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Child and adolescent psychiatrists and general psychiatrists who serve children and
adolescents with complex mental health needs, generally find themselves interfacing
with multiple child-serving systems, including mental health, child welfare, juvenile justice, developmental disabilities, addictions services, and primary health care. In these
systems of care, psychiatrists will likely encounter the term ‘‘wraparound,’’ which
describes a key intervention ushered in with the system-of-care model of service
delivery. To effectively integrate and coordinate psychiatric interventions with other
services provided in the system of care, psychiatrists should become familiar with
the wraparound approach. This article describes wraparound’s historical context,
philosophy, procedures, and the evidence supporting its effectiveness.
HISTORICAL CONTEXT

To understand the wraparound approach, it is helpful to review the context in which it
was created and continues to flourish. Over the past 25 years there has been a major
paradigm shift in the philosophy and organization of services for the estimated 4.5 to
6.3 million children and adolescents in the United States with serious emotional and
behavioral disorders and their families.1 In the 1960s through the 1980s, several
reports documented a disorganized and fragmented system that was grossly failing
these children.2,3 Services in their communities were largely unavailable, resulting in
frequent placement in out-of-state residential facilities. In response to these reports,
the federal government established the Child and Adolescent Service System
Program (CASSP) under the auspices of the National Institutes of Mental Health.
CASSP articulated core values and guiding principles for a system of care for children
and adolescents with severe emotional disturbance. These principles have served as
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a template for the evolution of child-serving systems across the nation targeting this
population. The system-of-care framework developed by CASSP is defined as a comprehensive spectrum of mental health and other services and supports organized into
a coordinated network to meet the diverse and changing needs of children and adolescents with severe emotional disorders and their families.4 The major emphases of
the CASSP principles are: (1) individualized care that recognizes strengths in the child,
family and community and is tailored to the individual needs and preferences of the
child and family; (2) family inclusion at every level of the clinical process and system
development; (3) collaboration and coordination between different child-serving
agencies and integration of services across agencies; (4) provision of culturally competent services; and (5) serving youth in their communities, or the least-restrictive
setting that meets their clinical needs, using natural supports in the community whenever possible.
In 1992 the federal Center for Mental Health Services (CMHS), part of the Substance
Abuse and Mental Health Services Administration (SAMHSA), made the largest investment to date in children’s mental health services when they established the Comprehensive Community Services for Children and Youth and Their Families. Through this
initiative, CMHS has funded over 100 6-year demonstration projects in diverse communities in all 50 states, as well as Native American tribes and United States territories,
to implement systems-of-care programs, which must include a wraparound approach
to service planning for children and adolescents with serious emotional disturbance
and their families. The goals of these programs have been to implement CASSP
values, provide a broad array of individualized, family-centered, and communitybased services, and ensure the full involvement of families in the care of their children
and development of local services. Specific performance measures defined by CMHS
for the system-of-care grants, include: (1) increased interagency collaboration as
measured by referrals from nonmental health agencies; (2) decreased use of in-patient
or residential treatment by 20%; (3) improved child outcomes in areas such as school
attendance and law-enforcement contacts; (4) decreased overall functional impairment of youth; (5) increased family satisfaction with services; (6) increased stability
of living arrangements; and (7) decreased levels of family stress.5
Extensive data from the nationwide outcomes evaluation of this CMHS initiative
indicates that system-of-care programs have reduced the number of hospital and
out-of-home residential placements, improved school performance, improved youths’
behavioral and emotional functioning, reduced violations of the law, and provided
more services to children and families who need them.6 These outcomes have supported continually increasing congressional appropriations for the program, from an
initial appropriation of $5 million to the current appropriation of over $100 million.
Implementation of system-of-care values and principles has also been promoted in
several states by class action law suits that were settled with consent decrees or, most
recently in Massachusetts, with a judgment requiring availability of intensive home and
community-based services, including the wraparound approach, to eligible children
and their families, with support from federal Medicaid funding. However, the experience in many of these states is that without enactment of legislation mandating these
services, the systems of care developed by these states reverted to a pre-suit level
once federal court oversight ended.
Implicit within its public health orientation, system-of-care methodology has a place
in preventive efforts, especially for young at-risk children. Nevertheless, the primary
target population continues to be children and adolescents with ‘‘serious emotional
disturbance.’’ The CMHS definition of serious emotional disturbance (SED) stipulates
that the child or adolescent has a mental or emotional disturbance listed in the
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Diagnostic and Statistical manual of Mental Disorders,7 which must be associated with
significant functional impairments interfering with major life domains, such as home,
school, and community. Children with SED who are served in systems of care generally require the services of two or more child-serving agencies, such as mental health,
education, juvenile justice, child welfare, or developmental disabilities. Therefore,
coordination among different providers is critically important.
The goal of serving these youth more effectively in their communities and allowing
them to maintain their relationships with families, schools, and neighbors is a central
goal of systems of care. To that end, community-based treatment and supports are
provided to the child or youth and family, often in the home, to enable the youth to
stay at home. These include an array of individualized services, such as respite, mobile
crisis services, crisis shelter care, intensive home-based services, skills-building, and
mentoring, among others (Box 1).
The move away from out-of-home residential treatment toward community-based
services has received support from a number of sources, including the limited effectiveness of hospital and residential treatment,9 advocacy from family organizations
such as the Federation of Families for Children’s Mental Health (FFCMH),10 and promising outcomes of home- and community-based interventions.11,12 Additionally, it

Box 1
The range of community-based services that may be included in a system of care8
Case management (service coordination)
Community-based in-patient psychiatric care
Counseling (individual, group, and youth)
Crisis residential care
Crisis outreach teams
Day treatment
Education/special education services
Family support
Health services
Independent living supports
Intensive family-based counseling (in the home)
Legal services
Protection and advocacy
Psychiatric consultation
Recreation therapy
Residential treatment
Respite care
Self-help or support groups
Small therapeutic group care
Therapeutic foster care
Transportation
Tutoring
Vocational counseling

137

138

Winters & Metz

stands to reason that separating young people from their families to receive treatment
makes it unlikely that problems in the home context will be addressed adequately, with
the result that they may resurface after discharge.13
The system-of-care model places the child and family at the center of the clinical
process and as full partners at all levels of system planning.14,15 Through federal support and technical assistance to family advocacy organizations, such as the FFCMH
and National Association for the Mentally Ill, the concept of ‘‘family-driven care’’
was developed and it is now a cornerstone of systems of care. Family-driven, as
defined by the FFCMH,16 means that families have a primary decision-making role
in the care of their own children, as well as the policies and procedures governing
care for all children in their community, state, tribe, territory, and nation. Family-driven
care has had a significant influence on national policy for both child and adult mental
health9 and was embraced by the President’s New Freedom Commission, which has
as one of its six major goals that mental health care is consumer and family-driven.17
The concept of consumer- and family-driven care has been expanded to include
youth-guided care, which allows youth to provide meaningful guidance to mental
health professionals based on their own experience as recipients of services.18
‘‘Youth-guided,’’ as defined by SAMHSA,19 means that youth have the right to be
empowered, educated, and given a decision-making role in the care of their own lives,
as well as the policies and procedures governing the care of all youth in the community, state, and nation. Youth voice is being developed by a national organization
Youth M.O.V.E. (Motivating Others through Voices of Experience). Youth M.O.V.E.20
was organized with the support of CMHS to improve services that support positive
growth and development by uniting the voices of youth and young adults who have
lived experience in various systems, including mental health, juvenile justice, education, and child welfare. Guidelines for family-driven and youth-guided care guidelines
call for families and youth to be given complete information and included in all
decision-making about their care.

WHAT IS ‘‘WRAPAROUND’’?

‘‘Wraparound,’’ coined in North Carolina,21 is an approach that incorporates the guiding principles and values of CASSP and has evolved into a well-described and widely
applied intervention. Wraparound is a definable planning process that results in
a unique set of community services and natural supports that are individualized for
a child and family to achieve a positive set of outcomes.22 Services are ‘‘wrapped
around’’ the child and family in their natural environments. The wraparound planning
process is child- and family-centered, builds on child and family strengths, is community-based (using a balance of formal and informal supports), is culturally relevant,
flexible, and coordinated across agencies; it is outcome driven, and provides unconditional care.23 The term ‘‘wraparound’’ has intuitive appeal and has entered the
lexicon of most child-serving clinicians and agencies. There is sometimes confusion
about whether wraparound refers to the services themselves or the planning process,
but over the years wraparound has been operationalized as a planning process with
core elements. An emerging consensus on wraparound includes the following ten
essential elements:22,23,24,25
Efforts are based in the community.
Wraparound 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.
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Families must be full and active partners at every level of the wraparound process.
Services and supports must be individualized, built on strengths, and meet the
needs of children and families across life domains to promote success, safety,
and permanence in home, school, and community.
The process must be culturally competent, building on unique values, preferences,
and strengths of children and families, and their communities.
Wraparound child and family teams must have flexible approaches and adequate
flexible funding.
Wraparound plans must include a balance of formal services and informal community and family supports.
There must be an unconditional commitment to serve children and their families.
The plans should be developed and implemented based on an interagency,
community-based, collaborative process.
Outcomes must be determined and measured for the individual child, for the
program, and for the system.
How Wraparound Works

The wraparound process is a specific model of an individualized, family-driven and
youth-guided team planning process. Through the team process, the child and family
drive care planning by determining an overall vision of how the family will know when
things are better; the composition of the team (unless custody lies with child welfare, in
which case child welfare must have a place on the team); goals and desired outcomes
of services regarding specific needs; evaluating the effectiveness of services; and having a meaningful role in all decisions, including those that impact funding of services.
Empowering families and youth as drivers of the team process provides them an
experience of ‘‘voice and choice,’’ in which their goals, preferences, needs, and
strengths guide all efforts. The personal expertise the family has about itself and its
community is viewed as equally important to the expertise that professionals on the
team have about their respective disciplines and agencies. Full inclusion of the youth
and family as partners in the team process is expressed by the core concept ‘‘nothing
about us without us.’’26 It means that no decisions are made about care plans without
parent or caregiver participation, but does not preclude communications between
team members that do not include the family.
While the child and family are the driving forces of the team in that care plans
generated by the team ultimately must be approved by the family, the generation of
options to meet identified needs and the implementation of options selected in the
child’s care plan occurs through the team process. The team is facilitated by a care
coordinator or care manager, and frequently there is also a paid family partner or family support specialist, who helps support family engagement and voice in the planning
process. The family partner is a person who has experience raising a youth with SED
and often is a person who comes from a similar cultural background as the family. The
care coordinator and family partner have a primary responsibility to support
a ‘‘no shame, no blame’’ atmosphere in the team meetings, in which mutual respect
is actively modeled and recrimination and disrespect between team members is
actively discouraged.
The team process facilitates interagency and interdisciplinary collaboration. An
atmosphere of collaboration and shared goals helps promote a sense of hopefulness
in families; this is in contrast to augmented hopelessness in families, often created by
uncoordinated and even conflicting agency mandates and service plans. The complementary contributions of various team members function synergistically in identifying
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system and community resources to promote better outcomes. The team is able to
determine who can be most effective to work toward each of the goals and assigns
appropriate responsibility and accountability. Use of a strengths-based orientation
and discussion of needs rather than problems is less stigmatizing and promotes
more active engagement of families and youth in service-planning activities. Individualization of the care plan is emphasized by the fact that if a plan is not successful in
achieving its goals, the expectation is that the plan was flawed and needs revision,
not that the family is ‘‘noncompliant’’ and should be ejected as having failed the
process. Furthermore, rather than being driven by priorities and limited service menus
of the categorical agencies (education, child welfare, juvenile justice, and other
agencies), the child and family team has access to a broad array of home- and community-based supports, such as home-based therapy, respite and mentoring
services, and the like.
Interventions designed to reinforce strengths of the child or youth and family may
include nontraditional therapies, such as specific skills training or mentored work
experiences that remediate or offset areas of challenge. For example, a youth at
risk for substance abuse might receive funding for prosocial activities, such as a health
club membership or computer training. These interventions generally are not included
in traditional categorical mental health funding and may require flexible funds that are
not assigned to specific service types. Thus, the wraparound planning process must
have access to flexible, noncategorical funding. Such funds should be available for
addressing individual needs other than formal treatment needs (eg, assistance with
housing). Within limits, the child and family team has authority to approve expenditures of flexible funds. The care coordinator has responsibility to remind the team of
explicit guidelines regarding acceptable uses of flexible funding (eg, flexible funds
are spent after other mechanisms are explored, with a clear relationship to improving
the mental health of the child, and with a plan for long-term sustainability).
Wraparound is fundamentally not a clinical treatment but rather a team-based planning process, although it always needs to include clinical support, and the wraparound
process itself is often psychotherapeutic in promoting increased self-esteem and adaptive functioning in the child and family. It has been noted that services are more likely to
be effective if the wraparound process is informed by comprehensive clinical assessment addressing diagnostic and treatment issues, and if the specific interventions
are evidence-based27,28,29 and, above all, culturally relevant and able to promote sustained engagement of the family with the involved community-based supports.
A comprehensive description of the formal wraparound process has been recently
summarized.25 Four phases are described, including engagement and team preparation, with discovery of the strengths and needs of the child or youth and family; initial
plan development by the team; plan implementation; and transition to address needs
in additional domains (eg, school, behavior, housing, and so forth).
An important role in wraparound is that of the ‘‘parent partner,’’ also called ‘‘family
partner’’ or ‘‘family navigator.’’ Parent partners provide critical peer support to parents
and caregivers of youth receiving services. Parent partners are individuals whose own
children have been through the service system and are able to share their own stories
and knowledge of how to navigate the system. They provide culturally sensitive, nonjudgmental support to the family to help increase family involvement and serve as
liaisons with professionals to decrease unintentional bias toward parents. Federal
Medicaid has approved waivers in several State Medicaid plans to support payment
of family partners as a medically necessary support.
A significant number of youth with SED served in systems of care are either in foster
care or other out-of-home placements,11 and consequently their most important
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relationships with family members may have been interrupted or even severed. Wraparound programs are increasingly striving to expand a youth’s network of supportive
relationships by using family searching methods that have become frequent in childwelfare systems. Rather than assuming that children have no family, wraparound
teams work to locate extended family members who have lost contact with the youth
or were unaware that he or she was in foster care. They are invited to become involved
in case planning with the youth, and explore the possibility of creating more meaningful relationships that can endure, especially as formal services decrease. Expansion of
the youth and family’s network of supportive relationships is believed to be one of the
most positive aspects of wraparound (Galloway A, personal communication, 2008).
Another important value of wraparound is to provide positive support structures for
the child or youth to help them find a place where they fit in and can be part of
a community.30
Another important aspect of wraparound is the use of ‘‘natural’’ or ‘‘informal’’ community-based supports. These can be as varied as the communities in which the youth
and family live. They include extended family, friends, the faith-based community,
boys and girls clubs, teachers, neighbors, and other resources. A goal of wraparound
is to move toward replacing formal supports as the means of addressing the needs of
the child and family with informal supports as much as possible. Informal supports
interface with professional services, and all services and supports are combined
into a single care plan with clearly defined goals. The team is progressively constituted
by individuals providing informal support. Participation of a professional on a child and
family team does not require attendance at a team meeting. Professionals can be
team members and participate in the team process via meetings and other communications held with the youth and family and care coordinator outside of the regular team
meetings.

WRAPAROUND CASE ILLUSTRATIONS
Case #1

Juan is a 13-year-old Hispanic boy who lives with his mother, younger half brother,
and stepfather. Juan has a diagnosis of attention deficit hyperactivity disorder
(ADHD), combined type, severe, and oppositional defiant disorder. He was referred
by his school for the wraparound service-planning program because of significant discipline problems at school, including some instances of aggression toward other students and teachers. Juan’s mother and stepfather speak little English. His mother had
previous involvement with child welfare, when Juan was younger, because of domestic violence in the home, and Juan was briefly placed in foster care until his birth father
left the home. Juan’s parents are suspicious of professionals and fear reinvolvement of
child welfare. Furthermore, they have not been willing to consider a trial of medication
for his ADHD as recommended by his pediatrician, primarily because Juan’s stepfather does not believe in medicine for behavior problems. Other efforts to engage the
family in treatment were also unsuccessful. When he enrolled in wraparound, Juan
had been suspended from school twice.
Juan’s mother reluctantly agreed to consider enrollment in Coordinated Family
Focused Care, a wraparound child and family team-planning process that involves
work with a parent partner and a care coordinator to create a child and family team,
in partnership with the family, to help Juan function better at school. Juan’s mother
established some trust with the parent partner assigned to work with her because
the parent partner had a similar cultural background, spoke Spanish as her first language, and had her own history of caring for a child with serious mental health issues.
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In the course of the initial strengths and culture discovery, Juan noted that he liked
to draw and said he was interested in becoming an artist when he grows up. He did
especially well in art last year, in the 7th grade, when he got an A and had a very positive relationship with his art teacher. Early in the team planning process, furthering
Juan’s interest in art was identified as a primary goal. Flexible funding through the program was made available to pay for drawing lessons at the local art museum. However, there was concern that without a mentor to support his effort in the art
classes, there was a high likelihood that oppositional and defiant behavior could result
in Juan being asked to leave the class. His art teacher from the previous year was invited to participate on the child and family team. She came to a team meeting and
agreed to accompany Juan to his art lessons for a nominal stipend, again paid for
with flexible funding assigned to the program.
Juan had a dramatic response to taking the art lessons. A drawing he did received
an award and was displayed in the art museum, which was a source of much pride for
Juan, his mother, and his stepfather. Nevertheless, his difficulties in school continued.
In the context of success with the art class and the emerging trusting relationship that
Juan’s parents had with the parent partner and care coordinator, they were willing to
have a consultation with the child psychiatrist providing support to the program, especially as the parent partner offered to attend with the parents and provide support with
translation. After reconfirming the diagnosis of ADHD and listening to the concerns
about medicines voiced by the parents, the child psychiatrist provided information
about the evidence supporting the benefit of medication. With additional support
from the child and family team, including the pastor of their church, Juan’s parents
agreed to a trial of Concerta. There was an immediate benefit in both Juan’s grades
and behavior. He was thrilled, as were his parents.
Case # 2

Celia is a 17-year-old young woman who entered a wraparound project when she was
15 years old. As a child, she was removed from her parents’ care because of neglect
and subsequently was placed in a series of foster homes, without finding a successful
long-term placement. She started having behavioral problems in early adolescence.
Because of her mood difficulties, self-harming behaviors, inability to function in
school, substance abuse, runaway episodes, and periodic aggression, she entered
residential treatment when she was 12 years old. She spent most of the next 3 years
in different residential programs, with periodic unsuccessful attempts to return to the
community. The wraparound team met her when she was in residential treatment. The
initial focus of their efforts was to find a highly experienced foster family who was
a good match for Celia, guided by Celia’s perception of what would work for her.
The family they found was able to provide structure but were clear that they were
not going to overwhelm her with rigid rules, which was what Celia had hoped for.
They were motivated to form a relationship with her and to be emotionally available,
but they understood that because of Celia’s early attachment difficulties, they should
not pressure her to get too close too quickly.
To help this foster placement succeed, Celia and the foster family were provided with
an array of formal and informal supports, including crisis respite services, individual
therapy, home-based family therapy, and mentoring. Efforts were made immediately
to contact Celia’s siblings and locate members of her extended family to expand her
network of support. Because Celia’s foster parents understood her needs and felt
supported by the wraparound team, when her family members re-entered Celia’s life
the foster family did not experience it as a threat and were able to be supportive.
During Celia’s stay with the foster family, the wraparound team helped her develop
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her interest in art by advocating for her to take more art courses at her high school. She
also developed her interest in music and began to perform at statewide conferences
and meetings. Celia and her foster family connected so well that when they moved to
an adjacent state, the child welfare agency, functioning as an integral part of the wraparound team, was willing to continue to support the placement. The team was able to
stay together through a number of Celia’s mental health setbacks, and Celia felt that
she had a personal connection with every member of the team. Celia has now
graduated from the wraparound program. She continues her interest in music and
has ongoing contact with her siblings and some extended family members.
THE EVIDENCE BASE ON WRAPAROUND

One limitation of the research on wraparound relates to the fact that until recently it
was not well-defined operationally and its applications varied across studies. Only
recently has consensus been reached about the essential elements of the wraparound
as an intervention.22,25,31 Studies on wraparound have incorporated measures, such
as the Wraparound Fidelity Index (WFI),24 to ensure fidelity to the model as defined
by the National Wraparound Initiative.31 A recent study showed that higher fidelity,
as measured by the WFI, was associated with better outcomes in multiple domains.32
The evidence base concerning wraparound generally characterizes the approach as
promising.11,29 Positive results from three randomized, controlled trials and a number
of quasi-experimental studies in different communities with diverse populations of atrisk children and families have been described. These studies have generally reported
positive outcomes in terms of reduction of externalizing behavioral problems,
increased level of function, reduction of out-of-home placement, improved family
management skills and function, and increased consumer and family satisfaction.33,34
However, a randomized, controlled study found no difference in clinical outcomes for
wraparound versus usual treatment.35 Another study comparing wraparound to Multisystemic Therapy (MST; see description below) found that youth who received only
MST demonstrated more improvement in clinical symptoms than those who received
only wraparound over the 18-month follow-up assessment.29 It was noted by the
investigators that because wraparound plans are individualized, the wraparound
group may have had a mixture of effective and ineffective treatments, while the
MST intervention is more standardized.
Interestingly, although wraparound is considered a promising but not yet strongly
supported intervention, it has gained widespread acceptance as a planning approach,
as evidenced by CMHS’s requirement that it be used in system-of-care grant projects.
Its popularity is likely because of its family-driven and strengths-based philosophical
orientation. With such widespread use, however, it becomes difficult to obtain
approval for randomized, controlled trials. This issue parallels the widespread adoption of the system-of-care model on the strength of its philosophy and values, which
has required use of quasi-experimental designs.36,37
COMPARISON OF WRAPAROUND TO OTHER INTENSIVE COMMUNITY-BASED INTERVENTIONS

Several other intensive community-based interventions used in systems of care have
been empirically evaluated, including MST, treatment foster care, and case management.11,12,29 It is useful to examine how these models differ from wraparound
(Table 1).
MST is an intensive home- and community-based family treatment model for children and adolescents at risk of out-of-home placement because of serious emotional
and behavioral problems.38 Originally developed for juvenile offenders, MST has been
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Table 1
Overview of some intensive community-based interventions
Intervention
Multisystemic
therapy

Wraparound
planning
process

Intensive case
management

Treatment foster
care (Oregon
MTFC model)

Essential Features
 Ecological case
formulation,
 24/7 crisis
availability,
 high fidelity
 Family-driven
team with
facilitator;
 strengths-based/
use of natural
supports
 Intensive
individualized
services with
assigned case
manager
 Highly staffed;
 use of intensive
behavior
modification;
 family trained
from outset

Who Provides
Services

Where Services
Provided

Clinical MST team
(mental health
clinicians/
psychiatrist)

Primarily
home-based or
community-based

 Any provider
selected by team;
 use of parent
partners and
natural supports

Community, home,
or clinic

Varies

Usually home or
community

Foster family
and behavioral
consultants

Foster home and
community
consultation

applied to youth in the child welfare system, youth at risk for psychiatric hospitalization, and violent sex offenders. MST is an intensive intervention lasting 3 to 5 months
in which all services are provided by the MST team. Interventions are based on
systematic assessment of all aspects of the child and family using a social ecological
perspective. MST has been carefully implemented to ensure adherence to the model.
There have been nine randomized trials of MST demonstrating its efficacy.39
The evidence base for treatment foster care as a home-based alternative to residential treatment for youths with mental health needs or antisocial behavior derives
primarily from research on the Oregon Social Learning Center model, called Multidimensional Treatment Foster Care (MTFC).40 The Oregon model includes close supervision of foster parents by experienced therapists who train them in techniques of
careful monitoring of behavior and consistent application of positive reinforcement
and consequences. Two randomized, controlled trials demonstrated superiority of
MTFC to treatment-as-usual for juvenile justice-involved youth, and a further study
favored MTFC to treatment at a state psychiatric hospital.11,41 MTFC has also been
applied successfully to troubled youth in the child welfare system and to address
the needs of preschoolers with aggressive and oppositional behavior.
Case management is a common strategy used in systems of care to coordinate care
and ensure access to an array of services that will meet the child and family’s needs.
It includes various functions to meet these needs, including assessment, service planning and implementation, service coordination and monitoring, and advocacy.42
Case-management approaches generally incorporate a specialist case manager or
care coordinator who either functions as a broker of services or has a more intensive
role, providing some direct support to the child and family, such as in the Children and
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Youth intensive Case Management model.43 There have been at least four randomized, controlled trials of case management which have generally shown positive findings in relation to comparison groups.11 However, the findings are somewhat difficult
to assess as a group because of the variations in intensity of case management
models tested (Table 2).
APPLICATIONS OF WRAPAROUND

Wraparound was developed in the late 1980s and expanded in the 1990s, and subsequently has been used as a viable alternative to residential treatment. The Kaleidoscope Project in Chicago, Wraparound Milwaukie, and the states of Alaska and
Vermont initiated some of the earliest and most successful wraparound programs in
the country. Current SAMHSA system-of-care grants require high-fidelity wraparound.
These grant communities now include tribal communities, a new wave of early
childhood grants for children ages 0 to 8 (who hadn’t been included in previous system-of-care programs), and state transformation grants. There is now a substantial
literature on wraparound and the National Wraparound Initiative,31 providing information and technical support. One of the most successful wraparound programs is
Wraparound Milwaukie,34 which has been used as a model for other states in developing similar initiatives. Wraparound Milwaukie was implemented with a SAMHSA
grant in Milwaukee County, Wisconsin in 1995 to serve high-risk youth in the Child
Welfare and Juvenile Justice Systems who were at immediate risk of placement in residential, hospital, or correctional settings. The program uses a wide array of community-based interventions as alternatives to out-of-home placement. Wraparound
Milwaukie was able to sustain its program after the grant period by developing
a unique managed care entity in which four public agencies pool funding to create
maximum flexibility and sufficient funding to meet the comprehensive needs of an
average of 560 culturally diverse youth and families per year.34
A number of states, including Vermont, Oklahoma, Oregon, Mississippi, Massachusetts, and Arizona, among others, have implemented wraparound on a statewide basis
or are in the process of doing so. As noted above, litigation has played a role in implementation of wraparound, such as occurred in Arizona in the J.K. consent decree in
2001 and in the recent Rosie D. settlement in Massachusetts.44 There are unique
challenges in statewide applications of wraparound, including development of statelevel administrative mechanisms for blended funding, large-scale training of the workforce in wraparound methodology, and decision-making about allocation of resources
to wraparound versus other community-based models.
Another issue that arises in applications of wraparound to larger populations is
selection of an appropriate target population. In Oregon’s statewide Wraparound

Table 2
Levels of evidence supporting intensive community-based interventions
Community-Based Intervention

Level of Evidence

Multisystemic therapy

5

Wraparound process

3

Intensive case management

4

Multidimensional treatment foster care

4

Definitions of levels of evidence:59 1, not evaluated; 2, evaluated but unclear (no or possibly
negative effects); 3, promising (some evidence); 4, well established; 5, better or best.
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Initiative,45 a decision was made to include children who are at risk for serious mental
health issues, as well as those already identifiable as having SED, to provide the benefits of wraparound as an early intervention strategy. In this application, modifications
to wraparound, such as shorter-term applications and smaller teams may be appropriate. There has been little systematic examination of what might be considered
‘‘partial applications’’ of wraparound. However, there could be a role for applying
the principles and some components of wraparound to different populations and in
different contexts. This might include, for example, team-based processes in
schools46 or child welfare family decision-making meetings.47 Interventions partially
adhering to the wraparound model include incorporation of system-of-care values
and principles into traditional psychotherapy and pharmacotherapy.27

POTENTIAL LIMITATIONS OF WRAPAROUND

It has been suggested that wraparound, a planning process which has a good record
of engaging family and community support, would benefit from being combined with
the strengths of specific evidence-based approaches.48 It is thus likely that difficulties
accessing specific clinical interventions needed by the youth and family will limit the
effectiveness of wraparound.29 The national shortage of mental health therapists,
and especially child and adolescent psychiatrists, creates a problem in accessing
these services, especially in rural areas and for those living in poverty.49 Child and
adolescent psychiatrists, who are needed to address complex diagnostic, psychopharmacologic, and other treatment needs of youth with SED, have limited opportunities to participate directly in wraparound teams, even in urban areas (Hedrick L,
personal communication, 2008). There may also be gaps in access to evidence-based
practices that should be included in the wraparound plan.
It has been noted that wraparound requires significant training and other supports.50
A lack of systematic use of wraparound manuals by wraparound care coordinators,
found in a recent study,51 could limit the effectiveness of wraparound. Even beyond
training in wraparound methodology, care coordinators need to have knowledge of
evidence-based clinical interventions, and there is some evidence that wraparound
providers are less familiar with some evidence-based practices than nonwraparound
providers.51 Administrative issues also impinge on the effectiveness of wraparound.
Limitations to interagency collaboration may extend from local, state, or federal
administrative barriers to key aspects of wraparound, including blending of funds,
information sharing, and development of interagency service plans. Competing
agency mandates may also create barriers to effective collaboration and service integration. Lack of organizational and system supports, such as manageable caseloads,
availability of flexible funds, and standards for team composition, may interfere with
fidelity.52
Another access issue concerns the limited availability of foster parents who have the
experience, skills, and motivation to parent youth with complex mental health needs
and histories of disrupted relationships. As shown in Case #2 above, young people
who have had many failed relationships may require a unique set of attributes on
the part of the foster parents, including tolerance for behavioral and emotional instability. Needless to say, it is difficult to locate uniquely well-matched foster parents for
each youth. Availability of respite and other supports to these foster homes is also
needed to allow youth to remain in the community and may require significant financial
investment. Expanding their network of supportive relationships can allow youth to
sustain treatment gains over time, but this process can be resource intensive as well.
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FUTURE DIRECTIONS FOR RESEARCH AND IMPLEMENTATION

Given the significant national investment that has been made in wraparound, further
research on high-fidelity wraparound is clearly needed. Future research should focus
on identifying the most important ingredients for positive outcomes, and emphasis
should be placed on the specificity of clinical interventions, particularly incorporation
of evidence-based practices.29,48
Wraparound methodology will need to be refined for new and diverse populations,
such as tribal communities, young children, and children who are showing early signs
of developing more serious emotional or behavioral difficulties. Another challenge in application of wraparound is the frequent difficulty of engaging youth and families who
may be quite isolated and mistrustful of ‘‘the system’’ to participate in services in the
system-of-care. Callejas and colleagues53 have described access to services as the
‘‘front porch’’ of a continuum of culturally competent mental health services; the front
porch is built through outreach activities in the community, reciprocal linkages with
community services, and creation of a welcoming reception area in an agency. A related
issue is the need to create mechanisms to provide services to parents of SED youth who
may need mental health and addictions services. Given the substantial literature on
effects of parental depression and other mental disorders on children, this should be
a central focus of systems of care.54,55
As noted above, future expansion of wraparound by states will need to address barriers to blended funding and integrated service planning and delivery, cross-training of
an interdisciplinary workforce, and defining which specific subgroups should receive
high-fidelity wraparound versus partial applications. Finally, as the national agenda
moves toward comprehensive care that integrates mental and physical health
care,17,56 wraparound interventions within systems of care will have to do a better
job of interfacing with primary care providers. The Academy of Pediatrics ‘‘medical
home’’ model is very compatible with wraparound’s coordinated, comprehensive,
family-driven approach and closely overlaps with system-of-care values and
principles.57
SUMMARY

The wraparound approach has become a national standard for service planning for
children and youth with complex mental health needs and their families. Its philosophy
and methods are consistent with national trends toward family-driven care and more
positive, less-pathologizing approaches to mental health services. Aspects of wraparound that account for its appeal and positive outcomes likely operate at multiple
levels. At the system level, wraparound requires administrative modifications that
allow different agencies to work closely together, develop single, coordinated service
plans, and create mechanisms for combining funds and creating opportunities for flexible funding in the interest of the youth and families served. At the level of the child and
family, the values of wraparound truly put the child or youth and parents at the center
of the process and allow them to chart their own course. By virtue of its strengthsbased approach, the youth’s self-esteem and sense of self-agency are reinforced
by professionals, family members, and the network of people that wraparound builds
around the child. This network of supports can remain with the child even after the
team process is no longer part of a wraparound program. Just as it has been demonstrated that child-therapist relationship variables are predictive of youth mental healthtreatment outcomes,58 it makes sense that the relationship-building aspect of
wraparound is helpful in promoting positive outcomes for children and families.
Provision of an atmosphere of acceptance and encouragement in which the youth
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and parents feel a growing sense of personal agency and enhancement of their selfesteem and competence is a critical ingredient of any successful psychotherapy.
In terms of its evidence base, wraparound is still at the level of a promising intervention. The resources required for high-fidelity implementation of wraparound are
considerable. To better understand its value, research examining specific components of wraparound, both formal and informal, is needed to determine which are
most strongly associated with positive outcomes.
WEB REFERENCES ON WRAPAROUND
Focal point issue on quality and fidelity in wraparound. Available at: www.rtc.pdx.edu/
pgFocalPoint.shtml.
Promising Practices (system of care) monographs on wraparound. (2001, vol. 1; 1998, vol.
4): Available at: www.mentalhealth.samhsa.gov/cmhs/ChildrensCampaign/practices.
National Wraparound Initiative. Available at: www.rtc.pdx.edu/nwi.
Wraparound Fidelity Index. Available at: www.uvm.edu/~rapvt.
Walker and Koroloff, Schutte monograph on necessary supports for ISP/wraparound.
Available at: www.rtc.pdx.edu.

REFERENCES

1. Friedman RM, Katz-Leavy JW, Manderscheid RW, et al. Prevalence of serious
emotional disturbance: an update. In: Manderscheid RW, Henderson MJ, editors.
Mental health, United States, 1998. Rockville (MD): U.S. Department of Health
and Human Services; 1999. p. 110–2.
2. Joint Commission on the Mental Health of Children. Crisis in child mental health:
challenge for the 1970s. New York: Harper and Row; 1969.
3. Knitzer J. Unclaimed children: the failure of public responsibility to children and
adolescents in need of mental health services. Washington, DC: The Children’s
Defense Fund; 1982.
4. Stroul B, Friedman R. A system of care for children and youth with severe emotional disturbances (rev ed) 1986. Washington, DC: Georgetown University Child
Development Center, National Technical Assistance Center for Children’s Mental
Health; 1986.
5. Center for Mental Health Services Comprehensive Community. Mental Health
Services for Children and Their Families Program. Available at: http://mentalhealth.
samhsa.gov/cmhs/childrenscampaign/ccmhs.asp. Accessed September 7, 2008.
6. Center for Mental Health Services. Annual report to Congress on the evaluation
of the Comprehensive Community Mental Health Services for Children and
their Families Program. Atlanta (GA): ORC Macro; 2001. Available at:
http://mentalhealth.samhsa.gov/cmhs/ChildrensCampaign/practices.asp. http://
mentalhealth.samhsa.gov/publications/allpubs/CB-E201/default.asp. Accessed
September 6, 2008.
7. American Psychiatric Association. Diagnostic and statistical manual of mental
disorders. text revision. 4th edition. Washington, DC: American Psychiatric Association; 2000.
8. SAMHSA Mental health information center under systems of care. Available
at: http://mentalhealth.samhsa.gov/publications/allpubs/CA-0014/default.asp.
Accessed September 7, 2008.
9. US Department of Health and Human Services. Mental health: a report of the surgeon general. Rockville (MD): U.S. Department of Health and Human Services,

The Wraparound Approach in Systems of Care

10.

11.
12.

13.
14.

15.

16.

17.

18.

19.
20.
21.
22.

23.
24.

25.

Substance Abuse and Mental Health Services Administration, Center for Mental
Health Services, National Institutes of Health, National Institute of Mental Health;
1999.
Federation of Families for Children’s Mental Health. The vision and mission of the
Federation of Families for Children’s Mental Health. Claiming children. 2001
Summer. Available at: http://www.ffcmh.org/Claiming%20Children%20Summer%
2001.pdf. Accessed September 7, 2008.
Farmer MZ, Mustillo S, Burns BJ, et al. Use and predictors of out-of-home placements within systems of care. J Emot Behav Disord 2008;16(1):5–14.
Burns BJ, Hoagwood K. Community treatment for youth: evidence-based
interventions for severe emotional and behavioral disorders. New York: Oxford
University Press; 2002.
Pumariega AJ. Residential treatment for children and youth: time for reconsideration and reform. Am J Orthop 2007;77(3):343–5.
Friesen BJ, Koroloff NM. Family perspectives on systems of care. In: Stroul BA,
editor. Children’s mental health: creating systems of care in a changing society.
Baltimore (MD): Paul H. Brookes; 1990. p. 41–67.
Osher T, deFur E, Nava C, et al. New roles for families in systems of care. In: Systems
of care: promising practices in children’s mental health. 1998 series, vol I. Washington, DC: Center for Effective Collaboration and Practice, American Institutes for
Research; 1999.
Federation of Families for Children’s Mental Health. Definition of ‘‘family-driven.’’
Available at: http://www.ffcmh.org/systems_whatis.htm. Accessed September
10, 2008.
New Freedom Commission on Mental Health. Achieving the promise: transforming mental health care in America. Final Report. Rockville (MD): DHHS; 2003.
Pub. No. SMA-03-3832.
Huffine C, Anderson D. Family advocacy development in systems of care.
In: Pumariega A, Winters NC, editors. The handbook of child and adolescent
systems of care: the new community psychiatry. San Francisco (CA): John
Wiley & Sons; 2003. p. 35–65.
Samhsa. Definition of ‘‘youth-guided care.’’ Available at: http://www.systemsofcare.
samhsa.gov/ResourceGuide/systems.html. Accessed September 7, 2008.
Youth M.O.V.E. Available at: http://www.youthmove.us. Accessed September 7,
2008.
Behar L. Changing patterns of state responsibility: a case study of North Carolina.
J Clin Child Psychol 1985;14(3):188–95.
Burns BJ, Goldman SK. Promising practices in wraparound for children with serious
emotional disturbance and their families. Systems of care: promising practices
in children’s mental health. Washington, DC; Center for Effective Collaboration and
Practice, American Institute for Research 1998 series; vol 4:77–100. Available at:
http://mentalhealth.samhsa.gov/cmhs/ChildrensCampaign/practices.asp. Accessed
September 27, 2008.
VanDenBerg JE, Grealish ME. Individualized services and supports through the
wraparound process: philosophy and procedures. J Child Fam Stud 1996;5:7–21.
Bruns EJ, Burchard JD, Suter JC, et al. Assessing fidelity to a community-based
treatment for youth: the wraparound fidelity index. J Emot Behav Disord 2004;12:
79–89.
Walker JS, Bruns EJ. Building on practice-based evidence: using expert perspectives to define the wraparound process. Psychiatr Serv 2006;57(11):
1579–85.

149

150

Winters & Metz

26. Nelson G, Ochocka J, Griffin K, et al. ‘‘Nothing about me, without me:’’ participatory action research with self-help/mutual aid organizations for psychiatric consumer/survivors. Am J Community Psychol 1998;26(6):881–912.
27. AACAP. Practice parameter for child and adolescent mental health care in community systems of care. J Am Acad Child Adolesc Psychiatry 2007;46(2):284–99.
28. Solnit AJ, Adnopoz J, Saxe L, et al. Evaluating systems of care for children: utility
of the clinical case conference. Am J Orthop 1997;67:554–67.
29. Stambaugh LF, Mustillo SA, Burns BJ, et al. Outcomes from wraparound and multisystemic therapy in a center for mental health services system-of-care demonstration site. J Emot Behav Disord 2007;15:148–55.
30. Oregon Wraparound. Video: ‘‘I fit in: wraparound Oregon works for kids and
families’’. Available at: www.youtube.com/watch?v5MPzTRZqlIEw. Accessed
September 18, 2008.
31. National Wraparound Initiative. Available at: www.rtc.pdx.edu/nwi. Accessed
September 15, 2008.
32. Bruns EJ, Suter JC, Force MM, et al. Adherence to wraparound principles and
association with outcomes. J Child Fam Stud 2005;14:521–34.
33. Burchard JD, Bruns EJ, Burchard SN. The wraparound approach. In: Burns BJ,
Hoagwood K, editors. Community treatment for youth: evidence-based interventions for severe emotional and behavioral disorders. New York: Oxford University
Press; 2002. p. 69–90.
34. Kamradt B, Gilbertson SA, Lynn N. Wraparound Milwaukie. In: Epstein MH,
Kutash K, Duchnowski A, editors. Outcomes for children and youth with emotional and behavioral disorders and their families: programs and evaluation
best practices. 2nd edition. Austin (TX): PRO-ED, Inc; 2005. p. 307–28.
35. Bickman L, Smith CM, Lambert E, et al. Evaluation of a congressionally mandated
wraparound demonstration. J Child Fam Stud 2003;12:135–56.
36. Duchnowski AJ, Kutash K, Friedman RM. Community-based interventions in
a system of care and outcomes framework. In: Burns BJ, Hoagwood K, editors.
Community treatment for youth: evidence-based interventions for severe
emotional and behavioral disorders. New York: Oxford University Press; 2002.
p. 16–38.
37. Reich S, Bickman L. Research designs for children’s mental health services
research. In: Epstein MH, Kutash K, Duchnowski AJ, editors. Outcomes for
children and youth with emotional and behavioral disorders and their families:
programs and evaluation best practices. 2nd edition. Austin (TX): Pro-ed;
2005. p. 71–100.
38. Henggeler SW, Shoenwald SK, Borduis CM, et al. Multisystemic treatment of
antisocial behavior in children and adolescents. New York: Guilford; 1998.
39. Curtis NM, Ronan KR, Borduin CM. Multisystemic treatment: a meta-analysis of
outcome studies. J Fam Psychol 2004;18(3):411–9.
40. Chamberlain P. Family connections: treatment foster care for adolescents.
Eugene (OR): Northwest Media; 1994.
41. Shepard SA, Chamberlain P. The Oregon multidimensional treatment foster care
model. In: Epstein MH, Kutash K, Duchnowski AJ, editors. Outcomes for children
and youth with emotional and behavioral disorders and their families: programs
and evaluation best practices. 2nd edition. Austin (TX): Pro-ed; 2005. p. 551–72.
42. Stroul B. Case management in a system of care. In: Friesen B, Poertner J, editors.
From case management to service coordination for children with emotional, behavioral, or mental disorders: building on family strengths. Baltimore (MD):
Paul H. Brooks; 1995. p. 3–25.

The Wraparound Approach in Systems of Care

43. Evans ME, Armstrong MI, Kuppinger AD. Family-centered intensive case management: a step toward understanding individualized care. J Child Fam Stud
1996;5:55–65.
44. Judge David L. Bazelon center for mental health law. Available at: http://www.
bazelon.org/. Accessed September 27, 2008.
45. Oregon Statewide Wraparound Initiative. Available at: www.wraparoundoregon.
org/statewide. Accessed October 10, 2008.
46. Quinn KP, Lee V. The wraparound approach for students with emotional and
behavioral disorders: opportunities for school psychologists. Psychology 2007;
44(1):101–11.
47. Ryburn M. A new model for family decision making in child care and protection
[Journal; Peer Reviewed Journal]. Early Child Dev Care 1993;86:1–10.
48. Weisz JR, Sandler IN, Durlak JA, et al. A proposal to unite two different worlds of
children’s mental health. Am Psychol 2006;61(6):644–5.
49. Thomas CR, Holzer CE 3rd. The continuing shortage of child and adolescent psychiatrists. J Am Acad Child Adolesc Psychiatry 2006;45(9):1023–31.
50. Walker JS, Bruns E. Quality and fidelity in wraparound. Focal point, research and
training center on family support and children’s mental health. Focal Point 2003;
Fall: 3–28.
51. Bruns EJ, Walrath, Sheehan AK. Who administers wraparound: an examination of
the training, beliefs, and implementation supports for wraparound providers.
J Emot Behav Disord 2007;15(3):156–68.
52. Bruns EJ, Suter JC, Leverentz-Brady MA. Relations between program and
system variables and fidelity to the wraparound process for children and families.
Psychiatr Serv 2006;57(11):1586–93.
53. Callejas LM, Nesman T, Mowery D, et al. Creating a front porch: strategies for
improving access to mental health services. In: Making children’s mental health
services successful series, FMHI publication no. 340–3. Tampa (FL): University
of South Florida Louis de la Parte Florida Mental Health Institute, Research and
Training Center for Children’s Mental Health, 2008.
54. Beardslee WR, Gladstone TR, Wright EJ, et al. A family-based approach to prevention of depressive symptoms in children at risk: evidence of parental and child
change. Pediatrics 2003;112(2):e119–31.
55. Nicholson J, Hinden BR, Biebel K, et al. A qualitative study of programs for
parents with serious mental illness and their children: building practice-based
evidence. J Behav Health Serv Res 2007;34(4):395–413.
56. Institute of Medicine. Improving the quality of health care for mental and
substance-use conditions. Quality Chasm Series. Washington, DC; National
Academies Press 2005. Available at: http://www.iom.edu/?id=30858. Accessed
October 15, 2008.
57. American Academy of Pediatrics. Policy statement: the medical home. Pediatrics
2002;110(1):184–6.
58. Shirk SR, Karver M. Prediction of treatment outcome from relationship variables in
child and adolescent therapy: a meta-analytic review. J Consult Clin Psychol
2003;71:452–64.
59. Kazdin AE. Evidence-based treatments: challenges and priorities for practice
and research. Child Adolesc Psychiatr Clin N Am 2004;13(4):923–40.

151

