	An Overview of the Integrated Core Practice Model: 

Pathways to Well-Being—Implemented as Intended


Pathways to Well-Being is an integrated practice model for mental health and child welfare that is being implemented across California.  This overview document provides county leadership with a holistic vision of collaborative child welfare and mental health systems as it will be experienced by children, youth, families, and organizations—when the practice model is implemented as intended.  This overview, which is based on the Core Practice Model Guide, is designed to complement other related efforts, including the work of the Learning Collaborative, regional learning sessions, and county-level implementation teams throughout California.   

The Core Practice Model (CPM) visions a collaboration where children, youth, families, and child welfare and mental health staff work within a team environment to build a culturally relevant and trauma-informed system of supports and services that is responsive to the strengths and underlying needs of families being served jointly by child welfare and mental health (Core Practice Model Guide, p. 3). The goal of the CPM is to achieve positive results to strengthen families and to provide services designed to achieve improved mental health outcomes for children.
In order to obtain, maintain, and measure success in achieving this vision, we know that HOW an entity implements a practice is equally important as WHAT is being implemented
.  To this end, this overview document also provides suggested action steps and considerations for county leadership.  Together, the vision and suggested action steps provide a framework for counties to discuss how they will implement the CPM.  

It is important to have a comprehensive view of what it is we are trying to achieve.  A holistic view considers incentives, structures, and operations at the systems, organizational, and practitioner levels to ensure that all aspects of implementation are coordinated, consistent, and aligned to support practice change for both mental health and child welfare systems. So what will this look like in counties when the CPM is fully implemented?  

Children, youth, and families have their mental health needs identified, assessed, and addressed in a timely manner. The process is streamlined, with minimal duplication and no competing demands by the agencies, so that families can receive effective and responsive services.

· Children, youth, families, staff, and service providers work together to identify underlying needs and goals. 

· Children, youth, and families participate with child welfare (CW) and mental health (MH) staff and service providers in the development of a single plan which includes all of their services.There may be individual mental health and child welfare plans, but they will be integrated into a single service plan for the child, youth, and family.

· Children, youth, and families are supported throughout their interactions with complex processes and systems.

This means that CW and MH staff and service providers no longer work independently when children need both child welfare and mental health services. Individual staff members have their own role and responsibilities, but they are always working as part of a team with children, youth, and families.
· Every child and family is a member of an ongoing child and family team (CFT).  The child welfare worker creates the team when the child and family enter the system.  A mental health clinician joins the team when a screening determines the need for further mental health assessment.  

· Team membership may change as needed; the CFT exists as long as the child and family are involved in services.
· Children, youth, and families are encouraged to identify natural supports to be part of their child, youth, and family team.
· Communication among team members is ongoing. Formal team meetings are held when needed.
Statement #3 refers to partnerships at all levels within child welfare (CW) and mental health (MH) agencies and partnerships with children, youth, and families. 

· Youth and families have opportunities to be meaningfully engaged at all levels within both CW and MH.
· Children, youth, and families are central in assessment, planning, and decisions about their lives. 
· Children, youth, and families are treated as individuals, with unique strengths, cultures, and life experiences that can help them achieve their goals.

· Children, youth, and families are actively encouraged to share their insights, concerns, and feedback and to offer solutions.
· Partnership involves shared leadership, where families are making key decisions about their lives.
An infrastructure needs to be established to assist the staff of both agencies to work together in a transparent manner with minimal but clear hierarchy. Each county will develop an organizational structure that will best meet county-specific needs for the implementation of Pathways to Well-Being.  
· Collaborative work occurs at administration, management, supervisory, and staff levels. Examples include:

· Memoranda of Understanding detailing collaborative practices

· Joint child welfare/mental health management structure

· Joint supervision of mental health/child welfare staff

· Joint training of child welfare/mental health staff

· Teaming by mental health and child welfare staff

· Child welfare units and mental health/service provider groups are structured to support collaborative work.  For example:

· Integrated child welfare/mental health unit

· Co-located child welfare/mental health units

· Trained and dedicated mental health and child welfare staff working together

· Culturally sensitive and appropriate, effective, and evidence-based services are available, including Intensive Care Coordination (ICC), Intensive Home- Based Services (IHBS), Therapeutic Foster Care (TFC), and other mental health services provided for all youth who meet eligibility criteria.
Trauma-informed organizations, programs, and services are based on an understanding of the vulnerabilities or triggers of trauma survivors that traditional service delivery approaches may exacerbate, so that these programs and services can be more supportive and avoid re-traumatization.
 

· Children, youth, and families perceive that the historical and current trauma to which they have been exposed is recognized and attended to through a system of culturally sensitive, trauma-informed services, and supports to help them achieve their goals.
· Child welfare (CW) and mental health (MH) staff establish a safe physical and emotional environment for the children, youth, and families they serve.  The physical setting is safe, and interpersonal interactions promote a sense of safety.

· Organizational operations and decisions are conducted with transparency, with the goal of building and maintaining trust among staff, children, youth, and family members.
· There is true partnering and leveling of power differences to the extent possible between staff, youth, and families, and among organizational staff, from direct care staff to administrators.  There is recognition that healing happens in relationships and in the meaningful sharing of power and decision making.

· Throughout the organization and among the children, youth, and families served, individuals’ strengths are recognized, built on, validated, and utilized in policy-making, program development, evaluation, and leadership development.

· The organization aims to strengthen the experience of choice for staff, children, youth, and families and to recognize that every person’s experience is unique and requires an individualized approach.

· Peer support and mutual self-help are integral to the organizational and service delivery approach and are understood as key toward building trust, establishing safety, and empowerment.

· Staff, children, youth, and families believe in resilience and in the ability of individuals, organizations, and communities to heal and promote recovery from trauma.  The system builds upon what children, youth, families, staff, and communities have to offer rather than responding to perceived deficits.

· Organizations recognize that everyone has a role to play in a trauma-informed approach; one does not have to be a therapist to be therapeutic.

· Organizations address cultural, historical, and gender issues. It actively moves past cultural stereotypes and biases (e.g., based on race, ethnicity, sexual orientation, age, geography, etc.), offers gender responsive services, leverages the healing value of traditional cultural connections, and recognizes and addresses historical trauma.

· Organizations strive to become learning communities, constantly responding to new knowledge and developments. The change process is conscious, intentional, and ongoing.3
Mental health (MH) and child welfare (CW) organizations will share information, outcome measures, and goals.

· CW and MH, working with children, youth, and families, identify shared outcome measures and goals for individual children and families involved with both systems, as well as system outcome measures and goals.

· MH and CW have processes and mechanisms to exchange and share data to the extent necessary for determining progress toward defined outcome measures and goals for individual children and families.
· CW and MH aggregate data across systems for the purpose of determining progress toward achieving jointly defined system outcome measures and goals.
Both mental health (MH) and child welfare (CW) are held accountable for defined outcome measures and goals related to improving the lives of children and families. 

· The child, youth, and family team is accountable for achieving defined child and family goals.
· Working together with youth and families, CW and MH are held jointly responsible for achieving system defined outcome measures and goals.
· Everyone acknowledges that lack of progress or improvement is a system or practice concern, not individual fault. 

· The CFT process provides ongoing opportunities to revisit barriers to progress and to modify action plans to overcome them.

· MH and CW jointly develop, adapt, and use measures to assess fidelity, both to the practice model and to the philosophy and program elements within the system.
· CW and MH have integrated/collaborative quality improvement processes.
	One System with a Unified Approach to Services:
Suggested Implementation Considerations and Action Steps


The move from vision to practice presents a host of challenges.  At the same time, it offers opportunities for real system change. It involves figuring out how mental health (MH) and child welfare (CW) staff will work together, and then specifying action steps.  What follows are some suggestions for how counties might begin to think through their implementation process.  An overarching consideration in these efforts is the authentic inclusion of youth and parent participation in leadership roles at the system and program levels.

· Select a mental health (MH) screening tool for child welfare (CW) to use at intake and at least annually (Core Practice Model Guide, p. 22).
· Determine what documents, in addition to the MH screen, are included in the MH referral packet.
· Decide how you will handle consents for release of information. Are they different for each agency? Can they be merged?
· Identify who from CW sends the referrals to MH and in what form they are sent.
· Identify who at MH receives the referrals and how they are assigned for assessment.
· Set up a tracking system for the referrals.  Decide whether you need separate tracking systems for CW and MH, or a shared system.
· Develop procedures for handling and tracking referrals for youth placed out-of-county.

· Develop procedures for monitoring sub-class referrals and handling transitions out of the sub-class and re-referrals into the sub-class.

· Establish a timeline for the referral and assessment process.
· Identify and/or develop the instrument/form that MH will use for the psychosocial assessment.  This should include a screen for trauma, and be an evidence-based assessment to the extent possible (Core Practice Model Guide, p. 40).
The mental health (MH) treatment provider joins the child and family team (CFT) when the MH assessment determines the need for MH services.
· Establish a process for regular, ongoing contact and communication between CW and MH staff. 

· Establish a timeline for CFT meetings which takes into consideration the Juvenile Dependency Court process. 
· Decide how the initial CFT will establish a single plan of services for the family that includes their mental health services (Core Practice Model Guide, p. 43).
· Develop a process to schedule a CFT meeting that includes asking the family to determine who should be present at the initial meeting; identifying child, youth, and family strengths, challenges, and concerns within their cultural context; and determining how information will be shared (Core Practice Model Guide, p. 43).
· Develop family-friendly written materials about the CFT to be provided to the child, youth, and family.
· Ensure that the process developed will ocur in the most appropriate settings within the community, with family voice and choice being the primary consideration (Core Practice Model Guide, p. 43).
· Conduct an organizational readiness assessment for parent and youth leadership.
· Evaluate how parents and youth currently participate in meaningful leadership activities in the county child welfare and mental health agencies.  
· Obtain comprehensive input by engaging families in the outreach process to diverse communities and populations.

· Build relationships by attending existing parent and youth groups at their venues.

· Identify where youth and family participation is needed:  committees, work groups, and partnerships with direct service providers and family and youth development organizations.

· Provide adequate resources to utilize evidence-based programs and strategies of organizations, such as California Youth Connection (CYC), V.O.I.C.E.S., Youth in Mind, robust independent living skills programs, United Advocates for Children and Families (UACF), and Parents Anonymous and their National Certification of Parent Leaders.
· Develop a plan so that parent and youth participation can occur at times and places that are convenient and comfortable. 

· Determine how to financially support youth and parent partner activities, and explore funding alternatives for youth and parent partner programs. 

Child welfare (CW) and mental health (MH) staff will work together at all organizational levels.  Consequently, the collaborative system will need to include a mechanism for concise, streamlined communications between child welfare and mental health staff.  Each county will develop an organizational structure inclusive of key parent and youth leaders that will best meet county-specific needs for the implementation of Pathways to Well-Being.  

· Establish regular communication between children’s MH and CW directors to review and discuss CPM implementation.

· Develop a county-level Implementation Team with broad-based membership from the child welfare and mental health fields that includes training and facilitation partners, stakeholders (e.g., parents, youth, and Tribal representatives), and representatives from a spectrum of organizational levels in the child welfare and mental health systems. 

· Consider the identification of ”core“ team members who are responsible and accountable for day-to-day implementation tasks and ”extended“ team members who provide additional recommendations, consultation, and other forms of support (Learning Collaborative Proposal, p. 6).
· Consider issuing joint written directives and other communications to MH and CW staff, and convening joint events with combined staff.

· Establish workgroups (as needed) for specific areas of implementation, such as evidence-based program development; data sharing and confidentiality; evaluation; continuous quality improvement; fiscal considerations; training; and sustainability through coaching and supervision.
The establishment of an infrastructure is necessary to assist the staff of both agencies to work together in a transparent manner with minimal but clear hierarchy. 

· Consider establishing a child and family (CFT) support team comprised of key CW and MH supervisors and parent and youth leaders that would meet regularly to provide a brainstorming and problem-solving forum for CFT facilitators and team members.
· Develop a strong MH–CW partnership for working collaboratively with families in crisis.  Make provisions for evening and weekend response capability.

· Identify leaders in CW and MH, including parents and youth, who can assume the role of ”barrier busters” and designate them as Katie A. “point people.”  
· Consider restructuring or reorganizing work units within CW and MH to facilitate collaborative problem-solving.
· Consider co-locating CW and MH staff units, including supervisors and managers.
· Develop a plan to compensate parents and youth for their participation in systems activities, such as committee meetings and focus groups, and send them to leadership training programs.
· Develop a process for conflict resolution between CW and MH staff, and between agency staff and families.


Please review the http://calswec.berkeley.edu/toolkits/child-welfare-mental-health-learning-collaborative-katie for a myriad of tools for implementing a trauma-informed system.  

The California Child Welfare Council has acknowledged that accessing and using standard information-sharing frameworks, models, and data elements are necessary to advance an effective integrated system of care that ensures children, youth, families, and those who provide services for them are appropriately informed and acquire timely access to comprehensive information (California Child Welfare Council, 2012).
Please review the California Child Welfare Council Data Linkage and Information Sharing Committee’s Inventory of Best Practices website: http://www.dss.cahwnet.gov/cdssweb/PG2346.htm 

· Develop outcome measures for child and family well-being.
· Review surveys currently in use to obtain input and/or feedback from mental health consumers and child welfare clients in order to improve services for families and children. 

· Develop policies and procedures for accountability and continuous quality improvement process.
· Develop a training plan to ensure that cross-training of child welfare and mental health in the following areas occurs:

a. Child welfare-mental health ”101“—the basics of the child welfare and mental health systems, including county-specific programs, procedures and information

b. Team facilitation skills (for those who will be acting in this role)

c. Child and family team (CFT) process and guidelines for team member behavior

d. CPM values, principles, and implementation

e. Trauma-informed care, including secondary trauma for child welfare and mental health practitioners

· Develop an infrastructure for sustainability, system alignment, and high-fidelity implementation that includes behaviorally focused coaching to build skills for all staff in using the Core Practice Model (Core Practice Model, p. 35).
This document was prepared by the Child and Family Policy Institute of California staff Pat Jordan and Beverly Abbott and Shared Vision Consultants  Lisa Molinar and Rich Weisgal, in collaboration with CalSWEC. Funding was provided by the Zellerbach Family Foundation. 

1  The CPM envisions a single system with a unified approach to services.





2  The CPM represents a shift from organizations, agencies, and individuals working independently to a team environment, where children, youth, families, and child welfare (CW) and mental health (MH) staff are part of a team, organized to help children, youth, and families achieve their goals.





3  The CPM embodies the concept of partnership.





4  The CPM promotes a collaborative system with a supportive organizational structure where child welfare (CW) and mental health (MH) staff at all organizational levels work together to serve children and families in both systems. 





5  The CPM includes the concept of a trauma-informed system.





6  The CPM is a model where data is shared across organizations.





7  Under the CPM, Child Welfare (CW) and Mental Health (MH) have joint accountability.





1  Screening, Referral, and Assessment





2  Creating and Maintaining the Child Welfare Team (CFT)





3  Families as True Partners in the Process





4  Creating a Collaborative System with a Supportive Organizational Structure





5  Developing a Trauma-Informed System





6  Sharing Data





7  Joint Accountability, Evaluation, and Continuous Quality Improvement





8  Training, Coaching, and Ongoing Sustainability of Knowledge and Practice
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