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A Good Life

Person-Centered Planning in Virginia for 
Individuals using the ID & DS Waivers 

Office of Intellectual Disability Supports
Department of Mental Health, Mental Retardation and Substance Abuse Services
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Daun, Tim, Chris, Lisa, Christina

PCP Leadership Team 6 : Vision & Direction

Website: http://www.vcu.edu/partnership/disability_advocacy_ind_fam.html
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Changes in Language

Client/Consumer = Individual

Case Manager = Support Coordinator

Service Plan = Support Plan

Training = Learning

Assistance = Supports

Specialized Supervision = Safety Supports

Interventions/Strategies = Support Instructions
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ISP Framework

One plan/ Shared outcomes
Partners/Circles of support

Self-direction
Health and safety
Regulatory compliance

Person-Centered Practices Leadership Team 5
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My Planning Partner

A Good Life
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What is a Planning Partner?

-completing the profile, 
-arranging planning meetings,
-contacting partners,
-identifying off-limit topics,
-communicating with SC.

A friend…
family member…

support provider…
someone who helps with:
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Building my community…

A Good Life
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FriendsFriends FamilyFamily

ProvidersProviders

Relationship Relationship 
map for: map for: 

______________________
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Available 

Tool
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Greet and meet.
Share something that made you smile.

Becoming a PC Team:
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Facilitator    = Individual & SC 
Recorder      = Partner volunteer
Timekeeper = Partner volunteer

Partner Roles:
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The Individual Support Plan

Part 1. Essential Information

Part 2. Personal Profile

Part 3. Shared Planning

Part 4. Agreements

Part 5. Support Plans
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Before 
planning

During 
planning

After 
planning
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Demographics, health and safety information 

I. Essential Information
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• Personal, provider & emergency contact information
• Eligibility documentation
• Health and medical
• Relevant history
• Back-up and discharge plans, when needed
• Legal, advocacy, access concerns
• Assessment of support needs
• Financial

I. Essential Information

What?

Needed for Medicaid services
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Risk assessment

SIS
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•Prior to implementing the ISP

•Updates shared as needed and at least quarterly

I. Essential Information

When?

Who?
• Completed by SC (and Waiver providers) 

with individual and partner input.
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II. Personal Profile
What’s important to and about me.
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• A good life (from “my perspective”)
• Talents, gifts and contributions
• What’s working & not working in life right now

II. Personal Profile
What?

A living description of the individual.
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• Individual with someone he or she chooses 
• Partners share what they’ve learned
• Support Coordinator distributes final

Who?

• Completed prior to annual meeting
• Updated by providers with new learning & 

shared quarterly

When?

II. Personal Profile
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• Individual shares profile, with support as 
desired

• Partners share profile updates at meeting

II. Personal Profile

How?
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Presenter
Presentation Notes
[Tell everyone to turn to the blank copy of the profile and prepare to begin their own profile. Stress value of doing one’s own, before helping others to complete theirs.]
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Partners discuss a good 
life, talents and 
contributions

II. Personal Profile



26

Considers what’s working and not working in my life

II. Personal Profile
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Considers what’s important TO me and 
what’s important FOR me

II. Personal Profile

Presenter
Presentation Notes
Emphasize need to know difference. 
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Important toImportant to

What makes a person happy, What makes a person happy, 
content, fulfilledcontent, fulfilled
•

 
People, pets

•
 

daily routines and rituals, 
•

 
products and things, 

•
 

Interests and hobbies, 
•

 
places one likes to go

Presenter
Presentation Notes
Important to is what makes a person happy, content, fulfilled.  This may include people, pets, daily routines and rituals, products and things, interests, hobbies, places one likes to go.  Think about your own lives. (Give your own example and then elicit responses)



What  is important to you?
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Important forImportant for

What we need to stay healthy, safe What we need to stay healthy, safe 
and welland well

•
 
health and safety

•
 
things that others feel will contribute 
to being accepted or valued in the 
community

Presenter
Presentation Notes
Important for is what we need to do to stay healthy and safe. Services are usually very good at describing and delivering what is important for a person, for example what medication is needed, how a person must be positioned, how to make sure they are clean.  (Give your own example and then elicit responses)

 

What is important for you in your lives?



If someone has diabetes and needs insulin injections but hates the thought of needles, is getting the insulin imp to them or imp for them? 



Another aspect of important for are things that others feel will contribute to being accepted or valued in the community.  We all learn what is socially acceptable and what isn’t.  Some of us learn through modeling, through social cues, trial and error.  When we haven’t learned these things, we depend on others to teach or tell us what is acceptable. Maybe some of you can relate to having a teen come down stairs to go out and you ask—where are you going dressed like that?  Another example might be physical boundaries.  I had to intentionally teach my daughter about boundaries.
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SIS
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Partners review profile & 
what’s “important to.”

III. Shared Planning

Changes desired
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Home

III. Shared Planning
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Community and Interests

III. Shared Planning
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Relationships

II. Shared Planning
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Partners review “important 
for” items  on the ISP

Taken from Profile & 
Essential 

Information/SIS

III. Shared Planning
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Desired outcomes are identified

III. Shared Planning
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• Outcomes are NOT services
– Jack receives residential services.

• Outcomes are NOT meaningless to the 
individual or just supports that are needed
– Jack takes a shower…counts money… receives 

suctioning.

• Outcomes are NOT the same for everyone.
- Jack gets along with others.

III. Shared Planning
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• Outcomes ARE written as if they are happening 
now.
– Jack has a vegetable garden he works in at least twice 

a week.  
• Outcomes ARE the individual’s choices.

– Jack tries at least 2 new foods or dishes each week. 
• Outcomes ARE identified by considering the 

individual’s profile.
– Jack hangs out a Krispy Kreme with his “buddies.”

III. Shared Planning
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• Outcomes ARE seen and counted.
– Jack walks around in a small neighborhood to shop, 

bank and eat out with friends at least weekly. 
• Outcomes ARE written in the individual’s words, 

– Jack hangs out at Krispy Kreme with his “buddies.”
or what team thinks Jack desires
--Jack has money to spend on greeting cards, gardening 

supplies and eating out. 

III. Shared Planning
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All important FOR items including  
routine supports and support 

coordination monitoring are addressed 
under the Important FOR section of 

Part III

Planning for health, safety and well-being
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Plan is evaluated before agreements

IV. Agreements
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Signed by all partners with 
contributors listed

IV. Agreements
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Part V: Plan for Supports

Optional 
format
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V. Plan for Supports
Supports tailored to individual preferences

Person-centered 

descriptio
ns
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Schedule to meet agreements

V. Plan for Supports
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Keeping track

V. Plan for Supports
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Ongoing notes

V. Plan for Supports
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What?
Ongoing review and improvements

V. Plan for Supports
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• Completed with the individual by all 
providers and SC

Who?

• Quarterly  

When?

V. Plan for Supports

Ongoing review and improvements
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Questions?

Please check 
http://www.dmhmrsas.virginia.gov/http://www.dmhmrsas.virginia.gov/

for forms, updates and contacts.for forms, updates and contacts.

http://www.dmhmrsas.virginia.gov/
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