Wisconsin’s Collaborative Systems of Care

Handbook for Working With Adult Participants


Section 7:  Team Involvement – Level 1

· Summary of Strengths and Needs

· Plan of Care

· Crisis Response Planning
Summary of Strengths & Needs, Plan of Care, and Crisis Response Planning

During the Assessment, Plan of Care, and Crisis Response Planning phase, teams typically meet at least once every two weeks for no longer than 60 minutes/meeting.  This is flexible, depending on the unique needs of the family and team.

The Summary of Strengths & Needs:

By the time the Summary of Strengths & Needs form (see Appendix for examples) is presented to the team, an initial draft should be completed by the Service Coordinator & participant.  The team then reviews the draft – making clarifications, additions, and/or changes as needed.  The review of the Summary of Strengths & Needs by the team typically takes 1 – 3 team meetings.  As a guideline, the Summary of Strengths & Needs should be completed within 30 days of enrollment in a CSOC and updated annually.  

Next, the Service Coordinator guides the team in prioritizing the top needs as identified in the Summary of Strengths & Needs.  Typically, teams choose three areas to initially focus on and so address in the team’s Plan of Care.

The Plan of Care:

Once the team has agreed upon the top three needs (i.e. areas of focus) from the Summary of Strengths & Needs, the planning can begin.  The Plan of Care form found in the Appendix can be used as a guide.  The team, and most importantly the participant, should be asked which of the three areas of need they would like to start planning around first.  The Service Coordinator should then lead the team in reviewing the strengths and needs for that area as identified in the Summary of Strengths & Needs.  

The next step is to identify a realistic long-term goal.  Once a long-term goal is chosen, the team determines short-term goals/objectives to meet the needs of that area.  For each short-term goal/objective, tasks are identified including who will be doing what by when, and how it will be paid for.  The Plan of Care takes several team meetings to complete, typically 3 - 6.  As a guideline, the Plan of Care should be completed within 45 days of completion of the Summary of Strengths & Needs.  Plans of Care should be updated at least every 6 months.  An example of a completed Plan of Care page can be found on page 8 of this section.

Safety & Crisis Response Planning:

Crisis Response Planning is a very important part of the team process.  Crisis Response Planning typically takes place as a part of the Plan of Care process, and is prioritized by the team in terms of when it should be completed.  In some cases, when crisis response is a primary concern, Crisis Response Planning may occur at the first or second team meeting.  This is only recommended if there are immediate crisis concerns – experience shows that teams are better equipped to develop crisis response plans once relationships have been built among team members.  

Crisis Response Plans are based on the assumption that individuals with multiple needs living in the community will experience crisis.  The team should consider the most challenging events that could occur and “pre-plan” progressive interventions to address those events.  Interventions will be based on what’s worked in the past.  The Crisis Response Plan should specify what the intervention is, who will be notified, for what purpose, and in what time frames.  If individuals outside of the core team are involved (e.g. law enforcement), it is important to include them in a team meeting while creating the Crisis Response Plan.  See pages 9 – 11 for templates and an example.

Collaborative Systems of Care (CSOC) Timeline


	Participant
	Process
	Forms

	Participant and/or referent expresses interest in a CSOC
	Referral is made
	Referral Form is completed and submitted to the Project Coordinator or sponsoring agency

	Participant identified as a partner in the process
	Review of referral by the Screening Committee within 30 days of referral
	

	
	If enrolled, a service coordinator is identified
	

	
	Participant and service coordinator identify team members
	Team Member Selection Checklist is filled out

	
	Service coordinator and participant fill out assessment, identifying strengths & needs
	Summary of Strengths & Needs * is completed (within 30 days of enrollment)

	Participant as a team member
	Priorities are developed
	

	Participant as a service provider
	Plan of Care is developed, needs identified in concrete terms, normalization established, goals & activities identified
	Plan of Care* completed (within 45 days of the Summary of Strengths & Needs being completed)

	
	Monitoring of progress, adjusting Plan of Care, completing Quarterly Reports
	Complete Quarterly Reports (by 15th of month after the end of each quarter)

	Participant as co-service coordinators
	Evaluation of the Plan of Care
	Summary of Strengths & Needs* form updated annually, Plan of Care updated at least every 6 months.

	Participant as service coordinator
	Transition out of the formal team process…BIG PARTY!
	Disenrollment Form* completed by service coordinator, Closure Survey completed by the participant


*  See Appendix for copies of forms

Completing a Strength-Based 

Summary of Strengths & Needs Assessment


Key Assumptions:

· Each person is unique and possesses strengths

· All environments contain strengths

· Change is supported by building on strengths

· People know their strengths and needs, but may not know how to describe them

· A strength focus recognizes the success of survival in difficult conditions

· Strengths are found in relationships with individuals, groups, and communities 

Tips for Strength-Based Assessments

· Identify the strengths of the participant and natural supports

· Identify the strengths of other team members

· Encourage all team members to identify strengths

· Share your own strengths

· Expect strengths and needs to emerge, clarify, and change over time

· Celebrate new strengths 

Elements of Strengths

· Attitudes and Values

· Skills and Abilities

· Attributes and History

· Preferences and Dreams 
Questions for Helping Participants Identify Strengths

· What do you do for fun? 

· Who are your close friends and why are they special to you?

· What were you like as a kid?

· Who has been the biggest influence on your life?

· What was the best vacation you ever took?

· What do you do to “blow off steam”?

· If you have one goal this next year, what would it be?

· What are the best things about you?  Your family?  Your community?

· What are your favorite books?  Movies?  Name a celebrity that is like you.

· What makes you smile?

· Describe the best time you had with your son or daughter.
Adapted from “Completing a Strengths Inventory”  

Community Care Systems, Inc.
Finding Buried Strengths


	Problem Statements
	Reframed as Strengths

	· Individual is always in crisis.
	· Individual is adaptable.

	· Individual resists assistance.
	· Individual is a wise shopper for services.

	· Individual has a negative peer group.
	· Individual is able to make friends.

	· Individual’s life is dysfunctional.
	· Individual is doing his/her best in an overwhelming situation.

	· Individual can’t form relationships.
	· Individual is self-reliant and independent.

	· The individual is over-empowered.
	· The individual is a good advocate and knows the system well.

	· Individual has no support and is isolated.
	· Individual is new to the neighborhood.


Summary of Strengths & Needs


Strengths and Needs are identified in 

12 Areas of the Participant’s Life:

· Safety/Crisis Situations

· Living Environment

· Family

· Basic Needs, Finances

· Mental Health

· Alcohol and Other Drug Abuse (AODA)

· Social and Recreational

· Cultural

· Spiritual

· Educational

· Legal

· Medical

Sample Plan of Care Page

Goals & Activities
Instructions:  Complete a “Goals & Activities” page for each of the top 3 or 4 Life Domain Areas prioritized by the team on page 3.
Domain to be Addressed:         Independent Living Skills

	Identified Need

(from page 3)
	Strengths Related to Need

(from page 2)
	Outcome/Goal
	Activities

(Include who, what, by when & how paid for)
	Progress Toward Goal

(Use key below)

	Organization of medications and important documents (bills, SSI information, medical assistance information)


	· Mary has a very good memory

· Mary’s sister has helped her clean & organize her home in the past

· Mary likes to draw & make crafts

· Mary has a good relationship with her therapist


	Mary’s medications and important documents are organized, and Mary has a plan to maintain the organization.  
	· Mary will contact her therapist and ask for an updated list of the medications and dosages she is currently being prescribed by 1/10/03.

· Next Saturday (1/11/03), Mary’s sister will help Mary clean and organize her kitchen (where Mary keeps medications and important documents)

· Together, Mary & her sister will create a chart or creative labeling system to help Mary stay organized in the future by the 1/15/03 team meeting.

· Sara (Mary’s case manager) will check with Mary weekly to monitor how the organization plan is working for Mary.
	Date:  1/1/03
	Progress:  1

	
	
	
	
	Date:  1/15
	Progress:  4

	
	
	
	
	Date:  
	Progress:  

	
	
	
	
	Date:  
	Progress:  

	
	
	
	
	
	

	
	
	
	
	


	Progress Key:

NA=no longer a need or goal


1=unresolved or worse; not attained

4=unresolved or partially attained; but improved

2=unchanged; still a need or goal

5=resolved or attained satisfaction

3=progress made but still a need
Taken from: Dunst, C.J., Trivette, C.M. & Deal, A.G. (1988). Enabling and empowering families: Principles and guidelines for practice. Cambridge, MA: Brookline


Crisis Response Planning

“A crisis occurs when adults don’t know what to do.” – Carl Shick

Each team should develop Crisis Response Plans to address possible safety/crisis situations at home and in the community.  Teams may choose to create additional plans if needed.  Consider the following when developing your Crisis Response Plans…

· Expect that an individual with multiple needs living in the community will experience crisis

· Consider the most challenging act(s) that could happen and create the intervention

· Review historical strength-based information regarding strategies that have worked 

· Pre-plan the interventions with people and/or agencies who may be involved in the safety issue resolution.  Include an outline of responsibilities and communication procedures.

· Develop a protocol of who will be notified, and in what time frames. 

· Develop a process for evaluating the plan’s use/effectiveness

You may use the following format as a guide or attach additional pages.


Name:                                                                  Date:

Past Behaviors/Situations considered crises or safety concerns:

Progressive List of Interventions to Respond to a Crisis/Safety Situation (Include description of the intervention, who is involved, contact information, and responsibilities):

Collaborative Systems of Care

Crisis Response Plan for: __________________
DOB: _________      Plan Date: ________



Past Behaviors/Situations considered crises or safety concerns:



Diagnoses:

Rx (include name of doctor prescribing):

Progressive List of Interventions to Respond to a Crisis/Safety Situation (Include

description of the intervention, who is involved, contact information, and responsibilities):

This plan has been distributed to:



Example Crisis Response Plan

Crisis Response Plan for:          Betty Smith                               Plan Date:     1/1/03                  


Begin this plan when Betty is “at risk” of drinking.  Betty should be considered “at risk” when: she and her husband Tom are arguing; Betty hasn’t taken her medications as prescribed; or Betty shows signs of being depressed.

Important Information: Betty is a diabetic

The following steps are to be used progressively:

1. If the issue is regarding medication or signs of depression, Tom will talk with Betty and try to resolve the issue with her.  If Tom is at work, Betty can contact him there (555-6789).

2. Betty’s mother, Patti, will call every evening at 5:00 (555-4567) as a check-in.  If there is no answer, Patti will go to the home.  If Patti isn’t able to do this, Betty’s friend Karen should be contacted (555-1234) to make the visit.

Important: If Betty is found to be in need of immediate medication attention or is suicidal, go immediately to step 4.
3. If Betty is not in need of emergency care, but would like additional support, the county 24-hour crisis line may be called (1-800-123-4567).

4. If Betty is suicidal: call the Sheriff’s Department (555-5555) – tell them Betty has a safety plan on file.  The Department of Human Services will be contacted and will assess Betty’s situation.  (Note: Susie Que is Betty’s therapist and Dr. Bob is her psychiatrist)

If Betty does not need to be hospitalized, some options include:

· Going home with her husband, Tom (555-2222)

· Staying with her mother Patti for a day or overnight (555-4567)

· Staying with her friend Karen for a day or overnight (555-1234)

If Betty needs to be hospitalized, her preference is Mercy Medical Center (555-7777).  She has been hospitalized here in the past, most recently on 12/20/02.

If Betty is in need of medical attention:  Call 911.  Betty prefers to be treated at Berlin Hospital (555-0911).  Betty is a client at Berlin Hospital; Dr. Bill is her family doctor.
This Plan has been distributed to: Betty & Tom Smith, Department of Human Services, Crisis Response team, Sheriff’s Department dispatch, Berlin Hospital, Karen Jones, Patti Smith
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