Program, policy and procedure manual
The Washington State Wraparound with Intensive Services (WISe) program
model is designed to provide comprehensive services and supports to eligible
clients. The purpose of this manual is to direct the development of a
sustainable service delivery system for providing intensive behavioral health
in home and community settings to Medicaid eligible children and youth.
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Section 1: Purpose and Goals
Washington State’s Wraparound with Intensive Services (WISe) is designed to provide
comprehensive behavioral health services and supports to Medicaid eligible individuals who are up
to 21 years of age, (herein referred to as “youth”) with complex behavioral health needs and their
families. The goal of WISe is for eligible youth to live and thrive in their homes and communities, as
well as to avoid or reduce costly and disruptive out-of-home placements while receiving behavioral
health treatment services.
WISe has been implemented in all 39 Washington State counties as of June 30, 2018. The purpose
of this manual is to create consistency across Washington State’s service delivery system for those
providing intensive in home and community behavioral health services to Medicaid eligible youth.
The manual will assist the community behavioral health system and allied agencies, as well as other
formal, informal, and natural supports with the identification of eligible youth and the
implementation and provision of WISe. It is intended to provide an understanding of:



The required infrastructure and expectations of WISe
The Practice Model for the core elements of WISe, in each of the following phases:
o Engagement
o Assessing
o Teaming
o Service Planning and Implementation
o Monitoring and Adapting
o Transition

This manual is a living document and will be reviewed annually. Most current version of the
manual will be posted on our Children’s Behavioral Health website.
This version of the manual was updated at a time of multiple transitions. Referenced links, documents,
and Washington Administrative Codes (WACs) are still in the process of being updated. Until future
versions of the manual are released, any reference to the delivery system within this manual or within
referenced material is intended to include any successor.
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OBJECTIVE:
This manual will provide guidelines to ensure consistency in the goals, principles, and the delivery
of the program - across the state.
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We believe implementing this program, utilizing the Washington State Children’s Behavioral Health
Principles (previously named the Mental Health Principles) outlined below, will:





Promote recovery, increase resiliency and reduce the impact of behavioral health
symptoms on youth and families.
Keep youth safe, at home, and making successful progress in school.
Help youth to avoid delinquency.
Promote youth development, maximizing their potential to grow into healthy and
independent adults.

The Washington State Children’s Behavioral Health Principles are outlined below. These principles
guide the implementation of WISe and provide the foundation for the practice model and clinical
delivery of intensive services.

Washington State Children’s Behavioral Health Principles
Washington State’s Health Care Authority (HCA) believes that youth and families should have
access to necessary services and supports in the least restrictive, most appropriate, and most
effective environment possible. Washington State is committed to operating its Medicaid funded
behavioral health system that delivers services to youth, in a manner consistent with these
principles:
•

Family and Youth Voice and Choice: Family and youth voice, choice and preferences are
intentionally elicited and prioritized during all phases of the process, including planning,
delivery, transition, and evaluation of services. Services and interventions are family-focused
and youth-centered from the first contact with or about the family or youth.

•

Team based: Services and supports are planned and delivered through a multi-agency,
collaborative teaming approach. Team members are chosen by the family and the youth and
are connected to them through natural, community, and formal support and service
relationships. The team works together to develop and implement a plan to address unmet
needs and work toward the youth’s and family’s vision.

•

Natural Supports: The team actively seeks out and encourages the full participation of team
members drawn from the youth’s and family members’ networks of interpersonal and
community relationships (e.g. friends, neighbors, community and faith-based organizations).
The care plan reflects activities and interventions that draw on sources of natural support to
promote recovery and resiliency.
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•

Collaboration: The system responds effectively to the behavioral health needs of multi-system
involved youth and their caregivers, including youth in the child welfare, juvenile justice,
developmental disabilities, substance abuse, primary care, and education systems.

•

Home and Community-based: Youth are first and foremost safely maintained in, or returned
to, their own homes. Services and supports strategies take place in the most inclusive, most
responsive, most accessible, most normative, and least restrictive setting possible.

•

Culturally Relevant: Services are culturally relevant and provided with respect for the values,
preferences, beliefs, culture, and identity of the participant/youth and family and their
community.

•

Individualized: Services, strategies, and supports are individualized and tailored to the unique
strengths and needs of each youth and family. They are altered when necessary to meet
changing needs and goals or in response to poor outcomes.

•

Strengths Based: Services and supports are planned and delivered in a manner that identifies,
builds on, and enhances the capabilities, knowledge, skills, and assets of the youth and family,
their community, and other team members.

•

Outcome-based: Based on the youth and family’s needs and vision, the team develops goals
and strategies, ties them to observable indicators of success, monitors progress in terms of
these indicators, and revises the plan accordingly. Services and supports are persistent and
flexible so as to overcome setbacks and achieve their intended goals and outcomes. Safety,
stability and permanency are priorities.

•

Unconditional: A youth and family team’s commitment to achieving its goals persists
regardless of the youth’s behavior, placement setting, family’s circumstances, or availability of
services in the community. The team continues to work with the family toward their goals until
the family indicates that a formal process is no longer required.
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Section 2: Agency Infrastructure
Wraparound with Intensive Services (WISe) is a range of Medicaid-funded service components that
are individualized, intensive, coordinated, comprehensive, culturally relevant, and home and
community based. WISe is for youth who are experiencing behavioral health symptoms that disrupt
or interfere with their functioning in family, school or with peers.
WISe team members demonstrate a high level of flexibility and accessibility by working at times
and locations that ensure meaningful participation of family members, youth and natural supports,
including evenings and weekends. WISe also provides access to crisis response 24 hours a day,
seven days a week, by individuals who know the youth and family’s needs and circumstances, as
well as their current crisis plan. The service array includes intensive care coordination, intensive
treatment and support services, and mobile crisis outreach services, provided in home and
community settings, based on the individual’s needs and a plan developed using a wraparound
process by a Child and Family Team (CFT). Behavioral health services and supports will be
available that are sufficient in intensity and scope, including those based on available evidence of
effectiveness, and individualized to each youth and their family’s unique needs. Care is integrated
in a way that ensures youth are served in the most natural, least restrictive environment. The
intended outcomes are individualized to the goals identified and prioritized by each youth and
family. They often include: increased safety, stabilization, school success, and community
integration; and support to ensure that youth and families can live successfully in their homes and
communities and make positive and informed decisions regarding their care and lives, with an
avoidance of hospitalizations and out-of-home placements.
This section will outline the infrastructure requirements an agency must have in place to be eligible
for consideration as a WISe provider.

Federal and State Requirements
The services provided under WISe are Medicaid services, and therefore require agencies to meet all
applicable federal standards related to the provision of behavioral health services covered under
Medicaid. Agencies interested in becoming a WISe provider must hold a current Behavioral Health
Agency License, issued by the Department of Health.
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Agencies must also have a contract with a Managed Care Entity (MCE). Additionally, agencies
must be certified, or have sub-contracts or Memorandums of Understanding (MOUs) in place, to
provide all of the following services:








Individual treatment services
Family therapy services
Case management services
Psychiatric medication services
Crisis mental health services—Outreach services
Recovery support—Wraparound facilitation services
Recovery support—Peer support services

The list above is intended to direct the minimum certification requirements. If an agency provides
other services, additional certification standards may apply. The monitoring of these requirements
will continue to be completed by Department of Health’s Licensing and Certification staff (link).
Adherence to WISe, outlined below, will be reviewed by the WISe agency, the associated Managed
Care Entity (MCE), and DBHR.

WISe-Specific Requirements
Adherence to WISe, outlined below, will be reviewed by the WISe agency, the associated MCE, and
DBHR according to the Quality Plan (see Appendix J for link).
Agencies interested in becoming a WISe provider must meet standards related to:
1.
2.
3.
4.
5.
6.

Access
Practice model
Service array
Staffing
Community oversight and cross-system collaboration
Documentation

Access and Practice Model (items one and two) will be discussed in detail in subsequent chapters,
beginning on pages 21 and 35. The requirements for items three through six in the list above are as
follows.
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Service Array
Agencies providing WISe must have capacity to provide a wide array of home and community based
services within the agency, or through sub-contracts or an MOU. WISe agencies will provide each
participating youth and his or her family with a Child and Family Team (CFT) and at a minimum,
access to these services:
1.
2.
3.
4.

Intake Evaluation
Intensive Care Coordination
Intensive Services
24/7 Crisis Intervention and Stabilization Services

The above listed services are to be as described in this document, the Service Encounter Reporting
Instructions (SERI) for Behavioral Health Organizations, and as described in the larger Encounter
Data Reporting Guide, for Fully Integrated Managed Care Organizations.
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Behavioral health services offered to youth and families that are participating in WISe should
typically be provided by staff employed at a WISe-qualified agency. The CFT has the responsibility
to identify needs and develop the most appropriate and normalized strategies to meet these needs,
including referral and coordination with other services and systems. Other needed services and
supports, including those provided by system partner agencies, are to be outlined in the single
Cross System Care Plan (CSCP) that is developed and monitored by the CFT. This includes any
medically necessary services covered under EPSDT (Early and Periodic Screening, Diagnostic and
Treatment), which would also be linked to the CSCP and coordinated through the WISe team.
Note: See the WISe Service Requirements Section for further information on services.

Staffing
WISe provider agencies must have sufficient WISe qualified staff to:










Manage the capacity-level identified by the MCE and DBHR.
Deliver or coordinate all medically necessary behavioral health services (including
intensive services, substance use, and Psychiatric/Medical).
Provide each youth/family served with:
o Mental health therapies (i.e., family, individual treatment, etc.).
o Care coordination.
o Peer counseling through Family Partner and/or Youth Partner who are certified
peer counselors, or qualify for certification.
Note: Descriptions and responsibilities for staff that provide each of these services
are outlined in Appendix B.
Provide clinical supervision and ongoing trainings to WISe-qualified staff (see Appendix K
for the framework).
Have psychiatric consultation available to each team.
Maintain an average caseload size of 10 or fewer participants, with a maximum of 15 at any
given time, for each Care Coordinator.
Provide 24/7 mobile crisis intervention (see Section 4 for details) to youth and families,
preferably through staff that are known to the youth and family.
Meet timelines for completing WISe CANS screens and CANS Full, as well as entering the
information into the Behavioral Health Assessment System (BHAS).
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Cross-System Collaboration
WISe provider agencies are required to collaborate and include other child serving system partners
on CFTs, as applicable to each youth and family, as identified in the Point of Identification section of
the Access Model (hereafter system partners). The agency is to work with the youth and family and
system partners to develop a single Cross System Care Plan (CSCP) for the youth and family. The
CSCP can encompass the individual service plan requirements and will likely include a variety of
other activities. Medicaid services must be prescribed clearly, according to Medicaid documentation
standards, regardless of whether the individual service plan is incorporated into the CSCP or a
separate document.
The MCEs will work within their local communities to invite diverse representation and establish
appropriate communication channels for engaging family, youth, and local community
representative in the Children’s Behavioral Health Governance structure to inform policy-making
and program planning. Section 6 describes the requirements to identify regional processes on how
MCEs coordinate and participate in the governance structure.
A link to WISe informational materials that have been developed for specific system partners, and
other identified child-serving formal and informal supports, is located in Appendix I.
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Documentation
WISe provider agencies must maintain the following administrative documentation, in addition to
that required for Behavioral Health Agency licensing:












Quality Plan
WISe infrastructure monitoring
Calculation used for caseload management and capacity
Child and Family Team requirements (Cross System Care Plan {CSCP}, plan reviews,
progress, revisions, CFT meeting sign-in sheets, and CFT minutes)
WISe provider agencies must maintain the following documentation for each WISe-qualified
provider’s personnel:
Skill development and implementation support
Training – (Definition: An expert-led educational process designed to create or reinforce a
theoretical framework. May occur live or in virtual settings) Certificate of Completion
Recertification and competency demonstration
Coaching – (Definition: An intentional process designed to help staff apply information
learned in training in real world settings. It is a future-oriented intervention that leverages
staff knowledge and experience to enhance critical thinking and build generalizable skills.
Coaching is collaborative; goals are grounded in competencies associated with desirable
practice standards. Methods may include individual, group and may occur in live or virtual
settings) Coaching plan signed by WISe Coach and staff
Supervision – (Definition: A directive process designed to enforce and ensure compliance
and facilitate improvement in specific areas of practice) Document signed by WISe
Supervisor and staff showing outcomes and how often supervision takes place.

In addition to documentation requirements for behavioral health agencies, and compliance with
Medicaid regulation, WISe provider agencies must ensure the following WISe-specific
documentation can be found in each client’s record:





Completed CANS Screen, CANS Full within 30 days of WISe enrollment, CANS Full every 90
days, and CANS Full again upon transition to a lower level of care or discharge.
Discharge from WISe should be based on successful achievement of goals outlined in the
CSCP, endorsed and supported by the youth, family, and team.
Length of stay in WISe is based on medical necessity and allows for transition time into a
lower level of care.
If the youth has been out of WISe services for more than 6 months a new CANS screen must
be completed. A CANS Full must be completed within 30 days of a youth’s first service
regardless of provider.

11 | P a g e







Cross System Care Plan (CSCP) (note: see Appendix H for core elements and a sample
format), including revisions and updates.
o The CSCP must address the needs found within the ISP, or could include all required
elements of the Individual Service Plan (ISP) within the CSCP.
o Expected outcomes/transition activities and transition/discharge criteria will be
clearly defined in the CSCP or contained in a Transition Plan.
All necessary Releases of Information
Crisis/Safety Plan (may also be known at some providers as a Wellness Plan or Support
Plan.
CFT meeting notes:
o Meeting frequency should be determined by needs intensity. Monthly meetings are a
minimum requirement. .
o Notes should include a list of attendees (the youth and/or family are required to be
present for a meeting). Participation of young children will be decided upon by the
CFT, as appropriate.
o A record that notes were shared with all members of the CFT within a week of each
meeting that reflects the voice of family and youth.
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Section 3 WISe access protocol
This section provides uniform standards on the administrative practices and procedures for
providing access to WISe and its services. WISe providers and Managed Care Entities (MCEs) will
utilize the protocols of this section to meet the requirements related to:
•
•
•

The identification of youth who may qualify/benefit from WISe.
The WISe referral process.
The components of the WISe Screening and Intake Process.

Identification
Child-serving systems, such as Department of Child, Youth & Family Services (DCYF), Department of
Social and Health Services (DSHS), Rehabilitation Administration (RA), Developmental Disabilities
Administration (DDA), Health Care Authority (HCA), school personnel, county and community
providers, and Tribal service providers will be informed to assist in the identification and referral
of youth who might benefit from WISe. Consideration for referral begins with youth who are
Medicaid eligible, up to age 21, and who have complex behavioral health needs. Other indicators to
consider for a WISe referral may include, but are not limited to:
1. Youth with involvement in multiple child-serving systems (e.g., child welfare, mental
health, juvenile justice, developmental disabilities, special education, substance use
disorder treatment).
2. Youth for whom more restrictive services have been requested, such as psychiatric
hospitalizations, residential placement or foster care placement, due to behavioral health
challenges.
3. Youth at risk of school failure and/or who have experienced significant and repeated
disciplinary issues at school due to behavioral health challenges.
4. Youth who have been significantly impacted by childhood or adolescent trauma.
5. Youth prescribed multiple or high dosages of psychotropic medications for
mental/behavioral health challenges.
6. Youth with a history of detentions, arrests, or other referrals to law enforcement due to
behaviors that result from behavioral health challenges.
7. Youth exhibiting risk factors such as suicidal ideation, danger to self or others, behaviors
due to mental/behavioral health challenges.
8. Youth whose family requests support in meeting the youth’s behavioral health challenges.
Information sheets with more detailed factors to consider, specific to identified affinity groups,
have been developed. A link to these materials is included in Appendix I.
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Referrals
Anyone can make a referral for a WISe screen, including the youth and family. All Medicaid-eligible
youth, up to age 21, who might benefit from WISe should be referred for a WISe Screen.
A referral for a WISe screen must be made for Medicaid-eligible youth in the following
circumstances:
1. When a youth is referred to Children’s Long-Term Inpatient Program (CLIP) or Behavioral
Rehabilitation Services (BRS).
2. While a youth is enrolled in BRS or receiving CLIP services: no less frequently than every six
months, and during discharge planning.
3. Prior to a youth discharging from a psychiatric hospital.
4. When a step-down request has been made from institutional or group care.
5. When a youth receives crisis intervention or stabilization services, and there are past
and/or current functional indicators of need for intensive behavioral health services.
If a youth is currently receiving Medicaid behavioral health services from a MCE’s provider, a
referral for a WISe Screen can be completed in the following ways:



The current provider can complete the CANS screen, if they are certified in the
CANS, or
The current provider can make a referral to a WISe-contracted provider agency that
will complete the CANS Screening. If a youth does not meet the CANS algorithm,
clinical judgment may be used to continue with a referral to WISe.

If a youth is not currently receiving Medicaid behavioral health services from a MCE’s provider, a
referral to WISe can be most easily completed by contacting the WISe referral contacts for each
county (link).
In addition, requests for assistance with referrals for a WISe screen may be made directly to an MCE
or any MCE contracted WISe provider.

WISe Screening
All referrals for a WISe screen to an MCE, any MCE provider or other WISe referral contact should
result in a WISe screening, regardless of referral source. A WISe screen must be offered within 10
business days of receiving a referral. WISe screens are available at WISe agencies and clients will be
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offered the option to complete the screen over the phone when that option is more convenient for
the client.
A referral form can be offered, but must not be required to complete a WISe screen. A mental health
intake must not be required to be completed to do the WISe screen. Anyone can request a screen
for a youth/family that is Medicaid eligible and under the age of 21.
Screens must be completed and entered into BHAS no later than ten business days after initial
contact. A WISe screen is not considered to be complete until entered into BHAS.
All WISe screens will include:
1. Information gathering that utilizes the information provided by the referent (i.e. the youth,
a family member, a system partner, and/or an informal or natural support). Additional
information may be gathered from the youth and family directly and others who have been
involved with the family (including extended family and natural supports) and/or its
service delivery.
2. Completion of the Child Adolescent Needs and Strengths (CANS) Screen, which consists of a
subset of 26 questions, pulled from the CANS Full. The CANS screen must be completed by a
CANS-certified screener (TCOM Training)).
*

Note: Training materials, related to how to enter CANS into BHAS are available.
**Note: For children age 4 and younger, WISe providers will use the CANS 0-4.

3. Entering the CANS Screen into the Behavioral Health Assessment Solution (BHAS) which

will apply the CANS algorithm to determine whether the youth would benefit from WISe.

WISe Screens and Behavior Rehabilitation Services (BRS)
A referral for a WISe screen must be made for youth in the following circumstances:




When a youth is being considered for or referred to Behavioral Rehabilitation Services
(BRS);
Every six months while a youth is receiving BRS if WISe is not already being provided; and
At discharge from BRS.

Steps for completing a WISe BRS Screen:
 DCYF or BRS staff are responsible for contacting a WISe agency to request a WISe Screen.
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The list of WISe agencies by county is available on the HCA website under WISe.
 Note: One exception, is in King County, up until October 2019, WISe
screens for BRS involved youth will be managed by King County by calling
206-263-9006 or 206-263-8957.
 After October 1, 2019, WISe screens for BRS involved youth will be
completed by WISe agencies.
 WISe agencies are to complete the CANS screen. Screens must be offered to be done by
phone as well as in person.
o The referral may come from the DCYF staff, BRS staff, or any other person on behalf
of a Medicaid eligible child under age 21.
o Note: WISe screens are not considered complete until they are entered into BHAS.
WISe staff have ten (ten) business days from the initial contact to complete the
screen and enter into BHAS.
 WISe staff are to enter into BHAS, in the comments section, the reason a referral is not made
to serve the youth exclusively with WISe if the youth has screened eligible for WISe.
o WISe staff are to also enter the status of the youth’s involvement with BRS: Entering
BRS, Six months in BRS, or discharging from BRS.
 WISe agencies are to provide DCYF and/or their contracted BRS staff a copy of the WISe
screening results
When a child receives BRS and WISe services, the WISe provider agency and BRS provider shall
coordinate and collaborate to provide appropriate WISE and BRS services to the child and family or
caregiver
o

For DCYF and BRS staff: WISe Screening Solution Communication
If there are complications or delays in receiving a WISe screen from a WISe agency, DCYF and BRS
staff are to follow the steps below:
1) Contact Coordinated Care of Washington at 1-844-354-9876, if:
- The screen is not completed after ten (10) business days;
- There are any systemic barriers preventing completion of a screen.
If after 72 hours of contacting Coordinated Care of Washington, challenges persist, please do the
following:

2) Submit an email to HCA Managed Care Programs with the subject header line “URGENT WISe Screening issue” and identify the situation, whether you need an urgent screen or it is
a systemic issue and provide your contact information for follow-up.

16 | P a g e

BHAS Data Entry for WISe Staff:
There are two places to enter data. One is the page where it asks the ‘assessment reason’. The drop
down will force you to choose ‘initial’, but in the comments you can say something like “BRS 6
month”.

Then the next screen will require you to choose a referral source. You should indicated from that
drop down box if this is an initial, rescreen, or discharge. Also, at the bottom box, you need to
indicate that BRS is being preferred by the referring agency.
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Then after the diagnosis, you will choose “continue BRS” and give a rationale. The BRS
agency or case worker will have information on why BRS is needed rather than having
the child be served in the community.
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WISe Intake
For any youth who is not currently enrolled in a MCE, for behavioral health services, in addition
to the WISe screen, the following intake eligibility determinations must be made:
1. Establish Medicaid eligibility. WISe is a Medicaid program and can only serve youth who
are up to 21 and covered by Medicaid.
2. Establish that the youth meets qualifying medical necessity criteria, based on a covered
behavioral health diagnosis, under the MCE’s contracted standards, such as Access to Care
Standards for Behavioral Health Organizations. All youth who meet the CANS algorithm and
the MCE’s qualifying criteria will be determined to meet WISe level of care. If a youth does
not meet the CANs algorithm, clinical judgment may be used to continue with a referral to
WISe.
All youth, ages 5 and up to 21, who meet the CANS algorithm and are eligible for behavioral health
services through an MCE’s qualifying criteria will be offered entry to WISe - For those children
under 5 years of age, this decision shall be made based on clinical judgment and in accordance with
authorization standards and protocols established in each MCE.
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At this point, initial engagement to begin planning, facilitating, and coordinating services will occur.
Initial engagement is typically done by a Care Coordinator and Youth Partner and/or Family
Partner (depending on the youth and family’s preference). WISe may be accepted or declined by
any youth who has achieved the age of consent, 13 years and older and/or a legal decision-maker
for each youth.
Youth who are not enrolled in Medicaid and do not meet intake eligibility requirements will be
referred to other community resources, including their health care plan for behavioral health
services. All youth receiving or eligible for MCE services, but who do not meet the CANS algorithm,
will be referred to and offered other services.
Note: Per existing requirements, MCEs and/or WISe providers are responsible for providing
information and access to crisis services to the youth and/or family, while they await the WISe
screen and intake.
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Section 4: WISe service requirements
What is Different about WISe?
Focus on Youth and Family Voice Utilizing a Strength-based Approach
The WISe provider intentionally seeks out youth and family voice, choice and preferences during all
phases of the process, including planning, delivery, transition, and evaluation of services. Supports
and services are delivered in a way that honors youth-guided and family-driven care. Together, the
WISe provider, youth, and family will plan and deliver services and supports in a manner that
identifies, builds on, and enhances the capabilities, knowledge, skills, and assets of the youth and
family, their community, and other team members.
Primary setting
WISe services are intended to be provided in the home and in community locations, and at times
and locations that ensure meaningful participation of youth, family members, and natural supports.
WISe is targeted to youth with intensive and complex behavioral health needs. Assessment,
treatment, and support services are provided in the youth and family’s natural setting, where
needs, strengths, and challenges present themselves (such as the home, school and community).
Flexible and Creative Services
WISe is intended to be provided in creative and flexible ways. Those served through WISe tend to
come into services with complex needs and involved histories. This approach must provide unique
methods of support, as many of the youth and families served have found traditional behavioral
health care unable to meet their needs. Others remain at risk of more restrictive care, in spite of
having received traditional behavioral health services. This circumstance requires the WISe team to
deliver purposeful support without delay, with a “take action” mentality, moving from a
‘compliance practice model’ to a needs-driven, strengths-based, intensive and flexible approach to
providing services and supports.
Involvement of Family Partners and Youth Partners (Certified Peer Counselors) is Essential
Family Partners and/or Youth Partners who have lived experience must be a part of the team. They
must be meaningfully involved in the provision of WISe. The Family Partner and/or Youth Partners
are equal team members with the Care Coordinator and Mental Health Clinician. The Family
Partner and/or Youth Partner meet with the youth and/or family on a regular basis to provide
support in addressing the needs of the youth and family, as defined in the Cross System Care Plan
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(CSCP). Youth Partners and Family Partners should be educated in how to utilize the CANS results
to support and educate the youth and family, and are encouraged to be certified in CANS. A Youth
Partner and Family Partner are distinct and separate roles. See Appendix B for more detailed
information related to the role of Family Partner and Youth Partner.

Providing Intensive Care Coordination and Services Using a Wraparound
Approach
WISe is intended to operationalize the system of care (SOC) values in service delivery to a specific
class of children, youth, and their families with complex behavioral health needs. WISe will be
implemented through the support of a statewide system of care to the fullest extent feasible. It is
delivered using a wraparound approach, to improve collaboration among child-serving agencies. It
focuses on the individual strengths and needs of each participating youth and family.
Once authorized by the MCE for WISe, youth and families participating will have access to a wide
array of services and supports to address their specifically identified needs. Although the intensive
care coordination and services available under WISe are funded by Medicaid (see appendix F for
links to Reporting Instructions), the program’s model is intended to draw in other resources
through teaming with both formal (e.g., service providers and representatives of schools and childserving agencies) and informal (e.g., family, friends, and community members) supports and
programs that are offered in a variety of settings (home, community, school, etc.).

Intensive Care Coordination
Intensive Care Coordination is a service that facilitates assessment of, care planning for, and
coordination and monitoring of services and supports, through the phases below.
While WISe is a team-based approach, it is typically the role of a Care Coordinator to facilitate and
coordinate services and supports. Through each of the following phases (adapted from the
nationally recognized Wraparound phases) other WISe Practitioners* should be partnering to most
effectively meet the needs of the youth and family.
* WISe Practitioners– a term used to describe the collection of WISe-certified staff roles,
required for each team (the Care Coordinator, the Family Partner and/or Youth
Partner, and the Mental Health Clinician)
The key to successful Intensive Care Coordination is also holding central to a key wraparound
principle that “Needs are not Services.”
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Engagement
Overview:

During this phase, the groundwork for trust and shared vision among the youth,
family, and WISe team members is established, so people are prepared to come to
meetings and collaborate. The tone is set for teamwork and team interactions that are
consistent with the Washington State Children’s Behavioral Health Principles,
particularly through the initial conversations about strengths, needs, and culture. In
addition, this phase begins to shift the youth and family’s orientation to one in which
they understand they are an integral part of the process and their preferences are
prioritized. Initial engagement 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 soon as possible. However, elements of the engagement phase will be
implemented in conjunction with other phases.
When a youth is coming into WISe from another program or placement (i.e., CLIP, BRS,
an inpatient hospitalization, or a juvenile justice facility), this phase is especially
important, to begin prior to discharge, to assist in successfully transitioning youth
back into to the community.

Goals/Purpose:







To address pressing needs and concerns, prior to forming a Child and Family Team when
necessary, so the youth, family and team can give their attention to the WISe process
To explore the results of the CANS and the individual’s and family’s strengths, needs,
culture, and vision, and develop a youth and family narrative that will serve as the starting
point for planning
To orient the family and youth to the WISe process
To gain the participation of team members who care about and can aid the youth and
family, and to set the stage for their active and collaborative participation on the team
To ensure that the necessary procedures are undertaken so the team is prepared to begin
an effective WISe process

Essential Steps



To lay the groundwork for trust and shared vision among the youth, family and WISe team.
To establish rapport and build commitment to WISe process through warmth, optimism,
humor, and identification of strengths.
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The WISe Practitioner(s) meet with the youth and family to explain the WISe process, and
how it differs from traditional care.
The WISe Practitioner(s) obtains consent for services.
The WISe Practitioner(s) discuss with the youth and family the events, circumstances, and
moments that brought the youth and family to WISe.
The WISe Practitioner(s) obtain the youth and family perspective on where they have
been), where they are presently (including listening for both their expressed needs and
strengths), and where they would like to go in the future.
The WISe Practitioner(s) discuss the youth’s and family’s view of crises, and develops a
written plan to stabilize dangerous or harmful situations immediately.
The WISe Practitioner(s) ensure the youth and family understand any system mandates (if
applicable) and ethical issues.

Note: For services under this phase of the intervention to be Medicaid compliant, an initial
Individual Service Plan, under the direction of a Mental Health Professional, must be in place that
directs the ongoing assessment and team development of services.

Assessing
Overview:

In this continuation of the engagement phase, the WISe Practitioners expand the
discussion with the youth and family to add context to their involvement in WISe. The
WISe Practitioner helps the youth and family to understand that their input is central
to the WISe process, and that their perspectives and preferences at all phases of care
planning and implementation will be prioritized. This includes helping the youth and
family understand and incorporate any legal mandates into their plan. The WISe
Practitioners also listen to the youth and family perspective for information about the
youth’s and family’s strengths, needs, culture, and natural supports. A WISe
Practitioner reviews the CANS results with the youth and family and determines how
to present this information to the team.

Goals/Purpose:




To continue meeting and engaging to further understand the youth and family’s story and
context.
To begin initial documentation of strengths, needs, and natural supports (including CANS
scores and other information obtained).
To complete a youth and family approved narrative.
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Essential Steps






The WISe Practitioner(s) complete a strengths discovery and a list of strengths for all family
members.
The WISe Practitioner(s) discuss and lists existing and potential natural supports.
The WISe Practitioner(s) with the youth and family complete a list of potential team
members.
The WISe Practitioner(s) summarize the youth and family context, strengths, needs, vision
for the future, and supports.
The WISe Practitioner(s) determine with the youth and family how the CANS information
will be provided to the team.

Teaming
Overview:

In this continuation of engagement, the WISe Practitioners help the youth and family
identify, and reach out to persons who should be part of the WISe Child and Family
Team (CFT). The team is essential to successful planning and intervention.

Goals/Purpose:





To identify and engage others who are involved in the youth and family’s life in order to
align the interests and ensure all involved individuals have a shared mission for the youth
and family.
To explain the team process to potential team members and elicit commitment to the
process from team members.
To make necessary meeting arrangements.

Essential Steps:






The WISe Practitioner(s) explain WISe to potential team members, eliciting their
perspectives, and working to get their commitment to participate in the team process.
The WISe Practitioner(s) invite potential team members to join the team process.
The WISe Practitioner(s) partner and orient team members to the WISe process and team
meeting structure.
The CFT members help to create the team meeting agenda, provide input about the meeting
logistics and provide comfort for youth and family.
The CFT will include the youth, parents/caregivers (see definitions in Appendix B), relevant
family members, and natural and community supports.
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The CFT is expected to meet with sufficient regularity (every 30 days, at a minimum), as
indicated in the CSCP, to monitor and promote progress on goals as indicated in the CSCP,
and maintain clear and coordinated communication.
The CFT reviews the interventions and action items and adjusts these accordingly, using the
outcomes/indicators associated with each priority need, included in the CSCP. A WISe
Practitioner guides the team in evaluating whether selected strategies are promoting
improved health and wellness for the youth and successfully assisting in meeting the youth
and family’s identified needs.
The CFT works together to resolve differences regarding service recommendations, with
particular attention to the preferences of the youth and family.
The CFT has a process to resolve disputes and arrive at a mutually agreed upon approach
for moving forward with services.
The WISe Practitioner(s) are expected to check in with team members on progress made on
assigned tasks between meetings.
The WISe Practitioner(s) set a time, date and location for the team meeting that is
convenient to the youth and family.

Service Planning and Implementation
Overview:

During this phase, team trust and mutual respect are built while the team creates an
initial Cross System Care Plan using a high-quality planning process that reflects the
Washington State Children’s Behavioral Health Principles. In particular, youth and
family should feel that they are heard, that the needs chosen are ones they want to
work on, and that the options, strategies, and interventions chosen capitalize on the
strengths of the youth and family and have a reasonable chance of success. The team
also reviews and expands the crisis plan to reflect proactive and graduated strategies
to prevent crises, or to respond to them in the most effective and least restrictive
manner. The initial CSCP should be completed during one or two meetings that take
place within 1-2 weeks. The rapid time frame is intended to promote team cohesion
and shared responsibility toward achieving the team’s mission or overarching goal, as
identified on the CSCP.

Goals/Purpose:




To create a CSCP using a facilitated process that elicits multiple perspectives and builds
trust and shared vision among team members, with an ever present focus that the youth
and family drive the plan.
To base care planning in relationship to high needs and identified strengths, as indicated on
the CANS.
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To establish a Team Mission that guides the planning direction and builds cohesion in the
work of the team members and empowers the youth and their family.
To establish a set of prioritized needs, including the strategies to meet them, and to
determine expected outcomes.
To identify team tasks and roles, and document commitments and timelines
To establish ground rules to guide team meetings.
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.

Essential Steps:













The WISe Practitioner(s) meet with the youth and family and develops a list of possible
needs of the family prior to the team meeting, based on the results of the CANS assessment.
The WISe Practitioner(s) convene one or more team meetings to discuss and obtain
agreement on the elements of the CSCP.
In the CFT meeting, the youth and family’s vision for their future is presented.
The CFT discusses and sets ground rules to guide the meetings.
The CFT reviews and expands the list of strengths for the youth and family.
The CFT creates a mission that details a collaborative goal describing what needs to happen
prior to transition from WISe.
The CFT reviews the list of needs and agrees which to prioritize in the CSCP, respecting and
including the preferences and priorities of the youth and family.
The CFT determines the intended outcomes that will transpire when the needs are met.
The CFT brainstorms an array of strategies to meet these needs, and then prioritizes
strategies for each need, including the use of natural supports and intensive services.
CFT members agree upon assignments, or action steps, around implementing the strategies.
The CFT evaluates the crisis plan and adapts as necessary.
The work of the team is documented, and distributed among team members.

Note: See the Cross System Care Plan example in Appendix H

Monitoring and Adapting
Overview:

During this phase, the CSCP is implemented, progress and successes are continually
reviewed, and changes are made to the plan and then implemented; all the while
maintaining or building team cohesiveness and mutual respect. The activities of this
phase are repeated until the team’s mission is achieved.

Goals/Purpose:

28 | P a g e





To implement the CSCP, monitor completion of action steps, strategies, success in meeting
needs, and achieving outcomes.
To use a facilitated team process to ensure that the plan is continually revisited and updated
to respond to the successes of initial strategies and the need for new strategies.
To maintain awareness of team members’ satisfaction and “buy-in” to the process, and take
steps to maintain or build team cohesiveness and trust.

Essential Steps:









The CFT continues to meet as necessary to address youth and family needs – at minimum,
every 30 days to evaluate progress towards meeting needs and the effectiveness of
indicated strategies.
The CFT collects data to determine the effectiveness of strategies, then adds, subtracts and
modifies strategies to create the most effective mix of services and supports.
The CFT evaluates whether there is progress towards the designated outcomes.
The CFT adds members, as necessary and appropriate, and strives to create a mix of formal,
informal, and natural supports.
The CFT celebrates successes and adds to strengths as they are identified.
Full CANS assessments are administered and entered into BHAS every 90 days to help track
progress, and to catch emerging needs and make changes to the plan as necessary.
The WISe Practitioner(s) maintain ongoing communication outside of the team meetings to
continue engagement and ensure that all members’ perspectives are heard.

Intensive Services Provided in Home and Community Settings:
Intensive services (“direct services”) provided in home and community-based settings are
individualized, strength-based interventions designed to correct or ameliorate mental health
conditions that interfere with a youth's functioning, or provided in order to maintain or restore
functioning. Interventions are aimed at promoting health and wellness and helping the youth build
skills necessary for successful functioning in the home and community and improving the family's
ability to help the youth successfully function in the home and community.
Direct services are delivered according to an Individualized Service Plan, coordinated with the
Cross System Care Plan to deliver integrated Wraparound with Intensive Services. The CFT
develops goals and objectives for all life domains in which the youth's mental health condition
produces impaired functioning (including family life, community life, education, vocation, and
independent living) and identifies the specific interventions that will be implemented to meet
those goals and objectives. The goals and objectives seek to maximize the youth's ability to live
and participate in the community and to function independently by building strengths including
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social, communication, behavioral, and basic living skills. WISe Practitioners should engage the
youth in home and community activities where the youth has an opportunity to work towards
identified goals and objectives in a natural setting. Phone contact and consultation may be
provided as part of the service.

Direct services include, but are not limited to:






Educating the youth's family about how the youth’s mental health needs may influence
behavior, and how to effectively support the youth.
In-home functional behavioral assessment.
Behavior management, including developing and implementing a behavioral plan with
positive behavioral supports, modeling for the youth's family and others how to
implement behavioral strategies in their home and community.
Therapeutic services delivered in the youth’s home or community including, but not
limited to, therapeutic interventions such as individual and/or family therapy and
evidence-/research-based practices (e.g., Trauma-Focused Cognitive Behavioral Therapy,
Multi-Systemic Therapy, Family Functional Therapy, etc.). These services are designed to:
o
o
o
o
o
o
o
o
o

Improve self-care, by addressing behaviors and social skills deficits that interfere
with daily living tasks and to avoid exploitation by others.
Improve self-management of symptoms including self-administration of
medications.
Improve social functioning by addressing social skills deficits and anger
management.
Reduce negative effects of past trauma, using evidence-/research- based
approaches.
Reduce negative impact of mental health disorders, such as depression and
anxiety, through use of evidence-/research- based approaches.
Support the development and maintenance of social support networks and the use
of community resources.
Support employment objectives by identifying and addressing behaviors that
interfere with seeking and maintaining a job.
Support educational objectives through identifying and addressing behaviors that
interfere with succeeding in an academic program in the community.
Support independent living objectives, by identifying and addressing behaviors
that interfere with seeking and maintaining housing and living independently.
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Settings: Direct services will be provided in any setting where the youth is naturally
located, including the home, schools, recreational settings, childcare centers, and other
community settings wherever and whenever needed, including in evenings and on
weekends.

Availability: Direct services will be available in the amount, duration, and scope necessary to
address the medically necessary identified needs.
Providers: Non-clinical direct services are typically provided by paraprofessionals under clinical
supervision. Peers, including Family Partner and/or Youth Partners, may provide direct services.
Clinical treatment services are provided by a qualified clinician, rather than a paraprofessional.
Paraprofessionals and Family Partner and/or Youth Partners may provide a follow-on “care
extension” role for clinical services (e.g., to provide support to caregivers’ efforts to manage
behavior, support to youths’ skill building to develop emotional regulation skills, etc.).
Authorization: The full array of WISe services may be provided, as medically necessary, once
WISe is authorized by the MCE.

Crisis Planning and Delivery
Crisis Planning
Effective crisis planning is a critical component of an effective care plan. A Crisis Plan includes the
following elements:





Crisis identification and prevention steps, including CFT members’ roles related to
proactive interventions to minimize the occurrence and severity of crises.
Crisis response actions using a tiered approach to address the severity level of the crisis
situation.
Clear behavioral benchmarks that change over time to reflect progress, changing capacities
and changes in the youth/family’s expectations.
A post-crisis plan for evaluating the management of the crisis and overall effectiveness of
the plan.

Services include:


Crisis planning that, based on youth’s history and needs:
o Anticipates the types of crises that may occur.
o Identifies potential precipitating events and methods to reduce or eliminate.
o Establishes individualized responsive strategies by caregivers and members of the
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youth’s team to minimize crisis and ensure safety.
Stabilization of functioning by reducing or eliminating immediate stressors and providing
counseling to assist in de-escalating behaviors and interactions.
Referral and coordination with:
o Services and supports necessary to continue stabilization or prevent future crises
from occurring.
o Any current providers and team members including a care coordinator, clinicians,
youth partner, family partner, family members, primary care practitioners, or school
personnel.
Post-crisis follow-up services (stabilization services) provided periodically to:
o Ensure continued safety and delivery of services necessary to prevent future crises.
o Coordinate services between the out-of-home provider (if the youth is placed out of
home) and the youth’s treatment team to facilitate a plan for rapid return home.
Tools and resources available to manage potential risks.

Crisis Delivery
Crisis services include crisis planning and prevention services, telephone support, as well as faceto-face interventions that support the youth in the community.
Settings: WISe crisis services are typically provided at the location where the crisis occurs,
including the home or any other setting where the youth is naturally located, including schools,
recreational settings, childcare centers, and other community settings.
Availability: WISe mobile crisis and stabilization services are available 24 hours a day, 7 days a week,
365 days a year.
Providers: Each WISe provider agency must have capacity to respond to destabilizing events
whenever the need arises. Individuals who know the youth and family’s needs and
circumstances, as well as their current crisis plan, will respond to the crisis episode and are
preferably drawn from the team. Crisis responders may partner with others outside the
team if necessary, and when it is written into the crisis plan.
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Transition
Overview
Transition occurs after the CSCP has been implemented and modified over time, and the right set of
interventions have been successfully delivered to produce desired outcomes and the team’s mission has
been achieved. The goal of this phase is to identify an “end date” which supports rather than abandons
the family, and assists them with moving into a life free from system interference.
Goals/Purpose:





To plan a purposeful transition out of WISe in a way that is consistent with the Principles, and
that supports the youth and family in maintaining the positive outcomes achieved in the WISe
process.
To ensure that the cessation of WISe is conducted in a way that celebrates successes and
frames transition proactively and positively.
To ensure that the family is continuing to experience success after WISe and to provide
support if necessary.

Essential Steps:








The CFT creates strategies within the CSCP for a purposeful exit out of WISe to a mix of
possible formal and natural supports in the community (and, if appropriate, to services and
supports in the adult system). At the same time, it is important to note that focus on
transition is continual during the WISe process, and the preparation for transition is
apparent even during the initial engagement activities.
The CFT creates a post-WISe crisis plan that includes action steps, specific responsibilities,
and communication protocols. Planning may include rehearsing responses to crises and
creating linkage to post-WISe crisis resources.
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-WISe participation
with the team/youth and family. CFT meetings reduce in frequency and ultimately cease.
The WISe Practitioner(s) guide the CFT in creating a document that describes the strengths
of the youth, family, and team members, and lessons learned about strategies that worked

33 | P a g e

