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Over the past 20 years, the wraparound process has be-
come a compelling and highly visible method for working
with youth and families with intensive needs. As described
in the articles in this Resource Guide, wraparound provides
a method through which teams come together to create and
implement plans to meet needs, achieve outcomes, and im-
prove lives. At the same time, wraparound provides an “on
the ground” mechanism for ensuring that core system of
care values will guide planning and produce individualized,
family-driven and youth-guided support that is community
based and culturally competent (Stroul & Friedman, 1996).

Wraparound’s alignment with system of care values and
the aims of the family movement have made it extreme-
ly popular with states and communities. A 2007 update to
the 1998 State Wraparound Survey shows that 42 of 46 U.S.
states (91%) that returned a survey have some type of wrap-
around initiative in the state, with 62% implementing some
type of statewide initiative. Over 100,000 youth nationally
are estimated to be engaged in a well-defined wraparound
process (Sather, Bruns, and Stambaugh, 2008). Compared to
other prominent approaches to serving youth with serious
and complex needs, wraparound is implemented through
more programs and for more youth. Estimates show, for ex-
ample, that Multisystemic Therapy (MST; Henggeler & Scho-
enwald, 2002) is received by about 16,000 youths annually,
and that Multidimensional Therapeutic Foster Care (MTFC;
Chamberlain, 2002) is received by about 1,000 youths (Evi-
dence-Based Associates, 2007).

That wraparound should be such a frequently deployed
service delivery model is not surprising. There is broad con-
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sensus that the paradigm reflected in wraparound
is an improvement over more traditional service
delivery methods that are perceived as uncoordi-
nated, inflexible, professional driven, and deficit
based. In addition, the President’s New Freedom
Commission Report on Mental Health (US DHHS,
2003) recently concluded that all families with a
child experiencing serious emotional disturbance
should have an individualized plan of care. This
statement further reinforces the need for ap-
proaches like wraparound.

In the current era of emphasizing “evidence-
based practices,” however, all service delivery de-
cisions are legitimately open to scrutiny, regard-
less of how well they conform to current values of
care. After all, there are many competing para-
digms that could be used with youth and families
who are experiencing intensive needs. These in-
clude traditional case management, uncoordinat-
ed “services as usual” (in which families negotiate
services and supports themselves or with help of
a more specialized provider such as a pediatrician
or therapist), residential treatment, or inpatient
hospitalization.

The picture is becoming increasingly compli-
cated because wraparound is being used in more
and more contexts and for more and more pur-
poses. In juvenile justice, wraparound is being
used as a means of diverting youth from detention
and to help youth successfully transition to the
community from secure placement. In child wel-
fare, some state systems, such as Oklahoma, are
experimenting with supporting child welfare care
workers to use the wraparound model to achieve
permanency, stability, and safety outcomes for
children, youth and families (Rast & Vetter, 2007).
States and localities are also deploying the wrap-
around process to help adult prisoners re-enter
society (VanDenBerg, 2008), to improve outcomes
for high-risk pregnant women (Calleaux & Dechief,
2006), and to meet the needs of many other popu-
lations. All these relatively new deployments of
the basic wraparound model are alternatives to
more traditional (or at least different) approach-
es to supporting the target population. As such,
each of these examples raises the question: Does
wraparound work?

Fifteen to 20 years after “wraparound” be-
came common parlance, this is still not a simple
question, because wraparound is not a simple

phenomenon. The question is complex for several
reasons. First, as noted above, wraparound has
been deployed for many different populations.
As such, the question “does wraparound work”
needs to be answered for many different types of
populations and proposed outcomes. This makes
wraparound different from most treatments or
interventions, which were designed to address a
specific type of concern, such as, for example, ad-
olescent depression, acting out by young children,
or adult panic disorder. Thus, any synthesis of the
wraparound evidence base has to ask both about
the impact for specific
populations as well
as its impact overall,
across these multiple
purposes.

Second, wrap-
around has been, and

In juvenile justice,

continues to be, an
evolving phenomenon.
Its development lies
in “grassroots” move-
ments to care for in-
dividuals in the con-
text of their families
and communities. No
single developer owns

wraparound

is being used
as a means of
diverting youth

from detention
and to help
youth successfully
transition to the

wraparound, which
means it typically is
implemented differ-
ently from one site to
another. This makes it
more difficult to assess
the evidence base, be-
cause until recently
there was little con-
sensus on the specific activities that make up the
wraparound process. When a researcher finds no
positive impact of wraparound, we must ask “what
kind of wraparound was implemented?” and “was
it implemented well?” In addition, since no one
“owns” wraparound, the model does not have the
same systematic development and testing history
as other evidence-based practices, which are of-
ten guided through developmental stages by re-
searchers with a significant stake in finding the
model to be effective. In contrast, wraparound
has been created by family members and provid-
ers whose first priority is not to oversee rigorous

community from
secure placement.
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research projects but to do whatever it takes to
help families in their community.

Third, wraparound is multi-faceted and indi-
vidualized. It is typically deployed for families (or
adults) with complex and multiple needs, whereas
many programs have achieved “evidence-based”
status by virtue of their focus on a single problem
area or diagnostic category. Focusing on broad
populations with complex and overlapping needs
makes it harder to find positive impact for several
reasons. First, the target population is challeng-
ing and implementation is difficult. Second, wrap-
around projects are often “system-level” initia-
tives, required to enroll a wide range of children
and families, as opposed to those with a specific
complaint or concern. This means that target out-
comes will be different for each participant, mak-
ing it harder to find impact, especially when only
one or two outcome measures are used (e.g., a
standardized behavioral or functional scale).

Wraparound often is conceived as both an in-
dividual-level intervention (a defined team-based
planning process) as well as a “system level”
intervention (requiring communities to collec-
tively oversee implementation, agencies to col-
laborate, the service array to be comprehensive,
and so on). As such, it is generally difficult to as-
sess what types of outcomes are appropriate and
how to interpret findings. For example, in a very
interesting paper, Stambaugh et al. (2007) as-
sessed trajectories of behavioral and functional
improvement for N=320 in a system of care for
youth with serious emotional and behavioral con-
cerns, the majority of which (n=213) received the
wraparound process while a small subgroup (n=54)
received multisystemic therapy (MST; Henggeler
& Schoenwald, 2002), a specified evidence-based
intervention for youths. The authors found similar
improvements in functioning for the two groups
but somewhat better improvement in behavior for
the MST group and concluded that MST was overall
more effective.

At the same time, the authors recognized that
MST targets a specific population: older youth
with antisocial and offending behaviors who are in
families that are intact and fully engageable in the
intervention. Thus the MST group likely met crite-
ria specific to MST while wraparound was made
broadly available youth of all ages with any type
of emotional or behavioral disorder. Cast in this

light, the fact that youth in the wraparound group
demonstrated quite impressive improvements (de-
spite their heterogeneity and questions about the
quality of specific services received) only slightly
less positive than the MST group may be viewed as
significant support for deploying wraparound as a
method for addressing the needs of diverse youth
in a large system of care. Regardless of one’s con-
clusions, the study demonstrates the complexity
of interpreting research on wraparound.

The Evidence Base and Wraparound

In sum, because there are so many variations
of “wraparound,” because it has been a grass-
roots and evolving phenomenon, and because it is
a complex approach that impacts systems as well
as individuals, the question “Does wraparound
work?” has been difficult to answer. Instead of
considering the evidence base on wraparound, it
may be more appropriate to frame the issue as the
evidence base and wraparound. Other articles in
this section of the Resource Guide are also geared
toward this topic, including a review of the theory
of change for wraparound (Walker, 2008), a discus-
sion of fidelity measurement (Bruns, 2008), a re-
view of relevant current outcomes studies (Suter
& Bruns, 2008), and a discussion of findings from
local evaluation studies (Wolff & Bruns, 2008). In
the remainder of this article, we present some of
the major themes from the story about the evi-
dence base and wraparound.

1. Current thinking in children’s mental health
emphasizes the importance of joining evidence-
based practices to family-driven and individual-
ized service processes like wraparound.

Like “wraparound,” the “science-to-service
gap” in children’s mental health is a topic that is
receiving increased attention among researchers
and service providers. Research finds significant
impact of treatments for children and youth under
controlled conditions, such as laboratory studies
where clinicians have low caseloads and intensive
supervision and the children or youth have a sin-
gle problem. But then, when these treatments are
administered in actual community settings, they
often don’t produce the same positive outcomes.
Thus there is a “gap” between what can work un-
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der ideal conditions, and what does work in com-
munity settings.

There have been many hypotheses about why
this is so often the case. One prominent theory is
that clinical services in “real world” communities
are not delivered in a way that can achieve posi-
tive clinical outcomes. Once transported to a real
clinic in a real community, larger case loads, lack
of training, limited availability and quality of su-
pervision, staff turnover, and restricted resources
all conspire against a treatment that has been
found to work under more ideal conditions.

However, research also suggests other prob-
lems. First, families tend not to be well engaged
with their helping professionals. Second, care
is often not well tailored to fit the full range of
families’ complex real-world needs. Researchers
point to such lack of full engagement, individu-
alization, and comprehensiveness to explain why
families often feel the care they receive is not
relevant or helpful.

Our interpretation of this broad set of findings
is that the science-to-service gap is at least part-
ly due to systems failing to support full engage-
ment of families in the treatments they receive.
For families with intensive needs or children with
serious emotional and behavioral problems, such
full engagement will usually require the creation
of highly individualized and creative plans of care
that address all the major issues and stresses the
family is dealing with. What’s more, such plans
will need to respond meaningfully to the needs
as expressed by the family. A well-implemented
wraparound process provides for procedures to
accomplish this for families with these most in-
tensive needs. Thus, it is important that research
on overcoming the science-to-service gap consid-
ers the potential of the wraparound process to
improve outcomes in real-world community set-
tings.

At the same time, researchers, advocates, and
practitioners must realize that families partici-
pating in a wraparound process should also have
available specific treatments (including evidence-
based treatments) that might be part of their in-
dividualized plan of care. The two are highly com-
patible; after all, the intent of the wraparound
process is to plan and implement the set of ser-
vices and supports that is most likely to achieve
positive outcomes for a family. At the individual

youth and family level, this may include one or
more empirically supported treatments.

At the organizational and system level, this
means developing capacity to make available
treatments that will be most beneficial to the tar-
get population, and in some cases integrating evi-
dence-based techniques into wraparound itself.
For example, a wraparound project in King County,
Washington, is training wraparound facilitators in
Motivational Interviewing to help address youths’

substance abuse issues. In Maryland, a wraparound
project for transition-age youth is making Sup-
ported Employment, an evidence-based practice,
available as needed. And, as described by Lucille
Eber in this Resource Guide, wraparound as im-
plemented in the context of school-wide Positive
Behavior Supports often integrates efforts by cli-
nicians to design effective behavior plans.

The bottom line is that more and more chil-
dren’s mental health researchers are recognizing
the importance of joining evidence-based prac-
tices to engagement and service coordination
strategies such as wraparound (see, for example,
Tolan & Dodge, 2005). The next wave of research
on wraparound will likely feature studies of the
impact of such innovations.

2. The principles of wraparound are supported by
evidence from the research base as well as com-
mon sense and social justice.

As described above, current thinking in chil-
dren’s services supports the idea that the wrap-
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around process holds promise for overcoming
commonly-cited barriers to achieving outcomes
for children and families. Additionally, there is
research that supports the hypothesis that the
wraparound process, when carried out in accor-
dance with the principles, contributes to positive
outcomes. This is presented in more detail in Ja-
net Walker’s description of the theory of change
for wraparound, found in this Resource Guide. A
summary of support for several of the wraparound
principles is described below.

Voice and choice. We have already described
some of the reasons “voice and choice” may
be critical to achieving outcomes. As discussed
above, lack of full family engagement has been
found to be a major impediment to treatment
success. Research has shown that outcomes for
children’s mental healthcare tend to be better
when families are engaged and retained in ser-
vices (Huey, Henggeler, Brondino, & Pickrel, 2000;
Tolan, McKay, Hanish, & Dickey, 2002). In addi-
tion, Heflinger et al. (1996) have created meth-
ods for better engaging families, and studies ex-
amining these approaches have found that family
members’ overcoming of negative experiences of
past treatments received is critical to achieving
engagement, and possibly outcomes. And Spoth &
Redmond (2000) have found that family members’
belief in the effectiveness of treatment influenc-
es engagement and outcomes. These findings and
others provide support for the principles of priori-
tizing the family’s perceptions of what the family
needs to function better.

Team-based, collaborative planning. Mean-
while, the wraparound principles of “team-based”
and “collaborative” have clear support from re-
search across disciplines. Research on teamwork
has shown greater success when teams set an
overall, long-term goal or mission for the team
(Cohen, Mohrman, & Mohrman, 1999; West, Bor-
rill, & Unsworth, 1998), and when team mem-
bers have clearly defined intermediate goals that
help reach the long term goal (Latham & Seijts,
1999; Weldon & Yun, 2000). Effective teams also
work carefully to choose strategies for reaching
the intermediate goals, structure strategy selec-
tion deliberately, and consider several different
strategies before choosing one (Hirokawa, 1990;
West, Borrill, & Unsworth, 1998). These are all
features of a well-implemented wraparound team

process.

In the child services research field, Stone and
Stone (1983) found that positive child outcomes
were more likely to result when foster parents
viewed themselves as part of a team with a goal
of positive outcomes. Meanwhile, evaluations
such as that conducted by Burns & Santos (1995)
have found that team-based care for adults with
serious mental illness (SMI) was found to be supe-
rior than “brokered” case management models.
Assertive Community Treatment (ACT; Bond et al.,
2001), which uses a team-based approach to aid
adults with SMI, has long been a standard for de-
livering quality care to this population.

Community-based care. One of the signature
principles of both wraparound and systems of
care philosophy is that care is community based.
Though honoring families’ desire to obtain sup-
port while keeping their children at home is a
principle based in social justice and the family
movement, delivering care in the natural environ-
ment in which a child and family functions is also
grounded in theory and research. Bronfenbrenner’s
(1979) and Bandura’s
(1977) models stress
that to be generaliz-
able, behaviors must
be taught in the en-
vironment in which
they will be practiced.
These models under-
pin many evidence-
based approaches to
treatment (e.g., be-
havioral therapies and
MST) that are intend-
ed to help youth and
their families learn
the skills they need to
adapt more success-
fully to their everyday
environments.

The rationale for
insisting on community-based treatment models
wherever possible does not stop at theory. Many
studies (e.g., Pfeiffer et al, 1990) have found that
the best predictor of future out-of-home place-
ments is whether out-of-home placement has
been used in the past. Other studies show that
both placement stability and youth perception of

To be
generalizable,
behaviors must

be taught in the
environment in

which they will be
practiced.
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placement stability are significant predictors of
future outcomes (Dubovitz et al., 1993; Horvitz et
al., 1994). Thus, assuming that we hope to ensure
that young people will eventually live effectively
in their home communities, we must strive to pre-
vent unnecessary out-of-home placements. This
becomes especially important when we consider
that, historically, we have spent a disproportion-
ate amount of our child behavioral service dollars
on residential and inpatient care, despite the fact
that this treatment approach has the most poorly
developed research base of all major child and
adolescent treatment options (Burns, Hoagwood,
& Maultsby, 1998).

Individualized care. Finally, theory and re-
search both support the importance of individu-
alized care for individuals with complex needs.
This may explain why individualization is a corner-
stone of the wraparound process and systems of
care, and also why it is prominent among recom-
mendations of the New Freedom report. Several
influential psychosocial theories of child devel-
opment, particularly social-ecological (Bronfen-
brenner, 1979) and systems (Munger, 1998) theo-
ries, stresses the importance of understanding the
unique relationships between the child and vari-
ous environmental systems (e.g., family, school,
community). Effective intervention thus begins
from an understanding of the child’s unique so-
cial, cultural, and interpersonal systems environ-
ment, and requires the tailoring of services and
supports to this unique set of relationships. Mean-
while, literature on case management for adults
with serious mental illnesses has been consistent
in its support of more intensive and early tailor-
ing of community supports to client needs (e.g.,
Ryan, Sherman, & Bogart, 1997). Studies of case
management have also found that a greater vari-
ety of community-based supports leads to greater
client satisfaction and retention in services (Burns
et al, 1996).

3. Despite support for the wraparound philoso-
phy, research also has demonstrated a “fidelity
problem” in wraparound that is important to
overcome.

As described above, both theory and research
support the principles of the wraparound process
and its potential for impact. In the classic frame-

work for developing a treatment model, theory
and past research are prerequisites for moving
forward with model development and tests of ef-
fectiveness. However, in the case of wraparound,
such empirical testing has been challenged by the
very grassroots evolution and individualized nature
that has made the model so compelling. Though
wraparound is included as a “promising practice”
in the Surgeon General’s Reports on Mental Health
(USPHS, 1999) and Youth Violence (USPHS, 2001),
its inclusion was based on its widespread use and
testimonials about its importance within service
systems. Typically, references to wraparound of-
ten come with statements about its lack of speci-
fication and thin evidence for effectiveness. For
example, in their review of treatments for youth
with SED, Farmer, Dorsey, & Mustillo (2004) de-
scribed the wraparound evidence base as being
“on the weak side of positive.”

Perhaps even more problematic, wraparound’s
history of being “value-based” rather than explic-
itly described (Malysiak, 1997) has caused a “fidel-
ity problem” that results in confusion for provid-
ers and families, and potentially poorer outcomes
for children and youth. Even early on, there were
warnings about defining the process and maintain-
ing its integrity. As Clark & Clarke stated in 1996:

The push to rapidly implement wraparound
approaches has resulted in a plethora of
service models that vary widely in their
implementation, processes, structures,
and theories. While this push has been an
important part of... the shift to less restric-
tive, more integrated community-based
service alternatives, it has also resulted in
an unsystematic application of the wrap-
around process (p.2).

Research eventually supported these early
concerns. In observing over 70 wraparound meet-
ings in 11 programs nationally, Walker and col-
leagues (2003) found that less than one-third of
teams maintained a plan with team goals. Only
about 20% of teams considered more than one
way to meet a family’s stated need. Only 12% of
interventions reviewed were individualized or
created just for that family. Finally, only about
half the teams included a team member in the
role of natural or peer support for the family (an-
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other 32% had only one such support). Meanwhile,
studies with our Wraparound Fidelity Index (WFlI;
Bruns et al, 2004) have found similar results about
the “fidelity problem.”

The issue of defining, maintaining, and mea-
suring fidelity in wraparound is discussed in anoth-
er chapter of this Resource Guide (Bruns, 2008).
The point is that, despite the widespread promo-
tion of wraparound principles such as being team-
based, individualized, outcome-based, and relying
on natural supports, our research suggests these
principles are much more difficult to do in real-
world practice than they are to embrace in princi-

ple. Programs and communities need help to move
from values to high-quality practice if we are to
overcome the fidelity problem in wraparound. The
pathway to accomplishing this includes ensuring
that the wraparound process being implemented
is well understood by both core and partner agen-
cy staff, and that adequate support is provided to
families, teams, and providers to make sure that
such a process can occur. The topic of how best to
provide such support is also discussed later in this
Resource Guide (Walker, 2008).

4. When high-fidelity wraparound is delivered,
there is a greater potential for positive impact
for families.

Research documenting the fidelity problem in
wraparound begs the question: How important is it
to achieve the wraparound principles when work-
ing with families? This question is only now be-
ing addressed, but results from some preliminary

studies suggest that it may be quite important.
Bruns et al. (2004) have found that families with
higher WFI scores in the first 6 months of service
achieved better outcomes in areas such as child
behavior, residential restrictiveness, and parent
satisfaction at both 6 months and down the line
at 12 months after entry to service. Similar results
were achieved in a study by Hagen, Noble, and
Schick (2003), who studied the impact of differ-
ent levels of wraparound fidelity on child negative
and positive behaviors. Rast and Peterson (2004;
described in Bruns et al., 2006) found that facilita-
tors who were more adherent to the wraparound
model had youth and families who experienced
better outcomes.

5. Achieving high-fidelity wraparound is a big chal-
lenge, requiring significant effort and resources.

The findings reported in the previous section
provide evidence that communities that wish to
achieve positive outcomes for families via the
wraparound process must fully support “high-fi-
delity” wraparound. However, this is more eas-
ily said than done. Once a model for wraparound
is well understood, with policies and procedures
incorporated that reflect it, families, teams,
and providers must be well supported to imple-
ment it. High quality training and staff support
is necessary, as is the overall level of support to
wraparound teams provided within the policy and
funding context, often known as “the system.”
This issue is discussed in a separate article in this
Resource Guide, and in an influential monograph
by Walker, Koroloff, & Schutte (2003) (available
at www.rtc.pdx.edu/nwi). In this monograph, the
authors describe the major types of supports re-
quired by wraparound teams, all of which need to
be present in different ways at the team, organi-
zation, and system levels. These supports can be
summarized in six major areas, and include:

1. Community Partnership. Collective com-
munity ownership of and responsibility for
wraparound is built through collaborations
among key stakeholder groups.

2. Collaborative Action. Stakeholders in-
volved in the wraparound effort take con-
crete steps to translate the wraparound
philosophy into concrete policies, practic-
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es and achievements.

3. Fiscal Policies and Sustain-
ability. The community has
developed fiscal strategies to
meet the needs of children
participating in wraparound
and methods to collect and use
data on expenditures for wrap-
around-eligible children.

4. Access to Needed Supports
& Services. The community
has developed mechanisms for
ensuring access to the wrap-
around process and the services
and supports that wraparound
teams need to fully implement
their plans.

5. Human Resource Development & Sup-
port. The policy and funding context sup-
ports wraparound staff and partner agency
staff to work in a manner that allows full
implementation of the wraparound mod-
el.

6. Accountability. The community has imple-
mented mechanisms to monitor wraparound
fidelity, service quality, and outcomes, and
to assess the quality and development of
the overall wraparound effort.

Research is beginning to show the importance
of achieving these types of supports in communi-
ties that wish to use the wraparound process. In
one study, Bruns, Suter, Leverentz-Brady, & Bur-
chard (2006) administered a survey to officials in
10 communities that were implementing wrap-
around programs. These communities were also
using the WFI to monitor wraparound fidelity. Re-
sults showed that higher wraparound fidelity was
achieved in communities with more system and
program supports.

6. What we have learned about wraparound so far
is highly encouraging, and tells us we are on the
right track.

We have learned much in recent years about
wraparound from both experience and research.
We have learned that administering individualized,

team-based care planning and man-
agement to families with intensive
needs is a high-priority activity be-
ing undertaken in hundreds of com-
munities nationally (Sather, Bruns,
& Stambaugh, 2008). In addition,
providers and family members
alike endorse the effectiveness of
the wraparound process. One ma-
jor survey of 615 providers working
within the CMHS-funded systems
of care communities demonstrated
that 77% of all providers (18% of
whom implemented wraparound
personally) believed wraparound
resulted in positive outcomes for
youth and families. Interestingly,
this percentile was higher than for
several prominent treatment types with evidence
for effectiveness, including MST (68%) Treatment
Foster Care (67%) and Functional Family Therapy
(49%) (Walrath, Sheehan, & Holden, 2004).

Unfortunately, we have learned that it is much
easier to embrace the wraparound principles
in theory than to actually do them in practice.
Nonetheless, when model-adherent wraparound
is achieved, it may be likely to pay off in the form
of better outcomes for families. To achieve such
high fidelity, we need to:

» Have a good understanding of what faith-
fully implemented wraparound is,

« Obtain adequate training and support to
providers and partner agencies to do it,
and

» Work with our organizations and systems to
support it by setting up a hospitable policy
and funding context.

Though embracing and supporting the model
is a challenge for many, the enthusiasm for wrap-
around continues to be fueled by success stories
from communities, evaluation studies, and individ-
ual families. The formal research base, described
in detail in another article in this Resource Guide,
is small but growing. A recent meta-analysis (Sut-
er & Bruns, in submission) found that across eight
controlled studies of wraparound found in publi-
cation, the mean effect size was .40. This is a
“moderate” effect size that is quite impressive
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considering that all the studies focused on wrap-
around as implemented in real-world settings.

Such research findings are further supported
by lessons that have been learned by local com-
munities. In Milwaukee, for example, Wraparound
Milwaukee has served over 700 youths via wrap-
around. As a result, the county’s expenditures for
out-of-home placements have been drastically re-
duced (Kamradt, 2001). Similar community-level
results found in Ventura County (and later, 3 ad-
ditional California counties) in the late 1980s and
early 1990s (Rosenblatt & Attkison, 1992) were
attributed to the implementation of a systems
of care approach to integrating services, and a
wraparound-style care management model. Other
prominent examples abound, including the Dawn
Project in Indianapolis. These evaluations have
found that youth served by the wraparound pro-
gram show better improvements in clinical func-
tioning and less likelihood of re-entry to public
systems such as juvenile court or probation, at
lower overall expenditures, compared to youth
served by traditional means (Indiana Consortium
for Mental Health Services Research, 2003).

Finally, success stories from families and
providers alike abound. Some are captured in
monographs (e.g., Burchard, Burchard, Sewell, &
VanDenBerg, 1993; Burns & Goldman, 1999; Ken-
dziora, Bruns, Osher, & Mejia, 2001), but many
more are found in the stories told by family mem-
bers and their advocates in communities across
the country. Though research on the wraparound
process has been challenging and slow to develop,
there is a clear alignment between research and
the evidence base. Though we will continue to re-
fine the formal research base on wraparound, the
enthusiasm for this important service approach,
perhaps more than any other evidence, comes
from these families’ stories.
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