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BEST PRACTICES IN WRAPAROUND: EXECUTIVE SUMMARY
1
 

KU School of Social Welfare,  June, 2008 

 

Wraparound, also known as ―Individual Service Planning‖ (ISP), is an approach for serving young 

people and their families in a variety of community settings that has gained wide acceptance across 

the United States. This acceptance and the popularity of wraparound are related mostly to the core 

values it purports and to the positive experiences and perceptions of wraparound by families and 

professionals in the fields of mental health, child welfare, juvenile justice and special education. 

Although the term wraparound can denote a general approach characterized by flexible, 

comprehensive service delivery to help keep children and youth in the community, specific 

elements and processes that make for high quality wraparound services could be identified through 

the literature.  

 

Definition 

Led by a facilitator or ―resource coordinator,‖ wraparound is both a philosophy of care and a 

team-based planning process aiming to provide individualized, coordinated, and family-driven care 

to young people who are at risk of placement in institutional settings, and who experience 

emotional, behavioral, or mental health difficulties. The process requires that families, providers, 

and key members of the family’s social support network collaborate to build a plan that meets the 

needs of the child and family. Team members implement the plan, monitor progress, and make 

adjustments as necessary.  

 Core elements of wraparound have been defined as: (1) voice and choice for youth and 

family as active partners; (2) team-driven process; (3) community-based services; (4) cultural 

competence; (5) individualized and strength-based; (6) involving natural supports; (7) commitment 

to continuation of care; (8) collaboration of agencies; (9) flexible resources; (10) outcome-based 

services. 

 

Effectiveness  

                                                 
1
 To save space, the Executive Summary does not contain references. For references, please, see the main body of this 

report. 
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To date, empirical support for Wraparound’s effectiveness is still limited and frequently 

hampered by small sample sizes, lack of control groups, and a lack of measurement of program 

fidelity. Existing results lend some, though not yet strong, support for the effectiveness of 

wraparound. Several studies indicate that wraparound can lead to changes in areas such as 

emotional, academic and behavioral functioning, but it remains unclear if or to what extent 

wraparound is any more effective than other modalities. It also remains unknown if wraparound is 

differentially effective for particular subgroups of youths. Those who promote and implement 

wraparound face the dual challenge of further identifying, defining, and streamlining key 

components and processes while simultaneously maintaining wraparound’s key feature of flexibility 

for individualized planning.  

 

Current developments 

Though not itself considered ―evidence-based‖,  wraparound is considered a promising 

practice that can serve as a point of  convergence for various best practices, including EBPs.  

Recently, the National Wraparound Initiative has spurred increased efforts to further define and 

operationalize key components and processes. In addition, instruments and research about fidelity 

have become available and are likely to strengthen the knowledge base about wraparound. There is 

beginning evidence that links higher fidelity to better outcomes. Two main fidelity instruments are 

currently available: (1) The Wraparound Fidelity Index (WFI) designed to assesses adherence to 11 

core principles of wraparound; and (2) Wraparound Observation Form (WOF) designed to assess 

the fidelity of wraparound team meetings by an independent observer. 

 

Common challenges and recommendations  

 Creating conditions deemed necessary for high quality implementation on the team, 

organizational, and system levels: 

 Knowledge of and attention to team, organizational, and system level conditions identified 

as necessary, including the model of practice, collaboration and partnerships, capacity 

building/staffing, acquisition of services and supports, and accountability.   

 Wraparound is a complex process that centrally hinges on the skills of the resource 

coordinator who should have received pre-service training by national experts, and ongoing 

supervision and supports. 
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 Employing a full-time wraparound facilitator; and 

 holding team meetings in conjunction with other activities that involve team members 

 

 Involving natural supports 

 build trust before asking or expecting disclosure;  

 use visual tools like genograms; 

 use visual domains to discover supports (such as family and extended family, friends, 

emotional, safety, spiritual and faith, community, work and financial, residence and 

neighborhood, legal, school and education, medical, fun, and other); 

 prepare families for the inclusion of natural supports and take time to build a rationale  

 actively discuss feelings of shame as well as other feelings such as fears; 

 address issues of confidentiality 

 explore which potential sources of natural support could be restored  

 

 Building true partnerships with families 

 include parent advocates or family partners on the team who help coach, educate, negotiate, 

advocate etc. with and for the family. 

 

 Moving to family-centered, individualized planning 

 use of checklists to guide the process 

 enhance facilitator training on structures and strategies 

 provide structured supervision  

 partner with a university and include wraparound in graduate education 

 advocate for the team approach with resistant providers. 

While authors stopped short of this recommendation, it seems fitting with a family-centered 

approach to eventually move toward 

 training consumers to become resource coordinators themselves; 

 including consumers in the development of curricula for training; 

 including consumers in training activities for resource coordinators.  
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Report #22:  BEST PRACTICES IN WRAPAROUND 

KU School of Social Welfare, June, 2008 

Introduction 

Since its inception in the 1980s, the idea of ―wraparound‖ services has gained much appeal 

around the nation. Also referred to as ―Individualized Service Planning‖ (ISP), or in some cases 

―family networking,‖ ―child and family team planning,‖ or ―family-centered intensive case 

management,‖  an estimated 200,000 youth are served in wraparound each year (Bruns, Suter, et al., 

2006). According Bickman et al. (2003), 88 percent of states in the U.S. offer some form of 

wraparound services for children and adolescents who have, or are at risk of developing, severe 

emotional disorders (SED). Reports by the Surgeon General mention wraparound as a promising 

approach for delivering evidence-based practices more effectively (Bruns, Suter, Leverentz-Brady, 

2006; U. S. Department of Health and Human Services, 1999). At the same time there is 

considerable variation in how wraparound is understood or implemented. In fact, the term 

―wraparound‖ is often being used as short-hand for any flexible, comprehensive service delivery 

intended to help keep children and youth in the community (VanDenBerg, Bruns, & Burchard 2003; 

Malyasiak, 1998). While this variability is in part a typical, and perhaps necessary, feature of a 

model implemented in highly different community settings, existing literature offers insights into 

the specific elements and processes that make for high quality wraparound services.  

  

In the following, results of a national literature review are presented to clarify and 

summarize state of the art knowledge about wraparound.  To this end several databases (ERIC, 

Social Work Abstracts, PsycInfo, PubMed) as well as the internet were searched for reputable 

sources of information on the issue (published between 1998 and 2008).  Included is knowledge 

about ―best practices‖ in wraparound from three perspectives: the research perspective as reflected 

in empirical studies, professional knowledge and values, as well as consumer insights found in 

various sources. Sources deemed trustworthy and included in this review were peer-reviewed 

journals, conference proceedings, as well as publications issued by National Research and Training 

Centers. 

 

History 
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The original model and inspiration for the process of wraparound are based on the 

Kaleidoscope Program in Chicago that was founded in the 1970s by Karl Dennis. Wraparound as a 

specific program started in 1985 with the Alaska Youth Initiative, a collaborative effort of social, 

mental health, and education services, that successfully returned youth with complex needs from 

out-of-state institutions to the community.  Subsequent replication efforts of the wraparound process 

were then undertaken in the states of Washington and Vermont (Yoe, Santarcangelo, Atkins, & 

Burchard, 1996). In some form, the approach has since spread to many other states and countries. 

This growth was supported by national policy initiatives as well as by lawsuits, such as ―Willie M.,‖ 

which underscored the right to community-based treatment (VanDenBerg et al., 2003). Because of 

its family-centered, consumer-driven principles, advocacy and consumer groups such the Federation 

of Families for Children’s Mental Health and the National Mental Health Association (NAMI) 

support wraparound efforts. Wraparound has most often been implemented through community 

mental health settings but also through schools (Eber, Sugai, Smith, & Scott, 2002; Eber, & Nelson, 

1997).  

  

Definition 

Rather than being a treatment in and of itself, wraparound is best understood as a planning 

process and a philosophy of care. In their summary for the National Wraparound Initiative, Walker 

and Bruns (2007, p.1) define wraparound as follows: 

Wraparound is a team-based planning process intended to provide individualized, coordinated, 

family-driven care to meet the complex needs of children who are involved with several child- 

and family-serving systems (e.g. mental health, child welfare, juvenile justice, special 

education), who are at risk of placement in institutional settings, and who experience emotional, 

behavioral, or mental health difficulties. The wraparound process requires that families, 

providers, and key members of the family’s social support network collaborate to build a 

creative plan that responds to the particular needs of the child and family. Team members then 

implement the plan and continue to meet regularly to monitor progress and make adjustments to 

the plan as necessary. The team continues its work until members reach a consensus that a 

formal wraparound process is no longer needed. The values associated with wraparound require 

that the planning process itself, as well as the services and supports provided, should be 

individualized, family driven, culturally competent and community based. Additionally, the 

wraparound process should increase the ―natural support‖ available to a family by 
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strengthening interpersonal relationships and utilizing other resources that are available in the 

family’s network of social and community relationships. Finally, wraparound should be 

―strengths based,‖ helping the child and family to recognize, utilize, and build talents, assets, 

and positive capacities. 

 

Wraparound teams are led by a facilitator, also called ―resource coordinator,‖ whose caseloads 

typically range between four and six families at any given time. Resource coordinators are not 

providing direct clinical services and need only bachelor’s degrees but require specified training for 

their tasks. The quality of clinical services the child and family receive is therefore highly 

dependent on what is available and accessible within the local community system (Burns et al., 

2000). One of the key tasks of the resource coordinator is to ensure that the process reflects the core 

elements of wraparound philosophy. A consensus definition of core elements has evolved out of a 

meeting of wraparound experts in 1998 (see Table 1 below): 

Table 1:  

Core Elements of the Wraparound Philosophy  

(VanDenBerg et al., 2003, p. 5) 

 Voice and Choice:  The youth and family must be full and active partners at every level and in every 

activity of the wraparound process. 

 Youth and Family Team: The wraparound approach must be a team-driven process involving the 

family, child, natural supports, agencies, and community services working together to develop, 

implement, and evaluate the individualized plan. 

 Community-Based Services: Wraparound must be based in the community, with all efforts toward 

serving the identified youth in community residential and school settings. 

 Cultural Competence: The process must be culturally competent, building on the unique values, 

preferences, and strengths of children and families, and their communities. 

 Individualized and Strength-Based Services: Services and supports must be individualized and built on 

strengths, and must meet the needs of children and families across life domains to promote success, 

safety, and permanence in home, school, and community. 

 Natural Supports: Wraparound plans must include a balance of formal services and informal community 

and family supports. 

 Continuation of Care: There must be an unconditional commitment to serve children and their families. 

 Collaboration: Plans of care should be developed and implemented based on an interagency, 

community-based collaborative process. 

 Flexible Resources: Wraparound child and family teams must have flexible approaches and adequate and 

flexible funding. 

 Outcome-Based Services: Outcomes must be determined and measured for the system, for the program, 

and for the individual child and family. 
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Providers of Wraparound 

A study of 453 providers of community mental health services for children examined 

characteristics of providers who delivered wraparound and those who did not (Bruns, Walrath, & 

Sheehan, 2007). The sample consisted of mostly white/non-hispanic women, with a mean age of 40 

years, and about 10 years of experience. Compared to the non-wrap-provider group, more wrap-

providers worked in child welfare agencies and fewer in Juvenile Justice agencies. Sixty-three 

percent of wraparound providers described themselves as clinicians, social workers or 

psychologists. They were less likely to hold Master’s degrees, more likely to describe themselves as 

case managers (rather than therapists, counselors etc.), and were more likely to be employed by 

mental health centers. Typically, wrap-providers were trained recently and through their agencies. 

Few reported the use of manuals which authors attribute to the fact that wraparound manuals with 

more specific information have only recently become available. However, the authors also 

wondered if wraparound is perceived as more of a philosophy than specific procedures, which could 

in turn mean that respondents tend to overestimate ―full implementation‖ of their wraparound 

efforts. 

 

Wraparound and Evidence-Based Practices and Programs 

 In a recent study of wraparound providers in community mental health settings, a 

surprisingly high number of respondents appeared rather unclear about what is or is not counted as 

an ―evidence-based practice‖ even though most reported that they are required to consider EBPs 

(Bruns, Walrath, & Sheehan, 2007). Many respondents wrongly conceived of wraparound itself as 

an evidence-based practice or treatment. While they were less familiar with existing EBPs than their 

non-wraparound colleagues, they were more familiar with and more convinced of the effectiveness 

of community-based services such as respite care.  

 The relationship between wraparound and Evidence-Based Practices and Programs (EBPs) 

is quite complex. Since wraparound is mainly a method for the individualized planning of treatment 

and coordination of care it is in its complexity and purpose more comparable to intensive client-

driven case management models than other treatment approaches typically included in lists of 

Evidence-Based Practices or Programs (Walker & Bruns, 2007). EBPs tend to be manualized and 

rely on providing highly similar services to all its participants. Somewhat in contrast, wraparound 

centers on individualizing the combination of services selected to be wrapped around a given youth. 
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Thus outcomes of wraparound depend to a significant extent on how successful a match was made 

between the individual youth and the most appropriate and effective services for his or her needs 

available in the community at the time. These selected services may very well include EBPs as they 

seem indicated. In fact, it has been suggested that wraparound is a promising approach to make 

EBPs accessible to youth with serious emotional and behavioral disorders. Therefore, authors of the 

study recommend increased efforts to familiarize current and future practitioners with wraparound 

as a possible point of convergence but -- at least to date -- not itself an EBP (Bruns, Walrath, & 

Sheehan, 2007).  

  

Effectiveness of Wraparound 

As is true for many community-based approaches in children’s mental health to date, the conceptual 

development of wraparound and its support by professionals and consumers has progressed farther 

than the empirical base for its effectiveness. The National Wraparound Initiative, for instance, 

suggests that treatment planning through a wraparound process is likely to be more effective 

because it leads to better treatment acceptability and engagement of families and youth, higher 

agreement about treatment goals, etc. which in turn could result in increased optimism, self-

efficacy, social support, coping skills and so forth (Walker & Bruns, 2007). However, empirical 

evidence for the effectiveness of wraparound is only growing slowly.  

To date, empirical studies are still few in numbers and frequently limited by small sample 

sizes, lack of control groups, and a lack of measurement for fidelity. Existing results lend some, 

though not yet strong, support for the effectiveness of wraparound. While some researchers indicate 

that wraparound leads to substantial, persistent changes in areas such as emotional, academic and 

behavioral functioning (Eber & Nelson, 1997; Myaard, Crawford, Jackson, & Alessi, 2000), others 

have been more cautious in their interpretations (Bickman, 2003). It remains unknown if 

wraparound is differentially effective for particular subgroups of youths (Stambaugh et al., 2007). 

 

Only three studies on effectiveness, published during the past 10 years, employed 

experimental designs, and two of these are rather dated. In addition, several quasi-experimental 

studies have been conducted and tend to show favorable outcomes for wraparound. In the 

following, studies are roughly grouped by the field in which the intervention was conducted.  
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Child Welfare 

The most frequently cited study in support of wraparound was conducted by Clark, Prange, 

Stewart, McDonald, and Boyd (1998). Their experimental study involved 131 (n) youth in child 

welfare custody in Florida. Outcomes for the 54 youth in wraparound (vs. 77 in standard practice 

foster care) were measured in 6 months intervals up to 3.5 years and included placement setting, 

runaway status, incarceration, school performance, and behavioral functioning. Results for youth in 

wraparound indicated moderately better outcomes, namely significantly fewer changes in 

placement, fewer days on runaway, and fewer days incarcerated (for a subset of youths). Older 

youths were more likely to be in a permanency plan at follow-up. However, these differences in 

outcomes seemed limited to male youth with externalizing problems.  No differences were found on 

rate of placement changes, days absent or suspended from school, or on internalizing problems. 

Therefore, authors cautiously concluded that the approach seemed to hold some promise.  

 

A quasi-experimental, matched comparison study evaluated outcomes for youth in child 

welfare in Nevada (Bruns, Rast, Walker, Peterson, & Bosworth, 2006; Peterson, Gruner, Earnest, 

Rast, & Abi-Karam, 2004). The 33 wraparound youth were matched on age, sex, race, current 

residential placement, and severity of mental health problems to 32 youth receiving treatment as 

usual. Results after 18 months show greater improvements for wraparound group for less restrictive 

placement and higher rate of family care, school attendance school discipline, and grade point 

averages. CAFAS scores decreased significantly across all data collection intervals.  

 

Juvenile Justice 

A more recent experimental study (Carney & Buttell, 2003) involved 141 (n) ―at risk‖ and  

adjudicated youth in Ohio. The mostly male (62%) sample included 48% African Americans , and 

51% Caucasians, of which 73 were assigned to wraparound and 68 to conventional services. Results 

show no significant differences in the number of criminal offenses. Still, authors found that 

wraparound service recipients engaged in more prosocial behaviors in that they showed better 

results than the control group for school outcomes (missing school unexcused, getting expelled or 

suspended), running away from home, or getting picked up by the police. On the other hand, control 

group youth were more likely to have a job. Aside from the sample size, the study was limited by 

the fact that fidelity to wraparound model was not assessed. The authors acknowledge that 
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wraparound teams involved fewer non-professionals than models that had been deemed successful 

in mental health fields. 

 

One quasi-experimental study involved mostly male Caucasian youth in juvenile justice who 

received mental health services (Pullmann et al., 2006). For more than two years recidivism for 110 

youth in wraparound and 98 in conventional services was tracked. The comparison group was a 

historical comparison of juvenile delinquents who had  received traditional mental health services 

prior to the implementation of the Connections program. Results show positive outcomes for youths 

in the wraparound group who avoided recidivism three times longer than their peers. While all 

youth in the comparison group served juvenile detention, only 72% of youth in the wraparound 

program did so and they did so significantly less frequently.  Similar results were found in a study 

of mostly male African-American youth in juvenile justice who participated in wraparound in 

Milwaukee (Kamradt, 2000). Here, a review of records found a reduction in inpatient or residential 

days, better CAFAS scores and lower reoffense rates. However, the latter study lacked any 

comparison group. 

 

Finally, strong positive results are reported in a small multiple case study (Myaard, 

Crawford, Jackson, & Alessi, 2000) involving four (n) adjudicated Caucasian boys, ages 14-16, in 

rural Michigan. Participants began receiving wraparound after 12, 15, 19, and 22 weeks, 

respectively. Compared to their baseline three youth improved immediately following the 

introduction of wraparound on all five behavioral outcomes (compliance, peer interactions, physical 

aggression, alcohol and drug use, and extreme verbal abuse). One youth had no marked problems in 

several baseline areas and maintained his good standing after receiving wraparound. 

 

Mental Health 

An experimental study (Evans, Armstrong, Kuppinger, Huz, & McNulty, 1998) involved 

youths referred to out-of-home placements for serious mental health problems in the state of New 

York.  Of these youth, 27 were randomly assigned to family centered intensive case management 

(wraparound) while 15 were served in treatment foster care. Results for behavioral and mood 

functioning were better for the wraparound program. However, there were no differences for 

internalizing and externalizing behavior problems, family cohesiveness, or self-esteem. The study 
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was hampered by its small sample size, and a loss of data on many of the outcome measures 

(leading to low statistical power). 

 

An retrospective evaluation of wraparound services in community mental health centers in 

the state of Kansas (Barfield, Chamberlain, & Corrigan, 2005) reviewed 331 (n) records of three 

cohorts of wraparound participants and matched them to existing data on client outcomes and 

satisfaction. A number records could not be matched to outcomes, and fidelity of wraparound 

implementation varied. Thus results should be interpreted cautiously. Researchers found that youth 

in wraparound had less contact with law enforcement, significantly better outcomes on academic 

performance and school attendance, and showed better results internalizing and externalizing CBCL 

scores than for children without wraparound teams. No differences were found for residential status. 

 

Preliminary outcomes of a quasi-experimental study of the Dawn Project are reported by 

Anderson, Wright, Kooreman, Mohr, and Russell (2003). The project in Indiana serves youth from 

various fields including child welfare, mental health, and juvenile justice. Results for the mostly 

male sample (56% African-American, ages 5-17) showed success in reducing impairment of youth 

and adolescents after one year. Results for residential living were mixed. The study included a total 

of 467 youth but relied on record review as data sources, and sample sizes vary considerably for 

different measures. 

 

Comparisons Studies of Wraparound with Other Specific Models 

Only few studies thus far have directly compared wraparound with other specific treatments. 

These studies show mixed results for the effectiveness of wraparound which tended to result in 

more (often longer) services but not always in better outcomes than comparison treatments. 

However, all but one of these analyses suffer from a lack of fidelity control. 

The only comparison study that employed a fidelity measure was conducted by independent 

researchers, and compared outcomes for 320 youth (ages 4-17) with SED who received either 

wraparound, Multi-Systemic Therapy (MST), or combined treatment at a community mental health 

center in  rural and frontier areas of Nebraska (Stambaugh, Mustillo, Burns, Stephens, Baxter, 

Edwards, & DeKraai, 2007). The mostly male (73%), white (90%) participants formed non-

equivalent groups and differed at baseline in that wraparound youth were younger, more likely 
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male, more often referred from education, and had more internalizing difficulties. Externalizing 

scores were equal for the two groups. Measures taken in six months intervals up to 18 months 

included a fidelity measure (the WFI, for more details see below), along with CBCL, CAFAS, and a 

―Multisector Service Contact‖ questionnaire. Results indicate improvements in symptoms and 

functioning for all groups, but the MST-only group showed more and quicker improvements for 

symptoms. In addition, more MST youth moved out of the clinical impairment range than youth in 

the wraparound-only group. Wraparound youth used more services but did not show more positive 

results. The authors acknowledge that wraparound is more difficult to study because it is highly 

individualized; therefore, some youth in this group may have received more treatments than others. 

Overall, needs for all youth, including MST recipients, remained high. This was true especially for 

youth in the ―combined treatment‖ group who had also shown the highest need at baseline. 

Generally, youth from poor families fared worse than their peers, and multiple changes in 

placements were predictive of decreased functioning. 

 

Cost Effectiveness Studies 

Brown and Loughlin (2004) explored cost and satisfaction data for 247 (n) families from 

Ontario, Canada, who participated in wraparound or matched comparison groups. Results showed 

no statistically significant differences or improvements in functioning but wraparound families 

perceived greater impact and satisfaction with services. A clear difference emerged for the average 

of per diem out-of-home costs. While children in the wraparound group spent about the same 

amount of time in out-of home care as the control group, their out-of-home costs were two-thirds 

less expensive because they spent more time in foster care and group homes, whereas the control 

group children spent more time in residential treatment and young offenders’ facilities. 

 

Bickman, Smith, Lambert, and Andrade (2003) conducted a longitudinal quasi-experimental 

study to evaluate the cost effectiveness of a demonstration wraparound mental health service system 

for youth ages 4-16. Their sample of 111 (n) youth was comprised of 58% male, 72% white, most 

from rural areas, and most with a major depressive disorder. Across 48 months the treatment groups 

(71 (n) in the wraparound, and 40 (n) in the treatment as ususal comparison group), were compared 

as to service utilization, continuity of care, child and family functioning, and costs. The 

experimental condition allowed for provision of more ―nontraditional‖ mental health services, 
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including psychiatric in-home services, respite, therapeutic foster and group homes, and crisis 

stabilization in group homes, and other additional nontraditional services when approved. The 

wraparound program was supported and facilitated by a Clinical Management 

Committee, Care Managers, and Case Managers who worked as direct resource coordinators with 

families. To be eligible, referred youth had to meet utilization and health management criteria 

required by the Department of Defense as well as clinical criteria. Excluded from participation were 

cases deemed ―not amenable to treatment‖, for instance, youth with a persistent history of illicit 

drug use despite appropriate treatment; those with persistent patterns of antisocial behaviors unless 

they appeared to be the result of a treatable mental disorder; or those with a developmental or 

cognitive disorder. The most frequent reason for exclusion was, however, a parent’s failure to 

respond when offered the opportunity for participation.  

Both groups showed some improvement on some measures. There were no differences 

between the groups in functioning, symptoms, life satisfaction, positive functioning, or sentinel 

events. Still, children in the wraparound group received better continuity of care including 

additional case management, in-home treatment, and other nontraditional services, fewer days of 

residential treatment but no difference in hospital days. The authors conclude that it is not clear that 

the introduction of a case manager, the provision of services in the home, and other features of 

wraparound directly affects treatment. In terms of cost, wraparound was more expensive. On 

average, costs for youth in the comparison group were 42% lower than for a typical wraparound 

child. More than two thirds of the additional costs accrued due to more nonrestrictive nontraditional 

services such as case management and in-home treatment immediately before and/or after more 

restrictive placements, and 31% of additional spending went to traditional and more restrictive 

services (like hospitalization, residential treatment, outpatient, family and group therapy, etc). For 

the comparison group, 82% of the total expenses were for residential treatment and hospitalization 

services (18% for other traditional services). The major limitation of this study centers on the issue 

of fidelity. The quality of wraparound treatment in this study remains unclear, since authors found 

no evidence that the content or the quality of services delivered in the wraparound groups were 

different from the comparison groups, or included the important defining elements of a wraparound 

program. 
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Fidelity Measures and Studies 

As is evident in the limitations of existing studies, fidelity of wraparound implementation is among 

the main barriers to reaching a stronger empirical base. While basic wraparound elements have been 

defined, conceptualizations still lack specificity as to how many of these elements must be present, 

to what extent and of which quality they must be implemented (Bickman et al., 2003). As John 

VanDenBerg (2003), one of the original founders of the wraparound program, points out: 

It is essential that best practices and standards for the full wraparound process are 

developed and followed with high fidelity. Then, and only then, will wraparound consistently 

live up to its potential to make meaningful improvements in the lives of children with 

complex needs and their families. (VanDenBerg et al., 2003, p. 7) 

 

In response to these challenges, the National Wraparound Initiative (NWI) 

(http://www.rtc.pdx.edu/nwi/index.htm) was formed in 2003 and has set out to further define and 

operationalize the various ingredients and processes essential for successful implementation and 

practice of wraparound. These efforts are bearing first results. The recent focus in wraparound 

research has clearly shifted to studies and publications about implementation and fidelity.  

 

Currently, two main instruments to measure fidelity (i.e. the degree to which a program is 

implemented as intended) have been tested and used in several studies: 

1) The Wraparound Fidelity Index (WFI, Bruns, & Sather, 2008; Bruns, Suter, & 

Leverentz-Brady, 2006) is likely the most commonly used fidelity tool to date. The WFI consists of 

structured interviews designed to assesses adherence to 11 core principles of wraparound through 

brief interviews with caregivers, team members, youths, and wraparound facilitators. The WFI has 

now been pilot tested in its 4
th

 version. Organized according to the four phases of wraparound, the 

WFI contains 40 items (rated 0=low fidelity to 2 =high fidelity) on each of the caregiver, facilitator, 

and team member forms, and 32 items on the youth form. Earlier versions (WFI-2) already showed 

adequate test-retest reliability (.68 to .78), interrater agreement, and internal consistency (alphas 

ranging from .78 to .90). According to Bruns et al. (2006) the WFI-4 has improved some of the 

psychometric characteristics over previous versions. 

In addition, researchers have developed the WFI-Program Administrator form (WFI-PA, 

Bruns et al., 2006) to assess the presence of supports on administrative and system levels. Based on 
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theory and research of organizational processes and program implementation, items on the WFI-PA 

are designed to reflect indicators of conditions thought to allow for high-quality service delivery. 

 

2) The Wraparound Observation Form-2 (WOF-2, Nordness & Epstein, 2003) is an 

observation tool designed to assess the fidelity of wraparound team meetings (but not 

implementation of plans) by an independent observer. It consists of 48 items that measure eight core 

characteristics or wraparound (community-based, unconditional care, individualized, measurable 

outcomes, family-driven, management of team meeting, interagency collaboration, care 

coordinator). In a study to examine the interobserver agreement, observations of 30 family planning 

meetings resulted in a mean percentage agreement of 96.7% (range 83.3– 100%) across all items 

(the average kappa statistic was 0.886). On the basis of these results, the authors deemed the WOF-

2 a reliable instrument. The WOF does not measure cultural competence, nor the specific 

competence with which planning meetings are held. 

Using the WOF-2, two studies assessed the fidelity of team meetings in mental health and 

school settings, respectively (Epstein, et al. 2003; Epstein et al., 2005).  Education (86%) and family 

(83%) were most often discussed by teams while cultural (10%) and substance abuse (15%) issues 

were last on the list. Families were consistently provided with information, strength-based 

assessments were standard services, as was treating families as active partners. Meetings were held 

predominantly at the office (44%), followed by the family's home (22%), and school (22%). On 

average 5.4 people participated in meetings, and at least one parent was present at almost all 

meetings (89%). Therapists were the most frequent professional participants (38%) while the most 

frequent informal support was a family friend (15%). Interagency collaboration was demonstrated 

in that professionals from other agencies attended 81% of meetings. Least present, however, were 

extended family supports (9% of meetings) and informal supports (33% of meetings).  An analysis 

of school-based wraparound in Nebraska (Epstein et al., 2005) found widely comparable results 

with the not surprising exception that more meetings were held in school settings.  

 

Relationship of Fidelity to Outcomes  

Four studies specifically examined the link between fidelity and outcomes in wraparound, 

and show mixed results. An early study of 28 mostly male Caucasian children and adolescents (4-17 

years) in rural central Pennsylvania (Della Toffalo, 2000) investigated the link between outcomes 
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and treatment fidelity which was defined as the percentage of service hours prescribed vs. received 

(integrity metric). While behavior ratings significantly improved over time, a regression analyses 

did not find a significant effect for treatment fidelity as measured here.  

An experimental study using the WFO assessed fidelity and found that adherence to 

wraparound principles was uniformly high but did not show impact on outcomes (Ogles et al., 

2006). Existing variations in outcomes were independent of adherence. In fact, the high degree of 

consistency provided very little variability that could have been correlated with outcomes.  

In contrast, a study using the WFI with mostly male Caucasian youth (n=36) in the rural 

Midwest (Bruns, Suter, Force, & Burchard, 2005) found fidelity predictive for child behavioral 

strengths and caregivers’ perception of the child’s progress. Most outcomes were linked to fidelity 

in the expected direction though not all were statistically significant. Resource facilitator 

assessments were more strongly associated with the outcomes than those of caregivers. Notably, the 

study lacked sufficient data from youth ratings. 

 Finally, a research report for wraparound services in Kansas (Barfield, Chamberlain, & 

Corrigan, 2005) assessed fidelity and quality of wraparound in a three-year, state-wide study of 377 

children (ages four to 18 years) served in community mental health centers. Researchers held focus 

groups with family members, direct service staff, as well as administrative staff. In addition they 

randomly selected client records for reviews, and used existing outcome data to determine if fidelity 

and outcomes correlated. The vast majority of cases (89.4%) were deemed to have been family-

centered and strengths based while only 40 cases (10.6%) were classified as not family-centered. 

Children whose services were family-centered showed significantly better outcomes for academic 

performance and school attendance. Also children with family-centered services improved 

significantly more on internalizing and externalizing CBCL scores. For children whose services 

were not family-centered internalizing CBCL scores actually worsened and externalizing CBCL 

scores improved only slightly. 

 

Practices and Processes 

Establishing fidelity while maintaining the necessary flexibility to individualize services is one of 

the key challenges when implementing wraparound. Other common challenges of the wraparound 

process include the need to collaborate with multiple systems and arriving at a single 

comprehensive plan. This plan does not only need to define how each agency will work with the 
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youth and family but it simultaneously has to satisfy the mandates of agencies, which often come 

with different missions, as well as reflect the priorities set forth by families (Bruns et al., 2006).  

Walker (in Erickson et al., 2003) has suggested the following model for effective 

wraparound processes and practices that link necessary input conditions to practices, team processes 

and outcomes. 

Model of Effective Wraparound (ISP) Processes and Practices 
(Walker in Erickson et al., 2003, p. 29) 
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Based on input from experts of the National Wraparound Initiative, Walker and Bruns 

(2006) have further defined four major phases and associated activities for the wraparound process 

(see Table 2.;  see Appendix A. for more detailed version) 

Table 2: Phases and Activities 
(Walker & Bruns, 2006) 

PHASE 1: Engagement and Team Preparation 
1.1. Orient the family and youth  

1.1 a. Orient the family and youth to wraparound 
1.1 b. Address legal and ethical issues  

1.2. Stabilize crises  
1.2 a. Ask family and youth about immediate crisis concerns  
1.2 b. Elicit information from agency representatives and potential team members about immediate 
crises or potential crises  
1.2 c. If immediate response is necessary, formulate a response for immediate intervention and/or 
stabilization  

1.3. Facilitate conversations with family and youth/child  
1.3 a. Explore strengths, needs, culture, and vision with child/youth and family.  
1.3 b. Facilitator prepares a summary document  

1.4. Engage other team members  
1.4 a. Solicit participation/orient team members  

1.5. Make necessary meeting arrangements  
1.5 a. Arrange meeting logistics  

 
PHASE 2: Initial Plan Development 
2.1. Develop an initial plan of care  

2.1 a. Determine ground rules  
2.1 b. Describe and document strengths  
2.1 c. Create team mission  
2.1 d. Describe and prioritize needs/goals  
2.1 e. Determine goals and associated outcomes and indicators for each goal  
2.1 f. Select strategies  
2.1 g. Assign action steps  

2.2. Develop crisis/safety plan  
2.2 a. Determine potential serious risks  
2.2 b. Create crisis/safety plan  

2.3. Complete necessary documentation and logistics 
2.3 a. Complete documentation and logistics  

 
PHASE 3: Implementation  
3.1. Implement the wraparound plan 

3.1 a. Implement action steps for each strategy  
3.1 b. Track progress on action steps  
3.1 c. Evaluate success of strategies  
3.1 d. Celebrate successes  

 
PHASE 4: Transition  
4.1. Plan for cessation of formal wraparound  

4.1 a. Create a transition plan  
4.1 b. Create a post-transition crisis management plan  
4.1 c. Modify wraparound process to reflect transition  
4.2. Create a “commencement”  
4.2 a. Document the team’s work  
4.2 b. Celebrate success  

4.3. Follow-up with the family  
4.3 a. Check in with family  
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Challenges and Recommendations 

 

In addition to these phases and activities, several studies and reports by professionals and 

consumers illuminate important challenges and recommendations for implementing high quality 

wraparound. 

 

Creating necessary conditions on organizational, community and system levels 

Ensuring support on organizational, community and system levels has been identified as 

crucial for successful wraparound implementation. Authors note a continued need to provide 

information about the wraparound concept and difficulties finding ways to promote the model in 

community venues. In addition, fiscal and legal constraints -- especially confidentiality--, 

bureaucratic rigidities, differences in system mandates, and paperwork requirements were identified 

as frequent barriers as are lack of flexible funds or lacking support of agency administrators 

(McGinty, McCammon, & Koeppen, 2001).  

Since wraparound is a complex process it centrally hinges on the skills of the resource 

coordinator who should have received pre-service training by national experts, and ongoing 

supervision and supports. Researchers in the Kansas study (Barfield et al. 2005) found that the 

wraparound process was most appropriately implemented in CMHCs which employed a full-time 

trained wraparound facilitator, and that team meetings were best attended when they were 

scheduled in conjunction with other activities that also necessitated team members to get together, 

such as meetings at schools or other appointments at mental health centers. 

An exploratory study found that the presence of supports on organization- and system-levels 

is associated with better adherence to the wraparound principles (Bruns, Suter, & Leverentz-Brady, 

2006). The study found considerable variability of supports on the system-level, like case loads 

ranging from 6-15, and turnover in the past year ranging from 13 to 50% Conditions on program 

and system levels like staffing patterns, training and supervision, degree of collaboration among 

agencies, or availability of funds were associated with the extent to which wraparound teams 

conformed to high-quality standards. (Table 3. provides a model of the recommended conditions 

necessary for high quality wraparound implementation.)  
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Table 3. Necessary Conditions of ISP Processes (Walker in Erickson et al., 2003, p. 32) 
 
 
 

 
 
 

 

TEAM LEVEL 
 

ORGANIZATIONAL LEVEL 
 

POLICY AND FUNDING CONTEXT 
(SYSTEM LEVEL) 

Practice model 

i. Team adheres to a practice 
model that promotes effective 
planning and the value base 
of ISP. 

Sub-conditions of practice 
model 1-7 

 

Practice model 

i. Lead agency provides training, supervision 
and support for a clearly defined practice 
model. 

ii. Lead agency demonstrates its commitment 
to the values of ISP. 

iii. Partner agencies support the core values 
underlying the team ISP process. 

Practice model 

i. Leaders in the policy and funding 
context actively support the ISP practice 
model. 

Collaboration/partnerships 

i. Appropriate people, 
prepared to make decisions 
and commitments, attend 
meetings and participate 
collaboratively. 

 

Collaboration/partnerships 

i. Lead and partner agencies collaborate 
around the plan and the team. 

ii. Lead agency supports team efforts to get 
necessary members to attend meetings and 
participate collaboratively. 

iii. Partner agencies support their workers as 
team members and empower them to make 
decisions. 

Collaboration/partnerships 

i. Policy and funding context encourages 
interagency cooperation around the 
team and the plan. 

ii. Leaders in the policy and funding 
context play a problem-solving role 
across service boundaries. 

 

Capacity building/staffing 

i. Team members capably 
perform their roles on the 
team. 

 

Capacity building/staffing 

i. Lead and partner agencies provide working 
conditions that enable high quality work and 
reduce burnout. 

Capacity building/staffing 

i. Policy and funding context supports 
development of the special skills needed 
for key roles on ISP teams. 

Acquiring 
services/supports 

i. Team is aware of a wide 
array of services and 
supports and their 
effectiveness. 

ii. Team identifies and 
develops family-specific 
natural supports. 

iii. Team designs and tailor 
services based on families' 
expressed needs. 

 

Acquiring services/supports 

i. Lead agency has clear policies and makes 
timely decisions regarding funding for costs 
required to meet families’ unique needs. 

ii. Lead agency encourages teams to develop 
plans based on child/family needs and 
strengths, rather than service fads or financial 
pressures. 

iii. Lead agency demonstrates its commitment 
to developing culturally competent community 
and natural services and supports. 

iv. Lead agency supports teams in effectively 
including community and natural supports. 

v. Lead agency demonstrates its commitment 
to developing an array of effective providers. 

Acquiring services/supports 

i. Policy and funding context grants 
autonomy and incentives to develop 
effective services and supports 
consistent with ISP practice model. 

ii. Policy and funding context supports 
fiscal policies that allow the flexibility 
needed by ISP teams. 

iii. Policy and funding context actively 
supports family and youth involvement in 
decision making. 

 

Accountability 

i. Team maintains 
documentation for continuous 
improvement and mutual 
accountability. 

Accountability 

i. Lead agency monitors adherence to the 
practice model,  implementation of plans, and 
cost and effectiveness. 

Accountability 

i. Documentation requirements meet the 
needs of policy makers, funders, and 
other stakeholders. 
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Involving natural supports 

How to involve natural supports is among the most frequently named challenges. Several 

studies of teams noted that teams were dominated by professionals (Walker & Schutte, 2005). 

While parents, youth and family advocates were largely in attendance, participation by other family 

members was infrequent, and other people representing the family’s natural support networks rarely 

participated. Less than 25% of teams had more than one natural support present at the meeting 

(Grosz, Schutte, & Walker, 2002). 

Parents’ perspectives and experiences of involving natural supports span a wide range. One 

parent expressed how useful natural supports were to her (Dalder & Gordon, 2006) and how she 

found the approach consistent with her family’s values, beliefs, and culture.  

I recognized that the idea of organizing natural supports to help Jason and me through the 

wraparound process felt comfortable, safe, and natural. Who better to provide support than 

those individuals whom we trust the most and who know us the best? Natural supports would be 

there with us over the long haul—professionals turnover and eventually go away—and natural 

supports would be more accessible. … Though there were many ups and downs, our team 

showed us persistent commitment, gave us much needed emotional and tangible support, and 

came up with many creative ideas we would have never thought of alone. (Dalder & Gordon, 

2006, p.30) 

 

However, another mother’s account speaks to the challenges of maintaining natural supports 

on the wraparound team (Rea, 2003). While this mother had initially been successful in rallying a 

large number of supporters, many of the natural supports withdrew from the team after 

several months ―either because of personal reasons, or because their beliefs about the nature of my 

son’s challenges were not compatible with mine. There were also personality conflicts among the 

natural supports that could not be resolved.‖ (Rea, 2003, p.15)  In addition, the mother identifies 

two challenges that impacted her son’s wraparound process negatively: services needed by the 

family did not exist, such as after school care for children with emotional and behavioral 

difficulties, and difficulties for all involved individuals and organizations to understand or commit 

to the values and theory of wraparound.  

Many of the agencies that we are involved with (including the schools) are unfamiliar with 

Wraparound… [and] seem reluctant to have a parent and a family directing their own 
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treatment. …[or] they do not appear to ―buy into‖ the belief that families are an integral 

and necessary component of the team. At the organizational level, agencies have forms, 

protocol, procedures, and power structures that work to discourage creative problem 

solving to address unique family challenges.… (Rea, 2003, p.16) 

 

Recommendations to increase the likelihood of successfully involving and maintaining natural 

supports include (Dalder, 2006):  

 build trust before asking or expecting disclosure; only when trust in the facilitator has 

developed are families are willing to disclose or engage natural supports. Asking 

prematurely about natural supports results in superficial or cautious responses and frequently 

to the facilitator’s false conclusion that the family does not have such supports; 

 use visual tools like genograms; 

 use visual domains to discover supports (such as family and extended family, friends, 

emotional, safety, spiritual and faith, community, work and financial, residence and 

neighborhood, legal, school and education, medical, fun, and other); 

 prepare families for the inclusion of natural supports on their teams;  

 take time to build a rationale for involving natural supports on the team to meet a specific 

need; 

 actively discuss feelings of shame as well as other feelings such as fears; 

 address issues of confidentiality, and define which information needs to be shared with team 

members to develop a meaningful plan; 

 explore which potential sources of natural support could be restored that are currently not 

accessible due to conflicts or having grown apart;  

 include family partners/ parent advocates to help families understand how natural supports 

can contribute to the overall success of their wraparound plan and helps the family identify 

supports they want to bring onto their team. 

For families who are truly isolated:  

 recruit surrogate natural supports through community organizations like churches, clubs, etc.;  

 recruit family-specific supports that aim at their strengths and interests and enhance their 

sense of owning the plan (tailored to their daily schedule, transportation requirements, and 

other specific conditions). 
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Building true partnerships 

Building true partnerships and gaining access to all the real players in families is another 

challenge, and not easily accomplished across frequent socioeconomic, ethnic, and racial 

differences. However, where true partnerships are developed, service plans are more practical and 

ecologically valid, in contrast to some experiences with office-based and expert-oriented models 

(McGinty, McCammon, & Koeppen, 2001). 

Recommendations for true partnership building center on including parent advocates or family 

partners on the team (McGinty, McCammon, & Koeppen, 2001). These family partners support 

families in various ways (Penn, & Osher, 2007): 

 coaching, educating, supporting and encouraging family members to use their own voice to 

express their views clearly and to make informed choices; 

 supporting an ongoing process of discovery of possible team members and helping families 

connect with individuals or agencies; 

 coaching and encouraging team members in the process of collaboration, and assisting the 

family to understand mandates and perspective of other team members; 

 explaining why the process centers on community-based living and services, providing 

information about supports, services, and placements available in their community, and helping 

families formulate questions; 

 recognizing and valuing differences among families, ethnic and cultural groups, and 

communities, helping guide discussions about cultural needs and make sure that a family’s own 

view of their culture is respected and reflected in the plan;  

 ensuring the plan is individualized to meet unique needs of the family and in line with their 

values, history, and traditions; 

 spending time in families’ homes and communities, observing coping strategies to help families 

and youth discover their strengths, and the strengths of their communities; 

 supporting hope, persistence, and creativity to find solutions in spite of difficulties;  

 ensuring that outcome indicators are not wholly driven by providers’ or systems’ goals for the 

family, and including the family’s definitions of success. 

Moving toward family-centered and individualized planning 

For many professionals moving from mere family involvement to family-centered or family-

driven work is challenging because the approach is at odds with common ways of working. The 
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challenge is magnified in teams where members are unfamiliar with wraparound values and 

principles or have different missions (McGinty, McCammon, & Koeppen, 2001). In a qualitative 

study (Grosz, Schutte, & Walker, 2002), teams expressed commitment to the values and principles 

of wraparound but felt under-trained and under-supported. They rarely articulated specific strategies 

that could be used during team meetings, and mentioned little concrete information on effective 

processes related to teamwork. Observations showed considerable variations in the quality of 

planning process and the degree of individualization of plans (Grosz, Schutte, & Walker, 2002; 

Walker & Schutte, 2005). Most teams struggled with structure and process of meetings, failed to 

consider multiple strategies or creative activities such as brainstorming to address needs (Walker, 

2004). While identifying strengths seemed comparatively easy, it appears far more difficult to know 

how to build those strengths and ecological supports into the intervention plans for various domains. 

Teams which used a plan were more successful in creating goals with associated outcomes, and 

higher quality planning was significantly associated with increased individualization of plans and 

with team member satisfaction with meeting productivity. 

Recommendations for more family-centered, individualized planning include (Grosz et al., 

2002; McGinty, et al., 2001; Walker & Schutte, 2005; Walker, 2004): 

 using of checklists or measures like the WFO to guide the process (see also Appendix B); 

 training facilitators through a combination of theory, demonstration, practice, feedback and 

coaching on structures and strategies (only this combination promises actual transfer into 

practice);  

 enhancing creativity in planning by broadening perspectives and generating multiple options 

 providing structured supervision through masters and doctoral level clinicians that addresses 

key wraparound processes such as goal setting; 

 partnering with a university that provides benefits like access to a library, sends practicum 

students etc.; 

 including wraparound in graduate education to increase the number of professionals who are 

educated for and committed to the approach;  

 advocating for the team approach with resistant providers by highlighting the benefit of 

being able to share responsibility with others. 

While authors stopped short of this recommendation, it seems fitting with a family-centered 

approach (Allen & Petr, 1998; Walter & Petr, 2000) to eventually move toward 
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 training consumers to become resource coordinators themselves; 

 including consumers in the development of curricula for training; 

 including consumers in training activities for resource coordinators.  

 

Conclusion 

 

Wraparound is a flourishing and growing approach for serving young people and their families in a 

variety of community settings. Its acceptance and popularity is currently rooted mostly in the values 

wraparound purports and positive experiences and perceptions of families and professionals. Those 

who promote and implement wraparound face the dual challenge of further identifying, defining, 

and streamlining key components and processes while simultaneously maintaining wraparound’s 

key feature of flexibility for individualized planning. Empirical support for its effectiveness is still 

limited but likely to grow with the increased efforts to operationalize key components and 

processes, as well as with increased attention to fidelity.  

 
Resources 

 

The National Wraparound Initiative 

The Wraparound Process User’s Guide: A Handbook for Families. Portland, OR: National 

Wraparound Initiative, Research and Training Center on Family Support and Children’s Mental 

Health, Portland State University, www.rtc.pdx.edu/PDF/pbWraparound_Family_Guide.pdf 

 

National Research and Training Centers 

 Portland: Research and Training Center on Family Support and Children’s Mental Health, 

Portland State University, www.rtc.pdx.edu/ 

 Florida: Research and Training Center for Children’s Mental Health, University of South 

Florida, Louis de la Parte Mental Health Institute, www.rtckids.fmhi.usf.edu/ 
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Appendix A: Phases and Activities of the Wraparound Process 
 

Phase 1: ENGAGEMENT AND TEAM PREPARATION  
(Walker et al. 2004, pp. 5-15). 

  
MAJOR 
TASKS/Goals  

ACTIVITIES  NOTES  

PHASE 1: Engagement and team preparation  
During this phase, the groundwork for trust and shared vision among the family and wraparound team members is 
established, so people are prepared to come to meetings and collaborate. During this phase, the tone is set for 
teamwork and team interactions that are consistent with the wraparound principles, particularly through the initial 
conversations about strengths, needs, and culture. In addition, this phase provides an opportunity to begin to shift the 
family’s orientation to one in which they understand they are an integral part of the process and their preferences are 
prioritized. The activities of this phase should be completed relatively quickly (within 1-2 weeks if possible), so that the 
team can begin meeting and establish ownership of the process as quickly as possible.  

1.1. Orient the 
family and youth  
GOAL: To orient 
the family and 
youth to the 
wraparound 
process.  

1.1 a. Orient the family and youth to wraparound  
In face-to-face conversations, the facilitator explains 
the wraparound philosophy and process to family 
members and describes who will be involved and the 
nature of family and youth/child participation. 
Facilitator answers questions and addresses 
concerns. Facilitator describes alternatives to 
wraparound and asks family and youth if they choose 
to participate in wraparound. Facilitator describes 
types of supports available to family and youth as 
they participate on teams (e.g., family/youth may want 
coaching so they can feel more comfortable and/or 
effective in partnering with other team members).  

This orientation to wraparound should be 
brief and clear, and should avoid the use 
of jargon, so as not to overwhelm family 
members. At this stage, the focus is on 
providing enough information so that the 
family and youth can make an informed 
choice regarding participation in the 
wraparound process. For some families, 
alternatives to wraparound may be very 
limited and/or non-participation in 
wraparound may bring negative 
consequences (as when wraparound is 
court ordered); however, this does not 
prevent families/youth from making an 
informed choice to participate based on 
knowledge of the alternatives and/or the 
consequences of non-participation.  

1.1 b. Address legal and ethical issues  
Facilitator reviews all consent and release forms with 
the family and youth, answers questions, and explains 
options and their consequences. Facilitator discusses 
relevant legal and ethical issues (e.g., mandatory 
reporting), informs family of their rights, and obtains 
necessary consents and release forms before the first 
team meeting.  

Ethical and legal considerations will also 
need to be reviewed with the entire team 
as described in phase 2.  
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MAJOR TASKS/Goals  ACTIVITIES  NOTES  

1.2. Stabilize crises  
GOAL: To address 
pressing needs and 
concerns so that the 
family and team can give 
their attention to the 
wraparound process.  

1.2 a. Ask family and youth about 
immediate crisis concerns  
Facilitator elicits information from the family 
and youth about immediate safety issues, 
current crises, or crises that they anticipate 
might happen in the very near future. 
These may include crises stemming from a 
lack of basic needs (e.g., food, shelter, 
utilities such as heat or electricity).  

The goal of this activity is to quickly 
address the most pressing concerns. 
The whole team engages in 
proactive and future-oriented 
crisis/safety planning during phase 
2. As with other activities in this 
phase, the goal is to do no more 
than necessary prior to convening 
the team, so that the facilitator does 
not come to be viewed as the 
primary service provider and so that 
team as a whole can feel ownership 
for the plan and the process.  

1.2 b. Elicit information from agency 
representatives and potential team 
members about immediate crises or 
potential crises  
Facilitator elicits information from the 
referring source and other knowledgeable 
people about pressing crisis and safety 
concerns.  

Information about previous crises 
and their resolution can be useful in 
planning a response in 1.2.c.  

1.2 c. If immediate response is 
necessary, formulate a response for 
immediate intervention and/or 
stabilization  
Facilitator and family reach agreement 
about whether concerns require immediate 
attention and, if so, work to formulate a 
response that will provide immediate relief 
while also allowing the process of team 
building to move ahead.  

This response should describe clear, 
specific steps to accomplish 
stabilization.  

1.3. Facilitate 
conversations with 
family and youth/child  
GOAL: To explore 
individual and family 
strengths, needs, culture, 
and vision and to use 
these to develop a 
document that will serve 
as the starting point for 
planning.  

1.3 a. Explore strengths, needs, culture, 
and vision with child/youth and family.  
Facilitator meets with the youth/child and 
family to hear about their experiences; 
gather their perspective on their individual 
and collective strengths, needs, elements 
of culture, and long-term goals or vision; 
and learn about natural and formal 
supports. Facilitator helps family identify 
potential team members and asks family to 
talk about needs and preferences for 
meeting arrangements (location, time, 
supports needed such as child care, 
translation).  

This activity is used to develop 
information that will be presented to 
and augmented by the team in 
phase 2. Family members should be 
encouraged to consider these topics 
broadly.  
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MAJOR TASKS/Goals  ACTIVITIES  NOTES  

 1.3 b. Facilitator prepares a summary 
document  
Using the information from the initial 
conversations with family members, the 
facilitator prepares a strengths-based 
document that summarizes key information 
about individual family member strengths 
and strengths of the family unit, as well as 
needs, culture, and vision. The family then 
reviews and approves the summary. 

 

1.4. Engage other team 
members  
GOAL: To gain the 
participation of team 
members who care about 
and can aid the youth/child 
and family, and to set the 
stage for their active and 
collaborative participation on 
the team in a manner 
consistent with the 
wraparound principles 

1.4 a. Solicit participation/orient team 
members  
Facilitator, together with family members if 
they so choose, approaches potential team 
members identified by the youth and family. 
Facilitator describes the wraparound process 
and clarifies the potential role and 
responsibilities of this person on the team. 
Facilitator asks the potential team members 
if they will participate. If so, facilitator talks 
with them briefly to learn their perspectives 
on the family’s strengths and needs, and to 
learn about their needs and preferences for 
meeting. 

The youth and/or family may choose to 
invite potential team members 
themselves and/or to participate in this 
activity alongside the facilitator. It is 
important, however, not to burden 
family members by establishing (even 
inadvertently) the expectation that they 
will be primarily responsible for 
recruiting and orienting team members.  

1.5. Make necessary 
meeting arrangements  
GOAL: To ensure that the 
necessary procedures are 
undertaken for the team is 
prepared to begin an 
effective wraparound 
process.  

 1.5 a. Arrange meeting logistics  
Facilitator integrates information gathered 
from all sources to arrange meeting time and 
location and to assure the availability of 
necessary supports or adaptations such as 
translators or child care. Meeting time and 
location should be accessible and 
comfortable, especially for the family but also 
for other team members. Facilitator prepares 
materials—including the document 
summarizing family members’ individual and 
collective strengths, and their needs, culture, 
and vision—to be distributed to team 
members. 
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Phase 2: INITIAL PLAN DEVELOPMENT  
 

MAJOR 
TASKS/Goals 

ACTIVITIES NOTES 

PHASE 2: Initial plan development  
During this phase, team trust and mutual respect are built while the team creates an initial plan of care using a high-
quality planning process that reflects the wraparound principles. In particular, youth and family should feel, during this 
phase, that they are heard, that the needs chosen are ones they want to work on, and that the options chosen have a 
reasonable chance of helping them meet these needs. This phase should be completed during one or two meetings 
that take place within 1-2 weeks, a rapid time frame intended to promote team cohesion and shared responsibility 
toward achieving the team’s mission or overarching goal.  

2.1. Develop 
an initial plan 
of care  
GOAL: To 
create an initial 
plan of care 
using a high-
quality team 
process that 
elicits multiple 
perspectives 
and builds trust 
and shared 
vision among 
team members, 
while also 
being 
consistent with 
the wraparound 
principles  

2.1 a. Determine ground rules  
Facilitator guides team in a discussion of basic 
ground rules, elicits additional ground rules 
important to team members, and facilitates 
discussion of how these will operate during team 
meetings. At a minimum, this discussion should 
address legal and ethical issues—including 
confidentiality, mandatory reporting, and other 
legal requirements—and how to create a safe and 
blame-free environment for youth/family and all 
team members. Ground rules are recorded in 
team documentation and distributed to members.  

In this activity, the team members define their 
collective expectations for team interaction and 
collaboration. These expectations, as written 
into the ground rules, should reflect the 
principles of wraparound. For example, the 
principles stress that interactions should 
promote family and youth voice and choice and 
should reflect a strengths orientation. The 
principles also stress that important decisions 
are made within the team.  

2.1 b. Describe and document strengths  
Facilitator presents strengths from the summary 
document prepared during phase 1, and elicits 
feedback and additional strengths, including 
strengths of team members and community.  

While strengths are highlighted during this 
activity, the wraparound process features a 
strengths orientation throughout.  

2.1 c. Create team mission  
Facilitator reviews youth and family’s vision and 
leads team in setting a team mission, introducing 
idea that this is the overarching goal that will 
guide the team through phases and, ultimately, 
through transition from formal wraparound.  

The team mission is the collaboratively set, 
long-term goal that provides a one or two 
sentence summary of what the team is working 
towards.  

2.1 d. Describe and prioritize needs/goals  
Facilitator guides the team in reviewing needs 
and adding to list. The facilitator then guides the 
team in prioritizing a small number of needs that 
the youth, family, and team want to work on first, 
and that they feel will help the team achieve the 
mission. 

The elicitation and prioritization of needs is 
often viewed as one of the most crucial and 
difficult activities of the wraparound process. 
The team must ensure that needs are 
considered broadly, and that the prioritization of 
needs reflects youth and family views about 
what is most important. Needs are not services 
but rather broader statements related to the 
underlying conditions that, if addressed, will 
lead to the accomplishment of the mission.  
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MAJOR 
TASKS/Goals 

ACTIVITIES NOTES 

 2.1 e. Determine goals and associated 
outcomes and indicators for each goal  
Facilitator guides team in discussing a 
specific goal or outcome that will represent 
success in meeting each need that the 
team has chosen to work on. Facilitator 
guides the team in deciding how the 
outcome will be assessed, including 
specific indicators and how frequently they 
will be measured.  

Depending on the need being considered, multiple 
goals or outcomes may be determined. Similarly, for 
each goal or outcome determined by the team for 
measurement, multiple indicators may be chosen to 
be tracked by the team. However, the plan should 
not include so many goals, outcomes, or indicators 
that team members become overwhelmed or tracking 
of progress becomes difficult.  

 2.1 f. Select strategies  
Facilitator guides the team in a process to 
think in a creative and open-ended 
manner about strategies for meeting 
needs and achieving outcomes. The 
facilitator uses techniques for generating 
multiple options, which are then evaluated 
by considering the extent to which they are 
likely to be effective in helping reach the 
goal, outcome, or indicator associated with 
the need; the extent to which they are 
community based, the extent to which they 
build on/incorporate strengths; and the 
extent to which they are consistent with 
family culture and values. When 
evaluating more formal service and 
support options, facilitator aids team in 
acquiring information about and /or 
considering the evidence base for relevant 
options.  

This activity emphasizes creative problem solving, 
usually through brainstorming or other techniques, 
with the team considering the full range of available 
resources as they come up with strategies to meet 
needs and achieve outcomes. Importantly, this 
includes generating strategy options that extend 
beyond formal services and reach families through 
other avenues and time frames. These are frequently 
brainstormed by the team, with the youth and family 
and people representing their interpersonal and 
community connections being primary nominators of 
such supports. Finally, in order to best consider the 
evidence base for potential strategies or supports, it 
may be useful for a wraparound team or program to 
have access to and gain counsel from a point person 
who is well-informed on the evidence base.  

 2.1 g. Assign action steps  
Team assigns responsibility for 
undertaking action steps associated with 
each strategy to specific individuals and 
within a particular time frame 

Action steps are the separate small activities that are 
needed to put a strategy into place, for example, 
making a phone call, transporting a child, working 
with a family member, finding out more information, 
attending a support meeting, arranging an 
appointment. While all team members will not 
necessarily participate at the same level, all team 
members should be responsible for carrying out 
action steps. Care should be taken to ensure that 
individual team members, particularly the youth and 
family, are not overtaxed by the number of action 
steps they are assigned.  
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MAJOR TASKS/Goals ACTIVITIES NOTES 

2.2. Develop crisis/safety plan  
GOAL: To identify potential 
problems and crises, prioritize 
according to seriousness and 
likelihood of occurrence, and 
create an effective and well-
specified crisis prevention and 
response plan that is consistent 
with the wraparound principles. 
A more proactive safety plan 
may also be created.  

2.2 a. Determine potential serious 
risks  
Facilitator guides the team in a 
discussion of how to maintain the 
safety of all family members and 
things that could potentially go 
wrong, followed by a process of 
prioritization based on seriousness 
and likelihood of occurrence.  

Past crises, and the outcomes of 
strategies used to manage them, are 
often an important source of 
information in current crisis/safety 
planning.  

 2.2 b. Create crisis/safety plan  
In order of priority, the facilitator 
guides team in discussion of each 
serious risk identified. The 
discussion includes safety needs or 
concerns and potential crisis 
situations, including antecedents and 
associated strategies for preventing 
each potential type of crisis, as well 
as potential responses for each type 
of crisis. Specific roles and 
responsibilities are created for team 
members. This information is 
documented in a written crisis plan. 
Some teams may also undertake 
steps to create a separate safety 
plan, which specifies all the ways in 
which the wraparound plan 
addresses potential safety issues.  

One potential difficulty with this 
activity is the identification of a large 
number of crises or safety issues can 
mean that the crisis/safety plan “takes 
over” from the wraparound plan. The 
team thus needs to balance the need 
to address all risks that are deemed 
serious with the need to maintain 
focus on the larger wraparound plan 
as well as youth, family, and team 
strengths.  

2.3. Complete necessary 
documentation and logistics  

2.3 a. Complete documentation 
and logistics  
Facilitator guides team in setting 
meeting schedule and determining 
means of contacting team members 
and distributing documentation to 
team members  
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Phase 3 : IMPLEMENTATION 

 
MAJOR TASKS/Goals  ACTIVITIES  NOTES  

PHASE 3: Implementation  
During this phase, the initial wraparound plan is implemented, progress and successes are continually reviewed, 
and changes are made to the plan and then implemented, all while maintaining or building team cohesiveness and 
mutual respect. The activities of this phase are repeated until the team’s mission is achieved and formal wraparound 
is no longer needed.  

3.1. Implement the 
wraparound plan  
GOAL: To implement the 
initial plan of care, 
monitoring completion of 
action steps and 
strategies and their 
success in meeting need 
and achieving outcomes 
in a manner consistent 
with the wraparound 
principles.  

3.1 a. Implement action steps for 
each strategy  
For each strategy in the wraparound 
plan, team members undertake action 
steps for which they are responsible. 
Facilitator aids completion of action 
steps by checking in and following up 
with team members; educating 
providers and other system and 
community representatives about 
wraparound as needed; and identifying 
and obtaining necessary resources.  

The level of need for educating providers 
and other system and community 
representatives about wraparound varies 
considerably from one community to 
another. Where communities are new to the 
type of collaboration required by 
wraparound, getting provider “buy in” can be 
very difficult and time consuming for 
facilitators. Agencies implementing 
wraparound should be aware of these 
demands and be prepared to devote 
sufficient time, resources, and support to 
this need.  

3.1 b. Track progress on action steps  
Team monitors progress on the action 
steps for each strategy in the plan, 
tracking information about the 
timeliness of completion of 
responsibilities assigned to each team 
member, fidelity to the plan, and the 
completion of the requirements of any 
particular intervention.  

Using the timelines associated with the 
action steps, the team tracks progress. 
When steps do not occur, teams can profit 
from examining the reasons why not. For 
example, teams may find that the person 
responsible needs additional support or 
resources to carry out the action step, or, 
alternatively, that different actions are 
necessary.  

3.1 c. Evaluate success of strategies  
Using the outcomes/indicators 
associated with each need, the 
facilitator guides the team in evaluating 
whether selected strategies are helping 
team meet the youth and family’s 
needs. 

Evaluation should happen at regular 
intervals. Exactly how frequently may be 
determined by program policies and/or the 
nature of the needs/goals. The process of 
evaluation should also help the team 
maintain focus on the “big picture” defined 
by the team’s mission: Are these strategies, 
by meeting needs, helping achieve the 
mission? 

3.1. d. Celebrate successes  
The facilitator encourages the team to 
acknowledge and celebrate successes, 
such as when progress has been made 
on action steps, when outcomes or 
indicators of success have been 
achieved, or when positive events or 
achievements occur.  

Acknowledging success is one way of 
maintaining a focus on the strengths and 
capacity of the team and its members. 
Successes do not have to be “big”, nor do 
they necessarily have to result directly from 
the team plan. Some teams make 
recognition of “what’s gone right” a part of 
each meeting.  
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MAJOR TASKS/Goals  ACTIVITIES  NOTES  

3.2. Revisit and update 
the plan  
GOAL: To use a high 
quality team process to 
ensure that the 
wraparound plan is 
continually revisited and 
updated to respond to the 
successes of initial 
strategies and the need 
for new strategies.  

3.2. a. Consider new strategies as 
necessary  
When the team determines that strategies 
for meeting needs are not working, or 
when new needs are prioritized, the 
facilitator guides the team in a process of 
considering new strategies and action 
steps using the process described in 
activities 2.1.f and 2.1.g.  

Revising of the plan takes place in the 
context of the needs identified in 2.1.d. Since 
the needs are in turn connected to the 
mission, the mission helps to guide 
evaluation and plan revisions.  

3.3. Maintain/build team 
cohesiveness and trust  
GOAL: To maintain 
awareness of team 
members’ satisfaction with 
and “buy-in” to the 
process, and take steps to 
maintain or build team 
cohesiveness and trust.  

3.3 a. Maintain awareness of team 
members’ satisfaction and “buy-in”  
Facilitator makes use of available 
information (e.g., informal chats, team 
feedback, surveys—if available) to assess 
team members’ satisfaction with and 
commitment to the team process and 
plan, and shares this information with the 
team as appropriate. Facilitator welcomes 
and orients new team members who may 
be added to the team as the process 
unfolds.  

Many teams maintain formal or informal 
processes for addressing team member 
engagement or “buy in”, e.g. periodic surveys 
or an end-of-meeting wrap-up activity. In 
addition, youth and family members should 
be frequently consulted about their 
satisfaction with the team’s work and whether 
they believe it is achieving progress toward 
their long-term vision, especially after major 
strategizing sessions. In general, however, 
this focus on assessing the process of 
teamwork should not eclipse the overall 
evaluation that is keyed to meeting identified 
needs and achieving the team mission.  

 3.3 b. Address issues of team 
cohesiveness and trust  
Making use of available information, 
facilitator helps team maintain 
cohesiveness and satisfaction (e.g., by 
continually educating team members—
including new team members—about 
wraparound principles and activities, 
and/or by guiding team in procedures to 
understand and manage disagreement, 
conflict, or dissatisfaction).  

Teams will vary in the extent to which issues 
of cohesiveness and trust arise. Often, 
difficulties in this area arise from one or more 
team members’ perceptions that the team’s 
work—and/or the overall mission or needs 
being currently addressed—is not addressing 
the youth and family’s “real” needs. This 
points to the importance of careful work in 
deriving the needs and mission in the first 
place, since shared goals are essential to 
maintaining team cohesiveness over time.  

3.4. Complete necessary 
documentation and 
logistics  

3.4 a. Complete documentation and 
logistics  
Facilitator maintains/updates the plan and 
maintains and distributes meeting 
minutes. Team documentation should 
record completion of action steps, team 
attendance, use of formal and informal 
services and supports, and expenditures. 
Facilitator documents results of reviews of 
progress, successes, and changes to the 
team and plan. Facilitator guides team in 
revising meeting logistics as necessary 
and distributes documentation to team 
members.  

Team documentation should be kept current 
and updated, and should be distributed to 
and/or available to all team members in a 
timely fashion.  
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Phase 4: TRANSITION 

 
MAJOR TASKS/Goals  ACTIVITIES  NOTES  

PHASE 4: Transition  
During this phase, plans are made for a purposeful transition out of formal wraparound to a mix of formal and natural 
supports in the community (and, if appropriate, to services and supports in the adult system). The focus on transition is 
continual during the wraparound process, and the preparation for transition is apparent even during the initial 
engagement activities.  

4.1. Plan for cessation of 
formal wraparound  
GOAL: To plan a purposeful 
transition out of formal 
wraparound in a way that is 
consistent with the 
wraparound principles, and 
that supports the youth and 
family in maintaining the 
positive outcomes achieved 
in the wraparound process.  

4.1 a. Create a transition plan  
Facilitator guides the team in focusing on the 
transition from wraparound, reviewing 
strengths and needs and identifying services 
and supports to meet needs that will persist 
past formal wraparound.  

Preparation for transition begins early in 
the wraparound process, but intensifies as 
team meets needs and moves towards 
achieving the mission. While formal 
supports and services may be needed 
post-transition, the team is attentive to the 
need for developing a sustainable system 
of supports that is not dependent on 
formal wraparound. Teams may decide to 
continue wraparound—or a variation of 
wraparound—even after it is no longer 
being provided as a formal service.  

4.1 b. Create a post-transition crisis 
management plan  
Facilitator guides the team in creating post-
wraparound crisis management plan that 
includes action steps, specific 
responsibilities, and communication 
protocols. Planning may include rehearsing 
responses to crises and creating linkage to 
post-wraparound crisis resources.  

At this point in transition, youth and family 
members, together with their continuing 
supports, should have acquired skills and 
knowledge in how to manage crises. Post-
transition crisis management planning 
should acknowledge and capitalize on this 
increased knowledge and strengthened 
support system. This activity will likely 
include identification of access points and 
entitlements for formal services that may 
be used following formal wraparound.  

4.1 c. Modify wraparound process to 
reflect transition  
New members may be added to the team to 
reflect identified post-transition strategies, 
services, and supports. The team discusses 
responses to potential future situations, 
including crises, and negotiates the nature of 
each team member’s post-wraparound 
participation with the team/family. Formal 
wraparound team meetings reduce 
frequency and ultimately cease.  

Teams may continue to meet using a 
wraparound process (or other process or 
format) even after formal wraparound has 
ended. Should teamwork continue, family 
members and youth, or other supports, will 
likely take on some or all of the facilitation 
and coordination activities.  
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MAJOR TASKS/Goals  ACTIVITIES  NOTES  

4.2. Create a 
“commencement”  
GOAL: To ensure that the 
cessation of formal 
wraparound is conducted in 
a way that celebrates 
successes and frames 
transition proactively and 
positively.  

4.2 a. Document the team’s work  
Facilitator guides team in creating a 
document that describes the strengths of 
the youth/child, family, and team 
members, and lessons learned about 
strategies that worked well and those that 
did not work so well. Team participates in 
preparing/reviewing necessary final 
reports (e.g., to court or participating 
providers, where necessary)  

This creates a package of information that 
can be useful in the future.  

4.2 b. Celebrate success  
Facilitator encourages team to create 
and/or participate in a culturally 
appropriate “commencement” celebration 
that is meaningful to the youth/child, 
family, and team, and that recognizes their 
accomplishments.  

This activity may be considered optional. 
Youth/child and family should feel that 
they are ready to transition from formal 
wraparound, and it is important that 
“graduation” is not constructed by systems 
primarily as a way to get families out of 
services.  

4.3. Follow-up with the 
family  
GOAL: To ensure that the 
family is continuing to 
experience success after 
wraparound and to provide 
support if necessary.  

4.3 a. Check in with family  
Facilitator leads team in creating a 
procedure for checking in with the youth 
and family periodically after 
commencement. If new needs have 
emerged that require a formal response, 
facilitator and/or other team members may 
aid the family in accessing appropriate 
services, possibly including a reconvening 
of the wraparound team.  

The check-in procedure can be done 
impersonally (e.g., through 
questionnaires) or through contact 
initiated at agreed-upon intervals either by 
the youth or family, or by another team 
member.  
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Appendix B. CHECKLISTS 
 
 

ISP Meeting Checklist 
(Becker in Erickson et al., 2003, p. 35) 
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Wraparound Checklist 
(Miles et al., 2006, p. 21) 

 
Engagement & Team Preparation Phase 

 Met with facilitator and explained our story 

 Addressed immediate needs and crises and put together an initial crisis plan 

  Generated a strengths list 

  Generated a team member list 

  Agreed on first meeting 

  Agreed on who will contact potential team members 

 Got more information about this process Initial Plan  
 
Development Phase 

  Participated in one or two youth/family team meetings 

  Our strengths were listed and reviewed 

 Developed a Team Mission Statement that reflects what we and other team members hope to 
get out of this 

 Reviewed needs that reflect our concerns and worries 

 Picked a few needs to keep us and the team from becoming overwhelmed  

 Brainstormed a variety of strategies to meet those needs 

 Chose strategies to meet those needs which matched to our strengths 

  All team members are reflected as doing something in the plan 

 The wraparound plan of care has been distributed to all team members 
 
Plan Implementation & Refinement Phase 

  Activities promised are being provided 

  Accomplishments are reviewed and recorded 

  Assessment of the plan is occurring 

 Team is meeting often enough to check on follow through 

 We’re being asked if actions are meeting our needs 

 Adjustment of the plan is occurring based on our feedback 

 Assignments are being made and recorded at each team meeting 

 Copies of the minutes and updated plan of care is sent to all team members 

 Regular progress reports are written and sent out 

 We practice what to do if a crisis occurs with our family and the team  
 
Transition 

 We have held practice crisis drills and are confident we know what to do if things go wrong 

  We have a way to access services in the future 

  We have a way to connect with other families who have been through the process 

  Our concerns have been considered 

  We have a list of team member phone numbers who we can contact if needed 

  Leaving wraparound has been discussed with the whole team 

 We have written documents that describe our strengths and accomplishments 
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Technical Notes 
(Miles et al., 2006, p.20) 

 
Engagement & Team Preparation Phase 
Documents: 

 Strength Summary or Discovery 

 Strength list or inventory 

 List of Potential Youth/Child & Family Team members 
Forms: 

 Form providing initial permission to provide services 

 Release(s) allowing Facilitator to speak with other team members 
 
Initial Plan Development Phase 
Documents: 

 Plan of Care that includes Team Mission, most important needs, actions that detail who is 
responsible to follow through when. 

 Written crisis plan that includes who will do what when things go wrong and who should be 
called in what order 

 Schedule of future team meetings 
Forms: 

 Permission(s) and release(s) if new service providers are called. 
 
Plan Implementation Phase 
Documents: 

 Team minutes that detail team accomplishments, changes to the plan and schedule of 
meetings. 

 Regular progress reports that reflect progress made from the original plan. 
Forms: 

 Updated releases for team members especially if new ones are added. 
 
Transition Phase 
Documents: 

 Transition plan that describes how ongoing services will be accessed if necessary 

 Crisis plans that includes communication protocols for those who will be contacted in the 
event of an emergency 

 Follow-up phone numbers for all team members who might be contacted 

 Formal discharge plan that describes strengths of the family, the interventions that were 
successful and those that weren’t 
Forms: 

 Discharge summary 
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Anderson, J. A., Wright, E. R., 
Kooreman, H. E., Mohr,W. K.,& Russell, 
L. A. (2003). The Dawn project: A 
model for responding to the needs of 
children with emotional and behavioral 
challenges and their families. 
Community Mental Health Journal, 39, 
63-74. 

preliminary data 
from the Dawn 
Project in IN, for 
youth ages 5-17.  

Sample: mostly male, 56% African American 
youth, mean age 13,  total N 467, sample sizes 
vary for different variables. 
 
Measures (available for different N): CAFAS 
(beginning and 12 months; n=156), residential 
placements, JJ recidivism 

Results: preliminary analyses of the available functioning data (e.g., 
CAFAS scores) suggest that the Project is successful in reducing 
impairment of youth and adolescents after one year. Residential 
living results were mixed. Youth fared better when they were among 
the completers. 
 
Limitations: non controlled, record review. 

Barfield, S., Chamberlain, R. & 
Corrigan, S.K. (2005).  Community 
based services, 
Mental Health Programs for Kansas 
Children and Families: Wraparound 
Fidelity and Quality of Care, Report by 
the School of Social Welfare, University 
of Kansas,  November 2005, available 
online   
http://www.socwel.ku.edu/occ/index.htm 

research report 
on three-year, 
state-wide, study  
of SED youth 
receiving 
wraparound  

Sample of 377 children, ages four to 18, in 
community MH centers 
 
Method: 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 outcome data from Client Status 
Reports (CSRs) 
 

Results: 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. 

Bickman, L., Smith, C., Lambert, E.W., 
& Andrade A.R. (2003).  Evaluation of a 
Congressionally Mandated Wraparound 
Demonstration, Journal of Child and 
Family Studies, 12 (2), 135–156 

longitudinal 
quasiexperimental 
study to evaluate 
the cost-effective-
ness of 
demonstration 
wraparound 
mental health 
service system 
for child and 
adolescent 
military 
dependents ages 
4-16.  

Sample: 111 (n) youth  (71 wraparound, 40 
comparison), 58% male, 72% white, mean age 12,  
most from rural areas, most frequent diagnosis 
major depressive disorder. Groups appeared not 
different at baseline. 
 
Measures (across 48 months):  service utilization, 
continuity of care, functioning (CBCL; YSR; family 
functioning), costs 
 
Experimental condition: added case 
management and was designed to permit provision 
of ―nontraditional‖ mental health services, including 
psychiatric in-home services, respite, therapeutic 
foster and group homes, and crisis stabilization in 
group homes.  
 

Results: showed that children in the Wraparound Group received 
better continuity of care than those in the treatment as usual (TAU) 
Comparison Group, including additional case management, in-home 
treatment, and other nontraditional services. While both groups 
showed some improvement on some measures but there were no 
differences between the groups in functioning, symptoms, life 
satisfaction, positive functioning, or sentinel events. Wraparound 
resulted in fewer days of residential treatment but no difference in 
days of hospitalization. The authors conclude that it is not clear that 
the introduction of a case manager and the provision of services in 
the home and other features of wraparound would directly affect 
treatment. The demonstration was more expensive. On average, 
service costs for children in the comparison group were 42 percent 
less than for a typical child in the demonstration. 69% of the higher 
costs accrued due to more nonrestrictive nontraditional services 
(intermediate in intensity between outpatient services and residential 
services such as hospitalization, including case management and in-
home treatment), and 31 percent were spent on traditional more 
restrictive services (hospitalization, residential treatment, outpatient, 

http://www.socwel.ku.edu/occ/index.htm
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Publication 

Key Components Main Conclusions 

family and group therapy, etc). For the comparison group, 82 percent 
of the total expenses were for residential treatment and 
hospitalization services, with the remaining 18 percent for other 
traditional services. 
Limitations: Quality of care remains unclear, authors found no 
evidence that the content or the quality of the services were different 
for the Wraparound children. Authors did not determine whether 
services were delivered in a culturally-competent manner, team-
driven, if agencies had an unconditional commitment to serve the 
children, or that families were full and active partners –important 
defining elements of a wraparound program.  

Brown, R.A., & Loughlin, J. (2004). A 
Cost and Satisfaction Study of the 
Wraparound Process.  In Newman, C., 
Liberton, C. J., Kutash, K., & Friedman, 
R. M. (Eds.). The 16th Annual 
Research Conference Proceedings, A 
System of Care for Children’s Mental 
Health: Expanding the Research Base. 
Tampa: University of South Florida, 
Louis de la Parte Florida Mental Health 
Institute, Research and Training Center 
for Children’s Mental Health, pp. 297-
302. 

quasi 
experimental 
study exploring 
cost and 
satisfaction data 
for 247 (n) 
families in 
wraparound or 
matched 
comparison group 
from Ontario, 
Canada 

Sample:  WP, (n = 147); CG, (n = 100). No further 
information given 
 
Measures: at 3,6,and 9 months: functioning 
(BERS, CAFAS), living environment (ROLES), 
satisfaction, fidelity, costs. 
 

 
 

Results: WP families perceived greater impact and satisfaction with 
services, however, there were no statistically significant differences 
or improvements in functioning.  While WP children spent about the 
same amount of time in out-of home care as did the CG children, the 
average per diem out-of-home case costs was two-thirds less 
expensive than for comparison group. WP children spent more time 
in foster care and group homes, whereas the CG children spent 
proportionally more time in residential treatment and young offenders’ 
facilities. 
 
Limitations: non-random control, comparison only partially matched, 
satisfaction and fidelity measures not validated or standardized. 
 

Bruns, E.J. , Suter, J. C. Force, M.M., & 
Burchard, J.D. (2005). 
Adherence to Wraparound Principles 
and Association with Outcomes,  
Journal of Child and Family Studies, 14 
(4), 521–534. 

study of 
associations 
between 
adherence 
to Wraparound 
principles and 
child and family 
outcomes in one 
federally funded 
system of- 

care site in rural 
Midwest 
 

Sample:  youth (n=36) in the sample mostly male 
Caucasian, mean age 12. 
 
Measures:  WFI  from caregiver and resource 
facilitator (youth excluded for low response rate); 
outcomes (two times with 6 months interval): total 
CAFAS score,  total Strengths Quotient taken from 
BERS, ROLES (Restrictiveness of Living), items 
from family satisfaction questionnaire on 
satisfaction with services and satisfaction with 
child’s progress in past 6 months. 
 
 

Results suggest that maintaining adherence to the Wraparound 
principles while delivering services is associated with several child 
and family outcomes. 15 out of 16 outcomes showed correlations in 
the hypothesized direction. Several correlations were statistically 
significant: Caregiver fidelity ratings correlated with caregiver current 
and later satisfaction with services, as well as satisfaction with child 
progress 6 months later, and resource facilitator ratings correlated 
with restrictiveness of living scores at both measurement intervals, 
and with child behavioral strength at time 2. Resource facilitator 
scores on the WFI were found to be more strongly associated with 
the outcomes than caregiver assessments. Adherence was shown to 
be predictive for child behavioral strengths and caregivers’ perception 
of the child’s progress.  
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 Limitations: Small, single-site study, no comparison group, lack of 
youth rating data.  

Bruns, E.J., Rast, J., Walker, J.S., 
Peterson, C.R., & Bosworth, J. (2006). 
Spreadsheets, service providers, and 
the statehouse: Using data and the 
wraparound process to reform systems 
for children and families. American 
Journal of Community Psychology, 38, 
201-212. 

Matched 
comparison study 
(18 months) of 
youth in child 
welfare custody in 
NV.  

Sample: 33 in wraparound vs. 32 receiving TAU 

matched on age, sex, race, current residential 
placement, and severity of mental health 
problems. 
 
Measures at 6, 12, 18 months included: 

symptoms and diagnosis; child social 
functioning; substance 
use; school attendance and performance; 
level of restrictiveness of residential setting; 
and stability of the child’s living arrangements. 
(CAFAS) 

Results show greater improvements for wraparound group after 18 
months, for less restrictive placement: (approximately 82% vs. 38% 
in comparison group) and higher rate of family care (11 of the 33 
youth in the wraparound group compared to only six in the 
comparison group). Mean CAFAS scores for youth in wraparound 
decreased significantly across all data collection intervals. More 
positive outcomes were also found for school attendance, school 
discipline, and grade point averages.  

Bruns, E.J., Suter, J.C., Leverentz-
Brady, K.M. (2006).  Relations Between 
Program and System Variables and 
Fidelity to the Wraparound Process for 
Children and Families, Psychiatric 
Services, 57 (11),  
1586-1593. 

Exploratory study 
of the 
importance of 
organization- and 
system- 
level supports for 
adherence 
to the wraparound 
principles. 
 
 

Sample: convenience sample of nine community 
mental health agencies (two from CA and one each 
from AZ, IN, MO, NE, NC, and VT). Participating 
sites had been in operation between 2.5 and seven 
years (mean 3.9) 
and had served between 41 and 497 families 
(mean 223). The participant sample consisted of 
289 families, with WFI interviews completed by 221 
caregivers, 158 youths, and 193 resource 
facilitators. Youth served were mostly male, 
Caucasian, mean age 13. 
Measures:  semistructured interviews with 
administrators at community mental health 
agencies, and Wraparound Fidelity Index (WFI) 
(19) to measure children’s, caregivers’, and 
resource facilitators’ reports on the quality of 
wraparound implementation. 

Results show (1)  considerable variability in system-level supports, 
for instance, case loads ranged from 6-15;  turnover in the past year 
ranged from .13-.50; thus demonstrating the ―science- to-service‖ 
gap, where implementation of promising models is hindered by 
conditions in the ―real world‖;  (2) there is evidence of an association 
between program and system supports and conforming to standards 
of high-quality wraparound. Reports by the recipients of services—
parents, caregivers, and youths indicated higher adherence the more 
supports were in place at the system level. Thus the study provides 
preliminary support that support conditions will likely influence the 
quality of service planning and implementation.  
 
Limitations: recruitment bias, small sample, correlation only, system-
level instrument not standardized, 
 

Bruns, E.J., Walrath, C.M. & Sheehan, 
A.K. (2007). Who Administers 
Wraparound? An Examination of the 
Training, Beliefs, and Implementation 
Journal of Emotional and Behavioral 

study of 453 
providers of CMH 
services for 
children, their 
characteristics 

Sample:(n) wraparound providers: (n) and non 
providers: majority white/non-hispanic, 66% 
women, mean age 40, about 10 years of 
experience. Fewer wrap providers were in JJ 
agencies but more in Child Welfare agencies.  

Results:  63% of team members described themselves as clinicians, 
social workers or psychologists. Team members were less likely to 
have Master’s degrees, more likely to describe themselves as case 
managers (rather than therapists, counselors etc). and more likely to 
be employed by MH Center. There were substantial differences in 
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Disorders 15 (3), 156-168. 
 
 
 

 

and familiarity 
with EBPs  

 
Measures: characteristics of team members 
familiarity with wraparound and EBTs 

how they were trained to implement wraparound compared to non-
wrap-providers: team members were more likely to be trained 
recently, and through agency training efforts, but also indicated less 
use of manuals. In part this is due to the fact that wraparound is 
relatively young and manuals with specific implementation 
information are only recently available. Also: it is possible that 
wraparound is perceived as more of a philosophy than a concrete 
procedure (which may also mean that respondents overestimate ―full 
implementation‖ of their wraparound efforts) 
A surprisingly high number of respondents thought of wraparound as 
an EBT. While wraparound providers were more likely to report that 
they are required to consider EBTs, they were less familiar with 
individual EBTs but more familiar with, and more convinced of, the 
effectiveness of community-based services such as respite care.  
Authors recommend increase of distribution and use of available 
manuals to increase knowledge of and adherence to procedures, 
increased efforts to familiarize students in higher education programs 
with wraparound, and need to educate providers on the status of 
various EBTs, including wraparound as a possible convergence point 
– but not itself an EBT. 

Burns, B.J., Schoenwald, S.K., 
Burchard, J.D.  Faw. L., & Santos, A. 
(2000).  Comprehensive community-
based interventions for youth with 
severe emotional disorders: 
multisystemic therapy and the 
wraparound process. Journal of Child 
and Family Studies, 9 (3), 283-314. 

descriptive 
comparison of 
MST and 
wraparound 

(a) short-term but intensive treatment (MST) versus 
an 
unconditional commitment to provide services and 
supports as long as they are needed (wraparound); 
(b) the use of specified clinical interventions in MST 
versus 
the use of any intervention that the team 
determines has the best chance to meet the needs 
of the child and family for wraparound; (c) the 
extent of required training 
and supervision; and (d) the status of the research 
base for each intervention. 
 

The two approaches share similar philosophies and values, but differ 
with respect to the mechanisms specified for addressing the complex 
problems of children with SED and their families. Wraparound serves 
as an umbrella for service provision, relies on the existing service 
system to provide clinical care, and tries to build new services as 
family and community circumstances allow. In contrast, MST 
provides clinical care directly. The nature of the evidence base 
regarding the clinical and cost effectiveness of these approaches 
differs, with descriptive studies dominating the literature on the 
wraparound process and clinical trials dominating the literature on 
MST. In short, the values and philosophy underlying the wraparound 
process and MST are compatible, but the activities subsumed by 
each, and evidence supporting their effectiveness, differ. Because 
the wraparound process and MST subsume different activities 
(coordinating care in wraparound vs. direct clinical service in MST) 
but are somewhat compatible philosophically, some communities are 
implementing both approaches. 
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Carney, M. M., & Buttell, F. (2003). 
Reducing juvenile recidivism: 
Evaluating the wraparound services 
model. Research on Social Work 
Practice, 13, 551-568. 

Randomized 
control study (18 
months) of 141 
(n) ―at risk‖ and  
adjudicated youth 
in OH.  

Sample: 73 in wraparound vs. 68 in conventional 
services,  mean age 14.8 years;  62% male; 48% 
African American,51% Caucasian, 1% biracial; 
91% lived with at least one of their parents. 
Families averaged 1.72 children with the father 
absent in 62% of the homes. 21% of the youth 
were involved with the mental health system. 
 
Measures from  follow-up interviews of the parents 
or guardians and (b) juvenile court rearrest data : at 
6-, 12-, and 18-month follow-up:   school 
attendance, unruly and 
delinquent informal behavior, unruly and delinquent 
formal behavior, runaway instances, team 
functioning (for the treatment group),and service 
receipt (for both groups),  prior criminal behavior 
and subsequent arrests and adjudications. 

Results show  no significant differences in formal criminal offenses. 
However youth in wraparound showed better results than control 
group for missing school unexcused, getting expelled or suspended 
from school, running away from home, or getting picked up by the 
police.  Thus the wraparound service recipients engaged in more 
prosocial behaviors. Conversely, control group youth were more 
likely to have a job. 
 
Limitations:  small study, low rate of youth participation (from total 
population) and overrepresentation in the treatment group of youth 
who were already involved with case management services. Fidelity 
to wraparound model was not formally assessed, authors 
acknowledge that nonprofessional team composition was significantly 
different from team composition that was successful in mental health 

 
 

Clark, H. B., Prange, B.L., Stewart, E., 
McDonald, B.B., & Boyd, L.A. (1998). 
An individualized wraparound process 
for children in foster care with 
emotional/behavioral disturbances: 
Follow-up 
findings and implications from a 
controlled study. In M.H. Epstein, 
Kutash, K. ,& Duchnowski, A. (Eds.), 
Outcomes for children & youth with 
behavioral and emotional disorders and 
their families: 
Programs and evaluation best practices 
(pp. 513–542). Austin, Texas: Pro-Ed. 

Randomized 
control study (18 
months) of youth 
in child welfare 
custody in Florida: 
54 in wraparound 
vs. 77 in standard 
practice foster 
care. 

Sample: 131 (n) 60% male, 61% Caucasian, 33% 
African-American 
 
Measures: (6 months intervals up to 3.5 years) 
Placement setting, runaway status, incarceration, 
school performance, CBCL, YSR 
 

Results indicate moderately better outcomes for the wraparound 
program, namely significantly fewer changes in placement, fewer 
days on runaway, fewer days incarcerated (for a subset of 
incarcerated youths) for youth in the wraparound.  Older youths were 
more likely to be in a permanency plan at follow-up. However, 
differences appear somewhat limited to boys and externalizing 
problems.  Only boys in wraparound showed greater improvement on 
externalizing problems than comparison. No group differences were 
found on rate of placement changes, days absent, or days 
suspended from school, or on internalizing problems.  

Della Toffalo, D.A. (2000). 
An Investigation of Treatment Integrity 
and Outcomes in Wraparound Services, 
Journal of Child and Family Studies, 9 
(3), 351–361. 
 

study of 28 
children and 
adolescents (4-17 
years) 
in rural central 
Pennsylvania, 

Sample:  60% male, mean age 8.8 years, all 
Caucasian. 
 
 
Measures: for 6 months CBCL, Treatment Integrity 
Metric (mean actual treatment hours 

Results: Outcome behavior ratings were significantly improved over 
baseline ratings. Regression analyses, however, failed to find a 
significant effect for treatment integrity when used in an outcome 
prediction equation for Therapeutic Support Staff, Mobile Therapy 
services, or Behavioral Specialist wraparound services. These results 
suggest that adherence to prescribed treatment hours may not be 
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investigating  
outcomes and 
treatment integrity 
(defined as the 
percentage of 
service hours 
prescribed vs. 
received) 

provided/mean # of hours prescribed). 
 

related to behavioral outcomes in a wraparound service setting. 

Epstein, M.H., Nordness, P.D., 
Gallagher, K., Nelson, J.R., Lewis, L., & 
Schrepf, S. (2005). School as the Entry 
Point: Assessing Adherence to the 
Basic Tenets of the Wraparound 

approach, Behavioral Disorders; 30 (2), 

85-93. 
 

study analyzed 
data from six 
school sites in NE 
to determine 
adherence 
(integrity) of 
wraparound in 
school-based 
settings 

Sample: 112 observations from 46 (n) families 
whose children came from three elementary, two 
middle, and one high school respectively. 
 
Measures: Wraparound Observation Form (WOF-
2) scored after wraparound meetings, contains 48 
items from eight main domains. 

Results: overall school-based wraparound achieved high level of 
integrity of implementing key characteristics, quite similar to a similar 
study of community MH based wraparound (see also #**). 
Differences were noted for the location, in that more meetings in this 
study were held in school settings.  
 
Limitations: small sample, no link to outcomes, WOF does only 
measure planning meetings (not implementation of plans), does not 
measure cultural competence, or specific competence with which 
planning meetings are held. 

Epstein, M.H., Nordness, P.D., Kutash, 
K., Duchnowski, A. , Schrepf, S, 
Benner, G.J. & Nelson, J.R.  (2003).  
Assessing the Wraparound Process 
During Family Planning Meetings, 
Journal of Behavioral Health Services & 
Research, 30 (3), 352-362. 
 

 Sample: Team meeting observations (N= 112) 
were conducted with 63 families 
 
 
Measures: Wraparound Observation Form (WOF-
2) scored after wraparound meetings, contains 48 
items from eight main domains 

Results:  The meetings occurred at the system of care office (44%), 
the family's home (22%), school (22%), or other location (12%). The 
mean number of participants at each meeting was 5.4 individuals 
(range = 2-10). One or both parents were present at almost all 
meetings (89%). The most frequent professional participant was a 
therapist (38%) and the most frequent informal support was a family 
friend (15%) (ie, neighbor and boyfriend/girlfriend). The most 
frequently discussed life domains included education (86%) and 
family (83%). The least discussed life domains were cultural (10%) 
and substance abuse (15%). Overall, families were consistently 
provided with information and team members seemed to have a clear 
understanding of the strengths of and access to resources in the 
community. Individualization of services was demonstrated through 
the frequent use of strength-based assessments, and frequent 
discussion of specific child and family strengths. For the most part 
families were treated as active partners and were given opportunities 
to voice their agreement or disagreement with 
the plan of care, tasks promoted family independence, and 
interagency collaboration was evident (professionals from other 
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agencies attended 81% of the meetings.) However, informal supports 
were present at only 33% of the meetings and extended family 
supports were present at only 9% of the meetings. 
 
Limitations: small sample, no link to outcomes, WOF does only 
measure planning meetings (not implementation of plans), does not 
measure cultural competence, or specific competence with which 
planning meetings are held. 

Erickson, J., Friesen, B.,  Bruns, E., 
Becker, J. & Walker, J. (2003). Fidelity 
and Effectiveness in ISP/ Wraparound, 
Building on Family Strengths 
Conference Proceedings, 25-42. 
 

Panel report on 
efforts to identify 
fidelity features in 
successful 
wraparound 

Sources: review of literature on teams,  expert 
samples, and observations: 72 meetings, 26 
different teams, 12 communities, 8 states and 6 
communities that have been recognized for some 
aspect of their individualized service planning.  
 
Method: backward mapping of effective ISP teams 
to identify necessary conditions 
 
Fidelity: WFI 
 

Conclusions: Necessary conditions on team level, organizational 
level, system level, all grouped around five themes: Practice model, 
collaboration/ partnership, capacity building/staffing, acquiring 
services/supports, accountability. 
Team: adheres to a practice model that promotes team cohesiveness 
and high quality planning in a manner consistent with the value base; 
clear sense of its goals and of strategies, sense of being able to 
evaluate the strategy. 
Results of research on WFI: common challenges include:  
incorporating a full compliment of important individuals on the team, 
engaging the youth in community activities, using family and 
community strengths to actually plan and implement services—not 
just doing a strengths discovery or listing out strengths—but actually 
using them in the planning process, using natural supports, providing 
access to flexible funds to help implement innovative ideas, and 
consistently measuring and using outcome, satisfaction, and 
implementation data. 

Kamradt, B. (2000). Wraparound 
Milwaukee: Aiding youth with mental 
health needs. Juvenile 
Justice, 7, 14-23. 

Description of 
results for juvenile 
justice youth in 
the wraparound 
Milwaukee 
program. 

Sample of JJ youth: 80%  male, average age 
14.7, 65%  African American, 28 %  Caucasian, 7 
% Hispanic, 65%  from mother-maintained 
households, 53% at or below the poverty level. 
 
Measures: CAFAS, Clinical functioning, reoffenses 
(record review) 

Results include reduction in inpatient or residential days, better 
CAFAS scores and lower reoffense patterns. 
 

McGinty, K., McCammon, S. L., & 
Koeppen, V. P. (2001). The 
complexities of implementing the 
wraparound approach to service 
provision: A view from the field. Journal 

provider 
perspective on 
implementation of 
wraparound in 
three rural 

Reflections on barriers and benefits on individual, 
provider and supervisor, and system levels, 
illustrated with case examples. 

Child/family level barriers and benefits.  

 building a real partnership, especially across socioeconomic, 
ethnic, and racial groups, does not come easily.  

 often difficult to move from family involvement to family-centered, 
family-driven. difficulty of gaining access to all the real players in 
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of Family Social Work 5, 95-110. 
 

counties in NC some of the families.  

 where true partnerships were developed, service plans were more 
practical and ecologically valid, in contrast to some of our 
experiences with office-based and expert-oriented models of 
practice.  

 inclusion of parent advocates may be helpful 
Barriers and benefits at the child service provider and supervisor 
level.  

 Need for professionals who are educated for and committed to 
the approach, perhaps through inclusion of wraparound in 
graduate education.  

 Different missions (child protection/family assistance) may result 
in disagreements,  

 variations in performance of service coordinators or supervisors, 
and increased turnover make wraparound difficult 

 needed is supervision through masters and doctoral level 
clinicians using the concepts of participatory and empowering 
supervision, partnership with university (with benefits of access 
to library, practicum students etc.) was helpful 

 While identifying strengths is relatively easy, there is a need for 
training on how to build those strengths as well as ecological 
supports into the intervention plans for various domains.  

 Resistance of providers to change their usual way of working 
can be high, but benefit of being able to share responsibility with 
others was the strongest selling point 

Community and policy level barriers and benefits 

 there is lack of knowledge about the concept and difficulty 
finding ways to promote the model in community venues.  

 Support of agency administrators is vital,  

 need to have flexible funds available,  

 Fiscal and legal constraints (especially confidentiality), 
bureaucratic rigidities, differences in system mandates, and 
paperwork requirements serve as frequent barriers. 

Myaard, M. J., Crawford, C., Jackson, 
M., & Alessi, G. (2000). Applying 
behavior analysis within the 
wraparound process: A multiple 

Quasi-
experimental,   
multiple-baseline 
case studies of 4 

Sample: 4 boys, ages 14-16, Caucasian 
 
Measures: behaviors (compliance, peer 
interactions, physical aggression, alcohol and drug 

Results indicate marked improvements immediately following the 
introduction of wraparound for all four participants on all five 
behavioral outcomes.  
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baseline study. Journal of Emotional & 
Behavioral Disorders, 8 (4), 216-229.  
 

(n) youths in rural 
MI. 

use, and extreme verbal abuse),  Participants 
began receiving wraparound after 12, 15, 19, and 
22 weeks. 

Limitations: small, non-randomized. 

Ogles, B.M., Carlston, D., Hatfield, D., 
Melendez, G., Dowell, K., & Fields, S.A. 
(2006). The Role of Fidelity and 
Feedback in the Wraparound Approach, 
Journal of Child and Family Studies, 15 
(1), 115–129. 
 

Experimental 
study about 
fidelity and impact 
of ongoing 
outcome 
feedback to team 
members for 72 
(n) youth.   
 

Sample: 52% male,  mean age 13, no other 
information given. 
Measures: The Ohio Scales, Target Complaints, 
Goal Attainment Scaling, Family Adaptability 
and Cohesion Scale (FACES), satisfaction of team 
members with outcomes, and Wraparound 
Observation Form 
Intervention: experimental intervention was the 
feedback group (n=37) 

Results showed that youth in both feedback and nonfeedback 
groups improved, there were few differences between the groups 
based on outcome feedback. Adherence to wraparound principles 
was uniformly high and did not influence outcome. (The high degree 
of consistency provided little variability that might be correlated with 
measures of change.) Outcome varied significantly and 
independently of adherence. 
 
 

Peterson, C.,  Gruner, L., Earnest, L., 
Rast, R. & Abi-Karam, N. (2004). 
Comparing Functional Outcomes of 
Wraparound and Traditional Mental 
Health and Child Welfare Services,  In 
Newman, C., Liberton, C. J., Kutash, K., 
& Friedman, R. M. (Eds.). The 16th 
Annual Research Conference 
Proceedings, A System of Care for 
Children’s Mental Health: Expanding 
the Research Base. Tampa: University 
of South Florida, Louis de la Parte 
Florida Mental Health Institute, 
Research and Training Center for 
Children’s Mental Health, pp. 307-311. 

quasi 
experimental 
study of pilot 
phases of a 
research process 
in Nevada to 
evaluate the 
impact of the 
wraparound 
process for 65 (N) 
children in the 
child welfare 
system. 
 

Sample: experimental group 33 (n) control group 
32 (n), matched on age, sex, race, current 
residential placement, severity of mental health 
problems.  
 
Measures: baseline and 6 months later: 
child symptoms and intensity and substance abuse 
(CAFAS); child behavior (CBCL), social 
functioning; substance use; school attendance and 
performance; delinquency; juvenile justice 
involvement; and stability of the child’s living 
arrangements (modified ROLES). 
 
 
 

Results showed favorable improvements for youth in the wraparound 
group especially in the areas of restrictiveness of living environment, 
school attendance and discipline (mixed findings of academic 
functioning).  While children in the control group showed 
improvement in four of the seven areas, the wraparound group 
showed greater improvement in these areas, and some improvement 
across all seven areas. 
 
Limitations: non-random comparison, small sample, preliminary 
outcomes. 

Pullmann, M. D., Kerbs, J., Koroloff , N., 
Veach-White, E., Gaylor, R., & Sieler, 
D. (2006). Juvenile offenders with 
mental health needs: Reducing 
recidivism using wraparound. Crime 
and Delinquency, 52, 375-397.  
 

Comparison study 
of youth involved 
in juvenile justice 
and receiving MH 
services. 

Sample: 110 youth in wraparound vs. 98 in 
conventional MH services (historical comparison 
group), mean age 15, 88% Caucasian, 72% male 
Measures: (>2 years)  recidivism (the number of 
days between identification and any type of 
subsequent substantiated offense; and second, the 
number of days between identification and a 
substantiated felony offense) 

Results show positive results for youths in the  wraparound group 
who were  three times less likely to commit a felony. 72% of them 
served detention at some point while all youth in the comparison 
group served detention. And of youth in the wraparound program 
who did serve detention, did so significantly less frequently. 
Wraparound youth steered clear of recidivism three times longer than 
their peers in TAU.  
Limitations non-randomized, non equivalent comparison group, no 
formal fidelity measures 

Stambaugh, L.F. Mustillo, S.A., Burns, quasi- Sample: mean age 12, majority male (73%), white Results indicate improved symptoms and functioning for all groups. 
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B.J., Stephens, R.L.;  Baxter B., 
Edwards, D. ,& DeKraai, M. (2007).  
Outcomes From Wraparound and 
Multisystemic Therapy in a Center for 
Mental Health services System-of-care 
demonstration site, Journal of 
Emotional and Behavioral Disorders, 15 
(3), 143-155. 
 

experimental 
study comparing 
outcomes for 320 
youth (ages 4-17) 
with SED 
receiving 
Wraparound, 
MST, or 
combined 
treatment at a 
CMHC in 
rural/frontier NE 
 

(90%), 71% Medicaid eligible. 
Baseline differences: wrap youth was younger, 
more likely male, referred from education, more 
internalizing. However externalizing scores were 
equal. 
 
Measures:  Baseline, 6 months intervals up to 18 
months. WFI (fidelity of wraparound), CBCL, 
CAFAS, and Multisector Service Contact 
questionnaire.  
 
Intervention groups: 
Wraparound: 213 (n) mean length of tx: 15 months 
MST: 54 (n)  mean length of tx: 5.5 months 
Combined: 53 (n)  mean length of tx: 10 months 

However, consistent with other evidence for targeted treatments in 
children’s mental health, MST only showed more and quicker 
improvements for symptoms, and more MST youth moved out of 
clinical range than Wrap-only youth. Like in the Bickman study, wrap 
youth used more services but did not show more positive results. 
Authors point out that wraparound is more difficult to study because it 
is highly individualized, thus some wrap youth may have received 
additional targeted treatments whereas others did not. It remains 
unknown if wraparound is differentially effective for particular 
subgroups of youths. Overall, for all youth including MST recipients, 
needs remained high, especially for youth in the combined treatment 
group who also showed highest need at baseline. Also outcomes 
were worse for poor families. Multiple changes in placements were 
predictive of decreased functioning. 
  
Strengths: independent researchers, fidelity control for wrap. 
Limitations: single site, no control/comparison group, non-equivalent 
groups 

Walker, J. S., & Bruns, E. J. (2006). 
Building on practice-based evidence: 
Using expert perspectives to define the 
wraparound process. Psychiatric 
Services, 57 (11), 1579-1585.  
 

study of experts’ 
perspectives to 
define activities 
and phases in 
wraparound 

Sample: expert sample of 31 participants of the 
National Wraparound Initiative. Respondents came 
from 18 states and the District of Columbia , 77 % 
Caucasian, 42 % with experience on their own 
child’s team, 42 % had conducted research on 
wraparound,  58 % experience in program 
administration, and/or experience with wraparound 
training (81 %)  
 
Method: several rounds of reviews of available 
wraparound manuals and training materials to 
create a practice model.  
 

Results: despite a lack of formal documentation and definition of 
wraparound services, there was considerable pre-existing consensus 
among experts as to which activities are essential to the wraparound 
process… For 23 of the 31 activities, there was unanimous or near-
unanimous (i.e., only one dissenter) agreement that the activity was 
essential to the wraparound process. Respondents also found the 
descriptions of the activities generally acceptable. All respondents 
rated the description as ―acceptable‖ for 20 of the 31 activities. Seven 
activities had one ―unacceptable‖ rating, three had two 
―unacceptable‖ ratings, and one had three ―unacceptable‖ ratings. 
Some of the less acceptable descriptions were rated as such 
because of their ambiguity and/or complexity.  
Limitations:  Ratings of each activity were provided by only 29 of the 
50 advisors, and the advisory group itself did not include every 
wraparound expert or representation from every promising program. 

Walker, J., Koroloff, N. & Schutte, K. 
(2004). Implementing High Quality 
Individualized Service/Support 
Planning: Necessary Conditions at the 

exploratory 
qualitative study 
of conditions that 
support 

Sample: 55 experts and stakeholders 
 
Method: from literature reviews, and stakeholder 
interviews a conceptual model was constructed 

Results posit as necessary condition for high quality teamwork: team 
members adhere to a practice model that promotes team 
cohesiveness and high quality planning in a manner consistent with 
the value base of ISP. In addition, team members need appropriate 
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Team, Organization, and System 
Levels. In Newman, C., Liberton, C. J., 
Kutash, K., & Friedman, R. M. (Eds.). 
The 16th Annual Research Conference 
Proceedings, A System of Care for 
Children’s Mental Health: Expanding 
the Research Base. Tampa: University 
of South Florida, Louis de la Parte 
Florida Mental Health Institute, 
Research and Training Center for 
Children’s Mental Health, pp. 275-280. 
 

successful 
implementation of 
wraparound 

and then reviewed and revised  based on expert 
group feedback several times. 

skills and knowledge, and support from the organizations and 
systems within which they are embedded. These support conditions  
for team, organizational and system levels include the domains:  
practice model, collaboration/ partnerships, capacity building/ 
staffing, acquiring services/supports, and accountability. 

The authors suggest:  “According to the conceptual framework 

proposed here, high quality ISP can exist even in the absence 
of a well-developed system of care. When the necessary conditions 
are met on a stable basis, high quality ISP implementation can be 
sustained even where the various child- and family-serving systems 
are otherwise not well integrated. Conversely, even where systems of 
care are well developed, the quality of ISP will not be assured unless 
the necessary conditions are met at each level.‖ (p.278) 

Walker, J.S., & Schutte K. (2005). 
Quality and Individualization in 
Wraparound Team Planning, Journal of 
Child and Family Studies, 14 (2),  251–
267. 
 

Exploratory study 
of data gathered 
at 72 wraparound 
team meetings 
 

Sample: 26 teams (72 meetings), from diverse 
areas. 
 
Measures: composition of  teams, quality of the 
planning process, team member satisfaction and 
the individualization of plans. 
 

Results: Teams were dominated by professionals. Parents attended 
a large majority of meetings, participation by youth and family 
advocates was frequent, participation by other family members 
infrequent, and participation by other members of the family’s 
informal or natural support networks rare. Observed teams varied 
considerably in the quality of their planning process and the degree 
of individualization of plans. Higher quality planning was significantly 
associated with increased individualization of plans and with team 
member satisfaction with meeting productivity. 

 


