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Summary

There is a considerable and growing literature about the importance of resiliency and recovery values and practice in the mental health service delivery system.  There is also a clear consensus about how person-centered treatment plans are critical to making resiliency and recovery a reality for children, families and adults established in the literature.   Yet today’s practice often falls considerably short of this vision.  The need for change and the role of treatment planning in overall systems change was made explicit in the President’s New Freedom Commission Report and is affirmed by numerous other sources.  While there are abundant standards and regulations that describe what should be done, there is little published about how best to train providers and effect practice change.  Much of what is written focuses on the administrative requirements that are attached to treatment planning rather than on the clinical utility and relevance of the plan.  In addition there is a lack of consensus about models, no science base to help determine best-practice, and few if any established curricula and/or competencies to assure quality services that promote resilience and recovery.  It is incumbent upon policy makers, regulators, payers, administrators, providers, consumers and family members to address these issues in a consensus  process and to promote resiliency/recovery oriented practice at all levels of the mental health service delivery system.

T

he mental health and addictive disorders fields have found a common language and mission in their now shared commitment to recovery and resiliency as the primary goal of treatment services.  But exactly how to implement this vision in the mental health field remains unclear.  There is much to suggest that treatment planning has the potential to play an essential role in making recovery and resilience real for consumers and family members.

There is perhaps no more powerful and effective approach to ensuring recovery-oriented services than a commitment to creating and actually using person-centered treatment plans in everyday practice
.  The President’s New Freedom Commission on Mental Health report of July 2003 made explicit the central role of a plan of care.  

In a transformed mental health system, a diagnosis of a serious mental illness or a serious emotional disturbance will set in motion a well-planned, coordinated array of services and treatments defined in a single plan of care. This detailed roadmap — a personalized, highly individualized health management program — will help lead the way to appropriate treatment and supports that are oriented toward recovery and resilience. Consumers, along with service providers, will actively participate in designing and developing the systems of care in which they are involved. An individualized plan of care will give consumers, families of children with serious emotional disturbances, clinicians, and other providers a valid opportunity to construct and maintain meaningful, productive, and healing relationships. Opportunities for updates — based on changing needs across the stages of life and the requirement to review treatment plans regularly — will be an integral part of the approach. The plan of care will be at the core of the consumer -centered, recovery-oriented mental health system.  The plan will include treatment, supports, and other assistance to enable consumers to better integrate into their communities; it will allow consumers to realize improved mental health and quality of life.

But translating these principles and values into actual person-centered services and outcomes remains a challenge in many settings.  Two important questions remain: How can providers/organizations ensure that their clients are in fact receiving recovery and resiliency-oriented services?  How can consumer sand family members assure that their recovery is self-directed and that needed services and supports are organized and provided consistent with a plan that is developed in a meaningful partnership and collaboration with the provider and services team/system?

Addressing individual and family concerns in describing goals and objectives, as well as the services and supports needed to enhance resiliency and achieve recovery, is essential.  Creating plans that are meaningful and relevant — and at the same time meet the administrative and regulatory obligations while supporting the documentation of medical necessity required for billable services — gives providers an opportunity to demonstrate their commitment to the vision of recovery and wellness.  At the same time this assures that services are individualized, person-centered and are driven by individual choice and preference.

All too often past and current practice leads to the creation of provider-driven plans that emphasize problems and diagnoses merely to satisfy bureaucratic and administrative requirements.  Instead, both consumers and providers must seize the opportunity to make recovery real by working to develop service plans that:

· forge an alliance between consumers and providers

· are developed in partnership with the consumer (and family as appropriate) and the provider/treatment team 

· are individualized and based on consumer input regarding preferences, abilities, strengths, goals and cultural identity

· are written in language readily understandable for the consumer

· immediately directs the service delivery and recovery process 

· result in improved person-centered and individually defined recovery goals and outcomes

Yet, in a consumer focus group at a peer-support center
 about experiences with the Santa Cruz CA. county mental health system, a discussion among nine consumers revealed the following:

Q.   Do you feel involved in your treatment planning?  What is your role in determining the specific services you receive? 

A.   3 people did not have a plan/ did not know about a plan.  6 people had a plan. 

There were varying opinions on involvement in treatment planning.  One consumer reported “I play a big role in it.”  Another reported “No.  I just tell them how I feel and what I do and they write it down.”  Family members felt uninvolved though they would like to be more involved.  Some participants indicated that their treatment plans did not contain positive or clear goals other than to “stay stable.” 

Q. Were you asked to sign your treatment plan after it was completed? 

All who had a plan were asked to sign it. Not much follow-up was reported on the plans.  One consumer felt his plan was basic and easy to follow.  Another consumer feared not knowing who had access to her plan. 

Q.   How did your family members and persons who help you in the community participate with you in your treatment plan? 

Family members did not know about the treatment plans.  Some family members offered general support, but no one said their family was involved with their treatment plan per se.  One family member stated “If I was not actively involved pursuing the treatment I feel that I would not be consulted.”  

Q.   Did you receive a copy of your treatment plan? 

Two people received copies, one didn’t know, one didn’t want one and two did not receive one.  One parent stated “As my son’s conservator, no, I have never seen his treatment plan.”

While these experiences are entirely anecdotal, they are not at all uncommon. Clearly there is a gap between the vision and the reality of current practice.  The concerns expressed by these consumers and family members are consistent with the finding and recommendations of the President’s New Freedom Mental Health Commission report which stated:

Nearly every consumer of mental health services…expressed the need to fully participate in his or her plan for recovery.

As noted earlier, the treatment plan has multiple functions and satisfies multiple administrative and regulatory requirements in addition to its primary clinical purpose as described above.  These include:  
· identifying and establishing criteria for expected outcomes and transitions or discharge

· documenting medical necessity and anticipation of frequency, intensity, and duration of services

· supporting service documentation and billing

· considering and including alternatives, natural supports, and community resources

· identifying responsibilities of team members—including the individual and the family seeking services

· increasing coordination, collaboration, and multidisciplinary interventions within the team

· promoting the use of evidence-based practices

· decreasing fragmentation and duplication

· prompting analysis of available time and resources

· establishing the role of the individual and family in their own recovery and rehabilitation

In order to be meaningful and effective, a plan must genuinely be the individual’s road map to recovery.  Why is it so important to have consumers' active participation in their recovery plan?  Research has shown that individuals are most likely to follow through on a decision when they have played an active role in making that decision.  Involving consumers and family members helps to ensure that the rationale behind each component of the recovery process is well understood.  Accordingly, the plan should be a virtual focal point of each encounter and service provided; it needs to include personally defined goals, realistic objectives that address relevant and immediate barriers and impediments, be strengths based in its orientation and help to orchestrate a rich mix of efficacious services supports and interventions that help individuals and families bring about desired change and growth.

At the same time, plans need to be practical, reasonable and consistent with the individual’s preferences, values and culture. The plan should be sensitive to language choices and written in “plain English,” or the individual’s preferred language. The plan must be culturally sensitive, competent and appropriate while at the same time being outcomes-oriented.

Requirements for mental health services / care to be directed by an individual treatment plan developed with the active and meaningful participation of the consumer are well established in standards and regulation established by accreditation and certification bodies as well as payers and other oversight authorities.  Yet, problems with assessment and treatment planning are among the most frequently cited problems in reviews of provider performance and evaluation of the consumer experience of care.   Deficiencies in treatment planning and the adequate documentation of services remain amongst the most frequently cited requirement in managed care and regulatory audits, as well as accreditation surveys, often resulting in financial and other penalties for providers .  CARF’s Most Frequently Cited Standards for Behavioral Health Programs Report for 2000-2001 reveals that 35% of surveyed organizations had difficulty with preparing an interpretive summary, 41% of those programs did not express goals “in the words of persons served”, 23% could not specify treatment objectives that were measurable and 31% of those programs did not identify the person’s strengths, needs, abilities and preferences in the discharge plan.   Why is it so hard to get it right? Why does person-centered planning seem to be so difficult to accomplish on a routine basis in mental health service delivery settings/systems? 

There are several reasons that can be identified as barriers to more successful and satisfying experiences with the development of meaningful and relevant person-centered recovery oriented plans.  They can be broken down into issues of attitude and skills for both the provider as well as the consumer and family. See Table 1 below
Preparation of the workforce is one aspect of both the problem and the solution. Education and training on how to create a person-centered plan is missing from most pre-degree curricula and is not often provided in post-graduate or on-the-job training. There are few if any books or other materials written about treatment planning at all and what does exist is for the most part very “medical model” in its approach and emphasis and/or relies on proscribed or “canned” responses based on diagnosis or problem area—a deficit oriented approach that is the antithesis of person-centered and recovery-oriented values.

To the extent to which there is training, the focus is often on completing forms rather than the process of involving consumers and families in understanding needs and identifying recovery goals.  Coupled with the increasing clinical responsibilities of non-degreed providers who lack skills and confidence in many components of the process, it is not surprising that planning is such a frequent problem. Simply stated, many providers just don’t know how what to do or how to complete even the rudiments of a planning process—let alone a person-centered and recovery oriented approach.

Table 1

	
	Attitudes
	Skills

	Consumers/families
	· don’t know what to expect

· don’t know what to ask for

· history of feeling left-out

· difficulty at times in articulating needs

· feel intimidated by treatment team

· feel that they can’t ask for what they need

· have come to believe that there is no hopeful future for them
	· lack for orientation/preparation to participate

· don’t understand the various elements of the plan



	Providers
	· view treatment planning as irrelevant bureaucratic requirement

· feel unsupported in terms of time and resources to complete plans

· focus on proper completion of forms

· no incentives/rewards for improved performance

· don’t “believe” in recovery

· feel threatened by consumer empowerment
	· lack for training in treatment planning as a process

· lack for training in forms completion

· do not know how to engage consumers in a therapeutic partnership

· geared towards programmed rather than individual responses

· confuse objectives with services 




Lack of time and resources is another often-cited barrier to good planning. This is where leadership and administrative commitment can make a real difference. Providers and teams often feel that they lack the time to involve individuals and families and to get it right — and all too often resources seem too scarce and caseloads too large and overwhelming to permit this. Many providers express frustration with a learning curve that makes a new practice seem laborious and inefficient; this only increases resistance to change. But with practice comes skill and efficiency that is rewarded by improved outcomes and fewer client demands over time.


The process of planning is what’s really important — if done properly, the forms will take care of themselves. The education and training needs of providers must be addressed with a mix of didactic and practical experiences that help to model both the relationship and the outcome of good person-centered planning. There are seven key areas in the process that training should address. These include:

· approach or attitude 

· assessment 

· formulation 

· barriers and priorities 

· goals and transition criteria 

· objectives 

· services, interventions and activities to accomplish the objectives 

Review Of The Literature

There are three components to the literature search and review included in this paper.  These can be broken down as follows:

· journals and the research literature 

· books and monographs

· laws, regulations and standards (extracted from manuals, websites, etc.)
The findings reported below include representative and relevant information that attempts to capture and reflect the current state of art and practice as is it pertains to mental health assessment and treatment planning—it is by no means exhaustive of the topic.

Journals and Research Literature

Several years ago, a comprehensive literature search on individual assessment and treatment planning in mental illness treatment was performed by NGIT using PsychInfo and MEDLINE databases. A similar search was performed for outcomes literature pertaining to assessment and treatment planning, which yielded few results.   Database searches used the following combinations of keywords and free text: mental illness treatment, mental illness treatment centers, individualized treatment planning, individualized assessment, placement, treatment implementation, case management, motivational interviewing, treatment matching, engagement, continuum of care, assessment instruments, culture, cultural competency, language, homelessness, adolescents, disabled persons, learning disabilities, Latino, needs assessment, and outcomes.  One of the findings overall was that much of the literature pertaining to treatment planning in general and person-centered approaches in particular were found in the substance abuse and developmental disabilities literature as well as mental health.  Many of the references and citations below reflect that finding.

Individualized treatment planning is a well‑established process within the field of mental health, especially with institutionalized populations (Schreter, 2000). Programs that specialize in treating individuals with co‑occurring mental health and substance abuse disorders initially developed from within the mental health system, with a strong commitment to individualized treatment planning. Although these integrated programs regularly offer mental health services as part of the treatment program, this is not necessarily a characteristic of all substance abuse treatment programs. Most substance abuse treatment programs that do not specialize in dually‑diagnosed clients refer clients with mental health disorders to other providers. Whether mental health services are provided onsite, or are provided by referral to mental health providers, treatment planning plays an important role in coordinating individualized treatment of multiple client needs across systems of care.  

The literature reveals that there is a distinction (Borkman 1998) between two treatment models: (1) the medical model, in which staff generally direct and control the planning process and its implementation, and (2) the social model, in which clients are directly responsible for developing their own recovery plan, with help from peers and staff. According to Borkman , the two models serve similar administrative purposes; however, in the second model, recovery planning becomes a skill learned by clients.

To operationalize the notion of client involvement in treatment planning, the literature suggests that clients, with the help of program staff, should choose the level of treatment intensity, choose treatment goals and objectives, and self-monitor their change during treatment (Annis et al. 1996; Barthwell et al. 1995; Borkman 1998; Hoffman and Moolchan 1994).  In compliance with the standards set by the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) and the Rehabilitation Accreditation Commission (CARF), Hoffman and Moolchan (1994) suggest that the client should generate a “statement of goals,” which includes both long-term and more specific short-term goals with target completion dates. Annis and others (1996) describe three steps to treatment planning: (1) goals setting and self-monitoring, (2) identifying problems or drug use situations, and (3) contracting for treatment.

Increasingly consideration of an individual’s and family’s readiness for change significantly impacts the overall process.  DiClemente and Scott (1994) point out that “involvement in treatment assumes that the suggested critical activities of the treatment are actually the needed ingredients for the client to successfully change or cease the substance-abusing behavior (p. 138).”  As these authors further explain, this represents a rather large assumption on the part of treatment providers. Part of this assumption includes being able to provide most of what the client needs at that particular time, which would require a sophisticated level of individualization. Unless one believes that treatments operate in the same way for all clients, providers would have to render individualized treatment in order to fully engage the client and succeed in treatment. However, DiClemente and Scott (1994) report that “most treatments are not highly individualized and tend to offer the same general program for all who enter that treatment (p. 138).” 

The stages-of-change model appears to be adaptable to a variety of treatment milieus as well as the wide range of clients’ characteristics. It is well-suited to the development of individualized treatment plans because it relies on the clients’ stages of change rather than program requirements. It offers structure and guidance to the development of a treatment plan and helps the clinician and the client gauge when the next phase should be implemented. In addition, it is not linear, offering the flexibility to go back and forth within the phases as the client needs. Phases of treatment and recovery offer similar advantages as the stages-of-change model and provide a framework that predicts when certain treatment issues will develop for the client.

In order to engage the client in the treatment planning process, Annis and colleagues (1996) postulate that the client must be at least in the preparation stage of change “so that he or she is ready to engage with the therapist as a full collaborator in the design of an individually tailored treatment plan” (p. 40). The trans-theoretical model of change is often referenced in discussions about treatment planning. In addition to having a major impact on how the addiction field conceptualizes client motivation for change, the trans-theoretical model provides a systematic way of categorizing program components and individual client needs with the stages of change. Thus, comprehensive individualized treatment components are matched to the five stages of change: (1) precontemplation, (2) contemplation, (3) preparation, (4) action, and (5) maintenance. The program described by Annis and colleagues (1996) adopted definitions for each of these stages based on program requirements and goals.  This model and system are flexible, allowing for a large degree of overlap of the clients’ individual needs to the different components of treatment.

Motivational interviewing is an intriguing component to be considered in the process of assessment and treatment planning because of the possibility of improved treatment outcomes. In the description of their program, Annis and colleagues (1996), explain that “the assessment process is conducted within the context of motivational interviewing, with personalized feedback of assessment results used as a strategy for building a client’s commitment for change (p. 40).”  These authors further discuss how motivational interviewing is well-suited for use with the stages-of-change model.  Although clients who are in the contemplation stage are characterized by extreme ambivalence, they can often be motivated toward a resolution to change through weighing the costs and benefits of change and skillful discussion of the findings of the assessment. This dialog allows clients to fully explore their decision about making a change, and Annis and colleagues point out that this process of decision making is the foundation for change.  These authors argue that unless the client is allowed to move toward this decision, “counseling strategies aimed at treatment planning (preparation) or initiating change (action) are likely to engender resistance (Annis et al. 1996, p. 40).”  

Miller (1996) defines motivational interviewing as “a directive, client-centered counseling style for eliciting behavior change by helping to explore and resolve ambivalence (p. 839).” Containing elements of both style (warmth and empathy) and technique (key questions and reflective listening), Miller (1996) lists five guidelines for use of this approach: (1) express empathy, (2) develop discrepancy, (3) avoid argumentation, (4) roll with resistance, and (5) support self-efficacy. A goal underlying this process is to develop with the client “a motivational discrepancy between present behavior and desired goals, based on evidence that such a discrepancy triggers behavior change (Miller 1996, p. 840).”

Treatment planning, in the context of this review of the literature, has several core components. It is a process that requires client involvement, a method by which to gauge client change, relapse prevention and aftercare and/or continuing care, and motivational interviewing. Other key concepts of model care that were mentioned in several articles were flexibility and one-stop shopping. Overall, this review of the literature found relatively few works that specifically deal with the issue of individualized treatment planning, although many articles discuss it as a central concept of substance abuse treatment. Similarly, Borkman (1998), in a review of 141 articles, wrote “What is striking is that so many publications take for granted the importance of treatment planning, assume the reader understands the planning process, and simply refer to treatment planning in the conclusions (p. 37).” 

Two recent articles, one a newsletter from the NCCBH (Grieder, D. and Yawn, L.), the other from the Journal of Behavioral Healthcare Tomorrow (Adams, N. and Grieder, D.), speak directly to utilizing the approach of person-centered planning for a population of people with mental illness and addiction.  The focus of these two articles makes clear the connection between person-centered treatment planning and recovery and resilience.  The articles layout the importance of a person-centered approach as well as some description of the process for creating the plan as well as beginning to make the business case for providers to adopt these practices.  

The focus on severely mentally ill clients has been reinforced by institutional infrastructure and financial considerations, which often require a DSM IV Axis I diagnosis for inpatient care in mental health facilities. Treatment of non-institutionalized clients with less severe mental health disorders (e.g., depression or anxiety) has therefore not been well‑represented in the literature on co‑occurring mental health and substance abuse disorders. Even when integrated and individualized programs are available, however, utilization may be affected by the willingness to enroll clients in appropriate programs. Weiner and colleagues (2001), in a study of children and adolescents with severe emotional or behavioral disturbances, found that "despite high rates of dual diagnosis among children and adolescents, and evidence that adults with coexisting substance use disorders require specialized services, many children are placed in residential settings and are offered uniform service packages regardless of their individual clinical profiles.  Children and adolescents with coexisting substance use problems require individualized service packages to address their greater need for supervision and higher rate of risk behaviors and to facilitate community discharge placements (page 793)."

Books and Monographs

There are approximately about 15-20 readily available published books and monographs on treatment planning related to behavioral health and rehabilitation.  This includes some of the following titles:

· Psychiatric Treatment Planning by James Kennedy (American Psychiatric Press, 2003) is largely focused on a medical model approach to inpatient psychiatric care and is rather dated.  While considered by some to have been a valuable reference in the past, this book does not adequately address current needs in education and training of the mental health and addictive disorders workforce within a framework of recovery and resilience.
· Therapist's Guide to Clinical Intervention : The 1-2-3's of Treatment Planning (Practical Resources for the Mental Health Professional) by Sharon L. Johnson (Academic Press, 2003), is intended as a reference for clinicians completing insurance forms, participating in managed care, or practicing in treatment settings requiring formalizing goals and treatment objectives. The book provides assessment criteria for all major psychological disorders and outlines skill-building resources for increasing patient competency for a variety of disorders along with a compendium of professional practice forms for both clinical and business applications. 

· Treatment Planning in Psychotherapy: Taking the Guesswork Out of Clinical Care by Sheila R. Woody, et al (The Guilford Press, 2002) is a user-friendly book designed to help clinicians of any theoretical orientation meet the challenges of evidence-based practice. Tools and strategies for setting clear goals in therapy and tracking progress over the course of treatment are presented along with a wealth of case examples illustrate how systematic treatment planning can enhance the accountability and efficiency of clinical work and make reporting tasks easier.  The book includes flowcharts to guide decision making, sample assessment tools, sources for a variety of additional measures, and instructions for graphing client progress.
· The Complete Adult Psychotherapy Treatment Planner, Third Edition, by Arthur E. Jongsma, Jr., PhD and L. Mark Peterson, ACSW, (John Wiley & Sons, Inc. 2003.) Wiley has published a series of books on treatment planning and six are by the same author (Jongsma).  These books utilize a narrow theoretical psychotherapy frameworks, are organized by major diagnostic categories, and provide a pre-determined set of goals, objectives and interventions.  Like the Kennedy System, this treatment planning approach is built around the problem oriented medical record
· Treatment Planning for Psychotherapists by Makover (American Psychiatric Press, 1996) is written primarily for a psychiatric audience and focused exclusively on treatment planning for psychotherapy.  Described as “an ideal tool for private practitioners, this comprehensive manual provides a sound basis for dealing with the demands of third-party payers and managed care systems.”
This treatment planning approach departs from the problem oriented medical record to goal-directed treatment planning. 
· Essentials Of Treatment Planning, by Mark E. Maruish, PhD, (John Wiley & Sons, Inc. 2002),  is a nuts-and-bolts guide covers such essential material as the role and benefits of treatment planning in a clinical setting, but like the Kennedy System, this treatment planning approach is built around the problem oriented medical record.

· Real World Treatment Planning, by Daniel Johnson and Stephanie Johnson, (Thomson Learning, Inc. 2003),   provides guidance to professionals on the process of writing effective treatment plans that meet Medicare standards. The information is presented as part of an approach that emphasizes the cognizance of the entire continuum of care. From identifying problems, through planning of interventions, to measuring outcomes, the steps for writing treatment plans are accompanied by worksheets and planning forms.  This workbook is designed to help students learn and apply the skills necessary to construct good care plans in order to survive in today's managed care environments. 
· Handbook of Assessment and Treatment Planning for Psychological Disorders. by Martin Anthony and David Barlow M. (Guilford Publications, 2001), is a reference and text that provides detailed guidelines for conducting multimodal assessments of individuals suffering from frequently encountered psychological disorders. The book also demonstrates how assessment results can effectively be used in planning evidence-based interventions and monitoring the outcome of treatment while providing essential knowledge to guide clinical decision making.  
· Diagnosis, Conceptualization and Treatment Planning for Adults:  A Textbook, by Michel Hersen and Linda Porzelius, (Lea Pulblishing, 2001), is designed to teach beginning therapists the applied process of using the results of assessments to formulate a diagnosis, develop a conceptualization, and make plans for treatment. The first part presents a general model of conceptualization; it then demonstrates the use of the model through case examples representing 12 types of disorders. 
· Patient Records and Addiction Treatment, 2nd edition, by Coughlin et al (Southworth Press, 2000) is a basic book limited to addictions treatment planning and does not address issues of mental health, cultural competence or the importance of building collaborative relationships in person-centered care.
· Developing Individual Service Plans for Persons with Disabilities, 2nd Edition is on of several training materials developed by the Training Resource Network.  This group is primarily an advocacy organization with a primary focus on the needs of the developmentally disabled and supported employment.  They have limited distribution and their work has limited applicability to the mental health and addictive disorders field.

· Treatment Planning For Person-Centered Care, by Neal Adams, MD, MPH and Diane M. Grieder, MEd, (Elsevier Academic Press. 2004) offers a dynamic, and fresh approach to the challenges of developing individual plans for mental health and addiction services. This book strives to make planning a manageable task for providers, a meaningful process for individuals receiving services, and a resource tool to assure person-centered care and optimal outcomes.  This book is not a how-to manual for completing forms but does focus on how to help providers develop the necessary attitudes, skills and behaviors to succeed in person-centered planning.   This treatment planning approach departs from the problem oriented medical record and promotes recovery/resiliency oriented individual planning. 
In addition a clear example of expectations regarding service planning can be found in the American Association of Community Psychiatrists Levels of Care Utilization System for Psychiatric and Addictive Services (LOCUS) guidelines for managed care and medical necessity criteria.  They state that “treatment planning is individualized, appropriate to the individual’s changing conditions with realistic specific goals and objectives documented.” 

In 2000, SAMHSA and CSAT funded a study which led to a report entitled, Changing the Conversation, Improving Substance Abuse Treatment:  The National Treatment Plan Initiative. This document, too, notes that the core of successful treatment must be the client and the client’s needs. Some of the problems identified in current practice include treatment planning that is program based rather than client based, inconsistent use and application of available tools to match treatment to client needs, and the lack of culturally competent assessment and service planning.

The Research and Training Center on Family Support and Children’s Mental Health at Portland (Oregon) State University published it’s monograph entitled Implementing High Quality Collaborative Individualized Service/Support Planning:  Necessary Conditions in September 2003.  This report/manual is significant because of its focus on the needs of youth and families in developing individualized service plans.  A range of topics including the role of the team, the service organization and the overall system, configurations of support, the optimal practice model, the importance of collaboration and partnerships as well as capacity building and staff and strategies for implementation.  The perspective is on identifying the “necessary conditions” at various levels within a service delivery system that must be in place to effectively create individual plans that are truly person centered. 

Laws, Regulations, Standards and Web Resources

The following citations and references are a potpourri of findings containing important information about person-centered treatment planning and both expectations as well as current practice and innovations in the field.  There is a wide range of law, regulation and requirements pertaining to treatment planning amongst the states—and a full inventory of this goes beyond the cope of this paper.  A few significant and representative examples of how treatment planning can be used to help support and promote a recovery/resiliency orientation in individual person-centered treatment planning are included below.
The State of Maine’s Individual Support Plan (ISP) manual (which is soon to be revised in compliance with Federal DOJ litigation) states that in a client-centered recovery oriented individual treatment plan process based process:

· Planning reflects a process of building a partnership between a worker and a person using services which focuses on establishing and realizing the goals of that person.

· The person using services creates the meaning and purpose of the ISP.

· Goals are transitional, changing statements which embody what the person using services wants for her/his life.  Goals change sometimes quickly and sometimes slowly.  ISPs, therefore, will change to reflect the shifts in goals.

· Assessments follow from the goal and start by assessing the strengths and resources the person using services brings to support and enhance the goal.

· Services deemed appropriate by the person using services in discussion with the worker follow from the ISP goals and not from what is available through a provider agency.

· Use of resources to meet ISP goals must reflect the social supports available or in need of being created in the community.  This includes "natural" supports such as friends, families of choice, and community groups or organizations, as opposed to purchased "professional" supports.

· Implementation of the ISP requires establishment of mutually determined action steps.  Part of this process includes agreeing who will assume responsibility for which identified tasks.
· Monitoring and evaluating progress happens through discussion between the person using services with the worker and focuses on the movement towards accomplishing goals.

Section 712 of the Michigan Mental Health Code  clearly lays out legal requirements for providers regarding person-centered planning. A “Person-Centered Planning Revised Policy Practice Guideline” from October 2002 further defines the implementation of the person-centered planning process.  Some of the requirements can be summarized as follows:

1. The individual expresses his/her needs and/or desires.  Accommodations for communication will be made to maximize his/her ability for expression.

2. The individual’s preferences, choices and abilities are respected

3. Potential issues of health and safety are explored and discussed. Supports to address health and safety needs are included in the Individual Plan of Service.

4. As a result of health or safety concerns or court-ordered treatment, limitations may exist for individual choice. However, opportunities for individuals to express their perceived needs can occur and opportunities to make choices among limited options can be given.

5. Person-centered planning includes pre-planning activities. These activities result in the determination of whether in-depth treatment or support planning is necessary, and if so, to determine and identify the persons and information that need to be assembled for successful planning to take place.

6. In short-term/outpatient service areas, the individual is provided with information on person-centered planning, including preplanning at or before the initial visit. Individuals are encouraged to invite persons to the session where the plan is developed.

7. In collaboration with the community mental health service providers, the individual identifies strategies and supports, services and/or treatment needed to achieve desired outcomes.

8. Exploration of the potential resources for supports and services to be included in the individual’s plan are to be considered in this order:

a. The individual.

b. Family, friends, guardian, and significant others.

c. Resources in the neighborhood and community.

d. Publicly-funded supports and services available for all citizens.

e. Publicly-funded supports and services provided under the auspices of the Department of Community Health and Community Mental Health Services Programs.

9. Regular opportunities for individuals to provide feedback are available. Information is collected and changes are made in response to the individual’s feedback.

10. The individual’s support network is explored with that person to determine who can best help him/her plan. The individual and the persons he/she selects together define the individual’s desired future, and develop a plan for achieving desired outcomes. For any individual with dementia or other organic impairments, this should include the identification of spouses or other primary care givers who are likely to be involved in treatment or support plan implementation.

11. The process continues during the planning meeting(s) where the individual and others he/she has selected who know him/her well talk about the desired future and outcomes concentrating on the life  domains previously identified as needing change.

The state of Connecticut has also been a leader in the recovery model and person-centered planning approaches. The Commissioner’s Policy Statement # 83 (from the Department of Mental Health and Addictive Services –DMHAS –March 2004), defines the recovery oriented system of care and how person-centered care and planning are innovative approaches that will lead to culturally responsive care for consumers in Connecticut. Pilot sites are currently developing a model for implementation in the Connecticut mental health and addictive disorders system.

Florida is currently involved in an innovative approach to helping consumers plan for their recovery by means of self-directed care—an emerging concept that may have significant impacts on the process and expectations of person-centered planning and recovery.  

The FloridaSDC program provides independent brokerage and coaching services to adults who have psychiatric disabilities who depend on public funding to access mental health care. The FloridaSDC program also provides fiscal intermediary services so that participants have the opportunity to manage the state funds allocated for their mental health care services. This gives them the freedom to select the providers and services they deem necessary to achieve a state of mental wellness and recovery.

The vision of the FloridaSDC program is to be the national model for program standards related to self-determination both as:

· a fiscal mechanism that gives individuals with a psychiatric disability to access mental health services; and

· an independent brokerage services designed to support each individual's personal goals as each person navigates the road to recovery.

The program's mission is to create, maintain, and enforce an environment in which participants can freely navigate the road to recovery on his or her own terms and make informed choices along the way.

Participants in the FloridaSDC program choose from a variety of community-based providers that may or may not already be a part of the current community mental health system. Residential and crisis stabilization services are delivered by existing community mental health providers through the traditional delivery system. Participants are responsible for determining exactly which community-based services they want and by whom these services will be provided. An independent community advisory board comprised of program participants, their significant others, and advocates guides the program.

Program outcomes are being measured in a number ways including productive days in the community (productive as defined by each individual), structured self-reports of satisfaction with the program's delivery approach from participants, and structured self-reports about achievement of personal recovery goals and objectives. Standard objective measures are used to evaluate individual outcomes that will include input from significant others and program staff. The major difference in measurements between FloridaSDC and the traditional system is focused on participant self-reports about personal recovery achievement and satisfaction with the total FloridaSDC delivery system.

In a recent monograph about the trend towards self-directed care, the National Mental Health Association quotes Judith Cook as saying:  

The Centers for Medicaid and Medicare Services (CMS) have identified person centered planning as a critical component to self-determination. Person centered planning is a comprehensive strategy for putting necessary services and supports in place to help people achieve their goals. Person centered planning is driven by the individual who is receiving services, but works best when it includes other people who can contribute valuable information to the process. During person centered planning, an individual identified his or her strengths, capacities, preferences, needs and desired outcomes.

Oregon’s state mental health authority, in collaboration with the Oregon Technical Assistance Corporation has just recently completed a Community Mental Health Program (CMHP) Pilot Project at four sites.  This initiative was designed to focus on significant systems change efforts within local area mental health programs.  The project held as primary the tenant that people who receive supports should be a driver in designing and developing a workable system for their supports.  Training, coaching, and mentoring support were available through the grant to individuals, family members, support providers, agency personnel, and related others who were associated with the community mental health program. The CMHPs’ planning systems were to be reviewed against state administrative rule expectations while at the same time the state rules are to undergo review and possible revision to reflect more person-directed planning.  Final results form this project are still pending.

Standards from the Bureau of Indian Health Services Manual require that a culturally appropriate intervention plan is developed for each client to be served by the program in a timely manner.  The intervention plan is based upon the psychosocial assessment data using the following criteria:

· The intervention plan should include goals that are mutually agreed upon by the client and social worker or members of the health team.

· If needed, steps are defined with specific: objectives and tasks identified for social worker, client, and/or other health care provider(s). Timeframes for, achievement of the objectives and for periodic review of the plan should be included. The plan should allow for a joint monitoring of the helping process for the client and the social worker,. i.e. what has been accomplished and what remains to be done.

· Provision should be made for periodic reevaluation of the client’s health status and for revisions in the intervention plan. The plan is subject to change as new needs become apparent or new information becomes available. 

· The intervention plan reflects the use of appropriate consultants as needed, including native practitioners. When clients are referred to outside consultants or facilities and are anticipated to return for future services, a copy of the intervention/treatment plan should be sent to the program. Consultant use should be documented in the medical charts. 

· Whenever possible, the client should participate in the development of his/her intervention plan, and this participation should be documented in the client’s medical record.  Family members or significant others should be included in the intervention plan when indicated. 


The increased focus on resilience and recovery has effectively required that the field adopt a more person-centered approach to care which is provided by a multidisciplinary team and emphasizes recovery and quality of life rather than simply symptom reduction. This new approach has been identified by the Institute of Medicine in its recent report, Crossing the Quality Chasm, as a core aim for all healthcare systems
.  These expectations can also be found in the national accreditation standards for behavioral health organizations such as the Joint Commission on the Accreditation of Healthcare Organizations (JCAHO) and CARF…The Rehabilitation Accreditation Commission.  In addition standards on treatment planning are advanced by The Council on Leadership and Supports for Persons with Disabilities, which is an innovative accrediting program largely in the developmental disabilities field and the Council on Accreditation which focuses in large part on services for children and families.

The expectations of accreditation organizations for appropriate care planning are clearly articulated.  The JCAHO (Joint Commission on Accreditation of Healthcare Organizations) Behavioral Health Standards Manual has 25 general standards on individualized care planning (this does not include the specific program standards). JCAHO states that “the goal of the care function is to provide individualized, planned and appropriate interventions…the plan is developed based on individual needs identified through assessment.  The plan specifies individual goals and objectives, as well as the actions or interventions needed to meet them.”

CARF’s 2004-2005 Behavioral Health Standards Manual contains at least 47 such standards (not including program specific requirements).  CARF notes that, “…the individual plan contains goals and objectives that incorporate the unique strengths, needs, abilities, and preferences of the persons served, as well as identified challenges and problems.  Planning is consumer directed and person centered.”
 

The Council on Accreditation offers standards specific to the needs of children and families—a population whose unique needs are often overlooked.  The specific standards include:   

G8.5 
Service planning includes and involves family members and significant

others when the person served makes such a request or if the person served is a minor or is under the care of a legal guardian.

G8.5.03 
As appropriate, and with the consent of the person served and/or his/her parent or legal guardian, the family and significant others of the person served:

a. participate in service planning;

b. are kept advised of ongoing progress; and

c. are invited to case conferences.

G8.5.02 
As appropriate, and with the consent of the person served and/or his/her parent or legal guardian, the organization develops a family-centered service plan that:

a. identifies the family’s unmet service needs;

b. plans for maintaining or strengthening the relationship between the person served and his/her family; and

c. addresses the person’s need for the support of his/her family and informal social network.

G8.5.04
An organization that serves children and youth in out-of-home care, in collaboration with the prevailing public authority, plans for the maintenance, resumption, or termination of parental responsibility, and prepares the child or youth for one of the following alternatives:

a. return to home;

b. adoption;

c. another family-like permanent living arrangement; or

d. independent living, as appropriate to the service plan.

G8.5.05 
An organization that serves children and youth in out-of-home care develops a permanency plan, in collaboration with the prevailing public authority, as part of the service plan that includes:

a. regular assessment of the appropriateness of continued placement away from the family;

b. efforts to reunite the child with his/her family or to place with kin; and

c. the encouragement of parent/child/sibling contact, unless contraindicated.

G8.5.06 
An organization that is authorized to make decisions or recommendations for persons that may result, or have already resulted, in separation from their family ensures that a licensed professional with an advanced degree in social work, or in another comparable human services profession with a clinical orientation, and with two years of related experience is part of the decision-making process.

G8.6 
The organization provides or recommends the most appropriate and least restrictive or intrusive service alternative to the person or family served.

Lastly, the Sainsbury Centre for Mental Health in the United Kingdom has made a significant effort towards identifying provider competencies for work in public /community mental health systems.  In a monograph entitled The Capable Practioner, they specify the competencies necessary for proper care planning, co-ordination & review.  According to Sainsbury, providers should be capable of participating in the development and documentation of written care plans which includes:

· the documentation of aspirations and goals for improved quality of life

· the identification of problems, needs and required interventions

· the active involvement of users, carers and families where appropriate

· the comprehensive assessment of health and social care needs (including carers and families support needs)

· the regular monitoring, review and systematic evaluation of outcome and health gain 

· the health and social care required to meet these needs, the development of positive risk management strategies and the action to be taken in a crisis

Taken as a whole, a review of the literature provides much reinforcement for the basic values and principles of person-centered treatment planning but relatively little research based evidence of effective models.  For the most part the literature also lacks for guidance on how to actually train and prepare providers for working with children, families and adults in creating person-centered treatment plans.  
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Models for Implementation of Person-Centered Treatment plans

One potential source of models, practical development, and research findings can be found in the developmental disabilities field.  Individualized planning within the developmental disabilities field was initially shaped by the development of “normalization” as an ideology and organizing belief. This was followed by “person- centered planning” and most recently, “self-determination”.  The flow and development of person centered planning within developmental disabilities is detailed in O’Brien and O’Brien (2000) and O’Brien and Lovette (1992).

A second source of models detailing individual planning can be found in the field of children’s mental health services.  Over many years, the concept of “wraparound services” has evolved to encompass planning for the child that includes thoughtful planning for the family as well. (Paccione-Dyszewski, 2002)  The concepts and technologies underpinning wraparound are strikingly similar to the person-centered planning process and often reference the work of individuals who have contributed to the developmental disabilities modes referenced above.

A third source of models can be found in a few states and service systems/programs that have developed individual service plan systems for adult mental health consumers. The core elements of this model are described in detail below:

What is person-centered planning?

The concept of person-centered planning is not new. Traditionally, most community behavioral healthcare providers have recognized the importance of the consumer and “family” being involved in the assessment, planning and delivery of care.  However, the manner in which many organizations implement that concept has not always been successful.  Part of the problem is related to a failure to approach the implementation in a comprehensive, integrated, well-planned manner that considers the organization’s multiple components and layers. So, what is person-centered planning and how should we approach implementation from a systems-wide perspective? 

First we must develop a clear definition of person-centered care. Person-centered care is a combination of structure, attitude and processes that are reflected in the organization’s systems, expectations and actions of staff members, and in the content and quality of the clinical record documentation.  Person-centered care is a system that is designed to be user-friendly, welcoming, receptive and caring to the consumer. An organization that practices such person- centered care is one in which:

• 
There is no wrong door.

• The structure and partition of services are invisible to consumers

• 
Consumers with co-occurring disorders are not treated as “misfits” that pose problems for staff to “arrange care for.”

• 
Staff members’ practices demonstrate an eagerness to partner fully with the consumer and family.

In a system that is truly person-centered, the consumer is the driving force in the development of his or her individual plan of care. The consumer’s full participation and involvement in the service delivery process begins at the time of assessment, flows into the service and treatment planning process, and then continues during the ongoing reassessment and refinement of goals and objectives throughout care delivery. The clinical record documentation reflects consumer choice, empowerment and engagement. An evaluation of staff competencies and practice patterns indicate a commitment to engage the consumer at his or her current functioning level and stage of change, and leads to the selection of appropriate interventions from a solid repertoire of clinical skills and best practice standards.  By knowing where and how to use clinical depth to formulate services that will best treat the consumer providers and consumers, bring to reality what the President’s New Freedom Commission Report calls a “genuine opportunity to construct and maintain meaningful, productive and healing partnerships.”  With these attributes built into the structure and processes, the organization can readily demonstrate its commitment to delivering person-centered services within a recovery-oriented system and strive to meet the goals of such care:

• Improving service coordination 

• Making informed choices that will lead to improved individual outcomes

• Achieving and sustaining recovery

What is a recovery-oriented system of care?

A recovery-oriented system can be defined as having values of a “person orientation”

(a focus on the individual as one who has strengths, talents and interests rather than as a case or a diagnostic label); personal involvement (the individual’s right to participate in all aspects of the service, including designing the individual plan, and implementing and evaluating services); self determination and choice (a person’s right to make decisions and choices about all aspects of treatment, such as desired outcomes and preferred services); and growth potential (given the opportunity and necessary resources, the inherent capacity of any disorders services. 

Approach
 Believing in recovery and resiliency is essential. A primary barrier to change can often be found in the historical attitudes of clinicians toward clients. A truly person-centered approach requires the inclusion of the individual as a critical member of the treatment team, with an essential role in developing the plan.  Providers must go beyond their often-held belief that they need to control the treatment process  and instead focus on involving consumers and family members in the training process can be especially effective and powerful.

Assessment
The focus of assessment should be not only on gathering information, but also should emphasize the importance of establishing a relationship/alliance with the individual and family. Asking a neutral and inviting question, “How can I be of help?” is an easy way of being more positive, inviting and affirming, instead of focusing on problems and deficits.


An accurate understanding of the individual’s needs, strengths and goals, as discovered through the relationship with the provider, should shape and form both the process and the product. The plan format (whether completed with paper and pencil or with a computer) should support rather than define the process. How the data are actually gathered can play a role in moving toward a service delivery system that is recovery-oriented. The use of semi-structured interviews (not necessarily filling in the blanks/boxes on the assessment instrument in the order of the form), utilizing Motivational Interviewing techniques, and self report questionnaires all may prove to be helpful.

Formulation
Creating a narrative summary that moves the data gathered in the assessment into information is a critical but often-skipped step in plan development. It is essential that we move from the details of what to the understanding of why, and to share this with the client. The insights that lie in this understanding are often what make the critical difference between a successful or failed plan.

A recent Substance Abuse and Mental Health Services Administration (SAMHSA) publication on Cannabis Youth Treatment emphasizes that the provider should give the client a copy of his or her “Personalized Feedback Form” (based on the narrative summary) and review it together in order to increase collaboration, foster engagement in services, and help develop relevant treatment goals.

Often formulations will include some consideration of the individual’s stage (e.g., pre-contemplation or engagement). Utilizing motivational techniques, providers can encourage individuals to assess their own behavior and readiness for change. Providers must remain non-judgmental, while supplying the combination of information and encouragement needed to help the person move to the next stage of recovery. These techniques are particularly effective during the early, trust-building phases of treatment. This is but one way in which creation of the plan can be a significant clinical process.

Formulation should also include an understanding of the role of culture and identity and how these factors inform both the planning for and delivery of services and supports.

Barriers and Priorities
Priorities are an important consideration both for establishing goals and setting objectives — but have different significance for each individual and each phase of the service process. Priority in goal setting is really driven by the wishes and desires of the individual and family, with appropriate help from the provider as needed in clarifying those preferences and priorities. If multiple goals are identified, it is important that their priority, order, or sequence be identified. Barriers to achieving goals should be identified in the assessment and narrative summary. Helping to clarify the individual’s potential barriers to achieving his or her hopes and dreams may help to identify some of the more short-term objectives for the current treatment episode.

Goals and Transitions
Goal setting is yet another opportunity to demonstrate a recovery-oriented approach. There is perhaps no greater expression of respect, understanding, hope and empathy by the provider than the ability to elicit, acknowledge and accept the individual’s and family’s goals. In many respects, this is where individuals may feel most vulnerable — sharing their hopes, dreams and desires. Individuals and families often come seeking help feeling overwhelmed, frightened and defeated by their needs and challenges.  Rekindling a connection with their highest aspirations is an essential first step in creating a successful and effective helping partnership as well as a plan. Having a written goal statement can go a long way toward helping clients toward success.

Objectives
Objectives serve to remove or relieve barriers to the individual’s goals. Matching objectives in the plan to the individual’s stage of treatment or readiness for change, to their development, culture, and age, is a key component of a person-centered plan. Objectives are the sequential or concurrent near-term changes necessary to help the individual and family meet their long-term goals.

Objectives identify the immediate focus of treatment; they are the incremental changes and manageable tasks the individual and family will focus on, bit by bit, as they move toward reaching their goal. Objectives provide both the client and the provider with feedback about progress in attaining goals.

Services and Interventions 
Interventions (also referred to as services or strategies) that promote skill building, and emphasize utilization of natural supports in the community instead of just professional supports, are yet other indicators of a genuine person-centered plan. Interventions that promote growth and self-reliance, such as encouraging individuals to self-direct their recovery; providing education on risk behaviors/diet/nutrition/exercise; teaching relaxation and stress reduction; helping to identify triggers/relapse signals; linking to community events/volunteering; and achieving social integration in work and housing, are all part of a recovery approach.

Documentation

Documentation of the care and service process should be a clear and visible representation of the intent, belief, quality and value of the services delivered.  Looking at the aspects of care in terms of the assessment, service and treatment plans and progress notes are good ways to view documentation from a person-centered context.  The language of the plan should be understandable to the consumer and others, and written in the consumer’s own language, if appropriate. 

All language in the clinical record is unbiased and free of stigmatizing terminology. For example, the plan would note the consumer’s stage of recovery rather than say that he or she is “in denial” or refer to the consumer as a diagnostic label. Language should also reflect interchangeable terminology that is not unique to either a mental illness or a substance abuse disorder but that fits comfortably in both categories. The process of person-centered planning is just as important as the data elements. 

The expectation of person-centered care is that the consumer and his or her support system will be involved in all phases of care, including assessment, planning, monitoring of progress, evaluation of achievement and movement toward goals and desired outcomes. Therefore, documentation needs to offer clear evidence of this. Progress notes become a key to reflecting the consumer and the family’s involvement with the plan’s development. The notes should indicate the following: that planning meetings occurred and who attended them, that information from the integrated summary was shared with the consumer, that the consumer’s goals were solicited, that any barriers to goal attainment were identified, that the consumer signed off on the plan and/or received a copy, and that the plan is continually being reviewed and evaluated. Progress notes that document the ongoing course of care need to contain the data elements needed to support medical necessity, reflect the service definitions as defined by the authority and regulators, and address required components for billing. 

However, for progress note documentation to reflect person-centered care, it needs to contain information regarding the consumer’s perception and self-assessment regarding responsiveness, progress toward stated objectives and the next steps in the service delivery process. Whenever possible, progress notes should include the consumer’s own words and comments about his or her growth and achievement. Some organizations have successfully incorporated documentation of the course of care into the actual service delivery process. Using the act of documentation as a conduit to a therapeutic intervention, clinical staff have involved the consumer in the restating of events as a way of modeling self-reflection and enhanced relationship building. These restatements then become part of the progress notes. In a person-centered system, unless clinically contraindicated as an exception not the rule, documentation should be readily available to the consumer for review and self-retrieval, if desired. Whenever possible, consumers should be given copies of progress notes and other documentation. 

Conclusion
There are a number of strategies available to administrators and direct-care providers to help promote recovery-oriented services. Training on planning techniques and increasing the core competencies of clinicians is essential. In addition, conducting ongoing quality review of records, obtaining regular feedback from clients concerning their satisfaction with services and the planning process, involving consumer advocacy organizations, working in partnership with clients, and providing education about evidence-based practices are all examples of steps that can be taken to strengthen the organization’s commitment to recovery-oriented and person-centered approaches to care.

If providers truly believe in and follow the concepts of recovery and person-centered care, the ownership of service delivery and the written plan is then shared with the individual receiving services. This is certainly a gigantic shift from the notion of the provider being the sole source of expert knowledge and professional experience.  In this environment there is no place for assuming to know what is “best” for the individual, for not sharing the assessment/diagnosis results, for not openly communicating and making shared decisions, for dismissing the individual’s preferences and goals (or not soliciting them at all), or for ultimately fostering dependency rather than self reliance and recovery. Even the most committed providers will sometimes be blind to the negative impacts of these well-accepted, traditional attitudes and approaches.

Person-centered care does not imply that there is no longer any role for the provider to play in the treatment/recovery process. Rather, the provider’s role has changed from that of all-knowing, all-doing caretaker to that of coach, architect, cheerleader, facilitator, shepherd.  The provider builds a partnership with the individual, resulting in a service plan that serves as the road map for recovery. The provider uses the plan as a guide with which to maintain a shared focus on the individual’s progress toward goal attainment, as a framework for needed resources, and as a measure of growth and change. The plan is no longer just an administrative requirement, but rather a clinical necessity.
The Recovery Perspective and Evidence Based Practice: 

Is There a Conflict?

As the initiative to develop evidence based practice (EBP) has moved forward, there has been a

vigorous discussion about whether, and to what degree, EBP and the recovery model are compatible. Evidence based practice relies on empirical evidence regarding the effectiveness of treatment and services for mental illness. What constitutes "evidence" depends on the framework used to evaluate practice and outcome. The framework for EBP in mental health is based primarily on the medical model. In the view of some critics the medical model knowledge base of EBP is not compatible with the recovery model. When applied to mental health, the medical model focuses on disease control and reduction. Evidence of effectiveness is often measured in terms of reduced symptomatology or reduced service use. Usually not examined or measured are components at the core of recovery models, including hopefulness, quality of life, and empowerment.

The discussion of recovery and EBP breaks into several camps. In the view of some observers,

EBP and recovery constitute irreconcilable world views and that EBP poses the threat of rolling

back the advances made in understanding and promoting recovery (Anthony, 2001; Caras, 2001).

EBP may diminish the legitimacy of recovery by controlling the “politics of evidence” (Fisher, 2002). Others with major responsibility for developing, vetting, and implementing EBP have promoted the importance of illness self-management within EBP and the need to better evaluate outcomes such as quality of life, housing, employment and other measures of community integration (Drake et al., 2001; Corrigan et al., 2001).  Much of this discussion, can be found in the journal Psychiatric Services during 2001, and is an important and still ongoing discussion.

Person-centered treatment planning offers the possibility of resolving some of the tensions between the proscriptive elements of EBP and the need to recognize the unique needs attributes wishes and dreams for each individual and family seeking services.  The rigor and discipline of systematically identifying each individual’s needs, goals and objectives is essential.  In thinking through the strategies and interventions available to best help the individual attain his or her goals, the potential benefit and efficacy of EBP need to be considered as a way of optimizing the individual resiliency and recovery outcomes.

Conclusions and Recommendations

There is a large and growing literature over the past 10 years that describes a sea-change in values, attitudes and expectations about the mental health service delivery system and the experience of children, families and adults seeking services and supports.  No longer is treatment per se the focus; increasingly the needs of children are understood in terms of resiliency and the needs of adults in terms of recovery.  The concepts of resiliency and recovery imply a sense of hopefulness, empowerment and self-direction encapsulated in strengths based approach to understanding needs and helping individuals to grow beyond their immediate challenges to fulfill their hopes and dreams.  These ideas and values are in stark contrast to the history of the mental health services field which was largely derived form a medical model with a focus on problems and deficits and the expectation of long-term dependence on systems of care

There is a clear consensus emerging out of the literature about the importance of person-centered approaches to the delivery of services and supports, and the centrality of the individual treatment plan in any organized service delivery process intended to support the resiliency of children and families and the recovery of adults with mental disorders.  There is good agreement on values and the critical role that service recipients must play in developing their own unique individual plan of services to support their personal life goals and vision for the future.  An individual plan is in many respects the essence of resiliency and recovery.  At a time when there is a high level of interest in providing evidence based care, the individual plan is a bridge between what is known to work and the unique needs and preferences of each person and family. 

This consensus is reflected and recorded in many places and many ways ranging from laws and regulations to standards manuals, from books and monographs to journal articles and can also be found on numerous web-sites and through personal accounts. From all of these sources there is good agreement that that the person receiving services (and family as appropriate) must have a primary, active, and meaningful part in the creation of any plan—and that providers must have the knowledge skills and abilities (i.e., competencies) necessary to engage children, families and adults as partners in a working alliance to create a plan and promote change.  

However, there is a striking absence in the literature of research and evidence beyond face validity that person-centered approaches to planning yield better outcomes. Moreover, there are few if any criteria for 1) training providers in person-centered approaches to resilience and recovery, 2) the development of individual plans, or 3) evaluation of provider competence.  There are few if any standards by which to distinguish excellent planning from satisfactory or inadequate work.  What is best and most-effective remains unclear and the process of creating and implementing plans remains problematic.  This issue of service planning was clearly identified in the President’s New Freedom Commission report as a priority concern in any consideration of systems transformation.

Despite the agreement about the importance of person-centered approaches to developing treatment plans, there is little agreement on the best model method by which to accomplish the creation and implementation of a plan.  There is no standardization of method, approach, forms and documentation, final product or the actual application of a plan to service delivery and the provision of supports.  The issues of cultural competence in assessment and treatment planning, and how to account for cultural diversity in the process, also need to be addressed.  Current shortcomings are, in all likelihood, due to several factors—chief amongst them are the multiple functions of a treatment plan and the many masters to be served by both the process and product.  Treatment plans are a focus of concern for a range of stakeholders—from accrediting, certification and licensure authorities, to payers along with consumers and family members as well as providers themselves.  There are a lot of expectations, but in the end little clarity about exactly what to do, how to do it, and what it should look and feel like when done well.

As a result, there are high levels of frustration and dissatisfaction about treatment planning shared by oversight authorities, providers, consumers.  Most providers have had little if any training in treatment planning—and the training they have received has largely focused on the completion of forms that are on balance deficit oriented and “medical model” in their approach.  Many provides dismiss treatment plans as a clinically irrelevant administrative paperwork burden that has little meaning or utility for their work with consumers and families.  While there are some “how to” resources available to train providers in meeting regulatory and payer requirements, they are for the most part deficit oriented in their approach, geared towards meeting administrative requirements and cannot support an individualized person-centered approach.   

There are very few resources available to teach and train providers in how to create person-centered treatment plans for children and adults; as a result, it is rare to find providers that have the skills and abilities to effectively engage and work collaboratively with consumers in the development of individual plans.  For their part, consumers and family members frequently complain about having been left out of the planning process, of not being given choice, of not having their preferences respected, and not having a plan which describes their hopes and dreams and guides their recovery process.  And even when given the opportunity to participate, many consumers and family members feel overwhelmed and uncertain abut what is expected of them and have difficulty in asserting and expressing their wishes and needs.

If the vision of a transformed system brought forward in the President’s New Freedom Commission Report is ever to be realized, there is a critical need to address the gaps in current practice related to person-centered treatment planning.  The need for better planning is made explicit in Goal 2 of the Report and is in many respects a lynch pin for implementation of the Report’s vision and the attainment of several other goals. Some of the following issues need to be addressed:

· A model or several different models for person-centered assessment and treatment planning needs to be developed through a consensus process involving consumers and family members, providers, administrators and policy makers/regulators.  Model development must include consideration of the issues of culture and diversity and their impact on the assessment and planning process.

· The model(s) should effectively reconcile the inherent tension between the demand for efficacy and more standardized approaches to services implied by the concept of evidence-based practices with the unique needs, preferences, choices, and vision of each individual and family seeking services and supports.

· The model should include methods for evaluating current performance as well as criteria for establishing minimal levels of performance or competency in the assessment and planning process.

· The specific criteria of the model(s) should be incorporated into revised and clarified standards, regulations and law as appropriate.

· The model should inform curricula for training of the existing workforce and such training should be regarded as a clinical rather than administrative issue.  In addition efforts to include training on person-centered planning should be included in pre-degree curricula and pre-employment training for para-professionals and peer specialists.  The effectiveness of training programs must be evaluated and measured by the demonstration of competency by students and providers.

· Research studies to evaluate the effectiveness of different models of treatment planning need to be conducted.  Such studies should consider the impact of treatment-planning on person-centered individualized outcomes as well as the experience of care.  Models, curricula and training program as well as standards and regulations should be modified as informed by research evidence.

· Informing materials, orientation programs, and other education and training resources should be developed and made available to consumers and family to help prepare them to be more effective participants and self-advocates in the development of their individual recovery/resiliency plan.  Such efforts need to address the needs of ethnically can culturally diverse groups including but not limited to language access.

The President’s New Freedom Commission’s report called on SAMSHA to convene a group to explore various models of individualized planning.  Such an endeavor will be well served by a preliminary exploration of the potential for sharing lessons learned, problems encountered, and remaining issues among experts in the developmental disabilities person centered planning community, the children’s wraparound projects, the substance abuse treatment and the mental health field.  The development of closer collaboration among these related service delivery systems could potentially assist all areas in their efforts to serve individuals and families more effectively.  

Regardless of the methodology, when the above listed concerns are adequately addressed, the current metal health service delivery system will have been substantially transformed and will be more capable of providing children, families and adults with services that help them to articulate and realize their own unique vision of their life, their hopes and their dreams and a life beyond their immediate mental health needs.  Leadership and support from government, along with the active participation of policy makers, regulators, payers, providers and the advocacy community will likely be required to achieve true success.

Resources

Many recovery resources are available in printed materials and on the web and in some form touch on the issues of individual planning as part of the resiliency/recovery process. Although not an exhaustive list, below are several web sites which may be accessed by consumers, family members, providers, researchers and others and offer some resources for education and training.

Advocacy Unlimited

Founded by Yvette Sangster, AU offers a model program in which consumers learn advocacy skills and networking in order to help themselves and others gain access to the services they need and want and by doing so, work to effect changes in mental health policy and services through grassroots community, social, and legislative action. Developed in Connecticut, AU also has a program in Boston, Massachusetts. 

Contact info: Advocacy Unlimited

300 Russell Road

Wethersfield, CT 06109

Phone: (860) 667-0460

Toll Free in Connecticut: 1-800-573-6929

Fax: (860) 667-2240

URL: http://www.mindlink.org/

Email: webmaster@mindlink.org

Awakenings Project
Envisioned by Patrick Corrigan, Ph.D at the University of Chicago’s Center for Psychiatric Rehabilitation, with the goal to counteract stigma, the project offers art shows and a literary and visual art publication, the Awakenings Review which showcases consumer talent. Through this project the community is afforded opportunities for positive social interactions with mental health consumers. Robert Lundin serves as the Dissemination Coordinator and Editor.

Contact info: University of Chicago

Center for Psychiatric Rehabilitation

7230 Arbor Drive

Tinley Park, IL 60477

Phone: (708) 614-4770

Fax: (708) 614-4780

URL: http://www.ucpsychrehab.org/programs/awakenings/

Email: postmaster@ucpsychrehab.org

Boston University’s Center for Psychiatric Rehabilitation:

Information is available on how toregister for trainings to learn and teach recovery techniques, how to sign up on-line to receive the Mental Health and Rehabilitation eCast and how to order printed materials such as Leroy Spaniol’s Recovery Workbook.

Contact info: Center for Psychiatric Rehabilitation

Boston University

940 Commonwealth Avenue West

Boston, MA 02215

Phone: (617) 353-3549

Fax: (617) 353-7700

URL: http://www.bu.edu/cpr/

Consumer Organization and Networking Technical Assistance Center (CONTAC)

Contac is a national technical assistance service center providing resources for consumers/survivors/ex-patients and consumer-run organizations across the United States. Developed using research on the best and most successful consumer programs among other research, it promotes the importance of self-help, recovery, empowerment, and the development of management and leadership skills by consumers across the United States.

Contact info: CONTAC

P.O. Box 11000

Charleston, WV 25339

Phone: 1-888-825-Tech or (304) 346-9992

Fax: (304) 345-7303

URL: http://www.contac.org/

Email: USACONTAC@Contac.org

Mary Ellen Copeland

Information includes The Wellness Recovery Action Plan (WRAP), one of the most utilized consumer-directed guides on how to recover. Instructions are also available on how to order her books and how to register for training sessions to become qualified to teach using her philosophy and methods. Her newsletter is available on-line or one can sign up to have it sent electronically or by mail.

Contact info: Mary Ellen Copeland, MS, MA

P.O. Box 301

West Dummerston, VT 05357

Phone: (802) 254-2092

Fax: (802) 257-7499

URL: http://www.mentalhealthrecovery.com/

Email: copeland@mentalhealthrecovery.com

Mental Health Client Action Network (MHCAN): The Mental Health Client Action Network of Santa

MHCAN is a consumer-run agency that works to provide mutual support and networking,

advocacy, and education to the public to confront stigma and help consumers restore their dignity

and self-respect.

Contact info: MHCAN

1051 Cayuga Street

Santa Cruz, CA 95062

Phone: (831)469-0462

URL: http://www.mhcan.org/

Email: mail@mhcan.org

The Mental Illness Education Project

Lists books and videos among other resources which many have found helpful in the recovery process. 

Contact info: The Mental Illness Education Project, Inc.

P.O. Box 470813

Brookline Village, MA 02447

Phone: (617) 562-1111

URL: http://www.miepvideos.org/booklist.html

Email: info@miepvideos.org

National Empowerment Center 

A consumer/survivor/ex-patient-led organization offering resources including a newsletter and information on an alternative to the P/ACT programs called PACE, Personal Assistance in Community Existence.

Contact info: The National Empowerment Center

599 Canal Street

Lawrence, MA 01840

Phone: 1-800-POWER2U or 1-800-769-3728

(Outside the U.S.) +978-685-1518

(Fax) +978-681-6426

(TTY/TTD) 1-800-TTY-POWER or 1-800-889-7693

URL: http://www.power2u.org/

National Mental Health Consumers' Self-Help Clearinghouse

The Self-Help Clearinghouse is a national consumer-run technical assistance center which connects individuals to self-help and advocacy resources. Expertise is offered to self-help groups and other peer-run services for mental health consumers, and those interested in the consumer/survivor/ex-patient movement.

Contact info: National Mental Health Self-help Clearinghouse

1211 Chestnut Street, Suite 1207

Philadelphia, PA 19107

Phone: 1-800-553-4KEY [4539] or (215) 751-1810

Fax: (215) 636-6312

URL: http://mhselfhelp.org

Email: info@mhselfhelp.org

People Who

Resources for “people who experience moods swings, fear, voices, and visions” developed and maintained by Sylvia Caras, Ph.D. A number of electronic lists are offered for people who would like to share experiences with others in on-line forums.

Contact info: People Who

146 Chrystal Terrace 5

Santa Cruz, CA 95060-3654

URL: http://www.peoplewho.net

Email: info@peoplewho.org

Recovery Inc. 

In existence for 65 years, Recovery Inc. is a self-help program based on the work of the late psychiatrist, Dr. Abraham Low, who believed that people diagnosed with mental illness could take an active role in their own care.

Contact info: Recovery, Inc. International Headquarters

802 N. Dearborn Street

Chicago, IL 60610

Phone: (312) 337-5661

Fax: (312) 337-5756

URL: http://www.recovery-inc.com/

Email: inquiries@recovery-inc.org
Training Resource Network, Inc.
http://www.trinc.com/pcp/html 

TRN is a publisher and resources provider for the developmental disabilities field.  The following monographs and materials pertaining to person-centered planning include:

· More Like a Dance: Whole Life Planning for People with Disabilities
An overview of person-centered planning including manuals to train on the "how-to's." 

· Reach for the Dream! Developing Individual Service Plans for Persons with Disabilities
A manual on integrating the development of individual written plans, such as IEPs, ISPs and IWRPs, with futures planning processes. It includes sample objectives, sample profiles and futures planning statements.

· It's My Meeting! A Family/Consumer Pocket Guide to Participating in Person-Centered Planning
A user-friendly guide that addresses the focus person directly and provides the steps involved in person-centered approaches to better prepared consumers to participate in treatment planning meetings.

· Vocational Decision-Making Interview
A career counseling assessment based on 54 structured questions on three scales for immediate feedback

· Working on the Dream: A Guide to Career Planning and Job Success
This manual is about person-centered career development for people with serious mental illness. It encourages readers to take charge in choosing a career path, developing job goals and taking responsibility for planning their job search.
Whose Life is It Anyway? A Look at Person-Centered Planning & Transition
This is a self-paced CD for training  on planning

· My Life, My Dream
This video and accompanying color guidebook present a wonderful set of training tools to introduce staff, families, and people with disabilities to the world of person centered planning. 
· Positive Profiles: Building Community Together
A collection engaging exercises to help any person in a team planning meeting learn more about the focus person's strengths and characteristics. Includes forms and activities. 
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Appendix  
Note:  The following forms are presented as but one sample of the kind of documentation that can be sued to record person-centered planning.

Maine BSD

ISP FORM and SUMMARY SHEET
Step by Step Guide

	ISP Goal Sheet

	1
	ISP or Attached Service Plan
	· Only the lead CSW/CM/ICM agency develops the ISP.  All others are considered provider service plans.



	2
	Agency #
	· Number utilized by the agency/office to identify the individual’s record (optional). Your agency may have a policy about needing this information. Defer to agency policy.



	3
	Person Receiving Services
	· Individual’s name.



	4
	Case Manager
	· Person responsible for development of (with person receiving services) and follow-up on ISP.  This is referred to as the CSW/CM/ICM.



	5
	Lead Agency
	· Agency providing and billing for case management services, and responsible for development of the ISP.



	6
	What I Want My Life to Be Like
	· The individual’s “mission statement” in his or her own words, global in nature. The person receiving services may choose to have more than one statement, and the statements may be related to each goal area if desired.  Licensing considers these statements to be the “long term goals”.

	7
	Initial ISP /Annual Review Date
	· The initial ISP needs to be developed within 30 days of the client being opened for CSW/CM/ICM services, and is the date that this process/form is utilized for the first time.  Circle either “Initial ISP” or “Annual Review” on this date section.

	
	90 Day Review
	· ISPs are to be reviewed and/or revised no less frequently than every 90 days.  Changes can be made at any time in the relationship.  Reviews are due 90 days from the last review. 

	
	Annual
	· The ISP must be reviewed annually. The annual review date remains the same year-to-year (e.g., June 1, 2002; June 1, 2003).  For the ISP process, the annual review is no different from the 90 day reviews.  If you rewrite the ISP at the annual review, you must report the goal status of any goals  that were open and are not being brought forward. This is reported on the ISP summary sheet. 

	
	
	· MaineCare looks for a thoughtful annual review of the plan and evidence thereof. They expect that a plan will change over time and 'common sense' would dictate that it occasionally be rewritten. They would not look favorably on a plan that doesn't reflect change over an extended time frame.

	
	
	· Licensing looks for short term, measurable and attainable goals. The plan should be a growing, changing instrument throughout the year. Licensing gets concerned when the plan remains the same year-to-year. They have no problem with the rewriting of a plan at any point in time (when it makes sense) as the plan needs to be usable and readable. If a plan is found not to be user friendly at an audit, they might write a 'consultative comment' to the agency.

	8
	What I Want to Work on 

(My Goal(s)/Need(s))......
	 It is not necessary to write goals in all areas. It is the person’s choice as to which areas to concentrate on and which goals to develop.

 It is necessary to offer assistance and exploration of all areas with the person receiving services. It is not necessary/mandatory that the individual choose to explore all areas. 

 The individual’s description of what she/he wants to work on should be in her/his own words as much as possible.

 There can be more than one goal per life area.

 Number goals consecutively in a goal area.

 One goal per goal page

 Goals must be measurable
 It is strongly encouraged that goals not be carried on for more than 1 year. Developing short achievable goals makes the tasks more attainable, assists the consumer and worker to clearly see the smaller changes occurring over time..
Note:  At least one or two goals should be identified in the initial ISP. One of these goals can be to establish a relationship with the person receiving services in order to better mutually assess the situation and explore goal options.

	9
	Goal Area
	· Case management/Community Support services are based on the consideration of the following goal areas:

1. Housing

2. Financial

3. Education

4. Social/Recreational/Peer

      A. Family

      B. Cultural/Gender


      C. Recreation/Social

      D. Peer Support

5. Transportation

6. Health Care

     A. Dental

     B. Eye Care

     C. Hearing Health

     D. Medical

7. Vocational

8. Legal

9. Living Skills

10. Substance Abuse

11. Mental Health

     A. Trauma

     B. Emotional/Psychological

     C. Psychiatric/Medications

     D. Crisis

12. Spiritual

13. Outreach

14. Other (specify)

 List the goal area the person wishes to work on.


Goals are not limited to the areas listed.  If a goal does not fit in the listed goal areas, use “other”. 
· When using Social/Recreation/Peer, Health Care and Mental Health be sure to indicate sub-category.

	10
	Strengths/Barriers
	· Document both personal and resource strengths and barriers. Lack of resource barriers could be considered a resource strength, and could be noted as such. 

· Strengths and barriers must pertain to the particular goal being addressed. It is not necessary to write a long narrative—be brief but descriptive.

· Use the language of the person receiving services as much as possible. 

· Barriers should be addressed in the action steps.? How are the barriers to the goal going to be addressed in the planning process?
· Strengths should be reflected in the action steps. Assist the consumer in identifying the strengths in their life that will help them to achieve the goal.

 Services and service providers may be a strength, e.g.: CSW

	11
	· How I Will Accomplish My Goals
	· State the individual’s action steps (strategies/objectives) for obtaining goals.

· Each goal should have multiple action steps.

· Not all action steps need to be developed at the time the goal is established. New steps may be developed at any time, to assist the consumer in achieving goals.

· Action steps should be clear, concrete, and measurable.  

	12
	Date Established 
	· “Date established” is the date the action step is originally agreed upon

· Each action step must have its own date established.

	13
	Target Date
	· Target date indicates the date by which the action step is expected to be met.

· The target date should be set according to the length of time needed to accomplish the action step vs. the 90 day review cycle.

	14
	What Do I Need
	· Refers to needed community, natural and generic resources/services.

 Consider community resources in all planning—community integration/involvement is a major goal of the whole process.

 List resources/services needed to obtain the action step (include person, frequency, duration, etc.). This may include private providers.

 Include who will do what, when, where and how often.  The CSW/CM/ICM needs to indicate his or her involvement here.

 For services that are licensed and or funded by BDS and noted on a Class Member ISP, the CSW/CM/ICM must initiate a service agreement.  For a list of agencies licensed or funded by BDS call your local Consent Decree Coordinators office.

 It is the lead CSW/CM/ICMs responsibility to initiate the service agreement. The completed service agreement form must be attached to the ISP and sent to the CDC office at the next 90 day review.  Use the service agreement form on page 36 of this manual.

	15
	Date Met; If Not Met, Why?
	· The ISP form requires the measurement of progress towards the goals.  Completion of this section helps to keep the consumer and the worker focused on the achievements of action steps over time.  
· Date Met: is the date the action step is successfully completed. Once a step is indicated as met, the step is considered completed and no longer an active part of the ISP.

· Target Date Extended: If more time is needed to complete the step, you can extend the target date by noting “extended to____(new date)” and why.  You may also change the original target date in the “target date” column.

· Not Met: If an action step is not met as originally defined, and you are no longer working on this step, write “Not Met” with the Date and briefly state why it was not met. Once a step is “Not Met” it is no longer considered something you are assisting the consumer in doing.  It may be appropriate to develop a new step to assist the consumer in achieving their goal.

· Any time a goal is completed with "CC", "D" or "GA" the “Met/Not Met” section of the goal page must be completed on each action step.  If the consumer is a class member, the ISP is sent to the CDC office at the 90 day review.

· When new action steps for class members are developed, or existing steps are extended, please include the goal sheets with the next summary sheet and send to the CDC office.


	Signature Page

	1
	Person Receiving Services
	· Print name of the person receiving services.

	2
	Funding Source and Funding #
	· List insurance source and number for billing.  If no funding source, write “none.”

	
	
	

	
	
	

	3
	Signatures of ISP Participants
	· All individuals who participated in the development of the ISP/review should be listed and should sign this page in the designated areas.  It is not necessary to list the person receiving services or the CSW/CM/ICM in the participants’ section.  Their signatures and participation are noted elsewhere on the signature page.



	4
	Risk/Benefit Statement
	· A discussion needs to occur between the CSW/CM/ICM and the person receiving services (or guardian, if applicable) regarding the potential benefits and risks of the agreed-upon plan.  The person receiving services (or guardian) must attest to this fact by signing the statement. 



	5
	Date of Review Changes
	· Note the date of all reviews/changes to the plan.

	6
	Consumer Comments
	· This space is provided for the person receiving services or guardian to utilize, as he or she wishes, to comment on his or her involvement in the ISP process.



	7
	Consumer/Legal guardian

Signatures
	· Any time the ISP is reviewed/changed, the person receiving services (or guardian) must re-sign Risk/Benefit statement. 



	8
	CM Initials
	· The CSW/CM/ICM must initial all reviews and changes to the plan.  It is the CSW/CM/ICM’s responsibility to inform the person receiving services of their right to grieve the ISP.


	9
	Signatures
	· Signatures should be legible; include CSW/CM/ICM and Supervisor’s certification levels and/or titles.  If a new CSW/CM/ICM is assigned within the same agency, she/he must review the plan with the person receiving services and sign off on the signature page. 




	ISP Summary Sheet

	1
	Initial/Annual/Update Plan
	· Check whether this is the initial plan, annual, or an update plan.



	2
	Date Completed
	· Enter the date of the ISP or the 90-day review to which this summary refers.  This is the date the annual, initial or update was completed.




	3
	Client Information
	· List the individual’s name, date of birth, social security number, address, phone number and funding source (self pay, Medicaid, private insurance, none, etc.) and funding source number.  Check whether this individual is an AMHI class member and whether this is a new address. 



	4
	Agency Information
	· Check the “no change box” if there have been no changes in this section since the last 90-day review was submitted. 

· Check the appropriate box as to who is providing the case management services:



___ Agency CSW/CM



___ State ICM



___ ACT/Access Team

· Lead agency information: Fill in the name, office address, and phone/fax numbers for the agency providing CSW services.



	5
	Service Agreements
	· Check appropriate box if service agreements are required.  If yes, attach to ISP and send to Consent Decree Coordinators Office.



	6
	Date Closed
	· The date the case is closed to the agency for CSW/CM/ICM services.



	7
	Transferred to/Date
	· The agency and CSW/CM/ICM to which the case was transferred.  If none, note that.  Include the date the case was transferred.


	8
	Primary Language 
	· The primary language of the person receiving services.



	9
	Special Accommodations Needed
	· Indicate any accommodations needed to assist the person receiving services (e.g., translator). If none - note that.



	10
	Crisis Plan
	· Check appropriate box if consumer has a written crisis plan. A crisis plan is different from a crisis goal. Crisis plans are to be attached to the ISP/Review and sent to the CDC office annually or when substantive changes have been made.



	
	Date of last crisis plan update
	· Refers to the date the crisis plan was last updated.



	11
	Criteria for Discharge


	· Licensing requires  “Criteria for discharge”.  This can be documented during the initial planning session, and then updated at least annually or as needed.  It can be addressed in a question and answer format.  For example: “What will you life look like when you have accomplished your goal”? Or, “How will you know if you don’t need services any more”?



	12
	Goal Area(s)
	· List applicable goal area(s) (Housing, Financial, etc.).  



	13
	Narrative Summary
	· Address all goal areas that have been identified in the ISP. 

· Provide a concise and detailed summary on status of goals.  

· Note any goals that have been Established, Achieved, closed out with CC, or Dissolved and why.  



	14
	Status/Date

	· Each goal area must have a status and date attached to it:


GE
=
Goal established


AN
=
Assessed, no need at this time

AO  =  Assessment On-going


CC
=
Client chooses not to address at this time.  CC may be used to close a goal if the consumer chooses no longer to work on this goal.


GA
=
Goal achieved


C
=
Continuing (goal remains open, not achieved yet)


D
=
Dissolved

· The date refers to the date the particular status is assigned.  This date may be different from the review date.  For example a goal may have been established 6 weeks before the review.  The GE date would then be different from the date the review was completed.



	15
	Unmet Needs/Why?
	· Unmet needs are those needs that cannot be met by current existing resources.


*List any unmet need(s) next to the goal area to which it pertains


*Indicate why current resources are not sufficient to meet the need


 *Unmet needs must be addressed in the ISP through an interim plan. Note what efforts will be made to address the need in the absence of the ideal resource.



	16
	Date Unmet Needs Met/How?
	· Provide succinct information about how the unmet need was resolved and date met.

	17
	Signatures
	Have the appropriate person sign on the appropriate line. Licensing does not require Supervisors to sign 90 day reviews. MaineCare does. Maine Medical Assistance Manual, Chapter II, 17.07-2 F. states: The plan will be reviewed and approved in writing by a mental health professional within the first 30 calendar days of acceptance of the person for services and every 90 calendar days thereafter, or more frequently if so indicated in the plan.

	18
	Copy Provided to Person Receiving Services
	The person receiving services must be offered and receive a copy of his or her ISP within seven days of the ISP being written.  Indicate the date when the person receiving services received his or her copy.  If the person receiving services declines a copy of the ISP, note that. 

	19
	Copy Forwarded to CDC
	· Class Member ISPs: A copy of the ISP and a new summary sheet needs to be forwarded to the CDC at each 90 day review. If there are no changes on the goal sheets, they do not have to be forwarded.  Simply complete a new summary sheet to reflect the 90-day review information and forward it. 

· Non-class Member ISPs: Summary sheets with unmet needs must be de-identified and forwarded to CDC office for resource development.

*Process for de-identifying:

 Leave visible: First letter of last name, first letter of first name and DOB (00/00/00). EXAMPLE: SS010959


iSP Form, in General

The ISP is a tool to assist persons receiving services in attaining their goals.  To the maximum extent possible, CSW/CM/ICMs should be assisting the person receiving services in accessing generic resources within the community to meet their goals.  It is the role of the CSW/CM/ICM to advocate, educate and support the consumer in accessing such services.  Some examples of generic resources persons receiving services may need support in accessing are health and dental care, individual and group counseling, substance abuse counseling and transportation.
An ISP does not need to be “completed at one sitting”. An initial ISP does need to be developed within 30 days of the person receiving services coming into service.  However, development of an ISP should move at the pace of the person receiving services. The ISP is, and should be, ever changing according to the individual’s circumstances. In order to ensure that it is a “living, breathing document”, it should be taken into the field (photocopy the original if necessary). It is the map and blueprint for working together within the consumer/ CSW/CM/ICM relationship. As such it should be revised as often as needed to meet the circumstances of life, honoring the principles of psychosocial rehabilitation.

The person receiving services, CSW/CM/ICM and others invited to participate in the process, develop the ISP.  Other plans are considered service plans.

The ISP form, if completed correctly, meets minimum MaineCare service plan requirements and is in compliance with licensing regulations.  

ISP SUMMARY SHEET 

     ____Initial Plan ____Annual ____Update Plan  (1)
Client Information: 













        Date Completed:______(2)_____

Name:________________(3)______________________________________________________ DOB: ____/____/____ Social Security Number:_______________________________

Funding Source: ________________________________ Funding Source Number: __________________________      AMHI Class Member:       ____Yes      ___No

Current Address: 
________________________________________________________________________________________________________________________________________

Telephone: ___________________________(V) ____________________________( TTY)    Is this a new address? ____Yes ____No  (Check Yes if client has moved since last update)

Agency Information:
  No Change 

Case Management is being provided by:
______ Agency CSW/CM     ______ ICM     ______  ACT Team












Lead Case Manager:  ____________________________________________________________ 

Are Service Agreements Required for this plan ?   (5)   ______Yes  ______No

(If “yes”, please attach)












Lead Agency Name:___________________________(4)________________________


Date Case Closed:__(6)__ Transferred to: ___________(7)_________________Date_______

Office Address
_________________________________________________________

Primary Language:______________________________(8)_____________________________














_________________________________________________________


Special Accommodations Needed:__________________(9)_____________________________ 

Telephone:
 ____________(V)  __________( TTY)  ___________(FAX)


 Crisis Plan: ______Yes ______No   (If “yes”, please attach )     Date of  last Crisis Plan update: _______(10)_______

90 Day Summary Narrative
	Criteria For Discharge:

                                                  (11)

	Goal Area(s):

                                                   (12)

	Narrative Summary:

	

	

	

	

	

	

	

	

	


(“Revised September, 2002")
The following goal areas should be considered in the context of the individual’s recovery:
Person Receiving Services: _______________________________________
(Status: GE-Goal Established; AN - Assessed, No Need at this time; AO- Assessment On-going;  CC-client chooses not to address at this time; GA-goal achieved; C-Continuing; 

D-Dissolved;  

(Unmet Need: Note needs that cannot be met by current resources and indicate why)

Goal Areas

                                      Status/Date

                     Unmet needs/ Why?

            
   Date unmet needs met/How?      









                 (Unmet needs must be addressed with an 









                               Interim goal/action steps.)
	1.  Housing
	
	
	
	
	
	

	2.  Financial
	
	
	
	
	
	

	3.  Education
	
	(13)
	
	(14)
	
	(15)

	4.  Social/Recreation/Peer Support
	
	
	
	
	
	

	A. Family
	
	
	
	
	
	

	B. Cultural/Gender
	.
	
	
	
	
	

	C. Recreational/Social
	
	
	
	
	
	

	D. Peer Support
	
	
	
	
	
	

	5.  Transportation
	
	
	
	
	
	

	6.  Health Care
	
	
	
	
	
	

	A. Dental
	
	
	
	
	
	

	B. Eye Care
	
	
	
	
	
	

	C. Hearing Health
	
	
	
	
	
	

	D. Medical
	
	
	
	
	
	

	 7.  Vocational
	
	
	
	
	
	

	 8.  Legal
	
	
	
	
	
	

	 9.  Living Skills
	
	
	
	
	
	

	10.  Substance Abuse
	
	
	
	
	
	

	11.  Mental Health
	
	
	
	
	
	

	A. Trauma
	
	
	
	
	
	

	B. Emotional/Psychological
	
	
	
	
	
	

	C. Psychiatric/Medications
	
	
	
	
	
	

	D. Crisis
	
	
	
	
	
	

	12.  Spiritual
	
	
	
	
	
	

	13.  Outreach
	
	
	
	
	
	

	14.  Other (specify)
	
	
	
	
	
	

	
	
	
	


Case Manager Signature:


_________________(16)_______________(Date)__(17)_copy of ISP provided to person receiving services: _____________________(Date)

Supervisor Signature:


_________________(16)_______________(Date)__(18)_Copy of ISP forwarded to CDC: ___________________________________(Date)




















(“Revised September  2002")
INDIVIDUAL SUPPORT PLAN                                                  Agency #:_________(2)_______________

ISP ______ or Attached Provider Service Plan__(1)_

Person Receiving Services: _______________(3)___________________ Case Manager: ____________(4)_____________  Lead Agency_____________(5)______________

What I want my life to be like:_____________(6)____________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________

Initial ISP/Annual Review Date: _______(7)______ 

	WHAT I WANT TO WORK ON
(My Goal/Needs)
	HOW I WILL ACCOMPLISH MY GOAL(S)

(Action Steps, Strategies, Objectives)
	WHAT DO I NEED
COMMUNITY RESOURCES/SVCS.
	DATE ACTION STEP  MET, 

IF NOT MET, WHY?

	GOAL AREA: _____________(9)_____________

SUBCATEGORY__________________________
	Date   Est.
	
	Target   Date
	
	

	(8)

(Please number goals consecutively)
	(12)
	(11)
	(13)
	(14)
	(15)

	STRENGTHS (PERSONAL & RESOURCE)

(10)
	BARRIERS: (PERSONAL & RESOURCE)



(10)
	(Proposed resources and services to be delivered, responsible agency/person, frequency and duration, and  written service agreement)
	


Person Receiving Service:_________________________(1)___________________________________Funding Source & Number  _______________(2)_________________

SIGNATURES OF ISP PARTICIPANTS:

NAME:  (Printed name)

           (Signature)



  AGENCY      


 RELATIONSHIP                   DATE

	(3)
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	 

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


	CLIENT/GUARDIAN/REPRESENTATIVE
	DATE OF 

REVIEW/CHANGES
	CONSUMER/LEGAL GUARDIAN

SIGNATURES
	CM INITIALS

	I have developed this plan with my case manager.  It accurately represents my goals and objectives at this point in time.  We have discussed, to my satisfaction, how my participating in this plan can help me, as well as the possible risks involved in my participating in this plan.
______________(4)_________________
Date:______________

Person Receiving Services Signature
______________(4)_________________
Date:______________

Legal Guardian Signature:
	(5)

_____/_____/____

_____/_____/____

_____/_____/____

_____/_____/____

_____/_____/____

_____/_____/____

_____/_____/____

_____/_____/____
	_________________(7)________________

____________________________________

____________________________________

____________________________________

____________________________________

____________________________________

____________________________________

____________________________________


	_______(8)____

______________

______________

______________

______________

______________

______________

______________

	Consumer Comments:                      (6)
	
	
	

	
	
	
	

	
	
	
	


I have reviewed with the consumer the risks and benefits of this plan, and their right to grieve the ISP__________________________________ Date: ___________________















(Case Manager Signature)



 



Case Manager Signature:______________________(9)_______________________






Date: ___________________






*Complete if a new case manager is assigned

Supervisory Signature:     _____________________(9)________________________






Date: ___________________
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From the Sainsbury Centre for Mental Health








� There are many terms that can be used to refer to a plan including recovery plan, service plan, individual plan treatment plan, etc.  For the purposed of this paper and discussion, the term treatment plan will be used.  These plans are to be distinguished from other individual and recovery oriented plans, such as the WRAP (Wellness and Recovery Action Plan) promoted by Mary Ellen Copeland and others.  Treatment plans refer to those planning processes and documents that mental health service providers are required to create to satisfy external oversight requirements and standards of care and are also used in the documentation of medical necessity for the purposes of billing and justifying service provision.  They should be a compliment to personal action and recovery plans developed by an individual to help with goals identification, self management, crisis prevention management, and clarification of treatment preferences and choices. 


� President’s New Freedom Commission Report, 2003.


� http://www.namiscc.org/newsletters/December01/mhcanfocus.htm


� http://www.floridasdc.info


� Institute of Medicine, Crossing the Quality Chasm, National Academy of Sciences Press, 2001.


�  Joint Commission on Accreditation of Healthcare Organizations, 1999-2000 Standards for Behavioral Health Care, page89.


�  CARF…the Rehabilitation Accreditation Commission, 2002 Behavioral Health Standards Manual, page134.









