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ADULT DAY HEALTH CARE                                                          SUBJECT: PERSON CENTERED CARE PLANNING 
EFFECTIVE: 10/19                                                                         SECTION:  6B
POLICY:
Each GuildCare registrant will have a plan of care developed by the registrant, the registrant’s representative (if appropriate) and the GuildCare interdisciplinary team.
PROCEDURE:
1. Registrant will lead the person-centered planning process where possible
· Care plan team includes people chosen by registrant
· Registrant representative should have participatory role as needed and as defined by registrant
· Registrant directs the process to the maximum extent possible and is enabled to make informed choices and decisions
2. Care plan process
· Care plan is timely (upon admission, every six months, whenever there is a change in condition, or at the request of the registrant) and occurs at times and locations of convenience to registrant.  The initial plan of care will be developed within the first five days of attendance, not to exceed 30 days.
· The interdisciplinary team will be represented by nursing, social work, VRT, Dietary, Recreation, PT, OT, ST, and other departments directly involved in the registrant’s care and treatment
· The team coordinator will be the program nurse.  In the absence of the nurse, the social worker will function in this capacity.
· The care plan will reflect cultural considerations of the registrant and is conducted in “plain language” and in the language the registrant prefers
· Includes strategies for solving conflict or disagreement within the process, including clear conflict-of-interest guidelines for all planning participants  
· Offers informed choices to the individual regarding the services and supports they receive and from whom
· Includes a method for the registrant to request updates to the plan as needed, or request additional services.
· Records the alternative home and community-based setting that were considered by the registrant
3. Care plan requirements
· Must reflect the services and supports that are important for the registrant to meet the needs identified through UAS-NY
· Must reflect the services and supports that are important to the registrant
· Must reflect that the setting in which the registrant resides is chosen by the registrant
· Must reflect the registrant’s strengths and preferences
· Must reflect clinical and support needs as identified through UAS-NY
· Must include goals and outcomes (identified by registrant)
· Must include services and supports (paid and unpaid) that will assist the registrant to achieve identified goals and the providers (paid/unpaid) of such services
· Must reflect risk factors and measures in place to minimize them
· Must be understandable to the registrant and representative: plain language, language preferred by registrant, accessible to people with disabilities
· Identify the individual responsible for the PCSP
· Must be finalized and agreed to, with consent of the registrant in writing and signed by all individuals and providers responsible for its implementation
· Must be distributed to registrant and other people involved in the care plan
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