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DRAFT: Introduction 
 

The purpose of this report is to address positive supports strategy 2C listed in the Olmstead Workplan: “Annually 

evaluate progress and determine if there are additional measures to be taken to reduce the use of mechanical restraints 

to prevent imminent risk of serious injury due to self-injurious behaviors. The review will be completed by External 

Program Review Committee (EPRC).” Additionally, the committee has opted to include information in this report about 

work being done to address emergency manual restraint and clarifying information to help the public learn more about 

the committee. 

 

Introduction to the EPRC 
 

The EPRC is an advisory committee to the commissioner of the Department of Human Services, which was established 

through the Minnesota Positive Supports Rule, Minn. Rule 9544. Generally speaking, the committee: 
 

 Reviews requests to use mechanical restraint, provides recommendations to the commissioner to approve or 

deny requests, and provides ongoing technical assistance and guidance to help Minn. Stat. 245D providers phase 

out the use of mechanical restraint 

 Reviews reports of emergency manual restraint and provides ongoing technical assistance and guidance to DHS- 

licensed providers who are using manual restraint or other targeted interventions listed in a Positive Support 

Transition Plan, DHS-6810 (PDF) 

 Monitors implementation of Minn. Rule 9544 and provides recommendations to DHS on how to further 

promote, provide access to and educate people on the use of positive support strategies. 
 

For a detailed list of committee responsibilities, see Minn. Rule 9544.0130. 
 

Contents of this report 
 

The first section of this report will include an update on the use of mechanical restraint among Minn. Stat. 245D service 

providers. 
 

The second section will be an update on the emergency use of manual restraint among DHS-licensed providers. 
 

The third section will focus on committee recommendations to further reduce the use of all types of restraints and to 

promote the use of positive support strategies. 
 

The final section will include some additional clarifying information about who is a part of the committee and how they 

operate. 

 

Acronyms you will see in this document 

 BIRF: DHS form 5148: Behavioral Intervention Report Form 

 DHS: Minnesota Department of Human Services 

 EPRC: External Program Review Committee 

 EUMR: Emergency use of manual restraint 

 FBA: Functional behavior assessment 

 PSTP: DHS form 6810: Positive Support Transition Plan 

https://mn.gov/olmstead/mn-olmstead-plan-documents/plan-documents-reports/
https://www.revisor.mn.gov/rules/9544/
https://www.revisor.mn.gov/statutes/cite/245D
https://edocs.dhs.state.mn.us/lfserver/Public/DHS-6810-ENG
https://edocs.dhs.state.mn.us/lfserver/Public/DHS-6810-ENG
https://www.revisor.mn.gov/rules/9544.0130/
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Mechanical restraint 
 

The EPRC is tasked with annually evaluating progress and determining if there are additional measures to be taken to 

reduce the use of mechanical restraints. Because of the small number of providers using mechanical restraint, the 

committee monitors progress on an individual level. 

 

Examples of good faith efforts to reduce the use of restraint 
 

Use of mechanical restraint by providers licensed under Minn. Stat. 245D must be reported to DHS, and for most of the 

2021 cases, service providers needed approval from the commissioner before using or continuing with the restraint (see 

more details on the following page). The process for obtaining approval starts with the EPRC. For the EPRC to give the 

commissioner a recommendation to approve the use of mechanical restraint, service providers must demonstrate that 

the restraint is necessary to protect the person, as well as demonstrate good faith effort(s) to eliminate the restraint. 

Complete details about the requirements can be found under Minn. R. 9544.0130. Good faith effort can be 

demonstrated in many ways and is different for each person, depending on their specific needs. Below are some 

examples of good faith efforts demonstrated by providers (or partners) who submitted requests for approval in 2021: 
 

 Helped people use augmentative and alternative communication devices 

 Improved quality of life, such as supporting relationships with friends and family, etc. 

 Collected context, antecedent, behavior and consequence data to identify what might trigger or reinforce a 

behavior 

 Assessed the function1 of behaviors that includes reviewing biological, psychological, environmental and quality 

of life factors 

 Implemented person-centered plans that identify things that are important to and for each person 

 Consulted with experts on positive supports 

 Taught or reinforced safe behaviors that can replace interfering behaviors 

 Completed medication reviews and/or attended medical appointments or consultations with specialists 

 Met with committee representatives to discuss plans of care, and routinely provided updates 

 Increased community inclusion, though opportunities in 2021 were limited due to the Covid-19 pandemic 

 Routinely updated plans of care to reflect changes and current best practices that are specific to the person 

 Used items such as interactive toys, sensory items, headphones, tablets, etc. 

 Coordinated with other service providers. 
 
 

 
 

1 Behavior is related to many things. It always has a purpose or a function. This does not mean that the behavior is 
voluntary or used consciously. Examples of purpose and function are getting something, avoiding something undesirable 
or enjoying something. Some behaviors, like unexplained movements or sounds, can be neurologically based and cannot 
be changed with behavioral interventions. These behaviors often just “seem to happen.” While the person has no 
control over these behaviors, sometimes the person or staff find that certain stimuli in the environment may trigger 
their occurrence. 

https://www.revisor.mn.gov/rules/9544.0130/
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The EPRC’s purview on mechanical restraint 
 

This report covers the use of mechanical restraint reviewed and monitored by the committee, then approved or denied 

by the commissioner of Human Services. It does not include: 

 Use of mechanical restraint by service providers licensed under anything besides Minn. Stat. 245D (For example, 

use of restraint in hospitals or schools is not overseen by the EPRC) 

 Use of mechanical restraint by service providers who meet the requirements to do an 11-month phase out via a 

Positive Support Transition Plan, DHS-6810 (PDF) (Committee review and commissioner approval are not 

immediately required when providers meet certain requirements under Minn. Stat. 245D.06, subd. 8 and the 

Positive Support Transition Plan Instructions, DHS-form 6810B (PDF). However, if providers need more than 11 

months to safely phase out restraint, they must then contact the committee for a review and seek commissioner 

approval) 

 Uses of mechanical restraint implemented outside the guidelines provided in Minnesota rule or statute (Those 

reports are handled by either DHS positive supports staff or Licensing). 

 

Data on requests for approval to use mechanical restraint 
 

Overall, the use of mechanical restraint in Minnesota has significantly decreased since the implementation of Minn. R. 

9544. The remaining people are closely monitored by the EPRC and have many competent professionals working to find 

alternatives. The following chart outlines mechanical restraint approvals from the commissioner over the past eight 

years: 
 

Year Total approvals 
granted 

New approvals Renewed Approvals Approval ended1 

2014 28 28 (N/A) 0 

2015 23 4 19 9 

2016 18 5 13 10 

2017 13 2 11 4 

2018 12 0 12 1 

2019 13 3 9 2 

2020 9 0 9 2 

2021 9 1 8 5 

 

Assessment of trends in mechanical restraint 
 

Seatbelt harnesses and guards 
 

Over time, members of both the Interim Review Panel (predecessor to the EPRC) and the EPRC noticed teams struggle 

more with phasing out the seat belt harnesses/guards than phasing out other types of mechanical restraint. For 

example, of the seven people who had approval for a seat belt harness/guard in 2014, four still had approval in 2018. In 

comparison, of the 21 people who had approval for other types of mechanical restraint in 2014, only two still had 

approval in 2018. For 2021, five of the nine approved requests were for seat belt harnesses or guards. 

                                                           
1 Approvals end for a variety of reasons such as death, hospitalizations, provider changes or businesses closing, service terminations 
and successful phase outs. 

https://edocs.dhs.state.mn.us/lfserver/Public/DHS-6810-ENG
https://www.revisor.mn.gov/statutes/cite/245D.06
https://edocs.dhs.state.mn.us/lfserver/Public/DHS-6810B-ENG
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One explanation for the observed difference between seat belt restraints and other restraints is the setting. It is unsafe 

for staff to unbuckle to assist a person in a moving vehicle. Pulling over can be dangerous or impossible on busy roads. 

Often staff are unable to sit in the back seats, either because the person has a history of aggressing toward other 

passengers or because the vehicle does not have backseat space for staff due to adaptive seating. Even when staff do sit 

next to the person, the emergency use of manual restraint is often not an option because staff cannot adequately 

position themselves to implement a hold safely. Unbuckling and other challenging behaviors can be distracting to the 

driver, which puts passengers, other vehicles and pedestrians at risk. 
 

Providers have conducted FBAs that have indicated some of the difficulties around driving for some people include not 

knowing where the vehicle is going, finding the motion disruptive, not wanting to leave where the person had just been, 

noises and motion sickness. Understanding the safety necessity of wearing a seat belt can be an abstract topic in 

conversation. Hence it takes many teaching trials with repeated practice. It also requires understanding of long-term and 

low-likelihood cause-and-effect relationships. Although this is an unusual type of mechanical restraint, providers are still 

exercising due diligence, considering unsafe vehicular behavior as challenging behavior and completing all necessary 

documentation to be compliant with best practices and regulation. 
 

The legal constraint of seat belt laws put service providers in a difficult position when the person does not remain 

buckled. Minnesota’s seat belt law is a primary offense, meaning drivers and passengers in all seating positions — 

including in the backseat — must be buckled or in the correct child restraint. Law enforcement will stop and ticket 

unbelted drivers or passengers. Service providers also are legally liable for the health and safety of the people served. 

Minn. Stat. 245D.06, subd. 2 requires that service providers: 
 

 Follow procedures to ensure safe transportation, handling and transfers of the person and any equipment used 

by the person, when the license-holder is responsible for transportation of a person or a person's equipment 

 Be prepared for emergencies and follow emergency-response procedures to ensure the person's safety in an 

emergency. 
 

It is important to highlight that the inability to transport someone safely might contribute to reduced community 

participation, which is contrary to the Olmstead vision. The EPRC continues to closely monitor this area and provides 

recommendations as appropriate to each person. 

https://www.revisor.mn.gov/statutes/cite/245D.06
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Emergency manual restraint 
 

While approximately half of the EPRC focuses on reducing the use of mechanical restraint, the other half primarily 

focuses on reducing the use of emergency manual restraint (EUMR), which is the most common type of restrictive 

procedure  used in Minnesota since the implementation of Minn. R. 9544. Emergency uses of manual restraint by 

DHS license- holders must be reported to DHS via the online Behavior Intervention Report Form (BIRF) system. On a 

monthly basis, committee representatives review each report and then provide ongoing technical assistance as 

needed to help providers develop positive support strategies. 

 

Conditions for using EUMR 
 

The following conditions must be met for a service provider to use EUMR (see Minn. Stat. 245D.061): 
 

 Immediate intervention must be needed to protect the person or others from imminent risk of physical harm 

 The type of manual restraint used must be the least restrictive intervention to eliminate the immediate risk of 

harm and effectively achieve safety. The manual restraint must end when the threat of harm ends. 

 

Data on trends in EUMR 

 
 

The emergency use of manual restraint has continued to decrease since providers began reporting this use of restraint 

via the BIRF in July of 2013. The total number of EUMR BIRFs has decreased by 320 reports in fiscal year 2021.  

 

Technical assistance given to providers for reducing EUMR 
 

When committee members are assigned EUMR BIRF cases, the EPRC takes into consideration the person’s history and 

frequency of restraint use, time length of restraint use, current support from of other DHS representatives, or concerns 

such as a violations of people’s rights, frequent 911 calls, service terminations, etc. While the number of cases vary from 

month to month depending on individual needs and circumstances, as of December 2021, 45 people were on the EPRC’s 

monitoring list due to having three EUMR in 90 days or 4 within 180 days, which is a significant reduction from prior 

years. Since the initiation of the committee’s EUMR work in 2017, committee members have monitored and/or followed 

up with support teams on more than 350 people. 
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Not only do committee representatives read BIRFs, they also read through every PSTP submitted to DHS, as well as 

related forms such as quarterly reviews, FBAs, data charts and person-centered plans. When a reviewer sees areas for 

improvement, they contact the provider to follow up, or sometimes they just follow up to let people know the EPRC is 

available if they have any questions. While sometimes EPRC members give specific suggestions for supporting people, 

they also strive to spread awareness of additional support options from other service providers. For example, other 

service providers that might be able to help include positive support service providers, occupational therapists, physical 

therapists, board certified behavior analysts or counselors. Committee representatives also often talk to teams about 

their data collection methods. Sometimes for long-standing cases, committee members will help teams out by sorting 

data collected through BIRFs, to identify trends such as when behaviors are most likely to occur, with who, under what 

circumstances, etc. 
 

https://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=id_002443
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Recommendations 
 

Recommendations for 2022 
 
[The committee will need to discuss this section.] 

 
2021 recommendations 

 

The committee reviews monthly their annual recommendations and discusses if there are any additional steps that could 
be taken by the committee or others to further achieve recommended goals. Here is what they noted in their 2021 
meetings: 

 
1. Recommendation: The EPRC recommends continuing the past recommendation to collaborate and build 

connections with expanded support teams, so committee members can continue to assist with the development 

of effective fading plans on mechanical restraint, emergency manual restraint and other targeted interventions 

listed in PSTPs.  

a. Some parents may need more information about positive supports. Committee members were encouraged 

to share resources they have given to parents whose children receive community residential services, to 

help them understand positive supports. Members shared they mostly address this through conversation, 

as opposed to a handout, but they will do some searching for resources.  

b. EPRC members are having discussions with teams about the workforce shortage. There are no easy fixes 

but they are sharing resources when possible.  

2. Recommendation: The committee continues to recommend helping service providers connect with other 

professionals that can inform supports and services. 

a. Providers may be able to connect with others through the Crisis Respite Community of Practice. This group 

includes experienced crisis service providers, providers who are new to offering crisis services, DHS Direct 

Care and Treatment, and DHS Community Capacity and Positive Supports staff. This group meets monthly 

and so far seems to have had a good response. People appear motivated to learn from each other. They 

have also brought in guest speakers to share information on things like fiscal policy, Life Sharing, etc.  

b. The MN Institute on Community Integration is doing discovery around Centers of Excellence for person-

centered practices. Regional person-centered cohorts have been around for many years. They are 

exploring what is necessary to advance person-centered practices.  

c. The DHS Regional Resource Specialists team has been hosting communities of practice around person-

centered practices, and they are currently working to continue those and expand to other topics. For 

example, in the coming months they will be discussing topics related to the nation-wide direct care worker 

shortage.  

d. The Community Capacity and Positive Supports Team will be hosting more presentations on expanding the 

use and availability of intervention services, though they are not sure on the exact dates yet.  

e. The Community Capacity and Positive Supports team will be looking into what data is available related to 

capacity in intervention services. It was noted that it might be easier and quicker to get started for a 

service provider who is already licensed to provide other types of support, versus a person who has never 

been a service provider before. We will ask if that information is available in the data.  

f. The Community Capacity and Positive Supports team will be presenting at the Minnesota Social Services 

Association conference about Positive Support Services.  

g. It is helpful to look at supports beyond just Positive Support Services, that are specific to the person’s 

needs. This could include specialists such as trauma therapists, occupational therapists, art and music 

therapists, animal therapy, communication professionals, etc.  

https://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=id_002443
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h. Additional resources for helping providers connect with other professionals will be included in the DHS 

Positive Support Webpage updates, though we are not sure when the Communications team will have time 

to publish the updates.  

i. Crisis and positive support service providers have been coming together (or will be soon) to discuss what is 

working and not working about the services, and several EPRC members have been invited to participate. 

Members often share these two resources with providers they are supporting.   

3. Recommendation: As opportunities for edits arise, it might help to review public communication related to 

increasing community participation/integration, to better communicate that community activities and 

interactions with other people should not be forced on a person, and to better communicate that community 

integration efforts should meet the preferences of the person.  

a. It is important that caregivers listen to the needs of the person. 

b. The committee coordinator will review the new draft of the DHS positive supports webpage to ensure it 

clearly communicates that community integration should only be done to the extent desired by the person.  

c. DHS should ensure careful use of language and find a balance because while some providers don’t support 

people enough in their communities, others push community integration too much. 

d. It is helpful to phrase communications as things providers can do, as opposed to phrasing communications 

as things providers cannot do.  

e. It is helpful to connect people to non-paid supports. 

f. Draft language for the Community Capacity and Positive Supports webpage was updated to reflect that 

community integration should only be done to the extent desired by the person.  

g. DHS saw Behavior Intervention Report Forms go down for some people during Covid-19 because they 

enjoyed staying home more. Plan authors should ensure quality of life goals are specific to that person, and 

not based on our own values.  

h. People often assume that community life involves a lot of interaction with others. However, some people 

value time by themselves and do not want a lot of friends, and they are happy with that. We should not 

make assumptions on the preferences of others.   

i. Some people do not know what opportunities they have, so we need to make sure they are informed in a 

way that makes sense to them, but also make sure they have the option to say no. It is helpful to 

understand why they say no to activities. It is important to explore what types of environments appeal to 

that person.  

j. The pandemic has helped providers recognize people who do not want to be pushed out into the 

community. Some people are okay with finding things to do in the home. Some confrontations have come 

from power struggles with staff.  

k. PSTP quality of life indicators: these can be helpful tools to document what is important to the person. Not 

every person needs a goal related to going out more. It’s important to ask what the person wants for their 

life. 

4. Recommendation: The EPRC recommends continuing to focus their technical assistance on each person’s 

wellness and quality of life. Improved quality of life has been shown to reduce the occurrence of interfering 

behaviors. 

a. The Positive Support Transition Plan, DHS form 6810 was updated in 2021 to put an emphasis on quality of 

life. 

b. The Community Capacity and Positive Supports team did their first presentation on the new Positive 

Support Transition Plan and talked about the new emphasis on quality of life within the form.   

c. Care teams should focus on quality of life too, instead of primarily focusing on the quantity of behaviors. 

They should ask: what matters to the person? 

https://edocs.dhs.state.mn.us/lfserver/Public/DHS-6810-ENG
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d. Apps and social media can be helpful for supporting people in finding other people who share their 

interests near their community. Here is one example (posted on the MN Disability Hub) EPRC members can 

pass along to the teams they are supporting: Meetup - We are what we do 

e. Committee members are working on quality of life content within the new psychotropic medication 

manual, which will be published in 2022.  

f. The committee continues to receive updates on workforce shortage initiatives because quality of life is 

related to receiving supports as needed.  

5. Recommendation: When it is safe to do so, given the Covid-19 risk, EPRC members will increase their in-person 

technical assistance to service providers who are using mechanical restraint.  

a. The Emergency Use of Manual Restraint EPRC subcommittee has also decided to adopt this goal.  

b. We will wait for guidance from authorities such as the Minnesota Department of Health and Minnesota 

Management and Budget before considering in-person visits. We will also respect the personal decisions of 

people receiving services, support team members, and EPRC members who may be hesitant to do in-

person visits anytime soon. 

c. We will mention in our 2021 Olmstead report that we switched to virtual meetings due to Covid-19.  

d. EPRC meetings will continue to be remote in July 2021. Management will give us at least a 30 day notice 

before we need to meet in-person again. 

6. Recommendation: The EPRC recommends continuing to offer service providers, beyond the end of the Covid-19 

pandemic, the ability to connect with committee members and other support providers or team members 

electronically, using secure communication tools. These tools have a variety of benefits including access to 

expertise for people who live in remote areas, quicker response times, and flexibility for team members (such as 

family members) who might not have easy access to transportation (note: this is not a comprehensive list of all 

the potential benefits). 

a. There are several bills currently with the legislature to consider service changes related to this topic.  

b. An eList announcement recently came out related to temporarily continuing remote support delivery of 

some waiver services.  

c. Members might be interested in reading the December 2020 DHS Telemedicine Utilization Report.  

d. Several law changes were recently made related to telehealth. See lines 210.1, 228.8, and 228.21 of the HF 

33 2nd Engrossment – 92nd Legislature, 2021 1st Special Session Bill Text for more information.  

e. Many services recently received federal approval to continue with remote supports.  

f. DHS is looking at technology as a positive support strategy and how it can be used to increase 

independence. The EPRC could potentially make this a formal recommendation in their 2022 report.  

g. The federal Telemedicine site shows support for connecting with support providers electronically.   

https://www.meetup.com/
https://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=DHS-328565
https://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=DHS-328565
https://mn.gov/dhs/assets/telemedicine-utilization-report-2020_tcm1053-458660.pdf
https://www.revisor.mn.gov/bills/text.php?number=HF33&type=bill&version=2&session=ls92&session_year=2021&session_number=1
https://www.revisor.mn.gov/bills/text.php?number=HF33&type=bill&version=2&session=ls92&session_year=2021&session_number=1
https://www.medicaid.gov/medicaid/benefits/telemedicine/index.html
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Background 
 

Whole committee vs. subcommittee responsibilities and scope 
 

The EPRC is responsible for implementing Minn. R. 9544.0130. While sometimes the committee’s role is confused with 

the role of DHS Licensing, the rule does not direct the committee to enforce statute, rule or policy. The committee’s role 

is to provide guidance, assistance and resources to providers, and to provide recommendations to DHS and the 

commissioner. 
 

In 2017, in order to reduce caseloads so committee members could focus more closely on specific people, the 

committee decided to split their work into three tasks, and to hold separate monthly meetings for each task: 
 

1. Review EUMR BIRFs and provide guidance to service providers who use EUMR (managed by the EUMR 

subcommittee) 

2. Review and monitor requests for the use of prohibited procedures, such as mechanical restraint (managed by 

the requests for approval subcommittee) 

3. Monitor implementation of Minn. R. 9544 and make recommendations to the commissioner about policy 

changes related to the rule (managed by the whole committee) 
 

By reducing caseloads for each committee member, this structure has allowed committee representatives more time to 

thoroughly review people’s individual circumstances and needs, more time to meet with people, and more 

opportunities to build better, more effective working relationships with service providers. 

 

Committee representatives 
 

To qualify for the committee, members must be experts in positive support strategies, defined as people who have 

comprehensive and authoritative knowledge of or skill in utilizing positive support strategies as alternatives to the use of 

restrictive interventions. In addition to being experts in positive supports, some members are also mental health 

professionals (as defined in Minn. Stat. 245.462) or licensed health professionals (as defined in Minn. Stat. 245D.02). 

Members work for a variety of employers in Minnesota, which gives the committee the ability to see many different 

perspectives and improves insight. 
 

Laura Daire has a bachelor of science in biology and psychology. With over 10 years of experience in the field, she has 

worked as a direct support professional in residential and day treatment programs for people with intellectual 

disabilities. She currently serves as an assistant executive director for a residential provider. In this role, she has had the 

opportunity to teach those she serves positive support strategies that have given them the tools to go from a life with 

minimal community integration to spending time with their families and friends, maintaining gainful employment and 

minimizing challenging behaviors. 

Dr. Danielle Bishop is a clinical pharmacist with board certification in the area of psychiatric pharmacy. As a member of 

the EPRC, she works to identify opportunities where medication optimization might lead to positive outcomes. Danielle 

has provided pharmaceutical care for 15+ years in both community-based and inpatient mental health settings. Team- 

based, person-centered care and evidence-based psychopharmacology have been focuses throughout her career to 

ensure safe and effective use of medications. 
 

Susie Haben is a unit supervisor in the Health Regulation Division at the Minnesota Department of Health. She has 

worked in a variety of settings throughout her career, such as long-term care, community emergency services and home 

and community-based services aimed specifically at serving people with developmental disabilities as well as people 

living with mental illness or traumatic brain injuries. 

https://www.revisor.mn.gov/rules/9544.0130/
https://www.revisor.mn.gov/rules/9544/
https://www.revisor.mn.gov/statutes/cite/245.462
https://www.revisor.mn.gov/statutes/cite/245D.02
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Liz Harri, BCBA is a board certified behavior analyst (BCBA) with 11 years of experience in the field. She works for the 

Minnesota Department of Human Services on the Community Capacity and Positive Supports team as a person-centered 

and positive supports specialist. As a member of the EPRC, Liz assists with BIRF and PSTP data analysis, as well as 

supporting teams with PSTP implementation. Liz is also a member of the Minnesota Northland Association for Behavior 

Analysis (MNABA) board. 
 

Tatiana Kerestesh is a licensed public health nurse and nurse educator with 13 years of experience. Tatiana has worked 

in social services for over 15 years, from a direct care staff to a supervisory and director position prior to becoming a 

nurse. Her most recent experience includes public health nurse at Ramsey County and nursing faculty at St. Paul College 

Practical Nursing Program. 
 

Dan Baker, Ph.D., NADD-CC, CCEP, is with the Minnesota Department of Human Services, where he serves as the 

positive supports specialist and successful life project clinical supervisor with Quality Assurance and Disability 

Compliance Services (though throughout most of 2020 his title had been the positive support compliance specialist and 

internal reviewer). Dr. Baker is involved with the design, development and monitoring of treatment programs to align 

with the positive supports and person-centered culture. Dr. Baker's clinical focus is on positive behavior support, models 

of community and educational support, transition services and mental health services for people with disabilities. Dr. 

Baker is a certified compliance and ethics professional. 
 

Stacy Danov, Ph.D., LP, has experience working as a psychologist implementing person-centered practices and positive 

behavior supports in Minnesota. She completed her doctorate in educational psychology from the University of 

Minnesota. Dr. Danov also has a certificate in autism spectrum disorders from the University of Minnesota. She currently 

works for DHS on the Community Capacity and Positive Supports Team as the clinical coordinator. Her work includes 

providing clinical direction and leadership in the design, development and monitoring of improved supports and services 

that are consistent with evidence-based practices. Dr. Danov is a certificated person-centered thinking and person 

centered planning picture of a life trainer. She presents locally and nationally on her work in positive behavior supports 

and person-centered practices including presentations for the Home and Community Positive Behavior Support Network 

of APBS. She is a founding member of the Minnesota Positive Behavior Support Network and is an active member of the 

Learning Community for Person Centered Practices. 

Melanie Eidsmoe has a bachelor of arts in sociology and social work and is a licensed social worker. With more than 14 

years of experience in the field, she has worked as a direct support professional and supervisor in residential programs 

for people with intellectual disabilities. She currently serves as an assistant director for a residential provider. In her 

roles, she has had the opportunity to implement and teach positive support strategies. She has successfully provided 

people with the tools they need to go from a life with minimal community integration to spending time with their 

families and friends doing things that are important to them. 
 

Kim Frost M.S., BCBA, is a board certified behavior analyst with 23 years of experience in the field of intellectual 

disabilities, mental health disorders and traumatic brain injury. Her experiences range from working in psychiatric and 

traumatic brain injury hospitals, to providing behavior analytic early intervention to children on the autism spectrum. 

Through her professional experiences, the importance of choice and person-centered planning became the heart of her 

work and published research. Since 2006, Kim has acted as the behavior analyst and services coordinator for a day 

training & habilitation program for adults in the Twin Cities, where she continues her work in positive behavior supports 

with an emphasis on person-centered choice. 
 

Dr. Mary Piggott has a Ph.D. in special education, developmental disabilities. She has worked for DHS since 2014 as a 

person-centered positive support specialist. She is a certified person-centered thinking trainer and person-centered 

planning/picture of a life trainer. Before entering her current role, she supervised psychology staff in the Brainerd and 

Willmar Adolescent Psychology program, and she was the lead clinician for the development of person- and family- 
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centered community-based specialized foster care for adolescents with borderline personality disorders and conduct 

disorders in the metro area. She has been working in the field of disability services for more than 40 years and started 

her career as a direct support professional. 
 

Lindsay L. Nash holds an M.S.Ed in psychological professions with a B.A. in sociology/criminology. She has 22 years of 

experience working in human development and behavior, and increasing quality of life by creating cultures of positive 

supports. She has a history of using the features of positive behavior supports as well as applied behavior analysis, in 

addition to person-centered thinking and planning. Currently, in her role as a designated manager for an adult foster 

care program as well as a member of the EPRC, she provides research, education, coaching, assessing and support for 

staff, providers and service recipients to ultimately promote and increase self-determination, skill building, knowledge 

and competency in creating inclusive quality environments. This is done through relationships, personal choices and 

community involvement, thereby reducing aversive and prohibited procedures. 
 

Jodi Greenstein, MSW, LICSW, CBIS, has been working with individuals with cognitive and physical challenges since 1988 

as a social worker. She has been supervisor of community behavioral services at Courage Center/Courage Kenny 

Rehabilitation Institute since 2005, overseeing the work of positive support analysts and professionals. She has served as 

chair of the DHS TBI Advisory Committee (2011) and is a certified instructor with the Crisis Prevention Institute. 

Stacie Enders is a positive supports policy analyst for DHS under the Community Capacity and Positive Supports team. 

She is not a committee member but works as a coordinator for the committee and participates in committee activities. 

She holds an undergraduate degree in middle school education and a graduate degree in public administration. She has 

more than a decade of experience promoting the use of positive support strategies as a school teacher, home and 

community-based service provider and Minnesota DHS employee. Her work was recognized by the Arc of Denton 

County, Texas, as the 2014 Community Support Person of the Year. 
 

Linda Wolford currently serves as the interagency coordinator for the Community Capacity and Positive Supports team 

of the Disability Services Division and is a backup for Stacie Enders on staffing this committee. She has an undergraduate 

degree in criminal justice studies and master’s in counseling psychology with a rehabilitation emphasis. She coordinates 

employment, workforce shortage and other Olmstead initiatives across DHS and other state agencies. In addition, she 

currently is the co-chair of the Employees with Disabilities Employee Resource Group for DHS. She formerly worked at 

DHS doing home care policy, working on employment initiatives and consumer directed personal care assistance 

services under several federal grants. Linda has completed two years of training in person-centered coaching. In her 30+- 

year career, Linda has worked in the fields of disability and diversity in higher education, for the state and for several 

nonprofits. She has also provided training and consultation on disability at both the local and national levels. 
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