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H16-063 - Policy and Procedure
July 18, 2016
	TO: 
	Area Agency on Aging (AAA) Directors


	FROM:
	Bea Rector, Director, Home and Community Services Division


	SUBJECT: 
	Person Centered Options Counseling Standards (a part of the larger Community Living Connections (CLC) standards under development) 


	Purpose:
	To provide Person Centered Options Counseling (PC-OC) standards for use by AAA staff and partnering community partners in the CLC Network.  As part of the larger CLC Network, these standards are available for review by Home and Community Services (HCS) and Developmental Disabilities Administration (DDA).


	Background:
	Washington State received a multi-year Enhanced Options Counseling (EOC) grant from the Administration on Community Living (ACL) in 2012. An underpinning of this grant is to strengthen and expand person centered program approaches assisting people to access long-term services and supports (LTSS) through a no wrong door system.  This no wrong door initiative is led at the federal level by ACL, the Centers for Medicare and Medicaid Services (CMS), and the Veterans Health Administration.  

The Area Agencies on Aging’s Senior Information & Assistance Programs (or Aging and Disability Resource Centers, now branded as Community Living Connections) have a strong history of assisting older adults and/or their advocates to identify, understand, and effectively access LTSS and other community-based resources.  The EOC grant provided funds to AAAs to leverage this high performing system and implement person centered options counseling (PC-OC) practice approaches statewide.  

The PC-OC curriculum is based on the Essential Lifestyle Planning (ELP) approach, a tested and successful model of discovery and decision support assisting people with disabilities and chronic illness across the lifespan to communicate the supports they need to get the lives they want. The ELP model and training assists people in gaining positive control over their lives.  

AAAs and partnering community organizations in the CLC Network received an initial in-person 2-day training on PC-OC in late 2014, and these trainings continued statewide throughout 2015.  Feedback from the in-person training was incorporated into the standards and the National Person Centered Counseling Curriculum released for pilot in January 2016. PC-OC Curriculum provides the knowledge base for both the service of and the philosophy of person centered practice approaches--meeting the CMS Home and Community Based Services (HCBS) final rule for person centered practice approach acumen among human service professionals providing LTSS.
  

	What’s new, changed, or

Clarified:
	The Person Centered Options Counseling (PC-OC) Standards are published and attached to this MB.  Standards guide how the service of PC-OC is delivered, who delivers it, under what circumstances, and how data and outcomes are tracked across CLC.  The standards also provide tools for human service professionals to utilize in the service and when practicing the philosophy of PC-OC.
PC-OC has the potential to leverage Senior Information & Assistance (or Aging and Disability Resource Centers, now branded as Community Living Connections) practices and provide a common structure for person centered approaches.  These standards will be embedded as an optional service delivery modality within the overall CLC standards, which are under development.  

The online curriculum and continuing education for PC-OC became available to statewide practitioners beginning in January 2016.


	ACTION:
	AAAs and partnering community organizations in the CLC Network will review the PC-OC standards and implement PC-OC as identified in their Area or organizational plans. 



	ATTACHMENT(S):  
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	CONTACT(S): 
	Susan Shepherd, CLC Program Manager / AAA Specialist
(360) 725-2418
Susan.Shepherd@dshs.wa.gov
(360) 725-2418
shephsl2@dshs.wa.gov
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Washington State’s Community Living Connections Person-Centered Options Counseling Standards



[bookmark: _Toc428178321]Introduction (CLC Standards, Chapter III, Section J)

   This standard guides how Person Centered-Options Counseling (PC-OC) is delivered, who delivers it, under what circumstances, and how data and outcomes are tracked across the CLC Network.



[bookmark: _Toc428178322]Background (CLC Standards, Chapter III, Section J)

The primary goals of Person-Centered Options Counseling (PC-OC) are to facilitate informed decision-making about Long-Term Services and Supports (LTSS) and serve a key role in the streamlined access to these services and supports.  It represents a person centered service approach of the CLC staff as they help provide a clear pathway for individuals to access LTSS.  The Administration for Community Living (ACL) views PC-OC as a philosophy and a service, the underpinning of how CLCs interact with individuals and a process that CLC staff will follow to support individuals to consider their options and access the right services and supports at the right time.  PC-OC should:

· Be available to anyone contacting the CLC Network.  Priority will be given to those who are most likely to financially impoverish themselves and become eligible for Medicaid.  Included in this priority, are those individuals trying to refrain from Medicaid LTSS as they seek education, training and/or employment;

· Be person-centered and directed by the individual;

· Support people of all income levels to make informed decisions; 

· Be delivered in a timely and/or expedited manner when the need for a short-time frame is presented;

· Serve as a comprehensive and streamlined process for participants and be connected to immediate and on-going LTSS as needed or requested;

· Collaborate with community partners; and

· Be available to other individuals being served by the network including, but not limited to, Veterans Directed Home Services, private and public LTSS and evidence based programs. 



[bookmark: _Toc428178323]Goals of PC-OC Standards (CLC Standards, Chapter III, Section J)

   The specific goals of these standards include:

· Improvement of the consistency and quality of PC-OC staff to work with individuals who have private resources to spend on LTSS and facilitate access for those who may qualify for publically funded programs.

·  Establish minimum standards for education (knowledge, skills and abilities) of PC-OC staff within the CLC Network (including training requirements, continuing education and evaluation tools);

· Continual development of training and continuing education materials and programs related to PC-OC.



[bookmark: _Toc428178324]PC-OC Terms with Definitions (Refer to Appendix A) 

[bookmark: _Toc428178325]Person-Centered Options Counseling (CLC Standards, Chapter III, Section J) 

[bookmark: _Toc428178326]I.) Definition (CLC Standards, Chapter III, Section J)

[bookmark: _Toc428178327]I-1.)  Person-Centered Options Counseling

PC-OC is an interactive process where individuals receive guidance in their deliberations to make informed choices about LTSS.  The process is directed by the individual and may include others that the individual chooses or those that are legally authorized to represent the individual.   

 PC-OC includes the following steps: 

· A Personal Interview

· Decision Support Process

· Action Planning

· Quality Assurance and Follow-Up 

Each step of PC-OC is defined in Appendix A.  (Refer to Appendix A)



[bookmark: _Toc428178328]I-2): Target Population (Overall Target Population for CLC is located in CLC Draft Standards, Ch. I, Section D, Target Population for PC-OC is in CLC Draft Standards, Chapter III, Section J)

PC-OC is available to all persons with a disability, older adults, caregivers, individuals in the person’s community and/or legal representatives who request or require LTSS for a current need and/or future planning for persons of all incomes and asset levels.  Priority will be given to those who are most likely to financially impoverish themselves and become eligible for Medicaid.  Included in this priority, are those individuals trying to refrain from Medicaid LTSS as they seek education, training and/or employment. 



[bookmark: _Toc428178329]II.) PC-OC Referrals (CLC Draft Standards, Section J)

Each CLC will have in place a mechanism for receiving initial inquiries and then referrals that may lead to a PC-OC referral.  Appendix B provides scenarios that could trigger referrals to your CLC PC-OC.   PSAs have the option of utilizing these scenarios to develop policy surrounding prioritization of referral if needed. (Refer to Appendix B)



[bookmark: _Toc428178330]II-2.)  PC-OC Setting (CLC Draft Standards, Section J)

Every attempt should be made to deliver PC-OC in the setting that the individual chooses.  Settings may include the individual’s place of residence, an agency, a nursing facility, hospital, rehabilitation center, medical practitioner, or even non-traditional settings of the individual’s choosing.   PC-OC may be provided in person, by phone, or by other electronic method.  Whenever possible an in-person meeting with the individual is preferred.



[bookmark: _Toc428178331]III.) Components of Person-Centered Options Counseling (CLC Standards, Chapter III, Section J)

[bookmark: _Toc428178332]III-1.)  Personal Interview

A key component of PC-OC is engaging with the individual through a person-centered conversation to learn about the individual’s values, strengths, preferences and concerns.  The discovery tools of Essential Lifestyle Planning can provide structure for this discovery process. (Refer to Appendix C)  This discussion is a process of discovering factors that are important to and important for the individual in exploring options and developing an action plan.  The individual may choose to have a representative from the individual’s community, and/or legal representative with them in the process.

· This conversation may occur once or over a series of interactions.

· This conversation should be offered within two working days of the initial referral and meet the schedule of the individual.



[bookmark: _Toc428178333]III-2.) Decision Support

PC-OC includes the exploration of resources providing individuals with choice regarding what is right for them to assist with current and future LTSS.  In addition to discussing and sharing information about available resources, PC-OC assists the person in evaluating various pathways, including the pros/cons of specific local community options.  The decision support tools of Essential Lifestyle Planning can provide structure for this decision support process. (Refer to Appendix C)  

· PC-OC should include discussion of available options without the personal bias of the PC-OC staff.

· Organizations providing PC-OC should have policies and procedures in place to remain free of conflicts of interest.

· The PC-OC process will include discussion of publically funded and private LTSS

· Link individuals with benefits as needed.



[bookmark: _Toc428178334]III-3.)  Action Planning

The plan outlines goals, essential tasks, action steps, timelines, responsible parties and plan for follow up.  The plan is directed and developed by the individual with the support of the PC-OC staff.  A copy of the actions plan will be part of the documentation for PC-OC staff and can be given to the individual for their use and to share with others who may support the plan.  A signature line for the individual and the PC-OC are available on the plan and may serve to reinforce commitment to the process.  The action plan is driven by the individual for the individual.  The best written action plans are developed to the greatest extent possible by the individual with assistance as necessary. (Refer to Appendix C)



[bookmark: _Toc428178335]III-4.)  Quality Assurance and Follow-Up 

The CLC Network PC-OCs should follow-up within 10 days of personal interview or construction of action plan (Refer to Appendix C).  At this point, the PC-OC staff learns from the individual, what progress towards goals and steps in the action plan have occurred.  Any barriers to implementing the action plan can be discussed and the PC-OC staff and individual can strategize and formulate a new action plan as needed.   



[bookmark: _Toc428178336]IV.) Staffing (CLC Standards, Chapter II, Section H)

[bookmark: _Toc428178337]IV-1.) PC-OC Staffing

CLC’s may choose to have PC-OC staff provide PC-OC as their only job responsibility, or CLCs may organize their staffing structure to optimize existing staff serving in “blended roles” within the CLC.   



[bookmark: _Toc428178338]IV-2.) PC-OC Education

Bachelor’s degree in human services or work experience commensurate with degree.  Knowledge, skills and abilities for PC-OC are provided in Appendix E.  (Refer to Appendix E)

[bookmark: _Toc428178339]IV-3.) PC-OC Training 

· PC-OC Training includes a two-day in-person training on person-centered practices or two on-line courses and one day in-person training on person-centered practices

· Two follow-up webinars

· Six on-line PC-OC classes 

· Participation in Continuing Education in PC-OC as available.



[bookmark: _Toc428178340]IV-4.) PC-OC Supervisor Education and Experience

Supervisors should possess a Bachelor’s degree and 3-5 years of work experience (or commensurate experience).  Master’s Degree preferred.  Experience or educational training related to oversight of staff development, program management, program planning, policy/procedural maintenance and program evaluation would be optimal. Supervisorial supports for the practice of PC-OC are listed in Appendix E. (Refer to Appendix E)  



[bookmark: _Toc428178341]V.)  Continuous Quality Improvement for PC-OC (CLC Standards, Chapter III, Section J)

· PC-OC Practice Evaluation

Recommendation is to complete biannually—self-evaluation tool for PC-OC and evaluation tool for Supervisor of PC-OC.  Tool included in Appendix D. (Refer to Appendix D)

· PC-OC Progress Chart.  Took included in Appendix D. (Refer to Appendix D)

To be submitted to ALTSA SUA CLC Options Counseling Program Manager quarterly—due dates to be announced

· Consumer Satisfaction Survey.  Tool included in Appendix D. (Refer to Appendix D)

To be utilized at the discretion of local organizations

· Participation in Continuing Education for PC-OC as available



[bookmark: _Toc428178342]VI.)  Documentation (CLC Standards, Chapter III, Section J)

Each CLC will maintain a system of tracking individuals receiving PC-OC.  Documentation includes:

· Demographic Data (Refer to Management Bulletin:  H14-068)

· Client Profile:

· Birthdate

· At or below 100% of Federal Poverty Level

· Sex/Gender

· Urban/Rural

· Household Composition

· Ethnicity

· Race

· One Page Profile (Refer to Appendix C)

To be uploaded in CLC-GetCare or fillable form available for paper files.

· Action Plan (Refer to Appendix C)

Imbedded in the CLC-SET Module of CLC GetCare System or fillable form available for paper files.

· Progress Note

Imbedded in the CLC-SET Module of CLC Get Care System or should be available in paper files.  The following format can be utilized—progress notes should be concise and emphasize the following:

· Contributing Factors of Options Counseling Contact

· Primary Goal

· Subjective Information:  What is Important To the individual (one page profile will add to this knowledge)

· Objective Information:  What is Important For the individual and any barrier to goal achievement

· Action Plan (refer reader to review in file unless there is something outstanding to highlight)

· Plan for follow-up



[bookmark: _Toc428178343]VII-1.)  CLC-GetCare (CLC Standards, Chapter III, Section J)

· CLC-GetCare will track PC-OC services and maintain demographic information on these individuals.  

· Paid CLC Network Partners will maintain service counts and demographic data either within CLC-GetCare or independently and submit to the primary CLC responsible for data input.

· PC-OC—service unit = 1 hour
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[bookmark: _Toc428178344]Appendix A—Person Centered Options Counseling Term Definitions


Terms with Definitions 


Accessing PC-OC services- CLC’s are a trusted  point of contact in local communities across WA State for accessing LTSS, including PC-OC.   Knowledgeable CLC staff connect consumers with PC-OC services in accordance with organizational policy.   





 Action Plan—A plan outlining goals, action steps, timelines, responsible parties and plan for follow up.  The plan is time-limited and is directed and developed by the individual with the support of the PC-OC staff.  A copy of the action plan will be part of the documentation for PC-OC and can be given to the individual.  A signature line for the individual and the PC-OC are available on the plan and may serve to reinforce commitment to the process.  The action plan is driven by the individual for the individual. 





Community Living Connections (CLC) - A network of agencies and organizations working together to create a coordinated system of information and access for all persons seeking long-term support services.  Using a “no wrong door” approach, the goal is to minimize confusion, enhance individual choice, and support informed decision-making.


Community Support Options- PC-OC staff assist consumers in getting the services they need by sharing unbiased knowledge  about the range of public and private resources in the local community, assisting consumers with applications for services, and making contacts with service agencies on their behalf.





 Consumer/Individual/Participant- Organizations may have different terms for individuals served through Community Living Connections.  The individual is the person seeking PC-OC.  The individual may choose to include a representative, another person, or more than one person, to participate in the process.





Decision Support—A process of examining pros and cons of various service and support options in the local community.   This process may include information and education, but goes beyond both of these to support the individual as they weigh their options.  It includes exploration of an individual’s perceptions about the pros and cons and dialogue about how those perceptions influence potential decisions.  The use of Essential Lifestyle Planning Tools (Refer to Appendix D for discovery and decision support tools) is a method to assist the individual in the decision making process. 


Delivery Setting- The individual’s ease and comfort are the primary determinates of PC-OC setting and may include phone, office, mutual public meeting space, or the individual’s home. The individual’s home is the optimal setting. 


Informal Caregiver—An unpaid family member, partner, friend, or neighbor who supports an individual.  Caregivers may be the individual seeking PC-OC for their own support.





Long-Term Services and Supports (LTSS)—  Activities of Daily Living (ADLs) or Instrumental Activities of Daily Living (IADLs) provided to older people and other adults with disabilities who cannot perform these activities on their own due to a physical, cognitive, or chronic health condition that is expected to continue for an extended period of time, typically 90 days or more.  These are sometimes referred to as long Term Resources or simply Long Term Supports.





Participant-Directed Services—Publically funded LTSS that are planned, budgeted and directly controlled by an individual, with help from representatives if desired, based on the individual’s preferences, strengths, and needs.  The goal of these services is to maximize independence and the ability to live in the setting of the individual’s choice. 





PC-OC Action Planning-- A plan outlining goals and/or essential tasks, action steps, timelines, responsible parties and plan for follow up.  The plan is time-limited and is directed and developed by the individual with the support of the PC-OC staff. (Refer to Appendix C)   





PC-OC Decision-Support Process—A collaborative process between the individual, the individual’s community and/or legal representatives, as appropriate, to weigh the pros/cons of various options including the exploration of self-directed options leading to:


1. Identification of desired and available options.


1. Assistance determining how to best pay for and arrange LTSS, including helping individuals to assess sufficiency of their resources.


This decision support process can be structured through the use of Essential Lifestyle Planning Decision Support Tools. (Refer to Appendix C)





PC-OC Personal Interview—Includes a conversation with the individual, the individual’s community, and/or legal representative as appropriate.  This conversation begins the process of discovery to identify the individual’s strengths, values and preferences.  This discovery process includes the identification of all current supports, both formal and informal, and can be structured through the use of Essential Lifestyle Planning Discovery Tools. (Refer to Appendix C)





PC-OC Quality Assurance & Follow-Up—


1. Follow up with individual within ten days to monitor action planning and assist with necessary adjustments.


1. Assure the individual is satisfied with the plan and that it meets their individual preferences.  Customer Satisfaction Tool available in Appendix D.  (Refer to Appendix D)





Personal Representative—A family member, friend or other person who is chosen by the individual seeking PC-OC, to assist with decisions or to serve as the primary decision maker.  This person may also be a guardian or an otherwise legally authorized to represent the individual.
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[bookmark: _Toc428178345]Appendix B—Person Centered-Options Counseling Referral Triggers


Scenarios


· Request or interest in receiving information and advice on LTSS taking more than one phone contact or the individual cannot articulate their need;


· Referred to the CLC by a hospital, nursing facility, assisted living facility, community partner;


· Has had recent change in life situation and desires deeper discussion about their options


· Has LTSS needs but unsure about the process of accessing LTSS and/or what LTSS will best meet their preferences and needs;


· Is requesting assistance in transitioning from one living situation to another;


· Is interested in participant-directed programs;


· Has been admitted into the hospital and needs to know what they should be planning for once discharged;


· Was denied for benefits or program and needs decision support about other options;


· Has cognitive impairment and could benefit from support including caregiver support and LTSS related to dementia as needed;


· Has behavioral health needs and would like support on options related to their specific needs or situation; or


· Has multiple needs or chronic illness/es and has a need or desire for support on a broad array of options to meet their needs across many services and systems.


· Utilize Risk Assessment score within CLC-GetCare as indication of a referral.


· Memory loss and living alone
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Utilize Risk Assessment score within 




CLC




-




GetCare 




as indication of a




 




referral.




 




·




 




Memory loss and living a




lone




 




 








Appendix B — Person Centered - Optio ns Counseling Referral Triggers   Scenarios      Request or interest in receiving information and advice on LTSS taking more than  one phone contact or  the  individual cannot articulate their need;      Referred to the CLC by a hospital,   nursing facility, assisted living facility, community  partner;      Has had recent change in life situation and desires deeper discussion about their  options      Has LTSS needs but unsure about the process of accessing LTSS  and/ or what LTSS  will best meet their pr eferences and needs;      Is requesting assistance in transitioning from one living situation to another;      Is interested in participant - directed programs;      Has been admitted into the hospital and needs to know what they should be planning  for once discharged;      Was   denied for benefits or program and needs decision support about other options;      Has cognitive impairment and could benefit from support including caregiver support  and LTSS related to dementia as needed;      Has behavioral health needs and would like support o n options related to their  specific needs or situation; or      Has multiple needs or   chronic illness /es   and has a need or desire for support on a  broad array of options to meet their needs across many services and systems.      Utilize Risk Assessment score within  CLC - GetCare  as indication of a   referral.      Memory loss and living a lone    
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Person Centered Options Counseling 



Practice Evaluation 
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				Skill Level



1=Not Skilled at all  2=Beginning Skill  3=Moderate Skill



4=Advanced Skill  5=Very Skilled—Able to Teach Another



				 







				Values, Ethics, and Knowledge Base



				







				Explains the role of options counselor to participants and support persons to set clear expectations and emphasizes to all participants the role of the participant as the decision maker.



				







				Evaluates information gathered to determine whether criteria for Options Counseling are met and/or in-home visit was needed to gather more complete information about needs, values, and preferences and/or to support participants decision-making.



				







				Learns about the participant’s specific disability to better understand the participant’s needs.



				







				Demonstrates active listening and engagement skills in order to understand the participant’s approach, views, and what is important to and for them.



				







				Respects and promotes the participant’s right to dignity and self-determination.



				







				Identifies key decision makers in the participant’s community.



				







				Respects diversity among participants, families, and professionals (eg., class, race, ethnicity, gender, and sexual orientation).



				







				Addresses the cultural, spiritual, and ethnic values and beliefs of Community Living Connections participants.



				







				Understands the forms and mechanisms of privilege, oppression, and discrimination and their impact on participants and their communities.



				







				Supports and advocates for participant decisions about services and supports even if decisions do not seem appropriate according to one’s professional training



				







				Understands and demonstrates respect for the perspective of colleagues in relation to working effectively with other disciplines in interdisciplinary practice.



				







				Person Centered Practice Competencies



				







				Demonstrates ability to work with the participant to identify and discuss potential benefits and risks of their options.



				







				Discusses how family, paid caregivers, and community provide informal and formal supports



				







				Encourages and supports the participant to identify their own goals and determine the best options even when the participant requests or when another person is legally mandated to be involved.



				







				Sets ground rules for family meetings and emphasizes self-determination.



				







				Facilitates information sharing from the participant and family, agencies, organizations, and communities using reflective listening, open-ended questions, problem solving, and motivational interviewing techniques and (when necessary)utilizes communication aids.



				







				Applies a strengths-based approach—builds on the participant’s strengths, values, preferences, and goals



				







				Provides and reviews written information to consumers, family members, and/or other support persons about relevant aging and disability services and supports.



				







				 



				







				Identifies the consumer’s preferred approach to making decisions to ensure that assessments and actions plans reflect this preference.



				







				Assesses participant’s readiness for discussing future plans.



				







				Provides and reviews written information to consumers, family members, and/or other support persons about relevant aging and disability services and supports.



				







				Intervention Competencies



				







				Identifies the roles and responsibilities of the Options Counselor and the participant in the action plan.



				







				Facilitates access to services and supports.



				







				Calls consumers or support persons according to the agreed upon individualized timeframe to determine how well the action plan is working.



				







				Identifies local services and supports to address the unmet needs of the participant at all income levels using the CLC-Get Care database, consulting with colleagues and community partners.



				







				Documents Options Counseling in the CLC-Get Care information system



				







				Revises action plan as needed to meet the participant’s needs, preferences, and values using assessment and communication skills and provides access assistance as needed.



				







				Asks participant for permission to call back and see how action plans are working—follow-up.



				







				 Offers contact information with participant an support person to encourage future contact with Community Living Connections.



				







				Professional Development and Collaboration with Community Partners



				







				Options Counselor has increased their personal knowledge of local and regional private and public sector resources to assure the full range of options are offered to participants.



				







				Attends trainings on public and private resources to increase and maintain knowledge and skill utilizing in-service, workshop, and webinar training opportunities.



				







				Builds relationships with community partners to further understandings of services available and to share information about Community Living Connections services.



				







				Attends continuing education opportunities in Person 
Centered Options Counseling to strengthen practice acumen.



				







				Participates in updating the CLC-Get Care resource database



				







				Demonstrated use of person centered tools as evidenced on person centered practice improvement worksheet



				







				Relates the concept of person centered practices to all work in Community Living Connections.



				











What person centered tools are working well and what tools are not working well in your practice with participants of Community Living Connections?  



Worked Well  



Not Working




10.  Additional Comments
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Options Counseling Progress Chart
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Agency Name: ______________________________________________     Date: ____________



Satisfaction Survey







1) Overall, how would you rate your satisfaction with the Person-Centered Options Counseling that you received? 



	Very Satisfied 



	Somewhat Satisfied



	Neither satisfied nor dissatisfied



	Somewhat dissatisfied



	Very Dissatisfied







2) Was the Person-Centered Options Counselor able to give you the information that you needed?  



	Yes



	No



	Don’t Know







3.) Was the Person-Centered Options Counselor knowledgeable about your disability or health problem?



Very Knowledgeable



Somewhat Knowledgeable



Not Knowledgeable







3) Did the Person-Centered Options Counselor consider your opinions, likes and dislikes before recommending programs or supports? 



	Yes



	No



	Don’t Know







4) Overall, did the Person-Centered Options Counselor listen carefully to what you wanted or needed?



	Yes



	No



	Don’t Know







5) Did your Person-Centered Options Counselor help you explore the choices available to you?  



	Yes



	No



	Don’t Know







6) Did the Person-Centered Options Counselor help you to make your own decisions?



	Yes



	No



	Don’t Know







7) Did the Person-Centered Options Counselor work with you to develop a plan listing your goals and next steps?



	Yes



	No



	Don’t Know







8) Did the information that you received during Person-Centered Options Counseling help you to find the services and/or supports that you needed? 



	Yes



	No



	Don’t Know







9) Would you recommend Person-Centered Options Counseling to a friend?



	Yes



	No



	Don’t Know







10) Did the Person-Centered Options Counselor follow-up with you?



	Yes



	No



	Don’t Know







11) Please share additional thoughts about your experiences with Person-Centered Options Counseling.























Lastly, I would like to ask a little about you.  This information is private and optional.







12) Please check all of the following that apply to the person receiving Person-Centered Options Counseling.







· Dementia (including Alzheimer's) 



Memory  Loss (not yet diagnosed)



· Caregiver for a loved one with Dementia (including Alzheimer's) 



· Other



· Unknown



· Does not wish to disclose







13) What is your race/ethnicity?



	White or Caucasian



	Black or African American



	Asian



	American Indian or Alaska Native



	Native Hawaiian or Other Pacific Islander



	Hispanic or Latino



	Other (please list)



	Don’t Know




























image6.emf

Appendix E--PC-OC  standards.docx




Appendix E--PC-OC standards.docx

[bookmark: _Toc428178349]Appendix E:  PC-OC Knowledge, Skills and Abilities and Supervisorial Supports


PC-OC Recommended Knowledge, Skills and Abilities:





· Knowledge about disabilities and aging:  How disabilities affect function and daily life, basic understanding of chronic illnesses and disabilities.





· Knowledge of Self-Determination: Principles of self-determination, person-centered planning, person-centered thinking; balancing health and safety needs and risk.





· Knowledge about resources – what they are & how to access: Knowledge about private and public resources, eligibility criteria for public & private resources, how to seek out resources (e.g., databases, websites, networking). 





· Writing skills: Demonstrated writing skills for action planning and documentation.





· Oral communication skills: Skilled in active listening, motivational interviewing, presenting information clearly to consumers and other support persons. Understand when and how to match information appropriately to an individual’s needs, preferences, and capacity. 





· Cultural competence/sensitivity: Ability to interact in respectful, culturally appropriate ways. Identify the individual’s strengths and challenges. Awareness of individual differences within and across cultural groups. Self-awareness of one’s own cultural competence. 





· Ability to facilitate family meetings: Open and receptive; ability to encourage sharing of concerns, empowering participants to take part in planning, ability to model self-determination and decision support.





· Interpersonal skills: Openness, creativity, works as a team member, flexibility, curiosity, ability to build rapport, ability to work with people in crisis.





· Gathering information in support of PC-OC: Assess (i.e., “discover”) needs, values, preferences, strengths, challenges; determine how individuals manage day-to-day activities; individualize approach to information gathering.





· Critical thinking & judgment: Determine whether PC-OC is needed, whether to hold a family meeting, which resources are appropriate, whether individuals and support persons are able to follow through on action plans, when to follow up, when services beyond PC-OC are needed.





· Observational skills: Ability to determine through observation an individual’s capabilities, living environment, strengths and vulnerabilities.





· Time management skills:  Ability to multitask and prioritize time effectively.


	


· Computer skills: Ability to use computer to locate resources; document PC-OC activities; and communicate with peers, consumers, and family members, and other support persons.





Supervisors Support PC-OC by:





0. Helping options counselors think critically and problem solve about specific issues they or individuals are facing and support PC-OC staff as they consider appropriate resources for individuals and provide decision support based on the individual’s needs, values, and preferences.


0. Assisting PC-OC staff to use logic and reasoning to identify strengths and weakness of alternative solutions, conclusions, or approaches to problems.


0. Participating in staffing discussions.


0. Scheduling the work of PC-OC staff.


0. Help PC-OC staff recognize and think reflectively about their own biases and reactions and how these impact relationships with, and service delivery for individuals.


0. Giving effective feedback and mentorship about PC-OC staff performance.





Supervisors support PC-OC training needs by:





0. Providing time for PC-OC staff to attend training.


0. Providing on-the-job training and coaching as needed to supplement and/or reinforce PC-OC training. 


0. Helping PC-OC staff develop professional development goals and plans.








PC-OC Supervisorial Recommended Knowledge, Skills and Abilities:


Knowledge





1. Knowledge of PC-OC job.


1. Knowledge of principles, methods, and procedures for providing decision support for individuals with physical and/or cognitive disabilities.


1. Knowledge of strength-based and person-centered supervision and practice principles.


1. Knowledge of how culture influences workforce development and service delivery with consumers. 


1. Knowledge of leadership and management principles involved in human services program management and delivery. 

















Skills/Abilities





· Engage in active listening skills with a wide range of people (e.g., PC-OC staff, consumers, community partners) to understand information and ideas presented through spoken words and sentences and to use this information to support PC-OC practices. 


· Clear, direct oral communication skills, including abilities to:


· Explain roles and responsibilities of PC-OC staff.


· Advocate for PC-OC within the agency. 


· Skills in guiding PC-OC staff, including:


· Set expectations for the PC-OC role. 


· Foster critical thinking and problem solving skills for the PC-OC, focusing on serving consumers and families. 


· Select and use appropriate training/instructional methods and procedures when on-the-job training for PC-OC is needed. 


· Ability to model the practices that PC-OC staff are to perform to meet the values and standards of PC-OC and to create a supportive work environment.


· Clear, direct writing skills   providing feedback and guidance to PC-OC staff through email, policies and procedures, and written performance reviews. 


· Skills in planning and managing one's own time.


· Ability to work with staff to manage staff time and resources. 


· Skills in implementing HR rules, such as hiring, providing orientation, assessing performance, documenting, and developing corrective action plans for staff. 


· Ability to reflect critically about one’s own reactions to staff and consumers.   








Appendix E:  PC




-




OC Knowledge, Skills and Abilities and Supervisorial Supports




 




PC




-




OC Recommended Knowledge, Skills and Abilities




:




 




 




·




 




Knowledge about disabilities and aging: 




 




How disabilities affect function and daily life, 




basic understanding of chronic 




illnesses and disabilities.




 




 




·




 




Knowledge of Self




-




Determination: 




Principles of self




-




determination, person




-




centered 




planning, person




-




centered thinking; balancing health and safety needs and risk.




 




 




·




 




Knowledge about resources 




–




 




what they are & how to access: 




Know




ledge about 




private and public




 




resources, eligibility criteria for public & private resources, how to 




seek out resources (e.g., databases, websites, networking). 




 




 




·




 




Writing skills: 




Demonstrated writing skills for action planning and documentation.




 




 




·




 




Oral com




munication skills: 




Skilled in active listening, motivational interviewing, 




presenting information clearly to consumers and other support persons. Understand when 




and how to match information appropriately to an individual’s needs, preferences, and 




capacity




. 




 




 




·




 




Cultural competence/sensitivity: 




Ability to interact in respectful, culturally appropriate 




ways. Identify the individual’s strengths and challenges. Awareness of individual 




differences within and across cultural groups. Self




-




awareness of one’s own cult




ural 




competence. 




 




 




·




 




Ability to facilitate family meetings:




 




Open and receptive; ability to encourage sharing 




of concerns, empowering participants to take part in planning, ability to model self




-




determination and decision support.




 




 




·




 




Interpersonal skills: 




Openness, creativity, 




works




 




as a team member, flexibility, 




curiosity, ability to build rapport, ability to work with people in crisis.




 




 




·




 




Gathering information in support of PC




-




OC: 




Assess (i.e., “discover”) needs, values, 




preferences, strengths, challenges; 




determine how individuals manage day




-




to




-




day 




activities; individualize approach to information gathering.




 




 




·




 




Critical thinking & judgment: 




Determine whether PC




-




OC is needed, whether to hold a 




family meeting, which resources are appropriate, whether individual




s and support persons 




are able to follow through on action plans, when to follow up, when services beyond PC




-




OC are needed.




 




 




·




 




Observational skills: 




Ability to determine through observation an individual’s 




capabilities, living environment, strengths and vuln




erabilities.




 




 




·




 




Time management skills: 




 




Ability to multitask and prioritize time effectively.




 








Appendix E:  PC - OC Knowledge, Skills and Abilities and Supervisorial Supports   PC - OC Recommended Knowledge, Skills and Abilities :        Knowledge about disabilities and aging:    How disabilities affect function and daily life,  basic understanding of chronic  illnesses and disabilities.        Knowledge of Self - Determination:  Principles of self - determination, person - centered  planning, person - centered thinking; balancing health and safety needs and risk.        Knowledge about resources  –   what they are & how to access:  Know ledge about  private and public   resources, eligibility criteria for public & private resources, how to  seek out resources (e.g., databases, websites, networking).         Writing skills:  Demonstrated writing skills for action planning and documentation.        Oral com munication skills:  Skilled in active listening, motivational interviewing,  presenting information clearly to consumers and other support persons. Understand when  and how to match information appropriately to an individual’s needs, preferences, and  capacity .         Cultural competence/sensitivity:  Ability to interact in respectful, culturally appropriate  ways. Identify the individual’s strengths and challenges. Awareness of individual  differences within and across cultural groups. Self - awareness of one’s own cult ural  competence.         Ability to facilitate family meetings:   Open and receptive; ability to encourage sharing  of concerns, empowering participants to take part in planning, ability to model self - determination and decision support.        Interpersonal skills:  Openness, creativity,  works   as a team member, flexibility,  curiosity, ability to build rapport, ability to work with people in crisis.        Gathering information in support of PC - OC:  Assess (i.e., “discover”) needs, values,  preferences, strengths, challenges;  determine how individuals manage day - to - day  activities; individualize approach to information gathering.        Critical thinking & judgment:  Determine whether PC - OC is needed, whether to hold a  family meeting, which resources are appropriate, whether individual s and support persons  are able to follow through on action plans, when to follow up, when services beyond PC - OC are needed.        Observational skills:  Ability to determine through observation an individual’s  capabilities, living environment, strengths and vuln erabilities.        Time management skills:    Ability to multitask and prioritize time effectively.  
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