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Abstract

Objective
Recognition of the “science to service” gap in health and mental health service delivery has pointed to the need to better understand how characteristics of provider organizations and service systems influence service delivery. The current study aimed to further illuminate such associations by examining the relationship between a set of theoretically derived administrative and system variables and adherence to standards of high-quality wraparound implementation for children and families.

Methods

A validated measure of fidelity to the wraparound care planning and management process was administered in 8 communities implementing wraparound nationally (total N=295). Concurrently, program administrators in each community completed a standardized interview about the presence or absence of a set of administrative and system supports hypothesized to influence the quality of implementation. Regression analysis was used to assess the relationship between supports and fidelity.
Results

Communities demonstrated great variation in degree and type of administrative and system supports for implementation. Significant variation was also found in fidelity scores across communities. Regression analyses found a significant association between the number of supports at the program and system level and wraparound fidelity scores provided by caregiver and youth respondents.
Conclusions

The identified program and system issues should be attended to when establishing and administering intensive, individualized care management procedures for children with complex needs and their families. The results also provide further support for this hypothesized relationship in service delivery overall.
Influence of Administrative and System Supports on Treatment Fidelity:

An Example from the Wraparound Process for Children and Families
Emphasizing use of effective mental health treatments has become a national priority (1, 2). However, there is a growing recognition that translating research-based interventions to real world settings is a formidable task, and “science to service gap” has become nearly as prominent a catchphrase as “evidence-based practice” (3, 4, 5).

Understanding the dynamics of organizations and services systems has been highlighted as one method for bridging the science to service gap. As a result, researchers are beginning to consider such multilevel influences, including the role of clinician, program, and system variables in disseminating specific treatment approaches, as well as the influence of organizational and system processes generally on implementation and outcomes (6, 7, 8).

The importance of understanding organizational and system structures within the children’s services arena has been underscored through several studies. A study by Glisson and Hemmelgarn (9) demonstrated significant associations between organizational climate and culture variables with outcomes achieved for children and adolescents. In addition, research on the transportability of multisystemic therapy (MST) has demonstrated a complex set of relationships between treatment, provider, and administrative and system variables (10, 11).

Walker and colleagues (12) conducted a series of studies proposing a matrix of necessary program and system conditions to properly implement the wraparound care management process. However, there has not yet been an attempt to empirically test the relationship between such supports and actual wraparound implementation. The current study tested this proposed relationship, in order to advance the research base for wraparound as well as services implementation overall.
The Wraparound Process
Wraparound is not a specific treatment but rather an increasingly well-operationalized series of engagement, planning, and implementation activities. Through this defined set of activities, providers or facilitators work in collaboration with families to create an individualized plan of services and supports that are tailored to the specific needs of the child and family, and then implement and adjust that plan over time (13). More thorough descriptions of the wraparound process have been described elsewhere including descriptions of the phases and activities of the wraparound process (14, 15) and details on implementation (13, 16).

The wraparound process is included as a “promising” intervention in the Surgeon General’s reports on both mental health and youth violence (1, 17). In addition, the label “wraparound” has proliferated, with over 200,000 youth with complex needs reported to be served via the wraparound process in the U.S. annually (18). Recently, use of the wraparound process was mandated for communities applying for funds through the Substance Abuse and Mental Health Services Administration’s (SAMHSA) children’s services program for those families who need access to an individualized care planning and management process (19). 

 Despite a growing number of encouraging studies of effectiveness (see 15, for a review) and a theory and practice base that appears well-grounded empirically (13, 20), the wraparound process model has not been evaluated using the same types of rigorous methodology that has been used with other integrated community-based treatments for youth. Drawing conclusions from the small number of experimental (e.g., 21, 22) and quasi-experimental studies (23, 24) is difficult due to the lack of fidelity control and measurement in these studies.

To address these concerns, fidelity tools for wraparound, based on the principles of the process, have been developed, revised, and validated and are now in widespread use (25, 26). Several studies using these measures have demonstrated a relationship between wraparound fidelity and child and family outcomes (e.g., 27, 28). In parallel process, an initiative to better define wraparound, based on input from developers of well-operationalized models and administrators of effective programs nationally, has clarified the specific procedures to be undertaken within the process (13). Results of this model definition initiative have informed manual development, training and coaching protocols, development of state and local regulations, and development of improved fidelity measures that are now being used in several controlled trials of the wraparound process. 
The Current Study

In sum, dissemination process research represents a priority for services researchers, while widespread use of the wraparound process in systems of care for children and families nationally makes investigation of factors that may promote or impede its implementation a high priority. The objectives of this exploratory study were to (a) examine variability among sites on a set of administrative and system variables proposed to be important to wraparound process implementation, and (b) to assess the degree of association with adherence to the wraparound principles. 
Method

Measures

Wraparound adherence.  Wraparound model adherence was assessed using caregiver, youth (11 years and older), and resource facilitator (or care managers) responses on the Wraparound Fidelity Index, version 2. The WFI is structured interview that assesses adherence to 11 core principles of wraparound (e.g., Family Voice and Choice, Individualized, Natural Supports, Team-Driven). Four items serve as indicators for each element, with responses ranging from 0 (low fidelity) to 2 (high fidelity). The youth form of the WFI includes only 8 of the 11 elements (youth often do not have enough information to be accurate reporters on several elements). Thus, the resource facilitator and caregiver forms each contain 44 items while the youth form includes 32 items. For this study, total scores for each of the respondents were calculated ranging from 0 (low fidelity) to 8 (high fidelity). 

Validation studies of the WFI have found adequate test-retest reliability (two-week test-retest found to range from .68 to .78 for the three forms) and internal consistency (alphas ranging from .78 to .90) for overall respondent scores. Because of the small number of items, alphas for several individual elements on each respondent form have been found to be unacceptable, below .60. As a result, total respondent scores combining all WFI items are primarily used in research studies, with use of element scores and individual items reserved for use in training and quality assurance activities (25).

Pilot tests of the WFI have found significant association with an external expert’s ratings of implementation (25), and a confirmatory factor analysis has found good support for the underlying structure of the measure (29), providing evidence of construct validity (see 25, for more information on psychometrics and reliability and validity studies). The WFI has also been found to distinguish wraparound programs from non-wraparound comparison conditions in evaluation studies (28, 30). Criterion-related validity is further established through several studies finding associations between WFI scores and concurrently assessed as well as future outcomes (27,31).
Program and system supports. The WFI-Program Administrator form (WFI-PA) was designed to assess the presence of administrative and system supports needed to implement a high-quality wraparound process. The WFI-PA is administered in structured format to one or more key informants from a program or system, such as a program’s lead administrator or clinical supervisor. Items on the WFI-PA were created based on theory and research on organizational processes and program implementation (e.g., 6, 7) and system and organizational conditions conducive to implementing wraparound (e.g., 12, 15).

WFI-PA items (see Table 1) were designed to reflect ten domains or indicators of favorable conditions for high-quality service delivery: (1) program duration, (2) staff turnover, (3) resource facilitator caseload, (4) interagency coordination and funding, (5) family centeredness, (6) community-based services, (7) natural supports, (8) strengths-based, (9) individualized services, and (10) outcomes orientation in service delivery. For some of these domains, a single item is used to achieve a score (e.g., “program duration” is simply the reported number of years the program had delivered services via the Wraparound process). Scores for other domains are calculated from figures given for two items (e.g., “resource facilitator turnover” is calculated by dividing the number of resource facilitators who had been hired in the past 12 months by the total number employed at the site). Finally, for several domains, scores are calculated by combining responses to two or more items that are assessed via a Likert-format (0 = No, 1 = Somewhat, and 2 = Yes). For example, the score for outcomes orientation is calculated by combining responses to several items: (1) whether the site collects and uses data for use in quality assurance; (2) whether caregiver and youth satisfaction data is collected regularly; and (3) whether teams review outcome information at each team meeting.

After examining frequency distributions for individual WFI-PA items, the authors achieved consensus on ratings for each site for each of the 10 WFI-PA domains described above. Ratings assigned were either 1 (indicating a relatively high level of program/system support) or 0 (indicating a relatively low level of program/system support). For the purposes of the current study, scores for the 10 domains were also summed to create a total WFI-PA score for each site that could range from 0 to 10. (The WFI-PA and description of criteria for ratings across domains are available from the lead author.)
Procedure


The WFI-2 was released to potential collaborator sites in 2001. Sites that wished to use the measure completed a formal request that provided information on the programs, population served, evaluation and quality assurance methodologies being employed, and procedures to be used to administer the WFI. Approved sites then engaged families to participate; trained interviewers based on the research team’s guidelines and WFI user’s manual (32); administered interviews to caregivers, youth, and resource facilitators (face-to-face or by phone); entered data into a database provided by the research team; and forwarded data, with identifying information deleted, to the research team. In turn, the research team provided collaborators with summary fidelity reports. For the current study, researchers approached eight collaborating sites nationally that had collected WFI data for over 20 families. Each site agreed to participate. The WFI-PA was administered by phone to the individual considered most knowledgeable about the site’s organizational and system context, typically the program director.

Participants

Participating sites.  Eight programs administering a wraparound process for families with children experiencing serious emotional disturbance (SED) participated in the current study. The agencies included two from California, and one each from Arizona, Indiana, Missouri, Nebraska, North Carolina, and Vermont. Participating sites had been in operation from between 2.5 to 7 years (M = 3.9, SD = 1.45) and had served between 41 and 497 families during their existence (M = 223, SD = 164). Two sites reported serving children and youths ranging from 0-18 years old, while six reported serving youths 6-18. Two sites were primarily aimed at youths in state custody, while the other sites served families with youths referred from several agencies. Three programs explicitly served youth “eligible for/at risk of placement in high-level residential care,” while one program was specifically tailored to serve youths stepping down from group homes or residential treatment facilities. 

Participating youth and families.  The sample consisted of 295 families (15-55 families per site) with a child or youth experiencing SED (defined as resulting in a diagnosable disorder that causes significant impairment in home, school or community functioning and involvement by one or more public child-serving agencies). Information about wraparound fidelity was provided by 221 caregivers, 158 youths, and 193 resource facilitators who completed the WFI. At the time of the WFI administration, families had been receiving wraparound for a mean of 13.39 months (SD = 9.04). Sixty-three percent of the identified children in the sample were male, with ages ranging from 1 to 19 years (M = 13.07, SD = 3.89). Fifty-four percent of the youth were identified as Caucasian, 18% African-American, 4% Hispanic, 1% Native American, and 1% Asian/Pacific Islander, and 3% other race (race was not identified for the remaining 19% of the sample). Forty-four percent of youths were in custody of at least one biological parent, 39% were in state custody, 5% were in the care of a relative, and custody was not reported for 11% of the sample.

Results

Administrative and System Supports for Wraparound
Table 1 shows the characteristics of study sites across the organizational and system variables assessed by the WFI-PA. Consistent with the wide range of number of youth served, the number of wraparound care managers varied widely, from 8-35, as did the caseload of care managers, from 6-15 across the eight sites (M = 9.38, SD = 2.72). Care manager turnover ranged from .13 to .50 across sites, with a mean turnover rate of .34 over the previous 12 months.

Only six of the eight sites reported having a community collaborative team overseeing the project. Interestingly, though sites tended to serve youth across all four major agencies, only 2 of 8 (25%) sites reported blending of funds from multiple agencies.

Data from WFI-PA interviews provided additional information about how well system characteristics reinforced wraparound principles in the study sites. As shown in Table 1, among those sites with community collaborative teams, the percent of team members described as consumers, family members, and family advocates ranged from 0-55 percent, with an average of 16.2% (SD=22.1). Four of the six sites with teams reported having no non-agency community representation (e.g., clergy, business owners, politicians), while the other two sites reported 5% and 10% representation from this constituency.

Several other characteristics of the system context for study sites are worth noting. All sites served a majority of youth in community residential settings (range = 65%-100%; M = 81%, SD = 16.5%). The majority, though not all, of sites reported specific mandates for inclusion of natural supports on wraparound teams. In addition, the majority of respondents reported program mandates around conducting team planning activities using family strengths as a foundation, and using outcomes and satisfaction data to aid individual team processes as well as program improvement. All sites reported mandated recording of goals and action steps during team planning process, and the majority reported having flexible funding policies and procedures in place that encourage individualization of treatment.

Adherence to Wraparound

Table 2 displays mean WFI scores for all sites in the study, as well as site-level means. Across sites, mean scores were found to be 6.59 (SD = 0.27) for the resource facilitator form, 6.22 (SD = 0.38) for the caregiver form, and 6.19 (SD = 0.46) for the youth form. Analysis via one-way ANOVA demonstrated significant differences across study sites’ total WFI scores for resource facilitators, F(6, 186) = 2.78 (p=.013, partial (2=.08), caregivers F(7, 213) = 2.52 (p=.016, partial (2=.08), and youth F(6, 151) = 2.98 (p=.009, partial (2=.11). 
 Based on results of a benchmarking exercise using normative data from a more recent version of the WFI (33), study sites’ WFI scores are typical of sites nationally using the WFI, and could be characterized as ranging from “borderline” to “above average” fidelity. Though all sites in the current study exceeded minimum thresholds for meeting criteria for wraparound (70% for the WFI-2), none scored above the threshold for “high fidelity” (90% for the WFI-2).

Association between Administrative and System Variables and Wraparound Adherence
Regression analyses were used to determine the relationship between number of administrative and system supports and adherence scores. Results found a significant relationship between the number of WFI-PA domains in place for a site and mean site-level caregiver fidelity [Standardized Beta = .71; F(1,6) = 6.025, p = .025]. The unstandardized Beta coefficient for this relationship was found to be .125 (SE = .51), meaning that each additional support condition in place in a site improved mean WFI-caregiver scores for a site by an average of .125.

 A marginally significant relationship was found for youth fidelity ratings [Standardized Beta = .58; F(1,6) = 2.478, p = .088]. The unstandardized Beta coefficient for this relationship was found to be .117 (SE = .74). Finally, the association between number of WFI-PA supports and resource facilitator WFI ratings was found to be positive and moderate in strength (Standardized Beta = .46); however, this relationship was not significant [F(1,6) = 1.313, p = .152].

Figure 1 shows mean WFI scores for each of the eight study sites, by the number of administrative and system supports for which each site met criteria. As shown, sites met criteria for between 2 and 8 of the 10 WFI-PA domains. Regression lines provided in Figure 1 illustrate that there is an observable trend whereby sites with greater levels of administrative and system supports demonstrate higher mean WFI scores. As shown in the Figure and discussed above, this relationship is strongest for caregiver reports of wraparound adherence, followed by youth reports and resource facilitator reports.
Discussion


The objectives of this study were to assess the types of administrative and system supports that are typically present to support the wraparound process and to examine the association of such supports with adherence to wraparound principles at the youth and family level. Our findings suggest that provider agencies show wide variation in the types of supports in place in the host organizations and broader systems of care in which they are embedded. The results of our study provide preliminary evidence of the association between such administrative and system supports and how fully a program is able to conform to standards for high-quality wraparound.


Results of our WFI-PA interviews demonstrated that even within a sample of communities likely to be well-informed about the philosophy and activities of wraparound (after all, they all requested to use the WFI to monitor their own service processes), many did not have support conditions in place posed as necessary to implement a high-quality wraparound process (12, 34). While some communities featured supports specific to implementing wraparound, such as community collaborative teams, availability of flexible funds, and processes for ensuring presence of natural supports or non-professionals on teams, others did not. Programs also varied on more generic conditions likely to influence practice. For example, in the communities studied, caseloads of resource facilitators ranged from 6:1 to 15:1, and staff turnover ranged from 13% to 50%.
Finding such variation in administrative and system conditions in a sample of wraparound programs is not surprising. Such results have been observed in both wraparound (12) and systems of care (35). Such variation is also characteristic of the “science to service” gap whereby implementation of promising models is hindered by conditions in the “real world” that are less than ideal. 
Results also revealed that sites significantly differed on adherence scores across the three respondents. Further analyses showed that the number of administrative and system supports were associated with fidelity scores provided by caregivers and youths. Resource facilitators’ reports of fidelity were not associated with support conditions, possibly because of lesser variance in their scores (which has also been found in previous research using the WFI). It also may be that these informants’ reports are less reliable due to bias.

Determining which supports are most important to achieving higher fidelity is an important research question that was difficult to discern from the current study. Exploratory analyses suggest that having wraparound-specific supports in place such as interagency collaboration, flexible funding, and mandates for engaging natural supports may be particularly strong predictors of wraparound adherence (36). Future research should include a greater number of sites as well as assessment of outcomes, allowing for more definitive conclusions to be drawn about the causal chain from administrative and system conditions to implementation to outcomes.
Other limitations of this study should be noted. First, researchers lacked full control over data collection using the WFI in study sites. It is possible that observed program and system characteristics may also have been related to data collection methods used in individual sites, and thus explain some of the shared variance. Second, it is important to note that the WFI-PA was created to better understand the characteristics of communities using the WFI and had not previously been subjected to formal validation. Criteria for each of the 10 domains assessed were set a priori of analyses; however, they were nonetheless somewhat arbitrary and based on frequency distributions from the study sample.
Implications for Practice
With these limitations noted, this study provides preliminary support of the theory formally proposed by Walker, Koroloff, & Schutte (12) – and informally by trainers, providers, and advocates for years – that presence or absence of “necessary support conditions” will likely influence the quality of service planning and implementation for children and their families. This is an important finding given growing evidence that greater fidelity will yield more positive youth and family outcomes (16, 27). These results thus provide an additional link in the causal chain that leads from program and system structures to service quality to improved outcomes. 

The conditions assessed span a number of different categories, such as reinforcing components of the practice model, ensuring support to staff, building collaboration and partnerships, and sustaining accountability systems. These categories also span both the organizational and systems levels. Given the support for the theory that the cumulative number of facilitative conditions is associated with greater fidelity, results suggest that communities that wish to implement a high-quality wraparound process for individuals with complex needs and their families should attend to a full range of administrative and system issues, including characteristics of both the organization that hosts the wraparound program as well as the system within which the program and teams are embedded.

The results of the current study may also be generalized as important for other treatment approaches. Indeed, the results of the current study may be viewed as support for the importance of Rosenheck’s (6) four strategies for promoting effective practice. These include construction of leadership coalitions, linking service delivery to concrete and legitimated goals and values, monitoring fidelity and outcomes, and developing self-sustaining communities of practice. Aspects of all these principles of effective human service organizations were assessed to some extent in this study.

A final implication of the current study is that measuring relevant indicators of a program’s organizational and system context may assist high-quality practice. Such measures have supported prominent national studies on service system initiatives in both the adult (37) and children’s (38) mental health service fields. Such measures are also a component of systematic quality assurance approaches adopted by developers of effective interventions (10). To support high-quality wraparound implementation, applying measures such as the WFI-PA or other assessments of organizational and system supports during planning and evaluation may be useful. 

Conclusion

In addition to continuing to conduct effectiveness studies on promising treatment approaches, the mental health service delivery field needs to better understand how characteristics of organizations and service systems influence service delivery (6). This exploratory study found support for the proposed relationship between administrative and system conditions and wraparound implementation, contributing additional evidence to this emerging line of research. The study also points to areas in which administrators, researchers, and family members alike may collaborate to assess the “fit” between community and program structures and high-quality practice.

While some researchers have argued that these research studies should ultimately guide modifications to treatments to fit the realities of “real world” practice, such information may also be used to advocate for changes in the policy and funding environments within which treatments and interventions are embedded. Ultimately, advocating for and achieving policies that support high-quality practice may better influence our ability to achieve positive change for individuals in need than merely tinkering with promising treatment approaches.
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Table 1

Administrative and System Characteristics of Study Sites

	Program/system support variable
	Mean (SD) / N (%) of sites
	Range

	Years implementing wraparound
	3.93 (1.45)
	2.5 - 7

	Staff turnover
	 
	 

	Number of resource facilitators
	18.2 (10.2)
	8 - 35

	Number hired in last 12 months
	6.00 (3.2)
	1 - 12

	Turnover rate
	0.34 (0.12)
	.13 - .50

	Resource facilitator caseload
	 
	 

	Caseload size
	9.38 (2.72)
	6 - 15

	Interagency coordination and funding
	 
	 

	Percent with community collaborative team
	6 (75%)
	

	Percent serving children referred by:
	 
	

	Special Education
	4 (50%)
	

	Mental Health
	6 (75%)
	

	Juvenile Justice
	6 (75%)
	

	Child Welfare
	5 (63%)
	

	Percent with "decategorized"/"blended" funding
	2 (25%)
	

	Agencies contributing to blended funding pool:
	 
	

	Special Education
	2 (25%)
	

	Health
	1 (13%)
	

	Mental Health
	2 (25%)
	

	Juvenile Justice
	1 (13%)
	

	Child Welfare
	1 (13%)
	

	Family centeredness
	 
	 

	Mean percent of community collaborative teams that are consumers, parents, or family advocates
	16.2 (22.1)
	0 - 55

	Percent allowing parent/advocate referral
	 4 (50%)
	

	Community based
	 
	 

	Mean percent of community collaborative teams that are non-agency community representatives
	2.50 (4.18)
	0 - 10

	Mean percent of children served in community
	81.0 (16.5)
	65-100

	Natural supports
	 
	 

	Percent with mandated percent of natural supports on teams
	5 (63%)
	

	Percent allowing non-professional providers
	5 (63%)
	

	Strengths focus
	 
	

	Percent with strengths-based assessment
	8 (100%)
	

	Percent with mandates for strength-based services
	6 (75%)
	

	Individualization
	 
	

	Percent mandating recording goals
	8 (100%)
	

	Percent mandating recoding action steps
	8 (100%)
	

	Percent with flexible funds
	7 (88%)
	

	Percent with flexible funds immediately available
	7 (88%)
	

	Percent requiring pre-approval for flexible funds
	 5 (63%)
	

	Percent with limits to flexible funds
	 5 (63%)
	

	Outcome orientation
	 
	

	Percent collecting and reviewing data
	7 (88%)
	

	Percent assessing family satisfaction
	6 (75%)
	

	Percent reviewing data in team meetings
	 5 (63%)
	


Table 2.  

Site-Level Ratings on WFI and WFI-PA 

	Site
	WFI-RF

M (SD)
	WFI-CG

M (SD)
	WFI-Y

M (SD)
	WFI-PA

supports

	1
	-
	5.89 (1.44)

n=43
	5.67 (1.51)

n=40
	3

	2
	6.54 (.64)

n=32
	5.92 (1.58)

n=26
	6.30 (1.58)

n=29
	2

	3
	6.12 (1.00)

n=11
	6.50 (.58)

n=11
	6.37 (1.16)

n=6
	5

	4
	6.58 (.71)

n=46
	5.66(1.52)

n=37
	5.69 (1.44)

n=25
	4

	5
	6.61 (.66)

n=20
	6.33 (.94)

n=12
	6.05 (1.06)

n=19
	7

	6
	6.95 (.82)

n=26
	6.52 (1.19)

n=30
	7.01 (.74)

n=20
	8

	7
	6.88 (.57)

n=40
	6.12 (1.44)

n=30
	6.30 (.81)

n=19
	7

	8
	6.47 (.91)

n=18
	6.81 (1.28)

n=32
	-
	7

	Mean for all sites
	6.59 (.27)

N = 193
	6.22 (.38)

N=221
	6.19 (.46)

N=158
	5.38 (2.2)
N=8


Note. WFI = Wraparound Fidelity Index; RF = resource facilitator; CG = caregiver; Y = youth; PA = program administrator
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Figure 1

Mean wraparound adherence scores by number of total administrative and system supports
0








_1180090456

