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Wisconsin’s Collaborative Systems of Care 


Wisconsin’s Collaborative Systems of Care (WCSOC) go by many names:  the Coordinated Services Team Initiative (CST), Wraparound, the Integrated Service Projects (ISP), and “Children Come First” are all collaborative approaches to respond to individuals with multiple, often serious needs in the least restrictive setting.  They are not specific programs or services.  Rather, a process based on consumer and community values that are unconditional in their commitment to create individualized services for each consumer.  Creative services developed by a collaborative team support normalized, community-based options to meet identified needs.

Each team develops an individualized plan.  Approaches used by the team are determined by identified strengths and needs of the consumer and team members.  Consumers are partners on their team and have ultimate ownership of the plan.  The strength-based approach builds on responses and activities that have worked.  The plan focuses on what is normal for the consumer’s age, gender, and culture.

Plans change as circumstances in the life of the consumer change.  Services are supported through collaborative efforts of agencies, government and volunteer efforts.  Flexible funds are available to support the plan.  Outcomes and progress are measured and evaluated often.

History of Collaborative Systems of Care

in Wisconsin


	1960’s – 1980’s
	Growing recognition that children with mental health needs were not being adequately served by “the system”

	1984
	The National Institute for Mental Health (NIMH) created a mental health model for serving children with SED.  Core values included: child-centered and family focused; community-based; and culturally competent

	1984

	Wisconsin received an NIMH grant to assess service needs of children with SED and promote a model/approach among counties in WI

	1987/88
	DHSS awarded grant to Dane & Kenosha Counties to implement intensive case management projects

	1989
	Wisconsin’s CCF Act: State Statute 46.56 defines structures & processes for Integrated Services

	1991
	Six Counties were selected as “Children Come First” counties

	1993 – 1998

2000


	Twenty-six additional counties received funding to implement Integrated Services Projects (including Wraparound Milwaukee & the Northwoods Alliance)

Eight Women-Specific Treatment Grants issued in January 2000 to support Urban/Rural Women’s AODA Treatment Project

	Present Picture:
	In 2003 there are 35 counties receiving funding for ISP or CST

· 16 counties receiving $80,000 in MHBG funding only

· 2 counties will be receiving additional CST funding

· 8 counties will be receiving only CST funding

· 6 counties funded with a federal grant

· 2 counties funded under a Medicaid managed care capitation system

· 1 county under hospital diversion funding

· At least 2 counties funded with county administrated funding

· 10 counties receive Women-Specific AODA Treatment Grants




Core Values of Collaborative Systems of Care


· Consumer-Centered:  Consumers are respected and listened to as we support them in meeting their needs, reducing system barriers, and promoting changes that can be sustained overtime.  

· Consumer Involvement: The consumer’s involvement in the process is empowering and increases the likelihood of cooperation, ownership, and success.  Consumers are viewed as full and meaningful partners in all aspects of the decision making process affecting their lives including decisions made about their service plans.

· Builds on Natural and Community Supports: Recognizes and utilizes all resources in our communities creatively and flexibly, including formal and informal supports and service systems.  Every attempt should be made to include the consumer’s relatives, neighbors, friends, faith community, co-workers or anyone the consumer would like to include in the team process.  Ultimately consumers will be empowered and have developed a network of informal, natural, and community supports so that formal system involvement is reduced or not needed at all.

· Strength-Based: Strength-based planning builds on the consumer’s unique qualities and identified strengths that can then be used to support strategies to meet their needs.  Strengths should also be found in the consumer’s environment through their informal support networks as well as in attitudes, values, skills, abilities, preferences and aspirations.  Strengths are expected to emerge, be clarified and change over time as the consumer’s initial needs are met and new needs emerge with strategies discussed and implemented.

· Unconditional Care: Means that we care for the consumer, not that we will care “if.”  It means that it is the responsibility of the service team to adapt to the needs of the consumer - not of the consumer to adapt to the needs of a program.  We will coordinate services and supports for the consumer that we would hope are done for us.  If difficulties arise, the individualized services and supports change to meet the consumer’s needs.

· Collaboration Across Systems: An interactive process in which people with diverse expertise, along with consumers, generate solutions to mutually defined needs and goals building on identified strengths.  All systems working with the consumer have an understanding of each other’s programs and a commitment and willingness to work together to assist the consumer in obtaining their goals.  The substance abuse, mental health, human service, and other identified systems collaborate and coordinate a single system of care for consumers involved within their services.

Continued on Next Page

Core Values of CSOC, Continued:

· Team Approach Across Agencies: Planning, decision-making, and strategies rely on the strengths, skills, mutual respect, creative, and flexible resources of a diversified, committed team.  Team member strengths, skills, experience, and resources are utilized to select strategies that will support the family in meeting their needs.  All family, formal, and informal team members share responsibility, accountability, authority, and understand and respect each other's strengths, roles, and limitations.

· Ensuring Safety: When child protective services are involved, the team will maintain a focus on child safety. Consideration will be given to whether the identified threats to safety are still in effect, whether the child is being kept safe by the least intrusive means possible, and whether the safety services in place are effectively controlling those threats. When safety concerns are present, a primary goal of the team is the protection of citizens from crime and the fear of crime. The presence of individuals who are potentially dangerous requires that protection and supervision be sufficiently effective to dispel the fears of the public.

· Gender/Age/Culturally Responsive Treatment: Services reflect an understanding of the issues specific to gender, age, disability, race, ethnicity, and sexual orientation and reflect support, acceptance, and understanding of cultural and lifestyle diversity.

· Self-sufficiency: Consumers will be supported, resources shared, and team members held responsible in achieving self-sufficiency in essential life domains. (Domains include but are not limited to, safety, housing, employment, financial, educational, psychological, emotional, and spiritual.)

· Education and Work Focus: Dedication to positive, immediate, and consistent education, employment, and/or employment-related activities which results in resiliency and self-sufficiency, improved quality of life for self, family, and the community.

· Belief in Growth, Learning and Recovery: Consumer improvement begins by integrating formal and informal supports that instill hope and are dedicated to interacting with individuals with compassion, dignity, and respect.  Team members operate from a belief that every consumer desires change and can take steps toward attaining a productive and self-sufficient life.

· Outcome-oriented: From the onset of the team meetings, levels of personal responsibility and accountability for all team members, both formal and informal supports are discussed, agreed-upon, and maintained.  Identified outcomes are understood and shared by all team members.  Legal, education, employment, safety, and other applicable mandates are considered in developing outcomes, progress is monitored and each team member participates in defining success.  Selected outcomes are standardized, measurable, based on the life of the consumer.

Rights and Responsibilities for 

Consumer-Provider Partnerships


Rights & Responsibilities for Consumers:
· I am an equal partner with service providers on the team, working jointly to address identified needs.

· I see the provider as a person who is working with me for my well being 

· I see my goal as reaching a mutual understanding of my own needs so that as a team we can take action to meet those needs.  I clearly express my own strengths and needs as well as the strengths and needs of my support system.

· I am an active participant in the decision-making process concerning services, and I seek ways to insure my active involvement.

· I know that team involvement does not mean that I will receive large amounts of money or new possessions, but that the focus is on needs.

· I understand that a provider often has responsibility for service coordination and communication with many consumers, including my own.

· I don’t let past negative experiences or negative attitudes get in the way of establishing a good working relationship with the providers I am working with now.

· I encourage the providers I am involved with to communicate with each other and to keep me informed as well.

· When I make a commitment to a plan of action, I follow through on my responsibilities.  

· I talk with other consumers involved in the human service system, sharing my experiences and knowledge.

· I commit to regarding providers with the same respect that I expect them to give to me.  I help promote a culture that is supportive and friendly to providers.

Rights & Responsibilities for Providers:
· I am an equal partner with consumers and other team members, working jointly to address identified needs.

· I evaluate the consumer in terms of progress made, and communicate hope to them by doing so.

· I consistently value the comments and insights of the consumer and make use of their knowledge about their own needs and activities.  I will not impose my own values and how others live.

· I speak plainly, avoiding the jargon of medicine, sociology, education, psychology, or social work.

· I actively involve the consumer in the establishment of a plan of action and continually review, evaluate, and revise the plan with them.

· I make appointments and provide services at times and places that are convenient for the consumer and other team members.

· When I make a commitment of action, I follow through on my responsibilities.

· With appropriate authorization, I obtain and share pertinent information with other providers, ensuring services are not duplicated.

· With appropriate authorization, I connect consumers with other consumers who find themselves in similar situations.  

· At the request of the consumer, I am an active part of their information and referral network, providing them with contacts to services and support networks.

· I will use the team meeting to honestly and assertively share my concerns and fears.

· I commit to regarding consumers with the same respect that I prefer they give me.  I help promote an agency culture that is supportive and friendly toward consumers.

 
Levels of Team Involvement


Level 1: Development of Summary of Strengths and Needs and Plan of Care
(2 months +/-)

· Determine strengths and needs of the consumer and team

· Complete Summary of Strengths and Needs
· Develop Plan of Care and Crisis Response Plans

· Intensive team involvement consisting of team meetings at least once every two weeks

Level 2: Plan of Care Implementation 

(9 – 18 months)

· Implementation of Plan of Care

· Team provides on-going support and monitoring – team meets every 3 to 6 weeks, depending on the individual needs of the team

Level 3: Transition Planning 

(3 months +/-)

· The consumer has knowledge of and access to the services they need, and a voice in decisions

· Development of a Transition Plan

· Team provides minimum contact and monitoring – team meets every 2 to 3 months

Level 4: End of Formal Team Process
(Occasional contact – 3 months to lifetime)
· Formal team participation is ended

· Consumer utilizes community support network

  Collaborative Systems of Care (CSOC)


Project Coordinator Job Description
· Bring together consumers and relevant staff from various agencies and organizations to comprise the Coordinating Committee.  Support the Committee’s activities, ensuring agreement and compliance with established policies and procedures.

· Maintain active organizational support as established in the Interagency Agreement

· Receive and review referrals

· Present referrals for review to the Screening Committee (if applicable)

· Assure provision of service coordination/team facilitation services for all family teams

· Guide the development of collaborative, interagency teams, ensuring agreement and compliance with basic principles of CSOC core values

· Review plans of care for consistency with CSOC process (including crisis response plans); if all team members have signed off, authorize implementation

· Assist the Coordinating Committee and teams in establishing consistent measures for program development, implementation, evaluation, and monitoring of the project and outcomes.

· Facilitate public education and awareness of issues and programming for individuals who have multiple needs through community forums, citizen surveys, and publishing/broadcasting public service announcements

· Conduct workshops/trainings for consumers and providers 

· Support service providers in developing strategies to enhance existing programming, increase resources, and/or establish new resources relevant to project goals and objectives

· Conduct liaison duties with local and state agencies ensuring data and reports are submitted in an accurate and timely manner

Possible Additional Duties

· Maintain data of enrollments and screening results

· Establish and report monitoring and evaluation results

· Assist in developing and maintaining additional funding sources, including collaborative efforts with system partners

· Assist in the development and implementation of consumer advocacy services.

Collaborative Systems of Care (CSOC)

Service Coordinator Job Description

Knowledge and Skills:  

With the guidance of the Project Coordinator, the Service Coordinator will have a comprehensive knowledge of the human service system; have knowledge of how to access area resources; be skilled in written and oral communication; and be able to successfully facilitate groups and work well with a divergent group of people.  

Specific skills of an effective Service Coordinator/team facilitator include the abilities to: focus on strengths, accurately listen, develop trust of team members, understand multiple perspectives, intervene on ineffective team behavior, accept feedback without reacting defensively, provide support and encouragement, and maintain/demonstrate patience.

Service Coordinator Activities:

A. Identify and bring together a team of people that will collaboratively work with the consumer, and provide process orientation to  individuals who are new to the process.  These activities take approximately 2 – 4 hours.

B. Conduct a comprehensive and multi-dimensional Summary of Strengths and Needs with the consumer.  Schedule and facilitate team meetings to review the identified strengths and needs.  Ensure completion of paperwork.  This process takes approximately 8 – 12 hours.

C. Together with team partners, develop the Plan of Care, specifically outlining each team member’s responsibility, time line for accomplishment, and outcome expectations.  Schedule and facilitate team meetings.  Ensure the development of a crisis response plan for each participant to address potential crisis situations at home and in the community.  Ensure completion of Plan of Care paperwork.  This process takes approximately 8 – 12 hours.

D. Coordinate the implementation of the Plan of Care and monitor ongoing delivery of services.  This responsibility includes regular contact with the consumer and service providers.  Schedule and facilitate regularly scheduled team meetings to monitor the plan as a team.  Ensure the Plan of Care is amended as necessary to meet the changing needs of participants, service providers, and community.  This process takes approximately 2 – 6 hours per team per month.

E.        Ensure completion of required project reporting – may include quarterly and/or annual reporting on outcomes, expenses, and/or participant and service provider satisfaction. 
Continued on Next Page

Service Coordinator Job Description, Continued:

Paperwork:

Depending each team’s situation and experience of the Service Coordinator, paperwork time will vary.  Typical forms to be completed by or arranged to completed by the Service Coordinator include:

· Release of Information

· Summary of Strengths & Needs (to be completed within 30 days of enrollment)

· Plan of Care (to be completed within 60 days of enrollment)

· Home/Community Crisis Response Plan
· Outcome Reports 

· Team meeting minutes (these are not clinical notes, rather, a summary of the team’s work including who said they would do what by when)
· MA targeted case management forms (if billing for targeted case management) 
Other documents which may be reviewed by the team and incorporated into the Plan of Care include:
· 
· Court Order
· Psychotherapy/In-home assessment, goals, evaluations, case notes, etc.

· Probation Plan

· Social/Human Services plans

· W-2
· Plan for continuing education
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