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Why is this so Important?

 For so long, the experiences, needs, desires and 

contributions of all persons with disabilities have 

been defined by segregated settings and limiting 

stereotypes.  

 All individuals have strengths, talents and skills that 

can be shared and utilized in their community.

 We need to break the cycle of isolation in order for 

that person to become a participating member in 

their community.  Having meaningful relationships is 

essential for one’s well-being.



How do we Describe People?

Years ago:

System-Centered

 Focus on labels

 Emphasize deficits

 See people in the 
context of human 
service systems

 Distance people by 
emphasizing difference

Now:

Person-Centered

 See people first

 Emphasize strengths

 See people in the 
context of their local 
community

 Bring people together 
by discovering common 
experience



How Do We Think About & 

Plan for the Future

Years Ago:

System-Centered
 Plan for a lifetime of 

programs

 Base options on 
stereotypes about people 
with disabilities

 Offer a limited number of 
usually segregated program 
options

Now:

Person-Centered

 Craft a desirable life-style

 Find new possibilities for 

each person

 Design an unlimited number 

of desirable experiences



Who Makes the Decisions? 

Who is in Control?

Years Ago:

System Centered

 Plan a lifetime of 

programs

 Rely on interdisciplinary 

teams to generate plans

 Respond to need based 

on job descriptions

Now:

Person Centered

 Craft a desirable 

lifestyle

 Create person-centered 

teams to solve problems

 Respond to people based 

on shared responsibility 

and personal commitment



What do we believe about 

community?

Years Ago:

System Centered

 Community is 
rejecting

 Protect individuals 
with disabilities

 Simulate safety in 
secluded settings

Now:

Person Centered

 Community can be 
welcoming

 Negotiate acceptance 
by building 
relationships

 Find associations, 
settings & people who 
facilitate new 
experiences



 Encourage Friendships—
people sharing similar 
interests; using informal 
networks to draw people 
together

 Encourage or Strengthen 
Associational Life—Getting 
connected with associations 
that are of interest; active 
religious communities; 
volunteering opportunities

 Encourage Neighborhood 
Connections—opportunities 
for daily interaction/acts of 
neighborliness; becoming a 
valued customer/”Regular”

 Build School, Work, and 
Homemaker Roles—Job 
opportunities related to 
specific interest; 
opportunities for home 
ownership/homemaking; 
involvement in school
functions

Four Directions for 

Building a Community life



Michigan’s Policy Guidelines

Values & Principles:

 Person Centered Planning is a highly individualized

process designed to respond to the expressed 

needs/desires of the individual.

 Recognizes one’s strengths and their ability to 

express preferences and to make choices.

 Choices & preferences shall always be honored and 

considered, if not always granted.

 Each individual has gifts and contributions to offer to 

the community.  



Michigan’s Policy Guidelines

Values & Principles continued:

 Should maximize independence, create community 
connections, and work towards their dreams, goals 
& desires.

 The individual has the ability to choose how 
supports, services and/or treatment may help them 
utilize their gifts and make contributions to 
community life.

 The person’s cultural background shall be 
recognized and valued in the decision-making 
process.



Hope, Recovery & the Person-

Centered Planning Process

The 10 Fundamental Components of Recovery:
 Self-Direction:  Consumers lead, control, exercise choice over, and 

determine their own path

 Individualized and Person-Centered:  Pathways to recovery are 
based on an individual’s unique strengths and resiliencies as well as 
his/her own needs, preferences, experiences

 Empowerment: Consumers have the authority to choose from a 
range of options and to participate in all decisions—including the 
allocation of resources that will affect their lives

 Holistic: Recovery & Person Centered Planning embraces all 
aspects of life (housing, employment, education, mental/physical 
health, recreational, etc)

 Non-linear: Based on continual growth, occasional setbacks, and 
learning from experience.



Hope, Recovery & the Person-

Centered Planning Process

 Strengths-Based: Focuses on valuing & building on the 
multiple capacities, resiliencies, talents, coping abilities, and 
inherent worth of individuals.

 Peer Support:  Mutual support-including the sharing of 
experiential knowledge and skill and social learning.

 Respect: Ensures the inclusion and full participation of 
consumers in all aspects of their lives.

 Responsibility: Consumers have personal responsibility for 
their own self.

 Hope: Recovery provides the essential and motivating message 
of a better future—that people can and do overcome the barriers 
and obstacles that confront them.



What can you do?

 Make the guidelines of Person-Centered Planning a daily 
occurrence.  It’s an ongoing process.

 Get to know the person & encourage them to utilize their 
gifts/capacities.

 Be a resource person.

 Provide the person with the necessary information, so 
they can make an educated choice.

 Creativity is essential for Person-Centered Planning to 
work.  It will allow you to focus more on community 
resources & connections, instead of system-focused 
resources.

 For those involved, make sure to read and sign off on 
the plan.



It would be ineffective if…

 PCP will be ineffective 

if you do not believe 

in the  abilities of the 

person you support.

 PCP will be ineffective 

if it is only about 

writing a document 

for MDCH.

 PCP will be ineffective 

if you do not believe 

in the value of 

inclusion.

 PCP will be ineffective 

if you elevate yourself 

above the consumer 

and their circle of 

support.



How Do You Know It’s Person-

Centered Planning?

The Person is at the Center

 The process is rooted in 
respect for the person & a 
commitment to build inclusive 
communities.

Family members & friends are  
partners

 They have important 
knowledge & can make 
contributions that cannot be 
replaced.

Listening & Learning Continue

 recognizes that positive 
possibilities unfold as the 
people involved learn from 
experience.

Focus on Developing Capacities

 Reflects what is important to 
the person, now & for the 
future.  It insists that the 
person have real opportunities 
to contribute to the life of their 
communities & to benefit from 
their contributions in turn.

Hopeful Action Happens

 Action is based on hope that 
grows from the positive 
changes that individuals & 
their allies have already made.



Health & Safety

 Health and safety considerations are very 
important in the planning process. Assuring 
the overall “well-being” of each individual is 
an important value of person-centered 
planning. 

 Health and safety issues are included in the 
planning while always considering the 
preferences and choices of the individual.

 Health and safety issues comes out naturally 
in the Person-Centered Planning process.



Components of the PCP 

Process

 The Pre-plan~ Allows for the individual to plan 
out how they would like their meeting to go.

 The Meeting~ Brings all the important people 
together to develop a plan to get the life they 
want

 Follow-through~ Keeps everyone on track with 
the outcomes established at the meeting

 Request another meeting as needed~ A PCP 
meeting has to occur at least once a year, but it 
is encouraged to have them as often as needed.



History of Self-Determination

 In the 1980’s, New Hampshire began with one person that 
wanted to try something different.  First individualized budget 
created.

 Mid-1990’s, Washtenaw County participated in Michigan’s Robert 
Wood Johnson Grant.  Participants developed their own 
individualized budgets through the Person Centered Planning 
Process and had the authority and control over the services they 
received.

 2003, Michigan Department of Community Health finalized their 
Self-Determination Policy.  Policy dictates that each CMH has to 
provide Self-Determination as an option to all adults who receive 
services.

 Self-Determination allows someone to craft the life that they want 
and that is meaningful for them.  This is universal for everyone.



Principles of Self-

Determination

 Freedom--to choose a meaningful life in the 
community.

 Authority-- to control the resources needed to 
build the life desired.

 Support-- from those who care and those who 
will honor a persons right to select services and 
supports suited best for the individual.

 Responsibility—take greater control & authority 
over their lives & resources; assume greater 
responsibility for their decisions and actions

 Confirmation—that individuals play important 
leadership role in re-designing the system.



Relationship Between Person 

Centered Planning & Self-

Determination
Person Centered Planning:

 Plan is based on the person’s 
strengths & capacities

 Services & supports are 
provided in environments that 
promote maximum 
independence, community 
connections, and quality of life

 Honoring one’s choices and 
preferences and allowing for 
the dignity of risk

Self-Determination:

 The person’s life is based on 
their strengths & capacities

 Self-Determination promotes 
independence, community 
connections and quality of life; 
the person determines the life 
they want

 Individuals have the power to 
make decisions and truly 
control their lives; this includes 
taking risk and taking 
responsibility for their actions.



Initiatives

Crisis Planning

 This is an option for all 

consumers

 Allows the consumer to 

voice their preferences if 

a crisis occurs.

 Common questions:  Who 

will take care of your 

home; Do you have a 

hospital of choice; Who 

needs to be notified when 

a crisis occurs

Independent Facilitation

 This is an option for all 

consumers

 The region has a pool of 

independent facilitators a 

consumer can choose 

from to help them run 

their meeting.



Advanced Directives

General Policy Changes:

 Includes more language on 

values/philosophy (consumer’s rights)

 Describes the difference between medical 

and psychiatric advance directives

 Describes the difference between crisis 

planning and psychiatric advance directives



General Policy Changes

 Definitions were added or enhanced

 Medical AD (aka DPOA), Psychiatric AD, End 
of Life Care, and Crisis Planning were more 
clearly separated to be more user friendly

 Staff role is defined

 Consumer role is defined

 Consumers can use grievance or ORR  
process with any issues of non-compliance 
with the policy



General Policy Changes

 Definitions were added or enhanced

 Medical AD (aka DPOA), Psychiatric AD, End 
of Life Care, and Crisis Planning were more 
clearly separated to be more user friendly

 Staff role is defined

 Consumer role is defined

 Consumers can use grievance or ORR  
process with any issues of non-compliance 
with the policy



An Adult Consumer of Sound Mind 

(own guardian) Has the Right To:

 Enact a Durable Power of Attorney (DPOA) 
(aka Medical Advance Directive),

 Psychiatric Advance Directive 

 End of Life Care including Do Not 
Resuscitate Orders

*** Anyone can develop a Crisis Plan- those 
with a guardian should have guardian 
involvement in the planning.



Patient Advocate

 An individual designated to exercise powers 
concerning another individual's care and medical or 
mental health treatment, or authorized to make an 
anatomical gift on behalf of another individual, or 
both.  This person is identified in an advance 
directive/durable power of attorney as the individual 
with the ability to act on behalf of the signer in 
enacting decisions about the signer’s medical or 
psychiatric care if the signer becomes unable to 
make medical or psychiatric care decisions for him 
or herself. 



Durable Power of Attorney-Health Care 

(DPOA)/ Medical Advance Directive

 A legally bound notarized document signed by a 
legally competent adult giving direction to healthcare 
providers about recipients’ treatment choices in 
specific circumstances including but not limited to 
medical situations. 

 Durable Power of Attorney (DPOA)- Health Care: A 
legal advance directive that names a person 
(Patient Advocate) to act on the signer’s behalf in 
enacting decisions about the signer’s medical care if 
the signer becomes unable to make medical 
decisions for him or herself.



Psychiatric Advance Directive

 A legally bound notarized document signed 

by a legally competent adult giving direction 

to healthcare providers about recipients’ 

treatment choices in specific circumstances 

including but not limited psychiatric situations. 



People who Cannot Enact any type of 

Advance Directive on Behalf of their 

Ward

 Guardians

 Parents

 Grandchildren

 Presumptive Heirs

 Physicians

 Employees of a 
life/health insurance, 
health facility, or home 
for the aged if person 
receives their services

 Spouses

 Children

 Siblings

 Known devisees

 Patient Advocates



Crisis Plan

 A recipient driven document in which the recipient 

decides what issues to address in a crisis, which 

people will be enlisted for support during the crisis, 

and who will get a copy of the plan.  This is a non-

legal binding document.

 If the consumer has delegated any responsibilities 

to CMHSPM staff in their crisis plan, they must have 

a copy of this plan in their record. (if no delegation to 

CMHSPM having a copy is consumer’s option)



Consumer/Guardian Role

 Make sure their CSM/SC has the most recent copy 

of their Advance Directive(s), DNR, or Crisis Plan. 

 Make sure staff know of any changes to these 

documents.

 Make sure staff know if they’ve rescinded their 

Advance Directive(s), DNR, or Crisis Plan. 

 Pursue help in getting DPOA, Psychiatric AD, or 

DNR.



Staff Role

 Person Centered Planning process is the way with 

which staff will facilitate communication to 

consumers in all four areas.

 Staff need to provide consumers with information on 

these areas at least once a year.

 Staff will provide consumers with resources/referrals 

if they want to develop an advance directive 

(medical or psychiatric), crisis plan or EOL 

care/DNR.



Staff Role

 Document in record whether or not a consumer has 

DPOA or Advance Directive(s).

 Make sure most current Advance Directive(s), DNR, 

and/or Crisis Plan is in the consumer’s clinical 

record.  

 Includes any changes/terminations of these 

documents in the clinical record.

 Inform consumers they can use grievance or ORR 

process with any issues of non-compliance with the 

policy



End of Life Care including DNR

CSM/SC must ensure:

 Most current DNR is in record – all previous 

or revoked DNR orders must be immediately 

marked as outdated.

 Mark a revoked order with a large “X” and 

document it in the record.

 Make sure direct care provider has most 

recent order/informed of revocation



End of Life Care including DNR

 All staff can only honor a DNR if a consumer 

is enrolled in a licensed hospice setting and

consumer is in the care of a licensed setting, 

supportive living, or respite setting.

 If consumer is at their home (see above), 

enrolled in hospice, and appears to suffer 

cessation of both spontaneous respiration 

and circulation, can call hospice before 

calling 911 and attempting CPR.



End of Life Care including DNR

 If enrolled in hospice:

But in the community when incident 
occurs follow normal emergency 
procedures; call 911, attempt CPR then 
notify hospice

 Any other emergencies (accident, fall, 
illness) staff will seek emergency care 
as usual



End of Life Care/DNR

If not enrolled in a licensed hospice setting;

 Call 911 immediately, inform dispatcher of 

DNR order, and attempt CPR/First Aid until 

emergency responders take over.

 If staff suspect consumer has a DNR with 

their Primary Care Physician, give 

emergency responders PCP’s number (if 

consumer wears DNR ID bracelet PCP # will 

be on bracelet)



PCP Post-Test

1. Pick the answer that does not belong:

According to the Michigan Person Centered Planning 
Policy Guideline, some of the values and principles of 
the PCP process are:

a.  The process is highly individualized and designed to 
respond to the expressed needs/desires of the 
individual

b.  Choices & preferences shall always be honored & 
considered, if not always granted

c.  The person’s cultural background shall be 
recognized and valued in the decision-making process

d.  Services are chosen for the individual based on 
need.



2.  True or False:

The Person Centered Planning Process is an ongoing
process.

3.  Pick the answer that does not belong:

The PCP will be effective if…

a.  You believe in the abilities of the person you 
support

b.  You believe in the value of inclusion

c.  It is only about writing a document for MDCH

d.  You do not elevate yourself above the individual 
and their circle of support.



4. An individual designated to exercise powers concerning 
another individual's care and medical or mental health 
treatment, or authorized to make an anatomical gift on 
behalf of another individual, or both is called a 
__________   _________?

5.  True or False:

A Crisis Plan is a legally binding document in which the 
recipient decides what issues to address in a crisis, 
which people will be enlisted for support during the crisis, 
and who will get a copy of the plan. 



6.  True or False

A Psychiatric Advanced Directive is a legally 

bound notarized document signed by a 

legally competent adult giving direction to 

healthcare providers about recipients’ 

treatment choices in specific circumstances 

including but not limited psychiatric situations. 



7.  True or False: 

All staff can only honor a DNR if a consumer 
is enrolled in a licensed hospice setting and
consumer is in the care of a licensed setting, 
supportive living, or respite setting.

8.  Name one of the principles of Self-
Determination: 
____________________________________



9.  True or False:

All consumers have the option to develop a 

crisis plan and use a Independent Facilitator.

10.  Name one of the 10 components of 

Recovery:__________________________

Employee Name:

Supervisor Signature:

Date:


