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The Role, Responsibilities, and Membership of The Care Planning Team 
 
Every youth enrolled in Intensive Care Coordination (ICC) will have an individualized Care Planning Team (the Team) that guides all aspects of his or her care.  The Team engages and supports the family, and builds upon the family and youth's strengths to develop a mutually respectful and useful partnership to promote improved health outcomes.  The Team's specific responsibility is to develop and oversee a single treatment plan that delineates specific home-based services and other supports to effectively meet the youth's needs.  
 
The family and youth are the core members of the Team.  They are both the focus of the Team's efforts and the primary members of the Team.  Their culture, preferences, schedule, and communication style must be reflected in the composition and operation of the Team.  They not only "drive" the Team's activities but also reasonably expect to be empowered by the Team.     
 
As outlined in previous Features[1], once the local Community Service Agency determines that a youth is eligible for ICC, he or she is assigned a care manager.  The care manager, who is the leader of the Team, meets with the youth and family in the home, and conducts a comprehensive assessment of the youth's and family's strengths and needs.  The care manager also gathers information for this assessment from schools, providers and other agencies involved with the youth.  In collaboration with the youth and family, the care manager identifies and selects members of the Team.  They should include any involved mental health professionals, representatives of state or local agencies, school staff, or other so-called "natural" supports, such as neighbors, friends or extended family members.  In addition, the Team may include a Family Partner (now called a Family Support and Training Worker) who can help parents and guardians navigate state agencies, offer supportive guidance, and model effective parenting skills.
 
Within 28 days of the youth's enrollment in ICC, the Team develops a single treatment plan that focuses on the strengths of the youth and family.  This Individual Care Plan (the Plan) identifies the youth's treatment goals, specifies the timetables to meet those goals, and describes the type, frequency, and intensity of services to enable her to meet those goals.  The Plan also lists the specific providers who will deliver each service.  Even if a youth is involved in multiple agencies, he or she will have a single treatment plan that integrates all other agency plans to ensure that all services are coherent and coordinated.  Moreover, every Plan must incorporate the youth's crisis plan or risk management plan. 
 
Once the Plan is developed, the care manager, who is the key contact and support for the child and family, will monitor the Plan, and convene the Team at least quarterly, usually monthly, and even more frequently if warranted, in order to ensure that services are integrated, timely, coordinated and appropriate.   The Team shares responsibility with the care manager to arrange for the provision and coordination of the services identified in the Plan that will enable the child to achieve positive outcomes.  As the youth's needs change, the Team will modify the Plan and reconfigure his or her services.  If the Team determines that a youth no longer requires or is benefiting from ICC, the Team will develop a transitional plan for alternative supports.  
 
Thus, under the new children's mental health system, every youth enrolled in ICC will have one planning team that includes all relevant persons, agencies, and community members, and a single plan that integrates all services, in order to enhance coordination among providers and ensure more coherent delivery of services and supports.  Treatment planning will be based upon a wraparound process for home-based services that builds on children's strengths, empowers their families, appreciates their cultures, and "wraps" services around their needs.  Wraparound will be the subject of next month's Feature.  



[1] See "Accessing Home-Based Services Through the Community Service Agency," February 2009, and "The Role and Responsibilities of the Care Manager," March 2009.
