provider Risk Management Strategies form.

See Risk Management Strategies chapter, page 21, for additional information, including provider responsibilities for creating support documents and instructions for completing the Provider Risk Management Strategies form.
Making Changes

Core Responsibility for SC/PA

· Ensure necessary changes are made to the ISP in a timely manner.

· Review and file Change Forms received from provider organizations or foster providers.

· Change the ISP when a new service is added or an existing service is discontinued.

· Change the ISP when assessed needs change significantly.

· File completed Change Forms with the ISP at the CDDP or Brokerage.

· Ensure providers impacted by the change are appropriately notified of the change. For example, this may require revising a PSW’s job description or completing a new service agreement. 

Core Responsibility for Providers serving a person who lives in a Residential setting
· Ensure necessary changes to the ISP and related documents are communicated to the SC/PA in a timely manner.

· Take action on needed changes according to the chart provided.

· When initiating a Change Form, keep a copy and send the original to the SC/PA.

	Type of change
	Change form initiated by 
	Approval or Notification?
	Notes

	Revised, added, discontinued desired outcomes
	SC/PA or Provider org./Foster prov.
	Approval
	

	Revised, added, or discontinued Chosen Services
	SC/PA
	Approval
	* The addition or subtraction of a service (such as attendant care) requires the signature of the person receiving services, guardian or designated representative (if applicable), and the SC/PA. Changes within an authorized service may be made with the documented, verbal approval of the individual, their guardian or designated representative. 

	New or discontinued
Risk
	SC/PA or Provider org./Foster prov.
	Approval
	

	Change in risk management strategy that is written on the ISP Risk Management page
	SC/PA or Provider org./Foster prov.
	Approval
	

	Extending the ISP beyond 12 months
(Only to be done in extenuating circumstances)
	SC/PA
	Approval 
	*Requires approval of all ISP team members. Requires additional approval from ODDS for expenditure of General Funds to cover services until the new plan is developed.

	Revision to provider support documents that changes the scope of the supports provided (see “Support Document Changes,” page 38)
	SC/PA or Provider org./Foster prov.
	Approval
	

	Minor changes to the Risk Identification Tool 
(no risk added or removed)
	SC/PA or Provider org./Foster prov.
	Notification only
	*Send copy of changed document including Change Form to SC/PA

	Revision to provider support document that does not change the scope of the supports provided (see “Support Document Changes, page 38)
	Provider org./Foster prov.
	Notification only
	*Send copy of changed document including Change Form to SC/PA

	Revision to provider’s implementation strategies, such as Action Plans
	SC/PA or Provider org./Foster prov.
	Notification only
	*Send copy of changed document including Change Form to SC/PA

	Revision to One Page Profile or Person Centered Information
	Local changes may be made by any ISP team member following local documentation practices. No formal approval or notification is required.


Approval of changes

Approval of changes may be given verbally or in writing. When approval of a change is required (see matrix above), it must be sought and obtained from (or attempted to be obtained from):

· the person, 

· guardian, if applicable, and
· Services Coordinator/Personal Agent.
Acknowledgement of changes

Signature, email, or verbal acknowledgement is expected from any service provider impacted by the change. A change is implemented as soon as possible after approval has been obtained and the provider has acknowledged it. 

Exception: Interim supports to address the person’s immediate health or safety needs are to be implemented by provider organizations upon identification of a new serious risk. Initiate communication with other ISP team members as soon as possible and document agreed changes on a Change Form.
Notification of changes

If approval is not required for a specific change, notification of the change must still occur. Examples include telephone call, email, or fax notification. 
Providing copies of changes

Copies of all changes to the ISP, including a copy of the Change Form (if required) and any additional changed documents, are provided to:

· the person, if desired;
· guardian or designated representative, if desired;
· Services Coordinator/Personal Agent;
· any service provider impacted by the change.

Change Form

The provided Change Form tracks:

· Reason for change

· Description of what is changing - “List specific change(s)”

· Effective date

· Date Change Form initiated

· Name of person initiating change

· Name and title of persons approving change, date approval given, and signature or note of how approval was obtained

Support Document Changes

Further discussion about scope of changes

Notification is expected to occur with any change to a support document.

Approval must be obtained any time a revision to a support document would 
· restrict a person’s rights or restore rights that had been previously restricted (e.g. restrictions on community access),

· make the environment more restrictive or less restrictive (e.g. locking common areas of the home),

· compel the person to make restitution for damages,

· add or change a Protective Physical Intervention (PPI) in a Behavior Support Plan,

· contradict a doctor’s order (e.g. Sometimes teams make specific exceptions to doctor’s written orders to honor the person’s expressed preferences, such as having hamburgers once a week despite a written low-cholesterol diet order).
Glossary
	Agenda
	This document serves as a record of the key topics discussed at the ISP meeting and the outcome of the discussion.

	Behavior Support Plan (BSP)
	Support document used when the ISP team feels that interventions are needed for identified behavioral risks.

	Career Development Plan (CDP): 


	A section within the ISP that indicates the person’s choices regarding employment, any barriers to integrated employment, and desired employment outcomes.

	Change Form
	A Change Form is used to document any agreed changes to the ISP or related materials.

	Chosen Services
	Services a person chooses to meet assessed needs.

	Current Evaluation
	An evaluation is considered current if the team knows the condition the person was in at the time of the evaluation, and the team observes that the condition of the person has not significantly changed since the time of that evaluation. If a written evaluation or applicable Oregon Administrative Rule includes an order to re-evaluate after a certain amount of time, then the evaluation would no longer be considered current after that point.

	Desired Outcomes


	Desired Outcomes are what drive a person’s ISP. These are personal goals, things that the person is interested in trying, learning, doing, or achieving in the next year.

	Direct Support Professional
	This term is typically used in comprehensive service settings. It refers to employees of a provider organization who directly support the person. It also refer to employees of the foster provider, such as substitute caregivers. See also Staff.

	eXPRS
	Express Payment and Reporting System.

	Financial Plan
	Set of written instructions, designed specifically for the person, that tell staff how to care for a person’s finances.

	In-Home Service Setting
	A setting in which the person is receiving "In-Home Services," which are those activities of daily living and self-management tasks that assist an individual to stay in his or her own home.  

	Individual Support Plan (ISP)
	The ISP reflects the person’s desired outcomes, career development plan, risk management plan, and chosen services to meet the person’s identified needs.

	Local documentation practices
	Local documentation practices vary depending on the situation, ranging from electronic documentation systems (e.g. Therap) to traditional pen and paper. In all cases, local documentation must be accurate, legible, and completed in a timely manner. 
When changes or corrections must be made to a record, it must be clearly indicated as such. The resulting document must be plainly readable, including the date of the change and an indication of who made the change.

	Medical Protocols
	Set of written instructions, designed specifically for the person, that tell staff how to care for a specific medical condition.

	MMIS
	Medicaid Management Information System, a computer application operated by the Oregon’s Department of Human Services.

	One Page Profile
	The One Page Profile provides a positive introduction to the person. It includes the following information:

· What people like and admire about the person (positive qualities)

· What is important to the person (in the environment or situation it is being written for, such as employment or home) 

· How to best support the person (what is Important For the person)

	Person Centered Information
	This document is the foundation of the planning process. Its purpose is used to carefully and respectfully record the person’s perspective about a wide range of areas in the person’s life.

	Preferences


	Those thing that are important to a person about how, when and by whom their services are delivered.

	Protocols


	Set of written instructions, designed specifically for the person, that tell staff how to care for specific risks and other medical issues.

	Provider Risk Management Strategies
	This form is prepared by provider organizations and foster providers who maintain written instructions such as protocols, safety plans, and other support documents for their staff or substitute caregivers to follow.

	Qualified professional
	A person, who is licensed, specialized, or has expertise and practices in the specialty field that is referenced. Depending on the issue, examples may include behavior specialists, speech language pathologists, or physicians.

	Residential Service Setting
	The person lives in one of the following licensed service settings: Non-relative Foster Care (Adults and Children), Supported Living Services, Stabilization and Crisis Unit, and 24-hour Residential (Adults and Children). 

	Risk Management Plan
	A page within the ISP that lists all risks identified by the Risk Tool and how each risk is being addressed.

	Risk Matrix
	Used to identify known, serious risks that are present in the person’s life.

	Risk Tool
	This tool is used to identify known, serious risks in the person’s life.

	SACU
	Stabilization and Crisis Unit.

	Safety Plan
	Support document used to address safety issues present in the person’s life.

	Serious Risk
	Risks that, without support, would likely result in hospitalization, institutionalization, legal action, or place the person or others in imminent harm.

	Staff
	This term is typically used in comprehensive service settings. It refers to employees of a provider organization who directly support the person. It also refers to employees of the foster provider, such as substitute caregivers. See also Direct Support Professional.


Resources

There are more resources available at www.OregonISP.org/resources. 

To stay informed about the latest Oregon ISP news and Questions & Answers (Q & A), subscribe to the ISP Pipeline email newsletter published by OTAC. Look for the sidebar on the Oregon ISP website and enter your email address to subscribe.

If you have questions or need support with the ISP forms or process, submit a support request at www.OregonISP.org/support or call (503) 428-5435.




Common errors in One Page Profiles





Assuming that if it is important to others in the person's life (for example, staff or family), it must be important to the person. Among the worst examples was a one page profile that said that implementing a restrictive behavior support plan (that the person clearly hated) was important to the person.





Describing what is important to the person in short, cryptic phrases that give an idea of what's important, but are easily subject to misinterpretation by the reader. A common example is to have the single word 'privacy' listed, without saying more about what privacy means to the person. Since, in the absence of other information, people apply their own experiences instead, privacy will be interpreted as what it means to the reader, which is likely different than what it means to the person.





The basics should be assumed, unless there is a history of their being absent. Listing off food, shelter, clothing, safety, etc. should be avoided unless they have been absent in the person's life. Someone who has lived in an unsafe situation may want their profile to say that he must not live with people who hurt others. Someone who has never lived in such a situation will take that as a given.





Other One Page Profile tips can be found at � HYPERLINK "http://www.helensandersonassociates.co.uk/�reading-room/how/person-centred-thinking/one-page-profiles.aspx" �http://www.helensandersonassociates.co.uk/�reading-room/how/person-centred-thinking/one-page-profiles.aspx� 











General Protocol Outline


Title: the protocol should have the name of the risk listed or an identifier on the document


Name: the person for whom the protocol is written


Description: describe the problem, issue or risk


Prevention: specific steps to prevent the problem from happening or from getting worse; all protocols must have preventative measures


Signs and Symptoms: what staff would see/observe if problem occurs


Intervention or direction: information for staff to follow if the problem occurs or gets worse


911 section: circumstances when staff must call 911


Author & Date: The name of person writing the protocol needs to on the protocol as well as the date it was most recently revised. If this protocol addresses an issue covered on a current Nursing Care Plan, the nurse must sign it. 





Avoid the Solution trap!


A solution is the service or support you need to achieve a desired outcome. It may be an item or an activity and it may have a cost associated with it or it may be free.


Example solution trap: “Gloria participates in community events at least two times a month.”


Instead, try: “Gloria has a group of friends that she spends time with in her community.”


This makes the intent of the action, what is important TO her, clearer.








� Perske, Robert. 1972. “The Dignity of Risk and the Mentally Retarded.” Volume 10:24-27.


� Smull, Michael. 2013. “Thinking About Risk.” � HYPERLINK "http://sdaus.com/final/wp-content/uploads/risk-fiinal.pdf" �http://sdaus.com/final/wp-content/uploads/risk-fiinal.pdf� 
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