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Overview

This thesis investigates the service delivery frameworks which support
complex interventions for children and young people with conduct problems, and
their families.

Part 1, the literature review, evaluates existing measures and other literature
in the field to inform the development of a fidelity measure for the service delivery
frameworks supporting complex interventions. 35 papers are examined using an
approach informed by narrative synthesis to bring together the emerging themes. The
service delivery frameworks which underpin interventions are little evaluated in the
literature, and the review concluded that there is scope for the development of a
measure to examine the service delivery elements of interventions for children and
young people with conduct problems, which might be best informed by drawing on
existing measures and literature on effective delivery of complex interventions.

Part 2, the empirical paper, describes the development and administration of
the Children and Young People — Resource, Evaluation and Systems Schedule
(CYPRESS) as part of the Systemic Therapy for At Risk Teens (START)
randomised controlled trial (RCT) comparing multisystemic therapy (MST) with
management as usual (MAU). CYPRESS was developed on the basis of a review of
existing measures in the field, as well as research into the central aspects of service
delivery which support complex interventions, as an interview-based measure of the
service delivery frameworks supporting complex interventions. CYPRESS was
piloted with two non-START trial teams, and subsequently administered to 16 teams
(8 MST and 8 MAU) taking part in the START trial. The results of these interviews

were used to compare the service delivery elements supporting MST and MAU, and
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to characterise the MAU services in the trial. The importance of further development
and testing of CYPRESS is noted.

Part 3, the critical appraisal, addresses methodological considerations arising
from the research, discusses implications of the work, and reflects on the process of

carrying out the research, and the context in which research of this nature occurs.
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Part 1: Literature Review

What is the appropriate structure and content of a
service delivery fidelity measure for complex
interventions for children and young people with
conduct problems?



Abstract

Aims  The purpose of this review is to establish what the existing literature and the
measures identified in the review can tell us about the appropriate structure and
content of a fidelity measure to evaluate the effective delivery of complex
interventions to children with conduct disorder and associated psychosocial
problems. This review includes systematic searches identifying existing adherence
and fidelity measures for complex interventions for conduct problems; it will also

examine measures and other relevant papers existing in the wider literature.

Method This paper details a literature search aimed at identifying existing
adherence and fidelity measures used in complex interventions for children and
young people with conduct problems. Due to limited data on such measures for
conduct problems and child problems more generally, search terms were widened to
also include measures used in complex interventions in adult mental health. A
narrative synthesis approach was drawn upon in order to generate a useful
understanding in an area where there is a disparate body of literature, and where

more conventional methods might not offer the same insights.

Results 35 papers were included in the review. There is a body of literature on
complex interventions for children and adolescents, some of which addresses
adherence or fidelity. However, this was found to be largely at the level of treatment
adherence and individual sessions as opposed to aiming to encapsulate the broader
organisational elements of an intervention and the infrastructure surrounding it.

Some of the literature offers conceptual frameworks, while some authors identify key



elements of interventions, but do not propose these in the form of a replicable or
standardised framework. Assertive community treatment for severe and enduring
mental health problems in adults is one area which gives more substantial attention to
broader conceptualisations of essential service delivery characteristics that support

interventions.

Conclusions This review concludes that there is scope for further work in the area,
in developing a measure which is broader in terms of the domains addressed,
offering a means of examining service delivery aspects of complex interventions, and
which can be used across therapies, rather than being specific to one particular

intervention.



Introduction

Conduct disorder is defined by the World Health Organization (WHO)’s
International Classification of Diseases (ICD-10; WHO, 2007) as ‘a repetitive and
persistent pattern of dissocial, aggressive, or defiant conduct’. ICD-10 also requires
for a diagnosis that such behaviour be present for six months or longer, and makes a
clear distinction between conduct disorder and ‘ordinary childish mischief or
adolescent rebelliousness’. A report by the Office for National Statistics (2000)
found a prevalence rate of 5.3 per cent for conduct disorder among children (boys
and girls) aged five to 15 years (Meltzer et al., 2000). Conduct problems and
associated behavioural difficulties exhibited by children and adolescents are
significant social problems, costly in both personal and economic terms (see e.g.
Foster and Jones, 2005; National Institute for Health and Clinical Excellence, 2006;

Scott, Knapp, Henderson and Maughan, 2001).

In an effort to provide effective services for children and families affected by
conduct disorder, and its precursor, oppositional defiant disorder, a number of
complex interventions have been developed over the last 25 years or so. Complex
interventions are by definition not straightforward to describe; the Medical Research
Council defines them as comprising several interacting components, and exhibiting
complexity in terms of one or several dimensions (including number and difficulty of
behaviours, range of groups targeted, number and variability of outcomes, and
degree of flexibility required in delivery) (Medical Research Council, 2008). These
complex interventions for children include multisystemic therapy (MST; Henggeler,
1999; Henggeler and Borduin, 1990), as well as functional family therapy (FFT;
Alexander and Parsons, 1982), multi-dimensional family therapy (MDFT; Liddle,

2010), Parent Management Training (PMT; Feldman and Kazdin, 1995) and Problem

4



Solving Skills Training (PSST; Kazdin et al., 1987). As interventions have
developed, so too has the field of implementation science, and an understanding that
dissemination of an intervention to settings other than that in which it was developed,
or ‘transport’, requires a systematic approach. Schoenwald (2008) describes the
development of an effective evidence-based approach to transporting MST to
settings outside the research environment in which it was developed and validated.
She describes how this approach sought to consider four levels of influence on
implementation— youth/family, clinician, organisation, and service system. The latter
two are of particular interest in this review, and Schoenwald identifies effective
collaboration with systems and provider organisations, which creates a good fit
between financial and organisational policies and MST, as essential in ensuring
fidelity of implementation. While the investigation of fidelity in general is not
comprehensive, Schoenwald and colleagues have produced a robust body of
literature on the fidelity and transport of MST (Schoenwald, Sheidow and
Letourneau, 2004) and effective transport of interventions (Schoenwald and
Hoagwood, 2001; Schoenwald, Chapman, Sheidow and Carter, 2009). Fidelity and
transport, while not equivalent, are overlapping concepts and this should be borne in
mind in reviewing the literature.

It might be hypothesised that those features of the organisation and service
system Schoenwald discusses are more than simply helpful in ensuring that new
interventions can be implemented and done so with fidelity, perhaps they are in fact
integral to the success of the therapy, essential rather than preferable. MST, which is
arguably one of the most well developed intervention programmes for children and
young people in terms of dissemination, has been demonstrated to be highly

efficacious in the United States (e.g. Borduin et al., 1995; Schaeffer and Borduin,



2005), and when transported to some other countries, including Norway (Ogden and
Halliday-Boykins, 2004; Ogden and Amlund Hagen, 2006) and New Zealand
(Curtis, Ronan, Heiblum and Crellin, 2009). However, studies in Canada and
Sweden (Leschied and Cunningham, 2002; Sundell et al., 2008) have shown less
promising results. Sundell et al. (2008) did not replicate the success of MST seen in
American and Norwegian studies in their Swedish sample, finding no statistically
significant differences between control and experimental groups in terms of
reduction of problem behaviours, improvement in family relations or improvement of
social skills. Consequently, it is worth considering what factors may be related to the
varying levels of treatment success when MST is implemented in different regions.
One argument is that usual services in those countries which have shown more
ambiguous results are less iatrogenic than those in the US, or at least offer a more
robust service (Littell, Campbell, Green and Toews, 2005). The presence of the
structures around MST that were also present in many studies of effectiveness might
suggest different factors at play in how successfully the intervention is transported
and how positive the outcomes are. Sundell et al. (2008) comment on the child
welfare approach to young offenders in both Sweden and Norway which means
services which are largely home-based are more common, and would not therefore
be the preserve of MST in these two countries. While this might explain the
difference between findings in Sweden and the US, it does not account for the
difference between Sweden and Norway. However, in explaining their findings
Sundell et al. cite the presence of national support for the project in Norway,
compared with only local frameworks in Sweden, and the higher rate of residential
placements in Norway, disadvantaging the Norwegian MAU group, as residential

placements are considered to come with higher risks of an iatrogenic effect (see e.g.



Dodge, Dishion and Lansford, 2006). This highlights the importance of having
measures available which are able to capture not only treatment adherence but the
wider components of the system, that is to say the fidelity with which other elements
of an intervention are transported, and the service delivery frameworks which
support interventions. This question also arises in the literature on home treatment
for adult mental health problems, where differences between usual services (with
North American services considered poorer than those in Europe) are argued by
some to explain the advantage displayed by North American services over their
European counterparts (see Burns et al., 2002). A related issue, raised by Curtis,
Ronan and Borduin (2004), is that the MST efficacy studies — those where one of the
original developers of the intervention is directly involved in a consultancy or
supervisory capacity — consistently demonstrate far greater effect sizes than do
effectiveness studies — studies in which MST is evaluated in naturalistic settings to
which it has been transported and where MST developers are usually absent.

The presence of a developer was initially considered the explanation for the
difference between efficacy and effectiveness studies, in that their greater
involvement leads to better adherence to the MST model when treatment is
delivered. However, Curtis et al. (2009) have since added that the different
comparison conditions are also likely to have been a factor here. An alternative
explanation, and one which warrants more extensive consideration, is that particular
systemic and organisational features which are supported by the structure of MST,
but which might not be explicitly identified as essential components of it, are more
variable when the intervention is transported, including in effectiveness studies. A
related issue is that some management as usual (MAU) services may well contain the

essential components of infrastructure of MST but not the associated formal MST



processes. These essential components might include quality of supervision, team
ethos regarding how to achieve treatment aims and outcomes, consistency of
approach to formulation across therapists, and supervisory arrangements and style.

In order to set the context for this review, it is useful to make some
distinctions between the various terms that are used in this literature to describe how,
and how well, interventions are implemented and delivered: competence; adherence;
fidelity; and dissemination. While the terms are used differently in different arenas,
the following definitions, derived from consideration of the literature, detail how the
terms will be used for the purpose of this review. Competence describes one’s level
of skill in delivering a given intervention. Adherence means the degree to which a
therapist (or supervisor or other person involved in delivery of a therapy) adheres to
the manualised treatment procedures required by a particular model.

Ogden, Amlund Hagen, Askeland and Christensen (2009) highlight the useful
distinction between programme fidelity; ensuring that the necessary elements for an
intervention to be delivered are in place, and treatment fidelity; the core content of an
intervention, and its exposure and ‘dosage’. Programme fidelity, an organisational
concept, could be said to describe the degree to which an intervention is delivered as
intended at all levels, examining domains such as supervision, team structure, team
ethos, communication style and patterns, and the approach to formulation used in
teams. It should be noted that the term is sometimes used in the literature to refer to
what might in fact be considered treatment fidelity.

While it is useful to keep these distinctions in mind, of equal importance is
the recognition that the terms are at times used interchangeably, and that the
definitions continue to evolve as the conceptualisation of the underlying principles so

does.



We might consider successful dissemination to be a consequence of
successful fidelity to a given model of complex intervention. Dissemination and
fidelity can be best understood as related but not equivalent concepts; successful
dissemination is not possible without first having means of establishing the level of
programme fidelity. A successful intervention, in terms of achieving good outcomes
as measured by established measures of agreed targets, is not the same as successful
implementation or transport, that is to say how well an intervention adheres to the
treatment principles and manual once transported. However, successful intervention
is likely to be highly correlated with fidelity of intervention implementation.

This review aims to capture existing understanding of the service delivery
components which are integral to successful complex interventions, and consider
how these are measured, or might be. Though not unimportant, to examine the
quality of these measures, in terms of their psychometric properties and route to
development, is beyond the scope of this review, but would be a helpful extension of
this work. Investigation into the wider question of service delivery factors has to date
been largely absent from research in the area; no measure to effectively delineate
these components and their relationship with transport in complex interventions for
children and young people is currently available. This is in contrast with, for
example, measurement of treatment adherence such as that exemplified by the
established measures used routinely in MST which examine therapist adherence
(Therapist Adherence Measure; TAM; Henggeler and Borduin, 1992), supervisor
adherence (Supervisor Adherence Measure; SAM; Schoenwald, Henggeler and
Edwards, 1998) and consultant adherence (Consultant Adherence Measure; CAM;
Schoenwald, 1998) (see Appendices A-C for all measures). While research has

looked at the effectiveness of the range of interventions aimed at children with



behavioural problems and their families, and MST demonstrates very good
adherence practices, the degree to which fidelity is more widely considered in the
literature is variable. A little over twenty years ago Moncher and Prinz (1991)
reported in their evaluation of treatment outcome studies that fifty-five per cent
ignored fidelity. We might understand the term fidelity as it is used in this instance as
referring broadly to any strategies for ensuring an intervention is delivered as
intended, at any level. Borrelli and colleagues (Bellg et al., 2004; Borrelli et al.,
2005) sought to update and expand the literature, developing a framework within
which to enhance fidelity and later using this framework to develop a treatment
fidelity measure with which they evaluated articles published over a ten-year period
in five major journals. They found a mean proportion adherence to treatment fidelity
strategies, relating to design, training, delivery, receipt and enactment, of .55; an
improvement on Moncher and Prinz’s finding of just 10 per cent. In order to answer
our question, specific elements of practice, the content and structure of existing
measures of fidelity, and knowledge of implementation science literature will be
drawn upon.

In understanding the appropriate structure for a measure of complex

interventions we must consider the following:

e Content and focus
e Structure

e Conceptual framework within which the measure positions itself

Our interest is in understanding whether we can measure services in a replicable
way, characterising services in terms of the service delivery frameworks which

support them. It might be that services which are successful have in common
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particular service delivery frameworks which are more important, yet perhaps more
opaque, than the specific details of the interventions offered by them. The aim here is
to take programme fidelity a step further and discover how we might assess fidelity
not to specific interventions or strategies, or even to principles which characterise
one specific intervention, but rather to a set of overarching organisational and
philosophical principles underpinning a range of interventions — which might look
different in terms of what form 'therapy' takes — known to be successful for a specific
difficulty, namely conduct problems.

Waltz, Addis, Koerner, and Jacobson (1993) discuss the methods used at the
time they were writing, nearly twenty years ago, to collect fidelity data —
manipulation checks, tests of treatment integrity, and assessment of therapist
competence and adherence — and make recommendations for future developments,
including all aspects of therapist competence being defined relative to the treatment
manual being used, carefully fitting manipulation checks to the questions asked, and
employing adherence measures which assess the degree to which therapy includes
behaviours which are unique and essential, essential but not unique, acceptable but
not necessary, and proscribed. These recommendations have come to fruition in
many pieces of research but, as we will see, by no means all. Harachi, Abbott,
Catalano, Haggerty, and Fleming (1999) highlighted the need to move away from
what has become known as the ‘black box’ approach to implementation, that is to
say, one which lacks transparency into what interventions are doing, and towards one
which allows elaboration of the specific mechanisms through which change occurs.

This review proceeds with this in mind.

11



Method

Literature search strategy

A systematic search of the literature was conducted between November 2010
and February 2011 using computerised databases (MEDLINE, PsycINFO, Cochrane
Library). Searches were limited to articles in English or those for which an English
translation was available. Combinations of the following keywords were used:
adherence, fidelity, competence, implementation, measure, scale, tool, framework,
index, checklist, child, adolescent. The term youth was also considered but not
included as initial searches showed that it mapped to the subject heading adolescent.
These terms were derived from a review of key articles and a scoping search of
available online literature. The term infegrity is sometimes used interchangeably with
fidelity; however exploratory searches again indicated that excluding this term from
the main search strategy did not result in the loss of relevant articles, and its
inclusion did not increase the number of unique articles. Additional terms were
subsequently added in to narrow the focus of the search in the first instance; these
included conduct disorder, oppositional defiant disorder, and anti-social behavio*.
Further searches were run which included specific names of interventions known to
be used with young people with conduct disorder or behavioural problems more
generally; these were brief strategic family therapy, multidimensional family therapy
and multisystemic therapy. Exploratory searches indicated that to narrow the
searches by including specific reference to service delivery was not productive, and it
was considered preferable to use more inclusive terms, despite this creating a higher
volume of results to visually check. The search was then run using terms which
aimed to broaden it, thus capturing literature pertaining to psychotherapy more

generally; these included mental health, psychotherap*, intervention and treatment.
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In addition, articles or measures were included which were known to the author and
her supervisors but which might not have been identified through the literature
search, or which were identified from inspection of the reference lists of studies
identified in the search process.

The total number of articles identified in the database search as possible for
review was 2114 from the child literature and a further 1495 from the adult literature.
Restricting the child literature to papers from the year 2000 onwards reduced the
number from this area to 1764; the specific area under examination might be said to
be a relatively new area of research so it was considered legitimate to limit the
searches in this manner. From this, 28 were identified as being relevant to the review
(meeting the criteria described below); a further 7 were included which were
identified elsewhere as described above.

Paper inclusion criteria

Papers were included on the basis that they met at least one of the following
criteria: concerned with implementing interventions for children with behavioural
difficulties; presented frameworks for understanding the necessary factors for
effective interventions; described fidelity measures which were concerned with
service delivery features of interventions; concerned with issues of fidelity
measurement. A number of papers related to organisational climate were identified,
however these were excluded as it was considered that they would not directly
inform the research questions we have set out to answer. Articles which were
concerned with treatment adherence only, in adult interventions, were excluded.
Obtaining measures

An issue which arose during the early stages of reviewing the literature was

that a number of articles cited measures used to assess fidelity and related constructs,
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but did not append the measure. It was therefore necessary to contact authors directly
to request copies of measures which were considered relevant to the search. Contact
was made by email and all authors responded to the request positively, sending the
measures and manuals, and in some cases including related articles. The following
measures were obtained using this method: Leader Observation Tool (LOT; Eames et
al., 2009); Fidelity of Implementation Rating Scale (FIMP; Knutson, Forgatch, Rains
and Sigmarsdéttir, 2009); Therapist Behavior Rating Scale-Competence (TBRS 2;
Hogue, Liddle, Singer, and Leckrone, 2005); Chicago Parent Program Fidelity
Checklist (Breitenstein et al., 2010); Children’s Psychosocial Rehabilitation
Treatment Adherence Measure (CTAM; Williams, Oberst, Campbell and Lancaster,
2011); Borrelli Fidelity Framework (Borrelli et al., 2005); Semi-Structured Interview
Protocol for Clinical Staff and Semi-Structured Interview Protocol for Agency Lead
from the Pilot Study of Barriers and Facilitators to Functional Family Therapy (FFT)
Implementation in NY State (Zazzali et al., 2008).

The Substance Abuse and Mental Health Services Administration
(SAMHSA) measures described below were obtained via an online search, having
first been identified through preliminary reading in the area, and not through the
formal searches.

Reporting findings

In answering in as rich a way as possible the questions posed, the concept of
narrative synthesis (see Popay et al., 2006) was drawn upon in collating and
presenting the findings, in which the guiding principle is to generate a story which
represents the key themes and understandings arising from examination of the
literature, and which can be further developed as new literature is examined. As the

literature on measurable means of evaluating the service delivery frameworks which
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are common to complex interventions for children and young people is fragmented,
and the question under examination not a more standard review question, a flexible
approach to the review, utilising Popay et al.’s (2006) concept of narrative synthesis,

was helpful.

Results

The articles in the review are divided into the following four categories:
interventions for children with behavioural difficulties; conceptual frameworks or
necessary factors for effective interventions; measures which address service
delivery issues; and issues of measurement. 35 papers were deemed to meet criteria
for inclusion, in that they were informative in understanding the appropriate content
and structure for a measure of service delivery components of complex interventions
for children and young people. Table 1 summarises the papers; in addition to the four
categories above, and in order to help make sense of the findings, each was identified
as informing the research question in terms of one or more of the following:
‘structure’, ‘content’ and ‘other’ (the third label to include those papers which were
informative but which could not be said to directly relate to either structure or
content).

The synthesis was guided by asking whether a given paper was concerned
with issues of fidelity, and, further, at what level fidelity was explored, in those
instances where it was. Moreover, examination of the literature generated an
understanding that those papers concerned with key features of effective
interventions would also be useful, helping to clarify what factors would be relevant
to any measure which aims to assess service delivery elements of an intervention.

Starting from the literature on implementation of complex interventions in the child

15



field, and moving gradually towards means of conceptualising effective interventions
more broadly, and existing measures, in part taken from the adult field, a picture of
what a measure of the service delivery aspects of complex interventions for children

and young people with conduct problems might look like, started to emerge.
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Table 1 Existing studies which can inform our understanding of the appropriate structure and content for a fidelity measure for the delivery of

complex interventions to children and young people

Study Area

Focus of paper

How does the study/measure inform our question
as regards structure (S)/content (C)/other (0)?

Austin, Macgowan &
Wagner 2005

Evidence-based practice
(child)

Baer et al. 2007 Fidelity (adult)

Bellg et al. 2004 Fidelity (general)

Berzin et al. 2007 Fidelity (child)

Bond et al. 2000 Fidelity (adult)

Borrelli et al. 2005 Fidelity (general/issues

of measurement)

Breitenstein et al. 2010 Fidelity (child)

Systematic review of 5 treatments for
adolescent substance use

Review of multi-site drug treatments

Framework for measuring fidelity in health
behaviour change interventions

Model fidelity in family group decision-
making (FGDM)

Measuring fidelity in psychiatric
rehabilitation

Evaluation of fidelity in existing papers

Establishing feasibility and validity of Fidelity
Checklist for Chicago Parenting Program

Fidelity checks in 20 % of sample (O)

Identifies systemic factors influencing treatment (C)

Design, training, delivery, receipt, enactment (C)

Draws on a range of stakeholders’ views (S)

Multi-modal approach to collection of information

(S)

25 item checklist (S); Design, training, delivery,
receipt, enactment (C)

One checklist comprising 2 scales (S); measuring
adherence and competence (C)
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Bruns et al. 2004

Durlak & DuPre 2008

Eames et al. 2009

Fergusson, Stanley &
Horwood 2009

Fixsen et al. 2005

Forgatch, Patterson &
DeGarmo 2005

Garland et al. 2008

Gottfredson et al. 2006

Fidelity (child)

Implementation

Fidelity (child)

Child intervention

Fidelity (general)

Fidelity (child)

Evidence-based
interventions (child)

Fidelity and
effectiveness (child)

Fidelity measure development

Factors affecting implementation

Measure description

Implementation

Organisational fidelity in child interventions

Application of rating scale to parent
management training — the Oregon model
(PMTO)

Identifying common elements of
psychosocial interventions for children with
behavioural problems

Experimental examination of fidelity and
effectiveness across treatment approaches

Interviews with multiple stakeholders, team
observation measure, document review form,
instrument to assess level of system support (S);
experience of relevant stakeholders at different
levels (including community and system) (C)
Framework for implementation factors — community

level factors, provider characteristics, innovation
characteristics, prevention delivery/support systems

(€)
Session level factors only (C)

Absence of fidelity measure (O)

Complexity of defining ‘organisational fidelity’ (O)

Session level factors only (C)

Common factors across therapeutic modalities (C)

Intervention specific fidelity measures employed (O)
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Hogue et al. 2005;
Hogue, Henderson et
al. 2008; Hogue,
Dauber et al. 2008

Kling et al. 2010
Knutson et al. 2009
Kumpfer & Alvarado
2003

McGrew et al. 1994

McHugo et al. 2007

Mueser et al. 2003

Ogden et al. 2009

Scott et al. 2010

Fidelity (child)

Fidelity (child)

Fidelity (child)

Family interventions

Fidelity (adult)

Fidelity (adult)

Fidelity (adult/child)

Implementation (child)

Implementation (child)

Comparison of fidelity across approaches

Comparison of parenting interventions

Measure description

Review of studies of parenting intervention
Development of a fidelity scale (IFACT) for
assertive community treatment (ACT)
Comparison of fidelity across approaches

Description of scales

Conceptual model of implementation
components

Description of study and discussion of role of
fidelity

Multidimensionality of problems (O)

Information from parents and group leaders (C);
session specific checklists (S)

Intervention specific ratings (S;C)

Principles of effective family interventions (C)

3 subscales (S); staffing , organisation and service
domains (C)

Intervention specific fidelity scales (O)

20 (Integrated Dual Disorders Treatment)/17 (Youth
Integrated Community Treatment) items scored 1-5
(not implemented to fully implemented) (S); scores

compared against protocol (C)

Distinction between programme fidelity and
treatment fidelity (O)

Emphasis on fidelity in dissemination (O)
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SAMHSA 2003; 2009
(nb. 4 scales)

Teague et al. 1998

Turner & Sanders 2006

Wandersman et al.
2008

Williams et al. 2011

Zazzali et al. 2008

Fidelity (adult)

Fidelity (adult)

Dissemination (child)

Dissemination/
Implementation
(general)

Adherence (child)

Implementation of
evidence-based
practices (child)

Measurement of a set of general operating
characteristics of an organisation

Protocol for ACT fidelity scale (Dartmouth
Assertive Community Treatment Scale)

Evaluation of evidence for specified
parenting practices; discussion of evidence-
based practice dissemination

Conceptual framework for relationships
between systems in implementation

Development of an adherence measure for
child psychiatric rehabilitation (CPSR)

Description of pilot study of functional family

therapy (FFT), conceptual framework and
interview schedules

12 items with each scoring 1-5 (not implemented to
fully implemented) (S); systemic factors including
programme philosophy, assessment, supervision,
process monitoring (C)

3 domains of between 7 and 11 items, with each
item scoring 1-5 (from not implemented to fully
implemented) (S); domains on human resources,
organisational boundaries, nature of services (C)

Programme /resource development; quality training;
promotion of practitioner self-efficacy; workplace
support and supervision (C)

Framework comprises 3 systems: Prevention
Synthesis and Translation (offering summarised
information about interventions), Prevention
Support (which provides training and other support
to users in the field); Prevention Delivery (which
implements innovations in practice) (C)

35 item, 6 point scale with some items reverse
scored (S); session specific (C)

2 semi-structured scales (S); clinical staff —
background, implementation, organisational
context, mechanisms of diffusion, overall
assessment, future prospects; agency lead —
adoption of new programs, program change (C)
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Review findings

Interventions for children with behavioural difficulties. The synthesis
starts with consideration of what the literature around interventions for children with
conduct problems tells us broadly about the role of adherence and fidelity in this
area. In line with the findings of Borrelli and colleagues described earlier (Bellg et
al., 2004; Borrelli et al., 2005), this review finds that while the number of studies
across the health literature generally which fail to consider fidelity is seemingly
considerably smaller than it was 20 years ago, not all effectiveness studies looking at
interventions for children include a fidelity or adherence check. A recent example in
the child field is the study by Fergusson, Stanley and Horwood (2009) which
provided preliminary data on the efficacy and cultural acceptability of the Incredible
Years Basic Parent Programme in New Zealand. Their study incorporated measures
of child behaviour and parent satisfaction; however the authors comment that the
study lacks a measure of fidelity. We might argue that without fidelity measures any
conclusions about the effectiveness or impact of an intervention are to be considered
with caution, as we have no indication of the degree to which the intervention was
representative of the intervention as intended or as compared with other incarnations
of the programme.

A review of treatments for adolescent substance use by Austin, Macgowan
and Wagner (2005) found fidelity checks in only one of the five therapies
investigated (incidentally the one in which such a measure was in place was MST,
and in this study adherence was shown to be a problem).

Recently a number of interventions in the child field have started to use
adherence measures more routinely. These include the Chicago Parent Program

(Breitenstein et al., 2010), Incredible Years (e.g. Eames et al., 2009; Scott et al.,
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2010), Child Psychiatric Rehabilitation (Williams et al., 2011) and the Oregon model
of Parent Management Training (Forgatch, Patterson and DeGarmo, 2005). The LOT
(used by Incredible Years researchers in the UK), the Chicago Parent Program
Fidelity Checklist; the FIMP (Fidelity of Implementation Rating System; used in the
Oregon Parent Management Training programme); the CTAM (Children’s
Psychosocial Rehabilitation Treatment Adherence Measure; used in child psychiatric
rehabilitation); and Hogue et al.’s 2005 Therapist Behavior Rating Scale (used for
both Multi Dimensional Family Therapy and individual CBT for adolescent drug
abuse), offer a range of structures and styles, but have in common session level
factors as their focus, considering for example how therapy sessions are conducted,
what techniques are employed, and degree of engagement. Their concern is what
happens in sessions and not by and large the organisational structure or service
delivery frameworks around interventions.

Similarly, Berzin, Thomas and Cohen (2007) assessed model fidelity in
Family Group Decision-Making (FGDM). A standardised measure of fidelity was
not employed, rather a range of measures aimed at eliciting views of a range of
stakeholders were used. The constructs examined relate to session by session
interaction. Kling, Forster, Sundell, and Melin (2010) assessed treatment fidelity in a
study which looked at Parent Management Training (PMT) with varying levels of
therapist support. While this study did employ a number of checks for fidelity to the
model and child outcomes, again there appears to be no measure of fidelity as
regards the wider service delivery context. The Strengthening Washington DC
Families Project (Gottfredson et al., 2006) looked at four family-based interventions
for child antisocial behaviour and its precursors. This review employed an adherence

measure specific to each intervention; it did not seek to characterise the measures

22



using a common framework, and the measures used were session specific and aimed
at the level of intervention in individual cases.

This is a common finding; those pieces of research which do use fidelity
checks do so at the session level and not at a level which illuminates the systemic or
service delivery features of a given therapy or intervention; that is to say, adherence
or treatment fidelity rather than programme fidelity are more commonly addressed.

Garland, Hawley, Brookman-Frazee and Hurlburt (2008) describe an
example of efforts to characterise common elements in the context of an intervention
for children with disruptive behaviour problems, within the wider context of
understanding barriers to effective implementation of evidence-based practice. This
was achieved through a review of eight interventions for this population and a
modified Delphi technique to validate the commonality of the elements identified.
Garland et al. comment that, as we have seen, much of the implementation and
fidelity literature concentrates on individual treatment protocol implementation; here
they present a ‘complementary approach’, which considers the value of taking an
across-treatments approach to delivering and assessing interventions and their
success. While this is pertinent in that it reviewed common elements across different
interventions, it did not do this at a service delivery level; rather it identified session
level elements such as affect education and modelling. However, while the content in
this article is closely tied to the therapeutic features as they relate to the specific
delivery of individual sessions, the principle of overlapping features which are
common in different treatment protocols serving the same clinical population is
interesting. The authors acknowledge that commonality across interventions does not
in and of itself prove centrality in therapeutic success, but it is a helpful indicator.

Further, Garland et al. make reference to the role of the ‘meta-aspects’ of
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interventions which are not identified because they are not specific techniques, for
example, having an overarching conceptual framework which ties elements of the
intervention together. While the focus remains largely therapeutic rather than
organisational, this fits with the premise that there are likely to be, in any given
intervention, elements which are inherent but not explicitly prescribed. To build on
Garland et al.’s meta-aspects, we might hypothesise that features could include, for
example, the degree to which workers subscribe to a shared model of care, protocols
around how a team interacts with other service providers, the organisational structure
within which a team sits, the comprehensiveness of supervision, and the extent to
which an assertive approach to engagement is adopted.

Kumpfer and Alvarado (2003) reviewed two national studies in the United
States that explored the availability and features of effective preventative family
interventions for children and adolescents exhibiting problem behaviours. The
authors identified 13 principles of effective family-focussed interventions (see
Appendix D); to summarise, this included offering comprehensive, multi-component
interventions, with increased ‘dosage’ for families at highest risk, tailoring
interventions to cultural traditions of families, and a collaborative process through
which they are delivered. The features identified can be seen to represent elements of
service delivery which are not specific to a particular model of therapy. What we see
in this example is a description of key characteristics for effective interventions for
young people with complex problems, but without a systematic framework for
evaluating the degree to which different interventions might include them.

Hogue and colleagues (Hogue et al., 2005; Hogue, Henderson et al., 2008;
Hogue, Dauber et al., 2008) are a group of researchers who have examined the

relationship between adherence, competence, and differentiation, that is the degree to
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which an intervention’s main principles are theoretically distinctive, in the child
field. They emphasise the importance of fidelity in this area, commenting that ‘the
complexity of delivering intensive, multi-component preventions to the highest-risk
adolescents and families demands rigorous fidelity monitoring and evaluation to
ensure successful model implementation and adaptation’ (Hogue et al., 2005, p.207).

What we see from examining the above articles, both those investigating
specific interventions and those considering the degree to which fidelity is
considered in such trials, and considering the key themes emerging from them, is that
issues of fidelity and its relationship with outcomes are not routinely considered in
the child field, despite exceptions such as MST. Where it is considered, there are
varying definitions of it. Fidelity might refer to adherence to a specific set of
intervention strategies described in a manual, or to a commitment to implementing
service development according to a particular set of principles. The measurement of
it therefore might take various forms. We also see that the uniting feature in those
examples that do measure fidelity is the focus on session level therapeutic features,
and not service delivery elements.

Conceptual frameworks or necessary factors for effective interventions.

In terms of those articles identified by the search which were specifically
concerned with characterising successful interventions, a number described not a
measure or scale but a conceptual framework. These are taken from both the child
and adult fields.

Some studies are concerned with narrowly measuring adherence to the model,
while others look more broadly at factors in successful dissemination. The former do

not tend to consider the broader organisational aspects which might vary across
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services, while the latter generally offer concepts rather than working frameworks
with which to measure the functioning of a team.

Zazzali et al. (2008) describe a conceptual framework, based on the diffusion
of innovations and organisational behaviour literature, and on accounts of
implementation of evidence-based practice (EBP) in mental health, which aims to
address the multiple levels of analysis required to provide an integrated approach to
understanding implementation. The framework posits that organisational facilitators
(leadership, resources, culture and climate, and structure), drivers of adoption
(rational/technical, resource dependencies and institutional effects) and
characteristics of EBP (flexibility and feasibility) mutually influence the adoption of
an EBP, and its subsequent implementation and continuance. From this framework,
Zazzali et al. developed two semi-structured interview schedules (see Appendix E),
the purpose of which was to understand factors related to the implementation of
Functional Family Therapy in one area in the US, New York State. The first
schedule, aimed at clinical staff, is made up of six sections (background information,
process of implementation, organisational context, mechanisms of diffusion, overall
assessment and future prospects of the programme, plus a one-question section for
feedback on interview process and questions) comprising 30 questions, while the
schedule for agency leads is divided into two sections (adoption of new programs
and program change experiences, and adoption of FFT and program change
experiences) and comprises 25 questions. Responses to the semi-structured interview
are considered in the context of the conceptual framework in order to understand the
particular service under scrutiny. While different questions are asked of agency leads
and clinical staff, the process relies on information from both supervisory or

managerial and clinical staff — recognising the different experiences of the two
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groups yet still considering them in combination — in order to effectively characterise
a service or implementation process using multiple informants.

Zazzali et al. (2008) offer an integrated approach in which the infrastructural
features of successful interventions are considered, a conceptual framework is
offered and from this, questions derived which aim to characterise the system in
focus. What Zazzali et al.’s framework and semi-structured interviews do not seem
to offer is a manualised system with which to assess the features in question. Further,
it focusses on attitudes to, and experiences of, implementation, but not on the
sustainment of specific organisational features once established.

Ogden et al. (2009) present a conceptual model of the components
influencing the outcomes of evidence-based programmes for children and young
people, considering the relationships between the following factors and success of
implementation: programme development, dissemination, adoption,
readiness/awareness, fidelity/adherence, implementation, adaptation, context, and
outcomes. These might be considered to describe overarching principles which
would inform the way in which a service delivery framework was established for any
intervention. As with other articles which present conceptual models of the central
factors in implementation, or indeed transport, the authors do not extend the
framework to one in which fidelity to the essential factors might be measured, nor to
the details of how any one given factor might be quantified. Ogden et al. usefully
point out that fidelity is measured in vastly different ways in different contexts, for
example, through site assessments before implementation, through adherence
measures, or through observation of sessions, as well as commenting that factors
which are extra to the core components of an intervention, for example therapist

enthusiasm, might be at play and thus impact on outcomes. These issues are
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important in considering the appropriate means of characterising and measuring
services.

Turner and Sanders’ (2006) conceptual model of dissemination of the Triple
P parenting programme describes factors which influence successful dissemination,
including organisational factors, for example, the availability of adequate
supervision, line management support, and adequate funding for programme
implementation. Turner and Sanders also speak in more general terms about their
recommendations for the implementation of evidence-based interventions,
identifying the following non-programme specific, organisational aspects as key:
programme and resource development; quality training; promotion of practitioner
self-efficacy; workplace support; and supervision. These are elements which are
likely to be elaborated to differing extents across different intervention guidelines or
manuals, but which will invariably impact upon success of an intervention in terms
of how it is implemented and embedded in an organisational structure. These are
central components which could be considered valuable elements of any measure
which was aimed at characterising the service delivery frameworks supporting
interventions. While Turner and Sanders highlight these key elements, they do not
propose a standalone measure of fidelity or a framework which aims to characterise
the nature of interventions which are successfully disseminated.

Similarly to Turner and Sanders, but this time in the adult substance misuse
field, Baer et al. (2007) offer a review of multi-site drug treatments and identify key
elements in their success: employment of treatment manuals; provision of
standardised competency-based training; use of rating scales for adherence
measurement and quality improvement; employment of specific performance and

certification procedures; monitoring of intervention delivery via review of sessions
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(in vivo or taped); supervision and support processes for those delivering treatments;
and regular oversight of these supervision and support procedures. There is a
bringing together of a number of systemic factors which are likely to impact upon the
nature of a treatment model, the way in which it is delivered and the degree to which
implementation is successful. Here again we see a helpful framework for
understanding implementation success, but without a structure within which to assess
the elements systematically.

Borrelli and colleagues (see e.g. Borrelli et al., 2005) describe a fidelity
framework which has a particular focus on the implementation of interventions in the
context of research. The measure itself (personal communication, 6 January 2011)
consists of what are described as five categories of treatment fidelity; design,
training, delivery, receipt and enactment. While the majority of the items constituting
the measure are concerned with the specific details of delivery of interventions, the
training section does consider the approach to the hiring of staff delivering
interventions and standardisation of training. These ideas start to move closer to the
question of how to measure implementation at a higher, more systems-oriented level.

Durlak and DuPre (2008) specifically address implementation; they
conducted a meta-analysis from which they identified factors impacting on
successful implementation of promotion and prevention programmes in the
community, as part of their analysis of the implementation element of the diffusion
process. The authors use an ecological framework to conceptualise the relationship
between contextual factors and outcomes. Durlak and DuPre identify five areas
related to outcomes: community level factors (e.g. funding and policy); provider
characteristics (e.g. perceived need for innovation, skill proficiency); characteristics

of the innovation (e.g. compatibility and adaptability); factors relevant to the
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prevention delivery system (organisational capacity) (e.g. integration of new

programming, shared vision, coordination with other agencies, formulation of tasks,

leadership and managerial/supervisory/administrative support); and factors related to

the prevention support system (e.g. training and technical assistance).
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Figure 1 Durlak and DuPre’s ecological framework for understanding effective

implementation (Source: Durlak and DuPre, 2008).

Here the factors thought to relate to successful implementation and the

manner in which they interact are delineated, but a framework by which these can be

systematically evaluated across settings or therapies is not proposed. Durlak and

DuPre also raise the interesting question of the degree to which fidelity is always

paramount, or whether in fact adaptation or reinvention to suit local needs is also

important. They assert that adaptation is a helpful and appropriate part of
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implementation; it might be that adaptation, or the capacity for it, is in fact a feature
which should be measured in characterising interventions.

Wandersman et al. (2008) propose the Interactive Systems Framework for
Dissemination and Implementation (ISF). This is a framework for conceptualising
relationships between systems in implementation, with particular reference to
prevention interventions. The framework comprises three systems: the Prevention
Synthesis and Translation System (offering summarised information about
interventions); the Prevention Support System (which provides training and other
support to users in the field); and the Prevention Delivery System (which implements
innovations in practice). The framework is intended to be used by different types of
stakeholders, for example, funding bodies, practitioners and researchers, as a means
of understanding the requisite action from particular parts of a system to ensure
effective implementation of an intervention. The authors comment that the ISF also
highlights the need for communication between different stakeholders. While the ISF
describes the relationships and roles of different system parts considered central to
the implementation of a given intervention, it does not operationalise the means by
which an organisation might measure its capacity to fulfil the needs of the population
served by an intervention. Nevertheless, the principles it outlines might be valuable
in understanding what a fidelity measure of service delivery factors might look like,
at least in part.

We see that a number of authors highlight the value of conceptual
frameworks through which to understand how interventions are best implemented,
citing service delivery level factors which are likely to be relevant across different
interventions. A logical progression of this thinking might be a measure which

assesses in a quantitative, replicable way the degree to which any given service is
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delivering interventions in a manner which supports successful implementation and
fidelity to underlying principles and specific techniques, based on these conceptual
frameworks. The work of Zazzali and colleagues (2008) and Borrelli and colleagues
(2005) are examples of steps in this direction.

Measures which address service delivery. In order to make effective use of
the review process in an area without an established evidence base, it was necessary
to widen the search to include information taken from the adult mental health field.
As searches of the adult field yield more items which are closer to the measure we
are considering in our research question, we will begin here with the adult field,
moving on to consider what exists in the child field.

One area in which there is fidelity measurement which takes a different
approach, looking at service delivery aspects rather than either the narrower session
by session elements or the more general conceptual frameworks, is in the work of
researchers connected with Dartmouth College in the United States. The key measure
emerging from this group is the Dartmouth Assertive Community Treatment Scale
(DACTS; Teague, Bond and Drake, 1998). This measure, which examines assertive
community treatment (ACT) for adults with severe and enduring mental health
problems, could be said to bridge the gap between the narrowest and broadest
attempts to characterise complex interventions in an effort to establish fidelity to the
model and understand what key elements are necessary for effective transport,
systematically evaluating three key domains: human resources; organisational
boundaries; and nature of services. Additional scales which derive from or are
similar to the DACTS are the Integrated Dual Disorders Treatment Fidelity Scale
(Mueser, Noordsy, Drake and Fox, 2003; see also Wilson and Crisanti, 2009), the

Illness Management and Recovery Fidelity Scale (Substance Abuse and Mental
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Health Services Administration; SAMHSA, 2009), the Family Psychoeducation
Fidelity Scale (SAMHSA, 2009), the Index of Fidelity of Assertive Community
Treatment (IFACT; McGrew, Bond, Dietzen and Salyers, 1994) and the Supported
Employment Fidelity Scale (SAMHSA, 2009).These scales are designed for use in
conjunction with the General Organizational Index (SAMHSA, 2003). A further
scale related to the DACTS and closest to a framework for assessing complex
interventions for children is the Youth Integrated Community Treatment Fidelity
Scale (adapted from the Integrated Dual Disorders Treatment Fidelity Scale; Mueser
et al., 2003), which examines services for young people with co-occurring mental
health and substance misuse disorders. These measures all address organisational
level issues of fidelity in relation to one specific therapeutic intervention. It should be
noted that the DACTS authors comment that where no ACT team exists within an
agency, the measure may be used to evaluate non-ACT teams; however the focus of
DACTS is clearly the ACT model, so it would presumably need a degree of
modification if it were to be used in this way.

What is evident in all these measures is a concern with the manner in which
teams operate, in terms of, for example, caseloads, leadership or supervision, where
services are provided, and staff training. They concern themselves to varying degrees
with more specific treatment fidelity issues too, but they all contain elements of
measurement of programme fidelity, demonstrating an awareness in this area of
health service research of the importance of this aspect of service provision.

Furthermore, the DACTS and the related measures demonstrate the value of
multiple sources of evidence, including both verbal accounts and written sources, and

information gathered from individuals working at different levels of an organisation.
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This multi-informant approach increases validity and therefore increases the
usefulness and acceptability of a measure.

McHugo et al.’s 2007 study is an example of a piece of research concerned
with issues of fidelity in implementing evidence-based practice, again in the adult
mental health field. It looked at five interventions — supported employment; family
psychoeducation; illness management and recovery; integrated dual disorders
treatment; and assertive community treatment — implemented in 53 sites across eight
states in the US, and found varying levels of fidelity between interventions, with
fidelity increasingly across all interventions over time. While they were looking at a
range of similar interventions for people with severe mental health problems, and
comparing fidelity across all sites, fidelity was nevertheless assessed with measures
specific to each model, indicating that the focus, while more systemic, remained on
specific details of a prescribed intervention, rather than with structural features which
might be applicable to a range of different interventions aimed at the same
population. The measures varied in terms of whether they were concerned with
structure of practice or the clinical expertise required to deliver an intervention.

Returning to the child literature, Bruns, Burchard, Suter, Leverentz-Brady
and Force (2004) report on the development, psychometric characteristics and utility
of their Wraparound Fidelity Index (WFI; Suter, Burchard, Force, Bruns and
Mehrtens, 2002) which assesses adherence to the wraparound model of intervention
for children with emotional and behavioural difficulties and relies on multiple
informant report. The index looks at the experience of relevant stakeholders
throughout a treatment process, examining, for example, whether families feel they
are active partners in the process, whether professionals demonstrate cultural

competence, and the degree to which teams encourage involvement with activities in
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the community. However, it does not address service delivery issues in terms of how
the team is organised, rather its reference point is the treatment experience, as
reported by clients. It does however tap into some themes which might be expected
in a measure concerned with broader systemic issues, such as whether a family has
been asked about their satisfaction with the service within the last three months and
whether the team relies mostly on professional services, as compared with informal
family or community support.

Fixsen, Naoom, Blase, Friedman and Wallace (2005) address in their
synthesis of the literature on implementation research the issue of organisational
level fidelity, making reference as we might expect to the DACTS. They also refer to
the Child and Adolescent Functional Assessment Scale (CAFAS; see Hodges and
Kim, 2000) used in Michigan in the United States, grouping this with other measures
which assess organisational level issues. However, this scale is a measure that
assesses the level of children’s functioning from a clinical perspective, analysing the
characteristics of children for whom treatments were most and least successful,
identifying those problems which were most intractable in usual services, and from
this identifying services considered good candidates for implementing evidence-
based programmes. It seems that CAFAS is a means of identifying need based on
clinical data used at a population level. While it is universal in the sense that it can be
used across services, and as a tool for understanding where new evidence-based
practices would be best placed, it is not in fact a measure which assesses programme
fidelity as its inclusion in this section of their review might suggest.

Issues of measurement. Bond et al. (2000) discuss issues around
measurement of fidelity in their article which looks specifically at measuring fidelity

in psychiatric rehabilitation for adults with severe and enduring mental health
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problems. A key point in relation to our question is the value of a multi-modal
approach to collecting information which informs the outcome of the measure, that is
to say, an approach to measurement which includes, for example, surveys of staff,
chart reviews and observations of team meetings. It seems likely that the specific
means of gathering information will vary depending on the focus of the measure and
the nature of the team under examination, but a key idea is that of using multiple
sources of information to generate as comprehensive and reliable a picture as
possible of the constructs in question. A measure of this nature must be conceived
with not only a consideration of what information it relies upon but how this
information will be gathered, taking into account the fact that the source of
information, and the means by which it was obtained, partially inform how we

understand it.

Discussion

This review captures some key elements of the developing area of fidelity at a
service delivery level, and puts this in the context of the wider fidelity field. A
diverse selection of literature has informed the understanding developed from this
review. The review suggests that there is scope for further exploration of the
possibilities for employing fidelity scales which capture the service delivery
elements of complex interventions and which might be used across services.

The role of fidelity as it relates to organisational, systemic or service delivery
factors in efficacy and effectiveness research continues to evolve. The importance of
adherence scales which identify the degree to which a therapist is delivering an
intervention as prescribed by the relevant manual, at the level of individual sessions,

though not to be taken for granted, has been increasingly recognised. The
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development of the competence frameworks for systemic therapies (Pilling, Roth and
Stratton, 2010) and child and adolescent mental health services (Roth, Calder and
Pilling, 2011) are examples of the increasing importance placed upon standardised,
measurable and demonstrably competent professional practice throughout services.
What has hitherto been relatively unexplored is the way in which the service delivery
features of a given team delivering an intervention might impact on the transport of
the intervention and the efficacy of the work delivered. Relatively little is known
about how to uniformly measure and characterise services in terms of their
organisation. Whether services look similar at the organisational level, irrespective of
the specific interventions offered, might be indicative of their relative success. That
is to say, it might be a number of organisational factors which surround a given
intervention which are intrinsic to its success, rather than, or as well as, the session
level features of the intervention.

To address the review question more directly, examining the literature
suggests that the appropriate structure and content for a fidelity measure of service
delivery frameworks supporting complex interventions for children and young
people with conduct disorder might be best informed by a combination of existing
measures of fidelity in the adult field and understanding drawn from conceptual
frameworks which look at necessary factors in effective interventions. Measures of
this nature in the child literature tend to concentrate on the use of specific features of
an intervention and the degree to which particular activities are present and
indicative of strict adherence to the therapeutic model. Adult measures exist which
take a more systemic or organisational approach, aiming to uncover the nature of a
team in terms of its structure. These measures use multiple informants to improve the

reliability of their outcomes.
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What we have not seen is evidence of measures which offer a characterisation
of teams which might offer different interventions from one another but to the same
populations and often with the same underlying principles. Fidelity and issues of
what supports successful implementation are largely addressed at the level of specific
interventions (whether or not a measure is concerned with session level or service
delivery features), and not at the level of a particular clinical population, nor the
service context that supports an intervention, making comparison between
interventions or teams in terms of their infrastructure, and the relationship between
infrastructure and outcomes, difficult. As table 1 showed, there is important
information that can be gleaned from existing measures and writing in the area. In
terms of structure, existing measures tend to employ five point rating scales, use
subsections to divide topics, and often rely on multiple informants, including both
reported and observed data, which might be from staff or clients, as well as other
stakeholders, and might be verbal or written. Conceptually, the measures and articles
reviewed are diverse, however several areas emerge which are common across the
papers: training, organisational support, monitoring systems, clarity of programme
philosophy or ethos, assessment procedures, supervision arrangements,
organisational context and, indeed, the use of treatment adherence measures. Though
by no means exhaustive, this list describes items a service delivery measure might
consider.

This review of the literature suggests that there is an opportunity to build on
what exists in terms of measuring and understanding those factors which influence
the degree to which interventions are successful. In order to understand the
relationship between the various service delivery factors, scales which fill the gap

between the conceptual frameworks we have seen described and session by session
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adherence, might be developed. These might look specifically at the contextual
factors in a systematic manner, drawing on the literature aimed at identifying those
service delivery features of an intervention necessary for it to be successful. The
ultimate goal might be to develop a pan-therapeutic measure which could
discriminate between different types of services based on their infrastructure and
elucidate the relationship between infrastructure and outcomes.

It should be noted that issues related to organisational climate overlap to
some extent with issues around the ways in which services are organised. (For a
comprehensive review of the relationship between organisational climate and
outcomes in children’s services see Glisson and Hemmelgarn, 1998). However, to
widen our focus here would be to move away from the important focus on the
relationship between service delivery and fidelity to guiding principles, and
outcomes. In so doing we might run the risk of shifting our focus to the impact that
organisational climate has on staff and the performance of a service, which, while
important, is not in and of itself a central concern in this context.

The nebulous and shifting nature of the understanding of fidelity and
implementation, and the multiple definitions surrounding them, make a
comprehensive review of the question challenging. What this review has aimed to do
is to bring together understanding of how fidelity measures look structurally and
what their focus tends to be, as well as what literature on effectively implementing
complex interventions for young people tells us, in order to better understand how a
measure which takes a broader service delivery perspective might look.

Such a measure should draw on the knowledge existing in the field as regards
those factors which are important in effective dissemination and implementation of

interventions, and which we have seen in the articles reviewed here. Further, it
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should utilise multiple informants and sources of information to ensure a
comprehensive and representative overview of a given service. Effective, pan-model
measurement of these service delivery level domains would be an interesting
development in the pursuit of understanding the nature of services in terms not only
of the models from which clinicians work, but also of the infrastructure which
supports complex interventions and evidence-based practice.

It is important to comment on the possible limitations of this review, noting
that the ideas it sets out to examine are not clearly established in the literature,
meaning that a flexible approach has been necessary in bringing together the
information gathered. There are likely to be alternative approaches to establishing the
appropriate structure and context for a measure of service delivery, which might have
been used. This approach has attempted to establish what already exists and might
have been unhelpfully narrow as a result. Where the focus has been on existing
measures, perhaps it might have been more productive to not be overly concerned
with measures per se, but rather to consider in greater detail the fundamental
elements of service delivery which are specified in the range of complex
interventions currently employed most widely in offering interventions to this
population, and use this as a basis from which to explore the area.

Further, lack of clarity around the terms adherence and fidelity abounds.
While the decision was made to be relatively flexible in our understanding of them,
perhaps in so doing we are perpetuating the difficulties around their use, where in
fact to deconstruct the terms themselves might be to illuminate our understanding of
this growing and yet at times opaque field.

Moreover, literature from the adult field has been drawn on to inform our

understanding, and with little reference to the differences between child and adult
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services. While it might be arguable that the distinction is less important at the
service delivery level, the difference should nonetheless be borne in mind. Evidence-
based practice as applied to children is necessarily different in terms of the centrality
of the developmental focus and importance of the family context, as well as in terms
of practical issues around where services are provided and by whom (Hoagwood,
Burns, Kiser, Ringeisen and Schoenwald, 2001). These differences mean that any
attempt to transpose adult tools onto child interventions and services is likely to be a
less than perfect fit, and requires reflection on those elements which make them
different.

The above shortcomings notwithstanding, the potential for exploration of this
area is apparent, and offers opportunities to think about the way in which we
characterise services afresh, in a manner which has meaning and application in

modern health and social care services.
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Abstract

Aims  This paper reports on the development of the Children and Young People —
Resources, Evaluation and Systems Schedule (CYPRESS), a measure aimed at
characterising the service delivery frameworks of services offering complex
interventions to children and young people with conduct and associated problems as
part of the Systemic Therapy for At Risk Teens (START) trial comparing

multisystemic therapy (MST) with management as usual (MAU).

Method A review of the literature was conducted which informed the development
of CYPRESS, specifically as regards the structure and content of a scale of this
nature. CYPRESS was further developed on the basis of expert review and piloting.

Finally, it was administered to 16 teams taking part in the START trial.

Results  Median scores on the CYPRESS measure across the three subsections and
total score were significantly higher in the MST teams than MAU, and the range of
scores in MST was significantly narrower. A case comparison explored a number of
ways in which the highest and lowest scoring MAU teams were different from one

another in terms of the service delivery framework in which they work.

Conclusions CYPRESS is a viable means of distinguishing between services
providing complex interventions for children and young people. It offers the chance
to characterise services on the basis of the service delivery frameworks which

support them rather than specific features of interventions, and as such can be used
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across a range of different services. Further development and testing of CYPRESS is

recommended.
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Background

This paper reports on the development, implementation and findings, in its
initial application, of the Children and Young People — Resources, Evaluation and
Systems Schedule (CYPRESS; see Appendix F), a measure aimed at assessing
fidelity in and characterising services offering complex interventions to young
people with conduct disorder and associated problems. The use of CYPRESS to
characterise both the multisystemic therapy (MST) and management as usual (MAU)
treatment conditions constitutes part of the Systemic Therapy for At Risk Teens
(START) trial, a large multi-centre randomised controlled trial (RCT) examining the
effectiveness of MST, well-established in the United States where it originated, in
the UK context. Other trials outside the US have shown variable results, with studies
in Canada (Leschied and Cunningham, 2002) and Sweden (Sundell et al., 2008), for
example, finding no difference in outcome between MST and MAU. The value of
examining MST in the UK context is apparent.

The START trial is a multi-centre endeavour across nine sites in England, in
which, to date, 655 young people have been randomised to either MST or MAU. It
represents a collaboration between University College London, the Institute of
Psychiatry at King’s College London, the University of Cambridge and the
University of Leeds, and is funded by the Department of Health and the Department
for Education. Its aim is to effectively compare MST with existing services available
to young people considered to be at high risk of requiring out-of-home care such as
fostering, social care placement or, in the case of young people engaging in

offending behaviour, custody, and the families of those young people.
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Introduction

Recent years have seen huge growth in the value placed on evidence-based
practice (EBP), the ‘conscientious, explicit and judicious’ use of current best
evidence to guide clinical decision-making in health and social care (Sackett,
Rosenberg, Gray, Haynes and Richardson, 1996, p.71). Of particular interest here is
the increasing centrality of EBP in interventions for internalising and externalising
disorders in children and young people. MST is an obvious example (Curtis, Ronan
and Borduin, 2004); also relevant are parent management training (for a review of
the evidence see National Institute for Health and Clinical Excellence, 2006) and
cognitive behaviour therapy (CBT) for anxiety disorders in children and young
people (In-Albon and Schneider, 2007; James, Soler and Weatherall, 2005). It
should be borne in mind that the importance of EBP is bound up with the ever
growing focus on outcomes in the NHS and their relationship with funding (see, for
example, Equity and excellence: Liberating the NHS; Department of Health, 2010).
It is therefore essential that the research and clinical communities have robust means
of measuring and communicating what interventions look like in both the specific
treatment and usual service conditions of research evaluations, and how their
components might relate to outcomes.

As the emphasis on evidence-based practice in delivering behavioural, mental
health and other interventions continues to grow, the means by which practice is
implemented and monitored becomes increasingly important. The expanding fields
of diffusion of innovation (see e.g. Greenhalgh et al., 2004; Ferlie and Shortell, 2001;
Schoenwald, 2008) and implementation science (see e.g. Damschroder et al., 2009)
aim to address the questions around how to effectively disseminate and sustain health

service innovations (Greenhalgh et al., 2004). Further, there is an understanding that
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it is essential to have means of knowing whether interventions are being accurately
replicated when transported from the experimental conditions under which they were
developed, and which factors are important in ensuring this. Adherence or fidelity
scales — broadly, measures which assess the degree to which specific features of a
treatment manual are adhered to, or the extent to which overarching principles of an
intervention are demonstrated — are one way in which researchers and practitioners
have attempted to introduce standardisation into practice and examine what factors
are associated with effective implementation when interventions are transported to
different clinical environments.

This is seen as a fundamental tenet of high quality practice and central to
ensuring that interventions are delivered as intended, and therefore true
representations of the evidence base from which they claim to spring. MST is a ‘gold
standard’ example in terms of rigorous measurement of adherence as it appears in
practice, employing as it does the therapist adherence measure (TAM; Henggeler and
Borduin, 1992), supervisor adherence measure (SAM; Schoenwald, Henggeler and
Edwards, 1998) and consultant adherence measure (CAM; Schoenwald, 1998).
Further, the developers of MST have addressed transportability in research
(Schoenwald, 2008); cultivating adherence among therapists, supervisors and
consultants is one important element, along with organisational factors such as staff
participation in decision-making and a clear hierarchy of authority.

While measurement of treatment adherence in terms of what clinicians do in
practice is increasingly expected in the delivery of EBP, other features of a given
intervention, such as those which support implementation and service delivery, are,
by and large, less clearly examined. Service delivery framework elements, such as

supervision procedures, team communication processes, outcome monitoring and
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referral criteria (features heavily emphasised in MST, as an example), are likely to be
of central importance.
Factors which support service delivery

We are interested to see whether these service delivery factors are replicated
in therapies other than MST, and to understand the impact of these features of service
delivery on outcome. The aim is to establish whether it is possible to measure factors
such as this in the same way as specific techniques are measured in the adherence
measures which are increasingly used.

The elements of MST which support its practice have been examined widely.
Curtis et al. (2004) report a meta-analysis which demonstrates positive outcomes for
MST as an intervention to reduce antisocial behaviour in young people. More
specifically, they highlight that outcomes are optimal when interventions are applied
as intended, indicated by high scores on the TAM. They analysed the magnitude of
treatment outcome across seven primary outcome studies and four secondary studies,
and while they found favourable outcomes across the board, there were site
differences which moderated the effectiveness. Those sites in which supervision was
delivered by the MST developers themselves, rather than by supervisors who had
been trained by the developers, achieved better outcomes. While other sites were
implementing MST in accordance with the manual, it might be argued that there is
more room to deviate from the intended intervention, perhaps in terms of aspects of
service delivery, in these conditions (those where a developer is not supervising).
This serves to highlight the absolute centrality of implementation to effective
interventions, and its multifaceted nature.

Effectiveness studies provide opportunities to develop thinking around those

factors which are important in successful interventions. While MST has an extensive
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body of research which attests to its effectiveness, as noted above there are,
nonetheless, exceptions, that is to say large-scale trials which have demonstrated less
favourable results. The studies conducted in Canada (Leschied and Cunningham,
2002) and Sweden (Sundell et al., 2008) in recent years both found no advantage of
MST over usual services. In the UK, Butler, Baruch, Hickey and Fonagy (2011) have
recently explored the value of MST in this particular cultural context, and consider it
to be an effective additional intervention for young people exhibiting offending
behaviour, recommending further exploration (the START trial being an example of
such). The authors draw out the difficulty of identifying the most beneficial aspects
of MST, but comment on the ethos and practices of MST as being distinct from that
of usual services (youth offending teams in this example). The capacity to measure
elements such as ethos, characterised in MST by 24-hour availability of the team and
clinicians assuming responsibility for change, would be a valuable addition to
existing measurement capabilities.

There are clear implications for the role of implementation in establishing
evidence-based practices, and for what we consider to be robust mechanisms for
measuring the various factors which relate to successful implementation of an
intervention. This includes those factors which might not be essential to maintaining
adherence to a particular therapeutic model, but are characteristics of the service
context which may be fundamental to its delivery.

It might be argued therefore that the framework which supports the delivery
of a given intervention is as important as the model itself and its component parts.
MST is an example of how this might be seen in practice: when an organisation
purchases a licence from MST Services, Inc., it gains access not only to a model, but

to a comprehensive service delivery system that accompanies it. This includes highly
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structured and rigorous supervisory and consultation arrangements, a programme of
ongoing training, and a framework which articulates the nature of relationships with
stakeholders, as well as, crucially, a requirement for practical and financial support
structures within the wider organisation which are able to support these practices and
ways of working. These are factors which can be seen to support service delivery in
complex interventions for young people and their families, but which transcend
specific theoretical models.

If we are to evolve evidence-based practice which is truly replicable and
which can be seen to genuinely offer the interventions that the relevant evidence base
proposes, it seems necessary to have means of measuring the degree to which
providers of interventions implement the relevant service delivery frameworks, just
as we concern ourselves with the way in which they implement specific therapeutic
techniques and approaches to working with clients.

Examples of existing measures of service delivery

In the adult field, the Dartmouth Assertive Community Treatment Scale
(DACTS; Teague, Bond and Drake, 1998) exists as a formal fidelity measure of the
service delivery aspects of one particular type of intervention, assertive community
treatment (ACT). The measure looks at three broad areas: human resources;
organisational boundaries; and nature of services. The DACTS specifies that it
measures fidelity at the team level, rather than an individual or agency level. It uses a
multi-informant approach, drawing on interviews with staff working at different
levels in the organisation, and written information. While the DACTS instructions
indicate that it can be used with groups other than ACT teams, it is specifically
designed for ACT services and the degree to which the developers would

recommend use with non-ACT teams is a little unclear.
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Contrasting with the above, which is designed for adults with severe mental
health problems, the Youth Integrated Community Treatment Fidelity Scale (YICT)
(adapted from the Integrated Dual Disorders Treatment Fidelity Scale; Mueser
Noordsy, Drake and Fox, 2003) is a measure which is designed for complex
interventions with children and young people with comorbid mental health and
substance use problems. The YICT addresses some service delivery elements, such
as a multi-disciplinary approach, team meetings and community and home-based
provision of services, but also largely specifies and measures particular modes of
intervention or focuses for treatment, for example, motivational interviewing, anger
management and CBT. This allows for specific examination of the given
intervention, but is not applicable across different therapeutic contexts.

Developing a measure of service delivery

The intention here was to develop a fidelity measure which allows assessment
of the service delivery aspects of complex interventions for children and young
people with conduct and related psychosocial problems, and to characterise MST and
MAU in the START trial along these dimensions. The measure is intended to have
utility across a range of interventions in the wider child field, developed as it has
been to capture the service delivery frameworks of both MST and usual services.

A central consideration is which aspects of service delivery should be
included in such a measure; if the factors investigated do not reflect that which we
know to be important in effective practice then the measure is redundant no matter
how well it might be designed or executed.

A report for the Department of Health and Prime Minister’s Strategy Unit
which reviewed interventions for children at risk of developing antisocial personality

disorder (Utting, Monteiro and Ghate, 2007), offers valuable considerations on which
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to draw. Utting and his colleagues examined the available evidence for six existing
interventions for young people with conduct problems, known to have achieved
positive outcomes internationally as demonstrated by the literature, and which are
available in the UK (two parenting programmes, The Incredible Years and Triple P;
the Nurse-Family Partnership home visiting programme; and three programmes for
families and carers of high-need children and adolescents, MST, multidimensional
treatment foster care (MTFC) and functional family therapy (FFT)). One exception
to the inclusion criteria (known to have achieved positive outcomes internationally as
demonstrated by the literature, and available in the UK) was Functional Family
Therapy (FFT), which has not been evaluated with the rigour that the others have,
but which has been identified as achieving positive outcomes with the target group,
and has some history of use in the UK.

From their examination of the literature, Utting et al. (2007) derive the
following key factors in effective implementation, found to be present in all the
interventions considered:

e A strong, coherent and clearly articulated theoretical basis

e Professional, qualified and/or trained staff

e High programme fidelity

e Delivery of interventions in the natural environments of children and
young people

e Interventions which are tailored to the needs of individual clients

e Partnership with families

e A multi-modal or multi-dimensional approach

e A sustained/intensive approach
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In addition to the above factors, it is also important to consider more broadly
the elements which practice tells us are important to well functioning services to
address the complex needs of children and families, such as continuing professional
development (see, for example, the British Psychological Society’s Continuing
Professional Development Guidelines, 2010); quality improvement (Department of
Health, 2008); factors highlighted in Every Child Matters (Department for Education
and Skills, 2003), such as comprehensive assessment procedures, effective risk
management, well defined relationships to other services, and regular and effective
procedures for communicating with other professionals and people involved in a
young person’s care; and features emphasised in Roth, Calder and Pilling’s
competence framework for child and adolescent mental health services (2011) such
as high quality supervision and case coordination. Finally, we can also draw on the
literature which describes MST (see Henggeler, 1999; Henggeler and Borduin, 1990)
and underlines the importance of clarity on practical organisational issues such as the
nature of the population served and service capacity; well defined care pathways; and
clearly articulated professional roles.

Based on this literature, a measure was designed to assess the key elements or
dimensions of service delivery frameworks that have been identified as central to
effective implementation of complex interventions for children with conduct
problems and their families. By applying this measure, we will ultimately be able to
test the hypothesis that there is a relationship between these service delivery factors
and outcomes as indicated by performance on measures of recidivism, out-of-home
placement, education and others measured in the START trial. Second, by applying
this measure to the MAU condition in the trial, it is possible to better characterise

MAU, which is largely under described in published RCTs implemented with

67



children and families. MST is an example of a body of literature where numerous
studies report on MAU but do not sufficiently describe it. In Canada and Sweden,
where less favourable results were found for MST (Leschied and Cunningham, 2002;
Sundell et al., 2008), there is an argument that MAU services in those countries are
fundamentally different from MAU in others where MST has been successful.
Without accurate characterisation of MAU we cannot address this possibility.

As the multi-site START trial is still ongoing, we are prohibited from
reporting outcome data in this paper. Consequently, our focus will be to apply
CYPRESS to characterise both MST, and, importantly, MAU services along
important service delivery dimensions usually neglected in research of this nature,
and to consider whether CYPRESS is able to distinguish between the two conditions.

It might be the case that MAU interventions do not possess the elements
considered important from a service delivery perspective — though indeed some
might possess them and they might be effective — but without accurate
characterisation of them we are essentially comparing one highly specified condition
with one about which we know very little. The purpose of this study is to look at the
quality of the service frameworks which support both MST and MAU in this large
trial, offering as it does a window on an intervention which is both highly structured
and relatively recently implemented (in the UK), and the existing alternatives, which
are largely unknown.

Logically, adherence measures are derived from the manuals which guide the
implementation of a given intervention and are consequently intervention-specific.
CYPRESS will allow us to take the concept of fidelity a step further by offering a
useful measure which incorporates elements which are not specific to particular

therapeutic models but rather which are seen across different interventions serving
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the same population. CYPRESS was conceived as a means of examining the service
delivery frameworks that surround a given intervention and which might be as
important in successful implementation and dissemination as the specific
components of individual sessions informed by model-specific practices. It allows
interesting comparison of the service delivery frameworks which exist in different
types of services, offering interventions to the particular population of children and
young people experiencing conduct or related difficulties across settings. Further, the
measure offers a means of making this comparison, and characterising these services
in a novel way, in a manner which is replicable.

To state the focus of this research in terms of research questions, we have
aimed to establish the following:

e What are the service delivery characteristics of complex interventions
for children and young people that relate to outcome and can they be
reliably measured across MST and MAU?

e What is the nature of the many MAU services which characterise the

comparison arm of the START trial?

Method
This piece of work entailed the development, piloting and implementation of
a new measure, CYPRESS, aimed at characterising services along service delivery
framework lines. A further aim was to use the CYPRESS procedure to gather
information which would allow us to characterise MAU services offering

interventions to young people with complex presentations.
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Ethical approval

Ethical approval for a fidelity measure aimed at characterising the trial
interventions was given as a feature of the initial permission for the START trial.
This was granted by the Research Ethics Committee of the National Research Ethics
Service South East (see Appendix G).

Participants in this research were clinicians being interviewed in a
professional capacity about the service within which they work. It was not
considered likely that the participation of staff would result in any distress to them,
the effects of which it would be incumbent upon us to mitigate. Clients of the
services under examination were not involved in the process, nor was case-specific
clinical information collected.

Measure development

Specifying the scope. The basis for CYPRESS was conceived in the
planning of the START trial (prior to this author’s involvement in the trial) as a
means of characterising key elements of functioning in MST and MAU in terms of
how interventions are implemented. Utting et al.’s (2007) key factors constituted a
theoretical grounding for a number of the elements to be incorporated into the
measure. A literature review, described in part one of this volume, was conducted
which allowed the CYPRESS developers to consider what existing measures or other
documents might offer in terms of understanding the measure’s appropriate form and
content. Established professional practice constructs were also considered, for
example, supervision, continuing professional development, and team
communication, along with key issues in modern services across health and social

care, such as service capacity, assessment procedures and risk management.
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Designing the measure. Having specified the scope and the constructs to be
included, through review of existing measures, literature on conceptual frameworks
and practice in the field, and insights of the review by Utting et al. (2007) on the
necessary features of interventions for young people and their families, the
developers were in a position to generate a draft measure.

The measure was developed by Stephen Pilling (Clinical Psychologist with
expertise in evidence-based practice and experience of measure development),
Stephen Butler (Child Clinical Psychologist with expertise in the area of complex
interventions for young people with conduct disorders and the author’s supervisor)
and Cressida Gaffney (Trainee Clinical Psychologist), based on principles of
effective interventions and drawing on knowledge of existing measures. Having
identified three overarching domains to be addressed in the measure, the developers
drafted a list of potential items for each domain; this was subsequently refined to
include 20 items considered to reflect the areas which emerged from the review of
the literature as important for understanding service delivery frameworks supporting
complex interventions.

The three sections of CYPRESS, aimed at capturing key issues pertaining to
service delivery level factors that characterise a service, are as follows: service
characteristics (scored out of 30), team operation (scored out of 30) and delivery of
interventions (scored out of 40) (see Appendix F). Below are the item headings and
one sample item for each of the three sections:

Service characteristics. Iltem headings are as follows: ‘shared model of care’;
‘population served’; ‘care pathway’; ‘service capacity’; ‘relationship to other
services’ and ‘service/team staffing’.

Sample item: ‘Shared model of care’
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‘Service has a comprehensive and shared view of the model of care provided which
is owned by the service.’

Team operation. Item headings are as follows: ‘team meetings’;
‘supervision’; ‘staff training’; ‘team communication’; ‘client outcome monitoring’
and ‘quality assurance’.

Sample item: ‘Team communication’

‘Team has clear policies and procedures for communicating information about
clients and decisions made by the team, with team colleagues, to clients and with
other agencies.’

Delivery of interventions. Iltem headings are as follows: ‘range of
interventions consistent with model’; ‘assessment’; ‘individualised care’;
‘family/carer involvement’; ‘assertive engagement’; ‘interventions provided in a
range of settings’; ‘risk and child protection’ and ‘case management’.

Sample item: ‘Assertive engagement’

‘The team has an assertive approach to the engagement of clients and
Sfamilies/carers, (e.g., a ‘no drop out’ policy or a stress on overcoming difficulties in
engaging with services).’

The opinion of a further two experienced clinicians was called upon in the
development of the measure; they reviewed an early draft, and their considerations
were incorporated into the design of CYPRESS. Time constraints meant that the
planned modified Delphi approach was not possible in its entirety; this will be
considered in our discussion.

Piloting. The schedule was piloted through interviews with team members
and team leaders of two non-START trial services offering complex interventions for

young people (one MST team and one team representing MAU, a multi-agency team
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offering intensive support to young people with high levels of complex needs and
challenging behaviour, usually where there is a risk or history of family or foster
placement breakdown). In both cases the population served was considered similar to
those being seen by the teams to be interviewed for the trial. These teams were
identified and approached by one of the measure developers (SB) to whom the
service managers of the teams were known. All three developers were present for the
pilot interviews. Notes on issues related to the content of the measure and process of
its administration were made during the pilot phase. A meeting was held in which the
developers refined the measure on the basis of the pilot, addressing each measure
item in turn, followed by general theoretical and pragmatic considerations raised in
the piloting process.

Scoring. CYPRESS was designed to be accessible and simple to use. The
scale was designed to be scored out of 100, with 20 questions to be scored on a five
point scale, from one to five.

The scale is designed in such a way that the possible scores are given
alongside a brief description of the features that characterise that particular score, so
raters have the specific features of a given rating available at the time of scoring.
Further, the CYPRESS manual (see Appendix H) was developed to guide raters
where further clarification was needed as regards the scoring scheme. This was
developed by one of the three scale developers (SP) and subsequently revised by all
three developers to correspond with the scale as it was improved.

The presence of two raters was key, and agreement between them on a final
score considered important for reliability. Rating by two people was warranted due to
the complexity of the data, and to reduce the chance of bias in scoring, thus

increasing the robustness of the scores allocated to teams.
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Reliability rating process. In order to assess the reliability of the schedule, a
second pair of independent raters, an experienced Child Clinical Psychologist and a
more newly qualified Clinical Psychologist not involved in the START trial or
development of CYPRESS, will conduct reliability testing. These raters will listen to
audio recordings of a sample of the interviews and rate each team on the basis of the
interviews, using CYPRESS. Their ratings will then be compared with those made
by the primary raters and statistical comparison conducted. Reliability rating is a
fundamental element of the process in measure development and as such will be
carried out on CYPRESS during the period of the START trial. It was unfortunately
not implemented in time to be reported in this paper.

Psychometric properties. The requirements of the wider START trial meant
that it was not possible to conduct psychometric analysis of CYPRESS within the
timeframe necessary for the completion of this paper. However, a clear next step,
should the establishment of CYPRESS as a viable tool be possible, would be
comprehensive analysis of its psychometric properties.

Participants

Staff working in eight MST and eight MAU services (one MST and one
MAU team in each of eight locations across England) with children and young
people with complex needs constituted the participants in this piece of research (one
of the nine START trial sites had to be excluded due to contact not being established
with the relevant MAU team despite repeated efforts). The results section will go on
to elucidate the nature of the services from which the participants were drawn as this
was in fact a large element of what we sought to investigate. The respondents were
staff working either in a ‘team member’ or ‘therapist’ capacity, or in a ‘team

manager’, ‘team leader’ or ‘supervisor’ capacity in these services; for brevity
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participants will henceforth be referred to as ‘therapist’ or ‘supervisor’. Decisions as
to which specific therapists (and supervisors where there was more than one)
participated were made by the teams themselves and appeared to be largely based on
availability. The services can be broadly described as providing interventions to
young people with complex needs, primarily but not exclusively around behavioural
issues, with complex family difficulties often a central concern. As we will see, these
services differed considerably in a number of ways, but the uniting feature was that
they offered some sort of intervention to children and young people with complex
needs, often around offending behaviour or high levels of challenging behaviour in
the family home. Services came to be in the trial by virtue of being either an MST
team, or a commonly utilised MAU service which participants in the START trial
might be offered if not randomised to MST.

The MST teams interviewed were already engaged in the START trial,
indeed, these teams were established as part of the trial; they had been providing
MST clinical services to families for between approximately 18 and 24 months prior
to implementation of the RCT. The MAU teams were specified by the relevant MST
teams, who were asked to identify the most commonly used MAU in their
geographical area, that is to say the service most frequently offered to the young
people not randomised to MST. Where there was uncertainty on the part of the MST
teams as to what service constituted the most commonly used MAU service in the
area, the START trial coordinator was asked to establish from existing MAU data
which service would be most appropriate.

Procedures
Setting up the interviews. As outlined above, the participants were members

of teams (either MST or MAU) involved in the START trial. As a first step in
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disseminating information about the rollout of the measure, a presentation was given
at a meeting of representatives from all the MST teams involved in the trial, by one
of the START principal investigators with a specific role in developing the measure
(SP). This outlined the rationale for the development and implementation of the
measure, along with the associated proposed timescale. Absent from this meeting
were representatives of MAU, as it was open only to MST teams and the START
research team.

One of the CYPRESS developers (CG) liaised with all MST and MAU teams
to advise on the requirements of the CYPRESS process, arrange site visits and
request completion of pre-interview information (see below). Between November
2011 and March 2012, the MST teams were visited and the interviews conducted.
Concurrently, the MST teams were asked to identify their local MAU services. Once
this information was shared with the researchers, the MAU teams were contacted, by
email in the first instance and by telephone following this where required, and
interviews arranged and conducted (December 2011-April 2012).

Prior to interviews, the CYPRESS pre-interview information form (see
Appendix I), requesting brief factual information about the team’s organisational
context, staffing, and supervision and meeting arrangements, and copies of
documentation such as operational policy, where available, was sent to teams by
email and returned to the author. Having received the pre-interview information, the
raters (SB and CG in the case of all but two interviews, see below) reviewed it and
identified any areas where minimal questioning would be required as the area was
felt to be covered fairly comprehensively in the documentation, and the converse,
those areas where particular attention was needed due to the absence of information

or the need for clarification. In the case of three MAU teams, information was
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received after the CYPRESS interviews had taken place, meaning that the pre-

interview information review and planning was not possible in these cases. The
CYPRESS manual was available to raters at all stages to aid with planning and
conducting the interviews, and scoring the measure.

Conducting the interviews. For the administration of the interviews, a site
visit was conducted by the raters (two of the three CYPRESS developers). During
this visit, two interviews were conducted, one with the supervisor and a separate
interview with two therapists. In the case of three teams (one MST and two MAU)
only one therapist was available for interview. No stipulation was made as regards
whether supervisor or therapists were interviewed first, meaning that interviews were
conducted in the order that was most convenient to the teams. Prior to the interview
participants were provided with the CYPRESS participant information sheet (see
Appendix J), and given a verbal explanation of the purpose of the measure and its
role within the START trial, along with the opportunity to ask any questions they
might have.

All interviews were audio recorded for reliability rating at a later stage (audio
recordings were stored on a password protected computer and will be deleted after
reliability scoring). 30 of the 32 interviews were led by one of the two experienced
clinical psychologists (28 by SB and two by SP), and the remaining two were led by
the author (CG) (the non-leading rater supplemented the first rater’s questions as
required according to their judgement). During interviewing both raters gave
independent provisional scores and the non-leading rater made notes on the content
of discussion.

Agreeing final ratings. After completion of both interviews for a given site,

raters reviewed together their provisional scores for therapist and supervisor
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interviews and agreed on a final team score for each item. Where there was
disagreement the written notes were reviewed and each rater offered their reasoning
for a given score, in order to reach agreement. The CYPRESS manual stipulates that
if this does not lead to resolution, the next step in the process is to seek clarification
or more information from the team in question. As a final step, raters have the option
of taking the query to a third party. In the event, no disagreements were encountered
which required further information from the team, or advice from a third party.
Indeed, there was often close agreement between raters based on their independent
ratings.

Feedback to teams. Brief feedback will be provided to participating teams;
this will be a general summary of our findings on what usual services look like
across the sites investigated, and how the measure has informed our understanding of
the service delivery frameworks which are in place across the teams participating in
the trial.

Characterising MAU

CYPRESS was used to characterise the teams interviewed. Analysis of the
scores allowed clustering of services on the basis of performance on the measure. A
case comparison of the two lowest scoring and two highest scoring MAU services
was conducted. Total score was used as the means of distinguishing different
categories of service. The case comparison was supplemented with information

gathered during the interview process and from the pre-interview information form.
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Results
Characteristics of the START sample

While the young people participating in the START trial did not constitute
the participants in this specific piece of work, they nevertheless constitute the clinical
population served by the teams under examination and as such the characteristics of
the sample should be noted here.

The children and young people in the START trial (n = 655) all lived in
England. Participants’ ages ranged from 11 to 17 years, with a median age of 13.8
years. 63% were male (n = 415). Where ethnicity data was recorded at the time of
writing (n = 456), the breakdown was as follows: 77.6% white British or white other
(n=354), 11.6% black British or black other (n = 53), 7% mixed (n = 32), 3.3%
British Asian or Asian other (n = 15), 0.4% other (n = 2). In terms of the stage of
onset of conduct problems, 57% (n = 373) were classed as late onset (at the age of 11
years or older), with the remaining 43% (n = 282) classed as early onset. 39% (n =
255) of the sample had an officially recorded criminal offence. 17% of the sample (n
= 110) were classified as having special educational needs.

Analysis of CYPRESS scores

Group differences between MST and MAU on the three subsection scores
and total score were analysed. Given that each geographical location has two sites
serving the same population (one MST and one MAU), the data have been treated as
matched pairs. A non-parametric paired samples Wilcoxon signed-rank test was used
to compare means; this test was selected as the data are scores, and derived from a
small sample. Given the small sample size, this was complemented with a Monte

Carlo simulation to ensure the robustness of the findings.
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Table 1 illustrates the median scores and range of scores on CYPRESS for
the MST and MAU teams. The MST teams consistently showed higher median

scores and narrower ranges of scores across the three subsections and total score.

Table 1 CYPRESS median scores and ranges

Subsection MST MAU
Service characteristics Median 27 215
Range 4 7
Team operation Median 25 20.5
Range 5 6
Delivery of interventions Median 35.9 29
Range 5 11
Overall score Median 87.5 70.5
Range 13 24

There was a significant effect of group, z =-2.524, p = 0.01, » = 0.89, with
higher scores in the MST teams than the MAU teams. A two tailed Monte Carlo test
with a confidence interval of 99% estimated a highly significant p value of 0.006.
Characterisation of MAU

The teams constituting MAU represented the following categories:

e Child and Adolescent Mental Health Service

e Youth Offending Team

e Family support charity project

e Specialist local authority child safeguarding service

e Specialist local authority family intervention team
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In order to offer a characterisation of MAU, a team comparison will be
described, which looks at the two lowest and two highest scoring MAU services,
with an exploratory, broadly phenomenological stance, drawing in part on thinking
from research on organisations in business studies (see Ghauri, 2004). This
comparison employs review of both CYPRESS scores and the interview notes
compiled by the second rater. Table 2 shows the scores of the two lowest and two

highest scoring MAU teams.

Table 2 The lowest and highest scoring MAU teams

Lowest scoring Highest scoring
Subsection Team A Team B Team C Team D
Service characteristics 18 18 23 25
Team operation 20 20 25 26
Delivery of interventions 28 27 33 38
Total 66 65 81 89

The pattern seen in total scores is reflected throughout the subsections, with
teams A and B scoring lower on all sections than teams C and D.

While the services constituting MAU were various, there are themes which
emerge from consideration of the interviews with the teams which demonstrate
common features of the teams which scored less well and those which scored more
highly, extending the understanding gained from the CYPRESS scores alone. The
highest performing MAU teams were different from the lowest in a number of ways,

which will be considered below.
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Service characteristics. Teams C and D were both local authority services,
while teams A and B were services which were jointly commissioned by NHS or
charity services, and the local authority. The dual or shared nature of these services,
and the tensions arising from this, were apparent in the interviewees’ descriptions
throughout the CYPRESS procedure, in relation to, for example, child protection
policy, team communication, and training.

Teams C and D described clearly articulated philosophies of care which were
reported to be shared by the team, while teams A and B reported different approaches
to care depending on the client in question. The latter both said that to have a single
view of the model of care would be inappropriate given the diverse nature of
problems served by the teams. This is a fundamental point linked to the referral
criteria — while the lowest scoring teams served very broad clinical populations, the
highest scoring teams served very specific groups. Referral reasons in the highest
functioning teams were likely to represent problems of a nature both more serious
and more complex, with higher numbers of child protection cases and serious
difficulties disrupting the family home.

Teams A and B offered less clarity around care pathways in their responses,
and this again might be seen to be related in part to the diverse populations served, in
that different care pathways might be appropriate depending on the nature of the
referral. Both these teams commented that there was a lack of clarity around when
and how to end an intervention. Team C had a clear and robust care pathway which
specified staff actions at all stages throughout it. Team D offered an unusual
perspective, commenting that they did not have a clear pathway, but that this was by
design, with workers applying flexibly means of working with a particular family.

This service was in a sense defined by its flexibility, and yet operated within a clear
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set of boundaries and with a high level of knowledge and skill as regards when and
how to employ particular approaches or interventions. Indeed, this was the highest
scoring MAU by some points.

Clarity around questions on maximum caseload numbers, that is both whether
such a maximum existed and what it was, was evident in teams C and D. Moreover,
there was agreement between supervisors and therapists on both of these questions.
In team B, there was inconsistency as to whether caseload maximums were
appropriate or possible. These issues could not clearly be linked to or explained by
the actual caseloads; teams A, C and D had very similar individual caseloads
(ranging from 8-15); with team B having notably higher individual caseloads of
approximately 35.

Clearly defined roles and explicit supervisory hierarchies (distinct from the
question specifically on supervision, addressed elsewhere) were most apparent in
teams C and D. Contrasting with teams A and B, the higher performing teams
comprehensively articulated the nature of the different roles in the team, the ways in
which they interact with one another, the formal hierarchies which govern lines of
responsibility and decision-making in the team, and detailed descriptions of when
and how particular responsibilities are enacted. There was variation in terms of the
requirement for professional qualifications across the teams, but what was apparent
in the higher performing teams was that where less highly skilled workers were
employed, their roles were clearly delineated and their supervision by professionally
qualified staff considered integral to their role. The presence of an adequate number
of professionally qualified staff might be said to be a necessary but not sufficient
condition for a team to be high functioning; team B had a highly skilled workforce as

regards professional qualifications, but the utilisation of the different skills did not
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appear to be optimal, and role clarity was not apparent, as it was in the highest
performing teams.

Team operation. Team meetings and supervision scores were consistently
high; all four teams scored 4 or 5 on the items measuring these two constructs.
Questions as regards the sensitivity of item 8 (supervision), in particular, will be
addressed in the discussion, as teams across the sample scored highly with little
differentiation, yet there were examples of less and more effective supervisory
practices which were reflected in respondents’ answers but which could not be
accurately be reflected in scoring because of the scope of the measure.

Attitudes to training differed in two key ways in the two halves of this MAU
sample. Firstly, in teams C and D there were clear criteria around qualifications
required to work in the team, rather than any of several qualifications being sufficient
to work in the team, these teams also made explicit the clear links between the
qualifications required and the job role. The second issue around training was that
the higher performing teams described ongoing training as more central to their
functioning, with evident support for training from management and the
organisation, including for internal training and external courses and qualifications,
while in the lower performing teams the question of resources, that is to say the
degree to which the organisation supports training financially, loomed larger. Having
said that, it was apparent in all the teams that training is somewhat more variably
offered in MAU than in MST teams, where there are very clear expectations for
training at induction and regular booster sessions for all. Although a range of
professional backgrounds qualify someone to work as an MST therapist, there is a

compulsory initial training which must be undertaken before they can commence
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work as an MST therapist. In none of the MAU services was the same uniformity of
training opportunities seen.

Delivery of interventions. Assessment was an area in which the difference
between the higher and lower performing teams was particularly apparent. Teams C
and D reported comprehensive, structured assessments which routinely used multiple
sources of information. Assessment practices in the other teams showed more
variability, and were characterised by a less systemic approach. Involvement of all
appropriate stakeholders wherever possible was routine in teams C and D.

What distinguished the lower teams from the higher as regards interventions
was not simply whether there was a range of interventions offered by the team,
although this was necessary, but whether those interventions were available in a
timescale that would be appropriate and therefore useful. Further, there was the issue
of which professional a child was allocated to, as not all professionals were able to
offer the same service, even when functioning in a generic professional role. This is
distinct from those instances where children receive different professional input by
design, in order to access a particular intervention, for example, family therapy
sessions.

Risk management and child protection was the other area, along with
meetings and supervision, where all four teams scored 4 or 5. Risk management and
child protection policies are now absolutely standard across health and social care
and this was reflected in this question. However, those teams which scored less
highly noted some of the challenges arising from its implementation where there are
slightly different policies in place across two organisations, and a team is ultimately

accountable to both.
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The approach to family involvement differed across teams. Teams A and B
reported more variability, while teams C and D expressed the centrality of parent or
carer involvement. That is not to say that families are not involved heavily in the
work of most teams, but the degree to which a focus on family involvement was
central differed in the two halves of the sample.

An assertive approach to engagement was observed in teams A, C and D,
with only team B scoring less highly on this item. This might suggest that this is a
feature of practice which cannot distinguish between services. By and large, assertive
engagement was considered an important part of the work with children or young
people and their families by all teams interviewed, with the emphasis on it increasing
with increasing levels of severity and risk. On the basis of this small sample, it
seemed that the more generic a service, the less likely assertive engagement was to
be reported.

General observations. Teams A and B were more likely than teams C and D
to report that systems or procedures were under development or evolving; there was
a sense in which managers were aware in the former services of where they wanted
the service to be as regards, for example, use of routine outcome monitoring or
having sufficient resource to deliver the desired service, but felt they were not yet at
that point. This was not necessarily related to the time for which the team had been in
operation — team B had been in existence in their current form for some years longer
than both team C and team D, while team A had been in existence for longer than
team D.

A particularly striking feature of the teams was the degree to which there was
agreement between therapists and supervisors. In the highest scoring teams, there

was evident shared knowledge and ways of thinking, while in the lowest scoring
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teams there were outright inconsistencies in factual information and an absence of a
shared way of talking about the service, both in practical and philosophical terms.
The ethos of the higher performing teams was apparent through shared language.

A model of shared knowledge of the cases in the team, albeit at differing
levels of detail, was employed in teams C and D, with teams A and B operating a
system where a family is known to the assigned worker and supervisor only. None of
the teams operated this shared case knowledge model to the same extent as it is used
in MST, but it was nonetheless in place in the higher functioning teams.

Teams C and D reported regularly coming together as a team, both in an ad
hoc fashion as required and in formal meetings, to share clinical and other
professional information. While regularity of team meetings is covered in CYPRESS
(item 7), the qualitative difference in how the lowest and highest functioning teams
valued and practised coming together as a team, varied in a manner which was not
captured by the measure.

The sense of the lowest scoring MAU services was of more disparate, less
cohesive teams, with a broader, less well delineated remit or statement of population
served. These features did not seem here to be related to the size of the team or
indeed of the wider organisation.

The lower performing teams were not equivalent in terms of qualification.
However, what was apparent was that whether because qualifications were at a lower
level, or because staff were not being utilised in a way that made the most effective
use of specific qualifications, there was less clarity around the specific skills
expected to do the job in question. There was in both the lower scoring teams a sense

of a lack of association between the qualifications or skills of the staff, and the tasks
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required of them. To reiterate, this was not only to do with level of qualification but
with how the staff members’ skills were utilised within the team.
Relationship to outcome

Group differences as regards outcomes cannot be reported here because all
outcome data related to the START trial is embargoed until the trial outcomes are
due to be reported in full in January 2014.

Due to the minimisation procedure utilised in the trial, it is considered
unlikely that there will be differences between MST and MAU in terms of the
characteristics of the children and young people in the two groups; participants were
matched on age, gender and severity of offending. This means that at such a time as
we are able to compare CYPRESS scores with outcomes, it will be arguable that any
significant differences in outcome between the two groups are more likely to be
explicable in terms of which service was received, MST or MAU, rather than

because of differences in the nature of the population.

Discussion

This study brings a novel approach to understanding the features of service
delivery which characterise complex interventions for children and young people,
considering what these might be and how they can be measured, as well as what the
application of CYPRESS tells us in this instance about MAU in the START trial.
The results will be considered in terms of what they tell us about measuring these
constructs and about MAU. Methodological limitations, implications for future use
of the measure, and necessary developments will be considered.

Statistical analyses indicate significant differences between the MST and

MAU teams, demonstrating that the service delivery aspects measured by CYPRESS
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are more highly developed in MST than in MAU. Across all domains — service
characteristics, team operation and delivery of interventions — MST teams scored
more highly on average than the MAU services. Further, the MST teams showed
consistently higher scores, with less variability across the sites (13 points for overall
score compared to 24 in the MAU teams). The higher scoring teams can be said to
demonstrate higher levels of fidelity to the service delivery principles underpinning
complex interventions for children and young people, as defined by CYPRESS.

These findings might be explained in terms of what is known about MST; as
discussed earlier, inherent in the MST model are quality assurance provisions that
govern implementation and the approach to the work of the team. Specifically, MST
includes factors such as strict procedures for collection of adherence scores
(Henggeler and Borduin, 1992; Schoenwald, 1998; Schoenwald, Henggeler and
Edwards, 1998), the consultant role, which offers off-site expertise, a model of all
staff knowing each other’s cases, and strict and clear lines of accountability (see
Henggeler, 1999). The organisational features of the MST enterprise might be said to
be more akin to a business than the sorts of organisations usually seen in health and
social care contexts in the UK. The uniformity apparent in the way MST is set up and
delivered in practice is reflected in the relative homogeneity in service delivery
characteristics as shown by in the narrower range of the MST scores as compared
with MAU.

As we have seen, usual services represent a more disparate group than the
MST teams and, as noted, scored consistently lower on measures of service
characteristics, team operation and delivery of interventions. The case analysis of the

highest and lowest scoring MAU teams allowed for more consideration of the
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differences between these two ends of the spectrum and how they might be
understood.
Understanding MAU

Characterisation of MAU is an interesting part of this endeavour, offering a
perspective on the relatively unexplored usual services, seen here in the context of
comparison with MST. Usual services are little described in terms of therapeutic
techniques and approaches (Hoagwood and Kolko, 2009; Garland, Brookman-Frazee
et al., 2010; Garland, Hurlburt, Brookman-Frazee, Taylor and Accurso, 2010), less
still in terms of the service delivery frameworks which underpin them. Some key
observations are considered further here.

Organisational boundaries. The distinction between the highest and lowest
scoring MAU services as regards whether they were jointly commissioned (for
example by the NHS and the local authority) or otherwise, raises important questions
for our understanding of multi-agency commissioning of services. The role and
specific impact of joint arrangements on team functioning is not clear cut; the
challenges of effective joint commissioning or partnership working in health and
social care are acknowledged (see e.g. Horwath and Morrison 2007; Hudson, Hardy,
Henwood and Wistow, 1999; Leadbetter, 2008). Intuitively, being answerable to two
organisations seems likely to impact on team identity and the clarity around service
delivery frameworks. This issue is perhaps never more salient, with the impending
changes in commissioning which will come into play as a result of the Health and
Social Care Act (2012), and it is helpful to be mindful of this. However, we cannot
be clear in this instance that joint commissioning arrangements in particular impacted
on team functioning, given that many services in health and social care cross

organisational boundaries. Indeed, many MST teams, shown here to perform more
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highly on the service delivery elements measured, are examples of services which
have a background of joint commissioning.

Role clarity and using staff skills. The differences seen in the MAU services
in terms of clarity around roles and optimal utilisation of professional skills were
informative. The use of a range of staff from different professional backgrounds for
generic roles was a feature of the lower performing MAU teams more than the
higher, and this is something which anecdotal evidence suggests is common. While
there are some skills which are reasonably expected of any professional working in,
for example, a child and adolescent mental health service (CAMHS), there are
nonetheless likely to be significant differences in the nature of assessment or
intervention delivered by, for example, a psychologist, a psychiatrist or a family
therapist. Indeed, an inventory of different skills is one of the perceived strengths of
multi-disciplinary teams. The tension between using resources creatively and
preserving professional identities (Rose, 2011) was apparent here. In contrast, those
MAU teams which scored more highly on CYPRESS demonstrated that they were
able to make efficient use of the skill mix of the team; moreover, they were set up in
such a way that ensuring appropriate resource to carry out specific interventions, in
accordance with the relevant model of care, was integral.

Related to this is the value of clear hierarchies of responsibility, at both a day-
to-day level and a more strategic level, which was particularly noticeable in
comparing the highest and lowest performing MAU teams. As outlined in the
reporting of the results, differences were apparent both in terms of explicit responses
to questioning about staff roles and in a more abstracted sense, which emerged from
the whole interview process. The higher scoring teams’ heightened clarity around

responsibility, and lines of management and supervision, came through in the
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discussion of many of the CYPRESS items. Staff in the higher performing teams
were consistently able to identify particular responsibilities and areas of expertise
within the team, and these were reported in the same way by therapists and
supervisors. These teams answered with more specific details when asked questions
about, for example, supervision, risk management and care pathways, and were able
to talk about not only the details of a given topic, but, of relevance here, about who
would be responsible for different parts of a given process and how these
responsibilities would be enacted.

Population served. The breadth or otherwise of the population served was a
defining feature of the MAU teams, and as discussed the narrower the referral
criteria the more highly specified the service delivery frameworks were.
Heterogeneity of population appeared to dilute the specificity of services and seemed
to be reflected in the care pathways and in the interventions offered. Those teams
which operated with clear and specific referral criteria were able to speak more
cogently about the precise nature of the work they offered to young people and their
families, the way in which it was organised, and the principles by which it was
underpinned. Associated with this is the question of whether services are
preventative or curative. While complex interventions might be appropriate in both
contexts, variations in approach are likely to be apparent between the two. Service
delivery elements are likely to vary depending on which of these roles services
consider themselves to be in. The degree to which, for example, a range of
interventions is considered essential might vary; services working with people after
problems have reached a ‘crisis point’ perhaps might consider a wide range of
interventions less essential than offering a small number of targeted interventions

known to be effective with a given population. This is one hypothetical example, but

92



it exemplifies the subtleties of service provision which should be borne in mind in
understanding which features of service delivery might be most salient in different
circumstances.

Training. Limited financial or human resources are clearly important in
terms of an organisation’s attitude to training and the way in which that attitude
manifests. A recent King’s Fund report (Imison, Buchan and Xavier, 2009) put the
annual cost of training in the NHS, for example, at £4bn; this should be understood
in the current context of the NHS being asked to find efficiency savings of £20bn by
2014 (Department of Health, 2010). However, it seemed from exploration of the
highest and lowest scoring MAU services that the opportunities for training were
related to more than resource implications alone. There appeared to be an attitudinal
difference between the teams (which was likely to be reflective of organisational
attitudes in part; however we cannot dismiss the idea that particular personnel, in
terms of other CYPRESS items as well as this, might be an important mediating
factor). Without economic comparison of the organisations in question it would be
impossible to test this theory, but the positive attitude of the higher performing teams
towards training remains an interesting, if not entirely tangible, feature of these
teams, which would bear further research.

Assessment. A focus on comprehensive assessment is increasingly evident in
children’s services, however, the differences seen in terms of the higher and lower
performing MAU teams would suggest that this principle is differentially applied.
While there are likely to be basic elements that any professional would consider
integral to the assessment process, staff from different professional and
organisational backgrounds are likely to consider different elements important — a

social worker’s assessment might look very different from a psychiatrist’s. Further,
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the frameworks within which assessments are conducted varied widely between
teams, with some emphasising strict pro forma, or consideration of a range of sources
of information, and others not.

Shared knowledge and cohesion. The concordance of views between
therapists and supervisors in the highest performing teams might be said to reflect
shared knowledge and expertise, as well as a more personal element of positive
interaction between team members. This did not appear to be simply a function of the
interpersonal relationships of individuals, though clearly this cannot be entirely
disentangled from the question of team cohesiveness and concord, but rather a more
fundamental feature of the team in terms of its underlying structure, philosophy and
practices. It might be said that task cohesion (the degree to which staff are united and
committed to achieving the work task), which has been demonstrated to be positively
related to team performance (Carless and De Paola, 2000), was high in these higher
performing teams. The model of shared knowledge of cases also fitted very much
with this sense of shared knowledge and responsibility, serving both a pragmatic role
(in terms of accounting for staff leave, for example), and a supportive role (in terms
of reducing feelings of isolation in dealing with difficult cases or issues).

The highest performing MAU teams exhibited different characteristics from
the lowest in a number of areas, as we have seen. To be able to extrapolate from the
CYPRESS findings, the same analyses and comparison must be undertaken with a
much larger sample of teams, and the relationship with outcome explored.

Observations on the nature of MAU teams. During the interviewing
process, an issue emerged which had not been considered during the measure
development phase; a key distinction between different MAU teams was that some

were services with which involvement was voluntary for all families, and others were
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statutory services, that is to say those with which families or young people were
compulsorily engaged, as a result of child protection or youth justice legislation,
while some worked with both voluntary and compulsory cases. Staff spoke of the
differences in terms of engagement in light of whether a young person or family’s
involvement was voluntary or otherwise. Clearly the degree to which a young person
or parent/carer feels invested in the work they are engaged in, and how much this
work can be said to be collaborative, are likely to be impacted upon by whether they
are engaging by choice or compulsion, and whether the role of the therapist is seen as
a helping role, a legalistic role, or a combination of the two (see, for example,
Trotter, 1999). It follows then that CYPRESS scores are likely to reflect this, and
account must be taken of this feature of services, if CYPRESS is to be applicable
across contexts.

The question arose during the research process as to who exactly a team
considered to be their client — the young person, the parent/carer(s), or the whole
family system. This has implications for how a team scores on items 15
(individualised care) and 16 (family/carer involvement); some workers might
consider their practice to be collaborative as regards the young person, to the
exclusion of the parent/carer, or indeed vice versa. In MST, the parent/carer is the
primary person with whom therapists work; there is no compulsion for the young
person to be involved in the meetings. This is quite at odds with the practice in some
of the usual services interviewed. The nature of the relationship, and therefore the
degree of alliance, between therapist and either young person or parent/carer has
wide-ranging implications for the success of therapy, with some research
demonstrating improved self and parent reported behaviour as being related to youth

(but not parent) alliance with the therapist (Hawley and Weisz, 2005).
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Methodological limitations

Development of the measure. Firstly, there are considerations related to the
development of the measure. In specifying the areas to be examined, account was
taken of existing measures in the field and other relevant documents, but the
disparate nature of these meant that there was the potential for an element of the
idiosyncratic in the selection of items. It is hoped that this was accounted for through
employing three developers to work collaboratively, and using a systematic approach
to the stimulus material, but it would be remiss to disregard this possibility, which
indeed might exist for any newly developed clinical tool. Further, the planned Delphi
process was conducted with only a small number of experts, rather than through a
more rigorous and comprehensive approach; this might be said to reduce the
confidence with which impartiality or lack of bias can be asserted. It will be valuable
to revisit and seek opinion on the domains addressed as part of the process of further
development. The raters’ dual role as both originators of the measure and raters
might have impacted both on the process of scoring and the way in which the
usability of the measure was understood. The importance of additional raters
conducting inter-rater reliability testing will be valuable not only for establishing this
element of the reliability of the measure but also for gaining more objective
perspectives on the ease of use.

Sensitivity of the measure. The experience of conducting CYPRESS has
allowed the developers to see where there are shortcomings. The measure was shown
at times, on some items, to lack sensitivity and scope to reflect accurately the reports
of interviewees. This was perhaps most apparent in item 8 (supervision). While
teams across the sample scored 5, with only one team scoring 4, the reported

experience of supervision showed great variability. The question fails to reflect any
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information about the nature or quality of supervision, asking as it does only whether
supervision is available to all staff. Staff reported across conditions that opportunities
for reflection were highly valued but often came secondary to more action-focussed,
didactic supervisory interactions. Clinical supervision has been extensively studied
(Ellis, Ladany, Krengel and Schult, 1996) and research demonstrates that supervision
is a complex and multifaceted interaction, important for clinician development, in
terms of both specific competencies and professional identity, and therapeutic
outcomes (see e.g. Falender and Shafranske, 2012; Milne and James, 2000; Milne
and Reiser, 2012; Rennestad and Skovholt, 2003), and while it is uncommon to find
examples of health or social care teams which report no supervision, the quality of
the supervision, and therefore the practice it supports, might vary dramatically. Items
7 (meetings) and 19 (risk and child protection) similarly demonstrated this
shortcoming, giving credit for the presence of a feature but not distinguishing
between services in terms of quality. Quality of provision is clearly essential to
effective services and this must be accurately reflected in measures of service
delivery.

Measure design. Having become very familiar with the use of CYPRESS,
practical issues in terms of its use have become apparent, including the need for the
layout to be revised so that information is as compact as possible, with the numbers
associated with each rating to be visible at the top of every page, if not in every
response box. Further, ease of use must be considered. While a manual is available
for raters to use alongside the score sheet, the reality might be that to use such a
manual whilst simultaneously recording scores and taking notes, without the

interview becoming unnecessarily arduous, is too difficult.
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Potential for bias in interview. The interview process itself cannot be said to
be free of potential hazards and biases. Interviewees in the MST condition often
knew the first rater (SB) in the context of the START trial, and it is possible that this
prior knowledge, both of the rater in the case of the participants and the reverse,
impacted on the reports given by interviewees and the scores given by the rater.
Further, participants in both conditions might have felt concerned, despite
reassurances of confidentiality and that there would be no individualised reporting,
about the implications of voicing negative opinions of the services of which they
were part, or of their managers. It is hard to know the degree to which interviewees
might have felt compelled to give positive reports of their services, and their
relationship with the service (and possibly with the START trial) would likely have
impacted on this. Further considerations in terms of how scores might have been
influenced relates to the practical question of interview order, both in terms of
whether therapists or supervisors were interviewed first, and in terms of whether the
MST or MAU team in a particular locality was interviewed first. Those teams which
did not make available the CYPRESS pre-interview information form prior to the
interview might also have been experienced differently by the raters. Further, teams
in which it was possible to interview only one therapist might have been rated
differently, both because of the perceptions of the raters of the team, and due to the
multi-informant approach not being exercised.

Applicability

We should consider the measure’s applicability in the real world — more work
is needed to understand if there is an appetite for a measure which can be used across
interventions, and by whom it might be used. It might be that organisations in fact

have a preference for measures which are specific to a given therapy, but perhaps
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incorporate service delivery aspects as well as issues of treatment adherence.
CYPRESS would have to be tested extensively to understand whether in practice it is
possible or desirable to use a measure which is both pan-model and concerned with
service delivery.
Conclusions

The utilisation of CYPRESS in this context and the finding that it can
distinguish between teams is valuable. However, this gives us only half the picture; if
CYPRESS is to be considered a truly useful tool, the degree to which scores on the
measure are related to outcome is of utmost importance. Organisations will only be
committed to evaluating and improving their service delivery frameworks if they are
demonstrated to impact on the outcomes achieved by teams (cf. Department of
Health, 2010).

CYPRESS evaluates fidelity to a set of principles, conceptualised in terms of
20 key areas of functioning, considered to be important for the delivery of complex
interventions for children and young people. Certainly without further rigorous
examination of the measure and its properties, it cannot be assumed that CYPRESS
relates to outcomes or has value in assessing services. At this stage, CYPRESS can
only measure what it is explicitly concerned with, and any extrapolation from it
should be cautious; we cannot ‘rate’ teams as such until such a time that we can
examine the relationship between these service delivery elements and treatment
outcomes. However, the application of CYPRESS in this context indicates that it is
possible to implement a fidelity measure which has utility across interventions, and
which allows services to be characterised in terms of the service delivery frameworks

by which are they supported.
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This critical appraisal considers further some of the issues raised in the
empirical paper, and the implications for future research, and reflects on some of the
challenges and questions raised.

Methodological issues

The possibility for different biases to have influenced the development of the
Children and Young People — Resources, Evaluation and Systems Schedule
(CYPRESS) should not be underestimated. Firstly, as we have noted, CYPRESS was
developed in the context of a trial looking at the effectiveness of multisystemic
therapy (MST) in the UK. While efforts were made to use a systematic and broad
approach to understanding the appropriate structure and content for the measure, the
potential for the developers of CYPRESS to be shaped by the well-developed
practice and ethos of MST, in terms of what features of service delivery were valued,
existed. Consequently, wider examination by professionals not involved in the
START trial or in MST in other capacities will be beneficial in establishing the
degree to which CYPRESS can be said to be balanced and representative of the
service delivery frameworks underpinning complex interventions for children and
young people in general, rather than being biased towards MST, in terms of the
features that it rewards. This is not to say that MST might not continue to score
highly on CYPRESS, as we know that MST is a highly developed, evidence-based
intervention for young people and their families, which emphasises service delivery
elements which assure quality, such as those measured in CYPRESS. Indeed, these
qualities have been adopted by many other services because they are seen to be
valuable. Whatever its origins or influences, the measure must be balanced and offer
the possibility for non-MST teams to score highly. We have already seen that this

seems to be possible based on the 16 teams interviewed; the joint (with one other)
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second highest scoring site was a management as usual (MAU) service — this would
need to be replicated on a larger scale, for the purposes of establishing the validity of
this finding and others.

While the development of CYPRESS was informed by existing measures and
literature on the delivery of complex interventions (see, for example, Utting,
Monteiro and Ghate, 2007), further exploration is needed to help us to understand
whether CYPRESS measures the appropriate constructs. It is hoped that CYPRESS
captures key tenets of practice at the service delivery framework level. In terms of
establishing whether the relevant constructs are being measured, the literature review
brought together existing measures and relevant articles which could inform us about
the structure and content appropriate to the measure. While every effort was made to
ensure this was done in a rigorous manner, it was nevertheless a creative process at
times; there are many ways in which one might set about designing such a measure
and this was one such way, there may very well be superior alternatives not explored
here.

Once we have access to the outcomes and are able to compare them with the
CYPRESS scores, we will be able to understand if the constructs measured in
CYPRESS relate to outcomes and in what way. Our assumption is that those services
which demonstrated the most evolved service delivery frameworks will be the same
services which achieve the best outcomes with young people; when we are able to
examine this relationship we will be able to more definitively establish whether
CYPRESS, or indeed other measures of this nature, are valuable and viable.

There are also significant issues related to the administration and scoring of
CYPRESS. Firstly, it will be an important phase in the development and evaluation

of CYPRESS to establish the inter-rater reliability and other psychometric properties,
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which unfortunately were not assessed within the time frame necessary to be
included here. Secondly, it will be necessary to examine the degree to which
CYPRESS is useable by those other than the developers, not only in terms of
whether non-developers using the measure tend to reach similar scores to one
another during the independent scoring phase, and whether they subsequently reach
similar scores to the developers, as noted above, but also in terms of ease of use and
the acceptability to other raters.

In considering the administration of the CYPRESS interviews, the fact that a
number of respondents in the MST teams knew the first rater (SB) must also be
borne in mind. In this respect, it is possible that these prior relationships between one
of the raters and the MST teams influenced the manner in which therapists and
supervisors responded to the questions asked of them, and also the rating of the
teams by the rater. However, the second rater (CG) was not known to the teams prior
to the initiation of the CYPRESS procedure, and yet during independent rating
tended to score the teams very similarly to the first. This might be taken to mean that
prior knowledge was not an important factor, but we should nonetheless be mindful
of this potential confounding variable in understanding the results.

The nature of the MAU teams, and the manner in which they were identified,
must be borne in mind. The MAU services interviewed here represent only some of
the usual services utilised by children and young people in the trial areas, and as such
cannot be taken to represent MAU in its entirety. Further, in this context MAU teams
were treated as if equivalent to MST teams, however, indeed our analysis has shown
this, they might be very different services by their nature. It is possible that some of
the services seem disparate or less well functioning than their MST counterparts

because of the way in which they have been defined. While MST teams are uniquely
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well defined in terms of their service parameters and boundaries (see Henggeler,
1999), other services might share team managers and other features of the service,
yet represent distinct elements of a wider service, and this might not be reflected
accurately by the CYPRESS process. What we see from the experience of carrying
out the research and from analysis of the findings, is that MAU can be different and
varied, and as such the extent to which they can be considered exact counterparts of
the MST teams cannot be taken for granted. It seems likely that the true equivalence
or otherwise of the teams under examination has the potential to influence the scores
on CYPRESS, and this warrants further consideration. It might be that if CYPRESS
is to be used as a comparison tool, a test of whether two services can be considered
equivalent would also have to be established.

The identification of MAU, and securing their agreement to take part in the
CYPRESS procedure in particular, was often challenging. MST teams varied greatly
in the sense in which they felt able or willing to identify the appropriate MAU team.
This was not an exact science, and while centrally collected data held by the trial
coordinator was available to use in this process, a number of instances of
randomisation to MAU were not accompanied by details of the specific MAU team.
Further, we cannot have certainty that the MAU teams identified were not inclined
towards services with which the relevant MST team had a better relationship, and
this is another potential source of bias.

A key consideration has been how best to analyse and understand the data
collected. Rich information and varied opinions came out of the interviews, and
much of this went beyond what we see reflected in the CYPRESS scores. On
reflection I think a valuable addition to the work would be a qualitative element to

the characterisation of MAU, using a method such as interpretative
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phenomenological analysis (IPA; see Smith and Osborn, 2008). This consideration
emerged after the interviews were underway and it is a shortcoming of the research
that this was not built into the original design. A qualitative approach such as this
might not be appropriate for routine use with CYPRESS in future, but it might have
helped to build a richer picture of the MAU services we were attempting to
characterise, in the context of the START trial and the development of this new
measure. A formal qualitative analysis would offer a more precise lens through
which to examine the similarities and differences between the teams interviewed.
Supervision is one example of an area in which the verbal reports of the therapists, in
particular, but also of the supervisors, indicated experiences of supervision which
were not reflected in the CYPRESS scores. There was a recurring theme among the
MST therapists, for example, around the highly structured and action-oriented nature
of supervision in MST, which seemed to preclude more reflective processes. It might
also be interesting to explore themes in the nature of the language used by staff to
speak about their role and the work of the team, as, anecdotally, there was much
variation in the tone and content of their verbal reports.
Implications of the study and future research

There is an ever growing focus in modern health and social care on evidence-
based practice and maximising the benefits of interventions so as to achieve the best
outcomes possible and by the most cost-effective means. There is a contemporaneous
development of understanding as regards how we can best measure these elements.

The examples of this trend are various. The Children and Young People’s
Improving Access to Psychological Therapies (CYP IAPT) programme emphasises
strongly the value of session by session outcome monitoring as a fundamental feature

of practice (see for example the CYP IAPT guidance on the use of outcome measures
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in routine clinical practice; Law, 2012). Further, and in line with what has been
argued, this guidance comments on the importance of structures which support such
monitoring and allow it to be embedded in practice.

Considered a gold standard of evidence-based practice (EBP), and having
shown positive results in early outcome research in the UK (Butler, Baruch, Hickey
and Fonagy, 2011), MST teams are now being rolled out across the country as a
result of government investment (Department for Education, 2012). Meanwhile, Sure
Start centres are subject to a reform programme which sees an emphasis on EBP and
payment by results (Department for Education, 2010). The effects of recent budget
cuts on Sure Start centres have perhaps had more of an impact in practice than has
the intended reform programme, but the stated intention nonetheless demonstrated
the trend for making accountability, and the use of evidence to drive practice, central
issues.

These are just some examples of the way in which EBP, and routine
measurement of both what practitioners and organisations offer children and young
people, and the associated outcomes, are increasingly taking centre stage at the
policy and clinical level.

CYPRESS is one example of efforts to bring together thinking about the way
in which services function in a manner which allows organisations to make the best
use of the expertise held within them. It will be necessary to establish whether
services working with children and young people identify with the need to be able to
measure services in this way; again an understanding, once it is possible, of the
relationship between service delivery frameworks and outcomes will be valuable
here. Given the importance of EBP and the development of frameworks to support

implementation, it will be valuable to establish how CYPRESS might be used; would
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it be used by researchers or those conducting audit, that is to say people external to
the team, or could it be used as an internal self-monitoring tool for organisations
wishing to better characterise and measure their existing service delivery
frameworks? Indeed, it seems possible that it could be used for a variety of purposes.

As has been noted, the first step in terms of future research would be to
administer CYPRESS very much more widely and gather a sample of CYPRESS
data from a much larger group of teams. This might initially be restricted to teams
working with children and young people with conduct problems and associated
difficulties, as seen in START. However, it would be interesting to explore whether
CYPRESS could in fact be applied in other settings serving children and young
people, and their families, and indeed beyond this to other areas of health and social
care altogether. The principle that CYPRESS aims to capture service delivery
elements which support interventions, rather than features of a specific therapy,
means that in theory this should be possible. This could offer more rigorous
examination of the scores across services, providing as it would a sample size which
would allow more robust statistical analysis. As noted, the measure must be
examined in terms of its validity and inter-rater reliability, before it can be
considered appropriate for wider use.

It will be important to consider what increased knowledge of both MST and
MAU has on understanding what is unique about MST, a time and money intensive
resource, as compared with usual services. This underlines the value of a measure
such as CYPRESS — if we can characterise usual services more effectively, we can

understand the respective value and roles of both MST and MAU.
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Reflections on the process

This area of investigation presented conceptual challenges which had to be
addressed in order to progress with the work, yet which I continued to consider
throughout the research and during the write up process. The terminology around
fidelity is in and of itself complex and used in different ways, at times subtly so. I
found that reading around the subject was illuminating but at times also served to
raise more questions than it answered. While this serves the function of creating a
richer background from which to work, it can be challenging nonetheless.

This endeavour has been hugely interesting and has challenged me to think in
novel ways about how we understand services and the means by which we evaluate
them. Conversations with the staff who were the respondents in the CYPRESS
process indicated that for many the consideration of these service delivery
frameworks was also novel for them, yet extremely interesting.

There were practical and bureaucratic obstacles to progress at times. It was in
some instances difficult to establish the participation of MAU teams, and |
experienced a range of responses. Some of the MAU services seemed not wholly
keen on being interviewed, seeming to feel they were being judged (and it would be
disingenuous to suggest that this was not in part the case); some teams seemed to feel
that taking part was a burden in the context of busy schedules — this was my sense of
the reactions of some teams, but of course this is only an anecdotal impression and
was not established in any systematic way. The fact that three MAU services gave us
no data beforehand might be considered a symptom of these difficulties. Securing the
agreement of one MAU team to represent each area was more challenging than
anticipated. Indeed, in the case of one location, it was not possible to establish a team

which might be willing to take part for some months. When a team was eventually
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identified, it took several weeks to establish direct contact (previously this had been
through the relevant MST supervisor), and this subsequently stopped, with my efforts
at contact going unanswered, meaning that this location had to be excluded from the
CYPRESS process. While frustrating, this was an interesting insight into some of the
experiences of the MST team in that area, where relationships with existing services,
and the role of MST, were very much less established than in other parts of the
country.

It should perhaps not be too surprising that it was more challenging to engage
the MAU services in the process, as they were involved in the START trial at arm’s
length; while the MST teams were in place as a result of the research and associated
funding, the other teams were by definition pre-existing services which happened to
be in areas where MST was set up as part of the trial. It was interesting to note the
differing opinions of MST; in some MAU services staff were positive about MST
and its role in the area, considering it a useful adjunct to what was already available.
In other areas, there was a sense that MST was considered to some extent a (well-
resourced) rival, and thought of less highly.

One broader reflection relates to the question of the degree to which a
standardised measure of service delivery frameworks is possible and the degree to
which it loses sight of the people involved — those delivering therapeutic
interventions and the clients served by them. While it might be possible to create a
measure which appears valid, it would be important to go back to the service and ask
if the characterisation derived from the use of the measure is an accurate reflection of
what the service really looks like. Do practitioners and organisations work in the
arguably rigid ways that a measure such as CYPRESS might suggest, and if so,

should they? It might be argued that the focus on evidence-based practice, increased
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use of manuals, and outcome measurement fails to recognise the value of flexibility
in therapy, at the individual and the organisational level, of treating each client,
indeed each team or organisation, as individual, of a human approach to human
problems.

Apparent in conversation with the majority of the MST staff interviewed was
a steadfast belief in and dedication to MST and their role. The nature of the post is
such that one imagines it would not be possible to do the job without this strength of
belief, requiring as it does a flexible approach to working hours and practices, and a
willingness to routinely work in challenging situations where they are exposed to
high levels of emotion and might be considered to be at heightened risk of harm. The
impact of this degree of belief in MST should perhaps be considered in
understanding our findings. Firstly, we should consider the possibility that staff — in
the MST team in particular, given this observation as regards the level of
commitment, but also in the MAU teams — might be inclined to report on their team
more favourably if they feel strongly allied with the service or the intervention. In the
case of all the teams interviewed the information gathered is mediated by the staff
members’ opinions of and feelings about their clinical work, role, team and
organisation, which in turn might be influenced by a number of factors. Secondly,
the degree of commitment shown by an employee to the organisation or service in
which they work might have more complex implications for understanding our
results. If a member of staff is highly committed to their organisation they are more
likely to engage in behaviours which are in line with relevant organisational or team
goals (see Meyer and Herscovitch, 2001); while in-depth consideration of the role of
employee commitment is beyond our scope here, it seems possible that performance

on CYPRESS could be mediated by this. Indeed, the individual characteristics of the
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particular members of staff interviewed also have the potential to influence their
responses and the raters’ scores of the team. The degree to which the respondents
might or might not be representative of the wider team should also be considered.
The process of reporting on the CYPRESS project has led me to reflect on the
wider social and political context in which all that has been discussed is located.
Different countries have differing approaches to children and young people
who commit crime or engage in antisocial behaviour. This is exemplified by different
ages of criminal responsibility, and differing legislative responses. Consideration of
this is important not only to broadly contextualise the experiences of the young
people in the START trial, but also to understand the background to the usual
services with which MST is compared. The UK might be imagined to adopt a more
welfare-based, as opposed to punitive, approach to such young people as compared
with the US, where MST has been demonstrated to be highly effective; this was
certainly my assumption at the outset. While the proportion of under-18s in custody
in the US is indeed significantly higher than in the UK and the rest of Europe (see
Hazel, 2008), consideration of the literature on responses to criminality, both
generally and in respect of young people, leads us to examine this general
assumption more closely. Garland (2001) argues convincingly that the latter part of
the last century saw a spread of what he describes as US ideals to the UK context,
with the ‘penal welfarism’ that proliferated in the UK and elsewhere from the late
nineteenth century until the 1970s being reversed. He argues that, perhaps in
response to the increased personal and social freedoms of the 1960s and 70s, the
years following these decades saw increased levels of civic mistrust. This in turn is
said to have led to a return to more intensive regulatory regimes and an increased

focus on policing, penalty and prevention of crime, in both the US and the UK.
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If we accept Garland’s thesis, we should consider how this relates to the
treatment of children and young people. While a given approach to responding to
crime or antisocial behaviour might appear to be progressive and child-centred, this
overlooks the ever present threat (of custody) that hangs over any efforts to engage
with young people who are involved in criminal or otherwise antisocial behaviour,
against the increasingly punitive and regulated social backdrop Garland describes.
Indeed, the intensity with which MST therapists engage with families, and the
preference for disengaging young people from antisocial peers, might be argued to
represent a panopticistic state of affairs, in which surveillance (or the possibility of
it) and isolation from one’s usual network of peers are used as a means of control.
There is an argument that interventions of this nature at one level constitute
complicity with social control, meaning that their growth might be argued to
represent providers of services being co-opted into a regulatory function.

Muncie (2008) addresses the question of the ‘punitive turn’ with specific
reference to juvenile justice, linking this to the rise of a neoconservative agenda as
regards crime and punishment in the UK and Europe more generally. Muncie’s view
is a little more optimistic than Garland’s; he comments that while a general cultural
shift towards more punitive ways of responding is evident, examination of different
countries demonstrates that this is mediated by national and local practitioner values,
which might offer progressive alternatives to the most punitive responses to young
people who engage in socially unacceptable behaviour, both criminal and otherwise.

A more extensive consideration of these issues is beyond the scope of this
appraisal, but it should be noted that the ways in which antisocial behaviour and
collective responses to it are conceptualised has implications for our understanding

of both MST and MAU.
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In conclusion, the development of a measure which enables further
exploration of not only MAU but also MST, in terms of the service delivery
frameworks which underpin them, is a valuable addition to this area of research.
CYPRESS appears to allow us to distinguish between different services in terms of
those service delivery frameworks, but needs further work to understand its validity,
reliability, and real world applicability on a large scale. All research in this area
should be conducted with a sensitive consideration of the wider issues at play in the
arena of crime, youth antisocial behaviour and the associated societal responses, and
the social problems and cultural phenomena which underlie these matters, as well as

the underlying discourses by which all of these issues are informed.
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Appendix A: MST Therapist Adherence Measure



Multisystemic Therapy Institute
Therapist Adherence Measure- Revised (TAM-R)

Current Supervisor:
Therapist Code:
Family Code:
Respondent Caregiver

Date Form Completed (mm-dd-yyyy):

Please answer the following two questions:

How many times has the therapist met with your family within the last week?
If zero, then when did the therapist last see anyone in the family (mm/dd/yyyy)?

Regarding your last 2-3 sessions:

Did Not | Not at A Pretty | Very
Respond All Little | Some | Much | Much

1. The therapist tried to understand how my
family’s problems all fit together.

2. My family and the therapist worked together
effectively.

3. My family knew exactly which problems we
were working on.

4.The therapist recommended that family
members do specific things to solve our problems.

5. The therapist’'s recommendations required
family members to work on our problems almost
every day.

6. The therapist understood what is good about
our family.

7. My family and the therapist had similar ideas
about ways to solve problems.

8. The therapist tried to change some ways that
family members interact with each other.

9. The therapist tried to change some ways that
family members interact with people outside the
family.

10. My family and the therapist were honest and
straightforward with each other.

11. The therapist's recommendations should help
the children to mature.




12. Family members and the therapist agreed
upon the goals of the session.

13. My family talked with the therapist about how
well we followed her/his recommendations from
the previous session.

14. My family talked with the therapist about the

success (or lack of success) of her/his
recommendations from the previous session.

15. We got much accomplished during the therapy
session.

16. My family was sure about the direction of
treatment.

17. The therapist’'s recommendations made good
use of our family’s strengths.

18. My family accepted that part of the therapist’s
job is to help us change certain things about our
family.

19. The therapist’'s recommendations should help
family members to become more responsible.

20. The therapist talked to family members in a
way we could understand.

21. Our family agreed with the therapist about the
goals of treatment.

22. The therapist checked to see whether
homework was completed from the last session.
23. The therapist did whatever it took to help our
family with tough situations.

24. The therapist helped us to enforce rules for the
child.

25. The therapist helped family members talk with
each other to solve problems.

Did Not
Respond

Not at
All

Little

Some

Pretty
Much

Very
Much

Did Not
Respond

Not an
Issue

Not at
All

A
Little

Some

Pretty
Much

Very
Much

26. The therapist helped us keep our
child from hanging around with
troublesome friends.

27. The therapist helped us improve
our child’s behavior at school.

28. The therapist helped us get our
child to stay in school every day.




Appendix B: MST Supervisor Adherence Measure



SAM Form

(Transportability version)

Form ID

Organization

Team

Supervisor Name

Therapist

Current Consultant/System Supervisor
Date Form Completed (mm/dd/yyyy)

Please consider your supervision sessions over the past two months as you complete the following items.

1. When the supervisor recommended changes in my Never Rarely Sometimes Often
course of action, the rationale for the recommendation
was described in terms of one or more of the MST
principles.

Almost Always

2. You could tell that the supervisor was in charge of Never Rarely Sometimes Often
the sessions.

Almost Always

3. Team members took a long time to describe the Never Rarely Sometimes Often
details of cases before the supervisor spoke.

Almost Always

4. The supervisor asked clinicians for evidence to Never Rarely Sometimes Often
support their hypotheses about the causes of problems
targeted for change or of barriers to intervention
success.

Almost Always

5. The supervisor asked clinicians how descriptions of | Never Rarely Sometimes Often
this week's case developments pertained to
identification of barriers to success.

Almost Always

6. When clinicians talked about events in the distant Never Rarely Sometimes Often
past, the supervisor recommended that current
interactions within the family and between family
members and others be examined first.

Almost Always

7. When clinicians reported on a variety of Never Rarely Sometimes Often
interventions tried during the week, the supervisor
asked for clarification regarding which intermediary
goals the interventions aimed to address.

Almost Always

8. The supervisor followed up on recommendations Never Rarely Sometimes Often
made in previous supervision sessions.

Almost Always

9. When interventions were not successful, discussion | Never Rarely Sometimes Often
focused on identifying the barriers to success and
actions the clinician should take to overcome them.

Almost Always

10. | have the skills to implement all of the Never Rarely Sometimes Often
recommendations made in supervision.

Almost Always

11. Interventions that were discussed targeted Never Rarely Sometimes Often
sequences of interaction between family members.

Almost Always

12. Clinicians received positive feedback during the Never Rarely Sometimes Often Almost Always
sessions.
13. The supervisor asked clinicians how descriptions Never Rarely Sometimes Often Almost Always

and questions about case developments pertained to
"fit" assessment.

14. It was easy for team members to acknowledge Never Rarely Sometimes Often
frustrations, mistakes, and failures.

Almost Always

15. When a clinician presented information about Never Rarely Sometimes Often
events that transpired during the week, the supervisor
asked the clinician and team to clarify the relevance of
the information to one or more steps of the analytical
process.

Almost Always

16. Weekly case summaries were referred to during Never Rarely Sometimes Often
the discussion of cases.

Almost Always




17. Interventions that were discussed targeted
sequences of interaction between family members and
individuals at school, in the child's peer group, or in the
neighborhood.

Never

Rarely

Sometimes

Often

Almost Always

18. When an intervention was only partially successful,
the supervisor asked questions to determine whether
the clinician had adequately and completely
implemented the intervention.

Never

Rarely

Sometimes

Often

Almost Always

19. We spent more time discussing cases in which
progress was limited.

Never

Rarely

Sometimes

Often

Almost Always

20. The supervisor referred to specific MST principles
while discussing cases.

Never

Rarely

Sometimes

Often

Almost Always

21. The supervisor made a note of case-specific
recommendations.

Never

Rarely

Sometimes

Often

Almost Always

22. When new areas were targeted for intervention,
the supervisor encouraged the clinician to articulate
new intermediary goals accordingly.

Never

Rarely

Sometimes

Often

Almost Always

23. Outcomes were described in observable and
measurable terms.

Never

Rarely

Sometimes

Often

Almost Always

24. When clinicians reported plans to meet with
teachers, neighbors, or officials from other agencies,
the supervisor asked what it would take for a caregiver
to hold the meeting.

Never

Rarely

Sometimes

Often

Almost Always

25. When clinicians reported that things were going
well in a case, the supervisor focused discussion on
factors in the natural ecology that were sustaining
progress.

Never

Rarely

Sometimes

Often

Almost Always

26. When clinicians reported doing things for family
members, the supervisor asked what it would take for
family members to do these things for themselves.

Never

Rarely

Sometimes

Often

Almost Always

27. When clinicians reported that they discussed a
particular problem with a family, the supervisor asked
what plans were put in place to address the problem
this week.

Never

Rarely

Sometimes

Often

Almost Always

28. When clinicians described their ideas about the
causes of problems, "fit circles" were developed and
discussed in session.

Never

Rarely

Sometimes

Often

Almost Always

29. When clinicians talked about events in the distant
past, the supervisor asked for evidence that these
events are contributing to a current problem.

Never

Rarely

Sometimes

Often

Almost Always

30. In the past two months, the supervisor and | have
discussed the extent to which my case summaries and
in-session presentations are consistent with the MST
principles and analytic process.

Never

Once

Twice

3-5 Times

Weekly

31. In the past two months, the supervisor and | have
set goals for development of my specific competencies
in MST.

Never

Once

Twice

3-5 Times

Weekly

32. In the past two months, my supervisor has
accompanied me to therapy sessions (i.e., field
supervision) OR reviewed audiotapes of my therapy
sessions.

This has
never
happened

This has
happened
in past,
but notin
last two
months

Once in the
last two
months

Twice in the
last two
months
(e.g., oncea
month)

At least twice,
and more
when
necessary

33. In the past two months, | left supervision knowing
how to carry out recommended actions.

Never

Once

Twice

3-5 Times

Weekly

34. How skilled do you think your supervisor is in
implementing MST interventions?

Not very

Somewhat

Moderately

Very

Extremely




35. How skilled do you think your supervisor is in the Not very Somewhat | Moderately Very Extremely
treatment modalities used in MST such as cognitive-
behavioral therapy?
36. How often have you and your supervisor met to Never Plan Plan Plan Plan
ﬁﬁgmﬂggiﬂo&ﬁﬁﬁf I\alg.rll,;o help you increase your developed | developed developed developed but
but never | but but monitored and
monitored | monitored monitored | followed
and and followed | and regularly, e.g.,
followed infrequently | followed once per
periodically, | month
e.g.once
every 3
months

Notes (250 character limit)

Thank you for taking the time to complete this survey.




Appendix C: MST Consultant Adherence Measure



Multisystemic Therapy Institute
Consultant Adherence Measure

Organization

Team

Consultant/System Supervisor
Therapist or Supervisor Name
Respondent

Last MST Consultation Date

For questions 1 - 19, please think about your last MST consultation session

Never | Rarely ' Sometimes

1.The consultant explained how to implement specific
intervention strategies for a case

2.You could tell the consultant had case-specific ideas
about barriers to success and how to overcome them

3.The consultant helped when the team was “stuck” on
some aspect of a case

4.The consultant described interventions in sufficient
detail that clinicians could carry them out

5.The consultant addressed clinician behaviors that
facilitate engagement or treatment progress in specific
cases

6.The consultant was competent at his/her job
7.The consultant really listened when clinicians talked
8.The consultant gave positive feedback to clinicians

9.The consultant conveyed a sense that she/he and the
team are “in it together.”

10.You could tell the consultant had the best interests of
the client and clinicians at heart

11.The consultant gave supportive feedback to
clinicians when needed

12.The consultant referred to specific MST principles
when discussing cases

13.The consultant helped generate a more
comprehensive understanding of the “fit” of a problem

14.The consultant explained what he/she was doing
and why

15.The consultant helped clinicians prioritize problems
and intervention targets

16.The consultant tried to gauge clinician “buy in” to
his/her recommendations

17.Consultation was well structured
18.The consultant conveyed a “can do” attitude

19.You could tell the consultant was well prepared

Almost
Usually | Always

Always



Multisystemic Therapy Institute
Consultant Adherence Measure

Please answer the following questions about your Not A Somewhat
consultant overall at all Little

20. How knowledgeable do you think your consultant is
in the theory of MST?

21. How skilled do you think your consultant is in
treatment modalities used in MST such as strategic,
structural, behavioral, cognitive-behavioral, therapies?

22. How skilled do you think your consultant is in
implementing MST interventions?

23. How skilled do you think your consultant is in
teaching clinicians to do MST?

Quite

Very

Extremely



Appendix D: Kumpfer and Alvarado’s 13 principles of effective
family-focussed interventions



Principles of Effective Family-Focused Interventions

1. Comprehensive multicomponent interventions are more effective in modifying a broader range of risk or
protective factors and processes in children than single component programs.

2. Family-focused programs are generally more effective for families with relationship problems than either
child-focused or parent-focused programs, particularly if they emphasize family strengths, resilience, and
protective processes rather than deficits.

3. Components of effective parent and family programs include addressing strategies for improving family
relations, communication, and parental monitoring.

4. Family programs are most enduring in effectiveness if they produce cognitive, affective, and behavioral
changes in the ongoing family dynamics and environment.

5. Increased dosage or intensity (25—50 hours) of the intervention is needed with higher risk families with more
risk factors and fewer protective factors and processes than low-risk universal families who need only about 5 to
24 hours of intervention.

6. Family programs should be age and developmentally appropriate with new versions taken by parents as their
children mature.

7. Addressing developmentally appropriate risk and protective factors or processes at specific times of family
need when participants are receptive to change is important.

8. If parents are very dysfunctional, interventions beginning early in the life cycle (i.e., prenatally or early
childhood) are more effective.

9. Tailoring the intervention to the cultural traditions of the families improves recruitment, retention, and
sometimes outcome effectiveness.

10. High rates of family recruitment and retention (in the range of 80%—85%) are possible with the use of
incentives, including food, child care, transportation, rewards for homework completion or attendance, and
graduation.

11. The effectiveness of the program is highly tied to the trainer’s personal efficacy and confidence, affective
characteristics of genuineness, warmth, humor, and empathy, and ability to structure sessions and be directive.

12. Interactive skills training methods (e.g., role plays, active modeling, family practice sessions, homework

practice, and videos/CDs of effective and ineffective parenting skills, etc.) versus didactic lecturing increase

program effectiveness and client satisfaction particularly with low socioeconomic level parents.

13. Developing a collaborative process whereby clients are empowered to identify their own solutions is also

important in developing a supportive relationship and reducing parent resistance and dropout.

Source: Kumpfer and Alvarado, 2003



Appendix E: Zazzali et al.’s adoption, implementation &
continuance of evidence based practices semi-structured
interview schedules



Semi-Structured Interview Protocol for Clinical Staff
Pilot Study of Barriers & Facilitators to
Functional Family Therapy (FFT) Implementation in NY State

Introduction

This is a voluntary interview and you may choose not to answer particular questions or
to end the interview at any time. We would like to ask you some questions about your
experience as a clinician in adopting FFT. We are especially interested in hearing about
the factors that made this an easy or difficult experience for you. We know from talking
with OMH that there are opportunities for improving the implementation of this program.
OMH would like to know about factors that will help them create a more effective
implementation of this intervention and interventions in the future.

Background information

1. Tell us about your general professional background and role in this organization?

2. How did you happen to get involved in FFT (i.e., self-selection, invitation,
delegation)?

3. Are you an original FFT team member or a replacement? Have you participated
in externship?

4. How many FFT cases are you expected to carry at any given time? How many
do you have right now? If this is not your entire caseload, what does the balance
look like (type of case and how many)?

Process of implementation (stage of adoption, variation in implementation)
For those organizations that have started or completed FFT training:

5. When were you first trained in FFT and what components of training did you
receive?

6. How does this training compare with other types of training (if any) you've
received through your organization?

For those organizations that are currently delivering FFT services:

7. What things did you or others in your organization modify as FFT has been
implemented (e.g., redesigning programs, or making changes in your
facility/center or how people do their work)?

8. Are there any changes that you would like to make in your facility/center that
would make implementing FFT easier (e.g., team selection or internal
communication about the program)?

9. How hard has FFT been to implement — clinically? - operationally? What types of
things have made it more or less difficult?



Organizational context (norms and attitudes, process of care, resources)

10.Have you and/or your organization had prior experience implementing other
types of evidence based treatment(s) aside from FFT? If so, what were they and
did they affect the implementation of FFT at your organization?

11.Do you and your colleagues all feel the same way about the FFT model and its
value for your clients?

12.How does FFT compare with other forms of treatment you have done or are
currently doing with non-FFT cases? (Probe for whether it is compatible and/or
represents a change in practice.)

13.1s there enough staff at your organization with the time and relevant skills to
implement and manage FFT (both within and external to the team)?

14.Is there information technology and computer support to implement and manage
FFT?

15.What organizational supports are available to you, to enhance your adherence to
the model? (Probe for supports to do Engagement & Motivation, to be relentless
in overcoming barriers, etc.)

Mechanisms of diffusion (influence of peers/leaders, change agents, incentives)

16. What did you know about FFT before its implementation in your organization and
what was the source of this information? How has your impression changed
since being trained in FFT? (Differentiate between the model, the training
process and other operational aspects.)

17.What have you heard about the experiences with FFT programs at other
facilities/organizations?

18.Who would you consider “opinion leaders” important to the staff here, and what
would you say have been their views of FFT?

19.How would characterize the view of your organization’s management toward
FFT? How would you characterize your supervisor’s view?

20.How would you characterize the views of your organization’s clients’ toward
FFT? Did the clients play any role in the adoption provcess?

21.Have their been any “champions” of FFT in your organization (i.e., someone who
created a vision for the way things could be once FFT is implemented, someone
who anticipates barriers to FFT implementation and deals with them, someone
who will run interference for the team, etc.)

22.Are there any incentives, financial or otherwise, in place at your organization for
performance in adolescent care?

23. Are there other benefits to offering FFT services, such as improved job
satisfaction or knowing that your work is making a difference?

Overall assessment and future prospects of program

24.How successful do you feel the FFT program has been so far, or what kind of
success do you anticipate?



25.What kinds of client outcomes have you been getting (or anticipate) by using
FFT?

26.How have clients reacted to FFT?

27.Has FFT become any easier to do over time? (Probe for clinical care vs.
documentation.)

28.What do you see as the prospects of FFT and the ability of sustaining it at your
organization?

29.What kinds of things would be helpful for your organization or central OMH and
FFT trainers to do in sustaining the program?

Feedback on interview process and questions

30.Do you have any feedback that you would like to share with us about these
questions? Are there questions we should be asking that would help us better
understand the process by which organizations like yours implement evidence-
based practices like FFT?



Semi-Structured Interview Protocol for Agency Lead
Pilot Study of Barriers & Facilitators to
Family Functional Therapy (FFT) Implementation in NY State

Introduction

This is a voluntary interview and you may choose not to answer particular questions or
to end the interview at any time. We would like to ask you some questions about your
experience as an agency lead in adopting new clinical or service programs, practices, or
models. We would like to get your perspective on the adoption process first for
programs other than FFT. Then, secondly, we will ask you some questions about your
experience with FFT. For our first set of questions, we are especially interested in your
experience with new programs, services or models that required training of your staff in
the practice or changes in supervision for your staff.

Adoption of New Programs and Program Change Experiences

1a. In the past 5 years, has your agency adopted a new program, service or model?
Yes No

1b. If No new programs, services or models were adopted, why not?

1c. If Yes, what is/are the name(s) of the new program(s), service(s) or model(s)?

1.

2.

3.

4.

1d. If Yes, which represents the most significant program change, and why? By
significant we mean changes in staffing, funding, organizational structures,
organizational or program goals, or normal activities.



Thinking about adopting new programs, services, or models in your organization, please
answer the following questions.

2. What drives adoption of new programs, services, or models in your organization?
(Probe for internal and external factors.)

3. What steps does your organization take in adopting new programs, services or,
models (e.g., informing internal and external stakeholders regarding the rationale,
implications, priority, what implementation would look like; developing an
implementation and support infrastructure, including staff selection and support
processes, roles and responsibilities, resource allocation, communications and tracking
systems, policies and procedures, outcome evaluation)?

4. What, if any, are the major obstacles that impeded the successful adoption of new
programs, services, or models?

5. What are the major factors that make or could make the adoption of new programs,
services, or models easier and/or successful?

6. What role do you as agency lead play in the adoption process?

7. What role do the supervisory staff play in the adoption process?

8. What role do clinical staff play in the adoption process?

9. What role do consumers play in the adoption process?

10. What role does OMH play in the adoption process?

11. Out of all of these groups (or others not listed), are there any clear champions
(individuals or groups) for new programs, services, or models? (If so, probe for how
these champions influence the adoption process.)



Adoption of FFT and Program Change Experiences

Now we are going to ask you some questions about your particular experience as
agency lead in the adoption of FFT. We are especially interested in hearing about the
factors that made this an easy or difficult experience for you. We know from talking with
OMH that there are opportunities to improve on how the program was rolled out in terms
of the preparation and groundwork, technical assistance and technical resources. OMH
would like to know about these and other factors that will help them create a more
efficient system for rolling out interventions in the future.

12. What was the impetus behind the adoption of FFT? That is, what were the major
reasons why your agency adopted FFT? (Probe for internal and external factors; how
much they knew about the FFT model and program ahead of time; perceived value of
FFT; fit with agency’s mission.)

13. What steps did your organization take in adopting it (e.g., informing internal and
external stakeholders regarding the rationale, implications, priority, what implementation
would look like; developing an implementation and support infrastructure, including staff
selection and support processes, roles and responsibilities, resource allocation,
communications and tracking systems, policies and procedures, outcome evaluation)?

14. To what extent do you feel FFT has been adopted successfully in your
organization? (Probe for stage of adoption; percent of clinicians providing FFT; FFT
completion rates; types of client outcomes from FFT.)

15. What, if any, are the major obstacles that you have encountered while trying to
adopt FFT? (Probe for both internal and external factors such as support resources,
information technology and computer support, financial viability, problems encountered
in maintaining fidelity to the FFT model and clinical aspects of FFT, staffing, incentives
for staff, staff norms and attitudes toward working with families, methods of motivating
staff and consumers, relationships with referral agencies.)

16. What are the major factors that made adoption of FFT easier or more successful?
(Probe for both internal and external factors such as support resources, information
technology and computer support, financial viability, problems encountered in
maintaining fidelity to the FFT model and clinical aspects of FFT, staffing, incentives for
staff, staff norms and attitudes toward working with families, methods of motivating staff
and consumers, relationships with referral agencies.)



17. What role have you as agency lead played in the adoption? (Probe for team
selection process, internal communications about adopting FFT; fit of FFT with current
programs.)

18. What role did the supervisory staff play in the adoption? (Probe for interactions with
FFT trainers and other local FFT providers; changes needed in skills, time, leadership,
commitment and incentives to implement FFT; importance of identifying a champion for
FFT.)

19. What role did clinical staff play in the adoption? (Probe for self-selection to
participate, interactions with FFT trainers and other local FFT providers; changes
needed in skills, time, leadership, commitment and incentives to implement FFT;
importance of identifying a champion or opinion leader for FFT; importance of full-time
vs. partial commitment.)

20. What role have consumers played in the adoption? (Probe to their response to
FFT.)

21. Was OMH involved in promoting or encouraging adoption of FFT? If yes, in what
ways? (Probe for suggestions about what things OMH might do in the future to facilitate
adoption of FFT, such as free training and implementation coordination.)

22. Out of all of these groups (or others not listed), were there any clear champions
(individuals or groups) for FFT? (Probe for how champions can be identified and
encouraged.)

23. If you were beginning the process of adopting FFT now, what steps would you take
to better prepare for its adoption?

23a. Would you change staffing patterns (# of staff assigned or supervisory caseloads)
to adopt FFT? If yes, in what ways?

23b. Would you change your standard procedures, such as intake assessment,
referral, case management, step-down from FFT, supervision, etc.? If yes, in what
ways?



23c. Would you change your billing, tracking &and/or documentation procedures? If
yes, in what ways?

23d. Are there any other things you can think of that would make it easier to sustain
FFT over time?

24. If you were to start the FFT adoption process all over again, would you do anything
differently?

25. Do you have any feedback that you would like to share with us about these
questions? Are there questions we should be asking that would help us better
understand the process by which organizations like yours implement evidence-based
practices like FFT?



Appendix F: CYPRESS
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Appendix G: Letter giving ethical approval



South East Research Ethics Committee
South East Coast Strategic Health Authority

Preston Hall

Aylesford

Kent

ME20 7NJ

Telephone: 01622 713097
Facsimile: 01622 885966

20 May 2009

Professor Peter Fonagy

Freud Memorial Professor of Psychoanalysis and Head of the Research Department of
Clinical, Educational and Health Psychology, University College London

University College London

Psychoanalysis Unit

1-19 Torrington Place

UCL

WC1E 7HB

Dear Professor Fonagy

Full title of study: START (Systemic Therapy for At Risk Teens): A National
Randomized Controlled Trial to Evaluate Multisystemic
Therapy in the UK Context

REC reference number: 09/H1102/55

The Research Ethics Committee reviewed the above application at the meeting held on 13
May 2009.

After the Committee’s initial deliberations on your application, yourself and Dr Butler kindly
joined the meeting to clarify some issues. Thank you for taking the time to do so. The
following issues were clarified during the discussion:

Q Can you deliver this? It is a very intensive process with many contacts with
members of families. Do you have enough resources?

A There is clinical provision in place within the ten established sites. A government
grant of £10million has been awarded to this project. All staff have already been
recruited for the ten sites. Seven sites have staff employed by NHS agencies and
three have staff employed by local authorities. Collaboration was demonstrated in
order to gain the funding. All systems necessary have already been developed.
The study will be monitored very carefully to ensure intervention is properly
delivered.

Q Has risk assessment taken into account that you may not be able to undertake
the project exactly as per the proposal?

A One of the outcome variables is to expect site-specific differences and this should
be the guiding principle of any government national roll-out.

Q In the power calculation you have allowed for differences in sites, but
vulnerable young people come from different sources. There will be a
multifaceted group receiving the intervention. Has this been taken into
account?



A The power calculation is based on the success rates of the USA and Norway studies
primarily recruited from offender centres. There are no figures to inform the power
calculation, although most young people will probably be the same regardless of the
service they come from. They will all be diligent rejecters from an early age and we
have factored in that they may respond less well. Randomisation has been agreed
by the funders.

The Committee were very impressed with the thought that had gone into the study, and the
helpful attendance of two of the most senior members of the team; and noted that it was
very helpful to have received comments from the study reviewers.

Ethical opinion

The members of the Committee present gave a favourable ethical opinion of the above
research on the basis described in the application form, protocol and supporting
documentation, subject to the conditions specified below.

Conditions of the favourable opinion

The favourable opinion is subject to the following conditions being met prior to the start of
the study.

Management permission or approval must be obtained from each host organisation prior to
the start of the study at the site concerned.

Management permission at NHS sites (“R&D approval”’) should be obtained from the
relevant care organisation(s) in accordance with NHS research governance arrangements.
Guidance on applying for NHS permission is available in the Integrated Research
Application System or at http://www.rdforum.nhs.uk.

Approved documents

The documents reviewed and approved at the meeting were:

Document Version Date

The Revised Conflict Tactics Scales (CTS2)

Beliefs and Attitudes Scale

The Development and Well-Being Assessment - Parent Interview

The Development and Well-Being Assessment - Interview with 11-

17 year olds

Insurance Certificate 01 July 2008
Participant Consent Form: Young Person 1.1 07 April 2009
Participant Information Sheet: Parent or Carer 1.1 07 April 2009
Participant Information Sheet: Young People aged 15-17 1.1 07 April 2009
Participant Information Sheet: Young People aged 11-14 1.1 07 April 2009

Questionnaire: Strengths and Difficulties Questionnaire

Questionnaire: The University of New Orleans Alabama Parenting
Questionnaire (APQ)

Questionnaire: Short Mood and Feelings Questionnaire

Questionnaire: The General Health Questionnaire

Questionnaire: Young Person's Questionnaire Booklet

Peer Review

Letter from Sponsor 04 April 2009




Covering Letter 08 April 2009

Protocol 1.0 30 March 2009
Investigator CV Professor

Peter

Fonagy
Application 07 April 2009

Connors' Teacher Rating Scale - Revised (S)

ICU (Youth Version)

ICU (Parent Version)

LEE scale

The McMaster Family Assesment Device
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Membership of the Committee

The members of the Ethics Committee who were present at the meeting are listed on the
attached sheet.

Professor Katona and Dr Bhiman both declared a non-specific, non-personal interest in the
study. Members agreed that Professor Katona and Dr Bhiman could remain in the meeting
and contribute to the review of the study.

Statement of compliance

The Committee is constituted in accordance with the Governance Arrangements for
Research Ethics Committees (July 2001) and complies fully with the Standard Operating
Procedures for Research Ethics Committees in the UK.

After ethical review

Now that you have completed the application process please visit the National Research
Ethics Website > After Review

You are invited to give your view of the service that you have received from the National
Research Ethics Service and the application procedure. If you wish to make your views
known please use the feedback form available on the website.

The attached document “After ethical review — guidance for researchers” gives detailed
guidance on reporting requirements for studies with a favourable opinion, including:

¢ Notifying substantial amendments
e Progress and safety reports
¢ Notifying the end of the study

The NRES website also provides guidance on these topics, which is updated in the light of
changes in reporting requirements or procedures.



We would also like to inform you that we consult regularly with stakeholders to improve our
service. If you would like to join our Reference Group please email
referencegroup@nres.npsa.nhs.uk.

| 09/H1102/55 Please quote this number on all correspondence |

With the Committee’s best wishes for the success of this project

Yours sincerely

Dr L. Alan Ruben
Chair

Email: nicki.watts@nhs.net
Enclosures: List of names and professions of members who were present at the
meeting and those who submitted written comments

“After ethical review — guidance for researchers”

Copy to: Dr O Avwenagha
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Dr L. Alan Ruben GP Yes
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Miss Nicki Watts

Co-ordinator

Mr Ron Driver
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Appendix H: CYPRESS manual



CYPRESS
Children and Young People - Resources, Evaluation and
Systems Schedule

Administration Manual



1. Introduction

CYPRESS is designed to describe the structure, operations and interventions provided by
services to children and young people with complex needs. It is designed for use as a
measure of fidelity in the delivery of services for children and young people with complex
needs. Its primary use will be as a research tool but services may wish to use it as part of a
review of their functioning. The scale addresses three key aspects of service provision. They
are:

e Service characteristics
e Team operation
e Delivery of interventions

Service characteristics — this section is concerned with the overall service ethos and
philosophy, the population served, the pathways into care, service capacity, and the
relationship with other services and service staffing.

Team operation — this section covers the programme of staff meetings, systems for
supervision and staff training, and communications systems within and external to the team.
In addition there are sections on client outcome monitoring, and quality assurance.

Delivery of interventions - this section is concerned with the range of interventions provided
by the service, the assessment procedures, the delivery of individualised care, family and
carer involvement, assertive engagement, the provision of interventions across a range of
settings, child protection, and case coordination.

The scale has 20 items, each scored from 1 to 5 giving a maximum total score of 100; for
each section scores of 30 (for service characteristics), 30 (for team operation) and 40 (for
delivery of interventions), are possible.

2. Administration

The scale is designed to be administered and rated by two individuals. This is because of the
complex nature of the services under review and because the process of data collection is
likely to be more reliable and valid if undertaken by two people rather than a single person.
It is expected that at least one of the individuals involved in the data collection be
experienced in the delivery of child and adolescent mental health services.

Data collection requires a number of sources; these include direct interviews with team
leaders/supervisors and staff providing the services; and a review of written material,
including operational policies, audit reports, activity reports, and information on systems. In
addition there maybe contact with external agencies working with the services where
required.

As can be seen from review of the scale (Appendix 1) it covers a broad range of activity and
structures of a service and requires detailed information from a range of sources for its



completion. The collection of the data and its evaluation involve a number of stages, they
are summarised below:-

i) Initial contact with service

A letter explaining the purpose of the scale should be sent to the service. This will
normally follow a discussion with the service (including senior managers), at which
the agreement to use the scale has been confirmed. (Note this where staff external
to the service for research or service evaluation purposes use the scale but it may
not be needed where the scale is used for an internal review of the service).

The initial letter should be accompanied by the pre-interview information form (see
Appendix X) to request from the service the following:
a) Copies of all relevant operating policies and procedures in the
areas addressed by the scale

b) Information on areas such as number of staff, team meetings
and organisational arrangements

c) Arequest for interviews with relevant staff of the services should
be made including:
e Team leader level
e Staff providing the service

It is anticipated that this contact with the services normally be made at least 4
weeks in advance of the data being required to give the services time to collect data
and organise personnel for the interviews.

ii) Initial service rating

Prior to the assessors meeting the service the assessors should normally make an
initial rating of the service on the basis of the written information provided. The
rating will be made independently by both raters and where discrepancies arise they
will be resolved by discussion; where this is not possible a decision will not made
until more information is available. Ratings (see Appendix 3 for further information
on making the rating) will be provisional and will be adjusted in light of the
interviews with staff and any further written information that is made available. A
key purpose of the provisional rating will be to guide the questions for staff and any
subsequent information requests to the service.

iii) Meeting with staff of the service
Wherever possible it is suggested that the meeting with the service takes place on a
single day. A minimum one-hour meeting (but allowing of up to 90 minutes) should
be arranged with the following:

e Team Leader(s) of the service

e Staff of the service



Additional time may also be required to access and review new data/information
that the services have provided.

The purpose of these interviews/data reviews is to consider all 20 items on the scale
with relevant staff of the service. The precise nature and structure of the questions
will be influenced by the information obtained from the written material already
provided. In some cases the questions may just be points of confirmation and/or
clarification. In other cases, in the absence of adequate written information, further
basic information may be sought.

iv) Final service rating

As the interviews are undertaken and any additional information collected, the two
raters should independently rate the service on each item. This may confirm or
adjust the initial rating. As with the initial rating the two assessors should review
and rate each item individually and agree a consensus rating. Where a consensus is
not possible assessors may need to seek further information or clarification from the
service in question, followed by seeking advice from a senior colleague to resolve
the difficulty if necessary. Where a rating cannot be made a zero is scored.

v) Feedback

All services should be offered feedback on the outcome of the review. This should
generally be written in a positive and encouraging manner highlighting both the
strengths and weaknesses of the service. (The timing of the feedback will be
influenced by the purpose for which the rating was undertaken; for example in a
research study it may be necessary to delay feedback of the data until completion of
the study).
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Appendix 2

CYPRESS Checklist

Completing the checklist

This checklist is designed to help in the completion of the CYPRESS. It is organised into three
areas, which relate to the structure of the scale and the way in which the data will be
collected. This data will be reviewed to help complete the scale and will be supplemented by
guestions for managers and staff of the service. The main areas to be covered are set out in
column 1 and possible sources of data are given as examples in column 2. Please supply any
information (policies, reports, standard data reports), which would allow for the best
assessment of your service. Please list the information you supply in column 3. This may
result in some duplication of items listed in column three but this is helpful in completing
the assessment. Please attach a copy of the relevant documentation to the checklist. (The
checklist and documentation may be submitted electronically or.in hard copy).
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Service/team .......uveecceencirenneesnenncseensns

Date submitted ....../......[......

Area

Possible sources of information

Documents supplied by your
services (Please attach to this
checklist)

Service characteristics 1.
including: e Operational policies
e Service ethos and e Information about the service | %
comprehensiveness | e  Reports (internal and external 3
e Population served on the service) '
e Care pathway e Service evaluations and audit | 4.
e Service capacity reports
e Relationship to e Referral/assessment systems | 5:
other services e Staffing structures (including
e Service staffing and full and vacant post) 6.
monitoring e Job descriptions
e Care protocols
e Information sharing protocols
Team operation e Operational policies 1.
e Team meetings e Team policies, meeting
e Shared model of structures and minutes 2.
care e Reports (internal and external 3
e Staff supervisionand on the service) '
training e  Supervision policy 4.
e Team e Service evaluations and
communication quality reports 5.
e Client outcome e Feedback mechanisms and
6.

monitoring
e Quality assurance
e Feedback systems

reports

e Staff training policy and
programme of training

e Qutcome monitoring tools
and reports

12




Delivery of
interventions
including:

Range of
interventions
Assessment
Individualised care
Family/carer
involvement
Assertive
engagement
Interventions across
a range of
sites/settings

Risk and child
protection

Case coordination
Shared decision
making

Description of interventions
provide

Structure of assessment (and
assessment tools used)
Policy for and any individual
care planning tools

Policy and procedure for
assertive engagement
Lettings in which service is
provided

Feedback mechanisms and
reports

Child protection policy and
procedure(s)

Case coordination policy and
relevant materials

Shared decision making policy

and materials

13




Appendix 3

CYPRESS Pre-interview Information Form

Prior to meeting with your team we would like to request some information that
will help us with the process and hopefully reduce the duration of interviews and
help us to gain a more complete understanding of the way the team/service
works. There are two sections: the first section covers written documentation
which would be very helpful to see before the interviews, and the second section
seeks some basic information about the service which will help with conducting
the interviews.

If you have any questions about completing this form please contact X.
TEAM/SEIVICE:

Team/ServiCe ManNAger:  .o.oiiii i e e

Section 1 - DOCUMENTATION

Please provide copies of the following documents where available:
e Operational policy

Referral and service protocol(s)

Annual report

Audit reports

Also the following, where not included in operational policy:
e Clinical risk management and safeguarding policy

e Supervision policy
e Training policy

14



Section 2 - INFORMATION ABOUT THE TEAM/SERVICE

Team development and operation

For how long (months/years) has the
team been in operation in its current
form?

What type of organisation does the
team sit within (e.g. NHS, local
authority, third sector, joint
arrangements)?

Is the team a ‘stand-alone team’ or is it
integrated with other services?

What is/are the source(s) of funding to
the team?

Staffing

Number of clinical staff (WTE)

Number of administrative staff (WTE)

Please list the different professional
and support roles in the team and
number of whole time equivalents

Number of new starters in the last 24
months (WTE)

Number of staff who have left the team
in the last 24 months (WTE)

15




Caseload

Current number of clients on team
caseload

Maximum number of clients on team
caseload

Maximum individual clinician caseload
number

Current average individual clinician
caseload number

Referrals

Average wait between referral and
initial appointment

Supervision

Please describe the type and
frequency of supervision (e.g.
individual, group, case management,
clinical supervision, case discussion,
video review, etc)

Team meetings

Please describe frequency and
duration of routine team meetings

Please send any documents and the completed CYPRESS pre-interview
information form either electronically to X or by post to X. Many thanks.

16




Appendix 4
Achieving reliable ratings

Where ratings are based on a percentage of staff/clients who have, for example, undertaken
a task or been offered an intervention, the following act as a guide to rating the services.

All =<95%

Most =70% - 95%
Majority =50% - 69%
Some =30% - 49%

SERVICE CHARACTERISTICS

1. Shared model of care

The service has a clear, comprehensive shared view.of the model of care provided that is
owned and understood by the service and all team members. A statement of this model of
care should be the operationalisation of the service ethos. Where models of care are known
but not necessarily shared by staff members, potential conflicts arising from this will result
in a lower score. To score highly on this item the team should be able to articulate
consistently the shared model if care adopted by the service.

2. Population served

The service has clear and explicit written criteria that describe the population served.
Typically this will involve the specification of the presenting problems treated by the service,
any exclusions (and the justification for them), the age range and developmental needs of
individuals served, and potential referral sources. This should be available to external
services, and children and their families. These criteria should be understood by the staff of
the service. There should be little or no disagreement on that the criteria as applied in
practice. Itis also important in this to rate how well implemented the strategy is.

3. Care pathway

This refers to the processes by which a referral is made, its progress through the service and
how an exit from the service is achieved. Pathways should be clear, specifying criteria for
entry into, movement through, and exit from the service. This should be specified in a way
that is clear to all staff, referrers, clients and carers. This should be in written form and
available to stakeholders.

4. Service capacity

The service has an established capacity expressed in terms of the overall maximum caseload
of the service and the individual clinician maximum caseload (including part time
equivalents). This is not an attempt to assess the demand on a service but rather whether
the service has a clear statement of its capacity that can be understood by those both
working in and referring to the service.

17



5. Relationship to other services

This concerns the policies which describe the nature of the relationship of the service to
other health, mental health, social, educational, criminal justice and other services working
with the target population. This may be expressed in protocols for, for example, joint
working, confidentiality and shared care. To score well on this item the protocol should be
clearly expressed in written form. It is important that the relationships are understood by all
members of the team.

6. Service/team staffing

The objective here is to establish whether the composition and roles of the staff team is
consistent with the tasks required of the team, and the degree to which roles are understood
by all team members. A full and clear statement of the staffing, with defined competencies,
where roles are understood by all members of the service, would be required to score well.

TEAM OPERATION

7. Team meetings

This item assesses whether the service has a regular programme of team meetings that are
concerned with clinical and operational issues addressed, and which are attended by all staff
members and minuted. The absence of team meetings would lead to a score of zero. To
score well on this measure the team meetings need to deal with clinical and operation
issues, with good staff attendance and good records of the meetings.

8. Supervision

The service has a comprehensive system for the provision of regular supervision, which
provides for all team members. To score well on this item this should be on at least a
fortnightly basis and provided for all team members working at all levels.

9. Staff training

Staff training should be delivered in the interventions(s) relevant to model of care. There
should also be processes in place to ensure that all staff are competent, have continual
professional development and refresher training. The absence of any such training will
result in a low score. Comprehensive training will be characterised as training in which
elements are provided to all staff members, for example induction and updates on team
policy and developments in the models of care, but also allows for specific training in
competencies provided by the team.

10. Team communication

The team has clear and explicit policies in place to communicate about clients and decisions
made by the team, with other team members, clients and carers and agencies external to
the team. These policies should be clearly written and focused on both internal and external
communication. To score well on this measure the communication policies should be owned
and understood by all staff members.

18



11. Client outcome monitoring

A programme of routine outcome monitoring is in place that provides feedback to clients,
staff and referrers. Low scores will be obtained where there are no processes in place for
routine outcome monitoring (defined as sessional or near sessional reporting of individual
outcomes). In order to score well on this measure there need be not only routine outcome
measurement in place but also clear procedures for feedback at all levels. This feedback
should be available to individual clients and carers, the team and the wider service.

12. Quality assurance

Quality assurance is defined as a process for improving the overall quality of the service, for
example through audit or other quality initiatives. For example, evaluating the staff
composition against agreed targets or required competencies, the number of patients as
against agreed targets, the outcomes as against agreed targets and client experience of the
service. Processes should be in place that allows for this data to be collected and discussed
directly with the team, concerning all or some aspects of the programme.

DELIVERY OF INTERVENTIONS

13. Range of Interventions consistent with a model.

This might include psychological, psychosocial, pharmacological, educational and vocational
interventions. The range of interventions should be identified within the operational policy.
In addition the extent to which interventions are actually provided and made available to all
clients should be assessed.

14. Assessment

The team offers a comprehensive assessment appropriate to the client group and includes
psychological, educational and social needs, and the resources of the wider system available
to the client with other agencies actively involved in the process. A low score would be given
when an assessment involves only the individual client. To score highly on this item there
needs to be a full and comprehensive assessment covering all areas identified above and
which involves all relevant parties.

15. Individualised care

Each client has individualised care package that is developed in collaboration with the client.
To score highly a team must be able to demonstrate, through examples, the way in which
their work is both individualised and collaborative.

16. Family and carers involvement

Families and carers are involved in the assessment, provision of care and decision making
throughout the course of intervention. To score highly on this item respondents must be
able to provide examples of the ways in which families and carers are involved.
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17. Assertive engagement

Individuals with complex needs often lose contact with services. The service should have in
place a policy for assertive engagement which endeavours to engage clients who might have
disengaged with other services in the past. This might be exemplified by a ‘no drop out’
policy or a flexible engagement approach. For the service to score well such an approach will
be taken for all clients and not adopted for only a minority of clients.

18. Interventions provided in a range of settings

This item assesses the degree to which services are available in a range of settings (e.g.
different venues in health, social care and community settings) and which are determined
by the individual clients and families. It makes a distinction between a site and setting.
Variation of site but not in type of setting would result in a lower score.

19. Risk and child protection

The service has a single comprehensive policy for the management of child protection
issues. Crucial are the presence of a comprehensive shared model across the whole service
as opposed to the existence of a policy relating to a particular organisation which may be
differentially operating within the team, or the absence of a policy.

20. Case management

This describes an approach to the management and coordination of care that integrates the
assessment of and provision of care for all clients in a standardized manner. A common
agreed policy for case coordination would be required for a high score which is in place for
all clients and understood and implemented by all staff.
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Appendix I: CYPRESS pre-interview information form



CYPRESS Pre-interview Information Form

Prior to meeting with your team we would like to request some information that will help us with the
process and hopefully reduce the duration of interviews and help us to gain a more complete
understanding of the way the team/service works. There are two sections: the first section covers
written documentation which would be very helpful to see before the interviews, and the second
section seeks some basic information about the service which will help with conducting the
interviews.

If you have any questions about completing this form please contact the START research team —
Cressida Gaffney (cressida.gaffney.09@ucl.ac.uk) or Stephen Butler (stephen.butler@ucl.ac.uk or
020 7679 5985).

SNV EaM:
Service/team MaNager: oo
Section 1 - DOCUMENTATION

Please provide copies of the following documents where available:

e Operational policy

e Referral and service protocol(s)
e Annual report

e Audit reports

Also the following, where not included in operational policy:

¢ Clinical risk management and safeguarding policy
e Supervision policy
e Training policy

Section 2 - INFORMATION ABOUT THE TEAM

Team development and operation

For how long (months/years) has the team been in
operation in its current form?

What type of organisation does the team sit within
(e.g. NHS, local authority, third sector, joint
arrangements)?

Is the team a ‘stand-alone team’ or is it integrated
with other services?

What is/are the source(s) of funding to the team?




Staffing

Number of clinical staff (WTE)

Number of administrative staff (WTE)

Please list the different professional and support
roles in the team and number of whole time
equivalents

Number of new starters in the last 24 months (WTE)

Number of staff who have left the team in the last 24
months (WTE)

Caseload

Current number of clients on team caseload

Maximum number of clients on team caseload

Maximum individual clinician caseload number

Current average individual clinician caseload
number

Referrals

Average wait between referral and initial
appointment

Supervision

Please describe the type and frequency of
supervision (e.g. individual, group, case
management, clinical supervision, case discussion,
video review, etc)

Team meetings

Please describe frequency and duration of routine
team meetings

Please send any documents and the completed CYPRESS pre-interview information form either electronically to
cressida.gaffney.09@ucl.ac.uk or by post to Cressida Gaffney, Research Department of Clinical, Educational and
Health Psychology, University College London, Gower Street, London, WC1E 6BT. Many thanks.
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Appendix J: CYPRESS participant information sheet



CYPRESS (The Children and Young People - Resources, Evaluation and Systems Schedule)

Thank you for agreeing to take part in this exercise which constitutes part of the START (Systemic
Therapy For At Risk Teens) research evaluation of a form of intervention for young people and their
families who are experiencing difficulties at home, at school and sometimes with the law. As you will
be aware, the study is one the largest of its kind, evaluating the effectiveness of clinical services
across 9 sites in the UK, representing a collaboration between University College London, the
University of Cambridge and the University of Leeds, funded by the Department of Health and the
Department of Education.

This measure, CYPRESS, is aimed at characterising services offering complex interventions for
children and young people with conduct disorder and other behavioural problems. CYPRESS aims to
understand to what degree particular characteristics are intrinsic to such services, and what
relationships exist between these particular service characteristics and clinical outcomes.

CYPRESS is divided into three overarching areas in its characterisation of services: service
characteristics, team operation, and interventions. CYRESS is not a measure of individual staff
performance or specific client outcomes, rather it aims to characterise systemic features of a service
taking account of information from staff working at different levels and from organisational
documentation. Feedback will be provided to participating teams.

Many thanks for your participation. Should you have any questions please contact the CYPRESS team
on cressida.gaffney.09@ucl.ac.uk .




