Idaho Systems of Care for Children’s Mental Health
 Practice Model (updated)
EXECUTIVE SUMMARY
The Idaho Council on Children’s Mental Health adopted the practice model in November 2004.  The model created a position for direct support to a local council for service planning, coordination, case management, and documentation.  Over the following months, attempts to standardize this support led to the incorporation of wraparound as an evidence-based practice and the Wraparound curriculum from Community Partners, Inc. for the standard.  The merger of the practice model with the wraparound curriculum identified several necessary changes to the practice model and a more in depth description of the skills, knowledge, abilities, and competencies for the local council support position as well as the roles and responsibilities of the council system.

The most striking change is in the implementation of “family voice and choice” at every stage of the practice model.  This change means that local councils will rarely, if ever, meet collectively to conduct service planning (sometimes called “staffing”) with families.  This shift will also require a re-examination and likely modification to Local Council charters and bylaws to reflect the addition of the Wraparound Specialists, wraparound teams, and council roles.  In addition, a case load for the support position, Wraparound Specialist, is set at 10 cases based upon the work of other communities using wraparound as their evidence-based practice.  Since the child and family are integral to the process, the unit used to identify a case is the family.  This case load standard allows the system to set a base line capacity and identify workload.

The original proposal recommended an initial deployment of twelve local council service coordinators to those local councils actively serving families.  To date, only the Department of Health and Welfare (DHW) has dedicated eight full-time equivalent positions which it distributed on a regional level with one in each region (two in region 4).  This, in effect, moved the position from a dedicated local councils support position to a regional support position.  Distribution of the positions based on  regions rather than council activity have families that are eligible and suitable for working with the wraparound specialist and local councils in some regions being placed on “waiting lists” while receiving services and other regions with no established cases.
Those wishing to review the development of the practice model from the beginning may wish to read the Local Council Business Practice Model proposal dated November 2004.

BACKGROUND
The original business practice model was drafted by a stakeholder group in October 2004.  The Idaho Council on Children’s Mental Health adopted the original practice model in November 2004.  The original model called for significant changes in the roles for local councils in relation to service planning with families.  The original model created a position identified as the “local council service coordinator” within the structure of each local council.  This position provided direct support for a council in the service planning coordination and case management processes.    At the time of adoption, there were no new resources committed to the practice model.  

During the period from December 2004 through February 2005, the Regional Chairs continued discussions on the sections of implementation which required minimal resources and how to ensure quality during the process.  The consensus was that the local councils were utilizing a wraparound approach that lacked consistency across the councils, making implementation difficult and quality assurance problematic.  The cooperative agreement, in consultation with the Regional Chairs and the Federal Project Officer, purchased the rights to the complete Wraparound curriculum from Community Partners, Inc. and contracted for Mary Grealish, M.Ed. to conduct a “train the trainer” in the Wraparound approach in March 2005.  Together from Health and Welfare, Juvenile Corrections, a local school district, parent advocates, and parents a total of twenty persons received instruction in the Wraparound process and curriculum.

With the close of the 2005 legislative session, DHW received seven full-time equivalent (FTE) positions for the Children’s Mental Health Program effective July 1, 2005.  Mr. Deibert, Family and Community Services Division Administrator, dedicated eight FTE to Local Council Service Coordinator roles and encouraged the CMH program to look for ways to begin implementation as soon as possible. 

The Federal Project Officer Site re-visit team in May 2005 reported being favorably impressed with the practice model, the incorporation of the Community Partners, Inc. wraparound curriculum, and the planning for a system-wide meeting of councils to discuss the challenges facing them.  The team encouraged immediate implementation.

The first System of Care (SOC) Leadership Meeting was held in June 2005.  Fifty members of the system of care including DHW Program Managers, local council chairpersons, regional council chair persons, parents, council members, and cooperative agreement staff met to discuss the status of the development of the system of care, the practice model, and merger of wraparound as an evidence-based practice.  Key discussions arose around the service population, supervision of local council service coordinators, and role of the councils at all levels.  Several of the attendees were not in favor of providing services only to the service population defined by the ICCMH.  Others were concerned that local councils had no role to play if they were not meeting as a group to “staff” families.  A second meeting was suggested to continue the discussion and gain practical ways to implement the practice model and wraparound.  Also in July, the Regional Chairs met with DHW Program Managers to discuss the skills, knowledge, abilities, competencies, and supervision for local council service coordinators. 
The second SOC Leadership Meeting was conducted in late July 2005.  The title of “Local Council Service Coordinator” was replace with “Wraparound Specialists” in order to limit confusion and recognize the resource as regionally based long as insufficient numbers of wraparound specialists existed.  Thirty members attended to discuss the roles and responsibilities of the councils at all levels, wraparound and wraparound specialists, and the linkages and responsibilities to the SOC as a whole.  One of the major discussions dealt with the rationale for continuing to have local councils when the local council would not be meeting to “staff” families.  The others were the qualifications for wraparound specialists and whether or not DHW was the only possible source for local councils to obtain wraparound specialists.  
A meeting for wraparound specialists and their supervisors was conducted in early September 2005.  Discussions centered on the linkage between the National Evaluation and the wraparound specialists, the limitations of FOCUS as an information system for wraparound plans and data entry requirements, the linkage of wraparound specialists and the Idaho Federation of Families’ Family Support Specialists, the data collection for quality assurance of the practice model implementation and wraparound fidelity, case file content, and standardized reporting.

Wraparound Specialist Qualifications

I. Qualifications

A. Master’s Degree + 2 years post grad (preferred), equivalent to DHW Clinician
B. Advocate System of Care

C. CAFAS (reliability) 

D. Computer Skills

E. Pass Background Check

II.
Competency

A. Trained in Wraparound as Facilitator 

B.
Ability to communicate with diverse audiences

C.
Outreach and support (to families)

D.
Self motivated/self starter

E.
Coalition building

F.
Organize (prioritize)

III. Responsibilities

A. Case File Management

1.
Case file management forms

2.
In-Kind Match for Wraparound Team

a. Attendance (travel and out of meeting time)

b. Services

3.
Family friendly culturally competent scheduling/tracking

4.
Safety/security/other – of forms/case files

B.
Conduct Wraparound Facilitation (strengths based) – Wraparound Specialists will conduct wraparound process according to practice model as adopted by ICCMH 

C.
Reporting

1.
Supervisor (supervised by DHW, oversight by regional councils, accountable to families)

2.
Report to regional council each month

a.
# referrals in region

b.
Funds Spent

c.
Problems/barriers region wide

d.
Service Gaps

3.
Local Council.  Reports may be in provided in writing prior to the council meetings or in person

a.
# families working with in area

b.
Resource needs

c.
Problems/barriers county wide

d.
Service Gaps county wide

4.
Information for National Evaluation

D.
Outreach to communities within regions (including tribal community) to make sure gaps in services are noted and reported to regional councils.

E.
Facilitate or conduct Training and Orientation on Systems of Care

      F.
list successes and achievements 
IV.
Accountability

A.
Families

B. Council(s)

C. Funds spent

D. License

E. Federal Government

F. Work with Cooperative Agreement staff as needed

G. Supervisor

H. Culturally Competent Wraparound Facilitation

 PRACTICE MODEL OVERVIEW
This practice model describes the one aspect of the community-based mental health continuum of care under local council charter; “…establish a comprehensive, community-based system of care emphasizing the natural support that families and peers provide.”  The proposed practice model for local councils contains six distinctive phases and follows a two track gateway.  While each phase identified specific goals and suggests desired outcomes, the early phases are not necessarily conducted in a prescriptive manner.  The Wraparound Specialists may navigate between the initial phases based upon the circumstances related to the family and community situation.  In a similar way, Wraparound Specialists exercise clinical and facilitative judgment in the conduct of the steps of the wraparound approach.  The two tracks follow a “proceed” and “cannot proceed” gateway.  Decisions made at each process phase direct the movement between the two track gateways.  The gateway is based on a basic assumption that certain decisions provide the opportunity for a child with SED and the family to continue working with a wraparound specialist while other decisions block further interaction. 
A consent for the release of information form is prepared by the wraparound specialist with the family during the first two phases.  This consent for release of information is given to those individuals the family identify as having current information or documentation necessary to complete the assessment.  

Identification (referral)

Identification of the child and family in this practice model is similar to that previously known to as referral.  Individual agencies, community partners, and families may identify a child and family as possibly eligible for, and interested in, working with a wraparound specialist in their area.  The identification in this model consists of obtaining the verbal permission of the family for the family’s contact information to be provided to a “contact team”.  The verbal permission by the family to have their contact information provided to the “contact team” includes the first decision made by the family in that the family chooses whether to make the call to the “contact team” or to have the “contact team” contact the family.  Families opting to make the contact call, but failing to do so, and those families called by the “contact team” that decline further involvement move from the “proceed” track to the “cannot proceed” track.  Some agencies may make identify a family on forms used within the agency that contain additional information on the child or family.  The Wraparound Specialist must exercise appropriate care to ensure the use of this additional information is appropriate and does not bias other phases of the model.
Orientation
Families opting to connect with a contact team proceed into Phase 2: Orientation.  This phase begins with the offer to schedule a meeting with the family.  If the family agrees to the meeting, the “contact team” meets with the family.  The “contact team” is based on the successful practice currently used in several of the local councils in which a member of the council (often the chair) and a family member (or family advocate) meets with a family as a “first phase” to working with a wraparound specialist.  For this practice model, the makeup of the “contact team” includes the wraparound specialist, a family member/family advocate, and the individual making the initial referral (at the option and with the approval of the family).  The wraparound specialist and family member/family advocate remain available to the family throughout the family’s experience with the council process.  Goals for this meeting include increasing the family’s understanding of the system of care, council process, and enhance the family’s ability to make informed decisions about their child’s treatment needs and council support.  

The orientation includes information on the role of a wraparound specialist, a wraparound team, who selects and who may be involved in a wraparound team, the core values and guiding principles of systems of care, the value of the wraparound approach for to families, what costs might be involved, the phases families may expect to experience while working with a wraparound team, and their decision-making role throughout the process.  Families choosing to not be involved in other phases of the process move to the “cannot proceed” track and may be provided local resource information.  Families choosing to proceed with the process are asked to provide the information necessary to complete Section 1 of the Enrollment Demographic Information Form (EDIF).  The EDIF is one of the forms provided as part of the national evaluation of systems of care.
Suitability Assessment

This phase takes into consideration requirements that families working with wraparound teams are both eligible as members of the service population and suitable for the services and supports available through the wraparound approach as used in the practice model and defined by the ICCMH.  The regional chairpersons recognize that the current definition of SED in use by the councils likely applies to a larger portion of the population than the wraparound specialists’ capacity to serve.  While the chairpersons still wish the authority to work with children and families identified by that definition, they also reached consensus that priority will be given to those children and families that are at high risk of out of home placements.  One assumption in this phase is that the majority of children and families opting to continue in this process most likely meet the definition for SED authorized by the ICCMH.  For those families, a verification of the current diagnosis and CAFAS score requires little more than obtaining a copy of the most recent assessment and CAFAS from the parent or, with parent permission, from the current provider.  For those children and families where this information is not available, this phase includes a complete comprehensive assessment and a complete CAFAS.  Regardless of whether the child is or is not currently being seen by a provider, the assessment includes collecting the information identified in Section 2 of the EDIF.  The information obtained from all sources is used to determine eligibility and suitability for wraparound services and supports.  Children and families not meeting eligibility and suitability criteria, or choosing not to proceed further in the process, are offered referral to other services and supports, if available.  This is also the point at which the family receives its first opportunity to consider enrolling in the national evaluation.  The wraparound specialist has primary responsibility to ensure the necessary information and releases are obtained from the family and providers involved.  
Develop a Wraparound Team
The development of the wraparound team is central to the “wraparound” process and is the most visible demonstration of a child centered and family driven system of care.  Selection of team members is often equated to the practical application of “family voice/family choice”.  In this phase the family begins to review its’ strengths and identifies persons currently providing both formal and informal support the family.  This is the phase where several of the regional chairpersons became concerned with the possibility of family members requesting certain community partners not be involved with the family.  The concern is that volunteer community partners who are routinely excused from support teams may become frustrated, or seen as not having value, and lower their level of efforts to the local council or withdrawal completely from membership.  Another reservation was how the families would make an informed decision of who should be on their wraparound team if the family was provided an opportunity to hear what each council member could “bring to the table.”  To mitigate this concern, wraparound specialists must stay connected with the local councils they support.  This is truer with the limitation on the number of wraparound specialists available.  Moreover, the wraparound approach should not be confused with a “services smorgasbord.”  The family identifies the goals important to them, the unmet needs, and the strengths-based strategies that will be used to address the needs, and then identify the resources necessary to carry out the plan.  This is the “resource the plan” approach as to “plan the resource” commonly found in having all possible services laid out and the family selecting from existing resources.  The former method lends itself to greater creativity and faster identification of services gaps than the later.  The wraparound specialist is primarily responsible for assisting the family through this phase of the process.
Goal Setting and Planning  
This phase encompasses both initial and ongoing goal setting and planning for the child and family in conjunction with their wraparound team.  The process of conducting strength based goal setting and support plan is adapted from the model currently in use in Region 1.  This model (attachment 3) is the same one used during training conducted at the annual children’s mental health conference and introduced at several of the regional council community planning meetings held earlier this year.  Included in this process is the collection of the information necessary to complete section 3 of the EDIF.  Given the priority population identified by the regional chairpersons, it would not be uncommon for families to be involved with local councils in this phase of the process for an extended period of time (12 – 24 months).  Documentation of the goal setting and planning meetings are included in the family support file.  Scheduling, coordination, management of the family support file, and other necessary care management duties are the primary responsibility of the wraparound specialist.  
Review/Resolution

Family service plan reviews are conducted using the same strengths based goal setting and planning model used to develop the initial plan.  The purpose of the review is to celebrate progress and achievements, determine the effectiveness of the plan, monitor accountability of the plan’s implementation, assess the need for changes to the plan, provide continued support of the family to be self-directed in its own care, assess the suitability for continued council involvement, and when appropriate develop a transition plan.  Scheduling of review sessions, documentation of results, and other care management related services are the primary responsibility of the wraparound specialist.  Family support files are updated and documentation is reviewed for completeness and accuracy.  Reviews will occur as decided by the family support team and not later than every 90 days.   When the result of the family support review ends in resolution, either in transition or transfer to a location outside our system of care, the family support file is archived.
Care (Case) Management

Stroul and Friedman (1986) refer to care management as the “back bone of the system of

care” 
and as the cohesive element that holds the system of care together. Care management plays a key role in the coordination of services to children and families in the system of care.  Care management is a major factor in the service array by percentage of services provided to families and children by the systems of care sites across the country.  This is true for referrals received from the juvenile justice system and from all other referral sources.
The children’s mental health court action plan addresses case management under recommendation 29:  

Care management (also known as case management) should be expanded and 

employed as a methodology to help families and the system manage services for 

those children and families with the most complex, severe, and/or complicated 

Service needs.  

Desired Result 

Case management caseload standards and qualifications are consistently defined and 

applied.  Tracking will provide data to support requests for further staff where needed in 

the future to meet the standards established.  Case management is also available through local councils (emphasis added), DHW, DJC, and SDE.
The practice model places primary responsibility for care management functions under the wraparound specialist.  This allows for the development of a single universal service plan and family support file.  The wraparound specialist, as care manager, provides the child and family a single point of contact for issues regarding service provision.  The consolidation of the care management functions under the wraparound specialist provides a sense of continuity and cohesiveness for the family.  Additionally, the wraparound specialist has responsibility for the collection and accuracy of data entered into the information management systems and evaluation systems for local counsels.  The additional workload inherent in data collection has been a long-standing concern of local councils.  The addition of the wraparound specialist provides a critical resource needed by the local councils in order to meet expectations of the regional council and the ICCMH concerning the documentation of needs, service baselines, and effectiveness of services.
Wraparound (Case) Files
 

Family support files are initiated when a family chooses to proceed in the development of a wraparound team.  The file is maintained by the wraparound specialist.  When the family no longer works with the system of care, leaves the state, or the local council is no longer in operation, the file is forwarded to the respective DHW regional office,  and will be stored and disposed of in accordance with state and federal law.
Wraparound File Contents

Contact Team/Intake Team with contact information

Consent for Release Information 
Eligibility application to meet the service population

Documentation of current diagnosis

Documentation of current CAFAS

Assessments (Suitability, strengths and other assessments)

All Sections of the EDIF (I, II, and III)

Service Goals and Outcomes Plan including specific phases for providers in implementation of the Plan.

· Strengths Based Service Plan

· Crisis Management Plan

· Cultural Competency Plan

· Flex funds documentation

· Transition Plan (when appropriate)

Family feedback information

Notes and information on meeting process

Invitation to Participate in National Evaluation

	Track 1:  "Yes"  or "Proceed"  Process

Not Interested      Not Interested                 Not Suitable                                                                                          If No   If Yes

Provide                  Provide                            Provide                                                                                                     Develop

Name/#'s               Names/#'s                       Referral Info.                                                                                   Stabilization Plan
                                                                                                                                                  or file closed

Track 2: "No" or "Can't Proceed" Process                                                                               due to change in

                                                                                                                                                                                        status


	1. Identification
	2. Orientation

	Goals
	Measurements
	Goals
	Measurements

	Connect Family with Council Contact Team
	Date and location of referral recorded by local council
	1. 
Increase family understanding of council process

2. 
Enhance family ability to make an informed decision about child's treatment needs and council intervention

3. 
Clarify/simplify the process in family terms

4. 
Increase the family's feeling of being heard and empowered
	1. 
Date and time of contact

2. 
Results of invitation

If proceeding:

3. 
EDIF section I:

demographic data

referral info

current involvement

referral issues

placement status

current funding supports

4. 
Family feedback on orientation process

If not proceeding:

5. 
Family feedback on orientation process

6. 
Which services referred to

	Process
	Process

	Referral person may wish to be present at orientation

Referral person will provide family with option to call contact team or to be called by contact team.

Referral persons will report referral to local council by date and county only
	Starts with contact, which is recorded

If yes, schedule meeting

If no, leave name and number 

For meeting, need council member present plus parent advocate (could be both) plus person trained to do assessments

Presentation: who we are; core values; role of council; what's in it for family; what are costs; charter to work with SED; outline of phases; Discussion of Voice/Choice;

If YES, complete EDIF section  and do end of process survey, either interview or mail in;

If NO, refer to other supports and complete end of process survey, mail in or interview, and leave contact info if family wishes to have it


	Track 1:  "Yes"  or "Proceed"  Process

Not Interested      Not Interested                 Not Suitable                                                                                          If No   If Yes

Provide                  Provide                            Provide                                                                                                     Develop

Name/#'s               Names/#'s                       Referral Info.                                                                                   Stabilization Plan
                                                                                                                                                  or file closed

Track 2: "No" or "Can't Proceed" Process                                                                               due to change in

                                                                                                                                                                                        status


	3. Suitability Assessment
	4. Develop a Support Team

	Goals
	Measurements
	Goals
	Measurements

	1. 
Determine if child meets SED criteria

2. 
Determine appropriateness of council to meet family needs

3. 
Determine if child is accessing multiple systems and/or is at risk of out of home placement.
	1. 
EDIF section II

2. 
Most recent school data or permission to obtain

3. 
Most recent juvenile justice involvement data or permission to obtain

4. 
Current Dx

5. 
Current CAFAS

6. 
Consent to Share Information (date)
	1. 
Prepare the family to advocate for themselves from a strength based perspective

2. 
Support the family in choosing their own team members

3. 
Increase the understanding of the family and possibilities for growth and change
	1. 
Team composition

2. 
Date

3. 
Informal supports identified

	Process
	Process

	A. 
Children currently in system:

1. 
Verify and document current Dx

2. 
Verify and document current CAFAS

3. 
Complete Section II EDIF

4. 
Determine eligibility

5. 
Obtain copy of assessment and CAFAS from parent or get permission to obtain copy from provider

B. 
Children not currently in system

1. 
Complete comprehensive assessment, either on the spot or refer out (parent choice)

2. 
Complete CAFAS either on the spot or refer out (choice)

3. 
Complete section II EDIF

5. 
Determine eligibility

For Both:

1. 
Invite to council if eligible and suitable

2. 
Invite into national evaluation if proceeding to council

3. 
Get Consent to Share Information signed

4. 
Contact LES with contact info, if proceeding

5. 
Invite/refer to other services is not eligible or suitable
	1. 
Help family identify strengths.  Will use a model developed for this purpose.

2. 
Present full council membership to family

3. 
Help family identify other key supports

4. 
Develop a plan for who and when key informal supports will be contacted.


	Track 1:  "Yes"  or "Proceed"  Process

Not Interested      Not Interested                 Not Suitable                                                                                          If No   If Yes

Provide                  Provide                            Provide                                                                                                     Develop

Name/#'s               Names/#'s                       Referral Info.                                                                                   Stabilization Plan
                                                                                                                                                  or file closed

Track 2: "No" or "Can't Proceed" Process                                                                               due to change in

                                                                                                                                                                                        status


	5. Goal Setting and Planning
	6. Review and Resolution

	Goals
	Measurements
	Goals
	Measurements

	1.
Identify family/child strengths and current involvement

2. 
Set family goals

3. 
Develop written plan to meet goals
	1. 
EDIF section III

2. 
Goals

3. 
Planned activities and persons involved

4. 
Performance indicators
	1. 
Celebrate progress and achievements 

2. 
Determine effectiveness of plan

3. 
Monitor accountability of plan implementation

4. 
Assess need for changes to plan

5. 
Provide continued support to family to be self-directed in own care

6. 
Assess suitability of continued council involvement

7. 
Develop stabilization plan if appropriate
	1. 
Current school data

2. 
Current juvenile justice data

3. 
Current CAFAS scores

4. 
Clinical data as appropriate

5. 
Family satisfaction feedback, interview or mail in (parent choice)

6. 
Council member feedback (survey)



	Process
	Process

	1. 
Follow the model, which consists of three phases:

A. 
Identify Strengths and current involvement

B. 
Develop family goals

C. 
Develop a plan to reach the goals, including performance indicators

2. 
Set review date

3. 
Use a simple form that allows family to take away with them a plan they can understand, such as: 1) Actions to be taken; 2) Persons involved for each action; 3) Timeline for completion.
	1. 
Assemble review team: all persons involved in activities and family key supports

2. 
Family with parent advocate should chair the meeting

3. 
First phase might be to review strengths and new strengths or assets that have been developed

4. 
Data from school/juvenile justice etc. should be collected prior to meeting and shared with parent.

5. 
CAFAS updates should be completed prior to review

6. 
Longitudinal national evaluation data may be presented by family as they wish

7. 
Decision to end direct council involvement includes parent as full partner


Wraparound Plan Process
 
*Prior to Meeting:  The person presenting the family for family support planning should have a conversation with the parent(s) and child about what to expect in the meeting.  Things like encouraging them to speak up, and not be intimidated by all the “professionals.”  Begin identifying the parent(s) as the expert on their own child.  Explain the concept of “full partnership” with parents.  Explain what the expectations are for the parent.  

 
1. Parent welcome and Introductions* 

 
No wraparound planning will take place without the parent(s) present.  Whether or not the child is present is a decision that needs to be made in collaboration with the parent(s).  Note that it is often very helpful for the child of concern to be present for several reasons; 1) the child gets the opportunity to be an active participant, 2) the child is more likely to “buy into” the plan if they help design it, and 3) the child gets the opportunity to see a team of adults/professionals/community members expressing their caring for this child.

 

Each person in the wraparound planning should identify themselves and the agency or entity they represent.  

 

2. Updated information among participants 

 
List on a white board or flip chart the following information as it is reported to the group. 

Who is currently involved with the child/family?  (ie; PSR, psychiatrist, school personnel, therapists, natural helpers, other formal and informal supports.)  The use of Eco-mapping and similar techniques may facilitate this process.
 

3.  What are the child and families strengths? 

 

4. Identifying goals 

 
Ask the child and parent(s), What is your goal(s)?  Help families to explore and articulate goals that we can work toward.  Some families are so desperate that they can only see getting the child out of the home as a goal.  Work to get the family beyond that.  Families want to be together and be happy.  Parents want what is best for their children, but they often cannot articulate what that is.

 

5. Identify what is needed to get to the goal 

 
What services does the family/child need to treat his or her Severe Emotional Disturbance?  Wave that “magic wand” here.  Don’t get stuck in what programs are out there that you know about.  Simply list what the needs are.  Supervision?  Positive peer relationships?  Work opportunities?  Volunteer opportunities?  Positive leisure time activities?  Medication?  Therapy?  

 

6. Exploring individual/agencies options for meeting the needs 

 
Are there programs in existence that the child/family qualifies for that would fit the need?  Is someone on the Council willing to volunteer their time or services to meet the need?  Are there natural supports in the community or family that can meet the need?  For each need listed, identify a way to address it including the responsible party.  This is the beginning of the Youth Service Plan.

 

For any needs that there is no existing program or resource to address start thinking creatively.  It is appropriate for the parent to be listed as the resource for some of the needs identified.

 

Note that there may not be a solution/resource for every need identified by the family and child.  Report these “gaps” in services to the Regional Council via your meeting minutes.

 

7. Develop a Youth Service Plan 

 
Include the services to be provided, the names of those who are responsible for each service, identify a “team leader” or “care manager,” and set Youth Service Plan review date.

 

8. Conclusion of Wraparound planning 

 
At the conclusion of family support planning, the parent(s) is given a copy of the Youth Service Plan.  The member who accompanied the parent(s) to the family support planning leaves with the parent in order to debrief them and answer any questions.

 

 

 

Review Process
 

1. Introductions. 

2. Review the strengths of the family and child as identified at the first family support planning. 

3. Review the Wraparound Plan and get a status report form each member assigned a task. 

4. Identify any new needs and develop a plan to address them.  Modify the Wraparound Plan as needed. 

5. Set the next review date. 
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