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This assignment will critically reflect upon the concept of Person-Centred Practice (PCP) within Health and Social Care and its implication for service users with Learning disabilities. This paper investigates the role of PCP and how it can impact the care and support of individuals with learning disabilities, and how organisations and government can benefit from good person-centred practices to improve services. 
Saunderson (2000) in her report on Person Centred Planning refer to the Department of Health (DoH) 2001 report that 'person-centred planning 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' (DoH, 2001, p. 2). As the name suggests, Person Centred Planning, according to the Care Quality Commission (CQC) (2019), is where the person is the focus of the practice. PCP has now become a regulated activity under the Health & Social Care Act (2008) to ensure that people who use services have care and treatments that are personalised specifically to the individual (CQC, 2019). This regulation makes it necessary for providers to assess and evaluate personal needs and preferences to provide person-centred care. 
Person-Centred Practice aims to put the person at the centre of the support they receive, recognising individuality and complexity. It has the function of respecting the individual's needs and choices. It recognises that every patient is a distinct and complex individual. According to Dowling et al. (2006), person-centred practice was initially developed in services for adults with learning disabilities in order to understand more successfully individuals who may not be able to convey their needs and preferences effectively, in order to get a better understanding of the individuals needs and respect their wishes whilst providing necessary support services.   
Traditionally, with institutionalised care settings, individuals' choices and preferences were lost to the system that they were living in, providing essential services for survival with little regard of personality and choice (Mencap, 2012). According to Emerson and Hatton (1996) institutionalised settings for care were being decommissioned, and places within community settings or homes being provided throughout the 1980s and 1990s, with a 61% reduction of places in Mental Handicap Hospitals. In 1989 a green paper published by the Government entitled 'Community Care: Agenda for Action' (Griffiths, 1998) highlighted how community care could support individuals more efficiently than large institutions. The authors continue by explaining how simultaneously, various reports into failings of institutional care settings resulted in the move towards community care and the closure of institutions were finalised with the Community Care Act (DoH, 1990) coming into force. Dowling et al. (2006) explain how the move to community care provided an opportunity to set up a more personalised care system in smaller settings, targeted at the support of individuals living within them. This was key in moving away from disabled people being expected to fit into pre-existing care settings and allowed for the development of person centric support systems. Mencap (2012) point out that even though care was becoming community-based, the more extensive residential community care settings could often be considered mini hospitals, struggling to provide a personalised service for their users. 
Mencap (2012) discuss how throughout this move towards community-based care the main infrastructures in place were outdated and often led to non-personalised services, explaining how care services were often block purchased in large institutional settings, for example, large day care centres. The authors also point out that many individuals who did not fit into a particular setting were often moved to alternatives with little regard for friendships and personal choice. The services were merely provided to the individuals as somewhere to go rather than being arranged around their needs and choices. Person-centred planning can act to guard against these previous failings in the care systems in the U.K. The Health and Social Care Act (2012) regulation 9 means that providers of care services must work in partnership with the person, make any reasonable adjustments and provide support to help them understand and make informed decisions about their care and treatment options. According to the National Midwifery Council (NMC, 2018), who agree with the importance of working in partnership with the person, this approach should be flexible and receptive to the needs of an individual. More importantly, their code for professional standards of practice and behaviour refers to respecting and upholding people's human rights (2018, p. 6). 
The Human Rights Act (1998) in the U.K. draws up a list of 16 fundamental freedoms that every person in the U.K. is entitled to. McEntee (2019) discusses five particularly applicable rights that are an essential consideration for individuals' health and care. According to Debenham (2020) the consideration of these rights becomes far more necessary when individuals with learning disabilities are accessing health or care provisions, to protect the individual and ensure that their views and choices are considered and respected. Wildbore (2017) states that whilst originally written as a framework law, helping public officials to design and deliver services in a way that respects human rights, frontline staff with knowledge of these rights are also empowered to make more informed choices, protecting these rights for the people they work with. This knowledge allows them to work in a more person-centred way to achieve the outcomes that individuals desire, and to fully respect the choices and opinions of service users (Wildbore, 2017). Human rights are a core element of person-centred practice, giving people with disabilities the same rights, choices and opportunities as everyone else in society (Debenham, 2020). Therefore, as an advocate, it is vital to know the Human rights act as it provides a legal framework whilst supporting the individual (McEntee, 2019).   
According to the NHS (2018), there are 1.5 million people with learning disabilities in the U.K. These range from mild to severe, but all can affect the way an individual processes information. Individuals with learning disabilities can have problems understanding new information and learning new tasks and may struggle to cope independently. This often means there is a need for support or care services (NHS,2018). 
Mencap (2016) shows that Mental health is relevant to every person and often caused by external circumstances that result in psychological or emotional distress. Mental health can be considered fluid, and people will often develop problems at different points in their lives, these mental conditions can usually be treated and can, therefore, be considered temporary (Mencap, 2016). According to the authors a learning disability, on the other hand, is an intellectual condition that someone has, that introduces difficulties in everyday activities and is apparent for the duration of someone's life. National Institute for Health and Care Excellence (NICE) (2018) define a learning disability using three core components: low intellectual ability (less than 70 I.Q.), onset in childhood, and significant impairment to adaptive and social functioning. The Health and Social Care Act (2012) improves individuals with learning disabilities rights to have more input into the care they receive. By shifting the responsibility of local authorities to provide care for groups of people to personalised care for the individual, this Act ensures that staff, organisations, and authorities consider the individual circumstances and provide appropriate care. According to NHS England (2017) this personalised approach should mean that individuals; have more control and choice, helping to prevent the onset of mental health conditions, small signs of developing mental conditions are noticed more effectively and appropriately assessed, management of conditions can be personalised to the individual to achieve outcomes that matter to the individual. 
It is regularly reported that learning disabilities and mental health conditions overlap (Cooper et al., 2007; Emerson & Hatton, 2007). According to NICE (2018) in the U.K., 40% of adults with learning disabilities also experience mental health issues, and 36% of children and young people with learning disabilities report adverse mental health. Emerson and Hatton (2007) found that children with learning disabilities are four times more likely to suffer mental health problems than children without a disability. The Foundation for People with Learning Disabilities (2020) suggests that many people living with learning disabilities, particularly children, live in poverty, have fewer social supports and friends, and often have various conditions that are known to be associated with mental health issues. Mencap (2016) also notes the increased chance of social exclusion and loneliness, and how discriminatory societal views towards disabled people may all play a role in this increased risk of mental illness for people living with learning disabilities. NICE guidelines (NG54) (NICE, 2016) recommend that staff, carers, and organisations aim to prevent mental health problems in individuals with learning disabilities where possible and provide assessments when necessary to manage mental health conditions when they occur, ensuring the best care for the individual. 
The Mental Health Act (Department of Health, 2005) is an Act of the Parliament of the United Kingdom which applies to people in England and Wales. It covers the care and treatment of people with mental health conditions, the organisation of their property and other related issues. The Mental Health Act states that "mental disorder" signifies any problem or incapacity of the brain. The Act describes how an individual with learning incapacity will not be considered solely based on their mental capacity. The motivation behind the arrangements for requiring treatment in care settings and hospitals for mental disorders should consider the individual (SCIE,2020). However, if that individual is prone to unusually destructive or problematic behaviour, then actions can be put in place to limit damage in the persons best interests, including positive behavioural management techniques and restraint as a last resort, so as not to violate liberty of the individual (Social Care Institute for Excellence, 2020).
A set of Deprivation of Liberty Safeguards (DOLS) has been put in place to protect individuals from being deprived of liberty in care settings. The Human Rights Act (1998) Article 5 states that 'everyone has the right to liberty and person security. No one shall be deprived of his or her liberty unless under a procedure prescribed in law'. DOLS inform us of the procedure prescribed in law when it is a requirement to deprive an individual of their liberty, through restrictions or restraint to keep individuals safe from harm. Residents or patients who cannot consent or cannot understand their care may require decisions to be made for them. The Social Care Institute for Excellence (2020) explain how Deprivation of Liberty Safeguards ensure that human rights are protected and make it a requirement that care providers must apply to authorities and go through six stages of assessment with both a mental health assessor and a best interests assessor, before an action that comes under DOLS can be put in place. 
The Mental Capacity Act 2005 (MCA) is a code of practice that guides care providers. The code of practice states what a care provider must do when they act or decide on behalf of a service user (Gov.UK, 2020). Department of Health & Social Care updated guidance (Department of Health and Social Care, 2020) for the recent coronavirus pandemic, now means that decision-makers must divide their approach to all applications made before and during the current pandemic. Any decisions made must be specific for each individual and not groups of people. For example, during the current Covid - 19 pandemic, a service user may require a review of PCP as their usual care and treatment schedules may be interrupted by Covid – 19. This guidance also explains treatment provision to prevent users from deteriorating if they have or are suspected of having contracted coronavirus and puts guidelines in place if individuals need to be moved to different hospitals or specific care facilities to utilise appropriate services, protecting them from mental health deterioration by supporting them during isolation due to Covid – 19 related regulations (Department of Health and Social Care, 2020). 
According to Debenham (2020), person-centred planning should be reviewed consistently to focus on the individual's needs under their current and future circumstances. The author notes that individuals must be included when formulating their PCP, to ensure that their opinions are accounted for and that their personal needs are met. Family members and friends within their network may also be consulted for their views and opinions. For an individual with learning difficulties, local specialist disability services and mainstream services may also be involved in PCP to achieve inclusion and ensure preventative measures for social oppression are in place (Debenham, 2020). PCP for young adults or children with learning difficulties may also include academic schedules, tools, and resources that the individual can benefit from to gain life skills and reach their personal goals for the future (Wells and Sheehey, 2020). The Challenging Behaviour Foundation (2014) explain how the inclusions of numerous services all working to the individuals needs should lead to consistency in approach for the variety of services utilised by the individual. The document shows that in cases where challenging behaviour is present, PCP can allow individuals to plan their activities and how they are supported. This should allow for service users to spend more time living the way they want to, reducing their conflict, boredom, and frustration, allowing them to be better understood and hopefully reducing the incidences of challenging behaviour (The Challenging Behaviour Foundation, 2014). 
In a systematic review of person-centred planning undertaken by Ratti et al. (2016), there is clear evidence of a variety of improvements for disabled people when person-centred planning is used in their support. Ratti et al. show that many people report feeling like they have improved quality of life when PCP is used. The report also shows that the PCP approach for everyday choice making has a positive effect and impact on wellbeing, improved choice-making being discussed as one of the main benefits of a PCP intervention. Another study into the benefits of PCP conducted by Wigham et al. (2008) indicates that similar benefits are reported. Another beneficial outcome of PCP reported by Ratti et al. (2016) shows that participants felt enabled to make decisions based on their criteria, giving them empowerment, this finding is backed up by various authors (Wigham et al., 2008; Hoole & Morgan, 2011). However, Hoole and Morgan (2011) note that service users emphasise the support provisions and often specific individual staff as key to enabling personalised support.
Ratti et al. (2016) discuss how the PCP approach positively affects participation in activities. The authors show that PCP has been reported to improve community participation, increasing opportunities for service users to be involved outside of their primary care setting. Ratti et al. (2016) found inconsistencies with PCP and its usage to improve and expand friendships and social networks. However, in a comprehensive U.K. study PCP has been reported as improving social networking for people receiving support (Robertson et al. 2005). In this study PCP was delivered with family involvement, and individuals had increased opportunities to mix socially with non-disabled individuals, developing more comprehensive social connections within their communities, also reported by Ratti et al. (2016). 
 Ratti et al. (2016) also note improvements with challenging behaviour because of PCP approaches in social care settings. Robertson et al. (2005) however, indicates that PCP can increase hyperactivity and result in a subsequent increase in challenging behaviour, noting that this may be due to the extra stimulation caused by increases in activities. Robertson (2006) concludes that people displaying challenging behaviour are less likely to receive PCP and to gain the numerous benefits from a plan if it is put in place. Ratti et al. (2016) also found that PCP resulted in an increase in hyperactivity for many individuals but did not note the subsequent increases in challenging behaviour. 
Health action planning has been noted by Robertson (2005) as an essential aspect of PCP; also Ratti et al. (2016) note that service users often mention staff relationships as an essential aspect of their care in PCP plans. Robertson (2005) also shows that with PCP in place, there is a 67% increase in reported health problems, indicating how PCP can assist in all areas of health. There is a need for people to report poor health to receive diagnostics and treatment if necessary, and service users have more opportunity to be taught the importance of health-related issues when given opportunities to direct their care through PCP.
Self-assurance is one area where improvements need to be made. Often, even though positive results are reported towards everyday choices and preferences for individuals (Robertson et al., 2006; Ratti et al. 2016; Parley, 2001), it is still reported that many individuals are not included fully or do not participate (Parley, 2001). Even though the authors consistently found that decision-making was commonly improved, members' self-assurance did not improve as expected (Ratti et al. 2016). Robertson et al. (2006) discuss how the initial implementation of PCP is often reported as having significant improvements to a variety of outcomes for individuals. Parley et al. (2001) show how PCP has the effect of improving staff respect of service users, promoting involvement, and increasing opportunity for choice, However, it also noted how service user involvement in care planning should be centred around the individual, but often fails to do this. Ratti et al. (2016) also note that regardless of participants being more connected with regular decisions, there is no substantial evidence of individuals increasing more significant control informing their decision making and planning their care. 
After initial benefits being witnessed from primary PCP meetings, Ratti et al. (2016) also describe how often follow-up meetings are missed or delayed due to time restrictions, coordination of everybody involved, and staffing levels. Ratti et al. (2016) discuss how the initial planning identifies areas of interest and goals for the service user, giving a sense of regaining power for the individual, and the reported initial benefits. However, if the outcome and achieving these goals is reliant on the involvement and 'continuous effort' of all interested parties these goals often remain unmet after a year or two (Wigham, 2008). Parley et al. (2001) state that 'for person-centred planning to be most successful, it must be ‘adopted as a practice requirement throughout all levels within a service'. Empowerment is the key to PCP and should revolve around the individual, considering their needs and wants. Historically care settings often stripped people of their power, this thankfully has changed, and PCP, in theory, should allow for all levels of support services to work towards the empowerment of their clients.
In a guide published by the Office for the Public Guardian (OPG, 2020), it is shown that within care provision service user's family members have a right to dispute decisions made on behalf of the individual, with record keeping of how and why decisions were made being critical. If a dispute arises, care providers may require a second opinion, or a formal meeting may be required, utilising these records to ascertain how decisions were made. The authors also note that if outcomes are unsuccessful care providers may apply to the court of protection to obtain a ruling. There is the possibility for power imbalance as soon as decisions are put in place without service user involvement. By involving an advocate who is independent of all the parties, communicating between parties effectively, drawn-out processes to agree on service users' care needs can be streamlined. Many care providers may adopt the concept of acting on behalf of the service users' best interests' (OPG 2020). Henderson and Pochin (2001) state most importantly, instead of acting on behalf of the best interests, practitioners should act upon the views, beliefs, and opinions of service users to learn what they want and need, empowering those individuals.
Burton (2018) describes that with high service demand, care workers may find that they can quickly lose sight of the significance of an individual's needs. PCP enables carers to direct their skills to the care of the individual, a person-centred approach. For example, the most crucial aspect of care is fulfilling patient/service users' needs and wants. The Care Quality Commission (CQC, 2017) has issued thirteen fundamental care requirements, one of them being person-centred care. This requirement (CQC, 2019) allows the service user to make their own choices on how they receive their care and retain dignity and autonomy, rather than losing the option to make decisions on their care provisions. According to Burton (2018) there are four principles of PCP that care providers must adhere to: they must always treat individuals with dignity and respect; provide coordinated care and treatment; offer personalised care, support and treatment; and the fourth, most important principle is enabling service users to distinguish and develop their strengths and abilities so that they can live an independent and fulfilling life. PCP works under the guidance of the Human Rights Act (1998), respecting individuals' opinions and ensuring people's fundamental human rights are upheld in service organisations (Glicksman et al. 2017). 
Parley (2001) indicates that PCP success is dependent on it being effectively embraced by organisations and staff, with staff training and support and constant data recording allowing for an organisational foundation for subsequent work to be compared with, measuring how effective PCP can be. Parley (2001) discusses how staff views and opinions must change, and power must be shifted back towards individuals with learning disabilities for PCP to succeed, noting that not just at service level (staff) must be the idea of PCP must be understood. The author shows explains how organisations must also acknowledge and accept moving power from the service provider back to the individuals they support. According to Parley (2001) PCP requires imagination, doing things differently, conflicting with organisational structures in place to direct support for individuals, and guaranteeing that service users get the support and services that enable them to live the lives they want. 
There are clear benefits to person-centred practise for individuals with learning difficulties (Ashman, Ockenden, Beadle- Brown and Mansell, 2010). This research has shown that for PCP to be sufficient, service users need to be at the centre of care, with providers and staff listening and learning about the people they support and working collectively to provide appropriate services. PCP is effective where service user communication is limited but is additionally very applicable to all settings and individuals receiving support. PCP builds better relationships, establishing what is essential to individuals more effectively.
However, pressures still exist in modern support provisions that can hinder PCP effectiveness as resources are often finite. Tailoring resources to individuals can only work when those services are provisioned for in society. PCP should allow services to be tailored to individuals more effectively, based on the individual's needs, wants, and choices. PCP helps to bring support in line with Human Rights Law, securing rights for disabled people, and further protected in the U.K. by the Health & Social Care Act (2012). These laws have shifted responsibility, meaning care provision must personalise their support for individuals, improve choice, and enhance wellbeing. 
Multi-agency practice, along with a person-centred approach, presents a more organisational level of PCP, improving communication and contact with service users and all parties involved. This can help with more coherent plans for support, and the cohesion of support services to best suit individual needs and choices, enhancing wellbeing. 
In theory, PCP should improve support at all support provision levels, empowering people with learning disabilities to have a voice and be more involved in society. However, this empowerment of individuals is still reliant on the effectiveness of all parties involved. Dated infrastructures and pressures on funding have a direct effect on service provision, meaning that with finite resources best practice including PCP approaches become pressurised. It is the responsibility of organisations to mitigate against these pressures to ensure best practice. The primary essential element in PCP is the staff member, their understanding of the aims of PCP practice, and working in a person-centred way are essential for service user relationships. These relationships enable in-depth learning about individuals and allow practitioners to assist individuals to make valid, informed choices in their lives. With informed staff, PCP can then work at higher levels within organisations, the community, and society, improving community relationships and enhancing services for the future support of people with learning disabilities within the U.K. 
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