Wisconsin’s Collaborative Systems of Care
 Handbook for Working With Adult Participants


Section 6:  Basic Team Meeting Guidelines and the            First Team Meeting

What to Do at The First Team Meeting

The basic purpose of the first two or three team meetings is to build and strengthen relationships among team members and to establish the process for working together as a team.

The task of “establishing the process” begins at the start of the meeting when a team facilitator is identified, and the agenda is set.  The facilitator (usually the Service Coordinator) should ask team members how much time they have available to meet, and to explain that team meetings typically take about one hour.  

The job of “note taker” should also be identified.  It is very important that someone take notes at every team meeting – this ensures written documentation of what was covered at the meeting, who attended, when the next meeting is, and who said they would do what.  The individual needs of the participant should be considered with regards to team meeting notes.  Issues such as content, distribution, and confidentiality should be discussed – first with the participant, and then with the team.  Anyone other than the facilitator can take notes – many teams choose to rotate the responsibility among team members.  The template found on page 3 may be used to record team meeting notes.  

Agenda items that should be covered in the first few team meetings are:

· Review of “CSOC Team Overview” (pgs 6 – 7)

· Team Member Responsibilities (pgs 8 – 9) 
· Establishing Team Rules (see example, pg 10)

· “Roles, Strengths, and Goals” exercise (pg 11)

· Explanation of Conflict Resolution Procedure (pgs 12 – 13)

· Explanation of Flexible Funding (pgs 14 – 18)

Prior to “jumping in” to the above agenda items, the facilitator should ask team members if there are any “stabilization issues”, that is, are there any crisis or safety issues that need to be resolved by the team immediately.  If there are, the team should connect the participant with needed resources and/or develop a tentative crisis response plan.  With the exception of crisis issues, all other issues should be discussed at later meetings as the team gets into the review of the Summary of Strengths & Needs and later, development of the Plan of Care.

Team Meeting Checklist for Service Coordinators


Before each team meeting:
· Reserve the room

· Ensure the room has a board or flip chart to write on

· Make sure the room is properly setup (e.g. chairs around a table so team members can see each other and the board or flipchart)

· Consider bringing treats 

At each team meeting:

· Identify a facilitator (usually the service coordinator)

· Identify a note-taker

· Put the agenda on the board (get input from team members)

· Set the ending time of the meeting & identify a timekeeper if needed

After each team meeting:

· Circulate team meeting notes – include date, time, and location of next team meeting

Key Responsibilities of the Facilitator


· Open the meeting, welcome team members

· Review and add to the agenda

· Set meeting time limit

· Prioritize agenda items if necessary

· Ensure notes are taken and plan for distribution

· Keep team focused, moving through the agenda

· Keep track of time

· Facilitate discussions and conflict resolution

· Ensure members participation

· Assist team in decision-making

· Set agenda, time and place of next meeting

Collaborative Systems of Care
Sample Team Meeting Note Template
Team Meeting for: 

Date:


Time:


Location:

Team Members Present:

 
	Agenda:   
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Next Meeting Date: 





Time:

Location:

Tentative Agenda Items:

Collaborative Systems of Care (CSOC) Team Overview


The CSOC process centers decision-making by the team.  The team supports the participant and each other throughout the process.  Both planning and interventions rest on the combined skills and flexible resources of this diversified, committed group of individuals.  The strengths and resources of the participant, natural supports, and service providers are the key to selecting interventions and supports most likely to meet the identified needs.  

The Team
The goal for team membership is to have a balance of natural (informal) support people such as relatives, friends and neighbors and service providers such as a therapist, social worker, or probation agent.  To qualify for team involvement, individuals should:

· Have a role in the life of the participant

· Be supportive of the participant

· Be supported for membership by the participant

· Be committed to the process (includes regular attendance at meetings, participation in decisions, and involvement in the plan of care)

Service Principles for Teams

· Services are client-centered, strength-based and oriented to the least restrictive options.

· Decisions are reached by consensus whenever possible.  All members have input into the plan and all members have ownership of the plan.

· Teams meet regularly not just around crises.

· Teams address a full range of life needs that could impact on the participant.

· Teams stay focused on reaching attainable goals and regularly measure progress.

· Teams celebrate success.

· Care is unconditional - services change if something doesn't work.

Phases of Team Involvement

1.  Summary of Strengths & Needs, and the Plan of Care

· Intensive team involvement consisting of team meetings at least once every two weeks, lasting no longer than 60 minutes each (for approximately 2 months)

· Determine strengths and needs of the participant and team

· Complete Summary of Strengths & Needs, which assesses the 12 areas (domains) of the participant’s life, including: Living Situation; Basic Needs/Financial; Family; Mental Health; Social; Community; Cultural; Spiritual; Educational; Legal; Medical; and AODA.

· Develop Plan of Care. The team selects the top three priorities from the Summary of Strengths & Needs domains – these are then the areas of focus in the Plan of Care.  

· Develop Crisis Response Plans.  In developing crisis response plans, teams preplan crisis intervention with the people and/or agencies who may be involved in the crisis resolution – outlining responsibilities and communication procedures.

2.  Ongoing Monitoring   
· Implementation of the Plan of Care. When the plan is completed, it will be reviewed, approved, and signed by all team members – once this occurs, the plan will be implemented.

· Team provides on-going support and monitoring; meeting when necessary to review the plan, progress toward goals, and need for plan modification.  Teams typically meet every 3 to 6 weeks, depending on individual team’s needs (the statutory minimum is at least every 6 months).  This phase typically lasts 6 – 9 months.

3.  Transition & Closure

· The participant has knowledge of and access to services and a voice in decisions that are made about their lives.

· Team develops a Transition Plan, which focuses on planning around long-term services the participant will continue to use or will need to access after the formal team process has ended.

· Team provides minimum contact and monitoring, typically meeting every 2 to 3 months (the statutory minimum is at least every 6 months).

· Formal team participation is ended.  Once participants feel they know how to plan for the future (they have ownership of their plan) and no longer need the support of the team, the formal team process should end.  

· Participant utilizes community support network.  The participant knows who to contact and how to get their needs met without the ongoing support of a formal team.

Collaborative Systems of Care (CSOC)
SAMPLE Rights & Responsibilities of Team Members


For the Participant:

1. I am an equal partner with providers on the team, working jointly to solve problems and plan on my behalf.

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

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

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

5. I know that wraparound does not mean that I will receive large amounts of cash or new possessions, but that the focus is on needs.

6. I understand that a provider often has responsibility for service coordination and communication with many clients, in addition to myself.

7. 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.

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

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

10. 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.

Collaborative Systems of Care (CSOC)
SAMPLE Rights & Responsibilities of Team Members


For Service Providers:

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

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

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

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

5. I make appointments and provide services at times and places that are convenient for participant and other team members.

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

7. With permission, I obtain and share pertinent information with other providers, ensuring services are not duplicated.

8. With appropriate authorization, I connect the participant with other individuals in similar situations.  

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

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

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

Example of Team Rules/Participant Rights


Each team should develop their own ground rules, including how they expect team members to treat each other, and expectations regarding team meeting structure.  

Some examples of team rules/participant rights that teams often include in their list are:

· Meetings start and end on time

· What’s said here, stays here (confidentiality)

· No yelling

· Active listening – only one person talks at a time

· No “dump and run” – if you bring a problem or need to the table, you should stay and be part of the solution

Other examples, as used in the Women’s AODA Wraparound Projects include:
· Call if you can’t attend

· No using prior to a team meeting

· No one at a team meeting using or under the influence of AODA

· Strength based

· Participant driven

· Focus on participant’s goals

· Everyone share the resources

· Not a counseling session

· Not an intervention
· Participant has a right to say stop, respect request and stop
Roles, Strengths, and Goals Exercise


The “Roles, Strengths, and Goals” exercise can be used as an expanded version of “introductions” at a first team meeting.  In addition to giving their name, each team member is asked to explain their role in the life of the participant.  The service coordinator should encourage team members to go beyond their titles.  For example, an AODA counselor may explain their role as “listener or advocate”. 
Each team member is also asked to share what strengths they bring to the table.  These strengths should be referred to when identifying ways to meet needs in the Plan of Care.  Once the individual team member shares their strengths, the service coordinator asks others around the table who know the individual to share what they feel are the person’s strengths. 

Finally, team members are asked to share what their goal is for the participant in terms of the team (what they hope can be accomplished or supported by the team’s effort).  These individual goals can then be summarized into one common “team mission” that everyone agrees on.  This “team mission” will be the underlying common goal for the team.

An example of a summary of a “Roles, Strengths and Goals” exercise is found below:

	Roles
	Strengths
	Goals

	Facilitator, keep group on task, provide information on community resources
	Knowledge of community resources, resource for fishing equipment
	Wants individual to live successfully and safety in the community

	Probation & Parole Officer; advocate for Dan
	Knowledge of the legal system & community; coaches Little League


	Dan is “off paper” and able to see his son.

	AODA Counselor; listener; support for Dan
	Knowledge of community, parent, recovering alcoholic
	 Dan is sober, happy, and able to see his son

	
	
	

	Family advocate, resource person
	Knows “the system” firsthand, unconditional support for participant, great listener
	The participant has a voice in all decisions, access to needed services, life is better

	Pastor, spiritual supporter, advocate
	Church resource “connector”, great listener, knows Bible
	The participant has their spiritual needs met, be comfortable in coming to church

	Dan (participant)
	Likes working on cars, likes sports (basketball, football) anyone who needs it. 
	Self-sufficiency, able to see his son

	Summary Team Goal/Mission:  Dan is independently living safely in the community, is happy, and is able to see his son.  


Collaborative Systems of Care (CSOC)

	Sample Conflict Resolution Process


Service delivery decisions regarding the assessment, eligibility, denial, reduction, termination, or appropriateness of services may be appealed by the individual who is receiving services, their legal guardian, or a service provider.  If you feel rights have been violated, you may follow the conflict resolution process outlined below.   At any time, you have the right to bypass this process and follow the process of the agency with which you have the complaint, or to proceed through civil action.

Step One:

Meet with the Team to review the issue and try to reach agreement.

Any person or agency representative can choose to skip this step and move directly to step two.

Step Two:

If not satisfied, complete the attached Conflict Resolution Review Form.  The conflict resolution appeal may then be presented to the CSOC Project Coordinator, the DHS Clinical Services Manager, or the DHS Child and Family Services Supervisor at Department of Human Services.

Step Three: 

If not satisfied, the conflict resolution appeal may be presented to CSOC Coordinating Committee.  A decision will be made within 30 days of receiving the appeal.

Collaborative System of Care (CSOC)
	Sample Conflict Resolution Review Form


Participant’s Name:


Individual Wishing to Pursue Conflict Resolution:

Participant/Guardian

OR

Agency Representative:


Address:



Phone:

Please outline the service delivery decision regarding the assessment, eligibility, denial, reduction, termination, or appropriateness of services that is being appealed (attach additional information if desired):





Please describe your recommendations for conflict resolution:






Signature of Participant, Guardian OR Signature of Individual Representing Agency

When a Team Needs Money…


Ideal Situation:

· Team in place

· Needs identified in Summary of Strengths & Needs and prioritized for planning

· Need for funding identified – team brainstorms resources to meet the need

1.  Go around the table

· Start with participant – determine how much they can contribute 

· Ask team members of resources they are aware of to make up the difference.  Some resources are listed below:

	Public/Private Service Funds:
	Other Options:

	· Self pay
	· Donations

	· Private Insurance
	· Grants

	· Medical Assistance
	· United Way

	· Social Security Disability
	· Foundations

	· Katie Beckett
	· Community Organizations

	· Community Support Program
	

	· Managed Care Funds
	

	· Funding from Human Services

· CAP Services/Job Center 


2. If need is not met, discuss use of CSOC project funds (flex fund & revolving loan fund)

Situations that Arise Before the Team is Developed:

· Reframe “non-emergency” financial needs in terms of the process (i.e. these needs will be identified in the Summary of Strengths & Needs and resolved by the team) and/or refer to other resources 

· For “emergency” situations

1. Discuss typical team process for meeting financial needs (“ideal situation” as outlined above)

2. Brainstorm possible resources/options to meet the need

3. Consider CSOC Funds such as the flex fund or revolving loan fund (if your county CSOC project decides to make these available)

· Reflect financial strengths & needs in the Summary of Strengths & Needs

Collaborative System of Care (CSOC)
Suggestions for Flex Funds and Revolving Loans

Your CSOC project may or may not choose to make the following available to family teams:

Flex Funds are quick access resources to cover emergency expenses and other plan-related activities such as celebration of successes by buying a pizza or cake; or fees for school activities such as a field trip or recreation activity.  This fund is generally limited to $200 per team per year.  Whenever possible, full team consensus and reference to the Plan of Care is required.  A Team Flex Fund Request Form (pg 15) should be completed by the service coordinator with the team and submitted to the project coordinator.  Receipts are required.

Revolving Loan Fund:  Occasionally, funds are needed for more significant expenses such as car repair/purchase, furnace repair, and phone service restoration.  In addition to self-pay and commercial or private loans, the system may have access to a limited revolving loan fund.  The no interest short-term loan should be a last resort.  Whenever possible, full team consensus and reference to the Plan of Care is required.  The project coordinator and service coordinator will plan for access to the funds.  Receipts are required.  An agreed upon monthly repayment plan is established (use Repayment Agreement on pg 14).

 Sample 1:

Revolving Loan Fund Repayment Agreement
A financial assistance loan has been presented and approved by the team

for ________________________, for 





















The CSOC project will provide a loan for $_______.___.  This 

amount is to be paid back by _________________ in monthly installments of 

$_______.___ per month.

Payments will begin ____________ and payable to 








by the _______ of the month.

Any questions, call (name and phone number).

Payment authorized from the CSOC.

Project Coordinator


Date

I agree with the plan outlined and will make payments as stated.

Signature




Date

For a more detailed example of a revolving load application, 

see the “Client “Expense Loan Application” used by the 

Statewide Urban/Rural Women’s AODA Treatment Project.  

A copy can be found in the Appendix.

 Collaborative System of Care (CSOC)


Sample Team Flex Fund Request Form

Date:

Team:

Reason:


Other Funding Sources Discussed and/or Accessed:  


Make Check Payable to:

Amount:


Memo:

Send Check to:


Project Coordinator
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