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MENTAL HEALTH PROGRAMS FOR KANSAS CHILDREN AND FAMILIES:  
WRAPAROUND FIDELITY AND QUALITY OF CARE 

 

 
 

EXECUTIVE SUMMARY 
 
 
The current structure and goals of the Kansas public mental health system as well as its 
development undergird this study.  The public system in Kansas is comprised of supports that 
vary from highly restrictive (hospitals) to non-restrictive (Community Mental Health Centers or 
CMHCs).  One guiding principle of the system of care is that services and supports are best 
provided in the community when possible.  This principle was formalized with passage of the 
Mental Health Reform Act of 1990.  Community-based services (CBS) for children are relatively 
new among services offered by CMHCs.  Consistent with “best practices,” these services are 
expected to be strengths-based, family-centered, and provided within a wraparound model.  In 
the initial phase of implementing CBS, the focus was on establishing the array of services.  The 
next step was to evaluate fidelity to the wraparound model and to compare outcomes by the 
degrees of fidelity to this model, which is the primary purpose of this study.   
 
This three-year, state-wide, study included a sample of 377 children, ages four to 18, living with 
serious emotional disturbance (SED).  The study used a multi-pronged approach that included 
focus groups with family members of children receiving CBS; focus groups with CMHC direct 
service staff; interviews with CMHC administrative staff; randomly selected client record reviews; 
and the use of outcome data from Client Status Reports (CSRs), described below, to determine 
how children in the sample were functioning on CSR outcome variables. 
 
Through the course of this study, site visits were made to 23 CMHCs.  As part of the process of 
monitoring quality assurance, all CMHCs in the State of Kansas submit quarterly Client Status 
Reports (CSRs) that contain extensive fields for tracking.  Data collected from the records 
reviewed were merged with outcomes from CSRs.  Three overarching study queries included the 
quality of care provided, the degree of fidelity to the wraparound model, and whether outcomes 
for children whose services reflect a higher degree of model fidelity differ from those whose 
services reflect a lower degree of model fidelity.   
 
Key findings indicate that services provided generally demonstrated a high degree of fidelity to 
the strengths-based, family-centered, wraparound model, with variability between centers. 
Model adherence was substantiated by progress notes in the records reviewed and qualitative 
data from focus groups.  Clearly, service providers and parents are aware of the power of the 
wraparound process.  One parent said: 

 
She [case manager] had all the people we needed at the meeting. We have  
three goals we work towards using different action steps and it involves the  
school and the school teams, and an aunt.  It helps the teachers understand.   
We found out what strengths our kids have, and that was the biggest thing.   

 I



 
 
 
When you’ve been in the muck, you think there’s nothing good.  It makes  
you stop and see what their strengths are.  You re-examine and, not 
everything they do is bad.  You see the good in them and work through 
things.  That may take a long time because you’ve been mad at your kids  
because they get in so much trouble.  We looked at the strengths and then 

            looked at what they needed to improve and how we could do that.  That’s 
the biggest thing I got from wraparound.  Now, when I get angry with my  
kids, it helps to come up with something good.   

     
 
 
The CSR variables of Residential Placement, Law Enforcement Contact, Academic Performance, 
School Attendance, and Child Behavior Checklist (CBCL) scores were used to compare outcomes 
for children whose services were delivered with a higher degree of fidelity to the wraparound 
model with those whose services reflected a lesser degree of fidelity.  More children whose 
services were family-centered were living in family homes than those whose services were not 
family-centered.  Children whose services were family-centered had less Law Enforcement 
Contact than those whose services were not family-centered. Children whose services were 
family-centered had significantly better outcomes on Academic Performance and School 
Attendance than those whose services were not family-centered (p < .05).  More children who 
had wraparound teams were living in family homes than those who did not have wraparound 
teams.  Children who had wraparound teams had less Law Enforcement Contact than children 
who did not have wraparound teams. Children who had wraparound teams had significantly 
better outcomes on Academic Performance and School Attendance than children who did not 
have teams (p < .05).  
 
Analyses were performed to determine differences in Internalizing and Externalizing CBCL scores 
from baseline, near the time of intake, to the last quarter of observation for each of the 
respective years to look at change in CBCL scores over time.  Internalizing scores reflect somatic 
complaints, withdrawal, anxiety, or depression and Externalizing scores reflect delinquent or 
aggressive behavior.  Changes in both Internalizing and Externalizing CBCL scores of children 
whose services were family-centered were statistically significant (p < .05).  The Internalizing 
CBCL scores of children whose services were not family-centered worsened.  The Externalizing 
CBCL scores of children whose services were not family-centered improved slightly. The mean 
amount of improvement in both the Internalizing and Externalizing scores of children with 
family-centered services was significantly more than that of children whose services were not 
family-centered (p < .05).  Changes in both the Internalizing and Externalizing CBCL scores of 
children who had wraparound teams were statistically significant (p < .05).  The Internalizing 
CBCL scores of children without teams improved slightly. The Externalizing CBCL scores of 
children without teams worsened.  The mean amount of improvement in both the Internalizing 
and Externalizing scores of children with teams was significantly more than that of children 
without teams (p < .05).      

 II



  
 
In focus groups, CMHC staff readily articulated the strengths-based, family-centered, 
wraparound, philosophy as a set of guiding principles upon which the delivery of services is 
based.  One case manager articulated community-based practice principles, saying: 

 
 Ideally, our job is to work ourselves out of a job, to provide care and 
 community supports so that families don’t need professionals.  Our role 
 is more as a partner beside the parent or family, not leading them, but  

being beside them and supporting them, because parents are always 
the experts on their children.    

 
 
During focus groups, parents supported the reports of center staff.  One parent said, “They include 
me in everything – meetings with counselors and teachers – I am included.  They say, ‘It’s your decision.’  They are 
always asking questions of me, including me in the process.”   Virtually all parental comments about the 
services their children receive were of a positive nature.  Parents were eager to discuss the 
helpfulness of direct service staff.  Some representative quotes include: 

 
  

These people [CMHC staff] brainstorm with me.  I can call them any  
old time.  They’re never too busy for me.  I feel like we’re one.  In fact, 

 I tease them and say, “It takes a village to raise a child.  My child may 
 take a whole city.”  I am glad they are the residents. 
 

You want to have a feeling of hope, hope that you find help and you do. 
 You do have a roller coaster ride, but you just never give up because 
 you have support.  I think it’s really important, like a safety harness 
 or seat belt.  She [service provider] has such a way with words.  That’s 

the hope.  That’s the key.  
 
 
Parents shared stories of their children’s struggles as well as their successes.  Parental focus 
group participants described working side by side with CMHC staff as parts of teams developing 
the best plan of care possible for their children.  From the qualitative data of focus groups with 
parents, it was apparent that they are full and active members of those teams, using their 
strengths, tenacity, creativity, and humor.  A representative parental quote is as follows: 
 
 We’re hurting, we’re hurting, but we’re going to straighten up.  They [CMHC  

staff] taught me how to look at things differently.  My kids push the buttons 
 and I’m finally learning to not engage.  It’s hard not to engage when they’re  
beating holes through the wall.  You ought to see my walls.  Actually, though, 
 if I don’t engage them it’ll stop in five minutes instead of 20.  So a five- 
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minute hole is much smaller than a 20-minute hole.  I gave up on repairing 
walls.   Do you know what we do now?  I used to cut hearts out of wood.  I  
got so sick of looking at hearts I couldn’t stand it.  So, we started cutting out 
 pigs.  Now, we find any animal, make a design, cut them out of wood, and  
 paint them.  We screw the wood into the walls to cover the holes. 

 
 
In addition to the positive parental comments above, some problem areas were noted, which are 
discussed in this report.  For example, some of the services cited as most helpful by parents were 
the least rendered.  All three years of the study, in focus groups, CMHC staff identified both 
internal and external challenges to quality service provision.  For example, some centers cited 
difficulties maintaining an adequate capacity to provide timely access to medication 
management.  Consistently occurring themes of internal and external obstacles are discussed.  
Along with their identification these barriers, CMHC staff described ways in which some have 
been overcome and contributed creative suggestions for solutions.  For example, staff members 
at some centers have learned to identify behavioral patterns or cues in clients that allow them to 
proactively intervene, frequently averting crises and/or hospitalizations.  Generally, the main 
components of this effective early intervention were immediate access to psychiatric care and the 
ability to promptly increase attendant care.                
     
The findings of this report, as part of the state’s system of monitoring safeguards, serve as an 
evaluation of certain aspects of the system of care.  Children who received services most true to 
the wraparound model experienced better outcomes than those who did not, confirming the 
importance of this evidence-based practice.  Additionally, these findings corroborate factors that 
constitute “best practices” in a large system of care.  This knowledge provides a basis for 
informed policy decisions and guides effective model utilization for serving children and families.  
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MENTAL HEALTH PROGRAMS FOR KANSAS CHILDREN AND FAMILIES:  

WRAPAROUND FIDELITY AND QUALITY OF CARE 
 

 
Introduction 

 
The current structure and goals of the Kansas public mental health system as well as its 
development undergird this study.  The public system in Kansas is comprised of supports that vary 
from highly restrictive (hospitals) to non-restrictive (Community Mental Health Centers or 
CMHCs).  One guiding principle of the system of care is that services and supports are best 
provided in the community when possible.   
 
The Kansas Department of Social and Rehabilitation Services, Division of Health Care Policy 
(SRS/HCP) has adopted a philosophy of community-based, strengths-oriented, family-centered 
service provision that defines the delivery of mental health services to children and families in 
Community-Based Services (CBS) programs operated by local CMHCs.  In this model, the client 
and family are seen as integral members of a team, actively participating in the development of 
goals and objectives and the selection of appropriate services.  Taken even further, family 
members are seen as experts who can offer the insight and experiential details that lead to the 
identification of strengths and needs, accurate diagnoses and effective services.  This approach to 
service provision planning is facilitated through a wraparound process whereby parents have the 
option to invite other family members or caregivers, mental health center staff, significant others, 
school personnel, and members of the community to participate in the planning process as equal 
team members directing the provision of services.  This individualized process seeks to coordinate 
mental health services with other community services and resources to develop the most 
comprehensive and realistic plan possible.    

 
In addition to the traditional therapy and medication services provided by CMHCs, CBS programs 
provide a wide range of supportive and therapeutic services to children and families. The primary 
goal of CBS programs is to serve children in the community within the family structure, thus 
avoiding placement in state hospitals and/or other institutions.   
 

 
Background of Community-Based Services Programs 

 
The offering of Community-Based Services to children living with Serious Emotional Disturbance 
(SED) in the State of Kansas is relatively new among services offered by CMHCs.  During the 
1980’s, the Kansas Medicaid program began reimbursement of children’s case management and 
partial hospital as well as home-based family therapy, providing the incentive for the beginning 
development of CBS statewide.  In 1990 the Mental Health Reform Act was passed, which was 
the first statewide effort at reforming mental health services in the state.  This act brought money 
and attention to the mental health arena, primarily for adults.  Throughout the 1990’s additional 
initiatives and funding streams continued to support the reform efforts, including the reduction in 
the use of state mental health hospital beds and the closure of one of the state mental health 
hospitals (Topeka State Hospital).  The funding that had been spent on maintaining the state  
 



 
mental health hospital beds was diverted to CMHCs in an effort to assist people with mental  
illnesses in the community where they had other supports as well.  Although the primary 
beneficiaries continued to be adults, funding for children’s programs provided a substantial boost 
to the fledgling CBS programs developing in many CMHC catchment areas. 
 
In the late 1990’s, the shift for children began.  In 1997, the Kansas Department of Social and 
Rehabilitation Services, Division of Health Care Policy (SRS/HCP) received a state Mental Health 
Waiver for children and youth living with SED through the federal Centers for Medicare and 
Medicaid Services (CMS), formerly known as the federal Health Care Financing Administration 
(HCFA).  This Waiver, designed as a hospitalization diversion program, allowed the state to 
provide mental health services through Medicaid to children living with SED at risk of state 
hospitalization.  In 1999, the state legislature continued this momentum by appropriating money 
specifically for children’s mental health services.  Through the Family-Centered System of Care 
(FCSC), which started as a result of a successful federal grant in southeast Kansas, funding was 
available for CMHCs to augment and improve service delivery for children.  These improvements 
were accomplished through implementing community collaboration and providing parent support 
while increasing and expanding services to children through community-based mental health 
services.   
 
Community-Based Services are for families and children who are living with SED and are in need 
of specialized services, otherwise known as the target population.  The CBS program encompasses 
many services.  Case management is considered to be at the core of the community-based 
approach.  Other services provided through CBS include home-based family therapy, attendant 
care, respite care, wraparound services, psychosocial programs, and parent support and education. 
 

 
Purpose 

 
Community-Based Services for children, critical to effectively address the mental health needs of 
families and children, are relatively new in the array of services offered by CMHCs.  In the initial 
phase of implementing CBS for children, the focus was on establishing the array of services.  
There has been a dramatic increase in both the types and amounts of services being offered by 
CMHCs to this population.  Consistent with “best practices,” these services are expected to be 
strengths-based, family-centered and provided within a wraparound model. The next step is to 
evaluate progress of the state’s CBS programs toward meeting this expectation and to examine the 
quality of services being provided, which is the purpose of this examination.  
 
 

Methodology 
 
The methodology of this study, conducted over a period of three years, is based on a multi-
pronged approach that includes: 

  
• focus groups with family members of children receiving CBS using a standard question 

format,  
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• focus groups with CMHC direct service staff using a standard question format, 
• interviews with CMHC administrative staff using a standard question format,   
• random client record reviews using a standardized data collection instrument, and 
• use of outcome data from Client Status Reports (CSRs) to determine how individual 

children in the sample were functioning on CSR outcome variables. 
 
As part of the SRS/HCP process of monitoring standards and quality assurance, all CMHCs in the 
State of Kansas submit Client Status Reports (CSRs) on a quarterly basis. The CSRs contain 
extensive fields for tracking that include data such as demographics, services provided, custody 
status, reimbursement sources, and educational placement. The CSRs also contain outcome 
variables such as Residential Placement, Law Enforcement Contact, Academic Performance, 
School Attendance, and Child Behavior Checklist (CBCL) Scores.  Quarterly reports are issued 
based on the CSR submissions that are used for a variety of purposes, including quality 
improvement. 
 
CSR data are currently housed in the Automated Information Management System (AIMS).  The 
AIMS database, described below, was used for sampling CMHCs for site visits and records for 
review years two and three of this study.   
 
 The Automated Information Management System (AIMS) is a  
 comprehensive data set that includes data on demographic, client 
 status, and encounter data for individuals served through the Kansas  

Community Mental Health Centers.  Data are used for a variety of  
 purposes including federal and state quality improvement programs  
 and to monitor CMHC contacts under Mental Health Reform  

(Kansas Department of Social and Rehabilitation Services, p. 2).  
 
For years two and three, consumer identification numbers for the children in this study were 
randomly selected from the AIMS database using systematic sampling.  For year one, the same 
sampling methodology was used to select client identification numbers from the database that 
housed CSR data at that time.  These identification numbers were provided to CMHC staff who 
withdrew matching records to be reviewed by members of the inquiry team during site visits.  A 
formatted record review form was developed and used to extract information to answer the 
questions posited for this evaluation.  Data provided in this report were derived from information 
recorded on the review forms.  Persons participating in the interviews and focus groups were 
assured of anonymity and informed that individuals would not be identified by qualitative data 
from the focus groups or interviews.  CMHC staff were advised that no centers would be 
identified by name.  
 
Through the course of this three-year study, on-site visits to 23 CMHCs were completed, 
representing large and small, urban and rural, and eastern and western catchment areas of the state.  
Due to the random sampling of records for review and the purposeful sampling of CMHCs, the 
study sample is considered representative of children receiving CBS at CMHCs in the State of 
Kansas.  Findings are deemed generalizable to those same children.   
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Site visits were made to eight CMHCs during the first year of the study; visits were made to seven 
CMHCs during the second year; and visits were made to eight CMHCs during the third year.  The  
period of data collection for year one commenced August 2001 and concluded July 2002.  This 
time frame was from August 2002 to June 2003 for year two and from May 2003 to July 2004 for 
year three.  This study was not intended to evaluate the participating centers individually, but to  
look at model implementation from a systems perspective.  This emphasis was clearly 
communicated to all participants in the course of observation.   
 
The following aspects of CBS programs were addressed with CMHC staff: 
 

 Program philosophy 
 Wraparound facilitation process 
 Challenging situations 
 Outreach to families 
 Internal/external obstacles to service provision 
 Position and autonomy of program within CMHC 
 Family/child representation on CMHC Board of Directors 

 
The following areas were covered with parents of children receiving CBS: 
 

 Reasons for seeking assistance 
 Perception of support or lack of support 
 Types of services considered most helpful 
 Wraparound process 

 
 

 
 
 

Study Questions 
 
Data from a variety of sources, previously described, were utilized to answer the questions given 
below.  These sources included focus groups, interviews, record reviews only, and record review 
data merged with CSR data for the last quarter of observation for each respective year of the study.  
The study questions are as follow: 

                                                   
1. Do CBS programs practice from a family-centered, strengths-based approach as 

components of the wraparound model? 
 

2. Has a wraparound model been implemented for all consumers of CBS? 
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3. Are the goals established by CMHCs consistent with the reasons parents are seeking 
services? 

 
4. Is the membership of the wraparound team consistent with the established goals? 

 
5. What are the types and frequencies of service utilization? 

 
6. Is there a difference in outcomes for children whose services are family-centered and 

those whose services are not family-centered? 
 

7. Is there a difference in outcomes for children who have wraparound teams 
and for those who do not? 

 
8. What are the challenges surrounding high-quality service provision?  
 
9. What are some exemplary CBS practices, suggestions from the field, and solutions for  
      challenges to the provision of high quality services? 

 
     

 
Table A on the next two pages contains the above study questions, the methodology used to 
answer them, and the page numbers where related findings can be found.   
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Table A.  Research Questions and Methodology Used to Answer Questions 

                                  Methodology 
Research Question Focus Groups 

with Family 
Members 

Focus Groups 
with CMHC 
Direct Service 
Staff 

Interviews with 
CMHC 
Administrative 
Staff 

Client Record 
Reviews 

CSR Outcome 
Variables Matched 
with Record 
Reviews 

1. Do CBS programs practice from a 
family-centered, strengths-based 
approach as components of the 
wraparound model? 

X: Pages 12-14, 
27, and 38-45 

X:  Pages  
12- 14, 17, 36, 
37, and 50-52 

X:  Pages 36, 
59, and 99  

X:  Pages 8, 12, 
19, 27, 45-48, 
91, 115, 123, 
and 131  

 

2. Has a wraparound model been 
implemented for all consumers of CBS? 

X:  Pages 13  
and 14  

X:  Pages 12-14, 
17, and 95  

X:  Pages 12, 
17, and 95-101  

X:  Pages 13, 15 
and 95-98  

 

3. Are the goals established by CMHCs 
consistent with the reasons parents are 
seeking services? 

   X:  Pages 19 
and 99-101  

 

4. Is the membership of the wraparound 
teams consistent with the established 
goals? 

   X: Pages 20, 21, 
and 102-105  

 

5. What are the types and frequencies of 
service utilization? 

   X: Pages 24, 25, 
and 111-113  

 

6. Is there a difference in outcomes for 
children whose services are family-
centered and those whose services are not 
family-centered? 

    X:  Pages 27-31, 
114-119, 123-127, 
and 131-135 

7. Is there a difference in outcomes for 
children who have wraparound teams and 
for those who do not? 

    X:  Pages 31-35, 
119-122, 127-130, 
and 135-138  

8. What are the challenges surrounding 
high-quality service provision? 

X:  Pages  45-48 
combined with 
record reviews 

X:  Pages 49-52 
and 58-81  

X:  Pages 37, 
49, and 92  

X:  Pages 37, 
45-48, and  
52-54 

 

9.  What are some exemplary CBS 
practices, suggestions from the field, and 
solutions for challenges to the provision 
of high quality services? 

X: Pages 13, 14,   
and 38-45   

X:  Pages 12, 13, 
14, 17, 36-38, 
45, 50-52, 55-
57, and 72-75  

X:  Pages 17, 
56, 57, and 59 

X: Pages 8, 9, 
19, 20-23, 53, 
54, and 98-102, 

X:  Outcomes of 
exemplary practice; 
Pages 27-35 and 
114-138  

 



 
WHO ARE THE 

CHILDREN? 
 
 
 

 

 



 
 

Findings 
 
 
 

As previously indicated, this study spanned a three-year period of time.  First, aggregated findings 
will be presented in this report.  Then, findings by year will be provided in Addendum A.  Data 
were analyzed and findings are provided by year in order to look at salient features between the 
three years of this study. Where differences or similarities between years one, two, and three were 
noted, they will be discussed, primarily where findings by year are outlined.  However, it should 
be noted that these differences may be attributable to many variables such as the sites 
visited, the way records are maintained, or actual changes within the system of care.   
 
Findings consist of both positive and negative aspects based on the observations made, both of 
which will be discussed.  During the course of data collection, exemplary CBS practices were 
noted as well as solutions for challenges to quality service provision and suggestions from service 
providers.  With the awareness that this information may not be innovative, it is offered for 
consideration, primarily near the end of the report where most negative findings are also 
described.  The page numbers where solutions can be found are provided in Table A and the text 
sections containing them are shaded for accessibility.               
 
The terms children and youth will be used interchangeably throughout this report.  The persons 
who conducted this study will be referred to by terms such as inquirers, examiners, or researchers 
contingent upon the research methodology used and its relationship to report content.       
 
 
 
 
 
 

Population and Demographics 
 
The demographic characteristics of the youth included in this examination are summarized on 
Table 1.  This three-year, state-wide study included a sample of 377 youth who ranged in age from 
two to 19, with a mean age of 11.87.  Of these youth, 123 (32.6%) are female and 254 (67.4%) are 
male.  The racial composition of the group included 310 (83.5%) Caucasians, 28 (7.5%) 
Black/African Americans, 14 (3.8%) Latina/Latinos, and 19 (5.1%) of multiple race.   
 
At the time of data collection, among the 377 youth, 291 (77.2%) were living with family 
members such as biological parents, step-parents or a combination of biological and step-presents, 
30.0% of whom were living with single mothers.  Twenty-five children (6.6%) resided with 
grandparents. Twenty-three children (6.1%) resided with adoptive parents, 30 (8.0%) with foster 
parents, and two (.5%) with aunts and uncles.  One youth (0.3%) was living independently. Of the 
remaining five youth, three (.8%) were in residential care, and two (.5%) in correctional facilities.  
 
Although 22.5% of the children had histories of previous hospitalizations, no children were in 
hospitals at the time of data collection.  Records were carefully scrutinized. It should be noted that 
during record reviews, a change in the residential status, initially provided on the intake form, was 
sometimes noted.  However, changes in living arrangements could have occurred that were not 
0recorded in the records reviewed or that were not found by reviewers.           
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Table1. Demographic Characteristics of Children  

Variable Attribute Year 
One 

n 

Year 
One 
% 

Year 
Two 

n 

Year 
Two 

% 

Year 
Three 

n 

Year 
Three 

% 

Overall
n 

Overall
% 

Year One           
(Eight CMHCs) Total  145 38.5       
          
Year Two 
(Seven CMHCs) 

 
Total 

   
108 

 
28.6 

    

          
Year Three          
(Eight CMHCs) Total     124 32.9   
          
Aggregated 
(Three Years) 

 
Total 

       
377 

 
100 

          
Age 6 and under 11 7.7 12 11.0 17 13.7 40 10.6 
 7 –9 22 15.3 10 9.2 14 11.3 46 12.2 
 10-12 42 29.2 33 30.3 42 33.9 116 31.0 
 13-15 33 22.9 35 32.1 42 33.9 110 29.2 
 16 and older 36 25.0 19 17.4 9 7.3 64 17.0 
 Total 144 100 109 100 124 100 377 100 
 Mean (SD) 12.24 

(3.87) 
 12.89 

(3.71) 
 11.18 

(3.51) 
 11.87 

(3.73) 
 

          
Gender Female  49 33.7 38 35.2 36 29 123 32.6 
 Male  96 66.3 70 64.8 88 71 254 67.4 
 Total 145 100 108 100 124 100 377 100 
          
Race Caucasian 109 77.9 91 85.0 110 88.7 310 83.5 
 Black/African  

  American 
12 8.6 7 6.5 9 7.3 28 7.5 

 Latina/Latino 10 7.1 2 1.9 2 1.6 14 3.8 
 Multiple Race 9 6.4 7 6.5 3 2.4 19 5.1 
 Total  140 100 107 100 124 100 371 100 
          
Living  Birth parents  45 31.0 31 28.7 33 26.6 109 28.9 
Arrangements Birth mother 52 35.9 23 21.3 38 30.6 113 30.0 
 Birth father 7 4.8 7 6.5 2 1.6 16 4.2 
 Parents & step- 

  Parents 
16 11.0 18 16.7 19 15.3 53 14.1 

 Grandparents  9 6.2 8 7.4 8 6.5 25 6.6 
 Adoptive  

  parents  
7 4.8 6 5.5 10 8.1 23 6.1 

 Foster parents  7 4.8 11 10.2 12 9.8 30 8.0 
 Relative 0 0 0 0 2 1.6 2 .5 
 Independent  

  Living 
0 0 1 0.9 0 0 1 .3 

 Residential  
  Care 

2 1.4 1 0.9 0 0 3 .8 

 Correctional  
  Facility 

0 0 2 1.8 0 0 2 .5 

          
 Totals  145 100.0 108 100.0 124 100 377 100 
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Identified Strengths of Youth 

 
Of the client records reviewed, 315 (83.8%) clearly indicated multiple strengths of the youth.  The 
inquiry team was unable to locate strengths assessments in 16.2% of the records.  Year one, 
strengths assessments were located in 70.8% of the cases, with one in the process of being 
completed.  The percentage of strengths assessments increased to 82.4% for year two and 100% at 
sites visited year three. The identified strengths of youth are quantified in Table 2.  These strengths 
were collapsed into attribute domains.  Those domains and the most commonly noted strengths are 
as follow: 

 
 
• Education: attends school regularly, has completed certain grade in school or task, 

completes homework, enjoys social functions at school, gets along with teachers, earns 
good grades, is on the honor roll, intelligent, good memory, likes to learn, good at or 
enjoys certain subjects, and completes homework  

 
• Creative/Artistic: artistic, creative, curious, inquisitive, draws well, and insightful 

 
• Good Health: active, energetic, in good health, good motor skills, and well-groomed 

 
• Independent: determined, independent, is individual, works or plays independently 
 
• Outgoing: articulate, sense of humor, outgoing, talkative, and verbal 
 
• Responsible/Motivated: responsible, motivated, achieves goals, does chores, helps around 

house, and responds to interventions  
 
• Well-Behaved: well-behaved, complies with rules, follows directions, and no contact with 

law enforcement  
 
• Family: Good bond with mother or father or grandparents, and has fun with family 

 
• Peer Relations/Community Integration:  

Engaged --  Enjoys animals, enjoys outdoor activities, plays musical instrument, reads, has  
hobbies;  Involved --  Active in outside activities and groups; active in Boy Scouts, Girl 
Scouts, church or sports 

 
• Interpersonal Skills/Other Personal Qualities: 

Caring -- affectionate, caring, compassionate, generous, kind, and loving; Social --  
charming, cooperative, friendly, gets along well with others, helpful, demonstrates 
leadership skills, likable, makes friends, social, and polite 
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                    Table 2. Identified Strengths of Youth( n/%), n = 376

Year 
 

Yes No 

One (n = 144)* 
 

102 (70.8) 42 (29.2) 

Two (n = 108) 
 

89 (82.4) 19 (17.6) 

Three (n = 124) 
 

124 (100) 0 (0) 

Totals (n = 376)* 
 

315 (83.8) 61 (16.2) 

                    *Strengths assessment being completed for one case 
 
 
 
The assessment of strengths varies widely within the system of care.  Some centers conduct 
individualized assessments of strengths upon which to build whereas others address strengths in a 
cursory manner.  More consistency in the identification of strengths was noted at sites visited 
years two and three than year one.   
 
It is important to note that the intent was to collect strengths of both youth and their families.  
However, the reviewers were only able to find strengths of families in 41% of the records 
reviewed.  When these strengths were found, they were important and often poignant.  For 
example, some of these attributes include: motivated and works hard to care for family, family 
pulls together, mom works two jobs to care for family, mom stays home to care for children, 
involved, concerned, caring, positive influence, interested in helping in any way, parents divorced 
but work together for child, parents love child very much, and mother caring for child despite 
surgery and chemotherapy for cancer.      
 
 
 
 
Identified Diagnoses of Youth 
 
 
The children have a variety of diagnoses (see Table 3).  Ascertaining the primary and secondary 
diagnoses from client records often was not possible.  Therefore, multiple diagnoses, without 
regard to primacy, were recorded from the records reviewed.  The most frequently occurring 
categories of diagnoses were Attention Deficit Disorder/Hyperactivity Disorders (ADD/ADHD), 
Behavior Disorders, and Mood Disorders.  Of the 377 children, 216 (57.3%) had a diagnosis of 
ADD/ADHD, 180 (47.7%) had a diagnosis of Behavior Disorders, and 126 (33.4%) had a 
diagnosis of Mood Disorders.  A dual diagnosis of ADD/ADHD and Behavior Disorders existed 
in 67 of the children (17.8%).  
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   Table 3. Diagnosis of Youth (n/%)

Diagnosis 
 

n % 

Attention Deficit Disorder (ADD/ADHD) 
 

216 57.3 

Behavior Disorders 
 

180 47.7 

Mood Disorders 
 

126 33.4 

Anxiety Disorders 
 

65 17.2 

Adjustment Disorders 
 

41 10.9 

Family Relational Disorders (Co-morbid) 
 

17 4.5 

Problems Related to Abuse or Neglect Co-
Occurring with Other Mental Health 
Diagnoses (Co-morbid) 

13 3.4 

Learning Disorders (Co-morbid) 
 

12 3.2 

Drug and Alcohol Disorders (Co-morbid) 
 

9 2.4 

Eating and Elimination Disorders  
(Co-morbid) 
 

9 2.4 

Pervasive Developmental Disorders  
(Co-morbid) 
 

9 2.4 

Psychosis 
 

6 1.6 

Asperger’s Disorder 
 

4 1.1 

Others 
 

14 3.7 

Totals 
 

721 191.2* 

    *Percentages based on number of cases (377); therefore, total percentage exceeds 100% 

 
 
 
 
 
The diagnoses in Table 3 above were collapsed into categories as follow: 
 

• Adjustment Disorders:  Various Adjustment Disorders including With Mixed 
Disturbance of Emotions and Conduct, with Disturbance of Conduct, With Mixed Anxiety 
and Depressed Mood, and Unspecified   
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• Anxiety Disorders:  Generalized Anxiety Disorder, Obsessive Compulsive Disorder, Post 

Traumatic Stress Disorder, Social Phobia, and Reactive Attachment Disorder of Early 
Childhood   

 
• Asperger’s Disorder:  Asperger’s Disorder 

  
• Attention Deficit Disorders (ADD/ADHD): Attention-Deficit/Hyperactivity Disorder, 

Combined Type, Predominantly Inattentive Type, and Predominantly Hyperactive-
Impulsive Type, and Attention-Deficit/Hyperactivity Disorder Not Otherwise Specified 
(NOS)   

 
• Behavior Disorders:  Intermittent Explosive Disorder, Conduct Disorder, Oppositional 

Defiant Disorder, and Disruptive Behavior Disorder NOS   
 

• Drug and Alcohol Disorders Co-Occurring with Other Mental Health Diagnoses: 
Alcohol Dependence and Polysubstance Dependence   

 
• Eating and Elimination Disorders:  Eating Disorder NOS, Encopresis, Enuresis, and 

Pica 
 

• Family Relational Disorders Co-Occurring with Other Mental Health Diagnoses: 
Parent Child Relational Problems   

 
• Learning Disorders Co-Occurring with Other Mental Health Diagnoses: Reading 

Disorder and Learning Disorder NOS   
 

• Mood Disorders:  Major Depressive Disorder, Bipolar Disorder, and Dysthymic Disorder   
 

• Pervasive Developmental Disorders Co-Occurring with Other Mental Health 
Disorders:  Autistic Disorder, Pervasive Developmental Disorder NOS, Childhood 
Disintegrative Disorder, and Rett’s Disorder   

 
• Problems Related to Abuse or Neglect Co-Occurring with Other Mental Health 

Diagnoses : Physical Abuse of Child (Victim), Neglect of Child (Victim), and Sexual 
Abuse of Child (Victim) 

 
• Psychosis:  Schizophrenia and Brief Psychotic Disorder 

 
• Others: Chronic Tic Disorder, Gender Identity Disorder, Personality Change Due to Head 

Injury Aggressive Type, Personality Change Due to Seizure Disorder, Phonological 
Disorder, Tourettes Disorder, Disorder of Adolescent Child NOS 
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WRAPAROUND 
 



Wraparound 
 

 
As previously indicated, The State of Kansas expects Community Mental Health Centers 
(CMHCs) within the system of care to provide CBS for children and youth according to “best 
practices.”  Therefore, the state has adopted a model of wraparound services, emphasizing family-
centered, strengths-based practice.  In order to explore whether this model has been implemented, 
researchers designed a series of questions to be answered with data from the children’s charts, 
CSR outcomes, and qualitative data.      
 

 
Question 1:  Do CBS programs practice from a family-centered, strengths-based 

approach as components of the wraparound model? 

 
This question was answered with data from record reviews, focus groups with direct service 
providers and parents, and interviews with administrative staff.  In addition to the summary below, 
text containing answers to this question is integrated throughout this report because related 
information provides a foundation for understanding the findings.  Table A in the methodology 
section delineates the specific page numbers where content including answers to this question is 
located.        

 
Through the course of this study exemplary indicators of CBS program practices based on a 
family-centered, strengths-based approach were found.  Some programs were stronger in 
this area than others.  The vast majority of the records reviewed contained strengths 
assessments for the children being served.  Exemplars of strengths-based practices in the 
focus group statements of parents and CMHC direct service providers supported application 
of the identified strengths in CBS practice.   
 
Criteria, described on page 27, were established to determine degrees of family-centeredness and a 
classification of family-centered services.  Of the 377 record reviews, the services provided 337 
children and families (89.4%) were classified as family-centered and the services provided 40 
children and families (10.6%) were classified as not family-centered.  Qualitative data from 
focus groups with parents and CMHC staff lend validity to these family-centered findings.  
The degree of model adherence was also substantiated by progress notes in the records reviewed.  
Another indicator of family-centeredness, the degree to which specific parental concerns 
were addressed in the goal development process, was very high.  Conversely, the services 
cited as most helpful by parents were often the least rendered.     
 
 
 
Wraparound Model Implementation 

 
 

Question 2: Has a wraparound model been implemented for all consumers of CBS? 

 
According to CMHC staff, the degree of wraparound implementation varies within the 
system of care.  Many centers indicated they use wraparound for the large majority of  
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clients.  Others utilize it with 100% of their clients and some centers use it with between 
50% and 60% of clients.  Many administrative and direct service staff members considered 
this process to be cumbersome and time consuming.  Although staff recognizes the value of 
the wraparound process, at some centers it is sometimes used only for children and families 
who appear to have more difficult problems.  Many centers described modified wraparound 
processes.   
 
These modified wraparound processes vary.  For example, staff at one center described holding 
two separate meetings when all wraparound team members cannot be present at one.  
Subsequently, the contents of each meeting are exchanged.  Teleconferences are often convened  
between members who can be at the mental health centers and members from other service 
systems, such as foster care or SRS.  Often meetings are held at schools.  Although most 
wraparound team members attend these school meetings, they are not officially called wraparound 
meetings.  One case manager described instances where the school holds a large meeting for 
several children.  The case manager who attends the meeting represents the children’s mental 
health needs and obtains prior input from other team members who cannot attend.  Afterward, the 
case manager meets with other team members to discuss information from the school meeting.  
One case manager said “if I can’t get all team members in a room at the same time,” rather 
than a wraparound, “I do a chase-around,” which consists of networking with team members 
and sharing information.  The case manager said, “Today I’ve already met with a school principal, 
a basketball coach, and a psychiatrist.”      
 
In a majority of the cases, examiners were able to find documentation of a wraparound team, 
although it was sometimes unclear to what degree the team actually meets to discuss plans.  Years 
two and three, many of the centers visited had separate sections in records that documented 
meetings including persons in attendance.  One center’s records contained minutes of the 
meetings, signatures of persons present, and the date of the next scheduled meeting.  In focus 
groups, direct service staff described impromptu meetings with good attendance that were 
generally not documented as formal “wraparound” meetings.   
 
In focus groups, when asked about wraparound team meetings, roughly half of the  
participating parents said they were not familiar with these meetings.  It was unclear 
whether parents did not have wraparound teams or were not familiar with the term 
wraparound.  When wraparound meetings were explained to participants and as the focus 
groups progressed, parents frequently recollected attending such meetings and having the 
ability to request meetings if desired.  Some parents also misidentified wraparound 
meetings.  For example, frequently when wraparound meetings were held at school, parents 
identified them as school meetings.  Inquirers were unable to make a precise determination 
about the percentage of parents who had wraparound teams due to the above issues, the 
sizeable number of participants at many focus groups, and group dynamics such as  
individuals arriving and departing.  A large majority of parents said they felt heard at 
meetings.  Some service providers described meeting with parents prior to wraparound meetings 
if parents were nervous about interacting with members from other service systems (i.e., school, 
juvenile justice, or SRS personnel).  
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Clearly, some service providers and parents are aware of the power of the wraparound process.  
One parent said: 
 

She [case manager] had all the people we needed at the meeting. We have  
three goals we work towards using different action steps and it involves the  
school and the school teams, and an aunt.  It helps the teachers understand.   
We found out what strengths our kids have, and that was the biggest thing.   
When you’ve been in the muck, you think there’s nothing good.  It makes  
you stop and see what their strengths are.  You re-examine and, not 
everything they do is bad.  You see the good in them and work through 
things.  That may take a long time because you’ve been mad at your kids  
because they get in so much trouble.  We looked at the strengths and then 
 looked at what they needed to improve and how we could do that.  That’s 
the biggest thing I got from wraparound.  Now, when I get angry with my  
kids, it helps to come up with something good.   

 
 
 
Another parent indicated she had felt intimidated by school personnel who seemed  “professional” 
at previous school meetings, but felt supported and empowered by the presence of CMHC staff at 
school and wraparound meetings.  This mother’s perception was that she was heard and more 
respected at school after the first wraparound meeting.   
 
 
When talking about how teams are formed, one case manager said: 

 
We ask the families.  We encourage them to invite people involved in  
the child’s life, like their pastor, a neighbor, or a friend.  I have had big  
meetings where the neighbors and all kinds of people came.  People would  
say, “Hey, after school you can bring him by my house.  I’ll give you a  
break.”  And then families realize there are always people that can help  
and that’s what we should be doing, trying to get all the people in their  
life involved, not just the clinical team, not just the school.   

 
 
Another case manager indicated: 
 

Sometimes you see a lot of tears from parents [at meetings] because all of 
 a sudden everybody is talking about the child’s strengths.  And, that’s the 
 first time some parents hear anything good about their child.   
 
 
Yet another case manager articulated: 
 
 The kid’s self-esteem really rises [at meetings] when he hears all the  

good things about him instead of all the bad things. 
 
 

 14



 
Composition of Wraparound Team Membership 
 
 
Table 4 contains the composition of wraparound team membership.  Of 377 cases, reviewers 
were able to locate documentation of wraparound teams for 329 (87.3%).  Reviewers were 
unable to locate documentation of wraparound teams in 48 instances (12.7%).    

 
 
• Of the 329 children, the child’s primary caretaker was a team member 98.5% of the time.  

Parents, including father or mother, were members of 300 teams (91.2%).  Grandparents, 
as surrogate parents, were members of 22 teams (6.7%).  Two aunts and uncles, as 
surrogate parents, were team members (0.6%).   

 
• Of the remaining five children (1.5%), one youth (0.3%) was living independently,    

two were in residential care (0.6%), one was in a correctional facility (0.3%), and   
one parent (0.3%) was not listed as a team member.  

 
• Children were team members 80.5% of the time, which may be an under-representation of 

actual membership, as documented in the records reviewed.  CMHC staff could have 
assumed the children were team members and not specifically identified them as such on 
the pertinent paper work.  

 
• Case manager membership was 97.3%.  All children served in CBS programs receive case 

management.  Case manager membership may be an under-representation of actual 
membership, as indicated on the records reviewed.  For example, since children receiving 
CBS have case managers, CMHC staff completing paper work could have assumed that 
case managers were wraparound team members and not listed them, or the case managers 
may actually not have been team members in some instances.         

 
• Therapist membership was 68.4%, psychiatrist membership was 24.6%, parents support 

specialist membership was 11.6%, and attendant care worker membership was 7.0%.   
 

• Membership of personnel from other service systems was only 7.6%.  Direct service staff 
said that parents who have had interactions with other services systems (i.e., SRS or the 
courts) often tend to be private with closed family boundaries.  And, some parents feel the 
stigma of having mental health needs in the family.  In these instances, parents are 
reported to be reluctant to invite community members or persons from other service 
systems to become team members. 
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         Table 4. Composition of Wraparound Team Membership (n/%) 
Member 
 

 n/%*** 

Child/Youth  265 (80.5) 
Family members 
 
 
 
 
 
 
 

Mother only* 
Father and Mother* 
Father only 
Grandparent (as    
   Primary Caretaker) 
Grandfather  
Grandmother 
Other relatives 

279 (84.8) 
95 (28.9) 
21 (6.4) 
22 (6.7) 

 
27 (8.2) 

45 (13.7) 
50 (15.2) 

Other caregivers  17 (5.2) 
School personnel   178 (54.1) 
Other service systems SRS 

Foster Care 
Juvenile Justice 

25 (7.6) 
 
 

Family friends   30 (9.1) 
Community members  25 (7.6) 

Case manager/wrap facilitator  320 (97.3) 
Counselor/therapist  225 (68.4) 
Psychiatrist**   81 (24.6) 
Parent support specialist  38 (11.6) 
Attendant care worker  23 (7.0) 
Group leader  29 (8.8) 
Others  3 (0.9) 

          * Includes foster parents    **Includes nurse practitioners 
          *** Based on number of wraparound teams (n = 329)  
 
 
 
Findings by year are described in Addendum A.  However, to show how these findings were 
aggregated through the course of a three-year study, Table 5 identifies the members of wraparound 
teams by year.   
 

• Natural supports, including extended family, friends, other caregivers and individuals 
from the community, were members of 153 teams (46.5%).  School personnel were 
members of 178 teams (54.1%). 

 
• Youth were members of 265 teams (80.5%).  This number may be an under-representation 

of actual youth membership as reflected in the records reviewed. 
 

• Representatives from other services systems were team members only 7.6% of the time.  
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Table 5.  Members of Wraparound Teams by Case by Year (n/%*)
Year Parent 

 
 

n/% 

Natural 
Supports 

 
n/% 

School 
 
 

n/% 

Youth 
 
 

n/% 

Mental 
Health 
Center  

n/% 

Other 
Service 
Systems 

n/% 
Year One (n=116) 
 

108 (93.1) 
 

51 (44.0) 
 

53 (45.7) 
 

76 (65.5) 
 

 116 (100) 
 

14 (12.0)
 

Year Two (n=100) 
 

89 (89.0) 45 (45.0) 61 (61.0) 76 (76) 100 (100) 6 (6) 

Year Three (n=113) 
 

103 (91.2) 57 (50.4) 64 (56.7) 113 (100) 113 (100) 5 (4.4) 

Total (n=329) 
 

300 (91.2) 
 

153 (46.5)
 

178 (54.1)
 

265 (80.5)
 

329 (100) 
 

25 (7.6) 
 

* Percentages based on numbers having wraparound by center  
   1.  Parent: includes fathers, mothers, and other primary caregivers      
   2.  Natural supports: includes non-custodial grandparents, relatives, friends, other caregivers,  
        and community  members  
   3.  Mental Health Center: includes case managers, counselors, parent support specialists,     
        psychiatrists, and group leaders who, together, comprise 100% membership on teams. 

 
 
 
Factors Impacting Team Membership 

 
Several factors appear to influence team membership such as the child’s needs, the reasons parents 
are seeking services, and individuals important in the lives of the child and family (i.e., scout 
leaders or ministers).  Generally, when asked how they determine who will be team members, 
direct service staff said they asked parents.  One insightful case manager said:  
 

I think it is important that we don’t only ask parents.  I think we need to ask  
the child, even if they are three or four years old.  Let them have input in  
what’s going on.  I work with preschool children.  When I asked one four- 
year old who they wanted on their team, they said, “I want grandpa.” 

 

 
In centers that employed a full-time wraparound facilitator, whose sole responsibility was to 
manage the scheduling and meeting of teams, the wraparound process was most faithful to 
the intent and purpose of the model.  In other centers, that responsibility fell to individual case 
managers who may not have the time to orchestrate meetings, considering the frequent schedule 
conflicts of team members.  In those cases, the wraparound teams often consist of the child’s 
caretaker and CMHC staff.  One case manager described the difficulty of scheduling wraparound 
meetings considering other demands on their time, saying, “When you talk about wraparound, 
it’s hard to wrap anything without ribbon or tape.   We’re [case managers] the ribbon and the 
tape for doing wraparound and sometimes we are already tied up tight.” 
 
A consistent theme noted in talking with staff members was that meetings are best attended when 
held in conjunction with other activities, such as meetings at schools or when members have other 
appointments at the mental health centers.   
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WHAT WERE THE 
GOALS?  

 

 



 
 

Established Goals 

 
During record reviews, goals established by the respective centers and given on charts were 
collected, analyzed, and collapsed into categories.  The most frequently defined goals related to 
school, the child’s anger, and the child’s relationship with other family members. The categories 
and the most common goals that fall within them are as follow:   

 
• Goals Related to Education:  improve school attendance, improve educational 

performance, improve attention, keep up with school work, and improve behaviors and 
social skills at school 

 
• Goals Related to Self-Improvement:  improve personal appearance, increase self-esteem, 

increase social skills, increase coping skills, increase communication skills, learn patience, 
utilize positive thinking, and express feelings appropriately 

 
• Goals Related to Symptoms:  manage ADHD symptoms; decrease anxiety; reduce 

impulsivity; stabilize mood, suicidal ideation or suicide attempts; reduce incidents of self-
harm; diminish sexual acting out; stabilize after release from hospital; and address trauma 
of abuse 

 
• Goals Related to Child Responsibility:  remain drug free, participate in therapy, take 

responsibility for own actions, comply with court diversion, take medications, increase 
compliance with authority, decrease stealing, and have no new law enforcement problems 

 
• Goals of Family:  obtain resources, participate in therapy, improve family relationships 

and communication, live in safe environment, create a safety plans for parents, 
acknowledge special needs of the child, improve parenting skills, and use positive parental 
attitude with kids 

 
• Goals Related to Child’s Relationship in Family: improve relationship with parents, 

improve relationship with siblings, follow rules of the family, and follow instructions at 
home 

 
• Goals Related to Peer Relationships/Community Integration:  increase and/or improve 

friendships, maintain healthy relationships with peers, community participation, respect 
others and property, enjoy doing more leisure activities 

 
• Goals Related to Anger:  express or manage anger appropriately, manage physical 

aggression, and eliminate abuse of other children   
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Consistency Between Goal Establishment and Reasons Parents Seeking Services 
 

 
 
Question 3:  Are the goals established by CMHCs consistent with the reasons parents 

are seeking services? 
 
As an indicator of family-centeredness, data were compared to determine the degree to which the 
reasons parents were seeking services for their child or children were addressed by the goals 
established.  Parents most commonly sought help due to concern about the child’s symptoms, 
followed by the child’s anger, problems at school, and the child’s relationship with other members 
of the family (see Table 6).  When parents were concerned about particular issues, CMHCs 
established goals related to those issues 100% of the time, with the exception of symptoms, 
where goals were established 74% of the time.       
 
It should be noted that goals were codified into specific categories, which limited the inquirers’ 
discretion for the identification of goals in some cases.  Although in many instances when goals 
that precisely identified symptoms were not listed in the records reviewed, other goals were 
established that indirectly addressed the symptoms.  For example, if a child had ADHD symptoms, 
a goal related to school, such as “improve attention,” indirectly addressed the parental concern 
about the child’s symptoms.   
 
The above findings indicate that the degree to which specific parental concerns were 
addressed in the goal development process, as an indicator of family-centeredness, is very 
high.       
 
 
   Table 6. Reasons Parents are Seeking Services and Goals Established (n/%) 

Goal Category Reasons Parents 
Seeking Services* 

 
 

n 

Cases in Which 
Goals Were 
Established 

 
n 

Percentage of Parental 
Concerns Addressed by 

Goals Established 
 

% 

Education 173  256  100% 
Employment 0  17  NA 
Child’s Self-
Improvement  

32    208  100% 

Symptoms 215 159  74.0% 
Child Responsibility 78  179   100% 

Family 29  97  100% 
Child Relationship in 
Family 

154  216  100% 

Peer Relationships 
/Community Integration 

63  192  100% 

Anger 206  234  100% 
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 Consistency Between Wraparound Team Membership and Established Goals  
 

 
Question 4:  Is the membership of the wraparound team consistent with the 

established goals? 

 
 

• Natural supports were members of wraparound teams 72.2% of the time when goals related 
to the family, 49.5% of the time when goals related to peer relationships/community 
integration, 47.2% of the time when goals related to the child’s relationship in the family, 
and 46.6% of the time when goals related to self-improvement (see Table 8). 

 
• School personnel were team members 64.7% of the time when goals related to 

employment, 51.2% of the time when goals related to education, 48.4% of the time when 
goals related to peer relationships/community integration, and 46.5% of the time when 
goals related to child responsibility. 

                                                                    
• Case managers were team members 89.8% of the time when goals related to education, 

88% of the time when goals related to peer relationships/community  
integration, 86.5% of the time when goals related to self-improvement, and 85.5%  
of the time when goals related to the child’s anger and other symptoms.  

 
 
Aggregated wraparound team membership percentages are delineated in Table 4 and membership 
percentages by individual records as they fall within goal categories are outlined in Table 8.  The 
wraparound team membership percentages by record, within goal categories, differ from the 
aggregated team membership percentages.  For example, the total therapist membership given in 
Table 4 is 68.4% and therapist membership by record and by goal category in Table 8 varies from 
51.5% to 66.1%.  Not all teams of which therapists were members had goals established in all 
categories.  Although therapists were members of a total of 68.4% of wraparound teams, 
membership percentages within categories vary, according to the goals established and listed on 
the individual plans of care in the records reviewed.   
 
Team membership was consistent with the goals established.  The interests that might be 
expected of particular team members were associated with the goals established.  For 
example, school personnel would likely be interested in youth’s success in life and education 
as well as with peers and in the community, which is supported by their high membership 
when goals related to employment, education, and peer relationship/community integration.  
Natural supports would be apt to provide support for children and families in their homes 
and community.  This inclination is illustrated by high natural support membership when 
goals related to the family, peer relationships/community integration, and the child’s 
relationship in the family.  Case manager membership was high when goals related to 
education, peer relationships/community integration, anger and symptoms.   
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Table 8. Plan Members in Established Goals (n/%) 
Goal Category Client  Case 

Manager 
 

Therapist 
 
 

Psychia-
trist * 

Natural 
Supports 

School 
Personnel 

Education (n=256) 
 

191(74.6) 
 

 230(89.8)
 

152(59.4) 54(21.1)
 

109(42.6) 131(51.2) 

Employment (n=17) 
 

13(76.5) 14(82.4) 11(64.7) 2(11.8) 6(35.3) 11(64.7) 

Self-improvement 
(n=208) 
 

135(64.9) 180(86.5) 
 

126(60.6) 
 

37(17.8)
 

97(46.6) 90(43.3) 

Symptoms (n=159) 
 

111(69.8) 
 

136(85.5) 94(59.1) 
 

30(18.9) 74(46.5) 68(42.8) 

Child Responsibility 
(n=179) 
 

121(67.6) 
 

152(84.9) 109(60.9) 36(20.1)
 

62(34.6) 
 

83(46.4) 

Family (n=97) 
 

58(59.8) 
 

78(80.4) 50(51.5) 19(19.6) 70(72.2) 
 

40 (41.2) 

Child Relationship in 
Family (n=216) 
 

164(75.9) 184(85.2) 
 

129(59.7) 
 

46(21.3)
 

102(47.2) 97(44.9) 

Peer Relationships/ 
Community 
Integration (n=192) 
 

135(70.3) 
 

169(88.0) 
 

127(66.1) 
 

47(24.5)
 

95(49.5) 
 

93(48.4) 

Anger (n=234) 
 

165(70.5) 
 

200(85.5) 
 

143(61.1) 45(19.2)
 

108(46.2) 
 

110(47.0) 

  *Includes Nurse Practitioners  
  
 

 
 
 
 
Per Table 9, parents and grandparents (as surrogate parents) were broadly represented in 
established goals, with over 100% representation, or almost 1.2 members per team, on average.  
Primary caretaker membership was highest when goals related to the youth’s employment, 
followed by symptoms, education, and child responsibility.       
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Table 9. Primary Caretakers as Team Members in Established Goals (n/%) 
Goal Category Mother 

Only  
 
 
 

n/% 

Father (when 
mother is 
also team 
member) 

 
n/% 

Father  
Only 

 
 
 

n/% 

Grand-
Parent ** 

 
 
 

n/% 

Total/Parent 
& Surrogate 

Parent 
 
 

n/% 
 
Education (n = 256) 

 
197 (77.0) 

 
73 (28.5) 

 
15 (5.9) 

 
16 (6.3) 

 
301 (117.6) 

 
Employment (n = 17) 

 
14 (82.4) 

 
5 (29.4) 

 
2 (11.8) 

 
2 (11.8) 

 
23(135.3) 

 
Self-Improvement  
(n = 208) 

 
157 (75.5) 

 
60 (28.8) 

 
9 (4.3) 

 
12 (5.8) 

 
238 (114.4) 

 
Symptoms (n = 159) 

 
115 (72.3) 

 
53 (33.3) 

 
13 (8.2) 

 
8 (5.0) 

 
189 (118.9) 

 
Child Responsibility  
(n = 179) 

 
135 (75.4) 

 
56 (31.3) 

 
7 (3.9) 

 
12 (6.7) 

 
210 (117.3) 

 
Family (n = 97) 

 
64 (66.0) 

 
23 (23.7) 

 
8 (8.2) 

 
4 (4.1) 

 
99 (102.1) 

 
Child Relationship  
In Family (n = 216) 

 
159 (73.6) 

 
55 (25.5) 

 
16 (7.4) 

 
14 (6.5) 

 
244 (113.0) 

 
Peer Relationships/ 
Community 
Integration (n = 192) 

 
148 (77.1) 

 
53 (27.6) 

 
7 (3.6) 

 
13 (6.8) 

 
221 (115.1) 

 
Anger (n = 234) 

 
182 (77.8) 

 
65 (27.8) 

 
11 (4.7) 

 
9 (3.8) 

 
267 (114.1) 

 
Total (n = 1558) 

 
1171 (75.2) 

 
443 (28.4) 

 
88 (5.6) 

 
90 (5.8) 

 
1792(115.0)* 

 *Denotes more than one parent per team, on average       
 **Denotes child lives with grandparent     
 
 
 
 

 
School Personnel Wraparound Team Membership 

 
Recognizing the importance of school performance as part of children’s overall success, school 
representatives are considered primary members of wraparound teams.  All school personnel 
members are strongly encouraged to attend wraparound meetings.  For years one, two, and three, 
the largest number of goals established related to education.  Table 10 illustrates the number and 
percentage of school personnel who were team members by year.  
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The aggregated percentage of school personnel who were team members was 54.1%.  The system 
continues to make progress in forging alliances between schools and CMHCs, as supported by  
increasing school personnel membership. Year one, the percentage of school personnel as team 
members was 45.7%. This school personnel membership increased to 61% year two and decreased 
slightly to 56.7% year three.  At some centers visited years two and three, many teams had 
multiple school personnel as members (e.g., teams with school principal, counselor, and two 
teachers).  However, these multiple memberships are not reflected in the numbers and percentages 
in Table 10 because membership is provided by case. 

 
 
 
              Table 10. School Personnel as Wraparound Team Members by Year (n/%)  

Year 
 

School Personnel 
n 
 

School Personnel 
% 

Year One (n = 116)* 
 

53 45.7 

Year Two (n = 100)* 
 

61 61.0 

Year Three (n = 113)*  
 

64 56.7 

Totals (n = 329)* 
 

178 54.1 

               *Number of Wraparound Teams   
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TYPES AND 
FREQUENCIES OF 

SERVICE 
UTILIZATION 

 
 
 

 



 
Types and Frequencies of Service Utilization 

 
 

Question 5:  What are the types and frequencies of service utilization? 
 
 
Table 11 and Graph 1 illustrate the types and frequencies of service utilization as derived from the 
records reviewed.     
 

• Case management was the most frequently provided service (90.5%), followed by 
individual therapy (75.3%), medication management (70%), and psychosocial groups 
(56.8%).  All children served in CBS programs receive case management.  Therefore, the 
frequency of case management provision may be an under-representation, as indicated on 
the records reviewed.  For example, in some instances, CMHC personnel may not have 
entered case management as a rendered service due to this standard expectation, or could 
have inadvertently not included the service among those provided.          

 
• The least rendered services were crisis stabilization (9.3%), school-based interventions 

(10.9%), respite care (12.5%), home-based family therapy (15.4%), and parent support 
(24.7%). 

 
• Family therapy was rendered at a considerably lower frequency than individual therapy, at 

49.3% and 75.3% respectively.  
 
 
 

            Table 11. Types and Frequencies of Service Utilization (n/%) 
Type of Service n % 
Case Management  
 

341 90.5 

Individual Therapy 284 75.3 
Medication Management  264 70.0 
Psychosocial Group 214 56.8 
Family Therapy 186 49.3 
Attendant Care 149 39.5 
Wraparound Facilitation 148 39.3 
Parent Support Specialist 93 24.7 
Home-Based Family Therapy 58 15.4 
Respite Care 47 12.5 
School-Based Interventions 41 10.9 
Crisis Stabilization  35 9.3 
Other 95 25.2 
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WHAT  
WERE 
THE  
CSR 
OUTCOMES? 

 
 



 
 

Aggregated Client Status Report (CSR) Outcomes 
 
 
 
Cases Matched with CSR Data 
 
As previously described, CMHCs in the State of Kansas submit Client Status Reports (CSRs) on a 
quarterly basis.  Of the 377 records reviewed, 331 were matched with CSR data for the last quarter 
of observation for each of the respective years of data collection. Year one, among 145 children in 
this study, 127 were matched with CSR data. Year two, of 108 cases, 80 were matched with CSR 
data.  Year three all 124 cases were matched with CSR data.   
 
Although it was the intent of researchers to match all cases with CSR data, not all cases could be 
matched for various reasons.  Year two, a considerable number of cases could not be matched 
because, by chance, they had been closed prior to the last quarter of observation.  Although 
existing data were deemed reliable and valid, some CSR data were missing for years one and two.  
Therefore, not all CSR outcome data, as reported by the CMHCs, were available for all matched 
cases.  For example, some cases were missing school attendance while others were missing 
academic performance or law enforcement contact for a specified quarter.   

 
The following CSR outcome variables were considered:  Residential Status, Law Enforcement 
Contact, Academic Performance, School Attendance, and Internalizing and Externalizing Child 
Behavioral Checklist (CBCL) scores.   

 
 
 

Residential Status for Cases Matched with CSRs: 
 

• Among 331 youth, 321 (97.0%) resided in family homes.  Of these 321 youth, 11 
(3.4%) lived with a relative, 17 (5.3%) with foster families, and two (.6%) lived 
independently.  The CSRs do not specify relatives with whom clients are living  
 (e.g., whether grandparents).   

 
• Of the remaining ten youth (3%), five (1.5%) were in residential care, two (.6%) in 

correctional facilities, two (.6%) in drug/alcohol treatment programs, and one (.3%) in an 
emergency shelter. 

 
• Although 22.5% of the youth had histories of hospitalization, none were in hospitals either 

at the time records were reviewed or during the last quarters of observation for the 
respective years.         
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Family-Centered Outcomes 
 

 
 Question 6:  Is there a difference in outcomes for children whose services are 
family-centered and those whose services are not family-centered? 
 

 
With regard to family-centered CSR outcomes, children whose services were family-
centered did better on the outcome variable of Law Enforcement Contact than children 
whose services were not family-centered.  Children with family-centered services had 
significantly better outcomes on the variables of Academic Performance and School 
Attendance than children whose services were not family-centered (p < .05).  Changes in 
both Internalizing and Externalizing CBCL scores of children whose services were family-
centered were statistically significant (p < .05).  The Internalizing CBCL scores of children 
whose services were not family-centered worsened.  The Externalizing CBCL scores of 
children whose services were not family-centered improved slightly.  The mean amount of 
improvement in both Internalizing and Externalizing CBCL scores of children with family-
centered services was significantly more than that of children whose services were not 
family-centered (p < .05).    
 
As another indicator of family-centeredness, criteria were established to determine degrees of 
family-centeredness and a classification of family-centered services.  The reasons parents were 
seeking services were compared with goals established.  If there was a corresponding goal for 
every reason parents were seeking services, the case was considered perfectly consistent.  This 
category is rigorous, somewhat analogous to making 100% on every test taken in school.  If the 
reasons parents were seeking services were partially reflected in the goals, the case was considered 
partially consistent.  The two degrees of family-centeredness, perfect and partial, combined 
comprise the classification of family-centered services.  If reasons parents were seeking services 
were not consistent with any goals established, the case was considered to be not family-centered. 

 
 Of the 377 cases, the services provided 337 children and families (89.4%) were 

classified as family-centered and the services provided 40 children and families 
(10.6%) were classified as not family-centered. 

 
 
 
Qualitative data from focus groups with parents support these quantitative findings regarding 
family-centered services.  One representative quote is:  
 

They’re [CMHC staff] very supportive.  They ask for your input and if you  
have questions they try to answer them as directly and as completely as  
possible.  And it’s very easy to work with them.  They’re just absolutely  
fantastic in their approach with kids and with the family, because everything 
 is included.  It’s not just working with the kids.  It’s the entire family that’s 
 part of this because it takes the entire family to work on problems, and in 
 that way it’s been absolutely fantastic. 

 
 

 27



Residential Status: 
 
Per Table 13, of the 331 children matched on the variable of residential placement, the services 
provided 295 (89.1%) were family-centered and the services provided 36 children (10.9%) were 
not family-centered.  

 
Of the 295 children whose services were family-centered, 287 (97.3%) were residing in family 
homes, ten of whom were living with relatives, and 16 of whom were living with foster families.  
Two were living independently.     
                   
                 Table 13. Residential Status (n/%)

Residential 
Status 

Family 
Centered 

n/% 

Not Family 
Centered 

n/% 
Family Home* 287 (97.3) 34 (94.4) 
Other 8 (2.7) 2 (5.6) 
Totals 295 (100) 36 (100) 

      *Includes parents, relatives as primary caretakers, foster parents, and  
        independent living               

 
 
 

Law Enforcement Contact: 
 
Youth whose services were family-centered had better outcomes on law enforcement contact than 
youth whose services were not family-centered. 

 
• Of the 294 youth whose services were family-centered, 269 (91.5%) were without law 

enforcement contact.  Of the 36 youth whose services were not family-centered, 31 
(86.1%) were without law enforcement contact.  

 

• Youth whose services were family-centered had less law enforcement contact  
(mean = 0.13) than youth whose services were not family-centered (mean = 0.25).    
The difference between means was 0.12, or 12% of one contact, which was not    
significant.  

 
 

      Table 14. Law Enforcement Contact With Parent/Surrogate Parent (n/%) 
Contacts Perfect 

n 
Partial 

n 
Family 

Centered 
n/% 

Not Family 
Centered 

n/% 
No contact 113 156 269 (91.5) 31 (86.1) 
One or more 
contact 

 
7 

 
18 

 
25 (8.5) 

 
5 (13.9) 

Total 120 174 294 (100) 36 (100) 
Mean number of 
contacts 

  
 

 
0.13 

 
0.25 

      *Difference in means: 0.12, or 12% of one contact 
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Academic Performance: 
 
Children whose services were family-centered demonstrated significantly better academic 
performance than children whose services were not family-centered (see Table 15).   

 
• Of the 280 children whose services were family-centered, 241 (86.1%) earned average or 

above average grades.  Of the 30 children whose services were not family-centered, 23 
(76.7%) earned average or above average grades.  

 

• On a scale from 1 to 4, with 1 indicative of failing grades, 2 of below average, 3 of 
average, and 4 of above average (A or B), the mean score of children whose services were 
family-centered was 3.1, and the mean score of children whose services were not family-
centered was 2.8. 

 

• The difference between means was significant (p < .05). 
 

• Most of the children in this study demonstrated commendable academic performance. 
       
                
 
           Table 15. Academic Performance (n/%)

Grade Perfect 
 

n/% 

Partial 
 

n/% 

Family 
Centered 

n/% 

Not Family 
Centered 

n/% 
Average or 
above average 

105 (88.2) 136 (84.5) 241 (86.1) 23 (76.7) 

Failing or below 
average 

14 (11.8) 25 (15.5) 39 (13.9) 7 (23.3) 

Totals 119 161 280 (100) 30 (100) 
Means*  **   3.1 2.8 

      *Based on scale from 1 to 4, with 1 indicative of failing grades, 2 of below average,  
        3 of average, and 4 of above average (A or B) 
      **Significant difference (p <.05) 

 
 
 
 

School Attendance:            
 
Children whose services were family-centered did significantly better in terms of school 
attendance than those whose services were not family-centered. 
 

• Of the 278 children whose services were family-centered, 235 (84.5%) attended school 
regularly.  Of the 33 children whose services were not family-centered, 22 (66.7%) 
attended school regularly. 

 

• Based on a scale from 1 to 4, with 1 indicative of not attending and 4 indicative of regular 
attendance, the mean score of children whose services were family-centered was 3.8 and 
the mean score of children whose services were not family-centered was 3.4. 
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• The difference between means was significant (p < .05).  
         
        Table 16.  School Attendance (n/%)

Attribute Perfect 
 

n/% 

Partial 
 

n/% 

Family 
Centered 

n/% 

Not Family 
Centered 

n/% 
4. Attends regularly 99 (84.6) 136 (84.5)  235 (84.5) 22 (66.7%) 
3. Attends more often 
than not 

15 (12.8) 15 (9.3) 30 (10.8%) 5 (15.2%) 

2. Attends infrequently 2 (1.7) 7 (4.3) 9 (3.2%) 2 (6.1%) 
1. Not attending 1 (.9) 3 (1.9) 4 (1.4) 4 (12.1) 
Totals 117 (100) 161 (100) 278 (100%) 33 (100%) 
Mean Score*  **   3.8 3.4 

         *Based on scale from 1 to 4 with 1 indicative of not attending and 4 of regular attendance   
         **Significant difference (p < .05) 
 
 
 
Child Behavior Check List (CBCL) Scores:
 
Analyses were performed to determine differences in Internalizing and Externalizing CBCL scores 
from baseline, near the time of intake, to the last quarter of observation for each of the respective 
years to look at change in CBCL scores over time.  The outcomes for youth whose services were 
family-centered and youth whose services were not family-centered are differentiated on Table 17.  
The baseline mean, the last quarter mean, and the mean amount of change, on average, are 
provided. 

 
• The Internalizing scores of youth whose services were family-centered improved 3.5 

points while the Internalizing scores of youth whose services were not family-centered 
worsened by 0.6 points. 

 
• The Externalizing scores of youth whose services were family-centered improved 3.0 

points while the Externalizing scores of youth whose services were not family-centered 
improved by 0.9 of a point.  

 
• Changes in both Internalizing and Externalizing scores of youth whose services were 

family-centered from baseline to the last quarter of observation were statistically 
significant (p <.05). 

 
• Changes in Internalizing and Externalizing scores of youth whose services were not 

family-centered were not statistically significant in either direction (improvement or 
worsening).  

 
• Both the Internalizing and Externalizing CBCL scores of youth whose services were 

family-centered improved significantly more than scores of youth whose services were not 
family-centered (p <.05).   
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Table 17. Internalizing and Externalizing CBCL Scores, Family-Centered 
Although increased CBCL scores indicate children are functioning more poorly, when the mean of 
the last quarter is subtracted from the baseline mean, a minus change indicates scores got worse 
and a positive change indicates improvement. 
 Perfectly Family-Centered Partially Family-Centered 

Score n Base 
 line 

Last 
Quarter

 

Change n Base 
  line 

 

Last 
Quarter

 

Change
 
 

Mean of Internalizing 
score (n = 324) 
 

118 66.5 62.9 3.6* 171 66.4 63.0 3.4* 

Mean of Externalizing 
score (n = 324) 
 

118 70.6 67.7 2.9* 171 70.2 67.2 3.0* 

 

 Family-Centered  Not Family-Centered 

Score n 
 

Base 
  line 

Last  
Quarter
 

Change n Base 
  line 
 

Last 
Quarter
 

Change
 
 

Mean of Internalizing  
score (324) ** 
 

289 66.4 62.9 3.5* 35 61.4 62.0 -0.6 

Mean of Externalizing
Score (324) ** 
 

289 70.4 67.4 3.0* 35 67.0 66.1  0.9 

*Statistically significant change (p <.05) 
**Significant difference between groups (p < .05) 
 
 
 
Wraparound Outcomes 
 
 
 Question 7:  Is there a difference in outcomes for children who have wraparound 
teams and for those who do not? 

 
Children who had wraparound teams had less Law Enforcement Contact than children who 
did not have wraparound teams.  Children who had wraparound teams had significantly 
better outcomes on Academic Performance and School Attendance than children who did 
not have teams (p < .05).  Changes in both the Internalizing and Externalizing CBCL scores 
of children who had teams were statistically significant (p < .05).  The Internalizing CBCL 
scores of children without teams improved, but not significantly.  The Externalizing CBCL 
scores for children without teams worsened.  The mean amount of improvement in both 
Internalizing and Externalizing CBCL scores of children with teams was significantly more 
than that of children without teams (p < .05).    
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Residential Status: 
 
Per table 18, during the last quarters of observation, of the 291 youth with wraparound teams 
matched with CSRs, 286 (98.3%) were residing in family homes, ten of whom were living with 
relatives, 14 of whom were living with foster families, and one of whom was living independently.    
 
Of the 40 youth who did not have wraparound teams 36 (90%) were residing in family homes, 
three of whom were living with foster families, one of whom was living with a relative, and one of 
whom was living independently.   

 
 
 
                     Table 18. Residential Placement  (n/%) 

Residential 
Placement 

Have team 
n/% 

 

Do not have team 
n/% 

Family Home* 286 (98.3) 36 (90.0) 
Other 5 (1.7) 4 (10.0) 
Totals 291 (100) 40 (100) 

              *Includes parents, relatives as primary caretakers, foster parents, 
                  and independent living               

 
 
 
 
Law Enforcement Contact: 
 
Youth who had wraparound teams did better than youth who did not have wraparound teams in 
terms of law enforcement contact.   
 

• Of the 291 youth who had teams, 267 (91.8%) were without law enforcement contact.  Of 
the 39 youth who did not have teams, 33 (84.6%) were without law enforcement contact.  
Among the youth who did not have teams, 15.4% had one or more law enforcement 
contact compared to 8.2% of youth who had teams. 

 
• Youth with teams had less law enforcement contact than youth without teams.  On a scale 

from 0 to 3, with 0 indicative of no contact, 1 of one contact, 2 of two contacts, and 3 of 
three contacts, the mean number of contacts for youth with teams was 0.13 and the mean 
number of contacts for youth without teams was 0.23. The difference between means was 
0.10, or 10% of one contact, which was not significant.  
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           Table 19. Law Enforcement Contact With Parent/Surrogate Parent (n/%) 

Contacts Have team 
n/% 

Do not have team 
n/% 

No contact 267 (91.8) 33 (84.6) 
One or more contact 24 (8.2) 6 (15.4) 
Total 291 (100) 39 (100) 
Mean number of contacts*  ** 0.13 0.23 

           *Based on a scale from 0 to 3, with 0 indicative of no contact, 1 of one  
                 contact, 2 of two contacts, and 3 of three contacts 

      **Difference in means: 0.10, or 10% of one contact 
  
 
 
 
 

Academic Performance: 
 
Children who had wraparound teams demonstrated significantly better academic performance than 
children who did not have teams (see Table 20).   

 
• Of the 275 children who had teams, 241 (87.6%) earned average or above average grades.  

Of the 35 children who did not have teams, 23 (65.7%) earned average or above average 
grades.  

 
• Based on a scale from 1 to 4, with 1 indicative of failing grades, 2 of below average, 3 of 

average, and 4 of above average (A or B), the mean score of children who had teams was 
3.2 and the mean score of children who did not have teams was 2.7. 

 
• The difference between means was significant (p < .05). 

 
• Most of the children in this study demonstrated very good academic performance. 

 

 
      Table 20. Academic Performance  (n/%) 

Attribute Have team 
n/% 

Do not have team 
n/% 

Average or above average 241 (87.6) 23 (65.7) 
Failing or below average 34 (12.4) 12 (34.3) 
Totals 275 35 
Means*  ** 3.2 (100) 2.7 (100) 

      *Based on scale from 1 to 4, with 1 indicative of failing grades, 2 of below average,  
        3 of average, and 4 of above average (A or B) 
      **Significant difference (p < .05)  
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School Attendance:            
 
Children who had teams did significantly better in terms of school attendance than those who did 
not have teams.  
 

• Of the 274 children who had teams, 232 (84.7%) attended school regularly.  Of the 37 
children who did not have teams, 25 (67.6%) attended school regularly.  

 
• Based on a scale from 1 to 4, described in Table 21, the mean score of children who had 

teams was 3.8 and the mean score of children who did not have teams was 3.4.   
 

• The difference between means was significant (p < .05). 
 

            
           Table 21. School Attendance (n/%) 

Attribute Have teams 
n/% 

 

Do not have teams 
n/% 

4. Attends regularly 232 (84.7) 25 (67.6) 
3. Attends more often than not 29 (10.6) 6 (16.2) 
2. Attends infrequently 7 (2.6) 4 (10.8) 
1. Not attending 6 (2.2)  2 (5.4) 
Totals 274 (100) 37 (100) 
Mean Score*  ** 3.8 3.4 

            *Based on scale from 1 to 4 with 1 indicative of not attending and 4 of regular attendance  
             **Significant difference (p < .05)  
 
 
 
Child Behavior Check List (CBCL) Scores: 
 
Data were analyzed to determine the differences on Internalizing and Externalizing CBCL scores 
from baseline, near the time of intake, to the last CSR quarter of observation for each respective 
year.  The differences for youth who had teams and those who did not are summarized in Table 
22.  The mean baseline score, the mean last quarter score, and the mean amount of change, on 
average, are indicated.   

 
• The Internalizing scores of youth who had teams improved 3.2 points while the 

Internalizing scores of youth who did not have teams improved by 1.5 points.   
 
• The Externalizing scores of youth who had teams improved 3.3 points while the 

Externalizing scores of youth who did not have teams worsened by 0.7 of a point.  
 

• The changes in both Internalizing and Externalizing scores of youth who had teams were 
statistically significant (p < .05). 
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• The changes in either the Internalizing or Externalizing scores of youth who did not have 

teams were not statistically significant in either direction (improvement or worsening).   
 

• The mean amount of improvement in both Internalizing and Externalizing scores of youth 
who had teams was significantly more than that of youth who did not have teams  
(p < .05).  

 
 
     Table 22. Internalizing and Externalizing CBCL Scores, by Wraparound Team  

Although increased CBCL scores indicate children are functioning more poorly, when the 
mean of the last quarter is subtracted from the baseline mean, a minus change indicates 
scores got worse and a positive change indicates improvement. 
     Have team  

 
Do not have team 

Score  n Base
line 

Last 
quarter

Change n Base 
line 

Last 
quarter

Change

Mean of Internalizing 
score (n=324)** 
 

285 66.3 63.1 3.2* 39 62.6 61.1 1.5 

Mean of Externalizing 
score (n=324)** 
 

285 70.4 67.1 3.3* 39 67.4 68.1 -0.7 

     *Statistically significant change (p < .05) 
      **Significant difference between groups (p < .05)  
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WHAT DID THE SERVICE 
PROVIDERS SAY? 

 

 



 
Application of Family-Centered Philosophy: Years One, Two, and Three 

 
 
In focus groups, all CMHC staff readily articulated the family-centered, wraparound, strengths-
based  philosophy as a set  of  guiding  principles  upon  which  the delivery of services is based.  
Generally speaking, CMHC staff members reported that the 
family plays an integral role in the planning and service 
provision process.  Representative quotes include comments 
that “ Families are in  charge  of    treatment  —  they   are   
looked   upon   as   the  experts”  and “The family is critical 
to our work . . .   we  try to  bring  them  into  everything.”  
The term “family voice” was frequently heard.   
Representative quotes include:  “Family  has  voice in  all 
matters”  and “Parents are the professionals:  We  aren’t.  
They are the real experts.”  Parents were sometimes 
described as the decision makers who are  encouraged  to express  any  disagreement  they  may  
have.  Centers described teams based on needs of the children, family involvement, and 
formulating goals collaboratively.  One case manager said:  

 
“Families are in charge of 
treatment—they are looked 
upon as the experts.” 
 
CBS Program     
            Administrator 

 
Ideally, our job is to work ourselves out of a job, to provide care and community  
supports so that families don’t need professionals.  Our role is more as a partner  
beside the parent or family, not leading them, but being beside them and supporting 
them, because parents are always the experts on their children. 

 
 
Centers described individualized services, approaches, or planning based on the needs of children 
and families.  Virtually all service providers described services based on a strengths perspective.  
They used terminology such as being strengths-based or strengths-oriented, and focusing on 
strengths.  Some representative quotes include: 

 
 I work from client strengths to meet their needs, one-on-one, because 

everyone is different.  You never know what you’re going to get into 
and you always have to treat families with respect. 

 
I call the way I work stepping into their [the clients’] world.  As the kids 

            improve, the kids are empowered, the parents are empowered, and the 
teachers are empowered.   

 
 We have children in foster care who have been moved so many places that 
 they forget they have strengths.  They don’t feel like they belong or have a 
 place.  So, we keep working on identifying strengths. 
 
 If I get stuck with families, it’s going back to the basics, back to strengths 
 and needs, back to what can be different. 
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Almost all centers described services focused on maintaining children in the home and 
community, and helping families in their natural environments.  One staff member mentioned  
trying to bring back a sense of community.  Staff try to support parental decisions even if  
they disagree. When there was disagreement between CMHC staff and parents on the type 
and/or direction of service provision, some centers reported that they usually are able to 
reach compromises.  In several centers, Parent Support Specialists played a key role in this 
process, enhancing communication through their perceived peer relationships with the parents.  In 
some areas, program coordinators or supervisors become involved in the negotiation.  Center staff 
reported that in the end an agreement is usually reached with parents that allows the service 
provision process to move forward.  Failing to do so generally results in an attempt to 
accommodate the parents’ wishes in the type and intensity of service with concomitant monitoring 
to provide feedback to the family should the course of service need to be altered.   
 
In contrast, at one center evaluators discovered a case in which case management to the 
adolescent around school issues was discontinued because the mother did not want to engage in 
therapy and failed to meet the center’s expectation that she come to the center to sign the treatment 
plan every 90 days.  The decision to discontinue service was made by the therapist against the 
wishes of the mother and the child.  Upon further exploration with center staff, the 90-day 
signature rule appeared to be a method of discontinuing cases in which staff felt parents were not 
sufficiently invested. 
 
Finally, at all centers, families provided remarkable stories illustrating the willingness and 
capacity of staff to go the “extra mile,” resulting in significant outcomes for the family.  At many 
centers, it was clear that strong services could be implemented.  However, it was also clear that a 
few centers had limited tolerance for families whose ideas of service needs were different from 
those of center staff.  At these few centers, treatment decisions were the domain of psychotherapy 
staff who did not appear to embrace the same philosophy as CBS staff.  In addition, there appeared 
to be an inability to design flexible and/or creative strategies for working with families whose 
needs and or requests for service depart from the average clientele.    

 
 

 
 
 
 
 
 
 
 
 
 
 
 

 37



WHAT DID THE 
PARENTS SAY? 

 
 
 
 
 

                      
 
 

                                            



 
 

Family Voice: Years One, Two, and Three 

                                                                                     
Initial Contact with CBS and Most Helpful Services 
 
Parents often access CBS after lengthy periods  of  unsuccessful attempts to  manage their 
children’s symptomology  and are  most grateful  for  the  support  afforded by  program staff.             
In some instances, service providers said  they  must  focus  on joining with families and keeping            
                                                       parents  engaged.    Services cited as most helpful by parents               
                                                       year  one  were  case  management,   home-based  family 
                                                   therapy,  respite  care,  family  therapy,  attendant  care,  parent 
                                        support,  and  crisis  stabilization.   Services  cited  as  most 
                                        helpful  by  parents  year  two  were  case  management,         
                                                       home-based  family  therapy,  respite  care,   school- based 
                                                       interventions,   parent  support,   summer  programs,  and                                 
                                         attendant  care.  Services  identified  as most  helpful year  
                                                        three included  case  management,   individual  therapy,   
medication   management, summer programs, attendant care, family therapy, wraparound 
meetings, parent support, respite care, school-based interventions, therapeutic services for 
preschool children, and home-based family therapy.   

“Home-based therapy is     
very helpful…because it is 
in his [the child’s]                        
environment.”  
                           Parent of  
                          CBS Client  
 

 
 
One parent described their family’s experience prior to making contact with CBS: 

  
We had not been able to find help. I’ve done a lot of nights of holding [child]  
down so he doesn’t hurt anybody or himself, wrestling him to the ground, trying  
to struggle with him while my husband’s trying to get somebody, anybody, and  
not getting anybody and not knowing what to do and we went through a year of  
that before we were introduced to [the CMHC] and that year was devastation.  I  
thought there was no pot of gold at the end of my rainbow.  I thought my life was over.  
Now I think there is a pot of gold at the end of the rainbow and my life is not over.   

 

 
Parents consistently said they could not identify one specific service that was most helpful, but 
rather used terms such as “the whole package,” “the team,” or a “wholistic approach” to describe 
individualized formulas for effectively helping their children. A representative quote is:      
 

I am opinionated and speak my mind.  Some people don’t like that but I have  
always been respected here [CMHC].  We have worked very well together.   
We’ve got people in the school, we’ve got people in the mental health center  
here,…we have case managers, we have attendant care providers.  All of these, 
 plus the meds, doctors, and the psychologists, the psychiatrists, and everything  
else that we have done.  We have all been able to work together, hand in hand,  
all the way down the line to help my daughter. 
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Of the services provided, one parent said:   
 

 Home-based  therapy is very helpful.  We had been in therapy with a 
 psychiatrist and were getting nowhere.   She comes over to our house  
and is very helpful because it is in his [the child’s] environment.    

 
 
Another parent added:  
 

We just started home-based therapy.  We’ve just had a couple of visits and  
it’s already made a really big difference.  It makes a difference to see the  
kids in their environments.  You can tell someone what goes on, but when  
they really see it, they get it.   

 
 
The statement of a therapist lends validity to these impressions.  This individual described in-
office therapy sessions as less beneficial than home-based therapy because people are  
completely different in their home environment than when they are in the office, adding, “We 
don’t seem so stiff when we’re just plopping down on somebody’s couch and talking.” 
 
 
One parent offered a statement, below, which seems to capture the essence of good case 
management described by parents:   
 

My son did not want case management, but after a month or so he started  
unwinding.  He looked forward to her coming.  She took him bowling.   
Maybe they just made mud pies or walked through the park, but he began  
to trust her.  And it started clicking for him that there are other people that 
you can trust too.  And that’s what I like about it [case management], 
because it builds trust, self-esteem, then they [children] want to follow the  
rules, where they didn’t want to before.  My son really didn’t care if he followed 

            them or not.  Big deal.  Who really cares?  But when they [case managers]  
are working with that child and  re-enforcing and giving them a little bit of 

            self-respect, the child knows that this adult is valuing their opinion. I think it  
works that way because even if he’s just a kid, he has something to say. 

 
 
Another parent said that before starting case management: 
 

Life was miserable.  I couldn’t even go to the grocery store for fear that  
something would happen and the school would need me and I’d have to run  
over to the school.  I basically felt like a prisoner, that I couldn’t go anywhere  
or do anything. There was nothing for me.  Now I feel comfortable going places  
because I know my case manager is there if the school cannot reach me. 
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Parents discussed the helpfulness of therapy, represented by the following quotes: 
 

The therapist offers suggestions or tries to empower him so he can come up  
with solutions on his own.  She says things like, “If you’re at home and you’re  
having trouble with your brother, what would you do?  Just kind of lets him  
know that he is capable of figuring out ways of removing himself from the  
situation.  Now he has coping skills and knows how to use them.  

 
I am helping with the therapy.  His therapist is teaching me to do play therapy  
with my son and that’s pretty cool.  The therapist realizes the bond between  
my child and me. 

 
 
Parents described the helpfulness of respite care that provides much needed relief from caring for 
a child or children with special needs in addition to the demands of daily living.  Some parental 
quotes include the following: 
 
 You get a case manager, a therapist, parent support, and everything.  But, respite  

care was a lifesaver for me.  I was doing the parenting by myself and was worn  
down.  If you can’t take care of yourself, you can’t take care of your child. 
 
You just need to recharge your own batteries.  And, sometimes I think it helps my  
son too.  I think he had a fear that since something happened to dad, something  
could happen to mom.  So, it was a good thing for him to know mom will be there.         

 
 
Of attendant care, one parent said: 
 

My daughter has trouble completing her homework.  The attendant care worker  
helps her catch up on homework.  This was especially helpful when she was sick. 
When she [daughter] got caught up, she [attendant care worker] rewarded her 

            with a fish. 
 
 
Parents also appreciate therapeutic services for preschool children and consider early intervention 
important.  Representative quotes are: 
 
 My daughter was having trouble and went through a really confusing time.  
            The preschool program has been really helpful.  The services available are 
            awesome and really helped. 
 
 Hopefully, one of the results of your research will be increased funding 

for mental health programs for younger children because parents feel 
like if we can get intervention now and teach appropriate behaviors and  
coping skills, that will help them be more successful in school and as adults.   
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Parents value the assistance they receive when maneuvering the public education system.  
Often service providers are instrumental in helping parents obtain needed help from schools, such 
as IEPs.  Staff also help school personnel understand the children’s mental health conditions and 
behaviors.  Some parental quotes include:   
 

I think teachers, other people at school, and other kids need a lot of  
education about his [the child’s] behaviors and mannerisms.  It has been 
 real helpful to have his case manager at school.    
 
The case manager came to school with me.  She let the school know that  
someone else is there, that there is truly a problem, and we are working  
on it.  Now they understand it’s not my fault and it’s not my child’s fault. 

 
 Knowledge is power.  When you feel like you have a little bit more knowledge, 

 you feel you have more power and are not alone.  When you have a child in  
school with a big problem, it’s your problem.  When you are informed you  
know what to do about it.  There’s a solution for every problem.  

 
 
 
 
Helpfulness of Direct Service Staff 
 
 
Parents were eager to talk about the helpfulness of direct service staff.  Some comments were: 
 
 These people [CMHC staff] brainstorm with me.  I can call them any old  

time.  They’re never too busy for me.  I feel like we’re one.  In fact, I tease 
 them and say, “It takes a village to raise a child.  My child may take a whole  
city.”  I am glad they are the residents. 

                
          As my children have grown a little older, it has gotten a little easier for me,  

especially with the help I have received.  I know they’re [CMHC staff] going 
 to be there in the future, too.  They’re not going to walk off and leave me.   
That is huge. 
 
It [CBS] has brought peace to the family where we can live a normal life.   
Before we were frazzled and just worn out. 
 
This place has been wonderful, absolutely wonderful.  I cannot say enough  
good stuff about the mental health center and the people working here.   
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Virtually all comments regarding case managers were of a positive nature.  These comments 
include:  “The case manager makes me feel like she understands.”   “My son bonded quickly             
with his case manager and he listens to her.”  “It is meaningful for my child to hear the  same      
 things   from   the  case manager  that  I  have  been  
trying to say.”   “My son relates  well  with  his case                                                                                                
manager,   even  goes fishing  with  him  sometimes.” 
Parents also said: “My  son  calls  his  case  manager  
 when  he is  in trouble  or  feeling  bad.    She  takes 
 the time to meet with  him.”    “One day I  didn’t   
know what  to do.  I  just  picked  up  the  phone and 
she  was there in 15 minutes.   I  know  there  is 
someone there for   me.”    “I  was  putting  blame on 
 myself;  she has helped  show  us  we  are  OK  and 
 enabled  me  to keep  the  children  together.”        
“The center staff was able to get us money for gas to drive the kids to summer camp.”   Of a case                    
manager, another parent said, “Her interactions with the school, talking with teachers has made a 
big impact on my son.  She advocates for him at school.”  One case manager developed a special 
group for a client who suffered from social phobia, an act that held poignant meaning for the 
mother.   
 
In some cases, the Parent Support Specialist was the first person from the center that  parents 
met.  Parents found this connection extremely valuable and they had an ally in the often 
frightening experience  of   beginning  services.   Of  a  Parent Support Specialist, one parent 

                                            
 “I felt listened to like   
   a best friend.” 
                                                 

    
                       Parent of  

           CBS Client 

“She has a way about her.  
She makes me feel better 
about myself.” 
 
                   Parent of CBS  
                        Client about 
Parent Support Specialist 

remarked,   “She  is always  there  if  you  need her.  
She  has a way about her.   She  makes  me   feel  
better  about   myself.”   A  Parent  Support   Specialist 
was cited  by  the  mother  of  an adolescent  client 
as  someone  she  relies  on   to  “keep  things  in  
 perspective.”   Another parent said,  “The parent 
support  meetings  have  been  the  best  for  me.”  Yet  
another stated, “They go way beyond to help you any  
way  they  can.   They  are  there  for  the parents.” 
During  the  process  of  transitioning  from  one  case 
manager to  another,  one  parent  described  the  parent 
support  specialist as  the  person who  would, “follow 
through.  She was the backbone that kept everything together for me.”  An additional parent 
added, “Anytime I’m having a crisis I can call her and say ‘hey, help!’ and she’s there.”    

 
 
Another parent reiterated this feeling of support:  
 

You want to have a feeling of hope, hope that you find help and you do. 
 You do have a roller coaster ride, but you just never give up because 
 you have support.  I think it’s really important, like a safety harness 
 or seat belt.  She has such a way with words.  That’s the hope.  That’s 
 the key.  
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The suggestions parent support specialists have to offer during difficult times are valued by 
parents.  Two representative quotes are: 
 
 I wouldn’t have known which direction to go if she hadn’t been there to offer 
            suggestions that we needed. 
 
 She [parent support specialist] always comes up with ideas about what you can  

do, whatever the situation.  Whether she pops them out of her head or gets it out  
of a book.  I don’t know, but they always seem to help and make you feel better.  

 
 
 
This support takes many forms as described by one parent: 
 
 We’re going through a very difficult time right now.  I can tell [parent support  

specialist] anything and she supports me.  She helps me through a lot.  She knows 
who I should call.  She’s there with me.  We’re going to court tomorrow and she 

            will be there to support me.  She listens and supports me no matter what.  I am a  
blamer.  I blame myself for my kid’s problems.  She helps me so much.  She even  
calls me to ask if I am doing OK.  It’s wonderful. 

     
 
 
Parents value the parenting classes offered at centers where parent support and parenting classes 
are available.  Some parental comments were: 

 
 I took it to heart, the parenting, the changes in parenting.  You have to realize if 
            they [children] are going to change, you have to change with them.   

 
I’ve come a long way.  I used to dictate to my children because my dad dictated to  
me.  But now I know that if I dictate to them they’re going to have trouble making 
decisions like I do.  I let them make decisions and learn how to grow up.   
 
You don’t have a parenting philosophy when they’re little.  You have to learn and  
change as a parent because they [children] do not come with instructions. 
 
When your kids have trouble I think you want to be protective and put them under  
your wing because you think they can’t deal with all that’s coming at them.  Then 
you realize…you have to let them make decisions and learn from natural  
consequences.  Kids are resilient.                     
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Family Voice in Planning and Provision of Services: Years One, Two, and Three 
       
 
In focus groups, parents supported the reports of center staff.  Most all parents indicated they felt 
like they were part of a team working with their children.  One parent commented that she felt she 
had an equal voice on the wraparound team and was encouraged to identify problems and share  
ideas.    She went on  to say that  she  felt  listened  to and   
supported.  Another parent reported  that  she felt listened 
to like “a best friend. ”  One other  parent  noted that  the 
team   did  not   make   decisions   without  her  input. 
 Another echoed  this  sentiment,  saying,  “They  include 
 Me  in  everything – meetings   with  counselors   and  
teachers --  I am included.  They say, ‘It’s your decision.’ 
They are always  asking  questions of me,  including me 
 in me in the process.”  Some parents seemed surprised  
by the variety of services available as noted by comments  

“They include me in 
everything – meetings with 
counselors and teachers, I 
am included.” 
 
 
             Parental Quote 

such as, “Any concern or need is met,” “Our family learned about supports that I  didn’t know 
existed,” or that the CMHC was willing to help when other social services providers would not.  
As a group, parents reported that goals established normally reflect the family’s needs and 
perception of problems.  

 
The inquirers were struck by the strengths, tenacity, creativity, humor, and love of the 
parents with whom we spoke.  Representative parental quotes are as follow: 

 
If loving her would make her well, she would be well.  No one could love a  
child more.    

 
 We’re hurting, we’re hurting, but we’re going to straighten up.  They [CMHC  

staff] taught me how to look at things differently.  My kids push the buttons 
and I’m finally learning to not engage.  It’s hard not to engage when they’re  
beating holes through the wall.  You ought to see my walls.  Actually, though, 
 if I don’t engage them it’ll stop in five minutes instead of 20.  So a five- 
minute hole is much smaller than a 20-minute hole.  I gave up on repairing 
 walls.   Do you know what we do now?  I used to cut hearts out of wood.  I  
got so sick of looking at hearts I couldn’t stand it.  So, we started cutting out 
 pigs.  Now, we find any animal, make a design, cut them out of wood, and  
paint them.  We screw the wood into the walls to cover the holes. 

 
 I am a little teary, but I’m emotional.  People do not understand what real 

problems are.  They don’t appreciate what they’ve got.  I would move heaven 
and earth to get up in the morning and have a normal teenager.  I wouldn’t  
have to worry about her thinking errors or getting herself hurt or in trouble or  
hurting me or damaging something.  People come to work and talk about all 
these things they call problems, and they’re really just not.  If anything, the  
way I’ve learned to deal with this is to look at my child like she is the biggest 
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blessing in my life.  I’m thinking someone had to have an awful lot of faith  
in me as a mom to have blessed me with a child like this, to think that I could  
handle it.   So, I’m honored, I’m flattered, and I’m challenged. At the moment  
we are going through one of the most challenging times, but you know what?  
 I wouldn’t trade her for the world.  The people here [CMHC staff] make it  
possible for her to be with her mom in a real home setting, not a cold institution.   
We all deserve to be able to grow up at home, everybody.  Some of us just have a 
 harder time doing that than others.      

 
 
 
 
Parental Concerns 
 
The most common concern expressed by the parents year one was the after-hours crisis policy for 
centers without on-call crisis teams, namely, calling an after-hours crisis line.  They felt the 
individuals who staffed the crisis line did not know enough about their children to make informed 
decisions and that speaking with unknown professionals was an impersonal process.  Years two 
and three, when centers used this crisis line, a general practice was to proactively supply the 
people staffing the lines with information about the children and families who might be calling.  
More often, however, centers have adopted practices whereby crisis calls are handled by staff 
members who are on call or staff respond to pagers or mobile phone calls.   
   
Year one, one parent noted that she was uncomfortable with the lack of intensity of service at one 
center.  Another parent reflected that service was not available soon enough after initial contact 
with one center.  Accessibility to case managers was identified as an issue at another center, 
mostly because of staff shortages and/or overworked employees.  A parent expressed her 
frustration in trying to communicate with medical staff, a situation that became so exasperating 
she chose to seek services in another of the center’s offices some 60 miles away.  One comment 
about the ineffectiveness of a Parent Support Specialist was a function of staff turnover and 
extended position vacancies, according to center staff.  Year two, parents at one center were 
unhappy because a specialized service they wanted was not provided at the center. 
 
Tables 23.1, 23.1a, 23.2, 23.2a, 23.3, and 23.3a display services cited as most helpful by parents 
along with the services most frequently and least frequently provided for years one, two, and three.  
It should be noted that when asked what services they considered most helpful, parents 
consistently said they could not identify one or two services but rather named services within 
“the whole package” considered most helpful.  Therefore, the services parents cited as most 
helpful are not rank ordered or quantified in these tables but the services rendered are.   
 
Per Table 23.1, year one, the only matches between the services parents deemed most helpful and 
those most frequently rendered were case management and family therapy.  Per Table 23.2, year 
two, this match increased to four services (case management, psychosocial groups, family therapy, 
and attendant care).  Per Table 23.3, year three, this match increased to six services (case 
management, individual therapy, medication management, psychosocial groups, attendant care, 
and family therapy).   
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Per Table 23.1a, year one five services parents identified as most helpful were least rendered 
(respite care, crisis stabilization, parent support, home-based family therapy, and attendant care).  
Per Table 23.2a, year two, this mismatch declined to four services (respite care, home-based 
family therapy, school-based interventions, and parent support).  Per Table 23.3a, year three, this 
mismatch increased slightly to five services (wraparound meetings, parent support, respite care, 
home-based family therapy, and school-based interventions).  It should be noted that what parents 
described as school-based interventions could have been a different service (i.e., case management 
or parent support). 
 
Years one, two, and three, case management and family therapy, among the most rendered 
services, among the services cited as most helpful by parents.  Years two and three, 
psychosocial groups, family therapy, and attendant care, cited as most helpful, were among 
the most often provided services.  Years two and three, school-based interventions and 
wraparound facilitation, indicated as most helpful, were among the least rendered services. 
Years one, two, and three, respite care, parents support, and home-based family therapy, 
indicated as most helpful were the least rendered services.   
 
 
 
   Table 23.1. Services Deemed Most Helpful by Parents/Services Provided: Year One

Services Parents Cited as Most Helpful  
 

Most Rendered Services 

 
Case Management* 

 
Case Management* (84.1%) 

  
Individual Therapy (66.2%) 

  
Medication Management (63.4%) 

  
Psychosocial Group (48.3%) 

  

    Bold type indicates match between services parents cited as helpful and services most rendered 
Family Therapy Family Therapy (46.2%) 

 
   
 
    
   Table 23.1a.  Services Deemed Most Helpful by Parents/Services Provided: Year One

Services Parents Cited as Most Helpful 
 

Least Rendered Services 

 
Respite Care 

 
Respite Care (8.3%) 

 
Crisis Stabilization 

 
Crisis Stabilization (11%) 

 
Parent Support 

 
Parent Support (15.2%) 

 
Home-Based Family Therapy 

 
Home-Based Family Therapy (16.6%) 

  
Attendant Care Attendant Care (24.8%) 
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   Table 23.2.  Services Deemed Most Helpful by Parents/Services Provided: Year Two

Services Parents Cited as Most Helpful  
 

Most Rendered Services 

 
Case Management 

 
Case Management* (96.3%) 

  
Individual Therapy (82.4%) 

  
Medication Management (73.1%) 

Summer Programs (Psychosocial 
Groups) 

 
Psychosocial Groups (56.5%) 

 
Family Therapy 

 
Family Therapy (50%) 

  

   Bold type indicates match between services cited as helpful and services most rendered  
Attendant Care Attendant Care (50%) 

     
    
   
   Table 23.2a.  Services Deemed Most Helpful by Parents/Services Provided: Year Two

Services Parents Cited as Most Helpful 
  

Least Rendered Services  

 
Respite Care 

 
Respite Care (2.8%) 

 
Home-Based Family Therapy 

 
Home-Based Family Therapy (7.4%) 

  
Crisis Stabilization (9.3%) 

 
School-Based Interventions 

 
School-Based Interventions (22.2%) 

 
Parent Support 

 
Parent Support (25.9%) 

  

 Wrap-around Facilitation (43.5%) 

 
 
    
   Table 23.3. Services Deemed Most Helpful by Parents/Services Provided: Year Three

Services Parents Cited as Most Helpful 
 

Most Rendered Services 

Case Management Case Management (92.7%) 
 
Individual Therapy 

 
Individual Therapy (79.8%) 

 
Medication Management 

 
Medication Management (75%) 

 
Summer Programs (Psychosocial Groups 

 
Psychosocial Groups (66.1%) 

 
Family Therapy 

 
Family Therapy (52.4%) 

  
Attendant Care Attendant Care (47.6%) 

   Bold Type indicates match between services parents cited as helpful and services most rendered 
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   Table 23.3a.  Services Deemed Most Helpful by Parents/Services Provided: Year Three

Services Parents Cited as Most Helpful 
 

Least Rendered Services 

  
Crisis Stabilization (8.1%) 

 
School-Based Interventions 

 
School-Based Interventions (13.7%) 

 
Home-Based Family Therapy 

 
Home-Based Family Therapy (21.0%) 

 
Respite Care 

 
Respite Care (25.8%) 

 
Parent Support 

 
Parent Support (34.7%) 

 
Wraparound Meetings 

 
Wraparound Facilitation (37.9%) 

  
Parenting Classes* 

  
Therapeutic Services for Preschool Children* 

   *Services not included on record review forms 
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CHALLENGES TO 

HIGH QUALITY 
SERVICE PROVISION 

 
 
 
 
 
 
 
 
 
 
 

 



 
 

Challenges to High Quality Service Provision:  Years One, Two, and Three 
  

 
 Question 8:  What are the challenges surrounding high-quality service provision?  
 
 
 

Challenging Situations: Years One, Two, and Three 
 
Differences among centers become apparent in discussion of challenging situations.  A 
consistent theme among direct service staff is that current caseloads are comprised of children 
whose needs are more intense and who are considered more challenging to serve.  
Consequently, clients tend to stay in service for longer periods of time. Staff said parents who 
have their own mental health issues and/or who may be involved in substance abuse 
exacerbate this difficulty if those issues are not addressed.  Obviously, families in which child 
abuse is occurring need additional intervention, such as SRS involvement, to coincide with mental 
health services.   
 
Initial services may also be affected by low levels of trust among parents who have had a 
history of negative experiences with other service systems such as SRS, the juvenile justice 
system, schools, and/or the mental health system. Children living with Developmental 
Disabilities (DD) and mental health issues face additional challenges and there is a perceived 
lack of clarity as to which state system holds responsibility for specific aspects of care.  One 
therapist reported seeing a growing number of children with Asperger’s Disorder for whom the 
current structure of service delivery may be inadequate.   

 
According to service providers, families that cannot or will not wholly engage in the 
wraparound process have the least likelihood of success.  CMHC staff said some parents may 
not follow through with the family’s role and responsibilities, or focus on the strengths of the child 
and the family, or trust and communicate, or invest in all aspects of service provision. Some 
families are so drained at the point of access to the mental health system that they may feel 
hopeless and unable to sustain the level of involvement demanded by the family-centered 
approach.  According to services providers, this hopelessness is worsened by economic stressors.  
 
Variability between centers is discernable in quotes of services providers.  A paternalistic 
attitude based on one provider’s personal theory is evident in the discussion of  “noncompliant 
parents:”  
 
 

We also have the classic problem of ending up only treating the kid. Parents  
don’t want to change what they’re doing and don’t want to change what’s  
going on in the home or in the family.  They don’t want the house to be clean  
when there’s just little tiny paths and we try to convince them that you know,  
if you live in chaos it causes chaos.  The mess in the brain will mirror the  
mess in the house.  We go through these things with the parents, but they 
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 really don’t want to change their lifestyle.  They just want us to fix the kid.  
They come in and want the doctor to give them a magic pill and fix them.  
Those are things we are forever dealing with, trying to get the parents on board  
and make the changes within the home.  A messy house affects medication, 
 affects everything.  There are other things parents need to do also.  We would  
like to treat the whole family, but a lot of family members don’t want to be treated. 

 
 
In contrast, when a family was not fully engaged in the wraparound process, one case manager 
explained that sometimes parents and grandparents have so many other issues going on in their 
lives that it’s hard for them to focus.  This case manager engaged the grandmother as follows: 

 
I met her and we had breakfast together and talked about the roadblocks  
of the wraparound process.  She talks a lot and jumps around.  I had to keep 
 saying, “OK, I understand what you’re saying about X;  that has to be very  
 difficult, but what’s getting in the way of treatment for your grandson? OK,  
I understand what you’re saying about X, but…?”  When the grandmother  
felt understood and validated, things went better.    

 
 
 
Solution-Talk: Creative Engagement Strategies 
 
When asked, service providers reported that generally, with time they are able to develop trust and 
rapport with most parents who become engaged and participate in their child’s services.  During 
discussions of challenging situations, often staff voluntarily went down a different road to focus 
on solutions rather than problems. Several creative engagement strategies were noted, one of 
which was described by a case manager:  
 

Sometimes I just say, “OK, I’m just here to talk with you.  We’re not going  
to worry about paperwork.  We’re not going to worry about anything else.   
Let’s just talk.”  It’s back to trust, rapport building, and developing relationships 
with families.”   

 
 
Another service provider seemed to voice a true understanding of the process and precepts 
underlying family-centered, strengths-based practice with the statement, “The key factor in these 
difficult situations—the factor that truly gives voice to the family—is the building of trust 
between family members and CBS staff.”   Yet another said, “Building a relationship with 
families is key, not telling them what they need to do, but developing a relationship and trust.”  
This process may require unconditional respect and understanding of the client and family 
situations, with their unique hardships, as well as a substantial investment of time to 
collaboratively develop goals in which clients and families have ownership and investiture in 
outcome.  When a consensus can be reached that gives direction to the type and intensity of  
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services necessary to meet the needs of families, they are more likely to rediscover lost trust, 
hope and expectancy.  When this process, with its challenges, takes place, families and CBS  
staff has reason to celebrate their successes that can diminish or overshadow concerns 
described later in this report such as staff turnover and burnout. 
 
Year two, two additional themes emerged from the qualitative data as challenging to serve: 

 
Year two, transition-aged youth were cited as challenging to serve because access to mental 
health support and financial self-sufficiency are problematic.  In order to function independently 
and continue services, youth need to gain employment or qualify for disability. CMHC staff said 
employers are often reluctant to take a risk on the youth they serve and qualifying for disability as 
adults, which covers mental health centers, is difficult. One case manager said, “Transition-aged 
youth turn 18 and they have no services.”  Where transition programs are not accessible, with the 
differences in guidelines (e.g., qualifying diagnoses) between adult services and children’s 
services, many youth cannot transition to adult programs. Youth have aged out of the children’s 
mental health system but don’t qualify for adult services.  Another case manager said:  
 

As children’s case managers, we do our job and do it really well, keeping the  
kids in the home and out of the hospital. Then when they get old enough to  
receive adult services, they don’t qualify for a case manager or anything.”     

  
 
Year two, clients mandated by the courts or SRS, arose under challenging situations.  The 
difficulty in engaging families entering services involuntarily was attributed to a desire for privacy 
in light of the multiple systems involved in their lives.  Yet, direct service staff find creative ways 
to respect and join with mandated families.  A case manager said:  
 

“I love the four and five years olds who say, ‘My mommy doesn’t like  
you.’”  Then added, “I have a remote-controlled car that kids get excited 
about.  So you get kids involved.  If you can win the kids over, they look  
forward to meeting with you.  Doing something fun.”   

 
 
Another engagement strategy when working with involuntary clients was explained as:  
 

Go back to, “What are you needing?  What do you want?,”  giving families 
            choices.  When families are mandated, you still want to ask, “What can we  

do to help you?”  My favorite line is “What do you want to do to get us 
out of your life?”   

 
 
Year three, two themes of challenging to serve not identified previous years, emerged as follow: 
 
Children who do not receive early intervention were identified as both difficult to serve and 
most likely to not have successful outcomes.  Parents who might benefit from additional  
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knowledge about parenting were considered challenging.  As rapport is built with these parents, 
they become open and even eager to enhance their parenting skills, and do so, at centers that have 
Parent Support Specialists to provide parenting classes.  Where they are available, parenting 
classes are considered especially helpful.    

  
 
 
Case Closures:  Years One, Two, and Three 
 
Various reasons for case closures were noted year one. The most common reason related to 
moves, such as “moved,” “moved out of state,”  “family moved out of state,” or “moved,  
case transferred.”  One child moved out of foster care to live with grandparents.  One youth went 
to a group home out of state; another into residential care.   
 
Some closures were due to client choice or cases were closed because clients and families 
dropped out of service.  As with other findings of this report, there was variability between 
centers as to the effort made to reach out to youth and families in the community when they 
stopped participating in services.  In some instances, when families or youth chose not to continue 
services, details about reasons for the choices were not provided in the charts.  Commonly, letters 
were sent to families and sometimes phone calls were made but documentation of staff going to 
family homes was rarely found.  In some instances, cases were closed at the family’s request 
without further explanation.  
 
One family elected not to continue services after sporadic participation.  In this exemplary 
instance, the case manager made repeated attempts to reconnect with the family.  The case 
manager seemed to enjoy a good working relationship with the school, as this was one venue 
through which they tried to reconnect with the youth and family.  Conversely, against the 
guiding principles that undergird community-based services, one case was closed by a 
therapist because the mother would not participate in therapy and come in to sign papers.   
  
Year one, a common theme was cases being closed and reopened.  One case was closed, 
reopened, and closed with only a notation that the family chose not to continue services.  Another 
was closed, reopened, and closed because the client was in two placements, then adopted.  One 
indicated closure due to a mother no longer wanting her son in services, then reopened, without 
explanation.  Another case file described how an angry parent decided to close even though 
services were not completed.  After discussions, the center decided to accommodate the mother.  
Although it was unclear from reading the file exactly what the problem was or how it was 
resolved, the center extended an invitation to the mother to have the case reopened and she 
accepted.  Finally, three cases were closed because, “family felt goals were met,” “treatment 
completed,” and “goals met.”   
 
Year two, six themes emerged relative to explanations for case closures.   
 
The largest theme relates to improvement in the child’s condition.  Records indicated cases were 
closed due to these improvements.  However, there was some variability in congruence between  

 52



 
 
 
this reason and content of progress notes.  The majority of cases seemed to reflect stabilization 
with visible progress toward goal attainment. An ending entry in one file read, “Improved.  Met 
all goals.  Celebrated with trip to ice cream store.”   
 
Of eleven cases in the category of improvement in the child’s condition, four contained 
incongruent information.  In one case, the file indicated goals achieved at the same time the child, 
who had educational goals, was failing all classes.  In the second, the progress notes indicated the 
mother requested closure because the child’s condition had improved, at the same time noting the 
mother’s unhappiness about not being able to get in to see a therapist more than once monthly.  In 
the third, a case was closed, reopened, and closed within a short period of time.  The progress 
notes indicated the child was no longer eligible for Waiver with “criteria not met.”  At the same 
time the file indicated the goals were met, the child, who had two goals related to education, had 
just been suspended from school. In the fourth, the file read, “Treatment no longer necessary due 
to mom feeling it is not helpful, and her apparent unwillingness to make changes in her own 
behaviors.”  In this situation, the case note cited the mother’s lack of ability to parent. Although 
parenting was the focus of service provision, the mother had not requested help with parenting nor 
had the center and mother agreed on this direction for services. 
 
The second most common reason for closure was movement out of the catchment area.  Often 
cases were transferred to other centers.   
 
Third, cases were closed because children were removed from the home.  Three went into foster 
care, two were placed in juvenile justice custody, and one was adopted and transferred to another 
center.    
 
Fourth, families decided to discontinue services or “dropped out” with variability as to the 
amount and types of effort service providers made to reconnect with the families.  In two cases, 
treatment was not completed and letters were sent without further contact attempts.  In one case, 
letters were sent and phone messages were left at the family home.  In one case, the case notes 
read, “Family failed to follow through with services.”  The case manager called the family home 
but no record of venturing out into the community was found.  In one case, records indicated that 
the family wanted to “step back” for a while because the client was doing better; however school 
personnel disagreed, citing failure in school. The case manager made trips to school and called the 
family home, but there was no indication of attempts to visit the home.  In one exemplary case, 
the case manager called and also went to the family home.           
 
Fifth, in two instances, older youth were considered runaways who had dropped out of school and 
could not be located.   
 
Finally, as was true year one, year two a common pattern was cases being closed and reopened 
due to reasons such as changes in the children’s conditions, moves in and out of catchment areas, 
and parental decisions and requests. 
 
Year three, four themes about reasons for case closures emerged.   
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The most common reason was client choice or clients dropped out of service.   
 
As with previous years, the extent to which CMHC staff did outreach in these situations varied.  
Again, year three, letters were sent to families. In some instances, cases were closed at the 
family’s request without further explanation.  If follow-up ensued after letters were sent, such as 
phone calls or going to family homes, that follow-up was rarely documented in case notes.  In two 
instances, phone calls were made and messages left but any attempts to go to the family home 
were not recorded.  The notes in one case read, “Due to cessation in willingness to use either 
therapy or medication management, CBS ceased and treatment team opted to close chart.”  No 
outreach was documented.  In another case where appointments had been missed, the wraparound 
facilitator met with school staff but the content of that meeting was not described.  In another, a 
letter was followed up by phone calls, and a final notation indicated that the phone had been 
discontinued.   
 
A sub-theme of client choice was cases being closed because older youth “aged out” of the 
system or went into independent living.  Exemplary CBS practice was noted in these cases.  In one 
instance, an 18 year-old youth decided to discontinue services.  The case manager met with the 
youth who reiterated they did not want to continue services.  In one case, when the youth stopped 
keeping appointments, a meeting was held with the mother, case manager, parent support 
specialist and children’s director, but the youth did not want to participate in services at that time. 
In another situation, when an older youth discontinued services, the case manager maintained 
supportive contact with the mother.  Progress notes described the happiness of a different family 
and CMHC staff because one youth successfully completed services and went away to college. 
 
The second most common reason was families moved, often without details given.  In some 
situations, parental employment changes necessitated moves.  In one case, the child moved within 
the catchment because of a custody change.  In this instance, CMHC staff met with the new 
custodial parent who did not want the child in services.   
 
Third, cases were closed due to youth being removed from the home.  In two situations, foster 
care placements were changed.  Two were closed because youth went into juvenile justice 
custody.  One was closed because the child was placed in SRS custody. 
 
Year three, the lowest instance of closure reason was goals met or treatment completed 
successfully/goals met.  In these cases, the children’s records reflected continued progress toward 
goal attainment.       
   
Years one, two, and three, in instances when families were no longer active participants, a 
common procedure was for centers to mail letters to family homes, then close cases if the 
families did not contact the center.  Sometimes case notes indicated phone calls were made 
and messages left.  On a few occasions staff made contact at schools and family homes.  At 
one center, staff candidly indicated that they did not know of any expectations of them 
beyond sending a letter.  A determination could not be made from the records as to whether 
clear expectations exist about what measures should be taken with regard to engagement in 
the various situations discussed above.     
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Engagement Strategies 
 
 
Year one various types of engagement strategies were employed.  Flex funds are a very popular 
method to deal with immediate practical issues, such as housing, health, and transportation.  One 
center indicated that this was an excellent method of building the trust necessary to see the family 
through dealing with the more difficult family issues. The amount of funds available is a center 
budgetary decision and varies from center to center.  
 
Parent Support Specialists were cited frequently as a valuable resource in that they are able to 
communicate with families on a more personal level and to play the role of advocate.  At one 
center, the family support specialist meets with every family before they have their first 
appointment with staff.  Volunteers are also utilized to communicate with families on more of a 
“peer” level to build trust as a foundation for positive relationships.   
 
As a way to bridge the gap between mental health services and the educational process, some 
centers jointly employ school liaisons with local school districts.  One center has just started an 
alternative school program in conjunction with the school district that ultimately will feature three 
classrooms serving grades K-12.  Information stands are occasionally set up in schools.  Staff 
members meet with parents of children enrolled in a therapeutic pre-school program to explain 
services available in the CBS program. 
 
Information is disseminated within communities in various ways.  Common strategies for 
outreach include the promulgation of brochures and informational handouts that are placed in 
schools, health facilities and social service agencies.  Booths featuring informational handouts are 
set up periodically at a local community college.  An open house is held during mental health 
week in which local civic leaders and the judiciary participate.   
 
Many of the same engagement strategies seen year one were also seen at centers visited year 
two.  As with year one, year two information is disseminated within communities in various 
ways.  Year two, the most common modalities were presentations, trainings, educational 
opportunities, and health fairs.  Several centers do considerable speaking at various community 
events on topics such as parenting and substance abuse. One center offers a family education 
series in cooperation with the Kansas Children’s Service League and with the Department of Parks 
and Recreation.  At one center the psychiatrist presents information on medications and symptom 
management.  One center does trainings for the police department and sheriff’s department.  
Conversely, one fire department offers a fire prevention program attended by the children served 
by the center.  One center included a sizeable auditorium when building their facility.  Their 
outreach includes allowing community organization to utilize this space for events and activities.  
Another strategy is holding parent discussion groups at public locations (e.g., libraries).   
 
At another center, the school-based case manager dons a “Happy Bear” costume and goes to 
schools and community events to help children learn the difference between good touch and bad 
touch.  “Happy Bear,” a figure of some notoriety, has been featured in the local press. 
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Distribution of informational brochures was again common.  One center uses shirts and coffee 
mugs to display its logo.  One center has a dedicated outreach position. Generally, the activities 
for both years one and two described in this section extend to all groups of people, with some 
targeted to families of specific ethnic or racial groups. 
                                    
Year three, some of the engagement strategies were similar to those identified previous years. 
 
As with previous years, year three, information is disseminated within the community in 
various ways.  Two centers place articles in their local newspapers about their center and the 
services they offer.  Booths at health fairs and other events are another venue.  Two centers do 
community presentations and hold educational forums about mental health issues.            
 
Various methods are employed to bridge the gap between mental health and the educational 
process.  Engagement strategies include attending annual conferences with school specialists (i.e., 
counselors and home-school specialists).  One center conducts psychosocial groups at schools.  
One center has a community liaison who does outreach with schools and other community 
agencies including the courts and medical practitioners.  In addition to attending school meetings, 
some centers offer case management and groups in the schools.  One center does in-service 
training on mental health issues for school personnel at school settings. 
 
Parent Support Specialists were again cited as an important element in outreach.  Parent support 
specialists offer parenting classes at different locations in the community.  At one center these 
specialists contact new families right after intake as a means of maintaining connections and 
building rapport. 
 
Year three, a considerable amount of community outreach was conducted.  Six centers offer 
psychosocial groups in the community.  Three centers partner with Head Start and offer groups 
there.  One center has representatives on the board of directors or programs for children such as 
Parents as Teachers.  Another center has representation at a multi-agency committee that addresses 
the needs of youth in the community.  One center has a therapist available for the public at local 
county courthouses.  One center offers social skills groups to community partners, seen as 
conduits for referrals.  Two centers display art work of children either at public libraries or local 
shopping malls.  One center targets primary care physicians as a source of referrals.   
 
Two centers have relationships with local Juvenile Justice Authorities (JJA).  One center has 
JJA money to develop a prevention program for youth targeted at women with young children.  
One center is working to gain a presence at the Juvenile Intake and Assessment Center to make 
initial contact and do assessments onsite.                 
     
 
Diversity Engagement Strategies: Years One, Two, and Three 
 

 
CMHCs have employed and focus on recruitment of more diverse staff members.  To meet 
the needs of a growing multi-cultural community, a rural CMHC has employed a bilingual staff  
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member under an external grant to assess agency and community cultural needs.  This worker 
could lead to individualized outreach activities.  A few other centers have bilingual case managers  
and two have access to interpreters.  Another center has a service provider who can sign for deaf 
consumers.  Yet another center hired First Nations case managers under an external grant and 
works closely with a local physician who serves this population and makes referrals to the center.  
Most centers report that staff recruitment is focusing on hiring more bilingual workers; however, 
there is a shortage of qualified individuals in the labor market. 
 
As a way to build relationships, a rural center is reaching out to an underserved Mexican  
immigrant population with a variety of initiatives such as establishing relationships with leaders in 
the immigrant community.  An open house was being planned in a rural area to target the 
Latino/Latina population, a group reported as being historically opposed to accessing the public 
mental health system.  One center has representation at a community resource center that does 
outreach with the Latino/Latina population in their community.  One center engages diverse 
groups of people who work at a local meat packing plant.  Staff members from all centers in this 
study regularly attend local interagency meetings to share information and coordinate local 
services.  Regular meetings to coordinate services are held with the foster care contractor in one 
area.   
 
The services of a consultant to address the needs of minority families are being utilized by a 
large urban CMHC, which will lead to a work group charged with developing specific strategies 
for engagement and service. 
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BARRIERS TO 

HURDLE 
 

 
 

(INTERNAL) 



 
Obstacles/Barriers to High Quality Service Provision:  Years One, Two, and Three 
 
 
In focus groups, staff participants were asked to identify both internal and external obstacles that 
impede or otherwise interfere with the provision of high quality services.   

 
 

Internal Obstacles/Barriers: Years One, Two, and Three 
 
  Internal Obstacles:  Year One 
 
Year one, the three main themes of internal obstacles that emerged from focus groups with direct 
service staff are:  

 
 staffing,  
 funding, and 
 administrative procedures. 

 

 
Staffing: 
 
Year one, there were many examples of families waiting for needed services, particularly  
attendant care and more intensive case management.  Families are inclined to attribute service 
shortages to restricted funding.  Staff, too, expressed many concerns related to staffing.  Staff 
turnover, particularly with case managers, was cited as a major issue for some centers.  
Turnover disrupts the continuity of service and overtaxes other staff who must assume additional 
duties.  Recruitment of staff to replace those who leave is also seen as difficult.     
 
Many participants said it is difficult to recruit, train, and retain an adequate number of attendant 
care workers, seen as a primary diversion from hospitalization and, therefore, maintaining children 
in the community.  Although some centers experience difficulty recruiting and retaining attendant 
care staff, other CMHCs have solved this problem using various strategies such as recruiting 
college students who sometimes receive college credit in addition to their income and/or by hiring 
attendant care workers into full-time positions on a career track, with benefits.  

 
Inadequate capacity in Parent Support Specialists, bilingual staff, and lack of flex funding were 
also cited as significant problems by staff.   
 
 
Funding: 
 
Year one, direct service staff cited inadequacies in funding, believed to be attributable to funding 
shortfalls, as a barrier.  The lack of hiring needed staff may be attributable to a lack of 
understanding by center administration of the importance of particular CBS services, resulting in 
obstacles to needed expansion.  While no center can fund all of the services that could be used in  
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their local catchment area and managing fiscal budget considerations with needs is challenging,  
CBS services seem to be a higher priority for the administration and Boards of some centers than 
others.  Year one, in some areas, CBS appeared to not have reached a high enough priority 
within the center to receive adequate support.   
 
CBS programs are positioned differently within the centers visited.  Year one, at two centers, 
CBS is integrated with outpatient children’s services.  At three centers, the CBS Director is 
supervised by the Clinical Director.  At three centers, the CBS Director reports directly to the 
Executive Director (ED) and is part of the administrative decision-making process. Year two, at 
five centers, the CBS Director reports directly to the ED and is part of the administrative decision-
making process.  At one center, the Clinical Director is also the Director of Children’s Services 
and reports to the ED.  At one center, the CBS Director reports to the Medical Director who 
reports to the Chief Executive Officer.  Year three, at five centers, the CBS Director reports 
directly to the ED.  At two centers, the CBS Director reports to the Clinical Director.  At one 
center, the CBS Director reports to the assistant to the ED.        
    
Three of the centers participating in this study year one have parents as members on their Boards 
of Directors.  One center, with parents and consumers as board members, said their presence helps 
the board understand the importance of services.  Two centers have parents of former clients as 
board members.  Another center has a family advisory group that provides information for the 
director to present to the board.  Five of the centers participating in this study year two have 
parents as members on their Boards of Directors, one of whom has two parents as members.  One 
center has the parent of a former client as a board member.  One center reported that quarterly 
town hall meetings are held where parents can share concerns.  Year three, six centers visited had 
parents as board members and two did not.  

 
Generally, but to varying degrees, all three years of this study, staff said that Children’s CBS 
programs have autonomy and freedom within their centers and they are encouraged to make 
independent decisions.  It is the level of decision making that differs from one to another related to 
staff management, program design and changes, and use of resources.  Most staff feel at ease, 
“backed up,” and supported by Executive Directors. One center reported that their services are 
considered important and gaining more recognition as the center receives good feedback from 
parents, schools, police, and others in the community.  Where staff feels less supported, the 
environment is described as bureaucratic, budget driven, and/or inflexible. 
 
 
Administrative Procedures: 
 
Year one, with regard to the administrative procedures of centers, staff unanimously voiced the 
opinion that paperwork and required documentation are too time consuming and detract from 
the provision of direct services.  A lack of funding for adequate facilities and equipment, 
particularly computers, was mentioned.  Individual centers noted additional obstacles. One center 
cited a change in leadership styles, billing standards and tighter budgetary control. Another 
indicated the initial CMHC response to requests for service was too slow, creating an early 
obstacle for building a positive relationship with families.  Yet another said  
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procedures for initial contact with the center could be more user friendly.  One facility 
pointed to communication problems; information was not shared within the center.  
 
 

Internal Obstacles:  Year Two 
 
Year two, the main internal obstacles themes that emerged from focus group with direct service 
staff are: 
  

 administrative procedures, 
 staffing, and 
 language. 

                                
 
Administrative Procedures: 
 
Year two, transportation for both direct service staff and families most often arose as an internal 
barrier.  Staff cited shortages of vehicles to transport youth in the community or to activities at 
centers. This situation is complicated by parents who live on limited incomes, do not have 
dependable vehicles, and are unable to drive the distances necessary to participate in activities or 
services at centers.  Drive time in covering expansive geographic areas and where clients are 
served outside of catchment areas was also considered a problem that detracts from direct service. 
One center said transportation is essential because community-based services are the “experiential 
arm” for youth to practice skills in the community; thus, “there’s a lot of windshield time” because 
of the area covered.   
 
Excessive paperwork was again unanimously indicated as a barrier seen as increasing in volume.  
Some staff said that HIPPA requirements exacerbated this barrier.  Staff reiterated the sentiment 
that time spent on paperwork detracts from valuable time that could be spent with children.  
 
Two centers reported a lack of space, one for groups and one for office space.  A lack of funding 
for computers was mentioned by two centers.  Two centers said internal communication was 
lacking (e.g., direct service staff not notified when a child was admitted to the hospital). 
 
Staffing: 
 
As with year one, year two saw examples of families waiting for needed services, such as 
attendant care and respite care, considered primary diversions from hospitalization and stressful 
family situations.  One case manager stated that some children are placed in state custody because 
parents can’t get needed respite.   
 
Of particular concern year two were extended waits to see psychiatrists and therapists.   
Two centers had problems with access for medication management and for therapy to a lesser 
degree.  At one center both staff and parents reported long waits to get appointments with 
psychiatrists and therapists.  At this center, one mother indicated she had to book appointments 
one year in advance and take her children out of school every Friday morning to get needed family  
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therapy.  At this center, another parent said she saw her son de-compensating and hospitalization 
could have been averted, as it had been previously, if her child could have been promptly seen for 
a medication check.  
 
Direct service staff at these two centers cited difficulty in gaining access to psychiatrists and 
therapists for staffing, much less attendance at team meetings. One therapist saw the short periods 
of time psychiatrists spend on medication checks as inadequate because families and youth tend to 
minimize presenting conditions.  Therefore, medications may be prescribed based on inaccurate 
information.     
 
Year two only one center cited staff turnover as problematic and two pointed to the rate of pay for 
case managers as a challenge to keeping good people.  At most centers visited, staff members 
enjoyed longevity and satisfaction with their employment, with some understandable burnout 
related to the helping profession. Yet, inquirers were struck by the creativity of center staff in 
dealing with burnout, such as open-door policies of directors of children’s services, team 
approaches, support for coworkers, humor, and celebrating small victories. 
 
A troublesome shortage of Parent Support Specialists, seen as vital by both parents and staff, 
still broadly existed year two.  One staff member questioned why billing is permissible for case 
management and other services but not for the vital service of working with parents.  They 
indicated that parents want skill-building opportunities and organized groups, which would likely 
cut down on expenses for other services.  Parents respect parent support specialists, value their 
input, and relate to them in a unique way.  Some parents say they more readily accept insights 
these specialists offer than those of other providers.  Other parents cited parent support specialists 
as vitally important, the ones to whom they can turn for personal support in times of need. 
 
Year two, an interesting interaction in parent groups was observed.  With the lack of Parent 
Support Specialists, “Veteran” parents, familiar with negotiating the system and available 
services, often took parents new to the system under their wings to help them learn the ropes, so to 
speak.  A powerful connection and support exists between these parents, as they are able to share 
their experience, skills, and knowledge as well as their concerns and commonalities with others 
who understood.            
 
Year two, the inquirers were struck by how some centers went into solution talk after identifying 
barriers.  Some centers find creative ways to hurdle obstacles such as staffing and funding, 
seemingly unaware they have done so.  Other centers may be using similar approaches that were 
not discussed during visits. When asked how after-hours crisis calls were handled, staff at one 
center looked puzzled, hesitated, and said they don’t have any.  Ironically, an emergency 
apartment where clients in crisis could stay for stabilization was included in the construction of the 
center’s facility, but the apartment has never been used.    
 
Many variables seemed to be interacting to create the outcome described above.  First, the center 
hires carefully, recruiting people who have a passion for working with children.  The center is able 
to hire and maintain attendant care workers who are full-time employees and adequately paid, 
with good benefits.  These workers, on a career track, are included in direct service staff meetings 
and feel like part of a team.  A coordinator and supervisor work closely with the attendant care  
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workers.  The supervisor meets with each worker weekly, focusing primarily on the important 
work they do and the difference they are making in the lives of children and families.   

 
Then, staff at this center have learned to identify various patterns in the behavior of clientele that 
allow staff to be proactive.  For example, in one case, a youth starts to withdraw from the family, 
seeks seclusion, and becomes depressed.  The parents reported that in the past without intervention 
at this stage, the youth became aggressive followed by violence and hospitalization.  The family 
and the parents now recognize this pattern and call the center when they note the predictive stages.  
Services are intensified, attendant care is made available, and the youth gets in immediately for a 
medication adjustment, precluding a crisis and hospitalization.  This youth had been in and out of 
hospitals his whole life but had not been hospitalized in over two years since starting services at 
this center.  Thus, because services are intensified and a psychiatrist is immediately available in 
instances such as these, the attendant care workers do not have to deal with violent situations seen 
at some centers, and the likelihood of them staying in their positions is enhanced.  When asked, 
administrative staff reported that their program focus is on prevention and early identification and  
intervention.     
 
Subsequent to noting the proactive dynamics described above that precluded the development of 
crises with possible related hospitalizations, the inquirers started asking direct service staff at other 
centers whether they were able to observe behavioral patterns in their clients, which served as cues 
that allowed them to take proactive actions to avert crises and need for stabilization.  Both years 
two and three, when asked, staff members at the majority of centers were able to describe 
patterns among their clients, which served as cues and allowed them to take proactive 
actions when children were at risk of decomposition.  Generally, the keys to diverting 
children from crises and hospitalization were immediate access to psychiatric care and the 
ability to promptly increase attendant care.    
 
 
Language: 
 
Finally, year two, two centers reported difficulties with communication when language 
differences existed between consumers and staff.  Both centers employed interpreters but staff 
thought this modality reduced their ability to connect with clients and left them uncertain about the 
accuracy of the translations.  At these locales, a turnover of residents who speak a variety of 
languages adds complexity to hiring bilingual staff.  
 

 
 

Internal Obstacles:  Year Three 
 
Year three, three main themes of internal obstacles emerged from focus groups with direct 
service staff as well as sub-themes.  The three main themes are: 
 

 administrative procedures,  
 staffing, and 
 funding. 
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Administrative Procedures: 
 
Year three, excessive paperwork was the most frequently identified internal barrier, 
intermingled with balancing job demands, time constraints, and budgetary considerations.  Staff 
indicated that they have to deal with “an unrealistic amount of paperwork” that detracts from 
important direct service time.  One therapist described the situation, indicating: 
 
 In order to get our billable hours we need to have every hour scheduled  

with clients.  Unless you have a rash of cancellations, you have very little  
 time to do paperwork.  Even if clients cancel, you are trying to get ready 

to work with the next client or juggling numerous other things, such as  
catching up on phone calls.  There’s little recognition of all the collateral 

            work that needs to be done and we can’t bill for that. 
 
 

When asked what needs to happen for things to get better, a case manager who called the amount 
of paperwork “ridiculous,” said their center needs to go paperless, which would not only cut 
down on paperwork time but service providers would “have access to a client’s information at our 
fingertips,” improving communication.  Another participant echoed this sentiment saying, “If I 
could sit down at a computer and have everything there, it would be so much easier for all of us.  
If I needed to pull up a treatment plan, I could just pull up a treatment plan.  At first it would be 
costly; however, in the long run it would be cheaper and more efficient.”  The appeal of a 
computerized system was frequently identified, and was even more appealing to centers with 
multiple locations.  An additional suggestion, made by one case manager, was to dictate progress 
notes while on the move, enabling her to provide more client time. The case manager considered 
this option “wishful thinking.” 
 
One case manager finds their center’s system of billing sheets helpful.  The billing sheets have to 
match the progress notes that must be completed within three days.  Even though the case manager 
often puts in long days and finds getting the paperwork completed difficult, the structured 
arrangement is helpful.  Still, he would prefer more direct service hours and less paperwork. 
 
An administrative staff member said, “I am very proud of this group…The staff has done an 
excellent job of responding to all demands of paperwork.”  He explained that two full-time people 
at their center monitor paperwork and make sure it is done and done correctly.  After a two-year 
transition to new forms, they are going to online medical records. 
 
As with previous years, the need for equipment was noted year three.  At the same time computers 
were seen as a means of lightening the paperwork load, three centers indicated a need for 
computers.  One case manager said, “If I didn’t have to share [a computer], I could do my job so 
much better.”  One service provider identified the need for mobile phones. 
 
Two centers indicated a need for additional space.  Administrative staff at one center said they 
are looking for ways to expand because lack of space hinders their ability to hire new staff.  The 
inquirers were struck by the positive attitudes and sense of humor service providers possess.  
One individual said they could probably squeeze a sixth person in their office by putting the  
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computer in the middle with six chairs around it, laughingly adding, “But, then we wouldn’t 
have a place for the Christmas tree.”     
                                 
Four centers cited the geographical distances in their catchment areas as challenging.  Covering 
several counties to serve children and families is difficult.  Rural areas present their own unique 
issues often related to the financial considerations discussed in the external barriers section of this 
report (page 74).  When services providers cover a large area and cannot reach families by phone 
because they cannot afford phone service, staff may drive considerable distances and make 
multiple trips.  Geography is also associated with families who cannot afford transportation.  
Although centers try to provide transportation to events and appointments, often the demand is 
greater than can be met.   
 
When asked what is happening when things are better, respondents said the televised video 
communication system helps.  Families 100 miles away can interact with staff via this venue.  One 
case manager said, “They can be right here in the same room with us with the TV screen.”  This 
medium is used for wraparound meetings at some centers.  Teamwork was seen as essential to 
covering geographical distances.  Staff “pitch in and do whatever needs to be done with whatever 
client” when they are in certain areas.  Sometimes providers team up and help each other.  For 
example if one case manager is in a certain area, they will transport another case manager’s client 
to the center.               
 
 
Staffing: 
 
Several centers identified staffing as a barrier, primarily shortages of psychiatrists, attendant 
care workers, respite care providers, therapists, and parent support specialists.  The shortage 
of psychiatrists was particularly troubling, with waiting lists at a few centers.  Reimbursement 
rates and geographic locales were cited as primary reasons for this shortage.  Two centers visited 
share a psychiatrist who explained, “I love working in community mental health, but it is very, 
very challenging to be spread so thin.”  Some centers have successfully extended their psychiatric 
staff with nurse practitioners.  Other centers have used a televised medication system through a 
medical center, which has been received with mixed reviews.  Some parents reportedly do not like 
the impersonal nature of this venue.   
 
Several centers identified the provision of respite care as “the hardest thing we face.”  
Difficulties are encountered with recruiting an adequate number of persons willing to provide 
respite.  This problem is complicated by the fact that respite care can only be billed for 
children on the SED Waiver.  A preschool case manager considered respite as a means to 
prevent child abuse in some cases, saying, “By being able to take the child out of the home for a 
while and get the child calmed down, we can do active parenting with the parents so they will be 
able to better understand how to handle crises in everyday living.”  
 
Both families and service providers emphasized parental need for respite from the demands of 
caring for a child living with SED.  In focus groups, parents report how difficult it is for others to 
comprehend the extent of this need and what it is like to care for a child with special needs on a 
daily basis. Although an extreme situation, the story of two parents illustrates the severity of the  
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need for respite.  Faced with no respite for an extended period of time, family members insisted 
the parents let their child spend a weekend on the family members’ farm.  Although the parents 
tried to explain potential behavior problems, the family insisted they let the child spend the 
weekend on the farm, where, sadly, the child killed several chickens.  Two other parents, in 
desperate need of respite, said a respite care worker who had been providing care in their home 
could not continue to do so because the ceilings were found to be slightly lower than a regulation 
of the Kansas Department of Health and Environment allowed.   
 
Some centers have successfully hurdled the respite care barrier by contracting with foster 
care contractors for foster care families to provide respite care.  This arrangement is reported 
to work very well.  Some children spend time away from the home monthly, some twice monthly.  
Often, the same foster families care for the same children and each develops strong bonds with the 
other.  Some foster families call and ask if the children can spend a weekend with them.      
 
A shortage of attendant care workers (ACW), seen as a primary diversion from hospitalization, 
was again reported at some centers visited year three.  Case managers indicate that often children 
would be hospitalized without attendant care.  Centers that hire full-time workers with benefits, 
described in the year two section of this report, are more successful at recruiting and retaining 
workers.  Centers located near colleges or universities often hire students who are paid for their 
services while receiving academic credit.  Centers reported maintaining a pool of workers 
balanced with client needs as challenging due to the fluctuating needs of clients being served.  For 
example, when a child or children who have needed extensive attendant care move out of the 
catchment area the supply of ACWs exceeds the demand for their services.  In these instances, 
some centers have optimized staff by creating staff positions that can perform multiple functions.  
For example, an ACW can facilitate psychosocial groups or be trained as a case (CM) manager.  
Where the need is greater than the supply of ACWs, persons trained as both CMs and ACWs can 
fill in as ACWs until new people can be recruited.  One center maintains an AC pool of staff who 
work with both adults and children, which helps balance supply and demand.       
 
According to Davis, Logan, Petr, and Walter (2004) CMHCs that successfully recruit and retain 
Attendant Care Workers (ACWs) employ a variety of tactics.  For example, CMHCs utilize Parent 
Support Specialists to engage parents, implement “shadowing” into the training program, and 
increase knowledge within the center about what ACWs can do.  Centers conduct analyses of 
characteristics of workers who stay over time and target identified demographics accordingly 
when hiring.  Flexibility, especially to staff who are mothers, was found to be a reason workers 
tended to stay in the position over time. This flexibility is used to market the position to new hires. 
Seasoned ACWs are encouraged to refer potential employees, and one agency pays a bonus of 
fifty dollars to the referring worker if the new hire stays for three months. This attendant care 
report, is available at the URL in the reference section of this report.   
                       
Not all centers have parent support specialists, who are especially valued by parents.  This 
shortage is attributed to a lack of funding allocation.  Although parent support positions are  
intended to be funded by the Family-Centered System of Care grants, the allocation of funds is 
center specific.  Like respite, this service is only billable for children and families on the SED 
Waiver.   
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The shortage of therapists was least problematic and said to exist primarily when a certain fit 
between therapist and client cannot be made.  For example, if a family wants a male therapist who 
uses a certain approach in a specific time slot, they may experience a wait to book appointments.    
 
Several factors appear to be associated with staffing.  For example, centers located near urban 
areas can more easily recruit psychiatrists than rural centers.  The economic structure of 
communities also seems to be associated with staffing.  In communities where economic 
opportunities are limited, people are said to be more interested in positions they find gratifying, 
such as providing attendant care, than working at a local discount store.       
 
 
Funding: 
 
Finally, year three, lack of funding was identified as a barrier, particularly to keep specialized 
programs running, like a program for juvenile offenders at risk of out-of-home placement.  Some 
centers have been successful in obtaining external funding for specialized programs. 
 
Years two and three, funding inadequacies were considered less problematic than year one.  
Administrative staff reported that they have to budget carefully but the fiscal situation is “better 
than it used to be.”  They said they have “just enough to get by” and could certainly use more 
funds, but for the “most part are doing OK.” Years two and three, the centers most successful at 
expanding and developing innovative programs and services were ones that described having a 
“vision and a belief that funding will fall inline with expansion.”  At these centers, administrative 
staff members were willing to “take risks and figure details out later.”  Staff at one center 
jokingly said that their style is “fire, ready, aim,” adding that there is some truth in the statement 
and that you have to be willing to take risks in order to expand.      
 

• Years one, two, and three, staffing emerged as an internal barrier.   
 

• Years one, two, and three, the need for attendant care workers and parent support 
workers was reported.   

 

• Years two and three, shortages of respite care workers, psychiatrists, and therapists 
were also indicated.   

 

• Years one, two, and three, internal barriers classified as administrative procedures 
were identified.   

 

• All three years, CMHC staff unanimously expressed the view that time spent on 
paperwork was excessive and detracts from direct service time.   

 
• All three years, the need for increased transportation capacity, space (office and 

facility) and equipment, particularly computers, was noted.   
 

• Funding, seen as a barrier year one, was less of an issue at the centers visited years two 
and three.   

 

• Along with these identified internal barriers, staff described a variety of innovative 
methods for overcoming them and made suggestions about solutions.     
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External Obstacles/Barriers:  Years One, Two, and Three 
 
 
External Obstacles:  Year One 
 
 
Year one, four themes emerged from the qualitative data of focus groups with direct service 
providers regarding external obstacles, as follow: 
 

 need for continuity between systems of care, 
 dissonant philosophies between systems of care,   
 inadequate community resources,   
 unmet basic needs of families, and 
 funding. 

   
 
Need for Continuity of Care Between Systems of Care:  
 
Need for continuity of care between systems of care was often cited as an external obstacle.  
Concerns centered on interactions between mental health and the systems for individuals with 
Developmental Delays, Substance Abuse, Schools, local Social and Rehabilitation Services 
offices and the courts.  Typical concerns related to children who are dually diagnosed. Where 
there are perceived unclear lines of responsibility for service provision between the mental 
health and developmental disabilities (MH and DD) systems, the lack of guidance about 
responsibility between systems for services and decision making leads to gaps in service 
provision. With no overlap of services allowed in multi-system situations, a lack of clarity as to 
whose responsibility it is to serve children inhibits a good transition from one system to another.  
Similar concerns were expressed about youth and families who are involved in substance abuse 
services as well as CBS.   
 
 
Dissonant Philosophies Between Systems of Care: 
 
Some CMHC staff offered comments about disparate philosophies between mental health and 
public schools.  Mental health providers consider themselves strengths-based and experience 
some school personnel as discipline-based.  Generally, common ground is found with extended 
interactions between individuals from these two systems. Often there is a lack of collaboration 
with schools and the absence of guidelines about who is responsible for what services.  
However, models exist many places in Kansas for mental health and school collaboration.  Within 
our sample, there were a couple of examples.  One center jointly employs school liaisons with the 
local school district as a strategy to bridge the gap between mental health service and the 
educational process.  Another center has just started an alternative school program in conjunction 
with the school district that ultimately will feature three classrooms serving grades K-12.  Some 
centers partner with Head Start.   
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Staff expressed concerns about differences of opinion with local SRS offices related to whether 
children should be under SRS supervision or in custody.  Mental health staff described their 
frustration when SRS did not act upon their reports of situations they considered neglectful or 
abusive.  Sometimes concerns about the welfare of children on the part of mental health do not 
meet the level of severity required for SRS intervention.  A determination could not be made as to 
whether such was the case in the instances described in focus groups.   
 
CMHC staff reported that courts often do not understand what life is like for children and 
families living with serious emotional disturbance or the nature of Community-Based Services.  
Some judges are said to not understand diagnoses and sometimes label kids as “bad” which can 
result in children with SED being diverted into the Juvenile Justice system.  
 
 
Inadequate Community Resources: 
 
Year one, certain community resources reported as inadequate, included: 

 
 local substance abuse services and therapeutic childcare,  
 community resources in general, in rural areas, and 
 community leisure time and social activities for youth that are affordable in urban areas. 

 

 
Unmet Basic Needs of Families: 
 
Meeting the basic needs of families for housing, employment, and transportation is extremely 
problematic for families living in poverty.  Poverty is an environmental risk factor and hinders the 
ability of families to function as they desire, exacerbating mental health issues at the same time 
that capacity to use services is undermined.  
 
 
Funding: 
 
The need for increased funding to serve more children was seen as an external barrier as well as an 
internal barrier year one.  One sentiment was that true wraparound cannot be offered without 
Waiver or Medicaid resources.  The magnitude of this problem would be reduced if more private 
insurance covered CBS services. Waiver eligibility requirements are thought to be too strict to 
serve some families who are in need, but cannot afford appropriate services.  However, many 
families could use private insurance, perhaps reducing the demand for the SED Waiver, if 
insurance parity extended to CBS services were a reality in Kansas.   
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External Obstacles:  Year Two 
 
Year two, the five main themes of external obstacles that emerged from direct services provider 
focus group data were: 
 

 need for continuity of care between systems of care, 
 unmet basic needs of families, 
 dissonant philosophies between CMHCs and schools,  
 inadequate community resources, and 
 the stigma of mental illness. 

 
 
Need for Continuity of Care Between Systems of Care (Mental Health and Foster Care): 

 
Year two, the need for continuity of care between the mental health system and foster care 
(FC) system was overwhelmingly the most cited external barrier.  Although CMHC staff 
voiced problems they had encountered when working with foster care contractors, they were quick 
to add that the contractors would likely express similar sentiments about working with them.  
Several centers indicated that interactions between the two systems of care are gradually getting 
better.  Eight sub-themes about difficulties emerged from the qualitative data, as provided by 
CMHC staff members.  These inter-related themes are as follow:  

 
 necessary information and paperwork, 
 communication, 
 geographic logistics, 
 changes in placements of children, 
 multiple persons involved in care,  
 divergent philosophies and approaches to service, 
 changes in foster care contractors, and 
 foster parents. 

 
The difficulty most often cited by CMHC staff surrounded the logistics of getting necessary 
information and paperwork in place to commence services for children.  When foster care 
contractors have children they believe need a SED assessment, those children are referred to the 
CMHCs.  These referrals are ideally made with the requisite paperwork and available records so 
the center can do intakes and provide necessary services.  This paperwork may include forms such 
as consent for treatment, permission to transport a child, and various releases (i.e., for records, 
medical emergency, and to talk with school personnel).  Necessary forms are ideally signed by the 
biological parents but can be signed by FC case managers or case coordinators.  Demographic 
information about contact persons in a child’s life, including biological family members, FC 
providers, and FC case workers should be available.  CMHC providers report more often than not 
referrals are made without documentation to provide services and acquire needed information.  
Getting paperwork signed and “everything coordinated” takes an immense amount of time with 
“repeated calls.”  According to CMHC staff, children wait for services while staff try to locate 
legal guardians or the appropriate FC worker to get documents signed.  If forms are not executed 
properly, with witness signatures, additional follow up or “starting over again” is required. Case  
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managers experience frustration from waiting and “playing phone tag” when children are in need 
of care, some of whom are in crisis.  Services providers said among the myriad documentation, 
one piece of paper can preclude doing an intake.  Staff reported that without the benefit of records, 
new foster parents bring children to centers and everyone ends up staring at each other because no 
one has enough details about the child to proceed.  In these instances, when contact with the FC 
contractor is made, contractor staff were described as apologetic and helpful.  As previously 
indicated, although CMHC staff voiced problems they had encountered when working with foster 
care contractors, they were quick to add that the contractors would likely express similar 
sentiments about working with them.  
 
Sometimes the smallest, seemingly insignificant measures get results.  During talk about the 
frustration of finally getting releases signed, only to realize the signature of a witness was missing, 
one case manager said they had started putting little stars by the signatures needed with a cover 
sheet indicating exactly what needed to be signed.  Laughing, another case manager asked, “Is 
that was those stars mean?”  The end result of a cover sheet indicating what needed to be signed, 
with stars where signatures were needed, writing please and placing a smiley face by the case 
manager’s name was getting appropriate paperwork returned in a timely manner.  
 
Communication between the two systems of care is closely related to securing necessary 
paperwork.  CMHC staff often do not know who the FC contractor contact person is.  
Confidentiality issues complicate connecting with appropriate persons due to the possibility of 
talking with a wrong person.  Sometimes determining who needs to sign for consent to start case 
management is not clear to staff.  In some instances, FC providers are not aware that the child has 
been referred to the CMHC.  In one situation, a youth was discharged from a shelter and brought 
to a CMHC without notice or paperwork.  In another instance, an intake was scheduled and a child 
was brought to a CMHC by shelter personnel without signed releases or consent to treat.  Neither 
the FC worker nor supervisor were available by phone. Staff reported receiving referrals and 
holding cases because they cannot ascertain where the child is or where the child is going to be 
placed.  Finally, at times, CMHCs are not informed when placements are changed.   
 
Changes in placement, associated with communication, also create difficulties. A commonly 
reported scenario is case managers traveling an hour to find that the child’s placement was 
changed and they were not notified.  As indicated, when changes are made without notification, 
the child’s new address is not known.  Children are transferred in and out of mental health 
catchment areas.  Some of these children, already displaced from their homes, have multiple 
placements and multiple workers in and out of their lives.  One provider reported working with a 
child who had been in 17 placements.  Although 17 placements may be atypical, CMHC staff said 
they just get to know a child when that child is moved, without an opportunity to even work on 
goals. One worker said, “The kids have already been bounced from pillar to post. They just start 
bonding with their case manager and are moved after only a few weeks.  The kid sees this as 
another failure on their part.”  Another provider said, “They just start to get attached to us and 
get moved.  Kids need love, need to know they are loved and cared for.”  The only difficultly 
experienced working with the children was the challenge of engagement attributed to trust issues.  
 
In addition, the sheer geographic logistics of the children’s placement, biological parental 
residence, foster care provider, and CMHC were problematic.  CMHC staff described a variety of  
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scenarios such as a child’s original home in the CMHC catchment area and FC parents who live 
some distance out of the area. Another is the child living with foster parents in the CMHC 
catchment area with the FC provider located far outside of the area.  Yet another is a child placed 
within the contractor’s region, which may be “clear across the state” while the FC worker is at 
another location.  A child may be placed with foster parents on the farthest edge of a county 
covered by the center and have grandparents in Western Kansas.  These examples blend into the 
next sub-theme cited, complexities related to the multiple persons involved in the child’s care.  
 
Some case managers experience working with children in foster care as an unusual situation 
because they are not dealing with the biological family.  A child may have a FC case manager in 
another town whom the MH case manager hasn’t met and neither knows the direction of service 
the other is pursuing with the child.  With multiple providers and limited time, meetings where 
communication could occur are difficult to schedule.  One case manager indicated they spend a lot 
of time trying to track down FC providers, adding, “We’re not in our offices a lot and neither are 
they.”  Staff were concerned that children get mixed messages from the different providers.  A 
case manager said, “I would like to see us communicate on the same page but I can’t make case 
plan meetings that are hours away.”  Similarly, FC providers are unable to attend wraparound 
meetings at CMHCs either due to time constraints and/or geographic distances. 
 
Not surprisingly, with a variety of providers from different systems, philosophies about 
approaches to care vary. CMHC staff consider themselves more strengths-based and family-
centered than FC providers, willing to make meetings in the evenings to accommodate parents’ 
schedules.*  One case manager expressed concerns about disagreements as to the direction of 
service provision.  Even with the philosophies deemed different, staff said things are better now, 
adding, “I’ve worked with contractors so much that I know them a little better now.  And, I know 
they’re really busy too.”   
 
Ironically, just when mental health providers get to know providers in the foster care system and 
build relationships with them, the contractors change and they have to start all over again.  
Concerns about the dynamics surrounding new contracts being periodically issued under the 
privatized system of foster care were expressed.   
 
Finally, centers saw considerable variability among foster care parents, some of whom were 
described as “just natural healers who know how to nurture.”  At the same time a shortage of 
foster care parents was seen as problematic, centers expressed concern about the number of 
children foster families were allowed to accept, indicating financial considerations as a motivating 
factor for foster families in some instances.         
 
It should be clearly noted that throughout year two, during focus groups, when CMHC staff 
discussed the challenges of dealing with the FC system, they reiterated the sentiment that they 
know FC providers serve children under difficult situations and likely have as many problems  
 
 
              
* It should be noted that FC staff might consider themselves more strengths-based and family-
centered than MH staff.  The inquirers of this study attempted to arrange focus groups with FC 
providers, but were not successful.   
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with the mental health system as the mental health system has with the foster care system.  The 
finding that foster care was scarcely noted by CMHC staff year one and widely noted year 
two could be an indicator that more children in need of specialized services are being served 
by CMHCs.  The percentage of children in this study living with foster families and being 
served by CMHCs more than doubled years two and three from that percentage for year 
one, which could support this indication.  As changes were made, both systems should be 
commended for their efforts in working toward continuity of care. 
 
 
Need for Continuity of Care Between Systems of Care (Mental Health and Developmental 
Delays: 
 
Need for continuity between systems of care was again cited as an external obstacle year two.  
Concerns centered on interactions between the Mental Health (MH) and Developmental Delays 
(DD) systems.  Again, for children who are dually diagnosed, service providers are not aware of 
clear guidelines about responsibility between the MH and DD systems, leading to gaps in 
service provision.  Situations where no overlap is allowed between systems inhibit a good 
transition from one system to another.  For example, a child can get needed attendant care in the 
mental health system but cannot get needed home health care that can only be provided by another 
system.  Staff reported seeing more developmentally disabled children and more children with 
pervasive developmental disorders, particularly Asperger’s.     
 
 
Unmet Basic Needs of Families: 
 
Year two, unmet basic needs of families was the next most identified external barrier. Poverty 
continues to hinder the abilities of families to function as they desire, creating stressful situations 
and exacerbating mental health issues and the capacity to use services.  Many parents are unable to 
pay for their children’s prescriptions.  Children lack basic medical and dental care with fewer 
providers accepting Medicaid.  As with year one, a sentiment expressed by staff was that many 
children “fall through the cracks”  because their insurance coverage will not pay for needed 
services and they do not qualify for Medicaid or the SED Waiver.  However, many families 
could use private insurance, perhaps reducing the demand for the SED Waiver, if insurance 
parity extended to needed services were a reality in Kansas.    

 
Service providers described how parents want their children to participate in recreational 
opportunities such as sports or organizations to promote their success in the community but lack 
funds to pay the fees and the ability to transport their children. A child who has an interest in 
music can take lessons at school but has no instrument to practice on at home. Children lack 
appropriate clothing and stand out at school.  Some parents, “in survival mode,” are reported to 
live in fear of having their car repossessed.  Parents who receive frequent calls to come and get 
their child at school due to behavioral problems are afraid to leave work again and risk losing their 
jobs.  According to one staff member, “Parents become frustrated and give up.” 
 
Flex funds have been used to help alleviate problems in small measure but are not sufficient to 
meet the basic needs of families.  Some centers seem very skilled at cultivating the community  
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for resources.  One center has an e-mail network set up where staff can post needs (i.e., 
refrigerator, mattress, or shoes).  If someone finds an available item, contact is made. Other 
centers have less formal mechanisms in place. Some centers have a good relationship with 
pharmaceutical companies that provide medications free of cost.               
 
 
Dissonant Philosophies Between CMHCs and Schools: 
 
Year two, the next most cited category was dissonant philosophies between mental health centers 
and schools.  Even with the progress made in forging alliances with schools, disparate  
philosophies are problematic.  Overall, public school systems were described by staff as having a 
more rigid, disciplinarian philosophy than the mental health centers.  Service providers see some 
school personnel as having little tolerance for difference or behavioral problems, lacking 
understanding of disabilities or why children have difficulty controlling themselves.  One staff 
member said, “They want to punish children and it’s really tough for them to think about children 
the way we do.”  Center staff are quick to point out that school personnel are understaffed and 
overworked.  The emergence of this disparity in philosophies could be viewed as an indicator 
of increased contact between CMHCs and school personnel as a result of the successful 
effort of the system to forge alliances with schools.  The increased percentage of school 
personnel as team members year two lends validity to this supposition.       
 
Differences are often bridged during meetings and conversations with school personnel. A staff 
member described their explanation to a teacher:  
 

We understand the child isn’t a square peg, but he or she is almost square.   
This is how you make him or her fit.  Add this little piece here and there and  
this child can be successful in your room, but this may mean letting them  
play with a fidget toy or not look at you directly.  

 
When asked what is different when this situation is better, service providers said the more contact 
they have with the schools the better things get.  Over time, relationships are established and 
schools come to value the services CMHC staff offer.  One center has the school district’s director 
of special education on their board of directors.  Most centers have alliances with the schools and 
maintain school-based staff.  One of the intents of the wraparound model is to create an 
environment where individuals work together as a team.  If meetings were held more 
consistently, a better understanding between these two systems of care could evolve.  Centers 
report that attendance for wraparound meetings is better when meetings are held at school.              
 
 
Inadequate Community Resources: 
 
Concerns about limited community resources were also reported by center staff year two.  
Primarily, year two, these concerns focused on inexpensive, child-focused activities.  Centers 
reported that it is easier to find activities when the weather is good.  Inquirers were  
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struck by the creativity of staff and their ability to devise activities.  One case manager said, 
“Flying kites.  The teenagers will even go for it.  If you take them somewhere where they think 
nobody will see, they think it’s pretty cool.” Another case manager suggested when close to an 
urban area, “Take the girls to Bath and Body Works and play with all the samples.  I say, ‘OK, 
let’s do your feet now.’”   
 
A few centers have rather extensive craft and game areas.  One center has a large recreation area 
with a kitchen.  An inquirer observed an attendant care worker and a child happily mixing up 
batter and baking chocolate chip cookies.  When the cookies were fresh out of the oven, the bakers 
made a round of the mental health center to share the product of their collaborative effort.  As each 
person thanked the child for the cookie and commented on how wonderful they tasted, the child 
grinned from ear to ear and swelled with pride. This activity seemed to have a synergistic effect 
between the child and those with whom the cookies were shared.  The kitchen is used as a place 
where children can participate in activities, learn life skills, enjoy social interactions, and 
experience a sense of accomplishment.                 
 
 
The Stigma of Mental Illness: 
 
Year two, the stigma of mental illness arose as a barrier.  Due to this stigma, some parents are 
private and prefer other people not know they have a troubled youth.  For this reason, some 
parents are reluctant to invite individuals from the community to be members of wraparound 
teams.  Staff members indicate the general public sometimes fears youth may physically harm 
them. When asked what needs to happen for things to get better, direct service providers echoed a 
sentiment reflected in the words of one case manager who said, “The more we are out in the 
community the better things get.  People get to know the kids.”  The same solution was true of 
parents who asked neighbors or friends to be team members.  Those team members became 
acquainted with the children and proved to be valuable assets, even providing parents with needed 
respite. 
 
 

External Obstacles:  Year Three 
 
Year three, the seven main themes of external obstacles that emerged from the data were: 
 

 financial considerations, 
 need for continuity of care between systems of care, 
 dissonant philosophies between CMHCs and schools  
 external regulations, 
 therapists outside of centers, and 
 the stigma of mental illness. 

 
 
Financial Considerations: 
 
Although financial considerations were rarely mentioned year one, the unmet basic needs of 
families was the second most identified barrier at centers visited year two. Year three, the  
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overwhelmingly largest external barrier to providing quality services identified was financial 
considerations. 
 
Among these financial considerations, were unmet basic needs of families.  Families were 
described as living in substandard conditions with inadequate housing, clothing, and food.  Service 
providers said they are increasingly working with families who cannot afford phone service, 
which creates a variety of problems.  For example, one case manager had an emergency arise, 
which precluded her keeping a scheduled appointment in the home of a family who did not have a 
phone.  She could not call to let the family know she could not keep the appointment, resulting in 
decreased client trust and rapport.  In another instance, a service provider worked very hard to 
coordinate a wraparound meeting, repeatedly trying to reach the family by phone.  Despite a 
considerable expenditure of time and repeated trips to the family home, the service provider was 
not successful in making arrangements for a team meeting.  Phone issues were intermingled with  
geographic distances and transportation.  One case manager reported traversing a long distance 
numerous times attempting to make contact with a family that could not afford phone service.  
Families who would like to attend events and/or receive services at centers, but cannot afford 
automobiles cannot transport themselves to the centers.  Although centers have service-related 
vehicles, staff cannot meet all the transportation requests received. 
  
Service providers pointed to limited community resources that assist families with items such as 
food or utility bills.  It was reported that due to increased demand, the resources of community 
agencies are exhausted as soon as their monthly funding cycle begins.  Although CMHCs help 
families with flex funds and by networking to find items such as mattresses and appliances, they 
are unable to adequately assist families meet their basic needs.  One service provider said, “We 
wish we could do more for families financially.”  Another described these dynamics: “The funds 
only go so far.  This is a real concern because when the basic needs of families aren’t met, they’ve 
got real problems and major stress to deal with on top of everything else.”            
 
Although the suggestion of one case manager relates to a different type of community resource, it 
is salient because it pertains to providing opportunities for children who might not otherwise have 
them.  This case manager thought negotiating with community businesses for coupons or other 
means of discounting the cost of treats, such as sandwiches or ice cream was a good idea.  Case 
managers could spend time with the children, “work on their goals, and show them there is a real 
life out there.  They would know how to walk in and go through a line and order.”   
 
These unmet family needs were perceived to be a reflection of changes in society at large.  
One service provider indicated:  
 

It’s not a mental health issue or service issue.  It’s an economic issue.  It’s  
a socioeconomic issue.  People are getting left behind.  There’s a bigger  
gap between the haves and the have-nots and the have-nots are getting larger 
 in number.  The middle class is getting thrown into the have-nots.   

 
Some staff members related increased illegal drug manufacturing and usage in their 
communities to the economy.  Center staff reported that some families manufacture illegal drugs 
to help pay living expenses and/or manufacture drugs to both pay living expenses and pay for drug  
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usage described as an escape from dealing with the stressors of living in poverty.  Then, some staff 
expressed their belief that children are born with prenatal drug and/or alcohol exposure as part of 
these systemic dynamics, considered to perpetuate each other.                                 
 
Another sub-theme of financial considerations was cutbacks in funding for education and 
social service programs.  One case manager explained, “As money gets tighter and tighter, it is 
harder and harder for kids who need help to get IEPs (individualized education plans) because 
schools aren’t getting the money they need.”  Another said, “In working with schools to get this 
child an IEP so they can get services, we’re pushing, pushing, pushing, and we’re not getting 
anywhere.  We could partner more effectively with schools if they had adequate resources.”  CMHC 
staff report that as a result of cutbacks in funding for education, schools are making greater demands on 
mental health.  For example, schools want full-time attendant care for children whose needs could be 
served by a para-professional.  Another staff said:   

 
We’re living in tough economic times and so too little money [school funding], 
 too few people hired to really do the job. 
 

 
 Another staff member added: 
 

It gets to the point where families have been through so much and are so  
frustrated because they’re not getting their needs met from the school system, 
 they… almost give up.  It gets hard for parents.  It’s not easy for us.”    

 
 
Staff at three centers reported difficulties due to funding cuts in social service programs, 
particularly Social and Rehabilitation Services (SRS).  Two centers reported that the closing of 
SRS offices made their jobs harder.  Others cited reductions in SRS staff that diminished the 
capacity of that agency.  One participant said, “The budget cuts with SRS have been extremely 
hard on us, especially this last year.”   Service providers felt children in danger had not been 
removed from their homes because of SRS budget cuts.  One staff member said, “Then, we’re 
expected to try to mange their [the child’s] care and safety.  And, that has been really hard.”  
Another added, “I lose a lot of sleep over those children.”  
        
Another sub-theme of financial considerations, was the inability of families to pay for services.  
Direct service staff said that even though families know children will not be denied services, often 
families are reluctant to accept services when they cannot pay.  One staff member said that even a 
small fee of $5.00 or $10.00 may not seem like much but, “It is when you’re worried about buying 
a loaf of bread.”   This staff member started wondering if one family could not afford a $5.00 fee 
being charged and asked, to learn that, “They were embarrassed and so it was easier not to come 
than to say, ‘I don’t have $5.00’”  As with previous years, some families have insurance that will 
not cover CBS services yet they do not quality for Medicaid.   
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Need for Continuity of Care Between Systems of Care (Mental Health and Foster Care): 
 
The next most frequently identified external barrier year three, which was also identified both 
years one and two, was need for continuity of care between systems of care.   The most 
common concern surrounded children in foster care.  CMHC staff described the lack of 
communication between mental health and foster care contractors, saying, “It’s a multi-
headed dragon.  Each head doesn’t really know what the other is doing.  Participants said foster 
care providers create case plans and CMHCs develop case plans that often differ.  CMHC staff 
said it is difficult to get foster care contractors to attend wraparound meetings that would facilitate 
communication and allow for the coordination of care.  One case manager said, “Without 
communication, we just keep plugging away and plugging away.”          
 
When asked what needs to happen for things to get better, direct service staff suggested the 
following: more inter-system trainings between SRS, foster care contractors, and CMHCs; 
meetings where each system could explain what they offer and what their limitations are; and a 
procedure book that could include items such as goal development and aftercare.  Meetings were 
viewed as a means of promoting understanding and cooperation between systems of care.  A case 
manager said:  

 
We all do good work but we need to understand each other.  When we have  
wraparound meetings attended by people from the school, SRS, and foster 
 care, if we truly understood each other, we would be able to help more.   

 
As with previous years, multiple changes in foster care placements without notification were 
cited as a barrier.  Placement changes were reported as detrimental to the children as well.  Just 
when case managers start developing trust and a bond with children and making progress toward 
goals, the children are moved.  In one case manager’s words, “Sometimes, with children in foster 
care, I am the only stable person who has been with them for an extended period of time.  Then, 
they are moved.”        
 
As with year two, obtaining releases from foster care contractors and other individuals (i.e., for 
records, medical emergency, and to talk with school personnel) remains problematic and time 
consuming.  The acceptance of faxed releases has helped but some centers do not allow faxing of 
materials.  Service providers thought releases covering multiple individuals would be helpful.  For 
example, a release that would cover all persons attending a wraparound meeting.  One center 
reported that they have had to complete as many as 90 individual releases for a wraparound 
meeting.  The decision about release requirements may be a local one.  Some confusion about 
who has to sign separate releases seems to exist and clarification for the field would be 
helpful.  One case manager said she sometimes feels like she is forcing services on families before 
the child and foster family are ready.  It was reported that some children would like time to 
transition into a new home, new school, and new friends prior to starting services.  Another 
participant suggested extending the 10-day intake period, which would allow more time to obtain 
releases and paperwork. This option was also proffered as a way to allow children and families 
more leeway and choice.   
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Finally, staff was concerned about the safety of the children, believing that some children are 
returned to family homes before families are ready for reunification.  One staff member said, 
“It’s a dangerous situation and you know it’s a danger situation and you have to take these kids 
home where you know they’re in danger.”  This participant described making a call to SRS, 
waiting, and taking a long route home, hoping the police would arrive and they would not have to 
leave the child, adding, “You take that stuff home with you.”  This concern was also related to the 
theme of financial considerations (e.g., cut-backs in funding for social services) discussed on page 
74 on this report.       
 
Year two, lack of continuity of care between mental health and foster care was overwhelmingly 
the biggest concern that arose.  Discussion of this topic consumed the majority of focus group time  
with direct service providers year two. Year three, although some issues arose, the degree of this 
challenge was substantially less.  When discussing the topic, service providers often made 
comments like, “Oh, they changed that” or “That isn’t a problem now.”   

 
The increased percentage of children receiving mental health services living with foster families 
from year one to years two and three of this study and the improvement in continuity between the 
two systems may be associated with a Mental Health – Foster Care Steering Committee that was 
formed in July 2002.  At that time, stakeholders began meeting to address partnership issues 
between the two systems and make recommendations on course corrections as needed for children 
in foster care with mental health needs.  The steering committee includes representation from 
foster care, adoption and family preservation contractors, CMHCs, The Consortium of CMHCs, 
The Association of CMHCs, SRS Health Care Policy and SRS Children and Family Services.   
 
Currently, Children and Family Services within the Department of Social and Rehabilitation 
Services maintains performance indicators for national data standards in child welfare. 
Two target outcomes are: 70% of children will have no more than four placement settings and 
70% of children will be placed in a contiguous county.  According to the Fiscal Year 2005, July to 
March Executive Summary, all five regions in Kansas exceeded the target for no more than four 
placement settings.  The State of Kansas as a whole surpassed the 70% target for contiguous 
placement.  Three of five regions surpassed the 70% target for contiguous placement and two 
regions were close to 70%, at 68.5% and 66.3% (SRS, FY2005).  These measures may be 
associated with the reduction in some of the problems related to continuity between the mental 
health and foster care systems, particularly changes in placement and geographic distances 
discussed at sites visited year two.  
 
Need for Continuity of Care Between Systems of Care (Mental Health and Developmental 
Disabilities): 
 
As with previous years, guidelines about which system should serve children who are dually 
diagnosed with developmental disabilities (DD) are not clear.  When the DD system has waiting 
lists, often children are served in the mental health system, which may not be equipped to meet 
their needs.  CMHC staff indicated they sometimes feel they have inadequate training to address 
the special needs of children with conditions such as Asperger’s Disorder.      
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Dissonant Philosophies Between CMHCs, Schools, and Juvenile Justice
 
As with year two, year three, focus group participants identified dissonant philosophies between 
CMHCs and schools as a barrier considered “just a clash of belief systems.”  Both schools and 
the juvenile justice system were reported to be more consequence and discipline based while 
mental health is more strengths-based.  Sometimes school personnel reportedly do not understand 
the role of mental health.  For example, they see psychosocial groups as just playing games with 
the children rather than understanding the purpose of the groups.  One case manager said, 
“Schools don’t understand the therapeutic relationship.  They think we are rewarding children for 
bad behavior.” 

 
Staff reported that better understanding develops with increased contact and communication. One 
participant said: 
 

It is building your relationship with teachers and checking in on a regular basis.  
 Listening to their concerns helps a lot because often they are stressed and  
struggling themselves and they just need a listening ear.  It helps when schools find  
out we are not the enemy, but there to make the situation better for everyone.”   

 
 
Another service provider said: 
 

Better communication.  I find that it’s not our side or the school side, but better 
communication.  I say, “This is who we are and this is why we are here.  Do you  
have any questions?  I get their questions, thoughts and ideas before actually going 
 into school to meet with the kid.  Have a meeting and talk so everybody knows who  
is who and why you’re there.”    

 
 
One case manager explained the importance of knowing how each school works as well as the 
contact person at specific schools.  One center had a large meeting planned for parents, mental 
health professionals, and school personnel where a panel of special education professionals was 
going to answer questions from parents.  Final words of wisdom came from one case manager 
who laughingly explained, “If they [school personnel] would just listen to us and, of course, just 
do what we say that would solve all the problems.” 
 
Sometimes territorial issues exist and gaining access to school is difficult.  However, again, 
service providers offered more solution talk about this issue than problem talk.  Staff reported that, 
generally, when school personnel recognize the value of the services mental health provides, the 
relationships improve.  One case manager found that: 
 

If we go in right away and make our presence known by introducing ourselves to 
 school staff, explaining what we are doing, how often we’re coming, and how to 
 reach us in case of an emergency, then we get a better reception. 
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Another said, “I give the teacher the opportunity to say what’s the best time for me to see this kid 
so I’m not disrupting class.  That limits my billable hours, but I get more cooperation.”   In the 
end, schools are reported to generally welcome CMHC staff as a valuable resource. 
 
 
External Regulations: 
 
Service providers sometimes find trying to understand and keep abreast of changes in Medicaid 
rules difficult.  Service providers question why independent living services can only be billed for 
children on the SED Waiver.  Other youth may not learn the skills they need to be successful in  
life.  Centers indicated that flexible billing codes would be helpful.  Services sometimes overlap 
and cannot be rigidly defined.  For example, a therapist may find themselves in a position that 
requires a service that would be considered case management, for which they cannot bill.  Or, 
going to court with a family that needs support is not billable.     
 
 
Therapists Outside of Centers: 
 
When consumers see therapists outside of the CMHCs, coordination and communication were 
primary concerns to CMHC staff who reported, “It’s tough to coordinate all the services and 
make sure that the paperwork is getting back and forth.”  One focus group participant considered 
this issue their toughest challenge.  It was reported that therapists outside of the CMHC system tell 
families the centers will provide certain services.  When this information is not passed on to the 
centers or the centers are unable to provide the services, families are unhappy because the services 
are not being provided.  Difficulty ensues when a therapist tells families they are going to do 
something at a school meeting and changes their mind without informing center or school 
personnel.  Outside therapists were reported to generally not attend wraparound meetings where 
services are coordinated because the time is not billable.       

 
 
The Stigma of Mental Illness: 
 
Finally, the stigma of mental illness remains problematic.  Clients are said to feel labeled in some 
communities because they receive mental health services.  Staff said community presentations and 
education help promote public understanding.  When people have a better picture of mental health 
issues, the stigma is reduced.   
  

• In Summary, Year one, two, and three, need for continuity of care between systems 
of care emerged an external barrier.   

 
• All three years a need for continuity of care between the mental health and 

developmental disabilities systems was identified.   
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• Year two, need for continuity of care between the mental health and foster care 

systems was the biggest source of concern, which could be a reflection of more children 
in the foster care system being served at CMHCs.   

 
• Year three, need for continuity between mental health and foster care was much less 

of a concern.   
 

• All three years, the unmet basic needs of families was seen as a barrier to providing 
quality services.  However, year three, this need was a sub-theme of the overwhelming 
obstacle of systemic, societal financial consideration identified.  Decline in the 
economy and cut-backs in funding to schools and other social services agencies, 
particularly SRS, were considered extremely problematic.   

 
• Dissonant philosophies between systems of care were cited as an obstacle years one, 

two, and three.  Of particular concern were the difference in philosophies between 
mental health and public education.  Service providers sometimes see schools as more 
discipline-based and lacking in understanding of mental health issues.  However, when 
CMHCs build relationships with the schools and the schools see the value of the 
services mental health provides, most differences are bridged.  These services were 
seen as particularly valuable year three when schools were struggling more to make short 
funds go even further.   

 
• Dissonant philosophies were also noted between mental health and other systems such 

as juvenile justice, SRS, and the courts.   
 

• Years one and two, inadequate community resources, especially activities to do with 
youth, was named as challenging.   

 
• Years two and three, the stigma of mental illness was viewed as an obstacle. 

 
• Although staff identified the external barriers described above, they also described 

ways in which these barriers have been overcome and contributed creative 
suggestions for solutions to various problems.       
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Summary/Conclusions 
 

As previously indicated, consistent with “best practices,” community-based services (CBS) are 
expected to be strengths-based and family-centered as elements of a wraparound model.  The 
purpose of this examination was to evaluate the progress of the state’s CBS programs toward 
meeting this expectation.  In addition, various aspects related to quality of care were considered. 
 
Findings indicate that children in this study are receiving high quality services, evidenced by a 
broad array of services that are strengths-based, family-centered and delivered with a generally 
high degree of fidelity to the state’s adopted model.  Parental reports, exemplary practices 
observed, and the children’s outcomes contribute to the determination about the quality services 
being provided.  The vast majority of the records reviewed contained strengths assessments for the 
children being served.  Exemplars of strengths-based practices in the focus group statements of 
parents and CMHC direct service providers supported application of the identified strengths in 
CBS practice.  One indicator of family-centeredness, the degree to which specific parental 
concerns were addressed in the goal development process, was very high.  Additional criteria, 
described on page 27, were established to determine degrees of family-centeredness and a 
classification of family-centered services.  Of the 377 record reviews, the services provided 337 
children and families (89.4%) were classified as family-centered and the services provided 40 
children and families (10.6%) were classified as not family-centered.  Qualitative data from focus 
groups with parents and direct service staff lend validity to these family-centered findings.  The 
degree of model adherence was also substantiated by progress notes in the records reviewed. 
  
Some variability with regard to documentation of adherence to the wraparound process was noted 
in progress notes of the records reviewed.  According to CMHC staff, the degree of wraparound 
implementation varies within the system of care.  Many centers indicated they use wraparound for 
the large majority of clients.  Others utilize it with 100% of their clients and some centers use it 
with between 50% and 60% of clients.  Some administrative and direct service staff members 
consider this process to be cumbersome and time consuming.  In centers that employed a full-time 
wraparound facilitator, whose sole responsibility was to manage the scheduling and meeting of 
teams, the wraparound process was most faithful to the intent and purpose of the model.  Although 
staff recognizes the value of the wraparound process, at some centers it is sometimes used only for 
children and families who appear to have more difficult problems.  Many centers described 
modified wraparound processes utilized when true wraparound meetings cannot be scheduled.   
 
Whereas some centers excelled in the documentation of wraparound meetings, others were weaker 
in this area.  Of 377 records reviewed, reviewers were able to locate documentation of wraparound 
teams for 329 children (87.3%) and were unable to locate this documentation in 48 instances 
(12.7%).  These dynamics could be a feature of factors such as less emphasis being placed on 
paper work at some locations or a lack of fidelity to the model in the implementation process at 
some centers.   
 
Parents, school representatives and natural supports as team members are considered integral to 
service delivery.  Parents or surrogate parents were members of 100% of the wraparound teams. 
School personnel were members of over half of the wraparound teams.  Natural supports were 
members of almost half of the wraparound teams.  In contrast, professionals from other service 
systems were team members only 7.6% of the time.       
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The CSR variables of Residential Placement, Law Enforcement Contact, Academic Performance, 
School Attendance, and Child Behavior Checklist (CBCL) scores were used to compare outcomes 
for children whose services were delivered with a higher degree of fidelity to the wraparound 
model with those whose services reflected a lesser degree of fidelity.  More children whose 
services were family-centered were living in family homes than those whose services were not 
family-centered.  Children whose services were family-centered had less Law Enforcement 
Contact than those whose services were not family-centered. Children whose services were 
family-centered had significantly better outcomes on Academic Performance and School 
Attendance than those whose services were not family-centered (p < .05).  More children who had 
wraparound teams were living in family homes than those who did not have wraparound teams.  
Children who had wraparound teams had less Law Enforcement Contact than children who did not 
have wraparound teams. Children who had wraparound teams had significantly better outcomes on 
Academic Performance and School Attendance than children who did not have teams (p < .05).  
 
Analyses were performed to determine differences in Internalizing and Externalizing CBCL scores 
from baseline, near the time of intake, to the last quarter of observation for each of the respective 
years to look at change in CBCL scores over time.  Internalizing scores reflect somatic complaints, 
withdrawal, anxiety, or depression and Externalizing scores reflect delinquent or aggressive 
behavior.  Changes in both Internalizing and Externalizing CBCL scores of children whose 
services were family-centered were statistically significant (p < .05).  The Internalizing CBCL 
scores of children whose services were not family-centered worsened.  The Externalizing CBCL 
scores of children whose services were not family-centered improved slightly. The mean amount 
of improvement in both the Internalizing and Externalizing scores of children with family-centered 
services was significantly more than that of children whose services were not family-centered  
(p < .05).  Changes in both the Internalizing and Externalizing CBCL scores of children who had 
wraparound teams were statistically significant (p < .05).  The Internalizing CBCL scores of 
children without teams improved slightly. The Externalizing CBCL scores of children without 
teams worsened.  The mean amount of improvement in both the Internalizing and Externalizing 
scores of children with teams was significantly more than that of children without teams (p < .05).      
  
Findings about the children’s identified strengths and diagnoses, model fidelity, and outcomes on 
CSR variables by year are located in Addendum A.  A considerable amount of variability existed 
between the three years of this study, which could be attributable to various factors such as the 
centers visited, the way records are maintained, or actual systemic changes.  Salient differences 
and commonalities are discussed.      
 
The preponderance of parental reports about the services their children receive was of a positive 
nature.  Parents shared poignant stories of their children’s challenges as well as successes.  These 
successes were generally attributed to the helpfulness of CMHC staff and services rendered.  
However, the services cited as most helpful by parents were often least rendered, particularly 
respite care, parent support, home-based family therapy, and attendant care.  Parents cited family 
therapy as most helpful, which was rendered less than half of the time compared to individual 
therapy, which was rendered over 75% of the time.  
 
Parents emphasized their appreciation for the roles various service providers played.  This 
appreciation was especially true of Parent Support Specialists from whom parents readily accepted 
suggestions due, in part, to the peer nature of this helping relationship. In some cases, the Parent  
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Support Specialist was the first person from the center that parents met.  Parents found this 
connection extremely valuable, which provided an ally in the often frightening experience of 
beginning services.              
 
Parents also described concerns.  For example, some parents reported waits for needed services, 
particularly for medication management. A few parents were unhappy with an after-hours crisis 
phone line and one couple wanted a specialized service that was not available at their CMHC.    
 
All three years of this study, in focus groups, direct services providers identified both internal and 
external challenges to high quality service provision.  Difficulties were codified under the 
consistently occurring themes of internal challenges that included staffing, administrative 
procedures, and funding. A shortage of staff was noted, particularly psychiatrists, respite care 
workers, attendant care workers, and parent support specialists.  The recurring themes of external 
challenges included need for continuity of care between systems of care, financial considerations 
and the unmet basic meets of families, dissonant philosophies between systems of care, inadequate 
community resources, and the stigma of mental illness.  Sub-themes also emerged from the 
qualitative data.   
 
Along with their identification of barriers, CMHC staff described ways in which some obstacles 
have been overcome and contributed creative suggestions for solutions.  Staff at many centers 
have learned to identify behavioral patterns or cues in clients that allow them to proactively 
intervene, frequently averting crises and/or hospitalizations.  Generally, the main components of 
effective early intervention are immediate access to psychiatric care and the ability to promptly 
increase attendant care.                
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POSSIBLE NEXT STEPS 

 
 
 
 
 
 
 
 
 
 
 
 
 

 



 
Possible Next Steps 

 
 

In the course of this study, one of the lessons learned in the field was that CBS cultures exist, 
which researchers came to term “learning environments.”  These learning environments are 
populated by staff who actively seek input about ways they can improve their CBS programs.  In 
addition, these staff members are very interested in the innovative practices of other centers.  
Although findings of this study were primarily of a positive nature and the Kansas mental health 
system provides quality care for children and families, improvements continue to promote the 
quality of the system as a whole.  In the spirit of these environments, characterized by an 
eagerness to learn and make quality enhancements, the following possible next steps are 
suggested:    
 

 Recognize and commend the CMHCs in the State of Kansas who do exemplary work and 
make a difference in the lives of children and families. 

 
 Disseminate this report to provide CMHC staff the means to observe both the strengths and 

problems noted in the study findings.  With this information, staff will be afforded the 
opportunity to act upon problems as well as integrate or continue exemplary practices, 
suggestions from the field, and solutions highlighted in the report such as: 

 
 rendering high quality services with fidelity to the wraparound model, evidenced by 

outcomes; 
 implementing modified wraparound processes when true wraparound meetings 

cannot be arranged; 
 inclusion of community natural supports on wraparound teams that supplement and 

complement CBS as well as reduce the stigma of mental illness;   
 consistently addressing parental concerns in the goal development process; 
 the utilization of parent support specialists as the first person from centers that 

parents meet; 
 proactively handling potential crisis calls; 
 trust and rapport building strategies; 
 successful staff recruitment and retention methods; 
 relationship-building with key public school personnel and professionals from other 

service systems; 
 skills for cultivating community resources;  
 the provision of public education about mental health issues said to reduce the 

stigma of mental illness; and 
 focus on prevention and early intervention that can preclude crises and 

hospitalizations. 
 

 The various trainings and refresher trainings, already in place, for CMHC staff members 
could emphasize the above findings as well as the following: 

 
 the power of the wraparound process; 
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 the importance of utilizing full-time wraparound facilitators, a practice found when 
wraparound implementation is most true to the intent of the model; 

 consistency in the documentation of wraparound team meetings; 
 increased school personnel membership on wraparound teams, with the awareness 

that enhanced school member presence could diminish dissonant philosophies, 
generally found to be the case when relationships between the two systems are 
forged;  

 increased membership of professionals from other services systems such as the 
Foster Care (FC), Juvenile Justice Authority (JJA), and Social and Rehabilitation 
Services (SRS), in the hope that as persons from the various systems interact, a 
better understanding of respective philosophies will evolve and continuity of care 
between systems will improve; 

 emphasis on rendering services parents find most helpful when developing Plans of 
Care;   

 the importance of membership on county inter-agency counsels to increase 
continuity of care between systems and promote understanding of disparate 
systemic philosophies; and  

 the availability of the new case manager chat room through Wichita State 
University, as a forum for exchanging information about community resources.      

 
 Clarification about the following matters from SRS/HCP would be helpful to the field: 

 
 existing guidelines about responsibilities between the mental health (MH) and 

developmental delays (DD) systems; 
 expectations about the extent of community outreach in instances when parents do 

not respond to letters mailed about potential case closures; and 
 requirements surrounding releases for wraparound meetings (e.g., the number of 

releases needed and from which attendees), particularly when meetings involve 
foster care contractors.     

 
 Examine methods to effectively recruit and retain respite care workers and parent support 

specialists, including looking at the practices of centers who successfully manage these 
staffing needs      

 
 Consider the formation of a group to brainstorm how best to reduce the current amount of 

paperwork, considered excessive and a detraction from direct service time 
 

 Look into ways to increase continuity of care between systems of care, which could 
include approaches such as: 

 
 designating persons to serve as community liaisons to provide information about 

the mental health system to other systems such as the public schools, JJA, DD, and 
SRS;    
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 studying approaches to increase continuity of care between systems of care, 
particularly MH and DD; and 

 
 establishing a MH/DD steering committee similar to the existing MH/FC steering 

committee. 
 

 Various ongoing concerns need to be addressed, including: 
 

 need for adequate psychiatric services; 
 
 dissonant philosophies between systems of care such as public school, JJA, SRS, 

and MH;  
 

 need for some form of insurance parity; and 
 

 the financial concerns described in this study.  
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FINDINGS 
BY YEAR 

 
 
 
 
 
 
 
 
 
 

 



Addendum A 
 

Findings for Years One, Two, and Three 
 
 

Findings will be provided by year for years one, two and three in this section.  Salient differences 
observed between years will be given where pertinent.  It should be noted that any 
differentials and/or similarities between years could be a feature of many variables, such as 
the sites visited, the way records were maintained, or actual changes within the system of 
care.   
 
 
Population and Demographics:  Years One, Two, and Three 
 
Year one, the 145 youth ranged in age from two to 19, with a mean age of 12.24.  Of these youth, 
49 (33.7%) are female and 96 (66.3%) are male.  The racial composition of the group included 109 
(77.9%) Caucasians, 12 (8.6%) Black/African Americans, 10 (7.1%) Latina/Latinos, and nine 
(6.4%) of multiple race.   
 
Year one, among the 145 children, 120 (82.8%) lived with family members such as biological 
parents, step-parents or a combination of biological and step-parents, 35.9% of whom were living 
with single mothers.  Nine children (6.2%) resided with grandparents.  Seven (4.8%) resided with 
adoptive parents and seven (4.8%) with foster parents. Two children (1.4%) were in residential 
care. Although 29.7% of the children observed during year one had histories of hospitalization, 
none were in hospitals at the time of data collection.  
 
Year two, the 108 youth ranged in age from two to 19, with a mean age of 12.89.  Of these youth, 
38 (35.2%) are female and 70 (64.8%) are male.  The racial composition of the group included 91 
(85%) Caucasians, seven (6.5%) Black/African Americans, two (1.9%) Latina/Latinos, and seven 
(6.6%) of multiple race.   
 
Year two, among the 108 children, 79 (73.1%) lived with family members such as biological 
parents, step-parents or a combination of biological and step-parents, 21.3% of whom resided with 
single mothers.  Eight children (7.4%) lived with grandparents.  Six children (5.5%) resided with 
adoptive parents, 11 (10.2%) with foster parents, and one (0.9%) in an independent living 
situation. Two youth (1.9%) were in correctional facilities and one (0.9%) in residential care. 
Although 22.2% of the youth observed during year two had histories of hospitalization, none were 
in hospitals at the time of data collection.   
  
Year three, the 124 youth ranged in age from four to 19, with a mean age of 11.18.  Of these 
youth, 36 (29%) are female and 88 (71%) are male.  The racial composition of the group included 
110 (88.7%) Caucasians, 9 (7.3%) Black/African Americans, two (1.6%) Latina/Latinos, and three 
(2.4%) of multiple race.   
 
Among the 124 children, 92 (74.2%) lived with family members such as biological parents, step-
parents or a combination of biological and step-parents, 30.6% of whom resided with  
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single mothers.  Eight children (6.5%) lived with grandparents.  Ten children (8.1%) lived with 
adoptive parents, 12 (9.8%) with foster parents, and two (1.6%) with aunts and uncles.  Although 
12.4% of the children observed during year three had histories of hospitalization, none were in 
hospitals at the time of data collection. 
 
The demographic characteristics of the children were similar years one, two, and three, 
except no children were in out-of-home placements year three such as correctional facilities 
or residential care.  The percentage of children living with foster families increased from 4.8% 
year one to 10.2% year two and decreased slightly to 9.8% year three.  
 
 
 
Table1a. Demographic Characteristics of Children, Years One, Two, and Three  

Variable Attribute Year 
One 

n 

Year 
One 
% 

Year 
Two 

n 

Year 
Two 

% 

Year 
Three 

n 

Year 
Three 

% 

Overall
n 

Overall
% 

CMHC  Center A 24 16.6       
Year One Center B 19 13.1       
(8 centers) Center C 9 6.2       
 Center D  18 12.4       
 Center E 15 10.3       
 Center F 25 17.2       
 Center G  16 11.0       
 Center H  19 13.0       
 Totals  145 100       
          
CMHC  Center I   15 13.9     
Year Two Center J   17 15.7     
(7 centers) Center K   15 13.9     
 Center L   18 16.7     
 Center M   13 12.0     
 Center N   15 13.9     
 Center O   15 13.9     
 Totals   108 100     
          
CMHC Name Center P     15 12.1   
Year Three Center Q     17 13.7   
(8 centers) Center R     16 12.9   
 Center S     16 12.9   
 Center T     15 12.1   
 Center U     16 12.9   
 Center V     16 12.9   
 Center W     13 10.5   
 Totals     124 100   
          
Aggregated 
Totals  
(3 years) 

 
 
Totals 

       
 

377 

 
 

100 
          
          
Age 6 and under 11 7.7 12 11.0 17 13.7 40 10.6 
 7 –9 22 15.3 10 9.2 14 11.3 46 12.2 
 10-12 42 29.2 33 30.3 42 33.9 116 31.0 
 13-15 33 22.9 35 32.1 42 33.9 110 29.2 
 16 and older 36 25.0 19 17.4 9 7.3 64 17.0 
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Variable Attribute Year 
One 

n 

Year 
One 
% 

Year 
Two 

n 

Year 
Two 

% 

Year 
Three 

n 

Year 
Three 

% 

Overall Overall
n % 

 Total 144 100 109 100 124 100 377 100 
 Mean (SD) 12.24 

(3.87) 
 12.89 

(3.71) 
 11.18 

(3.51) 
 11.87 

(3.73) 
 

          
Gender Female  49 33.7 38 35.2 36 29 123 32.6 
 Male  96 66.3 70 64.8 88 71 254 67.4 
 Total 145 100 108 100 124 100 377 100 
          
Race Caucasian 109 77.9 91 85.0 110 88.7 310 83.5 
 Black/African  

  American 
12 8.6 7 6.5 9 7.3 28 7.5 

 Latina/Latino 10 7.1 2 1.9 2 1.6 14 3.8 
 Multiple Race 9 6.4 7 6.5 3 2.4 19 5.1 
 Total  140 100 107 100 124 100 371 100 
          
Living  Birth parents  45 31.0 31 28.7 33 26.6 109 28.9 
Arrangements Birth mother 52 35.9 23 21.3 38 30.6 113 30.0 
 Birth father 7 4.8 7 6.5 2 1.6 16 4.2 
 Parents & step- 

  Parents 
16 11.0 18 16.7 19 15.3 53 14.1 

 Grandparents  9 6.2 8 7.4 8 6.5 25 6.6 
 Adoptive  

  parents  
7 4.8 6 5.5 10 8.1 23 6.1 

 Foster parents  7 4.8 11 10.2 12 9.8 30 8.0 
 Relative 0 0 0 0 2 1.6 2 .5 
 Residential  

  Care 
2 1.4 1 0.9 0 0 3 .8 

 Correctional  
  Facility 

0 0 2 1.9 0 0 2 .5 

 Independent  
  Living 

0 0 1 0.9 0 0 1 .3 

          
 Total  145 100.0 108 100.0 124 100 377 100 
   
 
 
 

 
 

Identified Strengths of Youth:  Years One, Two, and Three 

 
Year one, of 144 cases, strengths assessments were located in 102 (70.8%).  One assessment was 
being completed at the time of data collection.  The inquiry team was unable to locate strengths 
assessments in 29.2% of the records. The percentage of strengths assessments increased from 
70.8% year one to 82.4% for year two and 100% at sites visited year three. The identified 
strengths of youth are quantified in Tables 2.1, 2.2, and 2.3.  These strengths were collapsed into 
attribute domains described on page eight of this report. 
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              Table 2.1. Identified Strengths of Youth, Year One (n/%), n = 144   
CMHC  
 

Yes   n/% No   n/% 

Center A (n = 24)  
 

14 (58) 10 (42) 
Center B (n = 18)* 
 

6 (33.3) 13 (68) 
Center C (n = 9) 
 

9 (100) 0 (0) 
Center D (n = 18) 
 

14 (78) 4 (22) 
Center E (n = 15) 
 

11 (73) 4 (27) 
Center F (n = 25) 
 

21 (84) 4 (16) 
Center G (n = 16) 
 

10 (67) 5 (33) 
Center H (n = 19) 
 

17 (90) 2 (10) 
 

Total (n = 144)* 
     

102 (70.8)* 
    

42 (29.2) 
                *Strengths assessment in process of completion for one case   
 
 

   Table 2.2. Identified Strengths of Youth, Year Two (n/%), n = 108   
CMHC  
 

Yes   n/% No    n/% 
Center I (n = 15) 
 

8 (53.3) 7 (46.7) 
Center J (n = 17) 
 

17 (100) 0 (0) 
Center K (n = 15)   
 

14 (93.3) 
 

1 (6.7) 
 

Center L (N = 18) 
 

14 (77.8) 4 (22.2) 
Center M (n = 13) 
 

11 (84.6) 2 (15.4) 
Center N (n = 15) 
 

13 (86.7) 2 (13.3) 
Center O (n = 15) 
 

12 (80.0) 3 (20.0) 
 

Total (n = 108) 
 

89 (82.4) 
    

19 (17.6) 
      
 
 
               Table 2.3. Identified Strengths of Youth, Year Three (n/%), n = 124   

CMHC  
 

Yes   n/% No   n/% 
Center P (n = 15) 
 

15 (100) 0 (0) 
Center Q (n = 17) 
 

17 (100) 0 (0) 
Ce    

nter R (n = 16) 16 (100) 
 

0 (0) 
 

Center S (N = 16) 
 

16 (100) 0 (0) 
Center T (n = 15) 
 

15 (100) 0 (0) 
Center U (n = 16) 
 

16 (100) 0 (0) 
Center V (n = 16) 
 

16 (100) 0 (0) 
Center W (13) 
 

13 (100) 0 (0) 
 

Total (n = 124)                      
 

124 (100) 
 

0 (0) 
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As previously indicated, the assessment of strengths varies widely within the system of care.  
Some centers conduct individualized assessments of strengths upon which to build whereas others 
address strengths in a cursory manner.  More consistency in the identification of strengths was 
noted at sites visited years two and three than year one.  
 
It is important to note that the intent was to collect strengths of both youth and their families.  
However, the reviewers were only able to find strengths of families in 41% of the records 
reviewed.  When these strengths were found, they were important and often poignant as described 
on page nine of this report.   
 

 
 
 
Identified Diagnoses of Youth:  Years One, Two, and Three 

 
The children have a variety of diagnoses, given by year in Table 3a.  Multiple diagnoses were 
collected, as shown on the records reviewed.  These diagnoses were collapsed into categories 
given on pages 10 and 11 of this report.   
 
The most frequently occurring diagnostic categories were Attention-Deficit/Hyperactivity 
Disorders (ADD/ADHD) and Behavior Disorders for years one, two, and three.  
Year one, 71 children (50.7%) had ADD/ADHD; year two, 63 children (58.3%) had 
ADD/ADHD; and year three, 82 children (66.1%) had ADD/ADHD. Year one, 69 children 
(49.3%) had Behavior Disorders; year two, 63 children (58.3%) had Behavior Disorders; and year 
three, 48 children (38.7%) had Behavior Disorders.  
 
Although little change was seen in the frequency order of diagnostic categories, the percentage of 
ADD/ADHD increased each year, from 50.7% to 58.3% to 66.1%.  Behavior Disorders increased 
from 49.3% year one to 58.3% year two and decreased to 38.7% year three.  The incidence of 
Anxiety Disorders increased years two and three.   
 
A dual diagnosis of ADD/ADHD and Behavior Disorder existed in 19% of the children year one.  
This co-morbidity rate remained constant at 19% year two. Year three, a dual diagnosis of ADHD 
and Behavior Disorder was found in 17% of the children.     
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      Table 3a. Diagnoses of Children by Year (n/%) 

Diagnosis Year 
One  

n 

Year 
One  
% 

Year 
Two  

n 

Year 
Two  

% 

Year 
Three  

n 

Year 
Three  

% 

Attention Deficit Disorder 
(ADD/ADHD) 
 

71 50.7 63 58.3 82 66.1 

Behavior Disorders 
 

69 49.3 63 58.3 48 38.7 

Mood Disorders 
 

35 25.0 57 52.8 34 27.4 

Anxiety Disorders 
 

10 7.1 28 25.9 27 21.8 

Adjustment Disorders 
 

18 12.9 12 11.1 11 8.9 

Drug and Alcohol Disorders 
(Co-morbid) 
 

2 1.4 3 2.8 4 3.2 

Learning Disorders (Co-
morbid) 
 

2 1.4 6 5.6 4 3.2 

Problem Related to Abuse or 
Neglect Co-Occurring with 
Other Mental Health  
Diagnoses (Co-morbid)           

 
0 

 
0 

 
10 

 
9.3 

 
3 

 
2.4 

Pervasive Developmental    
Disorders (Co-morbid) 
 

3 2.1 4 3.7 2 1.6 

Psychosis 
 

2 1.4 2 1.9 2 1.6 

Asperger’s Disorder 
 

0 0 3 2.8 1 .8 

Eating and Elimination 
Disorders (Co-morbid) 
 

0 0 8 7.4 1 .8 

Family Relational Disorders  
(Co-morbid) 
 

2 1.4 14 13.0 1 .8 

Others 
 

6 4.3 7 6.5 1 .8 

Totals 
 

220 157.0* 280 259.4** 221 178.1***

            
             *Percent of cases (140 cases)      ** Percent of cases (108)         ***Percent of cases (124) 
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Wraparound 
  
 

Question 2:  Has a wraparound model been implemented for all consumers of CBS? 

 
Although a wraparound model has implemented for the majority of consumers of CBS, this 
model has not been implemented for all consumers.  A considerable amount of variability in  
the degree of implementation exists between centers.  Whereas a few centers indicated that  
they use wraparound for all clients, many said they use this approach for 50% to 80% of 
their clients, and some said they use it only for children and families who seem to have more 
severe problems.      
 
Table 4a contains the composition of team membership for years one, two and three.  Year one, of 
145 cases, reviewers were able to locate documentation of a wraparound team for 116 (80%).  
Year two, of 108 cases, the percentage of cases with teams increased to 92.6%, with 
documentation of wraparound teams in 100 instances.  Year three, of 124 cases, the 
percentage of cases with teams was 91.1%, with documentation of wraparound teams in 113 
cases.   

 
 

Composition of Team Membership 
 
• Year one, the child’s primary caretaker was a team member 98.3% of the time.  Parents, 

including father or mother, were members of 108 teams (93.1%).  Year one, grandparents, 
as surrogate parents, were members of six teams (5.2%).  

 
• Of the two remaining youth (1.7%), one (0.9%), was in residential care and one parent 

(0.9%) was not listed as a team member.   
 
• Year two, the primary caretaker was a team member 97% of the time.  Parents were 

members of 89 teams (89%).  Grandparents, as surrogate parents, were members of eight 
teams (8%).  

 
• Year two, of the remaining three youth (3%), one (1%) was living independently, one 

(1%) was in residential care, and one (1%) was in a correctional facility. 
 
• Year three, the child’s primary caretaker was a team member 100% of the time.  Parents 

were members of 103 teams (91.2%). Grandparents, as surrogate parents, were members 
of eight teams (7.1%).  Aunts and uncles, as surrogate parents, were members of two 
teams (1.8%).  

 
• Year one, school personnel were members of 53 teams (45.7%).  Year two school 

personnel membership increased to 61 teams (61%).  Year three school personnel 
membership decreased slightly to 56.7%, with 64 teams having school personnel as 
members. 
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• Case manager membership was consistently high each year.  Year two case manager 
membership may be an under-representation, as indicated on the individual records 
reviewed. Counselor/therapist membership increased from 53.4% year one, to 72% year 
two, and to 80.5% year three.  

 

• Year three, child/youth membership increased to 100% from 65.5% year one and 76% 
year two.  It should be noted that client membership could be under-stated as shown on 
the records reviewed.  When asked, service providers said youth membership could have 
been assumed and names not entered as team members in the individual records.  

 

• Psychiatrist membership at 22.4% and 21% for years one and two respectively, increased 
to 30.1% year three.    

 

• Years two and three the percentages of attendant care workers and parent support 
specialists as team members increased from year one.  

 
 
Table 4a. Composition of Wraparound Team Membership by Year  (n/%)  
Attribute  Year One 

n (%)**
Year Two 

n (%)** 
Year Three 

n (%)**
Child/Youth  76 (65.5) 76 (76) 113 (100.0) 

Family members Mother only* 
Father and Mother*
Father only 
Grandparent (as 
Primary Caretaker) 
Grandfather  
Grandmother 
Other relatives 

102 (87.9) 
30 (25.9) 

6 (5.2) 
6 (5.2) 

 
20 (17.2) 
25 (21.6) 
26 (22.4) 

78 (78) 
30 (30) 
11 (11) 

8 (8) 
 

6 (6) 
13 (13) 

5 (5) 

99 (87.6) 
35 (31.0) 

4 (2.7) 
8 (7.1) 

 
1 (.9) 

7 (6.2) 
19 (16.8) 

Other Caregivers  2 (1.7) 6 (6) 9 (8.0) 

School personnel   53 (45.7) 61 (61) 64 (56.7) 

Other service systems (SRS, 
Foster care, Juvenile Justice 

 14 (12.1) 
 

6 (6) 5 (4.4) 

Family friends   6 (5.2) 9 (9) 15 (13.3) 
Community members  6 (5.2) 11 (11) 8 (7.1) 

Case manager/wrap 
facilitator 

 116 (100.0) 
 

91 (91) 113 (100) 

Counselor/therapist  62 (53.4) 72 (72) 91 (80.5) 

Attendant care  3 (2.6) 14 (14) 9 (8) 

Parent Support Specialist  9 (7.8) 14 (14) 15 (13.3) 
Group leader  3 (2.6) 10 (10) 16 (14.2) 

Psychiatrist   26 (22.4) 21 (21) 34 (30.1) 

Others  2 (1.7) 0 0 
* Includes foster parents 
** Based on number of wraparound teams (Year one, n = 116; year two, n = 100; year three, n = 113)  
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Tables 5.1, 5.2, and 5.3 identify members of wraparound teams by case, by center. 
 

• Year one, natural supports, including extended family, friends, other caregivers and 
individuals from the community, were members of 51 teams (44%).  Year two, natural 
support membership increased to 45%.  Year three, natural support membership 
increased to 50.4%.  

 
• There was a broad range of team membership variability between centers.  For 

example, year one natural supports as team members ranged from a low of 7.1% to a high 
of 77.8%, school personnel ranged from 12.5% to 72.2%, and the range for children as 
team members was 38.9% to 90.9%.  Year two, natural supports were represented from a 
low of 6.7% to a high of 93.3%, school personnel were represented from a low of 20% to 
a high of 93.3%, and the range for children as team members was 60% to 93.3%.  Year 
three, natural supports were represented from a low of 20% to a high of 100%, school 
personnel membership ranged from a low of 26.7% to a high of 81.8%, and children were 
team members 100% of the time at all centers.  

 
• Membership of personnel from other service systems, already low at 12.1% year one, 

decreased to 6% year two, and 4.4% year three.       

 
 
   Table 5.1. Members of Teams by Case by Center, Year One (n/%*) 

CMHC Parent  Natural 
Supports 

School Child Mental 
Health 
Center  

Other 
Service 
Systems 

Center A (n=14) 
 

12 (85.7) 
 

1 (7.1) 3 (21.4) 8 (57.1) 
 

14 (100) 
 

0 (0) 
 

Center B (n=11) 10 (90.9) 8 (72.7) 7 (63.6) 10 (90.9) 11 (100) 5 (45.5) 
Center C (n=9) 8 (88.9) 7 (77.8) 5 (55.6) 8 (88.9) 9 (100) 1 (11.1) 
Center D (n=18) 
 

17 (94.4) 9 (50.0) 9 (50.0) 14 (77.7) 18 (100) 1 (5.6) 

Center E (n=12) 
 

12 (100) 5 (41.7) 4 (33.3) 7 (58.3) 12 (100) 1 (8.3) 

Center F (n=18) 16 (88.9) 7 (38.9) 10 (55.6) 10 (55.6) 18 (100) 1 (5.6) 
Center G (n=16) 
 

15 (93.8) 6 (37.5) 2 (12.5) 12 (75.0) 16 (100) 2 (12.5) 

Center H (n=18) 
 

18 (100) 8 (44.4) 13 (72.2) 7 (38.9) 18 (100) 3 (16.7) 

Total (n=116) 
 

108 (93.1) 51 (44.0) 53 (45.7) 76 (65.5) 116 (100) 14 (12.1) 

   *  Percentages based on numbers having wraparound teams by center   
     1.  Parent: includes fathers, mothers, and other primary caregivers  
     2.  Natural supports: includes non-custodial grandparents, other relatives, friends, other  
          caregivers, and community members  
     3.  Mental Health Center: includes case managers, counselors, parent support specialists,     
          psychiatrist, and group leader who, together, comprise 100% membership on teams. 
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   Table 5.2. Members of Teams by Case by Center, Year Two (n/%*) 
CMHC Parent  Natural 

Supports
School Child Mental 

Health 
Center  

Other 
Service 
Systems 

Center I (n=11) 
 

10 (90.9) 6 (54.5) 10 (90.9) 9 (81.8) 11 (100) 1 (9.1) 

Center J (n=17) 
 

16 (94.1) 
 

2 (11.8) 
 

11 (64.7) 
 

15 (88.2) 
 

17 (100) 
 

0 (0) 
 

Center K (n=13) 
 

12 (92.3) 1 (7.7) 7 (53.8) 10 (77) 13 (100) 2 (15.4) 

Center L (n =18) 
 

15 (83.3) 15 (83.3) 9 (50) 12 (66.7) 18 (100) 1 (5.6) 

Center M (n=11) 
 

10 (90.9) 6 (54.5) 7 (63.6) 7 (63.6) 11 (100) 1 (9.1) 

Center N (n=15) 
 

12 (80.0) 
 

1 (6.7) 
 

3 (20) 
 

9 (60.0) 
 

15 (100) 
 

0 (0) 
 

Center O (n=15) 
 

14 (93.3) 14 (93.3) 14 (93.3) 14 (93.3) 15 (100) 1 (6.7) 

Total (n=100) 
 

89 (89) 
 

45 (45) 
 

61 (61) 
 

76 (76) 
 

100 (100) 
 

6 (6) 
 

   * Percentages based on numbers having wraparound teams by center   
     1.  Parent: includes fathers, mothers, and other primary caregivers  
     2.  Natural supports: includes non-custodial grandparents, other relatives, friends, other  
          caregivers, and community members  
     3.  Mental Health Center: includes case managers, counselors, parent support specialists,     
          psychiatrist, and group leader who, together, comprise 100% membership on teams. 
 
 
   Table 5.3. Members of Teams by Case by Center, Year Three (n/%*) 

CMHC Parent 
 

Natural 
Supports

School Child Mental 
Health 
Center  

Other 
Service 
Systems 

Center P (n=14) 
 

13 (92.9) 8 (57.1) 4 (28.6) 14 (100) 14 (100) 1 (7.1) 

Center Q (n=15) 
 

12 (80.0) 
 

3 (20.0) 
 

9 (60.0) 
 

15 (100) 
 

15 (100) 
 

0 (0) 
 

Center R  (n=15) 
 

15 (100.0) 9 (60.0) 11 (73.3) 15 (100) 15 (100) 2 (13.3) 

Center S (n =15) 
 

13 (86.7) 6 (40.0) 4 (26.7) 15 (100) 15 (100) 0 (0) 

Center T (n= 11) 
 

11 (100) 3 (27.3) 9 (81.8) 11 (100) 11 (100) 0 (0) 

Center U (n=15) 
 

14 (93.3) 
 

15 (100) 
 

7 (46.7) 
 

15 (100) 
 

15 (100) 
 

1 (6.7) 
 

Center V (n=16) 
 

13 (81.3) 4 (25.0) 13 (81.3) 16 (100) 16 (100) 1 (6.3) 

Center W (12) 
 

12 (100) 9 (75.0) 7(58.3) 12 (100) 12 (100) 0 ( 0) 

Total (n=113) 
 

103 (91.2) 57 (50.4) 64 (56.7) 113 (100) 113 (100) 5 (4.4) 

   *Percentages based on numbers having wraparound teams by center   
     1.  Parent: includes fathers, mothers, and other primary caregivers  
     2.  Natural supports: includes non-custodial grandparents, other relatives, friends, other  
          caregivers, and community members  
     3.  Mental Health Center: includes case managers, counselors, parent support specialists,     
          psychiatrist, and group leader who, together, comprise 100% membership on teams. 
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Consistency Between Goal Establishment and Reasons Parents Seeking Services:  
Years One, Two, and Three 
 
Question 3:  Are the goals established by CMHCs consistent with the reasons 

parents are seeking services? 
 
 
As an indicator of family-centeredness, data were compared to determine the degree to which the 
reasons parents were seeking services for their child or children were addressed by the goals 
established by the Community Mental Health Centers (CMHCs).  The degree to which parental 
concerns were addressed in the goal development process was high all three years, with the 
exception of symptoms all three years and symptoms and anger year three.  It should be 
noted that goals were codified into specific categories, which limited the inquirers’ discretion 
for the identification of goals in some cases.  Although in some instances when goals that 
precisely identified symptoms were not listed in the records reviewed, other goals were 
established that indirectly addressed the symptoms.  For example, if a child had ADHD 
symptoms, a goal related to school, such as “improve attention,” indirectly addressed the 
parental concern about the child’s symptom.  Therefore, the degree to which parental 
concerns were addressed, as an indicator of family-centeredness, is very high.  
 
Year one, parents most commonly sought help due to concern about the child’s symptoms, 
followed by their child’s anger, problems at school, and the child’s relationship with other family 
members (see Table 6.1).  Year one, when parents were concerned about particular issues, 
CMHCs established goals related to those issues 100% of the time, with the exception of 
symptoms where goals were established 92.4% of the time.  
 
 
Table 6.1. The Reasons Parents are Seeking Services and Goals Established, Year One (n/%) 
Goal Category Reasons Parents 

Seeking Services* 
 

 
n 

 

Cases in Which Goals 
Were Established  

 
 

n 

Percentage of  
Parental Concerns 

Addressed by Goals 
Established   

% 

Education  44  101  100 
Employment 0 9   100 
Child’s Self Improvement 13  93  100 
Symptoms 66  61 92.4 
Child Responsibility 26  75  100 
Family 24  77  100 
Child Relationship in 
Family 

41  
 

76  100 

Peer Relationships 
/Community Integration 

8  73  100 

Anger 58  94  100 
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Year two, parents most commonly sought help due to concern about the child’s anger, followed 
by the child’s symptoms, problems at school, and the child’s relationship with other members of 
the family (see Table 6.2).  Year two, when parents were concerned about particular issues, 
CMHCs established goals related to those issues 100% of time, with the exception of symptoms, 
where goals were established 80% of the time.  As indicated, often goals related to other issues 
were established that indirectly addressed parental concerns about their child’s symptoms.    
              
 
Table 6.2. Reasons Parents are Seeking Services and Goals Established, Year Two (n/%) 
Goal Category Reasons Parents 

Seeking Services 
 
 

n 

Cases in Which Goals 
Were Established 

 
 

n 

Percentage of 
Parental Concerns 

Addressed by Goals 
Established   

% 

Education 
 

63  77  100% 

Employment 
 

0  5  NA 

Child’s Self-Improvement  
 

7  64  100% 

Symptoms 
 

64  51  80% 

Child Responsibility 35  55   100% 

Family 4  15  100% 

Child Relationship in 
Family 

47  68  100% 

Peer Relationships 
/Community Integration 

26  49  100% 

Anger 74  75  100% 

 
 
 
 
Year three, parents most commonly sought assistance due to concern about their child’s 
symptoms, followed by anger, problems at school, and the child’s relationship with other members 
of the family (see Table 6.3).  Year three, when parents were concerned about particular issues, 
CMHCs established goals related to those issues 100% of time, with the exception of symptoms 
and anger where goals were established 55.3% of the time and 87.8% of the time respectively.   
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Table 6.3. Reasons Parents are Seeking Services and Goals Established, Year Three (n/%) 
Goal Category Reasons Parents 

Seeking Services 
 
 
 

n 

Cases in Which 
Goals Were 
Established 

 
 

n 

Percentage of Time 
Parental Concerns 

Addressed by Goals 
Established 

 
% 

Education 
 

66  78  100% 

Employment 
 

0  3  NA 

Child’s Self-Improvement  12  51  100% 

Symptoms 85 47  55.3% 

Child Responsibility 17  49   100% 

Family 1  5  100% 

Child Relationship in 
Family 

66  72  100% 

Peer Relationships 
/Community Integration 

29  70  100% 

Anger 74  65  87.8% 

 
 
 
 
 
The top four parental concerns were the same for years one, two, and three.  Parents were 
consistently concerned about their child’s symptoms, anger, problems at school and 
relationship with other family members. Year one, when parents were concerned about specific 
issues, goals were established to address those issues 100% of the time, with the exception of 
symptoms where goals were established 92.4% of the time. Year two, when parents were 
concerned about particular issues, CMHCs established goals related to those issues 100% of the 
time, with the exception of symptoms, where goals were established 80% of the time.  Year three, 
when parents were concerned about particular issues, CMHCs established goals related to those 
issues 100% of the time, with the exception of symptoms, where goals were established 55.3% of 
the time and anger, where goals were established 87.7% of the time.  
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Consistency Between Wraparound Team Membership and Established Goals:  
Years One, Two, and Three 
 
 
Question 4:  Is the membership of the wraparound team consistent with the 

established goals 
 
 

Years one, two, and three primary caretaker membership was high and similar. All three 
years of observation the largest number of goals established related to education, which was 
associated with both the reasons members sought help from CMHCs and caretaker team 
membership.  Years one, two, and three primary caretaker membership was congruently 
high when goals related to employment and education.  Although few employment goals 
were established, few youth were in the age range when employment was a concern.  When 
employment goals were established, caretaker membership was high.  Years one and three, 
primary caretaker membership was high when goals related to symptoms.   

 
Some similarities as well as differences in team membership by year were noted.  Natural 
support membership was high years two and three when goals related to peer 
relationships/community integration.  School membership was high years one and two when 
goals related to employment.  Case manager membership was high all three years when 
goals related to education and high years two and three when goals related to employment.  
However, each year membership was consistent with the goals established.  As described on 
page 22 of this report, the interests that might be expected of particular team members were 
related to goals on the plans of care.    
 
Years one, two, and three, the largest number of goals established related to education. Year 
two, the aggregated percentage and number of school personnel as team members increased 
to 61% from 45.7% year one.  Year three, school personnel membership decreased slightly 
to 56.7%.  The range between centers also moved upward from year one, when it was 
between 12.5% and 72.2% to between 20% and 93.3% year two, and to between 26.7% and 
81.8% year three.   
 
At some centers visited years two and three, many teams had multiple school personnel as 
members (e.g., cases with school principal, counselor, and two teachers).  These multiple 
memberships are not reflected in the numbers and percentages given because membership is 
provided by case.  The system’s continuing progress in building an infrastructure for 
collaboration between schools and CMHCs is supported by the increased percentage of 
school personnel involved in the children’s mental health care through their membership on 
wraparound teams.   
 
 

• Per Table 8.1, Year one, natural supports were team members over 62% of the time when 
goals related to the family, over 61% of the time when goals related to self-improvement 
and 56% of the time when goals related to the child’s responsibility. 
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• School personnel were team members over 44% of the time when goals related to 

employment and symptoms, and almost 42% of the time when goals related to education. 
 

• Case managers were members over 85% of the time when goals related to education, 85% 
of the time when goals related peer relationships/community integration, and almost 84% 
of the time when goals related to self-improvement.  

          
 
 
      Table 8.1. Plan Members in Established Goals, Year One (n/%) 

Goal Category Client  Case 
manager 

Thera- 
Pist 

Psychia 
trist  * 

Natural 
Supports 

School 
Personnel 

Education 
(n=101) 
 

63(62.4) 86(85.1) 48(47.5) 20(19.8) 55(54.5) 42(41.6) 
 

Employment 
(n=9) 
 

5(55.6) 6(66.7) 4(44.4) 2(22.2) 4 (44.4) 4(44.4) 

Self-improvement 
(n=93) 
 

49(52.7) 78(83.9) 41(44.1) 16(17.2) 57(61.3) 35(37.6) 

Symptoms (n=61) 
 

32(52.5) 
 

50(82.0) 
 

22(36.1) 
 

11(18.0) 
 

32(52.5) 
 

27(44.3) 
 

Child 
Responsibility 
(n=75) 

37(49.3) 59(78.7) 33(44.0) 14(18.7) 42(56.0) 29(38.7) 

Family (n=77) 
 

44(57.1) 61(79.2) 35(45.5) 15(19.5) 48(62.3) 30(39.0) 
 

Child 
Relationship in 
Family (n=76) 

49(64.5) 61(80.3) 31(40.8) 15(19.7) 40(52.6) 30(39.5) 

Peer 
Relationships/ 
Community 
Integration (n=73) 

40(54.8) 62(85.0) 40(54.8) 14(19.2) 36(49.3) 30(41.1) 

Anger (n=94) 52(55.3) 76(80.9) 39(41.5) 14(14.9) 52(55.3) 39(41.5) 

       *Includes Nurse Practitioners 
 
 
 
 
The number and percentage of plan members in relationship to goals established for year  
two are given in table 8.2. 
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• Natural supports were team members 40% of the time when goals related to employment, 

almost 39% of the time when goals related to peer relationships/community integration, 
and over 37% of the time when goals related to symptoms. 

 
• School personnel were members 100% of the time when goals related to employment, 

over 54% of the time when goals related to child responsibility, and over 53% of the time 
when goals related to the family.  

 
• Case managers were members 100% of the time when goals related to employment, over 

89 % of the time when goals related to child responsibility, and over 88% of the time when 
goals related to education.  

 
 
 
   Table 8.2. Plan Members in Established Goals, Year Two (n/%) 

Goal Category Client  Case 
manager 

Thera- 
Pist 

Psychia-
trist  * 

Natural 
Supports 

School 
Personnel 

Education (n=77) 
 

52(67.5) 68(88.3) 48(62.3) 8(10.4) 23 (29.9) 39(50.6) 

Employment 
(n=5) 
 

5(100) 5(100) 4(80.0) 0(0) 2(40.0) 5(100) 

Self-improvement 
(n=64) 

40(62.5) 56(87.5) 48(75.0) 11(17.2) 18(28.1) 29(45.3) 

Symptoms (n=51) 
 

36(70.6) 43(84.3) 34(66.7) 8(15.7) 19(37.3) 19(37.3) 

Child 
Responsibility  
(n=55) 

40(72.7) 49(89.1) 40(72.7) 8(14.5) 19(34.5) 30(54.5) 

Family (n=15) 
 

10(66.7) 13(86.7) 11(73.3) 3(20.0) 4(26.7) 8(53.3) 

Child 
Relationship in  
Family (n=68) 

48(70.6) 56(82.4) 43(63.2) 11(16.2) 22(32.4) 31(45.6) 

Peer 
Relationships/ 
Community 
Integration (n=49) 

30(61.2) 42(85.7) 35(71.4) 9(18.4) 19(38.8) 25 (51.0) 

Anger (n=75) 
 

51(68) 62(82.7) 50(66.7) 11(14.7) 15(20.0) 35(46.7) 

    *Includes Nurse Practitioners   
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• Per Table 8.3., year three, natural supports were team members over 63% of the time 
when goals related to anger, almost 56% of the time when goals related to the child’s 
relationship in the family, and almost 53% of the time when goals related peer 
relationships/community integration. 

 
• School personnel were members almost 67% of the time when goals related to 

employment, over 64% of the time when goals related to education, and over 55% of the 
time when goals related to anger.  

 
• Case managers were members 100% of the time when goals related to employment, over 

97% of the time when goals related to education, and over 95% of the time when goals 
related to anger.  

 
 
 
Table 8.3. Plan Members in Established Goals, Year Three (n/%) 
Goal Category Client  Case 

manager 
Thera- 
Pist 

Psychia-
trist  * 

Natural 
Supports 

School 
Personnel 

Education (n=78) 76(97.4) 76(97.4) 56(70.5) 26(33.3) 31(40.0) 50(64.1) 

Employment (n=3) 
 

3(100) 3(100) 3(100) 0(0) 0(0) 2(66.7) 

Self-improvement 
(n=51) 

46(90.1) 46(90.2) 37(70.6) 10(19.6) 22(43.1) 26(50.9) 

Symptoms (n=47) 
 

43(91.5) 43(91.9) 38(80.9) 11(23.4) 23(49.0) 22(46.8) 

Child  
Responsibility 
(n=49) 

44(89.8) 44(89.8) 36(73.5) 14(28.6) 16(32.7) 24(48.9) 

Family (n=5) 
 

4(80) 4(80) 4(80) 1(20.0) 0(0) 2(40.0) 

Child Relationship 
in Family (n=72) 
 

67(93.0) 67(93.1) 55(75) 20(27.8) 40(55.6) 36(50.0) 

Peer Relationships/ 
Community 
Integration (n=70) 

65(92.8) 65(92.9) 52(72.9) 24(34.3) 37(52.9) 38(54.3) 

Anger (n=65) 62(95.4) 62(95.4) 54(83.1) 20(30.7) 41(63.1) 36(55.4) 

 *Includes Nurse Practitioners 
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Table 9.1 presents the team membership of primary caretakers for year one. 

 
• Parents and grandparents (as surrogate parents) were broadly represented in established 

goals, with over 100% representation, or almost 1.1 primary caretaker, on average, per 
team. 

 
• Primary caretaker membership was highest when goals related to employment, the child’s 

relationship with other family members, symptoms, and education.   
 
 
 
Table 9.1. Primary Caretakers as Team Members in Established Goals, Year One (n/%) 
Goal Category Mother 

Only 
 

 
n/% 

Father (when 
Mother is 

team 
member)  

n/% 

Father 
Only 

 
 

n/% 

Grand-
Parent ** 

 
 

n/% 

Total: 
Parent and 
Surrogate 

Parent  
n/% 

Education (n = 101) 
 

74 (73) 28 (28) 6 (5.9) 6 (5.9) 114 (112.9) 

Employment (9) 
 

6 (66.7) 
 

2 (2.2) 
 

2 (2.2) 2 (2.2) 12 (133.3) 
 

Self-Improvement  
(n = 93) 
 

65 (70) 25 (27) 4 (4.3) 6 (5.9) 100 (107.4) 

Symptoms (n = 61) 
 

43 (70) 
 

19 (31) 
 

4 (6.6) 
 

3 (4.9) 
 

69 (113.1) 
 

Child Responsibility  
(n = 75) 
 

50 (67) 24 (32) 4 (5.3) 3 (4.9) 81 (108.00) 

Family (n = 77) 
 

51 (66) 20 (26) 4 (5.2) 3 (3.9) 78 (101.3) 

Child Relationship in 
Family (n = 76) 

55 (72) 22 (29) 5 (6.6) 4 (5.3) 86 (113.2) 

Peer Relationships/ 
Community  
Integration (n = 73) 

55 (75) 19 (26) 2 (2.7) 6 (6.8) 82 (112.3) 

Anger (n = 94) 
 

68 (72) 
 

21 (22) 
 

3 (3.2) 
 

3 (3.2) 
 

95 (101.1) 

 
Totals  (n = 659) 

 
467 (70.9) 

 
180 (27.3) 

 
34 (5.2) 

 
36 (5.5) 

 
717 (108.9) * 

*Denotes more than one parent per team, on average             
** Denotes Child lives with grandparent 
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Table 9.2 provides the team membership of primary caretakers for year two.     

    
• Parents and grandparents (as surrogate parents) were again broadly represented in 

established goals, with over 100% representation, or nearly 1.2 members per team, on 
average.   

 
• Primary caretaker membership was highest when goals related to the youth’s employment, 

followed by child responsibility, peer relationships/community integration, and education.     
 
 
Table 9.2. Primary Caretakers as Team Members in Established Goals, Year Two (n/%) 
Goal Category Mother 

Only 
 
 

n/% 

Father (when
Mother is 

team 
member) 

 n/% 

Father 
Only 

 
 

n/% 

Grand- 
Parent ** 

 
 

n/% 

Total/ 
Parent and 
Surrogate 

Parent 
n/% 

 
Education (n = 77) 

 
58 (75.3) 

 
24 (31.2) 

 
6 (7.8) 

 
4 (5.2) 

 
92 (119.5) 

 
Employment (n = 5) 

 
5 (100) 

 
2 (40.0) 

 
0 (0) 

 
0 

 
7(140) 

 
Self-Improvement  
(n = 64) 

 
50 (78.1) 

 
19 (29.7) 

 
4 (6.3) 

 
3 (4.7) 

 
76 (118.8) 

 
Symptoms (n = 51) 

 
36 (70.6) 

 
16 (31.4) 

 
6 (11.8) 

 
1 (2.0) 

 
59 (115.7) 

 
Child Responsibility 
(n = 55) 

 
48 (87.3) 

 
19 (34.5) 

 
1 (1.8) 

 
3 (5.5) 

 
71 (129.1) 

 
Family (n = 15) 

 
9 (60.0) 

 
3 (20.0) 

 
4 (26.7) 

 
1 (.07) 

 
17 (113.3) 

 
Child Relationship in 
Family (n = 68) 

 
47 (69.1) 

 
17 (25.0) 

 
9 (13.2) 

 
5 (7.3) 

 
78 (114.7) 

Peer Relationships/ 
Community 
Integration (n = 49) 

 
36 (73.5) 

 
16 (32.7) 

 
3 (6.1) 

 
4 

 
59 (120.4) 

 
Anger (n = 75) 

 
56 (74.7) 

 
23 (30.7) 

 
7 (9.3) 

 
3 

 
89 (118.7) 

 
Totals (n = 459) 

 
345 (75.2) 

 
139 (30.3) 

 
40 (8.7) 

 
24 (52.3) 

 
548 (119.4)* 

* Denotes more than one parent per team, on average     
 ** Denotes child lives with grandparent 
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Table 9.3 holds the team membership of primary caretakers for year three. 
 

• Parents and grandparents (as surrogate parents) were again broadly represented in 
established goals, with over 100% representation, or approximately 1.2 members per 
team, on average.   

 
• Primary caretaker membership was highest when goals related to employment, followed 

by the symptoms, anger, and education.  
 
 
 
Table 9.3. Primary Caretakers as Team Members in Established Goals, Year Three (n/%) 
Goal Category 

 
 

Mother 
Only 

 
 

n/% 

Father (when 
Mother is 
also team 
member) 

n/% 

Father 
Only 

 
 

n/% 

Grand-
Parent ** 

 
 

n/% 

Total/Parent 
& Surrogate 

Parent 
 

n/% 
 
 
Education (n = 78) 

 
 

65 (83.3) 

 
 

21 (26.9) 

 
 

3 (3.8) 

 
 

6 (7.7) 

 
 

95 (121.8) 
 
Employment (n = 3) 

 
3 (100) 

 
1 (33.3) 

 
0 (0) 

 
0 

 
4(133.3) 

 
Self-Improvement (n = 51) 

 
42 (82.4) 

 
16 (31.4) 

 
1 (2.0) 

 
3 (5.9) 

 
62 (121.6) 

 
Symptoms (n = 47) 

 
36 (76.6) 

 
18 (38.3) 

 
3 (6.4) 

 
4 (8.5) 

 
61 (129.8) 

 
Child Responsibility (n = 49) 

 
37 (75.5) 

 
13 (26.5) 

 
2 (4.1) 

 
6 (12.2) 

 
58 (118.4) 

 
Family (n = 5) 

 
4 (80.0) 

 
0 (0) 

 
0 (0) 

 
0 (0) 

 
4 (80.0) 

 
Child Relationship in Family  
(n = 72 ) 

 
57 (79.2) 

 
16 (22.2) 

 
2 (2.8) 

 
5 (6.9) 

 
80 (111.1) 

 
Peer Relationships/ 
Community Integration  
(n = 70) 

 
57 (81.4) 

 
18 (25.7) 

 
2 (2.9) 

 
3 (4.3) 

 
80 (114.3) 

 
Anger (n = 65) 

 
58 (89.2) 

 
21 (32.3) 

 
1 (1.5) 

 
3 (4.6) 

 
83 (127.7) 

 
Total  (n = 440) 

 
359 (81.6) 

 
124 (28.2) 

 
14 (3.2) 

 
30 (6.8) 

 
527(119.8)* 

*Denotes more than one parent per team, on average     
**Denotes child lives with grandparent   
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Table 10.1 outlines the number and percentage of school personnel as team members year one.  
The system of care has made great progress in forging alliances between schools and CMHCs.  
Overall, the largest number of goals established related to education.  Although 45.7% 
representation of school personnel is good, because of the frequency of concerns about school 
issues, the numbers and percentages of memberships are detailed below.  The school personnel 
membership range varies widely between centers from a high of 72.2% to a low of 12.5%.     
 
 
     Table 10.1. School Personnel Wraparound Team Membership, Year One (n/%) 

 # of School Personnel % 

Center A (n=14) 3 21.4 
Center B (n=11) 7 63.6 
Center C (n=9) 5 55.6 
Center D (n=18) 9 50.0 
Center E (n=12) 4 30.8 
Center F (n=18)  10 55.6 
Center G (n=16) 2 12.5 
Center H (n=18) 13 72.2 
Total (n=116) 53 45.7 

 
 
 
Table 10.2 illustrates the number and percentage of school personnel who were team members by 
center year two.  The school personnel membership between centers ranged from 20% to 93.3%.    
 
 
      Table 10.2. School Personnel Wraparound Team Membership, Year Two (n/%)  

 # of School Personnel % 
Center I (n=11) 10 90.9 
Center J (n=17) 11 64.7 
Center K (n=13) 7 53.8 
Center L (n = 18) 9 50.0 
Center M (n=11) 7 63.6 
Center N (n=15)  3 20.0 
Center O (n=15) 14 93.3 
Total (n=100) 61 61.0 

 
 
 
Table 10.3 illustrates the number and percentage of school personnel who were team members by 
center for year three.  School membership between centers ranged from 26.7% to 81.8%. 
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      Table 10.3. School Personnel Wraparound Team Membership, Year Three (n/%)  
 # of School Personnel % 
Center P (n=14) 4 28.6 
Center Q (n=15) 9 60.0 
Center R  (n=15) 11 73.3 
Center S (n =15) 4 26.7 
Center T (n= 11) 9 81.8 
Center U(n=15) 7 46.7 
Center V (n=16) 13 81.3 
Center W (12) 7 58.3 
Total (n=113) 64 56.7 

 
 

 
Types and Frequencies of Service Utilization: Years One, Two, and Three 

 
 
Question 5:  What are the types and frequencies of service utilization?       

 
 
• Case management, individual therapy, medication management, and psychosocial 

groups were the most frequently used services in the same rank order for years one, 
two, and three. 

 
• The provision of attendant care increased to 50% at centers visited year two compared to 

24.8% at centers visited year one.  Year three, the provision of attendant care was similar 
to year two (47.6%).   

 
• Individual therapy utilization increased from 66.2% year one to 82.4% year two and 

decreased slightly to 79.8% year three.   
 
• As with years one and two, year three, the use of individual therapy was much higher 

than family therapy (79.8% and 52.4%).  
 

• Home-based family therapy was one of the least rendered services years one, two and 
three.  Home-based family therapy was only provided 24.8% of the time year one, 7.4% 
of the time year two, and 21% of the time year three.  

 
• Respite care was one of the least rendered services years one, two, and three.  Respite 

care increased to 25.8% year three from 2.8% year two and 8.3% year one. 
 
• Parent support was among the least rendered services years one, two, and three.  

Parent support, markedly low at 15.2% year one, increased slightly to 25.9% year two, 
and 34.7% year three. 
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• Whereas respite care, crisis stabilization and parent support were the least rendered 
services year one and respite care, home-based family therapy and crisis stabilization 
services were the least rendered services year two, crisis stabilization, school-based 
interventions and home-based family therapy were the least rendered services year 
three.   

 
• Crisis stabilization was one of the least rendered services years one, two, and three, 

which could be indicative of many situations such as that children are not receiving 
needed stabilization or that the need for this stabilization is less due to high quality care 
that precludes necessity.   

 
• The provision of respite care, home-based family therapy, and parent support was 

notably low all three years. 
   

• Year one, case management (84.1%), individual therapy (66.2%), and medication 
management (63.4%) were the most frequently provided services, followed by 
psychosocial groups and family therapy (see Table 11.1). 

 
• Individual therapy was provided much more frequently than family therapy (66.2% 

compared to 46.2%). 
 

• Respite, crisis stabilization, parent support, and home-based therapy were the least 
rendered services. 

 
 

      Table 11.1. Types and Frequencies of Service Utilization, Year One (n/%)  
Type of Service n % 
 

Case Management  
 

122 
                    

84.1 
 

Individual Therapy 
 

96 
 

66.2 
 
 

Medication Management  
 
 

92 
 
 

63.4 
 

Psychosocial Group 
 

70 
 

48.3 
 

Family Therapy 
 

67 
 

46.2 
 

Attendant Care 
 

36 
 

24.8 
 
Home-Based Family Therapy 

 
24 

 
16.6 

 
Parent Support  

 
22 

 
15.2 

 
Crisis Stabilization  

 
16 

 
11.0 

 
Respite Care 

 
12 

 
8.3 

 
Other 

 
30 

 
20.7 
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Table 11.2 holds the types and frequencies of service utilization for year two. 
 

• Year two, case management was the most frequently rendered service (96.3%), followed 
by individual therapy (82.4%), medication management (73.1%), and psychosocial groups 
(56.5%).   

 
• As with year one, in year two, individual therapy was provided at a considerably higher 

rate than family therapy (82.4% and 50%). 
 
• Home-based family therapy (7.4%) and respite care (2.8%) were the least rendered 

services.  Already low year one, at 17% and 8% respectively, the percentage of instances 
when these services were provided decreased at centers visited year two.  

 
 
 

     Table 11.2. Types and Frequencies of Service Utilization, Year Two (n/%)  
Type of Service 
 

n % 

 
Case Management  

 
104 

 
96.3 

 
Individual Therapy 

 
89 

 
82.4 

 
Medication Management  

 
79 

 
73.1 

 
Psychosocial Group 

 
61 

 
56.5 

 
Family Therapy 

 
54 

 
50.0 

 
Attendant Care 

 
54 

 
50.0 

 
Wraparound Facilitation 

 
47 

 
43.5 

 
Parent Support Specialist 

 
28 

 
25.9 

 
School-Based Interventions 

 
24 

 
22.2 

 
Crisis Stabilization  

 
10 

 
9.3 

 
Home-Based Family Therapy 

 
8 

 
7.4 

 
Respite Care 

 
3 

 
2.8 

 
Other 

 
35 

 
32 
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Table 11.3 outlines the types and frequencies of service utilization for year three. 
 

• Year three, case management was the mostly frequently provided service (92.7%), 
followed by individual therapy (79.8%), medication management (75%), and psychosocial 
groups (66.1%). 

 
• Individual therapy was provided at a much higher frequency than family therapy (79.8% 

and 52.4%). 
 

• The least rendered services were crisis stabilization (8.1%), school-based interventions 
(13.7%), home-based family therapy (21%), respite care (25.8%), and parent support 
(34.7%)   

 
 
 
     Table 11.3. Types and Frequencies of Service Utilization, Year Three (n/%)  

Type of Service 
 

n % 

 
Case Management  

 
115 

 
92.7 

 
Individual Therapy 

 
99 

 
79.8 

 
Medication Management  

 
93 

 
75.0 

 
Psychosocial Group 

 
82 

 
66.1 

 
Family Therapy 

 
65 

 
52.4 

 
Attendant Care 

 
59 

 
47.6 

 
Wraparound Facilitation 

 
47 

 
37.9 

 
Parent Support Specialist 

 
43 

 
34.7 

 
Respite Care 

 
32 

 
25.8 

 
Home-Based Family Therapy 

 
26 

 
21.0 

 
School-Based Interventions 

 
17 

 
13.7 

 
Crisis Stabilization  

 
10 

 
8.1 

 
Other 

 
32 

 
25.8 
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WHAT WERE THE 

CSR OUTCOMES BY 
YEAR? 

 

 



 
Client Status Report (CSR) Outcomes:  Year One 

 
 
Cases Matched with CSR Data 

 
In this section, CSR outcomes related to family-centeredness and wraparound teams will be 
given for year one of this study.  Subsequently, these outcomes will be given for years two 
and three.    
 
As previously indicated, as part of the SRS/HCP process of monitoring standards, all Community 
Mental Health Centers (CMHCs) in the State of Kansas submit Client Status Reports (CSRs) on a 
quarterly basis for each child receiving case management through their centers. The CSRs contain 
extensive fields for tracking and quality assurance that include outcome variables.  In order to 
answer questions six and seven, cases in the database of this study were matched with CSR data 
for the last quarter of observation for each year.  The following CSR outcome variables were 
considered:  Residential Status, Law Enforcement Contact, Academic Performance, School 
Attendance, and Internalizing and Externalizing Scores from the Child Behavior Checklist 
(CBCL).  
 
As stated earlier, although it was the intent of researchers to match all cases with CSR data, not all 
cases could be matched for various reasons.  Year two, a considerable number of cases could not 
be matched because, by chance, they had been closed prior to the last quarter of observation.  
Although existing data were deemed reliable and valid, some CSR data were missing for years one 
and two.  Not all CSR outcome data, as reported by the CMHCs, were available for all matched 
cases.  For example, some cases were missing school attendance while others were missing 
academic performance or law enforcement contact for a specified quarter.   
 
  
Year one, among 145 children, 127 were matched with CSR data for the last CSR quarter of 
observation for that year (see Table 12.1).   
 
           
 
          Table 12.1. The Number of Cases with CSR and CBS by Center, Year One 

 CSR # Total Cases 
Center A 9 24 
Center B 19 19 
Center C 17 18 
Center D 19 19 
Center E 15 15 
Center F 14 16 
Center G 9 9 
Center H 25 25 
Total 127 145 
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Family-Centered Outcomes:  Year One 

 
Question 6:   Is there a difference in outcomes for children whose services are 

family-centered and those whose services are not family-centered? 
 
 

To answer this question, first, criteria were established to determine degrees of family-
centeredness and a classification of family-centered services.  The reasons parents were seeking 
services were compared with goals established.  If there was a corresponding goal for every reason 
parents were seeking services, the case was considered perfectly consistent.  This category is 
rigorous, somewhat analogous to making 100% on every test taken in school.  If the reasons 
parents were seeking services were partially reflected in the goals, the case was considered 
partially consistent.  The two degrees of family-centeredness, perfect and partial, combined 
comprise the classification of family-centered services.  If reasons parents were seeking services 
were not consistent with any goals established, the case was considered to be not family-centered. 
 
Year one, of 145 cases, 118 (81.4%) were classified as family-centered and 27 (18.6%) were 
classified as not family-centered. 
 
 
Residential Status:
 
Among the 127 children matched with CSR data for year one, 120 (94.4%) resided in family 
homes.  Of these 120 children, five lived with a relative and four with foster families. Among the 
remaining seven children (5.5%), four (3.1%) were in residential care, one (.8%) was in a 
correctional facility, one (.8%) was in a drug/alcohol treatment program, and one (.8%) was in an 
emergency shelter.   
 
Year one, of 101 children whose services were family-centered, 95 (94.1%) resided in family 
homes, four of whom were living with relatives and four of whom were living with foster families 
(see table 13.1).  The CSRs do not give the specific relatives with whom children reside (e.g., 
grandparents). 
  
Of the 26 children whose services were not family-centered, 25 (96.2%) lived in family homes, 
one of whom was living with a relative.  

                           
                         
                  Table 13.1. Residential Status, Year One (n/%)

Residential  
Status 

Family 
Centered 

n/% 

     Not Family 
      Centered 

n/% 
Family home (n =120)* 95 (94.1) 25 (96.2) 
Others (n = 7) 6 (5.9) 1 (3.8) 
Total  101 (100) 26 (100) 

                 *Includes parents, relatives as primary caretakers, foster parents,  
            and independent living 
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Law Enforcement Contact: 
 
Year one, youth whose services were not family-centered did better in terms of law enforcement 
contact than youth whose services were family-centered.   
 

• Among the 26 youth whose services were not family-centered, 24 (92.3%) were without 
law enforcement.  Of the 99 youth whose services were family-centered, 87 (87.9%) were 
without law enforcement contact.  

 
• Youth whose services were not family-centered had less law enforcement contact  

 (mean = 0.12) than youth whose services were family-centered (mean = 0.17).  The  
 difference between means is tiny at .05 or 5% of one contact.  

           
 
          Table 14.1. Law Enforcement Contact With Parent/Surrogate Parent, Year One  (n/%)

Attribute Perfect 
 

n 

Partial 
 

n 

Family 
Centered 

n/% 

Not Family 
Centered 

n/% 
No contact         44         43 87 (87.9) 24 (92.3) 
Had one or more    
   contact   

         2         10 12 (12.1) 2 (7.7) 

Total         46         53 99 (100)      26 (100) 
Mean number of 
contacts 

   
0.17 

 
0.12 

           *Difference in means is tiny at .05, or 5% of one contact 
 
 
 
 

Academic Performance: 
 
 
Findings on the outcome variable of academic performance were mixed for year one. 
  

• In terms of percentages, children whose services were not family-centered demonstrated 
better academic performance, 80% of whom earned average or above average grades, 
compared to those whose services were not family-centered, 77.6% of whom earned 
average or above average grades. 

 
• In terms of mean grades, children whose services were family-centered did better 

academically than children whose services were not family-centered. On a scale from 1 to 
4, with 1 indicative of failing grades, 2 of below average, 3 of average, and 4 of above 
average grades (A or B), children whose services were family-centered earned slightly 
better grades than children whose services were not family-centered, with mean grades of 
3.0 and 2.9 respectively.  
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         Table 15.1. Academic Performance, Year One (n/%) 

Attribute Perfect 
 

n 

Partial 
 

n 

Family-Centered 
 

n/% 

Not Family 
Centered 

n/% 
Average or above 
average  

35 31 66 (77.6) 16 (80) 

Failing or below 
average 

10 9 19 (22.4) 4 (20) 

Total  45 40 85 (100) 20 (100) 
Mean scores*   3.0 2.9 

   *Based on scale from 1 to 4, with 1 indicative of failing grades; 2 of below average, 3, 
      average, and 4, above average (A or B)   

            
 

 
School Attendance:            
 
Year one, children whose services were family-centered did somewhat better in terms of school 
attendance than children whose services were not family-centered. 
 

• Among the 84 children whose services were family-centered, 73 (86.9%) attended school 
regularly.  Among the 23 children whose services were not family-centered, 19 (82.6%) 
attended school regularly. 

  
• Children whose services were family-centered had a mean score of 3.8 compared to 

children whose services were not family-centered, who had a mean score of 3.6. 
 

   
 

           Table 16.1. School Attendance, Year One (n/%)
Attribute Perfect 

 
n 

Partial 
 

n 

Family 
Centered 

n/% 

Not Family 
Centered 

n/% 
4. Attends regularly 38 35 73 (86.9) 19 (82.6) 
3. Attends more often 
than not  

5 2 7 (8.3) 1 (4.4) 

2. Attends infrequently  1 3 4 (4.8) 0 (0) 
1. Not attending   0 0 0 (0) 3 (13.0) 
Total  44 40 84 (100) 23 (100) 
Mean Scores*    3.8 3.6 

           *Based on scale from 1 to 4 with 1 indicative of not attending and 4 of regular attendance 
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Child Behavior Check List (CBCL) Scores: 

 
Analyses were performed to determine differences in Internalizing and Externalizing CBCL scores 
from baseline, near the time of intake, to the last quarter of observation for year one to look at 
change in CBCL scores over time.  The outcomes for youth whose services were family-centered 
and youth whose services were not family-centered are differentiated on Table 17.1.  The baseline 
mean, the last quarter mean, and the mean amount of change, on average, are given.  

 
  
• The Internalizing scores of youth who received family-centered services improved 1.4 

points while the Internalizing scores of youth who received services that were not family-
centered worsened by 1.9 points. 

 
• The Externalizing scores of youth who received family-centered services improved 2.1 

points while the Externalizing scores of youth who received services that were not family-
centered improved 1.3 points.   

 
• Youth who received family-centered services did better in terms of both Internalizing and 

Externalizing CBCL scores.  The degree of change on both Internalizing and Externalizing 
scores from baseline to the last quarter was statistically significant for youth whose 
services were family-centered (p < .05). 

 
• The change in Externalizing scores of youth whose services were not family-centered did 

not reach a level of statistical significance, perhaps due to the small number of cases that 
were not family-centered.  A meaningful statistical comparison of scores for youth whose 
services were family-centered with those whose services were not family-centered could 
not be run due to the small number of cases that were not family-centered. 
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Table 17.1. Internalizing and Externalizing Scores on CBCL, Family-Centered, Year One 
Although increased CBCL scores indicate children are functioning more poorly, when 
subtracting the last quarter mean from the baseline mean, a minus change indicates scores got 
worse and a positive change indicates improvement. 
 Perfectly Family-Centered   Partially Family-Centered 

Score 
 

n Base-
line 
 

Last 
Quarter 

 

Change n Base- 
line 

 

Last 
Quarter 

Change

Mean of Internalizing 
score (n=122) 

46 65.8 64.5 1.3 50 65.5 63.9 1.6 

Mean of Externalizing 
score (n=122) 

46 68.9 67.8 1.1 50 70.5 67.5 3.0 

 Family-Centered  Not Family-Centered 

Score n Base- 
line 

 

Last 
Quarter
 

Change n Base- 
  line 
 

Last 
Quarter 

 

Change
 
 

Mean of Internalizing  
score (n=122) 

96 65.6 64.2 1.4* 26 59.8 61.7 -1.9 

Mean of Externalizing 
Score (n=122) 

96 69.7 67.6 2.1* 26 67.5 66.2 1.3 

*Statistically Significant change (p < .05) 
 
 
 
 
Wraparound Outcomes:  Year One 
 
 

Question 6:  Is there a difference in outcomes for children who have wraparound 
teams and for those who do not? 
 
 
Residential Status:
 
Year one, among the 104 children who had teams, 101 (97.1%) lived in family homes.  Of the 23 
children who did not have teams, 20 (87%) lived in family homes.   
 
 

           Table 18.1. Residential Status, Year One (n/%)
Residential Status Have team  

n/% 
Do not have team  

n/% 
Family homes* 101 (97.1) 20 (87.0) 
Others 3 (2.9) 3 (13.0) 
Total  104 (100) 23 (100) 

          *Includes parents, relatives as primary caretakers, foster parents, and independent living 
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Law Enforcement Contact: 
 
Year one, findings on law enforcement contact were mixed. 
 

• With regard to percentages, of the 22 youth who did not have teams, 20 (90.9%) were 
without law enforcement contact. Of the 103 youth who had teams, 91 (88.3%) were 
without law enforcement contact.   

 

• Youth who had teams had less law enforcement contact (mean = 0.15) than youth who did 
not have teams (mean = 0.18).  The difference between means is very small at 0.03, or 3% 
of one contact. 

 
 
           Table 19.1. Law Enforcement Contact With Parent/Surrogate Parent Regarding Youth (n/%) 

Attribute Have team  
n/% 

Do not have team 
n/%  

No contact  91 (88.3) 20 (90.9) 
One or more contact 12 (11.7) 2 (9.1) 
Total  103 (100) 22 (100) 
Mean number of contacts 0.15 0.18 

            * Difference in means is very small at on only .03 (3%) of one contact.    
 
 
 
Academic Performance:  
 
Year one youth with teams demonstrated much better academic performance than youth without 
teams. 
   

• Of the 86 youth with teams, 70 (81.4%) earned average or above average grades.  Of the 
19 youth without teams, 12 (63.2%) earned average or above average grades. 

 

• On a scale from 1 to 4, with 1 indicative of failing grades, 2 of below average, 3 of 
average, and 4 of above average grades (A or B), youth with teams had a mean score of 
3.0 and youth without teams had a mean score of 2.6. 

     
 

            Table 20.1. Academic Performance, Year One (n/%) 
Attribute Have team  

n/% 
Do not have team  

n/% 
Average or above average 
grades  

70 (81.4) 12 (63.2) 

Below average or failing 
grades  

16 (18.6)  7 (36.8)  

Total  86 (100) 19 (100) 
Mean scores* 3.0 2.6 

      *Based on scale from 1 to 4, with 1 indicative of failing grades, 2 of below average,  
 3 of average, and 4 of above average (A or B)   
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School Attendance:   
 
Children with teams had considerably better school attendance than children without teams.  
 

• Of the 87 children with teams, 77 (88.5%) attended school regularly.  Of the 20 children 
without teams, 15 (75%) attended school regularly. 

 
• Based on a scale from 1 to 4, described in Table 21.1, children with teams had a mean 

score of 3.8 and children without teams had a mean score of 3.7.             
 

 
 
         Table 21.1. School Attendance, Year One (n/%) 

Attribute Have team  
n/% 

Do not have team  
n/% 

4. Attends regularly 77 (88.5) 15 (75) 
3. Attends more often than not 4 (4.6) 4 (20) 
2. Attends infrequently  3 (3.4) 1 (5) 
1. Not attending   3 (3.4) 0 (0) 
Totals  87 (100) 20 (100) 
Means * 3.8 3.7 

   * Based on scale from 1 to 4 with 1 indicative of not attending and 4 of regular attendance 
 
 
 
 
 
Child Behavior Checklist (CBCL) Scores: 
 
Analyses were performed to determine differences in Internalizing and Externalizing CBCL scores 
from baseline, near the time of intake, to the last quarter of observation for year one to look at 
change in CBCL scores over time.  The outcomes for youth who had teams and youth who did not 
have teams are summarized on Table 22.1.  The baseline mean, the last quarter mean, and the 
mean amount of change, on average, are indicated.  

 
• The Internalizing scores of youth who did not have teams improved by 1.6 points while 

the Internalizing scores of youth who had teams improved by 0.5 of a point.   
 
• The Externalizing scores of youth who had teams improved 2.5 points.  On this same 

measure, the scores of youth who did not have teams worsened by 0.5 of one point. 
 
• The degree of change in Externalizing scores of youth who had teams was a statistically 

significant difference (p < .05).  The degree of change on Internalizing scores for youth 
with teams was not statistically significant.      
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• Due to the small number of cases without teams, tests for significance could not be run to 
either look at differences in scores from baseline to the last quarter or to compare scores of 
youth with teams and youth without teams. 

 
• The presence of teams appeared to be associated with significant improvement in 

Externalizing scores but not with Internalizing scores for year one. 
 
        
      Table 22.1. Internalizing and Externalizing CBCL Scores, by Team, Year One 

Although higher CBCL scores indicate children are doing worse, when the mean of the 
last quarter is subtracted from the baseline mean, a minus change indicates scores got 
worse and positive change indicates improvement. 
       Have team  

 
Do not have team 

Score  n Base
Line 

Last 
Quarter

Change n Base
Line 

Last 
Quarter 

Change

Mean of 
Internalizing 
Score (n=122) 

100 65.1 64.6 0.5  22 61.3 59.7 1.6 

Mean of 
Externalizing 
Score (n=122) 

100 69.9 67.4 2.5* 22 66.5 67.0 - 0.5 

      *Statistically Significant change (p < .05) 
 

 
 
 
 

 
 

Client Status Report (CSR) Outcomes:  Year Two 
 

 
Cases Matched with CSR Data 
 
 
Year two, of 108 children in this study, 80 were matched with CSR data.  Table 12.2 shows the 
number of matched cases by CMHC.  The following CSR outcome variables were considered:  
Residential Status, Law Enforcement Contact, Academic Performance, School Attendance, and 
Internalizing and Externalizing Scores from the Child Behavior Checklist (CBCL).   
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          Table 12.2. The Number of Cases with CSR and CBS by Center, Year Two 

 CSR # Total Cases 
Center I 13 15 
Center J 14 17 
Center K 10 15 
Center L 6 18 
Center M 8 13 
Center N 15 15 
Center O 14 15 
Total 80 108 

 
 
 
 
 
Family-Centered Outcomes: Year Two 
 

 
 
Question 6:  Is there a difference in outcomes for children whose services are 

family-centered and those whose services are not family-centered?  
 

 
As with year one, criteria were established to determine degrees of family-centeredness and a 
classification of family-centered services, as described on pages 27 and 113 of this report.   
 
Year two, of 108 cases, 100 (92.6%) were family-centered and eight (7.4%) were not family-
centered. 

 
 
 
Residential Status: 
 
Year two, among 80 children whose cases were matched with CSR data on residential status, 
77 (96.5%) lived in family homes.  Of these 77 children, six lived with foster families, two lived 
independently, and one lived with a relative. Of the remaining three children (3.8%) one was in a 
correctional facility, one was in a drug/alcohol program, and one was in residential care. 
 
Per Table 13.2, among 75 children whose services were family-centered, 73 (97.3%) resided in 
family homes.  Of the five children whose services were not family-centered, four (80%) were 
living in family homes.   
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                            Table 13.2. Residential Status, Year Two (n/%) 
Residential  
Status 

Family 
Centered 

n/% 

Not Family 
Centered 

n/% 
Family home*  73 (97.3) 4 (80) 
Others 2 (2.7) 1 (20) 
Totals  75 (100) 5 (100) 

                       *Includes parents, relatives as primary caretakers, foster parents,  
           and independent living 
 
 
 

 
 
Law Enforcement Contact: 
 
Year two, youth whose services were family-centered did appreciably better in terms of law 
enforcement contact. 
 

• Of the 76 youth whose services were family-centered, 66 (86.8%) were without law 
enforcement contact.  Of the five youth whose services were not family-centered, three 
(60%) were without law enforcement contact. 

 
• Youth who received family-centered services had less law enforcement contact  

 (mean = .23) than youth who did not receive family-centered services (mean = 1.00).   
 The difference between means was 0.77, or 77% of one contact. 

 
 
 
           Table 14.2. Law Enforcement Contact With Parent/Surrogate Parent, Year Two (n/%)   

Attribute Perfect 
 

n 

Partial 
 

n 

Family 
Centered 

n/% 

     Not Family    
      Centered 

n/% 
No contact         28         38 66 (86.8) 3 (60) 
One or more       
   Contact   

         5 5 10 (13.2) 2 (40) 

Totals         33         43 76 (100) 5 (100) 
Mean number of 
contacts 

 
.18 

 
.26 

 
.23 

 
1.00 

             Difference in means:  0.77, or 77% of one contact 
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Academic Performance:              
 
Children whose services were family-centered demonstrated substantially better academic 
performance than children whose services were not family-centered.    
 

• Of the 77 children whose services were family-centered, 68 (88.3%) earned average or 
above average grades.  Of the five children whose services were not family-centered, three 
(60%) earned average or above average grades.  

 
• The mean score of children whose services were family-centered was 3.2 while the mean 

score of children whose services were not family-centered was 2.6. 
 
• Most of the children did very well in terms of academic performance.    

 
        
         Table 15.2. Academic Performance, Year Two (n/%) 

Attribute Perfect 
 

n 

Partial 
 

n 

Family-Centered 
 

n/% 

Not Family 
Centered 

n/% 
Average or above 
average  

32 36 68 (88.3%) 3 (60%) 

Failing or below 
average 

1 8 9 (11.7%) 2(40%) 

Total  33 44 77 (100%) 5 (100%) 
Mean scores*   3.2 2.6 

         *Based on a scale from 1 to 4, with 1 indicative of failing grades and 4 indicative of  
           above average grades (A or B) 
 
 
 
 
School Attendance:            
 
Children whose services were family-centered did noticeably better in terms of school attendance 
than those whose services were not family-centered.  
 

• Of the 75 children whose services were family-centered, 48 (64.0%) attended school 
regularly.  Of the five children whose services were not family-centered, one (20%) 
attended school regularly.  

 
• The mean score for children whose services were family-centered was 3.5 compared to the 

mean score for children whose services were not family-centered, which was 2.6. 
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        Table 16.2. School Attendance, Year Two (n/%) 

Attribute Perfect 
 

n 

Partial 
 

n 

Family 
Centered 

n/% 

Not Family 
Centered 

n/% 
4. Attends regularly 22  26  48 (64.0) 1 (20.0) 
3. Attends more often 
than not  

8  11  19 (25.3) 2 (40.0) 

2. Attends infrequently  1  3  4 (5.3) 1 (20.0) 
1. Not attending   1  3  4 (5.3) 1 (20.0) 
Totals  32 43 75 (100) 5 (100) 
Mean Score *   3.5   2.6 

          * Based on scale from 1 to 4 with 1 indicative of not attending and 4 of regular attendance   
 
 
 
 
 

Child Behavior Check List (CBCL) Scores: 
 
 
Analyses were performed to determine differences in Internalizing and Externalizing CBCL scores 
from baseline, near the time of intake, to the last quarter of observation for year two to look at 
change in CBCL scores over time.  The outcomes for youth whose services were family-centered 
and youth whose services were not family-centered are differentiated on Table 17.2.  The baseline 
mean, the last quarter mean, and the mean amount of change, on average, are provided. 

 
 

• The Internalizing scores of youth who received family-centered services improved 3.5 
points.  The Internalizing scores of youth who received services that were not family-
centered improved by 6 points.  Therefore, the youth who received services that were not 
family-centered improved more on Internalizing CBCL scores than youth who received 
family-centered services. 

 
• The Externalizing scores of youth who received family-centered services improved 2.6 

points.  The Externalizing scores of youth who received services that were not family-
centered improved by 0.8 of a point. 

 
• Changes in both the Internalizing and Externalizing scores of youth who received family-

centered services were statistically significant (p <.05).   
 

• Due to the small number of cases that were not family-centered, tests for significance 
could not be run to either look at differences in scores from baseline to the last quarter or 
to compare scores of youth whose services were family-centered with those whose 
services were not family-centered.  

 126



 
 
 
Table 17.2. Internalizing and Externalizing CBCL Scores, Family-Centered, Year Two 
Although increased CBCL scores indicate children are functioning more poorly, when 
subtracting the last quarter mean from the baseline mean, a minus change indicates scores are got 
worse and a positive change indicates improvement. 
 Perfectly Family-Centered Partially Family-Centered 
Score n Base- 

line 
Last 

Quarter 
 

Change n Base- 
line 

 

Last 
Quarter 

 

Change 
 
 

Mean of Internalizing 
Score (n = 78) 
 

31 67.2 63.6 3.6 43 68.8 64.8 4.0 

Mean of Externalizing 
Score (n = 78) 
 

31 72.7 69.9 2.8 43 72.4 70.8 1.6 

 

 Family-Centered  Not Family-Centered 
Score n 

 
Base- 
line 

Last 
Quarter 

 

Change n Base- 
  line 
 

Last 
Quarter 

 

Change 
 
 

Mean of Internalizing  
Score (78) 
 

74 67.3 63.8 3.5* 4 75.3 69.3 6.0** 

Mean of Externalizing 
Score (78) 
 

74 73.7 71.1 2.6* 4 67.8 67.0 0.8 

*Statistically significant change (p <.05) 
**Test for significance could not be run due to small number of cases 

 
 
 

 
 
 
Wraparound Outcomes: Year Two 

 
 
Question 7:  Is there a difference in outcomes for children who have wraparound 

teams and for those who do not?  
 
 

 
Residential Status: 

 
Year two, among the 72 children with teams, 70 (97.2%) lived in family homes. Among the four 
children who did not have teams, three (75%) lived in family homes.   
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          Table 18.2. Residential Status, Year Two (n/%) 

Residential Status Have team  
n/% 

Do not have team  
n/% 

Family homes*  70 (97.2%) 3 (75.0%) 
Others 2 (2.8 %)  1 (25.0%) 
Total  72 (100%) 4 (100%) 

          *Includes parents, relatives as primary caretakers, foster parents and 
               independent living 
 
 
 
 
Law Enforcement Contact:  
 
Youth who had teams had considerably better outcomes on the variable of law enforcement 
contact than youth who did not have teams.       
 

• Of the 75 youth with teams, 66 (88%) were without law enforcement contact.  Of the six 
youth without teams, three (50%) were without law enforcement contact. 

 
• Youth with teams had less law enforcement contact (mean = 0.24) than youth who did not 

have teams (mean =0.67), a difference of 0.43 points, or 43% of one contact.   

 
             Table 19.2. Law Enforcement Contact W Parent/Surrogate Parent Regarding Youth (n/%)  

Attribute Have team  
n/% 

Do not have team  
n/% 

No contact  66 (88.0) 3 (50) 
One or more contact 9 (12.0) 3 (50) 
Totals  75 (100) 6 (100) 
Mean number of contacts 0.24 0.67 

           Difference in means is .43, or 43% of one contact. 
 
 
 
 
Academic Performance: 
 
Year two, youth who had teams demonstrated markedly better academic performance than youth 
who did not have teams.  
 

• Of the 76 youth with teams, 68 (89.5%) earned average or above average grades.  Of the 
six youth without teams, three 50% earned average or above average grades. 
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• On a scale from 1 to 4, with 1 indicative of failing grades, 2 of below average, 3 of 

average, and 4 of above average grades (A or B), children with teams had a mean score of 
3.2 compared to children without teams who had a mean score of 2.3. 

 
 
               Table 20.2. Academic Performance, Year Two (n/%) 

Attribute Have team  
n/% 

Do not have team  
n/% 

Average or above 
average grades  

68 (89.5)  3 (50)  

Below average or failing 
grades  

8 (10.5)  3 (50) 

Total  76 (100) 6 (100) 
Means* 3.2 2.3 

                *Based on a scale from 1 to 4, with 1 indicative of failing grades and 4 indicative of 
                   above  average grades (A or B)                            
 
 
 
 
School Attendance: 

 
Year two, children with teams had decidedly better school attendance than children without 
teams.  
 

• Of the 74 children with teams, 47 (63.5%) attended school regularly.  Of the six children 
without teams, two (33.3%) attended school regularly.  

 
• Based on a scale from 1 to 4, described in Table 21.2, the mean score of children with 

teams was 3.5 while the mean score of children without teams was 2.5. 
 

 
 
           Table 21.2. School Attendance, Year Two (n/%) 

Attribute Have team  
n/% 

Do not have team  
n/% 

4. Attends regularly 47 (63.5%) 2 (33.3%) 
3. Attends more often than not 20 (27.0%) 1 (16.7%) 
2. Attends infrequently  4 (5.4%) 1 (16.7%) 
1. Not attending   3 (4.1%) 2 (33.3%) 
Total  74 (100%) 6 (100%) 
Mean * 3.5 2.5 

       * Based on scale from 1 to 4 with 1 indicative of not attending and 4 of regular attendance 
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Child Behavior Checklist (CBCL) Scores: 

 
Analyses were performed to determine differences in Internalizing and Externalizing CBCL scores 
from baseline, near the time of intake, to the last quarter of observation for year two to look at 
change in CBCL scores over time.  The outcomes for youth who had teams and youth who did not 
have teams are given in Table 22.2.  The baseline mean, the last quarter mean, and the mean 
amount of change, on average, are indicated.  
 

• The Internalizing scores of youth who had teams improved 4.4 points while the 
Internalizing scores of youth who did not have teams worsened by 0.9 of a point.   

 
• The Externalizing scores of youth who had teams improved 2.3 points while the 

Externalizing scores of youth who did not have teams remained constant.  
 
• Youth who had teams showed more improvement in terms of both Internalizing and 

Externalizing scores than youth who did not have teams. 
 

• Changes in both Internalizing and Externalizing scores of youth who had teams were 
statistically significant (p <.05). 

 
• Due to the small number of cases without teams, tests for significance could not be run 

either to look at differences in scores from baseline to the last quarter or to compare scores 
of youth with teams and without teams.  

 

 
       Table 22.2. Internalizing and Externalizing CBCL Scores, by Team, Year Two 

Although higher CBCL scores indicate children are functioning more poorly, when the 
mean of the last quarter is subtracted from the baseline mean, a minus change indicates 
scores got worse and positive change indicates improvement. 
       Have team  

 
Do not have team 

Score  n Base-
line 

Last 
Quarter

Change n Base- 
line 

Last 
Quarter 

Change 

Mean of 
Internalizing Score 
(n=78) 

72 68.8 64.4 4.4* 6 64.8 65.7 - 0.9 

Mean of 
Externalizing Score 
(n=78) 

72 72.2 69.9 2.3* 6 73.7 73.7 0 

      *Statistically significant change (p <.05) 
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Client Status Report (CSR) Outcomes:  Year Three 

 
 

Cases Matched with CSR Data 
 
 
Year three, all 124 cases were matched with CSR data for the last quarter of observation for that 
year.   
 
 
 
Family-Centered Outcomes:  Year Three 

 
 

Question 6:  Is there a difference in outcomes for children whose services are family-
centered and those whose services are not family-centered? 

 
As described for years one and two, criteria were established to determine degrees of family-
centeredness and a classification of family-centered services.  Year three, of 124 cases, 119 
(96%) were family-centered and five (4%) were not family-centered. 

 
 

 
Residential Status: 

 
Per Table 18.3, year three, all 124 children were residing in family homes.  
 

  
                           Table 18.3. Residential Status, Year Three (n/%) 

Residential 
Status 

Family 
Centered 

n/% 

Not Family 
Centered 

n/% 
Family Home* 
 

119 (100) 5 (100) 

                         *Includes parents, relatives as primary caretakers, foster parents 
                                and independent living 
         
 

 
 
 

Law Enforcement Contact: 
 
Youth who received family-centered services did much better in terms of law enforcement contact 
than youth who received services that were not family-centered.  
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• Of the 119 children whose services were family-centered, 116 (97.5%) were without law 

enforcement.  Of the five children whose services were not family-centered, four (80%) 
were without law enforcement contact. 

 
• The mean number of contacts for youth whose services were family-centered was 0.14 

compared to the mean numbers of contacts for youth whose services were not family-
centered (0.20).  The difference between means is 0.06, or 6% of one contact. 

 
 

      Table 19.3 Law Enforcement Contact With Parent/Surrogate Parent, Year Three (n/%) 
Contacts Perfect 

 
n 

Partial 
 

n 

Family 
Centered 

n/% 

Not Family 
Centered 

n/% 
No contact 41 75 116 (97.5) 4 (80) 
One or more 
contact 

0 3 3 (2.5) 1 (20) 

Total 41 78 119 (100) 5 (100) 
Mean number of 
contacts* 

  0.14 0.20 

      *Difference in means is 0.06 of 6% of one contact.  
 
 
 
 
Academic Performance: 
 
 
Year three, children whose services were family-centered demonstrated considerably better 
academic performance than children whose services were not family-centered.    

 
• Of the 118 children whose services were family-centered, 107 (90.7%) earned average or 

above average grades.  Of the five children whose services were not family-centered, four 
(80%) earned average or above average grades.  

 
• On a scale from 1 to 4, with 1 indicative of failing grades, 2 of below average, 3 of 

average, and 4 of above average grades (A or B), the mean score of children whose 
services were family-centered was 3.2, and the mean score of children whose services 
were not family-centered was 2.8. 

 
• Most of the children in this study did very well academically. 
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      Table 20.3. Academic Performance, Year Three (n/%) 

Grade Perfect 
 

n 

Partial 
 

n 

Family 
Centered 

n/% 

Not Family 
Centered 

n/% 
Average or 
above average 

38 69 107 (90.7) 4 (80) 

Failing or below 
average 

3 8 11 (9.3) 1 (20) 

Totals 41 77 118 5 (100) 
Means*   3.2 2.8 

      *Based on scale from 1 to 4, with 1 indicative of failing grades, 2 of below average,  
       3 of average, and 4 of above average (A or B)   

 
 
 
 
 

School Attendance:            
 
Year three, children whose services were family-centered did substantially better in terms of 
school attendance than those whose services were not family-centered. 

 
• Of the 119 children whose services were family-centered, 114 (95.8%) attended school 

regularly.  Of the five children whose services were not family-centered, two (40%) 
attended school regularly. 

 
• Based on a scale from 1 to 4, described in Table 21.3, children whose services were 

family-centered had a mean score of 3.9 compared to the mean score of 3.2 for children 
whose services were not family centered. 

 

        Table 21.3. School Attendance, Year Three (n/%) 
Attribute Perfect 

 
n 

Partial 
 

n 

Family 
Centered 

n/% 

Not Family 
Centered 

n/% 
4. Attends regularly 39 75 114 (95.8) 2 (40) 
3. Attends more often 
than not 

2 2 4 (3.4) 2 (40) 

2. Attends infrequently 0 1 1 (0.8) 1 (20) 
1. Not attending 0 0 0 (0) 0 (0) 
Totals 41 78 119 (100) 5 (100) 
Mean Score*   3.9 3.2 

            *Based on scale from 1 to 4 with 1 indicative of not attending and 4 of regular attendance   
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Child Behavior Check List (CBCL) Scores: 

 
Analyses were performed to determine differences in Internalizing and Externalizing CBCL scores 
from baseline, near the time of intake, to the last quarter of observation for year three to look at 
change in CBCL scores over time.  The outcomes for youth whose services were family-centered 
and youth whose services were not family-centered are differentiated on Table 22.3.  The baseline 
mean, the last quarter mean, and the mean amount of change, on average, are given.  
                            

• The Internalizing scores of youth who received family-centered services improved 4.9 
points while the Internalizing scores of youth who received services that were not family-
centered improved by 1.0 point. 

 
• The Externalizing scores of youth who received family-centered services improved 4.2 

points while the Externalizing scores of youth who received services that were not family-
centered worsened by 0.8 of a point.  

 
• Youth who received family-centered services did much better than youth who did not 

receive family-centered services in terms of both Internalizing and Externalizing CBCL 
scores. 

 
• Changes in both Internalizing and Externalizing scores of youth who received family-

centered services from baseline to the last quarter of observation were statistically 
significant (p <.05).    

 
• Due to the small number cases that were not family-centered, tests for significance could 

not be run to either look at differences between scores from baseline to the last quarter or 
to compare family-centered cases with cases that were not family-centered.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 134



Table 22.3. Internalizing and Externalizing CBCL Scores, Family-Centered, Year Three 
Although increased CBCL scores indicate children are doing more poorly, when subtracting the 
last quarter mean from the baseline mean, a minus change indicates scores got worse and a positive 
change indicates improvement. 
 Perfectly Family-Centered Partially Family-Centered 

Score n Base-
line 

Last 
Quarter 

Change n Base- 
line 

Last 
Quarter

Change
 

Mean of Internalizing 
Score (n = 124) 
 

41 66.9 60.5 6.4 78 65.6 61.4 4.2 

Mean of 
Externalizing Score 
(n = 124) 
 

41 70.9 65.9 5.0 78 68.8 65.1 3.7 

 

 Family-Centered  Not Family-Centered 

Score n 
 

Base- 
line 

Last 
Quarter
 

Change n Base- 
  line 
 

Last 
Quarter
 

Change
 
 

Mean of Internalizing  
Score (124) 
 

119 66.0 61.1 4.9* 5 58.8 57.8 1.0 

Mean of Externalizing
Score (124) 
 

119 69.5 65.3 4.2* 5 64.0 64.8 - 0.8 

*Statistically significant change (p <.05) 
 
 

 
 
 

 
Wraparound Outcomes: Year Three 
 
 
 Question 7:  Is there a difference in outcomes for children who have wraparound 
teams and those who do not?  
 

 
Residential Status: 
 
Per table 18.3, during the last quarter of observation for year three, all 124 children were residing 
in family homes, five of whom were living with relatives and eight of whom were living with 
foster families. 
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                  Table 18.3. Residential Status, Year Three (n/%) 

Residential 
Status 

Have team 
n/% 

Do not have 
team 
n/% 

Family Home* 
 

113 (100)* 11 (100)* 

                  *Includes parents, relatives as primary caretakers, foster parents 
                         and independent living 

 
 
 
 

Law Enforcement Contact: 
 
 
Year three, youth with teams had better outcomes on law enforcement contact than youth without 
teams. 

 
• Of the 113 children who had teams, 110 (97.3%) were without law enforcement contact.  

Of the 11 children who did not have teams, 10 (90.9%) were without law enforcement 
contact. 

 
• Youth who had teams had less law enforcement contact (mean = 0.24) than youth who did 

not have teams (mean = 0.67).  The difference between means was small at 0.43, or 43% 
of one contact. 

 
 

      Table 19.3. Law Enforcement Contact With Parent/Surrogate Parent, Year Three (n/%) 
Contacts Have team 

n/% 
Do not have team 

n/% 
No contact 110 (97.3) 10 (90.9) 
One or more contact 3 (2.7) 1 (10.1) 
Total 113 (100) 11 (100) 
Mean number of contacts* 0.24 0.67 

      *Difference in means is 0.43, or 43% of one contact  
 
 
 
 
Academic Performance: 
 
Year three, children who had teams demonstrated noticeably better academic performance than 
children who did not have teams.   
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• Of the 113 children with teams, 103 (91.2%) earned average or above average grades.  Of 
the ten children who did not have teams, eight (80%) earned averages or above average 
grades.    

 
• Based on a scale from 1 to 4, with 1 indicative of failing grades, 2 of below average, 3 or 

average and 4 of above average (A or B), the mean score of children who had teams was 
3.2, and the mean score of children who did not have teams was 3.1. 

 
• Most of these children demonstrated commendable academic performance. 

 
 

        Table 20.3. Academic Performance, Year Three (n/%) 
Attribute Have team 

 
n/% 

Do not have team 
 

n/% 
Average or above average 103 (91.2) 8 (80.0%) 
Failing or below average 10 (8.8%) 2 (20.0%) 
Totals 113 10 
Means* 3.2 3.1 

          *Based on scale from 1 to 4, with 1 indicative of failing grades, 2 of below  
            average, 3 of average, and 4 of above average (A or B) 

         
 
 
School Attendance:            
 
Children who had teams did considerably better in terms of school attendance than those who did 
not have teams.  
 

• Of the 113 children who had teams, 108 (95.6%) attended school regularly.  Of the 11 
children who did not have teams, eight (72.7%) attended school regularly. 

 
• Based on a scale from 1 to 4, described in Table 21.3, the mean score of children with 

teams was 3.9 compared to the mean score of 3.5 for children without teams.   
 
 
           Table 21.3. School Attendance, Year Three (n/%) 

Attribute Have teams 
 

n/% 

Do not have teams 
 

n/% 
4. Attends regularly 108 (95.6%) 8 (72.7%) 
3. Attends more often than not 5 (4.4%) 1 (9.1%) 
2. Attends infrequently 0 (0%) 2 (18.2%) 
1. Not attending 0 (0%)  0 (0%) 
Totals 113 (100%) 11 (100%) 
Mean Score* 3.9 3.5 

            *Based on scale from 1 to 4 with 1 indicative of not attending and 4 of regular attendance   
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Child Behavior Check List (CBCL) Scores: 

 
Data were analyzed to determine the differences on Internalizing and Externalizing CBCL scores 
from baseline, near time of intake, to the last quarter of observation for year three to look at 
change over time. The differences for youth who had teams and those who did not are summarized 
in Table 22.3.  The mean baseline score, the mean last quarter score, and the mean amount of 
change, on average, are indicated.   

 
• The Internalizing scores of youth who had teams improved 5.0 points while the 

Internalizing scores of youth who did not have teams improved by 2.8 points.   
 
• The Externalizing scores of youth who had teams improved by 4.6 points while the 

Externalizing scores of youth who did not have teams worsened by 1.8 points.  
 
• Youth who had teams showed more improvement in terms of both Internalizing and 

Externalizing scores than youth who did not have teams. 
 

• The change in both Internalizing and Externalizing scores from baseline to the last quarter 
of observation for youth who had teams was statistically significant (p <.05). 

 
• Due to the small number of cases without teams, tests for significance could not be run to 

either look at differences in scores from baseline to the last quarter or to compare scores of 
youth who had teams with youth who did not have teams.  

 
 
     Table 22.3. Internalizing and Externalizing CBCL Scores, by Team ,Year Three 

Although higher CBCL scores indicate children are functioning more poorly, when the 
mean of the last quarter is subtracted from the baseline mean, a minus change 
indicates scores got worse and positive change indicates improvement. 
       Have team  

 
Do not have team 

  n Base
line 

Last 
Quarter

Change n Base
Line 

Last 
Quarter 

Change 

Mean of 
Internalizing 
Score (n=124) 

113 65.9 60.9 5.0* 11 64.1 61.3 2.8 

Mean of 
Externalizing 
Score (n=124) 

113 69.7 65.1 4.6* 11 65.5 67.3 -1.8 

      *Statistically significant change (p <.05)  
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