Person-Centered Planning
FAQs    *
1) What is Person-Centered Planning?

Person-Centered Planning (PCP) is:

· A collaborative process of conversations directed by consumers in partnership with care providers and natural supporters 
· That fosters a recovery orientation in care planning discussion
· And results in a treatment/service/individual action plan endorsed by the consumer, which addresses his/her needs with and preferences and promotes recovery. 

“Person-Centered planning is a process, directed by the participant, intended to identify the strengths, capacities, preferences, needs and desired outcomes of the participant.”  (Centers for Medicare and Medicaid). It should be the process by which any service plan of care, individual action plan, etc. is developed. It replaces previous processes for treatment plan development that may have more typically been driven by the provider/caregiver system. 
The increasing adoption of person-centered planning as the way that service plans are being developed reflects the growing movement across the country to change from a system driven, medicalized service delivery system to one that is person-directed, in which   individuals take a more active role in their treatment planning, and providers better understand that the individual is the expert regarding his/her preferences.  In person-centered planning, an individual identifies what he/she needs and wants and is supported through a process that includes an array of individuals to identify the services and supports to best achieve those goals and meet those needs. 
An effective PCP process requires that the professionals working with the consumer are informed, embrace, and are trained on how to utilize person-centered mechanisms for care planning and care delivery including:

· shared decision-making, 
· trauma-informed care, 
· the importance of understanding and considering cultural differences and preferences, and 
· the value of informal and peer supports.

PCP encourages people to think about their life in all its aspects ranging from the large and important to the very small, yet significant, details.  The PCP process helps connect the dots between what is important to the person, the people in their life, and achieving their goals through support and community.
PCP can be a powerful experience for people who may have had limited opportunities or experiences due to the onset of symptoms or other life circumstances.  PCP encourages people to be empowered and to think of themselves in other roles.  PCP allows people to dream.
PCP has been used successfully with people from very different backgrounds and learning styles as well as in various treatment settings.
2) Don’t we already do Person-Centered Planning?  It is built into all our work.
Many providers believe that the work they are currently doing is “Person-Centered.”  While the person being served may be the focus of activity, it does not necessarily mean that they are the one who is directing the activity.  
Person-centered care planning involves the use of new tools and strategies with which most providers are not familiar. A critical aspect is the inclusion of the person’s natural supporters in the care planning process; articulation of clearly defined short- and long-term personal goals with measurable objectives; assignment of responsibility for different tasks and action steps to different members of the care team including the person in recovery; and use of tools such as psychiatric advanced directives, shared decision-making aids, and supported employment, housing, socialization, and education coaches.  (Tondora, et al)
3) Who can be a Person-Centered Facilitator?

The Facilitator is the person who supports the consumer and ensures that the process is Person-Centered.  As such, the Facilitator needs to have the following skills:

· Listening

· Promoting hopefulness

· Creativity

· Communication

· Meeting Facilitation Skills
The Facilitator should have training in conducting person-centered planning. 

The Facilitator’s role is to work with the person initially one- to one to describe the person-centered process for developing a service plan (or amending one if the process is implemented with those already in services), discuss how the process will proceed, and elicit the person’s preferences for team participants. 
The Facilitator will most likely be the person’s primary service provider or a member of the treatment team.  Ideally, this is someone who is chosen by the person to perform this unique role. Regardless of who the Facilitator is, he or she is there to support and promote the Person-Centered Planning Process, and to ensure that the resultant plan reflects the person-centered process. Ideally, every professional member of the treatment team should be trained in the Person-Centered Planning Process, particularly if the Facilitator is not a service provider and may be an informal support or certified peer specialist. This will ensure that even when the Facilitator is not a clinical professional, the ability for the individual to direct the care planning process will not be undermined.
Specifically, Facilitators support the individual to articulate his/her aspirations, hopes, and dreams and work to ensure that these do not take a “back-seat” to the  opinions/preferences of other members of the team, including professional helpers and significant others.  When conflicts arise, the Facilitator solicits all viewpoints to make sure everyone has an opportunity to provide input and be heard prior to the team arriving at a decision. 
If it is truly person-centered, and includes those individuals on the team that the consumer would like to include and/or be supported by, it is not practical and unlikely to expect that the Person-Centered Planning Process will be completed in one meeting. The individual and team should determine together the time that is needed, and the Facilitator should ensure that the person is a consistent presence in the planning discussions.
This Person-Centered Planning Process will typically yield information which is useful to ongoing assessment. The results of the conversations should be translated into the goals, objectives and interventions in the IAP or ISP. 

As such, the Facilitator must be involved in the documentation process which results in the new or amended IAP or ISP. The process can be started at any time and an IAP or ISP can be amended as a result, as needed.

4) How can Person-Centered Planning be documented to meet Rehab Option standards?  Aren’t the forms in conflict with PCP?
There is no conflict between rehab option required documentation and the PCP process.  PCP provides guides and tools to facilitate the process which may be helpful to the person. These tools should not be confused with the process itself. The PCP process results in an IAP/ISP.  A good IAP/ISP can reflect the information yielded from the PCP process in a manner consistent with rehab option. 
While person-centered planning strives to capitalize on a person’s strengths, it is also true that the “roadblocks” which interfere with goal attainment often take the shape of mental health symptoms or experiences, and these too, have a place in the comprehensive person-centered plan.  Barriers should be acknowledged alongside assets and strengths as this is essential not only for the purpose of justifying the “medical necessity” of the professional supports we provide but also because a clear understanding of what is getting in the way informs the psychiatric rehabilitation interventions which might then be offered to the individual in the service of his or her recovery.  In a person-centered plan the mental health barrier does not become the exclusive focus of the plan and it only takes on meaning to the extent that it is interfering with the attainment of larger life goals.  For example, the reduction of symptoms is not seen as the desired “outcome” but rather as a means to an end, with the “end” being the realization of valued recovery goals such as wanting to return to work, finish school, or be a better parent.  
5) What about risk and liability?  
Circumstances may arise in a person-centered planning discussion in which treatment team or family members may not support a person’s expressed goals and priorities. They may feel that these decisions may put the person at risk. As is the case when this occurs in other settings, the person and the team must seek to balance supporting the person and supporting the dignity of risk – taking risks is a normal, life growth experience, with the obligation to keep the person and the community safe. The PCP process offers an opportunity for the person and the team to share the context around these decisions and the concerns they raise along with possible solutions. The PCP Facilitator can be helpful in this process through promotion of dialogue in a neutral, respectful manner. 
Effective implementation of person-centered planning can be hindered by a risk-averse mindset. It is helpful to make a clear distinction between “risk” versus “safety” issues.  “Risk” issues are more subtle areas of concern when a practitioner or loved one believes an individual is making a decision that may jeopardize his or her recovery (e.g., moving out of the group home, returning to work, requesting a medication reduction, etc.), yet there are no imminent safety issues (e.g., dangerousness to self or others) present.  In a Person-Centered Planning Process, plans for responsible risk-taking should be both tolerated and encouraged as a mechanism for growth and recovery.  “Safety” issues, in contrast, refer to unique circumstances, narrowly defined by each State’s statutory laws, where an individual presents an imminent risk to self or others when in the midst of a psychiatric crisis.  In such “safety” circumstances, person-centered planning does not override a provider’s ethical and societal obligation to intervene on a person’s or the community’s behalf.  We would suggest however, that how one intervenes might look dramatically different if operating in a person-centered manner.  It is important to keep in mind when safety issues present themselves that we maximize use of recovery-oriented risk-management tools such as psychiatric advance directives and the advance crisis planning tool of the Wellness Recovery Action Planning.
6)  Is Person-Centered Planning consistent with Evidence-Based Practice?

Person-centered care does not mean simply giving a patient whatever he or she wants. Instead, it requires providers to take into account, and to base the services they provide, on a collaborative decision-making process in which the person plays a central role. Rather than being in conflict with evidence-based practice, this emphasis on the person’s own values, goals, and preferences is perfectly in accordance with the principles of evidence-based medicine. Evidence based approaches are utilized to work with the person towards his/her goals.
7) What if a person has no goals?  
Most people do not live their lives explicitly in terms of “goals.” We may have dreams and aspirations, but often we do not take the time to break these down into the various steps that will be required for us to pursue them. So, while many people with serious mental illnesses similarly will not have explicit goals that they articulate, and may well not know how to answer questions that ask them about goals, they nonetheless will have ideas about what could make their lives better.

Some issues for consideration when someone is in this situation include whether or not the person has been “in the system” for so long that they have lost hope; whether the person is fearful of taking risks because of fear of failure or setback; co-occurring depression; and whether or not the relationship between you and the person is one in which there is enough trust to share such information.

In discussions with the person, sometimes being curious about activities they used to enjoy or were good at or what circumstances make them feel most comfortable lead to clues about hopes, dreams and goals.

8) What is the difference between a WRAP plan and a Recovery Treatment Plan?

Another resource for planning ahead for difficult times is Mary Ellen Copeland’s Wellness Recovery Action Plan, or WRAP. This is a plan that the user of the plan puts together as the expert of his/her own experience. It includes identifying daily wellness tools, what happens when things start to get worse, preferences about how the user of the plan would like things handled in a crisis, and what to do after a crisis has passed. 

A WRAP plan and your Individual Action plan or Individual Service Plan may share some things in common, but they are different in many ways. Below is a comparison of a WRAP plan and a treatment plan. When thinking about the relationship between a WRAP Plan and a Person-Centered Treatment Plan, it may be useful to consider the following:  Illness self-management strategies and daily wellness approaches such as WRAP (Copeland, 2002) are respected as highly effective, person-directed recovery tools, and should be fully explored in the strengths-based assessment process. When a provider is aware that a WRAP plan is already in place, he/she should encourage (not require) the individual is to share this with their team in the hopes it will actively inform the PCP treatment planning process and document.  
	WRAP
	Treatment Plan

	A WRAP plan is yours. While you may decide to share it with your clinician or provider, it is not required by anybody. You also do not need to share with anyone, unless you want to. Some of the things in your plan may be very helpful in forming your goals or planning for a crisis.
	A treatment plan is something you develop with your treatment team or your individual provider, and involves making shared plans. As you may not always see things the same way as the staff, treatment plans may involve making compromises.

	A WRAP plan identifies all the things you want and need to do to maintain your daily wellness. It also includes identifying things that happen to you in a crisis and how you want to handle them.
	A recovery plan identifies your long-term goal(s) that might take months or even years to get to. It then identifies the short-term objective that will bring you closer to your goal over the next 3 or 6 months. It doesn’t include a crisis plan and may not include all of your daily wellness strategies.  The treatment plan is also the billing document used by mental health providers and agencies so they can get paid for the services they provide.  

	You can revise your WRAP plan anytime, and decide when and how to use it.
	A treatment plan is generally revised every 3 months, although you can change it earlier. 

	A WRAP plan includes things you do that keep you well on a daily basis
	A treatment plan is more specific: it includes small steps for you to work on that will get you closer to your goal

	A WRAP plan focuses mostly on what you will do to keep yourself well.  While that may include other people, and may include things like going to a group or a therapist, the plan focuses on your steps towards wellness.
	A treatment plan includes both your action steps, but also identifies what your provider, like your psychiatrist or job coach or rehab worker, is going to do to assist you in moving towards your goal.
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