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PART ONE AGENDA
Building Trust Based Relationships

Day 1
Agenda
Activity I
Welcome and Introductions (1 hour, 15 min)

9:00-10:15

Activity II
CPPC (20 min)
10:15-10:35

Activity III
FTM Model (50 min)

10:35-11:25

Activity IV
Process of Change (35 min)
11:25-12:00
Lunch

12:00-1:00

Activity V
Skills for Building Trust Based Relationships (45min)
1:00-1:45

Activity VI
Skill Demonstration (30 min)

1:45-2:15

Break

2:15-2:30

Activity VII
Skill Practice (60 min)

2:30-3:30

Activity VIII
Closing (15 min)

3:30-3:45
Day 2
Agenda

Activity IX
Welcome and Intro (15 min)

9:00-9:15

Activity X
Solution Focused Presentation and Practice (60 min)

9:15-10:15

Break

10:15-10:30

Activity XI
Sculpt and Simmons Family introduction (90 min)

10:30-12:00

Lunch

12:00-1:00

Activity XII
Functional Strengths (45 min)

1:00-1:45

Activity XIII
Cycle of Need (45 min)

1:45-2:30

Break

2:30-2:45

Activity XIV
Self Assessment and Homework (45min)

2:45-3:45
Activity XV
Closing (15min)

3:45-4:00

WELCOME AND INTRODUCTION
1. What is your birth name?

2. Where did your name come from?

3. Where were you born?

4. What do you enjoy most about your family culture?

5. What is your family’s decision-making style or process?

6. What is one belief or value you would never compromise in your work with children and families?

GOALS FOR ATTENDING THIS TRAINING

IT WILL BE A WORTHWHILE TRAINING IF I WALK AWAY KNOWING AND DOING…

	

	

	

	

	

	

	

	

	

	

	

	


TOPICS I AM PREPARED TO DISCUSS

1.


2.



3.



DEVELOPING A WORKING AGREEMENT 

Step 1: Personal Expression:
Express how you feel about being with the person(s). Personal disclosure conveys genuine interest in resolving or addressing issues. Effective modeling takes the risk to express emotions.
Step 2: Understanding the Problem:

Express what you view as immediate issues. Empathy develops when you and the family members view the problem in a similar way. If there is not full agreement about the problem, it opens the discussion. Reflections or other interpersonal helping skills can be used to gain clarity and mutual understanding.
Step 3: State What You Want and What You Can Provide and,

Step 4: Have Others State What They Want and What They Can Provide:
You will clarify what you want from family members and what you will provide. You will also clarify what the family members want from you and are willing to offer you. Where you start will be based on previous work with family members. Sometimes you may want to start by asking, “What is it that you want from me?” Or you may want to be more directive and tell them what you can provide and what you want from them. You will decide which comes first, Step 3 or Step 4.
Step 5: Gain Agreement:
Clarify with family members what steps and tasks will be done and by whom. If there are things you want from them that they cannot provide, this should be clear. If there are things they would like from you and you cannot provide, that should be clarified.
Step 6: Assess What Could Go Wrong With the Agreement:
Determine whether or not there is anything that could go wrong with this plan. Ask family members whether they can think of anything that might go wrong. If they have concerns, go back to Steps 3 and 4 and determine what you could provide to help with the concern. As work progresses, update what you want and can provide one another to accommodate new issues.
Step 7: Affirm the Value of the Work You Have Done Together:
You will let the family members know what they have done well. Restate your agreement and be specific about who will do what and specify time frames.
COMMUNITY PARTNERSHIPS FOR PROTECTING CHILDREN 
Four Strategies

	Individualized Course of Action
	Local Decision-Making 

	Network of Neighborhood And Community Supports
	Child Protection Service (CPS) Practice and Policies Change


Strategy One: An individualized course of action is implemented for all children and families who are identified by community members as being at substantial risk of child abuse and neglect. In Iowa, this approach is referred to as Family Team Decision-Making. If communities are to work together to reduce the incidence of child abuse and neglect, no one response can serve each and every family’s needs. In Community Partnership sites, a family team meeting is convened with families, neighbors, and local service providers that result in tailor-made plans designed to support the family and ensure the safety and well being of the children in that family. These plans identify specific activities to be carried out by parents, friends, extended families, and other formal and informal supports. Action plans build on the strengths of families - as opposed to focusing on weaknesses - and adapt to cultural and racial norms that vary from family to family.
Strategy Two: Each partnership organizes a network of neighborhood and community supports. Each partnership creates a network of agencies, neighborhood groups, and families to support the overall mission of community child protection. Core members of networks include: schools, faith institutions, mental health professionals and healthcare providers, substance abuse and domestic violence programs, police, child care providers, parents groups, and of course, the public Child Protective Services (CPS) agency. Networks develop community “hubs” – places that provide the base of operations for partnership-related activities in the area. CPS staff who are linked with these hubs are easily accessible to families, work closely with other service providers, and learn more about the unique characteristics of the community in which they work.
Strategy Three: The child protection service (CPS) agency begins to adopt new policies, practice, roles, and responsibilities. As a leader in the partnership, the CPS agency needs to change the way it responds to reports of maltreatment, while fulfilling its legal mandate to protect children from abuse and neglect. This process means teaching staff different skills for working with families in the system. If the child’s immediate safety needs are met, but the family is still in need of help, then the worker connects parents to services and resources they may need by first conducting a thorough assessment. CPS agencies are also expected to act as “safety consultants” to other members of the partnership network – assisting teachers, pediatricians, family support workers, and residents in determining what they can contribute to child safety in the community, and how to effectively intervene when a child is at risk of harm.
Strategy Four: Each partnership establishes a local decision-making body that reviews the effectiveness of community child protection and engages community members to participate in and support the initiative. Each site forms a decision-making group to create the structure for the local partnership. This group sets the ongoing direction of the partnership and leads efforts to reach out to neighborhood residents, parents, local faith institutions, and schools and to inform the broader public about the purposes and benefits of community child protection. In addition, this group takes primary responsibility for self-evaluation.
FAMILY TEAM MEETINGS ALONG THE CASE CONTINUUM

Below are examples of when the FTM might be useful. There will also be other times when the FTM could be effective. To determine whether the FTM might be effective, staff considers:
	What advantages for achieving safety, permanency, and well-being will be realized by using the FTM?
	Could the use of the FTM demonstrate that family members are being heard and their opinions valued?

	Are non-negotiables and bottom lines clear and accepted?
	Can the FTM be safe for all participants?

	Can all likely team members reach a reasonable degree of agreement of desired outcomes and ground rules?


Child and Family Planning: After engaging a family in the Child and Family Assessment, a Family Team Meeting might be used to 1) develop the Child and Family Plan; 2) determine how extended family, other informal supports, and formal supports can assist in case plan implementation or by supporting parents in implementation efforts; 3) clarify for participants the nature, severity, and likelihood of recurrence of abuse and neglect; 4) reach agreement on necessary changes and how to measure change; 5) develop a schedule for the team to review progress; 6) reach child placement decisions. The same team would review the parents’ progress.

Safety Assessments: Child and family safety is constantly being assessed, and plans to protect are developed and maintained throughout the life of a case. The FTM process supports this by increasing the numbers of concerned persons and creating an atmosphere of support for the family. Without a reasonable degree of acceptance and understanding of this family, friends and professionals are not able to safely and effectively help parents make required changes. A FTM provides a way for all parties to have the same understanding of what the children have experienced and what the parents must do to be able to care for and protect their children. During initial safety assessment it is less likely that the FTM will be utilized due to process time frames and effective FTM preparation. This does not mean, however, that families cannot be involved during Safety Assessment, only that time and sometimes volatility can prevent the formal FTM during initial investigation.

Placement Decisions: Placement decisions are made to best meet the needs of the child. Using a FTM to develop the best placement can bring together everyone who knows the child and his/her needs as well as the available resources. The FTM can identify both informal and formal supports as “best” placement. The FTM can serve as a forum to resolve conflicts between relatives around placement. The FTM can bring clarity to what the child has experienced and what needs and challenges the child has that care providers must manage. Placement with a relative does not relieve the responsibility to conduct a relative home study.

Permanency Decisions: Not all children will be able to return to the care and custody of their parents. The FTM can be used to determine an alternative permanency plan. Using the FTM increases the likelihood that parents and other family members will support the plan. It also increases the likelihood that a family resource will be part of the permanency plan.

As a part of permanency planning, the FTM can be used to develop concurrent plans resulting in all participants’ being clear and supportive of such plans.
COMPONENTS OF THE INDIVIDUALIZED COURSE OF ACTION 
	Engagement
	Developing and implementing a plan (course of action)

	Assessing strengths and needs
	Tracking progress 

	Sustaining the change
	Responding to new concerns


FAMILY TEAM MEETING

The child and family team meeting is a process that brings together (a) family (b) interested people (friends, neighbors, community members, etc) and (c) formal resources (child welfare, mental health, education, and other agencies) to:

	Learn what the family hopes to accomplish
	Find solutions to meet family needs

	Achieve clarity about who is responsible for agreed upon tasks
	Design individualized supports and services to match family’s needs and build on strengths

	Recognize and affirm family strengths
	Set reasonable and meaningful goals

	Assess family needs
	Agree on next step


It functions to serve the child and family’s achievement of safety, permanency, stability and well-being. The child and family team will bring together wisdom/expertise of family and friends as well as the resources, experience, and expertise of formal supports. This team will work together to assure safety and meet the needs of children and families.

Reasons why FTM’s are effective:

	Provides a setting for family to be heard
	Crafts family’s individualized plan

	Adds to family’s natural support system
	Provides for action coordination 

	Focuses on assessing strengths and needs
	Provides clarity on expectations 

	Expands expertise available to family
	Creates lasting supports for family


FTM process involves:

	Engaging family
	Building a strong and lasting team

	Crafting an effective course of action
	Expanding available expertise and resources


FIVE STAGES OF CREATING THE FAMILY TEAM

Building a Trusting Relationship: Emphasis is on using exploring and focusing skills to gain an understanding of the current situation and goals in the change process. It is important in this stage that the worker gains a perspective of the family’s definition of community and culture. The worker introduces the family team conference process to the family.

Identifying Team Members: Emphasis is on giving the family a voice in this process by helping the family determine child and family team membership. The worker helps family members identify current family resources, whether or not team members are able, willing, and ready to participate and specific outcomes to be achieved leading to safety, permanency, stability and well-being.
Preparing the Family Team: The worker explores the wants and offers of the family and other team members. The worker uses skills to reach agreement on family outcomes and team goals. The worker will help team members determine roles and responsibilities. The worker also looks at sub-teams to focus on specific family issues without the involvement of the larger team.
Working with the Team: The worker uses skills to facilitate a family team meeting or a team meeting convened by the agency on behalf of a child. The worker maintains a neutral position while facilitating the family team meeting. Neutrality means that the facilitator must be able to hear different perspectives on the same issue and guide the process without aligning with one perspective. Necessary facilitation skills are listening for areas of agreement and disagreement, determining when agreement has been achieved, and reaching consensus.

Maintaining The Family Team: The worker looks at ways to support members throughout the life of the case. Teaming will begin with the onset of the family’s relationship with the agency and members of the team will continue to support the family after case closure.
The Steps of the Family Team Meeting

1: Welcome: Team member introductions.
2: Purpose: Facilitator discusses FTM purpose and philosophy.
3: Outcomes: Family states outcomes. Facilitator helps team gain agreement on outcomes.

4: Non-negotiables and Confidentiality: Facilitator discusses non-negotiables (ex orders of protection that bar contact between individuals, court ordered placements, supervised visitation, service expectations etc). One non-negotiable is that all plans will address child and family safety. The team signs a statement to agree to keep families’ information confidential. The facilitator explains what confidentiality means for the team and exceptions (i.e. new child abuse information or concerns that someone is a threat to themselves or others). The facilitator shares how facilitator notes will be distributed and to whom. If family is involved with the Juvenile Court system, they are reminded that notes may be shared with judge and attorneys involved.

5: Ground Rules: Facilitator asks for ways to help manage emotions and keep meeting focused on outcomes.
6: Family Story: Generally, this is the first time the team has heard the family’s perspective of how they became involved with the agency. The family story establishes this time as the “family’s meeting” and assists the team in developing empathy for the family.

7: Strengths to Achieve Outcomes: Facilitator asks team to identify family strengths.

8: Identification of Individual and Family Needs: Facilitator asks the family what they need in order to achieve outcomes.
9: Brainstorm How to Meet Needs: Team creates a list of ideas; not limiting possibilities based on available funding or services.

10: Plan Develop: Agreements for Who Will Do What, When: Facilitator ensures that steps are small and measurable with time limits; identify what, who, and when to accomplish steps; design some steps to be short term to permit early success; all team members receive a copy of plan.
11: Assessing What Can Go Wrong: The facilitator helps the team explore what can be done if there is anything they can foresee that can go wrong with the plan.

12: Next Steps and Closing: Facilitator thanks family and team members for their efforts, schedules next meeting (future meetings may not require the full team), and commits to providing a written copy to each team member.

Listing of the Family Team Decision Making Standards: July 2004

Standard 1: Preparation of Participants
Careful preparation of all participants is required for successful family team decision-making.

Standard 2: Family Engagement
Family is engaged throughout the family team decision-making process.

Standard 3: Cultural Accommodations
Relevant cultural issues of the child and family are identified and accommodated through adjustments in strategies, services, and supports for family during the family team decision making process.

Standard 4: Appropriate Participants
Family teams include family, supporters identified by family, and others who sponsor or deliver plans of intervention for family or any of its members.

Standard 5: Qualified Facilitator
Family team meetings are facilitated by a person who has completed the DHS approved FTDM facilitator training and competent to conduct meetings that focus on child safety, permanency, and well-being.

Standard 6: Meeting Location
Family team meetings are conducted at a mutually agreeable and accessible location that maximizes opportunities for family participation.

Standard 7: Support of Casework Practice
The focus of family team meetings is case planning, coordination, communication, and accountability.

Standard 8: Confidentiality
Team members keep personal and private details of the family discussed in a team meeting private.

Standard 9: Family Support
The team assists the family to develop and use a network of informal supports that can help sustain the family over time.

Standard 10: Review and Refinement
The effectiveness of each family team meeting is assessed and adjustments are made to improve the ongoing process and the results for families.

Minimum Standards for Family Team Decision Making

Introduction

Family Team Decision Making (FTDM) is both a philosophy and practice strategy for delivering child welfare services. The Department of Human Services (DHS) child welfare focus is on serving families with children who are at serious risk of harm from abuse and neglect. Building teams at the time of crisis to support families where there is a risk of serious harm to the child is a means to address the factors that threaten the child’s safety, establish permanency for the child, and promote well being – central expectations in the provision of child welfare services.
FTDM can be used to enhance the core casework functions of family engagement, assessment, service planning, monitoring, and coordination. When properly applied, FTDM supports a trust-based relationship, facilitates family engagement, and sustains the family’s interest and involvement in a change process. Within the context of practice, family team meetings allow for regular monitoring of the case plan, ongoing evaluation of what is working and what is not working so that intervention strategies can be modified as circumstances change.
FTDM promotes unity and provides an opportunity for all helping professionals to develop a shared understanding of the family’s situation - which are critical elements in attaining positive results. FTDM should be a proportional response to the needs of the child and family and is coordinated across systems involved with the family. DHS should join with other professionals in the community who may already be conducting good family meetings.
In order to achieve positive FTDM results, DHS has developed a set of standards. Implementation will phase in this practice with a segment of cases with the goal of offering every family the opportunity to participate in FTDM. Iowa has developed policy that allows flexibility. As a result, a rich variety of family team meeting models are utilized.

Both the Better Results for Kids redesign and the Children and Family Service Review Program Improvement Plan (CFSR PIP) emphasize family team meetings as a critical practice change strategy.
Context for Family Team Meetings

It is important to recognize that FTDM is not a linear process of engagement, assessment, planning, and implementation. Rather it is a cyclical and dynamic process, which should grow and change over the life of a case. The following graphic defines typical case activities that are expected components of front-line practice.
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Each core function is supported in the family team decision-making process. In conducting a family team meeting:
· Family is further engaged [Step 1] when the family’s opinions are respectfully considered and their natural support system is included;
· Family team includes informal and formal supports who provide further assessment and understanding [Step 2] of the family and their circumstances. Strengths, needs, and underlying factors are considered and discussed;

· [Steps 3, 4 & 5] The team develops a plan with interventions, supports, and services. Resources are considered, and plan implementation begins;

· The family team is reconvened to monitor progress [Step 6], of what’s working or not working, and services are adapted or changed; [Step 7] for transition and safe case closure [Step 9].
Values and beliefs that help guide family teams include:

· Families have strengths and protective capacities.

· Families are experts on themselves and their situation.

· Families deserve to be treated with dignity and respect.

· Families can make well-informed decisions about keeping their children safe when they are supported. 

· Families involved in decision-making and case planning are likely to have better outcomes than families who have decisions made for them.

· Families and friends can provide love and care in a way that no formal helping system can.

· Families are capable of change. Most people are able to find solutions within themselves, especially when they are helped in a caring way to find that solution.

· A family team is more capable of high-quality decision-making than an individual caseworker.

· Solutions generated by the family within a team meeting are more likely to succeed because these solutions respond to the family’s unique strengths, needs, and preferences.

· Cultural competence is key to understanding the family and the choices they make about change.

The following minimum standards guide daily FTDM practice.
Family Team Decision Making Standards

	Standard 1. Careful preparation of all participants is required for successful family team decision-making.


· The initial phase of FTDM prepares the family to understand their role and to participate as decision makers in the process. Professionals and other team members should also be provided with an orientation to clarify their role and help them make a positive contribution.
· The preparation phase can be used to initiate engagement and assessment activities and establish a safe climate for the family. It is important that all participants are prepared for the family team meeting, agree to what will be accomplished, and understand the purpose of the meeting.
· Successful preparation includes helping participants to:

· Set a positive, honest tone with a focus on strengths as well as needs

· Plan how they can positively manage emotions and contribute to the team

	Standard 2. The Family is engaged throughout the family team decision-making process.


· Family engagement is the ongoing process of developing and maintaining a mutually beneficial, trust-based relationship that empowers and respects the family and sustains their interest and participation in a necessary and time-limited change process. Diligent effort is made to join with the family and the family’s natural supports to ensure that needs are met and that child safety and well-being are assured. Successful and productive relationships with families are earned over time through repeated, positive contacts that develop trust.
· Successful family engagement strategies include the following:
· Approaching family from a position of respect, cooperation, and shared decision making
· Engaging family around a shared concern of child safety and family well being
· Explaining the agency’s concern and reason for involvement clearly, directly, and honestly
· Discussing maltreatment issues (i.e., needs, conditions, and behaviors interfering with safety and well-being), consequences, timelines and the Department’s ongoing responsibilities
· Helping family achieve a clear understanding of child safety and risk issues
· Empowering family to identify and define what it can do for itself and where the family or individual members need help
· Focusing on family strengths (e.g., culture, traditions, values, and lifestyles) as building blocks for services and family needs as a catalyst for service delivery
· Assisting family to develop natural supports that will enhance the family’s capacity and build a circle of support that will see the family through difficult times
· The ‘art’ of practice within FTDM is a careful balance that includes a demonstrated respect for the family, the expectation that change will occur, and overseeing accountability for that change.
	Standard 3. Relevant cultural issues of the child and family are identified and accommodated through adjustments in strategies, services, and supports for the family in the family team decision-making process.


· Successful cultural competence includes:
· A basic understanding of the cultural values and beliefs coupled with eliciting information from the child and family about traditions, cultural beliefs, behaviors, and functioning

· Demonstration of values and attitudes that promote mutual respect
· Communication styles that show sensitivity
· Accommodations in the physical environment including settings, materials, and resources that are culturally and linguistically responsive
· The facilitator of a family team meeting should possess a reasonable level of competence and understanding of the culture in which the family has gained its understanding of child rearing practices. Families who speak languages other than English may require greater preparation in advance of meetings and cultural accommodations - such as the use of interpreters or co-facilitators who speak the language – to insure their full participation in a family team meeting.
	Standard 4. Family teams include the family, supporters identified by the family and others who sponsor or deliver plans of intervention for the family or any of its members.


· The child and family’s role as team members is foundational. A family team should also include those persons who collectively possess knowledge of the family, have technical skills necessary to engage the family in a change process, and who have access to resources and the authority necessary to provide effective services for the child and family.
· For a successful family team meeting, the child, the family, its informal supports, and all involved helping professionals must be viewed as full, participating team members. By having all services and supports present at team meetings, all contributors are aware of and in agreement with the plan, understand their role and how it relates to that of other contributors, and know what others expect of them. This mutual understanding helps assure unity and improves team functioning. All team members should be present whenever major decisions are made. Periodic assessment of team composition determines if composition is adequate to meet the family’s planning and resource needs.

· Team formation accommodations should be made to meet child and family’s special needs. Examples of such circumstances include cases where the family does not speak English or is not part of the majority culture; situations involving sexual abuse, or domestic violence. Additional team members may be needed to provide support to a child or to help team members manage behaviors and make a positive contribution. When special circumstances exist it may be necessary to involve an individual who has specialized knowledge and skills (e.g. in the area of domestic violence, or an individual who is a member of the family’s culture or ethnic group) as a team member, co-facilitator, or as a support person for a team member.
· Family dynamics or special circumstances may preclude the formation of a ‘typical’ family team. Examples of such circumstances may be court restraining orders; situations where a family team meeting would place the child or other team members in danger or significantly inhibit attainment of the child’s permanency goal.
	Standard 5. Family team meetings are facilitated by a person who has completed the DHS approved FTDM facilitator training and competent to conduct meetings that focus on child safety, permanency, and well-being.


· The facilitator may be a DHS staff member, case manager or supervisor, provider staff, community partnership staff, family support staff or others trained to facilitate family team meetings. Efforts must be made to maintain continuity of the facilitator in successive meetings.
· It is important to select the most appropriate and effective facilitator for the family based on the presenting circumstances. The family members should participate in identification of the facilitator.
· The competency of a facilitator is determined by demonstrated knowledge and skills. At a minimum, facilitators are approved by DHS when they have:
· Completed DHS approved Facilitator Training [minimum 18 hours],

· Completed a family team meeting as co-facilitator with an approved facilitator who has provided coaching and mentoring feedback; and

· Completed a family team meeting as lead-facilitator with an approved facilitator who has provided coaching and mentoring feedback.

· Central Office will maintain a list of approved curriculums. The local DHS office will provide approval and maintain a list of approved facilitators. To be approved, experienced facilitators and current practitioners must provide documentation of equivalent training and experience to the local office within six months of this standard going into effect.

	Standard 6. Family team meetings are conducted at a mutually agreeable and accessible location that maximizes opportunities for family participation


· The family needs to be consulted and actively participating in the selection of the location. In some cases, it is necessary to balance the family’s preference with the resources in your community and with the need to include a provider or other important contributor in a family team meeting.
· This standard requires determination, with the family, of the best time, date, and place for convening the meeting. It also requires determination of what the family needs to fully participate, such as transportation, childcare, a reminder call, an interpreter, a peer advocate or other related supports. The best place to hold a family team meeting is the most neutral, comfortable setting possible. The most important considerations for a meeting setting are the assurance of privacy, security and a place without interruptions.

	Standard 7. The focus of Family Team meetings is case planning, coordination, communication, and accountability.


· The focus of family team meetings is to enhance the core casework processes of family engagement, communication, functional assessment, service planning, monitoring, evaluation of results, and to provide input into key decisions affecting child safety, permanency, well being, and sustainable family changes.
· Family teams are formed, convened, and function to produce the family plan and/or the case permanency plan. Family teams are reconvened throughout the duration of the department’s involvement with the family. The team needs to identify the conditions for safe case closure and plan for it early in the process.
· Family team meetings provide an opportunity to regularly assess and monitor service and intervention effectiveness. If services or interventions are found to be unsuccessful – or unresponsive - the family team has an opportunity to modify the plan to meet the family’s changing needs. When progress is slow or the prognosis for reunification is declining, the family team can play an important role in helping families understand, accept, and participate in concurrent planning and necessary permanency decisions.
· The above strategies can help build accountability while maintaining balance between family-centered practice and DHS’s necessary protective authority in ensuring child safety, permanency, and well-being.

· The family and age-appropriate child(ren) have the right to refuse services, unless refusal of services places the child in danger. While services may not always be delivered as requested by the family, services are to be delivered in a manner that reflects partnership between DHS and the family. When the family and child refuse or do not access services as agreed upon, the caseworker should assess the reasons for refusal and the team should consider new or modified services. If the family’s decision to refuse or not use services places the child in danger, the caseworker should notify the court.
· Examples of when family team meetings occur include whenever protective or permanency decisions or plans are being made:
· The family requests a meeting
· The family plan is being developed or changed
· Progress is slow or the prognosis for reunification indicates a need for concurrent planning
· Within 72-96 hours of a child’s voluntary or involuntary removal from the home for emergency placement
· Placement changes or permanency decisions are made, e.g. reunification, transition from foster care to adulthood, termination of parental rights
· Before safe case closure to plan for sustainability.

	Standard 8. Team members keep personal and private details of the family discussed in a team meeting private.


· All team members sign a confidentiality agreement before conducting team meetings and the facilitator explains the importance of privacy. Ensuring privacy and confidentiality is necessary for building family trust and demonstrating respect for the family. Trust is enhanced by informing all team members of the following exceptions to maintaining confidentially which must be reported and are mandated by law:

· New allegations of suspected child abuse/neglect,
· A belief that the individual intends to harm him/herself or
· A belief that a person intends to bring harm to others.

	Standard 9. The team assists the family to develop and use a network of informal supports that can help sustain the family over time.


· If used effectively, informal supports can help sustain positive change for a family over time and permit the formal system to transition out of the family’s life. These supports can also help the family deal with future challenges without the need for system intervention. The team helps the family identify, develop, and sustain informal supports. The process of recruiting and maintaining informal supports begins at the case onset, is ongoing, and should be reassessed periodically by the team.
	Standard 10. The effectiveness of each family team meeting is assessed and adjustments are made to improve the ongoing process and the results for families.


· Ongoing assessment of the effectiveness of family team meetings includes engaging families, conducting assessment, planning activities, and determining service interventions. If problems are discovered, adjustments and adaptations should be made to improve process and results.
· The indicators of family team meeting effectiveness include the following:

· Degree of family’s engagement and sustained interest in working toward change
· Degree of family team members’ involvement in the evaluation process and constructive use of the information gained
· Effectiveness of the family’s circle of support at addressing family issues
· Satisfaction of team members with the process and results achieved to date
· Quality and effectiveness of the family service plan produced in the family team meetings
· Demonstrated degree of family acceptance of the service plan
· Family’s capacity for ongoing problem solving
· Degree to which the family plan was achieved
STEPS FOR WORKING WITH RESISTANCE

“Resistance is a predictable and natural emotional reaction to feeling forced to change and to face difficult issues. Resistance occurs as a response to feeling vulnerable, out of control and threatened by change.”

Step 1:
Recognize the Cues
Identify the form of resistance. Also identify the emotions you feel in reaction to the form of resistance. Be aware of nonverbal messages and the messages heard in the person’s voice. Trust your own feelings, and accept them as a cue to the possibility that you are encountering resistance.
Step 2:
Manage your Emotions and Reactions
Examine your emotions, and select ways you can manage them effectively. For example, remind yourself resistance is a normal response to the process of change. Do not take the expression of resistance personally. Identify positive intent or benefit to the person in expressing resistance.

Step 3:
Reflect the form of resistance you observe and allow silence
Use reflection to state in a neutral way the form of resistance you are seeing and hearing. Make your statement succinct and genuine. Use “I messages” such as, “When I ask about the affect of your drinking on the children, I notice you change the subject.” Then fall silent and allow this reflection to “echo” for them.

Step 4:
Use Active Listening and Empathic Reflection to help them discuss their vulnerability
Now is the time to be quiet and help the person more clearly discuss their feelings of vulnerability or their concerns about control. Use your empathy, active listening, attending, reframing and clarification, which will enable the person to explore their vulnerability. For example, “If it were true that your drinking has had a negative affect on your child, what would that mean to you?” Explore the stages of change, especially Stage 2, Endings, to help them and you understand some of the feelings of vulnerability and losses being experienced.

STAGES OF CHANGE

Stage 1:
Clearly Defining the Problem/Need

The first stage is an acknowledgement and clear understanding of the problem(s). This is where the individuals or group are aware of the discomfort within the family and see a need for change. Or if the individual does not see the need for change, it becomes necessary to illustrate the discrepancies in their lives. People change when there is enough discomfort and pain or when they strive to seek a greater level of pleasure. The first stage is necessary for all family members to see a need for change and to acknowledge that what they are doing is not producing the consequences or outcomes they desire. People often need to reach an awareness or agreement with others that the pain is too great or believe there is a better way to do things. In this stage, individuals will go back and forth from a willingness to change to a desire to keep the status quo.
Stage 2:
Endings and Loss

Stage two focuses on the need to specifically examine how the change will affect each person. In this stage, people will become aware of what change will occur and begin to see the primary and secondary losses that will be experienced. Endings refer to the ending or loss of what is familiar. Emotions and behaviors common to the grieving process will be experienced and expressed as people begin to let go of their old ways. As people experience letting go of the old way, it is common for them to become resistant to the change. The experiencing of new loss will trigger the person’s previous experiences with loss and their previous ways of managing the loss. It is a time of vulnerability for many. This is a time where family members will need to revisit their commitment to change.

Stage 3:
Ambivalence

Stage three is entitled the Ambivalent (or discomfort) zone because there is a great deal of confusion and uncertainty when family members have to let go of what is familiar and are unable to fully achieve the desired outcome. It is in this stage that family members want to change and at the same time don’t want to change. They may become self-protective and resentful. People feel disoriented and unsure of themselves. It is a time where old habits can easily resurface. Some family members will be highly motivated to move forward, other family members will want to go back to the old and familiar way of doing thing. The family system is out of balance and family members will be struggling to redefine it and try to achieve some balance. As one family member changes, it influences and causes others in the family to react. The new behaviors may not be as comfortable or as beneficial as the family had hoped. It is a time of ambivalence.

Stage 4:
Practicing the Desired Behavior

Stage four occurs when family members are ready to make the behavioral commitment to do things the new way. The desired behavior will precede new understandings, new values and new attitudes. Practicing the new behaviors that will provide the person with a new balance may look awkward at first, or even like they are “faking it”. Supervisors and mentors do better when they remember that practice of new behavior leads to new values, so “faking it” may be part of real change. The practice of new behavior develops new balance, new and healthy interactions. This stage has both a positive and hopeful element to it as well as an unsettling and anxious part. The unsettling and anxious part has to do with a realization that the old way is really gone. The new way may be a bit risky because it is neither as familiar nor as comfortable yet. New beginnings can trigger past experiences where family members have made changes and they may have been successful or they may have experienced some failures. This is a time where goal setting and a vision for the future are reestablished and redefined.
Stage 5:
Maintaining the Desired Behavior

Stage five recognizes the need to assure that the desired behavior can be maintained over time. It is easier to change behavior than it is to maintain the desired behavior. Therefore, supports need to be put in place to assure that the new balance becomes familiar and comfortable for all family members.

Worker Tasks in the Process of Change

Following are some tasks that a worker or support person can do to assist a child, parent, or caregiver with each stage and to empower them to achieve and maintain their desired behavior.

Stage 1:
Clearly Defining the Problem/Need

1. Ask each person to describe their perspective of the problem/need; you may choose to have each person write their perspective and then you can come back together to discuss.

2. Observe the family member at times when the problem occurs.

3. Provide feedback to the person about your observations.

4. Help family members see discrepancies among what they say, and what they do, and the outcomes they want and the outcomes they are getting.

5. Help the family member define a vision for their desired change.

6. Use solution focused questions to understand the individual’s needs.

7. Use reframing to understand the positive intent of behaviors or attempted solutions that may not be effective.

Stage 2:
Endings and Loss

1. Specifically describe what needs to change.

2. Examine secondary changes and their effects.

3. Determine who will lose what or what each person will have to let go.

4. Acknowledge the losses.
5. Expect and give permission to grieve.

6. Try to find ways to compensate for the losses.

7. Provide information over and over again.

8. Begin to build the team that supports the individual.

9. Find ways to recognize and show respect for each person’s self-worth.

10. Evoke reasons to change and the consequences for not changing.

11. Help individuals identify the strengths they have to use in the process of change.

12. Recognize the smallest change and progress.

13. Recognize the feelings of confusion, vulnerability and loss of control.

14. Redefine the vision of change and the person’s desired outcome so the person can have some positive replacements for the current pain.

15. Revisit the person’s commitment for change, which will provide safety, well-being and permanence for their children.

16. Review the person’s previous experiences with loss to identify strengths and needs.

Stage 3:
Ambivalent Discomfort Zone

1. Recognize and normalize feelings.

2. Examine the ambivalent feelings about the change and address ways of managing the pull toward old behaviors.

3. Identify and use strong role models to guide the individual forward.

4. Describe and view the situation from a positive perspective.

5. Select small steps and implement small incremental steps.

6. Try to minimize the amount of change being experienced.

7. Select short-range goals. 

8. Provide new information to help build the staff member’s capabilities.

9. Strengthen the person’s team and support system.

10. Share information frequently with the person and their team.

11. Monitor progress more frequently.

12. Empower the person and their team to identify and select creative ways to help them with the uncertainty and ambivalence.

13. Identify the purpose for the change, the consequences of going back and the consequences of the desired behaviors.

14. Recognize each person will be ready to commit to change at his or her own pace.

15. Recognize and reward progress and accomplishments.

16. Help the family member to make choices about the best course of action.

17. Recognize when a person begins to change and how that influences other team members.

18. Coach staff through the uncomfortable stage of learning.

Stage 4:
Practicing the Desired Behavior

1. Specify with the team exactly what new behaviors will be practiced.

2. Recognize people will be ready to commit to the new balance at their own pace.

3. Recognize that each person will define commitment differently.

4. Reinforce in a variety of ways the purpose behind achieving their desired outcome.

5. Reiterate problems experienced; plan in case a relapse occurs.

6. Help person determine ways to use their informal and formal supports on an ongoing basis.

7. Use visual images and descriptions of desired outcomes to measure if the outcome is being maintained.

8. Develop a plan to recognize old behaviors and to change them if they should reoccur.

9. Help the person develop the new skills that may be necessary to maintain their behavior.

Stage 5:
Maintaining the Desired Behavior

1. Revise the plan for change so it focuses on support and reinforcement of the desired change.

2. Empower people to take a more active role.

3. Identify ways to lessen your role while assuring that progress for the staff continues.

4. Recognize the range of feelings being experienced by the person.

5. Help person determine ways to use their informal and formal supports on an ongoing basis.

6. Put steps or supports in place to recognize the risks for regression or relapse to the old behaviors, and identify a back-up safety plan in case relapse occurs.

7. Use the visual image and descriptions of the desired outcomes to measure if the outcome is being maintained.

8. Help the person develop the new skills that may be necessary to maintain their behavior.

BUILDING TRUST-BASED RELATIONSHIPS

	Core Conditions: Genuineness; Empathy; Respect, Competency

	Engagement Continuum: Categories of Skills

	Exploring Skills
	Focusing Skills
	Guiding Skills

	Active Listening
	Reframing
	 Professional Advice

	Reflections
	Clarification
	Formulating Options

	Attending Behaviors-Physical and Psychological 
	Questions:

Open/Closed Question

Indirect

Solution-focused
	Strengths and Needs Based Feedback

	Mirroring
	Concreteness
	Suggestions

	Recognizing Strengths 
	Summarization 
	Partialization 

	Objectivity
	
	

	Self-Disclosure
	
	

	Normalization and Universalization
	
	

	Encouraging the Expression of Feelings

Validation

Conciliatory Gestures

Ventilation 
	
	


Genuineness is “being you,” being congruent in what you say and do, being non-defensive and spontaneous.  To be genuine, you need to be aware of your feelings and, at the same time, respond to the family member in a respectful manner that opens up rather than closes communication.  Genuineness helps to reduce the emotional distance between you and the family member and helps the family member identify you as another human being similar to him/herself.  You can demonstrate genuineness by:  

· Being yourself and not taking on a role or acting contrary to how you feel or believe 

· Making sure your nonverbal behavior, voice tone, and verbal responses match or are congruent

· Communicating trustworthiness and acceptance

· Being able to express yourself naturally without artificial behaviors 

· Being non-defensive 

· Self-disclosing in a purposeful and brief manner

Competence is the demonstration of your proficiency in carrying out your professional role and implementing knowledge of human behavior, dynamics of abuse and neglect and dynamics of domestic violence, etc.   Children and families have to believe that you hane the capacity to help them solve problems.  A relationship where there is competence of one’s experience and abilities produces confidence and satisfaction. Competence is demonstrated by:
· Providing and welcoming feedback

· Listening

· Commitment

· Making progress toward a goal

· Follow-through

· Being open-minded

· Being knowledgeable of current information and resources

Empathy is a process through which you attempt to experience another person’s world, then communicate an understanding of and compassion for the person’s experience.  You develop a sense of what the situation means to the other individual.  The two-step process involved in demonstrating empathy is:

· Recognizing the person’s experience, feelings and nonverbal communication

· Communicating with words your understanding of the person’s experience. (Your communication will reflect your understanding of the person’s ideas and feelings.  Accurate empathy helps create a climate where the family member is willing and able to explore his/her issues and problems. Communicating with empathy results in more openness in people.)

Respect is believing there is value in each human being and potential in that person as well.  There are two aspects of respect: 1) your attitude or value about people and 2) your ability to communicate respect in observable ways. Respect involves valuing the family member as a person, separate from any evaluation of his/her behavior. When communicating respect, you convey warmth that says you accept people, you like them, you care about them, and you have concern for them. Respecting a person does not mean sanctioning or approving his/her thoughts or behaviors that society may disapprove. Values and beliefs that convey respect include the following: all human beings are worthy; each person is a unique individual; people have the right to self-determination and to make their own choices; and people can change.  Respect can be communicated and demonstrated by:

· Communicating warmth

· Showing commitment

· Recognizing and using a person’s strengths

· Being open-minded

Exploring Skills are those skills related to attending to the person. They include attending behaviors such as active listening, mirroring, and use of reflections.

Active Listening – and the Use of Reflections: Listening is an active process that requires you to focus on what the family member is saying, both in the content of his/her message and in the emotional process of his/her message. It is the most powerful interpersonal helping skill that promotes rapport and the building of a trusting and caring casework relationship. Active listening involves using both verbal and nonverbal messages to communicate your understanding of the family member’s experience. Your verbal response can focus on what the person is describing, how the person is feeling, or both. You can reflect what the person is saying and/or reflect what the person is feeling. Active listening is used to empower families to explore and discuss topics. It conveys your understanding of the family’s situation. It can help you gather certain information, and it develops a broader and deeper understanding of the person’s circumstances.

Attending Behaviors: These are behaviors that convey respect, acceptance and trust to family members. Following are two categories of attending behavior:

· Physical attending is the intentional use of the environment and body to demonstrate respect for, acceptance of and interest in the family member. You want to create a comfortable environment absent of distractions. You want to assure open communication by not placing any barriers between you and family members.

· Psychological attending involves observing and listening to the family member and responding. It involves observing the person’s nonverbal behavior, hearing what the person’s voice communicates and assessing the congruence between the person’s words and behaviors. Examples of verbal following and minimal encouragement are, “Oh, can you tell me more?” and, “Um-hmm,” and, “Really?”
 Recognizing Strengths.  Workers will acknowledge and emphasize the talents, skills, abilities and positive desires of the family members.  When we focus on strengths our view of the family changes and they recognize that we see them as more than the problem they are experiencing. Agreement about strengths builds a foundation for the change process.

Ventilation:  Encouraging the Expressions of Feelings. Workers must encourage families to express positive and negative feelings.  Family members must be free to express anger, resentment, fear, sadness and other emotions they are experiencing.  The worker should not discourage the expression of these feelings.  The worker may want to think about safe and reasonable limits as the person lets off steam.  It may be important to remember not to personalize some of the negative feelings that may be expressed about involvement in this process or with the agency. 

Validation is the act, process, or instance of confirming or corroborating the meaningfulness and relevance of what another person is saying. Validation draws on the skills of listening and attending to the person and supports the demonstration of empathy.  Validations are effective when it genuinely helps people to know they are of worth, their feelings matter and someone really cares about them. Validation can also help give voice and value to a person’s emotions; “Wow, I bet that was difficult” or “What a difficult position to be in” or “I don’t blame you one bit” or “That’s a tough position to be in.” When you are validating someone, you are listening to the events and ideas being related. You want to hear the feelings being expressed. In addition, you want to hear the needs being expressed.  In validating someone you may use their own words, you may also use touch (touch someone’s hand or give them a hug) to let them know that you care about what they are saying and that you value them for their willingness and ability to share that information.

Conciliatory Gestures can be a magic ingredient to promote cooperation, peace and even to restore power so that a person feels valued or wanted.  To be conciliatory means to bring into agreement; to reconcile.  One example of being conciliatory is to apologize:  “I am sorry that my comment did not accurately reflect what you said.” Or owning responsibility:  “I see that the way I organized those ideas could have left anyone confused.”  When we are conciliatory we are voluntarily vulnerable.  By reaching out to a family member we may realize that what they once thought irresolvable is solvable.  Conciliatory gestures can help to turn a “me against you” climate to “us against the problem.” In working with a family you may need to reinforce the conciliatory gestures of others. You also need to allow other family members to express their feelings because authentic conciliatory gestures usually occur after aggressive feelings have been discharged through catharsis and ventilation. 

Normalization and Universalization.  These techniques are designed to point out that what the family member is experiencing is normal under the circumstances and that other individuals in their circumstance feel and act in similar ways.  Universalization can help the family member feel less alone in their situation.  Be careful in using this technique to not minimize the person’s unique experience and/or feeling their concerns are minimized.

Self-Disclosure.  This technique allows you to reveal some of your connection to the experience of the family member.  In self-disclosure you can make a brief statement of a similar experience that you might have to the person who is telling their story.  An important part of disclosing effectively is to put the focus back on the person you are talking to after you relate your experience. 

Objectivity:  This is the worker's ability to see different points of view.  This means the worker does not come to the family with “preconceived notions” or “foregone conclusions”.  The worker must consider previous information known about the family, but should not consider it as “gospel”.  It requires that the worker truly listen to the child’s /family’s explanation and perception of the problem.  It also means that the worker must be culturally competent in their practice.

Reflections.  These are verbal responses that focus on what the person is telling you.  Reflections may focus on the content of the message, the feelings in the message or a combined focus on both the content and feelings.  It conveys your understanding of what the person is saying.  An effective reflection holds a mirror up to the person and says this is what I understand, is this understanding the same as yours?  When your verbal response conveys understanding, it encourages the person to continue to talk and to develop a broader and deeper understanding of the family’s situation.  Reflections empower the talker to explore and discuss topics and feelings.  It can help you gather information, by encouraging people to volunteer more ideas and feelings as you help them think in a deeper and broader way about their circumstances.  Reflections say I am interested, I think I understand and I want you to tell me more. 

Reflections:

· Help the family find solutions.

· Helps team members understand one another and build relationships.

· Encourage the family and team member to continue talking.

· Ensures clarification

· Focus discussion.

· Help focus facilitator/worker concentration.

· Buy time when the worker does not know what to say.

Focusing Skills are used to focus a discussion with family members about their strengths and needs. 

Reframing is helping the person change his/her frame of reference in such a way that the problem can be approached in a positive way. It refers to the process of assisting the family member in identifying a different framework for understanding and responding to a problem. For example, we can view change as painful or frightening, or we can reframe change as manageable stages leading to a new opportunity.

We also use reframing to look at the positive intent behind a person’s behavior. For example, the positive intent of a father who physically disciplines his teenage child for staying out late at night is the father’s concern for his child’s safety.

Questions:  Effective communication involves combining different types of questions. Questions should be used carefully and sparsely. Questions are a way for the child welfare worker to focus a conversation.

Open-ended questions are used to encourage communication, gather information and explore issues. Family members can answer as they choose. This allowsan opportunity to explore their thoughts, feelings, and experiences. Questions starting with the words how or what encourage the person to explore and allow him/her to express his/her own feelings, views, and perceptions.

Closed-ended questions are used to gather specific factual information. Closed questions begin with the words who, when, will, is or where and can usually be answered with one or two words.  

Indirect questions are statements that imply a question. Indirect questions can begin with, “Tell me …” or, “I’ve been wondering … .” Indirect questions can be used to explore sensitive subjects and can lessen the harshness of a series of questions.

Solution-focused questions are used to move from reframing to solutions. Solution-focused questions empower families to find their vision of success and their own strategies that have worked or will work for them. Solution-focused questions can be used to define the problem, determine when the problem does not exist, and encourage family members to specify what they want to accomplish. Types of solution-focused questions include: solution defining, exception finding, past successes, miracle questions, and scaling questions. 

Concreteness. These techniques help family members clearly and specifically describe his/her concerns or problems.  You may find people describing their problems or circumstances in vague or abstract terms.  For example, family members may leave out important aspects of information that are essential to you in understanding their circumstance (e.g. I’m really feeling angry {angry at what?}) In addition, you may assume you understand what the person means without clarifying (e.g. I’m upset about what he did? {what does the word upset mean to that person.}) And, the family member may reach a conclusion without the supporting data (e.g. Things always turn out bad.)  This technique is critical to assessment because if you don’t have a complete understanding of the problem you may choose the wrong corrective solution.

Concreteness also refers to your ability to communicate your thoughts and ideas clearly and specifically.  It means that when you talk to someone you must communicate at their level and in the language they can understand.  You need to make sense and get to the point.  When we use social work jargon or acronyms, etc., it negatively impacts on the development of rapport.

Clarification is a process to help family members develop an understanding of their feelings, thoughts and behaviors. 

Summarization helps to synthesize a wide range of facts and feelings. Summarizations contain no new or additional information only bring together information regarding facts or feelings previously discussed. Summarization can be used:

· To keep the interview focused and on track, especially in rambling or disjointed conversations.

· To check your understanding of what the person is saying.

· To highlight contradictions or ambivalence. (The phrase “I am confused” can be helpful in assuring greater clarity.)

· To structure the interview, particularly in the beginning and in the end of the interview. 

Guiding Skills are used to lead a conversation with family members. They include:

Formulating Options:  Developing more than one course of action to follow and evaluating the choices presented. Brainstorming can be one of the ways to identify and evaluate options.
Suggestions. Helping to provide ideas to consider to address a need or to resolve a problem.

Partialization. This technique helps people see the concern/problem/ behavior in pieces that can be addresses separately. This helps to minimize the feelings of being overwhelmed. It supports the mobilization of action on things that can be dealt with. 

Professional Advice. This directs family members to specific choices for taking steps to solve a problem or meet a need.  You may also give advice in helping a family member to select among options that have been formulated

Providing Effective Feedback, both positive and negative, helps to reinforce or maintain desired behavior or to change behavior. Positive feedback, positive reinforcement or supportive statements provide family members with tangible or intangible approval for their behavior and actions. Positive rewards are motivators and can empower family members into action.

Developmental feedback on strengths, needs, and progress is essential for family members to be aware of what is not working and the consequences of their behavior. Effective feedback enables a family member to become aware of and consider issues s/he may have been avoiding or could not see.  

OPTIMUM DISTRIBUTION OF SKILLS
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PURPOSES FOR USING REFLECTIONS

	Help the family find solutions
	Focus discussion

	Convey understanding and build relationships
	Help focus worker concentration

	Encourage family member to continue talking
	Clarify for family member and for the worker

	Buy time when the worker does not know what to say


TYPES OF REFLECTIONS

Reflecting Content

Stating the beliefs, opinions, events, and facts of the person’s message
Paraphrasing the objective verbal content
Reflecting Feeling

Stating the emotions or emotional aspect of the person’s message
Accurately identifying and labeling the person’s emotional state and then communicating your understanding
Using Combined Reflection

Identifying content and feelings in the person’s message
Conveying an understanding of what the person is feeling and why s/he is feeling that way
OBSERVATION OF SKILLS/TECHNIQUES

Demonstration Worksheet

Core Conditions

	Genuineness
	Empathy

	Respect
	Competency


Exploring Skills
· Active Listening
· Attending Behaviors

· Reflections

· Mirroring

· Recognizing Strengths

· Active Listening

· Reflections 
· Objectivity

· Self-Disclosure

· Normalization and Universalization

· Encouraging the Expression of  Feelings

· Validation
· Conciliatory Gestures

· Ventilation

Focusing Skills

· Questions including solution-focused questions; open and closed; indirect
· Summarization

· Clarification

· Reframing

· Concreteness 

Guiding Skills

· Options, advice, directions or suggestions

· Effective feedback

· Partialization 

List the skills and techniques you observed:

	

	

	

	

	


GUIDELINES FOR PROVIDING FEEDBACK

· Start with strengths
· Be behaviorally specific
Feedback is most helpful when it is both specific and positively stated. It is easier to stop doing something that is counterproductive when a productive behavior can be substituted.

Steps for Use in Practice in Triads: Listener - Talker – Observer

1. Observer: Start by asking the listener to describe what s/he did well or what s/he felt was effective in use of exploring and focusing skills.

2. Observer: Encourage the listener to be behaviorally specific! “That’s great that you think you engaged the Smiths well. What did you do that made a difference?”

3. Observer: Once the listener has had the opportunity to self assess what s/he did well, ask the talker to provide behaviorally specific feedback on something the listener did well to encourage the talker to explore his/her topic.
4. Observer: Once the talker has presented strengths-based feedback, then present your feedback to the listener on what s/he did well.
5. Observer: After confirming what was effective, ask the listener what s/he would do differently to be even more effective.
6. Observer: Again encourage the listener to be behaviorally specific in the assessment of what s/he would do differently.
A FOCUS ON SOLUTIONS

It is clear that the nature and pervasiveness of the problem of child maltreatment is serious, and needs a remedy that is quick, effective, and reliable. Child Welfare Workers should be encouraged to use a Solution-Focused Approach in work with children and families, with special emphasis on families with at-risk children.

From: Solution Focused Therapy for Child Welfare

The Solution-Focused Approach focuses on solutions rather than problems. Families are encouraged to think about times when their problem did not exist, how these times contributed to the absence of the problem, and how to recreate such circumstances in their present situations. Focus is on the families’ strengths and abilities rather than on their weaknesses. The families themselves derive solutions. Therefore, families are more involved in their success, and the solutions fit their unique lifestyles. Finally, because the families find their own solutions that work, often self-esteem is increased.
SOLUTION-FOCUSED QUESTIONS

Solution Defining: These questions help family members define the who, what, why, where, when and how of the problem and the solution. It helps to identify the nature of the problem and the solutions, as well as, who else is interested in this problem or has information that might be helpful in solving the problem. It helps to provide a video replay of how and under what circumstances the problem occurs.

Examples include:

· Under what circumstances is this likely to occur?

· When this happens (your husband loses his temper and threatens the children) what do you do?

· What are the positives for you in continuing to stay in this relationship?

· Who else is concerned about this problem in your family?

· What would have to be different for you not to be afraid?

· How often did it happen last week?

· Who was there when it happened?

· Where were you when Johnny had his temper tantrum?

Past Successes: Through the interview process, you can focus on the family’s past successes, that is, when the family member was functioning well enough not to require child protective services intervention. It can be empowering to the family member to realize that there was a period in his/her life when s/he was more successful than s/he feels at this moment. Examples of past success questions include:

· It’s not easy to raise three children on your own. How did you do it?

· After having been through what you’ve been through, how did you find enough strength to keep pushing on?

· What do you need to do so that you feel good about yourself and in control of your life again?

· What would it take for you to bring back the confidence you had when you were in high school?

· What has and is making it possible for you to cope?

Exception Finding Questions: In solution-focused interviewing, exceptions are times when problems could have occurred but did not. You and the family need to examine who did what, when, where, and how so that the problem did not happen. Essentially, you are trying to discover how patterns around the problems are different, especially what is different when the problem does not occur. In addition, problematic behaviors usually happen only within certain physical, relational or social contexts. It is important to find out in detail what happens when the person does not have the problem. That information can be used to identify the abilities the family uses successfully in one setting. Those strengths/abilities could be transferred to another setting. 
Examples of exception-finding questions include:

· I can see you have every reason to be depressed. When do you suppose you get a little bit less depressed?

· How would you say you are different when you are a little bit less depressed?

· When you force yourself to get out of bed and walk the kids to school, what do you suppose your children will notice different about you?

· What would it take to force you to get up in the morning more often?

· You are saying that you didn’t drink for five days last week. How did you do it?

· Tell me what is different for you at those times when you don’t lose control.

· How do you explain to yourself that the problem doesn’t happen at those times?

· What would have to happen for you to do it more often?

· When the problem is solved, how do you think your relationship with your son will be different? What will you be doing then that you are not doing now?
Miracle Questions: The miracle question literally asks families to disregard their current troubles and for a moment imagine what their lives would be like in a successful future. It creates a vivid image or vision of what life will be like when the problem is solved, and the family member(s) can see some hope that life can be different. The question is:

· Suppose one night there is a miracle while you are sleeping, and the problem that brought you to child protective services is solved. Since you are sleeping you don’t know the miracle has happened or that the problem is solved. What do you suppose you will notice that is different the next morning and will tell you that the problem is solved? Follow-up questions include:

· If the miracle happened, what will be the first thing you notice?

· If the miracle happened, what will be the first change you notice about yourself?

· What will your spouse notice different about you?

· If you were to take these steps, what would you notice different around your house?
Minor miracle questions also help family members look at a more hopeful future. These questions help you and them envision positive outcomes that can become part of the change process. These questions include:

· If you had three wishes, what would they be?

· If you had a magic wand and could grant yourself one thing that would solve the problem/meet the need that your family is now facing, what would you wish for?

· If you could paint a picture for me of what your family would be like if all of this were solved, what would that picture look like?

Scaling Questions: Scaling questions are an interesting way to make complex features of a person’s life more concrete and accessible for both the family member and the child protection worker. Scaling questions can be used to assess self-esteem, self-confidence, investment in change, prioritization of problems, perception of hopefulness, etc. They usually take the form of asking the person to give a number from 1-10 that best represents where the family member is at some specific point. Ten is the positive end of the scale, so higher numbers are equated with more positive outcomes or experiences. Examples of scaling questions include:

· On a scale of 1-10, with 10 meaning you have every confidence that this problem can be solved and 1 meaning no confidence at all, where would you put yourself today?

· On the same scale, how hopeful are you that this problem can be solved?

· What would be different in your life when you move up just one step?

You can use scaling questions to assess the family’s motivation to change.
· On a scale of 1-10, how much would you say you are willing to work to solve the problem?

· If the client gives a low answer you could ask:  What do you suppose your husband would say you need to do to move up one point on the scale?
Additional Solution-Focused Questions
Often family members have more solutions available than they realize. Solution-focused questions are questions the facilitator can frame to help the family member direct attention to useful answers that will move him/her forward. These questions can empower family members to find their own solutions. Here are some additional examples of solution-focused questions:

· How do you keep making it work for you and your family?

· What are some of your family’s strengths that can be used to accomplish the plan/steps/changes?

· What needs to change to make you feel safe?

· Under what conditions have you been able to make your family safe?

· On a scale of 1-10, how important do you think this decision is to your family?

· What solutions have worked for you in the past regarding ______________?

· When was the last time _________________ didn’t happen?

· Who else is interested in helping your family change?

· How have you been able to change/accomplish things that are important to you before?

· What is the role of other family members in helping your family change?

· What do you get from continuing this behavior?

· How will this step/service help you?

· What is happening in your family that keeps you from doing this?

· What would need to be done to help you do this?

· What do you want right now?

· What would make this possible?

· What have you tried that has not worked?

· If you could change one thing, what would it be?

· When are you and your son able to have a good time together?

· When things are going well, what is your family doing?

· Describe the last good day you had together.

· On a scale of 1-10, how important is it that _________?

· What are the common issues that unite your family?

· What do you see as the things that stop you?

· What could help you be more in control and less vulnerable?

· How can you increase the involvement of each family member in the plan?

· On a scale of 1-10, how difficult is it for you to maintain the behavioral plan for Tim?

· Where do you feel stuck?

· How do you describe what it feels like to be stuck?

· What is one step that you could take to move forward?

· What is the most important to address for you?

· When and under what circumstances is this behavior likely to occur?

· How and under what circumstances is this behavior likely to occur?

· With whom is this behavior likely to occur?

· What are some ways you can disrupt/change the patterns of behavior that aren’t working?

· What are some ways that the positive/effective behaviors could increase?

· What motivates you?

· What causes you to be uncomfortable?

· What new understandings/experiences would help you to change?

· What are you concerned about that could go wrong if you follow this course of action?

· What are you afraid might happen?

· If you were to wake up tomorrow and find that this problem was gone, how would you and your family be different?

· If you were to wake up tomorrow and find that this problem was gone, what do you think would have happened to make it go away?

· When was the last time you expected this __________ to happen and it didn’t?
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WORKSHEET FOR THE SIMMONS FAMILY STORY
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SIMMONS FAMILY’S STRENGTHS AND NEEDS WORKSHEET

	Strengths
	Needs

	(Include the names of family members)

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


FUNCTIONAL STRENGTHS INVENTORY

The words facilitators use to describe the family during the strengths and cultural discovery often do not give much information to build on when trying to match assets to needs. Without further exploration of the strength and a move into a functional description, there is little information to work with. For example, saying someone is strong or looks nice may be true, but these descriptions do not help us build toward goal achievement. However, if what was discovered was that this person has shown strength in the face of great struggles, or that “looking nice” reflects the ability to take care of him/herself, then we have functional strengths we can tap into. Similarly, saying a child can play soccer describes a strength in itself; however, functional strengths associated with this might include the ability to participate in an activity with peers, the ability to follow coach’s directions, and the ability to work toward a clear goal.
	Inventoried Strength
	Functional Strengths

	1. 
	a.

	
	b.

	
	c.

	
	d.

	
	e.



	Inventoried Strength
	Functional Strengths

	2. 
	a.

	
	b.

	
	c.

	
	d.

	
	e.



	Inventoried Strength
	Functional Strengths

	3. 
	a.

	
	b.

	
	c.

	
	d.

	
	e.




EXAMPLES OF STRENGTH BASED QUESTIONS

For Families:

1. What were you like as a child?

2. Who has had the biggest influence on your life?

3. What makes you happy? What is the best time you ever had?

4. Who are your closest friends and why are they special to you?

5. What do you like to do in your free time?

6. What is your neighborhood like?

7. How did you meet your significant other?

8. What are the best things about you? Your family? Your neighborhood?

9. What do you admire the most about your parents?

10. What do you like best about your son/daughter?

11. How do you “blow off steam”?

12. What was the best vacation you ever took? What made it the best?

13. What are your favorite TV shows, movies, books, etc?

14. Name a celebrity who is most like you.

15. Describe the best time you ever had with your son/daughter. 

16. When was that and what was your life like at the time?

17. Who helps you out when you’re in a crisis?

18. What is your most prized possession and why?

For Kids:

1. What is the best thing you can tell me about yourself?

2. What is your favorite color? Subject in school? Sports figure? Musician? Person?

3. Who is your best friend and why?

4. What would your best friend tell me about your personality?

5. Tell me about your friends.

6. If you could live anywhere, where would you live and why?

7. Do you have a favorite pet? What do you like about your pet?

8. Name two good things about your family? Your school? Your neighborhood?

9. Whom in your family are you most like? Why?

10. Whom do you admire most?

11. Whom do you admire most in your family? Why?

12. What is your favorite activity/sport?

13. What do you like to watch on T.V.? Why?

NEEDS AND NEEDS STATEMENTS

A need may be a requirement that is essential to all human beings such as the need for shelter, food, affiliation or nurturance. When planning with families, a need is often a description of the underlying conditions that cause the symptoms or the behavioral expressions of a family’s problems. Sometimes when we positively reframe problems we get at the need.

A needs statement:

· Is positively stated in the family’s language or in language that is clear to the family

· Is usually related to one of a human being’s fundamental or essential needs from survival to realization of a dream

· May be a reframe of a problem

· May identify the underlying condition or the source of the behavior or help us to gain a greater understanding of the underlying issues

· Helps the family envision what would be happening differently when the problem, issue, concern is addressed 

· Is prioritized to respond to the issues that may put a child or a family at risk
	Intervention
	Need

	
	

	
	

	
	

	
	


FEELINGS/UNDERLYING NEEDS

CONNECTION

Acceptance

Affection

Appreciation

Belonging

Cooperation

Communication

Closeness

Community
Companionship

Compassion

Consideration

Consistency

Empathy

Inclusion

Intimacy

Love
Mutuality

Nurturing

Respect/self-respect

Safety

Security

Stability

Support

To know and be known

To see and be seen

Trust
Warmth

To understand

And to be understood


HONESTY

Authenticity

Integrity

Presence

MEANING

Understanding

To matter

Stimulation

Self-expression

Purpose

Participation

Mourning

Learning

Hope

Growth

Effectiveness

Efficacy

Discovery

Creativity

Contribution

Consciousness

Competence

Clarity

Challenge

Celebration of life

Awareness


PLAY

Joy

Humor
PHYSICAL WELL-BEING

Air

Food

Movement/exercise

Rest/sleep

Sexual expression

Safety

Shelter
Touch

Water

PEACE

Beauty
Communion

Ease

Equality

Harmony

Inspiration

Order

AUTONOMY

Choice

Freedom

Independence

Space
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	Skill Assessment

	Skills
	My Plan:

	Process of Change
	· What I do well

· What I need to work on



	Working with Resistance


	· What I do well

· What I need to work on



	Core Conditions
	· What I do well

· What I need to work on



	Exploring Skills
	· What I do well

· What I need to work on



	Focusing Skills
	· What I do well

· What I need to work on



	Guiding Skills
	· What I do well

· What I need to work on



	Effective Feedback


	· What I do well

· What I need to work on



	Solution Focused Questions
	· What I do well

· What I need to work on



	Functional Strengths
	· What I do well

· What I need to work on



	Underlying Needs
	· What I do well

· What I need to work on




PART TWO AGENDA
Facilitating the Family Decision Making Process

Day 3
Agenda

Activity I
Welcome – Update and Review (60 min)

9:00-10:00
Activity II
Formal/Informal Supports (30 min)
10:00-10:30

Break
10:30-10:45

Activity III
Intro to Prep/Goal setting (60 min)

10:45-11:45

Lunch
11:45-12:45

Activity IV
Mock FTM (105 min)

12:45-2:30

Break
2:30-2:45

Activity V
Role of Facilitator/Co-Facilitator and QA (60 min)
2:45-3:45

Activity VI
Closing (15 min)

3:45-4:00
Day 4
Agenda

Activity VII
Welcome and Intro (15 min)

9:00-9:15

Activity VIII
Revisit Simmons Assessment/Domains (60 min)
9:15-10:15

Break

10:15-10:30

Activity IX
Preparing the Team (75 minutes)

10:30-11:45

Lunch

11:45-12:45

Activity X
Round Robin Exercise (105 minutes)

12:45-2:30

Break
or
Break midway through Round Robin Exercise
2:30-3:00

Activity XI
Resources (30 min)

3:00-3:30

Activity XIII
Closing and evaluations (15 min)

4:00-4:15

CPPC PART TWO (FTDM)

WELCOME ACTIVITY

SMALL GROUP INSTRUCTIONS

Re-introduce self to one another

Each person describes one success he or she has had using the skills learned in
Part One

Discuss and prepare a short summary presentation of the topic assigned to your group

When presenting the topic share one of your personal success stories that relates to the topic

UPDATING THE WORKING AGREEMENT
GOALS FOR ATTENDING THIS TRAINING

IT WILL BE A WORTHWHILE TRAINING IF I WALK AWAY KNOWING AND DOING…

	

	

	

	

	

	

	

	

	

	

	

	


MY SUPPORT SYSTEM WORKSHEET

	Informal Supports
	Formal Supports
	

	
	
	


PREPARATION INTERVIEW

The preparation interview is one of the most important events in the child and family team meeting process. It is during the preparation interview that a working agreement and a social contract are established. Here the facilitator helps parents identify their outcomes and define their team; helps the team members determine if they are ready, willing, and able to participate on the team and what role they will play in the team process; and helps to identify any barriers to contributing toward outcomes. The preparation interview enables team members to participate and contribute fully by helping them: 1) focus on strengths and needs; 2) explore any potential conflicts and discover ways to manage emotions positively; and 3) determine what the team members need to participate in a positive way.
KEY STEPS IN THE PREPARATION INTERVIEW

· Engage the team member genuinely, with empathy and respect.

· Describe the meeting process and explain purposes of the meeting.

· Explain that the focus is on strengths and needs. 

· Explain that family members will tell the family story.

· Define and come to agreement on the outcomes.

· Explore what the team member can contribute toward the outcomes and what is needed to contribute toward the outcomes.

· Ask if there are any potential conflicts (emotional, legal, etc.).

· Ask what is needed to be able to fully participate.

· Discuss time and place, and work toward resolving any conflicts.

· If a person cannot attend, explore alternatives for input.
SAMPLE QUESTIONS FOR PREPARATION INTERVIEWS

The following are sample questions that may be used in preparation interviews: These are not steps; they are just some possible questions you might want to use.

To the parent:

· What would you like to have happen as a result of this meeting?
· What do you see as family strengths? What do you need?
· What are your child’s strengths? What does your child need?

· Describe what success is for your family. What would (family member or support person) be doing differently to achieve success?

· Can you think about what you would like team members to know about your family story, including how you got involved with the agency?

· Who are the people who care about you…your family…your child?
· Who would you want to be at your team meeting?

· If we invited all the people who care about your family to come to a meeting, what would be some good things that might come from their participation?

· Where would be the best place for the Child and Family Team Meeting?
To other team members (and possibly the parent as well):

· Child and Family Team Meetings come from the heart and can be emotionally charged. What might be some of your concerns? 

· Considering we are bringing together a lot of folks, what can go wrong? What are your concerns?

· What is the family doing at this time that may help the family achieve its goals?

· Can you identify strengths now (and possibly jot them down in preparation for presenting them at the meeting)?

· Can you be prepared to discuss the needs of the family? Do you understand the difference between behavior and needs?

· Do you have any concerns about your participation on the team?

· What value do you see yourself bringing to the team process?

· Do you need more information about the role of the facilitator?
Case Scenario

Kasey is a 14-year-old girl who is currently in the care of her grandparents. They have had guardianship of her since she was 6 years old. She came into their custody after her mother became involved with DHS child protective services. There were several substantiated reports for neglect, based upon the mother’s chronic substance abuse. After attempts to reunify the family failed, the court gave guardianship of the Kasey and her older brother to the maternal grandparents and terminated parental rights for the youngest sibling. Kasey’s older brother, Ryan, age 16 has lived with the grandparents since birth and has an attachment to them. Kasey lived first with an aunt for 6 months, but was moved to the grandparents after the aunt said she was “too hard to handle”. Kasey was eventually diagnosed with ADHD, and was placed on medication. Kasey’s younger brother, Austin, age 10 was adopted by his foster family and refused to let Kasey stay in touch with him. She has not seen or heard from Austin in 4 years. Kasey’s biological father is deceased and she has no contact with his family.

Kasey did stay in touch with her mother. Her mother was prone to “make promises she didn’t keep” and continue to tell Kasey that once she found housing, she could live with her mother. This behavior frustrated both Kasey and her grandparents, and resulted in a conflictual and strained relationship between the mother and the grandparents. Kasey’s response to this dynamic included, oppositional behavior, extreme mood swings including aggressive outbursts and running away, fighting with peers and impulsive decision-making. Kasey stated that she was often sad, missing her mother, and younger brother, and frustrated with watching other kids with “normal families”. Kasey does have regular visits and phone contact with her mother.

Kasey’s grandmother attempted to get help for Kasey, including mental health therapy, and child mental health waiver services. Since there was no safety concerns, intervention form DHS was not needed. Kasey would pick friends who “got in to trouble” and she was caught shoplifting and smoking several times. She became increasingly defiant, and began to secretly date Ricky. When it was discovered that she was pregnant the grandmother asked that options for Kasey be explored and that she was not going to “raise another child”. She attempted to access placement services through DHS. The agency refused to intervene, as there was no protective concern. As the grandmother put more pressure on Kasey to be responsible, and accountable, conflict increased until Kasey eventually ran away. Ricky’s family is not happy about the pregnancy, and has stated that she can’t live with them, as there is no room or extra financial resources. Kasey and Ricky began to fight and have “broken up”. Kasey immediately “fell in love “with a 19 year old who has a history of violence and criminal activity. She has stated that he is willing to put his name as the father on the birth certificate and help her raise the baby. While Kasey has limited support, she does have two aunts who care about her, her CMH case manager, therapist, respite provider, and in-home therapist.

Supports were brought together, to identify strengths, needs and a plan for Kasey.



THE FIRST MEETING WITH THE FAMILY

OBSERVERS WORKSHEET

What is the family’s goal(s)?

	

	

	

	

	


Describe the family’s strengths/assets
	

	

	

	

	


Describe the Constraints/Needs that get in the way of achieving the goal

	

	

	

	

	


List potential team members that can help achieve goals. List informal and formal supports.
	

	

	

	

	


PREPARATION INTERVIEW OBSERVER WORKSHEET

1. Engage the team member genuinely, with empathy and respect.

2. Describe the meeting process and explain purposes of the meeting.

3. Explain that the focus is on strengths and needs.
4. Understand the problem. Define and come to agreement on the outcomes.

5. Explore what the team member can contribute toward the outcomes.

6. Discuss what is needed to contribute toward the outcomes.

7. Ask if there are any potential conflicts (emotional, confidentiality, etc.). Ask what is needed to be able to fully participate.

8. Discuss time and place and work toward resolving any conflicts.

9. Explore alternatives for input if the person cannot attend.

FAMILY TEAM MEETING PROCESS
Welcome:
Make team member introductions. Set the tone for the meeting by engaging with the team with genuineness, empathy, and respect. Also establish the Purpose for the meeting. Use a personal expression. Outcomes for the meeting: Renee establishes the meeting outcomes. The facilitator will also help to gain agreement from the team to work on these outcomes.

Non-negotiable(s) and Confidentiality:
Facilitator discusses any non-negotiable(s). These may be orders of protection that bar someone from having contact with others, court ordered placements, supervised visitation, service expectations etc. Another non-negotiable is a reminder that whatever plan is devised will need to address safety for the children and family.

Confidentiality: The team is asked to sign a statement that they agree to keep the families information confidential. The facilitator should discuss what confidentiality means for the team and the exceptions such as new child abuse information being shared or if there are concerns that someone is a threat to themselves or others. The facilitator should also share with the team how the facilitator notes will be distributed and to whom. If the family is involved with the Juvenile Court system, they should be reminded that the facilitator’s notes may be shared with the judge and attorneys involved.

Ground Rules:
Facilitator leads a discussion to generate ideas to help manage emotions and keep the meeting focused on the outcomes. Family Story: This is the first time the team hears the family’s perspective of how it became involved with the agency. The facilitator will help introduce this part of the meeting and make it safe for Renee to tell her story.

Strengths to Achieve Outcomes:
Facilitator asks team members to identify family strengths and family resiliencies to achieve outcomes. Identification of Individual and Family Needs: Facilitator asks the family members what they need to achieve the outcomes. This discussion is also open to the rest of the team.

Prioritizing Needs:
Facilitator helps the family and team to prioritize needs. Look at needs to see if a prioritized need can be looked at again to move closer to the underlying need from the behavioral expression (cycle of need). Brainstorm How to Meet Needs: Team creates a list of ideas, not limiting possibilities based on available funding or services.

Develop the Plan and Assign Responsibilities:
Ensure that steps are small and measurable with time limits. Identify what, who and when to accomplish steps. Design some steps to be short-term to permit early success. Each team member gets a copy of the plan.

Assessing What Can Go Wrong:
Facilitator helps the team to explore if there is anything anyone can foresee that can go wrong with the plan. Create plans to address What Can Go Wrong by creating contingencies.

Closing:
Thank family and team members for their efforts. Schedule next meeting (future meetings may not require the full team) and commit to provide a written copy of the plan to each team member. Ensure that someone has been designated to make the first follow-up phone calls to team members to discuss their responsibility to the plan.
TEAM MEMBER CARDS FOR PREPARATION INTERVIEWS (Kasey)
1.  Kasey is nervous about the meeting. She thinks it will be like all of the others where the adults “tell her what to do”.  She doesn’t want  Ricky or his mother there. She thinks she just needs to put “unknown” on the birth certificate and he won’t have any rights. She really likes her mental health therapist and in-home worker. She is glad her mother is more active and continues to be angry with her grandmother. 

2. Ryan just wants his sister to move away and stop all the drama. He is comfortable and happy with his grandparents, and is not sure how he can be helpful at the meeting.

3. Georgia, Kasey’s mother is so happy about the baby. She believes that she can and should be a major support and part of the planning for Kasey. She does not want to fight with her parents, but is worried for the family to sit in the same room and talk about Kasey and the baby. She doesn’t want her family to “blame her” as she states that “they have been doing this for years”.

4. Ricky, wants to be involved in the baby’s life, but is nervous about having to pay child support. He has a job, but doesn’t have a lot of money. He is afraid that Kasey will move far away with the baby. He is also afraid that Kasey’s family will put all of the blame for the pregnancy on him. They tried to “get him arrested” for having sex with Kasey.

5. The grandparents just want Kasey out. They are tired of the problems and although are worried about Georgia’s ability to make good choices, are willing to have her take over. They don’t like Ricky or his family. Joy states that the family are “yellers” and is fearful as well to get everyone in same room. She is very disappointed in the system, and how they have responded to Kasey. They just want to be grandparents from now on, not parents. 

6. Mental Health Therapist, sees Kasey as unstable, due to not being on any meds because of the pregnancy.  She is excited about having the FTM and getting a good plan for Kasey

7. The two aunts, are aligned with grandma.  They have both tried to help Kasey, but feel like nothing will work. They do not trust her and worry for her influence on their children, who spend a lot of time at grandma’s .  This has caused friction in the family as grandma feels like she has to choose which grandchildren to care for. 

8. Respite provider has been giving the grandparents breaks for a year now. She reports that she has never had a problem with Kasey, but that may be because she is single and the time spent with her has been one-on- one. She sees Kasey as sad and desperately wanting attention.  She is very willing to come to a team meeting.

TEAM MEMBER CARDS FOR PREPARATION INTERVIEWS (Renee)

1. During the preparation interview, Renee…

2. Ross is very cautious about the meeting process; however, you are willing to talk about it. Part of your concern is inviting other people into your private lives.
3. During the preparation interview, the Substance Abuse Treatment Provider has never participated in a child and family team meeting. You like the idea of participating in a meeting process and offering your expertise.
4. During the preparation interview, the Foster Parent has been with the children for _________. You believe Renee and Ross love their children and also know the children love them. However, the children have been through a lot, especially Ariel; thus you are very cautious about the reunification goal.
5. During the preparation interview, the Grandmother wants to be a support to her son, daughter-in-law and grandchildren. You are confused about how to help and whom to trust.
6. During the preparation interview, the Caseworker has never participated in a child and family team meeting. You like the idea of participating in a meeting process; however, you do not know if you can do this with every family and wonder if this is a practical way to do your job.
7. During the preparation interview, the Parent Educator has been working with the family, including Ross, for about six months. You are very supportive of Renee and support the idea of the children’s coming back home. You live a recovery lifestyle and act as Renee’s sponsor. You are a strong voice for Renee and want to make sure the system is not “railroading” her.
ROLE OF THE FACILITATOR

Three most important responsibilities for the facilitator:

1. Building the team

2. Directing the process

3. Resolving differences

Ways to carry out the above responsibilities:

Building the Team

· Help each participant in the meeting to see the value and worth of each team member

· Encourage team members to be honest and open
· Ensure team members demonstrate respect 

· Make sure the team has a common purpose and goal

· Express empathy for the pain and concerns communicated

· Use solution-focused questions to help participants find opportunities for change

· Help the team work through differences

Directing the Process
· Encourage participants to talk directly to one another

· Cue the group to develop a plan that will work for the family and team

· Use reflections to let the family and team know what is being expressed both verbally and non-verbally

· Refocus discussion to be positive, on task, and solution-focused

· Use interruptions only to maintain ground rules and, when necessary, to bring the group back to task

· Use summarization to purposefully focus the group and reinforce agreement

· Use solution-focused questions to draw out options and help the team use solutions that have worked in the past

· Add key points of information if the family member forgets

· Offer support

Resolving Differences

1) Assess and decide if all family and team members should discuss the conflict or differences. To make this decision some questions to consider are:

· Does the issue involve the whole team

· Does the issue need the whole team to solve it

· How might this conflict impact the development and implementation of the family’s plan

· Does this conflict influence the ability of the team or family to assure greater safety, well being and permanence for the child

· Do you need help or support from someone who is not a participant in this conference to resolve this issue

2) Use strategies to build consensus such as:

· Clarify the areas of agreement and disagreement

· Help participants lay out options and then see their choices

· Identify higher principles that members can agree on

3) Use skills and techniques for conflict resolution such as:

· Clarify what the real disagreement is about

· Find the common goal

· Generate as many alternatives as possible

· Focus on points of agreement

ROLE OF THE CO-FACILITATOR

· The co-facilitator needs to know what the responsibilities of facilitating the meeting are, and what the basic principles are.

· The co-facilitator shares responsibility with the facilitator for all aspects of the team process.

· The co-facilitator needs to pay close attention to the process and capture significant information on flip charts or newsprint for easy viewing by team members (letters should be large and clear enough for everyone to see and understand; otherwise, it appears what you are doing is for you and not the team).

· The co-facilitator requires skill in listening and concise documenting.

· The co-facilitator should feel free to speak up and ask clarifying questions. This fosters engagement and helps the team stay focused.

· The co-facilitator is a member of the team.
TIPS FOR FAMILY TEAM MEETING FACILITATORS

· In initial stages of facilitator prep, review files and other records as if you know nothing about the case; interview case manager before conducting the family’s preparation interview.
· Help the family think through their goals for the Family Team Meeting. Help them find that are unique to their family but also reflect the agency’s “permanency” goals. Look for basic, common outcomes.

· Develop an eco-map or genogram to share with the team.
· If the family cannot think of its own supports, use your skills to help them think creatively about who would be a resource. Consider making suggestions based on your own personal life, to see if similar ones exist for the family. Sometimes it’s just a matter of their never having thought about it before.

· When preparing the team, make sure you discuss how to include children and what type of childcare arrangements are needed.

· In foster care situations, always help parents recognize the benefits to their children in inviting the GAL and foster parents.

· When a FTM could be useful and is desired by a family member who is a victim of domestic violence, it will be helpful to suggest inviting a domestic violence specialist to be a part of the team meeting. If you do, be sure to adequately prepare the specialist.

· Prepare an agenda for the meeting and/or post the usual steps of the meeting.

· During the FTM, always start with the parents (the one who speaks first has the most power).  For example, when discussing strengths, ask mom her own strengths before asking others.

· In foster care cases, always identify maintaining family connections as a need.
· When families become uncomfortable with an important issue, transition to other, safer issues until it is natural to return to it.

· Think about future transitions when crafting the plan and encourage the family to anticipate the stresses of future events (such as new family members or losses of support). Remind yourself and others of the stages of change.
· Encourage creativity among the team when brainstorming solutions. Think beyond traditional categorical supports.
· Build capacity to support the family when the team is no longer a necessity.
· Have the family help you select a meeting place. Offer location choices in your community.

· Think strategically about seating arrangements. Do not seat the family so that they are the center of attention and surrounded by formal agency stakeholders. Make sure the family can easily see the flip chart. And consider your own seating position-sitting directly opposite someone can often seem challenging; sitting alongside someone can foster support.

· Bring name tents or tags so people can address each other by name.

· Make sure the co-facilitator uses large letters/different colors/block letters when charting.

· Listen, and write goals and steps in the family’s own words, to the extent possible.

· After emotional meetings, make courtesy calls to parents the next day to see if they are ok. Ensure that team members understand assignments and that you will follow up to see that tasks are completed.

· Don’t expect to address all of the family’s needs in a single meeting. A successful meeting can be one that provides new information on which to act in future meetings.

· Consider keeping a small note pad to write things down through the process, and let everyone know what you are doing.

· Dress appropriately.
· Always provide snacks/food appropriate for the time the FTM is held.

Family Team Decision Making Guiding Principles

Family Team Decision Making subscribes to the following guiding principles in describing the way we work with children and families, DHS, each other and the community in the effort of achieving safety, permanency and well being. This work is a strength-based and family-centered model of practice.
· Customer focus. We listen to and address the needs of our customers in a respectful and responsive manner that builds upon their strengths. Our services promote meaningful connections to family and community.

· Excellence. We are a model of excellence through efficient, effective, and responsible public service. We communicate openly and honestly and adhere to the highest standards of ethics and professional conduct.

· Accountability. We maximize the use of resources and use data to evaluate performance and make informed decisions to improve results.

· Teamwork. We work collaboratively with customers, employees, and public and private partners to achieve results.

Values and beliefs that guide facilitators’ actions:

· Families have strengths and protective capacities.

· Families are experts on themselves and their situations.

· Families deserve to be treated with dignity and respect.

· Families can make well-informed decisions about keeping their children safe when they are supported in doing so.
· Families involved in decision-making and case planning are likely to have better outcomes than families who have decisions made for them.

· Families and friends can provide love and caring in a way that no formal helping system can.

· Families are capable of change. 

· Most people are able to find solutions within themselves, especially when they are helped in a caring way to find that solution.

· A family team is more capable of high-quality decision-making than an individual caseworker acting alone.

· Solutions generated by the family within a team meeting are more likely to succeed because these solutions respond to the family’s unique strengths, needs, and preferences.

· Cultural competence is key to understanding the family and the choices they make about change.
The following standards apply to the facilitator’s practice of conducting family team meetings.
· Standard 1: Preparation of Participants: Careful preparation of all participants is required for successful family team decision-making.
· Standard 2: Family Engagement: The Family is engaged throughout the family team decision-making process.
· Standard 3: Cultural Accommodations: Relevant cultural issues of the child and family are identified and accommodated through adjustments in strategies, services, and supports for the family in the family team decision making process.
· Standard 4: Appropriate Participants: Family teams include the family, supporters identified by the family, and others who sponsor or deliver plans of intervention for the family or individuals.
· Standard 5: Qualified Facilitator: Family team meetings are facilitated by a person who has completed the DHS approved FTDM facilitator training and is competent to conduct meetings that focus on child safety, permanency, and well being.
· Standard 6: Meeting Location: Family team meetings are conducted at a mutually agreeable and accessible location that maximizes opportunities for family participation.
· Standard 7: Support of Casework Practice: The focuses of family team meetings are case planning, coordination, communication, and accountability.
· Standard 8: Confidentiality: Team members keep personal and private details of the family discussed in a team meeting private.
· Standard 9: Family Support: The team assists the family in developing and using a network of informal supports that will sustain over time.
· Standard 10: Review and Refinement: The effectiveness of each family team meeting is assessed. Adjustments are made to improve the ongoing process and the results for families.

Effective family team meetings are indicated by:

· Degree of sustained engagement in working toward change shown by the family.

· Degree of involvement of family team members in the evaluation process and constructive use of the information gained.

· Effectiveness of the circle of support assembled for the family in addressing family issues.

· Satisfaction of team members with the process and results achieved to date.

· Quality and effectiveness of the family service plan produced in the family team meetings.
· Demonstrated degree of family acceptance of the service plan.
· Capacity for ongoing problem solving by the family.
· Degree to which the family plan was achieved.
· The following agenda is followed:
· Welcome and team member introductions
· Discuss FTM purpose and philosophy [family may presents the purpose; consensus of all team members is essential]

· Discuss the non-negotiables and confidentiality

· Develop ground rules

· Family story

· Define outcomes for the family [Outcomes and Behavioral Results]

· Strengths to achieve outcomes [Strengths]

· Concerns and Needs related to outcomes [Concerns]

· Supports to achieve outcomes

· Private family time option
· 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]

· Next steps and closing [Agreement]

Directions:

Score each competency on the 1-5 likert scale with "1" very unsatisfactory "2" mostly unsatisfactory, "3" satisfactory, "4" mostly satisfactory, and "5" very satisfactory. In order for approval must score 100% on "3" satisfactory.

FTDM Facilitator Approval Evaluation Form

	Role:  Facilitator /Co-Facilitator (circle one)
Name:  
	Family Name:


	Date:



	Meets DHS Expectations

	"1" very unsatisfactory, "2" mostly unsatisfactory, "3" satisfactory, "4" mostly satisfactory, "5" very satisfactory
	N/A
	1
	2
	3
	4
	5

	Preparation

	Introduce and engage the family around the function of family team meetings and the need for focusing on child/family safety and stability. The family is approached from a position of respect, empathy, and genuineness.
Comments:


	 FORMCHECKBOX 

n/a
	 FORMCHECKBOX 

 1
	 FORMCHECKBOX 

 2
	 FORMCHECKBOX 

 3
	 FORMCHECKBOX 

 4
	 FORMCHECKBOX 

 5

	The Facilitator should ensure and encourage that participants are prepared to:

· Be ready, able, safe, and eligible candidates for team participation

· Speak to their concerns in constructive ways

· Listen with respect to others’ concerns

· Recognize and build on family strengths and needs

· Share information, ideas, and resources

· Maintain personal and confidential information private
Comments:
	 FORMCHECKBOX 

n/a
	 FORMCHECKBOX 

 1
	 FORMCHECKBOX 

 2
	 FORMCHECKBOX 

 3
	 FORMCHECKBOX 

 4
	 FORMCHECKBOX 

 5

	

	Non-negotiables have been determined prior to the meeting.

Confidentiality (limits and issues) and non-negotiables have been discussed with participants.


	 FORMCHECKBOX 

n/a
	 FORMCHECKBOX 

 1
	 FORMCHECKBOX 

 2
	 FORMCHECKBOX 

 3
	 FORMCHECKBOX 

 4
	 FORMCHECKBOX 

 5

	Comments:



	Collaboration and assessment have determined that the appropriate people are invited to the meeting:

· People necessary for the major decisions to be made

· People invited by the family for their own support

· People invited by the family and agency for service provision
	 FORMCHECKBOX 

n/a
	 FORMCHECKBOX 

 1
	 FORMCHECKBOX 

 2
	 FORMCHECKBOX 

 3
	 FORMCHECKBOX 

 4
	 FORMCHECKBOX 

 5

	Comments:


	Logistic arrangements are made, including establishing a:

· Meeting place and time that is mutually convenient for the family and other participants

· Meeting place that is conducive for private and confidential conversations

· Agenda that includes any family rituals to begin or end meeting and address all relevant areas of the family’s plan
	 FORMCHECKBOX 

n/a
	 FORMCHECKBOX 

 1
	 FORMCHECKBOX 

 2
	 FORMCHECKBOX 

 3
	 FORMCHECKBOX 

 4
	 FORMCHECKBOX 

 5

	Comments:


	Facilitation

	Convenes the meeting, prompts introductions of participants and their roles, review/ develop ground rules of the meeting, defines the goals and clarifies decisions to be made. 
	 FORMCHECKBOX 

n/a
	 FORMCHECKBOX 

 1
	 FORMCHECKBOX 

 2
	 FORMCHECKBOX 

 3
	 FORMCHECKBOX 

 4
	 FORMCHECKBOX 

 5

	Comments:


	Family Team Meeting Engagement and Process – The facilitator:

· Monitors and manages the flow of the discussion to ensure that all are heard and no one dominates

· Encourages maximum, appropriate involvement in decisions
· Assists the family to develop natural supports that will enhance the family’s capacity and build a circle of support that will see the family through difficult times
· Ensures that all share strengths of the family as well as needs
· Focuses on results, processes, and relationships

· Focuses on achieving safety, permanency, and well-being

· Celebrates successes and accomplishments

· Coaches others to do their best thinking especially in regard to how services should relate to needs

· Designs pathways for realizing opportunities, building capacities, and solving problems

· Balances family-centered decision making with protective authority to keep children safe and help parents be successful
	 FORMCHECKBOX 

n/a
	 FORMCHECKBOX 

 1
	 FORMCHECKBOX 

 2
	 FORMCHECKBOX 

 3
	 FORMCHECKBOX 

 4
	 FORMCHECKBOX 

 5

	Comments:



	Time management – The facilitator:

· Refocuses the meeting as necessary to stay on task and on time

· Brings discussion to closure; summarize decisions made, next steps, assignments, and commitments to implementing the plan
	 FORMCHECKBOX 

n/a
	 FORMCHECKBOX 

 1
	 FORMCHECKBOX 

 2
	 FORMCHECKBOX 

 3
	 FORMCHECKBOX 

 4
	 FORMCHECKBOX 

 5

	Comments:


	Conflict resolution – The facilitator:

· Makes adjustments when conflict surfaces

· Confronts problems honestly and respectfully

· Manages power and control issues that arise

· Checks-in with participants to ensure accurate assessment/information.
	 FORMCHECKBOX 

n/a
	 FORMCHECKBOX 

 1
	 FORMCHECKBOX 

 2
	 FORMCHECKBOX 

 3
	 FORMCHECKBOX 

 4
	 FORMCHECKBOX 

 5

	Comments:


	Service Planning and Follow-up

	The family team meeting provides a basis for service planning, coordination, communication, and accountability as evidenced by:

· Agreed upon goals for the family that include measures of  behavioral changes and action plans that are consistent with safe case closure requirements, (safety, permanency, and family well-being)
· Secured commitment from participants for plans made
· Addressed the child’s needs for attachment and security, family preservation or reunification, as indicated
· Identified alternative permanency plans, safety plans, crisis plans, and any transition plans that may be necessary. Otherwise anticipated what could go wrong with the family plan.

· Arranged for supports and services that are most likely to work for the family and are culturally competent when able to achieve
· Defined how goals are to be measured via behavior changes
· Established time limits, clear expectations, and alternatives

· Identified consequences of not making behavior changes

· Defined accountability for actions of the family and service providers and a way that accountability will be ensured
	 FORMCHECKBOX 

n/a
	 FORMCHECKBOX 

 1
	 FORMCHECKBOX 

 2
	 FORMCHECKBOX 

 3
	 FORMCHECKBOX 

 4
	 FORMCHECKBOX 

 5

	Comments:



	The family team develops, monitors, and evaluates any individualized child service plans for a child with special needs. The child family’s plan follows the domains and:

· Addresses the special needs of the child or youth
· Addresses any placement concerns

· Defines treatment goals and strategies
· Builds resiliency and improves the child’s functioning in daily settings, including home and school

· Uses collaboration as appropriate, with health care, mental health, special education, developmental disabilities, and/or juvenile justice services

· Provides integration and coordination of services across settings, providers, levels of care, and funding sources

· Provides for age-appropriate transitions

· Prevents unnecessary disruption of the child’s education
	 FORMCHECKBOX 

n/a
	 FORMCHECKBOX 

 1
	 FORMCHECKBOX 

 2
	 FORMCHECKBOX 

 3
	 FORMCHECKBOX 

 4
	 FORMCHECKBOX 

 5

	Comments:


	The family plan is properly assimilated and recorded.  And written plan is disseminated to team members in a timely fashion (within 10 working days of the meeting)

Comments:

	 FORMCHECKBOX 

n/a
	 FORMCHECKBOX 

 1
	 FORMCHECKBOX 

 2
	 FORMCHECKBOX 

 3
	 FORMCHECKBOX 

 4
	 FORMCHECKBOX 

 5

	The team assesses the effectiveness of each family team meeting and if necessary adjustments are made to improve the ongoing process and results for the family.
	 FORMCHECKBOX 

n/a
	 FORMCHECKBOX 

 1
	 FORMCHECKBOX 

 2
	 FORMCHECKBOX 

 3
	 FORMCHECKBOX 

 4
	 FORMCHECKBOX 

 5

	Comments:


	The effectiveness of planned services is evaluated and results are identified and adjustments are made accordingly.
	 FORMCHECKBOX 

n/a
	 FORMCHECKBOX 

 1
	 FORMCHECKBOX 

 2
	 FORMCHECKBOX 

 3
	 FORMCHECKBOX 

 4
	 FORMCHECKBOX 

 5

	Comments:


	Strengths:



	Strategies to address needs and plan for follow up coaching and observation



Approval Determination:

	Facilitator:


	Date:

	 FORMCHECKBOX 

	It is my recommendation that this facilitator NOT be approved as a FTDM facilitator by DHS at this time.

	 FORMCHECKBOX 

	It is my recommendation that this facilitator complete the strategies to address needs and be observed and evaluated prior to approval as a facilitator.

	 FORMCHECKBOX 

	It is my recommendation that DHS APPROVE this facilitator to conduct FTDM meetings.  The facilitator has the skills and has demonstrated competency in FTDM facilitation.

	Evaluator:


	Date:


It is expected that the facilitator achieve a score equal or greater than “3” in all categories to be considered proficient at facilitating family team meetings. 

ASSESSMENT AND PLANNING LOGIC FRAMEWORK TO GUIDE CHILD WELFARE PRACTICE
Assessment:

1. Is an inquiry-driven learning process;

2. Is conducted by a family’s service team;

3. Forms a big picture understanding of the family;

4. Informs family-team decisions;

5. Guides a change process;

6. Achieves necessary conditions for safe case closure.

Assessment begins with initial family contact and continues until safe case closure is achieved. Assessment discovers and illuminates causes and contributors that led to an unacceptable situation, provides requirements and constraints for a successful change process, and guides the selection of efficacious, good-fitting change strategies necessary for planning and implementing a realistic and effective course of action for the family, supporters, and service providers.

Things to Know & Understand:

· Safety of the child
· Strengths, needs, resources of the family, including support systems
· Paternity to change custody to a non-offending parent, kinship placement options to speed TPR
· Underlying family issues: substance abuse, domestic violence, housing, health, unemployment, and cultural adjustment
· Needs of the child: health, mental health, and developmental needs
· Child’s developmental trajectory and academic status
· Recurrent patterns presented by the birth caregiver; e.g., relapses
· Treatment response, case trajectory
· Barriers to reunification
· Prognosis for reunification
· Necessity of child removal and, if so, an appropriate placement
· Potential caregiver’s ability and willingness to assure safety, permanency, and well-being of the child
· ASFA time limits relative to this child and family
· Child’s time in care
Guiding Assessment Questions: (These questions should be answered as you prepare for a family team meeting. These questions can help sort decision options)

· Is the child safe?

· If not safe, what is needed to protect the child from harm?

· What are the family’s strengths, needs, and resources?

· What supports and services do the family receive or need to receive?

· What reasonable efforts are required in this case?

· Who can provide care and protection of the child outside of the family?

· How to ensure safe and productive visitation for a child in care?

· How to ensure that the child’s needs are being met?

· Can the family be reunited?

· What is the best possible permanency option if reunification is not possible?

· Are kin, foster parents, or potential adoptive parents workable options?

· How to best achieve an alternative permanency plan?

· What do parents believe to be the best path to permanency?

· Is it now time to move to an alternative permanency option? 

Family Strengths & Assets For Sustaining a Caregiver and Family:

· Stable, adequate primary support groups
· Adaptive abilities within a familiar culture
· Goodwill of key family supporters
· Good education, training
· Adequate early learning and care for children
· Satisfying, gainful employment
· Adequate income, financial stability
· Wholesome, healthful lifestyle
· Adequate health care
· Adequate housing in a safe, clean, vital community
Caregiver Capacity Limitations Leading to Child Welfare System Involvement for Dependent Children:

· Cognitive limitations:

· MR(Mental Retardation)

· LD (Learning Disabilities)

· TBI (Traumatic Brain Injury)

· Addition or serious substance abuse
· Mental illness
· Physical disability
· Chronic illness
· Degenerative disease
· Immaturity (teen parent)
· Non-English speaking, recent immigrant, different culture
· Illegal acts, incarceration
· Intergenerational pattern of learned dependence
· Disappearance or death
· Disruptive life events:

· Natural disaster

· Domestic violence victim
· Accident or crime victim
· Overwhelming life stressors
Family Stressors & Disruptive Events That May Lead to Breakdown in Caregiving Capacity:

· Changes in primary supporters or groups
· Significant problems or changes in the social or cultural environment
· Discord among key supporters
· Educational limitations
· Occupational problems/unemployment
· Family financial problems
· Income inadequate to meet major life needs
· Inadequate housing, eviction, homelessness
· Inadequate health care
· Legal system involvement
· Victim of injury or crime
· Natural disaster impact
Strategy & Course of Action: (our assessment should be the guide for establishing our strategies and course of action for the family)

· Select change strategies to alter behaviors or conditions defined by requirements for safe case closure, in such areas as:

· Instruction or training

· Transitional support

· Treatment or therapy

· Housing/ supported living assistance

· Intensive in-home/wraparound supports

· Employment or income support

· Consider evidence-based strategies (e.g., MST) that are matched to the type of person, situation, and change to be made.

· Give preference to strategies deemed to be the “most efficacious” and “best fit” for the family. Identify special requirements and fidelity checks to be used with evidence-based strategies.

· Strategically order a combination and sequence of strategies to formulate a “course of action” for the family change process

Shared Reasoning Process and the Writing of a Plan:
· The Family Team creates a shared decision process in which clinical and practical reasoning are used to formulate a service response to the family’s situation designed to meet change requirements necessary for safe case closure.
· There is a difference between the clinical and practical REASONING processes used in assessment and planning and subsequent the WRITING of a Family Support Plan (FSP) document.

· Good reasoning and planning are critical to the change process.

· The FSP records decisions made and actions planned so that participants will remember later what to do and why.

· The end result is an individualized, strengths-based, needs-driven service plan that fills safety and permanency requirements while meeting the unique needs of the child and family identified in the assessment.

	SIMMONS FAMILY TIMELINE

	1997
	· Ross and Renee meet in high school

	1998
	· Renee is living at Ross’s mother home, pregnant and delivers a baby girl name Ariel.
· Ross has found work

· Both quit high school

	1999
	· Ellen Ross’s mother calls CPS. She is upset with Renee for not taking care of Ariel.
· Service recommended. No follow-up.
· Ross and Renee move, find a trailer home, and later get married.

	1999-2000
	· Justin in born.
· Drug use by both parents increases.

	2000-2001
	· Second encounter with DHS for denial of critical care.
· Ross and Renee volunteers for services which includes a parenting class and home visits.

· Renee actively participants and services are closed.

· Ross continues to work and finds less time at home.

	2001-2002
	· Ross is becoming frustrated with Renee and Renee with Ross.
· Both continue to be active in their drug use.
· Ross learns of pending layoff and is eventually laid off.
· Renee is pregnant with their third child (Danny).

· Conflict in the home is high and Ross almost hits Renee.
· Ross leaves the trailer home and moves back with his mother.

	2002-2003
	· Renee and the children move in with her mother, Judy.

· Ross losses his job and learns he has another child. Child support enforcement wants to collect past child support.
· Danny is born.

	2003 - 2004
	· Ross and Renee move back to their trailer home.
· Ross is working again.
· Both parents are more active in their alcohol and other drug use.
· Ariel is becoming a big help to both parents.
· Ross does not manage his behavior and hits Renee.
· Renee calls the police.

· DHS opens a file on Ross.

· Renee gets a protective order open on Ross. Case is referred to the DV Resource Center. Case is closed on Renee.

	2005
	· Renee is depressed and is starting to sell drugs.

· Ross is working his BEP program and starts treatment. He is still angry with Renee.

· Renee is arrested for being at a place were drugs are sold.

· Children are placed in foster care.
· While in jail, Renee tests positive for marijuana and meth.

· Renee is later released, and the drug charges are dropped.

· Renee and Ross want to get back together but are still living apart.

	Domains of Child Safety


Iowa Department of Human Services

Family Team Meeting Facilitation Notes

For Family’s Plan

Family and Meeting Information

This form is used for purchased facilitation of family team meetings.  Submit this form electronically by e‑mail or by floppy disk to the DHS Social Worker listed below within seven (7) calendar days of the date of the meeting.

	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

Complete for the domain sections that, based on known information, apply to the family.  Indicate whether each domain area is a strength (S) or a need (N). Review of the family functioning domain criteria document may be helpful to the facilitator.

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

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

	 FORMCHECKBOX 
  Behavior
	 FORMCHECKBOX 
  School performance
	 FORMCHECKBOX 
  Relationship with parents/caregiver

	
	
	 FORMCHECKBOX 
  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.)

	 FORMCHECKBOX 
  Supervision of children
	 FORMCHECKBOX 
  Disciplinary practices
	 FORMCHECKBOX 
  Developmental/enrichment

	 FORMCHECKBOX 
  Mental health
	 FORMCHECKBOX 
  Physical health
	 FORMCHECKBOX 
  Use of drugs/alcohol

	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.

     


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

	 FORMCHECKBOX 
  Physical abuse
	 FORMCHECKBOX 
  Sexual abuse
	 FORMCHECKBOX 
  Emotional abuse

	 FORMCHECKBOX 
  Neglect of child
	 FORMCHECKBOX 
  Domestic violence
	

	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.

     


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

	 FORMCHECKBOX 
  Bonding with children
	 FORMCHECKBOX 
  Relationship between parents/caregivers

	 FORMCHECKBOX 
  Expectations of children
	 FORMCHECKBOX 
  Mutual support within the family

	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.

     


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

	 FORMCHECKBOX 
  Housing stability
	 FORMCHECKBOX 
  Safety in community
	 FORMCHECKBOX 
  Habitability of housing

	 FORMCHECKBOX 
  Food/nutrition
	 FORMCHECKBOX 
  Financial management
	 FORMCHECKBOX 
  Personal hygiene

	 FORMCHECKBOX 
  Transportation
	 FORMCHECKBOX 
  Learning environment
	 FORMCHECKBOX 
  Income/employment

	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.

     


	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:  (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.


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.

	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.

	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.

	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.

	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.

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

	Goal 6:  (How will we know when we are done?)



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

	1.

	
	
	
	

	2.

	
	
	
	


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; 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

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Parent/Guardian:

     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Parent/Guardian:

     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Child:

     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	DHS Caseworker:

     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	


Use another signature page if needed.

TEAM MEMBER CARDS
1. Ross and…

2. Renee are nervous about the meeting. As the meeting progresses, you let their roles develop.

3. The Substance Abuse Treatment Provider has never participated in a child and family team meeting. You like the idea of participating in a meeting process and offering your expertise. At the meeting you take on the expert role and are very high on accountability.  You are willing to talk about Ross and Renee’s strengths but want to interject comments about their need to work their recovery program. As the meeting progresses, you become more of a team member.
4. The Foster Parent has had the children for ___ months. You believe Renee and Ross love their children and also know the children love them. However, the children have been through a lot, especially Ariel; thus you are very cautious about the reunification goal. You come to the meeting as a willing participant, yet you are concerned about Renee and Ross’s sincerity to get it together and keep it together so that they will not fail the kids again, especially Ariel. As the meeting progresses, you begin to trust and empathize with Ross and Renee.

5. The Paternal Grandmother wants to be a support to her son and daughter-in-law and grandchildren. You are confused about how to help and whom to trust. At the meeting, you are protective of your son. As the meeting progresses, you offer help and still want to know what you can do.

6. The Caseworker has never participated in a child and family team meeting. You like the idea of participating in a meeting process; however, you do not know if you can do this with every family and wonder if this is a practical way to do your job. At the meeting you take on the expert role and are very high on accountability. As the meeting progresses, you become more of a team member.

7. The Parent Educator is a strong advocate for parents in general and especially for those parents in recovery. You have been in recovery for eight years. At the meeting, you are there and ready to be supportive. You have lots of strengths to share about Renee’s parenting skills and her new recovery lifestyle. You are also supportive of Ross and believe that if the two of them stay true to their program they will make it. As the meeting progresses, you are extremely supportive.

FACILITATION GUIDE (Mock FTM)
Welcome participants and facilitate introductions

	

	

	


Discuss purposes and outcomes for the meeting

	

	

	


Discuss the non-negotiables and confidentiality

	

	

	


Ground rules

	

	

	


Family story

	

	

	


Strengths to achieve outcomes

	

	

	


Needs related to outcomes

	

	

	


Brainstorming how to meet needs

	

	

	


Developing the plan, assigning responsibilities

	

	

	


Assessing “What can go wrong”

	

	

	


Next steps

	

	

	


Closing

	

	

	


FACILITATION GUIDE (Round Robin)

Welcome participants and facilitate introductions

	

	

	


Discuss purposes and outcomes for the meeting

	

	

	


Discuss the non-negotiables and confidentiality

	

	

	


Ground rules

	

	

	


Family story

	

	

	


Strengths to achieve outcomes

	

	

	


Needs related to outcomes

	

	

	


Brainstorming how to meet needs

	

	

	


Developing the plan, assigning responsibilities

	

	

	


Assessing “What can go wrong”

	

	

	


Next steps

	

	

	


Closing

	

	

	


OBSERVER FEEDBACK WORKSHEET

Name_______________________________________________________

Strengths

List the skills you saw the facilitator demonstrate in the child and family meeting. Be sure to be behaviorally specific.

	

	

	

	

	

	

	


Considerations for Improvements

List one or two behaviorally specific suggestions for improvement

	

	

	

	

	

	

	


Iowa Department of Human Services

Family Team Meeting Facilitation Notes

For Family’s Plan

Family and Meeting Information

This form is used for purchased facilitation of family team meetings.  Submit this form electronically by e‑mail or by floppy disk to the DHS Social Worker listed below within seven (7) calendar days of the date of the meeting.

	Case Information
	Meeting Information

	Child Name and FACS ID

Ariel, Justin, and Danny Simmons
	Facilitator Name and Approval Number

Sunny Daye #30010

	Parent/Caregiver

Renee Simmons
	Parent/Caregiver

Ross Simmons
	Date of Meeting
7/14/06

	DHS Social Worker

Jane Smith
	Location of Meeting

CPPC- 17 B Ave Cedar Rapids, IA


Purpose of Meeting

	Come up with a plan for the children to return to Renee's home- identify specific steps to increase visitation, maintain sobriety, address safety concerns


Family Functioning Domains

Complete for the domain sections that, based on known information, apply to the family.  Indicate whether each domain area is a strength (S) or a need (N).  Review of the family functioning domain criteria document may be helpful to the facilitator.

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

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

	 FORMCHECKBOX 
  Behavior
	 FORMCHECKBOX 
  School performance
	 FORMCHECKBOX 
  Relationship with parents/caregiver

	
	
	 FORMCHECKBOX 
  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.

STRENGTHS

Ariel, Danny, and Justin help each other/ take care of each other and get along well

Ariel is able to express feelings and thoughts, is on track with school, and makes friends easily

Kids are able to have phone contact with Renee and look forward to visits with parents

Children were placed in the same foster home in their school district and so have maintained relationships with their friends and siblings

NEEDS/CONCERNS

Ariel needs to be able to just be a 'kid' and do age appropriate activities

Kids to be safe and secure in a drug/ alcohol free home environment

Kids to feel secure with parents ability to provide for their needs and be nurtured

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

	 FORMCHECKBOX 
  Supervision of children
	 FORMCHECKBOX 
  Disciplinary practices
	 FORMCHECKBOX 
  Developmental/enrichment

	 FORMCHECKBOX 
  Mental health
	 FORMCHECKBOX 
  Physical health
	 FORMCHECKBOX 
  Use of drugs/alcohol

	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.

STRENGTHS

Renee has been following through with substance abuse treatment services and has been clean for 2 months

Renee is able to practice and use some of the skills Tina is teaching her during the visists with the kids to provide structure and help the kids get along 

Ross is willing to work on learning different coping skills in order to get off of drugs and alcohol- is open to treatment at ASAC.

Renee is addressing some of the past issues that lead to using alcohol and drugs, in counseling and on medication for depression

Ross and Renee love their kids, they spend time playing games with them, reading to them and talking to them

NEEDS/CONCERNS

Renee and Ross to continue to learn appropriate developmental expectations and be able to parent them appropriately

Renee and Ross to follow through with treatment to learn different coping skills to manage stress and meet own needs and needs of the kids

Increasing positive support system to stay off drugs and alcohol

Connect with needed resources to ensure that kids are safe, especially with childcare needs


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

	 FORMCHECKBOX 
  Physical abuse
	 FORMCHECKBOX 
  Sexual abuse
	 FORMCHECKBOX 
  Emotional abuse

	 FORMCHECKBOX 
  Neglect of child
	 FORMCHECKBOX 
  Domestic violence
	

	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.

STRENGTHS

Ross has begun to deal with issues re: Domestic Violence and is following through with Batterer's Education Program

Renee and Ross recognize need to address relationship and substance abuse issues prior to moving back in together

Renee has been able to follow through with supportive services prior to meet kids needs and address own safety and DV issues 

Families basic needs have always been met.

NEEDS/CONCERNS

Ensuring safety for kids and parents when get back together as a family - Ross and Renee learning ways to communicate feelings and needs appropriately

Kids to be safe and secure in their home environment- free from violence and appropriately supervised




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

	 FORMCHECKBOX 
  Bonding with children
	 FORMCHECKBOX 
  Relationship between parents/caregivers

	 FORMCHECKBOX 
  Expectations of children
	 FORMCHECKBOX 
  Mutual support within the family

	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.

STRENGTHS

Ellen has been able to provide support to family in the past- provides support to Ross and assists with his housing

Judy was able to provide support when Renee needed her

Ross and Renee have had a long committed relationship to eachother

Ross and Renee want better for their kids then they had growing up

Foster parents maintain communiton about kids with Renee and Ross

NEEDS/CONCERNS

Ross and Renee to gain increased contact with the kids in order to rebuild trust

Ross and Renee to express to family what kind of support would be helpful

Ross and Renee to learn additional parenting skills to support kids development



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

	 FORMCHECKBOX 
  Housing stability
	 FORMCHECKBOX 
  Safety in community
	 FORMCHECKBOX 
  Habitability of housing

	 FORMCHECKBOX 
  Food/nutrition
	 FORMCHECKBOX 
  Financial management
	 FORMCHECKBOX 
  Personal hygiene

	 FORMCHECKBOX 
  Transportation
	 FORMCHECKBOX 
  Learning environment
	 FORMCHECKBOX 
  Income/employment

	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.

STRENGTHS

Renee and Ross have kept their home for over 5 years

Ross has been able to provide financial support to the kids and Renee in order to make sure housing, food, and other needs were met

NEEDS/CONCERNS

Ross and Renee to learn to prepare healthy and appropriate meals for the kids - during the visists and in the future

Drug use in the neighborhood, need for better supervision of children to minimize their exposure to drugs 

Catching up on rent in order to maintain housing at trailer court


	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:  (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.

     


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

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

Ross and Renee will address substance abuse issues and learn to deal with stressors differently and to provide a safe environment for their children

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

	1.
Renee to continue to follow through with treatment services 3 times per week until successfully complete Substance Abuse treatment program - Lisa to assist
	     
	     
	     
	Ongoing

	2.
Ross and Renee to continue to drop UAs for DHS at least 2 times per month
	     
	     
	     
	Ongoing


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

	3. Ross to continue to attend NA and AA groups
	     
	     
	     
	Ongoing

	4. Renee to continue with mental health services and counseling support
	
	
	
	Ongoing

	5. Ross and Renee to continue to connect with positive supports and friends - Tina will connect with Young Parents Network to assist
	7/31
	
	
	Ongoing


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

Ross and Renee will learn and use new parenting skills to provide structure and support to the kids

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

	1. Ross to learn to communicate differently with Renee when stress arises re: relationship, the kids or work, etc - Tina to assist
	     
	     
	     
	Ongoing

	2. Ross and Renee to work with Tina to learn more skills to parent and discipline the kids
	7/31/06
	     
	     
	Ongoing

	3. Ross and Renee will practice skills learned when have visits with the kids
	7/20
	
	
	Ongoing


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

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

Kids will receive needed supports and services to reunify safely with parents

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

	1. Tina will continue to provide two 2 hour semi-supervised visits per week with Renee or Ross
	     
	     
	     
	Ongoing

	2. Renee will call kids on Mon., Weds, and Fri at 7pm
	7/16/06
	     
	     
	Ongoing


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

	3. Ariel will begin play therapy with Kids Inc. - Tammy Cook to assist in relearning child role and address other behavioral issues - Jane will make referral
	7/31
	
	
	As Needed

	4. Renee, Ross, and Chris will continue to support play therapy outcomes by reinforcing adult – vs - child roles
	7/31
	
	
	Ongoing

	5. Chris willing to provide one additional visit at neutral location that she can supervise
	8/4
	
	
	Ongoing

	6. Family, Tina, and Jane-DHS will discuss increasing time - decreasing supervision as progress continues with current plan
	
	
	
	

	7. Renee to meet with DV advocate Laura to discuss safe relationships and planning
	By 8/31
	
	
	

	8. Renee and Ross (all adults) will have age appropriate conversations around kids
	
	
	
	Ongoing


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

Renee and Ross will get caught up on rent to keep trailer

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

	1. Ross will assist with getting caught up on rent - will send $560 check to landlord
	7/16/06
	     
	     
	     

	2. Renee will meet with landlord to set up a plan of payment to get caught up on the remaining $500 - will apply for assistance from Churches United and Community Action Program
	7/21
	     
	     
	     

	
	
	
	
	


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

	3. Ross and Renee will continue to make monthly rent payments as scheduled
	
	
	
	Ongoing

	4. Renee continue to for employment near home
	
	
	
	Ongoing


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

Crisis Plan

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

Grandma will call DHS worker if she observes Ross or Renee using drugs.

Phone calls:  If kids don't want to talk when calls are scheduled-they don't have to. Kids are allowed to call Ross or Renee when they wish to (as appropriate re: times)
If Ross doesn't follow through with BEP program or UAs-visits may become fully supervised with him until able to successfully complete

If Renee doesn't follow through with substance abuse treatments and clean UAs-visists will move back to less time, more supervision

As concerns re: parenting or behaviors arise for the parents or kids during visits-team members will contact Jane and Tina

Team to meet to review plan progress and address additional needs/concerns August 31, 2006 at 2pm at CPPC 17 B Ave.




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

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Parent/Guardian:

Ross Simmons
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Parent/Guardian:

Renee Simmons
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Child:

Ross Simmons
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	DHS Caseworker:

Ariel, Danny, Justin Simmons
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Jane Smith
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chris Pierce-Foster Parent
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Lisa Brooks-Substance Abuse Counselor
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Tina Jones-Service Provider
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Trent Wilson-Renee's Attorney
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Bob King-Kids's Attorney


	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Ellen Simmons-Paternal Grandmother


	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Judy Becket-Maternal Grandmother
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Lori Larsen-Young Parents Network
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	


ORGANIZING
FAMILY TEAM MEETING
ACTIVITIES

	1. PREPARATION
FTM are used when making major decisions. Basic considerations for FTM preparation include:

1. Family understands purpose and philosophy of FTDM.

2. Participants are ready, able, safe, and eligible.

3. Appropriate and helpful people are invited:

· Those necessary for major decisions
· Those invited by the family
· Those invited by for service provision
4. Participants know FTM purpose and how to positively contribute:

· Come prepared and ready for decision-making
· Speak to their concerns in constructive ways
· Listen with respect to others’ concerns
· Recognize and build on family strengths and needs
· Share information, ideas, and resources
· Keep personal and confidential information private
5. Participants know what to bring and when and where to meet.

6. Logistical arrangements are made:

· Meeting place and time mutually convenient for family and participants
· Meeting place privacy and confidential conducive
· Available refreshments and restrooms
· The agenda includes family rituals to begin or end meeting
7. Facilitator is prepared to accomplish FTM primary purposes.

8. Facilitator and DHS staff are prepared to follow-up on decisions and next step plans, as are the basis of FTM agenda.
	2. FACILITATION
FTM facilitators have completed the approved FTDM facilitator training and are competent to facilitate meetings that focus on child safety, permanency, and well-being. Relevant child and family cultural issues are accommodated before, during, and after the FTM. The facilitator:

1. Convenes FTM, defines goals and ground rules, introduces participants and roles, defines decisions to be made and possible actions to follow the decisions.

2. Uses consensus-building decision-making techniques, handles conflicts, selects appropriate idea-building processes, solicits all viewpoints and manages domination, clarifies options, refocuses to stay on task and on time, brings closure with decisions made, and moves on to next steps. This is done by:

· Sharing inspiring visions to guide decisions and plans
· Focusing on results, processes, and relationships
· Designing action paths for realizing opportunities, building capacities, and solving problems
· Seeking maximum, appropriate involvement in decisions
· Facilitating group to build agreements and meet challenges (What could go wrong with this plan?)

· Coaching others to do their best
· Confronting problems honestly and respectfully
· Managing power and control issues
· Balancing family-centered practice with protective authority to keep children safe and help to parents succeed
· Celebrating successes and accomplishments
3. Builds an understanding of the family and requirements for safe case closure from assessment information, court requirements, and family team discussions:

· The family’s story, strengths and needs, risks, barriers to family change, and family desire to improve
· Requirements for safe case closure (behavior changes)
· Necessary changes and potential, motivation, and progress as it made (prognosis)
4. Make decisions, set goals, secures commitments:

· Sets goals for change, selects change strategies, plans interventions and support with family and supporters
· Secures participant commitment for plans
	3. SERVICE PLANNING & FOLLOW-UP
1. FTM provides a basis for service planning, coordination, communication, and accountability.

2. The family team develops, monitors, and evaluates an individualized, strengths-based, needs-driven service plan that fills safety and permanency requirements while meeting the unique needs of the child and family. Via the planning process, the team assists the family in developing and using a network of informal supports that can help sustain the family. The family service plan:
· Defines agreed upon family goals that include measures of caregiver behavior that are consistent with safe case closure
· Focuses on achieving safety, permanency, and well-being
· Addresses the child’s needs for attachment, safety, security
· Plans for family preservation or reunification, as indicated
· Identifies alternative permanency plans, safety plans, crisis plans, and any transition plans that may be necessary
· Uses supports and services that are most likely to work for the family and situation
· Specifies culturally-competent and community-based services and supports
· Defines goals to be measured via behavior changes
· States consequences of not making behavior changes
· Sets time limits, clear expectations and alternatives
· Defines and ensures accountability for family and service providers’ actions
3. The family team develops, monitors, and evaluates any individualized child service plans for a child with special needs. The child service plan (an FSP component):

· Addresses child or youth’s special needs
· Defines treatment goals and strategies (including an IEP)
· Builds resiliency and improves child’s functioning in daily settings, including home and school
· Collaborates as appropriate, with health care, mental health, special education, developmental disabilities, and/or juvenile justice services
· Integrates and coordinates services across settings, providers, levels of care, and funding sources
· Provides for age appropriate transitions
· Prevents unnecessary disruption of child’s education
4. FTM effectiveness is assessed and adjustments made to improve family’s ongoing process and results.

5. Planned services are evaluated with changes made to improve results.


Resource Handouts

· Section I-Family Team Meeting Facilitator Requirements and Approval
· Criteria for Approving FTM Facilitators

· Application for Approval

· Service Area Contacts for Approving Facilitators

Criteria for Approving FTM Facilitators

	Criteria
	New Facilitators 

	Training
	The applicant must complete 18 hours of approved training



	Coaching and Mentoring
	1. The applicant must complete a family team meeting as co-facilitator with an approved facilitator who provides coaching and written feedback using the DHS FTDM Facilitation Evaluation form

2. The applicant must also complete a family team meeting as lead facilitator with an approved facilitator who has provided coaching and written feedback using the DHS FTDM Facilitation Evaluation form



	Approval
	Applicants must submit a completed application packet (including application, class certificate or description, dates attended, and evaluation form including recommendation for approval) to the designated Service Area contact person. The applicant will be notified of approval.



	Discrepancy resolution 
	Applicant work through any issues with their identified “coach and mentor” until both are confident that the appropriate skills are present to recommend approval of the applicant. In the rare circumstance that approval of the applicant is NOT RECOMMENDED, the Service Area may at its discretion offer an additional observation by identified DHS staff.




For more information refer to the Community Partnership website:

http://www.dhs.state.ia.us/cppc/opportunities/Coaching%20and%20Mentoring%20Opportunities.html 

Application for Approval

FTDM Facilitator
APPLICATION

	LAST NAME


	FIRST NAME

	MAILING ADDRESS



	PHONE


	E-MAIL

	NAME OF AGENCY [IF APPLICABLE]


	 FORMCHECKBOX 
  DHS

 FORMCHECKBOX 
  PRIVATE

	GEOGRAPHIC AVAILABILITY TO FACILITATE:

[COUNTY NAME/S]



	SIGNATURE:


	DATE:

	ATTACH:

· Training certificate or CEUs from approved training [Required 18 Hours].

· Verification of being coached by an approved facilitator and copies of written feedback provided by the coach [Required 2 Family Meetings].

· Evaluation form to meet the grand fathering clause.




APPROVAL

	FACILITATOR NUMBER


	DATE APPROVED:
	APPROVED BY: 


Contact for Approving Facilitators

1. Ames Service Area

Annette M. Dunn 
515-268-7007 

adunn1@dhs.state.ia.us
2. Cedar Rapids Service Area

Valarie Lovaglia

319-892-6800

vlovagl@dhs.state.ia.us
Holly Karr-White

641-682-8793

hkarrwh@dhs.state.ia.us
3. Council Bluffs Service Area

Sonja Cambridge

712-328-5636

scambri@dhs.state.ia.us 

4. Davenport Service Area

Felicia Toppert
563-326-8794 

ftopper@dhs.state.ia.us 
5. 
Des Moines Service Area

Nicole Button  

515-725-2618

nbutton@dhs.state.ia.us
6. Dubuque Service Area

563-557-8251

7. Sioux City Service Area

Roxanne Gould

712- 255-2913 ext 2121

rgould@dhs.state.ia.us
8. Waterloo Service Area

Allen Grooters

319-292-2339

agroote@dhs.state.ia.us
· Section II-Iowa Department of Human Services
· Iowa Department of Human Services Toolkit on DHS Website

· Community Partnerships for Protecting Children - Family Team Meeting Tools

Family Team Decision Making TOOLKIT

Tools developed by the Iowa Department of Human Service (DHS) to assist Family Team Decision Making implementation are found in the Family Team Meeting TOOLKIT located at:
http://www.dhs.state.ia.us/cppc/website_index/index.html
	Introduction and Background
	Ground Rules Purpose and Sample

	FTDM: A Focus on Decision Making and Next Step Actions
	Guidelines for Supports:
Transportation, Child Care, and Refreshments

	Organizing Family Team Meeting Activities
	Guide to Follow-up Meetings

	Family Brochure
	FTDM Evaluation Checklist

	FTDM Agreement to Participate.
	Minimum Standards for Family Team Decision Making

	FTDM Confidentiality Statement
	Protocol for Approving Curriculum and Trainers

	FTDM in the Case Flow Process
	Protocol for Approving Facilitators

	FTDM Meeting Outline
	Protocol for Observers

	Family’s Plan
	Protocol for Coaches

	Safety and Crisis Plans
	Coaching: Agreement to Participate

	FTDM Guidelines for Challenging Family Behaviors

· The Defensive Parent
· Families in Conflict

· Families with Domestic Violence

· Families with Substance Abuse

· Families with Mental Illness

Families with Sexual Abuse Issues
	Coaching/Mentoring

Mock-Up of the Nine Day

Mentoring/Coaching Process

	FTDM Practice Options and Implications
	FTDM Preparation Checklist

	Guidelines for Involving Children
	


· Section III-Family Team Decision Making Tools, Tips and Resources
· Community Partnerships for Protecting Children - Frequently Asked Questions and Answers

· Principles of the Family Team Meeting Process

· Group Leadership: Styles and Effectiveness

· Family Team Meeting - Brainstorming Steps

· Conflict Resolution: Foundation and Conditions

Community Partnerships - Questions and Answers for Practitioners

What are Community Partnerships for Protecting Children?

· Community Partnerships for Protecting Children is an approach that neighborhoods, towns, cities and states can adopt to improve how children are protected from maltreatment.
· It aims to blend the work and expertise of professionals and residents to bolster supports for vulnerable families and children.
· Community partnerships is not a “program”----rather, it is a way of working with families that helps services to be more inviting, needs-based, accessible and relevant.
· It incorporates prevention strategies as well as intervention strategies needed to address maltreatment, once identified.

Why are Community Partnerships Necessary?
This new approach to keeping children safe is needed because:

· Child safety is a “24 hours a day, 7 days a week” concern. The Child Protective Services agency can’t do it alone.

· Services that can help strengthen families need to be made available earlier, before a crisis occurs.
· Families are more likely to turn to people they know for help rather than to “the system.”

How do Partnerships work?

The community partnership approach is based on four fundamental strategies:
· Services for vulnerable families should be individualized to address each child's and each family's specific needs. This is often accomplished through the Family Team Meeting, when the family, their informal support systems (family, friends, etc), Child Protective Services and other formal supports, such as schools, counselors, and family support organizations come together to develop a mutually agreed upon action plan to keep children safe.
· Formal and informal supports and services should be available to families through a neighborhood- and community-based network. The neighborhood network typically involves domestic violence services, substance abuse treatment, mental health services, emergency economic assistance, and others. The network functions as the community’s eyes and ears for early identification and outreach to families who need help. Community residents are enlisted to serve as mentors to new parents and tutors to children and offer help to neighbors, relatives and friends. Each site has one or more hubs or family resource center where families can feel welcome, accessing services and supports.
· The public Child Protective Services agency should adapt its policies and practices to support the approach-including providing services to families earlier, before crises occur. The Child Protective Services agency differentiates its response in the initial investigation and assessment process. The agency also intensifies its work to prevent repeat occurrence of abuse/neglect and integrates its services with those of mental health, substance abuse treatment and domestic violence response-providers.
· Community members, especially parents are involved in shaping the policies and the network of services provided for families, based on the community's own resources, needs, and cultures. Each community partnership has broad representation of community members who are responsible for program direction. This group sets the partnership’s course of action, adjusts as needed and ensures that the partnership’s work is linked to other relevant activities in the area.
Who can get involved?

The community partnership is made up of a broad base of individuals and organizations in the community who are willing to devote their time, talent, leadership and resources to preventing child abuse and neglect before it occurs, responding quickly to instances of child abuse and neglect, and reducing the re-occurrence of abuse and neglect through effective family interventions. Participation is open to anyone in the community who wants to help. Typical partners include:
· Families
· Child Protective Services workers
· Faith community leaders
· Public and private human services providers
· Concerned community members
· Business leaders
· Public health services
· Law enforcement
· Teachers and other education professionals

How do we know this approach works?

The Chapin Hall Center for Children at the University of Chicago evaluated the impact of community partnerships. To date, we have received both statistical and anecdotal evidence that it is making a difference:

· The evaluators found that families who participated in the CPPC approach showed modest gains in areas of reducing parental depression and stress, improvements in child safety and renewed trust in state child protection services. All of the four original pilot sites including Cedar Rapids showed improvements on at least one indicator of child safety. Child Safety:

· 90 percent of the workers considered the family team meeting process helpful in improving child safety.

· Experienced caseworkers viewed children of families that received family-centered practice substantially safer than they had been before such interventions.
· Approximately two-thirds of the workers surveyed reported that children with prior safety concerns were somewhat safer or much safer after an initial family team meeting.

· Case Assessment and Service Planning:

· Families and caregivers functioned better and levels of clinical depression decreased when case planning incorporated the family team meetings approach correctly and consistently.
· Family Team Meetings strengthened the decision making environment in the family by developing case plans that adhered to the family’s core concerns, providing a pool of formal and informal supports, and providing consistent follow up through repeated FTM.

· The findings underscore high level of parental depression among families served. The need to develop and implement strategies to help workers recognize and respond to the mental health needs of families is an extremely high priority.

· Policy, Practice and Culture Change within the Child Welfare Agency:
· Results suggest that child welfare agency efforts to transform policies, practices and culture can improve worker morale as well as develop a better image within the community.
· In general, once workers began to understand the CPPC strategies, use the practice approach and see results, they were very supportive.
· The vast majority (93 percent) of the workers’ surveyed by Chapin Hall indicated that the method improved their job satisfaction.
· Consistent training of front line staff improved workers’ and contributed to higher job satisfaction and greater staff stability.

· The use of family-centered practice led to more respectful treatment of families, which, in turn, led to an improved image of CPS within the community.

· Networking and Shared Decision-Making:
· Chapin Hall observed that in creating local partnerships, the sites laid the groundwork for improved collaboration among local service providers.
· All of the sites formed neighborhood service and support networks that were effective in increasing familiarity between agencies.
· Placing child welfare workers in community settings helped reduce residents’ negative perceptions of child welfare and improved the ability of child welfare workers to draw on neighborhood resources.

· Family Team Meetings practice created a more collaborative decision making process among families, child welfare workers, and other community service providers around case planning.

What about families where abuse is severe? Will this help them?

Ideally, families that need help will be identified before a crisis occurs.  When there is a need to remove a child from the home, the partnership works to identify a home in the child’s support system or neighborhood, thus making a removal from the home less traumatic for the child.  

Who will be held accountable if something goes wrong?
Although the community partnership brings in more individuals to help keep children safe, Child Protective Services remains legally responsible for the children under its protection. The community partnership provides the Child Protective Services agency with support from a team of family members, professionals and concerned community members. This is especially important when a child does need to be removed from the home because family members can communicate important details to the caseworker (e.g., is the child on a medication? Does the child use a pacifier? Does the child need a special formula or diet?).
This seems like it would take a lot more time and effort than I have to give.

Child Protective Services workers have reported that the community partnership approach does take more time at the beginning, but that it also saves time in the end with increased cooperation from families, better support from other agencies and more cases closed.
I’m concerned about confidentiality issues for the families I work with. It’s against the law to share private information. I don’t think I can participate in this type of project.

Families that participate in Family Team Meetings agree to work with a variety of formal and informal supporters. Because they are choosing to participate in the process, the law is not being broken. As a general rule, all participants in a Family Team Meeting or any other community partnership activity are expected to respect the family’s privacy and maintain confidentiality with individuals outside of the process.
What can I do to create a community partnership in my community?
Start talking to others about the benefits of a community partnership. Show The Promise of Community Partnerships video to recruit other key people and organizations. Though the partnership will ultimately involve a variety of partners, the following are essential to get started:

· Neighborhood leaders

· Representatives from community organizations (such as schools, faith communities, domestic violence shelters, soup kitchens, etc.)

· Management from state and local Child Protective Services (CPS) agencies

· Supervisors and frontline workers from Child Protective Services and other key partner agencies

There are a variety of resources and lessons learned from existing community partnerships that are available online from The Center for Community Partnerships in Child Welfare. Visit www.cssp.org/center/publications/html.
PRINCIPLES OF THE CHILD AND FAMILY TEAM PROCESS

· The focus is on needs not symptoms. Unless underlying conditions that produce the behavior are addressed, symptoms will be suppressed and reappear later.

· People are capable of change, and most people are able to find solutions within themselves, especially when helped in a caring way.

· All people and families have strengths. Strengths are discovered and confirmed when people are affirmed, listened to, acknowledged, and encouraged.

· A solution a family generates with a team is more likely to fit that family because the solution will respond to the family’s unique strengths and needs.

· A family is more invested in a plan when they believe they are full partners in the decision-making process.

· When extended family members and friends become part of a team, they frequently identify solutions that no formal system would be able to generate.

· Family and friends provide love and caring in a way that no formal helping system can. That support during a family team meeting helps a family to take risks.

· When you bring together a number of caring people, you obtain energy that fuels the engine of change.
GROUP LEADERSHIP:

Styles and Effectiveness

AUTOCRATIC:  CHARACTERISTICS

Tells others what to do

Limits discussion on ideas and new ways of doing things

Group does not experience feeling of teamwork

WHEN EFFECTIVE

· Time is limited

· Individuals/group lack skill and knowledge

· Group members do not know each other


WHEN INEFFECTIVE

· Goal is developing a strong sense of team

· Individuals/group have some degree of skill/knowledge 

· Group wants an element of spontaneity in its work

DEMOCRATIC:  CHARACTERISTICS

Involves group members in planning and carrying out activities

Asks before tells

Promotes sense of teamwork

WHEN EFFECTIVE

· Time is available

· Group is motivated and/or a sense of team exists

· Individuals/group have some degree of skill or knowledge 


WHEN INEFFECTIVE

· Group is unmotivated

· Individuals/group have no skill/knowledge 

· High degree of conflict present

LAISSEZ-FAIRE:  CHARACTERISTICS

Gives little or no direction to group/individuals

Opinion is offered only when requested

Does not seem to be in charge

WHEN EFFECTIVE

· High degree of skill and motivation

· Sense of team exists

· Routine is familiar to participants


WHEN INEFFECTIVE

· Low sense of   team/interdependence

· Individual/group has low degree of skill/knowledge
· Group expects to be told what to do

BRAINSTORMING STEPS

· Agree on problem, goal or outcome.

· Discuss rules of brainstorming: all ideas are valid.

· Ideas should be generated rapidly. People should not comment on or question another’s idea. However, people can build upon an idea.

· Tell participants not to censor.
· Facilitators should make contributions that address the underlying need.

· Develop at least ten ideas to provide choices.

· Start with the person whose goal it is. Have him/her identify an idea and implementation.

· Think of ways that everyone can help people in adopting ideas.

· As the facilitator, identify ideas that might meet the underlying need. 

· Whenever possible, organize the ideas into a plan, recording who will do what and when.
Conflict Resolution Foundations and Conditions

You can have positive influence with others by teaching and collaborating to create these foundations and conditions:

1. Create conditions of flexibility

2. Broaden shared field of vision

3. Emphasize shared responsibility and participation

4. Avoid distancing yourself from responsibility

5. Build contingencies for resolution remorse

6. Defuse emotional barriers

7. Maintain mutual dignity and respect

8. Neutralize win-lose issue (lower the stakes)

9. Use time as a tool

10. Clearly identify the problem/cause

11. Communicate effectively

Condition of Flexibility

· One usually emphasizes points of disagreement.

· Flexibility is increased when areas of agreement are identified:

· “We agree on all of these points.”
· “We disagree in just this one area.”

· “Let’s see what we can do to work it out.”

· Resolution starts by identifying successful outcomes that all parties want.

Shared Field of Vision

· Acknowledge that parties may have totally different perceptions--

· Correct or incorrect

· Rational or irrational

· Legitimize perceptions by allowing everyone to state his/her interpretation.

· Viewing the conflict from the other party’s perspective may shed an entirely new light on the situation.

Shared Responsibility/Participation

· Accept that successful resolution and outcomes are everyone’s responsibility.

· A resolution should not be inflicted; it can be negotiated.

· Flexibility and commitment are enhanced with shared responsibility.

· Successful resolution is collaborative.

Avoid the Distancing Ploy

· Do not retreat to safety by making someone else the “bad guy.”

· It makes you appear weak and lacking in influence and control.

· People will disrespect you and ignore what limited authority you may have left.

· This tactic invites “insubordination” or challenge due to your obvious weakness or lack of influence.

Resolution Remorse

· Upon reflection, people often feel uncomfortable with or even regret their commitments to the resolution agreement.

· Nagging questions may emerge.

· Post-resolution remorse is common.

· Build in remorse contingencies for your resolutions agreements to allow everyone to find some protection.

Emotional Barriers

· Emotional barriers inhibit positive conflict resolution.

· When emotions run high, irrationality prevails.

· The remaining steps help neutralize negative emotions that can hinder conflict resolution.

Mutual Dignity and Respect

· Do NOT tolerate disrespectful displays.

· Zapping, editorializing and personal attacks are unacceptable.

· Acceptable - “I disagree with your decision.”

· Unacceptable - “That’s the stupidest decision I’ve ever heard.”

· Help the other person see the current issue as separate from previous occurrences.

Lower the Stakes

· Take the antagonistic “me versus you” out of conflict equation.

“I’m not trying to be right.  I want us to do what’s best.”

“We disagree.  That does not make us enemies.”

· Focus on “what” not “who.”

“This is not about you.”

“This is about what happened, not who did it.”

Time As a Tool

· Time can reduce negative emotions.

· Time can be used to:

Establish moratoriums,

Cool off and,

Effectively gather information.

· Asking for time to think before reacting to a problem validates the importance of the other person’s position.

· Deadlines are necessary; the shorter the better.

Identify the Problem/Cause

· Lack of identification causes reaction to symptoms or indicators rather than actual root causes.

· When only looking at surface observations, generally cosmetic adjustments are made to reduce friction.

· Response to symptoms can be an attempt to look decisive and project competence.  Ready! Fire! Aim!

Effective Communications

· To identify problems and root causes one needs to:

Communicate openly and honestly,

Mutually commit to objective evaluation,

Target why conflict is occurring through true discovery effort.

· Verbal cooperation is ineffective if not supported by positive tone of voice and appropriate body language.

In Closing

· Remember: credibility problems are usually only perceptual differences and, conflicts usually arise when expectations differ or go unmet.

· If we can keep egos from becoming the issue, we can work through issues much easier.

DEALING WITH CONFLICT IN FAMILY TEAM MEETINGS

Created by Hank Ostwald, 2006

ANALYZING THE CONFLICT - What kind of conflicts?

· Conflict between family members and DHS worker?

· Conflict between family members?

· Conflict between other Team members?

· Conflict between attorneys?

· Conflict between family members and facilitator?

· Conflict between other Team members and facilitator?

· Un-resolved conflict leads to impasse (feeling "stuck")

Facilitators can recognize impasse by looking for the cues:
· Parties cannot agree and seem unwilling to develop solutions or move off stated positions.

· The communication system is fractured.

· Emotional intensity is heightened and is keeping people from movement.

· An issue is cycled through numerous times without any movement.

Facilitators can deal with impasse by:

1. Checking the process: Limit the discussion of what is going on- factual and emotional process versus being open to share feelings, have their feelings been validated/confirmed

2. Checking the communication patterns:

· Are parties speaking from a cognitive level or an emotional level

· Who is talking, who isn't talking, facilitator may not be giving feedback

· May be a limited conversation until planning stage so conflict may build- underlying problem may fester until planning stage

· Are individuals or audio or visual learners 

· Verbal, non-verbal messages

3. Checking yourself (Analyze your role as the facilitator in the process):  

· Check neutrality

· Check emotions

4. Checking the parties:
· Emotional involvement getting in the way

· Fears and concerns not allowing a cognitive discussion

· Relationship with parties, trust

i. What is their idea of trust, or family

Levels of Intervention:
Underlying philosophy:  The best intervention is the least intervention!

· LEVEL 1:
Ignore/Do nothing/Stick with the process

· LEVEL 2:
Engage/Listen/Affirm

· Slow process down, spend time engaging with parties

· What heard, uses of silence, hand signals direct conversation traffic, cheer leading role for facilitator

· LEVEL 3:
Clarify/Remind/Request/Direct

· Perception check-clarify viewpoints, use of scaling questions- scale of 1-10 how difficult or problematic is this for you?

· LEVEL 4:
Set limits/Caucus/Take a break

· Refer to mediator or different neutral facilitator

· Set a time to debrief halfway thru the meeting if suspect conflict

· LEVEL 5:
End the meeting

· Reconvene at a different time after more prep

· Or refer to different facilitator or a mediator

REMINDER:
The 8% Rule - Don't become part of the 8% (8% of any given group are just not nice)

· Section IV:  Special Circumstances
· Family Team Meeting in Domestic Violence Cases
· Substance Abuse Handouts

· Mental Health Handouts
Iowa Department of Human Services

FAMILY TEAM MEETINGS IN DOMESTIC VIOLENCE CASES

Challenges to Family Team Decision Making Meetings

The primary concern for family team meetings with families where there is domestic violence is the safety of all team members, before, after, and during the family team meeting. A thorough safety and risk assessment must be completed prior to a family team meeting being arranged. A critical piece of this assessment process is working with the adult survivor to determine what she believes will help ensure her and her children’s safety and well-being. If you don’t feel you have the specific domestic violence expertise necessary for a particular situation,  it is necessary to involve an individual who has specialized knowledge and skills in the area of domestic violence as a team member, co-facilitator, or as a support person for a team member.  In domestic violence situations it is recommended that you engage one of our community partners or a domestic violence liaison for assistance.
This job aid is a summary of the Family Team Conferences in Domestic Violence Cases:  Guidelines for Practice; by Lucy Salcido Carter; The Family Violence Prevention Fund; The Child Welfare Policy and Practice Group; October 2003.  It is recommended that social workers that conduct family team meetings use this guide as a reference in its entirety.  Copies may be ordered for $7 from:

Family Violence Prevention Fund

383 Rhode Island St. Suite 304

San Francisco, CA 94103

Tel: (415) 255-8900

TTY: (800) 595 4889

FAX:  (415) 252-8991

WWW.ENDABUSE.ORG
FUND@ENDABUSE.ORG 

Assessing for Family Team Meeting Preparation 

If domestic violence is identified as a concern during the assessment the following questions should be answered to determine if a family team meeting is an appropriate course of action
.
· Is the survivor afraid of the abuser?

· Is the abuser threatening to harm the mother, the children, or himself?

· Are the severity and frequency of the violence escalating?

· Have the children been used to threaten the survivor or keep the abuser from inflicting further violence? How?

· Does the abuser or survivor have access to weapons?

· Have weapons been involved in prior assaults?

· Has the criminal justice system been involved? If so, are there pending charges or is there a probation or parole officer assigned to the case?

· If the abuser has participated in some type of education or treatment program, how has he responded to that intervention?

· What has been the extent of the survivor’s injuries? Have there been injuries requiring hospitalizations?

· Is the abuser or survivor chemically dependent?

· Is there a history of mental illness?

A yes to any of the question does not eliminate the possibility of using a family team meeting, however, it does indicate the issues that must be addressed sufficiently during the preparation phase or a family team meeting should not be held.

Clearly identify the range of possible emotional responses typical for the family will assist the facilitator contend with participants’ behaviors during the meeting.

Preparation for a Family Team Meeting

You must determine whether the abuser should participate or can participate safely. If the survivor says “no”, it is too dangerous for him to be present, then the decision needs to be “no”.

Factors to consider include:

1) His access to the victim

2) The patterns of abuse

3) His state of mind

4) The suicidal ideation of the survivor, children, or abuser

5) The presence of other stressors or risk factors

6) Past failures of the system to respond appropriately.

As the facilitator you should also be able to answer the following questions:

· Is there a restraining order?

· Do they live together?

· Is domestic violence a topic that has been addressed publicly with him, the police, a judge, the case manager, other family members? How did he react?

· What are her goals for having his there or not?

· What is the biggest fear if he does participate?

· What is the hope if he is there?

· Is he involved in any services? For how long?

· Are there any current stressors in his life that might make him more violent?

If the abuser cannot safely attend, you may be able to allow the abuser to participate without actually being present:

· Two separately family team meetings may be conducted

· A service provider who has worked with the abuser could be his representative, with his permission

· The abuser could write a letter, responding to questions being asked at the meeting

· He could videotape his response to the questions being asked, the tape should be reviewed prior to showing to insure there is no hidden manipulation

To prepare the survivor when the abuser is attending the meeting; safety is the first priority. Safety planning should be done prior to the meeting:

· Are there any specific topics to avoid?

· Are there safety concerns about anyone else who may also be attending?

· Does she want to discuss the domestic violence?

· How safe does she feel discussing the domestic violence with the abuser present?

· If the children will be present, does she want to discuss the violence?

· What does she want to do if the child or other parties bring it up?

· What has she already discussed with the children regarding the violence?

· How have the children been impacted by the violence?

· What will the impact be on the children if their father’s violence is discussed in the meeting without him present? With him present?

· How will the abuser react if his violence is brought up? By her? By others?

· What has happened in the past when his violence has been discussed?

· Are there other community or family members that he will want at the meeting? How will others feel about that?

· Does she want someone who is an expert in dealing with domestic violence survivors or batterers present at the meeting? How will he react to that?

· Does she feel that she can safely speak out about her wishes and concern if they are different from those of the abuser?

· How will the facilitator know if the mother begins to feel afraid during the meeting? Can they plan to signal each other if she begins to feel afraid?

· Of all the people she wants to invite to the meeting with whom has she discussed the domestic violence? What have their reactions been?

· What does she think the reaction of people at the conference will be to disclosure of the violence? Will they support her need to be safe and his need to be non-violent?

· What does she fear could go wrong in the meeting? What would be the consequences?

· To avoid surprises, what else does the facilitator need to know about her and her family? If, for example, an aunt is invited, what might she tell the group that would be a surprise?

Preparation with the abuser includes: listening to the abuser and understanding his perceptions are vital to assessing safety and risk. Questions can probe the extent to which he has taken responsibility for his actions, and provides the facilitator with the opportunity to discuss how the abuser can be a constructive participant in the meeting. The following questions can be helpful to you in determining how the abuser might react in the meeting and how to conduct a safe meeting with him present:

· Are there any specific topics to avoid?

· Would it be helpful if a batterer intervention program staff person attended the meeting?

· If the woman wants to discuss the domestic violence, how will he manage that discussion?

· Are there other community or family members that he wants at the meeting? How does he think the woman will react to that? Will these other people support her need to be safe and his need to be non-violent?

· Have any of the people attending the meeting seen him escalate situations when disagreements arose in the past? Will this be a fear or concern of others at the meeting? How can those issues be addressed?

· How can he let the facilitator know that he needs a break during the meeting because of topics being discussed?

· If it has been agreed that the domestic violence will not be discussed, how will he respond if another party brings it up?

· What has happened in the past when the violence has been discussed?

· What has he discussed with the children regarding his violence?

· How have the children been affected by the violence?

· What might the impact be on the children if the violence discussed in their presence in the meeting?

· How can he convey to the woman that she can safely speak out about her wishes and concerns if they are different from his?

· What does he fear could go wrong in the meeting? What might the consequences be of that?

· To avoid surprises what else does the facilitator need to know about him and his family?

Prepare other team members: determine who else should participate. If both the survivor and the abuser are to be present, speak with them about having an advocate for domestic violence survivors and a provider of batterer intervention services at the meeting. To participate effectively these advocates will need to be given information about the family team meeting process, see its value for families and discuss their role in the meeting, especially given that they are not accustomed to working with the family all together.

As the facilitator you will also want to have contact prior to the meeting with any extended family members who want to participate in the meeting. You will want to assess their motivation for participation, and the role they can play in developing an effective plan for meeting the goals of the meeting. If a member wants to bring up the domestic violence but the survivor does not believe it is safe, acknowledge their concerns but counsel them not to bring up the violence during the meeting to ensure the safety of everyone involved.

Preparing children: determine whether the children should participate [see protocol for preparing children]. As the facilitator you will need to assess whether:

1) the children are developmentally capable of participating

2) the children will benefit from the meeting

3) the meeting will cause further trauma to the children

4) the children can help achieve the desired outcomes for the meeting
As the facilitator you will need to consider how the children’s presence may inhibit honest conversation by the adults, and how the children will feel about discussing the violence in front of the abuser, if he is there. You will also want to take into consideration that the children are likely aware of the violence, depending on age may want to be heard about how the violence has impacted them and they may be concerned for everyone’s safety. One option may be for the children to only participate in part of the meeting. 

Facilitating the Meeting

The facilitator must be vigilant regarding the verbal and non-verbal interactions during the meeting. Relying on survivors, survivor advocates, and the DV experts participating in the meeting to monitor these interactions can increase the level of safety. The survivor and facilitator can agree ahead of time on a signal that conflict is escalating or there is a threat.

If conflict escalates during the meeting, implement a pre-determined plan that may include:
· empathizing with the fear or pain the key players are expressing; do not confront the abuse directly; remind them that the meeting participants are there to provide them with support and resources;

· without discounting harms past violence has caused, focus on solutions for the future;

· call a break to allow de-escalation;

· have the person getting angry or escalating the conflict leave the meeting with someone who can help them manage their emotions; or
· stop the meeting

Family team meetings are emotional events. If you perceive that tensions are escalating to the point of danger, check with the survivor using the prearranged signal. The meeting does not necessarily need to be stopped, however, you will need to use your skills, or the skills of others on the team to manage the emotions and de-escalate the conflict. It may be necessary to call a break to allow for everyone to calm down. During the break, take the opportunity to assess with the survivor and the abuser, separately, whether or not the meeting can safely continue.  Continue the meeting if:

· The survivor say she wants to continue and she feels safe doing so

· The facilitator believes that reconvening will not jeopardize anyone’s safely
· It appears that the abuser is constructively managing his anger

· The facilitator and survivor believe continuation of the meeting will be productive and
· The safety of the survivor will not be compromised

During family team meetings, Domestic Violence may surface as an issue unexpectedly. You may decide not to address it right away, you can defer the discussion to a later time, perhaps a future meeting. This will allow time to prepare the participants and address safety issues. You may also choose to pause the meeting so you can check-in with the parents and other team members separately, and then reconvene if it seems safe and productive to do so.
Planning and Follow-up

Planning and follow-up after the meeting: the case plan should include a safety plan that specifically addresses the family safety issues. If the abuser was present at the meeting and his violence was discussed someone should contact the survivor within 24 hours to assess whether or not there were any negative consequences from the meeting.Family Team Meetings

Family Team Decision-Making Meeting

Use in Domestic Violence Cases
A family team decision-making meeting is a strength-based, family-centered approach that involves engaging family members, friends, community service providers, and other interested parties in a joint effort to help families protect their children and rebuild their lives. This model can be used in DHS cases involving domestic violence. In these cases, its goal includes supporting efforts to enhance the protection and safety of domestic violence adult victims and children through a network of informal and formal supports and systems that provide services and abuser accountability.

A family team decision-making meeting in domestic violence cases incorporates the safety needs identified by domestic violence adult victims and builds on their strengths. It helps adult victims expand on their existing protective strategies and resources by linking them with informal and formal resources that they have not accessed. Focusing on a family’s strengths does not imply that problems, such as the perpetrator’s abusive and controlling behavior, are to be ignored or minimized.

Strength-based Practice
Strength-based practice promotes the use of a family’s coping and adaptive patterns, their natural support networks, and other available resources. Initially, perpetrators are not usually involved in family team decision-making meeting until safety mechanisms are secured for adult and child victims. Over time, the family team decision-making meeting may include the domestic abuser but only when system accountability and support services are in place that help them with ending their violent behaviors.

Risk Assessment: Deciding Whether to Conduct a Family Team Meeting (FTM) At The Current Time

Discuss with the domestic violence adult victim the main conclusions of the risk assessment to help determine whether an FTM would be useful to her. If the domestic violence adult victim or the facilitator believes that conducting the FTM may place someone in jeopardy, then together they should review the results of the assessment to determine how they should proceed.

In reviewing the assessment to decide whether or how to go forward with the FTM, the following questions should be answered:

· Is the domestic violence adult victim afraid of the abuser?

· Is the abuser threatening to harm the mother, the children, or himself?

· Are the severity and frequency of the violence escalating?

· Have the children been used to threaten the domestic violence adult victim or keep the abuser from inflicting further violence? How?

· Does the abuser or the domestic violence adult victim have access to weapons?

· Have weapons been involved in prior assaults?

· Has the criminal justice system been involved? If so, are there pending charges or is there a probation or parole officer assigned to the case?

· If the abuser has participated in some type of education or treatment program, how has he responded to that intervention?

· What has been the extent of the adult victim’s injuries? Have there been injuries requiring hospitalizations? Is the abuser or adult victim chemically dependent?

· Is there a history of mental illness?

Answering “yes” to one or more of these questions does not necessarily eliminate the use of a Family Team Meeting. However, pre-meeting planning must take these issues into account. The facilitator and family should ask themselves: “How could a Family Team Meeting make the situation better?” and “In what ways could a Family Team Meeting make the situation worse, or more dangerous?”
Ultimately, if the assessment deems that it is high risk to the domestic violence adult victim to have a FTM at this time, then the worker should talk with his/her supervisor and consider not having a FTM. Often the FTM is used to develop a family’s case plan. This plan must be developed --- with or without a FTM. Agency staff can use other strategies for reaching the best possible decision regarding the safety of the children and other family members.
Restraining Orders
If the risk assessment has been completed and it is agreed that having a Family Team Meeting does not put the domestic violence adult victim or children at high risk then the next step is to assess whether the abuser should participate in the family team meeting. Consider whether there is a no contact order/restraining order in place. If such a document is in place, do not pressure the woman to temporarily lift the restraining order so the FTM can take place and the abuser can be present. Instead it is recommended that if a restraining order/ no-contact order is in place then there should be two separate FTM.

Determining Whether The Abuser Should Participate

If the risk assessment determines that the risk of having a FTM is low to moderate and the domestic violence adult victim wants a FTM to happen and the abuser is still involved with the family, the facilitator must find out if the adult victim believes the abuser can be safely present at the meeting.

If the domestic violence adult victim makes it clear to the facilitator that she does not want the abuser to participate, then the meeting must take place without him. A separate meeting may be planned for him.

Victim Reasons for Having the Abuser Participate

· The domestic violence adult victim may want the abuser to participate in the meeting.
· Some women see involving the abuser in an FTM as a safe way to negotiate agreements with him regarding visitation with the children and other issues of importance to the family.
· They may also see the meeting as a way of bringing community pressure to bear on him to stop his violence.

Abuser Participation

· With the abuser participating in the meeting:
· The facilitator may want a co-facilitator who is experienced in working with batterers.
· This co-facilitator can engage the abuser in a way that holds him accountable, yet also supports him through the meeting process.
· A co-facilitator can watch for signs that the conflict is escalating and assist the other facilitator in deciding how best to proceed under those circumstances.
· If there is no facilitator accustomed to working with abusive individuals, it may not be appropriate or safe to hold a meeting that includes the abuser.

Risk Factors

This process of deciding how to go forward with the FTM should include an assessment of the risks of emotional and physical harm to the domestic violence adult victim and children by the abuser if he participates in the meeting.
· Factors to consider include:
· His access to the adult victim
· The patterns of abuse

· His state of mind

· The suicidality of the adult victim, children, or abuser

· The presence of other stressors or risk factors

· Past failures of the system to respond appropriately
· Much of this information should already be available through the agency’s domestic violence assessment
Keeping Current
The facilitator can share with the domestic violence adult victim information the agency has gathered regarding the abuser’s domestic violence history. In some instances, the initial assessment may not have been thorough or may be outdated. In this case, the facilitator will need to work closely with the domestic violence adult victim to assess the current circumstances.

Assessment Questions for FTM

Below are some questions for the domestic violence adult victim and the facilitator to explore together before the meeting to determine whether or not the abuser should attend the FTM:
· Is there a restraining order?

· Do they live together?

· Is domestic violence a topic that has been addressed publicly with him, the police, a judge, the child welfare worker, and other family members? How did he react?

· What are her goals for having him there, or not?

· What is the facilitator’s goal for having him there, or not?

· What is the biggest fear if he does participate?

· What is the hope if he is there?

· Is he involved in any services? For how long?

· Are there any current stresses in his life that might make him more violent?

Based on conversations with the domestic violence adult victim and others, facilitators can tell the adult victim their view on the potential risk of violence in the meeting, and explain why they have this view. Then the facilitator and the adult victim can talk together about whether the possible benefits of having the abuser there outweigh the risks.
In practice, FTMs conducted with the abuser present are for domestic violence cases involving low to moderate levels of risk, and are at the request of the domestic violence adult victim to accomplish her goals for the meeting.

Reasonable Fears, Reasonable Expectations

In some cases, the domestic violence adult victim may want a FTM and may want the abuser present, but the facilitator may believe it is too dangerous to proceed in this manner. In this instance, the facilitator should explain to the woman why the facilitator believes it would be unsafe to conduct the meeting with the abuser present, and explore with her alternative ways to conduct the FTM. It is also important for the facilitator to clarify meeting goals with the domestic violence adult victim to be sure that her expectations are reasonable for the meeting, given the domestic violence context.

The bottom line is that if either the facilitator or the woman believes it is too dangerous to conduct a FTM with the perpetrator present, it should not be done at this time.

Alternative Forms of Participation
The facilitator and domestic violence adult victim may also want to explore a variety of options available for the abuser to participate in a FTM without actually being present:

· Two separate FTMs may be conducted, one with the domestic violence adult victim and the children, if appropriate, and another with the abuser.

· A service provider who has worked with the abuser may attend the FTMs as his representative with his permission.

· The following forms are only appropriate if there is NO protective order in place, and if the victim agrees to these types of participation.
· The abuser may write a letter, responding to the questions being asked in the conference, to be read by his representative.

· He may videotape his response to the questions being asked in the conference, and inform the participants of his desires and wishes.

Having a FTM with the domestic violence adult victim and children, and then another one with the abuser, may increase access to services for all of the family members, while still ensuring safety and accountability. For example, through the assessment process, it may become clear that the abuser is also struggling with substance abuse and unemployment.
In a FTM with the abuser, the team of participants can develop a service plan for him that both supports the safety and well-being of the domestic violence adult victim and children, and provides him with substance abuse treatment and job training.
Consequences of Individual Meetings
If the decision is made that the abuser should not attend the meeting with the domestic violence adult victim, the facilitator and the domestic violence adult victim should review the implications of that decision. The adult victim may be concerned that by choosing to exclude the abuser from the meeting, she will be viewed by the child welfare agency as uncooperative. The facilitator should work closely with other child welfare staff to ensure that this important safety decision by the victim does not negatively impact the family’s case.
The facilitator and the adult victim should also explore how the abuser might react to being excluded from the meeting.  For example, will he try to railroad or undermine any decisions that are made in the FTM? Will the goals of the meeting be accomplished without his input? 

Confidentiality Concerns
If the abuser is the biological father of the children, he is legally entitled to a case plan from the child protective agency. This raises a variety of confidentiality issues especially in high-risk cases. If it is deemed unsafe to hold a FTM with the abuser, then the facilitator can explain to him that the mother will be developing a plan, and describe how he can also use the FTM process to develop his own plan. All confidential information such as detailed safety plans, address information should be kept confidential from the abuser.

SAFETY PLANNING WITH ADULT AND CHILD VICTIMS

Planning Strategies

Adult Plans
Safety planning should begin at assessment and continue through case closure. The plan needs to include strategies that reduce the risk of physical violence and harm by the perpetrator and enhances the protection of the domestic violence adult victim and the children. A safety plan should contain strategies that address obstacles to safety. 

DHS workers should involve the domestic violence adult victim in developing safety plans, as well as other service providers and supports to the domestic violence adult victim.  When possible, it may be wise to involve domestic violence advocates to assist in safety planning. 

Specific safety planning activities can include:

· Engaging the domestic violence adult victim in a discussion about the options available to keep him or her and the children safe, including what has been tried before.

· Exploring the benefits and disadvantages of specific options, and creating individualized solutions for each family.

· Collecting and gathering important documents and various personal items that will be necessary for relocation of the domestic violence adult victim and the children.

· Determining who to call, where to go, and what to do when a violent situation begins or is occurring.

· Developing a security plan that might involve changing or adding door and window locks, installing a security system, or having additional outside lighting.

· Informing friends, co-workers, school personnel, and neighbors of the situation and restraining orders that are in effect.

· Writing down a list of phone numbers of neighbors, friends, family, and community service providers that the adult victim can contact for safety, resources, and services. 

· This requires DHS Workers to stay current about resources, contacts, and legal options. 


A safety plan is a required part of the DHS records. The domestic violence perpetrator who is a biological parent has access to the DHS records pertaining to his children. Be cautious about the information that is in a safety plan pertaining to domestic violence especially with cases that are a high risk for lethality. In such a situation the perpetrator could view certain detailed information in the safety plan as threatening or he could sabotage the plan, if he knows the plan. If the perpetrator is threatened, this could increase the safety risk for the domestic violence adult victim and children.
For this reason the following types of information may or may not be appropriate to include in a safety plan. All decisions about inclusion should be based on discussion and agreement with the domestic violence adult victim:

-
The adult victim plans to leave and is coordinating with services and/or support system.
-
The adult victim plans to obtain a restraining order against perpetrator.

-
The domestic violence adult victim plans to call the police as a safety option.

· The adult victim plans to contact the probation or parole officer regarding violations of the perpetrator's probation or parole.

· The domestic violence adult victim has identified friends or family members to contact, if violence escalates.

Although the perpetrator may have access to the DHS records and safety plan, the perpetrator does not have access to any safety plan developed with a domestic violence counselor/advocate. According to Iowa Code Chapter §915.20A, communication between counselors and domestic violence adult victims is confidential and cannot be disclosed to anyone without permission of the adult victim. 

When developing this more detailed safety plan the domestic violence adult victim, the DHS worker, and the DV counselor should work as a team. The adult victim should be asked to sign a release so that this team can share information. It may not be safe for the adult victim to take home a safety plan generated by this team because the perpetrator may have access to the plan.

If the perpetrator is not the biological father and does not have access to the case plan or the case is deemed to be low risk, or if the plan is going to be placed in the domestic violence adult victim counselor's records then the next section gives examples of safety plan questions, checklists and sample plans that could be used.
Safety planning is when an individualized plan is developed in order to reduce the immediate and long-term risks faced by the adult victim and their children.
Safety Plan Questions for the domestic violence adult victim who is Living with the Perpetrator

· Who can you call in a crisis?

· Can you call the police if violence starts again?

· Is there a phone in your house or can you work out a signal with the kids or neighbors to call the police or get help?

· If you need to leave the house due to safety concerns where can you go?

· Would a protection order help you?

· Are there dangerous locations in the house? How can you avoid being trapped in them?

· Are there weapons in the house? If so explore ways to have them removed.

Example:  Safety Plan for the Domestic Violence Adult Victim Living With a Perpetrator

	Have my purse and car keys ready and place them in a closet near an exit door so that I can leave quickly.

	When an argument seems unavoidable I will try to move to a space that is lowest risk such as the foyer or back hall where the doors are located.

	Tell children to go to their room or to my neighbor’s home. I will tell them NOT to intervene when we are arguing or if a violent incident occurs.

	Teach my children how to use the telephone to call 911 and provide our address and phone number.

	Use a code word with my children, relatives, and friends so they can call for help


Safety Plan Questions For Domestic Violence Adult Victim Who Is Not Living With Perpetrator
· Have you changed the locks on the doors and windows?

· Have you taught your children to call the police or family and friends if your partner takes them or if there is another violent incident?

· Have you spoken with schools and child care providers about who has permission to pick up the children?

· Have you developed any special provisions to protect the children?

· Do you need or have you found a lawyer knowledgeable about family violence who can help you explore custody, visitation, and if (applicable) divorce provisions that protect the children and the domestic violence adult victim?

· Have you obtained or do you wish to obtain a protective order?

· Do you have neighbors you trust whom you could ask to tell you if your partner returns to the area?

· Discuss what the domestic violence adult victim can (and is willing) to do if the perpetrator returns. 

· Do your children know their address and phone number and your full name?

Example:  Safety Plan For The Domestic Violence Adult Victim Who Is Not Living With the Perpetrator

	Plan to change locks, plan to make the house secure- discuss safety options, i.e. bars on windows, vice grips on garage doors, install security system.

	Inform neighbors, friends, relatives my partner no longer lives here and to notify me or police if he is seen in the area.

	Tell people who take care of my children who has permission to pick them up. Supply them with copies of any court papers ordering the abuser to stay away.

	Plan ahead for unexpected encounters with perpetrator at bank, stores, and restaurants.

	If appropriate obtain a protective order from the court, keep it with me at all times, put an additional copy in a safe place or with someone, and notify police of violations.

	Make a plan to contact someone for support, such as a friend or family member. Call a hotline and/or attend a support group if I feel down or ready to return to a potentially abusive situation.


Safety Plan Questions for the Domestic Violence Victim Preparing to Leave the Perpetrator

If the battered parent has expressed a desire to leave the relationship, work with her on completing this safety assessment.
· How and when can you most safely leave?

· Where would you go? Is it safe?

· Are you comfortable calling the police, if needed?

· Who can you tell (and who should you not tell) about leaving?

· Who (friends, family, co-workers, clergy, etc.) do you trust to protect you?

· Do you have copies of essential information (e.g., birth certificates, medical records), need medication, money, and an extra set of clothing for yourself and your children stored in a safe place?

· What can you and others you trust do so that your partner can't find you?

· How will you safely travel to work or school or to pick up the children?

· What custody and visitation provisions would keep you and your children safe?

· Would a no-contact order be a viable option?

· What community, shelter, medical and legal resources would help you feel safe?
If the domestic violence adult victim expresses interest in help from any source, write down the name and address for her and encourage the adult victim to use them.

Example:  Safety Plan for the Domestic Violence Adult Victim Preparing to Leave the Perpetrator

	Keep important phone numbers near the phone and teach the children when and how to use them.

	Tell my neighbors about the violence and instruct them to contact the police if they see or hear anything suspicious.

	Make a list of safe places to go in case of emergency: family, shelter, police department, and friends.

	Remember my list of important things when leaving the house.

	Try to put money aside: for phone calls, to open a separate savings account (in a different bank if you have a joint account).

	Create a code word for the children or my friends so they can call for help.

	Keep copies of important documents or keys in a safe place outside the home.


Trust Her Judgment

Remind the domestic violence adult victim that in the middle of a violent assault, it is always best to trust her judgment about what is best – sometimes it is best to flee, sometimes to placate the assailant, anything that works to protect the domestic violence adult victim and the children.

Emergency Pack
Advise the adult victim to make an extra set of car keys and to hide some money in case of an emergency. Other things that it is advisable to have available in case flight is necessary include:

· Birth certificates

· Social security cards

· Marriage and driver’s licenses and car title

· Bank account number

· Credit and ATM cards

· Savings passbooks

· School and health records

· Welfare and immigration documents

· Medications and prescriptions

· Divorce papers or other court documents

· Phone numbers and addresses for family, friends and community agencies

· Clothing and comfort items for the adult victim and the children

· Driver’s license and registration

· Lease/rental agreement, house deed

· Insurance papers

· Address book/picture of abuser

· Items of sentimental value/jewelry


Safety Planning With Parents for Their Children

When planning for the safety of the children with the domestic violence adult victim, ask some of the following questions:

· In what way can we help you to protect your children? What can we do?

· What have you tried in the past to protect your children?

· What do you need now to protect your children?

· Do you feel that a shelter or a protection order would be helpful?

· If so, do you want to use these options now?

· If not, what other ideas do you have about ways to keep your children safe (e.g. their temporarily staying with relatives or friends)?

When planning for the safety of the children with the domestic violence perpetrator, ask the following questions:

· What do you intend to do to stop the violent behavior?

· What actions will you take to ensure that the abuse stops and your family is safe?

Explore alternatives such as:

· Respecting no-contact orders.

· Removing weapons from your home, car, and environment.

· Not using alcohol or drugs.

· Leaving the house (like using time-outs).

· Going to counseling.

Safety Planning With Children

Information gathered regarding safety planning with children should always be shared with the domestic violence adult victim to help her understand the effects of domestic violence on her children, as long as the children’s safety will not be compromised.

Explore the following issues with the domestic violence victim and the children, when appropriate:

· How the children can find a safe adult and ask for help when they experience violence at home.

· How the children can escape from the house if an assault is in progress.

· If they cannot escape, where in the house is the safest for them?

· How the children can avoid getting in the middle of an assault.

· Where the children can go in an emergency. (Ask them to explain what they will do, step by step.)

· How to call the police.

· How to call family members, friends, or community agencies for help.

Example: Safety Plan: For A Child
What do you do when Mom and Dad (boyfriend, partner) are fighting?

_____ Stay in the same room

_____ Go to older sibling

_____ Leave/hide

_____ Ask parents to stop

_____ Phone someone

_____ Run out/get someone

_____ Other

When my mom and I are not safe, I will not try to stop the fighting. I will ______________________________.

In an emergency, I can call: ____________phone #____________.

· What I will say_____________.

If I call the police for help, I will dial 911 and tell them:

· My name is Jack Smith.

· I need help. Send the police.

· Someone is hurting my mom.

· My address is 5011 Crooked Oak Lane.

· I will remember not to hang up until the police get there.
A code word for “help” or “I’m scared” is ___________.

I will practice this with my mom every night.

“Rules” for Teaming when there is DV

· Rule of thumb is to hold separate FTM’s.

· Separate meetings are mandatory when there is a protective order or a no contact order.

· Complete Risk of Danger assessment with NOP before planning the teaming process and use it as a guide for how to proceed with teaming. Options for teaming:

· Separate teams

· Conjoint teams (usual format)

· Informal teams (temporary option when things are very volatile)
Looking at Separate Teams

· Is there a history of violence against a partner?

· Have there been police reports or arrests?

· What does the Risk of Danger assessment look like?

· Is there a protective or non-contact order?

· Would the non-offending partner feel unsafe or inhibited in planning with the abusive partner?

· Would the NOP be endangered if the abusive partner knew she was meeting, alone, with professionals?

Benefits of Separate Teams

· Separate teams provides a natural way to create separate service plans, which is sometimes necessary in DV cases.

· Also, speak briefly about divergent long term views and the tension and even danger that this can create in DV cases. This is one reason why meetings must frequently be separated.

Limitations of Separate Teams

· The abusive partner may be suspicious.

· Coordination between the teams is more challenging.

· Certain family goals must be broken down into individual goals.

· Recording of FTM’s must be documented carefully for safety concerns.
When Holding Separate Teams

· Must still do assessment and safety planning prior to teaming.

· Must determine whether to make the FTM process a formal process, or to do it quietly and informally.

· Must establish a process with the NOP for identifying any negative fallout from the teaming process.

At times, it will be necessary to keep the FTM process informal, at least temporarily. In cases of domestic violence where it appears too dangerous to conduct conjoint meetings, it can be unwise to advertise a formal process of conducting formal meetings with each separate partner and their supports—especially, early in cases when a firm rapport has not yet been established with the abusive partner. Even if the abusive partner has his/her own team, simply knowing that the agency is having formal meetings with the NOP that exclude the abusive partner can be threatening to the abusive partner on many levels, and may consequently escalate controlling behaviors and thus danger to the NOP. We would be setting up an incident. This creates a catch 22 for workers, but remember—SAFETY MUST COME FIRST.
Looking at Conjoint FTMs

Before considering holding a conjoint FTM, we must:

· Make sure there is not a protective order or no contact order in place.

· Complete a thorough Risk of Danger Assessment, and have a clear understanding of the family dynamics.
· Determine if the NOP is “silenced” through this process.

· Determine if NOP will be endangered or controlled through having this meeting.

· Determine if this process will “destabilize” the abusive partner.

· Consider what will be the outcomes of the meeting. Weigh benefits versus risks. Is there a better way to meet the family/ and agency needs?

· Create a safety plan with the NOP for before, during, and after the meeting.

· Have a second worker, preferably with a DV specialty, co-facilitate the meeting.
· Check in with each partner, separately and confidentially after the FTMM, but before they go home, to make sure each is feeling “grounded” and safe. (2 workers needed)

· If either partner is feeling unsafe, or “undone” emotionally, do crisis and safety planning before sending them home.
· Confidentially follow up with the NOP that evening or the next day, and then regularly throughout the case, to see if everything is okay.

· Due to potential conflict and risk, children generally should not be included in conjoint meetings when DV is a case concern.

What might be some indicators that a family would benefit from conjoint meetings rather than separate meetings?

· Both the caseworker and the non-offending partner feel safe in having conjoint meetings.

· The abusive partner is well supported and is not in crisis or acting out.

· The AP does not appear to fall into an extra high risk category. – Shows some capacity for empathy, for accountability, for following a safety plan, for tolerating some distress.

· The NOP is supported and in a good place emotionally.

· Either the long-term goals are similar for both partners, or both partners are able to honestly acknowledge and discuss divergent long-term goals without destabilizing.
· If the goal is separation, discussion about the separation does not lead to escalation.  (If the goal is separation, conjoint meetings would likely only be held to work out custody and visitation issues).

· Both partners demonstrate an empathic capacity toward the children so that the children are not being used as an object to meet the parent’s needs.
Preparation for the Family

Team Conference 

Questions to be explored with the survivor could include:

· Does the victim want to discuss the domestic violence in the FTC?

· How safe does the victim feel discussing the domestic violence without the domestic violence perpetrator present? With the perpetrator present?

· If the children will be present, how does she want the domestic violence dealt with?

· What does she want to do if the children or other parties bring it up?

· What has she already discussed with the children regarding the violence?

· How have the children been impacted by the violence?

· What will the impact be on the children if their father’s violence is discussed in the conference without him present? With him present?

· How safe does she feel having the domestic violence perpetrator participate physically in the sessions?

· How will the domestic violence perpetrator react if his violence towards her is brought up? By her? By others?

· What happened in the past when violence has been discussed?  At this time? Afterward?

· Does she want someone else who is an expert in domestic violence, like a batterer treatment counselor who is working with the perpetrator or a domestic violence victim advocate, also present at the conference? (Encouraging clients to include domestic violence experts is recommended.)

· What if she wants one thing for the family and the perpetrator wants something different? Does she feel she could speak out about her wishes and concerns should that happen at the conference?

· Can she disagree with him publicly? What would his reaction to her disagreement be?

· How will the facilitator know if the domestic violence survivor begins to feel afraid during the conference?

· Of all the people she wants to invite to the conference, whom has she discussed the domestic violence with? What have their reactions been? Have they been supportive to her? Have they been unsupportive?

· What does she think the reaction of people at the FTM will be to disclosure of violence?

· Will they support her need to be safe and his need to be non-violent?

Bibilography

· DHS policy Iowa Department of Human Services http://www.dhs.state.ia.us/policyanalysis/PolicyManualPages/Manual_Documents/Master/16-e.pdf  (pages 200-213)

· Child Maltreatment and Domestic Violence Practice Guide for the Safety of Families and Children; A Collaborative Project of the Iowa Department of Human Services, Community Partnerships for Protecting Children and the Iowa Coalition Against Domestic Violence

· Family Team Conferences in Domestic Violence Cases:  Guidelines for Practice; by Lucy Salcido Carter; The Family Violence Prevention Fund; The Child Welfare Policy and Practice Group; October 2003. (p. 7-10 FTM, p.11-12 Assessment, p. 13-21, Deciding what type of FTM to have, and Preparation, p. 22-24 Facilitating the FTM, p.25-26 Follow up FTM). You can find this at the following URL:
· http://www.dhs.state.ia.us/dhs2005/cppc/docs/FTC_Guidelines4Practice.pdf

· Safety Planning With Battered Women: Complex Lives/Difficult Choices by Jill M Davies, Diane Monti-Catania, Eleanor Lyon - Social Science – 1998

· Advanced Practice Model Domestic Violence, Module Three, Teaming with Families with Domestic Violence Issues; Utah Division of Child and Family Services, 2006

	Substance:
Category and Name 
	Examples of Commercial
and Street Names
	DEA Schedule*/ 
How Administered** 
	Intoxication Effects/Potential Health Consequences 

	Cannabinoids
	euphoria, slowed thinking and reaction time, confusion, impaired balance and coordination/cough, frequent respiratory infections; impaired memory and learning; increased heart rate, anxiety; panic attacks; tolerance, addiction

	hashish
	boom, chronic, gangster, hash, hash oil, hemp
	I/swallowed, smoked
	

	marijuana
	blunt, dope, ganja, grass, herb, joints, Mary Jane, pot, reefer, sinsemilla, skunk, weed
	I/swallowed, smoked
	

	Depressants
	reduced anxiety; feeling of well-being; lowered inhibitions; slowed pulse and breathing; lowered blood pressure; poor concentration/fatigue; confusion; impaired coordination, memory, judgment; addiction; respiratory depression and arrest, death 

Also, for barbiturates—sedation, drowsiness/depression, unusual excitement, fever, irritability, poor judgment, slurred speech, dizziness, life-threatening withdrawal. 

for benzodiazepines—sedation, drowsiness/dizziness 

for flunitrazepam—visual and gastrointestinal disturbances, urinary retention, memory loss for the time under the drug's effects 

for GHB—drowsiness, nausea/vomiting, headache, loss of consciousness, loss of reflexes, seizures, coma, death 

for methaqualone—euphoria/depression, poor reflexes, slurred speech, coma 

	barbiturates
	Amytal, Nembutal, Seconal, Phenobarbital; barbs, reds, red birds, phennies, tooies, yellows, yellow jackets
	II, III, V/injected, swallowed
	

	benzodiazepines (other than flunitrazepam)
	Ativan, Halcion, Librium, Valium, Xanax; candy, downers, sleeping pills, tranks
	IV/swallowed, injected
	

	flunitrazepam*** 
	Rohypnol; forget-me pill, Mexican Valium, R2, Roche, roofies, roofinol, rope, rophies
	IV/swallowed, snorted
	

	GHB***
	gamma-hydroxybutyrate; G, Georgia home boy, grievous bodily harm, liquid ecstasy
	I/swallowed
	

	methaqualone
	Quaalude, Sopor, Parest; ludes, mandrex, quad, quay
	I/injected, swallowed
	

	Dissociative Anesthetics 
	increased heart rate and blood pressure, impaired motor function/memory loss; numbness; nausea/vomiting 

Also, for ketamine—at high doses, delirium, depression, respiratory depression and arrest

for PCP and analogs—possible decrease in blood pressure and heart rate, panic, aggression, violence/loss of appetite, depression

	ketamine
	Ketalar SV; cat Valiums, K, Special K, vitamin K
	III/injected, snorted, smoked
	

	PCP and analogs
	phencyclidine; angel dust, boat, hog, love boat, peace pill
	I, II/injected, swallowed, smoked
	

	Hallucinogens 
	altered states of perception and feeling; nausea; persisting perception disorder (flashbacks) 

Also, for LSD and mescaline—increased body temperature, heart rate, blood pressure; loss of appetite, sleeplessness, numbness, weakness, tremors 

for LSD —persistent mental disorders

for psilocybin—nervousness, paranoia

	LSD 
	lysergic acid diethylamide; acid, blotter, boomers, cubes, microdot, yellow sunshines
	I/swallowed, absorbed through mouth tissues
	

	mescaline
	buttons, cactus, mesc, peyote 
	I/swallowed, smoked
	

	psilocybin
	magic mushroom, purple passion, shrooms
	I/swallowed
	

	Opioids and Morphine Derivatives 
	pain relief, euphoria, drowsiness/nausea, constipation, confusion, sedation, respiratory depression and arrest, tolerance, addiction, unconsciousness, coma, death 

Also, for codeine—less analgesia, sedation, and respiratory depression than morphine

for heroin—staggering gait

	codeine
	Empirin with Codeine, Fiorinal with Codeine, Robitussin A-C, Tylenol with Codeine; Captain Cody, Cody, schoolboy; (with glutethimide) doors & fours, loads, pancakes and syrup
	II, III, IV/injected, swallowed
	

	fentanyl and fentanyl analogs
	Actiq, Duragesic, Sublimaze; Apache, China girl, China white, dance fever, friend, goodfella, jackpot, murder 8, TNT, Tango and Cash
	I, II/injected, smoked, snorted
	

	heroin
	diacetylmorphine; brown sugar, dope, H, horse, junk, skag, skunk, smack, white horse
	I/injected, smoked, snorted
	

	morphine
	Roxanol, Duramorph; M, Miss Emma, monkey, white stuff
	II, III/injected, swallowed, smoked
	

	opium
	laudanum, paregoric; big O, black stuff, block, gum, hop
	II, III, V/swallowed, smoked
	

	oxycodone HCL
	Oxycontin; Oxy, O.C., killer
	II/swallowed, snorted, injected
	

	hydrocodone bitartrate, acetaminophen

	Vicodin; vike, Watson-387
	II/swallowed
	

	Stimulants
	increased heart rate, blood pressure, metabolism; feelings of exhilaration, energy, increased mental alertness/rapid or irregular heart beat; reduced appetite, weight loss, heart failure, nervousness, insomnia
Also, for amphetamine—rapid breathing/ tremor, loss of coordination; irritability, anxiousness, restlessness, delirium, panic, paranoia, impulsive behavior, aggressiveness, tolerance, addiction, psychosis 

for cocaine—increased temperature/chest pain, respiratory failure, nausea, abdominal pain, strokes, seizures, headaches, malnutrition, panic attacks
for MDMA—mild hallucinogenic effects, increased tactile sensitivity, empathic feelings/impaired memory and learning, hyperthermia, cardiac toxicity, renal failure, liver toxicity
for methamphetamine—aggression, violence, psychotic behavior/memory loss, cardiac and neurological damage; impaired memory and learning, tolerance, addiction
for nicotine—additional effects attributable to tobacco exposure, adverse pregnancy outcomes, chronic lung disease, cardiovascular disease, stroke, cancer, tolerance, addiction

	amphetamine
	Biphetamine, Dexedrine; bennies, black beauties, crosses, hearts, LA turnaround, speed, truck drivers, uppers
	II/injected, swallowed, smoked, snorted
	

	cocaine
	Cocaine hydrochloride; blow, bump, C, candy, Charlie, coke, crack, flake, rock, snow, toot
	II/injected, smoked, snorted
	

	MDMA (methylenedioxy-
methamphetamine)
	Adam, clarity, ecstasy, Eve, lover's speed, peace, STP, X, XTC
	I/swallowed
	

	methamphetamine 
	Desoxyn; chalk, crank, crystal, fire, glass, go fast, ice, meth, speed
	II/injected, swallowed, smoked, snorted
	

	methylphenidate (safe and effective for treatment of ADHD)
	Ritalin; JIF, MPH, R-ball, Skippy, the smart drug, vitamin R
	II/injected, swallowed, snorted
	

	nicotine
	cigarettes, cigars, smokeless tobacco, snuff, spit tobacco, bidis, chew
	not scheduled/smoked, snorted, taken in snuff and spit tobacco
	

	Other Compounds

	anabolic steroids
	Anadrol, Oxandrin, Durabolin, Depo-Testosterone, Equipoise; roids, juice
	III/injected, swallowed, applied to skin
	no intoxication effects/hypertension, blood clotting and cholesterol changes, liver cysts and cancer, kidney cancer, hostility and aggression, acne; in adolescents, premature stoppage of growth; in males, prostate cancer, reduced sperm production, shrunken testicles, breast enlargement; in females, menstrual irregularities, development of beard and other masculine characteristics

	inhalants
	Solvents (paint thinners, gasoline, glues), gases (butane, propane, aerosol propellants, nitrous oxide), nitrites (isoamyl, isobutyl, cyclohexyl); laughing gas, poppers, snappers, whippets
	not scheduled/inhaled through nose or mouth
	stimulation, loss of inhibition; headache; nausea or vomiting; slurred speech, loss of motor coordination; wheezing/unconsciousness, cramps, weight loss, muscle weakness, depression, memory impairment, damage to cardiovascular and nervous systems, sudden death




*Schedule I and II drugs have a high potential for abuse. They require greater storage security and have a quota on manufacturing, among other restrictions. Schedule I drugs are available for research only and have no approved medical use; Schedule II drugs are available only by prescription (unrefillable) and require a form for ordering. Schedule III and IV drugs are available by prescription, may have five refills in 6 months, and may be ordered orally. Most Schedule V drugs are available over the counter.
**Taking drugs by injection can increase the risk of infection through needle contamination with staphylococci, HIV, hepatitis, and other organisms.
***Associated with sexual assaults.


	Principles of Drug Addiction Treatment



Nearly three decades of scientific research has yielded 13 fundamental principles that characterize effective drug abuse treatment. These principles are detailed in NIDA's Principles of Drug Addiction Treatment: A Research-Based Guide.
1. No single treatment is appropriate for all individuals. Matching treatment settings, interventions, and services to each patient's problems and needs is critical.
2. Treatment needs to be readily available. Treatment applicants can be lost if treatment is not immediately available or readily accessible.
3. Effective treatment attends to multiple needs of the individual, not just his or her drug use. Treatment must address the individual's drug use and associated medical, psychological, social, vocational, and legal problems.
4. At different times during treatment, a patient may develop a need for medical services, family therapy, vocational rehabilitation, and social and legal services.
5. Remaining in treatment for an adequate period of time is critical for treatment effectiveness. The time depends on an individual's needs. For most patients, the threshold of significant improvement is reached at about 3 months in treatment. Additional treatment can produce further progress. Programs should include strategies to prevent patients from leaving treatment prematurely.
6. Individual and/or group counseling and other behavioral therapies are critical components of effective treatment for addiction. In therapy, patients address motivation, build skills to resist drug use, replace drug-using activities with constructive and rewarding nondrug-using activities, and improve problem-solving abilities. Behavioral therapy also facilitates interpersonal relationships.
7. Medications are an important element of treatment for many patients, especially when combined with counseling and other behavioral therapies. Methadone and levo-alpha-acetylmethodol (LAAM) help persons addicted to opiates stabilize their lives and reduce their drug use. Naltrexone is effective for some opiate addicts and some patients with co-occurring alcohol dependence. Nicotine patches or gum, or an oral medication, such as buproprion, can help persons addicted to nicotine.
8. Addicted or drug-abusing individuals with coexisting mental disorders should have both disorders treated in an integrated way.
9. Medical detoxification is only the first stage of addiction treatment and by itself does little to change long-term drug use. Medical detoxification manages the acute physical symptoms of withdrawal. For some individuals it is a precursor to effective drug addiction treatment.
10. Treatment does not need to be voluntary to be effective. Sanctions or enticements in the family, employment setting, or criminal justice system can significantly increase treatment entry, retention, and success.
11. Possible drug use during treatment must be monitored continuously. Monitoring a patient's drug and alcohol use during treatment, such as through urinalysis, can help the patient withstand urges to use drugs. Such monitoring also can provide early evidence of drug use so that treatment can be adjusted.
12. Treatment programs should provide assessment for HIV/AIDS, hepatitis B and C, tuberculosis and other infectious diseases, and counseling to help patients modify or change behaviors that place them or others at risk of infection. Counseling can help patients avoid high-risk behavior and help people who are already infected manage their illness.
13. Recovery from drug addiction can be a long-term process and frequently requires multiple episodes of treatment. As with other chronic illnesses, relapses to drug use can occur during or after successful treatment episodes. Participation in self-help support programs during and following treatment often helps maintain abstinence.


· Created by, The National Institute on Drug Abuse (NIDA) is part of the National Institutes of Health (NIH) , a component of the U.S. Department of Health and Human Services. Last updated on December 7, 2004.

Working with Meth users in a FTM

Created by Mitch Kerns 2006

People can and do recover

Outcomes data confirms that people can and do recover from meth addiction. Examples include:

· Colorado’s Alcohol and Drug Abuse Division reported in FY 2003 that 80% of meth users were abstinent at discharge.

· Iowa’s Division of Behavioral Health and Professional Licensure found, in a 2003 study, that 71.2% of meth users were abstinent 6 months after treatment.

· The Texas Department of State Health Services examined outcomes data for publicly funded services from 2001-2004 and found that approximately 88% of meth clients were abstinent 60 days after discharge.

· Utah’s Division of Substance Abuse and Mental Health reported that in State Fiscal Year 2004, 60.8% of meth clients were abstinent at discharge.
Stimulant abusers common impairments

· Different parts of brain recover at different rates

· Impairment of word and picture recall
· Impaired ability to manipulate information
· Ignore information

· Inability to filter irrelevant information

· Studies show impairment worse at 12 weeks of non-use than is evident in current user

· Word recall gets worse, picture recall gets better

Family Team Meetings with Meth Addicts

Things to keep in mind:

· Don’t overload/frontload
· Reframe
· Check on how they are tracking
· Keep lists short

· Assist in prioritizing

· Safety plan for kids as part of relapse plan

· Day planners

· Encourage lots of support

· Establish “circles of support”

· Acknowledge and compliment

· See more often; shorter time periods

· Praise and compliment

· Manageable pieces

· List concerns but don’t address all 1st FTM – triage

· Work on top 3 - recovery safety of kids

· Concrete and specific plans and action steps

· Contingency management

· Talk, talk, talk about relapse and safety of kids

· Identify what can be done realistically in 30–45 days
· Schedule next meeting 4-6 weeks out

Bibilography/Resources
· Department of Human Services, Iowa

· The National Institute on Drug Abuse (NIDA)
· http://www.nida.nih.gov

Additional Resources for Substance Abuse

· http://www.ncsacw.samhsa.gov/methamphetaminelist.htm

· http://www.ncsacw.samhsa.gov (Understanding Substance Abuse and Facilitating Recovery: A Guide for Child Welfare Workers)

· http://www.methresources.gov

· Iowa DEC: www.iowadec.org

· http://www.momsoffmeth.com

What is mental ill health?

Just like physical illness, mental ill health comes in many forms and with many different complaints. Often mental health problems involve feelings of depression, anxiety and confusion all of which most people experience at some time in their life, especially after a distressing event, such as bereavement or divorce. But with mental health problems, these feelings occur to such an extent or for such a long period of time that they make it difficult for a person to cope with everyday life.
Information Provided by: Berkshire for Mental Health, Lancaster University, MIND Exeter & East Devon, MIND, mind out for mental health, University of Leicester & Work WAYS.

What causes mental health problems?

All of us have certain psychological strengths and weaknesses that are determined by our personalities, previous life experiences and probably some physical characteristics of our nervous systems. Most mental health problems seem to occur as a result of events that happen to us and our difficulty in coping with them at the time.
What causes stress?
· Feelings of isolation often people are away from home and their support networks for the first time
· Relationship difficulties or break down
· Financial worries and concerns
· Academic/work pressures and deadlines
· Excessive use of drugs and alcohol
· Problems with accommodation
· Change, particularly change that is uncertain and unpredictable
· The individual may have a reduced sense of control and poor understanding of their roles and others' expectations
Signs of mental ill health

This list is not exhaustive, but indicators of mental ill health include:
· Withdrawal and social isolation. Established relationships may break down or the person may have difficulty in making new interpersonal relationships. They may display unaccustomed irritability, mood changes or loss of commitment.
· Changes in appearance - for example weight loss, eccentric clothing or make up.
· Changed sleep pattern - the person may wake early, sleep too little or too much.
· Reduced productivity, concentration, judgment and motivation - people may work less effectively, have poor time keeping, miss deadlines or make faulty assessments or decisions.
· Over-activity or apparent changes in mood - the person may be sad, elated, over enthusiastic, over talkative, talk and think in a negative way or be very quiet and withdrawn.
· Threat of harm to self and others. Some people use self-harm as a way of coping with their distress.
· Loss of contact with reality for example confusion and speech content that does not make sense. For example, hearing and seeing things that are not experienced by others.
Other issues to consider:
· Have others expressed concern about this person?
· Has the individual been presenting in a different way for some time?
· We all have the odd off day but are the changes ongoing?
A brief guide to mental health conditions

Feelings of depression, anxiety or confusion are normal responses to the ups and downs of modern life. A person is described as experiencing mental health problems when such feelings are so extreme s/he has difficulty carrying on everyday life.
Depression It is commonplace to talk about being depressed'. But depression defined by a doctor as clinical depression' is a severe version of this. Depression covers a wide range of psychological distress, including lowered mood, making everything harder to do and seem less worthwhile. It can be life threatening when very severe leading to thoughts of suicide.
Anxiety states These are described as having chronic fear, tension and panic attacks. The condition is defined as an illness when it becomes an individual's main experience and stops them getting on with everyday activities. Obsessive Compulsive Disorder is a specific form of anxiety state, where people feel they have no control over their thoughts which keep coming back.
Eating disorders starving to the extent of severe, sometimes life threatening slimness is diagnosed as anorexia nervosa'. Compulsive eating and vomiting is known as bulimia nervosa'. Both behavior patterns are often a way of coping with psychological or emotional problems.
Psychosis Psychiatrists use the term psychosis' when someone is unable to distinguish clearly between what is real and what is imaginary, or what is external or internal to their own thought processes.
Schizophrenia The popular understanding of the term, as describing a Jekyll and Hyde split personality, is not true. Doctors use the term schizophrenia' to describe a state of mind in which people's sense of their own identity, thoughts and perceptions go beyond the range of normal experience. People who hear voices, for example, or may describe themselves as feeling paranoid (e.g. believe they are being persecuted by other people) may be diagnosed as having schizophrenia.
Bi-Polar Disorder/Manic-depressive illness Some people experience profound changes in their mood, which can switch from depression and lethargy to periods of elation and over activity. Doctors call this bi-polar' or manic depression'. Some people may move from depression to elation and back in a week while others may go through this cycle once a year or less often.
Here are some general pointers that may be helpful:
· Don't avoid talking about the situation or pretend nothing is wrong.
· Simply asking somebody if they are all right might provide the opportunity they have been looking for to talk.
· If somebody chooses not to talk or disclose, respect this but give an open invitation to come back to you should they wish to in future.
· Be sensitive and open, listen to the person's concerns. Do not make judgments or criticize their view.
· Consider your limits and be clear and specific about these. What are your limits in terms of time? Can you offer instant or ongoing support? What happens when you are not around? What do you expect from the other person? What happens if they don't turn up to an appointment or prearranged meeting? What will you do then?
· Confidentiality is an important issue. The person needs to be made aware that in some circumstances if you believe that they are a danger to themselves or others you will need to break confidentiality and share this information with someone else. Should this happen, try and get the person's consent first and explain to them why you feel you need to tell someone.
· Avoid giving advice or jumping to solutions, acknowledge the person's feelings and allow time and space for the person to voice their concerns. Avoid taking responsibility for the other person's problems. Instead try to be responsive and help them to explore the options and make an informed choice.
· Have an awareness of available help or where to seek further advice.
· Ask the individual to identify if there have been any factors that have been helpful or unhelpful in the past.
Anxiety disorders

· Published by BUPA's Health Information Team  November 2003

Everybody feels anxious from time to time - it is a normal response to stressful situations. In some cases it can improve performance.

But for some people anxiety becomes severe or prolonged and interferes with everyday life. This is called an anxiety disorder. Treatment involves counseling or psychotherapy, medicines or a combination of these.

What is anxiety?

Anxiety is a feeling of unease. Everybody experiences it when faced with a stressful situation, for example before an exam or an interview, or during a worrying time such as illness. It is normal to feel anxious when facing something difficult or dangerous and mild anxiety can be a positive and useful experience.

Excessive anxiety is often associated with other psychiatric conditions, such as depression. 
Anxiety is considered abnormal when:

· it is very prolonged or severe
· it happens in the absence of a stressful event
· it is interfering with everyday activities such as going to work or socializing
Symptoms of anxiety

The brain sending messages to parts of the body to prepare for the "fight or flight" response causes the physical symptoms of anxiety. The heart, lungs and other parts of the body work faster. The brain also releases stress hormones, including adrenaline. The following symptoms can occur as a result:

· abdominal discomfort
· diarrhea
· dry mouth
· rapid heartbeat or palpitations
· tightness or pain in chest
· shortness of breath
· dizziness
· frequent urination
· difficulty swallowing
Psychological symptoms can include:

· insomnia
· irritability or anger
· inability to concentrate
· fear of madness
· feeling unreal and not in control of your actions (depersonalization)
Types of anxiety disorders

Sometimes anxiety is associated with a physical illness, such a thyroid disorder. When the illness is treated the anxiety usually improves.

Anxiety is often a symptom of another mental health problem, such as depression, personality disorder, alcohol misuse or withdrawal from long-term use of tranquillizers such as diazepam (Valium).

Anxiety is the main symptom of several other mental illnesses. These are called anxiety disorders.

Reaction disorders

Acute stress reaction - acute means the symptoms develop quickly, minutes or hours after the stressful event. This type of reaction typically occurs after an unexpected life crisis such as bereavement. Sometimes symptoms occur before a forthcoming event, such as an important exam. This is called situational anxiety. Symptoms usually settle fairly quickly and no treatment may be needed.

Adjustment reaction - This is similar to acute stress reaction, but symptoms develop over days or weeks after a stressful situation, for example as a reaction to a divorce. Symptoms tend to improve over a few weeks or so.

Post-traumatic stress disorder (PTSD) - this may follow after experiencing or witnessing a traumatic event such as a major accident or military combat. Anxiety is only one of the symptoms, which may come and go. The person may re-live their traumatic experience in dreams or flashbacks. It is normal to react with anxiety to a frightening experience - the term PTSD is only applied if symptoms persist. It may start years after the triggering event.

Phobias

A phobia is a fear that is out of proportion to the real danger posed by the thing or event that triggers it. Phobias interfere with a person's ability to lead a normal life. The most common phobias are fear of heights, spiders, mice, blood, injections or enclosed space (claustrophobia).

Social phobia is one of the more common phobias. Meeting people causes anxiety and people are worried about what others think of them. One form of social phobia is severe anxiety about speaking or performing in public. It is common to feel nervous in these situations, but people with social phobia find these activities impossible.

Agoraphobia, another common phobia, is a fear of various places and situations, such as crowds or public places.

Obsessive-compulsive disorder (OCD)

This consists of recurring obsessions or compulsions. Obsessions are recurring thoughts or images that cause feelings of disgust. Common obsessions include germs, dirt or violence. Compulsions are thoughts or actions that people feel they must do or repeat. A compulsion is usually a response to ease the anxiety of an obsession. For Example, excessive hand washing to deal with an obsession about dirt.

Panic disorder

This is characterized by panic attacks - a sudden sense of anxiety that occurs without warning and with no apparent trigger. The physical symptoms of anxiety can be very severe. Panic attacks usually last 5-10 minutes.

Generalized anxiety disorder (GAD)

Anxiety can be a long-term disorder in which people feel worried most of the time about things that might go wrong. This is called generalized anxiety disorder.

Bibilography/Resources

· Berkshire for Mental Health, Lancaster University, MIND Exeter & East Devon, MIND, mind out for mental health, University of Leicester & Work WAYS.

· BUPA's (British United Providant Association) Health Information Team November 2003
· http://hcd2.bupa.co.uk/fact_sheets/mosby_factsheets/anxiety.html)

Additional Mental Health Resources 

· NIMH (National Institute of Mental Health): http://www.nimh.nih.gov/

· http://mentalhelp.net/

· National Mental health Association: http://www.nmha.org/
· Section V
· Family Interaction 

· Johari’s Window

· Evaluations

Family Interactions and Family Team Meetings

What are family interactions? 

Family interaction (family visits) primary purpose is to maintain the parent-child relationship and other family attachments in order to establish a secure based attachment context and to reduce the threats of harm requiring family interactions to be monitored.  Family Interactions should only be restricted if there is a risk of harm to the child.  
In early 2009, DHS adopted this approach and philosophy for families experiencing out of home placement.  Research indicates that the most successful reunification occurs when families have had consistent, meaningful opportunities to interact with each other.  

Foundation

Family Team Meetings can be the foundation we  use to fully implement Family Interaction plans.  Family Interactions have to be an integral part of family teams and some times may be the reason we get together.

Let Family Interaction planning influence who should be included as part of the team.  (relatives, foster parents, friends, etc).  This is an opportunity to use the family’s strengths, supports, and resources.

Be clear with the team why the child was removed and what needs to happen before the child can be reunited.  

Clearly identify the safety and risk factors present that necessitated the need for removal.  Relatives and supports need to know the  reason kids were removed.

Identify the safety and risk factors that necessitate the need for supervised interactions. (Why supervised, what looking for?)

Prep work may look different

Facilitators may be assisting the family in developing a team that can help support their family interactions.

There should be some emphasis and discussion about informal supports as it relates to supporting interactions so the family is prepared to identify those supports they have at the meeting.

The family should be prepared to come to talk about things that are important for the children and the family such as girls scouts, 4-H, dance classes, friends of the children, family routines, special family traditions, ect.

Facilitator and team may need to help the family look at participant roles differently

  Ie: foster parents, relatives who are upset with the parents, friends, kinship relationships

Additional care should be taken to engage the foster parents and discuss their comfort level with involvement and what they would feel comfortable doing to support family interactions.

Identifying Strengths

Prompt team to identify strengths related to family interactions.  How do we promote attachments vs. creating or adding to the family/child losses?

· Who can support interactions happening?

· Who can help with transportation?

· What goes well when the parents and children are together?

· What activities should be included in interactions (ie: hobbies, sports, etc)

· What appointments or commitments are coming up and should be included in the interactions?

· What celebrations or traditions need to be continued during family interactions?

· How can interactions support the family’s unique culture?

Identifying Concerns/Needs

Be clear about what safety concerns exist related to family interactions occurring:  (Tie back to safety constructs)

· Where can it take place?

· Who can be at the interactions?

· Who must monitor the interactions?  What monitoring for?

· What support/education/intervention does the family need to successfully reunite (what are the family underlying needs)?

· What goals need to be accomplished before interactions can move to the next phase?

Developing the Plan

The interactions may be developed during the FTM.  At times a smaller “team” may meet before or after the meeting.   At a minimum the team should be having conversations regarding interactions to share in the responsibility.  The plan should be doable.  Plans fall apart when team members make commitments they cannot really keep.  Ensure identification of any time or financial constraints for family and team members so they do not sabotage the plan later.  Use the team to deal with constraints related to logistics.

Teams should challenge barriers and move toward what we can do vs. what we cannot do.  Don’t settle for doing things” the way we have always done them”

Planning for What Could Go Wrong

Make sure the team develops a strong crisis plan and communication plan for what happens if a piece of the interaction plan should break down—who talks to who, who reports to who, how will changes be made if needed?  Follow meetings should be planned to monitor the interaction plan.
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	Day One Evaluation

	List the one thing that worked well for you today
	List the one thing that did not work well for you today

	
	

	What is one learning idea that you can immediately put into practice?

	


	Day Two Evaluation

	List the one thing that worked well for you today
	List the one thing that did not work well for you today

	
	

	What is one learning idea that you can immediately put into practice?

	


Community Partnerships for Protecting Children

	Course Number


	Course Title:
Building Trust Based Relationships
	Date(s)



	Training Site: 


	Instructor(s):


	Your Job Class



	
	Years with Agency:
	Years in Present Job


Please circle a number for each item to show your reaction to this class.

A.
Course Purpose, Content, & Method


Agree                        
Disagree

1. Course objectives were clearly stated.

5
4
3
2
1
2. Stated course objectives were met. 


5
4
3
2
1
3. Content was at an appropriate level


5
4
3
2
1
4. Training methods helped me learn.


5
4
3
2
1
B.
Trainer:

1.
Demonstrated a thorough knowledge of subject.
5
4
3
2
1
2.
Was enthusiastic about presenting class.

5
4
3
2
1
3.
Was well-prepared to present class.


5
4
3
2
1
4.
Maintained a good pace (speed) in the class.

5
4
3
2
1
5.
Used relevant examples and exercises.

5
4
3
2
1
6.
Answered questions to my satisfaction.

5
4
3
2
1
C.
Your Use of this Training 

1. Did this course meet your personal objectives for taking the course?
Yes
No

If No, why not?

2. Did you learn anything from this course that will be useful in your job?

Yes
No

If No, why not?

D.
Suggested Changes to the Course

1. What changes, if any, would you make in this course before it is offered to others?

2. Course content (more useful topics; & topics that could be eliminated)

3. Materials Used

4. Training Methods Used by Trainer

5. Facility Used

6. Trainer

Thank you for your responses.
If DHS Staff would like to discuss your evaluation of this course please contact:

Field Operations (515-281-4351).

	Day 3 Evaluation

	List the one thing that worked well for you today
	List the one thing that did not work well for you today

	
	

	What is one learning idea that you can immediately put into practice?

	


	Day 4 Evaluation

	List the one thing that worked well for you today
	List the one thing that did not work well for you today

	
	

	What is one learning idea that you can immediately put into practice?

	


Community Partnerships for Protecting Children

	Course Number


	Course Title:
Family Team Meeting Facilitation 
	Date(s)



	Training Site: 


	Instructor(s):


	Your Job Class



	
	Years with Agency:
	Years in Present Job


Please circle a number for each item to show your reaction to this class.

A.
Course Purpose, Content, & Method


Agree                        
Disagree

5. Course objectives were clearly stated.

5
4
3
2
1
6. Stated course objectives were met. 


5
4
3
2
1
7. Content was at an appropriate level


5
4
3
2
1
8. Training methods helped me learn.


5
4
3
2
1
B.
Trainer:

1.
Demonstrated a thorough knowledge of subject.
5
4
3
2
1
2.
Was enthusiastic about presenting class.

5
4
3
2
1
3.
Was well-prepared to present class.


5
4
3
2
1
4.
Maintained a good pace (speed) in the class.

5
4
3
2
1
5.
Used relevant examples and exercises.

5
4
3
2
1
6.
Answered questions to my satisfaction.

5
4
3
2
1
C.
Your Use of this Training 

3. Did this course meet your personal objectives for taking the course?

Yes
No

If No, why not?

4. Did you learn anything from this course that will be useful in your job?

Yes
No

If No, why not?

D.
Suggested Changes to the Course

7. What changes, if any, would you make in this course before it is offered to others?

8. Course content (more useful topics; & topics that could be eliminated)

9. Materials Used

10. Training Methods Used by Trainer

11. Facility Used

12. Trainer

Thank you for your responses.
If DHS Staff would like to discuss your evaluation of this course please contact:

Field Operations (515-281-4351).
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50 %


Exploring





30 %


Focusing





20 %


Guiding





Dad Remarried





Ellen





?





?





No contact








Ross


23





Danny


4





Renee was sexually abused by one of her brothers. She was also in foster care





 


Renee


24





Ariel


7





Seth





Justin


6





Child Well-Being


Physical and mental health


Behavior


Relationship with peers


School performance


Motivation/cooperation to stay with family


Relationship with parents/caregiver


Relationship with siblings








Home Environment


Housing stability


Food/nutrition


Transportation


Safety in community


Financial management


Learning environment


Habitability of housing


Personal hygiene


Income/employment





Family Safety


Physical abuse


Neglect of child


Sexual abuse


Domestic Violence


Emotional abuse











Parental Capabilities


Supervision of children


Mental Health


Disciplinary practices


Physical health


Developmental/enrichment


Use of drugs/alcohol








Family Interactions


Bonding with children


Expectations of children


Relationship between parents/caregivers


Mutual support within the family








 


Joy











Adopted at age 4





?


Due in 3 months





KASEY’S FAMILY GENOGRAM








Foster parents








A through risk assessment has to be done with an adult victim before thinking of lifting a restraining order, any temporary lifting of such an order also has to be done at the adult victim's request.








The facilitator should use the information available from the assessment to work with the domestic violence adult victim to decide whether her abuser can safely attend the meeting and whether his attendance would be in the best interest of the woman and the children.























As you discuss safety, ask:


In what way can I help you?


What do you feel you need to be safe?


What particular concerns do you have about your children’s safety?


What have you tried in the past to protect yourself and your children?


Can we help you connect to a domestic violence agency, police or court for help?


Who in your support system will help you? How can they help? Can we involve them?








Ed





Remember to keep the details of the safety plan confidential from the abuser.


The plan may be kept in the domestic violence service provider’s case notes and kept confidential from the perpetrator.





 


Sue





 


Tina





 Georgia





 




















Ricky








Austin 


10








Ryan


16





 


Kasey


14








Adapted from V. Fahlberg.  Attachment and Separation:  A Workbook, Project Craft:  Training in the Adoption of Children with Special Needs (Ann Arbor, Michigan:  University of Michigan School of Social Work, 1980).





Adapted from V. Fahlberg.  Attachment and Separation:  A Workbook, Project Craft:  Training in the Adoption of Children with Special Needs (Ann Arbor, Michigan:  University of Michigan School of Social Work, 1980).





�	 This job aid is a summary of the Family Team Conferences in Domestic Violence Cases:  Guidelines for Practice; Lucy Salcido Carter; The Family Violence Prevention Fund; The Child Welfare Policy and Practice Group; October 2003.
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