






































































HIGH RISK CASE CONFERENCE TEMPLATE
06/2012

HIGH RISK CASE SUMMARY
__________ Office

Date of Case Conference:

Child’s Name:

Child’s DOB:

CSW:

Current Placement:

Facility Type: Group Home _ Regional Center Home _ FFA _ Other:______________

Rate Classification Level (RCL):

Length of time at this placement:

# of Prior Placements:

Mental Health

Current Diagnosis:

Behavioral Problems:

Psychotropic Medications:

Mental Health Provider(s):

# of Psychiatric Hospitalizations:

Medical

Current Diagnosis:

Signs and Symptoms:

Medications:

Primary Physician/Pediatrician:

# of Medical Hospitalizations:
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Core Practice Model

1. Engagement:
a. What is the level of engagement and/or quality of the relationship

between the CSW and the youth and his/her family?

b. What could be done to further improve it?

2. Teaming:
a. Is there a well-formed and well-functioning child and family team?

b. Are there informal supports involved with and supporting the
child/youth?

c. What can be done to improve teaming and the level of involvement
from informal supports?

3. Assessment and Understanding:
a. What are the youth and family’s strengths and underlying needs?

b. Is there a good understanding by the child and family team of what
may be driving any negative behaviors?

c. What can be done to improve the team’s assessment and
understanding of the child and family situation?

4. Planning: What is the long-term view for this child and family?

Other Comments (in bullet points):
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Action Plan (to be completed after High Risk Case Conference):

1.
a.

b.

c.

2.
a.

b.

c.

3.
a.

b.

c.



High Risk Case Summary

06/20/12

Date of Case Conference: DCFS Office:

Child’s Name: DOB:

CSW:
PLACEMENT INFORMATION

Current Placement:
Facility Type: Rate Classification Level:
Length of time at this placement: Total # of prior placements:
# of types of placement: (Please indicated the # of each placement type below)

Foster Home Foster Family Agency Group Home D-rate home MTFC/ITFC

Psychiatric Hospitalizations Regional Center Home

Relative Home of Parent Other

MENTAL HEALTH INFORMATION
Current Diagnosis:

Behavioral Problems:

Psychotropic Medications:

Mental Health Provider:

# of Psychiatric Hospitalizations:
MEDICAL INFORMATION

Current Diagnosis:

Signs and Symptoms:

Medications:

Primary Physician/Pediatrician:

# of Medical Hospitalizations:

ACTION PLAN

CORE PRACTICE MODEL INFORMATION
1. Engagement: a) Describe the level of engagement and/or quality of the relationship between the CSW and the
youth and his/her family. b) If there are engagement concerns, what can be done to improve the relationship?

2. Teaming: a) Is there a well formed and well functioning child and family team? b) Who are the team members?
c) Are there informal supports involved with supporting the child/youth? d) What can be done to improve the
teaming and the level of involvement from informal supports?

3. Assessment and Understanding: a) What are the youth and family strengths and underlying needs? b) Is there a
good understanding by the child and family team of what may be driving any negative behaviors? c) What can be
done to improve the team’s assessment and understanding of the child and family situation?

4. Planning: What is the long-term view for this child and family?



DMH Recommendations Within Existing Resources

Involve existing mental health intensive treatment program clinicians

Status: The initial focus of this effort will be to work with DMH co-located
staff, Wraparound and Full Service Partnership providers, along with DCFS
ERCP and Regional office staff to identify Wraparound and Full Service
Partnership clients who are at risk of ERCP overstays and to implement a
shared plan to address client needs in a way that minimizes the potential for
youth to enter ERCP. This will require the development of shared protocol
and training. DMH and DCFS anticipate full implementation within 9 to 12
months.

Addition: DMH will need to re-train Wraparound and Full Service Partnership
provider agencies about the need to begin service planning upon entry into
these intensive programs to implement service plans with children and
families/caregivers prior to replacement becoming a potential issue. Because
this service planning will require convening child and family teams, DMH will
need to develop a shared protocol with DCFS. In the meantime DMH will
emphasize these issues in the coaching and mentoring pilots for the Core
Practice Model, in the monthly meetings with the DMH District Chiefs who
supervised the DMH co-located staff, and in the quarterly DMH Katie A.
provider meetings.

Train ERCP staff in
a. Shared Core Practice Model
b. Non-violent crisis intervention and suicide prevention/intervention,

supported by ongoing coaching to enhance and maintain skill
development

Revised Status: Using existing curricula, DMH will work with DCFS to
schedule trainings for DCFS ERCP staff in non-violent crisis intervention and
suicide prevention/intervention to occur between June 13, 2012 through
September 30, 2012.

DMH will coordinate with DCFS and the Los Angeles Training Consortium
which provides the coaching and mentoring for the Shared Core Practice
Model, to develop coaching strategies to extend the learning from the suicide
prevention/intervention trainings for ERCP staff. This is anticipated to take 6
to 9 months to implement.
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DMH recommendation (outside existing resources)

1. Establish a dedicated effort to preserve placements:
Revised: DMH and DCFS will begin by coordinating trainings for group home
providers (Rate Classification Level 12 and above) regarding managing
children with mental health issues. There is an existing model for this which
has recently been used in Service Area 3 that has significantly reduced
inappropriate calls to the DMH Psychiatric Mobile Response Team. DMH will
begin by training those group homes believed by DMH and DCFS to have
issues with management of children with mental health issues. DMH will then
proceed to roll out trainings to other group home providers, focusing next on
the higher level group homes that have contracts with both DMH and DCFS
since they would be anticipated to have the most residents who might benefit
from group home staff receiving the training. Because of the large number of
group homes this effort can be expected to take 6 to 9 months.

In the meantime DMH and DCFS will continue to explore funding sources for
staff to be available late afternoons and evenings to help with mediation,
conflict resolution, de-escalation and resolving acute crises for youth with
emotional disturbance. These teams of staff would function similarly to the
previous Children’s Crisis Teams that used to help stabilize placements.
Ideally these teams could also help coach and mentor foster families and
group home staff in how to apply these skills to new situations that might arise
in their settings. This is anticipated to take 12 months to implement because
of the need to identify funding, appropriate staffing and procurement methods.

2. Build a seamless transition to a new placement with mental health
involvement by placing a specialized mental health provider at ERCP:

Revised: DMH and DCFS are continuing to explore funding sources for
staffing this project, potential models, and what the procurement method(s)
should be. This is anticipated to take 12 months to address.
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