COLLABORATIVE GOAL PLANNING

The Family Partner supports and works with caregivers through-
out the service planning process. The Family Partner coaches care-
givers to advocate for their own and their child’s involvement in service
planning, and educates other service providers regarding best practices to
ensure that families and youth, as developmentally appropriate, are always
actively involved in all treatment planning processes. They collaborate
with caregivers and service providers to identify, prioritize, and develop
service goals and implement a service plan that reflects these goals. They
encourage and help the caregiver to participate in developing service/
treatment plans, and play an important role in ensuring that the voices
of the caregiver and the youth are reflected in all goals incorporated into
service plans. This may include addressing situations where a treatment
plan has been written without the caregiver’s involvement. The Family
Partner also helps caregivers anticipate potential crises and take action
to prevent them.

When the Family Partner first meets with a caregiver, they start a process
of understanding the family’s and the youth'’s strengths, needs, and culture
and what has and hasn’t worked in the past. In certain settings or if they
feel it is necessary, a Family Partner will (with authorization) review infor-
mation from service providers, the youth’s school, and other relevant
sources. This information will deepen the Family Partner’s understand-
ing of the child and family and allow them to support the caregiver in
building on their strengths and achieving their goals. Prior to any service

and treatment planning meetings, the Family Partner
meets with the family to review all this information and
identify any service goals they may have.

Specific goals for the Family Partner service are developed through a
collaborative process that includes the caregiver, Family Partner, clinical
team (if present) and other relevant providers (if present). The caregiver,
with support of the Family Partner, ensures that these goals are shared with
all providers. Throughout the process, the Family Partner and caregiver
collaborate with other providers and team members to ensure that the
goals the Family Partner is working on with the caregiver will work with
the family’s other service and treatment plans.

The Family Partner participates in all service and treatment planning meet-
ings as requested by the caregiver and supports the caregiver during these
meetings to ensure that their voice is heard, respected, and considered.
The Family Partner also supports the caregiver to ensure that all identified
service goals align with the family’s identified needs.

Throughout the goal planning process, it is important that all family
achievements, large and small, are acknowledged and celebrated —
whether they are part of the service plan or not.



@ Family Partner Practice Profile: Core Elements — Collaborative Goal Planning

Help the caregiver identify what they want to change

* Explore with the caregiver what their vision is for their child’s and their

* Help the caregiver talk about the potential crises they are worried about,

family’s life.
* Explore barriers to achieving their vision.

¢ |dentify the strengths of the caregiver, child, and family that can help
them achieve their vision.

» Use tools such as the Strengths, Needs, and Cultural Discovery
assessment.

» Identify situations where the caregiver felt they were successful in
advocating for or participating in services, and explore why.

» Identify what has and hasn’t worked.
Discuss with the caregiver any challenges they are experiencing in

getting and participating in the services their child needs. These may
include personal and family challenges.

Identify the needs the caregiver would like to address in receiving
services.

» Explore how family culture, attitudes, priorities, and preferences
inform these identified needs.

and strategies for coping with them.

» Help the caregiver identify their own and their child’s triggers or
steps that lead up to a crisis, and develop strategies to stop the
process before it gets to the crisis level.

» Help the caregiver identify how the unwanted behaviors have
been used to cope, and explore how to put in place more effective
coping behaviors.

Work with the caregiver to collect and review information from service
providers, the youth'’s school, and other sources to support the goal
planning process.

» Ask for authorization from the caregiver for the release of informa-
tion (such as service plans, treatment plans, and IEPs) from service
providers, school, and others.

» Once you have authorization from the caregiver, request the
information.



Assist the caregiver in setting priorities

* Learn about the caregiver’s priorities are for the services (e.g., ask why * Explore whether the caregiver’s priorities may be influenced by the
something is a priority). expectations of others in the family or community.

* Explore important safety concerns that should be prioritized in goal ¢ Help caregiver balance the priorities, considering the benefits and costs
planning, such as risk of self-harm, risk of harm to others, or inability to of choosing one option over another.

meet daily basic needs. o . .
y * When priorities or needs change, work with the caregiver and other

service providers to update service/treatment plans,

Collaborate with the caregiver and service providers in setting goals

¢ |dentify goals that are specific, measurable, actionable, relevant, time- » Ensure the goals you are working on with the caregiver will work with
bound, inclusive, and equitable (“SMARTIE"). the family’s other service and treatment plans.

* Educate the caregiver on how to understand and develop SMARTIE » Discuss whether these goals reflect the family’s priorities and needs.

oals.
9 » Work together to revise any goals that do not reflect these priorities
» Include goals specific to your work together. and needs.
» Include goals about coping with youth or family crises that may » Explain to the caregiver that setbacks are a natural part of the
happen. process.

» Make sure the goals are culturally sensitive. ) _ ) L ,
* Encourage service providers to explain the activities that will help the

Ill

family meet its goals; that is, what will “success” look like?

* Create a timeline for completing these activities (i.e., develop the
service plan).

* Agree to a process for reviewing and revising the service plan.



@ Family Partner Practice Profile: Core Elements — Collaborative Goal Planning

Assess service plan implementation

* Discuss how the plan is going and if changing or adding a goal is ¢ If goals are not met, discuss options with the caregiver, make a new

necessary. plan, and use what you have learned to move forward. This may include

L . . . recognizing when the family is unable to engage in goals.
» Support the caregiver in recognizing when progress is not being 9 9 y 949 9

made toward a goal. * The plan should include steps to take in case of a crisis or unexpected

. . . . event, so that progress can continue.
» Help the caregiver and providers figure out what the barriers are, Prog

for example the child may not be engaged or motivated. * In case of a crisis, strategize with the caregiver and other service provid-

) ) ) . ers on how to respond to the crisis as well as the family’s other needs.
» Empower the caregiver to identify tools to overcome the barriers.

Work with the caregiver to ensure their family’s voice is expressed, heard, and respected

* Coach and role-play with the caregiver specific ways they can help their
child use their voice in the service/treatment planning process.

* Encourage the caregiver to advocate with providers to actively address
barriers.

* Assist the caregiver in clearly describing any situation or behaviors that
concern them, for example, when their child has a temper tantrum,
becomes aggressive, or isolates.

e If all or part of a treatment plan has been written without the caregiv-
er's involvement, discuss the situation with the caregiver to see if they
agree with the goals in this plan or if they wish to make any changes.
Support and strategize with the caregiver in this process according to
their wishes.
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