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Fairfax-Falls Church CPMT Mission and Principles

Mission: Provide a spectrum of effective, community-based services and supports for children and youth with or at risk for mental health or other challenges and their families, that is organized into a coordinated network, builds meaningful partnerships with families and youth, and addresses their cultural and linguistic needs, so that all children and youth in the Fairfax-Falls Church community are socially, emotionally, mentally, and behaviorally healthy and resilient.

Philosophy: We, the Fairfax-Falls Church community, collectively ensure all children, youth, and their families have equitable and easy access to a continuum of quality, integrated and/or coordinated services, supports, and opportunities to promote resiliency and further their social, emotional, mental, and behavioral health.
	CPMT Principles
	Systems of Care Principles

	Services are supportive to children and their families, providing them with the opportunity to succeed in the community to the fullest extent possible;
	Our system will support families to fulfill their primary responsibility for the safety, the physical and emotional health, the financial and educational wellbeing of their children.

	Needs of children and families will be met in the least restrictive way, with families fully participating in the decision making process;

The family unit will remain intact whenever possible, and issues are to be addressed in the context of the family unit;

Services will be community-based whenever possible, and children will be placed outside of the community only when absolutely necessary.
	Children are best served with their own families. The system aims to keep children and families together and prevent entry into long-term out of home placement. 

	All agencies providing services will work together, cooperatively, with each other and with the family, to gain maximum benefit from the available resources.
	Our system embraces the concepts of shared resources, decision making and responsibility for outcomes. All stakeholders will work together collaboratively with each other and the family to gain maximum benefits from available resources.

	Services are flexible and comprehensive to meet the individual needs of children and families;
	Children and families will receive individualized services in accordance with expressed needs.

	Services are easily accessible to residents of the community, regardless of where they live, their native language or culture, their level of income, or their level of functioning;
	Our families will receive culturally and linguistically responsive services.

	Services are integrated into the community, in the neighborhoods where the people who need them live;
	Children with emotional, intellectual or behavioral challenges will receive integrated services and care coordination in a seamless manner.

	Services are family focused to promote the well-being of the child and community;
	Our system will be youth guided and family driven with the family identifying their own strengths and needs and determining the types and mix of services and desired outcomes within the resources available.

	Services are responsive to people and adaptable to their changing needs;
	County, community and private agencies will work to eliminate racial and ethnic disparities in outcomes, and will embrace, value and celebrate the diverse cultures of children, youth, and their families. 

	Services are provided through collaborative and cooperative partnerships between people living in their community and public and private organizations.
	We will be accountable at the individual child and family, system, and community levels for desired outcomes, safety and cost effectiveness.
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	CSA System of Care Program and Practice Standards

	Background

At the direction of county and FCPS leadership in early 2011, an inter-agency workgroup developed practice standards based on CPMT and systems of care principles, for serving children and youth with significant behavioral and/or emotional issues or developmental disabilities with a significant behavioral component.  In July 2011, CPMT authorized the release of the Standards for public comment, and they were approved by CPMT in October 2011.  

What are Practice Standards?

Practice standards are guidelines used to determine what a human services professional involved with a youth with serious behavioral or emotional issues should or should not do.  Standards may be defined as a benchmark of achievement which is based on a desired level of excellence. They are based on our values and principles, and articulate our common agreement on how youth and families should be served.

Scope of the Standards

The Standards were developed by an inter-agency team of practitioners who work with youth and families with behavioral and/or emotional issues or development disabilities with a significant behavioral component.   Although most of the Standards may be applicable to children and families involved with public child-serving systems at all levels, they are specifically targeted to serving youth with significant behavioral or emotional challenges which are present in several settings, such as home, school and in the community and require services/resources that require collaboration among multiple agencies/systems and/or coordinated interventions by multiple agencies and programs. The Standards are consistent with the philosophy and practices of family partnership meetings and intensive care coordination.

Use of the Standards

Inter-agency: The Standards directly inform the policies, procedures and practices of existing processes, such as CSA, for coordinating services for at-risk youth and families across agencies. They form the basis of an inter-agency training plan for staff serving youth with serious emotional and behavioral issues.  They provide a framework for the implementation of evidence-based treatments.  
Intra-agency: Public and private youth-serving agencies are asked to integrate the Standards into their policies, procedures and practices for serving youth and families with serious behavioral and/or emotional issues, including staff training and supervision.  The Standards should be considered in the design and operation of agency programs.
Public-private: The Standards would be incorporated into contracts with private and public providers, and disseminated to private youth and family-serving agencies and organizations.

Families: The Standards would be disseminated to family advocacy and support organizations, and to families participating in public services, either “as is” or in a more family-friendly format.



	Family and Youth Participation in Service Planning: Our system supports families to fulfill their primary responsibility for the safety, the physical and emotional health, the financial and educational well-being of their children. Voices of youth and parents are heard, valued, and considered in the decision-making regarding safety, permanency, well-being as well as in service and educational planning and in placement decisions.
1. PParticipation of youth and families in meetings is expected, absent documented clinical or safety concerns.

2. Youth will participate in service planning in a manner consistent with their cognitive and developmental abilities.
3. Family members, youth, and other supportive adults are prepared for participation in the meetings, including an orientation to all programs, processes and policies. 
4. Whenever possible team meetings take place at times and locations when families and youth can participate.

	Service Integration and Care Coordination through Team-Based Planning: Our system embraces the concepts of shared resources, decision making and responsibility for outcomes. All stakeholders work collaboratively with each other and the family to gain maximum benefits from available resources.  Youth with emotional, intellectual or behavioral challenges receive integrated services and care coordination in a seamless manner.

Team-based planning processes encompass a variety of structures and models.  A group of people, chosen by the family and connected to them through natural, community, and formal support relationships work together to develop and implement the family’s plan; address unmet needs; and work toward the family’s vision.  Team-based planning processes include the youth and family, extended family, representatives of youth-serving agencies that provide services to the youth and family, and others who are important in the family’s life or know and can access potential resources.  Best practice models for team-based planning include family team meetings, wraparound teams and family group conferencing.

Care Coordination is a process-oriented activity that ensures ongoing communication and collaboration with youth and families with multiple needs. The activity can include: facilitating communication between the family, natural supports, community resources, and involved child-serving providers and agencies; organizing, facilitating and participating in team meetings at which strengths and needs are identified and safety planning occurs. The activity provides for continuity of care by creating linkages to and managing transitions between levels of care and transitions for older youth to the adult service system. 

Because the care coordination function targets multi-system involved youth and families, it is most effective when performed by someone without formal responsibility for system mandates in child welfare, education or juvenile justice.  For many youth care coordination would best be provided by a CSB case manager, just as the most intensive level of care coordination (“ICC”) is currently provided by CSB.  Due to a lack of CSB case management capacity, other public agency staff, most typically the designated CSA case manager, take on care coordination responsibilities.  Other team members, including the family, may assume care coordination when deemed appropriate by the team.
5. When youth have complex needs, the appropriate public agency representative(s) will actively participate in a team-based service planning and delivery process.
Active participation means:

· Identifying and accessing appropriate resources to meet youth and family needs
· Problem solving

· Participating and supporting team decision making

· Openly discussing how to resolve disagreements

· Deciding on staff transitions and service terminations based on the consensus of the team, not unilaterally
· Accepting and completing team roles and assignments
· Engaging, motivating, and encouraging families to understand their critical role in achieving desired outcomes
6. All youth with significant behavioral or emotional challenges which are present in several settings, such as home, school or in the community, and require services/resources that require collaboration among multiple agencies/systems and/or coordinated interventions by multiple agencies and programs will be considered for care coordination and a team-based planning process.  
7. The intensity of care coordination will be based on:

· Youth’s behavioral/emotional needs

· Youth’s risk behaviors

· Care giver strengths and needs
8. All care coordinators, in consultation with other public agency case manager(s), assist the family in selecting team members, and facilitate the team coming together. They also work with the youth, family and other members of the team to implement the service plan, through a team-based planning process and communication with individual team members, including home visits, and provider site visits as needed.
9. Team-based planning processes include the youth and family, extended family, representatives of youth-serving agencies that provide services to the youth and family, and others who are important in the family’s life or know and can access potential resources.
10. Assignment for lead agency case management for families with multi-agency involvement for service provision will be based on consideration of all of the following factors:
· Agency that is aligned with the  most prominent needs and services
· Strongest relationship between agency staff and youth and/or family
· Strengths, needs and choice of families

· Relevant skill sets and training
· Agency mandates 

11. The team-based planning process necessitates that differences of opinion and concerns are raised in the team meetings and are resolved by the team.  Unilateral service planning decisions are inconsistent with the practice standards.
12. Teams should consult regularly and meet as indicated to modify and address barriers as they arise.
13. System stakeholders including the private providers will be informed of these practice standards.

	Service Planning and Delivery Process: The purpose of the team-based planning process is to develop and implement a plan that is highly individualized to reflect the strengths, needs, and preferences of the family.  Such plans address the most critical needs across all life domains, and are more effective than system-specific plans. 
14. Service planning and coordination activities shall include development of an individualized care plan through a team-based process which includes the family’s strengths and fits the unique needs of the youth and family.   Plans must be realistic and sustainable - reflect practical accessible services in a timely manner.  Teams will spend time each meeting reviewing progress and strengths development with the youth and family.

15. Assessments, service plans and reports will incorporate strengths-based principles.

16. Assessments, service plans and reports will incorporate trauma-informed principles and use evidence-based approaches that are appropriate based on the youth and family’s needs.

17. Barriers identified need to be a) documented and b) raised to agency and inter-agency leadership to address/resolve (ex: waiting lists, lack of right resource.)
18. When community resources are not available, identify “next best” alternatives other than open-ended residential placement.
19. Essential elements of the service plans shall include:
· written description of the youth and family’s needs;

· written objectives that meet the needs of the youth/family and build on their strengths and culture; 

· methodology for meeting objectives that would typically involve both formal services and informal supports.  
20. Service plans for youth in out of home placements will identify the needs:
· that prevent the youth from being at home, and these needs will be addressed in the treatment plan;

· of caregivers and family members that have an impact on readiness for the youth to return home; and
· how these needs will be met in preparation for a return home.

21. When indicated, all teams shall assess the triggers for and function of at-risk behaviors and develop a crisis plan which anticipates the most likely at-risk behaviors and develops plans to prevent, and/or effectively respond to them.
22. Natural supports and sustainable community-based services will be evidenced in all plans.


	Community-Based Care and Placement Decisions: Youth are best served with their own families.  Keeping youth and families together and preventing entry into any type of out-of-home placement is the best possible use of resources.
23. Public agency representatives and private providers engage families with the goal of safely meeting the needs of all youth while living with their families in the community.
24. Families, public agency representatives and private providers are knowledgeable of the full range of services and supports in the community.
25. When youth cannot live safely with their families, the first consideration for placement is with extended family or a responsible adult with whom the youth has a significant relationship, and is capable of providing a safe and nurturing home, in consideration of the safety of the youth and community.
26. When youth require out-of-home placement, it is for the minimum time period necessary to address the safety and other needs which required family separation.  Placement services should be targeted toward the stabilization of the youth and reunification with the family or extended family as quickly as possible.  Other needs and issues continue to be addressed as part of discharge planning and after the youth is reunited with the family.

27. In order to support timely and successful reunification, youth placed in residential facilities will be visited at least monthly by their family, and at least quarterly by the case manager or other public agency member of the youth’s team.


	Cultural Competency: County, community and private agencies embrace, value and celebrate the diverse cultures of their children, youth and families and will work to eliminate disparities in outcomes.  Our families receive culturally and linguistically responsive services.
28. Essential services and planning processes are provided to families in a language they can understand.
29. County, community and private agencies solicit and honor families’ cultural preferences within legal and regulatory limits.
30. If the family does not speak English as the primary language, the family will be offered the opportunity to have an interpreter (unless clearly not feasible) available to them who will interpret into their native language, during the meetings, trainings or activities regarding any matter related to the youth and services.  Interpreters should be trained on the terminology and details of the programs.
31. User friendly materials will be produced in the family’s native language for mandatory distribution to the family, as needed. Trainings in native languages will be provided for families in order to clearly inform the community about the contents and objectives of the program/services, as well as enhancing their participation in the process.


	Accountability: We are accountable at the individual youth and family, system, and community levels for desired outcomes, safety and cost effectiveness.
32. Public agency supervisors are responsible for coaching, teaching and reinforcing their staff to practice in accordance with the SOC Practice Standards.
33. Parent/legal guardians, youth, public agency representatives and private provider members of the team are responsible to complete team roles and assignments, and make decisions in consultation with the team.    The team will respect the youth and family’s right to make their own decisions within legal and regulatory limits.
34. Teams, case managers and care coordinators will be accountable to their own agencies and to inter-agency bodies such as FAPT and CPMT for the prudent investment of public resources.

35. Families will contribute toward the cost of care through processes that assess their ability to pay, and through accessing their health insurance and other financial resources as appropriate.
36. Teams, case managers and care coordinators will be accountable to their own agencies and to inter-agency bodies such as FAPT and CPMT for the timely and accurate collection of data and other steps necessary to achievement of desired outcomes.
37. Providers will implement their stated treatment model (e.g., models that are evidence-based, evidence-informed, or practice-based evidence) with fidelity.
38. All team members are accountable for team recommendations and will explain and support them in the court process or other decision-making processes, as needed.




SOC Practice Standards: Definition of Terms 

Systems of Care: A system of care is an adaptive network of structures, processes, and relationships grounded in system of care values and principles that provides children and youth with serious emotional disturbance and their families with access to and availability of necessary services and supports across administrative and funding jurisdictions.
Family: Parent or parents, legal guardian, siblings, grandparents, spouse and other primary relations whether by blood, adoption, legal or social relationship.

Family-Driven: Families have the primary decision making role in the mental health care of their own children as well as the policies and procedures governing care of all children in their community, state, and nation. This includes: choosing supports, services and providers; setting goals; designing and implementing programs; monitoring outcomes; and determining the effectiveness of all efforts to promote the mental health and well-being of children and youth.

Strengths: The assets, skills, capacities, actions, talents, potential and gifts in each family member, each team member, the family as a whole and the community.  Strengths help family members and others to successfully navigate life situations; thus a goal of the team-based planning process is to promote these strengths and use them to accomplish the goals in the team’s care plan. (NWI)

Natural Supports: Individuals or organizations in the family’s own community, kinship, social, or spiritual networks, such as friends, extended family members, ministers, neighbors and so forth. 

Team-Based Planning Process: An umbrella term that encompasses a variety of structures and models.  A group of people, chosen by the family and connected to them through natural, community, and formal support relationships who will work together to develop and implement the family’s plan; address unmet needs; and work toward the family’s vision.  Team-based planning processes include the youth and family, extended family, representatives of youth-serving agencies that provide services to the youth and family, and others who are important in the family’s life or know and can access potential resources.  Best practice models for team-based planning include family team meetings, wraparound teams and family group conferencing.
Facilitator: A person who is trained to coordinate a team-based process for an individual family. This person could be a professional, family member or other team member. The person in the facilitator role may change over time, depending on what the family thinks is working best. For example, a parent, caregiver or other team member may take over facilitating team meetings after a period of time.
Family Partnership Meeting: A Family Partnership Meeting is a structured, neutrally facilitated meeting that brings family members together, with the support of professionals and community resources, so the team can create a plan that ensures child safety and well-being and meets the family’s needs.  During the FPM, the team, with the family having significant input, seeks consensus in decision making regarding the identified child safety and well-being issues.  The Family Partnership Meeting should be initiated for short term planning, high risk situations, prior to an out of home placement, a placement change for a child or prior to  an initial court hearing in cases of imminent risk of out of home placement.

Family Group Conference:  The FGC is a solution-focused team approach with a neutral facilitator/coordinator where the family voice is central. FGC is a voluntary process that is appropriate for comprehensive and/or longer-term planning and support. It can be an ongoing process with follow up conferences as the team determines.  In preparation for the conference, the coordinator meets with each participant to review the process, talk about strengths and concerns in detail, assess for safety, and focus the conference on the issues placing the child/children at risk.  The actual conference typically last between 4-8 hours.  The structure of the FGC consists of three phases: review of the strengths of the family and the critical concerns for the children, Family Private Time where the family, without service providers, discusses and crafts the plan to address the identified needs and critical concerns and finally, the family and the agency jointly review and discuss the plan and determine next steps. The plan is agreed upon by all and approved by the referring agency worker at the close of the conference.
Care Coordination: A process-oriented activity that provides ongoing communication and collaboration with youth and families with multiple needs. The activity can include: facilitating communication between the family, natural supports, community resources, and involved child-serving providers and agencies; organizing, facilitating and participating in team meetings at which strengths and needs are identified and safety planning occurs. The activity provides for continuity of care by creating linkages to and managing transitions between levels of care and transitions for older youth to the adult service system. 

Intensive Care Coordination (ICC): The same as care coordination (see above) but targeted to youth at high risk of residential placement or in placement and transitioning back to the community.  For our local program, ICC intervention includes 24/7 on-call crisis response. Per CPMT policy ICC interventions have expedited access to CSA-funded community-based services and supports.
Strengths and Needs Assessment: A document that describes the strengths and needs of a child based on a strengths inventory including positive skills, attributes and features of the family. This would include a list to capture the needs of the family that are either verbally or behaviorally shared. This document will include background, summary and progress information on the family; a place to live; social/fun; emotional/behavioral; education/vocational; legal; medical; safety/crisis; spiritual; cultural; financial, including additional comments or information.
Crisis plan: A dynamic document that details the actions that the members of the youth’s team develop and are prepared to implement if a particular risk is realized. The crisis plan describes how community/ public safety is provided or needs are met, addressing placement, school, working with law enforcement and community.
Vision: A statement constructed by the youth and family, with help from their facilitator and possibly the team, that describes how they wish things to be in the future, individually and as a family.
Individualized Care Plan: A dynamic document that describes the family, the team and the work to be undertaken to meet the family and child’s needs and achieve the family’s long-term vision. This is an evolving and changing document. Progress and updates are included as components of the care plan. 
Formal Services: Services and supports provided by professionals (or other individuals who are “paid to care”) under a structure of requirements for which there is oversight by government agencies, national professional associations or the general public arena.

Culturally Competent: The capacity to provide services in an effective manner that is sensitive to the culture, race, ethnicity, language and other differences of an individual. Such services may include, but are not limited to, use of bilingual and bicultural staff, provision of services in culturally appropriate alternative settings, and use of bicultural Paraprofessionals as intermediaries with professional staff. 

Outcomes: Youth, family or team goals stated in a way that can be observed and measured. 

Treatment Plan: A written individualized comprehensive plan based on a completed mental health assessment documenting the OHP Member's treatment goals, Measurable Objectives, the array of services planned, and the criteria for goal achievement. 
Case Management: A goal-oriented activity that assists youth and families that could include: identifying strengths and needs; identifying, brokering and linking to community services and resources, including CSA; assisting in obtaining entitlements; advocating on behalf of families; providing support and consultation to families; facilitating access to intensive services; and providing crisis planning, prevention, and intervention services.  
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Fairfax-Falls Church CSA System of Care 


Program and Practice Standards


Approved by CPMT on December 9, 2011


Public agency representatives and private providers engage families with the goal of safely meeting the needs of all youth while living with their families in the community. Youth with significant behavioral or emotional challenges which are present in several settings and require services/resources that require collaboration among multiple agencies/systems and/or coordinated interventions by multiple agencies and programs will be considered for 


care coordination and a team-based planning process.














A Fairfax County, VA., publication





Fairfax County is committed to nondiscrimination on the basis of disability in all county programs, services and activities. Reasonable accommodations will be provided upon request. For information or to request this information in an alternate format, call 703-324-7938, TTY 703-222-9452.  
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