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It has been well documented that the degree to which interventions are 

implemented as intended, or with fidelity, in typical service settings has varied. 

Frequently, interventions are developed or tested in highly controlled or early adopter 

settings. Less attention has been given to what implementation looks like in the real 

world, and which factors promote a worker’s ability to implement an intervention with 

fidelity. Individuals and organizations implementing intervention receive varying levels 

of support from external sources and little information from established research, and are 

often left to persevere through implementation efforts. It is necessary to pay attention to 

these factors in child maltreatment prevention to ensure that vulnerable children and 

families have access to, and receive when necessary, interventions as intended in 

agencies in their home communities.  

 In the quantitative phase of this study, 32 case planners implementing FC, a child 

maltreatment preventive intervention, completed a survey about their perceptions of 

individual and organizational factors related to fidelity. These factors were identified 

through prior research and theory to be important in supporting the implementation of 



 
 

interventions. This survey data was connected to case level fidelity scores to understand 

the relationship between these variables. The qualitative phase of this study involved 

further exploration with nine case planner interviews and two separate focus groups with 

supervisors and agency leadership.  

 The results of this study suggest that supervision is a key contributor to a worker’s 

ability to implement an intervention in the real world. The quantitative and qualitative 

results suggest that various aspects of supervision, including supervisors’ perseverance, 

proactiveness, knowledge, availability, and skill reinforcement are important components 

of efforts to support a worker’s ability to learn and use FC. The quantitative results 

suggest that level of education and the perceptions of the intervention’s limitations may 

be negatively related to implementation. Additional components also emerged from the 

qualitative phase that are worthy of future exploration, related to system expectations and 

policies, individual worker attributes, and characteristics of the intervention. Implications 

for practice, policy, and future research are discussed as they relate to the main findings 

of this study. 
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CHAPTER 1: STATEMENT OF THE PROBLEM 

 As the government, funders, organizational leaders, and consumers are 

increasingly interested in the effectiveness of interventions, the degree to which an 

intervention is implemented as intended with clients is becoming increasingly relevant 

for practice and policy decision-making (Schoenwald, 2011). There is a growing 

awareness that the selection of an evidence-based program does not equate to its effective 

implementation in the real world, and that ongoing monitoring and support for the 

intervention is required (Mildon & Schlonsky, 2011). Fidelity is one way to monitor an 

intervention’s implementation and is defined as the degree to which an intervention is 

implemented as intended by the program developers (Dusenbury, Brannigan, Falco, & 

Hansen, 2003). However, there is an overall lack of understanding of fidelity of 

intervention because fidelity is often poorly articulated in the literature, and when it is, 

there are significant limitations in interpreting the results. These issues limit the ability to 

understand the malleable factors that improve the fidelity of an intervention in the real 

world, which is necessary if we want to increase the degree to which proven programs 

(programs shown effective through rigorous research) are implemented with success in 

community-based settings.  

Scant Inclusion of Fidelity in Published Literature 

 Although fidelity seems like an obvious component to include in the literature 

related to an intervention’s implementation, it is often unreported. In a recent systematic 

review of the fidelity of 55 after school intervention studies, only 55% reported well-

defined intervention procedures, 42% used an intervention manual, 33% reported on 

training on the intervention, 24% provided supervision to the workers, 29% measured 
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fidelity, and only 4% used fidelity in their analyses of outcomes (Maynard, Peters, 

Vaugh, & Sarteschi, 2013). Similarly, in a review of randomized control trials of 

psychological interventions, only about 4% out of 147 studies reviewed adequately 

reported elements of fidelity that included therapist adherence, therapist competence, and 

treatment differentiation (Perepletchikova, Treat, & Kazdin, 2007). These concerns are 

not new. In a review of prevention studies focused on youth problem behaviors nearly 20 

years ago, only 5% of 1,200 reported findings related to implementation and even fewer 

reported fidelity monitoring and results (Durlak, 1997). The lack of fidelity inclusion in 

research studies is known as “thinness”, and in systematic reviews and meta-analyses, 

thinness weakens the internal validity because it limits the ability to ascertain 

heterogeneity between studies, which can increase the potential of erroneously 

aggregating data across studies (Carroll et al., 2007). The lack of reporting of fidelity also 

makes it a challenge to understand the degree to which an intervention was implemented 

as intended, and what factors may have influenced, promoted, or hindered its 

implementation.  

Limitations of Fidelity in Published Studies 

 When fidelity is included in the literature, there are often a variety of limitations, 

which can inhibit the ability to understand, interpret, and apply results to future research 

and practice. The source of fidelity data can also introduce some bias or threats to 

reliability and validity. In a comparison of youth, caregiver, therapist, trainer, and 

treatment expert raters to a substance abuse treatment protocol, results showed that youth 

and caregivers were highly inaccurate compared to treatment experts in rating if a 

treatment component had occurred, whereas therapists and trained raters were more often 
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consistent with treatment experts (Chapman, McCart, Letourneau, & Sheidow, 2013). 

Additionally, it can be challenging to ascertain reliability and validity when fidelity 

criteria include a focus on processes or practice indicators, which are often dynamic and 

complex. In a literature review of 21 fidelity studies, eight included information on 

reliability, typically in the form of internal consistency ratings and the majority (n = 15) 

assessed some form of validity (i.e., predictive, construct, or discriminate) between 

fidelity and outcomes (Mowbrey, Holter, Teague, & Bybee, 2003). Comparisons of 

results across studies are also hindered because few studies use the same measure of 

fidelity (Malik et al., 2003). Although it is not expected that all interventions would be 

measured the same, it would be ideal for the same intervention to use the same fidelity 

measure in order to interpret results and apply findings. For example, in three studies of 

the implementation of the intervention Wraparound, two studies used the Wraparound 

Fidelity Index to monitor fidelity, although they were different versions (Bruns, Suter, & 

Leverentz-Brady, 2006; Effland, Walton, & McIntyre, 2011), and another study used the 

Participant Rating Form (Munsell, Kilmer, Vishnevsky, & Strompolis, 2011).  

There is also a lack of consensus related to the constructs, definitions, and threats 

to fidelity. Threats to fidelity, that indicate variables that could negatively affect it, are 

under reported and underemphasized in the literature (Gearing et al., 2011), making it 

difficult to apply results to future studies and the real world. The inconsistency of 

definitions, constructs, and measurement differences makes it even harder to draw 

conclusions on what can help promote fidelity of interventions in community-based 

settings because comparability and synthesis are limited by these constraints.  
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Very Few Studies Report What Contributes to Fidelity 

 A variety of factors have been conceptualized to influence fidelity, but many go 

untested. Additionally, there is little consensus on the relationship between individual and 

organizational factors, and fidelity of an intervention. Carroll et al.’s (2007) conceptual 

framework on the potential moderators of fidelity and outcomes identified that the degree 

of complexity and operationalization of an intervention, implementation support 

strategies, and quality of delivery are potential malleable factors for fidelity. Other 

studies suggest that ongoing fidelity checks and consultation can support the integrity of 

an intervention with fidelity (Self-Brown, Whitaker, Berliner, & Kolko, 2012). In another 

study of the barriers, facilitators, and strategies that relate to the fidelity of an EBP, three 

domains - leadership, workflow, and reinforcement - were positively associated with 

higher rates of fidelity (Torrey et al., 2012). This suggests that how leaders engage and 

take responsibility for implementation, create positive policies and environments, 

reinforce data collection through outcome monitoring, and provide rewards and feedback, 

can positively affect the degree to which an intervention is implemented as intended. 

Developing localized quality assurance procedures that ensure programs have the 

capacity and resources to gather fidelity data, interpret results, and provide feedback has 

also been suggested as one way to sustain EBPs in local treatment settings with fidelity 

(Hogue et al., 2013). In a review of the relationship between training, therapist, client, 

and organizational variables and fidelity, when strategies intervened at all levels (e.g., 

therapist, client and organization), therapists were more likely to achieve behavior change 

and the acquisition of new skills with fidelity (Beidas & Kendall, 2010), although the 

interactions among these variables, particularly related to organizational components, 
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were understudied. Other studies have identified the benefits of consultation, coaching, 

and supervision in the improvements of practitioners’ skills and fidelity (Edmunds et al., 

2014; Nadeem, Gleacher, & Beidas, 2013); however, a recent review of supervision in 

child welfare highlighted the weak effectiveness of supervision, calling in to question 

how useful supervision might be in supporting intervention fidelity (Carpenter, Webb, & 

Bostock, 2013). Therefore, the literature suggests there are some individual and 

organizational factors that may affect fidelity, but more research is needed to understand 

the relationships of these variables to fidelity. 

Very Few Studies Are in Typical Service Settings 

 Most importantly, if the aim is to ensure that interventions found to be effective in 

research are translated into the real-world with fidelity, then fidelity and mitigating 

factors need to be understood in typical service settings. Yet, fidelity in community-based 

settings is often under-reported or not examined, which makes difficult to understand its 

use in usual care settings (Dusenbury, Brannigan, Hansen, Walsch, & Falco, 2005). 

Typically, intervention research occurs in highly controlled settings or clinical trials that 

are not representative of community-based settings (Bernstein et al., 2010). Alternatively, 

they are implemented in “early adopter” settings that are not typical of the real-world 

(Proctor, 2012). Additionally, strategies to support fidelity of an intervention are often 

intervention-specific and have not been tested as a way to understand support strategies 

across programs and communities (Fagan, Hanson, Hawkins, & Arthur, 2008). Support 

of an intervention within a community can be highly reliant on the program developer’s 

involvement, which does not promote localized procedures to monitor and support 

fidelity in typical service settings (Hogue, Ozechowksi, Robins, & Waldron, 2013). There 
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have also been instances in which implementation of an intervention in community-based 

settings is weak, making it difficult to understand what successful implementation in 

usual care settings looks like. For example, less than 50% of drug prevention curricula 

and 25% of mentoring programs were implemented as specified by program developers 

in implementing schools (Gottfredson & Gottfrendson, 2002). A recent study of 

predictors of community therapists’ use of therapy techniques in a large public mental 

health system suggest that organizational and individual factors differed in the degree to 

which they explained variation, depending on if the intervention was evidence-based or 

not. Specifically, organizational factors explained more variance in the EBP models, 

whereas individual factors explained more variance in the non-EBP model (Beidas et al., 

2015). Although this study shows promise in understanding the fidelity of interventions 

in community-based settings, discrepancies between strategies based on intervention type 

suggest the need for further research related to the relationship between individual and 

organizational factors and fidelity in community-based settings.  

Importance of Understanding Factors Related to Fidelity 

 When fidelity is poorly detailed in literature and not explored in typical service 

settings, there is a limited understanding of an intervention’s outcomes in typical practice. 

In order to accurately interpret outcomes, fidelity must be monitored so that the strength 

and presence of the intervention and implementation components are understood (Carroll 

et al., 2007). Without an understanding of the degree of an intervention’s implementation, 

if outcomes are poor, it is challenging to differentiate between an implementation 

problem (e.g., implementation supports not functioning as intended) and an effectiveness 

problem (e.g., the intervention is not meeting the needs of the population or the 
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intervention is problematic). This is known as a Type III error. Study results omitting 

fidelity are questionable because it cannot be ascertained to what degree an intervention 

was present (Dobson & Cook, 1980). Hence, it is necessary to gather information on 

fidelity in order to understand both aspects of intervention and implementation 

functionality (Blase & Fixsen, 2013; Fixsen, Naoom, Blase, Friedman, & Wallace, 2005).  

 Beyond just including and reporting fidelity in research studies, the factors that 

promote fidelity of interventions in typical service settings must be understood, 

particularly for those that serve the most vulnerable in our society, such as those in child 

maltreatment prevention. Although rates of child maltreatment have decreased since 

initial reporting requirements were enacted (Sedlak et al., 2010), recent data indicated 

that there were still over 670,000 substantiated cases of maltreatment in 2013 and 

potentially many more that go unreported (US Department of Health and Human 

Services, 2014). Child maltreatment is a pervasive problem and providers are often 

overworked, overwhelmed, and underfunded (Proctor, 2012). Though there have been 

advances in identifying efficacious maltreatment prevention programs, they are often 

tested in atypical service settings with a high degree of control. This has extended the 

research to practice gap in child maltreatment prevention and thus studies in real world 

implementation that promote external validity are necessary (Proctor, 2012). There have 

been special issues in major journals related to the implementation of programs to 

prevent maltreatment (e.g., Self-Brown, Whitaker, Berliner, & Kolko, 2012; Wilson, 

2012) yet the studies included in these reviews did not thoroughly examine factors related 

to fidelity of interventions targeting child maltreatment. If there is little understanding of 

the contributors of improvements in fidelity in the real world, then this results in a limited 
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chance at having interventions successfully implemented to prevent maltreatment. It is 

now known that there are programs that prevent maltreatment; it is having them 

consistently deployed in communities on a large scale that is necessary. This requires an 

understanding of the individual and organizational factors that are most highly related to 

the fidelity of prevention programs in community-based settings.  

Significance of Understanding Fidelity in the Context of this Dissertation 

 Implementation literature has yet to detail what implementation looks like in a 

routine practice setting (Torrey, Bond, McHugo, & Swain, 2012). Strategies are rarely 

defined or described well enough to be useful to implementation stakeholders (Michie, 

Fixsen, Grimshaw, & Eccles, 2009). In order to extend the external validity of EBPs in 

child maltreatment prevention, it is necessary to advance our understanding of their 

implementation in the real world (Proctor, 2012) using multiple perspectives and 

methodologies (Aarons, Fettes, Sommerfeld, & Palinkas, 2012). Therefore, the goals of 

this dissertation study are to understand the individual and organizational factors that 

promote fidelity in the implementation of Family Connections (FC), a multi-faceted 

community-based maltreatment prevention intervention that is being implemented across 

eight community-based agencies in New York City (NYC). FC is a child maltreatment 

preventive intervention that was developed based on the principles of prevention science 

to provide weekly contact with a family in their home or neighborhood to meet the basic 

needs of their children, reduce the risk of child maltreatment, and increase family 

functioning (DePanfilis & Dubowitz, 2005). FC was found to be effective in improving 

caregiver protective factors, decreasing risk factors, and improving child well-being 

across eight different organizations though a federally funded cross-site replication 
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evaluation, serving different target populations and in different localities. The results of 

fidelity analyses and qualitative interviews in the replication study suggest some 

facilitators and barriers to the fidelity of FC, but these factors were not directly assessed 

to understand their relationship to FC fidelity across multiple implementing agencies 

(James Bell Associates, 2011). Additionally, the replication of FC in NYC in this study 

was unique. It allowed for the examination of the intervention’s implementation across 

seven different community-based organizations1 in a major metropolitan area that came 

together through a collaborative (Family Connections Collaborative; FCC) to coordinate 

the implementation and support of the intervention. The FCC meets monthly and has 

targeted efforts related to coordinating training - reducing paperwork, advocating to 

NYC’s Administration for Children’s Services (ACS), and developing methods for 

quality assurance. Furthermore, NYC is a diverse area and the agencies involved in the 

FCC serve a variety of families from different ethnic and racial backgrounds. Thus, the 

opportunity to study the implementation of FC across seven agencies in one of the major 

metropolitan cities in the U.S. provided an insight into strategies to support fidelity across 

varying organizations in high-demand, diverse service systems. Both quantitative and 

qualitative measures were used in this study to understand the factors that relate to the 

fidelity of FC in community-based agencies. The methodologies used in this study were 

guided by best practices in implementation and social work research, in order to advance 

knowledge of implementation on the frontline of social work.  

 

                                                           
 
1 The original sample included eight organizations; however, one organization did not participate in the 

study.  
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Implications for Social Work Research and Practice 

 Social work as a field is particularly well positioned to lead implementation 

science and translational studies, because social workers most often lead the service 

providers who work with vulnerable children and families (Brekke, Ell, & Palinkas, 

2007). My study has implications for social work research, in identifying and 

operationalizing key processes related to fidelity and improvement of the fidelity of a 

child maltreatment program in the real world. Understanding these processes will add to 

the social work research base on the implementation of evidence into practice, and also 

identify potential future areas of community-based research. Moreover, FC is a social 

work developed intervention; thus, further research on the intervention’s implementation 

promotes understanding on social work practice. Most importantly, though, this study 

provides practical insight into what daily practices of social work implementation and 

fidelity monitoring look like in community-based agencies. It ascertains how workers and 

other staff perceive individual and organizational factors related to the fidelity of the 

intervention. By studying implementation from this vantage point, strategies and 

conditions most relevant for current and future social workers interested in implementing 

maltreatment prevention programs are elucidated.  
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CHAPTER 2: LITERATURE REVIEW AND FOCUS OF STUDY 

This chapter examines relevant theoretical frameworks and provides a review of 

fidelity, through the examination of 20 studies of individual and/or organizational factors 

related to fidelity of interventions for children, youth, and/or families in child welfare 

and/or mental health settings. The purposes of the review are to (1) identify individual 

and organizational factors related to fidelity of interventions tested in the literature; (2) 

assess the methodologies of included studies for strengths and limitations of designs, 

measures, analyses, and conclusions; and (3) synthesize findings in order to identify 

common themes and gaps in the study of individual and organizational factors related to 

fidelity. 

Theoretical Framework 

 Theory use is imperative to determine appropriate research questions, select 

proper methods, interpret results, and guide future areas of work (Carpiano & Daley, 

2006). Theoretical models are important in studying fidelity and contributing factors 

because they attempt to hypothesize the relationship between fidelity and other important 

aspects of implementation, such as moderators, to achieving fidelity or components 

related to outcomes for the population served (O’Donnell, 2008). This review is guided 

by three implementation science frameworks that detail the primary factors associated 

with the effective implementation of interventions (Aarons, Hurlburt, & Horowitz, 2011; 

Durlak & DuPre, 2008; Meyers, Durlak, & Wandersman, 2012). Implementation science 

refers to the “methods or techniques used to enhance the adoption, implementation, and 

sustainability of an intervention (Powell et al., 2015). Because fidelity is one of the 

primary outcomes of implementation science research (Proctor, 2012), these frameworks 
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illuminate several aspects that have been shown to relate to implementation and the 

fidelity of interventions. Moreover, each contributes to the conceptualization of the types 

of factors that can influence how well an intervention is implemented as intended (i.e., 

fidelity); however, individually they provide a different perspective and are derived from 

different backgrounds. Therefore, the inclusion of the three frameworks provides a broad 

and comprehensive theoretical foundation to this review and dissertation. Factors 

identified across the three frameworks during active implementation of an intervention 

are categorized into individual adopter and organizational characteristics in Table 1.  

Table 1 

Theoretical Framework Comparison 

Factors Aarons et al., 2011 

– Active 

Implementation 

Stage  

Durlak & DuPre, 2008 Meyers et al., 

2012 – Phase 3 – 

Ongoing 

Structure Once 

Implementation 

Begins 

Individual 

Adopter 
• Demographics 

• Adaptability 

• Attitudes 

towards EBPs 

• Perceived need for the 

innovation 

• Perceived benefit of 

innovation 

• Self-efficacy 

• Skill proficiency  

 

 

Organizational  • Structure 

• Priorities/goals 

• Readiness for 

change 

• Receptive 

context 

• Culture/Climate 

 

• Positive work climate 

• Organizational norms  

• Integration of new 

programming 

• Shared vision and 

decision-making 

• Coordination  

• Communication 

• Formulation of tasks 

• Leadership 

• Program champion 

• Managerial/supervisory, 

administrative support  

• Technical 

assistance, 

coaching, 

supervision 

• Process 

evaluation 

• Supportive 

feedback 

mechanisms 
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 Aarons et al. (2011) detail a conceptual model specific to evidence-based practice 

implementation in public service sectors, with a primary focus on public service 

organizations serving children and families. Their framework identifies outer context and 

inner context factors (levels) though a stage-based approach (see Figure 1). The inner 

contextual factors are most relevant for this review because they are the proximal 

variables during implementation and thus those most likely to be malleable and influence 

the implementation of an intervention. During the Active Implementation Stage, Aarons 

et al. (2011) categorize the inner contextual individual adopter characteristics of 

demographics, adaptability, and attitudes towards EBPs, as well as the organizational 

factors of the structure, priorities, readiness for change, receptive context, culture, and 

climate. This is one of the few implementation frameworks with a specific focus on 

agencies serving children and families and it has been used in child welfare (e.g., Aarons 

et al., 2012; Lansverk, Brown, Reutz, Palinkas, & Horwitz, 2011). It also acknowledges 

that there are specific individual adopter characteristics in terms of their adaptability and 

attitudes towards EBPs that may influence the degree to which an intervention is 

implemented, which is different from the other frameworks included in this review. 

Additionally, organizational features related to the structure, priorities, and receptiveness 

of the culture and climate are suggested as influencing the degree to which 

implementation occurs. Lastly, the Aarons et al. (2011) conceptual model is unique in 

that it acknowledges that it is the combination of individual and organizational factors 

within the inner context of an organization that influences the implementation of an 

intervention.  
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Figure 1. Aarons et al. (2011) Conceptual Model  

 

 Meyers et al. (2012) also detailed a stage-based approach through the Quality 

Implementation Framework (QIF); however, they focused on the key steps during each 

phase of implementation that are related to the implementation of interventions (see 

Figure 2). The QIF was developed based on a synthesis of 25 implementation 

frameworks and includes 14 critical steps and four phases. This model goes beyond the 

Aarons et al. (2011) framework to identify processes to attend to challenges that 

individuals and organizations experience as they begin to implement an intervention. 

Most relevant for this study is phase three, which focuses on the ongoing structure once 

implementation begins. During phase three, steps related to technical assistance, 

coaching, supervision, process evaluation, and supportive feedback mechanisms are 

identified. These factors most closely align to organizational processes. The third phase is 

characterized by strategies to provide support to front-line workers, assess ongoing 
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implementation, and create feedback pathways to gather information that can inform 

improvement strategies. The QIF argues that ongoing support strategies are necessary to 

promote improvements within the organization in order to implement an intervention 

with fidelity. As noted in Table 1, this is a different perspective compared to the two 

other included frameworks.  

 

Figure 2. Meyers et al. (2012) QIF  

 

 Durlak and DuPre (2008) conducted a review of implementation studies in the 

field of prevention and health promotion in real world settings, targeting children and 

adolescents to understand if the implementation of interventions influences the outcomes 

achieved and what factors are related to implementation. They hypothesized a framework 

for successful implementation from an ecological perspective that posits that at the center 

of effective implementation is the combination of organizational capacity and external 

technical assistance and support (see Figure 3). Other variables included in their model 

are related to the categories of innovations, providers, and communities. In their 
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framework, organizational capacity includes general organizational factors, specific 

practices and processes, and specific staffing considerations. The factors within these 

three domains are listed in Table 1. Factors were only included in their review if they 

related to implementation in at least 5 of the more rigorous quantitative studies. Durlak 

and Dupree (2008) also identified provider characteristics that relate to the 

implementation of interventions. Through their review, they concluded that the four most 

commonly cited individual factors related to the perceived need and benefit of the 

innovation, an individual’s self-efficacy, and skill proficiency. In comparison to the 

Aarons et al. (2011) and Meyers et al. (2012) frameworks, Durlak and DuPre’s (2008) 

organizational factors have a focus on shared decision-making, coordination, and 

communication within an organization. Similar to the Aarons et al. (2008) framework, 

they identify that attitudes towards EBPs are an important consideration at the individual 

level, but also suggest that the degree to which a practitioner believes they can implement 

the intervention (i.e., self-efficacy) and their level of skill can influence the degree to 

which implementation can occur.  

Figure 3. Durlak and DuPre (2008) Ecological Framework 
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 The combination of the three frameworks provides a diverse and comprehensive 

foundation for this review and dissertation conceptualization. Factors identified in this 

chapter will be mapped to individual and organizational factors, and compared to the 

factors included in the identified theoretical frameworks. This comparison provides the 

opportunity to compare tested and untested factors that are guided by theory. The 

combination of these frameworks and factors included in this study are conceptualized in 

Figure 4.  

Figure 4. Conceptualized Framework based on Identified Theories  

 

Literature Review Methods 

Search Strategy  

 Boolean operations of mental health AND (child* OR child* welfare OR 

protect*) OR foster care AND (“fidelity” OR “adherence” OR “intervention fidelity”) 

were used to identify relevant articles in the identified databases. The initial search was 

conducted in June, 2014, with two additional searches conducted in June, 2015 and 

December, 2016.  

 Databases. Databases were selected based on availability through University of 

Maryland Baltimore’s Health Sciences and Human Services Library (HS/HSL). 
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EBSCOhost was used to search Academic Search Premier, CINAHL, Medline, 

PsychInfo, Professional Development Collection, Psychology and Behavioral Sciences 

Collection, Social Work Abstracts, SocioIndex. Additionally, PubMed was searched for 

relevant articles.  

 Inclusion criteria. Inclusion criteria for articles included (see Table 2): 

quantitative, mixed-methods, or qualitative peer-reviewed studies with sufficient 

explanation of methods and results in order to be interpreted, and available in full-text 

through the University of Maryland, Baltimore HS/HSL and in English. Because 

implementation science is a global field, studies from counties outside of the U.S. were 

included as long as the results were available in English. As outlined by Sampson et al.’s 

(2009) guidance on search strategies of peer-reviewed articles, it is important to note that 

studies were included when fidelity was the dependent variable and individual or 

organizational factors were the independent or covariate variables. This explicit 

conceptualization is important to note because it was a primary step in the search and 

analysis of concepts (Sampson et al., 2009). Guided by two recent systematic reviews 

related to fidelity and implementation research (Maynard, Peters, Vaughn, & Sarteschi, 

2013; Novins et al., 2013), articles published from 1990 – 2016 were included in this 

review. Additionally, the primary population of interest included studies in social service 

settings of interventions that served children, youth and families at-risk of maltreatment 

or experiencing mental health challenges.  
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Table 2.  

 

Inclusion Criteria 

1. Quantitative, Qualitative, or Mixed-Methods Studies 

2. Available in full text through University of Maryland’s HS/HSL in English 

3. Must have fidelity as dependent variable 

4. Must be published between 1990 – 2016 

 

5. Studies based on social service settings that serve children, youth, and families 

at-risk of maltreatment or experiencing mental health challenges 

 

Literature Review Results 

Search Results 

 A total of 2,417 studies were identified across the eight databases. Results of the 

database searches were downloaded into Zotero version 4.0.20 (Stillman, Kornblith, & 

Cheslack-Postava, 2014) and duplicates were removed yielding 1,635 studies for 

preliminary review. Of the 1,635 studies reviewed for relevance based on title and 

abstract content, 35 were retained for full-text examination. Examination of studies’ text 

confirmed 21 applicable and 14 ineligible studies based on inclusion criteria. Appendix A 

provides a list of ineligible studies. After the full-text review, 21 studies were retained for 

the synthesis and categorized into two tables (see Appendix B and C) based on DePanfilis 

and Zlotnik’s (2008) variable organization. The primary focus of this review is the 

analysis and synthesis of quantitative articles gathered because of the limitations 

identified in the methods of the initially included qualitative studies. Specifically, several 

of the qualitative studies lacked sufficient detail on methods used and thus sufficient 
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analysis, interpretation, and conclusions related to the qualitative studies was not 

possible. However, results of qualitative articles are discussed in each variable narrative 

section in order to include individual and organizational factors that have been explored 

as they relate to fidelity, but it should be noted that these results are interpreted with 

caution. 

Overview of Studies  

 Appendix B provides an overview of the reviewed quantitative studies and details 

the research designs, data analysis techniques, study subject and samples, target 

population and intervention focus, response rate (if applicable), valid units of analysis, 

definition and measurement of fidelity, and the significant and non-significant 

independent variables. A range of study designs was included in the review, representing 

the variety of opportunities to study individual and organizational factors and fidelity of 

interventions. The majority of studies (n = 12) were non-experimental observational 

designs. Four observational studies were cross-sectional (Bearman et al., 2013; Beidas et 

al., 2015; Bruns et al., 2006; Crea et al., 2011) and five were longitudinal, of which two 

were prospective (Effland et al., 2011; Whitaker et al., 2012) and three were retrospective 

(Fagan et al., 2012; Munsell et al., 2011; Taylor et al., 2015). Two additional 

observational studies used multiple cohort designs (Chaffin et al., 2015; Schoenwald et 

al., 2004) with two independent samples. Another used an equivalence design (Buchanan 

et al., 2013). Beidas et al. (2014) used a quasi-experimental design to randomly assign 

practitioners to different training conditions of a one-day training workshop, computer 

training, or an augmented one-day training that focused on active learning strategies and 

how these different types of conditions related to fidelity. Two studies were experimental 
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(Holth et al., 2011; Webster et al., 2014) in which random assignment was used to 

partition sites, agencies or therapists to treatment and control conditions to understand 

how they related to fidelity.   

 Multiple regression or hierarchical (multi-level) regression models were the most 

frequently used analyses (Bearman et al.; Beidas et al., 2014; Beidas et al., 2015; Bruns et 

al., 2006; Buchanan et al., 2013; Crea et al., 2011, Holth et al., 2011; Munsell et al., 

2011; Schoenwald et al., 2004; Webster-Stratton et al., 2014). The majority of these 

studies included control variables that are included in the nonsignificant variable column 

of Appendix B. The majority of studies used convenience samples and units of analysis 

ranged from individuals (e.g., Whitaker et al., 2012), to teams (e.g., Munsell et al., 2011) 

to program or site (e.g., Fagan et al., 2012). When surveys were conducted (Bruns et al., 

2006; Crea & Crampton et al., 2011; Fagan et al., 2012; Holth et al., 2011), response 

rates ranged from 6.0% for youth only surveys on wraparound fidelity index (Crea & 

Crampton et al., 2011) to 95% of program and coalition directors responding to phone 

surveys (Fagan et al. 2012) on community resource documentation. Attrition rates were 

reported in two studies (Munsell et al., 2011, Whitaker et al., 2012). 

 Appendix C provides an overview of the same study elements of the qualitative 

and mixed-methods studies, however contributors and barriers explored in the studies as 

they related to fidelity are identified instead of independent and dependent variables. Of 

the five studies reviewed, limited information related to the methods and analyses were 

provided in the majority of studies (Betram et al., 2014; Kaufman et al., 2012; Murray et 

al., 2014). Therefore, results of the qualitative and mixed methods studies are mentioned 

in the narrative section but not included in the synthesis of results in because the 
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incompleteness of the studies makes comparisons and conclusions among the studies 

insufficient. However, mixed methods are recommended in implementation research 

(Aaron, Fettes, Sommerfeld, & Palinkas, 2012; Green et al., 2014), and potential themes 

related to contributors and barriers to fidelity are noted in the narrative sections order to 

gather information on what has been explored qualitatively in previous studies.  

Fidelity of Interventions 

 Fidelity of interventions is defined as the degree to which an intervention is 

implemented as intended by the program developers (Dusenbury, Brannigan, Falco, & 

Hansen, 2003). Fidelity is one of the main outcomes of implementation research and 

incorporates measures of adherence, dosage, and quality (Proctor et al., 2011). Fidelity 

was part of the inclusion criteria and required as the dependent variable (DV) for the 20 

studies included in this review. As such, all of the reviewed quantitative articles included 

some measure of fidelity and were specific to the main intervention being implemented. 

The majority of studies (73%, n = 11) assessed fidelity at the practitioner level (See 

Appendix B), and the remaining studies measured fidelity at the agency or community 

level (n = 3) or a combination of practitioner and agency (n =1). Fidelity data was 

gathered through self-report in five studies (Crea & Crampton, 2011; Effland et al., 2011; 

Fagan et al., 2012; Taylor et al., 2015), client report in four studies (Aarons et al., 2015; 

Chaffin et al., 2015; Bruns et al., 2006; Schoenwald et al., 2004), observation in four 

studies (Beidas et al., 2014; Beidas et al., 2015; Buchanan et al., 2013; Whitaker et al., 

2012), a combination of self-report and client report in two studies (Holth et al., 2011; 

Munsell et al., 2011) as well as therapist report, client report, and observation in one 

study (Webster-Stratton et al., 2014), and case notes in the remaining study (Bearman et 
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al., 2013). Durlak and DuPre (2008) noted that studies that include observational methods 

are more objective and, when possible, it is preferable to use them in implementation 

research.  

 Measures, respondent type, and definitions of fidelity varied across studies, even 

when the same intervention was implemented. For example, the Wraparound intervention 

(Burns & Goldman, 1999; Walker & Bruns, 2006) was implemented in three of the 

studies and measures of adherence were based on either the Wraparound Fidelity Index 

(WFI; Bruns et al., 2006; Effland et al., 2011) or the Participant Rating Form (PRF; 

Munsell et al., 2011). The WFI version 2 was used in Bruns et al. (2006)’s study to gather 

perspectives of Wraparound adherence from caregivers, youth, and resource facilitators. 

Wraparound facilitators were the only source of feedback on adherence using the WFI 

version 4 in another study, which is administered through telephone interviews with 

facilitators multiple times throughout a youth’s involvement in the intervention (Effland 

et al., 2011). Munsell et al. (2011) used the PRF to measure Wraparound adherence in 

terms of team functioning and the fidelity to Wraparound.  

 Another study (Bearman et al., 2013) measured concordance, or the degree to 

which planned activities in consultation corresponded with what actually happened in 

treatment sessions of either Cognitive Behavioral Therapy (CBT) or Brief Family 

Therapy (BFT) and the level of agreement between client, caregiver, therapist, 

supervisors, and the national expert on these activities. Another study (Holth et al, 2011) 

measured fidelity to CBT in addition to another intervention, Contingency Management 

(CM), but used a combined measure that was a 9-item questionnaire (five of which were 

focused on CBT) administered through monthly interviews of caregivers, youth, and 
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therapists. Beidas et al. (2015) measured therapists’ use of CBT, family therapy, and 

psychodynamic therapy techniques, through the Therapy Procedures Checklist–Family 

Revised (TPC-FR), a self-report checklist.  

 Self-report measures were also used by service providers to rate the degree to 

which they delivered aspects of Triple P with fidelity in Taylor et al.’s (2015) study. 

Another study (Beidas et al., 2014) assessed fidelity to CBT through two observational 

measures: The Performance-Based Role Play (PBRP, Dimeff et al., 2009), which 

measured adherence and skill through simulated role-plays of undergraduate research 

assistants who acted as anxious youths, as well as through the Adherence and Skill 

Checklist (ASCL; Beidas et al. 2009), which measured adherence and skill through 

observations of therapists. Feedback on fidelity was also gathered from caregivers and 

youth on Multisystemic Therapy (Schoenwald et al., 2004) and Incredible Years 

(Webster-Stratton et al., 2014). In addition to caregiver and youth feedback on Incredible 

Years, coding of observations of sessions was used in the Webster-Stratton et al. (2014) 

study. Observations and ratings on a standardized checklist by certified trainers or on-site 

coaches were also used to measure fidelity to SafeCare (Whitaker et al., 2012). Another 

study of SafeCare (Chaffin et al., 2015) used a client feedback questionnaire to measure 

fidelity. The authors explain the measured fidelity via client report in order to capture a 

large number of sessions (which was necessary for their trajectory model analyses); it did 

not involve practitioners’ potential self-report bias, and “we suspected that client ratings 

might better reflect not simply whether a model element occurred, but whether the client 

was aware and ‘got’ that it occurred” (Chaffin et al., 2015, p. 5). However, the authors 

did not report on the convergent validity of this measure. Buchanan et al. (2013) used 
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video recording to code facilitator adherence, which was rated by the facilitator’s 

supervising KEEP consultant. Lastly, individuals within the agency or program were 

used to measure fidelity to Family to Family (Crea & Crampton, 2011) and Communities 

that Care (Fagan et al., 2012). 

Individual and Organizational Factors Related to Fidelity of Interventions  

 This section focuses on the primary purpose of the review: to categorize and 

assess the individual and organizational factors tested or recognized in previous studies in 

order to inform the design of this dissertation. Results are summarized based on 

individual and organizational factors that were identified in the literature in Appendix D. 

Results revealed a greater number of significant organizational factors compared to 

individual factors related to intervention fidelity.  

 Individual Factors. Nine individual factors were assessed in relation to fidelity: 

age, sex, race/ethnicity, degree, previous EBP training, length at agency, experience, 

commitment to agency, and attitudes towards evidence-based practice. All studies 

included in this section were quantitative; there were no qualitative studies that explored 

individual factors that contributed to or hindered the fidelity of interventions. Only five 

factors revealed significant relationships with fidelity (i.e., age, sex, years of service, 

experience, and attitudes towards evidence based programs), although results were 

mixed. Factors that were not found to be significant included race/ethnicity (Bearman et 

al., 2013), degree (Bearman et al., 2013; Whitaker et al., 2012), previous EBP training 

(Whitaker et al., 2012), and commitment to agency (Crea & Crampton 2011). It is 

important to note that the majority of individual factors tested in the studies reviewed 

related to demographics and attitudes towards EBPs, with other factors identified in the 



26 
 

theoretical frameworks of adaptability (Aarons et al., 2011) and self-efficacy (Durlak & 

DuPre, 2008) omitted from the studies reviewed.  

 Four quantitative studies explored the relationship between age and fidelity, with 

mixed results across studies. Practitioners’ age was inversely related to fidelity in one 

study (Whitaker et al., 2012). Results suggested that the younger the practitioner, the 

more likely they were to score higher on in-field fidelity measures. However, these 

results were no longer significant when Bonferroni-corrected adjustments were made for 

the multiple analyses. In another study (Bearman et al., 2013), a significant interaction 

was found between age and supervisor modeling in relation to fidelity. Further analyses 

revealed that modeling and role-play significantly predicted concordance2 for older 

therapists. Beidas et al. (2014) found that older therapists were more likely to implement 

CBT with fidelity. Three other studies (Bearman et al., 2013; Crea & Crampton 2011; 

Whitaker et al., 2012) reported that age did not significantly relate to fidelity of the 

intervention in practice. Specifically, although Bearman et al. (2013) found that age 

moderated the relationship between supervisor practice and modeling for concordance of 

older therapists, it was not a significant predictor in regression analyses. Crea and 

Crampton (2011) found that age was not predictive of Family-to-Family fidelity. 

Similarly, age was not significantly related to SafeCare Fidelity (Whitaker et al., 2012).  

 Practitioners’ sex was also shown to predict intervention concordance in one 

study (Bearman et al., 2013) and was mixed in another study (Beidas et al., 2015). 

Specifically, for male therapists, the use of discussions of planned content in therapy 

                                                           
 
2 Fidelity in Bearman et al. (2013) was measured as concordance – the match between planned and 

subsequently reported practices occurred in treatment sessions.  
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sessions was a significant moderator of concordance. This interaction was not significant 

for females. Conversely, in linear regression analyses, practitioner sex was not a 

significant predictor of fidelity. In another study (Beidas et al., 2015) women were more 

likely to implement Family Therapy Techniques (FTT) with fidelity compared to men. 

However, gender of the practitioner was not a significant factor related to fidelity of 

interventions for the two other interventions, Cognitive Behavioral Therapy and 

Psychodynamic Therapy Techniques, included in this study.  

 Two individual factors (i.e., length at an agency and months or years of 

experience) were found to be significantly related to fidelity. Specifically, years of 

service at an organization was found to have a significant positive effect on the self-

evaluation component of Family to Family (Crea & Crampton, 2011), which suggests 

that the longer a practitioner worked at the organization, the more likely they were to 

implement the self-evaluation component (i.e., collaboration among those involved in the 

case to evaluate case data elements together) of Family to Family intervention. In two 

other studies, experience was found to be a significant predictor of intervention fidelity. 

Beidas et al. (2015) found that more experience in months significantly decreased the 

likelihood of adherence to CBT fidelity. Conversely, practitioners with more years of 

experience were more likely to adhere to Triple P fidelity dimensions of processes and 

exercises (Taylor et al., 2015).  

 Results were also mixed related to the effect of attitudes towards evidence-based 

practices on fidelity of interventions, which are major components of the Aarons et al. 

(2011) and Durlak and DuPre (2008) theoretical frameworks. Bearman et al. (2013) and 

Whitaker et al. (2012) found no significant relationships among attitudes and fidelity, 
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whereas Beidas et al. (2014) found that as clinicians perceived a higher level of 

requirements of the intervention, as measured by the Requirements subscale of the 

Evidence-Based Practice Attitudes Scale (EBPAS; Aarons, 2004), their adherence and 

skills related to CBT fidelity decreased. Another study (Beidas et al., 2015) found that 

therapists who were more open to implementing EBPs as measured by the Openness 

subscale of the EBPAS were more likely to implement CBT with fidelity. Additionally, 

practitioners within this study indicated that those with more divergent perspectives (i.e., 

extent to which EBPs are not clinically useful) and less knowledge about EBPs were 

more likely to use psychodynamic techniques with fidelity.  

 Overall, results were mixed related to individual factors that affect fidelity of 

interventions. Only five of the nine individual factors were found to have significant 

effects on fidelity, and the majority of these individual factors were demographic 

variables. Findings suggest further examination beyond individual factors is warranted.  

 Organizational Factors. A total of 19 organizational factors were examined 

related to fidelity and were categorized by different domains including workload and site 

characteristics, position, benefits, social supports at work, organizational processes, 

culture and climate related, and cumulative organizational factors (i.e., the number of 

organizational and system supports such as interagency coordination and funding, 

community based teams, number of resource facilitators; Bruns et al., 2006). Overall, 

results of the multivariate tests suggest a number of organizational factors related to 

fidelity to interventions. However, it was challenging to compare results across factors 

because of the varying metrics and interventions included in each study. Moreover, there 

was no correlation analyses among the organizational factors reported, which made it 



29 
 

difficult to assess collinearity. It is important to note that of the 19 variables identified in 

the theoretical frameworks (Aarons et al., 2011; Durlak & DuPre, 2008; Meyers et al., 

2012), nine were tested or identified in the studies included in this review. Those not 

incorporated in reviewed studies were structure, priorities (Aarons et al., 2011), 

integration of new programming, shared vision, shared decision-making, coordination 

with other agencies, communication, formulation of tasks, program champion (Durlak & 

DuPre, 2009), and technical assistance (Meyers et al., 2012).  

 There was minimal inclusion of organizational factors related to workload, 

position and benefits related to intervention fidelity; however, three studies (Bruns et al., 

2006; Crea & Crampton et al., 2011; Beidas et al., 2015) revealed that position within the 

agency, worksite characteristics, and certain benefits impacted fidelity. In a study of 

Family-to-Family implementation (Crea & Crampton 2011), results of the practitioners’ 

self-reported position within the agency revealed that intake workers were more likely to 

have higher scores on the self-evaluation fidelity component relative to other positions. 

Investigators in this study also found that receipt of a merit increase within the last year 

was a significant predictor of the self-evaluation component of Family-to-Family fidelity. 

Another study (Bruns et al., 2006) included workload as a factor of organizational 

measures that were cumulatively summed to create an overall fidelity score that was 

predictive of caregivers’ fidelity ratings of Wraparound. However, workload was not 

examined individually and therefore the ability to understand its relationship with fidelity 

is limited. In a study of therapist self-report of fidelity to CBT and Family Therapy 

Techniques (FTT) techniques, investigators found that organizations with fewer years in 

city-sponsored EBP initiatives were more likely to implement CBT with fidelity and 
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those with more fee-for-service positions were more likely to implement FFT with 

fidelity (Beidas et al., 2015).  

 Results from one study related to employee benefits were mixed as they related to 

fidelity. Crea and Crampton (2011) found that salary was not predictive of Family to 

Family implementation; however, self-reported merit increases significantly predicted 

higher scores on the self-evaluation component of Family to Family fidelity.  

 Three quantitative studies (Bearman et al., 2013; Schoenwald et al., 2004; 

Webster-Stratton et al., 2014) and five qualitative studies (Bertram et al., 2014; Chung et 

al., 2014; Kauffman et al., 2012; Murray et al., 2014; Stern et al., 2008) included 

organizational variables related to social supports at work in the categories of 

supervision, coaching, consultation, peer support, and leadership support. These are 

identified as elements of the Durlak and DuPre (2008) and Meyers et al. (2012) 

theoretical frameworks. One study on supervision processes (Bearman et al., 2013) 

revealed that supervisory practices of modeling and role-play significantly predicted 

practice concordance1. Additionally, three qualitative studies included elements of 

supervision as a key contributor to intervention fidelity. Specifically, focus on content of 

supervision (Bertram et al., 2014), integration of fidelity results into supervision as a 

means of improvement (Akin, 2016; Kaufmann et al., 2012; Stern et al., 2008) and 

general supervisory support and responsiveness were identified as contributors to fidelity. 

A qualitative study of coaching suggesting that coaching provides the opportunity for 

staff to grow skills through real world implementation and it provides an accountability 

mechanism for fidelity (Akin, 2016). Another study (Webster-Stratton et al., 2014) found 

that an ongoing coaching model that included weekly individualized telephone calls with 
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expert coaches and detailed written feedback on observations significantly predicted 

higher fidelity scores of Incredible Years fidelity related to practical support, 

collaborative approach, knowledge, and skills in mediating vignette skills compared to a 

workshop only control group. In another comparison group study (Schoenwald et al., 

2004) consultant competence (as rated by practitioners) was predictive of therapist 

adherence to Multisystemic Therapy. Consultant competence included items such as 

knowledge of job, skills related to the intervention, and skills in teaching intervention 

components. Peer support of the intervention was identified as a contributor to fidelity in 

a qualitative study of Family Focus Therapy fidelity (Chung et al., 2014).  

 Organizational processes were another category examined and related to 

strategies of quality assurance, program oversight, information sharing, attendance to 

group meetings, team support, and components of training. These relate to process 

evaluation strategies and supportive feedback mechanisms that are main components of 

the Meyers et al. (2009) QIF theoretical framework. A total of five quantitative studies 

suggested organizational processes positively related to fidelity of interventions and four 

qualitative studies acknowledged organizational processes as a contributor to fidelity. In a 

study of Family-to-Family implementation (Crea & Crampton, 2011) investigators found 

that information availability (e.g., internal methods for sharing information, availability 

of intervention and external sources of information) was a predictor of higher rates of 

fidelity related to two components of the intervention (i.e., team decision making and 

recruitment, development and support) as well as overall fidelity scores. Another study 

compared the use of Communities that Care (CTC) model versus implementation as usual 

and found that in CTC sites supported a higher degree of fidelity through program 
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monitoring and oversight compared to the control group (Fagan et al., 2012). Similarly, 

significantly higher adherence scores were found for therapists who received a workshop 

plus intensive quality assurance model compared to the workshop only control group 

(Holth et al., 2011). In this study, therapists that received intensive quality assurance 

practices of ongoing training, weekly consultation and booster sessions had higher 

fidelity scores on cognitive behavioral therapy (CBT). Two qualitative studies (Kauffman 

et al., 2012; Stern et al., 2008) indicated that a strong information management system 

related to data gathering, analysis and sharing as well as ongoing monitoring of fidelity 

that involved problem solving were both contributors to intervention fidelity. In a study 

of team member attendance as it related to fidelity (Munsell et al., 2011), the findings 

suggest that the mean consistency of attendees and mean number of team members 

present predicted professionals’ rating of fidelity related to the cohesiveness and 

functioning of the team. In a study to test the implementation strategy of a “seed team”, 

which refers to a specifically selected group who both provide the intervention as well as 

provide ongoing monitoring, training and support of the intervention, researchers found 

that initial post-training fidelity was higher compared to the interagency cohort team but 

these differences diminished over time, suggesting that once the interagency cohort was 

provided support by the seed team, their fidelity increased. A qualitative study of the 

implementation of Wraparound suggested that team composition and timeliness of team 

development were contributors to fidelity (Bertram et al., 2014). Three studies indicated 

that participant performance in training influenced fidelity. Specifically, in a study of 

initial implementation indicators and fidelity (Whitaker et al., 2012), quiz scores and 

role-plays in training were significantly related to in-field fidelity of SafeCare. Two 
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qualitative studies (Chung et al., 2014; Stern et al., 2008) indicated that training manuals 

that supported clinical judgment of FFT, and training components that were manualized 

and structured in Incredible Years (IY) implementation were contributors to fidelity.  

 Two recent quantitative studies (Beidas et al., 2014; Beidas et al., 2015) had 

mixed results related to culture and climate associated organizational factors. Notably, 

culture and climate are the main components of the Aarons et al. (2011) and Durlak and 

DuPre (2008) theoretical frameworks. In a study of CBT implementation, researchers 

used the Organizational Readiness for Change measures (ORC, Lehman et al., 2002) to 

assess five major cultural and climate domains including motivation, resources, staff 

attributes, organizational climate and training climate. Only one organizational factor, 

organizational climate, predicted adherence to CBT fidelity (Beidas et al., 2014). In 

another study (Beidas et al., 2015) that assessed multiple organizational factors’ influence 

on practitioners’ self-reported adherence to either cognitive behavioral, family, or 

psychodynamic therapy techniques, more functional climates predicted CBT fidelity, 

whereas more stressful climates were predictive of FFT fidelity. Additionally, the more 

resistant organizational cultures (cultures where therapists are often indifferent) were 

more likely to have practitioners who implemented CBT with fidelity.  

 Three quantitative studies examined organizational factors from a cumulative 

perspective and therefore it was difficult to interpret the individual effect of 

organizational features within the studies. In a study of Wraparound fidelity (Bruns et al., 

2006), the organizational features program duration, staff turnover, resource facilitator’s 

case load, interagency coordination and funding, family centeredness, community-based 

services, natural supports, strength based, individualized services and accountability were 
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summed to create an overall score for the number of organizational supports present and 

in analyses, the total number of factors present were predictive of fidelity as reported by 

caregivers. However, the total number of organizational factors was neither predictive of 

youth nor resource facilitators’ reports of fidelity. Organizational features - change 

oriented, goal oriented, holographic, strategic, and quality - were summed in another 

study (Crea & Crampton et al., 2011) and found to be predictive of team decision-making 

fidelity. However, information on these organizational features was limited and unclear. 

Another study (Effland et al., 2011) used items related to organizational and systems 

support (including collaboration and partnership, capacity building and staffing, 

acquiring services and supports, accountability and family involved) which were 

categorized by stages of development (i.e., precontemplation/contemplation, preparation, 

action, and maintenance) and the stages of precontemplation, contemplation, action, and 

maintenance were predictive of supporting fidelity. However, it is unclear how 

organizational activities in a pre-implementation stage such as 

precontemplation/contemplation can achieve fidelity to Wraparound.  

 Therefore, results of the review related to organizational factors suggest that 

social supports (i.e., supervision, coach, consultant, peers, and leadership), quality 

assurance strategies, culture, and climate may be related to fidelity of interventions. 

However, it is difficult to determine the exact relationship of these variables or if they 

have a cumulative or interactional effect. Further examination of organizational factors as 

they relate to fidelity will add to our knowledge related to how to best influence the 

degree to which an intervention is implemented.  

 



35 
 

 

Overall Completeness, Quality, and Applicability of Evidence of Reviewed Studies 

 As Shadish, Cook and Campbell (2002) explained, most experiments are highly 

specific to local contexts and have aspirations of being more generalizable than is 

typically feasible. The authors detailed a grounded theory of generalized causal inference 

that includes five principles – surface similarity, ruling out irrelevancies, making 

discriminations, interpolation and extrapolation, and causal explanation. These principles 

are discussed hereafter in terms of the overall completeness, quality, and applicability of 

evidence related to studies in this review.  

 The quality assessment of included studies revealed some concerns related to the 

overall completeness of the studies. None of the studies justified their sample size 

through a description of power analyses. In one study (Beidas et al., 2014) the authors 

acknowledge in the discussion that their study was underpowered to detect significant 

variation because of the number of participants who completed fidelity measures. 

Another study (Beidas et al., 2015) acknowledged the inappropriateness of a post hoc 

power analysis, and used confidence intervals instead, which is preferred (Levine & 

Ensom, 2001). A priori power analyses would have provided a more effective assessment 

of Type II error probability.  

Similarly, little information was provided related to attrition rates of practitioners 

and was often difficult to interpret with the multiple levels of data analyses across studies 

(i.e., seven studies used hierarchical linear or non-linear modeling with nesting and one 

used latent growth modeling). Completeness could have been strengthened through a 

more thorough incorporation of theory within the studies, in order to ground the concepts 
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in appropriate research questions, select rigorous methods and contribute to future areas 

of research (Carpiano & Daley, 2006a). Only 35% (n = 7) used theory explicitly in their 

study design or background. Using theory would enhance the ability to provide causal 

explanations and strengthen external validity. Overall completeness could have also been 

strengthened for the qualitative designs related to improved operationalization of the 

methods used in the studies. For example, Bertram et al. (2014) appeared to be a case 

study in detailing contributors and barriers to fidelity but limited information was 

provided about the site and how the case study was conducted. Similarly, Kaufman et al. 

(2012) identified as a mixed-methods study, but provided very little information related 

to data analysis and synthesis, other than indicating that Atlas and SPSS were used for 

analyses.  

 Overall study quality could have been strengthened related to measurement and 

construct validity. Self-report data was used to some degree in the majority of the 

included studies, increasing the potential for measurement error and common method 

bias (Bearman et al., 2011; Beidas et al., 2015; Crea & Crampton, 2011; Effland et al., 

2011; Fagan et al., 2012; Holth et al., 2011; Munsell et al., 2011; Taylor et al., 2015; 

Webster-Stratton et al., 2014). Observational strategies by trained or certified reviewers 

were used in four studies with interclass correlations reported (Bearman et al., 2013; 

Buchanan et al., 2013; Webster-Stratton et al., 2014; Whitaker et al., 2012) to corroborate 

self-report data, therefore strengthening the construct validity of the results. Previously 

validated measures were used in the majority of studies (Bearman et al., 2013; Beidas et 

al., 2014; Beidas et al., 2015; Bruns et al., 2006; Chaffin et al., 2015; Effland et al., 2011; 

Holth et al., 2011; Schoenwald et al., 2004; Taylor et al., 2015; Webster-Stratton et al., 
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2014; Whitaker et al., 2012) which supported criterion-related validity, although there 

were some limitations noted. In a study of Wraparound fidelity using the Participant 

Rating Form (PRF) the authors describe how the measure was validated through a 

principal components analysis (PCA), but PCAs are not the ideal validation method 

because they assume a measure is without error and are primarily used for data reduction 

(Schmitt, 2011). Additionally, Schoenwald et al. (2004) and Taylor et al. (2015) 

conducted two exploratory factor analyses (EFA) within the study instead of an EFA 

followed by a confirmatory factor analysis. No rationale was provided for this 

methodology.  

 Reliability was explicitly provided through reporting of Cronbach’s alpha of 

sample data in more than half of the studies (Bearman et al., 2013; Beidas et al., 2014; 

Beidas et al., 2015; Buchanan et al., 2013; Chaffin et al., 2015; Crea & Crampton, 2011; 

Holth et al., 2011; Schoenwald et al., 2004; Webster-Stratton et al., 2014; Whitaker et al., 

2012). Two additional studies on Wraparound (Bruns et al., 2006, Effland et al., 2011) 

reported alpha levels of validation studies but not on the current study data. Additionally, 

Effland et al. (2011) measured the relationship between stage of development categorized 

on the Strengths Based Site Assessment and fidelity to Wraparound but provided no 

explanation as to how a site could have implemented Wraparound in a 

precontemplation/contemplation stage. According to the Transtheoretical model 

(Prochaska, Prochaska, & Levesque, 2001), if a site or therapist was in precontemplation 

or contemplation they would not be implementing an intervention yet, thus there appears 

to be a lack of face validity in the measurement conceptualization. Measurement error 

was a major concern in three studies (Crea & Crampton, 2011; Fagan et al., 2012; 
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Munsell et al., 2011) because no information was provided on the validity or reliability of 

the survey or measures included. The restricted range of the dichotomous response 

options on the Community Resource Documentation Survey was a concern in Fagan et 

al.’s (2012) study of Communities that Care which decreases the power within the study. 

These limitations introduced threats to statistical conclusion validity and made ruling out 

heterogeneity of irrelevancies and extrapolation across studies difficult. The different 

measures used across studies and lack of blinding in the collection of measures made 

identifying discriminations challenging and introduced detection bias. It was also difficult 

to determine if ceiling effects were present with measures, as often fidelity scores were 

relatively high.  

 The quality and applicability of evidence was strengthened when studies used 

statistical procedures such as hierarchical linear and non-linear models to control for 

confounding and nesting of variables. Additionally, the use of mixed methods is 

recommended in implementation research to contextualize complex processes involved 

with organizational research (Aarons, Fettes, Sommerfeld, & Palinkas, 2012; Green et al., 

2014). Applicability of evidence would also be strengthened through the study of fidelity 

of intervention in typical service settings, because the context of implementation is an 

important consideration in how transferable fidelity is in the real world (Schoenwald, 

2011). Although many of the studies appear to include implementation of various 

interventions in community based organizations or typical service settings (Beidas et al., 

2015; Bertram et al., 2014; Buchanan et al., 2013; Bruns et al., 2006; Chaffin et al., 2015; 

Chung et al., 2014; Effland et al., 2011; Fagan et al., 2012; Kauffman et al., 2012; 

Murray et al., 2014; Taylor et al., 2015; Stern et al., 2008; Whitaker et al., 2012), very 
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little information was provided related to the context of these settings. Providing 

contextual information would strengthen the external validity and applicability of 

evidence. All the studies included in this review acknowledged major limitations, which 

resulted in an inability to generalize due to study design characteristics. Although an 

examination of individual and organizational factors related to fidelity across studies 

suggests some relationships among the variables, the ability to make conclusive 

assumptions based on the results is impossible due to the challenges highlighted in this 

review.  

Literature Review Discussion 

Main Findings 

 Main effects. The results of this review suggest mixed results for individual 

factors, and that some organizational factors, more specifically related to social supports 

(i.e., supervisory, coach, consultant, peers, and leadership), quality assurance strategies, 

teams, culture, and climate factors may be related to fidelity of interventions targeted for 

at-risk families, youth, and children (Bearman et al., 2013; Chaffin et al., 2015; 

Schoenwald et al., 2004; Webster-Stratton et al., 2014). However, synthesis of main 

effects was limited due to the different types and level of fidelity measurement (e.g., 

Bruns et al., 2006; Effland et al., 2011; Munsell et al., 2011) and independent variables 

(Bruns et al., 2006; Crea & Crampton, 2011), as well as limitations in analyses (Beidas et 

al., 2014; Whitaker et al., 2012). Additionally, results related to these constructs varied to 

some degree across studies. For example, significant results were conflicting for age 

(Bearman et al., 2013; Crea & Crampton, 2011; Whitaker et al., 2012), sex (Bearman et 

al., 2013; Beidas et al., 2015), attitudes toward evidence-based practice (Beidas et al., 
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2014; Beidas et al., 2015), team support (Chaffin et al., 2015), and climate and culture 

factors (Beidas et al., 2014; Beidas et al., 2015). Often, multiple predictors or covariates 

were included in the models and not described sufficiently to determine their relationship 

to the outcomes (e.g., Bruns et al., 2006; Crea & Compton, 2011). Additionally, the 

degree to which fidelity was operationalized was limited (Fagan et al., 2012) and 

reliability was often not reported (e.g., Bruns et al., 2006; Crea & Crampton et al., 2011; 

Effland et al., 2011; Fagan et al., 2012; Holt et al., 2011; Munsell et al., 2011), which 

hindered the ability to interpret dimensions of fidelity. Therefore, interpretation of 

individual and organizational factors was limited. 

 Individual factors of age and sex had mixed results, with some analyses 

suggesting an interaction between age and supervisory practices, although age in and of 

itself was not predictive of fidelity in three studies (Bearman et al., 2013; Crea & 

Crampton, 2011; Whitaker et al., 2012). Practitioner’s sex was similar in this regard. The 

results of two studies (Beidas et al., 2014; Taylor et al., 2015) seem to suggest that 

experience may be related to fidelity of interventions; however, the results related to 

experience were conflicting, with one study (Beidas et al., 2014) suggesting more 

experience decreased adherence, while the other study (Taylor et al., 2015) suggested that 

more years of experience increased adherence. Individual attitudes towards EBPs also 

seem to be related to fidelity; however, results in two studies (Beidas et al., 2014; Beidas 

et al., 2015) were conflicting. Therefore, a comprehensive understanding of individual 

factors was restricted in this review.  

 Across three studies (Bearman et al., 2013; Schoenwald et al., 2004; Webster-

Stratton et al., 2014), the act of having support to implement an intervention with fidelity 
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via a supervisor, coach, consultant, peer, or leadership was shown to significantly predict 

fidelity scores. Further examination of supervisor or consultant characteristics revealed 

that the act of modeling and role playing by supervisors as well as consultant competence 

were predictive of fidelity. In a more rigorous experimental design (Webster-Stratton et 

al., 2014), the use of ongoing expert coaching and support in addition to a workshop 

significantly improved fidelity related to practical support, collaborative approach, 

knowledge of contact and skills in mediation and discussion of vignettes. Additionally, 

three qualitative studies (Bertram et al., 2014; Kauffman et al., 2012; Stern et al., 2008) 

identified supervisory support as a main contributor to fidelity. Qualitative studies 

(Chung et al., 2014; Murray et al., 2014) also identified peer and leadership support as 

additional social supports that contributed to fidelity of interventions.  

 Correspondingly, organizational processes related to improvement through 

information sharing, program oversight, intensive quality assurance, or a designated team 

charged with improvement had a significant effect on fidelity to interventions in five 

studies (Crea & Crampton, 2011; Fagan et al., 2012; Holth et al., 2011; Chaffin et al., 

2015; Bertram et al., 2014). This finding is further supported by the experimental design 

of Holth et al.’s (2011) study, which found that intensive quality assurance improved 

therapist fidelity to cognitive behavioral techniques (CBT). This finding is nuanced 

though, because the intensive quality assurance did not have a significant effect on the 

contingency management (CM) component of the intervention. The investigators 

surmised that this may have been due to the iterative and complex nature of CBT 

compared to CM. These findings suggest that the ways in which information is available 

and used to inform practice improvements does relate to fidelity of interventions.  
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 Organizational culture and climate also related to fidelity of interventions in two 

studies (Beidas et al., 2014; Beidas et al., 2015); however, results were conflicting across 

different types of interventions. For example, in Beidas et al.’s (2015) study, a more 

functional organizational climate, which is defined as one “in which therapists think they 

are able to get their job done effectively” (Beidas et al., 2015, p. E3) was predictive of 

CBT fidelity, whereas a more stressful climate, which was defined as one “in which 

therapists feel emotionally exhausted” (Beidas et al., 2015, p. E3) was predictive of 

fidelity to Functional Family Therapy (FFT).  

 Three studies measured organizational factors in a more general sense by using 

them cumulatively in relation to fidelity (Bruns et al., 2006; Crea & Crampton, 2011; 

Effland et al., 2011). Although results across these studies suggest that organizational 

factors are significantly associated with fidelity, the strength of specific components was 

not tested individually. This limited the analysis of specific main effects of the 

organizational factors included in these studies.  

 Indirect effects. The inclusion of mediators in the analyses occurred in only one 

study (Bearman et al., 2013), which revealed some significant relationships among 

individual factors (i.e., age and sex) and organizational factors of supervision. These 

findings suggest the potential for mediating or moderating relationships among individual 

and organizational factors, but more research is necessary to fully explore these 

relationships.  
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Literature Review Conclusion 

Implications for this Dissertation 

 This review provided several considerations related to the conceptualization, 

methodology, and aims of this study. Lacking in the literature is the explicit use of theory 

to guide the conceptualization and methodology of fidelity and contributing factors. This 

dissertation study was guided by three implementation theoretical frameworks that 

identified individual and organizational factors that are important during active 

implementation of an intervention (Aarons et al., 2011; Durlak & DuPre, 2008; Meyers et 

al., 2012). The combination of these frameworks provided a strong theoretical basis for 

examining individual and organizational factors that are related to fidelity during active 

implementation. It was also noted that although many studies involved community based 

agencies, little information was provided related to the context of these agencies in 

implementing interventions. The context and quality in which an intervention is 

implemented based on organizational factors are key components of the three theoretical 

frameworks that guided the development of this study; therefore, the examination of the 

nuances of implementation and contexts across several community based organizations 

through both quantitative and qualitative methods was supported by the theory and 

previous reviewed literature. Mixed methods have been recommended in implementation 

research to gather information on complex and multi-component processes (Aarons et al., 

2012; Green et al., 2014); it is thus surprising that only two studies used mixed methods 

in this review.  

 In this dissertation study, some explanatory sequential mixed methods (Creswell, 

2014) methodology was used and included individual and organizational factors 
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identified based on the literature review. The methodology details a power analysis based 

on the estimated sample size to determine the probability of detecting an effect. 

Additionally, validated measures were used to compare results to previous research. The 

primary factors identified are incorporated in this dissertation’s study aims, research 

questions, and hypotheses, which are:  

AIM 1: To examine the relationship between organizational factors (social supports, 

quality assurance strategies, climate, and workload) and Family Connections (FC) fidelity 

scores across agencies implementing FC. 

• Do agencies with higher or more positively perceived organizational factors have 

higher overall fidelity scores? What organizational factors are associated with 

higher case fidelity scores?  

H1a: Agencies with higher levels of perceived social supports, quality assurance 

strategies, positive climates, and lower caseloads will have higher overall fidelity 

scores.  

AIM 2: To examine the relationship between individual worker factors (age, years of 

experience, degree, length at agency, attitudes towards EBPs, and self-efficacy) and FC 

fidelity scores of workers across agencies implementing FC. 

• Do individuals with advanced degrees, longer tenure at the agency, more positive 

attitudes towards EBPs, and increased self-efficacy have higher overall fidelity 

scores? 

H2a: Individuals with advanced degrees, longer tenure at an agency, more positive 

attitudes towards EBPs, and a high level of self-efficacy will work for agencies 

with higher overall fidelity scores.  
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AIM 3: To use the results of quantitative components to further explore staff perceptions 

of organizational and individual factors that are beneficial to worker fidelity of FC 

• What individual and organizational factors are identified in the individual 

interviews with case planners? 

• What individual and organizational factors are identified with a focus group of 

supervisors? 

• What individual and organizational factors are identified with a focus group of 

agency leadership? 

AIM 4: To integrate quantitative and qualitative research findings in order to more fully 

understand factors related to fidelity in a child maltreatment prevention context 

• Do staff perceptions of individual and organizational factors vary in relation to 

individual case fidelity scores (e.g., high, medium, low)?  

• How do results of qualitative interviews and focus groups converge or diverge 

from the quantitative results? 
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CHAPTER 3: METHODS 

The purpose of this chapter is to detail the methodological components used in 

this dissertation study to understand the relationship between individual and 

organizational factors, and fidelity of Family Connections (FC). To achieve the identified 

research aims, a mixed methods approach was used to explore the relationships between 

these variables because mixed methods research assumes that the combination of 

quantitative and qualitative inquires allows for a deeper and more complete 

understanding of a phenomenon than either approach alone (Creswell, 2014). In fact, 

implementation science research recommends the use of mixed methods to examine the 

complex components of implementation from a variety of perspectives (Aarons et al., 

2012; Green et al., 2014).  

 There are several reasons for selecting mixed methods for this study. First, 

although most studies that have focused on individual and organizational factors related 

to fidelity have been quantitative, there have been limitations in the design, analyses, and 

conclusions, as explained in the literature review (see Chapter 2). Additionally, very few 

studies explore individual and organizational factors related to fidelity qualitatively, 

which is surprising given the complex nature of implementation. The combined use of 

methods allowed for a rigorous and deep understanding into how individual and 

organizational factors influence the degree to which FC is implemented in community-

based settings. Table 3 provides an overview of the research aims, questions, and 

methods organized by the three distinct phases of the design that was used to guide this 

research. 
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Table 3 

 

Overview of Research Questions and Methods 

 

Research Aims Research Questions Study Methods 

Phase 1: Quantitative 

methods 

 

AIM 1: To examine the 

relationship between 

organizational factors (social 

supports, quality assurance 

strategies, climate, and 

workload) and Family 

Connections (FC) fidelity 

scores across agencies 

implementing FC 

 

 

AIM 2: To examine the 

relationship between 

individual worker factors 

(gender, age, race years of 

experience, degree, length at 

agency, attitudes towards 

EBPs, and self-efficacy) and 

FC fidelity scores of workers 

across agencies implementing 

FC 

1. Do agencies with higher or 

more positively perceived 

organizational factors have 

higher overall fidelity scores?  

2. What organizational factors 

are associated with higher case 

fidelity scores?  

 

 

 

 

 

1. Do individuals with 

advanced degrees, longer 

tenure at the agency, more 

positive attitudes towards 

EBPs, and increased self-

efficacy have higher overall 

fidelity scores?  

 

Data Source: Worker 

survey (n = 32); Case 

level fidelity (n = 

112); Agencies (n = 

7)  

 

Analyses: 

Descriptives; GLMM 

 

 

 

 

 

Data Sources: (n = 

32); Case level 

fidelity (n = 112) 

 

Analyses: 

Descriptives; OLS 

Regression 

 

Phase 2: Qualitative 

Methods 

 

AIM 3: To use results of 

quantitative components to 

further explore staff 

perceptions of organizational 

and individual factors that are 

beneficial to worker and 

agency fidelity of FC 

1. What individual and 

organizational factors are 

identified in the individual 

interviews with case 

planners? 

2. What individual and 

organizational factors are 

identified with a focus 

group of supervisors? 

3. What individual and 

organizational factors are 

identified with a focus 

group of agency leadership? 

Data Source: Worker 

Interviews (n = 9) 

Supervisory Focus 

Group; Leadership 

Team Focus Group 

 

 

Analyses: Two cycle 

coding process, 

separate coding for 

each interviewee type 
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Table 3 Continued  

 

  

Phase 3: Mixed Methods  

 

 

AIM 4: To integrate 

quantitative and qualitative 

research findings in order to 

more fully understand factors 

related to fidelity in a child 

maltreatment prevention 

context 

1. Do staff perceptions of 

individual and 

organizational factors vary 

in relation to individual case 

fidelity scores (e.g., high, 

medium, low)?  

2. How do results of 

qualitative interviews and 

focus groups converge or 

diverge from the 

quantitative results?  

Analyses: Use results 

of the qualitative 

analysis to further 

explore and explain 

results of the 

quantitative portion 

of the study.  

 

Study Design 

This dissertation study used an explanatory sequential mixed methods design. 

This design methodology has a distinct sequence in two phases: QUAN  qual (see 

Figure 5). In the first phase, quantitative methods were used to gather information 

through surveys on the independent variables and case level fidelity scores for the 

dependent variables. These results were then analyzed. Based on the quantitative results, 

the second phase included a qualitative, purposive sampling technique to further explore 

results from the first phase (Creswell, 2014). The further exploration in an explanatory 

mixed methods design can take a variety of forms and involve a variety of people. For 

instance, researchers can choose to examine a specific set of significant predictors, or 

focus on predictors that were not significant. Alternatively, they may further examine 

results with specific subsets of their sample. The value of this method is that it allows for 

further analysis of the quantitative results, which provides more depth and meaning to the 

results. The follow-up qualitative analysis was phenomenological (Creswell, 2014), in 

which semi-structured individual interviews were conducted with case planners, as well 

as two focus groups conducted with supervisors and the agency leadership. Individual 
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interviews allowed for an in-depth examination of the frontline perspective on the 

individual and organizational factors of fidelity, whereas the focus group provided 

supervisor and leadership perspectives, but in a more efficient manner. All available case 

planners who had fidelity scores, were still at the agencies, and had completed surveys 

were invited to participate in the interviews. Additionally, all agency supervisors and 

agency leadership were invited to participate in separate focus groups, which were 

conducted to gather information from others within the organization to triangulate results.  

 

Figure 5. Explanatory Sequential Mixed Methods (Creswell, 2014) 

 

 There are several strengths of this design. First, the first phase allowed for a 

thorough examination of individual and organizational factors that could be related to 

fidelity. Secondly, the qualitative component was directly informed by results of the first 

phase, which enabled me to further explore the initial results and garner a deeper 

understanding of the contextual influences on fidelity. Additionally, this form of mixed 

methods was relatively easy to conduct because the first component informs the 

development of the second, as compared to convergent designs in which each component 

joins together (Creswell, 2014). 

Intervention  

Family Connections (FC) is the intervention included in this study’s dependent 

variable of fidelity. As noted in Chapter 1, FC is a child maltreatment preventive 
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intervention that was developed based on the principles of prevention science to provide 

weekly contact with a family in their home or neighborhood to meet the basic needs of 

their children, reduce the risk of child maltreatment, and increase family functioning 

(DePanfilis & Dubowitz, 2005). FC has been shown to be effective in improving 

caregiver protective factors, decreasing risk factors, and improving child well-being 

(James Bell Associates, 2011). FC has eight core components which include 

Intake/Screening; Outreach and Engagement; Concrete/Emergency Services; 

Comprehensive Family Assessment (CFA) informed by the Computer Assisted Self-

Interview (CASI) and other information sources such as collateral information; Outcome 

Driven Service Plan with SMART Goals; Change Focused Intervention; Service Plan 

Evaluation/Progress Assessment; and Case Closure.  

 In this study, FC was implemented across eight community-based agencies as part 

of an effort to integrate more evidence-based and evidence-informed intervention into 

New York City’s Administration for Children’s Services General Preventive (GP) 

programs. GP programs are preventive services provided to families to keep their 

children at home and safe (NYC Administration for Children’s Services Preventive 

Services, 2016). GP programs are required to develop Family Assessment Service Plans 

(FASPs) for each preventive case, and the GP agencies are monitored by NYC ACS’s 

Preventive Agency Monitoring System (PAMS). Another large component of GP 

services is the Family Team Conferences (FTCs) that are required as families participate 

in preventive services. Starting in 2013, the eight community-based agencies came 

together and formed a collaborative to coordinate the implementation of FC, called the 

Family Connections Collaborative. Coordination has included joint training, an 
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implementation leadership team, a supervisor collaborative, and several workgroups (e.g., 

QA/QI and training capacity). FC began implementation as a GP program in 2013. 

During the Installation stage of implementation, the developer and ACS carried out 

concerted efforts to align the ACS preventive standards and FC fidelity criteria and 

expectations. Alignment work has continued through monthly meetings with ACS, the 

developer, and the providers.  

Participants 

Quantitative. The survey sample consisted of case planners from the eight FCC 

agencies. At the time the survey was administered, there were 60 case planners 

implementing FC and 14 supervisors who oversaw the case planners. Table 4 provides an 

overview of the agencies involved, and the number of supervisors and workers who were 

implementing FC at the time of survey recruitment.  

 

Table 4.  

 

Family Connections Collaborative Staff At Time of Survey Recruitment  

 

Agency Supervisors Workers 

Astor Services for Children and Families  1 6 

Catholic Guardian Services  5 24 

Leake and Watts Services, Inc. 3 12 

Sheltering Arms 1 4 

The Family Center 1 4 

St. Dominic’s Home 1 5 

Northside Child Development Center  1 1 

Cardinal McCloskey Community 

Services 

1 4 

Total 14 60 

 

 

 Table 5 contains descriptive information (basic demographic information, years of 

experience, and current caseloads) on the case planners who completed the survey. As 
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noted in the procedure’s data screening and cleaning section, a total of 42 respondents 

completed the survey out of a possible 60 for an initial response rate of 70.00% from 

seven of the eight implementing agencies. However, because five respondents identified 

themselves as non-caseworkers (e.g. supervisors or other) and were therefore excluded 

from the sample, the final response rate for analyses was 67.27%. Also, noted in the data 

cleaning and screening section was that not all respondents had fidelity scores (because 

they had not yet had cases reviewed through the fidelity review process), and therefore 

could not be included in the primary analyses. Therefore, independent samples T-tests for 

categorical variables and Pearson chi-square tests for continuous variables were used to 

assess any differences between the full sample (n = 37) and sample with fidelity scores (n 

= 32). For the sample with fidelity scores, the average fidelity score was 77.71 (SD = 

9.60) with a range of 54.60 to 94.93. Most respondents were female, with only two male 

respondents in the full sample, and sample with fidelity scores. The average age of 

workers was 34.40 (SD = 9.48) with a range of 23 – 59. Just under half of case planners 

identified as Black/African American and slightly more than a third identified as 

Hispanic/Latino. Additionally, three quarters of the respondents had a bachelor’s degree. 

The average length in their current position for the full sample was 30.95 months (SD = 

28.49) versus 32.25 months (SD = 28.81) for the subsample with fidelity scores. The 

average length at the agency was 55.16 months (SD = 69.58) for the full sample and 

59.31 months (SD = 74.03) for the subsample with fidelity scores. In terms of length of 

time in child welfare, the full sample’s average was 79.95 months (SD = 70.75) and the 

subsample with fidelity scores was 85.03 months (SD = 74.68). Lastly, the average 

number of families on current caseload for the full sample was 7.03 (SD = 1.90) and for 
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the sample with fidelity scores, 7.41 (SD = 1.37). Tests of differences between the group 

of case planners with fidelity scores and the group of case planners without fidelity scores 

were not significant except for the number of families on caseload (t (35) = 3.51, p <. 

001). Results indicated that case planner survey respondents with fidelity scores had 

significantly higher caseloads than those respondents who did not have fidelity scores.  

Table 5 

 

Quantitative Participant Characteristics  

 

Characteristic Full 

Sample 

N 

M (SD) 

or % 

Fidelity 

Scores 

N 

M (SD) or 

% 

T or χ2 

Gender      

   Female 35 94.7 30 93.75 .37 

Age 32 34.40 

(9.48) 

26 34.04 

(9.46) 

-.45 

Race     2.67 

   White (non-Hispanic) 3 7.9 3 9.4  

   Black/African Amer 17 44.7 15 46.9  

   Native Amer/Alaska  1 2.6 1 3.1  

   Asian/Pacific 

Islander 

1 2.6 1 3.1  

   Hispanic/Latino 15 39.5 11 34.37  

   Other 1 2.6 1 3.1  

Highest Level of Ed     1.16 

   BSW 4 10.5 3 9.4  
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Table 5 Continued      

   Other BA/BS 24 63.2 21 65.6  

   MSW 3 7.9 2 6.2  

   Other MA/MS 7 18.4 6 18.8  

Length in Current Pos 37 30.95(28.

49) 

32 32.25(28.81) .65 

Length at Agency 37 55.16 

(69.58) 

32 59.31 (74.03) .85 

Length in Child 

Welfare 

36 79.95 

(70.75) 

31 85.03 (74.68) .99 

Number of Families  36 7.03 (1.9) 32 7.41 (1.37) 3.51** 

*p ≤ .05, **p ≤ .01, ***p ≤ .001 (2-tailed) 

 

 Qualitative.  The qualitative portion of the study included individual interviews 

with case planners, and two separate focus groups with a group of supervisors and FCC 

organizational leaders. Table 6 summarizes interview participants’ characteristics based 

on information gathered from the worker survey. Participants in the case planner 

interviews included were mostly women, with an average age of 31 (SD = 6.9). Most 

case planners interviewed identified as either black/African American (44.4%, n = 4) or 

Hispanic/Latin (33.3%, n = 3). All had bachelor’s degrees. Their length in the current 

position, at the agency, and child welfare all ranged substantially; the average length in 

their current position was 38 months, with a range of 5 to 108 months. The length at the 

agency was an average of 68 months, with a range of 5 to 196 months, and length of 

time in child welfare was an average of 86 months, with a range of 18 to 192 months. 
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The average fidelity score across the nine participants was 78.27% with a range of 

54.60% - 94.93%.  

Table 6 

 

Qualitative Interview Participant Characteristics (n = 9)  

 

Characteristic N % or M (SD) or % 

Gender   

   Female 7 77.8% 

Age 5 31.2 (6.91) 

Race   

   White (non-Hispanic) 1 11.13 

   Black/African American 4 44.41 

   Native American/Alaska Native 1 11.12 

   Hispanic/Latino 3 33.34 

Highest Level of Education   

   BSW 1 11.11 

   Other BA/BS 8 88.93 

Length in Current Position 9 38.11 (34.45) 

Length at Agency 9 68.11 (69.44) 

Length in Child Welfare 9 86.22 (72.68) 

Number of Families on Caseload  9 7.56 (1.91) 

Average Fidelity Score 9 78.29 (11.59)  

 

 The second component of the qualitative portion of this study was to conduct two 

separate focus groups with agency supervisors and leaders. Across the FC agencies, there 
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were 13 supervisor positions at the time of focus group recruitment. Three of the 13 

positions were vacant at that time. This left 10 supervisors potentially available to 

participate in the focus group. One supervisor was unable to participate because the 

agency did not have a functioning IRB and all external research participation had to be 

reviewed by the IRB. Another supervisor was on medical leave. Four (50%) of the eight 

available supervisors participated in the focus group. The four who were unable to 

participate shared the following reasons: had an already scheduled meeting, unavailable 

during this time, on vacation, and had too many conferences at the time. Supervisors did 

not complete the case planner survey; therefore, no demographic information was 

captured on their background except for the agencies that they currently worked. There 

was mixed representation from small and large FC programs in the supervisory focus 

group.  

 As for the focus group with FC leaders, The Family Connections Collaborative 

(FCC) included 15 members who are leaders from the FC implementing agencies at the 

time of the focus group recruitment. One leader stated she would not be able to attend the 

focus group due to IRB and external research restrictions. This left 14 leaders to recruit 

for the focus group. Of the 14 leaders who were recruited for the focus group, 6 

participated. The leaders did not complete the organizational survey; therefore, 

demographic information was not available except for the agencies they currently worked 

for. Leaders who participated from the focus group came from five different agencies and 

were a mix of large and small FC programs.  

 

 



57 
 

Procedures 

Phase I: Quantitative Procedures 

Data sources. Individual and organizational factors were gathered using a cross-

sectional survey of cases planners. Scales included on the survey were based on the 

literature review of relevant individual and organizational factors and are detailed in the 

Measures section of this chapter. The survey data was used in a variety of ways to answer 

the research questions. First, the survey data was used descriptively to understand if 

agencies with higher or more positively perceived organizational factors had higher 

overall fidelity scores. Secondly, the survey data was connected with case planner fidelity 

scores to understand the relationship between individual and organizational factors and 

FC fidelity. Fidelity data was obtained from a secondary analysis of case review 

assessments of fidelity conducted in July 2015, December 2015, and July 2016. A team 

of six reviewers conducted case reviews to assess the degree to which workers 

implemented components of FC with fidelity. More information on both sources of data 

is provided in the measurement section.  

Assessment of the individual and organizational factors’ relationship with case 

planner fidelity scores was done through two statistical approaches. To understand 

organizational variables, a GLMM with bootstrapping was used to assess the relationship 

between the organizational variables and case planner fidelity scores. Bootstrapping can 

be used to reduce bias when assumptions are violated that are necessary for two-level 

models that use maximum likelihood estimates (Van der Leeden, Busing, & Meijer, 

1997).  For individual factors, an OLS regression model was used to understand the 

relationship between individual factors and case planner average fidelity scores.  
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 Data Collection Procedures. All study procedures were first approved by the 

University of Maryland, Baltimore’s Institutional Review Board. The worker survey 

questionnaire was finalized after conducting a review and approval process with the 

Family Connections Collaborative (FCC) participating agencies (see appendix E). The 

survey was administered via Qualtrics (Qualtrics, version 9709572) in February and 

March 2016. Internet based surveys are most useful when there is a specific population, 

such as a group of professionals, that are respondents to a survey (Dillman, Smyth, & 

Christian, 2009). Based on the Tailored Design Method (Dillman et al., 2009), the survey 

procedures included providing information about the survey, asking for respondents’ help 

in providing feedback on individual and organizational factors related to fidelity, 

detailing informed consent, thanking participants for completion of the survey, providing 

a $25 gift certificate for agreeing to complete the survey, and minimizing the time 

workers needed to spend completing the survey. These are strategies supported by the 

Tailored Design Method in order to increase participation and minimize overall survey 

error. Additionally, each worker received a series of personalized emails based on a 

three-contact strategy supported by the Tailored Design Method. The initial email 

provided information on how the worker’s participation will provide valuable feedback 

on individual and organizational factors related to fidelity through the completion of the 

survey. The email then explained how to access the survey, provided an overview of the 

confidentiality and voluntary nature of the survey, provided my contact information, and 

how they would receive the $25 Amazon gift card for agreeing to complete the survey. 

Two follow-up emails were generated with similar information if the worker did not 

complete the survey. Once a worker agreed to complete the survey, an automated 
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Amazon gift card was sent to the participant’s email address. This was done prior to their 

completion of the survey in order to avoid any coercion for receiving the gift card only if 

the survey is completed. After the worker completed the survey, they received a thank 

you message. The tracking of agreement to complete the survey in Qualtrics and delivery 

of the Amazon gift card via email allowed for easy record keeping of the study, which 

was imperative for IRB and transparency. Qualtrics data was stored in a password 

protected site and survey data was downloaded into SPSS, which was stored on a 

password protected file within a secure server. Following the initial recruitment efforts, 

there were a total of 45 participants who completed or partially completed the survey. 

These 45 were linked with fidelity scores and a total of 32 either had usable fidelity 

scores (i.e., cases with Engagement – Case Planning components) and were workers. 

Based on this, additional recruitment efforts were proposed and approved by the IRB to 

increase participation. Four additional case planners were contacted for additional 

recruitment because they had available fidelity scores, through a telephone call and 

follow up individualized email to promote participation. None of the additional four case 

planners responded to the survey.  

The construct validity of the measures included in the survey has been established 

in previous studies and the face and content validity of the survey measures used was 

supported through the feedback procedures. Additionally, the reliability of the measures 

was verified through Cronbach’s alpha coefficient calculations. This information is 

presented in the Measures section of this chapter.  
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Phase II: Qualitative Procedures 

Following quantitative data collection, semi-structured individual interviews were 

conducted with a sample of case planners from FCC organizations in January and 

February 2017. In addition, two focus groups were conducted separately from worker 

interviews, which included a group of supervisors and a group of agency leadership on 

February 1, 2017. For the individual interviews, it was originally intended to use a 

purposive stratified sampling technique; however, due to turnover in the agency since the 

case planner survey, all available case planners (n = 14) still at the agencies were invited 

to participate in individual interviews. Of the 14 available to participate, 9 agreed for a 

64.12% response rate. The nine workers who participated in the interviews worked for 

four of the seven participating FCC agencies and additional demographic information is 

provided in the sample section of this chapter. Although purposive sampling technique 

was not feasible, analysis of interviewees by their average fidelity scores were conducted 

for the mixed methods portion of this study and is described in Phase III of this section. 

Interviews with case planners were scheduled based on their availability, and were 

conducted over the phone. In accordance with IRB guidance, each participant received a 

written informational form on consent via email prior to the interview, and at the start of 

each interview, I reviewed the consent agreement and asked for their verbal consent. On 

average, interviews lasted 30-40 minutes, and did not exceed the one hour specified in the 

recruitment materials. Additionally, for agreeing to participate in the interview, each case 

planner received a $25 Amazon gift card.   

 The two focus groups included supervisors across FCC agencies and FCC agency 

leadership. All supervisors and agency leaders from each agency were invited to 
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participate in the focus groups. At the time of the focus groups, there were 13 supervisory 

positions across the agencies; however, three of the positions were vacant, yielding 10 

supervisors invited to participate in the focus group, and four who participated. 

Leadership included 14 available leaders across the agencies, and six who participated 

(one agency noted they were not available to participate in the focus groups because they 

did not have a functioning agency IRB and all external research is required to be 

reviewed by their IRB, therefore they were excluded). The focus groups were scheduled 

based on the availability of the supervisors and leadership, who suggested that they come 

after their recent fidelity review requirements that were due on January 31. Therefore, the 

focus groups were scheduled on February 1, 2017, at one of the FCC agencies that is in a 

central location to most of the other agencies. As required by the IRB, focus group 

participants received an information overview of their voluntary consent agreement and 

at the start of the focus groups, this information was reviewed verbally and participants 

were asked if they had any additional questions. For agreeing to participate in the focus 

groups, supervisors and leaders were emailed a $25 Amazon gift card. The semi-

structured interviews and focus groups were guided by an interview protocol that was 

developed based on the results of Phase 1 (Appendix F). The interview protocol included 

nine open-ended questions with optional probes to further explore the relationship among 

individual and organizational factors and the fidelity and outcomes of FC. The areas of 

inquiry were developed based on the quantitative results of the first phase of the study. 

Individual and organizational factors that were either significant contributors to fidelity, 

or had narrow confidence intervals were included in the interview protocols for further 

exploration with case planners, supervisors, and agency leaders. In order to determine 
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potential candidates to include in the qualitative portion for further exploration that were 

not found significant through the GLMM and OLS regression analyses, I examined the 

confidence intervals and model statistics. I selected organizational factors (attitudes 

towards feedback, monitoring, educational supports and number of cases) and individual 

factors (job security of EBP and support self-efficacy) based on their narrow confidence 

intervals compared to other factors, and their distinction from other factors. For example, 

attitudes towards monitoring and selection of openness (to new interventions and 

receiving feedback) are similar constructs, and therefore I included attitudes towards 

monitoring. Narrower confidence intervals allow for increased precision (Higgins & 

Green, 2011) and were a useful way to guide exploration into the quantitative results 

through qualitative methods. Additionally, open-ended questions were used to ascertain 

additional factors that may not be captured in the theoretical, conceptual, and quantitative 

aspects of this study.  

 Interviews were audiotaped and transcribed verbatim. First, transcriptions were 

completed using a transcription service. Then, I listened to each interview and focus 

group to ensure accuracy of transcription and revise any inconsistencies in the audio 

recording and transcriptions. This is a recommended strategy for the researcher to remain 

close to the data, while also maximizing efficiency and time of using a transcription 

service (Padgett, 2008). Interviewees were given an identification number to promote 

confidentiality, and transcribers were instructed to only put initials for names that are 

identified in the interview. All information gathered was deposited into Dedoose, a secure 

data base, which was stored within a password protected file within a secure server. 

Additionally, a research assistant coded half of the data simultaneously in the same 
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manner. We met on three occasions to discuss the coding process, review differences in 

the coding application, and resolve discrepancies. Having a secondary reviewer promotes 

the reliability of the qualitative analysis. 

Phase III: Mixed Methods Procedures  

  

The last phase of this research study involved the integration of data to understand 

how the results of the second phase further explained the preliminary quantitative results. 

Interpretation of an explanatory sequential design typically involves using the results of 

the qualitative findings to assist with explaining or providing more in-depth analysis to 

the quantitative results (Creswell, 2014). A common mistake of researchers using this 

type of design is the convergence of the data. Explanatory sequential designs rather use 

the qualitative results to provide further context and a deeper understanding of the 

quantitative results. This is ideal in understanding complex situations under study 

(Creswell & Plano Clark, 2007) such as factors that influence implementation across 

multiple agencies. Additionally, mixed methods are recommended in social work 

(Chaumba, 2013) and implementation research (Aarons et al., 2011) of dynamic 

environments and challenges. Thus, the primary purpose of these analyses and 

interpretation of the qualitative component was to further examine the major findings 

associated with phase one of the research study. Results were analyzed based on the 

research aims and questions identified in Table 3 and detailed in the results chapter.  

Measures 

Family Connections Worker Survey 

The Family Connections Worker Survey was designed based on the Tailored 

Design Method (Dillman, Smyth, & Christian, 2009). This method uses multiple design 



64 
 

features to maximize the motivation of participants, while also minimizing survey error. 

Social exchange theory was applied to the survey design to increase participation. Details 

related to information about the survey, tangible rewards, question design, terms used, 

formatting and reducing the burden of respondents were considered and planned for 

based on the Tailored Design method. Additionally, a pilot survey was shared with 

agency administration, supervisors, and caseworkers to obtain feedback. On average, the 

survey took 23 minutes (SD = 10.85) to complete.  

Independent Variables 

The survey included questions related to individual and organizational factors 

associated with fidelity of interventions based on the theoretical constructs and previous 

research (see Chapter 2 for more information). Table 7 provides a summary of the 

associated research aims, constructs, and measures included in the Family Connections 

Worker Survey.  

 Individual Characteristics. The Family Connections Worker Survey included 

items related to worker demographics, attitudes towards evidence-based practices 

(EBPAS-50; Aarons, Cafri, Lugo, & Sawitzky, 2012)., and self-efficacy (SESSW; 

Pedrazza, Trifiletti, Berlanda, & Bernardo, 2013).  

 Demographics. Categorical demographic variables included worker gender and 

race were gathered from the respondents. Worker age was measured continuously and 

calculated by respondents identifying their year of birth and then age was recoded by 

calculating their age in years based on year of birth.  

 Education and experience. Highest level of education was assessed categorically 

as well as current agency of employment. Another item asked respondents which 
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category best described their current position to verify that they were a caseworker (i.e., 

case planner). Length in current position, length at agency, duration implementing Family 

Connections, and experience in child welfare were all measured continuously in months.  

 Attitudes towards evidence-based practice. Worker perceptions of evidence-

based practices was explored using the Evidence-Based Practice Attitudes Scale – 50 

(EBPAS-50; Aarons, Cafri, Lugo, & Sawitzky, 2012). The EBPAS-50 includes 50 

questions or statements that are rated on a five-point scale that includes a range of 0 (not 

at all), 1 (slight extent), 2 (moderate extent), 3 (great extent), and 4 (a very great extent) 

and includes twelve domains which include requirements, appeal, openness, divergence, 

limitations, fit, monitoring, balance, burden, job security, organizational support, and 

feedback. A “I do not understand” response option was added to the scale of these 

questions to capture confusion from respondents. Individual characteristics assessed 

using this scale included limitations, fit, balance, burden, and job security, while the other 

subscales (monitoring, organizational support, and feedback) were used to measure 

quality assurance organizational components (described in the Organizational 

Characteristics section). Internal consistency for the scale was relatively high (α = .77 - 

.92). Each subscale score was calculated by computing the mean score for each set of 

items included in the subscale. For the total scale score, items from subscale 4 

(Divergence), subscale 5 (Limitations), subscale 7 (Monitoring), subscale 8 (Balance) 

and subscale 9 (Burden) were reverse scored and the subscale score was recomputed. 

Once reverse scoring was calculated, a mean of the scale scores was used to determine 

the overall EBPAS-50 average score.  
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 Self-Efficacy. Worker self-efficacy was measured by the Self-Efficacy Scale for 

Social Workers (SESSW; Pedrazza, Trifiletti, Berlanda, & Bernardo, 2013), which is a 

13-item scale that measures self-efficacy related to three domains that include emotion 

regulation, procedural self-efficacy, and support request. The SESSW is measured on a 7-

point Likert scale ranging from disagree (1) to completely agree (7). Cronbach’s alpha of 

the measure indicated good internal consistency for the emotional regulation (α = .81), 

procedural self-efficacy (α = .76), and support request (α = .80). Scores for the subscales 

and overall were calculated through mean scores.  

 Organizational Characteristics. The Family Connections Worker Survey 

included items related to social supports, quality assurance strategies, and implementation 

climate.  

 Social Supports. Social Supports was measured through the Implementation 

Leadership Scale (ILS; Aarons, Ehrhart, & Farahnak, 2014) which examines the degree 

to which unit level leadership is proactive, knowledgeable, supportive, and perseverant 

related to implementing evidence-based practices. In this study, unit level leadership was 

considered for program supervisors. This scale provided the opportunity to measure the 

degree to which supervisors are proactive, knowledgeable, supportive and perseverant of 

a worker’s implementation of FC. The ILS showed strong internal consistency overall (α 

= .96), and for the subscales of proactive (α = .95), knowledgeable (α = .96), supportive 

(α = .95), and perseverant (α = .96). A mean score for each subscale, as well as the 

overall scale, was calculated for inclusion in analyses.  

 Quality Assurance Strategies. Strategies to improve the implementation of FC 

were assessed through three subscales of the EBPAS-50 (Aarons, Cafri, Lugo, & 
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Sawitzky, 2012), monitoring, organizational support, and feedback. As noted above, 

items are rated on a five-point scale that ranges from 0 (not at all) to 4 (a very great 

extent) and the subscales showed good internal consistency including monitoring (α = 

.87), organizational support (α = .85), and feedback (α = .82).  

 Climate. Organizational climate was measured through the 18-item 

Implementation Climate Scale (ICS; Ehrhart, Aarons, & Farahnak, 2014). The ICS 

measures the extent to which there is an organizational climate supportive of evidence-

based practice implementation. Implementation climate refers to collective perceptions of 

the policies, practices, procedures, and behaviors that are rewarded, supported, and 

expected in order to facilitate effective EBP implementation. The ICS was comprised of 

six subscales including focus on EBP, educational support of EBP, recognition of EBP, 

reward for EBP, selection of EBP, and selection for openness, all of which have good 

internal consistency (α = .84 - .91). Scores for each subscale were calculated through a 

mean score for each set of items included in the given subscale. In analyzing the data, it 

was discovered that one item was missing from the last subscale (Selection for Openness) 

erroneously. Therefore, the subscale was excluded from analyses and the overall scale 

score, which is calculated by computing a mean score of all the items in the scale, was 

interpreted with caution.  

 Workload. Having a caseload was measured by respondents indicating the 

number of families currently served, which was measured continuously. Having a current 

caseload was measured dichotomously (i.e., yes or no).  
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Table 7 

Research Aims, Study Variables, and Measures Identified  

Theoretical 

Concepts & 

Associated Aim 

Study 

Variables 

Variables Operationalization: Identified 

Measures  

AIM 1: To 

examine the 

relationship 

between 

organizational 

factors (social 

supports, quality 

assurance 

strategies, and 

implementation 

climate, 

workload) and 

Family 

Connections 

(FC) fidelity 

scores across 

agencies 

implementing 

FC 

 

1. Social 

Supports  

Implementation Leadership Scale (Aarons, 

Ehrhart, & Farahnak, 2014). Measuring unit 

level (supervision) implementation leadership. 

Twelve item scale with four subscales – 

proactive, knowledgeable, supportive, and 

perseverant leadership. Subscales contribute to a 

higher-order overall leadership score.  

2. Quality 

Assurance 

strategies 

Evidence-based Practice Attitudes Scale 

(EBPAS-50; Aarons, Cafri, Lugo, & 

Sawitzkty, 2012). A total of 50 items grouped 

into eight factors with three factors assessed for 

quality assurance strategies including monitoring, 

organizational support, and feedback. 

3. Climate Implementation Climate (Ehrhart, Aarons, & 

Farankah, 2014). Six subscales of 18 items 

which include: focus on EBP, educational 

support for EBP, recognition of EBP, reward for 

EBP, selection of EBP, and selection of 

openness.  

4. Workload Do you currently have a caseload? (Yes/No) 

How many families do you currently serve?  

AIM 2: To 

examine the 

relationship 

between 

individual 

worker factors 

(age, race, 

gender, years of 

experience, 

degree, length at 

agency, attitudes 

towards EBPs, 

and self-efficacy) 

and FC fidelity 

scores across 

agencies 

implementing 

FC 

5. Demo-

graphics 

What is your gender? Male, Female, Transgender 

What is your year of birth? (please enter year, for 

example: 1952) 

What is your race/ethic status? (select all that 

apply) 

White (non-Hispanic); Black/African American; 

Native American/Alaska Native; Asian/Pacific 

Islander/ Hispanic/Latino; Other  

6. Years of 

Experience 

How many years of experience (in months) do 

you have in child welfare?  

How many years of experience (in months) have 

you worked in your current position?  

How many years (in months) have you been 

implementing FC?  

7. Degree What is the highest degree you have obtained?  
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Table 7 Continued 

 8. Length at 

agency 

How long have you been at the current agency? 

(in months)  

 

9. Attitudes 

towards 

EBPs 

Evidence-based Practice Attitudes Scale 

(EBPAS-50; Aarons, Cafri, Lugo, & 

Sawitzkty, 2012) Fifty items group into eight 

factors with four factors assessed for attitudes 

including limitations, fit, balance, burden, and job 

security.  

 

10. Self-

Efficacy  

Self-Efficacy Scale for Social Workers 

(SESSW; Pedrassa, Trifiletti, Berlanda, & 

Bernardo, 2013). Thirteen item scale with three 

dimensions including emotional regulation, 

support request, and procedural self-efficacy.  

 

Dependent Variable 

 

 Fidelity of Family Connections. Fidelity to the FC intervention was obtained 

through a secondary data analysis of case review data from a routine fidelity case review 

process that occurred in January 2015, July 2015, and January 2016. FC fidelity reviews 

occur biannually, and include an agency self-assessment process along with an 

independent case review process by FC expert consultants who assess the degree to 

which FC practices are being documented in case work practice. This process of 

assessment is consistent with how preventive programs in NYC are assessed according to 

ACS’s preventive service standards and most FCC agencies’ quality assurance practices. 

For example, supervisors may use case notes to reflect with workers on FC core 

components implemented when working with a family. Using case reviews to measure 

fidelity is a practical and efficient source for understanding implementation in typical 

service settings (Kaye & Osteen, 2011).  



70 
 

 In the routine fidelity data collection process, each participating FCC organization 

submitted a list completed in Excel of opened and closed cases between the review 

periods specified for the Family Connections’ team. The FC TA team consisted of the 

developer and trained FC experts. Once a list of potential cases for review is submitted, 

then a random numbers generator was used by the TA team to select a sample of opened 

and closed cases from each program, thus providing a random sample of cases within 

agencies. A team of expert FC consultants went onsite to each agency to review cases. 

FC consultants have experience providing training or TA support to FC implementing 

sites and were affiliated with ACTION for Child Protection. These consultants were 

trained on how to review the cases, provided a guiding document that detailed how to 

review each item in the instrument, and a double coding process was conducted with each 

reviewer until there was consistent agreement between the reviewer and the FC 

developer. The overall case review instrument includes 77 items that measure the degree 

to which workers implement the following FC practice components: Intake/Screening; 

Outreach and Engagement; Concrete/Emergency Services; Comprehensive Family 

Assessment; Outcome Driven Service Plan with SMART Goals; Change Focused 

Intervention; Service Plan Evaluation/Progress Assessment; and Case Closure (see 

Appendix G). As noted, only four of these components (Outreach and Engagement, 

Concrete/Emergency Services, Comprehensive Family Assessment, and Outcome Driven 

Service Plan) were included in this study. These domains are consistent with a previous 

fidelity measure implemented in a national cross-site evaluation of the replication of FC 

(James Bell Associates, 2011). The majority of items are rated as yes = 1, no = 0, or not 

applicable. There are also items included in the assessment with ordinal ratings of 
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sufficient = 1, partially sufficient = .5, and insufficient = 0. As noted, some items in the 

review instrument are not applicable to all cases; therefore, proportional scores are 

calculated for each component section (e.g., Outreach and Engagement, 

Concrete/Emergency Services etc.) for each case to allow for item applicability. Once 

cases were reviewed by the external review team and inputted into Qualtrics, data were 

extracted into SPSS and analyzed by the TA team. Results were synthesized into written 

reports for each agency that identified the strengths and areas for improvement for each 

FC component based on the self-assessment and case review results. These reports were 

shared with FC agency leaders to gather feedback and identify strategies for 

improvement. 

For this study, only the case review data was used to quantitatively measure 

fidelity scores; therefore, the self-assessment portion was excluded. The three fidelity 

review periods included in this study were fidelity scores from the January 2015, July 

2015, and July 2016 reviews. In January 2015, a total of 134 cases were randomly 

reviewed, in July 2015, 140 cases were randomly reviewed, and in January 2016, 114 

cases were reviewed. Additionally, to make the fidelity scores similar across cases, 

fidelity scores related to only four of the eight core components of FC were included in 

the case level scores. This included Outreach and Engagement, Concrete/Emergency 

Services, Comprehensive Family Assessment, and Outcome Driven Service Plan. 

Excluded were FC fidelity components Intake, Change Focused Intervention, Evaluation 

of Change, and Case Closure. For the purposes of this dissertation, an overall 

proportional score for each agency was computed to examine rates of fidelity across 
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agencies as well as average fidelity scores for case planners with multiple cases reviewed 

across the review periods. 

Data Analysis 

Power Analysis 

 The primary analyses included a series of General Linear Mixed Models 

(GLMM), with cases (level 1) nested within workers (level 2). GLMM is ideal when data 

is interdependent and is advantageous because it provides the opportunity to assess 

predictors at every level of the analysis, while also reducing Type I error rate 

(Tabachnick & Fidell, 2007). It also allows for the incorporation of fixed effects models 

which can handle the small sample size within the analyses. A power analysis was 

conducted in Stata version 14 with the support of Jay Unick, statistical consultant and 

Associate Professor at the University of Maryland School of Social Work, to determine if 

the potential sample at the time of proposal was sufficient for conducting a GLMM, 

particularly because the level 2 potential case planner sample size (N = 49) was on the 

cusp of acceptable sample size based on estimates of the second-level standard error 

(Maas & Hox, 2005). Stata uses simulations to predict the chance of detecting an effect 

based on theoretical sample sizes, and established or hypothetical means and standard 

deviations of at least one DV and IV. Based on this information, Stata conducted 1000 

simulations at differing power levels (i.e., standard deviation units of .6, .5, .4, .3, .2, and 

.2) in order to detect the probability of detecting an effect of p < .05 for the survey 

respondent with fidelity scores sample sizes of 50, 45, and 40. The mean score and 

standard deviation used in the simulations for the DV were based on the January 2015 FC 

fidelity assessment results (N = 142, M = 77.78, SD = 17.56) and the statistics used for 
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the IV were based on the reported EBPAS 50 Organizational Support factor (M = 3.07, 

SD = .82; Aarons et al., 2012). Results are provided in Figure 6. Results suggest that the 

power was adequate in the proposed sample. The power analysis indicated that with at 

least an 80% response rate (N = 40), there is a 58.4% chance of detecting a medium effect 

size (0.4). Given the exploratory nature of this research, this appeared sufficient; 

however, the potentially smaller magnitude of the effect is a limitation.  

 

 

Preliminary Analyses 

 Three steps were taken in the preliminary analyses to assess the degree to which 

the data were as accurate and complete as possible. These steps included data cleaning, 

checking for missing data, and assumption checking. This section reviews each of these 

steps and the procedures taken to address challenges with the data.  
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Data Screening and Cleaning 

 Survey and fidelity data were downloaded and combined in SPSS v. 23. A total of 

42 respondents were included in the original survey data set. Five of the respondents 

identified themselves as supervisors (n = 2) or “other” (n = 3). These cases were removed 

because the survey was intended for case planners only. This resulted in a sample of 37 

who responded to the survey and identified as case planners. This data was combined 

with the average fidelity score secondary data set. Upon combination, it was identified 

that five respondents did not have fidelity data, and were therefore excluded from the 

sample, leaving a valid sample of 32 for analysis.  

 Data screening and cleaning procedures were carried out as described by 

Tabachnick and Fidell (2007). First, data were examined through univariate descriptive 

statistics to assess if data was within plausible ranges and means and standard deviations 

were feasible. Independent variables explored included gender, age, race, level of 

education, length in current position, length at agency, length in child welfare, number of 

families on caseload, attitudes towards evidence based practice (i.e., appeal, openness, 

requirements, divergence, limitations, fit, monitoring, balance, burden, job security, and 

feedback), self-efficacy (i.e., emotional regulation, procedural, and support result), 

implementation climate (i.e., focus on EBP, educational support, recognition for EBP, 

reward for EBP, selection for EBP, and selection for openness), and supervisory 

leadership (i.e., proactive, knowledge, support, and perseverant). Additionally, bar charts 

and histograms were used to visually examine the categorical and continuous data. 

Outliers were examined carefully and analyzed to see if they were greater than three 

standard deviation above or below the mean. None of the observations were beyond this 
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range for the independent variables. For the fidelity data, outliers were carefully 

examined through additional checking of the original fidelity data scoring files and 

reviewer notes, which exposed some missing data in the score calculations. Fidelity data 

was rescored based on established scoring procedures for the case review indicators, and 

then section and overall scores were recalculated. The new scores were reexamined to 

ensure accuracy.   

 Tests of assumptions relevant for GLMM were conducted to assess normality, 

linearity, and homogeneity of variance. Skewness and kurtosis were assessed for 

continuous variables with the defined criteria recommended by Kline (2005; skewness 

>3, kurtosis >10) and there were no violations noted. Homoscedasticity was assessed by 

plotting residuals against the predicted value of Y for both the individual and 

organizational factors, as well as the Breush-Pagan/Cook Weisberg test for 

heteroscedasticity, which confirmed that the data was heteroscedastic. General linear 

models are robust against violations of the homoscedasticity assumption, and 

furthermore, bootstrapping standard errors is a method of responding to these violations 

(Hayes & Cai, 2007; Tabachnick & Fidell, 2007).   

Missing Data 

 

 Across all items, less than 5.3% (n =2) of the data points were missing for each 

variable except for age, where there was a total of six missing (15.8%). Little’s MCAR 

test results suggested that data were missing completely at random χ2 (6187) = .00 p = 

1.00. For the Implementation Climate Scale (ICS), five workers selected “I don’t know” 

as a response option across eight different items in the scale. The “I don’t know” items 

were originally coded as missing, which was inhibiting the subscale and overall scale 
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calculations. Therefore, ipastive mean imputation was used to calculate a series mean 

based on the valid responses to the scale items for the ICS. 

Scale Reliability 

 Reliability of the measures used in the study was examined. Table 8 reports the 

type of independent variable (individual or organizational) psychometric properties of the 

scales including the number of items, alpha, mean and standard deviation. All except 

three scales demonstrated good reliability with Cronbach’s alpha coefficients >.70. The 

three problematic subscales were EBPAS Balance (α = .64), EBPAS Burden (α = .62), 

and ICS Reward (α = .67). Items for each of these subscales were reexamined to detect 

any coding or data input errors. Additionally, an item analysis for each subscale was 

conducted to see if the reliability would improve if an item was removed from the 

subscales. The item analyses indicated that removing the items would only improve the 

scale minimally, and therefore the items remained in the scales, but the results in further 

analyses were interpreted with caution. Additionally, in calculating scale scores and 

reliabilities, it was discovered that one item was missing in the Implementation Climate 

Scale from the Selection for Openness Subscale. Because of the missing item, the results 

of the overall scale were interpreted with caution and the subscale was omitted from the 

primary analyses.
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Table 8 

 

Scale Internal Consistency Results, Means, and Standard Deviation for Measures 

  

IV Scale (Possible scale range)  Number 

of 

Items 

α M SD 

 Evidence-Based Practice Attitudes Scale 

(EBPAS) Overall (0-4) 

50 .84 2.20 .23 

 EBPAS Appeal Subscale 4 .72 2.57 .95 

 EBPAS Openness Subscale 4 .78 2.93 .72 

 EBPAS Requirements Subscale 3 .78 2.88 .90 

 EBPAS Divergence Subscale 4 .41 1.52 .83 

I EBPAS Limitations Subscale 7 .94 2.67 .91 

I EBPAS Fit Subscale 7 .80 1.51 1.03 

O EBPAS Monitoring Subscale 4 .81 1.11 1.04 

I EBPAS Balance Subscale 4 .64 2.60 .92 

I EBPAS Burden Subscale  4 .62 1.03 .77 

I EBPAS Job Security Subscale 3 .76 2.33 1.40 

O EBPAS Organizational Support 

Subscale 

3 .86 2.66 1.15 

O EBPAS Feedback Subscale 3 .87 3.04 .96 

 Social Worker Self-Efficacy (SE) Scale (1-

7)  

13 .93 5.31 1.18 

I SE Emotional Regulation Subscale 4 .87 5.32 1.40 

I SE Procedural Subscale 5 .79 5.40 1.10 
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Table 8 Continued 

I SE Support Result Subscale 3 .91 5.31 1.55 

 Implementation Leadership Subscale (ILS) 

(0-4) 

12 .97 1.78 .75 

O ILS Proactive Subscale 3 .92 3.07 .88 

O ILS Knowledgeable Subscale 3 .95 2.56 1.12 

O ILS Support Subscale 3 .96 3.05 1.07 

O ILS Perseverant Subscale 3 .93 2.88 1.12 

 Implementation Climate Scale (ICS) (0-4) 17 .91 1.81 .75 

O ICS Focus on EBP Subscale 3 .89 3.07 .88 

O ICS Educational Support Subscale 3 .91 2.56 1.12 

O ICS Recognition for EBP Subscale 3 .79 1.27 1.23 

O ICS Reward for EBP 3 .67 .63 .83 

O ICS Selection of EBP Subscale 3 .85 1.13 1.13 

O ICS Selection for Openness 

Subscale 

2 .95 2.32 1.31 

 

 

Bivariate Analyses 

 Bivariate correlation analyses were conducted with the study sample with fidelity 

scores (n = 32) to understand the relationship between case planners’ individual 

characteristics and perceptions of organizational supports. Additionally, independent T-

tests were used to assess case planners’ level of education (Bachelors vs Masters) and all 

other continuous variables. For the most part, correlation results across indicators were in 
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the expected direction, which was that there would be consistency and positive 

relationships among positive supports; for instance, perceptions of a positive 

implementation climate’s focus on Family Connections was associated with greater 

organizational support (r = .38, p = .40) as well as most positive view of feedback (r = 

.53, p < .01). However, there were some unexpected findings (see Appendix I). Using 

Cohen’s (1988) criteria (.10 = small, 30 = medium, and .50 = large), moderate to large 

correlations were found between several variables. One surprise was that perceptions of 

the fit of Family Connection’s in caseworkers’ current practice was negatively associated 

with supervisory proactiveness (r = -.51, p < .01), knowledge (r = -.55, p < .01), and 

support (r = -.49, p <.01). However, perceptions of positive organizational support were 

associated with greater supervisory proactiveness (r = .38, p = .04), knowledge (r = .53, p 

<.01), support (r = .60, p < .001), and perseverant (r = .57, p = .001). Additionally, 

positive perspective of feedback was also associated with greater supervisory 

proactiveness (r = .49, p < .01), knowledge (r = .58, p < .01), support (r = .64, p < .001), 

and perseverant (r = .54, p < .01). An organizational climate focused on the selection of 

an EBP was positively associated with supervisor proactiveness (r = .59, p <.001), 

knowledge (r = .43, p = .02), support (r = 41, p = .03), and perseverant (r = .47, p = .01). 

Bivariate analyses between the independent variables and the dependent variable, average 

fidelity scores, are provided in Table 9. Only one correlation was significant between the 

IVs and DV. Higher perceptions of the implementation climate on rewards was related to 

higher average fidelity scores (r = .45, p = .01). In terms of level of education (Bachelors 

vs Masters) the t-test indicated there was no significant different in groups an average 

fidelity scores.   
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Table 9 

Bivariate Correlations and T-Test Among Independent Variables and Average Fidelity 

Scores (DV)  

Independent Variables Fidelity 

1. Age -.33 

2. Level of Education .779 (.384) 

3. Length in Position -.04 

4. Length at Agency -.10 

5. Length in Child Welfare -.14 

6. Number of Families Served -.08 

7. EBPAS Requirements  .004 

8. EBPAS Appeal -.05 

9. EBPAS Openness .25 

10. EBPAS Divergence .07 

11. EBPAS Limitations -.10 

12. EBPAS Fit .16 

13. EBPAS Monitoring .34 

14. EBPAS Balance -.03 

15. EBPAS Burden .15 

16. EBPAS Job Security -.18 

17. EBPAS Org Support .09 

18. EBPAS Feedback -.10 

19. SE Emotional Regulation -.11 

20. SE Procedural -.01 

21. SE Support -.06 

22. ICS Focus on EBP -.10 

23. ICS Educational Support -.01 

24. ICS Recognition .24 

25. ICS Reward .45* 

26. ICS Selection of EBP .32 

27. ICS Selection for Openness .35 

28. ILS Proactive .13 

29. ILS Knowledgeable .05 

30. ILS Support  .05 

31. ILS Perseverant  .10 
*p ≤ .05, **p ≤ .01, ***p ≤ .001 (2-tailed) 

 

Primary Analyses  

 During Phase I of the study, there were two aims that assessed the quantitative 

data in this study. Aim 1 examined the relationship between organizational factors and 
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fidelity scores, and Aim 2 examined the relationship between individual worker factors 

and fidelity scores. This section details the methods used to assess the study aims.  

 Study Aim 1 examined the relationship between organizational factors (social 

supports, quality assurance strategies, climate, and workload) and Family Connections 

(FC) fidelity scores across agencies implementing FC.  

• Research Question 1. Do agencies with higher or more positively perceived 

organizational factors have higher overall fidelity scores? 

H1a: Agencies with higher levels of perceived social supports, quality assurance 

strategies, positive climates, and lower caseloads will have higher overall fidelity 

scores.  

Descriptive statistics were used to examine organizational factor scores and 

overall fidelity scores.  

• Research Question 2. What organizational factors are associated with higher case 

fidelity scores? (H1a applicable) Using GLMM, a two-level model with 

bootstrapping was used that included cases nested within workers to assess how 

the organizational factors relate to fidelity scores, while controlling for their 

interdependence and reducing Type I error rate (Tabachnick & Fidell, 2007). A 

fixed-effects model was used because of the limited sample size.  

 Study Aim 2 examined the relationship between individual worker factors (age, 

years of experience, degree, length at agency, attitudes towards EBPs, and self-efficacy) 

and FC fidelity scores of workers across agencies implementing FC. 
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• Research Question 1: Do individuals with advanced degrees, longer tenure at the 

agency, more positive attitudes towards EBPs, and increased self-efficacy have  

higher overall fidelity scores? 

Because of the sample size, I conducted an OLS regression model with degree, 

length at agency, attitudes towards EBPs, and self-efficacy as the IVs and fidelity 

as the DV. I also examined the mean scores of the IVs across the agencies to 

assess if they were within one standard deviation from each other. Because they 

were not, I adjusted for the difference by difference by adding agency as a control 

variable.   

Phase II: Qualitative Methods  

The second phase of the study was informed by the results of the quantitative 

analysis. Based on the quantitative results, two interview protocols were developed that 

included nine open-ended questions for case planner interviews and focus groups (with 

supervisors and leadership). Areas of inquiry related to individual and organizational 

variables that were found to be significantly related to fidelity included: perceived 

limitations of FC, level of education, proactiveness, knowledge, and perseverance of 

supervisor. Additionally, factors that were not found to be significant but had narrow 

confidence intervals were also explored in the interviews and focus groups related to job 

security of EBP, support self-efficacy, attitudes of feedback, attitudes of monitoring, 

education support of EBP, and number of cases. The qualitative portion of the study 

sought to examine the third aim of the study.  



 
 

83 
 

 Study Aim 3 used results of quantitative components to further explore staff 

perceptions of organizational and individual factors that are beneficial to worker and 

agency fidelity of FC.  

• Research Question 1: What individual and organizational factors are identified in 

the individual interviews with case planners?  

• Research Question 2: What individual and organizational factors are identified 

with a focus group of supervisors? 

• Research Question 3: What individual and organizational factors are identified 

with a focus group of agency leadership?  

 Qualitative data was transcribed into DeDoose in order to analyze interview and 

focus group data. First, all transcriptions were read and memos were generated to support 

code development. Then, a two-cycle coding process (Saldana, 2013) was used to 

analyze individual worker interviews and focus group data and identify the individual and 

organizational factors identified by case planners. The first cycle used a combination of 

evaluation and In Vivo coding and was done separately for group of interviewees. 

Evaluation codes are useful in organizational and evaluation studies to identify non-

quantitative codes that represent the significance or value of an aspect of the interview. 

This method can also be used in combination with other coding methods such as In Vivo. 

In Vivo coding uses participants’ own language in the data to record the codes. The first 

cycle coding allowed for initial organization and interpretation of the main themes of the 

data. Then the second order coding involved pattern coding. Pattern coding allows for 

grouping and summarizing data into succinct themes and constructs (Miles, Huberman, & 

Saldaña, 2014). All interview and focus group data was coded by me. Additionally, a 
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research assistant coded half of the data simultaneously in the same manner. We met on 

three occasions to discuss the coding process, any differences we had in the coding 

application, and to resolve discrepancies. Having a secondary reviewer promotes the 

reliability of the qualitative analysis (Campbell, Quincy, Osserman, & Pederson, 2013). 

Phase III: Mixed Methods 

 The third phase of the study involves interpreting the results of the quantitative 

and qualitative portions of the study and how the qualitative findings further explain the 

quantitative results. This was the final stage in the study.  

 Study Aim 4 integrated quantitative and qualitative research findings in order to 

more fully understand factors related to fidelity in a child maltreatment prevention 

context. 

• Research Question 1: Do staff perceptions of individual and organization factors 

vary in relation to individual case fidelity scores (e.g., below average, average, 

above average)?  

• Research Question 2: How do results of qualitative interviews and focus groups 

converge or diverge compared to the quantitative results?  

The interpretation stage of an explanatory sequential mixed methods design’s purpose is 

to further explain the quantitative results and allow for a more in-depth analysis of the 

quantitative portion of the study (Creswell, 2014). As such, the purpose was not to merge 

the two data sources, but rather to use the results of the qualitative portion to further 

explain or interpret the quantitative results. In order to carry out these analyses and 

comparisons, descriptor information was input into DeDoose software which allowed me 

to compare differences in workers’ average scores across their interview responses. 
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Additionally, I used Excel to table themes from quantitative and qualitative results in 

order to further explore the quantitative results. Furthermore, a thematic analysis was 

used to understand how the qualitative interviews converge or diverge as compared to the 

quantitative results.  
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CHAPTER 4 

RESULTS 

  Results from the phase one quantitative research questions are presented, 

followed by the phase two qualitative and phase three mixed methods analyses results.  

This section reviews the study aims, research questions, and corresponding results of the 

primary analyses.  

AIM 1:  

To examine the relationship between organizational factors (social supports, 

quality assurance strategies, climate, and workload) and Family Connections (FC) fidelity 

scores across agencies implementing FC 

Research Question 1: Do agencies with higher or more positively perceived 

organizational factors have higher overall fidelity scores?  

 Descriptive statistics were used to analyze average organizational factor scores 

and overall average fidelity scores across FC implementing agencies (see Table 10). The 

descriptive results were inconclusive as to whether agencies with higher and more 

positively perceived organizational factors compared to other FC agencies had higher 

overall fidelity scores. In examining the agencies with above average fidelity scores (i.e., 

agencies two, three, and eight) there appears to be a range of organizational factor 

average scores. Agency eight had higher and more positively perceived organizational 

factors overall, whereas agency two and three had a range of low and high scores across 

organizational factors. Additionally, although agency two had a higher overall average, 

this is based on only three workers, and perceptions of organizational factors are 

generally lower than agency three and eight. The sample sizes were small for all agencies 
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except one agency (agency three) and therefore, analysis of this question was limited but 

does suggest there may be other factors beyond organizational supports that affect 

fidelity.  
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Research Question 2: What organizational factors are associated with higher case fidelity 

scores? 

 For research question two, a series of multilevel models were used to assess if particular 

organizational factors were associated with higher case fidelity scores. Multilevel models were 

appropriate to address the nested nature of the fidelity case data within workers (Bickel, 2007). 

The first model included cases (n = 112) nested within workers (n = 32) and examined 

organizational factors related to proactiveness, knowledge, supportiveness, and perseverance of 

supervisors; attitudes of feedback, organizational support, monitoring, openness; recognition of 

EBP implementation, section of EBP, reward for EBP, focus on EBP and the number of cases. 

These factors were selected based on theory and prior research, as described in chapter 3. This 

preliminary model detected a large degree of variability within the dependent variable (case 

fidelity scores) suggesting heteroscedasticity, which was further supported by the results of the 

assumption testing. Heteroscedasticity occurs when the variability among the DV differs for 

grouping variables, but it is not fatal to the analysis (Tabachnick & Fidell, 2007). Therefore, a 

series of multilevel models with bootstrapped standard errors were used to control for the 

inconsistent predictive utility across values of the dependent variable. A series of three multilevel 

models with bootstrapping of the standard errors were used to assess if there were any 

differences in organizational variables and fidelity. The first model included all organizational 

factors, which was based on the original research question. Then, considering model fit and the 

conceptual domains of the variables, model two included factors associated with supervision and 

model three included factors associated with organizational or agency level factors to 

disaggregate some of the model one results. Residual interclass correlations for each model are 

provided in Table 11. As shown in Table 12, factors related to supervision were most 
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prominently associated with case fidelity scores across model one and two. Specifically, in the 

first model with all organizational factors, higher fidelity scores were related to more positive 

perceptions of supervisor proactiveness (B = 7.44, p = .03) and more negative perceptions of 

supervisor knowledge (B = -11.6, p = .01). In the second model of supervisor related factors 

only, perceptions of supervisor proactiveness was again positively related to higher fidelity 

scores (B = 5.58, p = .005), as well as perceptions of supervisor perseverance (B = 5.23, p = .03), 

whereas supervisor knowledge was negatively related to higher fidelity scores (B = -7.17, p = 

.005). No factors were significant in the third model of organizational or agency related factors.  

 Table 11 

Residual Interclass Correlations for Tested Models 

Model ICC SE  CI 

One 8.61e-23 0 (8.61e-23, 8.61e-23) 

Two .19 .08 (.08, .39) 

Three .16 .07 (.05, .35) 
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AIM 2: 

  To examine the relationship between individual worker factors (age, years of 

experience, degree, length at agency, attitudes towards EBPs, and self-efficacy) and FC 

fidelity scores of workers across agencies implementing FC.  

Research Question 3: Do individuals with advanced degrees, longer tenure at the 

agency, more positive attitudes towards EBPs, and increased self-efficacy have higher 

overall fidelity scores? 

 An OLS regression was used with degree (Bachelors vs. Masters), length at 

agency (in months), attitudes towards EBPs, and self-efficacy as the IVs and average 

fidelity score as the DV. Additionally, because not all agencies were within one standard 

deviation on average fidelity scores (Agency 5, M = 64.60), agency of case planner 

employment was used as a control variable. As shown in Table 13, only two individual 

level variables were associated with fidelity scores; level of education was negatively 

associated with average fidelity scores (B = -4.85, p = .05), suggesting that those without 

master’s degrees scored higher on average. Additionally, perceptions of the limitations of 

implementing Family Connections was negatively associated with fidelity scores (B = -

5.08, p = .02), suggesting that individuals with lower scores, in the belief that Family 

Connections limits or hinders their practice, had higher fidelity scores.  
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Table 13 

OLS Regression Results of Individual Factors and Average Fidelity Scores  

Variable B SE B β t p CI 

Level of education -4.85 2.22 -.46 -2.18 .05 (-9.7, .04) 

Fit of EBP  -.99 1.94 -.11 -.51 .62 (-5.25, 3.27) 

Limitation of EBP -5.08 1.80 -.54 -2.82 .02 (-9.03, -1.22) 

Balance of EBP 3.88 2.24 .359 1.73 .11 (-1.05, 8.81) 

Burden of EBP  -2.92  2.65 -.24 -1.10 .30 (-8.76, 2.92) 

Job Security of EBP 2.06 1.53 .26 1.34 .07 (-1.32, 5.44) 

Emotional Regulation 

Self-Efficacy 

4.38 2.18 .52 2.01 .07 (-.43, 9.18) 

Procedural Self-Efficacy -5.72 2.69 -.58 -2.12 .06 (-11.64, .21) 

Support Self-Efficacy -.06 1.35 -.01 -.05 .96 (-3.02, 2.90) 

Agency -2.46 1.27 -.42 -1.93 .08 (-5.26, .34) 

R2 = .699 

 

AIM 3:  

To use the results of quantitative components to further explore staff perceptions 

of organizational and individual factors that are beneficial to the worker and agency 

fidelity of FC. 

Research Question 4: What individual and organizational factors are identified in the 

individual interviews with case planners? 

 The purpose of the second phase of this study was to further explore individual 

and organizational factors through interviews with workers, and separate focus groups 
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with agency supervisors and agency leadership. Nine of the 14 (64.12%) case planners 

who were invited to participate in the individual interviews agreed to participate. Three of 

the workers could not be reached, one declined to be interviewed, and one was 

unresponsive to scheduling the interview after agreeing to participate. Characteristics of 

case planners who participated in the interviews are provided in the Chapter 3 Methods 

sample section. It is also important to note that acronyms used in interviews and focus 

groups have been explained throughout the qualitative results, and there is overview 

information of FC in NYC ACS’s child welfare system provided in the Intervention 

section of the Methods Chapter.   

 Interviews. Responses from case planners in individual interviews provide a 

richer understanding of the factors related to fidelity of FC. Additionally, case planners 

shared perspectives on the intervention itself that provide a more nuanced understanding 

of factors related to fidelity. As described in the Method chapter, a two-cycle coding 

process was used to identify and group major themes in the qualitative data.  Broad 

themes related to organizational factors, individual factors, and intervention factors 

emerged from the analysis of individual case planner interviews and cumulatively across 

the case planner interviews. Information on the case planner sample characteristics who 

participated in the interviews is provided in the Methods chapter.  

 Theme 1: Organizational Factors.  Interviews with case planners exposed 

organizational factors that affect fidelity related to internal agency factors of supervision, 

coworkers, training, and leadership; as well as external or “systems” organizational 

factors related to New York City’s Administration for Children Services (ACS) policies 

related to referrals, caseloads, paper work requirements. It was clear in the data that 
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workers viewed most of the internal agency factors as positive, when functioning well, 

and supportive of FC fidelity; whereas external systems factors were most often shared as 

having a negative effect on fidelity. These subthemes of organizational factors are further 

detailed below.  

 Supervision. The first question of the interview protocol asked case planners 

“What organizational factors do you think are most important in supporting your ability 

to implement Family Connections?” and six of the nine case planners spoke about the 

importance of supervision in the initial question. Further questions throughout the 

interview revealed supervision themes related to the positive role of supervisors in case 

discussions, brainstorming strategies in case consultations, providing encouragement and 

reinforcement of skills, knowledge of FC components, and supporting documentation and 

timeline adherence in cases. Many of the case planners shared how in discussing cases 

and brainstorming strategies for working with families, the supervisors would not give 

them the answers, but rather would encourage them and guide them through a problem-

solving process, parallel to the work they try to do with families. As worker 132 

described: “Well, what they do is when we in supervision and if we're stuck with a case, 

instead of giving us the answer, they try to guide us to how to help the client.” Another 

worker (120) shared the following:  

I think she uses like, almost like our same skills with us that we would use with 

the clients, to try to see like where we're at. Instead ... to like, help us to see a 

different way to approach something. It's not automatically told you have to do it 

this way, she works with us to try to find the solution.  
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Case planners also explained how supervisors would encourage them and provide skill 

reinforcement related to the core concepts of FC. Many case planners detailed how their 

supervisors were very available and encouraging. For example, worker 109 said:  

She's very supportive, and she has a background in counseling, so a lot of 

times when we discuss skills that I'm using, she might suggest maybe 

using a skill in a different way than I was using it. She's very helpful, 

because she does ... she encourages me to do my own thing, but if I do 

need the assistance, she's there, and she provides a lot of feedback.  

Case planners also reported how supervisor encouragement helped to reinforce their 

skills over time and cases. One worker explained that the helpfulness of ongoing 

encouragement was motivating as she worked with families with various needs. Case 

planners also felt as though their supervisors’ knowledge and experience was particularly 

helpful in reinforcing their skill development. Case planners mentioned how supervisors 

who had case worker experience and clinical expertise were particularly helpful in 

supporting their fidelity of FC. One worker (101) described: 

Well, she was really good at it because she herself was a case planner at 

first and then from her own experience, she was able to be first hand in the 

knowledge of knowing where she wanted that help to be and how that help 

would help me. 

and another worker explained: 

 “[I] only have a bachelor's degree. I don't have a master's degree, so she 

helps me with the clinical factors of Family Connections that I might not 

always master. She helps me do those clinical pieces that sometimes I 
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need to make sure that I'm outlining in my service plans and my CFA 

[Comprehensive Family Assessment] and evaluation of changes.  

Another aspect of supervision case planners acknowledged as helpful in ensuring fidelity 

of FC was supervisors’ support of documentation and timeline adherence. Many case 

planners described how during supervision, they would review the timeline of their cases 

and upcoming deadlines for FC components. Worker 109 shared the following:  

Say for instance, if sometimes maybe you might get a little bit behind on 

your notes or whatever. If that's the case, she'll suggest coming up with a 

plan and asking, "What can I do to assist you to get you back on track?" It 

could be something like, where she'll say, "Let's try to schedule all your 

visits earlier during the week so Friday you can just have a day for 

paperwork.  

Some case planners described how particularly challenging aspects of FC, such as 

interpreting CASI (Computer Assisted Self-Interview) results and writing SMART goals 

were areas where supervisors provided ongoing support in order to promote fidelity. As 

worker 105 explained: 

Speaking with our supervisors each step of the way. When we get the 

case, discussing it. When we make the CFA (Comprehensive Family 

Assessment), getting feedback on that. It's also important to have their 

input when creating the SMART. goals. I would say that that's a big aspect 

of it. 

 Coworkers. For the most part, coworkers were also described as helpful in case 

planners’ ability to implement FC with fidelity. Case planners often described how they 
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would turn to their supervisors if they were experiencing challenges, or their coworkers 

for support. As one case planner (109) explained: 

I can speak to my supervisor and ask her for help. Also, my coworkers, 

because sometimes we'll discuss a situation, and she'll be like, "What I did 

when I had a client in that situation, I did this." Sometimes just the 

feedback you get from your coworkers is very helpful. 

Another case planner (103) described their co-workers’ role:  

I would say one is my supervisor, and then also my coworkers cause 

there's so few of us…we're all super close and we're able to definitely talk 

about what's going on and give each other advice even though I've been 

here the longest, people look to me for advice a lot. But either way, we use 

each other for advice all the time and it's very, very helpful actually. 

Case planners did mention that when there is turnover in the agency and there are fewer 

coworkers, there was a negative effect on their ability to implement FC with fidelity. This 

was because caseloads would have to increase when cases were distributed among 

remaining workers, which increased the amount of visits and paperwork the case planners 

were responsible for. As case planner 103 stated:  

Then because of things that no one can control cause people quit a lot and 

stuff, and I'm taking cases from other parental programs that are not 

Family Connections. I end with nine, ten [cases], sometimes less and 

sometimes more. It's just difficult because if in one week I have to do nine 

visits and I have to see them and people aren't home, and then I have to do 

Family Connections with them for an hour. And then I'm also expected to 
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do a FASP [Family Assessment and Service Plan] and I haven't seen a kid 

in three days…. Then I just feel like sometimes me getting a CFA done on 

a certain date… it just doesn't seem as important as having to see a kid 

who I haven't seen in a long time or a parent just got kicked out. There's 

other things that just trump the fidelity stuff and then it's just difficult 

because child welfare, so much is going on and the more cases you have, it 

just makes the amount of work you're doing is just crazy. It's so difficult to 

get everything done, especially in a timely manner. 

 Training. Although training was only identified by one worker as “the most 

important factor” in the first question of the protocol, case planners acknowledged 

throughout the interviews that training supported how they learned about FC and its role 

in establishing initial expectations for their work with families; however, there was some 

variability in case planners’ perception of training overall. Although there are not specific 

requirements for additional training, many case planners said that the only training they 

had received was initial FC training related to the specific components of FC. Other case 

planners described additional training provided by the agencies or ACS assisted in 

reinforcing skills in their work with families. As one case planner (101) explained: 

The role that it has is to help me with the best understanding that I can 

have as to what Family Connections wants. How to work with these 

families around it. Because it's easy to go back into old ideas and old 

behaviors if you were in this field for a while. Because we originally were 

a GP[General Preventive] program. 
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Another case planner (105) described how they felt as though training was somewhat 

helpful but what was learned was not always applicable to the families they worked with 

and the work in the field was “not so clear-cut and straightforward.”  

 Leadership. Although less frequently identified as a key factor to supporting 

fidelity compared to supervision or training, case planners spoke about leadership’s role 

in supporting their ability to implement FC with fidelity. One worker (105) described 

leadership’s role in providing support to her supervisor:  

She goes to the training just like we do. If something is unclear ... She has 

somebody over her as well, the director. She's constantly reaching out to 

her. If she doesn't know something, she'll ask the director, the assistant 

director for support. 

Leadership also was important when there was supervisory turnover. A few workers 

talked about how their director often became their ongoing support when their supervisor 

had left. For example, one case planner (101) did not have a supervisor at the time of the 

interview: 

What do I do? Right now, I don't have a supervisor, but the program 

director, she's good at it. She's good at helping me look at it in a different 

perspective.  

Alternatively, a few workers described how it was challenging when leadership was not 

on the same page as the supervisors or case planners regarding FC implementation. For 

example, case planner 110 stated: 

I mean, like I said, I'm going to be honest. It's difficult because, like I said, 

she's trying to follow the model, but sometimes it's deviated a little bit, the 
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model, by her supervisor the director program, so it's very difficult for her 

to concretely say, "Okay, this is it. This is what you need to do," because 

she has to report to someone else, so it's hard when she's getting two 

different ways to do this program by people. 

The congruency between supervisor, leadership, and FC fidelity expectations seemed to 

be an important factor in the case planners’ ability to implement the FC components as 

intended.   

 ACS policies. Across all case planner interviews there was consistent reference to 

challenges with the families referred for FC by ACS; however, what the challenge was in 

regard to referrals varied. In fact, the second question of the interview protocol asked 

case planners “What organizational factors hinder or limit your ability to implement FC?” 

and four case planners identified caseloads and referrals related to the needs of 

families/fit of the intervention as a major challenge; three case planners said paperwork; 

and two said ACS requirements and policies’ misalignment with FC expectations. 

Several workers talked about experiences in which families that were referred to FC were 

not a good fit based on the eligibility criteria, or that FC wasn’t a good fit for what the 

family needed. For example, case planner 103 explained: 

I think a lot of times we get referrals from ACS where, once again, they 

don't know what Family Connections really is, it sounds like. Then you 

get a case that is not going to fit the model. But it's difficult because we're 

often not and they’re saying just have them, just try. They're not going to 

say oh, just try. Of course, we'll try. A lot of times we're getting cases that 

will really not fit the model.  
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Another case planner (132) mentioned that most cases are ACS mandated cases in which 

workers are trying to help families where they are and attend to ACS’ service driven 

questions. This case planner explained that it can be very challenging to meet FC criteria 

and attend to ACS service requirements like having the family attend parenting classes. 

Other case planners shared experiences of trying to work through the FC model with 

families in domestic violence or homeless situations and finding it very challenging to 

implement FC with fidelity and attend to the concrete immediate needs of the families’ 

situations. Additionally, case planners noted that cases referred for FC have a variety of 

concrete needs, which can delay or prolong the process of engagement and getting to 

other time-based FC components like the Computer Assisted Service Interview (CASI) or 

the Comprehensive Family Assessment (CFA). Others also shared how ACS referrals or 

the families identified through FC could have an effect on their ability to complete FC 

components due to paperwork requirements. Case planners described how they perceived 

that FC was adding to their workload and paperwork requirements, instead of efforts to 

align or reduce document requirements with the implementation of a new intervention. 

They expressed how they felt they were doing double the paperwork implementing FC. 

As case planner 109 noted:  

There's a lot of paperwork, on top of FC, you still have to do your FASP 

[Family Assessment Service Plan], you still have to do your home visits, 

and you still have to do your FTCs [Family Team Conferences] so there's 

so many other things that you have to do that go along with the FC 

documents. It's just really time management. Sometimes it seems like 

there's not enough time in the day to do everything you need to do.  
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 Case planners also shared how ACS policies related to caseload sizes have 

shifted, and that with each additional case, strain is placed on the case planner. Although 

some caseload increases were due to turnover within the agency, case planners explained 

that they are now expected to carry at least one more additional case than seven or eight 

(this was reported differently across case planner interviews; the standard is eight cases 

per ACS). According to one case planner (108): 

 We're supposed to have eight cases; I think I had ten cases. It was really a 

lot. It didn't really affect my ability to be able to engage with the clients or 

follow through with what FC is, but it did make a difference when it came 

to notes... Instead of eight notes every week it went up to ten notes every 

week. Even so, when you write your notes, sometimes, depending on the 

family situation, it could be a short note, or it could be a really long note. 

Then also there was the transportation, going from, when you have ten 

cases, going to the different clients. You were out of the office a lot 

longer, and that can affect the time that you would usually put aside to do 

something, because now that time is taken up doing a lot of travelling. 

Across individual interviews, case planners’ responses related to ACS policies for 

making referrals, expectations related to services for families, paperwork, and caseloads 

were all shared as negatively related to workers’ ability to implement FC with fidelity.  

 Theme 2: Individual Factors. Case planners were asked “To be a good FC 

worker, what individual characteristics do you think are important in a worker?” and the 

majority of case planners answered with responses related to intrinsic qualities of a case 



 
 

104 
 

planner. The most frequently referenced include patience, empathy, persistence, and 

passion. An example of these qualities is included in case planner 120’s statement: 

I mean I just think that really having a lot of patience and trying to 

empower them. Because you learn that it's a cycle, and your job is to kind 

of help them to recognize the cycle, and to empower them to find the 

solution. Not that you can't guide them cause you know, not everybody 

has all the answers. So, it just takes time, and you're not going to see 

change from one week to the next, you know. So, you have to be realistic. 

 One case planner also mentioned that if you are not passionate about working with 

families in need, FC may not be a good fit for you. Other case planners talked about more 

concrete attributes like strong writing skills, timeliness, being physically strong because 

of the travel and long work environments, and the ability to communicate with others. As 

case planner 105 detailed: 

Being organized…having all the information, but everything is on the 

computer. For me it's not about the organization. It's about more the time 

management and doing everything right away and following the Fidelity 

criteria in more of a timely manner. It's pretty easy to stay organized. 

Case planners were also asked if “FC limits or enhances your ability to serve the families 

you work with? If so, how?” to understand their self-efficacy in working with families. 

Out of the eight workers who were asked this question, five workers shared their feelings 

of how FC enhanced their work with families. Many of the agencies now implementing 

Family Connections were General Preventive programs without a specified intervention. 

As one case planner (109) described:  
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I think it enhances it, because before when we were just GP [General 

Preventive], I really wasn't ... I mean, I guess I was doing motivational 

interviewing, but I really didn't know it. I didn't know I was doing 

motivational interviewing. Now I understand that a lot of the skills that FC 

has names for were skills that I was using before, and now I have a better 

idea of how to use those skills when I'm engaging with the clients. 

 Although the majority of case planners felt as though FC had a positive effect on their 

ability to work with families, three case planners had mixed feelings. They described it as 

challenging to implement FC with certain families who had concrete needs such has 

housing, employment, etc. and that there was a lack of flexibility for those types of 

families in order to take the time to attend to their concrete needs, which took away from 

their ability to implement or follow through on the FC components timeline. For the most 

part though, case planners reported that FC enhanced their work with families and that 

the skills they had learned made them feel secure in their position and could potentially 

be applied to future work with families.  

 Theme 3: Intervention Factors. Although the research question did not solicit 

information related to intervention factors, many of the interviews included information 

related to FC that did not relate to individual or organizational factors; rather, feedback 

was focused on specific facets of the intervention.  Many of the workers talked positively 

about the theory of the FC intervention in its approach to working with families. Case 

planners often described how the intervention is not intended to direct or order families to 

what they should or have to do, but rather work with families to identify and achieve 

goals. Some workers acknowledged that this was a departure from previous approaches 



 
 

106 
 

in General Preventive programs. Several case planners also described how FC provided a 

strong framework for their work with families through the clear identification of the 

intervention’s core components. As case planner 105 described:  

I think that it's been beneficial to my overall ... To the craft. To this craft 

and to being able to work with families. I think it has been beneficial, 

specifically the motivational interviewing and the helping alliance.  

Case planners seemed to have a strong philosophical alignment with the approach for 

working with families as described by FC. Case planners also spoke about the challenges 

of the timeframe expectations with FC fidelity. Of the nine case planners interviewed, six 

had feedback related to challenges with the timelines of FC components. They did not 

feel as though many of the components fit with the other expectations and timeframes of 

the ACS system. According to one case planner (104):  

In my opinion the time frame for certain things is very difficult to achieve; 

it has been difficult for a lot of my clients. I guess that is what Family 

Connection [expects]; they'd like you to [complete] in 45 days a CASI 

[Computer Assisted Self-Interview] and CFA [Comprehensive Family 

Assessment], but depending how many clients you have, where they are in 

the process of Family Connections how busy they are with their lives, any 

concrete needs that are going on in the house that might be imminent or of 

pressing matters affect the time frame so it affects the stabilization of 

Family Connection in my opinion would be like timeframe wise. If you’re 

doing the CASI, then the CFA late then it affects the timeframes. If the 

family has pressing matter at the moment and you needed to do a CASI or 
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she wants you to meet her in the hospital? You know its things like that; 

the time frame different, then it can be challenging to meet that 

requirement. 

In summary, interviews with case planners revealed themes related to availability, 

support, and knowledge of the supervisor to reinforce skills and help case planners 

brainstorm strategies to deal with challenges. Some case planners also indicated that co-

workers provided a form of support to promote workers’ ability to implement FC with 

fidelity. Individual interviews also suggested that training was helpful for teaching 

workers about FC core components and additional training supplemented some of the FC 

components. Case planners spoke about the importance of leadership’s active support. 

ACS policies related to referrals, paperwork, and service requirements were seen as 

inhibitors to FC fidelity. Case planners shared a mix of intrinsic and technical traits that 

could support FC fidelity. Case planners had mixed perspectives on the degree to which 

FC enhanced their work with families. Overall, case planners seemed to believe in the 

theory and approach of FC, and expressed that having the approach strengthen their work 

with families, but that some of the timeframe and component expectations were 

challenging given the families served by their agency.  

Research Question 5: What individual and organizational factors are identified 

with a focus group of supervisors? 

 The second component of the qualitative portion of this study was to conduct two 

separate focus groups with agency supervisors and leaders. Across the FC agencies, there 

were 13 supervisor positions at the time of focus groups. Three of those were vacant at 

the time of recruitment. This left 10 potentially available to participate in the focus group. 
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One supervisor was unable to participate because the agency did not have a functioning 

IRB and all external research participation had to be reviewed by the IRB. Another 

supervisor was on medical leave. Four (50%) of the eight available supervisors 

participated in the focus group. The four who were unable to participate shared the 

following reasons: had an already scheduled meeting, unavailable during this time, on 

vacation, and had too many conferences now.  

 Supervisor Focus Group. Responses from supervisors in the focus group 

provided an additional perspective on factors related to fidelity of FC. Like case planners, 

supervisors shared further viewpoints on the intervention and how certain supports might 

be related to the fidelity of particular FC components. Overall, themes emerged from the 

supervisor focus group related to organizational, individual, and intervention factors. 

These themes were developed based on the same two-step coding process used for case 

planner interviews.  

 Theme 1: Organizational Factors. Supervisors identified a variety of 

organizational factors that related to the fidelity of FC that aligned with case planners’ 

perspectives; however, they also illuminated some additional organizational factors worth 

noting. Organizational factors that were aligned with case planners included supervisor 

knowledge, training for staff, leadership’s role, and the effect of ACS policies. In 

additional to these themes, the supervisor focus group had supplementary themes related 

to financial supports, support for supervisors and the parallel process of working with 

case planners and families.  

 Resources. The first question of the focus group asked supervisors “What 

organization factors do you think are most important in supporting workers’ ability to 
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implement Family Connections?” and three of the four supervisors who participated 

referenced a support related to resources and financial support for technology, training, 

and staffing. Supervisors also noted that when resources related to technology were 

limited, it inhibited case planners’ ability to appropriately carry out casework. For 

example, as Supervisor 1 noted:  

I think budget, organizational wise, budget and money hinders our ability. 

And many different factors, such as, if they don't have certain equipment 

or they don't have, one of the things was, if you don't have a cell phone 

that has access to e-mail, that hinders the ability to do one business day if 

you're in the field all day. 

Supervisors reiterated the importance of having appropriate funding in order to provide 

case planners with the appropriate technology in order to conduct CASIs (Computer 

Assistance Self-Interview) and case work in order to maintain fidelity of FC.   

Support for Supervisors. Supervisors explained that not only do case planners 

need ongoing supervision and support, but so do supervisors. Supervisors described how 

ongoing training to ensure that they understand the model and how to assist workers was 

valuable in supporting fidelity. A few of the supervisors had also been part of 

collaborative learning with an ongoing coach that they referenced and found helpful. As 

Supervisor 3 explained: 

I think one of the most valuable parts of coaching for me, who has been 

through the implementation of this from the very beginning when it first 

came to New York, one of the most valuable experiences that I had was 

the coaching sessions that I had with [ACTION TA consultant]. I had 
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every month I think. In the beginning, it was very helpful because we were 

all just learning this model, and trying to understand it was frustrating, 

trying to get the case planners to buy into it was also challenging, so 

having that support for as long as we did, I really felt was valuable. I miss 

it because we don't have that any more as a support. It really helped guide 

my practice because as you were saying, we're fixers, and coaching goes 

against the grain, because you are using the technique of trying to get them 

to give you the answers as opposed to you as a supervisor doing it. 

Supervisors felt strongly that in order to support case planners in ensuring fidelity to the 

model, they themselves needed to have ongoing support related to the model and help 

with supporting case planners in practice.  

 Parallel Process. Supervisors discussed how supervision efforts that included 

coaching provided a parallel process for case planners to experience the same techniques 

that they would use with the families. As Supervisor 2 described: 

I find that it's very helpful cause it empowers the case planner, and it helps 

them to do the work with their clients as well cause then they use some of 

the skills we use in supervision to work with the family and you're doing 

change-focused interventions of that nature. 

Supervisors shared how the opportunity to see these skills as modeled and used in 

supervisory sessions supported case planners’ learning and application in their work with 

families, and therefore supported fidelity to FC components.  

 Supervisor Knowledge. Related to the need for ongoing support for supervisors, a 

major theme in the supervisory focus group was that the degree to which supervisors are 
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knowledgeable about FC components and techniques was critical in supporting the 

fidelity of FC. One supervisor mentioned that she is on the training team and has noticed 

that case planners really struggle when their supervisor doesn’t have a good 

understanding of the model. Another supervisor (2) explained: 

As a supervisor if I don't fully understand how to write a SMART goal it 

would be very difficult for me to then teach it, or guide the practice of it. 

Or if I don't know how to compare the results of two CASIs [Computer 

Assisted Self-Interview], it would be very difficult for me to get the case 

planners to do it, if I myself don't understand it. I think my understanding 

of the model, and being so close to it because we're practicing it every 

day, I think makes a huge difference in terms of what we can give the case 

planners. 

 The group agreed that supervisor knowledge and experience is critical to supporting case 

planners’ fidelity of the model.  

 Training. Supervisors identified that training was an important factor in 

supporting case planners’ knowledge about FC and core components that can support 

their work with families. They shared their belief that training should be ongoing, and 

agencies should provide supplemental training to reinforce skills learned in FC training, 

such as motivational interviewing or engagement techniques.  

 Leadership. Supervisors discussed the critical role of leadership’s support and 

understanding of the challenges related to FC implementation, particularly because the 

families who are often referred by ACS have many needs and it can be challenging to 

engage them in services. Supervisors also explained that leadership had an important role 
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in ensuring resources to support practice, such as aligning budget needs and constraints to 

fit the needs of case planners and ensuring they have the tools and technology necessary 

to implement FC, like laptops with current CASI software and phones. Supervisors noted 

that leadership had a removed role from supporting case planners’ skill development 

related to FC, because they themselves were removed from practice.  

 ACS Policies. Another major theme identified in the supervisory focus group was 

the challenges with ACS polices related to referrals and target population for FC. One 

supervisor said that sometimes ACS has a case that they don’t refer to the agency for 

several months and during that time they don’t provide any of the referrals for additional 

services that the families need, then when it’s referred to the agency they are critical of 

the timelines and external referrals made by the agency/case planner. Supervisors also 

reiterated that many of the families referred for FC also don’t meet the eligibility criteria, 

or have a variety of concrete needs that can make it difficult for case planners to attend to 

FC timelines, while also trying to attend to the variety of concrete needs. One supervisor 

spoke about how, depending on the needs of the family, a variety of visits may be 

required that might not count as the weekly change focused intervention; therefore, the 

case planners spend a lot of time in the field on behalf of the family, which increases the 

paperwork and notes that need to be completed - but there was no additional time 

provided because the case planner still had to maintain their caseload. Another supervisor 

emphasized how ACS policies and FC fidelity criteria can conflict at times, and that there 

is no compromise or common ground between the two sources of expectations, which can 

be difficult.  
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 Theme 2: Individual Characteristics. Supervisors were asked about the 

individual characteristics important to be a good FC worker. Supervisors’ responses were 

focused on more technical or concrete attributes of an individual case planner including 

organization, timeliness, critical thinking, and the ability to receive feedback. Supervisors 

felt strongly that to ensure and improve the fidelity of FC, case planners who were open 

to feedback and improvement tended to improve their practice and approach with 

families. Supervisor 2 shared the perspective that new case planners were easier to 

engage in skill development related to FC than more experienced workers: 

There's a huge difference between a person that has had experience in 

child welfare versus a person who has not. I have a ... they're not even new 

anymore they've been there for a year ... but they are new grads, they came 

straight out of grad school. I find that it's easier for them to understand and 

follow the model, versus somebody who has had lots of experience in 

child welfare, because it's a new concept. It's all they know so they can 

practice it because it's like "okay this makes sense; I don't need to worry 

about all those other things". I don't know if it has an affect that they just 

got out of school so they're still in that learning mode, that they can still 

like "oh, this is new, I can practice this ..." but I do find that that has been 

helpful. 

 Theme 3: Intervention Factors. One of the main themes shared by supervisors 

was how specific components of the intervention required ongoing support to meet 

fidelity. Supervisors identified that interpreting the CASI (Computer Assisted Self-

Interview), creating service plans, and developing SMART goals were components of the 
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intervention that required ongoing support to achieve fidelity. Supervisors explained that 

these were common areas that they provided coaching and group supervision sessions on. 

Supervisors also explained that the timelines of the FC components can affect how well 

FC is implemented based on a case planner’s overall caseload. If their caseload has 

several cases with components due at the same time, then this can affect fidelity. 

Supervisor 3 also said that it depends on the family situation: If a family has a large 

number of children, it can affect the time it takes to complete a CFA (Comprehensive 

Family Assessment), or if many of the families are working on a case planner’s caseload 

and require evening visits, it can affect a worker’s ability to complete critical components 

of the intervention because the time for visits may fall outside a case planner’s expected 

hours and can often require several attempts to conduct an evening home visit.  

 Similar to the case planner interviews, there was more discussion of 

organizationally related factors that affect fidelity compared to individual and 

intervention factors; however, supervisors did acknowledge particular characteristics of 

case planners that are helpful in ensuring fidelity, and certain FC intervention 

components that require ongoing support to ensure fidelity. Supervisors reinforced the 

importance of supervision in supporting the ongoing development of workers’ skills and 

ensuring adherence to the model. Supervisors also illuminated the important role of 

ongoing development and support necessary to ensure supervisor competence in the 

model and support of the model to case planners. Supervisors reiterated how many ACS 

policies for referrals and expectations related to paperwork were often a hindrance to case 

planner implementation and fidelity to FC.  
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Research Question 6: What individual and organizational factors are identified with a 

focus group of agency leadership? 

 As noted in research question five, the second component of the qualitative 

portion of this study was two separate focus groups with agency supervisors and leaders. 

The Family Connections Collaborative (FCC) includes 15 members who are leaders from 

the FC implementing agencies. One leader stated she would not be able to attend the 

focus group due to IRB and external research restrictions. This left 14 leaders to recruit 

for the focus group. Of the 14 leaders who were recruited for the focus group, 6 

participated. The leaders did not complete the organizational survey; therefore, 

demographic information was not available except for the agencies they currently worked 

for. Leaders who participated in the focus group came from five different FCC agencies 

which included a mix of large and small agencies.  

 Focus Group. Like supervisors, leaders had a broader perspective compared to 

case planners regarding factors that influenced FC fidelity. Many of the leaders shared 

perspectives related to structural aspects of supporting FC fidelity like resources, 

technology, and Quality Assurance (QA) support. They also provided additional 

perspectives on supervision, training, ACS policies, individual case planner 

characteristics, and components of FC that impacted fidelity. These themes are organized 

similar to the other qualitative sources as organizational, individual, and intervention 

factors.  

 Theme 1: Organizational factors. Most the focus group discussion concentrated 

on organizational factors that impacted FC fidelity. These factors were often related to 

resources that impacted how support functioned to enable case planners to implement FC 
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with fidelity. In addition to resource factors, leaders provided additional insight related to 

supervision, training, and ACS policy implications.  

 Resources. The limited resources and their influence on FC implementation was a 

prominent point reiterated in the leadership focus group. When leaders were asked to 

identify the organizational factors that were most important in supporting FC 

implementation, and what factors hindered or limited workers’ ability to implementation 

FC, there was consensus among the group that resources for technology and adequate 

staffing (e.g., case planners, supervisors, and quality assurance capacity) were prominent 

organizational factors that impacted FC fidelity. Leaders talked about how having 

appropriate technology was crucial in supporting case planners’ abilities to conduct 

CASIs (Computer Assisted Self-Interview), and be in the field as much as FC requires. 

One leader highlighted that resources related to technology and quality assurance (QA) 

capacity weren’t budgeted originally under their “ACS model budget” and therefore, they 

have had to get creative to align resources to support implementation. Throughout the 

focus group, many leaders reflected on resources related to QA. Beyond having funds to 

support a designated QA person, some leaders identified the need to provide ongoing 

training and support for QA staff. One leader mentioned that there has been a lot of 

turnover in QA, and that there hasn’t been training for QA staff since the original FC 

training. Leaders also detailed how current QA staff are focused on ACS requirements 

like the Preventive Agency Monitoring System (PAMs) reviews and have limited (if any) 

time to focus on FC implementation. Leaders further detailed that to scale and enhance 

FC implementation, having QA staff designated to FC implementation and data use 

would be valuable. They reflected that it is important for QA staff to have a background 
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in social work or child welfare practice to really guide data use for improvement. Overall 

though, leaders reiterated that due to resource constraints, QA capacity was limited. 

Some leaders in the group spoke about how QA was a critical factor to ongoing learning 

and practice improvement, and facilitated a culture of continuous learning. One leader 

noted that QA is necessary in order to learn and improve from fidelity reviews, but that 

they often don’t really have time to sit and support the application of learning.  

 Another theme related to resources was regarding staffing. Leaders spoke about 

how to hire and retain qualified staff, resources and funding were important. Some 

leaders shared their view that although the model has had success with Bachelor’s level 

workers, they felt as though Master’s level social workers were more successful in 

implementing the model and attending to child welfare requirements; however, it costs 

more to hire and retain Master’s level social workers, which was seen as a challenge. 

They reflected that to hire and retain highly competent staff, it required additional 

resources. Leaders also explained that there is a range in salary for case planners in the 

preventive field and that agencies pay different rates. One leader mentioned how they just 

had two workers resign, citing pay as the main reason. Leaders expressed their belief that 

turnover and staff capacity had a substantial influence on FC fidelity.  

 Supervision. Leadership reiterated the importance of supervision in supporting 

the ongoing skill development of case planners. There was consensus among the group 

that modeling and direct observation are key components of effective supervision, but 

that supervisors have very limited time to go on home visits with case planners. They also 

spoke about how supervisors play a critical role in supporting FC fidelity by reviewing 

timelines and FC components with staff. Leadership discussed how supervisors 
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facilitated buy-in by providing the ongoing support to case planners in practice. As 

Leader 1 noted: 

When we look at turnover, which is a big part of what we do in child 

welfare, is understanding and trying to manage turnover. The supervisor is 

one of the key components of that. Supporting the staff, keeping their 

finger on morale and so forth. 

 Several of the leaders agreed that when FC was first implemented, there was little buy-in 

among some supervisors, which resulted in increased turnover of both supervisors and 

case planners. Leadership also explained the important role that supervisors had in 

connecting leadership to practice. They emphasized how supervisors are a key 

communication link with leadership regarding the needs of staff.  

 Training. Leaders agreed that training was an important part of preparing case 

planners and teaching them basic skills and that ongoing training can reinforce key 

components of FC. There was consensus, though, that training is reinforced through 

supervision. As one leader put it: “It's important, but it goes hand in hand with 

supervision. If the supervisor's not there to reinforce the training, it just doesn't happen. 

They could go for as much training as they want but they need the support in order to 

implement this program.” Availability of training for new staff, and a range of positions 

(leaders, supervisors, case planners, and QA staff) were also identified as an area that 

impacted fidelity. Leaders felt as though to continue to support fidelity, training needed 

to be provided and tailored to various positions within the agency.  
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 ACS policies. Leaders agreed that ACS policies can often be at odds with FC 

fidelity criteria and often it’s left to the case planners and supervisors to navigate these 

conflicts. As Leader 3 described:  

New York City is unique compared to the other replicative sites and our 

contractual agreements with ACS and the mandates that we have 

contractually, sometimes, conflicts with practice. You have to find a way, 

uniquely to marry the two to meet fidelity but also meet your contract with 

the city. Which could be a barrier because if you do not have supervisors 

or case planners that are skilled enough to go between, things fall through 

the cracks. You could either not meet fidelity or you are not meeting your 

contractual agreement. 

 Leaders also spoke about how families with need characteristics related to housing 

subsidies, homemaking, or court involvement are often required to remain open cases for 

monitoring by ACS, even though the FC intervention has been completed, which 

conflicts with fidelity criteria. There was consensus that the referrals made for FC didn’t 

always align well with FC eligibility criteria. Leaders also shared that there can be a 

conflict between FC fidelity criteria and ACS policies regarding weekly contacts. One 

leader described how sometimes during later phases of working with a family, the family 

may not need weekly contacts and ACS does not require it, but to meet FC fidelity 

criteria, weekly contacts are still required. 

  On the positive side, leaders shared how FC was aligned with previous ACS 

General Preventive (GP) programs and expectations. One leader said: “there's a lot of 

synchronicity between the two which is part of why we chose to do the Family 
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Connections model. It was so consistent with how we were already working with 

families.” Leaders also agreed that ACS’s adoption of a policy to exempt FC programs 

from a termination conference (a required conference at the closing of ACS cases in 

which ACS, the provider and family meet to discuss progress and closing of the case) 

was a positive alignment between ACS policies and FC fidelity criteria.   

 Theme 2: Individual Characteristics. Like the supervisory focus group, leaders’ 

responses to individual characteristics important in a case planner were focused on 

technical skills and abilities. Leaders agreed that it was important for a case planner to be 

disciplined, organized, determined and have good time management. Leaders also agreed 

that to be an effective FC case planner, empathy was important. As one leader explained, 

empathy was related to how well they could implement particular FC components, like 

the helping alliance. They further added: “…they want to care and want to help, a 

genuine desire to want to have a relationship with these families and really an openness 

to the helping alliance, making it real.” Leaders also shared their belief that openness to 

feedback and learning was an important characteristic for ongoing improvement of FC 

practice. As one leader noted: “[I] think that helps with the coaching because you can 

coach that person. But the person who's just there because they're there, you have to be 

more directive with them because they can't figure it out or they don't want to.”  

 Theme 3: Intervention Characteristics. Leaders identified particular 

components of FC that affect how well their agency can implement it in practice. Many 

of the leaders shared remarks regarding the fidelity assessment process. Some felt as 

though the process was too burdensome and frequent, and that it could be shortened 

(particularly the self-assessment) and less frequent. They agreed that one time a year 
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might allow them to target and apply findings from the review. Many leaders felt as 

though they get through completing the self-assessment and then have very little time to 

apply recommendations or results before conducting a new assessment. In terms of 

specific FC components and their influence on fidelity, leaders agreed that the 

engagement process can take longer with some families, which impacts how soon a case 

planner can work with the family to complete a CASI (Computer Assistance Self-

Interview) or CFA (Comprehensive Family Assessment), and the degree to which 

timeframes are met for FC fidelity. Leaders also remarked that FC had “elevated the 

practice” of case workers and provided a concrete framework for working with families 

in preventive services. Leaders also described how FC enhanced case planners work with 

families, and that this role was critical for child and family outcomes. As Leader 1 

described: 

I think Leader 6 had eluded to [the fact that] Family Connections gives the 

workers something that they didn't have before. In my mind, it's structure. 

It brings the structure and an approach to working with families. Prior to 

that was case management and each agency would determine what the 

case management component stages are. This does have case management 

built into it, but it's very structured. 

  The focus group with leaders provided another vantage point to understand FC 

implementation and fidelity. Leaders described how structural and resource factors 

impacted how well case planners could meet FC fidelity criteria. They further reiterated 

how important supervision is in supporting the ongoing application and refinement of 

case planner skills and described how technical skills related to time management and 
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discipline were important, while also describing intrinsic skills like empathy. Leaders 

provided a unique perspective on the fidelity assessment process with regards to the 

timing and submission requirements, and remarked how they would like to use data more 

systematically to improve FC practice and fidelity, which might be more feasible if the 

review occurred less frequently.   

Summary of Qualitative Results  

  In summary, research questions four, five, and six examined case planners’, 

supervisors’ and leaders’ perspectives on the individual and organizational factors that 

are related to FC fidelity. Across these groups, qualitative results show some similarities 

and differences in the key factors related to fidelity. Additionally, factors related to the 

intervention itself emerged across all three groups as important features in how well case 

planners can implement FC with fidelity. Table 14 provides an overview of themes across 

the three groups and highlights some of the similarities and differences across the 

respondent groups. Some diverse responses by group are worth noting. Interviews with 

case planners suggested a variety of key characteristics that are important in a supervisor: 

they know the intervention, they are available, supportive, and provide case consultation 

and brainstorm with case planners when they experience barriers. Additionally, 

interviews with case planners suggested that co-workers have an important role in 

providing ongoing support for their work. Case planners suggested that both intrinsic and 

technical attributes are required for effective FC work. Case planners reported mixed 

responses related to whether FC enhanced their work with families, and it seemed as 

though it depends on the situation that the family was in and their immediate needs. The 

supervisor focus group highlighted the importance of providing ongoing support through 
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training and supervision to supervisors in order to promote case planner FC fidelity. They 

also discussed how the consultation of FC often resulted in a parallel process between the 

supervisor, case planner, and family.  Supervisors reported on more technical attributes of 

case planners’ individual characteristics and emphasized the importance of the ability of a 

worker to be open to and receive feedback as a critical attribute related to FC fidelity. 

They also underscored the fact that particular components of the FC model required 

ongoing support to achieve fidelity. Leaders emphasized the importance of resources in 

order to have QA staff that know the model and are available to provide ongoing support 

to data collection for practice improvement. Leaders also described how supervision was 

critical for ensuring FC fidelity through case planner skill development and application. 

They further agreed that the fidelity assessment process was cumbersome and too 

frequent in order to apply recommendations and findings to practice and improve fidelity 

results. Leaders felt strongly that FC had “elevated” the practice of case planners’ work 

with families in preventive services.  
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Table 14 

Summary of Qualitative Results Across Respondents  

Group Organizational  Individual Intervention  

Case 

Planners  

Supervision 

Coworkers 

Training 

Leadership 

ACS Policies 

Intrinsic attributes - 

empathy, persistence, 

and passion 

 

Technical attributes - 

organization, 

timeliness and 

physical strength 

 

FC enhances or 

somewhat enhances 

work with families 

 

Theory and approach for 

working with families is 

helpful, FC provides a strong 

framework for their work, 

timeframes can be challenging 

in working with certain 

families. 

Supervisor

s 

Resources 

Support for 

Supervisors 

Parallel Process  

Supervisor 

Knowledge  

Training 

Leadership  

ACS policies  

Technical attributes - 

organization, 

timeliness, critical 

thinking, ability to 

receive feedback 

Particular aspects of the 

intervention require ongoing 

support in order to achieve 

fidelity - interpreting the 

CASI, creating service plans, 

and developing SMART 

goals.  

 

FC enhances work with 

families. 

 

Leaders  Resources 

Supervision 

Training  

ACS policies  

Technical attributes - 

Organization, 

discipline, determined, 

time management  

 

Intrinsic attributes - 

empathy, passion 

Fidelity assessment process - 

required documentation and 

timeframes. 

 

FC "elevated the practice"  

 

FC enhances skill of workers, 

provides a framework, and 

enhances work with families. 
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AIM 4: 

 To integrate quantitative and qualitative research findings in order to more fully 

understand factors related to fidelity in a child maltreatment prevention context 

Research Question 7: Do staff perceptions of individual and organizational factors vary 

in relation to individual case fidelity scores (e.g., above average, average, below 

average)?  

 The purpose of the fourth study aim is to integrate the results to see if the 

qualitative information provides further detail or explanation of the quantitative using a 

mixed sequential design. My ability to examine research question 7 was limited because 

the majority of case planners (n = 5) interviewed had average fidelity scores in the 70 – 

85% range. There were only two case planners with above average (> 85%), and two case 

planners with below average (< 85%) fidelity scores. In order to examine differences in 

case planners’ interviews across different fidelity thresholds (i.e., above average, average, 

and below average) I added average fidelity score descriptor information to each case 

planner interview file in Dedoose, the mixed methods software used for the analysis. 

Then, I analyzed the qualitative codes by the different fidelity thresholds to see if workers 

who scored above or below average spoke more or less about particular individual and 

organizational factors. Although this analysis is limited because of the small sample size 

and limited variability in average scores, some findings emerged from the analysis of 

codes. For case planners with below average fidelity scores, organizational factors related 

to leadership, consistency of practice expectations from supervisors, caseloads, and 
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paperwork requirements were major themes that emerged. As a worker with a below 

average score noted: 

I think it's more of, in regard to that, not understanding and supporting the 

workers in regards to how many cases they're giving and how many visits have to 

be done, and not recognizing that with all the paperwork that needs to be done for 

Family Connections, giving a little bit more leeway instead of sticking to the 

guidelines so strictly. 

 This worker explained that challenges were raised by both leadership and supervisor 

expectation regarding FC implementation. In terms of individual worker characteristics, 

case planners with below average fidelity scores noted that strong writing abilities and 

having creativity to create strategies with families were important characteristics. Case 

planners with below average fidelity scores also had mixed views on the degree to which 

FC enhanced their work with families.  

 Comparatively, case planners with above average fidelity scores noted themes 

related to supervision, specifically related to how their supervisors collaborate and 

brainstorm in coordination with case planners on solutions for case challenges. They also 

emphasized specific techniques like role plays and discussion of SMART goals in 

supervisory sessions. Case planners with above average fidelity scores emphasized the 

availability of their supervisor, both in terms of consultation whenever it was needed 

throughout the day, but also in providing a range of support – whether to discuss certain 

barriers or other concerns the worker might have, as well as additional support. No 

individual factors emerged as unique to workers with higher average fidelity scores.  
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Research Question 8: How do the results of qualitative interviews and focus groups 

converge or diverge from the quantitative results? 

 There was convergence in the qualitative and quantitative results with regards to 

organizational factors of supervisor characteristics of proactiveness, perseverance, 

attitudes towards feedback and monitoring, educational supports, and number of cases. 

Results from the interviews with case planners suggest that when a supervisor was 

available, supportive, and helped to attend to barriers, workers felt as though they could 

implement FC with fidelity. Case planners spoke frequently about how the support of the 

supervisor in helping them to brainstorm and persevere through challenges was critical. 

Case planners who had more positive perspectives on feedback and monitoring also 

shared its usefulness in improving their efforts and work to implement FC well with 

families. This was also corroborated by the supervisor focus group, who talked about the 

importance of workers’ receptivity to feedback. Although less important, and not 

statistically significant in the quantitative results, across case planner interview and focus 

groups, educational support through training and a manual and resources for case planner 

documentation supports were referenced as helpful, but insufficient in ensuring 

comprehensive implementation of FC with fidelity. Although this was not statistically 

significant in the quantitative results, it was explored qualitatively because of its narrow 

confidence interval. Additionally, although number of cases was not a significant 

organizational contributor to case planner fidelity, its confidence interval was narrow, 

suggesting an increased chance of precision (Higgins & Green, 2011) and explored 

qualitatively. Across interviews and focus groups, the number of cases was seen as an 

important factor in case planners’ ability to implement FC with fidelity. All the groups 
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referenced how more cases multiplied the amount of paper work, time in the field, and 

the potential for additional collateral visits with families. Case planner interviews and 

supervisor focus group information suggested that the addition of just one case, or if 

multiple cases have competing deadlines, can hinder a worker’s ability to meet fidelity 

requirements due to documentation and meeting the required timeframes related to 

specific FC components.  

  In terms of individual case planner factors, case planners with below average 

fidelity scores reported mixed perspectives regarding FC’s ability to enhance work with 

families, and that at times, the intervention had its limits in serving the needs of families. 

This corroborates the quantitative results that case planner perceptions of FC limitations 

were associated with lower fidelity scores. The divergence of quantitative results 

regarding organizational factors and FC fidelity and the qualitative interviews appeared 

to be related to supervisor knowledge and proactiveness. In the quantitative results, lower 

ratings of supervisor knowledge were related to higher fidelity scores. In contrast, 

interviews with case planners and the supervisor focus group indicated that supervisor 

knowledge was an important part of workers’ ability to implement FC with fidelity. 

Additionally, across all three qualitative groups, the importance of supervisors and their 

supportiveness appeared to be an important factor in supporting FC fidelity; however, 

this subscale was not significant in the GLMM analysis of organizational factors. Lastly, 

there was limited information to compare level of education of the worker and its effect 

on fidelity. In the leadership focus group, one agency leader stated they had found it 

important to hire master’s level social workers. In the supervisory focus group, one 

supervisor said it was difficult to train workers who had been in the field longer, 
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compared to workers who were just out of school. Although this supervisor did not 

indicate the worker’s level of education, time in the field could be a proxy for level of 

education, which was negatively associated with FC fidelity.  

 In summary, the qualitative data added a substantial degree of context to the 

quantitative results. Qualitative data reinforced the importance of supervision and its 

effect on supporting case planners’ ability to implement FC with fidelity. Not captured in 

the quantitative data was information shared regarding ACS policies for referrals and 

paperwork, and intervention factors; therefore, I was limited in comparing all the 

qualitative results to the quantitative results. Overall, there was general alignment 

between the qualitative and quantitative results, particularly related to the importance and 

role of supervision in supporting fidelity.  
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CHAPTER 5 

DISCUSSION 

 This study applied an explanatory sequential mixed methods design to understand 

the relationship between individual and organizational factors, and fidelity of a child 

maltreatment prevention intervention, Family Connections (FC), implemented in 

community based programs New York City. Study aims and research questions specified 

how organizational (social supports, quality assurance strategies, climate, and workload) 

and individual (age, years of experience, degree, length at agency, attitudes towards EBPs 

and self-efficacy) factors related to FC fidelity. The methodology employed a QUAN → 

qual structure in order to more fully examine the initial results provided in the first portion 

of the study. Therefore, this chapter will compare and contrast the results of the study with 

existing literature and theory. Following this, the study strengths and limitations will be 

discussed. The chapter will close with a discussion of the implications for practice, policy, 

and research.  

Findings  

 Conclusions of this study are guided by results of the quantitative phase of this 

study and their relationship to established research and theory because of the QUAN → 

qual structure of this study. Results are further contextualized and compared to findings 

from the qualitative phase of the study.  

Supervision Matters 

 Results of the survey with case planners suggest that how proactive, 

knowledgeable, and perseverant a supervisor is impacts on how well a case planner can 

implement FC with fidelity. These factors have been described as strategic leadership 
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factors and in the literature, related to facilitating a positive organizational climate for 

implementation of an EBP (Aarons et al., 2014). To my knowledge, these specific 

characteristics of supervision have not yet been examined as they relate to intervention 

fidelity. As highlighted in the literature review section, supervisor modeling and role play 

significantly predicted fidelity (Bearman et al., 2013); weekly individualized telephone 

calls and written feedback significantly predicted higher fidelity scores (Webster-Stratton 

et al., 2014). Contradictory to this study’s quantitative results, which suggested that 

decreased supervisory knowledge was associated with higher fidelity scores, consultant 

competence, which included knowledge of the job and skills related to the intervention, 

was positively associated with therapist fidelity to Multisystemic Therapy (Schoenwald et 

al., 2004). Qualitative results suggest that in addition to supervisor proactiveness and 

perseverance, the availability of the supervisors, the opportunity to provide ongoing skill 

reinforcement, and knowledge of FC components were supportive of case planners’ 

ability to implement FC with fidelity. Some case planners describe how their supervisor 

used coaching, role plays, and modeling to reinforce skills, which would be congruent 

with prior research (Bearman et al., 2013). Qualitative studies also corroborate the 

qualitative findings in this study that the content of supervision (Bertram et al., 2014), 

and general supervisory support and responsiveness were identified as contributors to 

fidelity (Kaufmann et al., 2012; Stern et al., 2008). Although little empirical research has 

been done to connect supervisor practice to worker fidelity (Aarons et al., 2014) 

supervisor practice has been associated with child welfare workers’ job satisfaction 

(Barth, Lloyd, Christ, Chapman, & Dickson, 2008) and intention to stay in the field 

(Johnco, Salloum, Olson, & Edwards, 2014; Stolin, McCarthy, & Caringi, 2007), which 
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could have an effect on a worker’s ability to learn and improve specific or more 

challenging intervention skills over time with families. Interviews with case planners and 

the focus group with supervisors corroborated the fact that some skills related to FC (e.g., 

interpreting CASIs, writing SMART goals) may require ongoing support throughout a 

case planner’s tenure.  Additionally, there has been evidence of a protective effect on 

turnover when ongoing monitoring and support of workers’ fidelity are employed 

(Aarons, Sommerfeld, Hecht, Silovsky, & Chaffin, 2009). These findings are congruent 

with the Durlak & DuPre (2008) and Meyers et al., (2012) theoretical frameworks 

identification of supervisory support and supportive feedback mechanisms noted in 

Chapter 2.  

Other Organizational Factors 

 Quantitative results did not identify any other organizational results as significant 

contributors to workers’ fidelity. This is somewhat congruent with mixed results of 

organizational culture and climate’s effect on fidelity (Beidas et al., 2014; Beidas et al., 

2015); however, other studies have shown positive associations between quality 

improvement strategies (Crea & Crampton, 2011; Holth et al., 2011), and training 

(Whitaker et al., 2012) with fidelity. Organizational factors identified in the qualitative 

portion of the study and consistent with prior research include peer support (Chung et al., 

2014), quality improvement strategies (Kauffman et al., 2012; Stern et al., 2008); and 

training manuals (Chung et al., 2014; Stern et al., 2008) in supporting workers’ fidelity. 

Findings from the qualitative portion of the study suggest there may have been 

organizational factors important to fidelity not captured in the case planner survey related 

to aspects of leadership, resource availability, and external system policies. These factors 
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are aligned with Aarons et al. (2011) theoretical framework related to receptive contexts, 

and Durlak & DuPre’s (2008) theoretical framework’s identification of organizational 

norms, integration of new programming, and coordination with other agencies as 

important organizational factors in supporting implementation.  

Individual Characteristics  

 In the quantitative portion of this study, level of education was inversely 

associated with case planner fidelity. This result is surprising, given that degree was not a 

predictor of fidelity in previous research (Bearman et al., 2013; & Whitaker et al., 2012). 

However, in the focus group with supervisors, some suggested that the longer the worker 

was in child welfare, the more difficult it was for them to learn new FC skills. This is 

aligned with previous research that suggests that age was inversely related to worker 

fidelity (Whitaker et al., 2012), as well as one study that found that the more experience a 

worker had in months, the less likely they were to implement an intervention with fidelity 

(Beidas et al., 2015). Aarons et al.’s (2011) theoretical framework identifies worker 

adaptability as an important individual factor for implementation, which may be a 

construct related to a worker’s ability to learn new skills. In the leadership focus group, 

one leader from an agency reported that their agency preferred to hire master’s level 

social workers for FC because they thought the intervention required advanced skills. 

Therefore, the quantitative and qualitative results of this study suggest level of education 

may be equivocal.   

 Case planner perspectives on the limitations of FC was negatively associated with 

fidelity in my study. This is somewhat congruent with previous research related to 

individuals’ perspectives of an EBP as a hindrance associated with a decrease in fidelity 
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(Beidas et al., 2015) as well as Aarons et al. (2011) and Durlak and DuPre’s (2008) 

theoretical framework assumptions related to an individual workers’ attitudes towards an 

intervention and the degree to which the implement is as intended. However, it is 

important to note that some studies have found no association between worker attitudes 

and fidelity (Bearman et al., 2013; Whitaker et al., 2012).  

 Case planner self-efficacy was not a significant predictor of fidelity which was a 

surprise given the theoretical basis for it potentially being an important factor in fidelity 

(Durlak & DuPre, 2008). Perhaps this is because organizational and perceptions of 

intervention factors outplay how well a case planner believe they can implement the 

intervention. Mixed-methods analyses in which average fidelity scores were compared 

across case planner interviews suggested that case planners with below average fidelity 

scores had mixed views on the degree to which FC enhanced their work with families.   

 Other individual factors related to fidelity of FC identified in the qualitative 

component had themes of intrinsic and technical attributes. Although they have not been 

directly connected with fidelity previously, some of these attributes have been identified 

as important for implementation such as attitudes towards monitoring, feedback, job 

security, and organizational support (Aarons et al., 2012). Less known is the degree to 

which intrinsic attributes like empathy, persistence, and passion relate to fidelity.  

Intervention Factors 

 Quantitatively, perceptions of the intervention were captured through individual 

attitudes toward the fit, limitations, balance, burden and job security of the EBP. 

Attitudes of limitations of the EBP was negatively associated with FC fidelity, and the 

only significant individual factor overall. However, many of the case planner interviews 
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suggested factors related to the intervention that went beyond an individual’s perceptions 

of the intervention, and focused more on the fit of the intervention within the system and 

particular characteristics of families referred to FC and served by the intervention. Some 

of the factors, such as participant receptiveness, have been theorized to affect fidelity 

(Carroll et al., 2007). Additionally, focus groups with supervisors implied that particular 

components of FC may require ongoing support through supervision to achieve fidelity. 

This may suggest that more complex components of an intervention may require certain 

implementation support indefinitely in order to achieve fidelity. Interviews and focus 

groups also insinuated that an important factor in meeting FC fidelity was related to 

timeframes of case components and documentation, and that at times, expectations for FC 

components and documentation did not fit with the family needs or other requirements of 

ACS. Although the ACS policy factors are identified in the organizational factors section, 

respondents proposed that the source of fidelity assessment (documentation) may inhibit 

a worker’s ability to meet fidelity at times. Further investigation regarding how FC and 

ACS expectations affect the timeframes and delivery of the intervention is therefore 

warranted.  

Variability in Fidelity Data 

 It is important to note that there was a large amount of variability in the fidelity 

scores of case planners in the study. Although bootstrapping was used as a statistical 

strategy to control for the variability, the heteroskedastic characteristics of the data 

suggest that fidelity may be dynamic and a result of a variety of factors beyond this 

study. Fidelity scores in the study included results of three independent fidelity reviews, 

over a year and a half period. In an in-depth review of each individual fidelity scores, 
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there were no obvious patterns in the data such as similar scores across workers, time 

periods, or agencies; except for that it was heteroskedastic suggesting some omitted 

variables in the study. None of the studies included in the literature review reported the 

same findings; however, the level of detail on how fidelity was measured and tested was 

limited in available studies. Further exploration into the variability of the FC fidelity and 

the relationship between some factors not captured quantitatively and their relationship to 

fidelity is warranted.  

Strengths and Limitations 

 This section describes the strengths and limitations of the current study in terms 

of design, methods, and sampling.  

Strengths 

 This study employed an explanatory mixed sequential design in order to 

thoroughly explore individual and organizational factors related to fidelity of FC. To my 

knowledge, there have been no other mixed method studies examining individual and 

organizational factors related to workers’ fidelity. Mixed method designs are 

recommended in implementation research (Aarons et al., 2012; Green et al., 2014) and 

the explanatory nature of this study allowed for preliminary quantitative results to be 

more thoroughly explored through multiple perspectives, which supported the overall 

study validity (Creswell, 2014) and best practices in mixed methods research (Creswell & 

Plano Clark, 2007). Furthermore, the development nature of the explanatory sequential 

design takes advantage of the inherent strengths of both quantitative and qualitative 

methods to garner a deeper understanding of complex studies (Green, 2007 & Desimone, 

2009). Mixed methods have been described as an essential tool in social work’s attempt 
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to understand and address complex social problems (Chaumba, 2013). Theory-driven 

implementation research that informs the conceptualization, methods, analysis, and 

interpretation is essential to increase our understanding of the interactions among 

implementation factors and achieve meaningful outcomes (Ogden & Fixsen, 2014). The 

variables examined in this study were supported by a thorough literature review and three 

relevant implementation science theoretical frameworks (Aarons et al., 2011; Durlak & 

DuPre, 2008; Meyers et al., 2012). The explicit use of theory is rare in implementation 

research (Davies, Walker, & Grimshaw, 2010), thus the inclusion of the frameworks and 

variables not previously studied is notable.  

 Although the sample was relatively small, external validity was supported through 

the involvement of workers from seven different community-based organizations who 

were implementing the intervention as part of their service continuum to serve families, 

compared to an intentional research study. Additionally, multiple statistical methods were 

used across the research questions in order to partition data, control for bias, and examine 

data using the best fit statistical methods (Tabachnick & Fidell, 2007). Interviews with 

case planners and two focus groups with supervisors and leaders aided in contextualizing 

the quantitative results further, providing a deeper understanding of preliminary results 

and additional variables to consider for future research.  

 The study used a variety of validated relevant measures, which promoted the 

reliability and validity of findings. The survey was designed based on social exchange 

theory and incorporated recommended strategies of the Tailored Design Method (Dillman 

et al., 2009) to increase participation and reduce total survey error. Confidentiality and 
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security of data was rigorously adhered to through the informed consent process as well 

as the storage of sensitive data on a password protected server.  

Limitations 

 As with all research, this study has its due limitations. Because this study 

proposed to examine implementation in typical community based settings, there were 

several uncontrolled factors. As suggested in the qualitative portion of the study, there 

were likely several uncontrollable factors related to worker performance, such as the 

appropriateness of cases referred for FC, the competing burdens associated with high 

caseloads, and the variability of families’ needs on a caseload. The sample size for survey 

responses and quantitative analyses was not as large as originally hoped for from the 

power analysis and the amount of available case planners varied greatly among the 

included organizations. Although the completion of the power analysis for the GLMM 

increased the opportunity to have a realistic understanding of the chance that an effect 

would be detected under the sample constrains of this study, limitations in the available 

data did not allow the nesting of workers within supervisory units at level 3 of the 

GLMM. There was substantial turnover in case planners between the case planners who 

had fidelity scores from previous fidelity reviews, case planners who completed the 

survey, and case planners who were available for follow up interviews. Additionally, due 

to additional recruitment efforts of the survey (low original response rate, modification to 

IRB for additional recruitment, and additional recruitment efforts), and prolonged data 

analyses due to irregularities (limited sample size and heteroscedasticity of fidelity data), 

the time period between when the survey was conducted and when the follow up 

interviews and focus groups were held was approximately 9 months. There was a 
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substantial amount of turnover in case planners and supervisors available at the 

qualitative recruitment phase. These statistical and design limitations could have under 

powered my quantitative results and limited my ability to recruit more workers and 

supervisors to provide further context to the quantitative findings.  

 Given that this study is focused on the implementation of an intervention in 

community-based organizations in a diverse urban city, findings may be more 

generalizable than other studies in smaller locales; however, organizations in the study 

may have more access to resources, a qualified workforce, technical support through 

universities, and proximity to families that other localities might lack (IOM & NRC, 

2014). The use of self-report survey data introduces social desirability and recall bias. 

The use of secondary fidelity data limits the ability to make any adjustments or revisions 

to the data collection process. There was a range of cases reviewed for each case planner, 

across the three reviews, and in each review, there was typically only one to two cases 

reviewed out of the case planner’s caseload of eight to ten. Additionally, the method for 

assessing fidelity through case reviews introduced some bias related to how 

representative the documentation is of what occurred in practice, and how well the 

reviewer interprets the documentation. Although an extra coder and rigorous consensus 

process was used in the review, there is still a limitation of using a case review process to 

measure the fidelity of FC. However, case reviews are a part of typical practice among 

the FCC agencies and are used in supervising and coaching. Moreover, case reviews are 

used by NYC’s ACS for quality assurance related to the preventive service standards. 

Moreover, this method of assessing fidelity is efficient, a low burden on agencies, and 

easily replicable for internal quality assurance practices (Kaye & Osteen, 2011). 
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Preferably, a method that involves some form of observation is ideal; however, 

considerations related to the comfort level of children and families included in 

observations and how feasible and replicable observations are in daily practice remain as 

challenges for many agencies attempting to integrate ongoing fidelity monitoring 

(Schoenwald et al., 2011). Average fidelity scores included in this study also only 

represented four of the eight FC fidelity components in order to ensure fidelity captured 

the same components across cases; however, the scores do not represent the overall 

fidelity score if a case had more than the four components completed. In summary, the 

single case review method of fidelity review is a limitation of the present study, but 

future research could use multiple sources vetted by the agency, workers, and community 

in order to gather data in a rigorous way that could triangulate case review data and 

support the reliability and validity of the source.  

 In terms of the independent variables, correlations among organizational factors 

were not reported in reviewed studies, making collinearity a potential challenge. 

However initial data screening did not indicate multicollinearity between any of the 

included independent variables. Another limitation regarding the independent variables 

was that for one of the scales, the Implementation Climate Scale (ICS) five workers 

selected “I don’t know” as a response option across 8 different items in the scale. 

Examination of the response options did not indicate a pattern in worker responses, and 

therefore ipastive mean imputation was used to calculate a series mean based on the 

responses to the scale items for the “I don’t know” responses on the ICS. Additionally, 

three subscales (EBPAS Balance, EBPAS Burden, and ICS Reward) demonstrated weak 

reliability with Cronbach’s alpha coefficients >.70. Although none of these variables 
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were identified as contributors to case planner fidelity, the results should be interpreted 

with caution. Likewise, the results of the Implementation Climate Scale should be 

interpreted with caution because one item was missing from the Selection for Openness 

Subscale erroneously. Because of the missing item, the subscale was omitted from the 

principal analyses and the overall scale was interpreted prudently. There were also two 

independent variables that did not result in the direction as expected. These were 

knowledge of supervisor and level of education. It is possible that these results were due 

to sampling constraints and worker turnover. There was a substantial break in time 

between the survey collection and qualitative interview and focus group recruitment. This 

was due to additional recruitment and thorough data analysis efforts required of the 

explanatory sequential design; however, it is a limitation given that there was about nine 

months in between each component and turnover occurred at multiple levels within the 

organizations. Qualitative interviews suggested that there had been a fair amount of 

turnover in supervisors in addition to workers, suggesting varying degrees of supervisory 

knowledge. Additionally, qualitative data suggested that workers with a longer tenure at 

the agency may have had more difficulty learning and applying the new skills of FC, 

which may have been a proxy for educational attainment, with more seasoned workers 

having advanced degrees.  

Implications 

 This study offers new insights into individual and organizational factors important 

for promoting fidelity of intervention in child maltreatment prevention. The findings 

regarding the role of supervision, organizational supports and policies, and intervention 

factors are discussed in terms of practice and research implications.  
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Implications for Practice and Policy 

 Supervision and Support to Ensure Effective Supervision. Findings from this 

study reiterate the importance of supervision in child maltreatment prevention, but extend 

the practice implications by connecting perceptions of supervision practices directly to 

average case planner fidelity scores. Quantitative results suggest that the more proactive 

and perseverant a supervisor is in supporting a case planner, the more likely the case 

planner is to implement FC with fidelity. Proactiveness involves the supervisor 

developing a plan to facilitate implementation of the intervention, removing obstacles to 

implementation, and establishing clear standards for implementation. Perseverance 

includes reacting to critical issues regarding implementation and carrying on through 

implementation challenges and barriers (Aarons et al., 2014). Qualitative results 

corroborate these findings, but also suggest that the availability of a supervisor and the 

ongoing reinforcement of advanced skills like interpreting caregiver assessment scores 

and case planning development with SMART goals, may require ongoing supervisory 

support. The literature supports the assertion that ongoing supervision in social work is 

important (Hair, 2013; Munson, 2002; Mor Barak, Travis, Pyun, & Xie, 2009); however, 

this study suggests that particular intervention components that are more complex or 

challenging for staff may require ongoing supervision. This means that some skills may 

require ongoing supervision indefinitely in order to ensure fidelity, whereas some skills 

may be mastered and not need ongoing support. Supervision may be a lever in social 

work to ensure frontline staff are able to implement consistent practice with some of the 

most vulnerable populations (Collins-Camargo & Groeber, 2003). In practice, ensuring 

that supervisors have the time and resources to meet with staff to provide supervision that 
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is proactive, perseverant, available, and skill-based is recommended based on the study 

findings. In addition, the focus group with supervisors suggested that just like case 

planners, supervisors also need ongoing skill development and reinforcement. These 

finding are not new, as competency and organizational supports have already been 

identified as critical areas of improvement for ensuring effective social work practice 

(Social Work Policy Institute, 2011).  Practical implications include ensuring case 

planners and supervisors have opportunities to learn new skills that can support their role, 

and ensuring they are reinforced through multilevel supervision and coaching.  

 Additional Organizational Supports. Although not identified in the quantitative 

portion of this study, qualitative results suggest that peer support, training, and leadership 

are additional supports important from the case planners’ perspective in their ability to 

implement FC with fidelity. These align theoretically with theories included in this study 

(Aaron et al., 2011; Durlak & DuPre, 2008; Meyers et al., 2012) as well as previous 

research related to the importance of peer support training, and leadership as particularly 

important for new staff in child welfare (Chenot, Benton, & Kim, 2009) and should be 

considered as support for implementation. In addition, quantitative results may not have 

captured the importance of quality assurance efforts as they related to fidelity, but FC 

leaders spoke at length about the need for QA capacity within the organization in order to 

apply data-based decision making for improvement. Data can be used by staff, 

supervisors, and leaders to understand opportunities to strengthen performance and align 

organizational supports to ensure efforts serve the promotion of child and family 

outcomes in child welfare (Collins-Camargo, Sullivan, & Murphy, 201; Metz & Bartley, 

2011).  
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 Selection of Workers. There are also practical implications for the selection of 

workers implementing FC. One finding from the quantitative results suggests that case 

planner perspectives on the limitations of FC may hinder their achievement of fidelity. 

This could be an area of consideration when hiring or selecting FC workers. Qualitative 

results suggest that some intrinsic traits related to case planner empathy, persistence, 

passion, technical attributes of the organization, time management, discipline, critical 

thinking, and the ability to receive feedback are good candidates to consider in an 

interview or selection process of FC case planners. Competency based approaches for 

hiring child welfare caseworkers can prepare workers for the expectations for the job, 

select for unteachable traits and provide information to supervisors or particular areas of 

focus for new workers (Bernotavicz & Locke, 2000).    

 System Level Policies and Procedures. Findings from the study also suggest that 

case planners perceive that system policies are hindering their ability to implement FC 

with fidelity. A practical implication from this study is the potential for additional 

exploration into the reported alignment or misalignment between FC fidelity and ACS 

policies by the FCC collaborative and ACS. Several case planners reported a mismatch 

between families referred for FC and the FC eligibility criteria. They reported that some 

families have a myriad of concrete needs that must be attended to first before carrying out 

FC components, and depending on the scope of the families’ needs, they can affect the 

pace of the FC components. This may imply some misunderstanding of FC because one 

of the core components of the intervention is to attend to concrete needs in one of the first 

stages of the intervention. Additionally, case planners, supervisors, and leaders reported 

that ACS has additional requirements depending on the family situation and case, which 
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often conflict with or take precedence over FC fidelity requirements. The implementation 

of EBPs in child welfare requires a thoughtful and gradual process that adapts the system 

requirements to the EBP or an identification of common ground (Barth, 2008). Findings 

from this study suggest further exploration regarding policy implementation and 

alignment may be beneficial to case planners and agencies implementing FC in NYC. 

From a broader perspective, this study suggests that an important part of EBP 

implementation in the real world is the alignment of current policy and practice 

expectations with intervention fidelity criteria. Although initial work was done to attend 

to some of these challenges with FC in NYC (DePanfilis, February 23, 2017) interview 

and focus group data suggests that some case planners continue to experience challenges 

related to ACS expectations and their discordance with FC fidelity. This study suggests 

that paying attention to how referrals to provider agencies implementing EBPs are made 

within a system may influence a worker’s ability to implement the intervention as 

intended. Furthermore, the study suggests that ensuring alignment between system and 

intervention requirements (e.g., paperwork and assessments) could support a worker’s 

ability to achieve fidelity.  

Implications for Research 

 The findings from this study offer a variety of areas for further exploration in 

research. First, there were sample size constraints in this study and research would 

benefit from a larger study over time to consider worker turnover and study changes in 

fidelity over time and contributing factors.  Although this study shed light on some 

individual and organizational factors related to fidelity, it also illuminated other areas to 

explore in the qualitative portion of the study that would benefit from future research. 
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These qualitative results related to specific intrinsic and technical attributes of workers, 

how characteristics of supervision relate to fidelity, the importance of ensuring 

supervisors are well equipped to support workers’ fidelity, and how policies and 

procedures within the system affect a workers’ ability to implement an intervention in 

community-based settings with fidelity. It’s been acknowledged that more research is 

necessary to understand the most effective ways to implement and sustain interventions 

in real world settings (IOM & NRC, 2014).   

 The findings also suggest that supervision has an important role in ensuring 

worker skills and abilities to implement FC with fidelity. Previous research supports the 

important of supervision in improving worker retention (DePanfilis & Zlotnik, 2008), job 

satisfaction (Barth et al., 2008), and intention to stay in the field (Strolin, McCarthy, & 

Caringi, 2007). However, the findings suggest particular characteristics of supervision are 

helpful to ensure fidelity related to their proactiveness and perseverance. Similar features 

of supervision have been found to contribute to worker retention (Hopkins et al., 2007). 

More research on how specific components of supervision relate to worker fidelity is 

necessary, if the fidelity of interventions in real world settings is to be promoted. The 

focus group with supervisors also suggest that supervisors need support and coaching on 

their own skill development. Research in child welfare would benefit from a thorough 

exploration of supervision, and the support for supervisors that are helpful in supporting 

worker fidelity.  

 From a small sample, there appeared to be differences in how the workers talk 

about practice. For example, case planners with above average fidelity scores spoke at 

great lengths about the availability and supportiveness of their supervisors; whereas case 
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planners with below average fidelity shared mixed feelings regarding the intervention. 

These descriptions may be due to how case planners understand the intervention, how 

they approach child welfare practice in general, or their relationship with their supervisor, 

but this is a tentative conclusion and a possible opportunity for future research. 

 Findings from this study also suggest there are some systems-level policy and 

practices that may affect fidelity; such has how families are referred to FC and paperwork 

requirements by the child welfare system. These types of factors were not explored 

quantitatively in the study, and more research is needed to understand how these 

variables relate to fidelity. This is in important piece of the puzzle in understanding how 

fidelity of interventions occurs in real world settings and the marrying of intervention and 

systems requirements, since frequently interventions replication research typically occurs 

in highly controlled or desirable settings (Bernstein et al., 2010; Proctor, 2012).  

Conclusion 

 This study sought to understand the individual and organizational factors that 

affect fidelity of interventions in community-based settings. A mixed-methods approach 

was used to unpack the complexities of real world implementation. The results indicate 

that real world implementation is challenging, and that commonly for workers to 

implement the intervention with fidelity, their supervisor is the primary support that 

ensures they are able to persevere through challenges and apply intervention skills 

consistently across a range of families with varying needs. Results also suggest that there 

may be other individual, organizational, and system level factors related to fidelity 

worthy of future exploration. It is also important to note that these factors are dynamic 

and do not exist in isolation and understanding how these factors relate to one another, 
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and influence a worker’s ability to implement an intervention with fidelity, is important 

to investigate. Ultimately, if the aim is for children and families to benefit from the 

investments made to develop and test useful and effective interventions, particularly with 

regards to the prevention of maltreatment, then it is necessary to create aligned systems 

of support for workers so that each level of the system is in service to the worker’s ability 

to implement the proven intervention with its established fidelity.  
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Appendix A 

Studies Excluded After Full Text Review (n =14)  

Author (Year)  Reason for Exclusion  

Bearman, Garland, & Schoenwald (2014); Bruns, 

Pullman, Sather, Brinson & Ramey (2015) 
Fidelity development process 

explained; no contributors noted  
Aarons, Sommerfeld, Hecht, Silovsky, & Chaffin 

(2009) 

Fidelity was an IV tested on staff 

turnover 

Goyal, Ammerman, Massie, Clark, & Ginkel 

(2016) 

DV were outcome variables, not 

fidelity 

Kutash et al. (2012) 
Fidelity domains explained; no 

contributors noted  
Kernan (2014); Metz et al. (2015); Akin, Brook, 

Byers, & Lloyd (2016); Saldana, Chamberlain, 

Chapman, 2016)  

Fidelity improvements tested, but 

contributors not assessed 

quantitatively  

McArthur, Riosa, Preyda (2012) 
Systematic review of fidelity 

inclusion in studies; did not assess 

as DV  

Gearing, Schwalbe, Dweck, & Berkowitz (2012) 
Fidelity was tested as client 

adherence vs worker performance 

Earnes et al. (2008) 

Neither individual nor 

organizational factors identified as 

IVs 

Lutzker & Merrick (2009) 
Seng, Prinz, & Sanders (2006) 

Text not available through HSHSL 

or interlibrary loan  
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Appendix B 

Data Matrix of Included Quantitative Studies 

Study Authors Research 

Design, 

Independent 

Variable 

Measurement

, Data 

Analysis, and 

Response 

Rate 

Study 

Sample and 

Valid 

N/Unit of 

Analysis  

 Target 

population/ 

Interventio

n 

Dependent 

variable 

(Fidelity 

Definition 

and 

measurement

)  

Significant 

Factors 

Non-

significant 

Factors (also 

control 

variables 

included)  

Bearnan, S.K., 

Weisz, J.R., 

Chorpita, B.F., 

Hoakwood, K., 

Ward, 

A.M…Bernstein

, A. (2013).  

Observational 

– cross 

sectional  

 

EBPAS 

Questionnaire 

administered 

to sample  

 

Descriptives 

 

Regression & 

Hierarchical 

Linear Model 

version 6.08 

 

Response rate 

nor attrition 

reported. 

Convenienc

e Sample  

 

N = 57 

therapists 

from two 

states 

from 10 

different 

clinics, 12 

supervisors 

and 136 

youth 

 

  

 Youth 7-13 

experiencing 

anxiety, 

depression 

and 

disruptive 

conduct.  

 

CBT for 

anxiety and 

depression 

and BFT for 

disruptive 

conduct.   

Fidelity – as 

measured by 

concordance 

between 

planned and 

subsequently 

reported 

practices in 

supervisory 

session. 

Project 

supervisors 

completed the 

consultation 

record in 

coordination 

with 

therapists. 

Self-report 

through 

consultation 

record but 

reliability was 

validated 

through 

observational 

coding of 

audio- or 

video 

recording of 

the same 

session. ICC 

Reported. 

Case notes 

(consultation 

record) - 

Practitioner 

level   

Supervision 

modeling 

and 

supervision 

role place 

were 

significant 

predictors 

of practice 

concordanc

e (match 

between 

planned 

activity and 

activity 

carried out 

in practice 

as measured 

by audio 

and video 

recording). 

HLM 

analyses 

showed 

modeling 

predicted 

concordanc

e in the 

session 

immediatel

y following 

supervision. 

Interaction 

between 

therapist 

sex and 

discussions 

of planned 

content was 

significant.  

Therapist 

individual 

characteristic

s – age, sex, 

ethnicity, 

years of 

experience, 

degree, 

theoretical 

orientation 

and attitudes 

toward EBPs.  

Supervision 

discussion 

content.  

 

HLM 

analyses 

revealed 

discussions 

of practice 

and role play 

were not 

significant.  

 

Interaction 

between 

therapist sex 

and 

supervisory 

discussions’ 

was not 

significant 

for females. 

Modeling nor 

role play 

were 

significant 

for younger 

therapists  
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Appendix B Continued  

     Follow-up  

analyses 

revealed this 

was 

significant 

for males. 

The 

interaction 

between 

therapists’ 

age and 

modeling 

and role play 

were 

significant 

for older 

therapists. 

 

when 

interaction 

were 

examined.  

Bruns, E.J., 

Suter, J.C. 

& 

Leverentz-

Brady, K.M. 

(2006). 

Observational – 

Cross sectional  

 

WFI-Program 

Administrator 

survey 

administered 

via phone and 

Wraparound 

fidelity index – 

WFI – 

administered 

in-person to 

family and 

caregivers. 

 

Descriptives 

 

Regression 

 

Response rate: 

For WFI-

Fidelity ratings 

- 29% from all 

3 - caregivers, 

youth and 

resource 

facilitator in 

family.  

20% from 

caregivers and 

resource 

Convenience 

Sample  

 

8 voluntary 

mental health 

sites. WFI 

interviews 

completed 

for 289 

families.  

 

Sites -8 

Caregivers N 

= 221 

 

Youth N = 

158 

 

Resource 

Facilitators = 

193 

 

Children 

and 

families 

experiencin

g serious 

emotional 

disorders 

 

(5/8 sites 

served 

children 

referred by 

CW)  

 

Wrap-

around 

Wraparound 

adherence 

scores – 3 

measures total. 

Structured 

interviews with 

caregivers, 

youth and 

resource 

facilitators. 

Client report –

agency level 

The number 

of WFI-PA 

domains was 

a significant 

predictor of 

fidelity 

ratings by 

caregiver 

(F=6.03, 

df=1 and 6, 

p=.025). B 

=.125 

(SE=.51).  

 

WFI-PA 

domains 

number 

significant 

predictor for 

youth fidelity 

scores 

(β=.58; 

F=2.478, 

df=1 and 6, 

p=.088). B = 

.117 SD =.74 

 

 

 

 

 

 

# of WFI-PA 

domains and  

resource 

facilitator’s 

fidelity scores.  
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Appendix B Continued  
facilitator in a 

family.  

9% - youth and 

resource 

facilitator in a 

family.  

17% - 

caregivers 

alone.  

6 % - youth 

alone.  

 

Crea, T.M. 

& 

Crampton, 

D.S. (2011).   

Observational – 

Cross – 

Sectional  

 

Survey 

delivered on-

site by first 

author over the 

house of two 

days at each 

site.  

 

Five Linear 

Regression 

Models 

 

Response rate: 

72.2% total. 

63.7% in 

Louisville and 

80.6% in 

Fresno. 

Convenience 

sample  

 

410 child 

welfare 

workers from 

two sites. (1) 

Jefferson 

County 

(Louisville) 

Kentucky 

Department 

of 

Community-

based 

Services 

(n=181) (2) 

Fresno 

County 

Department 

of Child and 

Family 

Services 

n=229)  

  

Child 

Welfare 

 

 

Family to 

Family 

Initiative 

Four core 

Family to 

Family 

strategies: 

Team Decision-

Making (TDM) 

Building 

Community 

Partnerships 

(BCP);  

Resource 

Family 

Recruitment, 

Development 

and Support 

(RDS); 

Self-Evaluation 

(SE). Family to 

Family overall 

implementation

. Measured 

through 20 

tailored items 

on the Survey 

of 

organizational 

excellence 

(SOE), which 

can be adapted 

for specific 

interventions 

and 

administered to 

workers and 

supervisors. 

Self-report 

(practitioner 

and supervisor) 

– practitioner 

and agency 

level  

Higher 

organization

al 

information 

scores 

predicted 

higher 

implementati

on of TDM, 

RDS  and 

overall 

opinions of 

F2F.  

 

Service area, 

years of 

service and 

merit 

increase 

were 

predictive of 

SE fidelity.  

 

 Years of 

service at org 

was 

predictive of 

overall F2F 

implementati

on (B = 1.5, 

SE = 0.7; p = 

0.038).  

 

Hour per 

week, 

supervisor, 

age, years of 

service at org. 

Service area 

(2 service 

areas); merit 

increase, plan 

to work at 

agency, 

salary, 

workgroup, 

accommodatio

ns; personal  
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Appendix B Continued  
Effland, 

V.S., 

Walton, 

B.A., & 

McIntyre, 

J.S. (2011) 

Observational – 

longitudinal 

(prospective-

cohort)  

 

WFI 

administered 

through 

telephone 

interviews with 

wraparound 

facilitators  

 

 

Descriptives 

 

ANOVA 

 

Response rate: 

Not included  

 

Convenience 

sample  

 

65 

communities 

implementin

g 

Wraparound 

services, 515 

facilitators 

with WFI 

scores.   

Behavioral 

Health 

 

Wraparoun

d  

Overall 

facilitator 

Wraparound 

Fidelity Index 

(WFI) score 

administered 

through 

telephone 

interviews to 

wraparound 

facilitators. 

Telephone 

interviews of 

facilitator (self-

report) – 

community/age

ncy level   

A significant 

relationship 

was found 

between the 

community 

stage of 

development 

and levels of 

fidelity F (3, 

5.72) p < .01, 

w =.2. There 

was a 

significant 

cubic trend F 

(3, 506) p < 

.01, w =.2. 

“Planned 

contrasts 

revealed a 

significant 

relationship 

between 

earlier 

(contemplati

on and 

preparation) 

and later 

(action and 

maintenance) 

stages of site 

development 

t (156.57 – 

2.28, p <. 05 

r = .168.  

 

 

 

 

 

 

 

 

 

None 

provided  

Fagan, 

A.A., 

Hanson, K., 

Briney, J.S. 

& Hawkins, 

J.D. (2012)  

Longitudinal 

Cohort design 

– 12 matched 

pairs that were 

randomized to 

receive CTS vs 

control.  

 

Community 

Three-tiered 

snowballing 

sample for 

response 

measures 

 

24 sites – 12 

Communities 

that Care 

Community 

prevention 

 

Communiti

es that Care 

interventio

n – several 

interventio

ns for 

Fidelity of CTC 

compared to 

Control Fidelity 

to Adherence 

principles. 

Fidelity 

assessed 

through 

computer 

At time 2, 

respondents 

in CTC 

communities 

were 

significantly 

more likely 

to report 

monitoring 

CTC v control 

on two time 

points (2007 

and 2010) 

related to staff 

training, 

manual 

provided, 

content 
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Appendix B Continued  
Resource 

Documentation 

surveys (CRD)  

- multiple 

components – 

structured 

telephone 

interviews with 

directors/servic

e providers, 

mail surveys to 

school 

administrator 

and internet 

survey to 

teachers 

 

Wilcoxon 

Signed Ranks 

Test 

 

Response rate: 

Agency 

coalition 

interviews  - 

95% (2007) 

94.8% (2010) 

Principle 

survey 81.7% 

(2007) 

 

Program 

interview 

92.0% (2007); 

93.4% (2010) 

 

Teacher 

(CTC) and 

12 controlled  

youth   assisted 

telephone 

interviews of 

program 

coordinators, 

staff, and 

teachers (self-

report). 

Constructs were 

dichotomous 

which were 

averaged across 

all respondents. 

Community/age

ncy level   

 

program 

implementati

on than 

control  

delivered, 

sessions 

taught, 

participants 

responsivenes

s, evaluation 

system, staff 

coaching, and 

quality 

assurance.  

Holth, P. 

Torsheim, 

T., 

Sheidow, 

A.J., Odgen, 

T. & 

Henggeler, 

S.W (2011)  

Experimental – 

Random 

assignment to 

QA or 

workshop only 

conditions  

 

Descriptive  

 

Mixed Linear 

Models for 

repeated 

measures 

 

Response rate:  

Therapists 

and youth 

abusing 

cannabis  

 

21 therapists 

in 8 teams 

(nested) and 

41 families 

nested, with 

up to 5 

repeated 

observations 

Substance 

abuse in 

youth  

 

Multisyste

mic 

Therapy 

and 

Cognitive 

Behavior 

Therapy  

Therapist 

adherence to 

cognitive 

behavior 

techniques and 

contingency 

management as 

measured by 

feedback 

through 

interviews from 

therapists, 

caregivers and 

youth through 

9-item 

Intensive 

Quality 

Assurance 

(IQA)enhanc

ed therapist 

adherence 

significantly 

improved 

adherence to 

cognitive 

behavioral 

techniques  

IQA was not 

sign. In 

improving the 

contingency 

management  
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21/41 had 

available 

information for 

all 5 

measurements. 

The remaining 

20, therapy was 

completed or 

terminated 

before 

completion. 

Survival 

analysis 

conducted to 

look at 

differences in 

termination 

among the 2 

groups with no 

statistical sig. 

 

 

CM/CBT 

measure (Self-

report and 

client report) 

Practitioner 

level  

 

 

 

 

 

 

 

Munsell, 

E.P., Cook, 

J.R., 

Kilmer, 

R.P., 

Vishnevsky, 

T., & 

Strompolis, 

M. (2011)  

Observational-

longitudinal 

(retrospective 

cohort) 

 

Archival data 

from 

MeckCARES 

study  

 

Descriptives 

 

Correlations 

and 

hierarchical 

regressions 

 

Response rate: 

88 teams with 4 

meetings and 

both team 

attendance and 

PRC data out 

of 292 teams 

with data (other 

teams may not 

have data) 

Convenience 

sample 

 

Team 

members of 

wraparound 

 

88 teams, 

2,643 fidelity 

forms 

completed  

Children 

with severe 

emotional 

disturbance

s and their 

families 

 

Wraparoun

d  

Wraparound 

fidelity 

principles of 

team 

functioning 

(TF) and team 

cohesion (TC) 

assessed 

through the 

Participant 

Rating Form 

administered to 

parents/caregiv

ers, youth, team 

facilitators, 

service 

providers and 

informal 

supportive 

persons. 

Practitioner 

level  

Team 

attendance, 

mean 

consistency 

of team 

members and 

# of team 

members   

Mean 

consistency 

percentage 

and mean 

number of 

team members 

present were 

not sign. 

related to TF 

and TC.  

 

 

 

 

 

 

 

Schoenwald

, S.J., 

Sheidown, 

Observational – 

multiple cohort 

study (two 

Convenience 

sample  

 

Children’s 

mental 

health and 

Therapist 

adherence to 

MST treatment 

Consultant 

competence 

and Alliance 

MST 

procedures 

were not a 
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A.J. & 

Letourneau, 

E.J. (2004)  

independent 

samples)  

 

Descriptives 

 

Random effects 

regression 

analysis using 

hierarchical 

linear and non-

linear modeling 

 

Response rate: 

Not provided  

Multiple 

units of 

analysis:  

Two samples 

– Pilot – 11 

consultants, 

87 therapists, 

178 

caregivers in 

26 programs 

 

Transportabil

ity sample – 

10 

consultants, 

162 

therapists, 

284 families 

in 35 

programs  

 

 

child 

welfare 

services –  

(178 

caregivers 

of youth 

ages 9-17 

with 

antisocial 

behavior 

problems 

referred to 

a licensed 

MST 

program)  

 

MST 

principles as 

rated by 

caregivers and 

youth on the 

Therapists 

adherence 

measure 

(TAM). Client 

report. 

Practitioner 

level.   

in pilot 

sample and 

competence 

in 

Transportabil

ity sample 

significant 

predictor of 

therapist 

adherence in 

either group. 

Alliance was 

not a 

significant 

predictor in 

the 

transportabilit

y group.   

Webster-

Stratton, 

C.H. Reid, 

M.J. 

Marsenich, 

L. (2014) 

Experimental – 

random 

assignment to 

either 

workshop only 

or workshop + 

ongoing expert 

coaching and 

support  

 

Two-level 

random effect 

models, 

treatment 

sessions (level 

1) nested 

within site 

(level 2)  

 

Response rate: 

Not reported   

Convenience 

sample  

 

10 

community 

mental health 

agencies  

 

 

56 therapists 

but varying 

N because of 

design 

 

 

 

 

 

 

Children’s 

mental 

health and 

child 

welfare 

services 

 

(participati

ng sites 

were 10 

publically 

funded 

community 

mental 

health 

agencies in 

CA that 

provide 

children’s 

mental 

health and 

CW 

services.)  

 

Incredible 

Years 

Fidelity to 

Incredible 

Years Program 

on 8 domains: 

practical, 

collaborative, 

knowledge, 

leadership, 

relationship, 

skills: home 

activities, skill: 

role plays, 

skills: vignettes. 

Fidelity is 

assessed 

through 

therapist report, 

parent report, 

and 

observational 

coding. 

Practitioner 

level.  

Sign. 

Differences 

between two 

models of 

training 

(workshop 

model vs. 

enhanced 

expert 

coaching and 

consultation 

model) 

showed 

significant 

differences 

on 4/8 

fidelity 

domains of: 

practical 

support 

(child care 

and food), 

collaborative 

approach, 

knowledge 

of content 

and skills in 

mediation 

discussion of 

vignettes.  

Subdomains 

of fidelity – 

conducing 

role plays, 

skills in 

reviewing 

home 

activities, and 

group 

leadership 

features were 

not sign. 

different 

between 

groups.  
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Whitaker et 

al. (2012)  

Observational – 

longitudinal 

(prospective 

cohort).  

 

Demographic 

survey at start 

of training that 

included 

EBPAS.  

 

Correlations 

 

Attrition rate: 

Inactive left the 

agency (n=28), 

no longer 

implementing 

SAFE care 

cases (n = 38), 

failed to 

communicate 

with center (n 

= 87) 

Convenience 

sample  

 

Staff trained 

in SafeCare 

 

295 

individuals 

from 50 

agencies 

Child 

Welfare 

 

 

Safe Care  

Implementation 

indicators – 

quiz scores, 

role-play 

scores, any 

implementation

, certification 

and in-field 

fidelity.  

 

Workshop 

indicators – role 

plays and quiz 

scores related to 

implementation 

indicators.  

 

Standardized 

checklist 

through 

observation of 

certified on-site 

coach. 

Practitioner 

level.  

At the p < 

.05, 6 of the 

30 

correlations 

were 

significant. 

These 

included: age 

(inversely 

related); sex 

(females 

more likely 

to implement 

and reach 

certification)

; Primary 

discipline – 

counselors 

more likely 

to implement 

than non-

counselors). 

These were 

not 

significant at 

the 

Boneferroni-

corrected α 

of p < .0016.  

 

Quiz scores; 

role-plays 

Sex, having a 

graduate 

degree, 

primary 

disciple, 

previous EBP 

experience, 

EBPAS score  

Beidas et al. 

(2014) 

Quasi-

experimental. 

Random 

assignment to 

training 

condition – 1-

day training 

workshop; 2 – 

computer 

training; 3 – 

augmented 

training: a 1-

day workshop 

that included a 

focus on 

principles of 

CBT and active 

learning.  

 

Convenience 

sample  

 

115 

Mental 

Health 

 

Three 

different 

CBT 

training 

formats.  

Fidelity – 

Performance-

Based Role 

Play – 

independently 

rated (PBRP; 

Dimeff et al. 

2009) – role 

plays were 

digitally 

recorded then 

later reviewed – 

observational -

practitioner 

level 

 

Adherence and 

Skill Checklist 

(ASCL; Beidas 

Organization

al climate – 

positive 

weight.  

 

Negative 

weight – 

experience in 

months and 

scores on 

requirements 

subscale of 

EBPAS 

increased, 

adherence 

decreased 

EBPAS 

requirements 

score 

Age, EBPAS 

(Aarons 2004) 

scales appeal, 

divergence, 

openness, 

Clinician 

Demographics 

and Attitudes 

Questionnaire; 

Beidas et al., 

2009) CDAQ 

scores, Other 

ORC scales 

(Lehman et al. 

2002) – 

motivation, 

resources, 

staff 

attributes, 
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Three multiple 

linear 

regressions 

et al. 2009) – 

observational - 

practitioner 

level 

 

increased, 

skill 

decreased.  

training 

climate.  

Beidas et 

al.(2015)  

Observational, 

cross-sectional 

study of 23 

organizations 

 

3 sets of linear 

mix-effects 

regression 

models 

 

Response rate: 

Not provided   

Purposive 

sampling  

 

19 agencies 

with 23 sites, 

130 

therapists, 36 

supervisors, 

and 22 

executive 

administrator

s.   

29 child 

serving 

agencies. 

Youth 

receiving 

publicly 

funded 

mental 

health care  

Therapists’ use 

of CBT, family 

therapy, and 

psychodynamic 

technique 

through 

Therapy 

Procedures 

Checklist-

Family Revised 

(TPR-FR) – 

self-report - 

practitioner 

level 

Therapists in 

orgs. that had 

participated 

for fewer 

years in city-

sponsored 

EBP 

initiatives, 

had more 

resistant 

cultures, and 

more 

functional 

climates 

were more 

likely to use 

CBT. Old 

therapists 

and 

therapists 

with more 

open 

attitudes 

more likely 

to use CBT.  

 

Org. use 

more fee-for-

service and 

org. with  

more 

stressful 

climates 

were more 

likely to use 

family 

therapy 

techniques. 

Women 

more likely 

to use family 

techniques.  

 

Psychodyna

mic – 

individual – 

therapists 

Implementatio

n climate and 

leadership  
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with more 

divergent 

attitudes and 

perceived 

differences 

between 

EBPs and 

less 

knowledge 

about EBPS 

were more 

likely to use 

psychodyna

mic 

techniques. 

 

Buchanan, 

Chamberlai

n, Price, & 

Sprengelme

yer (2013)   

Equivalence 

design 

 

MLM 

 

Response/Attrit

ion rate: Not 

Provided 

10 KEEP 

Facilitators 

G1 – n=6 

facilitators 

trained and 

supervised 

by 

developers; 

G2 – n=4 

trained and 

supervised 

by G1 

 

Video 

recorded 

sessions of 

facilitators. 

G1 sessions 

= 155; G2 

sessions = 

136 

Foster and 

kinship CW 

homes; 

KEEP 

interventio

n 

Fidelity – 

facilitator 

adherence 

rating form 

(FAR) – 

observational of 

video 

recordings – 

practitioner 

level 

 No differences 

in fidelity 

scores 

between the 

G1 and G2 

groups- 

indicating that 

fidelity 

monitored by 

the agency 

itself was not 

significantly 

different from 

developers.  

 

Chaffin, 

Hecht, 

Aarons, 

Fettes, 

Hurlburt, 

Ledesma 

(2015) 

Observational – 

cohort design  

 

Three level 

growth model 

(session, nested 

within clients, 

nested within 

providers) 

 

Response/Attrit

ion Rate: Not 

provided.  

2 classes 

within the 

design – 

home visitors 

(n = 45; 9 

ICT 

members, 36 

others); 

clients 

(n=957)  

 

Safecare 

sessions 

(n=5,769) 

nest within 

Community 

based 

agencies in 

CW/ 

SAFECAR

E 

Fidelity – client 

report adapted 

from MST 

client self-

report 

(Schoenwald et 

al., 2000) and 

the Client 

Cultural 

Competency 

Inventory 

(Switzer et al., 

1998). Fidelity 

had five 

dimensions but 

Initial post-

training 

fidelity for 

the ICT 

“seed team” 

was higher 

than post-

training of 

interagency 

cohort. 

Differences 

remained 

marginally 

sign. at 12 

weeks. 

No significant 

differences 

between ICT 

and other 

cohort 

member 

groups at 26, 

52, and 104 

weeks of 

fidelity.  

 

No differences 

in cultural 

competency 

effects.  
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clients 

(n=957), 

nested within 

providers 

(n=45) 

was modeled as 

one latent 

construct due to 

correlations – 

client report – 

practitioner 

level 

 

 

Sign. cohort 

in favor of 

the ICT 

effects were 

found for the 

TeachModel, 

Psychoed 

and 

Feedback 

fidelity 

elements.  

Taylor, 

Asgary-

Eden, Lee, 

& LaRoche 

(2015) 

Retrospective 

 

T-tests  

 

Response rate: 

Not provided.   

Service 

providers 

implementin

g Triple P 

62% of full 

sample had 

adherence 

data of less 

than 100% 

(n=93). 

Triple P 

Positive 

Parenting 

Interventio

n 

Triple P  

Session 

Specific 

checklists to 

fidelity of 

Triple P that 

was categorized 

into session 

activities 

related to 

processes, 

therapeutic 

interventions, 

homework and 

exercises. Self-

report – 

practitioner 

level 

Adherence to 

processes 

and exercises 

was 

significantly 

higher 

among 

service 

providers 

with more 

years of 

experience 

and 

adherence to 

therapeutic 

interventions

, homework, 

and exercises 

was sign. 

lower in 

individual 

compared to 

group 

format.  

Service 

providers 

experience 

was not 

associated 

with overall 

adherence  
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Data Matrix of Mixed Methods and Qualitative Studies  

Study Authors Research Design, 

Analysis, Response 

Rate 

Study sample, 

target population, 

intervention 

Explored Factors Related 

to Fidelity 

Barriers to 

Fidelity 

Bertram, 

Schaffer, 

Charnin (2014) 

Case Study – Although 

not noted. Case reviews 

to search for themes 

Consensus building 

Response rate; N/A 

31 cases reviewed; 

Team discussion of 

consensus of 

identified 

contributors  

Child Welfare-

Wraparound 

Team composition and 

timeliness of wrap team 

development, breadth of 

assessment, focus, means 

and duration of the 

intervention, frequency of 

revisions, frequency, focus 

and format of supervision  

 

Chung, 

Mikesell, & 

Miklowitz 

(2014) 

Focus Groups 

 

Transcribed, content 

analysis. Two reviewers 

 

Response rate: 

Demographics through 

survey – 82.5% (33/40) 

5 administrators, and 

35 providers from 

Community mental 

health agencies 

 

Family-Focused 

Therapy (FFT) 

EBP detail related to 

structure and 

implementation. Structure 

related to training and 

manuals which supported 

clinical judgements.  

Providers emphasized the 

importance of peer 

provider support when 

learning a new EBP.  

Time and effort 

required to EBP 

implementation; 

balance 

between fidelity 

and 

productivity  

Therapeutic 

limitations and 

perceived 

inflexibility of 

EBPs.  

 

Kauffman, 

Perry, 

Hepburn, & 

Duran (2012) 

Mixed Methods 

Little detail provided. 

Data analyzed and 

synthesized using qual 

and quan procedures – 

using Atlas and SPSS.  

 

Response rate: not 

provided 

6 early childhood 

mental health 

consultation  

(ECMHC) programs, 

120 individuals, 12 

mental health 

consultants, 27 child 

care providers, 14 

parents, and program 

administrators, 

evaluation and 

program partners.  

Child Mental Health 

Programs. Clinical 

Coaching Programs 

Logic Model, theory of 

change, detailed program 

model implementation, 

standardized job 

descriptions, integration of 

fidelity in supervision, 

regularly scheduled fidelity 

session, written 

agreements, strong 

management information 

system 
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Murray, 

Culver, 

Farmer, 

Jackson, & 

Rixon (2014)  

Case Study 

 

Analysis: not provided 

Response rate: not 

provided 

KidsPeace North 

Carolina,- provides 

child and family 

mental health 

services 

 

Child mental health. 

Together Facing the 

Challenge (TFTC) 

Infrastructure and 

orientation – committed 

management positions and 

leadership in supporting 

ongoing improvements.  

Fit of the model with 

agency philosophy 

Needs assessment which 

indicated the need for 2 day 

supervisory training, 

training of new staff, and a 

train the trainer approach to 

garner internal capacity 

 

Stern, Alaggia, 

Watson, & 

Morton (2008) 

Mixed Methods – quan 

looked at proportions of 

fidelity scores, qual 

looked at barriers and 

facilitators to fidelity 

Notes, audiotapes, 

observations, negative 

case analysis, content 

analysis, multiple coders 

 

Response rate: Not 

provided 

Large mental health 

center partnered with 

three community 

agencies, 10 

parenting groups 

 

Incredible Years 

Highlighting and 

reinforcing fidelity, 

supervisor responsiveness 

and report, IY training, 

structure and materials, 

monitoring fidelity and 

problem solving, group 

leader fit and belief in the 

importance of IYPP.  

Balancing 

parent 

preferences 

with structured 

program 

components, 

time 

constraints, 

language, 

relevance, role 

play reluctance, 

confusion/conce

rns with time 

out, structure of 

materials and 

manual, 

disconnect 

between high-

risk/clinical and 

universal 

prevention 

strategies, lack 

of control  

Akin, B. 

(2016) 

Qualitative – focus 

group with coaches and 

interviewees with 

coaches 

Response rate: not 

provided  

Coaches (n = 13) and 

coachees (n = 11) 

delivering PMTO  

 

Families of children 

in foster care 

Coaching to support 

fidelity. Four themes were 

identified: (1) supporting 

practitioners via strengths-

oriented feedback; (2) 

promoting skill building 

via collaboration and active 

learning strategies; (3) 

problem-solving for 

appropriate use and 
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adaptation of the EBP with 

real-world cases, and 4) 

providing an accountability 

mechanism for high fidelity 

implementation.    
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Individual and Organizational Factors Categorized and Outcomes of Analyses  

Independent 

Variables Significant Relationship 

Non-significant 

Relationship Summary of Relationship  

Individual factors: Demographics  

Age (S01) The interaction between 

therapist age and modeling was 

significant (β = 0.96, t = 2.47, p = 

0.015, r2 = 0.16). Modeling (β = 

1.11, t = 5.67, p < 0.001, r2 = 

0.73) and role-play (β = 0.85 t = 

5.65, p < 0.001, r2 = 0.73) were 

predictive of concordance for 

older therapists.  

 

(S10) Age was inversely related 

to role-play scores (r = -.18, p 

<.01, n=196), quiz scores (r = -

.21, p =.002, n = 215) and in-

field fidelity (r = -.36, p = .007, 

n=54)3 

(S01)Therapist age was 

not a significant 

predictor of practice 

concordance in 

univariate regression 

analyses 

 

(S01) Modeling nor 

role play were 

significant predictors 

for concordance in 

younger therapists.  

 

(S03) Age not 

predictive for family to 

family fidelity.  

 

(S10) Age was not 

significant related to 

SafeCare fidelity 

 

In one study (S01) age moderated the 

relationship between supervision 

practices of modeling and role play 

for concordance of older therapists.  

 

 

In another study (S10) the younger 

the therapist, the more likely they 

were to score higher on role place, 

quiz and in-field fidelity scores. 

However, these results were not 

significant when Bonferroni-

corrected adjustments were made.  

 (S11) Age was significant related 

to therapists’ use of CBT 

techniques. Specifically, older 

therapists were more likely to use 

CBT.  

 

 Older therapists more likely to 

implement CBT.  

Sex  (S01)  Interaction between 

therapist characteristics, 

supervision processes and EBP 

concordance revealed that 

therapist sex and discussion of 

planned content was significant 

(β = 0.43, t = 2.14, p = 0.034, r2 = 

0.08). Follow-up linear 

regression analyses showed 

discussion predicted concordance 

for male therapists (β = 1.25, t = 

3.15, p = 0.007, r2 = 0.46) but not 

female.  

(S01)Therapist sex was 

not a significant 

predictor of practice 

concordance in 

univariate regression 

analyses 

(S01) Significant interaction between 

sex and discussion of planned content 

in supervisory sessions which 

predicted concordance for male 

therapists.  

 (S12) Women were more likely 

to implement FTT Therapy 

techniques with fidelity.  

(S12) Sex was not a 

significant predictor 

for the two other 

interventions, CBT and 

Psychodynamic 

Therapy Techniques 

included in this study.  

 

 

 

                                                           
 
3 Not significant at Bonferroni-corrected corrected α of p < .0016 
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Individual factors: Demographics  

Race/ 

Ethnicity 

 (S01)Therapist 

ethnicity was not a 

significant predictor 

of practice 

concordance in 

univariate 

regression analyses 

 

Not significant 

 

Individual factors: Educational and experience 

Degree  (S01)Degree  was 

not a significant 

predictor of practice 

concordance in 

univariate 

regression analyses 

 

(S10) Degree and 

primary discipline 

were not significant 

related to SafeCare 

fidelity.  

 

 

 

Not significant  

Previous EBP 

training 

 

 (S10) Previous 

training in EBP not 

predictive of  

fidelity 

Not significant  

Length at agency (S03) Years at service 

organization was predictive of 

one component of F2F fidelity 

(SE).  

 

 Years of service at an 

organizational predicted the self-

evaluation component of F2F 

fidelity.  

Experience (S11) Higher # of experience in 

months significantly predicted a 

decrease in adherence.  

 Clinicians with more experience 

were less likely to adhere to the 

intervention.  

 (S15)Adherence to Triple P 

processes and exercises was 

significantly higher among 

service providers with more 

years of experience.  

  

Practitioners with more experience 

were more likely to adhere to 

Triple P processes and exercises.  

Individual factors: Professional commitment 

Commitment to 

agency 

 (S03) Plan to work 

at the agency was 

not predictive of 

F2F fidelity.  

  

Not significant 

Attitudes towards 

evidence-based 

practices 

 (S01) Attitudes 

towards EBPAS not 

predictive of 

practice 

concordance.  

 

(S10) Attitudes 

towards EBPs 

through EBPAS 

Not significant  
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scores not 

correlated with 

fidelity.  

 

 (S11) EBPAS Requirement – a 

higher degree of requirements 

predicted a decrease in 

adherence and skills.  

(S11) Attitudes 

towards EBPs 

related to appeal, 

divergence and 

openness did not 

predict adherence 

or skills (fidelity) 

related to the 

intervention.  

As clinicians perceived a higher 

level of requirements of the 

intervention, their adherence and 

skills related to the intervention 

decreased.  

 (S12) Therapists who were 

more open to implementing 

EBPs were more likely to 

implement CBT with fidelity. 

Therapists with more divergent 

perspectives on differences 

between EBPs and current 

practice and less knowledge 

about EBPs more likely to use 

psychodynamic techniques.  

  Openness to EBPs significant 

related to fidelity to CBT. 

Divergence to EBPs significantly 

related to psychodymanic 

techniques.   

Organizational factors: Workload & Site Characteristics 

High 

caseloads/workload 

   (S02) Workload was a component 

of the cumulative organizational 

factors present but was not 

examined individually. 

 

Length 

implementing 

EBPs 

(S12) Orgs with fewer years in 

city-sponsored EBPs initiative 

were more likely to implement 

CBT with fidelity.  

 

 Less years being involved with 

EBP initiative was predictive of 

CBT fidelity.  

Organizational factors: Position 

Job classification (S03) Service area  (intake vs. 

investigation) was predictive of 

one component (SE) of F2F 

fidelity.  

 

 Intake workers were more likely to 

have higher scores on F2F self-

evaluation fidelity component.  

 (S12) Organizations with  more 

fee-for-service positions were 

more likely to implement FFT 

therapy with fidelity.  

  

Organizational factors: Benefits 

Salary  (S03) Salary was 

not predictive of 

F2F 

implementation  

Not significant 

Merit Increase (S03) Merit increase was 

predictive of one component of 

F2F Fidelity - self-evaluation.  

 The degree to which workers self-

reported merit increases 

significantly predicted the self-

evaluation component of F2F 

fidelity.  

 

Organizational factors: Social support at work  

Supervisor Support (S01) Supervision modeling and 

role play were found to be 

significant predictors of practice 

concordance.  

(S01) Supervision 

discussion content 

was not predictive 

Generally, the use of supervisor 

modeling practices and the use of 

therapist-enacted role-plays 

predicted concordance whereas 
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Appendix D Continued  
of practice 

concordance.  

discussion of practice did not 

predict greater concordance.  

Coach Support (S09) An ongoing coaching 

model (e.g., weekly 

individualized telephone calls 

with expert coaches and 

detailed written feedback on 

observations) significantly 

predicted on fidelity domains of 

practical support, collaborative 

approach, knowledge of 

content, and skills in mediating.  

 

 

 

 

 

(S09) In the comparison of 

workshop only vs. workshop + 

coaching, fidelity results were 

significantly higher for the 

intervention group related to 

practical, collaborative, knowledge 

and skills: vignettes dimensions of 

fidelity.  

Consultant Support (S08) Consultant competence 

was significant predictor of 

therapist adherence in both 

samples. Consultant alliance 

was negatively associated with 

therapists’ adherence.  

(S08) Consultant 

support related to 

MST procedures 

and therapist 

adherence.  

(S08) Perceived consultant 

competence (e.g., knowledge of 

job, skilled related to the 

intervention, skilled teacher) was 

significant related therapist 

adherence.  

Leadership Support  (S12) Leadership 

support was not 

found to be a 

significant 

contributor to 

fidelity 

Leadership support was not found 

to be a significant contributor to 

fidelity 

Organizational Factors: Organizational Processes  

Information 

Sharing 

(S03) Information (internal; 

available; external) was 

predictive of higher TDM and 

RDS fidelity.  

 (S03) Information availability and 

use internally and externally 

predicted components of TDM 

fidelity.  

Program oversight (S05) Program oversight and 

monitoring of fidelity was 

significantly different in CTC 

communities vs. control.  

 (S05) An implementation model 

with oversight and monitoring 

supported a higher degree of 

fidelity compared to control.  

Intensive Quality 

Assurance (IQA) 

(S06) there was a statistically 

significant difference on 

therapist adherence between 

therapists that received 

intensive quality assurance 

(ongoing training, weekly 

consultation and booster 

session) compared to a 

workshop only group.  

 (S06) Intensive Quality Assurance 

practices that include ongoing 

training, weekly consultation and 

booster sessions increased 

therapist adherence compared to 

controls.  

Team members 

present within a 

session 

(S07) Team attendance factors 

of mean consistency of persons 

included in team meetings and 

mean number of team members 

was most strongly predictive of 

professionals (i.e., team 

facilitator and service 

providers’) rating of fidelity of 

wraparound related to team 

cohesion and team functioning.  

 (S07) The number of persons and 

the consistency at which they are 

present in meetings of wraparound 

were predictive of professionals 

rating of fidelity.  

Team Support (S14) Initial post-training 

fidelity for the ICT “seed team” 

was higher than post-training of 

(S14) Insignificant 

differences in 

fidelity between 

(S14) The ICT team may provide a 

strategy to develop local capacity 

within an organization to continue 
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Appendix D Continued  
interagency cohort. Differences 

remained marginally sign. at 12 

weeks.  

 

Sign. cohort in favor of the ICT 

effects were found for the 

TeachModel, Psychoed and 

Feedback fidelity elements.  

ICT and 

interagency cohort 

at time points 

beyond 12 weeks.  

to train and improve the 

implementation of an intervention.  

Training 

Components 

(S10) Quiz scores and role play 

in training were predictive of 

in-field fidelity.  

 (S10) Workshop indicators of quiz 

scores and role play predicted 

significantly higher in-field fidelity 

scores.  

 

  (S13) Using an 

equivalence design, 

there was no 

difference in 

fidelity of 

facilitators who 

were trained and 

supervised by the 

developers (G1) 

and facilitators 

trained and 

supported by G1 

(G2).  

(S13) There was no difference in 

training of KEEP intervention by a 

cohort trained by the developers 

(G1) and those trained by the G1 

cohort (G2).  

Organizational Factors: Culture and Climate Related  

Climate Factors (S11) Organizational climate 

had a significant positive 

regression weight, indicating 

that as individual perceptions of  

climate increased, so did 

adherence.  

(S11) 

Organizational 

features related to 

motivation to 

change, resources, 

staff attributes, , 

and training climate 

(as measured by the 

ORC) did not 

predict skills or 

adherence of the 

intervention.   

Climate was positively related to 

adherence of CBT.  

 (S12)  More functional org 

climate were more likely to 

implement CBT. More stressful 

climates were predictive of FTT 

therapy fidelity.  

 

(S12) Engaged 

climate and 

stressful climate not 

predictive  

 

Culture Factors (S12)More resistant culture was 

more likely to implement CBT.  

 

(S12) Proficient and 

rigid culture were 

not predictive  

 

Organizational Factors: Cumulative Organizational Factors 

Total # of 

organizational 

Factors  

(S02) The total number of 

organizational factors (i.e., 

program duration, staff 

turnover, resource facilitator 

caseload, interagency 

coordination and funding, 

family centeredness, 

community-based services, 

natural supports, strengths 

based, individualized services, 

accountability) present was 

(S02) # of 

organizational 

factors was 

predictive of neither 

youth nor resource 

facilitator’s fidelity 

scores.  

(S02) The number of 

organizational domains was 

significantly associated with 

fidelity as reported by caregiver.  
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Appendix D Continued  
predictive of fidelity as reported 

by caregivers  

Organizational 

Features 

(S03) Organizational features 

(change oriented, goal oriented, 

holographic, strategic, quality) 

were predictive of team 

decision making fidelity.  

 

 (S03) Overall ratings of 

organizational features strength 

were predictive of team decision-

making fidelity.  

Stage of 

Development 

(S04) The stages of 

precontemplation/contemplation 

and action and maintenance 

stage for organizational and 

system support conditions 

(collaboration and partnership, 

capacity building and staffing, 

acquiring services and supports; 

accountability and family 

involvement) were related to a 

higher degree of fidelity.  

 (S04)The relationship between 

organizational and system-level 

support conditions and fidelity to 

wraparound are difficult to 

interpret with limited information 

on how these supports were rated 

by stages and what supports 

received which rating. It is also 

challenging to understand the 

results of a high degree of fidelity 

are occurring when a site is in 

precontemplation/contemplation. 

Generally, the results suggest that 

organizational and system-level 

supports in 

precontemplation/contemplation, 

action and maintenance support 

fidelity.  
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Appendix E  

 

Case Planner Survey 
 
You are invited to participate in a web-based online survey on individual and organizational 
factors related to fidelity of Family Connections (FC). This is a research project being conducted 
by Leah Bartley, a Ph.D. candidate at the University of Maryland School Of Social 
Work.  Information from this survey will be linked with FC fidelity data to understand what 
individual and organization factors are related to fidelity of FC. It should take approximately 30-
45 minutes to complete.   
 
PARTICIPATION 
Your participation in this survey is voluntary. You may refuse to take part in the research or exit 
the survey at any time without penalty. You are free to decline to answer any particular 
question you do not wish to answer for any reason.  
 
BENEFITS 
You will receive no direct benefits for participating in this survey.    
 
RISKS 
The possible risks or discomforts of the study are minimal. You may feel a little uncomfortable 
answering questions about stress or work related survey questions. If at any time you wish to 
stop the survey, you may, or you can skip individual questions you prefer not to answer.  Should 
you experience any discomfort because of this survey, you may contact Leah Bartley 
lbartley@ssw.umaryland.edu or call 1-800-LIFENET, which is a local resource available 24 hours 
a day, 7 days a week free to New York City residents. LIFENET can connect you to trained mental 
health professionals who can assist with connecting you to mental health services.    
 
CONFIDENTIALITY  
Your survey answers will be saved by Qualtrics where data will be stored in a password 
protected electronic format. Only the primary researchers will have access to information 
shared in the survey. No one from your agency will be able to identify you or your answers, and 
no one will know whether or not you participated in the study. Additionally, no names or 
identifying information would be included in any publications or presentations based on these 
data, and your responses to this survey will remain confidential.   
 
PAYMENT  
For agreeing to participate in this survey, you will receive a $25 Amazon gift card. This will be 
sent to your email within 48 hours of agreeing. Additionally, your responses will help us learn 
more about individual and organizational supports that can aid case planners who are 
implementing Family Connections.    
 
CONTACT  
If you have questions at any time about the study or the procedures, you may contact my 
research supervisors, Dr. Diane Depanfilis at dd482@hunter.cuny.edu or Dr. Charlotte Bright at 
cbright@ssw.umaryland.edu.   If you feel you have not been treated according to the 
descriptions in this form, or that your rights as a participant in research have not been honored 
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during the course of this project, or you have any questions, concerns, or complaints that you 
wish to address to someone other than the investigator, you may contact the University of 
Maryland, Baltimore’s Human Research Protection Office (HRPO) at (410) 706-5037 or email 
HRPO@umaryland.edu     
 
ELECTRONIC CONSENT: Please select your choice below. You may print a copy of this consent 
form for your records.  
 
Clicking on the “Agree” button indicates that ·          
You have read the above information·          
You voluntarily agree to participate                                          ·        
  You are 18 years of age or older 
 Agree 

 Disagree 

 
 
Background Information 
 Background information is being collected for overall research purposes. No individual 
demographic information will be shared with agencies.  What is your gender? 
 Male 

 Female 

 Transgender 

 
What is your year of birth? (please enter year, for example: 1952)  
 
 What is your race/ethnic status? (select all that apply) 
 White (Non-Hispanic) 

 Black/African American 

 Native American/Alaska Native 

 Asian/Pacific Islander 

 Hispanic/Latino 

 Other 

 
Please specify your race/ethnicity? 
 
 What agency do you currently work for? 
 Astor Family Services 

 Cardinal McCloskey Community Services (CMCS) 

 Catholic Guardian Services (CGS) 

 Sheltering Arms 

 The Family Center (TFC) 

 Leake and Watts Services, Inc. 

 Northside Center for Child Development (NCCD) 

 St. Dominic's House (SDH) 
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What is your highest level of education? 
 High School 

 BSW 

 Other BA/BS 

 MSW 

 Other MA/MS 

 PhD 

 
What discipline was your BA/BS degree in? 
 
 What discipline was your MA/MS degree in? 
 
 What discipline was your PhD degree in? 
 
 Which category best describes your current position? 
 Case Planner 

 Supervisor 

 Agency Management/Leadership (program director, director) 

 Quality Improvement (QI) 

 Other 

 
 Please specify your current position. 
 
 How long have you been in your current position?  If under one year enter the number of 
months and "0" for year.  If exactly a particular year, indicate the number of years and "0" for 
months. If more than a given year, enter the number of years and months in the two fields.   

Number of Years 
Number of Months 

 
How long have you been working with this agency?  If under one year enter the number of 
months and "0" for year.  If exactly a particular year, indicate the number of years and "0" for 
months.If more than a given year, enter the number of years and months in the two fields.   

Number of Years 
Number of Months 

 
How long have you been implementing family connections? If under one year enter the number 
of months and "0" for year. If exactly a particular year, indicate the number of years and "0" for 
months.If more than a given year, enter the number of years and months in the two fields.   

Number of Years 
Number of Months 

 
How many years of experience do you have in the field of child welfare?  If under one year enter 
the number of months and "0" for year.  If exactly a particular year, indicate the number of 
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years and "0" for months. If more than a given year, enter the number of years and months in 
the two fields.   

Number of Years 
Number of Months 

 
Do you currently have a caseload? 
 Yes 

 No 

 
How many families do you currently serve (i.e. number of families on caseload)? 
 
The following questions ask about your feelings about using new types of therapy, interventions, 
or treatments. Manualized therapy refers to any intervention that has specific guidelines and/or 
components that are outlined in a manual and/or that are to be followed in a 
structured/predetermined way. Evidence-based practice refers to any intervention that is 
supported by empirical research. The purpose of questions 1-50 is to understand your attitudes 
towards evidence-based practices.      Family Connections is a manualized and evidence-based 
practice, because it has specific components outlined in an intervention manual and it has been 
shown to reduce the likelihood of child maltreatment.         For question 1-8, select the number 
indicating the extent to which you agree with each item using the identified scale. For example,if 
you completely disagree with a statement, select "not at all"; if you somewhat agree, select 
"moderate extent" and if you completely agree, select "a very great extent"  
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0 - 
Not 

at all 

1 - Slightly 
agree 

2 - 
Moderately 

agree 

3 - Greatly 
agree 

4 - Very 
greatly 
agree 

I do not 
understand 

1. I like to use 
new types of 

interventions to 
help my clients. 

            

2. I am willing to 
try new types of 

interventions 
even if I have to 

follow a 
treatment 
manual. 

            

3. I know better 
than academic 

researchers how 
to care for my 

clients. 

            

4. I am willing to 
use new and 

different type of 
interventions 
developed by 
researchers. 

            

5. Research based 
interventions are 

not clinically 
useful. 

            

6. Your own 
clinical 

experience is 
more important 

that using 
manualized 

intervention. 

            

7. I would not use 
manualized 

intervention. 
            

8. I would try a 
new intervention 

even if it were 
very different 

from what I am 
used to doing. 
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For question 9-15: If you received training in a therapy or intervention that was new to you, how 
likely would you be to adopt it if:  

 
0 - Not 
at all 

1 - Slightly 
agree 

2 - 
Moderately 

agree 

3 - Greatly 
agree 

4 - Very 
greatly 
agree 

I do not 
understand 

9. it was 
intuitively 
appealing? 
(intuitive 

means having 
the ability to 

understand or 
know 

something 
without any 

direct evidence 
or reasoning 

process) 

            

10. it "made 
sense" to you? 

            

11. it was 
required by 

your 
supervisor? 

            

12. it was 
required by 

your agency? 
            

13. it was 
required by 

ACS? 
            

14. it was being 
used by 

colleagues who 
were happy 

with it? 

            

15. you felt you 
had enough 

training to use 
it correctly? 

            

 
 



 

176 
 

If you received training in a therapy or intervention that was new to you, how likely would you 
be to adopt it if:  

 
0 - Not at 

all 
1 - Slightly 

agree 

2 - 
Moderately 

agree 

3 - Greatly 
agree 

4 - Very 
greatly 
agree 

I do not 
understand 

16. your 
clients 

wanted the 
therapy for 
intervention 

            

17. you knew 
more about 

if your clients 
liked the 

therapy or 
intervention 

            

18. you knew 
it was right 

for your 
clients 

            

19. you had a 
say in which 

evidence-
based 

practice was 
used 

            

20. you had a 
say in how 
you would 

use the 
evidence-

based 
practice 

            

21. it fit with 
your clinical 

approach 
            

22. it fit with 
your 

treatment 
philosophy 

            

 
For questions 23-50: Select the number indicating the extent to which you agree with each item 
using the scale identified.   For example, if you completely disagree with a statement, select "not 
at all"; if you somewhat agree, select "moderate extent" and if you completely agree, select "a 
very great extent"  
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0 - 

Not at 
all 

1 - Slightly 
agree 

2 - 
Moderately 

agree 

3 - Greatly 
agree 

4 - Very 
greatly 
agree 

I do not 
understand 

23. Family 
Connections 

detracts from 
truly connecting 
with your clients. 

            

24. Family 
Connections 

makes it harder 
to develop a 

strong working 
alliance. 

            

25. Family 
Connections is 
too simplistic. 

            

26. Family 
Connections is 
not useful for 

individual clients 
with multiple 

problems. 

            

27. Family 
Connections is 
not useful for 
families with 

multiple 
problems. 

            

28. Family 
Connections is 

not individualized 
treatment. 

            

29. Family 
Connections is 
too narrowly 

focused. 

            

30. I prefer to 
work on my own 

without 
oversight. 

            

31. I do not want 
anyone looking 

over my shoulder 
while I provide 

services. 

            

32. My work does 
not need to be 

monitored. 
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33. I do not need 
to be monitored. 

            

34. I am satisfied 
with my skills as a 

case planner. 
            

35. A positive 
outcome 

achieved in 
Family 

Connections is an 
art more than a 

science. 

            

36. Therapy is 
both an art and a 

science. 
            

37. My overall 
competence as a 
case planner is 
more important 
than a particular 

approach. 

            

38. I don't have 
time to learn 

anything new. 
            

39. I can't meet 
my other 

obligations. 
            

40. I don't know 
how to fit Family 
Connections into 
my administrative 

work. 

            

41. Family 
Connections will 
cause too much 

paperwork. 

            

42. Learning 
Family 

Connections will 
help me keep my 

job. 

            

43. Learning 
Family 

Connections will 
help me get a 

new job. 
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44. Learning 
Family 

Connections will 
make it easier to 

find work. 

            

45. I would learn 
an evidence-

based practice if 
continuing 

education credits 
were provided. 

            

46. I would learn 
an evidence-

based practice if 
training were 

provided. 

            

47. I would learn 
an evidence-

based practice if 
ongoing support 

was provided. 

            

48. I enjoy getting 
feedback on my 

job performance. 
            

49. Getting 
feedback helps 

me to be a better 
case planner. 

            

50. Getting 
supervision help 
me to be a better 

case planner. 

            

 
The following questions ask about how you experience events that affect your work life.  Please 
rate the degree to which you agree with each statement.   
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Strongl
y 

Disagre
e 

Disagre
e 

Somewh
at 

Disagree 

Neither 
Agree 

nor 
Disagre

e 

Somewh
at Agree 

Agre
e 

Strongl
y Agree 

I do not 
understan

d 

1. I always 
manage to 
keep my 
anxiety  
within 

certain levels 
when dealing 
with serious 
situations. 

                

2. I am 
always able 

to avoid 
being 

burdened 
with client 

family 
problems 

that I cannot 
resolve. 

                

3. When 
dealing with 

complex 
situations, I 
am always 

able to 
recognize 

the limits of 
my 

competencie
s. 

                

4. I am 
always able 
to manage 

the 
powerlessne

ss I 
sometimes 
feel when 

dealing with 
difficult 

situations. 
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5. I am 
always able 
to fulfill my 

commitment
s to the 
family. 

                

6. I am 
always able 
to refrain 

from making 
any type of 

personal 
judgment in 
my relations 

with the 
client family. 

                

7. When 
faced with 

failure, I am 
always able 
to redefine 
objectives 
and start 

again from 
the 

beginning. 

                

8. I am 
always able 

to establish a 
friendly, 

sympathetic 
relation with 

the client 
family. 

                

9. I always 
manage to 

find enough 
time to write 
and update 

progress 
notes. 

                

10. I am 
always able 
to look for 
and find 

support from 
people in 

other 
professions. 

                



 

182 
 

11. When 
dealing with 

complex 
cases I am 

always able 
to involve 

people and 
services from 

different 
professions. 

                

12. I am 
always able 

to 
immediately 
convey to my 

colleagues 
my need for 

support. 

                

13. I always 
manage to 

immediately 
inform/share 

with my 
superiors 

any 
problems 
that may 

arise. 

                

 
 
The following 18 questions assess the degree to which there is a strategic organizational climate 
supportive of evidence-based practice implementation. Implementation climate is defined as 
employees’ shared perceptions of the policies, practices, procedures, and behaviors that are 
rewarded, supported, and expected in order to facilitate effective EBP implementation. Please 
indicate the extent to which you agree with each statement.  
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 Not at all 
Slightly 
agree 

Moderately 
agree 

Greatly 
agree 

Very 
greatly 
agree 

I do not 
understand 

1. One of the 
agency's main 
goals is to use 

Family 
Connections 
effectively. 

            

2. People in this 
agency think 

that the 
implementation 

of Family 
Connections is 

important 

            

3. Using Family 
Connections is 
a top priority in 

this agency. 

            

4. This agency 
provides 

conferences, 
workshops, or 

seminars 
focusing on 

skills and issues 
relevant for 

Family 
Connections. 

            

5. This agency 
provides 

evidence-based 
practice 

training or in-
services 

relevant to 
Family 

Connections. 

            

6. This agency 
provides Family 

Connections 
relevant 
training 

materials, 
journals etc. 
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7. Case 
planners in this 
agency who use 

Family 
Connections 
are seen as  

experts. 

            

8. Case 
planners who 

use Family 
Connections 

are held in high 
esteem in this 

agency. 

            

9. Case 
planners in this 
agency who use 

Family 
Connections or 
other evidence-
based practices 
are more likely 

to be 
promoted. 

            

10. This agency 
provides 
financial 

incentives for 
the use of 

evidence-based 
practices. 

            

11. The better 
you are at using 
evidence-based 
practices, the 

more likely you 
are to get a 
bonus or a 

raise. 

            

12. This agency 
provides the 

ability to 
accumulate 

compensated 
time for the use 

of evidence-
based 

practices. 
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13. This agency 
selects staff 
who have 

previously used 
evidence-based 

practice. 

            

14. This agency 
selects staff 

who have had 
formal 

education 
supporting 

evidence-based 
practice. 

            

15. This agency 
selects staff 
who value 

evidence-based 
practice. 

            

16. This agency 
selects staff 

who are 
adaptable. 

            

17. This agency 
selects staff 

who are 
flexible. 

            

 
Please indicate the extent to which you agree with each statement.  
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 Not at all 
Slightly 
agree 

Moderately 
agree 

Greatly 
agree 

Very 
greatly 
agree 

I do not 
understand 

1. My 
supervisor has 
developed a 

plan to 
facilitate 

implementation 
of Family 

Connections. 

            

2. My 
supervisor has 

removed 
obstacles to the 
implementation 

of Family 
Connections. 

            

3. My 
supervisor has 

established 
clear standards 

for the 
implementation 

of Family 
Connections. 

            

4. My 
supervisor is 

knowledgeable 
about Family 
Connections. 

            

5. My 
supervisor is 

able to answer 
my questions 
about Family 
Connections. 

            

6. My 
supervisor 

knows what he 
or she is talking 
about when it 

comes to 
Family 

Connections. 
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7. My 
supervisor 

recognizes and 
appreciates 
employee 

efforts toward 
successful 

implementation 
of Family 

Connections. 

            

8. My 
supervisor 
supports 
employee 

efforts to learn 
more about 

Family 
Connections. 

            

9. My 
supervisor 
supports 
employee 

efforts to use 
Family 

Connections. 

            

10. My 
supervisor 
perseveres 

through the ups 
and downs of 
implementing 

Family 
Connections. 

            

11. My 
supervisor 
carries on 

through the 
challenges of 
implementing 

Family 
Connections. 
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12. My 
supervisor 

reacts to critical 
issues 

regarding the 
implementation 

of Family 
Connections by 

openly and 
effectively 

addressing the 
problem(s). 
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Appendix F  

 

Case Planner Interview Protocol  

 

Individual and Organizational Factors that Affect FC Fidelity  

Semi-Structured Interview Guide with Case Planners 

 

 

Introduction and Ongoing Consent  

 

[Turn Recorder On – Confirm on audio recorder approval for recording] 

 

Thank you for taking the time to participate in this interview.  As you know, earlier in the 

year during this winter I invited all Family Connections workers to participate in a survey 

about individual and organizational factors related to Family Connections 

Implementation.  I am now asking a follow up group of worker to participate in 

interviews to further explore perspectives on factors that influence FC fidelity. There are 

no right or wrong answers, and I am talking to you because I want to learn more about 

your thoughts on the individual and organizational factors that affect how well you can 

implement Family Connections.  

 

Just as a reminder, your participation in this interview is voluntary.  You may end the 

interview, or withdraw from the study at any time without any consequences.  Also, 

everything you say in the interview is confidential, unless you share information that is 

reportable under the Maryland law, such as about child abuse. For agreeing to participate 

in this interview, you will receive a $25 amazon gift card emailed to you.   

Do you have any questions about the study? 

 

Do you agree to participate?  

 

Interview Questions 

Thank you. Let’s get started. As you know, this study is about trying to understand the 

individual and organizational factors that affect Family Connections fidelity.  

1.  What organizational factors do you think are most important in supporting your ability 

to implement Family Connections?  

2. What organizational factors hinder or limit your ability to implement Family 

Connections?  

3. What role does your supervisor have in supporting your ability to implement Family 

Connections?  

 Probes:  

• How does your supervisor using coaching to support your practice? 

• How does your supervisor focus on particular components of FC 

implementation? (e.g. using assessments, developing case plans)  

• How is your supervisor proactive in supporting your implementation of 

FC (e.g. develop a plan to facilitate implementation, removes obstacles, 
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establish expectations related to implementation)? If so, how is he/she 

proactive?  

• How is your supervisor knowledgeable about Family Connections? If so, 

does her/his knowledge support the implementation?  

• Does your supervisor help you persevere through implementation 

challenges when implementing FC? If so, how? 

• Does your supervisor provide feedback on how you are implementing FC? 

If so, how does this affect your ability to implement FC?   

4. What educational or training supports are provided to help you implement FC? What 

role do you think training supports have in your ability to implement Family 

Connections?  

5. Are there any other policies, practices, procedures, or behaviors that affect your ability 

to implement Family Connections with fidelity?  

 Probe: 

• Does the number of cases you have affect your ability to implement FC? If so, 

how?  

6. To be a good FC worker, what individual characteristics do you think are important in 

a worker?  

7. Do you think implementing FC limits or enhances your ability to serve the families 

you work with? If so, how?  

 Probe:  

• Do the skills you’ve learned through FC make you feel secure in your position? 

Would they help you get a new job?  

 

8.  If you are having trouble implementing aspects of FC, what do you do? Who do you 

feel as though you can turn to for support?  

9. Do you have any other thoughts on individual or organizational factors that affect how 

well a worker is able to implement Family Connections?   
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Appendix G  

 

Supervisor and Leadership Focus Group Protocol 

 

 

Individual and Organizational Factors that Affect FC Fidelity  

Semi-Structured Focus Group Interview Guide with Agency Leadership 

Introduction and Ongoing Consent  

[Turn Recorder On – Confirm on audio recorder approval for recording] 

Thank you for taking the time to participate in this focus group. Earlier in the year during 

this winter I invited all Family Connections workers to participate in a survey about 

individual and organizational factors related to Family Connections implementation.  I 

am now conducting  follow up interviews with workers, and a focus group with 

supervisors and agency leadership to further explore perspectives on factors that 

influence FC fidelity.  As you would expect, there are no right or wrong answers, and I 

am talking to you all today because want to learn more about your thoughts on the 

individual and organizational factors that affect how well workers can implement Family 

Connections.  

Just as a reminder, your participation in this focus group is voluntary.  You may end your 

participation in the focus group at any time, or withdraw from the study at any time 

without any consequences.  Also, everything you say in the focus group is confidential, 

unless you share information that is reportable under the New York law, such as about 

child abuse. For agreeing to participate in this focus group, you will receive a $25 

amazon gift card emailed to you.   

Do you have any questions about the study? 

Do you agree to participate?  

Interview Questions 

Thank you. Let’s get started. As you know, this study is about trying to understand the 

individual and organizational factors that affect Family Connections fidelity.  

1.  What organizational factors do you think are most important in supporting workers’ 

ability to implement Family Connections?  

2. What organizational factors hinder or limit workers’ ability to implement Family 

Connections?  
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3. What role do you think supervision has in supporting workers’ ability to implement 

Family Connections?  

 Probes:  

• How do supervisors use coaching to support workers practice of FC?  

• How do supervisors focus on particular components of FC 

implementation? (e.g. using assessments, developing case plans)  

• Do you think supervisors are proactive in supporting workers’ 

implementation of FC (e.g. developed a plan to facilitate implementation, 

removes obstacles, establish expectations related to implementation)? If 

so, how?  

• Do you think supervisors are knowledgeable about Family Connections? 

If so, how do you think their knowledge supports workers implementing 

FC?  

• Do you think supervisors help workers persevere through implementation 

challenges when implementing FC? If so, how? 

• Do supervisors provide feedback on how workers are implementing FC? If 

so, how?   

4. Can you describe the educational or training supports provided to help workers 

implement FC? What role do you think training supports have in workers ability to 

implement Family Connections?  

5. Are there any other policies, practices, procedures, or behaviors that affect workers’ 

ability to implement Family Connections with fidelity?  

 Probe: 

• Does the number of cases a worker have affect their ability to implement FC? If 

so, how?  

6. To be an effective FC worker, what individual characteristics do you think are 

important in a worker?  

7. Do you think implementing FC limits or enhances workers’ ability to serve the 

families they work with? If so, how?   

8.  If a worker is experiencing challenges implementing aspects of FC, what would you 

do? What would you expect workers at your agency to do?  

9. Do you have any other thoughts on individual or organizational factors that affect how 

well a worker is able to implement Family Connections?   
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Appendix H 

 

Family Connections Fidelity Review Instrument 

 
 
Q1 BACKGROUND    Agency 
 Astor (1) 

 CGS (2) 

 CMCS (3) 

 Leake and Watts (5) 

 Northside Center (7) 

 St. Dominic's Home (8) 

 Sheltering Arms (9) 

 The Family Center (10) 

 
Q2 Reviewer Name:  
 Tarrin Reed (1) 

 Theresa Costello (2) 

 Diane DePanfilis (3) 

 Pamela Freeman (5) 

 Colleen Henry (6) 

 Susan Loysen (7) 

 
Q89 Date of Review:  
 
Q3 Date referred: 
 
Q4 WMS Case #:  
 
Q90 Supervisor Name: (NOTE: - identify the supervisor who supervises the case planner who is 
assigned to the case) 
 
Q6 Case Planner Name: (NOTE- identify the case planner who was assigned to this case) 
 
Q186 Identify the person who took the Intake and recorded on the Intake Form 
 



 

194 
 

Q139 Intake screening details were sufficiently documented. 

 Insufficient (1) 
Partially sufficient 

(2) 
Sufficient (3) Not Applicable (4) 

a. Was there 
documentation of 

a call to CPS 
worker (or other 
referral source)? 

(1) 

        

b. Was additional 
information 
gathered to 

support 
justification of the 

referral? (2) 

        

 
 
Q2 Selected risk factors were justified: 

 Insufficient (1) 
Partially sufficient 

(2) 
Sufficient (3) Not Applicable (4) 

a) family risks? (1)         

b) caregiver risks? 
(2) 

        

 
 
Q4 The record clearly documented that all three levels of criteria were met and that  the 
screening decision was justified based on that information. 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 
Q5 The relationship between identified risk factor(s) and how the care of the child is impacted 
was sufficiently documented. 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 
Q145 Were safety threats identified? 
 Yes (1) 

 No (2) 
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Q146 (If Safety Threats were identified) Were the safety threats justified? OR if safety threats 
were not identified, was that conclusion sufficient?) 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 
Q149 Comments related to decision(s) about safety threats: - Identify Strengths  
 
Q198 Comments related to decision(s) about safety threats: - Identify Areas for Improvement 
 
Q6 Supervisor/director/designee approved screening decision. 
 Yes (1) 

 No (2) 

 
Q60 Strengths - Intake/Screening: (CODER MUST ENTER TEXT) 
 
Q175 Areas for improvement - Intake/Screening: (CODER MUST ENTER TEXT) 
 
Q107 Was Intake/Screening the final completed component for this case?  
 Yes (1) 

 No (2) 

If Yes Is Selected, Then Skip To End of Survey 

 
Q119 II. OUTREACH & ENGAGEMENT 
 
Q114 Date of first face to face contact with family: 
 
Q120 A face-to-face meeting with the family occurred within 1 business day. 
 Yes (1) 

 No (2) 

 
Answer If A face-to-face meeting with the family occurred within 1 business day. No Is Selected 

Q121 Why didn't a face-to-face meeting with the family occur within 1 business day? 
 Case Planner attempted, but family was unavailable (1) 

 There is no documentation why the face-to-face meeting did not occur (2) 

 
Answer If A face-to-face meeting with the family occurred within 1 business day. No Is Selected 

Q123 Did a face-to-face meeting eventually occur with the family? 
 Yes (1) 

 No (2) 

If Yes Is Selected, Then Skip To   Documentation of the face-to-face m... 
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Q8    Documentation of the face-to-face meeting with the family included: 

 Sufficient (1) Partially sufficient (2) Insufficient (3) 

a) confirmation of 
family's willingness to 

participate in the 
program. (1) 

      

b) information related 
to the beginning of the 
engagement process 
with the family. (2) 

      

c) assessment of risk (3)       

d) assessment of safety 
(4) 

      

 
 
Q147 Was a safety plan developed in response to identified safety threats? 
 Yes (1) 

 No (2) 

 Not Applicable (3) 

 
Q62 Strengths - Outreach & Engagement: (including assessment of risk and safety) 
 
Q176 Areas for improvement - Outreach & Engagement: (including assessment of risk and 
safety) 
 
Q108 Was Outreach/Engagement the final completed component for this case?  
 Yes (1) 

 No (2) 

If Yes Is Selected, Then Skip To End of Survey 

 
Q12 III. CONCRETE/EMERGENCY SERVICES  Documentation that emergency/concrete needs (e.g. 
food, shelter, clothing, etc.) were adequately assessed. 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 
Q14 Emergency/concrete needs were identified. 
 Yes (1) 

 No (2) 

 Not Applicable (3) 
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Answer If 9) &nbsp;Emergency/concrete needs were identified. Yes Is Selected 

Q13 Identified appropriate response based on identified emergency/concrete needs. 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 
Answer If 11)&nbsp; Identified emergency/concrete needs. Yes Is Selected 

Q15 Arranged for emergency/concrete services to meet identified needs. 
 Insufficient (1) 

 Partially Sufficient (2) 

 Sufficient (3) 

 
Q85 Strengths - Concrete/Emergency Services:  
 
Q178 Areas for improvement - Concrete/Emergency Services: 
 
Q109 Is concrete/emergency services the final component completed? 
 Yes (1) 

 No (2) 

If Yes Is Selected, Then Skip To End of Survey 

 
Q116 IV. COMPREHENSIVE FAMILY ASSESSMENTDate comprehensive family assessment  was 
completed: 
 
Q16    Comprehensive family assessment was completed within 45 calendar days of first contact 
with family. 
 Yes (1) 

 No (2) 

 
Q190 During MOST casework contacts associated with the comprehensive assessment process, 
the Case Planner assessed safety and risk 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 
Q188 All members of the household were engaged in the comprehensive family assessment (or 
were attempted to be engaged) 
 Sufficient engagement (1) 

 Partially sufficient engagement (2) 

 Insufficient (3) 
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Q9 Beginning with the first visit and on-going through the comprehensive family assessment, 
visits occurred with the family in the home.   
 None (0%) (1) 

 Some ( (2) 

 Most/All (51-100%) (3) 

 
Q66 Standardized instruments (i.e., CASI) were completed in order to inform the comprehensive 
family assessment.   
 Yes (1) 

 No - not attempted (2) 

 No - attempted, but family refused (3) 

 
Answer If Standardized instruments were used to inform the CFA.  Yes Is Selected 

Q18 Standardized instruments were interpreted correctly to inform assessment and draw 
appropriate conclusions. 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

If Insufficient Is Selected, Then Skip To The case planner completed new FASP s... 

 
Q141 The case planner  completed  new FASP strengths and needs scales  to inform the 
comprehensive family assessment. 
 Yes (1) 

 No (2) 

 
Answer If FASP scales were used to inform the comprehensive family assessment. Yes Is 

Selected 

Q142 Newly completed FASP strengths and needs scales were interpreted correctly to inform 
assessment and draw appropriate conclusions. 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 
Q115 An explanation for the selected outcomes was included in comprehensive family 
assessment. 
 Yes (1) 

 No (2) 
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Answer If 14)&nbsp;An explanation for the selected outcomes was included in CFA.  Yes Is 

Selected 

Q86 The explanations for the selected outcomes included in the comprehensive family 
assessment were sufficient.  
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 
Q19 The Comprehensive family assessment was informed by: 

 Sufficient (1) 
Partially 

sufficient (2) 
Insufficient (3) 

Not Applicable 
(4) 

a) standardized Instruments 
(i.e., CASI) (1) 

        

b) FASP scales (2)         

c) conversations with the family 
(3) 

        

d) other collateral (e.g., school, 
physicians, therapist, etc.) (4) 

        

e) information about the 
family's cultural 

background/resources/language 
(5) 

        

f) observations of family 
interactions (e.g., interactions 

between caregiver(s) and 
child(ren), interactions between 

children) (6) 

        

g) the risks of maltreatment 
initially identified in the referral 

(7) 
        

 
 
Q20 Findings from comprehensive family assessment were used to explore at least one core FC 
outcome, with input from the family. 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 
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Q127 Documentation (i.e. progress notes) related to comprehensive family assessment 
reflected expectations of the Family Connections model with regards to: 

 Insufficient (1) Partially sufficient (2) Sufficient (3) 

a) Identification of 
participants in session 

(1) 
      

b) Purpose of session 
(e.g., purpose of 

assessment stage) (2) 
      

c) Skills used during 
session (i.e., technique 

used) (3) 
      

 
 
Q94 Documentation that supervisor reviewed the interpretation of standardized assessment 
instruments in order to inform the comprehensive family assessment and draw appropriate 
conclusions.   
 Yes (1) 

 No (2) 

 Not Applicable (3) 

 
Q95 Strengths - Comprehensive Family Assessment:  
 
Q179 Areas for improvement - Comprehensive Family Assessment 
 
Q110 Was the Comprehensive Family Assessment the final completed component for this case?  
 Yes (1) 

 No (2) 

If Yes Is Selected, Then Skip To End of Survey 

 
Q161 Were risk factors identified in the most recent FASP? (Use the Comprehensive FASP if 
available or the first one completed by the case planner). NOTE: if there was no FASP completed 
by the case planner, mark this item not applicable. 
 Yes (1) 

 No (2) 

 Not Applicable (3) 

 
Answer If Were risk factors identified in the most recent FASP? (Use the Comprehensive FASP if 

available or... Yes Is Selected 

Q162 Are the selected risk factors in the most recent FASP consistent with case circumstances? 
 Yes (4) 

 No (5) 

 Not Applicable (7) 
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Q168 Strengths regarding this section (risks from the FASP)   
 
Q199 Identify areas for improvement regarding this section (risks from the FASP)   
 
Q159 Were safety threats identified in the most recent FASP? USE the Comprehensive FASP if 
available or the first FASP completed by the FC Case Planner (do not use the Initial FASP 
completed by CPS)  - NOTE - if no FASP safety assessment done by the case planner, mark this as 
NA. 
 Yes (1) 

 No (2) 

 Not Applicable (3) 

 
Q153 Is the safety assessment/decision in the most recent FASP consistent with case 
circumstances? 
 Yes (4) 

 No (5) 

 Not Applicable (7) 

 
Answer If Were safety threats identified in the most recent FASP? Yes Is Selected 

Q154 Was the safety factor explored sufficiently at the time to provide enough information to 
complete a thorough safety assessment? 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 
Answer If Were safety threats identified in the most recent FASP? Yes Is Selected 

Q155 Was a controlling intervention provided by the Case Planner to fully control the safety 
factor(s)? 
 Yes (1) 

 No (2) 

 No, no controlling intervention indicated (3) 

 No, controlling intervention provided by CP/ but it was arranged for by CPS (4) 

 
Answer If Was a controlling intervention provided by the Case Planner to fully control the safety 

factor(s)? Yes Is Selected 

Q156 Was the controlling intervention provided by the Case Planner without delay upon 
identification of the safety factor(s)?  
 Yes (1) 

 No (2) 

 Not Applicable (3) 
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Answer If Were safety threats identified in the most recent FASP? Yes Is Selected 

Q157 Was there a safety plan to address the safety factor(s)? 
 Yes (1) 

 No (2) 

 Not Applicable (3) 

 
Answer If Was there a safety plan to address the safety factor(s)? Yes Is Selected 

Q158 Is the safety plan consistent with the case circumstances specific to the safety factor(s)?   
 Yes (1) 

 No (2) 

 Not Applicable (3) 

 
Q160 Strengths - FASP safety assessment: 
 
Q181 Areas for improvement - FASP safety assessment: 
 
Q43 V. OUTCOME DRIVEN SERVICE PLAN WITH SMART GOALS     The outcome(s) for change in 
the service plan were clearly identified and defined. 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 
Q191 All outcomes identified in the CFA were included on the Service Plan 
 Yes (1) 

 No (2) 

 
Q21 The service plan was developed in collaboration with the family. 
 Yes (1) 

 No (2) 
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Q23 The goals in service plan met SMART Criteria.  

 
Insuffi
cient 
(1) 

Partial
ly 

Insuffi
cient 
(2) 

Suffic
ient 
(3) 

Goals were SPECIFIC statements of “what must change” such that 
participants (i.e., caregivers and/or children) were completely clear about 

what they would do differently? 
_____________________________________________________________

_________________________________ (1) 

      

Goals were MEASURABLE?  For Example:  All participants 
(caregiver/children/Case Planner/others supporting the achievement of 
goals) knew exactly whether or to what degree progress occurred or this 

goal was achieved?Goals were measurable in the sense of specifically 
defining what must change and/or exist related to family & caregiver, or 

caregiver risk factors?Goals were described in positive terms about what it 
would look like (or how caregiver would specifically need to behave 

differently) in order for them to be protective factors. 
_____________________________________________________________

_________________________________ (2) 

      

Goals were ACHIEVABLE?  For Example:   Goals were tailored to 
specific  family & caregiver, or caregiver risk factors, so that it was 

reasonable and realistic that progress towards goal achievement could 
occur within 90-days?   It is realistic that the family members(s) can achieve 
goal through the services and supports that will be provided or arranged to 

be 
provided.   ____________________________________________________

__________________________________________ (3) 

      

SMART goals were RELEVANT?  For Example:   SMART goals were 
individualized based on the unique dynamics of the family associated with 

the reasons for FC involvement?  The SMART goals matched specific 
outcomes based on a thorough CFA process? 

_____________________________________________________________
_________________________________   (4) 

      

SMART goals were TIME-LIMITED?   For example:  SMART goals were linked 
to a time-period 90 days or less?  SMART goals were crafted narrowly so 

that they could realistically achieved in 90 days or less? (5) 
      

 
 
Q182 A SMART goal was developed for each Outcome identified on the CFA 
 No (1) 

 Yes (2) 

 
Q169 Is an understanding of risk and safety factors reflected in the service plan? 
 Yes (1) 

 No (2) 

 



 

204 
 

Q44 Documentation that the family expressed or agreed that achieving identified SMART goals 
were important to the family. 
 Sufficient (1) 

 Partially sufficient (2) 

 Insufficient (3) 

 
Q192 Family Activities appropriately match the SMART goals 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 
Q193 Case Planner (Worker/Provider) Activities appropriately match the SMART goals 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 
Q194 Services Needed appropriately match the SMART goals 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 Not Applicable (4) 

 
Q96 Documentation that the Supervisor provided guidance in the development of the service 
plan.  
 Yes (1) 

 No (2) 

 
Q117 Date service plan was completed: 
 
Q22 Service plan was approved by Supervisor within 2 weeks of the Comprehensive Family 
Assessment. 
 Yes (1) 

 No (2) 

 
Q76 Strengths - Outcome Driven Service Plan with SMART goals:  
 
Q183 Areas for improvement - Outcome Driven Service Plan with SMART goals: 
 
Q111 Was Outcome Driven Service Plan with SMART goals the final completed component for 
this case?  
 yes (1) 

 No (2) 

If yes Is Selected, Then Skip To End of Survey 
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Q30 VI. CHANGE FOCUSED INTERVENTION    Documentation that change focused services were 
directly related to core outcomes and SMART goals (when families were available).   
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 
Q84 Documentation that change focused intervention services occurred for a minimum of one 
time per week when families were available 
 Sufficient (average of 4 contacts per month) (2) 

 Partially sufficient (met weekly most but not all weeks - average of 3 contacts per month) (3) 

 Insufficient (met an average of 2 times per month or less (4) 

 
Q185 Documentation that change focused intervention services occurred for a minimum of 60 
minutes per week when families were available: 
 Sufficient (average of 60 minutes or more was documented on a weekly basis) (1) 

 Partially sufficient (met weekly most but not all weeks - or not all contacts were at least 60 

minutes) (2) 

 Insufficient - met an average of 2 times a month or less OR most contacts were not at least 

60 minutes OR worker didn't document the length of each visit (3) 

 
Q31 Face-to-face contacts were held with the family in their home or location of choice.  
 Most/All (51-100%) (2) 

 Some ( (3) 

 None (0%) (4) 

 
Q195 During MOST casework contacts during change focused intervention, the CP assessed 
safety and risk 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 
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Q128 Documentation (i.e. progress notes) related to change focused intervention reflected 
expectations of the Family Connections with regards to: 

 Insufficient (1) Partially sufficient (2) Sufficient (3) 

a) Identification of 
participants in 
session(s) (1) 

      

b) Purpose of session 
(e.g., assess safety and 

risk, assess parent/child 
interaction) (2) 

      

c) Skills used during 
session (e.g., 

techniques used, 
progress towards 

SMART goals, stages of 
change) (3) 

      

d) Action steps (e.g., 
steps to accomplish 

SMART goals, type of 
activity, follow-up or 

next visit) (4) 

      

e) Identification of core 
outcomes and SMART 

goals (5) 
      

 
 
Q32 Documentation that services or interventions by other organizations/individuals to support 
the achievement of outcomes and goals were: 

 Insufficient (1) 
Partially sufficient 

(2) 
Sufficient (3) Not Applicable (4) 

a)  Identified (1)         

b)  Appropriate 
(e.g. matched 

identified needs in 
order to achieve 
core outcomes 

and SMART goals) 
(2) 

        

c)  Obtained (3)         

d) followed-up on 
(to ensure family 

participated in 
services) (5) 

        

 
If a)  Identified - Not Applic... Is Selected, Then Skip To Strengths - Change Focused Interventi...If 

b)  Appropriate (e.g. match... Is Selected, Then Skip To Strengths - Change Focused Interventi...If 

c)  Obtained - Not Applicable Is Selected, Then Skip To Strengths - Change Focused Interventi...If 
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d) followed-up on (to ensur... Is Selected, Then Skip To Areas for improvement - Change 

Focuse... 

 
Q33 Documentation that case planner appropriately advocated on behalf of the family in the 
acquisition of needed services. 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 
Q45 Documentation that case planner appropriately advocated on behalf of the family when 
barriers occurred. 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 Not Applicable (4) 

 
Q80 Strengths - Change Focused Intervention:  
 
Q184 Areas for improvement - Change Focused Intervention: 
 
Q112 Was Change Focused Intervention the final completed component for this case?  
 Yes (1) 

 No (2) 

If Yes Is Selected, Then Skip To End of Survey 

 
Q38 VII. SERVICE PLAN EVALUATION/PROGRESS ASSESSMENT   Standardized assessment 
instruments (i.e., CASI) were administered to inform the service plan evaluation/progress 
assessment.  
 Yes (1) 

 No (2) 

 
Answer If VII. SERVICE PLAN EVALUATION/PROGRESS ASSESSMENT      Standardized assessment 

instruments (CASI) were administered to inform the service plan evaluation/progress 

assessment.  Yes Is Selected 

Q100 Conclusions based on the standardized assessment instruments (i.e., CASI) were 
appropriate.  
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (4) 
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Q145 FASP strengths and needs scales were completed by the case planner (at the same time as 
the service plan evaluation/progress assessment) to inform the service plan evaluation/progress 
assessment. 
 Yes (1) 

 No (2) 

 
Answer If FASP scales were utilized to inform the service plan evaluation/progress assessment. 

Yes Is Selected 

Q143 If FASP strengths and needs  scales were used, the Case Planner appropriately 
analyzed  information from the  FASP scales as part of the formal service plan 
evaluation/progress assessment 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 
Q102 Service plan evaluation/progress assessment and case closure decision was conducted 90-
day post service plan to assess family progress on outcomes and SMART goals.   
 Yes (1) 

 No (2) 

 
Q118 The service plan evaluation/progress assessment and subsequent conclusions were 
informed by: 

 Insufficient (1) Partially sufficient (2) Sufficient (3) 

a) results from 
standardized 
assessment 

instruments (i.e., CASI) 
(1) 

      

b) results from FASP 
scales (2) 

      

c) achievement of 
SMART goals (3) 

      

d) evaluation of risk and 
safety (4) 

      

 
 
Q171 Were the findings from a new FASP risk assessment profile compared to the FASP risk 
assessment profile that was completed as part of the Comprehensive Family Assessment? 
 Yes (1) 

 No (2) 
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Q196 Was there an assessment of risk for future maltreatment made during the evaluation of 
change/progress assessment? 
 No (1) 

 Yes (2) 

 
Q39 A second service plan was created. 
 Yes (1) 

 No (2) 

 
Answer If 30)&nbsp; A second service plan was created. Yes Is Selected 

Q40 The decision to create a second service plan was justified (i.e. insufficient progress towards 
the achievement of SMART goals). 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 
Answer If 30)&nbsp; A second service plan was created. Yes Is Selected 

Q34 When insufficient change occurred, a revised service plan was developed in collaboration 
with the family. 
 Yes (1) 

 No (2) 

 
Answer If 30)&nbsp; A second service plan was created. Yes Is Selected 

Q41 A plan to implement a service plan evaluation/progress assessment (including the use of 
standardized assessment instruments) within 90 days post the 2nd case plan was established.  
 Yes (1) 

 No (2) 

 
Q172 Was there an assessment of risk for future maltreatment prior to case closure? 
 Yes (1) 

 No (2) 

 
Q173 Was the closure decision consistent with case circumstances?  
 Yes (1) 

 No (2) 
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Answer If 30)&nbsp; A second service plan was created. No Is Selected 

Q46 The decision to close the case was sufficiently justified. 
 Insufficient (1) 

 Partially sufficient (2) 

 Sufficient (3) 

 
Q83 Strengths - Evaluation of Change/Progress Assessment: 
 
Q197 Areas for Improvement - Evaluation of Change/Progress Assessment: 
 
Q113 Was Service Plan Evaluation/Progress Assessment the final completed component for this 
case?  
 Yes (1) 

 No (2) 

If yes Is Selected, Then Skip To End of Survey 

 
Q36 VII. CASE CLOSURE   Documentation of how the service plan evaluation/progress 
assessment was used with the family to review change and progress prior to closing.  
 Insufficient (1) 

 Partially Sufficient (2) 

 Sufficient (3) 

 
Q37 The case closure decision narrative included supervisory approval.  
 Yes (1) 

 No (2) 

 
Q106 The case closure decision narrative included director approval.  
 yes (1) 

 No (2) 

 Not applicable (3) 

 
Q88 Strengths related to case closure:  
 
Q200 Areas for improvement related to case closure:  
 

 

 

 

 

 

 

 

 

 



 

211 
 

Appendix I 

 

Bivariate Correlations and T-Tests Among Individual and Organizational Characteristics 

 

 1 2 3 4 5 6 7 8 9 

1. Age 1         

2. Level of Ed4 .33 1        

3. Length in Position -.06 -.04 1       

4. Length at Agency .59** 1.13 .46** 1      

5. Length in CW .74** 1.36 .42* .90** 1     

6. Number of Fam .29 .37 -.16 -.04 .05 1    

7. EBPAS Req.  -.23 -

1.17 

.16 -.13 -.10 -.27 1   

8. EBPAS Appeal -.08 1.37 -.01 .07 .09 -.16 .61** 1  

9. EBPAS Openness -.14 1.85 -.24 -.24 -.15 -.19 .41* .43* 1 

10. EBPAS Diverg .30 .04 .10 .56** .51** .14 .13 .03 -.16 

11. EBPAS Limit -.19 1.62 .09 -.20 -.18 -.21 .39* .48** .45* 

12. EBPAS Fit -.50* -.89 -.18 -.44 -.43 .17 .00 -.25 -.20 

13. EBPAS Monitor -.19 1.57 -.03 -.13 -.19 .11 .04 -.13 .25 

14. EBPAS Balance -.03 -.92 -.21 -.16 -.25 .02 .03 -.16 .01 

15. EBPAS Burden -.34 -

1.02 

.18 -.19 -.29 -.09 .27 -.09 -.15 

16. EBPAS Job Secu .14 .44 .07 .06 .00 .10 .04 .00 .08 

17. EBPAS Org Sup -.04 .81 .09 -.15 -.20 -

.42* 

.51** .32 .51** 

18. EBPAS Feedbac .03 .47 .15 -.07 -.11 -.15 .46** .54** .40* 

19. SE Emotional Reg -.14 -.03 .24 .26 .28 -.24 .23 .14 .15 

20. SE Procedural -.20 .58 -.02 .13 .20 -.20 .36 .42* .26 

21. SE Support -.25 1.01 .19 .20 .16 -.10 .25 .38* .25 

22. ICS Focus on EBP .35 -.44 .01 .26 .29 -.23 .24 .35 .11 

23. ICS Educational 

Support 

.34 -.93 .01 .13 .16 -.02 .07 .15 .04 

24. ICS Recognition .05 .03 -.13 .35 .30 .14 -.17 .06 .08 

25. ICS Reward .04 .42 -.17 .06 .13 .19 -.02 .01 .32 

26. ICS Selection of 

EBP 

-.06 .55 -.18 .07 .03 .02 .07 .36 .25 

27. ICS Selection for 

Openness 

-.07 .55 -.05 .03 .07 .17 .20 .35 .38 

28. ILS Proactive .27 .51 -.04 .21 .19 -.06 .10 .23 .21 

29. ILS Knowledgeable .30 .51 -.03 .22 .19 -

.39* 

.15 .28 .29 

                                                           
 
4 T-tests were used to measure Level of Education (Bachelors or Masters) with all other 

continuous variables.   
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30. ILS Support  .17 .48 -.17 .22 .10 -.29 .23 .27 .26 

31. ILS Persistence  .27 .48 -.11 .28 .18 -.15 .13 .19 .15 

*p≤.05, **p≤.01 (2-tailed) 

 

 10 11 12 13 14 15 16 17 18 

1. Age          

2. Level of Ed5          

3. Length in Position          

4. Length at Agency          

5. Length in CW          

6. Number of Fam          

7. EBPAS Req.           

8. EBPAS Appeal          

9. EBPAS Openness          

10. EBPAS Diverg 1         

11. EBPAS Limit -.17 1        

12. EBPAS Fit .03 -.07 1       

13. EBPAS Monitor .20 -.01 .26 1      

14. EBPAS Balance .05 .05 .18 .27 1     

15. EBPAS Burden -.01 .04 .56** .34 .29 1    

16. EBPAS Job Secu -.04 .05 -.21 .15 .41* .06 1   

17. EBPAS Org Sup -.13 .55** -.17 -.10 -.03 .14 .28 1  

18. EBPAS Feedbac -.05 .41* -.20 -.08 -.19 .05 .22 .66* 1 

19. SE Emotional Reg .16 -.13 -.11 .10 .26 -.15 .15 -.13 -.01 

20. SE Procedural .29 .02 -.08 .09 -.05 -.13 -.11 -.006 .13 

21. SE Support .24 .03 -.04 -.04 -.19 -.12 .10 .13 .32 

22. ICS Focus on EBP .19 .15 -.33 -.40* -.32 -.27 .11 .38* .53** 

23. ICS Educational 

Support 

.15 .03 -.37 -.28 .01 -.42* .16 .14 .27 

24. ICS Recognition .42* -.32 -.28 -.02 -.19 -.37 -.10 -.18 -.06 

25. ICS Reward .31 -.28 .12 .38* .08 .04 .14 .05 .07 

26. ICS Selection of EBP .18 -.001 -.24 -.04 -.11 -.38 .22 .26 .27 

27. ICS Selection for 

Openness 

.15 .26 -.14 -.04 -.04 .02 .16 .22 .21 

28. ILS Proactive .15 -.08 -51** -.20 -.17 -.25 .22 .38* .49** 

29. ILS Knowledgeable .04 .13 -.55** -.19 -.22 -.26 .29 .53** .58** 

30. ILS Support  .04 .01 -.49** -.14 -.29 -.12 .30 .60** .64** 

31. ILS Persistence  .12 -.02 -.36 -.18 -.24 -.10 .41* .57** .54** 

 

  

 

 

                                                           
 
5 T-tests were used to measure Level of Education (Bachelors or Masters) with all other 

continuous variables.   
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 19 20 21 22 23 24 25 26 27 

1. Age          

2. Level of Education          

3. Length in Position          

4. Length at Agency          

5. Length in Child Welfare          

6. Number of Families 

Served 

         

7. EBPAS Requirements           

8. EBPAS Appeal          

9. EBPAS Openness          

10. EBPAS Divergence          

11. EBPAS Limitations          

12. EBPAS Fit          

13. EBPAS Monitoring          

14. EBPAS Balance          

15. EBPAS Burden          

16. EBPAS Job Security          

17. EBPAS Org Support          

18. EBPAS Feedback          

19. SE Emotional 

Regulation 

1         

20. SE Procedural .81** 1        

21. SE Support .66** .67** 1       

22. ICS Focus on EBP .08 .25 .32 1      

23. ICS Educational 

Support 

-.001 .11 .17 .64** 1     

24. ICS Recognition .21 .37 .40* .30 .53* 1    

25. ICS Reward .20 .34 .25 .18 .34 .72** 1   

26. ICS Selection of EBP .16 .29 .32 .43** .58** .66** .71 1  

27. ICS Selection for 

Openness 

-.05 -.08 .13 .22 .16 .20 .38 .60** 1 

28. ILS Proactive .01 .14 .21 .56** .49** .51** .34 .59** .26 

29. ILS Knowledgeable -.04 .06 .07 .69** .43* .28 .14 .43** .18 

30. ILS Support  -.13 .03 .16 .55** .31 .23 .11 .41** .20 

31. ILS Persistence  .06 -.12 .12 .54** .31 .21 .15 .47** .39* 

  

 

 28 29 30 31 

1. Age     

2. Level of Education     

3. Length in Position     

4. Length at Agency     

5. Length in Child Welfare     

6. Number of Families 

Served 
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7. EBPAS Requirements      

8. EBPAS Appeal     

9. EBPAS Openness     

10. EBPAS Divergence     

11. EBPAS Limitations     

12. EBPAS Fit     

13. EBPAS Monitoring     

14. EBPAS Balance     

15. EBPAS Burden     

16. EBPAS Job Security     

17. EBPAS Org Support     

18. EBPAS Feedback     

19. SE Emotional 

Regulation 

    

20. SE Procedural     

21. SE Support     

22. ICS Focus on EBP     

23. ICS Educational 

Support 

    

24. ICS Recognition     

25. ICS Reward     

26. ICS Selection of EBP     

27. ICS Selection for 

Openness 

    

28. ILS Proactive 1    

29. ILS Knowledgeable .83** 1   

30. ILS Support  .81** .87** 1  

31. ILS Persistence  .74** .79** .92* 1 
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