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Person-Centered Planning & the Plan of Care

Completing the BH HCBS Plan of Care



Training Objectives
 Health Home Care Managers (HHCMs) will review the role of Person-Centered Planning in

the development of the Plan of Care

 HHCMs will be able to identify state and federal guidelines and requirements regarding Plan
of Care documentation

 HHCMs will see a sample of a completed, person-centered, strengths-based, recovery-
oriented Plan of Care that identifies appropriate services

 Care Management Agencies (CMAs) will leave with a framework for developing a Plan of
Care document that meets or exceeds all requirements



Intro to Person-Centered 
Planning Concepts



Person-Centered Planning
SAMHSA (2015a) defines “Person-Centered Planning” as a collaborative process where
service recipients participate in the development of goals and services provided, to the greatest
extent possible. Effective person-centered planning strengthens the voice of the individuals,
builds resiliency, and fosters recovery. The process of developing a person-centered Plan of
Care is supported by the development of a partnership and process for collaboration between
the Health Home Care Manager and the individual receiving services.



Defining Recovery
“Recovery is a journey of healing and transformation enabling a person with a mental health or
substance use problem to live a meaningful life in a community of his or her choice while
striving to reach his or her full potential.”

(The Council on Quality and Leadership, 2010)



Behavioral Health & Recovery
“The adoption of recovery by behavioral health systems in recent years has signaled a
dramatic shift in the expectation for positive outcomes for individuals who experience
mental and/or substance use conditions. Today, when individuals with mental and/or substance
use disorders seek help, they are met with the knowledge and belief that anyone can
recover and/or manage their conditions successfully. …Hope, the belief that these challenges
and conditions can be overcome, is the foundation of recovery. A person’s recovery is based on
his or her strengths, talents, coping abilities, resources, and inherent values.”

(SAMHSA, 2015b)



Person-Centered Planning and Federal 
Requirements/Characteristics
The individual will lead the person-centered planning process where possible. The individual’s
representative should have a participatory role, as needed and as defined by the individual,
unless State law confers decision making authority to the legal representative.

This checklist may be used to determine whether the Person-Centered Planning process
requirements have been met:

https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/hcbs_f
ed_person_centered_planning_process.pdf

https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/hcbs_fed_person_centered_planning_process.pdf


Person-Centered Planning: 

The Logic of Building a Plan
Outcomes

Services

Establishing Objectives

Identifying Strengths, Barriers, & 
Individual Preferences

Setting Goals

NYS Community Mental Health Assessment & 

Determination of Adult BH HCBS Eligibility

HARP Enrollment

(Adams, N. & Grieder, D., 2005)



Best Practice: During the Person-Centered Planning process, the Care Manager needs to provide

important information regarding services, supports, and resources in order to enable the person to

participate fully and effectively. Some tips on how to provide this information include:

 Assess the person’s knowledge and awareness of their chronic health conditions and treatment

options

 Use appropriate, understandable language; avoid acronyms and abbreviations

 Provide visuals, including charts or diagrams when necessary

 Have copies of brochures for service providers and community resources (ask local

organizations for extra copies of their marketing materials)

 Provide Fact Sheets on diagnoses and/or services

 If available, share outcome data from provider agencies

 Offer to share copies of this information with natural supports (parents, spouses, friends), if an

appropriate release has been signed



Additional Federal Documentation 
Requirements
In addition to following a person-centered planning process when developing the Plan of Care,
each Health Home provider agency is responsible for ensuring that their Plan of Care template
meets the Federal Documentation requirements found on the checklist below:

https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/hcbs_p
oc_fed_rules_regs.pdf

https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/hcbs_poc_fed_rules_regs.pdf


Federal Documentation Requirements
The Plan of Care:

 Reflects that the setting in which the individual resides is chosen by the individual.

 Reflects the individual’s strengths and preferences

 Reflects clinical and support needs as identified through an assessment of functional need

 Includes individually identified goals and desired outcomes

 Reflects the services and supports (paid and unpaid) that will assist the individual to achieve 
goals

 Reflects risk factors and measures in place to minimize them

 Is understandable (written in plain language) to the individual receiving services and 
supports

(Continued on next slide.)



Federal Documentation Requirements  
 Identifies and lists the individuals(s) and/or entity(ies) responsible for monitoring the Plan of 

Care

 Is finalized and agreed to, with the informed consent of the individual in writing, and is 
signed by all individuals and BH HCBS providers responsible for its implementation

 Is distributed to the individual and other people involved in the plan

 Includes self-directed services, if/when applicable

 Prevents the provision of unnecessary or inappropriate services and supports

 Documents modifications based on risk assessment (see federal guidelines for more 
information)

https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/hcbs_poc_fed_rules_regs.pdf


Developing a Plan of Care



What is the Plan of Care?
The Plan of Care is a roadmap to behavioral and physical health and recovery. It guides the
individual, his family and other natural supports, and providers toward achieving goals and
positive outcomes. Based on a thorough assessment of the individual’s strengths,
preferences, barriers, and needs, the Plan of Care will indicate which paid and unpaid services
and supports the person has chosen to receive.



The Plan of Care & Quality
A high-quality Plan of Care, developed within a Person-Centered, strengths-based, and
recovery-oriented framework, will:

 Promote and instill hope

 Act as a resource (“roadmap”) to the individual and providers

 Engage the individual in recovery and forge a partnership between the individual and the
HHCM

 Prevent a duplication of services and supports

A high-quality POC should be focused on the individual’s goals and will improve the ability of
other service providers to coordinate services, supports, and interventions.



The Process of Developing the Plan
 Ask questions:

 How would you describe yourself to someone who doesn’t know you? What are your 
interests or hobbies?

 What is important to you in your life? Why?

 What are your hopes and dreams for the future? Are there any hopes or dreams from 
earlier in your life that you’d like to revisit?

 How does your behavioral health disorder affect your day-to-day life?

 How do you spend your days? 



The Process of Developing the Plan
 Are you satisfied with your living situation right now? Is there anything you’d like to 

change about your living situation?

 Are you interested in taking better care of your health? Would you like to improve 
your self-care?

 Who are the most important people in your life right now? Who do you spend your 
time with?

 What supports and services can help you get where you want to go?



The Process of Developing the Plan
 Use of the Plan of Care template alone does not meet the requirements of the person-

centered planning process, rather it should be used as a tool for documenting individual
content in a person-centered way.

 A skilled HHCM will facilitate the Plan of Care meeting in such a way that the relevant and
necessary information is elicited from the individuals and providers, and that may mean
that you do not move through the document in a linear fashion.

Best Practice: When developing the Plan in partnership with the person, the HHCM should start work
on Section 3 (BH HCBS Eligibility) & Section 6 (Goals, Preferences, & Strengths) before completing
Sections 2, 4, & 5. This will ensure that the person’s goals, preferences, and strengths guide the
planning process.



The Process of Developing the Plan
 The CMA should be aware of what the state and federal requirements are, what the sample

template includes, and what the agency’s Electronic Health Record (EHR) includes. If
discrepancies are identified, rely on state and federal guidance documents when
determining whether your form meets minimum requirements.

 CMAs should advocate with your EHR provider for Person-Centered and Strengths-Based
forms. Don’t be afraid to request changes if the tools they provide do not meet your agency’s
needs.



Person-Centered Planning in Action

Sample Plan of Care



Completing a Person-Centered POC
The following is an example of a person-centered Plan of Care using the template located on
the DOH website. However, each CMA is responsible for ensuring that the template they adopt
meets the Federal Adult Behavioral Health HCBS Person-Centered Planning Process
Requirements/Characteristics and the Federal Adult Behavioral Health HCBS Plan of Care
Documentation Requirements.

You are encouraged to develop your own template or modify the one provided in order to meet
and exceed these requirements.

https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/hcbs_poc_template.pdf


Case Example
Mary is a 34 year-old single African American female who is employed as a food service
worker and lives alone in her community in Albany, NY. Mary enjoys several interests
including playing the piano, writing poetry, reading, and watching movies. She was
recently assessed as eligible for Adult Behavioral Health HCBS Services on the NYS
Community Mental Health Assessment. She is now seeking supports through the BH HCBS
Waiver due to the recurrence of mental health symptoms. Mary has been in recovery from a
substance use disorder for five years. Mary was encouraged to seek help by her supervisor
at work because of increased anger outbursts over the last 6 months. She has held her
current job for 14 months. Mary reports that she decided, on her own, to stop taking
medications prescribed for the treatment of a schizoaffective disorder about six months ago.
She reports that she was “feeling good” and that she believed that the medicines were causing
her to gain weight and feel “dopey” during the day. Mary also has Type-2 Diabetes, and she
believes her psychiatric medications were affecting her blood-glucose levels. While Mary has
maintained sobriety, she is concerned that the recurrence of mental health symptoms may
jeopardize the progress she has made.



POC Cover Page



Section 1: Demographic Information

Best Practice: If the individual has guardian or Personal Representative, the CM should indicate 

that and should include their contact information in the Plan of Care.



Section 3: BH Home and Community Based 
Services (BH HCBS) Eligibility
 Per the DOH HH Standards (10/05/15):

 documentation of the results of the HCBS Eligibility Screen must be documented on the 
Plan,

 for individuals eligible to receive HCBS, a Summary of the NYS Community Mental 
Health Assessment.



Section 6: Goals, Preferences & Strengths
 Per DOH HH Standards (10/05/15), the Plan must include the individual’s stated Goals 

related to treatment, wellness, and recovery;

 Per Federal Documentation Requirements, the plan must:

 reflect the individual’s strengths and preferences;

 Include individually identified goals and desired outcomes;

 be understandable to the individual receiving services and supports (written in plain 
language)

Best Practice: When writing objectives, use the SMART formula (adapted here to fit a recovery-

oriented framework):

Specific, Measureable, Action-Oriented,  Reflective, Time-Oriented



Defining Key Concepts

Goal: A statement of what the person is hoping to achieve (typically specific to a certain life domain).

It should affirm the person’s choice in how he or she wants to live, work, and/or enjoy his or her

life.

Objective: Something that an individual will do or change while working toward achieving a goal.

Objectives clearly represent steps toward the achievement of the goal. Objectives are a statement of

the intended result.

Outcome: Outcomes are what was or was not done or achieved. Outcomes can be positive or

negative. An outcome statement should tell the reader what you intend to happen as a result of

meeting the objective.

Intervention: What the paid or unpaid supporter (staff) will do to support the achievement of

objectives and goals. Services and supports are interventions.





Best Practice: Using the person’s own language and “I” statements is empowering and conveys a 

sense of ownership over the outcomes listed.







Section 2: Clinical and Non Clinical Needs/ 
Services at the Time of Assessment
 Per Federal Documentation Requirements:

 Plan must reflect clinical and support needs as identified through an assessment of 
functional need

 Plan must reflect the services and supports (paid and unpaid) that will assist the 
individual to achieve identified goals, and the providers of those services and supports, 
including natural supports. Natural supports are unpaid supports that are provided 
voluntarily to the individual in lieu of HCBS waiver services and supports.

 Per DOH HH Standards (10/05/15), the Plan must include functional needs related to 
treatment, wellness and recovery goals and key community networks and supports



Best Practice: When determining current Medical, Behavioral Health, and Social Service needs

and current services, be thorough in examining all of the individual’s current services and

resources:

 What agencies and organizations is he/she connected to?

 Is he/she receiving any OMH or OASAS state-aid funded or grant-funded supports and services?

 For example: OMH Ongoing and Integrated Supported Employment

 Does he/she receive support or resources through community groups/organizations?

 For example: churches, food banks and community gardens, community centers, advocacy

organizations, school groups, Employee Assistance Programs, cultural organizations, 12-

step groups and other self-help groups, etc.

 Does he/she receive supports/services through another state or federal agency?

 For example: ACCES-VR, OPWDD, OTDA, DOL, etc.







Best Practice: The CMA should indicate on the POC which services and supports are current and which are in 

referral status or identified as needs.



Section 4: Recommended BH Home and 
Community Based Services (BH HCBS)
 Per Federal Documentation Requirements, the Plan must reflect the services and supports 

that will assist the individual to achieve identified goals;

 Per the DOH HH Standards (10/05/15) for individuals eligible to receive HCBS, 
recommended HCBS that target the individual’s identified goals, preferences, and needs 
must be identified on the Plan of Care.

Best Practice: Document not only the recommended services, but also the actual services that

the individual agrees to pursue/receive. Once eligibility for services is established, the

individual’s informed choice is paramount and should be documented in the Plan of Care.



Caution regarding Plan of Care Approval Workflow & Section 4 of the POC:

The frequency, scope, and duration of services are determined by the BH HCBS provider agency in

collaboration with the individual, following a service-specific assessment. The BH HCBS Provider

contacts the MCO to obtain prior authorization for frequency, scope, and duration. The MCO will

then send an authorization letter to the HHCM and BH HCBS Provider. The HHCM will then update

and implement the Plan of Care with this information, and share the updated Plan of Care with the

MCO and individual. (See Adult BH HCBS Plan of Care Approval Workflow for more information on

this process.)

Therefore, when initially completing the Plan of Care meeting with the individual, the Care Manager

may not know the frequency, scope, or duration for recommended services. The Plan of Care

should be updated when this information is available.

https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/hcbs_poc_workflow.pdf




Section 5: Interventions
 Per the DOH HH Standards (10/05/15),  the Plan of Care must include a description 

of planned Care Management Interventions and timeframes



Section 7: Risk Assessment and Mitigation 
Strategies
 Per Federal Documentation Requirements, the Plan must:

 reflect risk factors and measures in place to minimize them, including individualized 
back-up plans and strategies when needed;

 document any modifications based on risk assessment, as identified above.













The Risk Assessment to Justify an Intervention/ Support to Address an Identified Risk must be 
completed if the individual resides in a provider-owned or controlled residential setting and the 
following conditions are not met in that setting:

 The unit or dwelling is a specific physical place that can be owned, rented, or occupied 
under a legally enforceable agreement by the individual receiving services, and the 
individual has, at a minimum, the same responsibilities and protections from eviction that 
tenants have under the landlord/tenant law of the State, county, city, or other designated 
entity. For settings in which landlord tenant laws do not apply, the State must ensure that a 
lease, residency agreement or other form of written agreement will be in place for each 
HCBS participant, and that the document provides protections that address eviction 
processes and appeals comparable to those provided under the jurisdiction’s landlord tenant 
law.

 Each individual has privacy in their sleeping or living unit.

 Individuals have the freedom and support to control their own schedules and activities, and 
have access to food at any time.

 Individuals are able to have visitors at any time.

(CFR 441.301(c)(2)(iii))

Note: Guidance regarding HCBS Settings is forthcoming.



Section 8: Person-Centered Plan of Care 
Affirmation/ Attestation
 Per Federal Person-Centered Planning Requirements, the Plan must:

 Include people chosen by the individual;

 Include strategies for solving conflict or disagreement within the process;

Offer informed choices to the individual regarding the services and supports they receive 
and from whom; and,

 Include a method for the individual to request updates to the plan as needed.



Section 8: Person-Centered Plan of Care 
Affirmation/ Attestation (con’t.)
 Per Federal Documentation Requirements, the Plan must:

Be finalized and agreed to, with the informed consent of the individual in writing, and be 
signed by all individuals and HCBS providers responsible for its implementation

Be distributed to the individual and other people involved in the Plan

 Per DOH HH Standards (10/05/15), the Plan must include:

The individual’s signature documenting agreement with the Plan of Care;

Documentation of participation by all Key Providers in the development of the Plan of 
Care.







Section 9: Approved/Denied Services







Recipient Rights







Documenting an Individual’s Choice in Residential Settings

Housing Questionnaire



Housing & Federal Requirements
Federal Guidance requires that the Plan of Care reflects that the setting in which the individual
resides is chosen by the individual. For example, “I want to live at _____________. If I want to
move, the following action steps were identified: ____________________________________.”

In order to comply with this requirement, we recommend using the Housing Questionnaire
as an attachment to the Plan of Care. The first part of the Questionnaire can be completed
before or during the Plan of Care meeting. The second part can be completed concurrently, or
at a later date, and it can help with identifying and clarifying goals related to living environments
and housing.



Housing Questionnaire















In this example, the CM completed the Housing Questionnaire with Mary because she
expressed ambivalence about her current housing. After completing the Questionnaire, Mary
decided that she may consider moving in the future, but not at this time. If she decides to move,
Mary has concrete action steps identified to help facilitate that process.



Person-Centered Planning 
Indicators



Indicators of Effective PCP
 The person feels welcomed and heard

 The person has authority to plan and pursue his own vision

 The assessment of needs is fair and accurate

 The assessment and planning process include conversations around personally defined 
“quality of life”

 Planning is responsive to changing priorities, opportunities, and needs

(CQL, 2010)



Questions?



Resources for Providers
NYSDOH Health Home Standards and Requirements for Health Homes, Care Management Providers and Managed Care Organizations (10/05/15):

https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/hh_mco_cm_standards.pdf

BH HCBS Plan of Care Template

https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/hcbs_poc_template.pdf

BH HCBS Plan of Care Federal Rules and Regulations Checklist

https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/hcbs_fed_person_centered_planning_process.pdf

Federal Adult Behavioral Health HCBS Person-Centered Planning Process Requirements/ Characteristics

https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/hcbs_fed_person_centered_planning_process.pdf

Person Centered Planning: Practice and Resources (although developed for PROS programs, this workbook may prove helpful when implementing person-
centered planning in the Plan of Care development process)

https://www.omh.ny.gov/omhweb/pros/Person_Centered_Workbook/

The Council on Quality and Leadership (CQL).

http://www.c-q-l.org/

https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/hh_mco_cm_standards.pdf
https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/hcbs_poc_template.pdf
https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/hcbs_fed_person_centered_planning_process.pdf
https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/hcbs_fed_person_centered_planning_process.pdf
https://www.omh.ny.gov/omhweb/pros/Person_Centered_Workbook/
http://www.c-q-l.org/
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