
Ten Values of Systems of Care 

Basic Values Levels of Implementation 

1. Voice & Choice 
Individuals are full 

and equal partners 

and have active 

voices during all 

stages of the 

support process  

a. A staff person meets with individuals and/or caregivers before key decision-making 
meetings to explain the structure and purpose of the meeting and to determine the 
concerns and needs of the individual and/or their family.  

b. Individuals and Families are present during planning meetings and are given an 
opportunity to respond to proposals made by potential service providers and to select 
from available options.  

c. Individuals and Families are given the opportunity and support to be the agenda-setters 

for meetings, including making choices about the structure and membership of the 

meeting and selecting the key issues to be determined. 

2. Team Based 
Individuals are 

supported by committed 

informal, formal, and 

community supports that 

are meaningful to them 

  

a.  An individual’s team is built of people who are committed to supporting the individual 

and their overall well-being  

b. Teams are comprised of natural supports (see #3) and when necessary paid professional 

supports. 

c. The individual and/or guardians choose who is invited to different team meetings where 

different types of decisions may be made 

d. An individual’s choice to not invite a particular team member should be reviewed with 

the individual to explore potential unintended consequences of their absence (e.g. loss 

of resources or funding, conflicts with legal mandates, promotion of an adversarial 

relationship, etc) 

3. Natural Supports 
Team assists with 
actively seeking out 
and encouraging full 
participation from the 
individual’s personal 
support network  

  

a. The team includes an individual’s family, friends, significant others, chosen family, adult 
allies, and/or peer supports 

b. The team assists the individual with connecting to universal community supports, that is 

resources that are accessible to all community members at low or no cost to further 

develop interpersonal relationships 

c. The team assists natural supports with resources and skills to be able to continue being 

an ongoing support after formal team members are no longer part of the team 

4. Collaboration 
Team members work 
together with shared 
responsibility for 
developing, 
implementing, and 
monitoring a single 
support plan.   

a. The team (see #2)
 works together to determine what goals to pursue, what strategies to 

try to reach that goal, and how to evaluate whether progress is actually being made 

b. It understood that collaboration may have limitations based on legal mandates or other 
constraining factors (e.g. court orders, protective orders, program policies, etc) 

c. In trying to balance competing interests, prioritization of needs is given to the 
individual/family/natural support network while the intervention planning is developed 
within the collaboration of team members 

5. Community Based 

Supports occur in the 

most inclusive, most 

accessible, least 

restrictive, and most 

normalized settings 

possible that promotes 

integration into the local 

community life.  

  

a. Supports and services are adapted to meet with the individual in the location that is 
most comfortable and natural to them.  

b. Supports and services are focused on connecting the individual and their natural 
supports with other local community programs that are universally accessible to peers 
and other community members (e.g. community centers, libraries, parks & recreation) 

c. Use of protective placements and/or residential facilities may be necessary for the 

provision of safety. However, teams should continually meet to prepare the individual 

for return back to their preferred community with natural support networks.  



6. Cultural and 

Linguistic Humility 

Support team 

demonstrates respect 

and willingness to learn 

the values, beliefs, 

preferences, practices, 

culture, and identity of 

the individual, family, 

chosen family, and 

community.  

a. The team seeks to understand the routines, rituals, traditions, preferences, importance 

of roles and relationships that are unique to the individual and/or the family 

b. The team has an understanding that “normal” is unique to every person and every 

system (i.e. family, agency, program, community) 

c. The team has an understanding that different sub-cultures may exist and influence the 

individual (e.g. culture of trauma, culture of substance use, culture of violence, etc)  

d. The team has an understanding that language and professional jargon may not have 

the same meaning, understanding, or impact among all team members. 

e. The team has an agreement to accept of differences of opinions as long as the safety 

of persons is maintained 

7. Individualized and 

Flexible  

The team develops and 

implements a 

customized set of 

strategies, supports, 

services, and 

resources unique to 

each individual 

a. A custom support plan is developed with the unique strengths, knowledge sets, and 

resources pooled together from the support team. 

b. A support plan may join together multiple systems by developing one single integrated 

plan of care to address a full range of multi-categorical needs (e.g. justice services, 

mental health, protective services, education, employer, etc) 

c. The plan is flexible to adapt to the identified needs and barriers of the individuals, 

including modifying time of service delivery to accommodate schedules. 

d. Balancing the use of formal supports and natural supports in order to provide more 

assistance when agency policies limit service options.   

e. Willingness to explore combining funding sources of multiple systems to provide ‘out-

of-the-box’ solutions 

8. Strength-based, need 

driven supports.  

Supports and 

interventions are 

developed individually, 

respond to the specific 

strengths and needs of 

the individual and 

family, and focus on 

producing successful 

long-term capacities.  

a. Individuals, Families, and All Team members have unique strengths, interests, 
capacities, resources, funding sources, and knowledge-bases that can be contributed 
to the team process.  

b. Individuals and families have the ability to freely express their needs, wants, desires, 
and aspirations, and take responsibility for helping to develop solutions for their 
problems 

c. The plan of care focuses on building up strengths and capacities rather than reducing 
undesirable behaviors. 

d. Staff of most community agencies are trained to provide blame-free service planning, 
although some individuals and families may still primarily be assessed in terms of their 
problems and diagnoses.  

e. Formal agencies look to adjust their categorical programs to some extent in order to 
meet specific needs, including exploring the ability to be fiscally flexible  

9. Persistent & 

Unconditional Care 

The entire team 

commits to supporting 

the individual and 

family regardless of 

set-backs that will 

naturally occur in the 

process of change 

 

a. Undesired behaviors, events, or outcomes are not seen as “failure” by the individual or 
the family. Instead they are viewed as evidence of ongoing needs that are the 
responsibility of the team members and systems to continue to support.  

b. Team members commit to problem-solving alternative solutions when resources, 
providers, or services are determined ‘insufficient’ 

c. Team members are responsible to one another. Individuals are responsible to their own 
journey and to speaking for themselves. Families and significant others are responsible 
to support their loved ones. Providers are responsible to provide best practices and 
assist with advocating for needs. Communities and community members are 
responsible to provide opportunities for others.  

d. All team members are responsible to support one another when challenges arise.   



10. Outcome-focused  

The team develops 

observable and 

measurable indicators 

of success and 

monitors the outcomes 

regularly. 

a. The team is accountable to each other, their agencies, and their community to provide 
effective supports.  

b. The team meets regularly to review progress towards success and completion of the 
formal wraparound model to return the individual and/or family to regular functioning. 

c. When outcomes are not met, the team adjusts the plan, interventions, or strategies to 
support the individual.  

d. The tracking of outcomes is used to promote hope and change for the individual and 
team 

e. The tracking of outcomes is used to promote hope and change for the community to 
reduce the stigma and discrimination for those who need support in their daily lives.   
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