
INTEGRATED CORE PRACTICE MODEL:

Huma Athar-Macdonald, Psy.D.

Alice Kim, LMFT

Health Care Agency, 

Children and Youth Behavioral Health

Revised 6-19-19

A BLUEPRINT FOR THE CHILD AND FAMILY TEAM

CONTRACT CLINICS

http://ochealthinfo.com/
http://ochealthinfo.com/


INTRODUCTION

Background:

 2011 settlement of a class action lawsuit (Katie A. vs. Douglas, 
previously Bonta) that mandates the provision of intensive in-
home and community-based services for children who are in 
foster care or at imminent risk of removal from their families. 

 Requires that the California Department of Social Services 
(CDSS) and the California Department of Health Care 
Services (CDHCS) provide comprehensive and integrated 
services to child welfare children to reduce overdependence 
on institutional and congregate care services, provide better 
access to mental health services and improve outcomes for 
this special needs population of children and youth.



INTRODUCTION (CONT.)

Who is Katie A. ?

 The plaintiff, Katie A., was a 14 year old Caucasian 

girl in 2002.

 She was removed from her home at age four and 

had been in foster care for 10 years.

 At age five, assessments of Katie A. indicated that 

she was a victim of trauma and needed intensive 

trauma treatment and supportive services for her 

caregiver.



INTRODUCTION (CONT.)

 She was moved through 37 different placements, including 

four group homes, 19 different stays at psychiatric 

hospitals, a two-year stay at Metropolitan State Hospital, 

and seven different stays at MacLaren Children’s Center.

 Despite the recommendations from her previous 

assessments, she never received trauma treatment or 

other individualized outpatient mental health services. 

 The Katie A subclass is now referred to as the Pathways 

to Well-Being (PWB) subclass.



THE INTEGRATED CORE PRACTICE MODEL (ICPM)

Definition1:  “ICPM is an articulation of the shared values, 
core components, and standards of practice expected from those 
serving children, youth, and families. It sets out specific 
expectations for practice behaviors for staff in direct service as 
well as those who serve in supervisory and leadership roles in 
child welfare, juvenile probation, and behavioral health as they 
work together in integrated teams to assure effective service 
delivery for children, youth, and families.  Additionally, the ICPM 
promotes a set of values, principles, and practices that is meant to 
be shared by all who seek to support children, youth, and families 
including tribal partners, education, other health and human 
services agencies, or community partners.”

1. The California Integrated Core Practice Model for Children, Youth, and Families (2018)



THE INTEGRATED CORE PRACTICE MODEL (CONT.)

 It is not a program, it is a “model” that helps guide 
service providers on how to deliver services to 
children/youth and their families in a way that is 
comprehensive, coordinated, and integrated.

 The ICPM is an important shift in the way we view 
the needs of the child/youth and their families and 
how to help them achieve their goals toward well-
being.

 It helps us move away from a “deficit-based” view of 
understanding the child or youth to a “strength-
based” view.



VALUES AND PRINCIPLES2

Children are first and foremost protected from abuse and 
neglect, and maintained safely in their own home.

Services are needs driven, strength-based, and family 
focused from the first conversation with or about the 
family.

Services are individualized and tailored to the strengths 
and needs of each child and family.

Services are delivered through a multi-agency collaborative 
approach that is grounded in a strong community base.

Parent/Family voice, choice, and preference are assured 
throughout the process.

Services incorporate a blend of formal and informal 
resources designed to assist families with successful 
transitions that ensure long-term success.

Services are culturally competent and respectful of the 
culture of children and their families.

When faced with challenges or setbacks, the team 
continues working towards meeting the needs of the youth 
and family and towards achieving the team’s goals.

Services and supports are provided in the child and 
family’s community.

Children have permanency and stability in their living 
arrangements.

The team ties the goals and strategies of the plan to 
observable or measurable indicators of success, monitors 
progress consistent with those indicators, and revises the 
CANS and service plan accordingly. 

2.  The California Integrated Core Practice Model for Children, Youth, and Families (2018)



TEAMING

Elements of Successful Teaming:

Collaboration towards a common goal

Team membership should include the child/family, social worker

and the mental health worker, as well as other invested parties

Who joins the team is guided by the family’s input

When and where to meet are based on

the needs and preferences of the family 

Everyone contributes to the plan

Meeting process is standardized



THE CHILD AND FAMILY TEAM (CFT)

The CFT is central to the Integrated Core Practice Model:

“The CFT is a team of people – it is comprised of the youth and family 

and all of the ancillary individuals who are working with them toward their 

mental health goals and their successful transition out of the child welfare 

system.”

Important to differentiate between CFT and CFT Meeting:

The CFT is a group of people working together to achieve 

the child and family’s vision for well being.

The CFT Meeting is the vehicle by which team members 

communicate, plan, and coordinate the support services 

needed to realize the family’s vision.



CHILD AND FAMILY TEAM (CONT)

“We already do that.”
Yes, historically child welfare and mental health have worked 

together using various models of collaboration.  Team Decision 

Making (TDMs), WRAP Team, Family Team meetings are some of 

the common formats for such collaborative efforts.  However, the 

CFT goes beyond just having a meeting or working within a 

structure.  It emphasizes a teaming process that values: 

o Respecting each member’s unique contribution to the group

o Clear definition of roles 

o A common goal or vision for the child and family

o Accountability

o Child and family voice

o Collaboration at all levels of the Child Welfare and Mental 

Health systems



Coordinating Multi-Disciplinary Work Working in a Child and Family Team 

Environment

Each service provider develops his/her own goals 

and outcomes with the child and family, ideally 

making sure that they do not conflict with other 

service goals

Goals and outcomes are developed and shared by all 

team members

Each service provider develops his/her own 

service plan

A single, comprehensive service plan incorporates and 

drives individual service provider plans

Decision making is done by the service provider 

with the child and family and communicated to 

others working with the child and family

Decision making is done by the team

Each service provider informs the other of major 

changes

Major changes are discussed and agreed to by all team 

members

Communication is often in summary form Communication is constant and on-going

Team meetings are generally used for members 

to inform or report on their work or for a 

specific limited purpose, such as a placement 

decision

Meetings are used to plan together, make joint decisions 

and monitor and evaluate all of the various team 

member’s work

Each service provider is responsible only for the 

activities related to his or her own discipline

Not only are all team members working toward a 

common goal, but all team members have the additional 

responsibility of the group effort

Success is measured independently Success is measured by how successful the team is in 

progressing toward their shared goals and outcomes
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THE PATHWAYS TO WELL-BEING (FORMERLY KATIE A.) 

MENTAL HEALTH REFERRAL

 The county contract provider clinic will receive a 
faxed copy of the “Mental Health Referral Packet” 
from the HCA Pathways To Well-Being Coordinator.

 A special Pathways to Well-Being (PWB) Referral 
fax cover sheet will be used for all potential PWB 
referrals.

 Within 5 working days, the contract provider clinic 
will fax back the PWB cover sheet to the HCA 
PWB Coordinator at 714-834-4595 with the 
assigned clinician’s name, phone number, email, and 
assignment date.



PATHWAYS TO WELL-BEING REFERRAL FAX COVER



PROCEDURES FOR INITIATING A CFT 

MEETING

Step 1:  After receiving the Pathways to Well-Being mental health 
referral packet, the therapist completes the Pathways to Well-
Being/Intensive Services (PWB/IS) Eligibility Assessment form.

Step 2:  If there is an open child welfare case, within 10 working 
days, [secure] email (do not fax) a copy of the PWB/IS Eligibility 
Assessment form to the assigned social worker, CFT Inbox, and 
PHN Inbox regardless of eligibility. 

Note:  For out-of-county Pathways to Well-Being (PWB) youth, 
contact the assigned out-of-county social worker to coordinate 
services.  The PWB/IS Eligibility Assessment form does not need 
to be [secure] emailed to any of the three Orange County SSA 
email destinations.



PROCEDURES FOR INITIATING A PWB CFT 

MEETING

Step 3: If the child is Pathways to Well-Being eligible, 
call the social worker to coordinate the PWB CFT 
meeting.  The therapist should also provide SSW 
dates/times for the PWB CFT meeting.

Step 4: SSA social worker and the CFT Scheduler will 
work together to arrange the initial Pathways to Well-
Being (PWB) CFT meeting. 

Step 5:  The therapist will assume the role of 
Intensive Care Coordinator (ICC) for the PWB CFT.



PROCEDURES FOR INITIATING A CFT 

MEETING

Step 6:  The therapist, as the ICC Coordinator, will 

participate in all PWB CFT meetings with the 

child/family and the SSA social worker.

Step 7:  The therapist, as the ICC Coordinator, will 

complete the “CFT Plan” at all PWB CFT meetings. 
(CFT Plan replaces the previous “Individualized Plan of Care” form)

Note: If Wraparound is involved, the Wraparound 

Care Coordinator, will complete the “CFT Plan.”



Pathways to Well-Being/Intensive Services Eligibility 

Assessment Form



CFT Plan (4 pages)



PWB REFERRAL & CFT SCHEDULING FLOW CHART

Who? What?
Where?

When?How?



No

Yes

*Yes or No

*No

Does the child/youth 

have an open child 

welfare case?

Does the 

client meet 

Medical 

Necessity?

Is the client 

eligible for the 

PWB Subclass?

Refer to community 

provider, health plan 

(“mild to moderate”) or 

MHSA program

Therapist [secure] 

emails copy of PWB/IS 

Eligibility Assessment 

form to the SSW, CFT 

Inbox, and PHN Inbox 

and calls the SSW within 

10 days.  If PWB eligible, 

therapist gives SSW 

date/times of 

availability for meeting

Therapist completes 

Medi-Cal assessment 

including SUD & 

Trauma screenings 

(shares service 

recommendations 

with SSW)

Assigned SSW contacts 

the “CFT Scheduler” to  

arrange the PWB CFT 

meeting with 

child/family, social 

worker, and mental 

health provider

Therapist completes the 
Intensive Services (IS) 
side of the Eligibility 

Assessment form and 
provides Specialty 

Mental Health Services

Therapist completes the 
Intensive Services (IS) 
side of the Eligibility 

Assessment form and 
provides Specialty 

Mental Health Services

No

*NOTE:  [secure] 
email the eligibility 
form to the SSW, CFT 
Inbox, and PHN 
Inbox (regardless of 
eligibility)



CONDUCTING THE CHILD AND FAMILY TEAM 

MEETING

 The child/youth and family, social worker and mental health 
provider must all be present in order for the meeting to be 
counted as a “Pathways to Well-Being CFT Meeting.”

 The CFT Facilitator(SSA representative):  This person is 
responsible for laying out the structure and clarifying the 
ground rules for the meeting.  The facilitator helps the team 
navigate through the process of establishing goals and 
objectives for the family.  The facilitator ensures that the voice 
of the child/youth and family is central to the CFT meeting and 
that their vision for well-being is made clear.



 The ICC Coordinator (mental health representative): 

Is responsible for working within the CFT to ensure 

that plans from any of the system partners are 

integrated to comprehensively address the identified 

goals and objectives and that the activities of all parties 

involved with services to the child/youth and/or family 

are coordinated to support and ensure successful and 

enduring change.  The coordinator will typically be a 

mental health professional.

CONDUCTING THE CHILD AND FAMILY TEAM 

MEETING



CONDUCTING THE CHILD AND FAMILY TEAM 

MEETING

 The CFT meeting will be standardized to include:

- A clearly defined purpose, goal and agenda 
for each meeting

- An agreed upon decision-making process

- Identification of family strengths and needs

- Specific action steps to be carried out by 

team members according to a timeline

- A review of the CFT Plan



CONDUCTING THE CHILD AND FAMILY TEAM 

MEETING

 Everyone must be involved.  All members of the CFT 
must contribute to the decision-making process and 
the development of goals/objectives.  Each member 
is also responsible for, following through and 
reporting back on the tasks they have been assigned 
by the team.

 The mental health provider must contribute by 
offering his/her expertise in addressing the 
behavioral, emotional and psychological needs of the 
child/youth and family.



CONDUCTING THE CHILD AND FAMILY TEAM 

MEETING

 Reviewing and changing the CFT Plan is an 
ongoing process and should be done at each 
Child and Family Team meeting.  Reviewing the 
plan should be done no less frequent than 
every 90 days.

 The child/youth and family must always 
participate in this review. 

 Document any activities related to the review 
and adjustments to the CFT Plan.



CONDUCTING THE CHILD AND FAMILY TEAM 

MEETING

 Team members may communicate with one another 
and with the whole team in various ways, 

 Such as phone calls, conference calls, and/or emails 
(following confidentiality, HIPPA, PHI and Public 
Information standards). 

 Therapist will communicate regularly with CFT 
members and make sure team members have the 
information needed to make informed decisions.

 Therapist and social worker will maintain 
regular/ongoing communication, sharing of 
information, and face to face discussions.



"Alone we can do so little, together we 

can do so much." --Helen Keller



RESOURCES

 Integrated Core Practice Model Guide:  
https://www.dhcs.ca.gov/services/MH/Documents
/Integrated_Core_Practice_Model_Guide.pdf

 Medi-Cal Manual for ICC, IHBS, and TFC: 
https://www.dhcs.ca.gov/services/MH/Documents
/Medi-Cal_Manual_Third_Edition.pdf

 CDSS Pathways to Well-Being Website:

https://www.cdss.ca.gov/inforesources/Foster-
Care/Pathways-to-Well-Being

https://www.dhcs.ca.gov/services/MH/Documents/Integrated_Core_Practice_Model_Guide.pdf
https://www.dhcs.ca.gov/services/MH/Documents/PPQA Pages/Katie A/Medi-Cal_Manual_Third_Edition.pdfhttps:/www.dhcs.ca.gov/services/MH/Documents/PPQA Pages/Katie A/Medi-Cal_Manual_Third_Edition.pdf
https://www.cdss.ca.gov/inforesources/Foster-Care/Pathways-to-Well-Being


CONTACT INFORMATION

Huma Athar-Macdonald, PsyD.

Clinical Psychologist II (HCA Pathways to Well-Being Coordinator)

HCA-CYBH

405 W. 5th Street, Ste. 590

Santa Ana, CA 92701

Phone:  714-834-3360

Fax:  714-834-4595

Email:  hathar-macdonald@ochca.com

Alice Kim, LMFT

Administrative Manager I

HCA-CYBH

405 W. 5th Street, Ste. 590

Santa Ana, CA 92701

Phone:  714-796-8285

Fax:  714-834-4595

Email:  alkim@ochca.com


