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How to Implement a 
Wellness Recovery Action Plan (WRAP) Program 
into a Low-Barrier Shelter Isolation and Quarantine (ISAQ)

This document provides a practical framework for introducing a Wellness Recovery Action Plan (WRAP) program into a low-barrier shelter Isolation and Quarantine (ISAQ) environment. The goal is to support guests in identifying daily wellness tools, early warning signs, preferred supports, and individualized coping strategies while preserving the core principles of low-barrier, trauma-informed, person-centered care. WRAP is a voluntary, strengths-based approach that was developed by peers and is most strongly supported when delivered through the facilitated peer group model. In a shelter ISAQ setting, WRAP can complement clinical, behavioral health, and case management services by helping guests increase self-direction, reduce distress, and prepare for transitions out of isolation or quarantine.
Guiding Principles
· Keep participation voluntary. Guests should choose whether to participate, what to include in their plans, and whether to share their plans with staff or others.
· Use a peer-centered approach whenever possible. WRAP was designed as a facilitated peer model and should not be reframed as a compliance requirement.
· Align with low-barrier operations. The program should not introduce new barriers such as mandatory attendance, lengthy eligibility screening, or documentation requirements that discourage participation.
· Embed trauma-informed and culturally responsive practices. Staff should emphasize safety, choice, collaboration, trustworthiness, and empowerment.
· Coordinate with shelter health and discharge planning. WRAP should support wellness during the ISAQ stay and help guests prepare for next steps after isolation or quarantine ends.
Implementation Framework
1. Assess Program Readiness and Define the Model
Begin by identifying how WRAP will fit within the ISAQ program. Clarify whether the shelter will offer one-to-one orientation to WRAP, short peer-led groups, or referrals to a full WRAP series in the community after discharge. Because the strongest evidence supports the facilitated peer group model, programs should avoid presenting abbreviated shelter-based activities as a substitute for full WRAP; instead, position them as engagement, orientation, and bridge supports unless certified peer facilitators and the full group structure are available. Define realistic goals such as improving guest engagement, supporting emotional regulation, strengthening discharge planning, and increasing connection to ongoing behavioral health or peer services.
2. Build Staffing, Peer Roles, and Partnerships
Identify who will lead implementation and who will deliver services. The preferred model is to involve trained peer support staff, especially certified WRAP facilitators when available. Clinical staff, case managers, and shelter staff can reinforce the language of choice and wellness, but they should not require guests to complete or disclose plans. Build partnerships with behavioral health providers, health care for the homeless teams, and community peer organizations so guests can continue WRAP work after leaving ISAQ. Collaboration between shelters, health centers, and local public health partners can improve continuity of care and discharge coordination.
3. Integrate WRAP into the ISAQ Guest Workflow
Offer WRAP at multiple points: during intake or orientation, during the daily routine, when a guest is experiencing stress or uncertainty, and as part of transition planning. In an ISAQ setting, guests may be coping with illness, confinement, disrupted routines, grief, or heightened mental health and substance use challenges. Staff can introduce WRAP as an optional tool that helps guests identify what keeps them well, what signs tell them they may need more support, and what responses are most helpful to them. Provide simple, accessible materials and brief check-ins for guests whose energy, literacy, language, or health status makes longer sessions difficult.
4. Train Staff in WRAP-Informed, Low-Barrier Practice
All staff should be trained in the boundaries of WRAP, especially its voluntary nature, peer roots, and emphasis on self-determination. Shelter teams should also receive training in trauma-informed care, de-escalation, motivational engagement, harm reduction, overdose response, and infection-control workflows relevant to homeless service sites. Training should help staff distinguish supportive invitations from coercive practices. For example, staff may ask whether a guest would like help identifying wellness tools or calming strategies, but should not require guests to complete a plan in order to access services or be viewed as “compliant.”
5. Protect Privacy, Choice, and Documentation Boundaries
Develop clear documentation protocols. Staff may document that WRAP was offered, whether the guest accepted support, and any immediate operational needs or referrals. However, the guest’s personal WRAP content should remain under the guest’s control unless they explicitly choose to share parts of it. If guests want certain preferences communicated—for example, preferred calming supports, contact preferences, or early warning signs—they should decide what is shared, with whom, and for what purpose. These boundaries are especially important in low-barrier settings where trust and autonomy directly affect engagement.
6. Connect WRAP to Safety Planning and Crisis Response
WRAP can help staff and guests anticipate what support is most helpful before distress escalates, but it should not replace clinical assessment, overdose response protocols, suicide risk procedures, or public health and medical workflows. Programs should map how WRAP-informed support connects to on-site clinical staff, crisis teams, emergency medical services, and overdose prevention resources such as naloxone. In low-barrier shelters, safety planning should be nonpunitive and focused on preserving engagement whenever possible.
Program Launch Checklist
· Identify an implementation lead and define program goals.
· Determine whether the program will offer WRAP orientation, peer-led groups, or referral pathways to full WRAP in the community.
· Secure peer support capacity and community partnerships.
· Create simple guest-facing materials and scripts that explain WRAP as voluntary.
· Train staff in trauma-informed, low-barrier, harm reduction, and crisis response practices.
· Set documentation and privacy rules that protect guest choice.
· Establish workflows for referral, follow-up, and discharge planning.
· Review space, scheduling, language access, and infection-control considerations.


Evaluation and Quality Improvement
Use a small set of practical measures to assess whether the WRAP initiative is improving support without increasing barriers. Suggested indicators include the number of guests offered WRAP, the number who voluntarily participate, guest-reported usefulness, referrals completed after discharge, staff confidence in using WRAP-informed language, and any operational issues related to privacy or workflow. Programs should also gather feedback from people with lived experience and adjust the model over time so it remains aligned with low-barrier principles and the realities of the ISAQ environment.
Conclusion
A WRAP program can be a valuable addition to a low-barrier shelter ISAQ model when it is implemented as a voluntary, peer-centered, trauma-informed support rather than a compliance tool. The most effective approach is to preserve fidelity to WRAP’s peer foundations, adapt delivery to the realities of shelter isolation and quarantine, and connect guests to ongoing peer and behavioral health supports after discharge. With thoughtful staffing, privacy protections, practical workflows, and strong partnerships, shelters can use WRAP-informed practices to strengthen wellness, choice, and continuity of care.

