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During this essay I will begin with an introduction to my person-centred service, outlining its goals, some of the services it provides, and what vulnerable group of children it targets. I will then move into the main body of the essay, by firstly providing a critical evaluation of PCP approaches including the ideology of PCP. I will then be discussing relevant policy and legislative frameworks, following a background of the vulnerable group my service will be targeting. I will also be providing a rationale for my person-centred service, as well as explaining how it will work. Lastly, I will be providing a critical evaluation of my person-centred service in comparison with other services. Finally, in my conclusion, I will be summarising and looking to the future of my service.
[bookmark: _Hlk8304906]   The Helping Hand Foundation is a non-profit, charitable organisation. Our goal is simply to help disabled children in any way we can. Just some of the ways we go about this include, hiring carers, providing advice for the parents and children, paying for new and initiative treatments, activities and days out for the children, buying specialty equipment and providing advice for the parents and children. Most of the services we provide to help disabled children are often expensive. This is why we rely heavily on charitable donations and fundraising to allow us to provide the help these children desperately need. Our slogan is: To prevent disabilities from becoming handicaps. What we mean by this is, being disabled is often uncurable, once you are disabled it is usually for life. But that doesn’t mean a disability has to prevent children from still being normal children and doing things children do, in other words, a handicap. So, provide a service that prevents these disabilities from becoming handicaps for these children, in whatever form that service is needed. 
   Person-centred planning is a form of planning that is based entirely around the person the planning is being done for. It is defined by the foundation for people with learning disabilities as follows. “Person centred planning (PCP) provides a way of helping a person plan all aspects of their life, thus ensuring that the individual remains central to the creation of any plan which will affect them.” This is a very similar definition to the one given by About learning disabilities, who state, “Person-centred planning is a process of constant review, learning, and listening. Person-centred planning focuses on the immediate and the future, taking into account the needs, thoughts, concerns, and opinions of the individual, and consulting their family and friends and others within their ‘personal network'.” The ideology describes a set of ideas and beliefs, in my person-centred service, these ideas and beliefs are focused around the welfare of disabled children. We believe that all children, disabled or not, are equal, and should be treated as such. This involves being given the same rights, accessibility, and opportunities as anyone else. Being disabled can often create barriers to these things, our ideology looks to prevent this through the services we provide. An example of this would be a child who is in a wheelchair living in a rural area. Standard wheelchairs are often not best suited to rural areas, because of the often-uneven dirt paths and lack of ramps. This would make it extremely difficult for a child to play in the area like their able-bodied friends would be able to. After visiting the child and creating a person-centred plan, the best possible solution to improving this child’s life may be to provide him with a special wheelchair that is more durable and suitable to the area they live in. The idea for this service came from the alarmingly high rates of depression in disabled children compared to non-disabled children. there is a clear link between the two, and we aim to combat this by helping as many disabled children as possible in any way we can. There are many person-centred planning approaches, and they are all done in different styles. For example, individual service design uses a person’s past to help plan for their future. MAPs and PATH look at what a person wants out of their future and then establishes what is needed to achieve that. This is echoed by Helen Sanderson in her paper titled, Person, centred planning: key features and approaches. She states that "There are several different approaches or styles of person centred planning. Each style is based on the same principles of person centred planning: all start with who the person is and end with specific actions to be taken. They differ in the way in which information is gathered and whether the emphasis is on the detail of the day to day life, or on dreaming and longer term plans for the future.” She goes on to discuss different styles of person-centred planning, “PATH and MAPs focus strongly on a desirable future or dream and what it would take to move closer to that. Individual Service Design focuses on the past to help deepen the shared understanding and commitment to the person. Essential Lifestyle Planning and Personal Futures Planning gather information under more specific headings.”
  The medical model of disability vs social model of disability is a hot topic at current. The medical model of disability is where a disability is linked to a person’s physical body. This model suggests that the disability may reduce a person's quality of life and the intention is that with medical assistance, the disability will be helped or cured. The social model of disability identifies negative attitudes, barriers and social exclusion. It labels society as the main contributor to disabling people. While physical or mental impairments may be an instigator, this model suggests they do not have to become disabilities unless the influence of society socially excludes these people because of their individual differences. The differences between the two are further highlighted in an article by Disability Nottinghamshire, who states, "The social model of disability says that disability is caused by the way society is organised, rather than by a person’s impairment or difference. It looks at ways of removing barriers that restrict life choices for disabled people. When barriers are removed, disabled people can be independent and equal in society, with choice and control over their own lives.” “The social model of disability says that disability is caused by the way society is organised. The medical model of disability says people are disabled by their impairments or differences. Under the medical model, these impairments or differences should be ‘fixed’ or changed by medical and other treatments, even when the impairment or difference does not cause pain or illness. The medical model looks at what is ‘wrong' with the person and not what the person needs. It creates low expectations and leads to people losing independence, choice, and control in their own lives” These are two very contrasting theories, I believe that arguments can be made for both, but the true nature of disability lies between the two. Medical diagnosis determines a personas disability, whether it be a physical or mental disability. But society further disables people mentally, by making them feel different and excluded because of their disability. Valuing people 2001 is a piece of government legislation introduced in 2001 which is a strategy for learning disabilities in the 21st century. In chapter three is focused on disabled children and young people, it states that "Society creates many problems and poses many challenges for disabled children and their families. Despite these, many families are very successful in providing a good start in life for their disabled children. There is a compelling body of evidence from research and inspection reports that disabled children and their families face many barriers to full participation in society.” It goes on to list some of these barriers as “Too little family support, help in the home and too few short breaks especially for more severely disabled children, too often living in poverty; 30, lack of key workers leading to poorly co-ordinated inter-agency support, frequent delay in diagnosis and identification of the child’s impairments, lack of good information about what help is available" It also suggests ways in which these barriers can be overcome "New priority in Quality Protects programme: £60m of children’s services grant earmarked for more support for families of disabled children from 2001/2 to 2003/4, resulting in more home based help and more access to key workers. Major Government programme to improve educational outcomes for children with special needs, based on collaborative working across health, education and social services. £220 million from 2001 to 2004 to improve the accessibility of mainstream schools for disabled children. A new duty on all LEAs to provide parent partnership services for families of children with SEN, supported by £18m Standards Fund grant in 2001/02. Joint DH/DFEE work on position of children in residential placements. Additional family support through statutory and voluntary sectors including co-ordinated health and social care packages to an additional 6,000 severely disabled children by 2002.” Although this legislation is slightly dated, many of the issues it raises relating to disabled children are still relevant. Not enough is being done to prevent these barriers, and I believe the suggestions made are still viable and would bring great benefits to the lives of disabled children in the UK.
   Scope state that eight percent of children in the UK are disabled, with the current child population of the UK standing at around 15.5 million, this means that there around 1.24 million disabled children in the UK. Disabilities can vary between physical or mental, as well as different levels of seriousness, between a slight disability and a serious disability. But, in all cases having a disability can affect a person's life, often in a big way. I believe disabled children are well within the category of vulnerable. This is because of a combination of two things. Firstly, children, in general, are vulnerable, because of they are not yet developed, both physically and mentally, they are at a disadvantage when it comes to pretty much any situation when compared to a fully-grown adult. Also, their dependence on adults adds to their vulnerability. For example, when talking about child sexual abuse, Stop it now states that "Sexual abuse does not occur because of a particular quality in the child, but solely because of traits or decisions made on the part of the person abusing. Yet, if we can understand why some children may be more likely to be vulnerable to sexual abuse we can take steps early on to provide extra protection for those children. Although the child is never the reason for the abuse, there are factors that lower a child’s defenses against abuse and make them less able to protect themselves or get the help they could need.” This is just one of the many ways a child’s vulnerability may be targeted, whether they are disabled or not. The second reason that makes them vulnerable is their disability, disabilities often make people vulnerable whether it be a mental or physical disability regardless of age. When talking about domestic abuse, Living with abuse states that, “A disabled person is more likely to experience domestic abuse and may be less able to protect themselves - making them more vulnerable to the possibility of being abused. The risk of abuse can be increased as they are often reliant on the perpetrator for their care.” Disabled children can be put in both categories mentioned, making them extremely vulnerable, not just to sexual or domestic abuse, but in general. 
   Social inclusion is a hot topic at current, with the negative impacts of social exclusion being highlighted within schools in particular. John Bynner states that "Children’s vulnerability to adverse social and economic circumstances is well established. Socio-economic background is one of the main predictors of cognitive development that provide the underpinnings of educational achievement, and on which much success in later life depends.” There are negatives that come from social exclusion, but the reverse to that is the many benefits that come from social inclusion. For example, psychology today lists three of the main benefits of social inclusion and socialisation as living longer, better physical health and better mental health. When discussing mental health, they state that "Interacting with others boosts feelings of well-being and decreases feelings of depression. Research has shown that one sure way of improving your mood is to work on building social connections.” My service will encourage social inclusion amongst disabled children in a number of ways. As mentioned previously the high rate of child depressing amongst disabled children is what brought this foundation about. We use social inclusion as one of the main ways to improve children's mental health. We encourage the children we work with to make every effort when it comes to socialisation, as many are frightened by the idea and isolate themselves from other children of their age. We have set up many activity groups around the UK that mentally and physically disabled children can attend to socialise. These include wheelchair basketball games, weekend camping trips, acting classes, and many more. All of which the parents are also invited to attend, as it usually boosts the children’s confidence having a parent there, and it also allows parents socialise and discuss similar topics surrounding their children and give advice. Another way we encourage social inclusion is by targeting all school children. We visit schools to educate children about disabilities, we teach them how discriminating against someone by leavening them out or treating them differently is wrong just because they are disabled. We also help disabled children who experience discrimination, teaching them how to deal with discrimination, and how they can help educate their classmates on the subject. Person-centred planning is useful in our work as we use it when visiting children to establish what that child needs, and how we can give them that. This is all done in a person-centred planning style, as will be mentioned in the next paragraph. 
    Helping hands uses a process of work that has six stages, these stages are the decision, the interview, the meeting, the talk, the supply, and the check-up. Our staff must always stick to this six-step process, with the exception of some cases, as it provides the best possible outcome for the child. Firstly, the decision, helping hands gets hundreds of applicants a week, unfortunately, this is many more than we can accommodate at current due to funding. Our sorting team's job is to go through these applications and rank each case from one to five based around how serious the issue is. One being simply asking for advice, these cases can be worked over the phone and are the cases that are an exception to the five-step process mentioned previously. And five being life-threatening. These cases will then be worked overtime with high numbered cases taking priority. The next stage, the interview, is why a team of highly skilled professional visit the child and family. The purpose of this is to first determine the legitimacy of the application, and then to discuss with the child and family about the problem and what the child wants, this is done in a person-centred planning style. The main focus of our team is around what the child wants, all the planning revolved around him or her. They will also speak discuss with parents or guardian this is more important if the child is quite young. The third stage, the meeting, is where our team come back to headquarters and discuss options and solutions to the problem. For example, if the problem is medical, they may discuss treatments the NHS do not provide. The fourth stage, the talk, is where our team contacts the child and family, usually by phone unless the family lives close to headquarters. This talk involves our team providing possible solutions to the problem, and the child and family considering those options. The family will then decide what option if there is multiple, to choose. The fifth stage, the supply, is simple where Helping hands provides the service or solution that was decided upon by both our team and the family. Finally, the check-up stage is where, after a period of time since the service has been provided, out staff will contact the families to find out what the service has achieved, and if it has been successful. In some cases, the service may not have worked, the process would then begin again from stage four, our staff would offer other solutions if possible and the process would continue until the issue is solved or there are no more possible solutions. 
   When evaluating my service, I believe Helping hands is an extremely successful foundation that helps many disabled children across the UK. It is run very well with a high success rate. But that does not mean it is perfect. There are many barriers and issues we have come across since we began operating. For example, managing conflicting priorities is an issue we encounter during stage one when deciding which cases take priority in receiving our service. Similar issues can be seen in other styles of person-centred planning such as personal futures planning. Another issue we face similarly to personal futures planning is stable funding, as we are a charity and rely on donations. Another issue we face is the individualization of plans due to the high demand for our service. Each person we help requires sending a team of professionals as the plan needs to be specific and cover all outcomes. As we do not have unlimited staff, this limits the number of people we can help. MAPS faces a similar issue. This issue of limited staffing resources can also be seen in PATH. Like PATH, we also encounter the issue of providing adequate staff. As the issues we encounter with disabled children are often extremely serious and complex, our teams need to be comprised of highly skilled professionals and experts to deliver the best possible service to these children. which makes finding staff difficult as people of this standard are rare. But as well as these barriers and issues, we also have many opportunities. For example, our person-centred planning style provides a circle of support that is very responsive and active. This is similar to what can be seen in PATH. Also, the positive outcomes we achieve can be put down to our successful planning process, which also often results in unplanned positive outcomes. This is similar to what can be seen in one-page profiles. 
   In conclusion, since the start of operations, Helping Hands has been very successful in helping countless disabled children across the UK. Many of these children were in life-threatening situations that services the NHS provide could not assist with. Now nearly all of those children are in a much better situation because of the service we have provided them, and the ones we could not offer our regular service too, we have given advice and counselling. I also see many opportunities for growth and improvement of Helping Hands. Increased awareness and advertising should lead to an increase in funding. Which would open many doors for the foundation. Firstly, expansion would allow us to employ more staff, meaning we could take more cases, and possibly even open up multiple branches to be closer to cases, shortening traveling distances for our staff. If enough funding and publicity were achieved, international expansion would also be possible, allowing us to help disabled children in other countries across the world.  
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