CORE PRACTICE MODEL
PURPOSE
The Washington State Division of Behavioral Health and Recovery core practice model
is an overarching framework for providing comprehensive behavioral health services and
supports for children and youth with complex emotional and behavioral issues. The
practice model provides the broad principles that inform and guide the management and
delivery of mental health services and supports; describes the treatment and support
activities that care providers undertake; governs how services are coordinated among
systems and providers; prescribes the means to measure and account for outcomes;
provides relevant feedback to managers and clinicians so as to continuously improve
system and services quality; and ensures cost-effective use of resources.
PRACTICE MODEL COMPONENTS
Practice components embrace wraparound principles employed within a statewide
System of Care to the fullest extent feasible. Each individual case affords the child and
family all of components 1-6 (below) over the course of treatment and transition.
1. Engagement: Engaging families is the foundation to building trusting and mutually
beneficial relationships between family members, team members, and service providers.
Agencies involved with the child and family work to reach agreement about services,
safety, well-being (meeting attachment and other developmental needs, health, education,
and mental health), and permanency.
2. Assessing: Information gathering and assessing needs is the practice of gathering and
evaluating information about the child and family, which includes gathering and
assessing strengths as well as assessing the underlying needs. Assessing also includes
determining the capability, willingness, and availability of resources for achieving safety,
permanence, and well-being of children.
3. Service Planning and Implementation: Service planning is the practice of tailoring
supports and services unique to each child and family to address unmet needs. The plan
specifies the goals, roles, strategies, resources, and timeframes for coordinated
implementation of supports and services for the child, family, and caregivers.
4. Teaming: Teaming is a process that brings together individuals agreed upon by the
family who are committed to them through informal, formal and community support and
service relationships. Where medically necessary and/or with cross system involvement,
a formal Child and Family Team will be used.
5. Monitoring and Adapting: Monitoring and adapting is the practice of evaluating the
effectiveness of the plan, assessing circumstances and resources, and reworking the plan
as needed. The team is responsible for reassessing the needs, applying knowledge gained
through ongoing assessments, and adapting the plan in a timely manner.
6. Transition: The successful transition away from formal supports can occur as informal
supports are in place and providing needed support. Transition to the most normalizing
activities and environments is consistent with the principle of treatment at the least
restrictive level and the system values of recovery and resilience.
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