

Draft 4/14/06


System of Care Leadership Meeting
April 5 and 6, 2006

Best Western Vista Inn

Boise, ID

Minutes

Facilitator:
Decker Sanders

Participants:
Decker Sanders, Stacie Golden, Oscar Morgan, Donna Allington, Chuck Halligan, Kerry Denney, Marcey Day, Louella Schaeffer, Robin Jacobson, David Dill, Bettie Folnagy, Linda Sepa-Newell, Catherine Perusse, Joe Fleck, Ritchie Weers, Linda Bonds, Michael Perman, Jon Burnham, Peter Brooke, David Peters, Howard Belodoff, Cameron Ball, Eric Call, Ruth Vonk, Rick Phillips, Hillary Roethlisberger, Brandi Gallaher, Sue Brown, Tom Payne, Trish Wheeler, Cynthia McCurdy, Mary Bostick, Joann Grimmett, Marybeth Wells, Jeanne Lindhost, Theresa Graber, Ron Roemer, Sarah Holt, Patty Green, Kristi Howell, Barbara Hill, Courtney Lester, Timothy Hoekstra, Marian Hodges, Ken Call, Clayton Diggie, Sr., Nikki Tangen, Chandra Story
Scribe:
Donna Allington
Legislative Updates

Department of Health and Welfare
The Decision Unit for more wraparound specialists was not recommended in the appropriation bill.  SB 1413 passed, providing up to $100 per day honoraria.  ICCMH may address increasing to $100 honoraria for parent participation effective July 1, 2006.
Department of Juvenile Corrections

DJC has asked the legislature for, and received, funding for a building at ISSH to provide 24 treatment beds for children in the custody of DJC who need an intensive residential program.
SOC Status Update:

Focus of the meeting was to discuss how families should experience interaction with councils, who councils are serving, and understand the connections.
The group had consensus on a building a SOC which incorporates the following principles and values:

· Access to comprehensive array of services
This principle means there will be options for treatment and people will be able to navigate the system to receive services, which include educational, social, mental health and recreational services.

· Child centered and family focused
Child and family needs drive the intervention, and families have a voice and a choice in that intervention.  The child and the family set priorities, tone and intensity of services.  When issues exist that provide agencies with the authority to remove the child from the home, those issues automatically become a priority.   

· Families full participants in all aspects

· Community based
Management and decision making is local; however, services may not be local.
· Integrated, linked, coordinated services
The group saw this as the biggest challenge.  The goal is to have fewer instances of families caught between competing systems.  This is the best, most efficient way to use limited public services.

· Care provided in least restrictive, most normative environments
Normal was defined as normal for the child.

· Individualized service with written plan
The plan should be specific to that individual child, not written for what services are available.  Services should be those that best fit the individual and should be based on strengths.  Plans should look beyond programs and services that currently exist.  New and innovative approaches should be included.

· Mechanisms for care management

Care management is having someone who directs everything.  The key is to develop the care management mechanisms.

· Sensitive and responsive to cultural differences

This means working towards balance.

· Culturally competent (Awareness)

The SOC will value and respond to diversity, not take a hap-hazard approach.  A person may be culturally aware but not necessarily culturally competent.

· Rights protection and advocacy

Everyone has rights. The SOC will advocate for rights of all.  Everyone is responsible for protecting the rights of all, not just the rights of the child and the family.

· Early identification and intervention

Early intervention involves looking for early identification of SED in the child and designing interventions to lessen the possibility of out of home placements.  
The SOC work is a result of the Governor’s mandate to address the needs of children with SED.  The work cannot be done without the links between agencies.  Mary Bostick from State Dept of Ed explained that for the purposed of this meeting the focus must be on children with SED but that the needs of children at risk for SED must also be considered in screening activities as well.  Early identification means early identification of a child with SED before there is a crisis.

· Smooth transition to adult services when appropriate.
The group agreed on these principles and values as they relate to a system of care for children with SED age 0-18, age 21 if the child has an IEP.
Recommendations for a System of Care
Many in the group expressed frustration with the process and questioned why they were still at the meeting stage and not moving forward with something concrete. All agreed that the system overall remains challenged and is difficult to fix. The SOC needs to embody values and principles identified above.  Strategies to develop the SOC need to be based on strengths.  The group was asked for input on how to make adjustments to the system of care originally put in place in 1998 with representatives from DHW, DJC, and SDE with the council structure. This group was encouraged to advocate for the next level and be champions for change. The participants divided into small groups and were asked to identify strengths that had allowed them to survive so far and give examples.  Identifying strengths can help develop new strategies for success.
Strengths and examples of those strengths:
1) Committed and flexible people – those with family involvement, educators, commitment from people at the policy level, resilient, passionate about the work, willing to take risks and ask for what they need
2) Local councils and community outreach – Art in the Park, community anti-sigma campaigns, council system model brings people together, established relationships, people beginning to see value in the statewide structure with regional consistency,  a lot of involvement, help in identifying gaps in services.

3) Identify gaps in services – wraparound person, respite, short term crisis intervention

4) Empowerment of learning for families – conferences, learning about rights of families, teaching families to be more self-sufficient

5) People being willing to ask hard questions – honesty of participants, people are now much more assertive and honest, promotes ownership, working more honestly with probation, encourage people to work better with government agencies

6) Well funded and consistent business model – where to encourage and build on strengths

7) Real, genuine feeling of wanting to be involved and help

8) Local teens have high level of commitment to be flexible

9) Shared vision

10) Wraparound approach with wraparound positions

11) Tendency to evolve – people are here to meet needs and are willing to change

12) Shared guidance – regional councils

The groups were also asked to identify goals and outcomes they would like to see the system achieve and/or goals and outcomes for this meeting.  Those goals/outcomes are as follows:
· Parent-youth participation – increase youth involvement

· Clarify and define how to involve youth (honoraria)

· Referral process – define how it is done and how to access wraparound services
· Council involvement with families -  clarify and simplify

· Diverse council members

· Clarify what is the known point of authority for the wraparound specialist

· Have more wraparound specialists

· Clarify roles and responsibilities of the wraparound specialists and how to access them 

· Children are able to get services without Medicaid
· More networking and mentoring of regional and local councils statewide
· Clear roles and responsibilities of local councils – define their purpose 

· True integration with wraparound specialists, councils and families

· Keep and validate local councils

· Determine how to access the $50,000

· Increase availability of services after 5:00pm and weekends (24-7)

· Define in an understandable way what a System of Care is

· Clarify service population

· Share pooled funding at the state level for DJC, SDE, and DHW for an array of services under CMH
· Ensure out of home placements isn’t the sole wraparound criteria – 10 families should be priority
· Integrate early childhood services with CMH

· Provide services for children not eligible for wraparound
· Consistency of policies statewide

· Allow wraparound specialist to be trained in partner agencies

· Clarify the role of the councils and process for identifying gaps in service
· Increase acceptance of the councils and agreement on their function

· Increase connections with families

· Strength relationships between councils, DHW, SDE, DJC, and communities

· Define role of the SOC in Idaho and how to educate the public

· Educate professionals on use of the CAFAS

· Increase access to psychiatric care in all regions

· Increase local agency interaction with councils

· De-stigmatize mental health

· Enroll families in national evaluations and utilize results

· Develop standard reporting for wraparound services to regional and local councils

· Establish regional goals and local standards for spending the money

· Increase tribal involvement and that of other ethnic groups

· Develop mechanism to provide services to refugees

Small Group Discussion

The list of goals/outcomes was distributed to the small groups, and they were asked to prioritize and strategize two of these goals/outcomes.  What will effect change in an area to improve the system?  The leadership group is the workgroup to define and clarify roles and carry forward the work.  
Local councils have two different views of their involvement with families which needs to be clarified.  One group wants direct involvement with families and the other feels they should not be directly involved.  The question is also when they are involved with families, what is the involvement?  In more remote areas families may select individual council members for their team, and this was the model.  Councils acted as the wraparound team.  Now the wraparound specialist is primary person who provides involvement with families.  When the wraparound specialist is at capacity, can councils fill in as wraparound specialists?  How is the interaction managed between the individual plan and the system of care?
Direct involvement with families is involvement with the wraparound specialist.  There needs to be a mechanism to manage the creation of tasks and responsibilities.  Criteria for services involves showing diagnosis of SED.  There are differences in involvement with families and reasonable expectations of how families would be treated.  SOC wants to create consistency.  The group was in agreement that how families get quality care is not as important as that quality care is being delivered. 
Regional chairs should act as advocates for parents and local councils.  Local councils cannot be case managers without support.  Parents can come to councils for referrals to help families find services.  Councils are not able to attend IEP meetings but collaboration should occur between the council and SDE.  Councils can help families in a bigger way than solely staffing individual families.  The assumption is that everybody must be a part of this process, and challenges arise when trying to incorporate the values and principles and make everyone comfortable with them.

The group was challenged to find agreement around these issues, referencing the values and principles on which they had consensus.  The group shared positive moments and frustrations from the day’s meeting in evaluating the work they had done.  Some shared that their positive moments were also the same as their frustrations.

	Positive Moments
	Frustrations

	Learned that some local councils are meeting with families at the families’ convenience.
	Leaders had not provided information on what had happened in the past.  Would like to suggest preparing a packet for future meetings to include history.

	Report from Mary Bostick on movement in the SDE.
	Leadership had not shared the information

	Learned that each local council is at a different level and different place
	If the group resists change, they cannot more forward.  Not seeing change happening in the state.

	Most of the players to effect the changes are present at the meeting.
	Not enough family members or youth attending the meeting.

	
	Not all wraparound specialists are doing the same thing.

	
	Not seeing much  being done, flogging a dead horse, wasting time

	Good to see what other local councils are doing
	

	
	Going over the same issues and not identifying the underlying issue, stuck and not moving forward

	Seeing innovative minds attending the meeting and speaking with passion – inspirational.
	Seeing how disorganized the group is with their approach to change.  Councils not functioning consistently within the structure.

	Diversity of participants at the meeting and degree of honesty in sharing
	Not have enough families involved.  

	Beneficial to get information on what other councils are doing
	Not all councils have the information

	Seeing Department staff promoting the work
	Lacking ownership for SOC in Idaho statewide.  The front lines are not receiving the information and needing a hammer to get something done

	Feels the passion for the SOC and in meeting as a group can see that the group can  be successful
	Underlying division on whether the councils should exist

	
	Seems the group constantly meets to tear things apart and put the same things back together in a different way

	People coming together to try to help
	Not enough wraparound specialists

	Can use the money to fill gaps in services so now can see that councils are affecting change at a bigger level
	Councils now feel disenfranchised in not working with families

	Diversity in councils; however, diversity may not work for everyone
	Some come to meeting only to get what they want

	See what is working in other local councils
	

	Meeting is focusing on the needs of children
	Things are not getting done

	Information on other local councils
	Not want to re-hash things that have already been decided

	Hear that councils are trying to recruit college students for respite
	Not communicating this information amongst other councils

	Learning that councils can have latitude and can operate differently
	No fine tuning of the issues and focus is too broad

	Change is a lengthy process
	Change takes too long

	Group seems on track to where they want to go and are headed in the same direction
	Some people have an underlying distrust for local councils

	The group is growing and people care a lot
	New people do not have an understanding the prior battles

	Seem to be getting the concept of SOC
	Not moving forward with the vision

	
	Lack of leadership-not being given direction on what to do and how to do it

	Everyone is at a different level and all have their own successes and have to be flexible to be different
	Some have not gotten their way, and they need to move on

	How verbal the group is 
	How the group is not visual

	Parents can express themselves in the small groups
	Large majority of children with SED not come before the councils


Consensus of the two groups of people in the workgroup  -  those more comfortable working with passion and those more comfortable with developing techniques – was that they would come together to set up protocols for working with families and how to share this information with councils.

The group was asked to identify what they saw as most effective in working with families and how to get this information to councils.  Chandra Story has a website set up to post council success stories (www.idahosystemofcare.org).   They were also asked to work on improving leadership continuity of councils and identify what has to be done to have a wraparound specialist for every 10 families.  As long as the lawsuit is active, a group known as a council is mandated.  However, if the councils are not owned by the communities, there is no guarantee they will exist when the lawsuit is settled.  The group wants to find ways to better engage partners and recruit cooperation.

The group reviewed the following statements regarding how councils are directly involved with families:
1. Local councils conduct regular scheduled meetings. Anyone may attend to learn about the council, its members and their representatives. YES

2. Families of children can ask to meet with local councils.  YES

3. Local councils meet with families to determine  the likelihood that child may have an SED diagnosis  NO

4. Can local councils meet with families to conduct service planning?  NO

5. Can local councils meet with families to conduct wrap around?  NO, not unless the family chooses the entire council to be on the wraparound team.

Consensus:  As part of outreach, anyone can come to a council meeting for information.  Families can meet with councils; however, they cannot discuss meeting SED criteria, service planning, or use wraparound services.  There is a need for on-going training for councils on wraparound and how to integrate it with local councils.  Also training is needed on wraparound conducted by individual council members as team members if the family chooses council members as team members. 
6. Can councils do orientation for wraparound?  YES, parent, advocate, referral person, wraparound specialist, council can be part of the orientation team.  Councils in rural areas should be a resource for the family on where to go for resources and to get information on each agency.

Questions for the group:

1. What are wraparound specialists and how do they work with councils? 

2. What is the referral process?

The group determined that council members may make referrals to the wraparound specialist.  Supervision of the wraparound specialist is the Department of Health and Welfare program manager.  There are 8.0 FTE for wraparound specialist across 35 local councils.  Each 1.0 FTE  carries a maximum caseload of 10 families.  One FTE (2,080 hours of time) is assigned to each region, and this may not necessarily be one person but time shared by more than one person.  Local councils refer to the wraparound specialist.  Anyone in the community can refer a family to the wraparound specialist.  Since the WS is a limited resource, best practice would suggest that the WS inform the council when a family has been referred to the WS by the community or individual council member, but it is not necessary to report the name of the family.  Parents have to be willing to apply for services and the child must meet the ICCMH definition of SED.  Families need to have access to the WS.  DHW funds the WS.  Consensus of the group is that as a leadership group, they need to recommend as a group that DJC and SDE get on board with the funding.  The WS works for the local council and connects the family to the resources.  The group would like monthly updates from the WS with the local councils to know how many families each council is serving and set up a flow of information with local and regional councils.
Follow-up Task:  Develop and submit the community referral process (flow chart) for local councils with recommendations and present the information for review at the next leadership meeting in three months.
The group would like to see a uniform referral process in place in each region.  Who can refer to the WS and what happens when they get the referral should be identified showing the relationships.  Monthly local council reports to go to the regional councils who then take the information to the ICCMH.  Any gaps in service should be documented.  Local councils can take steps to fill the gaps,   Wraparound training is being done at the CMH conference in May and also in July through telehealth and also at Academy.  There also needs to be follow-up for WS to determine if families are receiving services.  WS caseload of 10 can be flexible with priority being given to those at risk of out of home placement.
The group recommended that councils strive for 51percent of members to be parents.  There is no limit on number of council members.  Monetary support to attend meetings may be taxable as income to the family.  If youth are involved, councils currently cannot pay an honorarium for their attendance.  Volunteers do not get an honorarium to attend.  18-21 year olds would be defined as youth if they are eligible for an IEP.

There is no mechanism in place to consider stipends or honoraria for youth participation on councils.  Parents can receive up to $75 per day and must make a claim for the support.  Councils project how to spend their money and will continue to have $50,000 each year.  Reimbursement is made after the services are delivered. The only way to pay up front is through a contract.  
Who has the authority to spend the money and for what can it be spent?  Councils can identify needs and pay for gaps in services for an individual child with SED.  They can pay administrative costs for councils, identified mental health services for an eligible child (gap service), training, and community development such as outreach.  Money can be used around the individual child’s plan so that the child can remain in the community. Supplanting funds is not allowed.  Without wraparound specialist a council cannot spend the money except for a child with a plan linked to an individual goal for an individual child.  Paying for an individual service not identified in the wraparound plan is not an appropriate expense.  Councils should target individual children and community efforts (outreach).  Program managers in the regions can make the decisions on how funds are spent.  Stacie will scan and post the GFA on the website as well as the ICCMH guidelines for spending.
Local councils will brainstorm spending.  Spending must meet Federal guideline.  Grant money is allocated to councils and spending must follow the grant guidelines as well.
Next steps:
1) Put together a team of people to facilitate the next meeting
2) Form a steering committee for communication – possibly regional chairs

3) Ask councils to determine purpose of the next meeting.
4) Send information on what the meeting is about to the website with brief history of what has transpired
5) Ask for additional agenda items. 

6) Bring back issues from council brainstorming.  Identify local needs and issues 

7) Determine how information will be disseminated in a systematic way – a communication plan

8) Establish accountability and a follow up plan – who takes information to the regions?

9) Prepare a meeting packet for new members to keep everyone current
10) Send out copies of meeting minutes, GFA, ICCMH guidelines

Next agenda and objectives will be developed by regional chairs:  

· establish regional goals and local standards for spending the money

· define youth (age) for honoraria

· increase tribal involvement and address diversity

· review community referral process for wraparound services 

· share examples from other states on what councils are doing

· review the GFA
· share ideals for how regions can successfully spend out their money

· discuss DHW purchasing procedures
· discuss networking between regions to share information such as dates for anger management classes, mentoring programs

Regional chairs will determine if there will be another large statewide leadership meeting in three months or if meeting will occur with smaller local groups.  They will discuss where the SOC is going and how to get there with what we have to make the SOC happen.
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