	                             DIVISION OF CHILD & FAMILY SERVICES

      Children’s Mental Health Services

	SUBJECT:                      Child & Family Teams

	POLICY NUMBER:
10.40

	NUMBER OF PAGES:
9

	EFFECTIVE DATE:
October 1, 2007

	ISSUED DATE:
September 24, 2007

	REVISION DATE:         April 20, 2008

	REVIEWED BY:
Children’s Mental Health Management Team

DATE:
March 19, 2007

	SUPERSEDES:
9.40

PAGES:


	APPROVED BY:


NAME/TITLE:
Patricia L. Merrifield, Deputy Administrator

	REFERENCES:
DCFS Wraparound Training Curriculum
                                          MSM Chapter 400

                                          MSM Chapter 100

                                          National Wraparound Initiative


I. POLICY

It is the policy of the Division of Child & Family Services Children’s Mental Health Services to develop and monitor treatment plans/plans of care in a child and family team.  

Children’s Mental Health Services are committed to the provision of compliance with high fidelity wraparound case management to meet Nevada Medicaid behavioral health regulations through the appropriate use of Child and Family Teams. 

II. PURPOSE

The purpose of this policy is to describe the Child and Family Team meeting process.  This policy describes the Child & Family Team meeting elements needed to develop a plan that will meet the unique and individualized needs of the child and family. 

III. DEFINITIONS

Care Coordination Plan:   A written individualized plan developed jointly in a Child and Family Team that specifies the goals of providing case management to the child and actions to address the medical, social, educational and other services needed by the child including:

· Ensuring the active participation of the child (as developmentally appropriate) and family 

· Working with the child, family and others to develop such goals and identify a course of action to respond to the assessed needs of the child

Case Manager/Care Coordinator:  A case manager/care coordinator is a mental health practitioner who assesses, plans, implements, coordinates, monitors and evaluates options to meet an individual’s behavioral and mental health needs. Case management/care coordination links persons who have complex personal circumstances or health needs that place them at risk of not receiving appropriate services. It also ensures coordination of the service delivery system. (Source:  MSM Chapter 100)

Child and Family Team (Child & Family Team):  A family-driven, child-centered, collaborative service team, focusing on the strengths and needs of the child and family.  The team consists of the child recipient (as developmentally appropriate), parents, and service professionals and may also consist of family members, care providers, and other individuals identified as being integral to the child’s environment of mental health rehabilitation.  (Source:  MSM Chapter 400)
Client Record:  The collection of all electronic records and hard copy documentation regarding a child's behavioral and mental health treatment. The record is a legal document. The client record provides the foundation for managing and tracking the provision and quality of services.

Cultural Competence:  Cultural competence is the ability of individuals and systems to respond respectfully and effectively to people of all cultures, classes, races, ethnic backgrounds, sexual orientations, and faiths or religions in a manner that recognizes, affirms, and values the worth of individuals, families, tribes, and communities, and protects and preserves the dignity of each.  Furthermore, cultural competence is a developmental process that evolves over an extended period of time (Cross, Bazron, Dennis, & Isaacs, 1989).
In addition, cultural competence is:

· “a continuous process of learning about the cultural strengths of others and integrating their unique abilities and perspectives into our lives;

· a vehicle used to broaden our knowledge and understanding of individuals and communities;
· reflected in how communities relate and interact with service providers and their representatives; and,
· the knowledge, ability and skill necessary to identify and address issues facing organizations & staff that have cultural implications & the ability to operationalize this knowledge into the routine functioning of an agency” (Child Welfare Leagues of America, 2001).
(Source:  Child & Adolescent State Infrastructure Grant; Issue Brief #2, August 2007)
Division or DCFS:  The Division of Child and Family Services
Family:  An individual who is/may be a legally responsible adult for a child.  Family for children may also include siblings and/or fictive kin who are integral in their home/community environment or mental/behavioral health. (Source: MSM Chapter 400)
Family Involvement:  The family’s active input, guidance and participation in treatment planning, implementation, monitoring, and follow up. Family involvement is required to ensure high fidelity wraparound case management and must be documented on the Plan of Care/Treatment Plan. (Source: MSM Chapter 400).
Fictive Kin:  A person not related by birth or marriage who has a significant emotional and positive relationship with the child.  These persons may include foster parents, friends, etc.

Goal:  An expected result to be achieved through the use of the recommended treatment and services prescribed on the Treatment Plan/Plan of Care.  Goals are designed to direct care in order to ameliorate or stabilize mental health needs for improved functioning. (Source: MSM Chapter 400).

Natural/Informal Supports:  Individuals, other than paid professionals, who offer support to children and families.  Examples include extended family, friends, pastors, neighbors, etc.  

Objective:  Written statement of an expected result or condition that is related to the treatment goal. An objective is time specific and stated in measurable terms.

Strengths, Needs, Culture Discovery:  A strengths-based, family-driven meeting which results in a written document, the purpose of which is to explore and confirm the family culture, traditions, hopes and dreams, as well as identified family needs.  
System Partners:  Agencies/organizations and/or professionals that provide services within the community.  Examples include child welfare, children’s mental health professionals, juvenile justice, the courts, treatment providers, medical professionals, schools, etc.

Wraparound:  Wraparound is a service delivery model adopted by DCFS to serve children with severe emotional disturbances and families who are either in out of home placement or at risk of being placed in out of home placements.  Wraparound is characterized as a case management model of care that includes a structured and strengths based treatment/planning process involving children, families, their natural supports and system partners who work together to develop a unique set of individualized community based and informal services, the goal of which is to achieve a positive set of outcomes which ensures child safety, permanency, and well-being.

IV. PROCEDURE (see also “Practice Guidelines”)
Preparation and Facilitation of a Child and Family Team Meeting
In order to ensure high fidelity to the wraparound case management model, case managers are expected to work within the scope of their practice.  Case managers who are preparing to convene a Child & Family Team have a unique opportunity and responsibility to engage the Child & Family Team in a purposeful way which will better ensure fidelity and child and family outcomes.  This involves careful planning and preparation, which includes the following tasks:

A. Information Gathering and Assessment   

The case manager is required to:*

1.  For children/youth in the custody of a public agency:

a. Contact the referring practitioner or agency within 24 hours of case assignment.  The purpose of this contact is to consult about the purpose of the referral, including outcome expectations, and to complete all necessary program paperwork, including releases of information and consents to treatment.

b. Read and review the case file, including all assessment documents, court reports, social summaries, etc.

c. Formulate questions left unanswered or which require further clarification after completing the case review and consult with the assigned supervisor for direction;

d. Contact the family within 48 hours of case assignment.  The purpose of this contact is to introduce the case manager, to provide a brief overview of the program and to schedule the first face-to-face meeting.  The case manager should be prepared to also assist the family with any questions or concerns regarding the program;

2. For children/youth NOT in the custody of a public agency:

Contact the family if initial contact has not been made by another DCFS staff, e.g. Intake Coordinator.  The purpose of this contact is to introduce the case manager, to provide a brief overview of the program and to schedule the first face-to-face meeting.  The case manager should be prepared to also assist the family with any questions or concerns regarding the program.

3. For ALL children/youth:

a. Conduct the first face-to-face family contact within 7 calendar days, according to the family’s preference.  The first contact may be scheduled in the family home or at an alternative family preferred location.  The purposes of this first face-to-face contact are to complete necessary paperwork to include consents to treatment and releases of information to begin relationship building with the family by providing a more detailed explanation of the wraparound process, assessing and planning for immediate crises (e.g., no food, no utilities, safety risks, etc.), and beginning to assess the strengths and needs of the family.

b. Conduct any required assessments, including, but not limited to strength, needs, culture discoveries and psycho-social assessment with the child and family.

The purpose of completing assessment documents is to:

1. Identify individual and family strengths, needs and concerns;

2. Prioritize needs based on the issues identified as most important to the family; 

3. Gain a deeper understanding and appreciation of the family’s culture; and,  

4. Explore existing and potential natural and informal supports that may or should be invited to participate on the Child & Family Team.

4.
If a strengths, needs, culture discovery is completed; it must be documented and submitted to the family for review prior to the initial Child & Family Team meeting.  A copy of the finalized document is to be filed in the client record.

*All activities are to be documented in the client record.  Any exceptions to these required tasks will be made in consultation with the case manager’s supervisor and are to be clearly documented in the client record per timelines established in Medicaid Chapter 400 and program policies.

B. Preparation for the Child & Family Team
Throughout the engagement process and initial stages after case assignment, the case manager should be providing the family with information and opportunities to ask questions about the purpose of the Child & Family Team meeting and the need at the Child & Family Team meeting to: *

1. Develop goals based on identified family strengths and needs;
2. Determine the main outcomes that the family wants to occur at the meeting;

3. Clarify the role of the case manager as the facilitator of the Child & Family Team meeting;

4. Encourage the family to talk about their strengths/needs, to ask questions and contribute ideas that will help them to meet the goals of the Plan;

5. Discuss the requirement with regard to confidentiality with the family and team; and,

6. Continue to explore with the family who should to be invited to the meeting.

Once Child & Family Team meeting participants have been identified, the case manager will contact them about participating on the team and will provide copies of any necessary documents. 

*All activities are to be documented in the client record.  Any exceptions to these required tasks will be made in consultation with the case manager’s supervisor and are to clearly documented in the client record.

C. Facilitating the Child & Family Team Meeting

The initial Child & Family Team meeting is to be conducted within 30 days of case assignment, following the gathering of information, and meeting preparation activities.

1.  Introduction/Purpose

a) The case manager facilitates participant introductions;

b) The case manager will confirm the need for confidentiality by all Child & Family Team participants;

c) The case manager explains the purpose of the meeting is to develop a plan based on strengths/needs and to address the factors that placed the child at risk, by the development of specific goals and steps;

d) The case manager will help the group establish “ground rules”; e.g., be respectful, one person speaks at a time, everyone gets a chance to talk, it is okay to disagree, everyone’s contributions are valued; and,

e) The case manager should gain agreement among the team members about the purpose of the meeting and the team mission;

f) The case manager will present a preliminary meeting agenda, based on information gathered from the child(ren), families, and other Child & Family Team members during the information gathering and preparation phases.

2.
Summary of Family Strengths, Needs and Culture

a.
The case manager will review the strengths, needs and culture discovery with the Child & Family Team and elicit additional strengths and needs for each family member.  Practice standards dictate strengths/needs be listed on flip charts, white boards and other visual medium which the Child & Family Team can easily access and to which they can refer in the meeting;

b.
The discussion about services will be held in abeyance until needs are fully identified and prioritized; and, 

c.
The case manager will facilitate a discussion about the specific need of the child in care to maintain family contact except in those instances when inappropriate (e.g. court order prohibiting contact, parental rights have been terminated, etc.)..

3.  Identify Out of Home Needs and Goals to be Addressed

a.
Each team member is to have an opportunity to express their opinion of the needs and goals of the child and family; 

b.
Each risk factor that brought the child into services/care must be addressed by specific goals;

c,
There should be discussion that goals and needs may change as the goals are achieved, and that steps will change if a more appropriate match of needs/services is necessary, or if a more effective method of service delivery is available.

4.  Prioritize Goals and Brainstorm Strategies 

a.
Once needs and goals have been identified and agreed upon, the case manager facilitates the team in prioritizing which goals are to be the focus, ensuring that no more than two to three goals are prioritized at any given meeting.

b.
The case manager facilitates the team in brainstorming a list of all traditional and non-traditional possibilities and options; all ideas being valid and considered.  A focus is for the team to be creative and inventive.  Practice standards dictate that ideas and options be listed on flip charts, white boards and other visual medium which the Child & Family Team can easily access and to which they can refer in the meeting.

c.
The case manager will ensure that natural and informal support options are utilized whenever possible and appropriate.

5   Select Strengths-Based Options/Action Steps

The case manager will facilitate the group in:

a.
Selecting and prioritizing action steps for each goal;

b.
Insuring steps are small, measurable, have time limits and are matched to needs;

c.
Identifying who, what, and when to accomplish the steps; and,

d.
Designing some steps to be short so as to permit early success. 

6.  Closing the Meeting

The case manager will:

a.
Briefly review the Plan the team has created and agreed upon and advise the team the plan will be reviewed regularly and revised, when needed;

b.
Thank the family and other team members for their effort and participation;

c.
Commit to provide a written copy of the Plan to each member in no more than two business days. 

d.
Set a date for the next Child & Family Team.  

NOTE:  As the case progresses, Child & Family Team meeting frequency may decrease depending on each individual case need, however, high fidelity wraparound practice standards require Child & Family Team meetings be conducted no less than once a month.

D.   Plan implementation 

The case manager will:

1.
Write and distribute the Plan to each team member within two business days of the Child & Family Team meeting;

2.
Initiate consistent contact to team and family members in order to monitor and better ensure agreed upon action steps have been initiated timely and completed;

3.
Facilitate all previously scheduled follow up Child & Family Team meetings in order to  review and update the Plan, and monitor progress toward each agreed upon goal; and, 

4.
Consult Child & Family Team members and any other individuals affected by a change to the plan before a decision is finalized to change the Plan.
V.  Child & Family Team Practice Guidelines 

A.
The creation of the team begins with the family’s own response to the question, “Who can you turn to when you need help?” Some families need help in identifying potential supports, so appropriate coaching may be necessary to help the family think creatively. If parents or grandparents are unavailable, for example, the family member may need to be encouraged to consider a minister, a neighbor, or a work colleague. Other team members include system partners.

The wraparound best practice standards dictate that families do best when they have access to informal and formal supports from friends, family and system partners who the family can trust and who can help respond to the issues the family is facing. The team that comes together provides an alliance of support for the family and facilitates the family’s participation in decision-making regarding safety, permanency, and well-being for their children. This process is meant to be solution-focused and should draw on a family’s history of solving problems, the family’s current capacity to solve the problem, and the family’s vision for their future. Child & Family Team’s drive the case planning process and ensure strengths-based and solution-focused plan content that, upon implementation, facilitates the family’s stability and ultimate safe disengagement from agency involvement.  

Additionally, the Child & Family Team contributes a variety of constructive benefits including:

· Increasing the variety of option for solutions;

· Preventing removal of the child from the family;

· Increasing the likelihood of matching the appropriate service to needs;

· Identifying kinship placement opportunities;

· Increasing the capacity to overcome barriers; and,

· Creating a system of supports that will sustain the family over time.

B.
A Child & Family Team is comprised of the child, his/her family members and/or fictive kin, informal supports  and system partners who join together to strengthen a family and provide a protection and care plan for the child to achieve child safety, permanency and well-being. This process is often a forum in which the Child & Family Team come together to help the family craft, implement or change the individualized plan of care.  There is no consistent rule about inviting children to a Child & Family Team. Children should be invited when they are old enough to understand issues, contribute to, and benefit from the meeting.

Family members who are involved in the case or may be potential Child & Family Team members should be explored and invited to the Child & Family Team.  There are instances, however, when initially there are no available family members to participate on the Child & Family Team.  In these cases, those who are available, including foster parents, fictive kin and professionals will comprise the Child & Family Team.  Although not all Child & Family Team members attend every meeting, participants should be encouraged to maintain a stable membership to support the child and family.  The case manager should elicit a commitment from all members to attend meetings as consistently as possible and to be flexible in addressing the changing needs of the family. 

C.
Child and Family Team meetings are based on a number of beliefs and practice values. The following are some of the most important principles that support the process:  

· Genuineness, respect, and empathy are the three core helping conditions of successful engagement with families.

· The focus should be on needs rather than symptoms. 

· People are capable of change, and most people are able to find the solutions within themselves, especially when they are helped in a supportive way.

· All people and families have strengths.

· Recognizing strengths in families builds a foundation for a trusting relationship and a platform for change.

· A solution that a family generates with a team is more likely to fit that family because it will respond to their unique strengths and needs.

· A family is more invested in a plan in which family members believe they are full partners in the decision-making process.

· When extended family members and friends become part of a team, they frequently identify solutions that no formal system would be able to generate.

· When a number of caring people are brought together, energy is generated that fuels change.
            D.
Child and Family Team meetings are best used when:

· There are uncontrolled risks of harm;

· The helping systems and the family are “stuck” and progress is not being made toward problem resolution;

· The family wants to care for its child or wants the child cared for in its own family system;

· Relatives and other support individuals express interest in helping the family or interest in caring for children who are either at risk of being removed from the family or who are already in out of home placement;

· Mandated agencies are invested in letting the family be the architect of the Plan; and, 

· System partners can engage their resources and energy toward mobilizing the family through whatever needs brought the family into the child serving system.

E
The case manager should discuss with the family who needs to attend the Child & Family Team, including the family’s own support system. The case manager should offer encouragement about who might be helpful to the process, including both natural supports and system partners, and should help the family broaden its definition of who is family and who would be a good team member. If the family finds it difficult to identify potential team members, the case manager can help by asking a few questions such as:

· With whom do you spend holidays?

· Who cares about what happens to your family?

· Who do you talk to on the telephone?

· Who attends your children’s birthday parties?

· Who calls you when they are in trouble and need your help?
· Who do you call when you are in trouble and you need help?
F.
The family’s convenience is first considered in scheduling a Child & Family Team meeting.  However, sometimes a balance is needed between the preference of the family and the ability to get a provider included.  All team members should be given as much advance notice as possible of meeting date, time and location.  The best place to hold a Child & Family Team is in a setting that promotes openness, confidential discussion, and decision-making.  Government offices or meeting rooms may not be the most comfortable setting for families.  Family preference about the time and the meeting place must be honored as closely as possible.  

G.
Wraparound best practice standards dictate that Child & Family Team meetings are no longer than one hour in length.  The focus of a Child & Family Team meeting is on solutions to the family’s most urgent needs.   Although it should always be the exception to the rule, there are times when a Child & Family Team meeting may exceed one hour in length.  The necessity to extend the length of the meeting time beyond one hour may occur when the family is in crisis or when there are multiple and complex needs requiring the immediate attention of the Child & Family Team. 
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