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Introduction

Individualized & Tailored Care, often referred to as Wraparound Planning, is a method for developing thoughtful, responsive and, sometimes, creative interventions to meet needs of individuals and families who seek help from formal service systems.  This methodology is grounded in a set of assumptions about ways to organize and deliver “helpful” responses to situations.  These assumptions include:

$ 
Building on strengths is most likely to produce more sustainable results from interventions.

$ 
Reaching agreement on need among those with the need and those trying to meet the need should be overt in order to increase the likelihood of a fit between what you get and what you need.

$ 
Creative and responsive interventions are more likely to be developed through a group of people working together in a team setting.

$ 
Family centered approaches are most potent.  This means that the family should be joined as partners in care including recognizing the importance of the parent’s authority in decision-making.  Families should not be viewed as needing to be “fixed” through professional intervention.  In the case of adults who are the primary system clients, such as the adult Mental Health system, family should include the support system around the individual, which may or may not include blood relatives. 

$ 
People should not be blamed or judged if the interventions provided don’t work.  Instead, the team should reevaluate the potency of the intervention, the understanding of the need and review strengths to adapt the intervention to the individual rather than focusing on getting the client to fit the intervention.

$ 
Finally, a plan that is future oriented should be developed during initial interactions with the consumer and their unique team.  This plan should identify the direction or anticipated outcome of interventions as well as what activities will occur.  Over time, the plan should change based on regular reviews that are done collaboratively with other team members.

Many individuals employed in the helping professions agree with these assumptions.  In fact, it’s hard to argue with the ideas of building on people’s strengths, meeting needs and coordinating efforts as a standard of care.  On the other hand, these things often don’t happen and when they do happen they may look more like an “accident of good social work” rather than the way care gets delivered for all individuals.  In order to increase the likelihood of these strategies happening, Individualized and Tailored Care creates a step-by-step method for making these things happen.  Generally carried out by someone who takes on the role of a facilitator of the plan and the team, these steps represent a “best practice approach” to assuring care that fits with the stated assumptions.  

This Handbook was developed to assist those individuals who are taking on facilitative responsibilities when developing, implementing and completing an ITC plan.  While using the ITC method four facilitators will go through four phases of activity.  These four phases will also produce concrete written products that can be used by the team in accomplishing their goals.  These four phases include:

! 
Team Preparation: This phase should last no longer than two weeks and involves completing initial conversations with the family as well as other stakeholders. The focus of these initial conversations is to listen for individual perspectives on strengths and needs as well identifying potential team members.  Responsibility for finding strengths and crafting needs statements rests with the Facilitator.  Responsibility for listening for potential team members also rests with the Facilitator.  In addition to completing initial interviews, the Facilitator is also responsible for explaining the process and soliciting buy-in from various team members. Products developed during this phase include a family strength summary as well as a strength inventory.

! 
Plan Development at Initial Team Meetings: This phase should last no longer than two meetings of all involved in the Individual Support Team.  The Plan Development Phase requires that the Facilitator present summaries of strengths and needs as discovered during the team preparation phase and then ask the gathered group of team members to create a sense of future (team mission or vision statement), add to the needs list and choose the most important needs to accomplish the mission and craft interventions which will meet the chosen needs and build on strengths.  This Plan of Care should be developed within two meetings and should be documented by the Facilitator and distributed to all team members.  Products developed during this phase include the initial Plan of Care.

! 
Plan Implementation and Adjustment: This phase takes as long as it takes for the family and all team members to agree that needs have been met and that the mission has been accomplished.  In Individualized and Tailored Care the goal of the team is to meet needs enough and to accomplish the mission statement to allow a family to live a life that’s good enough.
  The initial actions should be modified or discarded as the team meets together over time to determine whether the actions had an impact on the need and whether the meeting of those needs is helping the team realize the mission.   Products developed during this phase include some sort of record keeping system that captures how plans have changed.  This is either through documenting a series of action plans that tie to the initial Plan of Care or through team meeting minutes. 

! 
Plan Maintenance & Transition Phase: This phase involves helping the team to recognize when they have achieved the right mix of interventions to meet needs and to begin assisting the team with phasing out formal, system based Individualized and Tailored Care Planning.  It is important to remember that just because the system forces that are organizing the process might reduce, it doesn’t necessarily mean that all interventions must cease or that all service providers will no longer be involved.  When developing a transition plan it is important to help the consumer identify what has worked, develop a process for calling the team together in the event of unforeseen circumstances and to assure the consumer/family doesn’t feel abandoned in the process.  Crisis contingencies should be anticipated and planned for with a clear protocol for accessing help being written and distributed to all team members. 

This manual is organized around these phases and is designed to provide a short hand work outline for those individuals responsible for facilitating teams and plans.  

Phase One: Preparing the Team

Activities to complete in this phase include:

! 
Personally interviewing the family to hear their story and gather their perspective on strengths and needs

! 
Interviewing potential team members including other system partners to gather their perspectives on the family’s strengths and needs

! 
Explaining Individualized and Tailored Care to potential team members

! 
Analyzing details to identify when, where and how the first team meeting should happen

! 
Soliciting participation from all team members and inviting individuals to the first team meeting

Description of the Activity:  When starting an Individualized and Tailored Care process with a new team, the facilitator should begin with the consumer and their view of the story.  In the case of children it is important to talk first with the parent and get their permission to interview the child.  This reinforces the parent as an authority figure responsible for planning for the child’s best interest.  The goal of this initial interview is to assure that the Facilitator understands the consumer’s point of view as well as searching for strengths, needs and possible team members. 

Things to Avoid: The Facilitator should not take sides, fix situations for families at this point or adopt a certain point of view.  Instead, the Facilitator should gather information so that they can strategically and quickly facilitate a quality Wraparound planning process.  Providing solutions to situations at this point of the process will undermine the process and undermine the notion of a team working together.  Finally, avoid going back too many times to hear the family’s story.  The Facilitator should limit their initial conversation to no more than two meetings.

Products completed during this phase include:

! 
A strength summary that describes the family’s story positively and highlights their good news

! 
A strength inventory that lists positive skills, attributes and features of the family

! 
A list of potential team members including those who will attend meetings and those who will not

! 
An initial needs list that captures the needs that are spoken by the family either verbally or behaviorally

Description of the Activity:  Wraparound is a process that incorporates family voice into decision making.  After completing the initial interview the Facilitator should take the time to describe the family using a narrative approach and following the life domains
.   This Strengths Summary can be as short as two pages or as long as is necessary. The Strengths Summary should be provided to the family for review prior to the first ITC meeting.  In addition to the summary that is presented in a narrative fashion, the Facilitator should complete a strength inventory that captures brief descriptions of family member strengths.  These lists should be typed as well as written, presentation style, on poster paper for presentation at the first meeting.  All team members should get copies of these two documents at the first meeting.  The Facilitator should also be responsible for drafting initial needs statements and ordering them by life domains.  These needs statements meet the following criteria:  

" 
Individualized: Good needs statements should clearly outline who has the need.  Avoid saying things like the “family needs fun” because each family member might have a different view of that need.  The child’s need might to be “to create some good memories of their family time”.  The parent’s need might be “to learn how to enjoy the child so they don’t have be so tense.”  Each of these has a different approach and later the team will decide which need to work on when.  

" 
Not a service: If there’s only way to meet the need, then it’s probably a service.  Avoid saying the “child needs counseling” or the “parent needs a car.”  

" 
Not a goal: If it is a hope, dream or destination that one can have for someone else it’s probably a goal rather than a need.  Avoid saying, “child needs to go to school every day” even though that may be the goal.  The question the Wraparound process asks is what gets in the way of having the young person go to school. The answer to that is the need.  In this example, it might be he needs help getting to bed at night, or he might need to feel confident that he will be accepted in schools or he might need to know that he can compete academically.

" 
 Enduring: Wraparound is a process designed to meet needs.  Good needs statements will take a while to work on rather than being accomplished between the first and second meeting.  This lets families know that the team is willing to work on what’s most important in their situation.  

" 
Clear & Respectful: The needs statements should be clear and able to be understood by all team members.  Facilitator must avoid jargon in crafting needs statements.  Examples of jargon based needs statements might be those that have therapeutic content and language that the mental health industry might use.  Additionally, needs should be stated in a way that allows family members to feel their privacy is respected.  For example, a needs statement might say, “the grandmother needs to feel respected as the head of her household.”  The therapeutic view of this need might have to do with family of origin issues and resolving past difficulties with her own mother.  While that perspective will be considered in resolving the need, it won’t be crafted in the actual needs statement.  

Needs statements will be shared with the entire team and team members will be asked to add to the list.  This allows the team to consider all needs equally together.

Things to Avoid:  Despite this emphasis on family voice, the role of the ITC Facilitator is not to simply follow the family.  Instead, the Facilitator is responsible for assuring that the family’s voice is incorporated in the process by assuring that products are completed during this initial interview.  This may require a certain amount of “salesmanship” on the part of the Facilitator to assure that the family is moving ahead in the ITC process.  Specific pitfalls include:

! 
Strengths

" 
Creating strengths list that don’t sound genuine

" 
Focusing on the list rather than the story first

" 
Failing to include all family and team members in the listing of strengths

! 
Needs

" 
Listing goals and services

" 
Screening out needs statements and presenting too few at the initial planning meeting

Details completed during this phase include:

! 
Signed releases that allow the Facilitator to invite team members to the initial meeting

! 
A roster of names, phone numbers and addresses of team members

! 
Arrangement of any adaptive requirements for the first team meeting that might include translators, child care or any other plans

Description of the Activity: During the initial conversation with the family, the Facilitator should assure that they have adequate record keeping and have attended to privacy details.  A release should be signed by the family that allows the Facilitator to contact team members for the purpose of convening the team.  This release can be relatively narrow and allow the Facilitator to talk about the fact that a Wraparound process is starting for the family and ask that the team member participate.  Additionally, a roster of names, addresses and phone numbers should be developed for distribution at the first team meeting so that team members can easily contact one another.  Finally, the Facilitator should identify specific issues that are attached to making the meeting a success.  These might include details like arranging for translators, location of the meeting, snacks or any other details that might be helpful.

Things to Avoid: Failure to get the release signed during the initial conversation with the family may result in the family being reluctant to invite other team members to the initial meeting.  Get the releases done as soon as possible while not interrupting the need to hear the family’s story.  The Facilitator’s paperwork is never more important than the family but is necessary to get to quickly and efficiently.  Avoid making the paperwork the main purpose of the meeting (this is not a house closing!).  Finally, neglecting the little details that might make the meeting pleasant for all of those involved may result in a severe drop-off in team attendance after the first meeting.  If that happens the Facilitator will be on their own trying to meet family needs by themselves while the family might feel very abandoned through the Wraparound process.

Phase Two: Plan Development

Activities in this phase include:

! 
Holding one or two planning meetings of the entire team

! 
Presenting & Reviewing the Strength list & having team members add to it

! 
Facilitating the creation of a team based mission statement

! 
Explaining the concept of needs in Wraparound, presenting needs statements generated by the Facilitator as a result of initial meetings and having team members add their own perspective on needs

! 
Facilitating a choice process that allows the team to choose priority needs

! 
Brainstorming solutions, interventions and activities to meet chosen needs

! 
Soliciting volunteers or making assignments for follow through

Description of the Activity: The list above details the format for the initial planning meeting.  It should happen as close to this order as possible with the start of the meeting always focusing on the strengths list.  This allows the team to consider the good news about the family and the situation.  The creation of a Mission Statement may be a challenge as the team hasn’t really begun to work together yet but a Mission Statement should be completed and agreed on prior to choosing needs.  The Facilitator should consider a broad range of needs statements and encourage the team to do so as well.  The team should choose the most important needs that will accomplish the mission using whatever process feels comfortable and assures the family a significant voice in the choosing.  Brainstorming solutions should focus on a creative process by which the team considers a range of options to a stated need, preferably at least ten potential ideas.  The chosen options should be those that build on strengths and meet needs.  Making assignments & soliciting volunteers allows the work to be shared across a variety of team members.

Things to Avoid: During the team meeting, the Facilitator is responsible for making these steps occur fast enough to get to actions while lasting long enough to have meaning.  Some things to avoid in each of these areas include:

! 
Strengths

" 
Avoid spending too much time on strengths.  People may enjoy the pleasant approach but you need to move to planning.

" 
Avoid simply reading over your prepared list.  Find a way to tell an illustrating story on some of the strengths.

" 
Avoid making the strengths list only owned by the Facilitator.  Ask other team members to join in and add to the presented strengths list.

! 
Mission Statement

" 
Avoid making the mission owned by any one team member.  Start with the family by always leaving room for team members to add to the statement.

" 
 Many times Facilitator will generate Mission Statements that are too long to be remembered and therefore not much good to the team process.  Make the Mission Statement short enough so that members can remember it. 

! 
Needs Statements

" 
Avoid listing services or goals as needs.

" 
Create room for as many needs as possible to be identified & sort them by life domain.

! 
Choosing Needs

" 
Avoid making the needs chosen a function of any team member’s “wish list”.  The logic attached to choosing needs is what needs will get us closer to the mission we’ve agreed on not what do you think is most important.

" 
Avoid spending too much time choosing needs.  The important thing is to find a way to choose and then moving ahead to planning.

! 
Producing Interventions

" 
Avoid stopping after the first suggestion.  Intervention development involves a creative process in which a team develops a range of options and then narrows it down.  The Facilitator should begin to create a team norm that allows the team to consider at least ten options for each stated need.

Products completed in this phase include:

! 
An initial Plan of Care that details the Mission Statement, needs selected, responses to those needs including who will respond, when and for how long as well as a matching of strengths to interventions.

! 
A written Crisis Response Plan that defines anticipated crisis, response to those crisis and a notification plan for all team members.

Description of the Activity: Wraparound is a planning method.  In order to move the next phase of Wraparound, a plan has to be created and agreed on in order to implement it.  The Plan of Care document is a challenge to create for several reasons.  The first challenge is format.  The document should be able to be read, used and referred to by all team members.  The second challenge is the dynamic nature of Wraparound Plan implementation.  The Plan of Care represents a static location and time.  The format of the plan document doesn’t capture the constant change and adaptation that is inherent in the Wraparound Planning Process.  On the other hand, the document is critical to capture where the team thinks it’s going as well as building a written framework for accountability. The Plan of Care also creates accountability to assure that people who attend creative planning meetings will actually follow through on their good ideas and commitments.  Finally, the initial Plan of Care creates a basis for knowledge development to happen by documenting the first chapter in the family history of Wraparound.  This saves work in the long term by not requiring the team to go over old ground.  Finally, a crisis plan should be developed and distributed to all team members.  This crisis contingency plan should predict crisis as well as anticipated responses from all team members.  This plan should include a communication plan detailing who is to call whom in what order when a crisis occurs.  

Things to Avoid: The initial Plan of Care must be completed, documented and distributed early enough in the Wraparound Planning Process to assure that team members have a collective sense of forward motion.  Failure to get it done soon enough may result in circumstances that are long on process but short on product.  Some Facilitators struggle with getting the plan documented.  Having no plan will result in the team, the family and the Facilitator losing themselves in the process and never having a sense of accomplishment.

Details completed in this phase include:  

! 
Setting a schedule for ongoing meetings

! 
Assuring that Plans of Care are distributed in a timely fashion to all team members

Description of Activity: The Facilitator should identify whether they think they can complete the initial Plan of Care within one Individual Support Meeting or two.  No meeting can last longer than 90 minutes.  If the Facilitator thinks it will take two meetings, they should be scheduled within one week of one another to assure that people who are present for the initial review of strengths are also able to attend the meeting that develops interventions.  Before the initial planning meeting is completed the Facilitator should develop a schedule of ongoing meetings.  This schedule should be developed cooperatively with the Team.  Additionally, the Facilitator should assure the Plan of Care is distributed to Team members within 3 working days of the team meeting.  One easy way to do this is to have individuals fill out envelopes with their address and use these to send the document.

Things to Avoid: Some Facilitators get in the habit of waiting until the next Team meeting to distribute the Plan of Care developed at the last team meeting.  This is a problem, as Team members may not remember what they committed to until they see the document.  Secondly, it reinforces the notion that all work in Wraparound happens in the meeting rather than assuring that people are providing interventions and supports that make a difference between meetings. 

Phase Three: Plan Implementation & Adjustment

Activities in this phase include:

! 
Holding regularly scheduled team meetings to chart accomplishments, assess plans, adjust interventions and assign new responsibilities

! 
Providing interventions, services and supports as delineated in the plan

Description of the Activity: When the initial Plan of Care is completed, the Team has made their first, best guess at what will help them achieve their goal.  It is important to remember that it is only a guess and so the initial Plan of Care has to be regularly reviewed and modified based on information gathered from trying the interventions.  This is the point where the Team can stray away from a positive approach so Facilitators have to start ongoing team meetings by looking at and celebrating accomplishments that have occurred since the last Team meeting.  This is done through a brainstorming process where the Facilitator asks Team members to identify good news or things that have happened since the last meeting and records them in presentation style.  When that has been done, the team then assesses the current plan by reviewing the component interventions, actions and strategies that were agreed to in the first meeting.  The assessment asks two questions.  The first is whether the Team member actually did what they committed to do at the first meeting.  This is called follow through.  The second is whether they achieved task actually helped (impact).  Deciding whether it was helpful requires the Facilitator asking the person with the need whether their need is met more as a result of the action or not.  For example, if the need statement was that “the mother needs to be reassured that her daughter is safe when she was out,” the intervention might be for a therapist to work with the mother about managing her anxiety about her daughter’s safety and ability to make choices that keep herself safe.  When asked about the anxiety management plan, the mother may reply that she enjoyed the session but that she doesn’t feel more reassured about her daughter’s safety as a result of it.  This leads the team to adjust the plan.  This adjustment can involve stopping an intervention, modifying an intervention by time, location or adding another component or continuing an intervention.  In the example of anxiety management, the team may decide to continue with the therapist and mother trying anxiety management techniques but add a call from someone else to let the mother know that her daughter is doing okay.  This then leads the team to assigning responsibility for the new or additional component.  In the example of anxiety management the team may want the daughter to call her mother regularly to reassure her that she’s okay.  The daughter may not be willing or able to do this but in a well-balanced team that is inclusive of both formal and informal supports the daughter’s friend may volunteer for this task. 
Things to Avoid: If the Facilitator doesn’t start with accomplishments, the team meeting process may run the risk of sinking back into negative reactions.  Another common problem involves targeting only consumers for assignments and responsibilities.  A well-balanced Wraparound Team will share responsibilities across all team members.  Finally, when adjusting interventions it’s tempting to either make no adjustments and continue doing that which isn’t working or stopping an activity rather than modifying it to make it more effective.

Products developed in this phase include:

! 
Ongoing meeting minutes that describe changes to the Plan of Care

! 
Quarterly reports that detail progress made in meeting needs

! 
Ongoing record of team member participation including who has attended team meetings and who has not

Description of the Activity: Meeting minutes are critically important for developing a collective team memory.  They should be recorded at every meeting and distributed via mail or email shortly after the meeting.  Some Facilitators use a form that captures people’s commitments while others take the minutes themselves.  In some cases, Facilitators will ask the team to take responsibility for minute taking so that they can be free to facilitate.  At least once a quarter, the team should “take stock” to determine whether adequate progress is being made.  Rating people’s perception of progress toward meeting needs usually does this.  Finally, an attendance list of team member participation should be recorded.
Things to Avoid: Minutes should not communicate every little detail of the conversation that occurs at the team but should communicate the main focus and direction of the meetings.  It is important to keep the team from blaming the consumer or family for lack of progress during the quarterly review process.  If the team decides that there hasn’t been adequate progress it simply means the team has more work to do with understanding the unmet need or creating responses to that need.

Details completed in this phase include:  

! 
Method for communicating schedule of team meetings

! 
Mechanism for orienting new team members

Description of the Activity: The Facilitator should keep a schedule of meetings and distribute it to Team members.  Additionally, the Facilitator should assure that time limits are maintained and always assure that team meetings end on time.  Finally, as the process occurs over time it is reasonable to expect that new team members will join.  This might occur when the family identifies a friend or relative who might be helpful, the child makes new friends or the child moves ahead a grade.  When that occurs the Facilitator should develop a way to orient new team members to rules and assumptions of Wraparound as well what the team has already accomplished and learned. 

Things to Avoid: The Facilitator should avoid canceling meetings whenever possible as this inadvertently communicates that meetings are not that important.  The Facilitator should also avoid using team meetings as the sole method for orienting new team members as this will result in taking up time away from analyzing and adjusting the Plan of Care.

Phase Four: Plan Maintenance and Transition

Activities in this phase include:

! 
Holding team meetings to check in about continued activity and anticipated transition plans from Wraparound process

! 
Negotiating a schedule for reducing frequency of formal Wraparound meetings

! 
Rehearsing post-Wraparound crisis response

Description of the Activity: Sooner or later the Team will come up with the right mix of interventions, delivered in the right way at the right time for the right price.  This is when the team moves to Phase Four that involves maintaining what’s working long enough to have a good enough impact.  This means that team meetings are held to check in with less formality then described in the previous phase.  This phase may last for several months and eventually the Team should begin to consider how to move away from the formal Wraparound process.  In this case, the Team may meet every other month or quarterly.  The Team should begin to negotiate Transition from formal Wraparound creating an opportunity for team members to voice their concerns about continued success in the absence of a formal structure as well as brainstorming opportunities to replace that structure with less formal responses.  One Team has continued to hold an annual lunch meeting just to check in long after they quit meeting formally.  

Things to Avoid: The Facilitator should avoid meeting too much or rushing transition.  Meeting too much may mean doing too much and setting expectations that are too high.  Rushing transition may result in people feeling abandoned by the system and not having a mechanism to access help when they need it.  This can result in families returning to services with a sense of failure.  Finally, the Facilitator needs to assure that the team or family isn’t operating under the belief that no future services or supports may be needed.  Families can do well with this process and still need some ongoing basic support or intervention.  For example, it’s not reasonable to expect that a child with a learning disability will not need some specialized classroom instruction just because a Wraparound process has been successfully used.  If this is communicated, the family may be reluctant to seek help when they need it and service providers may see them as failures.  
Products developed in this phase include:

! 
A written transition plan that describes how ongoing services will be accessed if necessary 

! 
A written crisis plan that includes communication protocols for those who will be contacted in the event of an emergency

! 
Follow-up phone numbers for all team members

! 
A formal discharge plan that describes strengths of the family, the interventions that were successful and those that weren’t

Description of the Activity: At this phase, transition is negotiated among all team members.  The Facilitator raises the issue and begins to have Team Members voice any concerns they may have.  The Team then brainstorms follow-up options that could allow the family to function outside of the Wraparound structure.  Finally, the team identifies what type of follow-up support they can provide to the family.  The Facilitator typically takes this information and puts it into a one or two page transition plan and returns it to the next team meeting for review.  Once the Team has reworked the Transition Plan the entire team negotiates time frames for transition.  Finally, the Facilitator suggests some sort of final ritual that celebrates the team accomplishments and work well done.  Once this ritual is completed, the Facilitator completes a formal discharge letter of no more than two pages identifying the family strengths as well as accomplishments of the team and interventions that were helpful.  All Team Members get a copy of this final discharge summary.   The Family gets both a paper copy and a copy on diskette in the event that they need to reenter the system in the future they have a record of strengths, preferences and appropriate interventions.  
Things to Avoid: Written products assure accountability in the transition process.  The Facilitator must assure the transition plan is written and distributed to assure that no team member feels abandoned by the process.  The after discharge summary should be realistic and short enough so that someone might refer to it in the future.  This may be the best and most long lasting advocacy a Facilitator and Team can provide a family as they leave the formal Wraparound process. 
Details completed in this phase include:  

! 
Communicating with other service providers especially crisis teams about the best responses for the individual family

! 
Creating a personalized commencement ritual that recognizes the team and family’s accomplishments and creates a sense of celebration


Description of the Activity: As the Team negotiates and agrees on transition activities, plans for follow-up care and response should be negotiated.  The Facilitator should lead the team in identifying who will introduce the family and the team’s accomplishments to follow up providers.  This might include drafting a letter of introduction the family can keep in their records or meeting with other service providers to describe what is going to be helpful or not.  Sometimes this is most efficiently done in team meetings and other times it occurs outside of a team setting.  
Things to Avoid: It is important for the Facilitator to set realistic expectations for transition.  It is not realistic to expect the family to never need help after Wraparound is formally over.  Additionally, it is not realistic to expect families to access crisis services while communicating what’s most helpful when they are in the midst of a crisis.  As a result, it is important for the Facilitator to do some work prior to the crisis and before Wraparound is completed.  Finally, it is important to create a ritual that doesn’t set up expectations that are too high.  Imagine completing high school graduation only to be told at the end of the summer that you have one more term.  Chances are great you would feel some sense of failure and embarrassment at returning to the high school classroom.  Facilitators have to lead the team in creating “right-size” commencement rituals that allow people to feel supported and celebrated and not set up.
	�This means that the Facilitator must lead the team in defining areas that meet these standards while prohibiting team members from setting standards that are higher than anyone else.  For example, in working with a youth it might be reasonable to expect that he gets his homework in most of the time and not expect him to get it in all of the time.  


	�The life domains include fun, family, a place to live, legal, health, school/work, safety, emotions/feelings, cultural and spiritual.   Other domains that are sometimes included might include finances or relationships especially with adults. 
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