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Families and Youth as Providers
Families and youth can play an important role as providers if they are supported by

systems that recognize their role as providers.

Family organizations, state and county government, and local community provider
agencies are hiring family members who have had experience with child welfare and
other child and family service agencies to be on the front line. This has helped to
establish trust, diversify the work force, and increase family and youth engagement in the
delivery of services and supports. It is important, though, that as these new positions are
created, there are clear job descriptions, supervision models, and training.

Specific roles for families and youth as providers include: providing basic information
to families about how various systems operate, such as child welfare, the courts, special
education, etc.; orienting families to service planning processes, such as Family Group

Natural Supports

POST-EQUIPO NETWORK

Guiterrez-Mayka, M., & Wolfe, A. (2001). EQUIPO Neighborhood Family Team: Final Evaluation Report.

• Active outreach in the community
• First to connect with family or youth upon intake
• Respect for family’s and youth’s experience
• Reflective of the families and youth to be served culturally, linguistically, and socio-economically
• Support for family and youth to have active voice and choice
• Work collaboratively to connect families and youth to one another as a network of support
• Work within or in partnership with family organizations (training, system reform)
• Building of trust & bridging relationships between families and youth and formal systems
• Co-location to create a family-driven working environment and culture

ROLES THAT FAMILIES AND YOUTH ARE UNIQUELY POSITIONED TO PLAY
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Decision-making or Wraparound and helping them think through strengths and needs;
helping families locate resources; helping families navigate systems, etc. Families and
youth also may provide specific services, such as respite and mentoring.

Infrastructure to Support Families and Youth as Providers
It is not sufficient simply for systems of care to hire parents and youth; the system

itself needs to be structured in ways that embrace family and youth partnership. For
example, families will feel isolated if they are the lone family member working in the
system and are not connected to a larger family movement. Families and youth need
clear job descriptions and fair compensation. Agency policies may need to be changed to
support more flexible working arrangements (which should then be changed for all
employees, not just for family members and youth; otherwise, a two-tiered system is 
created.) Systems of care can model partnerships, such as co-supervision and joint training.

For additional information on involving families and youth in systems of care, see 
the CFSR Training and Technical Assistance Package, Focus Area IV C, Engaging Birth
Parents, Family Caregivers and Youth, on the website of the National Child Welfare
Resource Center for Organizational Improvement,
http://muskie.usm.maine.edu/helpkids/cfsrta.htm

Purchasing and Contracting
Purchasing/Contracting Structures

Once system builders determine the array of services and supports that is needed, as
well as the types of providers (and/or in-house staff), then they must decide which
purchasing or contracting options to use. There are a number of different purchasing or
contracting structures for services and supports, and pros and cons associated with all of
them. Some of them include the following:

• Pre-approved provider lists, such as qualified provider panels, which create
flexibility for the system of care and choice for families but can disadvantage
small providers who are not guaranteed a set volume of services or dollar
amount in this arrangement; also, this arrangement could overburden some
providers who get used a lot;

• Risk-based contracts, which create flexibility for providers and potentially 
for families but create a potential as well for under-service or for over-payment
for services;

• Fixed price or fixed service contracts, which create predictability and stability
for providers but families then have to “fit” what has been “fixed”.

Performance-based bonuses or penalties could be built into any of these approaches.
In addition, one could combine various options—for example, creating qualified provider
panels and having a fixed price contract in place as well with a given provider to help
support their capacity to participate on the panel.

Purchasing and Contracting

FUNCTION
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Capitation and Case Rates
Child and family services, including child welfare systems and systems of care,

increasingly are using managed care purchasing strategies. These strategies introduce the
notion of financial “risk” into purchasing structures. Medicaid managed care systems
often use capitation, while child welfare systems and systems of care often use case rates,
if they are using risk-based purchasing strategies. The differences between capitation and
case rates can be explained as follows:

• Capitation arrangements pay managed care entities or providers or lead
agencies a fixed amount per eligible user of services, that is, for every
child/family that is enrolled in services, regardless of whether the child/family
actually uses services.

• Case rates pay a fixed rate per actual user of services, based typically on the
service recipient’s meeting a certain service or diagnostic profile. In a capitated
arrangement, a potential incentive is to prevent eligible users from becoming
actual users. This can be accomplished through positive steps, such as
prevention activities, or through negative steps, such as constraining access to
services. In a case rate arrangement, there is no such incentive, although case
rates do create an incentive, like capitation, to control the type and amount of
services provided. This can be positive, for example, reducing use of out-of-
home placements, or it can be negative if it leads to under-service.

Purchasing and Contracting

EXAMPLE

A southern state replaced a contracting structure in which each system serving children, youth and
families issued its own Request for Proposal, leading to separate contracts, with a structure that puts
approved, qualified providers on a “provider list”. Agencies purchase services from providers on the
list at rates not to exceed Medicaid rates. Providers in this arrangement have no guarantees as to a
specific number of units of service or amount. On the other hand, they do not have to grapple with
multiple contracting arrangements and differential rates across systems.

CAPITATION AND CASE RATE DISTINCTIONS

CAPITATION: Pays Managed Care Organizations (MCOs) or providers a fixed rate per eligible user

Incentive:
#1: Prevent eligible users from becoming actual users (e.g., make it difficult to access services;

engage in prevention)
#2: Control the type and volume of services used

CASE RATE: Pays Managed Care Organizations (MCOs) or providers a fixed rate per actual user

Incentive:
#1: Control the type and volume of services used (e.g., reduce inappropriate use of 

out-of-home placements)
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Case rates, rather than capitation, seem to be more appropriate for systems of care
serving children, youth and families with serious and complex issues, such as families
involved in child welfare systems. Because these children and families need to use
services, it does not make sense to try to prevent them from using services (an incentive
in capitated arrangements), but it is appropriate to try to manage the types and cost of
service to prevent over-utilization of restrictive settings and expensive services, such as
out-of-home placements. A number of states, when they privatized their child welfare
systems, combined out-of-home and family preservation and support dollars in a case
rate arrangement and paid the case rate to lead non-profit agencies. The case rate gives
the lead agency flexibility to provide different types of services and supports as needed in
exchange for assuming a level of financial risk (i.e., all services have to be provided
within the amount of the case rate or the provider loses money) and for meeting
outcomes, such as reduced use of out-of-home placements and increased permanency.
Outcomes monitoring is essential to ensure that the provider is not providing a low level
of services in order to save money.

Example of System Using Capitation and Case Rate
The following illustration provides an example of the El Paso, County, CO system 

serving children and families in child welfare that is using both capitation and case rates—
capitation on the Medicaid managed care side and case rates on the child welfare side.

Purchasing and Contracting

RISK-BASED CONTRACTING ARRANGEMENT

State-Capped Out of Home Placement Allocation

County DHS acts as Managed Care Organization
(contracting, monitoring, utilization review)

Child Welfare $$

Case rate contract with Child 
Placement Agency (CPA)

BH tx$$ matched by Medicaid.

Capitation Contract with Behavioral
Health Organization with risk-adjusted
rates for child welfare-involved children

Pires, S. (1999). El Paso county, colorado risk based contracting arrangement. Washington, DC: HSC.

Child Placement Agencies (CPA)

Responsible for full range of Child Welfare
Services and ASFA (Adoption and Safe
Families Act) related outcomes

Behavioral Health Organization

Responsible for full range of MH 
treatment services and clinical outcomes
and management functions

Joint service planning required
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Progression of Risk
From a financial standpoint, all purchasing/contracting structures carry some degree

of risk for systems of care as purchasers, as well as for providers or lead agencies. The
following graphic, borrowed from work done by Tony Broskowski for the Annie E.
Casey Foundation, illustrates the progression of risks to systems of care as purchasers,
compared to providers/lead agencies, based on the type of purchasing/contracting
structure. It illustrates how risks to each operate in inverse proportion to one another.
For example, the risk to the system of care as purchaser is highest in a grant structure
because the system of care has little leverage over the provider once the grant has been
made, but a grant carries the lowest risk to the provider/lead agency. Capitation, on the
other hand, carries a low financial risk for the system of care as purchaser (because
expenditures are capped) but a high risk for the provider/lead agency, which has to
manage the dollars and achieve outcomes within the “cap” (or lose money if
expenditures exceed the cap). Not surprisingly, case rates tend to cluster in an area where
the “risk” is more balanced between purchaser and provider.

Purchasing Quality Care
Because contracting is a powerful tool for achieving (or hindering) system of care goals, 

system builders need to be strategic in determining what mechanisms to employ. Families
and culturally diverse constituencies need to be involved in decision-making about
contracting structures because they are directly affected by them. Contracting structures
have a bearing on such factors as whether families will have choice of providers, whether
there will be incentives for providers to under-serve, whether there will be performance
incentives to provide quality home and community-based care, and the like.

In addition, sponsoring or funding agencies that award contracts should have
requirements concerning practice standards and training and staff preparation to address
diverse needs and provide culturally competent services and supports. In systems of care,
system builders are moving from a mentality of “funding programs” to “purchasing
quality care” and need to think about the purchasing/contracting strategies that will best
support their goals.

Purchasing and Contracting

PROGRESSION OF FINANCIAL RISK BY CONTRACTING ARRANGEMENT

RISK TO 
SYSTEM OF CARE

HIGHEST
RISK

• Grant

• Fee-for-Service

• Case Rate

• Capitation

LOWEST
RISK

HIGHEST
RISK

LOWEST
RISK

RISK 
TO PROVIDER TYPE OF CONTRACTING ARRANGEMENT

Adapted from Broskowski, A. (1996). Progression of provider’s risks. In Managed care: Challenges for children and family
services. Baltimore, MD: Annie E. Casey Foundation.
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Move from a mentality of “funding programs” to one of “purchasing quality care”

What do you want to buy that will really make a difference 
for your identified population(s)?

How do you want to use your dollars to promote practice change?

Purchasing and Contracting

EXAMPLE OF PURCHASING STRATEGY TIED TO REFORM GOALS

Massachusetts provides one example of a state child welfare system that has changed its
purchasing strategy to support system goals. The agency utilizes performance-based contracts with
designated lead agencies on a case rate basis to create an integrated continuum of placement and
non-placement services. The goal is to improve permanency outcomes by increasing the funding for
home and community-based services, bringing children back or diverting them from residential
placements, and re-directing dollars to home and community-based services/supports. Lead
agencies, supported by regional resource centers, manage a network of providers using measurable
performance standards in a Continuous Quality Improvement (CQI) process linked to the state child
welfare system’s own CQI structures.

Massachusetts Purchasing Strategy to Support System Goals

State Child Welfare System

CQI Structure

Regional Resource Centers

Designated Lead Agencies

Network of Providers

• Increase funding for home and
community-based services

• Bring children back or divert them
from residential placement

• Redirect dollars to home and
community-based care

GOAL:
Improved

permanency
outcomesPerformance-

based Contracts

Case Rates

Integrated
continuum of
placement and
non-placement

services

Objective

Strategies

Stra
tegies

CQI Process
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Questions for System Builders to Consider
1. How is the provider network, including natural supports, structured in 

our system of care?

2. What are the strengths and shortcomings in our current structure(s)?

3. How does our provider network incorporate partnership with families and youth, and
what makes the network culturally competent?

4. What strategies can we implement to improve the provider network structure,
including natural supports?

5. What are the pros and cons of these strategies?

6. What is our contracting/purchasing structure(s)? What are the strengths and
shortcomings of our current contracting structure?

7. What strategies can we implement to strengthen the contracting structure(s)? What
are the pros and cons of these strategies?

Purchasing and Contracting

EXAMPLE OF PURCHASING STRATEGY TIED TO REFORM GOALS

Connecticut is another state that changed its purchasing strategy, using a Title IV-E waiver. The
child welfare agency provided case rates to lead service agencies to provide a continuum of home
and community based services, re-directing dollars from out-of home placements. Evaluation of the
waiver found that lengths of stay in restrictive placements were reduced, children returned to in-
home placements sooner, use of care management, crisis stabilization and family support services
increased, the well-being of children improved, and costs were lower.

Connecticut Purchasing 
Strategy Using 
Title IV-E Waiver

Child Welfare Agency

Case 
Rates

Continuum of Home and
Community-Based Services

$
FINDINGS FROM EVALUATION OF WAIVER

• Lengths of stay in restrictive placements reduced
• Children returned to in-home placements sooner
• Use of care management, crisis stabilization and family support services increased
• Well-being of children improved
• Costs were lower

Adapted from Holden, W., et al. Outcomes of a randomized trial  of continuum of care services for children in a child welfare
system. ORC MACRO.

Lead Agency

Reduced Out-of-Home
Placements = Redirected 

Dollars
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Service Coordination and
Care Management;
Utilization and Quality
Management

Service Coordination 
and Care Management
Service Coordination Versus Care Management

Children and families in or at risk for involvement in child welfare often have
multiple issues and stressors in their lives and involvement with multiple agencies. They
may need and want support to manage and coordinate their involvement with many
systems and providers. Some families may need just a basic level of support in managing
and coordinating service requirements, which may be court-ordered or other types of
needed services; other families may require far more intensive service coordination or
“care management” support. System builders need to define what they, collectively, mean
by service coordination or care management before they can implement effective service
coordination/care management structures, and this will be driven by the characteristics
and needs of the defined target population(s).

We make a distinction between service coordination and care management. Service
coordination is defined as assisting families with basic to intermediate needs to
coordinate services, where the service coordinator has other responsibilities or is
responsible for relatively large numbers of families—for example, a child welfare worker
with fairly large caseloads may be providing service coordination along with other
responsibilities. In contrast, the role of a care manager as used here is that of working
with only a few families (for example, on a 1:10 ratio), who have multiple, complex
needs, where the care manager is closely involved with the family and youth and with the
array of providers and natural helping networks to ensure that the family can access

MODULE 9

FUNCTION

DEFINITION OF TERMS

Service Coordinator
Assists families with basic to intermediate needs to coordinate services and supports, usually has
other responsibilities and/or is assisting large numbers of families.

Care Manager
Primary job is to be the accountable care manager for families with serious and complex needs;
works with small number of families (e.g., 8-10), has authority to convene child/family team as
needed and often has control over resources.
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Service Coordination and Care Management

needed services and that the services and supports continue to be helpful. The care
manager often controls flexible resources and has the authority to convene child and
family teams. The care manager also is available to the family on a 24 hour/7 day a week
basis and is not performing other functions, except that of care manager.

We intentionally do not use the term, “case management”. Many families, youth and
other stakeholders find the term, “case management” off-putting since no one likes to be
thought of as a “case”. Thus, we use the term, “care management”, but others also use
the term, “care coordination”.

Care Management Principles
There is no one “correct” care management or service coordination structure, but

there are principles that need to underpin these structures.

Importance of Structuring Care Management
If care management is not deliberately structured across systems for children and

families involved in multiple systems but left to each agency to design its own, regardless
of whether the system of care has a goal of “one plan of services/supports”, the result is
likely to be multiple plans and multiple service coordinators—with no one accountable
“care manager” as the term is being used here. The graphic below illustrates this point,
showing multiple systems involved in developing plans of services/supports with no one
accountable care manager.

EXAMPLE

Nebraska has developed Integrated Care Coordination Units in which care managers work with
only 10 families each and utilize informal supports as well as formal services, an approach that is
decreasing the time it takes to meet the permanency goals of children with multiple and serious
issues. (www.regionsix.com/iccu.htm)

Example of Care Management: Nebraska Integrated Care Coordination Units

• Support one plan of services/supports, even when multiple agencies and systems are involved
• Support the goals of continuity and coordination of services/supports over time and across systems
• Encompass families and youth as partners in managing services/supports
• Utilize a strengths-based focus that incorporates use of natural helpers and social support networks on

which families rely and cultural and linguistic competence.

CARE MANAGEMENT PRINCIPLES

Care Manager: 
10 Families

Decreasing time to meet
permanency goals

Formal Services &
Informal Supports
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Service Coordination and Care Management

A Continuum of Service Coordination/Care Management
Depending on the population focus, a system of care may incorporate both service

coordination and a care management structure. For example, it may have an intensive
care management structure for children and families with serious, complex problems and
more of a service coordination structure for children and families using fewer services or
services intermittently.

MULTIPLE CARE MANAGEMENT STRUCTURES
NO ONE ACCOUNTABLE STRUCTURE

Intended Goal: One plan of services/supports; one care manager

Results: Multiple plans of services/supports; multiple service coordinators

Children in 
out-of-home
placements

Education
• Child Study Team

• Teacher

Alternative 
School

EH Classroom
Related Services

Mental Health
• Individualized Wraparound Approach

• Care Manager

Crisis 
Services

Treatment
Foster Care

In-Home
Services

Child Welfare
• Family Group Decision Making

• CW Case Worker

Kinship 
Care

Subsidized
Adoption

Permanent
Foster Care

Tutoring
Parent

Support, etc.

Juvenile Justice
• Screening & Assessment

• Probation Officer

Community Services

MCO
• Prior Authorization
• Clinical Coordinator

Out-patient
Services

Primary 
Care

Medical 
Management

SERVICE COORDINATION/CARE MANAGEMENT CONTINUUM

Children & families
needing only brief short-
term services and supports

No formal service
coordination

Children & families
needing intermediate level
of services and supports

Service Coordination

Larger staff:family ratios

Children & families
needing intensive and
extended level of services
and supports

Intensive care management

Very small staff:family ratios
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Types of Care Managers
Systems of care utilize many different types of individuals in care management

structures, including family members, those with professional social work or other
clinical training, and paraprofessionals.

Pros and Cons of Different Structures
The following graphic can be used to illustrate the pros and cons of different care

management structures.

This illustration shows three structures: one in which care managers remain in their
home agencies, such as child welfare and mental health; one in which care managers are
detailed from the home agency to the system of care; and one in which the care
managers are hired directly by the system of care. There are pros and cons to each of
these. For example, care managers staying in their home agencies might find it difficult to
implement a new practice model if their surrounding agency culture is very different; on
the other hand, they might become catalysts for change within their home agencies. Care
managers on detail to the system of care may be more likely to implement the new
practice model, but they also might feel like they are serving two masters. Newly hired
care managers can be hand-selected by the system of care for their adherence to the
practice model, but their positions could be vulnerable if their role is not embraced by
the other agencies. There is no one perfect structure, but system builders need to think
strategically about the structures that best fit their particular communities.

Questions for System Builders to Consider
1. How is service coordination and care management structured in our system of care?

2. How does our structure support the principle of “one plan of services and supports
and one care coordinator” for families involved in multiple systems?

Service Coordination and Care Management

EXAMPLES OF CARE MANAGEMENT STRUCTURES

“Bring the Children Home” Project
Interagency Care Planning Team

MH Care Managers

Structure #1

CW Care Managers

JJ Care Managers

ED Care Managers

Structure #3

Care Managers
Hired/Contracted
by Pooled Funds

Structure #2

Care Managers
on Loan from
Agencies but

Report to Project



Utilization Management
Utilization Management

Utilization management (UM) has to do with the system of care’s paying attention to
how services are being used by children and families, both at an individual level and at a
system’s level, how much service is being used, what services are being used, the cost of
those services, the effect those services are having on those using them in areas such as 
achieving permanency and increased safety, and whether children and families are satisfied 
with what they are using and experience the system as empowering. UM’s areas of concern 
are essential to address from both a quality and a cost standpoint. At a systems level,
UM data can guide quality improvement. Monitoring and review of service provision at
the level of individual children and families, i.e. managing utilization, ensures that:
children do not remain “stuck” in placements; families do not have to continue using
services that are no longer appropriate or helpful; and costs do not escalate. Family
representatives are key partners in this review process to ensure that family and youth
views are part of the service decision making and quality review process.

Historically, utilization management may not be a concept frequently employed in
child welfare systems; however, it pertains directly to achievement of CFSR outcomes. If
systems do not know who is using services at any given time, or over the course of time,
how much the service is costing and what effects or results it creates, the system will not
know if it is achieving outcomes such as increasing permanency, reducing out-of-home
placements, or improving functional outcomes in families and children.

Principles for Utilization Management
There are different ways to structure UM. For example, a system of care may do its

own in-house UM, or it may contract with an external entity, such as a managed care
organization, a provider agency, or a family or neighborhood organization, to handle
some or all UM functions. The pros and cons to these different structures have to do
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Utilization Management

FUNCTION

EXAMPLES OF CARE MANAGEMENT STRUCTURES

Who is using services and supports?

What services/supports are being used?

How much service is being used?

What is the cost of the services/supports being used?

What effect are the services having on those using them?
(i.e., Achieving permanency? Increased safety? Are
clinical/functional outcomes improving? Are families and
youth experiencing the system as empowering?)

UM
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with technical capacity, values, readiness, interest, etc. However UM is structured, it
needs to be informed by certain key principles:

• it must be understood as an important function by all stakeholders, such as
child welfare workers, providers, families, and managers

• it must focus on both the cost and quality of services and supports

• it need to be tied to the quality improvement structure

• it needs to address/integrate CFSR and PIP objectives.

Aligning UM Interests and Responsibilities
Utilization management may be structured as a shared responsibility among care

managers, child and family teams that conduct service/support planning, providers,
families, and system managers. Service/support planners, for example, may build “trigger
dates or events” into service/support plans to ensure timely review. Care managers or
providers may be charged with reporting back on some regular basis to service/support
planning teams. Families and youth, as active partners, often know when a service has 
outlasted its usefulness or it is time for a change. Finally, monitoring and review functions
can be structured to ensure that the family and youth voice is heard on a regular basis.

Utilization management structures need to respect the circumstances and cultural
diversity within families. When service/support plans are not authorized and service 
barriers and gaps arise as a result, or when children are stuck in inappropriate placements, 
monitoring and review structures need to ensure appropriate changes in service 
authorization and service provision procedures. To be culturally competent, UM structures 
need to pay particular attention to service utilization among diverse children and families
to ensure that there is not a perpetuation of either the under-service (i.e., lack of access to
supportive services) or over-service in restrictive services, such as residential treatment or
other out-of-home placements, that has characterized traditional service delivery to
diverse populations. This may require a change in the way service data are collected and
analyzed and outreach to diverse populations regarding service utilization issues.

Utilization Management

EXAMPLE

Pennsylvania’s managed care system, for example, has an “Early Warning System” that, among
other things, flags disparities and disproportionality in use of behavioral health services by racially
and ethnically diverse members.
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Quality Management
Quality Management (Continuous Quality Improvement)

Quality management has to do with putting structures in place that are capable of
telling system builders and other key stakeholders whether what is being done is making
any difference for the better in the lives of the children and families being served, the
taxpayers who support the system, and for the community in which the system operates.
It is especially critical to partner with families and culturally diverse constituencies in the 
design and implementation of Continuous Quality Improvement (CQI) structures because 
definitions and perceptions about “quality” vary, and these stakeholders are directly 
impacted by the system’s expectations about quality service provision. Also, it is important 
to understand families’ experiences, not only as ultimate outcome issues, but as quality
of life issues; family and youth voice is critical to this understanding and, therefore, to 
any CQI activity. CQI structures and methods in systems of care include both quantitative
and qualitative data collection and entail a participatory evaluation framework.

Quality Management

EXAMPLES

The Massachusetts child welfare system CQI structure uses both qualitative data—e.g., foster
parent satisfaction survey—and quantitative data—e.g., Family-Centered Behavior Scale and Child
and Adolescent Needs and Strengths (CANS) assessment tools. These data can lead to a better
understanding of what is actually occurring in the system and to more effective implementation
strategies to improve the system.

Contra Costa County, California, a child welfare system of care grantee, is an example of a
jurisdiction that has developed structures for utilizing data to drive quality. It formed an in-house
team of “internal evaluators”, contracted with an external, university-based evaluator, and created
an evaluation subcommittee representing diverse stakeholder partners, including families. These
entities are responsible for developing activities to ensure CQI with respect to their identified target 
populations, which include youth with multiple placements, transition-aged youth, multi-jurisdictional 
youth, and youth at risk for multiple placements. The CQI partnership has developed and is tracking
quality and outcome measures specific to these populations, such as reduction in the number of
youth with three or more placements and linkage of youth to needed resources upon emancipation.

Example: Utilizing Data to Drive Quality Contra Costa County’s CQI Structure

Pires, S. (2006). Primer Hands On for Child Welfare. Adapted from Caliber, Building the Infrastructure to Support Systems of Care.

FUNCTION

• Developing activities 
to ensure CQI for:
– Youth with multiple placements
– Transition-aged youth
– Multi-jurisdiction youth
– Youth at-risk for multiple placements

• Developing and tracking quality and
outcome measures:
– I.E. reduction in number of youth

with 3 or more placements; 
linkage to needed resources 
upon emancipation

R
E
S
P
O
N
S
I
B
L
E

F
O
R

University-Based Evaluator

Evaluation Subcommittee (diverse
partners, including families)

Internal Evaluators

++



134 Building Systems of Care: A Primer for Child Welfare

M
O

D
U

LE
 9

Confidentiality and Rights Protection
Both the privacy and rights of families and youth involved in the system of care need

to be safeguarded. Confidentiality need not become a deterrent to service coordination
and collaboration, but it needs to be addressed by system builders, and structures put in
place to maintain confidentiality. This becomes even more important in light of the
stigma associated with child welfare involvement. Similarly, system builders need to
address the rights (and responsibilities) of families and youth and put structures in place
to allow for fair and timely attention to grievances. Confidentiality and rights protection
needs to be seen strategically as part of a system’s quality improvement process. It is
important that these rights be effectively communicated to all families, which necessitates
culturally competent communication vehicles.

CQI systems are strengthened by the involvement of stakeholders affected by or
involved in child welfare, such as families and providers.

Purposes of UM and Evaluation Data
Effective systems of care use UM and other types of evaluation data for many

reasons, including: planning and decision support; changing practice, supporting a
continuous quality improvement (CQI) structure, for cost monitoring, and for media and
marketing results to legislators, the community and others. Data, of course, also are
critical to inform CFSR reviews and PIPs. The CFSR Comprehensive Training and
Technical Assistance Package Focus Area V—Using Information and Data in Planning
and Measuring Progress—includes a section on “Using Reports as Tools” and identifies
various types of reports and the information each may convey. It is available on the
website of the National Child Welfare Resource Center for Organizational Improvement
(http://muskie.usm.maine.edu/helpkids/CFSRPackage/Area5-Synopsis.doc).

Quality Management

EXAMPLE

The Missouri child welfare system involves community partners in conducting Quality Assurance
Practice Development Reviews, which mirror the CFSR reviews. (www.dss.mo.gov/cd)

PURPOSES OF UM AND EVALUATION DATA

• Planning and decision support (day-to-day and retrospectively)

• Quality improvement

• Cost monitoring

• Research

• Marketing and media

• Accountability

• Changing casework practice



Examples of Outcomes Measures Related to CFSR
The Oregon system of care approach was a voluntary settlement agreement to a law

suit that kept child welfare out of court, but included close monitoring and involvement
from the plaintiff attorneys. According to Beth Englander, who was the first multi-field
administrator and then the system of care manager, a major reason for the success of the
implementation of the system of care in the pilot district was developing buy-in from the
community throughout the process. The pilot district also implemented a system of care
at the same time it was selected as a demonstration site for Oregon’s IV-E Waiver, which
created financial flexibility. The state eventually implemented systems of care statewide,
reaching about 75% of the state’s foster care caseload, connecting the system of care to
Oregon’s initial CFSR and the PIP. The PIP was heavily built around system of care
values, principles and operating characteristics for the well-being objectives and a good
portion of the permanency actions and benchmarks.
(www.oregon.gov/dhs/children/welfare/systemofcare)
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Quality Management

EXAMPLE OF USE OF DATA FOR CONTINUOUS QUALITY IMPROVEMENT

Michigan requires its local community mental health authorities to use the Child and Adolescent
Functional Assessment Scale (CAFAS), including for children in child welfare, and uses data from the
CAFAS to inform quality improvement and use of evidence-based and effective practices (e.g.,
Cognitive Behavior Therapy for depression).

Example: Statewide Quality Improvement Initiative

Michigan: Use data on child/family outcomes (CAFAS) to:

• Focus on quality statewide and by site

• Identify effective local programs and practices

• Identify types of youth served and practices associated with good outcomes (and practices
associated with bad outcomes)

• Inform use of evidence based practices (e.g., Cognitive Behavior (CBT) for depression)

• Support providers with training by data

• Inform performance-based contracting

QI Initiative designed and implemented as a partnership among 
State, University and Family Organization

Hodges. K., & J. Wotring. 2005. State of Michigan.
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Quality Management

PROPOSED OUTCOMES MEASUREMENTS OF SUCCESS FOR A SYSTEM OF CARE IN OREGON

1. The array of services available to children and families will increase and there will be evidence in case
records that the community is collaborating to provide wraparound services.

2. The number of parents actively involved in planning for reunification or preservation of their families
will increase. (i.e., the number of Family Meetings will increase; more voluntary agreements; earlier
compliance; increase in staff and partners trained to facilitate Family Meetings; parents will be able to
articulate their child’s needs and understand how to meet those needs; increase in direct family
contact; when a child is re-abused or at risk of re-abuse, parents will be able to recognize the need for
assistance and make a voluntary request for services)

3. There will be an increase of foster care beds in targeted recruitment areas of minority and medically
fragile providers.

4. Every child entering foster care will have a full physical and mental health assessment by two weeks
time in placement.

5. Case records will clearly document practice change that supports identified child needs (i.e., children
will make fewer moves in care; the Service Plan clearly reflects children’s needs and is based on sound
assessment practices.

6. Reasonable efforts will always be made to prevent placements in foster care and attachment will
always be considered as a factor in placement (i.e., law enforcement will place children in care after
hours with consultation from SCF; children will be placed with kinship providers unless safety is n
issue; children will be placed in their neighborhood or origin, or the SOC plan will address a desired
permanency outcome for transient children and their parents that establishes a stable environment;
length of stay in care will reduce; length of time to the initial visit will decrease considerably; school
age children will remain in their current school)

7. The focus of visitation practice will continue to shift toward a fully therapeutic model and there will be
an increase in the number/types of tools used to promote visitation.

8. Every case worker will have cases meeting SOC criteria designated as such.
9. There will be fewer Termination of Parental Rights (TPRs) and more relinquishments, when the

presumed alternate plan is adoption and must be implemented.
10. Foster Parent will be involved with case planning.
11. Children will be placed in compliance with the agreement.

Englander, B. System of Care, Oregon.

EXAMPLE

Central Nebraska (a 22-county region) provides another example of a system of care approach to
achieve CFSR-related outcomes. Through its Integrated Care Coordination Units, which developed
through a system of care approach involving child welfare, mental health, juvenile justice, Medicaid
and the family organization, outcomes achieved included the following:

Integrated Care Coordination Unit
• At enrollment, 35.8% of children served were living in group or residential care; at disenrollment,

5.4% were in group or residential care
• At enrollment, 2.3% of children were living in psychiatric hospitals; at disenrollment, no children

were hospitalized
• At enrollment, 7% of youth served were in juvenile detention or correctional facilities; at

disenrollment, no youth were in these facilities
• At enrollment, 41.4% of children were living in the community (at home - 4.4%; with a relative -

1.5%; in foster care - 35.5%); at disenrollment, 87.1% were living in the community (at home -
53.5%; with a relative - 7.6%; in foster care - 14.5%; independent living - 11.5%).

• Improvement in Child and Adolescent Functional Assessment Scale scores
• Generation of $900,000 in cost savings (by reducing cost per child served)

Early Integrated Care Coordination Unit
• Prevention of placement in state custody for 88.1% of children referred.
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EXAMPLE

Wraparound Milwaukee reports and collects outcome data related to children involved in child
welfare as well as the experience of families. They then use these results to track progress, inform
CQI internally, and inform legislators and others.

Example: Outcomes for Wraparound Milwaukee
• Reduction in placement disruption rate from 65% to 30%

• School attendance for child welfare-involved children improved from 71% days attended to 86% days
attended

• 60% reduction in recidivism rates for delinquent youth from one year prior to enrollment to one year
post enrollment

• Decrease in average daily RTC population from 375 to 50

• Reduction in psychiatric inpatient days from 5,000 days less than 200 days per year

• Average monthly cost of $4,200 (compared to $7,200 for RTC, $6,000 for juvenile detention, $18,000
for psychiatric hospitalization)

Wraparound Milwaukee. 2004. Milwaukee, WI.

Example: Family/Caregiver Experience Wraparound Milwaukee

91% felt they and their child 
were treated with respect (n=191)

*Nearly half had previous CPS referral

Very Much So
Somewhat
Not At All

Questions for System Builders to Consider
1. What is our utilization management structure?

2. How does it link cost and quality concerns?

3. How is utilization management linked to continuous quality improvement?

4. How do our UM and CQI structures promote alignment of interests across systems
and stakeholders?

5. How are families and youth involved in our UM and CQI structures?

72% felt there was an adequate 
crisis/safety plan in place (n=172)

64% reported Wrap Milwaukee empowered them 
to handle challenging situations in the future (n=188)

91% felt staff were sensitive to their cultural, 
ethnic and religious needs (n=189)
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Other Important System
of Care Functions and
Wrap Up—Common
System of Care Elements

Building Systems of Care: A Primer for Child Welfare has covered many of the
functions that require structure in systems of care. Several more functions that have

not been addressed fully and individually in the previous pages are discussed here in
Module 10. These include:

• Human Resource Development

• External and Internal Communication

• Information Management

• Technical Assistance and Consultation

Human Resource Development
Overview

Human resource development (HRD) focuses on a number of elements to ensure
adequate numbers of appropriately trained personnel—both in-house and within
provider and other stakeholder communities—with the skills, knowledge, and attitudes
to work effectively in systems of care. HRD functions require strategic planning and are
tied to quality improvement goals.

Culturally Competent, Family/Youth-Driven HRD Strategies
Families, youth, and culturally diverse populations need to be involved in the

development of human resource development strategies. They are themselves potential
resources in staffing arrangements and are directly affected by HRD decisions. Systems of

MODULE 10

HUMAN RESOURCE DEVELOPMENT FUNCTIONS

• Assessment of workshops requirements (i.e., what skills are needed, what types of staff/providers,
how many staff/providers) in the context of systems change

• Recruitment, retention, staff distribution
• Education and training (pre-service and in-service)
• Standards and licensure

FUNCTION
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care use a variety of strategies to involve families and diverse communities in human
resource development functions.

Staffing Systems of Care
There are many different ways of “staffing” systems of care, including redeploying

existing staff, contracting out, hiring new staff, and partnering with others for staff
capacity. There are pros and cons to all of these arrangements. For example, hiring all
new staff or contracting out provides flexibility in choosing staff, but it may
disenfranchise staff in traditional agencies whose support is also needed. System builders
also have to consider the types of staff needed, such as formally trained staff,
paraprofessionals, culturally diverse staff, natural helpers, and family members and youth
in staff roles. These decisions have issues attached to them, such as salary equity issues
and the kind of training that is needed. The strategic analysis regarding staffing must also
take into account the availability of staff and the compatibility of staffing decisions with
staffing requirements of accrediting organizations, funders such as Medicaid, and
licensing bodies. Recruitment and retention of staff in child welfare systems is typically a
major challenge, and the system of care must develop strategies to ensure a sufficient
staff capacity so that staff are not overwhelmed and families under-supported.

Human Resource Development

• Involvement in assessing workforce requirements
• Helping to develop requirements for job announcements and having input on hiring decisions
• Hiring family members and youth in paid staff roles
• Engaging leaders from culturally diverse communities to assist in recruitment
• Partnering with Historic Black and Hispanic colleges and other institutions both for recruitment and to

train existing and prospective staff in cultural competence
• Utilizing families and culturally diverse constituencies to develop questions in interview protocols that

reflect cultural awareness

STRATEGIES TO INVOLVE FAMILIES, YOUTH AND DIVERSE COMMUNITIES IN HRD FUNCTIONS

STAFFING SYSTEMS OF CARE

Re-deploy 
and Retrain 

Existing Staff

Hire New 
Staff

Contract
Out

Partner with 
Others
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A Cross-System Training Focus
Besides figuring out how to staff system of care functions, system builders need to

strategize regarding the kinds of staff, provider and other stakeholder development to
implement. They also need to think about what staff support, training, and supervisory
structures to implement. For example, staff working in dangerous neighborhoods need
back-up supports, such as “buddy systems”. Workers need to be able to turn to well
trained and supportive supervisors for guidance, brainstorming, and encouragement.

Few system builders or those providing services within systems of care come to the
task with all the requisite skills, knowledge, and attitudes. Training structures that are
ongoing, tied to system of care principles and goals, and inclusive of key stakeholders are
needed. System builders need to be strategic about how to build on and adapt existing
training structures, such as those supported by Title IV-E (child welfare) dollars, since
dollars for training are often scarce.

In traditional systems, each agency tends to develop its own training and staff
development agenda, using its own training resources. Systems of care try to develop
strategic training and human resource development activities across child-serving
systems. A more traditional approach is when systems, programs and practice operate in
isolation, creating separate training agendas and utilizing an “expert model” only.
Systems of care take a more unified approach where state systems pool training efforts,
and families, youth and the community are integral participants in all aspects of training.

Human Resource Development

EXAMPLE

For example, some jurisdictions, such as the District of Columbia, offer student loan repayment as
an incentive to social workers to join the child welfare system.
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Human Resource Development

A DEVELOPMENTAL TRAINING CURRICULUM

TRADITIONAL MODIFIED INTEGRATED UNIFIED

SYSTEM

PROGRAM

PRACTICE

State systems
independently adopt
similar philosophy,
promoting
Collaboration

State systems begin
sharing training
calendars

Promotion of cross-
training; joint funding

State systems pool
training staff, merge
training events

State systems develop
training along specialty
guideline—Promotion
of stronger specialty
focus

Staff receive training
that promotes
collaboration but
receive it within agency
boundaries

Specialty focus
predominant

Services remain within
agency boundaries

Service teaming is
promoted through
cross-agency training

Service teams with full
family inclusion are the
norm

Redefined specialty
practice roles develop
to support professional
identity while
promoting
collaboration

Participation in
professional
conferences on
individual basis within
agency boundaries

Services are provided
within agency
boundaries

Community agencies
and Universities begin
joint research and
evaluation

Pre-service training
remains separate from
the field

Community agencies
and universities begin
to integrate field
staff/families into pre-
service training

Student field
placements cross-
agency boundaries

Cross-agency training
gains support

Community agencies
and universities
collaborate with larger
community, e.g.,
families as co-
instructors; curricula
reflect practice goals

Training geared to
system goals

Community agencies
and universities
operate in isolation

Disciplines train in
isolation from one
another

Instruction in didactic,
“expert” No support
for cross-training

Meyers, J., Kaufman, M., & Goldman, S. (1991). Training strategies for serving children with serious emotional disturbances and their
families in a system of care. Promising practices in children’s mental health. 5. Washington, D.C.: American Institutes for Research.

EXAMPLES

Clark County, Nevada and St. Mary’s County, Maryland are two examples of local jurisdictions
that are implementing cross-stakeholder, cross-system training in a system of care practice model.
They are training, for example, CPS investigators and permanency staff, mental health clinicians,
juvenile probation staff, provider agencies, and families in a strengths-based, culturally competent,
individualized, child and family team approach.

North Carolina, which has a child welfare system of care grant, provides a State example through
its formation of a System of Care Child and Family Team Curriculum and Training Workgroup. This
workgroup is composed of a cross-section of state and local agencies, several university partners,
and family partners. The goal of a cross-agency/stakeholder training agenda is to develop a
consistent practice model in implementing a system of care approach. The NC State Collaborative
(made up of representatives from all of the major systems serving children, youth and families,
community-based organizations, non-profits, university partners, and family members) worked
together to obtain additional grant funding from the NC Crime Commission to conduct trainings on
system of care principles and the Child and Family team approach. Trainings were conducted by a
parent/youth/professional team. They also have pooled resources to develop a cross-agency child and
family team curriculum, funding family members to participate on the curriculum development
team. They also are pooling funds to train child and family team facilitators.
(www.dhhs.state.nc.us/dss/systemofcare/soc.htm)
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Questions for System Builders to Consider
1. Have we undertaken an HRD assessment and developed strategies to ensure that we

have an adequate number of personnel (in house and contracted) with the right skills,
knowledge and attitudes to function effectively in a system of care?

2. How do we involve families and youth in our HRD strategies?

3. How are our HRD strategies culturally and linguistically competent?

External and Internal Communication
Overview

External communication includes structures to inform those outside the system of care, 
such as legislators and the media, about system of care goals, achievements, and challenges. 
Effective communication, which is a strategic tool, can be key to sustaining and growing
the system of care; on the other hand, it can also lead to greater demands from families,
legislators and others on the system than it can handle. External communication must
take into consideration the intended audience and the desired outcome of the
communication. Social marketing and the media are discussed more fully below.

Internal communication structures are critical to ensure an ongoing information
exchange across stakeholders within the system of care so that misinformation, rumors,
and gossip do not sabotage the system.

External and Internal Communication

FUNCTION

EXAMPLE

North Carolina, through its child welfare system of care grant, created a Local Collaborative
Communication Committee, representing the cross-agency and family stakeholders involved in the
system, to plan a variety of ways to ensure communication, such as a website, regional meetings,
brochures, a meeting calendar, etc. The State Collaborative pooled resources to finance development
of the website, and one of the non-profit agencies participating on the Collaborative serves as fiscal
agent for the website.

Communication Mechanisms in the North Carolina System of Care

Local Collaborative
Communication Committee

Meeting calendar

Website

Regional meetings

Brochures



Social Marketing, Media and Public Relations
An important system function, which should be part of every system of care’s

strategic planning process, is social marketing. A social marketing campaign is run when
you are trying to change behavior of a large number of people usually over a long period
of time. When system builders for the Kansas Family Centered Systems of Care decided
they wanted to make long term changes in the culture of child welfare in Kansas, they
embarked on a marketing strategy, stating that their purpose was “to create massive and
unprecedented community support and involvement on their [children’s] behalf.”

While many consider the media something to be avoided, it can be a powerful ally if
approached strategically. Any contact with the media, whether proactive or reactive,
needs to be strategic. The media are often responding to child abuse and neglect cases
and looking for “child welfare stories.” Media outlets need quick and useful references,
including web-sites, advocacy organizations, and “media-friendly” experts for
background and contextual information. Who better to oblige them and meet their needs
than a representative from the system of care community, who is prepared to give
thoughtful, honest answers? Nedra Kline Weinreich crafted the following media-related
questions for the National Clearinghouse on Child Abuse and Neglect Information. By
carefully considering answers to these questions, system builders can build strategies for
working with media professionals to get system of care messages out to the people
systems wish to reach.

144 Building Systems of Care: A Primer for Child Welfare

M
O

D
U

LE
 1

0

External and Internal Communication

EXAMPLES

The Kansas Family Centered System of Care embarked on a social marketing campaign “to make
long term changes in the culture of Child Welfare in Kansas...seeking to infuse this philosophy along
with its 6 principles into the everyday policies and practice process that is utilized in partnering with
families and children.” For more information go to www.ctb.ku.edu.

One of the goals of Oregon’s System of Care Goals and Performance Measures was 
“Public Pride—The public knows about and takes pride in Oregon’s record of child safety and
permanency.” Goals and Performance Guidelines included actions to be taken by system of care
communities and specific performance measures. For more information, go to:
www.oregon.gov/dhs/children/welfare/systemofcare.

Illinois’ Don’t Write Me Off: Foster Kids Are Our Kids campaign conducted a seminar with top
social marketing experts. The seminar was geared for Don’t Write Me Off Ambassadors, Foster
Home Recruiters, Communications and/or Development Directors and Executive Directors. It included
detailed information about media opportunities for Illinois child welfare agencies and the placements
of billboard, transit and other advertisements of the Don’t Write Me Off Campaign throughout the
state. For more information contact Barb Oldani at bmo@cca-il.org.
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Questions for System Builders to Consider
1. What structures have we put in place for internal communication among the many

stakeholders involved in system building?

2. What are our external communication structures and strategies, for example, for
dealing with the media, for getting outcomes data to legislators?

Information Management
Overview

Systems of care are best supported by management information systems (MIS) that
provide “real time” data to support decision-making and accountability. Data are needed
to guide child and family teams and care managers, to track service utilization, to
measure and assess the quality and cost of care, and to communicate information to key
audiences, such as legislators and family members. Strategic decisions have to be made as
to how much energy to devote to changing larger MIS systems or to developing
customized ones, and there are pros and cons to these decisions.

How MIS systems are structured can make people’s jobs more difficult or easier.
Everyone has heard stories of staff that keep a “shadow” paper file because the MIS
system does not make sense to them, or they view it as unreliable.

Information Management

1. Why do you want the media attention?
2. What is your “news?”
3. What types of media coverage do you want?
4. Whom will you contact in the media?
5. How will you contact the media?
6. What do you have to offer?
7. How will you respond when the media call you?
8. Which media strategy can your available resources support?
9. What other sources of free publicity are available in your community?
10. How will you know if you’ve been effective?

DEVELOPING A MEDIA STRATEGY

• Tracking: Who is providing what to whom at what cost? Where are children in placement? What
Federal, State or court timelines need to be met? Etc.

• Measuring and Assessing: What effect is what we are doing having—on children, on youth, on
families, on providers, on workers, on other systems, on taxpayers?

• Communicating: Packaging and providing information to different audiences (e.g., to providers,
legislators, families and youth, care managers, supervisors, the general public, etc.)

FUNCTIONS NEEDING MIS SUPPORT

FUNCTION
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Most systems of care have to navigate existing MIS systems, for example, those in
child welfare, Medicaid, mental health, and often systems at both State and local levels.
A goal of systems of care is to create integrated or at least compatible MIS systems
across child-serving systems serving the same population(s). That is often an enormous
and time-consuming process. Some systems of care, particularly those focusing on
smaller subsets of children, have elected to develop or purchase a more customized MIS
system and link it to the existing MIS systems.

Questions for System Builders to Consider
1. Do we have MIS systems in place to track, measure, assess and communicate 

our activities?

2. Do our MIS systems provide key stakeholders (such as child and family teams and
care managers, with real-time data to inform decision-making?

Technical Assistance and Consultation
Overview

System builders need to be strategic in how they utilize consultants and technical
assistance providers, recognizing that there are various types of technical assistance, 
such as local, national, technical skill-building, advice, facilitation, coaching, peer
mentoring, etc. Strategies for using various types of technical assistance and training
resources need to be tied to the goals and concrete objectives of system builders. There
needs to be a coordinated technical assistance and consultation approach, not one in
which various consultants and trainers are operating independently without
understanding the broader strategy.

There is, of course, a certain blurring among the types of support described above.
System builders need to think strategically about how to use these various types of
support and how they want to draw on national, local and/or peer resources.

Information Management

EXAMPLE

Wraparound Milwaukee developed its own web-based MIS system to provide real-time data to
child and family teams, care managers, providers and administrators. The same system that captures
child and family plans of care and services and supports provided also allows providers to bill on-line
(reducing reimbursement time to 5 days), and it captures data for QI and outcomes monitoring.
Cuyahoga County, OH is purchasing Wraparound Milwaukee’s MIS system, called Synthesis, to
support its own developing system of care. Synthesis is capable of interfacing with the child
welfare’s system’s MIS and can extract needed data for Medicaid reporting purposes.

FUNCTION
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Questions for System Builders to Consider
1. How are we building technical assistance and consultation into our system?

2. How is technical assistance and consultation coordinated across the various parts of
our system to maximize its impact?

Wrap Up—Common Elements of Systems of Care
The purpose of Building Systems of Care: A Primer for Child Welfare is not to

describe everything there is to know about every function or process variable in building
systems of care. While a number of critical functions and process elements have been
addressed in the monograph, the purpose is to provide a strategic framework for the
development of systems of care and describe the common characteristics of systems of
care, with particular attention to children, youth and families in, or at risk of
involvement in, child welfare. The following list re-caps these common elements.

Technical Assistance and Consultation

• Technical Assistance: provision of specialized, practical knowledge on a particular aspect of system
building, for example, maximizing Federal revenue

• Consultation: providing advice and opinions

• Coaching or Mentoring: acting as a “trusted guide”, providing direction, prompting, instruction 
and support

• Facilitation: providing support to a system building process to make the process run more smoothly

• Persuasion: acting as a “provocateur” or “national expert” when systems are stuck or when local
system builders cannot carry the message themselves (sometimes simply because it is difficult to be “a
prophet in your own land”)

• Training: teaching and skill building

• Peer Support: support provided by someone who has had similar experience

TECHNICAL ASSISTANCE TAXONOMY
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“The world that we have made as a result of the level of thinking we 
have done thus far creates problems that we cannot solve at the same 

level at which we created them.” —A. EINSTEIN

For further information, contact:

Sheila A. Pires, sapires@aol.com

Katherine J. Lazear, lazear@fmhi.usf.edu

Lisa Conlan, lisaconlan2@aol.com

Wrap Up

• They are values-based systems that incorporate the concept of partnering with families and youth

• Population(s) of focus are identified, and who controls funds and resources for the population(s) is
determined. These entities are engaged as partners

• A locus of accountability (often with some element of shared risk) is created for children and families
that cross multiple systems and services and have intensive service needs

• The pathway to services and supports is clear to families and other system stakeholders

• The system incorporates a practice model that is strengths-based, individualized, family and youth-
guided, and culturally/linguistically competent

• The system includes mechanisms for service coordination and intensive care management

• Flexible and coordinated financing and purchasing arrangements are utilized, such as case rates,
qualified provider panels

• The system often combines funding from multiple funders (e.g., Medicaid, child welfare, mental health,
juvenile justice, education)

• The system includes a broad provider network that understands the target population. The network
includes formal services, informal supports, and evidence-based and promising practices

• The system uses real-time data to guide service planning, utilization and quality management

• The system tracks meaningful outcomes at a child/family level and at a systems level, including
outcomes related to CFSR/PIP

• The system pays attention to utilization and quality management

• The system utilizes mobile crisis response systems to prevent placement disruptions and use of
restrictive levels of care, such as hospitalization

• Efforts are made to educate, engage, and get buy-in from judges, guardians ad litem, CASA volunteers
and those performing assessments for the court

• The system engages residential treatment providers to “re-engineer” their services to provide a
continuum of home and community based services and partner with families and other stakeholders

• There is shared governance and liability across stakeholders for the identified population(s)

• Training and technical assistance are priorities and are used strategically to support system builders.

COMMON ELEMENTS OF RE-STRUCTURED SYSTEMS OF CARE
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