Design a person-centred service for vulnerable children.  Include a critical evaluation of different types of person-centred planning. 
Person-Centred Planning (PCP) is a process of continual listening and learning; focussed on what is important to someone now, and for the future; and acting upon this in alliance with their family and friends (Sanderson, 2000). Like the name suggests, the key to PCP is having the person in the middle and planning around what they want and need, rather than planning it for them with little or no involvement from the individual. Person-centred planning grew out of a passionate concern to support people with developmental disabilities in discovering and contributing their gifts (Holburn and Vietze, 2002, p.24). Even though PCP grew from the need to support people with disabilities, it can be used to protect and support anyone such as looked after children, refugees or even LGBT children. 
For many years, society followed the medical model of disability. Mercer (2003) describes how health professionals and families would make decisions for disabled people and children, not needing to take into account the want of the individuals. They would decide any number of things from where the individuals would live and what treatment they would receive to how they would dress and what they would eat. Brisenden (1986) describes the medical model of disability as being ‘rooted in an undue emphasis on clinical diagnosis, the very nature of which is destined to lead to a partial and inhibiting view of the disabled individual.’ This is why, for many years, people with disabilities have had decisions made for them; because professionals see them as patients rather than people. The medical model of disability is more focused on a generalised view of disability, rather than looking at people as individuals and seeing the unique circumstances of their life. This model also focuses on what is ‘wrong’ with people rather than what they need. Brisenden (1986) talks about feeling as if he and other people with disabilities are regarded as ‘the disabled’ rather than as people with disabilities, something that is depersonalising for individuals.  
Advocacy and self-advocacy have played important roles in outdating the medical model of disability. Henderson (2001) states that advocacy ‘Creates a relationship with a person who is at risk of social exclusion and chooses one or several of many ways to understand, respond to and represent that person’s interests as if they were the advocate’s own’. An advocate can be anyone, as long as the person is happy with who it is. An advocate can be a professional, a friend or a family member and it is their job to speak for someone when they cannot, whether this is because they physically cannot speak or if they are too scared. Mercer (2003) states that self-determination is the ability to control one’s own life, achieve self-defined goals and means that the individual is no longer in a role of subordination.
The social model of disability is essentially the opposite of the medical model of disability. The social model of disability places focus on the individual and on their everyday life. The social model says that people are disabled because society disables people, rather than people being impaired by disabilities. For example, having separate parking spaces or entrances would not be necessary if they had been originally designed that way. When these barriers are removed, life is no longer restricted for people with disabilities. Barriers include attitudinal barriers, the idea that disabled people are to be pitied or are weak. The lack of correct terminology and the use of offensive words adds to this, for example “a person with cerebral palsy, when referred to as a 'spastic', has to suffer the indignity of being equated with a raving, dribbling, idiot” (Brisenden, 1986). Another type of barrier is environmental barriers which includes things such as inaccessible buildings, poor lighting, small print, poor signage, lack of braille and the use of complex language. In the classroom this can be something as simple as not sitting a hearing-impaired student near the teacher. Institutional barriers are things such as a lack of good anti-discriminative legislation, policies, practices and procedures which exclude people with disabilities or just doesn’t actively include them or protect them. Transport, education and housing systems often do not automatically take into account that some people have disabilities and so they exclude a large portion of the population. Person centered-planning uses the social model of disability by asking the person what they want and helping them achieve it. 
According to a study by Robertson et al. (2007), the main barriers to PCP development are limited time and difficulty with facilitator implementation. A study by Hughes (2013) found that all participants of the study reported systematic problems in implementing PCP owing to a number of factors such as the lack of time, inadequate funding and problems relating to the continuity of the PCP process. 
Another barrier to implementing PCP is that it is a relatively new way of thinking and some people are not ready to embrace this new way of thinking (Hughes, 2013). The PCP process involves power-sharing whereas traditional planning methods such as Individual Program Plans focused more on the individual in a clinical setting instead of focusing on their life, family and community.
All PCP approaches share some similarities. They all focus on being part of and participating in community life, gaining and maintaining satisfying relationships, expressing preferences and making choices in everyday life, having opportunities to fulfil respected roles and continuing to develop personal competencies. One-page profiles are perhaps the simplest form of PCP. One-page profiles are records of what is important to someone, and how to best support them. One-page profiles work excellently in schools as they offer a brief summary of any impairments someone may have. However, they are not the best form of person-centred planning. For one thing, they are written more about a person rather than with them and for them. This can be slightly dehumanising for people.  
Another such approach is personal futures planning. The personal futures planning approach involves getting to know the person and their life, developing ideas about what they would like in the future and taking action towards this.  Personal Futures Planning is different than other planning methods because it is voluntary for everyone involved. Participant do not have to do anything in the meetings if they do not want to and there are no rules. A personal future plan focuses on what is important to the individual and what is important for the future. Personal futures planning normally looks like a series of different images or brain storms revolving around different themes, such as the individual’s favourite locations, favourite people or what they like most about themselves. As well as focusing on positive things such as hopes and dreams, the personal futures planning also focuses on their fears and worries. 
The main criticism of personal futures planning is that it encourages individuals to talk about things that are scary for them. Focusing on their fears can be daunting and writing it down could lead the individual to obsess about it and possibly they could become more scared than they previously were. However, by addressing their fears neither the facilitator nor the participant are ignoring significant issues in their lives that may affect them. By addressing these issues, they are also able to come up with ways to avoid these fears. 
Planning Alternative Tomorrows with Hope (PATH) allows individuals to plan for their future by focusing on their main goal for life and work backwards from there. By working backwards from their main goal, you can identify the steps to get them there. The seven steps that will be followed in this process according to Inclusive Solutions (2015) are as follows: 1) Introduction and setting basic rules.
2) Allowing the individual to set their dream.
3) Positive and possible goals to achieve one year from now.
4) Establishing where the individual is at
present in comparison to where they want to be.
5) Establishing who will be involved in achieving these dreams.
6) Identifying what needs to be done in order to achieve their dream and what skill may potentially need to be developed further.
7) Identifying next steps and setting small, and larger goals that can be achieved in different time frames, and then agreeing on when the next review will take place.
After gathering all of this information it is all written down on a large piece of paper in a way that is aesthetically pleasing to the individual, colours and drawings to their taste. This diagram will be theirs to take home, and they can choose to display this for personal motivation. This is an advantage of path; there are visual reminders of their goals and what they need to get there. Another advantage is the use of drawings as well as writing, making it more accessible to those who struggle with reading. 
According to Holburn and Vietze (2002), barriers to PATH include providing adequate staffing. Due to the highly personal nature of PATH, a great deal of face to face contact between the participant and the staff. Frequent use of ‘bank staff’ within certain sectors can also compromise stability in implementing and consistently maintaining PATH. 
MAPs is almost a hybrid between personal futures planning and PATH. MAPs is a planning style developed originally for helping disabled children integrate into mainstream schools, but is now used more widely in person centred planning with children and adults. MAPs is typically used in a meeting lasting a few hours with the person and those close to them, whether this is family or friends. If used in a meeting then there are two facilitators, one to guide the process and the second to record it graphically. The MAPs process has eight steps which are: 
1. What is a MAP? 
2. What is the history? 
3. What are your dreams? 
4. What are your nightmares? 
5. Who is the person? 
6. What are their gifts, strengths and talents? 
7. What does the person need? 
8. Action Plan
Visually, MAPs usually look like comics, with a mix of small images and small chunks of texts. This can be an advantage because it is a very accessible form of presenting information. Whilst the amount of information can be highly personalised, the volume of information on one sheet of paper can be overwhelming for children. This can result in frequent exposure standardized activities and inattention to details in a person’s plan, something that is not beneficial to the individual.
The form of person-centred planning used in this intervention is PATH. PATH has been chosen because it provides clear steps and guidance for the target audience. The target audience are pregnant teenage girls of school or college age. For many years, there has been a stigma around teenage pregnancy. Some members of society look down on teenage pregnancy, believing that they are irresponsible or amoral. Regardless of personal views on teenage pregnancy, pregnancy is a daunting time for anyone, especially when it is not expected. It should be noted that if the young woman wishes, her parents and/or partner may attend the meetings with her, but this is not essential. It is most important that she feels comfortable. 
The PATH process will either start with the student approaching the college or school counsellor or by the counsellor approaching the student. The PATH process might be more effective if the student reaches out as this shows willing on their behalf, making it easier for them to share their feelings. The counsellor is there to help them through the numerous difficult decision the young woman has to make. This can start with her expectations for the pregnancy. If the young woman is unsure of whether she wants to continue with the pregnancy the counsellor should talk her through her options and inform her that she can also seek advice with her GP, sexual health clinic and the NHS 111 line. It is important, however that the counsellor only offers impartial advice as anything else can influence the young woman’s decision and could cause her to make a decision she might regret in the future. If the young woman has already decided she wants to raise the child, the counsellor starts by establishing her main goal. For example, if the young woman wants to be a doctor then the counsellor will talk her through what she has to do to study at university, such as relevant A-levels and GCSE’s. 
After the counsellor establishes what the young woman’s goals are then they will discuss how they can help her get there. This can be anything from child care to study leave. Legally, the woman is obliged to stay in school until year eleven and either continue with education or an apprenticeship until they turn eighteen. The school or college must treat her the same and they legally cannot treat her unfairly (NHS, 2018). However, Lall (2004) states that since regulations changed so that schools could no longer formally exclude girls because of pregnancy, some schools ignore or refuse to make concessions to pregnancy. The counsellor can also help to organise the sixteen-week maternity leave that the young woman is legally entitled to. Whilst the young woman is pregnant in school or college, the counsellor should discuss ways in which they can make school more comfortable for her and her unborn child. For example, in high school corridors can often be crowded between lessons and younger children may run in the corridors which may pose a threat to the expectant mother and her child. If the counsellor was to arrange for the young woman to leave lessons five minutes before the bell was to ring then going to her next lesson would be more comfortable and safer for her. Small adjustments such as this or allowing her to get lunch from the canteen before the other pupils will make her life more comfortable and ensure her safety in school or college. 
Another way in which the school or college can help is by allowing her to access her work whilst at home. Simple things such as sending her work or homework she may have missed can help her stay on top of her work and promote inclusion. 
The counsellor should also help the young woman get access to financial help she may be entitled to. Young women in schools, sixth-forms or colleges can benefit from Care to Learn. Care to learn is a government run scheme designed to help cover costs of childcare whilst young women with children are still studying. Providing childcare is very important as it makes education more accessible and is less likely to promote long-term exclusion (Lall, 2004). Lall (2004) also states that this lack of concession has the effect of some girls feeling as though they have little choice other than to leave school. Despite the Care to Learn scheme, the government recognises that in the past there has been a lack of appropriate childcare provision for teenage mothers, which has been a significant barrier to their education (Lall, 2004). 
[bookmark: _GoBack]Limits to this use of PATH include financial barriers. Designing an individualised PATH is time consuming and could cost a large amount of money. However, most schools and colleges have counsellors or nurses dedicated to pupil welfare and should not be too big a problem. Another barrier may be that the young women may not be open to speaking to a counsellor and so may not get the most out of their meetings. 
In conclusion, while there are many schemes in place to help teenage mothers in school or college such as bump to baby, schools and colleges need to use more localised approaches to help these young women. Pregnancy and motherhood are hard no matter what your age is and there is no one solution in school that will fit every individual. This is why a PCP approach such as PATH will be a good approach: they account for what the young woman’s goals are as well as what her current situation is. Looking into the future, one of the best ways schools, colleges and higher education institutions can help to include young mothers is by providing a creche. While running a creche is expensive, the implications of not providing such help to young mothers are grave. 
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