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Abstract
We conducted a longitudinal comparative evaluation of person-centered planning pro-
cesses and outcomes for 20 individuals with intellectual disabilities and problem behavior
(former residents of Willowbrook) and a matched contrast group, who received traditional
interdisciplinary service planning (ISP). At the inception of the study, all participants were
living in one of four other developmental centers (institutions) in New York City. Process
and outcome data obtained from questionnaires completed by team members approxi-
mately every 8 months at four time periods showed that the rate of improvement in both
person-centered planning process and outcomes for the intervention group was signifi-
cantly greater than that of the comparison group. Eighteen of 19 person-centered planning
participants moved to community living arrangements, as did 5 of 18 in the contrast group.

As recently as 25 years ago, a large proportion
of people with intellectual disabilities who re-
ceived services in the United States lived at large
institutional facilities, which provided few services
promoting growth and development. Research,
evaluation, and policy studies dating back to the
1960s and 1970s found that barren, minimally
therapeutic, and often depriving institutional liv-
ing conditions afforded few prospects for return
to community living (Balla, Butterfield, & Zigler
1974; Farell, 1956; Goffman, 1961; Reppucci &
Saunders, 1974; Rotegard, Hill, & Bruininks,
1983). Part of the legacy of institutionalization has
been persistent concern, lasting until the present,
about the quality of life for people with intellec-
tual disabilities, regardless of where they live. An-

other recurrent concern has been whether the
funded services are adequate, appropriate, or even
beneficial for some or many individuals. Accord-
ingly, for the last 40 years, efforts at many levels
of the service system have been directed toward
enhancing individualization in the development
and provision of services.

Sweeping changes in philosophy and ap-
proach are not new to the intellectual disabilities
service culture (see Bradley, 1994). Past system re-
forms have included such changes as the team ap-
proach to service delivery; the intermediate care
facility (ICF/MR) model and its active treatment
guidelines, the individual program plan, behavior
modification, interdisciplinary rather than multi-
disciplinary assessment, and mounting regulatory
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guidance (S. Holburn & Jacobson, 1994). Yet,
each of these reforms, in turn, has been found
wanting. In general, reforms have been character-
ized as inconsistently producing desired levels of
individualization, skill acquisition, maintenance,
self-direction, and reductions in problem behavior
(Baumeister, 1997; S. Holburn, 1997; Jacobson,
1987; Kincaid, 1996; Sturmey, 1992; Wehmeyer
& Metzler, 1995).

The most recent reform in the intellectual dis-
abilities field, especially prominent in the residen-
tial area, is the person-centered planning approach
to achieving individualization of supports and im-
proving quality of life. Based on the premise that
people with disabilities should enjoy life in the
community, person-centered planning seeks to re-
duce social isolation, promote friendships, and in-
crease autonomy, competence, social contribu-
tion, and respect (Mount, 1994; J. O’Brien & Lov-
ett, 1992). The principles of this approach now
pervade agency policy, procedure manuals, and
government regulations; in many states, the prac-
tice of person-centered planning is law (Schwartz,
Jacobson, & Holburn, 2000). Significantly, per-
son-centered planning requires service providers
to facilitate a shift in power away from themselves
in favor of those who receive the services. Ideally,
the support needed by people with disabilities will
be spread throughout the community, and agen-
cies will provide services in a manner that makes
consumers less dependent on those services (Bog-
dan & Taylor, 1987). The origin and development
of various forms of person-centered planning have
been described by C. O’Brien and O’Brien (2002).

It is clear that efforts to improve quality of
life through person-centered planning abound in
disabilities service systems today, but one wonders
how effective these efforts have been. In the case
of a complex intervention such as person-centered
planning, it is important to evaluate both the
achievement of the person-centered planning as-
pirations listed above and the performance of ser-
vice agencies in faithfully conducting the plan-
ning (C. Holburn, 2001; Reid & Green, 2002).
Person-centered planning is a long-term process
consisting of multiple complex components, and
misapplications are said be traceable to a variety
of sources, including basic misunderstandings of
the process (C. O’Brien, O’Brien, & Mount,
1997), a lack of sufficient ingredients or process
components (Mount, 1994), inadequate facilitator
training (Reid & Green, 2002), failure to integrate
individualized planning into the existing service

culture (Sanderson, 2002), and failure of an agen-
cy to acknowledge and openly discuss the diffi-
culties in adopting the approach (S. Holburn &
Vietze, 1999).

It is reasonable to expect that person-centered
planning will result in outcomes that differ among
individuals, as has been the case with other out-
comes such as quality of life (Dagnan, Jones, &
Ruddick, 1994; Dagnan, Look, Ruddick, & Jones,
1995; Miner, Black, Sachs, & Smull, 1995; Simon,
Rosen, Grossman, & Pratowski, 1995), engage-
ment in choice-making (Kearney, Durand, & Min-
dell, 1995; Rawlings, Dowse, & Shaddock, 1995;
Stancliffe, 1995, 1997), residential or life satisfac-
tion (Hawkins, Kim, & Eklund, 1995; Hughes,
Hwang, Kim, Eisenman, & Killian, 1995), and in-
dependence and self-determination (Heal, Rubin,
& Rusch, 1998; Sowers & Powers, 1995; Tossebro,
1995; Wehmeyer, Kelchner, & Richards, 1996).

It is fair to ask whether person-centered plan-
ning produces better or different results than con-
ventional individual service planning (ISP), also
commonly referred to as individual habilitation
planning (IHP). Conventional planning approach-
es typically entail an interdisciplinary group of
professionals, mostly clinicians, who conduct as-
sessments, devise habilitative objectives, and meet
periodically to discuss progress and make adjust-
ments to the service plan. In residential settings,
the objectives constituting such plans have been
found to be functional and technically adequate
(Stancliffe, Hayden, & Lakin, 2000), but the ob-
jectives do not appear to be associated with tar-
geted skill development (Stancliffe, Hayden, &
Lakin, 1999b) or targeted reductions in challeng-
ing behavior (Stancliffe, Hayden, & Lakin, 1999a).
Common criticisms of the ISP approach are that
it is dominated by professionals, is too focused on
the remediation of assessed deficits, and disregards
more global quality of life and long-range lifestyle
enhancement (Emerson & Hatton, 1996, and
Stancliffe, Hayden, Larson, & Lakin, 2002, have
presented findings consistent with some of these
criticisms). Despite these concerns and the lack of
correspondence between ISP objectives and out-
comes, the ISP is the mainstay of habilitation pro-
grams for people with intellectual disabilities in
the United States.

Person-centered planning is often described as
an alternative to conventional service planning,
which has been called ‘‘system-centered’’ (Mount,
1994, p. 104). However, published studies in
which researchers purport to evaluate the out-
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comes of person-centered planning are scant, and,
to date, research evaluating quality of life out-
comes presumably produced through person-cen-
tered planning has been qualitative, with the ex-
ception of a single-case investigation by S. Hol-
burn and Vietze (2002). Many quantitative studies
on person-centered planning have been examina-
tions of elements of the person-centered planning
process or its outcomes; rather than an evaluation
of the efficacy of person-centered planning per se.
For example, Heller, Factor, Sterns, and Sutton
(1996) reported improvement in quality of life
variables, but the intervention was a group-orient-
ed, person-centered training program for consum-
ers rather than an individualized person-centered
planning process. Conversely, Miner and Bates
(1997) conducted a rigorous person-centered plan-
ning intervention, but they examined variables re-
lated to IEP planning meetings rather than the
quality of life improvements typically targeted by
person-centered planning (see C. O’Brien &
O’Brien, 2002). Several investigators have focused
on a single aspect of person-centered planning,
such as those who examined the validity or utility
of preference assessment and related changes in
planning (Davis & Faw, 2002; Green, Middleton,
& Reid, 2000; Reid, Everson, & Green, 1999). An-
other line of person-centered planning research
has demonstrated reduction in challenging behav-
ior following person-centered planning using ap-
plied behavior analytic designs, although these
studies must be considered quasi-experimental be-
cause they lack true control phases (S. Holburn &
Vietze, 2002; Klatt et al., 2002; Rea, Martin, &
Wright, 2002).

In qualitative studies, which are typically
based on information derived from sources such
as participant observation and interviews, inves-
tigators have reported a myriad of favorable
changes in quality of life following person-cen-
tered planning, including improvements in the
areas of housing and decision-making (Malette,
2002); respect and opportunities for choice-mak-
ing (Parley, 2001); community participation and
relationships (Sanderson, 2002); and communi-
cation, job finding, and inclusive education (Du-
mas, De La Garza, Seay, & Becker, 2002; Hagner,
Helm, & Butterworth, 1996). Qualitative re-
searchers investigating person-centered planning
invariably note the difficulties associated with
carrying out person-centered planning within a
service system and often point out unmet goals.
For example, Hagner et al. (1996) noted that after

6 months of person-centered planning ‘‘only a
few planned outcomes had been achieved, and
several interviewees felt that ‘not much had hap-
pened’’’ (p. 167).

In short, there are no quantitative group stud-
ies to date in which investigators have examined
the relationship between a comprehensive person-
centered planning intervention and a range of its
purported outcomes or accomplishments as de-
scribed by the founders of person-centered plan-
ning (see Mount, 1994; J. O’Brien & Lovett,
1992). Given the complexity of person-centered
planning interventions, it is remarkable that there
also are no studies in which researchers have sys-
tematically reported on the degree of adherence
to the particular form of person-centered planning
being employed. Recently, S. Holburn, Jacobson,
Vietze, Schwartz, and Sersen (2000) reported a
method to quantify the processes and commonly
targeted outcomes of person-centered planning.
Essentially, they combined three instruments,
which permits formal evaluation of person-cen-
tered planning and can be used as a practical tool
for managers and clinicians to self-monitor imple-
mentation and outcomes of person-centered plan-
ning within organizations.

In 1995, the opportunity arose to conduct
person-centered planning with a group of individ-
uals who had lived at Willowbrook State School
on Staten Island and had been mandated by the
Willowbrook Consent Decree in 1975 to live in
the community (N.Y. State ARC v. Carey, 1975).
At the outset of the study, these individuals were
still living in developmental centers (i.e., state-op-
erated congregate ICFs/MR) throughout New
York City because of their challenging behavior.
They represented the last remaining members of
a legal class of over 5,000 individuals who had not
yet achieved permanent community living ar-
rangements. We were interested in ascertaining
whether person-centered planning could hasten
the transition to community living and produce
improvements in quality of life for these people.
Because of the anticipated challenges of this en-
deavor, including the extended nature of the per-
son-centered planning process (Mount, 1994)
when it involves transition to new living arrange-
ments, we undertook a longitudinal analysis. This
approach addressed another shortcoming of prior
research, in that follow-up beyond 6 months per-
mits detection of long-term effects of person-cen-
tered planning.
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Table 1. Characteristics of People Served by Person-Centered (PCP) and Individual Service Planning
(ISP) Teams

Characteristic

PCP teams (n 5 20)

Meana SD Range

ISP teams
(n 5 18)

Mean SD Range

All participants
(N 5 38)

Mean SD Range

Female (%)
Age (years)
Sev/Prof MR (%)
Psychiatric Dx (%)
Sensory Motor Index

30.0
41.4
75.0
55.0
77.5

—
6.4
—
—

21.2

—
28–52

—
—

30–100

15.7
35.6
66.7
44.4
77.2

—
10.9

—
—

21.1

—
19–61

—
—

20–100

23.1
38.6
68.4
52.6
77.4

—
9.1
—
—

20.9

—
19–61

—
—

20–100
Cognitive Index
Communication Index
Self-Care Index
Daily Living Index
Behavior Problems Index
Clinical services received dailyb

22.8
47.2
68.1
20.4
71.1
0.70

32.2
27.1
26.7
32.5
20.0
0.57

0–100
22–100
9–100
0–93

36–96
—

28.4
53.7
69.9
23.7
72.9
1.17

37.3
28.7
23.1
31.0
20.9
0.92

0–89
22–100
27–100
0–90

34–100
—

25.4
50.2
68.9
21.9
71.9
0.92

34.3
27.7
24.7
31.4
20.2
0.78

0–100
22–100
9–100
0–93

34–100
—

Note. No between-group comparisons were significant.
aMeans unless otherwise specified. bMaximum 5 3.

Method

Participants
Participants were 38 people residing at four

developmental centers in New York City that
were operated by the New York State Office of
Mental Retardation and Developmental Disabili-
ties. Twenty person-centered planning partici-
pants were contrasted with 20 matched peers who
received conventional individual service planning
(ISP); 2 ISP participants dropped out of the study.
Matching was based on residence, age (6 5 years),
gender, intellectual level (e.g., mild to severe men-
tal retardation), presence of psychiatric diagnosis
(yes/no), and overall severity or magnitude of mal-
adaptive behavior. Table 1 shows the characteris-
tics of the two samples, including scores on skills
measures maintained in a data base by the state
agency (see below).

The person-centered planning participants
had not moved to the community because their
challenging behavior required specialized or in-
tensive services that were not generally available
from community residential service providers.
Two of them had lived briefly in the community
but returned to developmental centers because of
severe behavior problems. Salient problem behav-
iors among the person-centered planning group in
order of descending prevalence included aggres-
sion, self-injury, destruction of property, pica, run-
ning away, and inappropriate sexual behaviors.

One person-centered planning participant died
while her planning was in process at the devel-
opmental center, but her data were retained be-
cause questionnaires were completed for three of
the four longitudinal administrations.

Instruments
Data were collected using four instruments.

Personal characteristics (Table 1) were extracted
from the data base for The Developmental Dis-
abilities Profile 2 (Brown et al., 1986). The validity
and reliability of this instrument have been estab-
lished previously (Brown et al., 1996) and are
comparable to those for adaptive behavior scales
generally. Three instruments were used to assess
person-centered planning processes and out-
comes: the Personal Futures Planning Indicators
(Mount & Holburn, 1996), the Indicators of Prin-
ciples Scale (Schwartz, Jacobson, Rossi, & Warren,
1996), and the Person-Centered Planning Quality
of Life Indicators (S. Holburn, Pfadt, Vietze,
Schwartz, & Jacobson, 1996).

The Personal Futures Planning Indicators con-
sists of 12 dichotomous items that reflect the pres-
ence or absence of key factors or conditions as-
sociated with person-centered planning. The In-
dicators of Principles Scale, which contains 25
multiple-choice questions that refer to compo-
nents or indicators of person-centered planning,
reflects considerations such as whether the person
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and important others are involved in service and
lifestyle planning. The Person-Centered Planning
Quality of Life Indicators consists of 40 multiple-
choice questions that tap eight dimensions of
quality of life. S. Holburn et al. (2000) combined
and analyzed data collected with these three mea-
sures to form process and outcome indices and
reported psychometric properties for each index,
including adequate validity and reliability. The
Process Index incorporates subscales for Presence
of Strategic Roles, Personal Relationship With the
Focus Person, Desire for Change, Creation of a
Personalized Vision, Commitment to Planning
and Follow-Up, and Flexible Funding and Re-
sources. The Outcome Index encompasses sub-
scales for Autonomy and Choice Making, Home,
Work and Day Activities, Health, Relationships,
Community Places, Respect, Competence, and
Satisfaction. More detailed information on the
subscales and their interrelationships is presented
in S. Holburn et al. (2000).

Procedure
Facilitator training. Each person-centered plan-

ning participant had their own team, which was
headed by a facilitator. Facilitation was conducted
by eight principal facilitators who received formal
training in Personal Futures Planning, a type of
person-centered planning developed by Mount
(1992), and served as formal consultants through-
out the project. Accordingly, facilitators attended
a workshop conducted by Dr. Mount, observed
or assisted her in conducting at least one personal
futures planning session and received technical
training and assistance from her throughout the
project, both individually and during group pro-
cess assessment sessions (see below). Most of the
principal facilitators facilitated three person-cen-
tered planning teams (range 5 1 to 4). By design,
facilitators were not employees of the develop-
mental center in which the person-centered plan-
ning recipient resided, but each mentored a co-
facilitator, in ‘‘train-the-trainer’’ fashion, who was
an employee of the respective center. The co-fa-
cilitator assisted the facilitator from the beginning
of the person-centered planning process, assuming
increasing responsibility, and eventually taking on
the facilitator role as the principal facilitator with-
drew, between the fourth and eighth meeting.

Interagency planning and coordination. To plan and
organize the project, the principal investigators
held meetings with developmental center directors

and administrative staff, central office support
staff, and members of the Commissioner’s Wil-
lowbrook Task Force Subcommittee on Challeng-
ing Behavior, separately and in combination.
These planning meetings resulted in a number of
overarching interagency strategies and initiatives
to support implementation of person-centered
planning, including establishment of (a) a process
assessment committee that met nine times over
the course of the project to coordinate and facil-
itate implementation of project activities, (b) a
roles clarification document that defined the roles
of critical person-centered planning team mem-
bers, and (c) an 11-step flowchart that specified a
sequence of critical tasks that culminated in tran-
sition to community living. The flowchart con-
sisted of essential components of the person-cen-
tered planning process and operationalized the
agency relocation process (e.g., such elements as
budget development, coordination of services
with the receiving community agency, and resi-
dential certification requirements). During process
assessment meetings, the group reviewed each per-
son’s progress and discussed problems and possi-
ble solutions. The defined roles were facilitator
(the group leader), contact person (liaison to the
ICF/MR interdisciplinary team), agency coordinator
(overall coordinator of developmental center per-
son-centered planning activities), and champion
(lead advocate on the person-centered planning
team). The champion role is subjective and emerg-
es naturally during the planning process; not all
teams had a member who functioned as a cham-
pion.

Early in the project, it became clear that for
many of the individuals in the person-centered
planning group, transition from institutional to
community living, or even simply community ex-
posure, would pose significant challenges. One
team received special state funding to pay a per-
son-centered planning team member to assist di-
rect-support staff in accompanying the focus per-
son during the initial introduction to community
activities. Following the success of this endeavor,
a community bridge-building fund was estab-
lished by the central office, through which up to
$5,000 was made available to each person-cen-
tered planning team to supplement community
transition activities (a different team was assem-
bled for each person). The fund was a mechanism
to provide flexibility outside of the facility, be-
cause all participants were institutional residents,
and access to such funds was consistent with the
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process indicator Flexible Funding and Resources,
which is one of the six subscales comprising the
Process Index (see earlier discussion). Specifically,
bridge-building funds were used to pay for extra
costs associated with attending activities in the
community, including costs of additional staff su-
pervision, and incidental fees, such as event tick-
ets, meals, and travel costs. Nine of the person-
centered planning teams availed themselves of re-
sources purchased through this fund. The bridge-
building funding was not available to members of
the contrast group. (Detailed descriptions of the
process assessment committee, the flowchart, the
roles, and bridge-building are available from the
first author.)

The team planning process. Planning occurred in
four phases: introduction, development of a per-
sonal profile, creation of a vision of the future,
and follow-along. The intervention was a slight
modification of Mount’s (1992, 1994) Personal
Futures Planning. Person-centered planning meet-
ings were held approximately once per month at
the residence of the focus person until the first
three phases were complete; thereafter, they oc-
curred less frequently, and the schedule depended
on the intricacies of each team process. Team
composition varied, but often consisted of a fa-
cilitator, co-facilitator, consumer, family member,
behavior specialist, service coordinator or social
worker, bridge-builder, direct-support staff, and
unit or house manager. Team sizes ranged from 5
to 13 members; members occasionally missed
meetings or dropped out altogether. As the plan-
ning proceeded, new team members were some-
times added, such as a representative of a com-
munity residential agency or a relative. Implemen-
tation of person-centered planning was staggered
across participants, with the first meetings con-
vened between November 1995 and July 1996.

Introduction. After the facilitator met the focus
person and some of the people important to the
focus person, he or she invited prospective per-
son-centered planning members to a meeting to
discuss (a) the project as a whole, including its
historical significance in the context of the Wil-
lowbrook Consent Decree; (b) the philosophy
and approach of person-centered planning; and
(c) logistical details of the respective person-cen-
tered planning process, including team member-
ship, roles, and coordination with the focus per-
son’s ISP team. Prospective members were told
that participation was voluntary.

Personal profile. During the second meeting,

which was designed to ‘‘put the pieces of a per-
son’s life together . . . [and] . . . evoke a new and
deeper understanding of the person’’ (Mount
1992, p. 25), the facilitator solicited detailed in-
formation from team members about the focus
person (when possible from the focus person as
well) and recorded or mapped what people said
on large pieces of paper, often with color-coded
themes and graphic representations. The maps,
which remained displayed throughout the meet-
ing, contained information about the person’s his-
tory, important people and places, preferences,
dislikes, choices currently available, behavioral is-
sues, and daily routine. Some individuals had ad-
ditional maps addressing salient issues such as
health or communication. Development of a per-
sonal profile took approximately 3 to 5 hours and
sometimes required two meetings.

Vision of the future. In this phase, according to
Mount (1992), team members ‘‘clarify a vision for
the future, choose a focus for getting started, and
organize to make it happen’’ (p. 29). Accordingly,
the facilitator redisplayed the personal profile
maps, reviewed each, then mapped out an ideal
living, work, social, and recreational lifestyle based
on group discussion. This ideal vision was consis-
tent with information from the personal profile
and reflected the team’s consensus on balancing
the preferences, choices, and needs of the focus
person. Strategies for bringing the vision to fru-
ition were brainstormed, priority actions were
identified, and volunteers for various tasks were
listed on another map that summarized the strat-
egies and responsible persons. Maps of the per-
sonal profile, the vision, and the strategies were
often redisplayed at subsequent meetings as
prompts or as baseline comparison information.
Developing the vision and initial strategies took
approximately 2 to 4 hours to complete.

Follow-along. This phase consisted mostly of
problem-solving discussions on implementation.
During the follow-along meetings, the facilitator
reviewed strategies and commitments, and team
members reported on progress and obstacles to
solutions. Goals were altered or added, and strat-
egies were adjusted to accommodate new infor-
mation or changing circumstances. New infor-
mation was added to the personal profile if it was
relevant to the vision. Formal person-centered
planning meetings took place at least until the fi-
nal administration of the questionnaires, and
some continued after the person moved to a new
home in the community (see Discussion).
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Contrast group treatment. As noted, this group
of matched peers living in the same developmen-
tal centers received the type of IHP typically pro-
vided to residents of large ICFs/MR. In New
York’s system, the plan that governs this process
is the ISP. The ISP teams typically met quarterly
in the developmental center. The teams are inter-
disciplinary, largely composed of professional staff
(e.g., client coordinator, nurse, psychologist,
speech therapist, teacher) who meet to discuss as-
sessments, review progress toward service plan
goals, and develop new written habilitative goals
and methodologies to be pursued over the ensu-
ing weeks and months. The contrast group re-
ceived service planning through this more tradi-
tional ISP framework.

Data Collection
During the vision meeting, immediately after

the initial strategies were developed, attendees
anonymously completed the three instruments
described above (at Time 1). Consumers were un-
able to complete questionnaires because of cog-
nitive limitations. Within 10 days of a person-cen-
tered planning participant’s questionnaire admin-
istration, the matched comparison’s ISP team
completed the same questionnaire in the course
of a scheduled ISP meeting. Prior to the ISP Time
1 administrations, the primary author or the con-
tact person, described above, met with the team,
explained the purpose of the questionnaire, and
remained to answer questions.

Team members who were absent at the time
questionnaires were completed were asked to
complete questionnaires as soon after the meeting
as possible. About one fourth of the respondents
completed questionnaires on more than one con-
sumer. Because of the anonymity of respondents,
we were unable to identify the exact numbers of
respondents for all administrations; our estimate
was about 300 team members. It is important to
note that some respondents served on both per-
son-centered planning and ISP teams. We did not
assess the degree to which this kind of member-
ship overlap occurred, and it was not determin-
able through questionnaire administrations be-
cause these were completed anonymously.

To accommodate the staggered implementa-
tion of person-centered planning, we scheduled
the Time 1 administration between January 1996
and September 1996; the final administration,
Time 4, occurred between March 1998 and Feb-

ruary 1999. Administrations occurred, on average,
approximately every 8 months.

Analysis
Participants were represented by multiple

team members who completed questionnaires,
and, therefore, item scores for each participant
were obtained by averaging responses across re-
spondents. Items were combined to form sub-
scales, which were then combined to form process
and outcome indices, as described in Instruments
above. Thus, each participant had four process in-
dex scores and four outcome index scores (one for
each administration). Trends in process and out-
come for both groups were evaluated using step-
wise generalized estimating equation models
GEE (Liang & Zeger 1986; Zeger & Liang 1986).
This technique, as we applied it, resembles an or-
dinary least-squares (OLS) regression model with
the effects of autocorrelation (the correlation of a
subject’s own scores over time) removed. It also
compensates for the fact that the questionnaires
were not administered at precisely equal intervals.
The difference between the rates of improvement
of the intervention and contrast groups was rep-
resented by the interaction of date of testing and
group membership (coded 1 for the intervention
group, 0 otherwise).

Results of the GEE analyses of process and
outcome scores in the intervention and contrast
groups are shown in Tables 2 and 3. The sample
as a whole (both groups) showed significant im-
provement over time in both process and out-
come measures. Including the group variable did
not improve model fit (the model x2) in either
model; as the intervention group began with low-
er scores, their average scores across all adminis-
trations did not differ greatly from those of the
contrast group (see Figures 1 and 2). However, the
strong interaction between time and group mem-
bership demonstrates that the rate of improve-
ment in the intervention group was significantly
better than that of the comparison group. This
observation holds for both the process and the
outcome measures.

An estimate of the magnitude of effect can be
obtained by comparing degree of improvement of
both groups. The person-centered planning
group’s Outcome Index scores increased, on av-
erage, 0.6 points (on a 5-point scale), which was
approximately six times as much as the Outcome
Index scores of the control group. The person-
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centered planning group’s increase in process was
as great as its outcome increment. The contrast
group’s process scores, on the contrary, showed a
slight nonsignificant decline over the course of
the study.

A more tangible comparison can be made be-
tween the two groups with respect to movement
to community. As of January 2003, a greater pro-
portion of the person-centered planning partici-
pants had moved from institutional living to a
community living arrangement, x2(1, N 5 37) 5
4.34, p , .05. Specifically, 18 of 19 person-cen-
tered planning participants (94.7%) moved to the
community (one member of this group died while
still living in the institution), whereas only 5 of
18 individuals in the contrast group (27.7%)
moved out of the institution. Nine of the people
who moved to the community had used com-
munity bridge-building funds, whereas 9 had not
used such funds, suggesting that access to these
additional funds did not predict movement.

Discussion
In this study, we investigated changes in per-

son-centered processes, quality of life, and move-
ment to the community when person-centered
planning is added to the traditional ISP process
for individuals with varying degrees of intellectual
disabilities and challenging behavior. The results
indicate that person-centered planning can pro-
duce an improvement (even as an adjunctive pro-
cess) over more conventional interdisciplinary
treatment team planning procedures typical of
ICFs/MR serving people with developmental dis-
abilities. These teams tend to be led by profes-
sional staff and focused, as required by federal reg-
ulations, on the development and implementa-
tion of habilitatively oriented goals and method-
ologies encompassed in an ISP (i.e., Centers for
Medicare & Medicaid Services, 2002). In the pre-
sent study, people who participated in person-cen-
tered planning were significantly more likely to
leave the developmental center for a community
living arrangement designed specifically for them
than were matched peers who received conven-
tional ISP interventions. The larger and more rap-
id improvement in process measures for the per-
son-centered planning group also suggests that
person-centered planning procedures enhanced
team roles, commitment to a vision, and both
identification and solution of barriers to com-
munity living as compared to changes within ISP
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Figure 1. Person-centered planning process rat-
ings for person-centered planning teams (PCP)
and interdisciplinary service planning teams (ISP)
at four time periods. Vertical bars denote 0.95
confidence intervals.

Figure 2. Person-centered planning quality of life
outcome ratings for person-centered planning
teams (PCP) and interdisciplinary service planning
teams (ISP) at four time periods. Vertical bars de-
note 0.95 confidence intervals.

teams. Finally, the superiority of outcome mea-
sures for the person-centered planning teams dem-
onstrates that many areas of quality of life (e.g.,
autonomy, choice-making, daily activities, rela-
tionships, and satisfaction) improved more for
these participants than for the contrast group
members.

Although the person-centered planning ap-
proach is radically different from the ISP ap-
proach in many respects (C. Holburn & Pfadt,
1998), the goals established through person-cen-
tered planning by the teams in our study were
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consistent with the missions of the developmental
centers. Early on in the process, it became clear
that the person-centered planning initiative and
the developmental centers were working toward
the same ends. It also became clear that many
aspects of the existing structures and processes of
the developmental centers were conducive to the
aims of the person-centered planning teams and
that person-centered planning provided an oppor-
tunity to accelerate the accomplishment of devel-
opmental center aims. These convergent condi-
tions no doubt contributed to the superior per-
formance of the person-centered planning teams
within the developmental center framework.
However, we also note that all staff members who
participated in this study were aware that this was
a comparison between how well person-centered
planning worked compared to the traditional ap-
proach ISP process. Thus, it can be assumed that
both groups of staff members were motivated to
produce favorable outcomes.

Two factors may have militated against find-
ings of larger quality of life differences favoring
the person-centered planning group. Some of the
developmental center staff members served on
both types of teams during the project. No at-
tempt was made to prevent adoption of the per-
son-centered planning philosophy or procedures
by the ISP teams, and, thus, diffusion effects were
possible. Another possibly mitigating factor is in-
herent in the person-centered planning process it-
self. A central role of the facilitator is to elucidate
disparities between what the person wants and
what the person is experiencing (J. O’Brien & Lov-
ett, 1992), and this can motivate team members
to reduce the disparity. Thus, person-centered
planning team members might have been more
sensitized than ISP team members to such rifts,
which might explain why ISP teams reported
higher process and outcome scores at Time 1.

One possible concern with our measurement
of process and outcome was that proxy data were
used (staff responded on behalf of the consumer).
The validity of proxy responding has been ques-
tioned, mainly because the proxy respondent has
no direct access to information for which there
are few behavioral indicators that can be observed
by others (Cummins, 2002). Nonetheless, some
investigators have reported high concurrence be-
tween proxy and participant ratings of quality of
life (e.g., McVilly, Burton-Smith, & Davidson,
2000), and recommend their use.

One question that might be raised is whether

the person-centered planning participants would
have moved into community settings anyway be-
cause the mandate of the Willowbrook Consent
Decree to achieve movement to the community
of these remaining people was concurrently being
addressed as a renewed priority. We think not, or
at least not at the pace that they did. The Willow-
brook advocates actively represented 8 person-
centered planning participants and 3 contrast
group members. Removing these 11 from the
analysis, 3 of 15 individuals in the contrast group
(20%) moved, whereas 10 of 11 individuals (91%)
in the person-centered planning group moved.
This finding suggests that Willowbrook advocacy
was not a determining factor for community
movement outcomes.

One might also contend that it was move-
ment to the community, rather than person-cen-
tered planning, that was responsible for the dif-
ferences in process and outcome scores. If true,
this finding would not be especially problematic
because person-centered planning appears to be
responsible for the greater degree of movement in
the person-centered planning group. However,
movement dates indicate that 13 of the 23 indi-
viduals who left did so after the final administra-
tion of evaluation instruments, leaving only 10
participants whose data could have been affected
by their moving to the community. These 10 par-
ticipants moved between Times 3 and 4, and, as
the figures show, the slopes between these evalu-
ation times were essentially the same for both
groups on the process measure and on the out-
come measure. Thus, it appears that movement to
the community was not responsible for the dif-
ferences in process and outcome scores between
the two groups.

A possible confound in the study was the
bridge-building funds because they were available
only to the person-centered planning participants,
and only 9 of these 20 person-centered planning
participants used such resources. It appears that
this fund did not create an advantage favoring
community placement because even though
about one half of person-centered planning par-
ticipants received some bridge-building assistance,
all but one person in the person-centered plan-
ning group moved to the community. We did not
assess possible group differences in community
activities that might have been influenced by
bridge-building funds or differences in the ease
with which participants were accessed such activ-
ities.
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Managers and clinical service providers
should be rightfully concerned with the effective-
ness of their organizations in individualizing ser-
vices and achieving the personal goals that are
central to the promise of person-centered plan-
ning. They need information about the effective-
ness of various planning strategies to provide
management support and policy direction for pro-
grams, services, and personnel. Implementation of
person-centered processes requires extensive mod-
ifications of organizational processes, including
relationships among personnel, relationships be-
tween personnel and the people they serve, and
changes in staff training and oversight practices (S.
Holburn, 1997). Managers need effective means
to measure both faithful implementation of per-
son-centered processes and attainment of desired
outcomes. The scales and monitoring practices
used in the present study offer a methodology
that permits managers to fulfill these obligations
readily.
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