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Chapter 1: Minority Youth and Families Initiative Background and Development

The Iowa Department of Human Services developed the Minority Youth and Families Initiative (MYFI) establishing two community based interventions in targeted communities to address disproportionality. Working with a local provider in Polk County (Des Moines), the MYFI established a program focusing on the needs of African American families who come to the attention of the child welfare system. In contrast, Woodbury County (Sioux City), developed a Specialized Native American Program within the Woodbury County Department of Human Services which focused on community outreach, prevention and intervention with those at-risk of involvement or referral to the child welfare system.
In Polk County, Visiting Nurse Services (VNS) provides family team meeting facilitation services with the goal of engaging African American families in services.  VNS assists families in developing a family plan and identifying resources and needed supports.  The long term goal of the program is to reduce the number of out of home placements for children.   Services are provided in Polk County for the target population which is African American families in which the children have been removed from their parents or are at risk of removal.  In addition to facilitating family team meetings, VNS provides community outreach to promote the practice of Family Team Decision Making within the African American community as a way of engaging more informal and community-based resources to participate in the meetings.   

Organizational capacity that is brought to the project includes the following:
· Experience in providing outreach and home visitation services to multiple cultural, racial and ethnic groups;

· Experience providing services to African American families;

· Current contractor for Family Team Meeting Facilitation through Polk County Decategorization;

· Commitment to providing strength-based and family-centered services;

· VNS staff member with over 20 years of experience in mental health and social services for the position of Family Team Meeting Mentor/Facilitator to provide the coaching and mentor;

· VNS staff member who is African American for the position of Co-Facilitator/Facilitator;

· One Co-Facilitator/Facilitator through in-kind funding;

· Proposal options with up to three facilitators to provide co-facilitation, back-up coverage and flexibility in scheduling for emergent or crisis situations;

· Plan to include representatives from the African American community and providers of services to African Americans in an advisory capacity to promote awareness, buy in, and support for family team meetings.

· Mechanism to increase community awareness regarding family team meeting facilitation among home visitors and direct service staff across at least fourteen community agencies in Polk County.

Chapter 2: Theoretical Foundations of the Polk County Minority Youth and Families Initiative (MYFI)

African American children and other minority children are over-represented in child welfare systems across the U.S. In Iowa minority children appear in the child welfare system at a rate nearly double their rate in the general population and African American and Native American children experience the highest rates of child welfare involvement. Over-representation occurs when the percentage of African American children and families in the child welfare system is higher than their percentage in the general population. Disproportionality is a term sometimes used synonymously with over-representation; however, we reserve the use of that term for discussions based on relative rates of involvement at specific points in the system (cf. Derezotes, Richardson, Rembert & Pratt, 2008).  

The causes of disproportionality for children of color in the child welfare system are many and complex.  Research findings (Chipungu, 2004; Derezotes & Poertner, 2001) identify the following factors as being associated with the overrepresentation of African American children in the child welfare system:
· Urban vs. rural differences

· County differences within states

· TANF participation

· Prior child welfare history

· Child behavior problems

· Mental health of the children

· Poverty

· Discrimination in worker decision-making.

Richard Barth (2001) describes four models that offer explanations for this disproportionality:  

· Risk, Incidence and Benefit Model.  The disproportionality of services results from the greater risk and incidence of child abuse among poor, single parent and larger families along with the greater benefits that children of color in the child welfare system seem to receive.  They are more needy, therefore they receive more services.  

· Child Welfare System Decision Making Model.  Agency characteristics allow race to affect decision making including staffing patterns, culturally incompetent staff, institutional racism, and inadequate length or structure of services.  Reporting differences may exist because of cultural parenting differences between worker and client or an unwillingness to report someone from a similar socioeconomic background.
· Placement Dynamics Model. Out-of-home placements are disproportionately different by race.  African American children have longer lengths of stay than Whites or Latinos, are admitted into foster care at higher rates, and more often receive kinship care placement.  These differences vary by state and from urban to rural areas.  There are also disproportionate differences by race in the likelihood of adoption for African American children.  Research also shows that African American children receive greater benefits from foster care, providing a protective mechanism and leading to reduced infant mortality in some states.

· Multiplicative Model.  As a combination of the previous three models, this model holds that small disproportionate increases at various points in the child welfare system add up to a combined large rate of differences.  Other premises of this model include

· Greater risk of child abuse for African American children

· Less difference in the incidence rate of child abuse for African American children

· Small differences in decision-making points in the child welfare system

· Greater difference in length of stay in foster care for African American children.  

Differential treatment of children of color may still all be done in the best interest of the children.  This situation can be attributed to personal and social conditions as well as agency organization and practice.   
Several authors (Hines, Lemon, Wyatt, and Merdinger 2004; Hill, 2006; NAPCWA, 2006; USACF, 2003) agree that there are numerous, interrelated factors that account for the disproportionality of African American children in the child welfare system.  They similarly focus on the following areas: 

· parent and family related risk factors and child welfare system involvement including parental substance use, parental mental health, domestic violence issues, and parental incarceration;

· social factors related to poverty, neighborhood effects and other community-related predictors;
· race and class bias in initial reporting and subsequent processing of children of color;

· impact of recent child welfare policy initiatives, e.g. Adoption and Safe Families Act 1997 (AFSA), and Personal Responsibility and Work Opportunity Reconciliation Act 1996 (PRWORA).

These authors also state that the factors are multiple and complex.  The differing treatment these children receive at key decision points along with system level changes have an impact.

In a review of the literature by Lemon et. al (2005) a variety of theories are proposed to explain the reasons for racial and ethnic disproportionality in child welfare.  One theory suggests that individual bias in decisions by staff at various stages of the system account for disparities. At a societal level, poverty in which minorities are more likely to be involved may lead to higher incidence of maltreatment and result in higher rates of entrance into the child welfare system. Organizational factors such as high workloads and staff turnover have also been identified as contributing factors in differential treatment of minority families. 

To address disproportionality some authors (e.g., Beckett and Lee, 2004; Carten and Dumpson, 2004) propose utilizing an ecological systems perspective (ESP) intended to be more culturally appropriate and therefore more effective in providing services for African American families. ESP emphasizes the importance of environment and context, and advocates flexibility and creativity in adapting theories and models to the needs of the group or individuals being served.  The ESP theory focuses on interactions and relationships in social and cultural contexts of utilizing active listening and alternative ways of helping where both practitioner and client values are important in the process and connectedness and social justice are primary concerns (Laird, 1995).  

The family resilience model is a family based model that focuses on addressing stressful life events and persistent challenges using a whole family approach to promote resilience and recovery of vulnerable members as well as the family unit.  Interventions aim to build family strengths as issues are addressed thereby further strengthening the family and reducing risk and vulnerability.  As the family becomes more resourceful, its ability to meet future challenges is enhanced.  Thus, each intervention is also a preventive measure (Walsh, 2002).  

The general guidelines of social work practice principals using a strengths-based and solution focused perspective  in conjunction with a systems theory orientation (Miley, O’Melia, and Dubois, 1998) that values empowering the client, maintaining confidentiality and using a wide range of evidence based practices and flexible methods have also been suggested as effective intervention techniques (Kirist-Ashman and Hull, 1993).  These authors describe the underlying assumptions as focusing on the strengths of each individual, group, family, and community; (b) identifying trauma and abuse which is deleterious, but may also provide the forum for challenge and opportunity; (c) understanding the upper limit of the capacity for growth are not known; (d) knowing that clients are best served through collaboration; and (e) recognizing that every environment is full of resources (Saleebey 1992, 1997; Jones, 2007).  An underlying assumption of this perspective is that the client is both the expert on their own culture and their experience of the current issues (Dewees, 1999a) and this orientation also facilitates engagement. 

To counter bias in decision making some communities and local programs that have utilized risk assessments and structured decision making, increased family group conferencing (FGC, also known as family team meeting, family group decision making and family unity model), increased staff diversity, utilized client/worker race matching and some have increased cultural competence training. In response to the issues of poverty and oppression, some communities and agencies report developing home visitation services, programs for fathers, locating social workers and services so they are more easily accessible, and implementing differential response systems for child maltreatment reports. At the system level efforts include leadership dedicated to reducing disproportionality (which has also been referred to elsewhere as locating a product champion), collaborating with racial and ethnic communities and restructuring how services are provided in the child welfare system to deal with the issue of differential treatment of racial and ethnic minorities (Lemon et al, 2005). Improvements in culturally appropriate provision of services specifically for  African American families in their social and cultural contexts e.g., homes, neighborhoods, churches), and alternative services that best meet the needs identified by the family have also been reported and are consistent with the ecological systems perspective which encourages exploration of alternatives because no one method or service provision can solve every issue. 

Culturally Appropriate Service Provision for African American Children, Youth and Families

The ecological systems approach also suggests that only through the a combination of  models with flexibility, caring and creativity can providers and agencies provide more culturally competent services to minority children, youth and their families. Mills & Usher (2004) state:  “There is a general agreement that the well-being of African American children is best assured within the context of the African American community... building on traditional strengths of the extended African American family system and history of community care... grounded in family support, self-help and self determination... [to] embrace the strengths/empowerment perspective and acknowledge the importance of culture and the positive influence of family in the development of the child’s sense of self.” 

This perspective, sometimes referred to in the literature as Africentric, is based on assertions that there is a history and worldview separate from that of the Eurocentric perspective that emphasizes self-reliance, individualism and family privacy.  Mills and Usher (2004) propose that this perspective draws on community responsibility, mutual assistance, shared parenting, and reliance on extended family and lends itself to utilization of kinship care and family group conferencing. There is also evidence that systemic issues must be addressed for interventions to be effective (Richardson & Thomas, 2005). 

Community engagement and coordinating services across systems (child welfare, mental health, education, and juvenile justice (cf. Richardson et al., 2006a, 2006b; 2005) similar to the African proverb that “it takes a village” to raise a child is an important consideration in effective service delivery and outcomes for families (Lemon et al, 2005; Pumariega et al, 2005; Richardson et al., 2004, 2003; Clinton, 1996; Chang et al, 1994; Isaacs & Benjamin, 1991). The Africentric perspective provides a foundation for using family preservation and neighborhood-centered models of service (Carten & Dumpson, 2004). FGC and kinship care are also practices that are especially consistent with the history and culture of African Americans (Lacy, 2008; Rockymore, 2006; Mills & Usher, 2004; Dougherty, 2003).  

In 1989, New Zealand began the successful implementation of FGC and the use of kinship care to improve their work with Maori families involved in the child welfare system. Following New Zealand’s success, Gleeson (1999) observed the increased use of kinship care and FGC in the U.S. working with African American families. The use of family team meetings or family group conferencing are important for building and promoting a “whole-of-government” response to support optimal development of health and well-being outcomes by providing information to professionals that may not have been otherwise integrated (Vimpani, 2005).  According to Mercer, Jones, and Woon (1997) family group conferences serve to provide:

· Better outcomes for victims of child abuse than are likely when the appropriate community agencies have the information needed to adequately investigate and make decisions regarding safety of children and support of families;

· Education of hospital personnel which occurs when a cohesive clinical picture and plan for a family develops by collaboration of hospital and community professionals;

· Avoidance of the inconvenience of community professionals trying to reach hospital personnel individually at inappropriate times or when the personnel are not prepared;

· Increased likelihood that only the appropriate hospital professionals will be subpoenaed to court, rather than personnel with information of limited value to the court or that could be given better by others;

· Prevention of one person carrying the burden of testimony regarding the hospital-acquired evidence single-handedly and often inappropriately;

· Reinforcement of the provider as a resource for referral and collaboration by community agency professionals.

 Family group conferencing also serves to reduce the perceptions by families that an agency or agency personnel have a hidden agenda or that the client is being misled or manipulated toward what might be perceived as adverse consequences for the family. FGC engages the family combining support, the perception of expected benefit and investment on the part of the family and those involved. These factors are also predictive of the behavioral manifestations of engagement as measured by the self-report of compliance (Yatchmenoff, 2005).  

Jones et al (2005) describe that children with supportive and involved caregivers appear more likely to have their cases prosecuted and are less likely to be removed from the home (Cross et al., 1994; Cross, Martell, McDonald, and Ahl, 1999; DeVos, Cross, Peeler, Whitcomb, and Stober, 1992; Everson et al., 1989).  Maternal support has been shown to be predictive of greater resiliency in child abuse victims (Spacarelli & Kim, 1995), produce less child distress (Morrison & Clavenna-Valleroy, 1998) and reduce child behavioral problems (Everson, Hunter, Runyon, Edelsohn, & Coulter, 1989; Goodman et al., 1992; Whitcomb, Runyan, et al., 1994).  Follow-up is also important to ensure that children receive needed and recommended services.

Some interventions show more positive and effective outcomes with ethnic and minority populations, including:  group therapy, family-focused services, in-home services, crisis intervention, case management, education, community level approaches, and appreciation and recognition of cultural issues and problems (Isaacs & Benjamin, 1991).  To effectively engage African American families and implement successful interventions it is necessary to focus on family strengths  (Rockymore, 2006;  Walsh, 2002; Chang, Salazar & Leong, 1994; Hill, 1992).  

Hill (1999) identified five strengths of African American families: strong achievement orientation, flexible family roles, strong work orientation, strong kinship bonds and strong religious orientation. These strengths can be found in other racial and ethnic families, but because of their history of slavery and oppression, African American families demonstrate these characteristics in different ways that need to be recognized by those working with them.  What may seem like a weakness and dysfunction to a service provider may actually be a strength of resiliency through adaptation and flexibility within an African American family.  Further, Weick and Saleebey ( 1995) point out that “emphasizing, celebrating, and nurturing families’ strengths, capacities, pride, knowledge and relations with communal resources and culture”  will be more effective than “doting on problems and failures.”

Mills and Usher (2004) identify five culturally competent care principles for child welfare workers (Mills & Usher, 2004):

· The family is the unit of focus;

· The family provides leadership in the identification of current roles and responsibilities within the extended family system;

· Emphasis is placed on assessing and building on family strengths and on the capacity of families to function effectively;

· Families are engaged in designing all aspects of the policies, treatment and evaluation; and

· Families are linked with a more comprehensive, diverse, and community-based network of supports and services.

Patterson et al. (1992) offer additional strategies for working with African American families, developed through their Home Attention Program (HAP) which was designed to reduce further involvement in the juvenile justice system for at-risk African American males with behavioral problems: 

· Families have strengths and can change;

· Families deserve respect;

· Families have wisdom and solutions;

· Families, relatives, and communities are our allies and best resource;

· Families must be given opportunities to show their strengths;

· Families must be empowered to participate in solving their own problems;

· Families must be served as a unit.

A guiding principle of HAP was that counselors provided support and empathy rather than judgment and blame. “In order to strengthen and maintain families, particularly high-risk, low-income African American families, it is important to develop programs with flexibility to offer a range of services....customized according to each family’s needs” (Patterson et al, 1992).

Roberts (1990) proposed six principles which ensure that culturally competent services are being provided in an ongoing, creative, collaborative manner:

· Culturally competent services must be family-centered and community based;

· Each family is considered unique, even those within a specific culture;

· Cultural issues are separate from system effects such as poverty and discrimination;

· Cultural self-awareness is an ongoing discovery process that can help identify new program and training needs;

· It is not necessary to be of a culture to provide services to members of that culture;  however, it is important that staff understand the dynamics of the tensions that present when two or more cultures interact to provide a service or solve a problem;

· Service providers must be willing to share ownership and decision-making in working with families of different races and ethnicities.

The Worker-Client-Family Relationship and the Issue of Race Matching

The interpersonal relationship is a key part in the helping professions.  Where this relationship demonstrates mutual respect, acceptance, and empathy it contributes to a gain in the treatment process (e.g., Carl Rogers wrote that three qualities were necessary and sufficient in a therapist for a client to improve: congruence comprised by genuineness and honesty; empathy and unconditional positive regard or respect. Clients want a relationship with their counselor, therapist,  or social worker in which they feel understood, can trust their worker, and have confidence in their abilities.  Minority clients who are mistrustful of those attempting to engage them in a therapeutic process are more likely to have negative expectations, find the worker less helpful and less likely to engage and are at greater risk of dropping out of treatment.  The client may be wondering: Does this worker have sufficient knowledge of my reality to be of assistance to me? (Proctor & Davis, 1994).  Racial similarity between worker and client may be less important than the worker’s skills and abilities in using culturally appropriate communication and behaving in a trustworthy manner; workers can be trained to work with dissimilar clients (Allen-Meares & Burman, 1999). Understanding the client and their social reality may be one of the most critical issues in cross-racial practice (Proctor and Davis, 1994; Sue 1981). 

While some attention has been paid to using same-race workers who can promote racial pride and share similar problems and experiences, there is some evidence that African American workers may not be more successful than White workers since attitudes and backgrounds may are also important in practice.  Black social workers may be seen as products of White institutions.  Workers with high levels of education, differences in socialization, socioeconomic status, and lifestyle may be seen as having little in common with low-income families regardless of race. White workers may have more challenges initially gaining acceptance, rapport and trust from their Black clients (i.e., engaging).  However, these challenges can be overcome by attitude, competence, skill, knowledge and willingness to learn and share, focus on the client’s world and priorities, and understanding of one’s own feelings. “Successful worker interventions with children of color and their families must begin with the worker’s willingness to participate in the client’s social context empathetically and sensitively” (Pierce & Pierce, 1996). These authors note that trust and confidence can be gained by seeking to understand the living conditions, cultural patterns and values of the African American clients served. The White worker can further the relationship by working with their Black clients from a human and competent perspective not hesitating to discuss sensitive issues and even to ask about the client’s comfort level in working with a White service provider.  The primary goal should be to get beyond differences and focus on the strengths, concerns and needs of the African American families they are working with.

Sykes (1987) identifies five key factors for White therapists working with Black families:

· willingness to address feelings regarding working with a Black family and to become aware of his or her own stereotypes and prejudices;

· information regarding the process of therapy that increases the return rate due to the family having a greater sense of control;

· involvement of parents as treatment partners;

· Therapists must remain flexible, e.g. in scheduling appointments.

· Therapists must promote families drawing upon the strengths of the family unit, placing emphasis on the quality of relations and ways of coping that have been effective in the past.

In Cross et al (1989), Wilson presents categories of essential worker characteristics for working with culturally diverse groups and environments.  These attributes include:

· A personal style that is flexible, accepts ethnic differences between people and reflects true genuineness and accurate empathy;

· A willingness to articulate and challenge personal values and stereotypes about one’s own ethnicity and that of others, including ways in which these perceptions conflict with the needs of minority clients;

· A willingness to work with clients who are culturally different and a commitment to work toward changing racism and poverty;

· The ability to confront feelings about one’s professional image when identified with a field that has excluded people of color.

Ryan et al. (2005) reported that caseworker characteristics do have an impact on child welfare outcomes.  Isaacs and Benjamin (1991) found the higher the number of minority staff that reflect the population served, the higher the rate of utilization of services. Utilization and length of stay in treatment were also higher when the race/ethnicity of the client matched that of the worker. Pellowe (1990) found that  Black workers initiated more contact with Black clients than White workers; Black families completed treatment more with Black workers than with White workers; and Black workers, compared to White workers, perceived adults in Black families they worked with as more cooperative. “Race is no doubt a proxy for a variety of factors including but certainly not limited to attitudes, beliefs, values, geography, and experiences, and the behaviors that arise from such factors (Ryan et al, 2005).  One is tempted to conclude that staff should reflect the cultural make-up of the client population; however, this is frequently difficult to implement and the results to be expected based on this single factor are dubious.

Some have approached the issue by training paraprofessionals (e.g., embedded workers or advocates) and providing cultural competence training (Isaacs & Benjamin, 1991).  These paraprofessionals are most often residents of the communities in which they provide services.  They have a unique understanding of the culture that exists in the community and have knowledge of local support services.  Isaacs and Benjamin (1991) also feel that “the most effective approach to developing a culturally competent workforce is to train the majority staff to understand and work more effectively with different ethnic minority populations.”  All workers, whether they are part of the majority group or minority group (racial or ethnic), need to acquire or improve on their cultural awareness, knowledge, and skills for effectively working with minority clients and families.  

Targeted interventions for African American children and families 

Jones (2007) described Casey-CSSP Alliance funded sites that provided services and programming for minority children and their families in the child welfare system, and six of these sites focused primarily on African American children and their families.  Strategies used by all six of these sites to address racial disproportionality in their African American communities included:  attention to racial disparity, development and use of data, partnership with the community, policy changes, on-going evaluation, and attainment of external funding.  Some of the services and activities they offered were:  family group conferencing, differential responses, engagement of fathers, expansion of their Family to Family initiative, community forums, case management, wraparound services, prevention and family preservation services, team decision meetings, establishment of youth boards, family mentoring through faith-based community, and enhancing staff cultural sensitivity.  These communities were located around the country in San Francisco, Illinois, Michigan, two sites in North Carolina, and one in King County, Washington.

Isaacs and Benjamin (1991) described three sites that currently are providing programming for primarily African American families and children.  They include:

· The Ada S. McKinley Community Services Intervention Program, Chicago, IL
· Progressive Life Center, Inc., Washington DC
· Three Rivers Youth, Philadelphia, PA
At the Ada S. McKinley Intervention Services Program, cultural competence training was required for all staff.  The training curriculum incorporated the principles of home-based treatment for minority populations and utilized culturally-based strategies.  This program served children on the South Side of Chicago who had developmental disabilities or serious emotional disturbances (SED).  Most of the clients (80%) were African American from low income, single-parent, female-headed households including grandmother-headed households and extended families. Services were made easily accessible in the community and were often provided in the home.  The goal of the program was to address a cycle of dysfunctional behavior within multi-problem families along with achieving outcomes of reduced psychiatric hospitalization and recidivism in the juvenile justice system.  The range of services included family therapy, individual treatment, adolescent group counseling, parent support/educational group training, companion services, network and linkage services, advocacy services, 24/7 crisis intervention, respite care, ongoing screening and assessment and aftercare and follow-up services.  The program demonstrated high consumer satisfaction.  Over the length of the program, over 400 youth and their families were served with just six of these youth recommended for residential care and one returned to the hospital.  Staff believed that the focus on in-home therapy, the intensity of services and the workers’ sensitivity to cultures and values of the population served were major reasons for their successes.  Through offering alternative services, staff were effective in returning youth to their community from more restrictive settings, retention of youth for in treatment programs, and involving families and other community resources.  

By offering services in the families home environment to improve ease of accessibility, this program promoted maximum participation of critical family members within a friendly, supportive warm atmosphere.  Focusing on the family as the primary system of support and intervention, staff empowered families to negotiate bureaucratic systems and find methods for solving problems as they arose.  Family assessments were essential including a cultural assessment and a listing of community resources that might be appropriate and available to the family.  Home-based services were flexible, dynamic and responsive to the changing needs of the family.  Staff networked with other services in the area and coordinated interagency communication.  Staff composition included 82% African American, 15 % White and 1 Latino/Hispanic.  All staff had Master’s degrees in either social work, counseling, education or psychology.  The agency was committed to matching the racial/ethnic make-up of its staff to that of the community it served.  In order to have someone available to families at all time, a team approach was utilized.  Cultural issues were openly discussed and included in intensive staff orientation and ongoing in-service training.  Minority staff and participation were included at all levels of the program.  Contacts within the political community also helped in making the community aware of the program and its services.

At the Progressive Life Center (PLC) , an Africentric perspective was employed which included information about African culture that had been negatively impacted by slavery and racism.  The PLC recognized and respected the bicultural nature of the African American experience and viewed this as a key element in their delivery of services.  Clients were primarily African American from the Washington DC area. PLC clients were African American youth (average age, 13 to 15 years) and their families who were involved in the juvenile justice, child welfare, or mental health systems.  Some were in the community and some were in institutions.  Through PLC’s unique combination of African psychology, African American culture, humanistic and interaction models of psychotherapy,  program founders hoped to create a model that would be more effective in working with African American youth and their families experiencing stress and other symptoms of dysfunctional behavior to experiencing racism and other issues of an individual nature.  Cultural values and concepts were incorporated into each element of the agency’s practices.

Services provided by PLC included: individual and family assessments; individual, group and family psychotherapy, in-home family counseling; multiple family retreats, AIDS counseling and education; psychological testing; crisis intervention; parent education and training; Adolescent Rites of Passage; hypnotherapy; and management consultation, training, and team building.  Interventions were developed to be compatible with the cultural patterns of African Americans:  more visual, action-oriented, based on interactions and relationships, and spiritual.  Activities began with the family rather than the individual where the goal was healing rather than curing.  

Participant evaluations of trainings and workshops were reported to be very positive, although long-term impact on professional competency or improved service delivery have not been reported.  Client satisfaction also ranked high, and the PLC had begun to move toward a more formal monitoring and outcomes-based evaluation process.  

The importance and primacy of the family was supported through a family assessment of psychological functioning conducted in the home along with a set of services provided for parents to strengthen family and parenting skills including parenting seminars and a Parents Advisory Board.  Cultural assessments were another important aspect of services at PLC, and family meetings were held to include as many extended family members as possible. The program reported that treatment interventions were not new, however, it was thought that the inclusion of cultural values in the interventions was a important adaptation of those evidence based practices. 

PLC staff participated in many community activities as a result of the focus on collective/ community responsibility and support.  Among the 30 full-time staff, all were African American, African or Caribbean. All staff had advanced degrees and there were 25 clinicians and 5 administrative staff.  Extensive cultural competence training, practice, and knowledge updates were provided to all staff.  PLC maintained a highly effective training department that offered in-service training for staff as well as for other agencies and organizations along with community-wide lecture presentations by renowned speakers.  Several parents, along with PLC staff, were involved in advocacy activities related to substance abuse prevention, better schools, and other important issues for the African American community in Washington DC.

Three Rivers Youth (TRY), in its work with African American youth, developed a family system approach to treatment.  Located in Pittsburgh, PA, TRY established group homes for high-risk minority children and adolescents dispersed throughout greater Pittsburgh area communities. TRY experienced some resistance in establishing group homes in local areas.  Their target population included high-risk adolescents and their families who had suffered severe abuse, neglect or deprivation and attachment disorder from infancy through childhood.  Of the youth served in 1988, 70 percent were African American, 29 percent White and one percent Latino/Hispanic.

The family systems approach was supplemented by a staff-designed behavior management system and a strong educational diagnostic/prescriptive program that included educational advocacy for each youth.  Programs offered by TRY included therapeutic group homes, residential teen parenting programs, an apartment living program, Intensive Treatment Unit, Alternative Educational Vocational Program, day treatment, therapeutic services, and a program for runaways and homeless youth.  Services included: individualized assessment, individual counseling, group counseling, outreach to families, academic support and remediation, vocational support and preparation for independence.  TRY was initially an agency set up for residential treatment services.  Administrators continued to keep in touch with the needs of the community and allowed program expansion offering a variety of non-residential programs and reaching out to additional target populations.  

TRY sought to address discriminatory patterns in providing mental health and social services by offering access to community-based services and programs specifically for the local African American population.  A no-reject policy was in place and attempts to work with youth in less restrictive settings was sought.  The goal was to empower family members, including those who assumed a family relationship (foster parents, shelter staff, older siblings, grandparents, etc.) to create positive change in level of involvement, parenting capability and capacity to address family issues.  TRY also employed a no eject policy in that staff, no matter what the challenges or hardships, attempted to preserve the family unit. Staff acknowledge and work with natural and informal support systems, emphasizing the inclusion of community, neighborhood, schools, churches, recreational facilities, etc. as part of the therapeutic setting.  

Through case management and individualized treatment plans, TRY provides an integrated network of services, built on a foundation of other agencies and programs throughout the community.  The philosophy of whatever works for their youth requires making more conscious efforts at involving other community individuals and organizations more closely with its programs.  Although employing a mixed racial and ethnic staff, key positions in the organization are held by African American professionals who provide positive role models for the youth.  Cultural competency training is provided during staff supervision and skill-building meetings, at staff retreats and through integration into core training topic areas.  Cultural competency is intended to be incorporated into all daily operations, at all levels, and in assessments, interviews, therapy sessions, and education.  

To the extent possible, the Polk County Minority Youth and Families Initiative has incorporated these findings, theoretical foundations,  perspectives, principles and practices into the intervention which is described in the next chapter. Providing child welfare services to African American children and families from an Africentric perspective that combines an ecological perspective and social constructionist philosophy includes the following:

· Engagement using a whole community approach

· Coordination of services across systems, e.g. case management

· Family-centered, strength-based practice

· Empowerment of individuals and families

· Cultural assessment of client/family and worker

· Where possible employing race-matching 

· Home-based services

· Family group conferencing

· Kinship care

· Ongoing cultural competence training for all staff

Chapter 3: MYFI Referral Processes
Referral Process

As background to the MYFI caseflow process, Figure 1, appended at the end of this document, illustrates the formal process of caseflow in the child welfare system in Iowa for families with children 0-5. Figure 2, also appended,  illustrates the case flow of referrals to Visiting Nurse Services from DHS in Polk County.  The cases are referred from DHS and DHS provides the Family Team Meeting Coordinator in Polk County.  Usually within a day of receiving the referral, VNS contacts the DHS worker to obtain more information and insight about the case circumstances.  VNS works with DHS collaborating and consulting on the case in preparation for the “Prep Interview” (Form 1 in the Appendix) to gather information about the case.  Questions include the purpose of a FTM, strengths and needs of the family from DHS perspective, any information or circumstances DHS deems necessary in the plan in order to assure safety, stability and permanence.  It also includes questions about the dynamics of abuse and safety planning for the meeting.  VNS feels it is vitally important to gather this information from the caseworker prior to meeting with families.  

Initial Contact with Families 
VNS contacts the family by phone to explain their role in the process of the FTM.  At this time, VNS sets up a time to meet with the family to explain the FTM process in more detail.  VNS usually meets with a family in their homes.  They believe this helps the family to gain their trust, they are able to see the family in their own environment, and it helps them to join with families.  VNS utilizes two forms during this initial meeting with families. (Form 2, VNS).  It is the Initial Family Team Meeting prep interview form.  It enables the worker to explore issues such as: what the family feels is going well for them; needs and concerns of the family; goals they would like to make for the meeting; times, dates, and other resources needed to support the family for the meeting.  VNS also utilizes a form for data collection (Form 3, VNS) called the Family Team Meeting Intake form.  This form is a comprehensive data collection tool, inquiring about pregnancy, drug use, services received, support system, maternal health, parental capabilities, housing stability, family interactions, and family safety.    

During this time, VNS workers make themselves available to join with clients, establish trust, and listen to the family’s stories about what they want for the future of their families.  VNS reports that it is important to have families identify their strengths and if the family is having difficulty doing this, VNS will help to point out their own observations about family functioning that they have seen working well for the family.  

This initial contact is by phone or if not available through another person who gets a message to the family. Driving by the home and sending letters to make contact are other strategies utilized.  Once a time is established to meet with the family, the meeting is held in their home. This contact with family (Prep Interview) is considered one of the most crucial steps in the MYFI process.  It is during this interaction that the family is engaged and partners with the worker toward reunification (in contrast to “fight” DHS to get their kids back).  It is also at this stage that families are encouraged to think about a “team” of people that will assist rather than the having to “take care of my own” or “it’s nobody’s business but mine.”  One example reported was that a mom with 4 children informed VNS “she didn’t need nobody” and she had no one to invite to the Family Team Meeting.  The approach used was to gently ask her to think about who she might call if she needed someone to watch the kids?  Or who does she trust to be there for her?  And who does she like to talk to? We left her home with the comment “If you want us to call and invite someone to the FTM, just let us know.”   She called one day before the scheduled meeting and said that her aunt wanted to come though we would need to change the time of the meeting due to the aunt’s work schedule. The meeting was rescheduled, the aunt participated and made significant contributions to the meeting. She pointed out what a good mom her niece is!  The mom of 4 gained confidence and started committing to the goals of the meeting. One of the most important tasks of the Prep meeting is to set a date and time for the meeting so that all family supports as well as professional staff can be there, determine a meeting place that is comfortable and accessible to all and to determine who to invite to the meeting.  Childcare, transportation and interpretation services are also important considerations.
The Pre-Removal Conference and Post Removal Conference (both referred to as PRCs) differ from a FTM (further described in Chapter 4, below) in that the purpose of this meeting is to deal with the immediate logistical needs of the child and family to assess the needs of the child, addressing transition in order to make placement as least disruptive as possible for the child. Post-Removal Conferences are held (within two business days) after an emergency removal.  The purpose of the Pre-Removal Conference is to meet with the family and potential alternative caregivers prior to a removal.  This is an opportunity for the family to add information about the child and take a proactive role to ease the placement transition for their child, assist the family in locating and planning for a possible kinship care placement for the child, establish a visitation plan between the child and family, and identify possible (informal/formal) supports for future FTMs for case planning.  When a possible placement is identified, the family, or the kinship care placement needs to provide the Department with the placement’s personal information (full name, birth date, and social security number) for the Department to conduct a background check and submit to a UA test to formalize child placement. It is the responsibility of the CPA to:

· Address the safety concerns of the children prior to the pre-removal conference, (if the family is unwilling or unable to adequately address safety concerns a request will be sent to the County Attorney’s Office for an immediate removal) and explain the reason(s) for the removal.

· Assess if the family is ready, willing, and/or able to participate in the conference and will send a referral to the County Attorney for a PRC. The family is asked to arrive at the conference by, for example, 1:30 pm to meet with the DHS worker and facilitator prior to the conference.  The PRC would then be held at 2 pm.

During the PRC process, the facilitator should encourage the family to give pertinent medical information and emergency contact information, provide a favorite toy and basic care items to support the wellbeing of the child while they are in the alternative placement.

The participants needed within the pre-removal conference are the client family, DHS Investigator, County Attorney, Family Team Meeting Facilitator, and any in-home providers, additional family supports, and parent attorneys already in the home. 

The Pre-Removal Conference procedure is that once a referral for service is received from DHS a removal conference is planned for that day.  Upon receiving a referral, the facilitator is responsible for connecting with the referring DHS worker and setting a professional mood for the Pre-Removal Conference through the following steps:

· The facilitator reframes and promotes the PRC as an opportunity to collaborate with others as a team to determine and follow through with what is in the best interest of the child.

· The facilitator refocuses discussion within the PRC to be strength based and solution focused.

· The facilitator promotes family, professional collaboration by reminding everyone that removal is eminent, and the goal of discussion is to ease the transition for the child.

· Develop and write-out the Pre-Removal Conference Agreement (Safety Plan).  People required for this are:  DHS, Parent(s)/Guardian(s), Attorneys (County Attorney, etc.)

Facilitators need to promote an environment of compassion with the understanding that emotions are high; the families involved are in extreme crisis and may be in denial of the removal.  The family will be emotionally charged and may need to vent their emotions.

After a PRC, the facilitator needs to briefly explain to the family that there will be a Family Team Meeting taking place approximately 30-45 days after the PRC.  The facilitator will go over what a FTM is, and the general purpose/processes involved.  It is customary for the facilitator to initiate regular or semi-regular phone contact with families to assist with rapport building between the facilitator and the family.  During these contacts, facilitators ask the family if they have any questions thus, providing an avenue of release for families to express their anxieties regarding the upcoming FTM.
Use of Family Team Meeting 
The purpose of the family team meeting is to engage families in decision making and case planning.  Preparation for the meeting is facilitated by a social worker who assists with documenting social history, purpose of the meeting and negotiable and non-negotiable issues.

The social work facilitator engages the family in preparation working with parents to define the purpose of the meeting, what they want to see accomplished, gather the family story and determine who the family wants at the meeting.  The meeting is set so that it is family friendly and DHS provides the following outline of the meeting:
· Welcome and Introductions

· Family and Team Members are welcomed and Introductions are made, family introduces themselves, or facilitator introduces the family (family ritual may be used to start the meeting).

· Purpose and Philosophy

Discuss purposes for the meeting and FTM purpose and philosophy [family may presents the purpose; consensus of all team members is essential]

· Non-negotiables and Confidentiality

Discuss the non-negotiables and confidentiality

· Ground Rules and Family Story

Develop ground rules- agreed upon by all

Family story tells their story of why they are here

· Define Outcomes for the family 

Outcomes and Behavioral Results desired are identfied- all get a chance to speak- family first

· Strengths to achieve outcomes

 Strengths - all get a chance to speak- family first

· Concerns and Needs related to outcomes 
Concerns - all get a chance to speak- family first

· Supports to achieve outcomes
Supports - all get a chance to speak- family first

· Private family time option
· Plan Development

· Brainstorming how to meet needs 

· Develop the plan; [Action Steps: what, who is responsible, by when; and Safety Plan]

· Assess “What can go wrong” [Crisis Plan]

· Closing

· Next steps and closing [all come to Agreement] 
(see http://www.dhs.state.ia.us/cppc/family_team/index.html )
The agenda for a Family Team Meeting according to VNS is:

1. Welcome and Introductions—Who is here?  What role do we play?  How do we know the family?

2. Ground Rules/Confidentiality Agreement

3. Family Goals for the Meeting

4. Family’s story

5. Family Strengths

6. Family Needs and Concerns

7. Brainstorming Strategies-Plan of Action

8. Discussing of what could go wrong (and a Plan B developed)

9. Agreement on plan 

10. Schedule the next meeting and thank everyone for attending.  Everyone receives a copy of the typed plan within 7 working days.

Meetings are held with families in their home, church with childcare, or DHS. VNS also completes a follow up FTM following a timeline that is flexible for the family and DHS worker.

The process is described in more detail in Chapter 4, below. 

Chapter 4: Family Team Meetings with MYFI Families
Description of Family Team Meetings

The purpose of the family team meeting is to engage the family in the case planning, case management, and case closure process and empower the families involved with services to direct the decision-making processes.  When a family becomes involved with the Iowa Department of Human Services, they are given the opportunity to determine the process for case decision making for their family.  These families may choose to participate in traditional methods of case decision-making or they may participate in family team meeting decision-making.  The “traditional” approach of case decision-making is conducted through the process of staffing which occur over the life of the case.  A “staffing” is a decision making process designed to meet the administrative needs for case planning and case management for families.  Within this decision making style, the family may or may not be invited to the discussion table of professionals involved with their case, regardless of a family’s presence at the table there is little in the way of client or client family input with actual case decision making.  In both decision making programs the family is offered family centered services in an attempt to provide support to the family and foster family success.
The following table summarizes and provides comparison of the two approaches described:

	PROFESSIONAL STAFFING


	FAMILY TEAM MEETING

	Typically run by the social worker, however sometimes they are conducted at the primary provider’s office.
	Sometimes led by the social worker assigned to the case and often by another facilitator.

	No engagement of the family before the staffing, and no family prep work is done.
	Family is engaged in the decision making process.  Extensive prep-work is done before the actual meeting.

	DHS defines purpose of the meeting.
	Family defines purpose of the meeting with team feedback regarding any non-negotiables.

	Only formal supports are invited.
	Formal and Informal Supports are invited and are part of the team.

	Meetings generally do not have refreshments available.
	Meetings typically have refreshments available.

	Decision-making is done by the formal supports invited for administrative purposes.
	Those on the family team should have hope for the family.

	
	Family is empowered to tell their story, share their concerns and strengths and to take the lead on the decision-making.


Engagement of the family and their personal investment to the development and follow through of family case plan greatly increase the likelihood of family success and the ability to learn the skills needed to promote a safe and stable home environment.
The Family Team Decision-Making process recognizes that effective family engagement; assessment, family case planning, and plan implementation should be a cyclical and fluid process that can be responsive and adaptable to the dynamic needs of client families.  The figure below illustrates case process and flow:
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Figure 1.

· The family is further engaged [Step 1] through the facilitation of a meeting where the family’s opinions are respectfully considered and their natural support system is included; 

· The family team which includes informal as well as formal support persons provide further assessment and understanding  [Step 2] of the family and their circumstances as strengths, needs, and underlying factors are considered and discussed;

· As the family plan  [Steps 3, 4 & 5] is developed by the team, interventions, supports, and services are planned, resources are considered, and implementation of the plan begins;

· As the family team is reconvened to monitor progress [[Step 6], further assessment of what’s working or not working is conducted, and services are adapted or changed; [Step 7] or, when planning for transition and safe case closure [Step 9] (Human Systems and Outcomes, Inc., 2004).

Family team meetings are utilized within various stages of the overall case planning process and are designed to move a case toward reunification.  All family team meetings assess and document family strengths, needs and concerns. More than one family team meeting is usually held. The first meeting focuses on developing partnerships, family supports and designing a plan of action for the family that will address the family’s needs and strengths.  Emphasis is placed on identifying strengths, needs and concerns. The case plan is developed through a solution focused and strength based approach with input from the family and assembled team.  This plan provides concrete, objective, and measurable action steps to be used as benchmarks to evaluate the family’s progress towards the identified goal(s). 
The second meeting, (“Follow-Up Family Team Meeting”), is held at a time when some of the  objectives could have been completed.  The purpose of this meeting is to assist all involved parties in re-evaluating the current family plan and make changes as needed to address any new needs that the family may have. The follow-up FTM also addresses any barriers the family has in attempting to achieve their goals. This is also an additional opportunity for the family to provide feedback to the group regarding their experiences with treatment and to voice their perspective on the usefulness of current services being provided to the family.
When a third family team meeting is held it may be used to prepare for case discharge and is at the discretion of the Department and family if they feel it would be useful. The purpose of the final meeting is to determine what services could be useful to promote ease of transition for clients and client families from DHS and/or Iowa court supervision and support to full family independence and transition to community supports.
The practices of Family Team Meetings are based on several principles that fosters collaboration within the decision making experience for families.  This differs from the “traditional” focus of case management with a shift of emphasis for case plan development from an administrative detail handled by only the professionals involved but to an opportunity of partnership between professionals and the family.  These core tenets are:

· Families are experts about themselves.

· Families and community members should be partners in determining solutions and making decisions.

· Meetings should be set up in a way that fits with and honors the family culture.

· The dual role of the child welfare worker is to both ensure child safety and help the family.

There are multiple activities needed to hold a Family Team Meeting to ensure that a plan is developed that meet the requirements of the Department and/or the court system, and one that supports and empowers the client family.  The process for a standard family team meeting begins with the family’s social worker making a request for referral to a FTM, and sends the FTM agency a referral form.  Upon receiving a referral the agency documents all information received from the Department, keeps a running loge of information of contacts made with the referral source regarding whom the facilitator spoke with, and what was talked about.  This contact with the referring worker is usually accomplished via telephone taking anywhere from 5-45 minutes, depending on the complexity of the family’s issues.  The following questions are asked, and all information is documented as part of the official referral record.

· What is the purpose of the FTM? What things need to take place during the meeting and what questions need to be answered?

· Determine what occurred that brought the family to the attention of the Department.  Clarify any questions about the received narrative information on the referral form.

· What are possible goals for this meeting?

· What absolutely needs to be included in the developed family case plan?

· Are there any current or past abuse concerns?

· Are there any current or past restraining or no-contact orders between or among the meeting participants?

· What are the Department’s perceived family strengths and concerns?

· Are there any key points that will assist the facilitator build rapport with the family?

· Ask questions to gain incite to the relationship between the family and the Department.

· Gain participant contact information (attorneys, in-home providers, etc.).

· Gain possible dates/times for the meeting from the DHS worker.

The next step in the FTM process is contacting the family to set up a face-to-face prep meeting.  This is first exchange is usually accomplished via telephone; however a letter may follow as well. The action steps for this contact are:

· Introductions—Let the client family know who you are, why you are contacting them (refer to DHS worker) and what your role is with their situation.  The purpose is to assist the family in understanding that, the facilitator is a neutral party and not part of the Department.

· Provide information about the Family Team Meeting process.

· Clarify for the family what a Family Team Meeting is.

· Clarify the role of the facilitator and explain what happens before and during the meeting.

· Explain the purpose for the face-to-face prep meeting with emphasis on reminding the family this is an opportunity to communicate with the facilitator everything they want the team to know and understand about their situation and assist the family in organizing their thoughts and ideas prior to the actual meeting; allowing the family to tell their personal story from their perspective without interruptions.

· Explain to the family the meeting is going to be STRENGTH BASED/SOLUTION FOCUSED and what this means for them.  

· Arrange the date, time, and location for the face-to-face prep meeting.  Be aware of work, class, and various appointment schedules of the client family.  Inquire about any transportation or childcare needs for the prep meeting and the actual FTM. 

After the facilitator has made initial contact with the family the next stage in the process is to have the face-to-face prep meeting with the family.  The action steps for this procedure are:

· Introductions—the facilitator must reintroduce themselves to the family and reacquaint them with the reason for contact, and purpose of the FTM.  

· Provide the family with your contact information.

· Review with them how they were referred for service (use the DHS worker’s name)

· Explain to the family what the role of the FTM facilitator is and explain the philosophy of the FTM process.  The purpose is for their meeting is to assist the family to reunite with their children, and assist the family in keeping their children in the home.

· Explain the FTM method and that the goal is to develop a family case plan that contains the action steps required to reach the FTM goals.

· Walk through the FTM agenda and explaining the individual points as needed and how these will occur during the meeting.

· Explain this is an opportunity for the client family to voice their goals, concerns, and strengths to the team; working in a cooperative effort to develop the family case plan to reach the family goals.

· Clarify and explain to the family who must be involved with the FTM and who the family would like to be there as their support system.

· Have the client family talk about family perceptions, individual/group strengths, potential conflicts, what professionals are involved on their case and their roles, and describe the current situation of their case.

Specific questions to use for Goal and Strength identification:

· What are some things that have worked really well for you as a family? 

· What are your goals?  What are you trying to do right now to achieve these goals?  What do you want to see come out of this meeting?  What is it you want to walk away with knowing is going to be taken care of?  (Reframe goals as needed to stay solution focused).

· What are some great things about your kids?  What have you done to encourage these things as a parent?  If you were to think right now, what is going good in your family, what would you say?

· Ask about how they are doing at work, school, church, etc.?

Specific questions to use for Need and Concern identification.  (Responses may be very general and require facilitator deconstruction.)


· Ask them about what they perceive as useful services and how these would help to reach their goals.

· Ask the family about any safety concerns they have around the FTM and assist them in developing plans to address these concerns.

· Promote the FTM as an opportunity to make sure everyone involved are on the same page regarding case expectations, concerns, and strengths.  

· Promote the FTM as an opportunity for the family to voice directly to the team of their perceptions, experiences, and situational contexts of the case.

· Process with the family that it is okay and expected to have barriers or challenges, but it is paramount to be honest, so that plans can be developed to address these items.

· Inform the family of commonly used buzzwords, their meanings, and what the physical FTM plan will look like so they are not supervised.  

· Explain that during the FTM, the family plan will be develop with a complete breakdown of expectations with action steps including due dates for completion.

· Obtain a written release of information from the client family to contact meeting participants.

Family Story Action Steps—fill out paperwork and explain to them what you are doing and that they have a right to see whatever you are writing.  Review with the family what their perception of the situation is including all background information leading up to the point where the Department became involved. Pick out family and individual strengths as they come during the family story and ask questions as needed for clarification.  Useful Questions to ask include:

· I am not very sure what you meant by this…could you please elaborate for me.

· Can you tell me more about this…what is it like?

Review with the family other various factors that may not have come up during the discussion thus far.  Ask about mental/physical health within family history including:  current mental and physical health diagnoses or needs; current or past medications or treatments; pregnancy information; and tobacco/alcohol usage

Determine the location for the FTM:  

· ask where they would like to have their meeting

· Check for any childcare or accessibility concerns.

· Offer them options (DHS, Public Library, Church, etc.)

· Ask for general days or times that are best for holding the FTM.

· Contact DHS and other FTM participants for date and time confirmation.

After the initial Family Team Meeting, there is the follow up FTM.  The follow up family team meeting is an opportunity to learn what progress has been made since the last FTM, hold all participants accountable for what their expectations and duties were from the last FTM, and discuss what needs to happen next to reach the established goals.  The time frame for the occurrence of the follow up family team meeting is dependent on where the family is with completion of their action steps.  

Specific questions to be answered at the follow up FTM are:

· Did the Family Case Plan action steps occur? If not, what happened?  Was it a good experience?  Was it easy to complete?

· How did the family feel about this experience?

· What needs to happen to progress toward case closure?

· What needs to happen for transition to occur?

· What will a successful transition look like for the family?

· What, if anything, is holding the family back from achieving case closure?

· What services need to be in place to assist the family in maintaining their momentum for success?

The steps for conducting a family team meeting are standard for both a regular family team meeting and for conducting meetings for the MYFI program.  There are however special considerations taken into account for when working with minority client families that are crucial in establishing a proficient multicultural practice.

There are three key components to gaining and maintaining a “Proficient Multicultural Practice.”  These components are cultural competence, cultural sensitivity, and cultural responsiveness.  Each component is essential in relation to goal attainment.  A description of each component is needed to fully understand the intricate nature of how they interact with each other. 

The first component to examine is cultural competence.  Cultural competence means that the practitioner is focused on a particular cultural group, with the purpose of developing culture-specific concepts, knowledge, and practice techniques within a specific application context.  Component 2--Cultural sensitivity, on the other-hand, means that the practitioner should be genuine in their appreciation of the client’s uniqueness and have a universalistic respect for the client’s humanness.  Component 3--Cultural responsiveness means utilizing dialogue skills that place the client’s construction of reality at the center of the conversation (Miley, O’Melia, and DuBois, 2007, p. 68).

What these three concepts do (when used in conjunction) is develop within the therapeutic relationship an environment where the client is the “cultural” expert and the practitioner is an inquisitive, respectful learner and collaborate in the therapeutic relationship.  This is important because it will quickly generate and fortify the therapeutic relationship between the client and practitioner, bringing forth a strong foundation of trust and acceptance.  If one component is missing from this trinity there is not the possibility for full understanding of the contextual situation and worldview required to understand, appreciate and address all the needs of the client’s dynamic personal and social world. 

When working with minority clients there are important considerations needed to prepare for and conduct the FTM prep-meeting and actual family team meeting.  These items are:

1. The facilitator and co-facilitator need to be perceptive of participant and group behaviors, attitudes, body language, voice tones, facial expressions, etc. during FTM interactions and use “breaks” during the meeting or prep if discussion becomes too heated.  This will allow for everyone involved to regroup, cool off, and refocus the discussion on what is in the best interest of the children and the family.  

2. Facilitator(s) should use colleges, peers, clients, and client families as a resource for learning normative social and cultural mores of the client’s ethnic group.

3. Facilitator(s) should utilize evidence based practice research to learn strategies for minority client engagement and empowerment procedures. 

4. Facilitator(s) should be prepared and open to provide minor emotional debriefing for the client family as needed to assist them in coping with concerns and emotional crisis prior to, during, and directly after the FTM.

5. Facilitator(s) should be prepared to act as liaisons between the family and other team members to focus the group to what is in the best interest of the children.

6. Facilitator(s) need to be prepared to reframe statements and challenges as required to empower clients to take an active role in family plan development keeping discussions strength based and solution focused.

7. Facilitators should advocate for objectivity during discussion and ask clarifying questions confirming that all members of the team understand and appreciate the social contexts of client behaviors, points of view, and statements.  

8. Facilitators should ask clients and other FTM participants for practice feedback to improve their facilitator practice skills.

9. Facilitators need to be aware of behaviors and speech patterns during the conversational process to look for engagement cues, such as addressing elders as “sir” or “Miss ____.”

10.  Facilitators should use client and participant feedback to determine how to improve agency client service.  Facilitators should reexamine their agency practices and policies to answer the following questions:

· Who is it that we as an agency serve?

· Whom do we as an agency serve best?

· What are the areas of service provided with this case?

· Information should include family history, family demographics, previous experiences with services, previous pregnancies, past and current perceptions of service quality.  

11.  Facilitators need to ask questions of the client family to learn about their specific culture(s) and how this can affect the activities of their daily lives.

12. Facilitators need to be empathetic and aware of the family’s perceptions of them as an individual and as a facilitator, other professionals, and the overall system, thus treating families carefully and with respect.

13.  Facilitators should ask the client family what their concept of “family” means and what have their individual past experiences with family have been.  
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                    Family Team Meeting Intake

Date of Referral__________

DHS Worker: ________________________

Release of information form signed?  Yes        No

	Child name_____________________  DOB_________  Under 5:  Y    N   Gender_____  Race _____  Placement: P  R  F 

Child name_____________________  DOB_________  Under 5:  Y    N   Gender_____  Race _____  Placement: P  R  F  

Child name_____________________  DOB_________  Under 5:  Y    N   Gender_____  Race _____  Placement: P  R  F  

Child name_____________________  DOB_________  Under 5:  Y    N   Gender_____  Race _____  Placement: P  R  F  

Child name_____________________  DOB_________  Under 5:  Y    N   Gender_____  Race _____  Placement: P  R  F  

Child name_____________________  DOB_________  Under 5:  Y    N   Gender_____  Race _____  Placement: P  R  F 

Is participant pregnant?  Yes   No      Due Date: _______________

	Parent 1:  __________________________

Permanent   / Temporary

Address: ___________________________  
               ___________________________

Phone:  ______________ Alternate: ____________

Race: ________   ESL:  Yes    No  

Primary Language:  ________________ 

Interpreter needed:  Yes   No

Highest Grade completed:  _________

Employer:  _______________________  Work hrs: ______

Emergency Contact: __________________________


	Parent 2:  __________________________

Permanent   / Temporary

Address: ___________________________  
               ___________________________

Phone:  ______________ Alternate: ____________

Race: ________   ESL:  Yes    No  

Primary Language:  ________________ 

Interpreter needed:  Yes   No

Highest Grade completed:  _________

Employer:  _______________________  Work hrs: ______

Emergency Contact: __________________________




Names and relationships of others living in home

	Name
	Relationship
	Birthdate
	Gender
	School, if applicable

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	


Agencies currently serving family:  _______________________________________________________________

Participant’s perception of support system:  good        adequate         poor  

Family receiving the following services:

Energy Assistance

Food stamps

Housing Assistance

General Relief

WIC



Supplemental Foods
Reduced/Free School lunches
Child care assistance

Medicaid


hawk-i insurance
Stork’s Nest


Iowa Care medical asst.

Does participant have access to a working vehicle?  Yes      No

If not does friend/relative provide transportation?  Yes      No

Have a driver’s license?  Yes       No                 If not, why? ____________________________

Have car seats?  Yes       No                    Referral needed:       Yes        No

Have access to public transportation?  Yes    No   Is it used?  Yes       No     Need assistance w/ bus pass/tokens?  Yes   No
Family eligible for VNS transportation:   Yes      No             Is it utilized:   Yes        No 
         
Family house type:   House    Duplex     Apartment     Group Home: ____________      Shelter: ___________      
          Mobile Home     Homeless   Living with relatives     Transitional: _______________  

Family housing status:  Own         Rent             
How many times has family moved in the last 12 months?  0     1-3       4-6      over 7

Is housing safe and adequate?  Yes       No             If no, explain___________________________________________

Has participant had previous child abuse referrals?  Yes     No   Any founded/confirmed reports:  Yes    No 

Date of last report:  ___________________      Reason for last report: _____________________________
Involvement in:     Adult court

Probation/Parole
Custody dispute

Paternity dispute



    District Court

No contact order
Other legal issues: __________________

Previous pregnancies

Have a child with Fetal Alcohol Syndrome?  Yes     No

Have a child with HIV?  Yes   No

Have a child who tested positive for drugs?  Yes     No

Have a child with special needs?  Yes
 No

Has participant or family member experiences any of the following in the past year?

Verbal abuse
       Harassment

Emotional abuse
Gang activity    

Physical abuse

Neglect  
       Sexual abuse           Survival sex 
             Stalking

Sexual assault/rape Hitting/pushing/shoving
   

If so, specify victim, perpetrator and how recent: __________________________________________________________

__________________________________________________________________________________________________

Is there a history (beyond past year) of any of the above issues?  Yes   No  

If so, identify:_______________________________________________________________________________

Has the victim ever reported the abuse to authorities?       Yes    No      If no, reason: ______________________________
Is a safety plan in place?  Yes     No

Does participant feel safe in the home? Yes   No

Is participant receiving services for domestic violence? Yes   No

Is participant aware of how to contact Family Violence Center for assistance?       Yes         No        Referral info given:   Yes          No

Maternal Health

Is participant currently: 

Taking medications? Yes   No   What kind/for what: _______________________________________________________

Chronic illness?  Yes    No
Describe________________________________________________________________
Physical disabilities?  Yes   No  Describe_________________________________________________________________

Smoking, Alcohol, and Drug Use

Use tobacco? Yes   No    Exposed to second hand smoke in the home? Yes      No
Has participant been screened for substance abuse?  Yes    No    NA  Date screened:  _______  Where: _______________
If yes, is further assessment recommended?  Yes   No  

Level of care recommended: ___________________________________________________________
Has treatment been started:   Yes       No

 

If yes, treatment location and date treatment began:  _______________________________________________________
Drug(s) of choice:   Crack     Cocaine     Heroin     Methamphetamine     Crank
  Ecstasy        Marijuana     

                                Prescription Meds            Alcohol
  Other: _____________________
Date of Last Use:  __________________

Been in treatment before:  Yes         No      How many times: _______   Date of last treatment: _______________

Type of treatment and where: __________________________________________________________________________

Does participant drink alcohol?  Yes    No    How often?_______________________________________

Date of last use_____________

Currently attending: AA      NA         Moms off Meth          Aftercare group     Other: _________________

Does participant gamble? Yes__ No__           Is gambling a problem?  Yes__ No___

Mental Health
Is participant currently seeing a therapist/counselor/psychiatrist?  Yes     No
Therapist name and contact information: _________________________________________________________________

If yes, diagnosis_____________________  Taking meds?  Yes   No      If yes, list: _______________________________

Has participant seen a therapist/counselor/psychiatrist in the past year?  Yes             No

If yes, diagnosis_____________________  Took meds?  Yes   No      If yes, list: _______________________________

Been hospitalized for a mental health disorder?  Yes        No
Suicidal thoughts/ideations:  Yes         No    If yes, plan in place:   Yes       No          Able to carry out plan:  Yes   No     

Past suicide attempts:  Yes      No     #  _______      Hospitalized for attempt:  Yes     No   #  _________

Experienced depression before or after birth of child?  Yes         No
Mobile Crisis Response Team (MCRT):  911 or 283-4811
Pregnancy information (complete only if client is currently pregnant)
Was this a planned pregnancy?  Yes          No
   Due date______________
Eligible for Stork’s Nest:     Yes     No

Receiving prenatal care?  Yes        No        If no, reason why: _______________________________________________
Provider’s name____________________________
High risk pregnancy:      Yes         No

If so, explain: ______________________________________________
How does mother feel about pregnancy?  Unsure 
Positive

Negative

Does the participant feel that the father is involved with the pregnancy?  Yes
 No
Does the participant want the father involved with the pregnancy?
Yes
No

Is the father aware of the pregnancy?
Yes
No






Assessment of family’s needs:

	Child Well-Being:
	
	

	Mental & Physical Health:
	Behavior:
	Relationships with peers:

	       Behavior/Develop. Needs of child

       Dental services

       Health care coverage

       Health education

       Baby items

       Medical home 

       Medical needs of children
	Behavior/Develop. Needs of child
	

	School Performance:
	Motivation/cooperation to stay with family:
	Relationship with parents/caregivers:

	        IEP

        SUCCESS program

        Mentor
	
	

	Relationships with siblings:
	
	

	
	
	


	Parental Capabilities:
	
	

	Supervision of Children:
	Disciplinary practices:
	Development/Enrichment:

	Child care 

Parenting classes
	Parenting classes

In-home services
	Education/job training

GED classes

ESL classes

Employment

Adult services (Link, Easter Seals)

Life skills

	Mental Health:
	Physical Health:
	Use of Drugs/Alcohol:

	Counseling

Support group

Medication

Adult services (Golden Circle)


	  Dental services

  Family planning 

  Health Care Coverage

  Health education

  Medical home

  Medical needs of parent/caregiver

  Postnatal care


	Treatment

Support groups

UAs

Cost of UAs


	Family Safety:
	
	

	Physical Abuse:
	Neglect of Child:
	Sexual Abuse:

	Appropriate child care
	Appropriate child care

Family planning
	Appropriate child care

	Domestic Violence:
	Emotional Abuse:
	

	Appropriate child care

Services for Domestic Violence

Safety plan
	Appropriate child care
	


	Family Interactions:
	
	

	Bonding with Children:
	Expectations of Children:
	Relationship between parents/caregivers:

	
	
	Appropriate child care

	Mutual Support within the family:
	
	Family relationships 

	
	
	


	Home Environment:
	
	

	Housing Stability:
	Food/Nutrition:
	Transportation:

	Section 8

CIRHA

Public housing

Transitional housing
	Emergency supplies

Food assistance

WIC

Supplemental foods

Food Pantries
	

	Safety in the Community:
	Financial management:
	Learning environment:

	
	Emergency supplies


	

	Habitability of housing:
	Personal Hygiene:
	Income/Employment:

	Home safety (smoke detectors, locks, etc)


	Clothing closets

Baby items
	Child care assistance

Emergency supplies

Employment

Food assistance

WIC

Supplemental foods

Health care coverage

Baby items

ESL classes/language barrier


	Other:
	
	

	Foster care placement:
	Relative care placement:
	Shelter/PMIC placement

	Child care assistance
	Child care assistance

Family relationships

Heath care coverage
	

	Current no contact order
	Probation/Parole involvement:
	

	
	
	

	
	
	


Date:
Address

Dear_________,

You and your family have been invited to attend a family team decision-making meeting. The meeting is scheduled for Monday, April 9th at 6:00 pm at the United Way Human Services Campus, 1111 9th Street Des Moines, IA. 
The purpose of the FTDM meeting is to elicit positive supports to assist in planning for you and your children.  During the meeting, the facilitator will be asking participants to identify strengths, needs, and concerns for you and the children. It is important for the participants to be forthcoming and honest with any concerns and strengths they have for the family. You and your support team will then create a detailed plan focused on meeting the needs of your family to promote positive change.

The plan must be developed by the team, agreed upon to be followed by all team members, and legally able to be followed under juvenile court and DHS guidelines. The plan must be realistic and able to be implemented. 

If there are any questions regarding the meeting or if you are unable to attend, please contact me at (515) 558-9982 or email me at DonnaRL@vnsdm.org.  

Sincerely,

Donna Richard-Langer

FTDM Facilitator

July 5th, 2007
Dear Judy,

You have been invited to a Family Team Decision-Making Meeting. The meeting is scheduled for July 9th at 12:00 noon at the United Way Building in Des Moines.  The address is 1111 9th Street.
The purpose of the FTM meeting is to elicit positive supports to assist in planning for the _______family.  During the meeting, the facilitator will be asking participants to identify strengths, needs, and concerns for the family. It is important for the participants to be forthcoming and honest with any concerns and strengths they have for the family. The family and their support team will then create a detailed plan focused on meeting the needs of the family to promote positive change.

The plan must be developed by the team, agreed upon to be followed by all team members, and legally able to be followed under juvenile court and the Department of Human Services guidelines. The plan must be realistic and able to be implemented. 

If there are any questions regarding the meeting or if you are unable to attend, please contact me at (515) 558-9982 or email me at DonnaRL@vnsdm.org.  

Sincerely,

Donna Richard-Langer

FTM Facilitator

Iowa Department of Human Services




Family Team Meeting Facilitation Notes

For Family’s Plan

Family and Meeting Information


	Case Information
	Meeting Information

	Child Name and FACS ID


	Facilitator Name and Approval Number

     

	Parent/Caregiver

     
	Parent/Caregiver

     
	Date of Meeting
     

	DHS Social Worker

     
	Location of Meeting

     

	
	
	


Purpose of Meeting

	     


Family Functioning Domains

	Child Well-Being  (Check any boxes where need/concern exists.)

	  Physical and mental health
	  Relationship with peers
	  Motivation/cooperation to stay with family

	  Behavior
	  School performance
	  Relationship with parents/caregiver

	 
	 
	  Relationship with siblings

	Narrative and Comments:  (Discuss any child and family strengths, needs, or issues identified in this Domain area.  If no strengths, needs, or issues are identified in this Domain, please note that in this section.)  If the case is being reviewed, discuss progress the family has made in this area since the case was last reviewed.

     


 

	Parental Capabilities  (Check any boxes where need/concern exists.)

	  Supervision of children
	  Disciplinary practices
	  Developmental/enrichment

	  Mental health
	  Physical health
	  Use of drugs/alcohol

	Narrative and Comments:  

     


 

	Family Safety  (Check any boxes where need/concern exists.)

	  Physical abuse
	  Sexual abuse
	  Emotional abuse

	  Neglect of child
	  Domestic violence
	 

	Narrative and Comments:  


 

	Family Interactions  (Check any boxes where need/concern exists.)

	  Bonding with children
	  Relationship between parents/caregivers

	  Expectations of children
	  Mutual support within the family

	Narrative and Comments:  

     


 

	Home Environment  (Check any boxes where need/concern exists.)

	  Housing stability
	  Safety in community
	  Habitability of housing

	  Food/nutrition
	  Financial management
	  Personal hygiene

	  Transportation
	  Learning environment
	  Income/employment

	Narrative and Comments:  

     


 

	Other  (Example:  Discuss any Interstate Compact issues, child and family cultural factors, language barriers, or if the Indian Child Welfare Act applies, etc.)

	Narrative and Comments:  


Agreed Upon Goals and Action Steps (to be incorporated into DHS Case Plan)

	Goal 1:  (How will we know when we are done?)

     

	Steps:  (Who does what?)
	By When
	Date Completed
	Date Modified
	Ongoing

	1.
     
	     
	     
	     
	     

	2.
     
	     
	     
	     
	     


If needed, use this area to add extra rows to the table.  Note:  This line doesn’t print.

	3.

	 
	 
	 
	 


 

	Goal 2:  (How will we know when we are done?)

     

	Steps:  (Who does what?)
	By When
	Date Completed
	Date Modified
	Ongoing

	1.
     
	     
	     
	     
	     

	2.
     
	     
	     
	     
	     


If needed, use this area to add extra rows to the table.  Note:  This line doesn’t print.

	3.

	 
	 
	 
	 


 

	Goal 3:  (How will we know when we are done?)

     

	Steps:  (Who does what?)
	By When
	Date Completed
	Date Modified
	Ongoing

	1.
     
	     
	     
	     
	     

	2.
     
	     
	     
	     
	     


If needed, use this area to add extra rows to the table.  Note:  This line doesn’t print.

	3.

	 
	 
	 
	 


 

	Goal 4:  (How will we know when we are done?)

     

	Steps:  (Who does what?)
	By When
	Date Completed
	Date Modified
	Ongoing

	1.
     
	     
	     
	     
	     

	2.
     
	     
	     
	     
	     


If needed, use this area to add extra rows to the table.  Note:  This line doesn’t print.

	3.

	 
	 
	 
	 


 

	Goal 5:  (How will we know when we are done?)

     

	Steps:  (Who does what?)
	By When
	Date Completed
	Date Modified
	Ongoing

	1.
     
	     
	     
	     
	     

	2.
     
	     
	     
	     
	     


If needed, use this area to add extra rows to the table.  Note:  This line doesn’t print.

	3.

	 
	 
	 
	 


 

If needed, use this area to add extra Goal/Step sections to the table.  Note:  This line doesn’t print.

	Goal:  (How will we know when we are done?)

 

	Steps:  (Who does what?)
	By When
	Date Completed
	Date Modified
	Ongoing

	1.

	 
	 
	 
	 

	2.

	 
	 
	 
	 

	3.

	 
	 
	 
	 


Crisis Plan

Discuss what will be done if some part of the plan breaks down and a crisis happens.
	     


Signatures and Notifications

Participation:  We agree to help this plan succeed to the best of our ability, that we participated in the meeting to develop this plan, and we also agree that any one of us can pull the group together as is reasonable to work out unforeseen issues and to celebrate successes along the way.

	Invited
	Participated in Meeting
	Role
	Signature

	
	
	Parent/Guardian:

     
	 

	
	
	Parent/Guardian:

     
	 

	
	
	Child:

     
	 

	
	
	DHS Caseworker:

     
	 

	
	
	     
	 

	
	
	     
	 

	
	
	     
	 

	
	
	     
	 

	
	
	     
	 

	
	
	     
	 

	
	
	     
	 

	
	
	     
	 

	
	
	     
	 

	
	
	     
	 

	
	
	     
	 

	
	
	     
	 

	
	
	     
	 

	
	
	     
	 

	
	
	     
	 

	
	
	     
	 

	
	
	     
	 

	
	
	     
	 

	
	
	     
	 


Use another signature page if needed.

FAMILY TEAM MEETING REFERRAL FORM

	Youngest Victims

Name (Last & First) & Age
	Ethnicity
	Race
	FACS#
	Incident #
	Referral Date: 

FACS Start:      

	
	 FORMCHECKBOX 
 Hispanic

 Non Hispanic
	African-american
	     
	2007353027
	45 Day Date:      
90 Day Date:      

	Referring Worker Name: Dana Camp
	SW3 Name: Dana Camp
	SW2 Name:      

	Court Involvement:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Pending
	Date of Planned FTM:      

	Parents: J

Contact Info: 


	Name & Age of Other Household Members:

     
     
     
     
     
     

	Parents:

Contact Info:


	


	Areas of Concern: Check all that apply.
	

	 FORMCHECKBOX 

	Victim Child(ren) under age 6 in the family
	 FORMCHECKBOX 

	Out of home placement – non-relative

	 FORMCHECKBOX 

	Substance/Alcohol – Current or Hx.
	 FORMCHECKBOX 

	Sexual abuse

	 FORMCHECKBOX 

	METH USE/Manufacturing
	 FORMCHECKBOX 

	Physical

	 FORMCHECKBOX 

	Mental Health Issue
	 FORMCHECKBOX 

	Home Environment

	 FORMCHECKBOX 

	Domestic Violent (Current or Hx.)
	 FORMCHECKBOX 

	Supervision

	 FORMCHECKBOX 

	History of confirmed/founded abuse
	 FORMCHECKBOX 

	Sex offender in the home/involved

	 FORMCHECKBOX 

	Out of home placement with relative
	 FORMCHECKBOX 

	Other:      

	NARRATIVE-Include names and contact information of others involved (foster parents, relative placement names, service providers, attorneys, etc.), safety issues, cultural issues and other relevant information for the facilitator to be aware of with engaging the family.

     
     
     



Pre/Post Family Team Meeting Reporting Form

	(Page one info is gained from the safety plan with gaps being complete by interview with the family)

Name of interviewer:
	Date of follow up interview:
	Youngest Child Name:

	SW3 Name:
	SW2 Name:
	

	Date of FTM                           
	  Date of Removal                     

	Visitation Plan Established:
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

	Did the paternal side of the family participant?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

	# Of informal support (unpaid) participants:
	     

	# Of formal (paid professional) participants:
	     

	Facilitator’s Agency
	     

	Facilitators Name
	     

	Was this a MYFI family Team Meeting
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No


If placement outside of the home was imminent, did this meeting avoid this placement? (Applicable to PRC)
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   If yes, what placement was being considered? ___________________
If the placement outside of the home was imminent, and placement did occur, did the meeting assist in finding a less restrictive placement setting? (Applicable to PRC)
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   if yes, what was considered and what was the result? ____________________________
Please identify how we have used informal supports to assist families and how these services potentially reduced DHS expenditures (example: transportation, provision of supervised visits).  
Service/Action




Frequency     

Intensity (#hrs)


1.

2.

3.

4.

5.

Please identify other ways we used informal supports:

Upon completion, please forward the Post FTM reporting form and the safety plan to Jamie Cook @ 

DHS, 1200 university, DSM, IA   50314

*Strongly Disagree (0), Disagree (1), Neutral (2), Agree (3), Strongly Agree (4)

Team Formation

1. I felt informed about the purpose of the meeting (Coordination, Engagement Efforts)  

       Rating___

2. I felt the right people were at the meeting (decision makers, support)

Rating___

Overall team score and comments:

Change Requirements

1. I believe the team understood my family’s situation & needs (root cause)

       Rating___

2. The Team acknowledged my strengths

      Rating___

Overall change requirement score and comments:

Intervention Planning

1. I believe the team established a safety plan (clarity of next steps? plan met children’s safety needs? satisfied w/ plan?)

      Rating___

2. I believe the safety plan will work? (Reasonable? Evidenced based? Proper focus?)

      Rating___

3. I believe our team functioned as a team (respectful, voices heard, partnership, equal contribution)

      Rating___

Overall planning score & comments:

Strategy Execution

1. I continue to feel supported by my team 

       Rating___

2. I believe the intervention produced results (comment on strengths and barriers)

      Rating___

Overall execution comments:

Family Story:

Satisfaction











1. What worked well for you at the meeting?

2. How was the experience consistent and/or inconsistent with what you expected?

3. What could we do better?

4. Are there any other comments or needs that have developed?

5. DHS Worker Comments:

Formula
Supervision (A5):
$22.42/unit @ 4 units per week = 89.68/wk * 6 months = 
$2331.68

Family FC:
$16.65/day w/ average being 388 days = 


$6460.20

Shelter:
$88.79/day w/ average being 50 days = 


$4439.50

Group:
$90.40/day w/ average being 267 days =


$24,136.80

Note on calculations:
Supervision:  
1/06 A5 POS contract average, est at 2 hour of visits weekly for 6 months

Family FC:
10/13/06 report for DSM Svc Area, average basic for all ages

Shelter:
SFY06 average stay, cost average of YESS & YSS

Group:

10/13/06 report for DSM Svc Area, average based upon AJ’s budget analysis

PRC Coaching and Mentoring 
 
Co-facilitating
· CPW will meet with the coach and the family 30min prior to the PRC to “prep” the family for the meeting. 

· CPW will co- facilitate the PRC with approved coach.  Coach will fill-out an evaluation for the CPW’s role as co-facilitator. 

 
A co-facilitator provides:
      another set of eyes and ears,
      helps in keeping the team focused and on task
      help monitoring team members, and their body language,
      a note taker so the facilitator can focus on the team,
      help with facilitation if the lead feels stuck the co-facilitator can jump in give suggestion or prompt,
      aid in debriefing (de-escalation) separately with a team member who is angry or anxious ,
      Help regulating the balance of power in the room.
      help with set up and clean up.
 
 
· CPW and coach will talk with the family about having a FTM to further plan for the needs of the children and family. The meeting will be scheduled for about 45 days after the PRC. 

· CPW will check-in with their coach with-in 30 days of the PRC to start coordinating date and time of the FTM. CPW will work with coach to schedule the FTM once the SWII and legal parties have been identified. 

· CPW and coach will need to check-in with family to see who they will be inviting to the meeting, and to get updates on progress from PRC. Location of meeting will need to be determined. 

· CPW and coach will need to check-in with SWII to get an update on the case. 

· CPW and their coach will need to work together to coordinate duties, to ensure that parties are notified of the FTM. 

 
 
Lead Facilitating:
 
· CPW will meet with their coach 30 min prior to the FTM, to assist in setting up for the meeting. 

· CPW will facilitate a strength-based meeting following the FTM Standards of Practice. 

· FTM coach will co-facilitate FTM with the CPW-and fill out an evaluation. 

 
 
 
 
 
 
 
 
 
Pre/Post-Removal Conference Protocol

After a CPA staffs a case with their supervisor and a removal is deemed necessary the following steps will occur:

Step 1

· Together the CPA and the supervisor will consult with the County Attorney’s office requesting a removal of the child(ren) from the home.

· Justin and/or Ralph will have daily office hours at Cityview, 8:00 am to 10:00 am.  For removals outside of those business hours, CPA will contact Justin and/or Ralph at 286-3616 or 286-3619, Monday to Friday 10:00a.m. to 4:30 p.m.

· For Post Removal Conferences the County Attorney’s office will notify Justin/Ralph who will arrange for the conference and notification of Visiting Nurse Services.

· For Emergency removals the CPA must page the on-call County Attorney prior to the removal (Pager number 234-5730).  (This includes all police removals.)

· All removals of children from the home will occur with the assistance of the Polk County Attorney’s Office investigators.  

Step 2   

· After consulting with the County Attorneys office and it is decided that a removal needs to occur, a Pre-Removal Conference will be scheduled.  This conference will either occur prior to the child(ren)’s removal from the home or, in the case of emergency removals, within 48 hours (2 business days) after the removal.  All efforts will be made to have the meeting BEFORE the removal occurs.  

· The purpose of the meeting is to minimize the trauma of the removal for the children.  This will occur by planning for possible kinship care, establishing a visitation plan and identify possible supports for a future the Family Team Decision Making conference (FTDM).  This Pre-Removal Conference is not designed to negotiate the need for removal but instead to establish how it will occur.  

· The County Attorneys office will arrange for a facilitator to be available to conduct the Pre-Removal Conference.  
Step 3

· Engaging the family in the process is key to success of the conferences. The CPA will need to assess if the family is ready, willing and able to participate in the Pre-Removal Conference process.  The CPA will discuss with the family the reason for removal and the purpose of the conference. CPA staff will cover the following points with the family:

1. Reason the children are being removed.

2. The purpose of the conference, which is to identify possible kinship care; establish a visitation plan; and identify possible supports for the future FTDM.  The intent of the conference is minimize the trauma to the children.

3. The need for the family to identify relatives or family supports that they believe could be of assistance during the Pre-Removal Conference and to ask those supports to come to the scheduled conference. CPA will offer to assist with contacting the family members as necessary.

4. Record checks and UA’s should be completed on all possible kinship care placement options prior to the conference.

5. CPA is responsible to address the safety needs of the children prior to the Pre-Removal Conference.  

6. The family will need to arrive at the Conference at 1:30 p.m.  The CPA and the family will meet briefly with the facilitator prior to the Pre/Post-Removal Conference.  

Step 4

· The County Attorney’s office will participate on a limited basis in the Pre-Removal Conferences.  Their role will be to answer questions regarding the legal process for the removal. It is likely the County Attorney’s office will attend both at the beginning and the end of the conference in order to meet this expectation and to understand the course of action decided in the conference.  However it is expected the County Attorney’s office will not attend the entire conference.  
· Visiting Nurse Services will participate in the conference to begin to collect health information on all of the children to be removed.  In addition VNS can help locate medications and provide assistance with any medical issues. 

Step 5

REMOVAL

· Following the Pre-Removal Conference the worker will follow the plan for removal as delineated in the Pre-Removal Conference.    

· VNS is available to go to the home and assist with the removal of the children from the home.  The decision to use VNS in the removal should be made jointly between the CPA and the CPA’s supervisor. 

· Emergency removals that occur outside of Monday through Friday, 8 a.m. to 4:30 p.m. need to have a Post-Removal Conference held within 2 business days. 

· The next business day following an emergency removal, the CPA will contact Nicole Button and/or the County Attorney’s office regarding the coordination of the Post-Removal Conference.  

· CPA will inform and prepare the family for the Post-Removal Conference using the points listed in Step 3.  
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Script for doing follow up surveys from Family Team Meetings

Hello, my name is_______________

I am calling on behalf of Visiting Nurse Services to follow up on the Family Team Meeting process which you and your family were involved in recently.  I have no other information about your case other than that you came to at least one Family Team Meeting.  

We will be asking you a few questions so that we can learn from you and possibly improve the procedure for other families.  We want to know what we did well and what we can make better.

Could I schedule a time to come to your home to talk with you further about the Family Team Meeting process?  If yes, schedule a time. 

If no….would you be willing to answer a few questions for me now?  If yes, ask the questions on the survey.

If no…would there be a better time for me to call to ask a few questions?  If yes, schedule a time to call.

If no…Could I mail the questionaire to you and you send it back to me?

Thanks so much for your time and for assisting us to improve our services.

Figure 1: DHS Client Flow for Children 0 to 5






















































































































































DHS Client Flow                  Children Age 6 and Above



























































































































































































































































































































Figure 2:
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Founded Abuse --- Moderate to High Risk
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Community Care


Time limited service.  It is expected the agency will build a local support network with the family to reduce risk to the child/children.
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National Resource Center for Family Centered Practice


The University of Iowa School of Social Work


100 Oakdale Campus, W206 OH


Iowa City, Iowa  52242-5000


Phone:  319/335-4965; Fax:  319/335-4964


Web site:  � HYPERLINK "http://www.uiowa.edu/~nrcfcp" ��www.uiowa.edu/~nrcfcp�
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LEARN WHAT PROGRESS HAS BEEN MADE





HOLD TEAM MEMBERS ACCOUNTABLE FOR EXPECTATIONS AND DUTIES
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