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Converting LOCAL Program to a Converting LOCAL Program to a 
Valid EBP: Fidelity ManagementValid EBP: Fidelity Management

Meadowcroft & Associates and 
Wesley Spectrum Services
For more information, please contact Pamela 
Meadowcroft, Ph.D. at pmeadowcroft@aol.com
Or 412.683.7275
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Levels of confidenceLevels of confidence
 Evidence-based practice (rigorously 

evaluated; most often proven via RCT)
 Evidence-informed practice/research-based 

(existing research support)
 Best Practices (expert opinion)
 Promising practice (acceptable treatments, 

anecdotal) 
 Innovations
 Intuition, “the way it’s always done”
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We Know a Lot About What We Know a Lot About What 
Works!Works!

 Meta-analyses on thousands of studies

 Many programs ARE using research-based 
practices

 They just have not MEASURED and TRACKED 
their work!!!
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Mark Mark LipseyLipsey, , ““EvidenceEvidence--based Practice More than One Approach.based Practice More than One Approach.”” MST and MST and 
FFT (two brandFFT (two brand--names) show positive results, the dark boxes, but even names) show positive results, the dark boxes, but even 

““genericgeneric”” interventions showed better results.interventions showed better results.

From http://cjjr.georgetown.edu/pdfs/ebp/ebppaper.pdf
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Wesley Spectrum In Home: Wesley Spectrum In Home: 
History of Tracking OutcomesHistory of Tracking Outcomes
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ButBut…… Why Good Outcomes?Why Good Outcomes?

 Easier population?  OR

 Something we are DOING (our 
interventions/program model)?

 In other words:  TRACKING OUTCOMES IS 
NOT ENOUGH
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Ideal ResultsIdeal Results

High “fidelity” to the model leads to the best 
outcomes
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Steps for Building a local EBP: Steps for Building a local EBP: 
Fidelity ManagementFidelity Management

1. Define the program
2. Verify key program elements with existing research
3. Develop and Track Model Fidelity(outputs)
4. Develop and Monitor Outcomes 
5. Validate the Locally-Developed Program Model (link 

outputs to outcomes)
6. Build-in CQI



Define the ProgramDefine the Program

• Logic Model 
• Key program components
◦ Specific population
◦ Staff selection and training
◦ What the staff does
◦ How they are supervised
◦ Expected outputs and outcomes
◦ Suggested measures

• Example of draft IRT Logic Model

9



Verify Program Elements with Verify Program Elements with 
Existing ResearchExisting Research

 Literature review
 Eliminate from tracking anything that 

doesn’t have existing research support
 Examples

10
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Develop and Track Model Fidelity Develop and Track Model Fidelity 
and Outcomesand Outcomes

 Therapist and Supervisor Checklist (Intake, Monthly, 
Discharge) Scores:
◦ Who we are serving (population assessments)
◦ What are we doing (outputs related to key activities, 

intensity of services)
◦ How did we do (client outcomes)

 Consumer Satisfaction Survey Scores
◦ Items relate to key program activities; additional output 

measures
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Build in CQI:  Build in CQI:  
Model Fidelity Comparison of Two SitesModel Fidelity Comparison of Two Sites
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Higher Model Fidelity Improved Child Higher Model Fidelity Improved Child 
WellWell--Being: Strong Relationship between Being: Strong Relationship between 
Outputs and OutcomesOutputs and Outcomes
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Locally Developed Locally Developed vsvs Proprietary EBPProprietary EBP
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BrandBrand--name EBP name EBP vsvs
LocalLocal--developed EBPdeveloped EBP

Purchased EBP
• $millions for research and 

evaluation
• Many decades 

research/development
• Highly prescribed
• Low adaptability
• High effort
• Ongoing high program Cost 

(e.g., recertification)

Locally Developed EBP
• Low-cost research and 

evaluation in short-time
• Moderate level program 

requirements
• Lower program cost
• Greater utility across 

populations
• Embedded in CQI
• Tools for incorporating new 

practices
• Staff commitment
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Key ConclusionsKey Conclusions
 Evidence based models pose limitations that our model 

building process does not

 Our model building process is replicable so other 
programs could do the same

 The process gives programs supervision  and 
monitoring tools for continuous improvement AND 
for making the case of value to stakeholders
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Fidelity Management: A Low‐Cost Alternative to Proprietary Evidence‐based Programs1

Pamela Meadowcroft, Ph.D., Maria Townsend, Ph.D., Art Maxwell, Ph.D., and Katy Collins2 

FINAL REPORT TO WESLEY SPECTRUM 

July 5, 2011 

 

Introduction 

Although  the movement  toward  evidence‐based  practice  in  the  human  services  field  has 
been  underway  for  years,  progress  has  been  limited  and  the  path  toward  widespread
implementation of evidence‐based practices is unclear. Many service providers, funders and
public agencies are unsure how to proceed.   

The motivation for the field’s move toward evidence‐based practice (EBP) is a combination of
fiscal  pressures  and  a  quest  for more  accountability  toward  the  intended  beneficiaries  of
human  services.  State  and  Federal  policies  increasingly  require  the  use  of  evidence‐based 
practices and  in some  instances adoption of whole evidence‐based packaged programs. The 
Obama administration has said that only those services that can prove their effectiveness will
be funded  in the future. Given these pressures, the need to provide credible evidence as to 
the  effectiveness  of  human  services  programs  is  clear.  EBPs  hold  the  promise  of  enabling
providers to make the best use of scarce funds while providing the most effective available
services to those in need.  

So it is no surprise that the fastest growing service providers are those that can demonstrate
measurable  results.  In  a  recent  national  study  of  youth  serving  agencies  (Campbell  and
Menezes, 2005) a full 32 percent of the 100 fastest‐growers reported using evidence‐based 
practices proven to deliver positive outcomes in a randomized control trial, and many others
employ  promising  interventions  tested  with  less  rigorous  forms  of  evaluation.  These
financially  healthy  youth‐serving  nonprofits  report  that  “their  organizations  were  deeply 
engaged in tracking results, with more than half employing full‐time performance assessment 
staff.” Measuring  results – being able  to provide evidence of effectiveness  ‐  is essential  to 
positive  participant  outcomes,  continuous  quality  improvement  and,  ultimately,  successful 
human service operations.  

                                                       
1 We wish  to  thank  the  leadership  and  staff  of Wesley  Spectrum  Services who  have  been  strong  partners  in 
building  this  new  process  for  creating  low  cost  evidence‐based  program models.    Additionally  we  thank  the 
Allegheny  County  Juvenile  Justice  and  Department  of  Human  Services  for  funding  the  initial  research  on  the 
Wesley Spectrum In Home Services “model.” 
2 Pamela Meadowcroft, President, Maria Townsend and Art Maxwell, Senior Associates, and Katy Collins, Associate 
with Meadowcroft and Associates.   Meadowcroft  is also a  faculty associate with  the Graduate School of Public 
Health Center for Evaluation Science, University of Pittsburgh, Townsend  is Adjunct Faculty, Maxwell  is a Visiting 
Assistant Professor, and Katy Collins  is a Doctoral Candidate at  the Graduate School of Public and  International 
Affairs, University of Pittsburgh. 
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But  in  some  circles,  ‘Evidence‐Based  Practice’  has 
become  conflated with  one  particular  approach.  Pre‐
packaged, brand‐name evidence‐based programs have 
emerged  that  are  available  for  purchase  and 
implementation  by  states,  local  communities,  and/or 
providers  on  a  turn‐key  basis.  The  effectiveness  of 
these brand‐name programs  is  typically  supported by 
rigorous  research  using  randomized  clinical  trials 
(RCTs)  conducted  at  one  or more  research  sites  and 
subsequently “certified” by third‐party national groups 
(e.g.,  Blueprints,  OJJDP,  2010).  In  that  sense,  such 
brand‐name  programs  are  truly  ‘evidence‐based.’ 
However, it is clear from the implementation research literature that such programs are not a 
panacea for the industry as it seeks to make EBPs more widespread.  

Benefits ‐ and limitations ‐ of brand‐name programs  

It  is  important  for  providers  and  funders  to  recognize  not  only  the  benefits,  but  also  the
limitations, that are inherent in brand‐name programs. And given those limitations, it is also
important to understand the alternatives available for achieving evidence‐based programs in 
our communities.  

Benefits  

Brand‐name  programs,  supported  by  the  highest  standards  of  rigorous  science  for 
determining cause‐effect relationships ‐ randomized clinical trials or RCTS ‐ show clear return 
on  investment.  The  outcomes  for  these  brand‐name  programs  prove  that,  for  particular 
clients under particular circumstances, they are more cost‐effective than ‘traditional’ services
or no service. Recidivism  is  lower, rates of high school graduation higher, criminal activities
are  lower  or  curtailed,  and  family  cohesion  is  increased.    If  one  of  these  programs  is
implemented  properly,  it  is  likely  that  the  positive  outcomes  the  program  is  designed  to
produce will occur.  In this way, brand‐name programs enable limited public resources to be 
used wisely.  Another  benefit  of  adopting  a  brand‐name  program is  efficiency.  Instead  of 
having  to “reinvent  the wheel,” agencies can select  from  the growing number of programs
that are known to be well designed and have undergone rigorous evaluation.   

Examples  of  brand‐name  programs  include  Multi‐systemic  Therapy,  Functional  Family 
Therapy, and Multidimensional Treatment Foster Care. Brand‐name programs typically offer 
for purchase or license a comprehensive package, including treatment protocols, training for
staff  practitioners,  data  collection  and  service  infrastructure  specifications,  and  ongoing
support. In instances where no existing program is available, brand‐name programs represent 
an effective option for implementing evidence‐based programs to address community needs. 

 

 

Evidence‐Based  Practice  Defined:
Approaches to prevention or treatment
that  are  based  in  theory  and  have
undergone  scientific  evaluation.
"Evidence‐based" stands  in contrast  to
approaches  that  are  based  on
tradition,  convention,  belief,  or
anecdotal  evidence.  [Substance Abuse
and  Mental  Health  Services
Administration  (SAMHSA)  National
Registry  of  Evidence‐Based  Programs
and Practices]
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Limitations  

The benefits of brand‐name programs described above are only part of  the picture. Along 
with these benefits come several important limitations.  

o Initial  and  ongoing  costs:  First,  there  are  the  initial  costs  of  implementing  the
program:  start‐up  fees,  staff  and  supervisor  training,  travel  expense,  and
implementation  of  whatever  service  infrastructure  and  data  collection  system  is
required by  the program vendor. Second, providers adopting brand‐name programs 
typically pay ongoing  costs; annual program  support  fees per  site and annual  team
and site license fees paid to the program vendor, retraining costs required to maintain 
staff  competency,  and  training  expenses  associated  with  staff  turnover.  Providers
considering  implementing brand‐name programs must  consider both  the  initial and 
the  ongoing  costs.    Funders  and  policy‐makers  should  do  a  full  cost‐comparison 
considering this limitation as well as the “scalability” one below. 

o Limited external validity (generalization to new settings and varied populations): The 
research design – randomized clinical trials (RCTs)  ‐ used to develop the evidence  in 
support of many brand‐name programs has  limited external validity;  in other words, 
this particular research design  is excellent for determining  if a highly specified set of
practices provided under highly specified circumstances to highly specified consumers 
can be causally connected to the changes the consumers experience. It is in the very 
nature of the research method used – RCTs – that while they can establish very strong 
proof  that  a  treatment  is  effective,  that  strong  proof  is  generalizable  only  to  the 
specific  circumstances  of  the  study  design.    In  fact, many  experts  in  the  field  of
evaluation claim that the emphasis on RCTs as the gold‐standard for evidence‐based 
programs  is  unwarranted  and  inappropriate:  “Today more  and more  practitioners, 
decision makers, and consumers find that traditional scientific evaluation results tend
not  to  be  useful  to  the  everyday  issues  about  which  [real‐world  practice]  is 
concerned;  i.e.,  evidence‐based  interventions  are  difficult  to  implement  in  the  real 
world  (Chen  and  Garbe,  2011)”  largely  because  of  a  lack  of  attention  to
generalizability to different settings, circumstances, and persons.  

o Difficulty  maintaining  fidelity  to  the  model:   Related  to  problems  with  external 
validity (difficulties in generalizing to new locations/contexts/times) is the difficulty in
implementing  model  programs  with  high  levels  of  fidelity. Fidelity  refers  to  how 
faithfully  a  real‐world  implementation  adheres  to  the  program  model  – its 
specifications  for  the  intervention  to  succeed.  Research  suggests  that  brand‐name 
model programs are often not implemented with high model fidelity; thus the positive 
outcomes demonstrated during the randomized clinical‐trial may not be achievable in 
alternate community settings (Fagan, 2008; Gottfredson, 2002; Hallfors, 2002; Lispey, 
2010).  

o Scalability (economies of scale):   The ongoing costs, limited service populations and
the challenges of model fidelity are combining to pose serious challenges to providers



Meadowcroft and Associates  July 5, 2011   4 

attempting  to  scale  up  brand‐name  programs.    Attempts  to  manage  the  above 
problems frequently entail limiting the volume of consumers served. Achieving target
costs  for operating a brand‐name program appears  to be  increasingly difficult when
the  anticipated  volume  of  consumers  to  be  served  is  limited  by  operational 
constraints.  Such limitations can  include brand‐name program issues such as limiting 
the  types  of  consumers  that  can  be  served  in  order  to maintain  “model  fidelity,”
certification  criteria  that  limit growth until  certain benchmarks of  staff  competence 
are  achieved  (often  taking  years),  and  even  requiring  pre‐approval  of  referred 
consumers  by  owners  of  the  brand‐name  (to  assure model  fidelity).    Delays  and 
limitations  to  serving  consumers  when  the  service  is  needed  lead  to  reduced 
confidence by referral sources, thus  leading to  fewer and  fewer referrals.   Providers
can  find  themselves with an expensive program  to operate  in a diminished  referral 
environment despite the growing need of that community’s children and families for a 
set of services very much like the evidence‐based one.  

Although  ‘evidence‐based’  is  sometimes  conflated  with  ‘randomized  clinical  trials,’  it  is
important  that  the human services  field bears  in mind both  the  limitations associated with
RCTs  and  the  fact  that  recognized  authorities  see  randomized  trials  as  but  one  research
method  for demonstrating effectiveness. The Substance Abuse and Mental Health Services
Administration registry of EBPs contains programs that are based on not only experimental
(i.e. RCT) research designs, but other methods for producing credible evidence for program
models.   

Where do we go from here?  

Despite  the hopes  that  the brand‐name models would produce higher quality  services  for 
more participants and an  improved  return‐on‐investment,  implementation of  these models 
has not met the expectations. In fact, the new field of “implementation science” emerged in
large part because of the difficulties of  implementing proven programs and  interventions  in
many fields of health and human services. Increasingly, implementation research is teaching
us  ways  of  closing  “the  gap  between  science  and  service  by  improving  the  science  and
practice of implementation in relation to evidence‐based programs and practices (Fixsen and 
Blasé, 2011).” We are now  learning  that high quality  (i.e., positive outcomes)  for  the most
number  of  consumers  requires  a  different  strategy  than  only  replicating  brand‐named 
models validated via randomized clinical trials (RCT).  

Providers Need to Deliver Quality with Attention to Cost  

The experience to date has shown us how to use evidence‐based practices to achieve better
quality  and  effectiveness  by  delivering  better  outcomes  for  program  participants.  But  an
approach  to  EBP  that  cannot  serve  sufficient  numbers  of  those  in need with  acceptable 
ongoing costs is simply unsustainable.  

Consider  how  prevailing  practices  across  the  human  services  field  have  evolved  in  recent
decades in terms of scale and quality/effectiveness. The lower left‐hand quadrant in Figure 1
represents  human  services  of  the  past:  providers  served  small  numbers  of  families  and
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children with minimal  attention  to quality or measuring effectiveness.   Over  time,  greater
numbers of consumers had access to services, but there was still little attention to measured 
effectiveness.  That state of affairs (upper left quadrant) represents most of human services 
today.  The right lower quadrant represents the recent emphasis on measuring effectiveness,
with evidence‐based programs as  the Gold Standard.   But unless evidence‐based programs 
are  readily  accessible  to  the  numbers  of  families  and  youth  needing  these  services,  they 
remain only a small part of the future: the upper right‐hand quadrant represents the future 
in which community based programs are all able to achieve a higher level of “evidence‐based 
practice” credibility.   

Figure 1: Evolution of Human Services Programs:  What is “value?”  
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based (RCT) brand‐models 

 

Programs provide the greatest value when they demonstrate effectiveness while at the same 
time serving  the numbers of participants required  to sustain provider operations.   The RCT 
brand‐name programs may provide the best “evidence‐based” service, but despite ten years 
of research and effort, the  juvenile  justice field estimates that only 5% of eligible youth are
being served in such programs. 

To  increase  access  to proven‐programs  for many more  consumers  requires  that we move
existing programs  into the upper right‐hand quadrant. We need to convert well‐established
programs  that are  serving  large numbers of  consumers  in a  community  to evidence‐based 
programs without having to conduct expensive RCTs.   

An Alternative Path to Evidence‐Based Practice  

There  is a  lower‐cost/high value alternative  to brand‐name programs. Providers of existing 
programs  can  embed  in  their  programs  a  continuous  improvement  process  that
demonstrates the link between program structure and practices, costs and outcomes.  
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Research  into  the  effectiveness  of  human  services  programs  shows  that  both  locally‐
developed and brand‐name programs exhibit variation  in the outcomes they produce  in the
real world. One  large‐scale “meta” study of  juvenile  justice programs found that whether a
particular program was locally‐developed or one of the brand‐name programs was not itself a 
predictor of effectiveness. Rather, three factors‐ the risk profile of program participants, the 
particular types of interventions implemented in a given program, and the fidelity with which
a given program  is  implemented – are  the most  important explanatory  factors  in program
effectiveness (Lipsey, 2009). The finding that fidelity – the faithfulness with which a research‐
based  intervention  is  implemented  in  the  real‐world – is an  important  factor has practical 
implications that should be considered by providers and funders in search of EBPs. Mounting
evidence  suggests  that  the  next  evolution  in  the  increasingly  accountable  youth  services
industry will be evidence‐based guidance for increasing the effectiveness of locally‐developed 
programs without  replacing  them with  brand‐name,  EBP model  programs  (Lipsey, Howell, 
Kelly, Chapman, & Carver, 2010).  

Strengthening existing programs by  focusing on model  fidelity  in  the context of continuous
quality improvement has several important advantages:  

o Builds on existing community values,  

o Adapts researched practices to existing community populations and needs, 

o Provides the mechanism for serving more children and families effectively,  

o Gives  programs  the  low‐cost,  program‐owned  tools  and  metrics  for  continually 
monitoring their effectiveness.  

o Gives  individual providers and  the youth service “system” as a whole  the means by
which  innovative  new  practices  can  be  pursued  and  incorporated  into  ongoing
practice.  

A new tool for providers – Evidence‐Based Practices through Fidelity Management  

In a  recent study of a  locally‐developed youth‐serving program  (Wesley Spectrum  In Home 
Services) Meadowcroft & Associates was able  to demonstrate  the  role of model  fidelity  in
influencing  participant  outcomes.  Based  on  current  research  into  what  works  in  youth
services, Meadowcroft, with collaborators at Wesley Spectrum, developed a set of steps that
can be applied within many human service agencies as a recipe for demonstrating that their 
program has high fidelity to evidence‐based practices, produces highly effective results, and
accomplishes both at a lower cost than the brand‐name models. The result is a management 
tool that can enable providers of existing programs to measure model fidelity on an ongoing 
basis as part of a continuous quality improvement program focused on not only documenting
but also improving participant outcomes.  

We  call  this  approach  to  evidence‐based  practice  ‘Fidelity  Management.’  Fidelity 
Management  enables  locally‐developed  programs, which are  already  operating within  the 
community,  to  demonstrate  comparable  outcomes  to  the  certified,  highly  researched  and
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more expensive brand‐name programs. 

Essential steps for demonstrating Evidence‐Based Practices through Fidelity Management  

1.  Define  the  Program:  determine  the  extent  to  which  the  existing,  essential  program
practices  (based  on  a  two‐level  detailed  Logic Model)  have  research  support  and  adjust
program practices if warranted;  

2. Track Model Fidelity: develop and use program‐specific  tools  for  tracking  fidelity  to  the 
program practices;  

3. Monitor Outcomes: measure relevant (defined by the existing research literature) program
and client outcomes;  

4.  Validate  the  Locally‐Developed  Program  Model:  correlate  the  relationship  between
fidelity to the program model and its outcomes to validate the model as “evidence‐based;”  

5. Build‐in CQI: continuously use the fidelity scores of direct service providers and outcome
monitoring to improve the program results.  

The bottom line for providers: it is very likely that existing programs already contain research‐
proven practices that, when consistently used, will lead to positive and significant outcomes.
Our work suggests that  it  is possible to build on the mission‐advancing services that are the 
life‐changing work  of  an  organization  and  elevate  the  public  confidence  in  the  program’s
effectiveness.  There  is  a  cost  effective methodology  to better document, maintain  fidelity
and measure the impact of locally‐developed programs.  

Case Study: Wesley Spectrum Services  

Wesley  Spectrum  Services, a nonprofit  located  in  Southwestern PA, with experts  from  the
fields of evidence‐based practice, spearheaded the development of steps for demonstrating
their program uses Evidence‐Based Practices and has the capacity for Fidelity Management. 
Partnering with Pennsylvania’s Allegheny County Juvenile Probation and Children and Youth 
Services, this initiative enabled the Wesley Spectrum In‐Home Program to:  

o Identify a set of essential program practices that were supported by credible research 
(e.g., “Concentrate on changing behavior and  improving pro‐social skills by providing 
goal oriented treatment…”);  

o Identify a set of process measures (key activities, dosages for service, criteria for staff
hiring  and  training)  that were  then  incorporated  into  ongoing  supervision  tracking
tools;  

o Show that the clients of the family‐workers with the higher  levels of “fidelity” to the 
In‐Home Program “model” produced statistically better youth/family outcomes than
workers with lower fidelity scores;  

o Show  that  the  outcomes  for  the  families  of  the  “higher‐fidelity”  workers  were 
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statistically comparable to (or exceeded that of) the brand‐name programs;  

o Produce comparable or better  results  than brand‐name programs  for about 1/3  the 
cost of a comparable brand‐name program; 

o Use  the  fidelity  scores  for  ongoing  staff  training  and  supervision  as  an  essential 
component to their CQI process.  

For less cost than a typical randomized‐clinical‐trial, the Wesley Spectrum In‐Home Program 
was  able  to  show  that when  their model  is  implemented with  high  levels  of  fidelity,  the 
program  produces  statistically  comparable  or  better  results  than  brand‐name  models, 
including…  

o Positive  outcomes:  low  recidivism,  higher  family  cohesion,  and  improved  school 
performance;  

o Evidence that the practices of their staff are supported by existing rigorous research;  

o Lower  program  costs  that  don’t  require  any  high  start‐up  training  fees  common 
among  the  brand‐name  models,  nor  the  ongoing  annual  costs  of  recertification, 
supervision, online data services;  

o Staff with a higher degree of pride and “ownership” of the model they’ve created and, 
therefore, higher morale and less turnover (a cost‐reducer);  

o The  data methods  and mechanics  to  use  results  for  ongoing  continuous  program 
improvement including adapting to changing community needs;  

o Services for more and varied populations while sustaining positive outcomes.  

In  other  words,  Wesley  Spectrum’s  Evidence‐Based  Practices  with  Fidelity  Management 
produces  higher  service  volume,  higher  quality  services, more  highly  committed  staff,  the 
ability to continuously evolve as the needs of youths and family changes, and confidence  in 
setting program priorities that will enhance positive outcomes for those they serve.  
 
 

The Wesley Spectrum Study 

 

Study Summary 

 

 During  the  first half of  2011, Wesley  Spectrum  In‐Home  Services  (WSIH)  implemented  their 
program‐specific  Fidelity  Management  tools  (Therapist  Checklist  and  Supervisor  Checklist), 
which monitored the level of fidelity to the program model as well as tracking client outcomes.  
Eighty‐nine cases were used to examine the degree to which: 
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 the program services showed fidelity to the WSIH model for each case, 

 high fidelity or low fidelity to the model affected outcomes for youth and families,  

 the WSIH model compares  in terms of service outcomes to the brand‐name, evidence‐
based model MST. 

Generally,  the  higher model  fidelity  cases  produced  significantly  better  outcomes.  Cases  in 
which  model  fidelity  was  higher  showed  significantly  better  improvement  (pre‐post 
assessment) compared to those cases with lower fidelity for the following outcomes: 

 child well‐being 

 child behavior 

 overall improvement in environment 

 supervision and discipline 

 overall family interactions 

 child’s relationship with parents 

 school performance 

 overall family safety 

In  comparing  the WSIH model with MST, WSIH  produced  either  comparable  or  statistically 
better  results  for  the  standard MST outcomes:  recidivism,  in  school/working,  living at home.  
Differences  in  populations  of  youths  served  are  not  likely  the  reason  for  these  significantly 
better  outcomes:  WSIH  served  significant  greater  proportion  of  youths  who  are  African‐
American and more males. WSIH produced a higher percentage of  youths and  their  families 
that completed the program; only 49% of the youths and families served in the local Allegheny 
County program completed the service versus 78% of those in the WSIH program. Finally, cost 
data shows the WSIH model to be about 1/3 the cost of the MST program in Allegheny County. 

 

Methodology 

 

Eighty‐nine closed cases were examined that had both fidelity and outcome data. Two thirds of 
the cases were juvenile justice cases, 24% were child‐welfare cases from Westmoreland County 
and 10% were child‐welfare cases from Allegheny County. Over half of the cases (51%) involved 
females.  Race  data  were missing  for  31  cases  (36%),  26  cases  were  identified  as  African‐
American  (29%) and 27 were  identified as Caucasian  (30%). The average  length of  treatment 
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was 140.5 days with a range of 35 to 455 days, a median of 104 days and mode of 90 days. The 
majority of the cases ended: 

 In a planned discharge (78%),  

 With the child/youth in their family (81%) 

 With the child/youth in school (84%)  

Results 

 

In order to determine the relationship between model fidelity and child and family outcomes, a 
score  for model  fidelity was created  for each case based on  the sum of  fidelity  items on  the 
Therapist Checklist from intake and discharge plus the average monthly score of fidelity during 
treatment.  

An examination of the Overall Fidelity scores across treatment  found 12 cases of the 89 total 
cases or 13.5%  that were one or more standard deviations below  the mean representing  the 
lowest fidelity to the model and 12 cases (13.5%) that were one or more standard deviations 
above the mean representing the highest fidelity to the model. In order to have enough cases 
to detect significant differences, the cases were split around the Overall Fidelity Scores mean 
into  two  groups,  referred  to  as  Lower  vs.  Higher  Fidelity.  See  table  below  for  descriptive 
statistics for the Overall Fidelity Scores by groups. 

  Mean  Median  Standard Deviation  Minimum  Maximum 

All cases (n=89)  23.2  24  5.9  5  32.2 

Lower Fidelity (n=41)  18.6  21  5.4  5  23.5 

Higher Fidelity(n=48)  27.2  26.7  2.5  24  32.2 

 

There was no significant difference between these two groups based on gender but there was 
based on case type. Juvenile Justice cases represented a higher percentage of all the cases  in 
the Lower Fidelity group compared to the Higher Fidelity group (80.5% vs. 54.2%, respectively, 
p<.05).   

Because  there were  a  number  of  outcomes  possible  during  treatment  and  at  discharge, we 
summed  all  of  these  to  see  if  the  total  achieved  differed  depending  on  the  level  of model 
fidelity. Outcomes monitored on  the Therapist Checklist  include:   planned discharge,  child  is 
with  family  or  living  independently,  development  of  community  supports,  number  of  issues 
addressed  through  referrals  and  for  juvenile  cases,  completion  of  court  orders  such  as 
restitutions  and  skill  building  classes.  The  overall measure  of model  fidelity  across  intake, 
monthly  treatment and discharge was positively  related  to number of outcomes achieved as 
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measured by the Therapist Checklist (R=.444, p<.01).  The Higher Fidelity group had on average 
achieved 6 outcomes compared to 3.2 outcomes for the Lower Fidelity group (p<.001).3  

 

All  cases had at  intake a  completed assessment using  the North Carolina Family Assessment 
Scale (NCFAS).   This scale  is considered one of the most valid tools for assessing family needs 
and  for  measuring  change  (change‐scores)  on  these  needs  from  intake  to  discharge.  
Comparison  of  the  lower  and  higher  fidelity  groups  on  the  change‐scores  of  the  relevant 
subscales  (those  that  reflected  the  desired  program  outcomes)  showed  the  Higher  Fidelity 
group had significantly  larger  increases  in  their NCFAS‐G scores  for child well‐being and child 
behavior from intake to discharge compared to the Lower Fidelity group. 

                                                       
3 Though there were no significant differences between the Lower and Higher Fidelity group for number of closed 
cases with  child  living with  family or planned discharge,  the  fact  that  the Higher  Fidelity  group  achieved more 
program outcomes  (development of  community  supports,  issues addressed  through  referral and  completion of 
court orders) suggests that this group may be able to sustain their outcomes for longer periods of time. A follow‐
up survey  to  track child’s  living arrangements and recidivism rates will be completed  to see  if  this  is  indeed  the 
trend. 
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More  significant  findings were  discovered  during within  group  analyses.  Comparisons were 
made between  intake and discharge ratings on the NCFAS‐G for those children and families  in 
the Higher Fidelity group and for those children and families  in the Lower Fidelity Group. The 
Higher Fidelity group had  significantly higher  scores at discharge  compared  to  intake  for  ten 
NCFAS‐G  scales  and  sub‐scales  compared  to  the  Lower  Fidelity  group  (see  attachments  for 
more data detail).  Specifically, the Higher Fidelity group showed: 

1.    Improvement  in  family  environment:  Fidelity  to  the Wesley  Spectrum  Services  In‐Home 
Family  Therapy  (WSIH) Model  lead  to  larger  change‐scores  in both  overall  environment  and 
learning  environment.    However,  within  group  analysis  found  significant  increases  in  both 
fidelity groups  for the Overall Environment Scale scores  from  intake to discharge. This means 
that being  in  therapy  regardless of  the  therapist’s  fidelity  to  the model was enough  to make 
significant improvement in a family’s overall environment but larger increases were gained with 
higher model fidelity. 
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2.  Improvement in Parent Capabilities: Higher model fidelity created larger change‐scores child 
supervision, disciplinary practices, and controls access to media/reading materials. Though two 
groups were similar  in their change‐scores for overall parent capabilities, the average score at 
discharge  was  higher  for  the  Higher  Fidelity  group.  Only  the  Higher  Fidelity  group  had 
significantly  higher  scores  at  discharge  compared  to  intake  for  disciplinary  practices  and 
controlling access to media/reading materials. 

 

 



Meadowcroft and Associates  July 5, 2011   15 

 

3.    Improvement  in  Family  Interactions:   Higher  levels of  fidelity  to  the WSIH model  lead  to 
larger change‐scores for overall family  interactions and significantly higher scores at discharge 
than  intake. Interestingly,  lower fidelity to the model  lead to  larger change‐scores for bonding 
with the child and setting expectations for the child, suggesting either that any treatment could 
improve  this  dimension  of  family  interaction,  that  the  pre‐assessment was  so  low  for  those 
within the Lower Fidelity group that more improvement was possible, or some combination of 
both. Compared to the Higher Fidelity group, the Lower Fidelity group had lower average scores 
for  both  bonding  and  setting  child  expectations  at  discharge;  therefore,  despite  showing 
greater  improvement,  they’re  still  not  functioning  at  the  higher  level  of  the  Higher  Fidelity 
group.     
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4.  Improvement in Child Well‐Being: Children whose therapist adhered to the WSIH model with 

higher  fidelity  had  on  average  larger  change‐scores  in  child well‐being  than  those  children 

whose therapist had lower levels of model fidelity. These differences were significant for overall 

child well‐being and child behavior. The Higher Fidelity group, compared to the Lower Fidelity 

group,  had  higher  average  scores  at  discharge  for  overall  child well‐being,  child  behaviors, 

school performance, child relationships with parents and motivation to maintain family.  
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5.    Improvement  in Family Self‐sufficiency:   Higher  fidelity  to  the WSIH model  lead  to  larger 
change‐scores in family safety, social/community life, self‐sufficiency, and family health, but not 
in  financial  management.  The  large  change‐score  for  overall  family  safety  represented  a 
significant increase in the Higher Fidelity group’s scores from intake to discharge.  
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Comparison of Wesley Spectrum Services In‐Home Family Therapy (WSIH)  and the Brand‐
name Program, Multisystemic Therapy (MST)  

 

Using data  from the 2010 report of the MST  Institute, comparisons were conducted between 
two  groups  of Wesley  Spectrum  Services  In‐Home  Family  Therapy  cases  (all  cases  and  only 
Higher  Fidelity  cases)  and  the MST  outcomes4.  The  results  for  both  groups  of WSIH  cases 
showed similar or better outcomes compared to the MST Blueprint program.  

 

Demographics and Length of Treatment  MST and WSIH similarities and differences:  In terms of 
demographics, MST and both groups of WSIH cases were similar for average age of youth. Both 
groups of WSIH cases had significantly more males and more cases referred by Social Services 
compared to MST. When comparing the statistically adjusted lengths of treatment5, there were 
no significant differences between WSIH and MST.  

 

Demographic Comparisons between MST and WSIH 
Demographics  MST  WSIH—Higher 

Fidelity Only 
WSIH‐All 

Average Age in years  15.1  14.7   15.2 

Percent of Males  66%  40%**  49%** 

Percent African American  26%  44%+  46%** 

Percent Caucasian  42%  48%  47% 

Percent Juvenile Justice Referral  53%  54%  66%* 

Percent CYF and WCCB Cases  20%  46%***  34%** 

Average Length of Treatment in days  129.5  173.5  136.8 

*p<.05, **p<.01, ***p<.001 
 

Outcome Data: MST and WSIH similarities:  Outcome data for the Wesley Spectrum Services In‐
Home  Family  Therapy  program  were  statistically  similar  to  the MST  reported  data  for  the 
percentage of  children/youth who  competed  treatment,  stayed with  their  families  and were 
not arrested  (defined within the WSIH data as a planned discharge). However, WSIH youth  in 

                                                       
4 MST Institute (2008).  MST Final Data Report. www.mstinstitute.org/2008­mst_data_report­summary.pdf . 
5 Length of treatment for WSIH was positively skewed especially for the Higher Fidelity group (X=189, SD=125.5, 
Skewness=1.25,  SE  Skewness=.35).  Two  outliers  that were  greater  than  2  SD  above  the mean were  removed 
reducing skewness but  the variable was still not normally distributed. The data were  transformed using  log10  to 
address  non‐normal  distribution  prior  to  running  the  one  sample  t‐test.  The  one  sample  t‐test  with  the 
transformed values was non‐significant at the p=.14 level. 
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the Higher  Fidelity  group were  significantly more  likely  to be  in  school  at  the  completion of 
therapy.6  

 

 

Cost Comparison: MST and WSIH 

Given that the Wesley Spectrum In‐Home program and MST programs experience no statistical 
difference in outcomes ‐ outcomes which include a decrease in arrest rates, an increased ability 
for the child to remain in their home and an increased ability for the child to stay in school, the 
question remains as to what is the cost of achieving comparable outcomes or the relative value 
of each. This analysis equates the benefits of the MST programs and the Wesley Spectrum  in‐
home program.  

 

The Washington State Institute for Public Policy has published a highly influential paper on the 
benefits for early  intervention programs for youth that puts dollar amounts of the benefits to 
participants,  their  families and  the  communities  they  live  in  (Aos,  Lieb, Mayfield, Miller, and 
Pennucci, 2004).    It finds that the main financial benefit for these programs is in reduction of 
crime.  This  estimate  is  conservative  and  recognizes  that  there  are other benefits  that  result 
from these programs. In addition, because the benefit is attributed to those who complete the 
programs, only those who completed these programs were  included  in the analysis. Only 49% 
of Allegheny County clients with closed cases who received MST treatment completed it versus 
78% of closed cases in the locally developed, Wesley Spectrum In‐Home program. 

 

                                                       
6 Measured by the NCFAS‐G sub‐scale of School Performance with “in school” being coded as having a score of a 
“2, clear strength” through a score of “‐1, mild problem.”  
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Table 1: Costs and Benefits of the In‐Home Program vs. MST 

 

Program  Benefit  Completed 
cases 

Average 
hrs/client 

Cost/unit 
service 

Cost per 
completed 

case 

Return on 
investment 
(per $1 
invested) 

MST 
(Allegheny 
County)7 

$14,996 per 
participant 

22 or 49% of 
all served (12 
months 2010) 

55.5 
hrs/client 

$138.96/hr  $8,531.4748  0.76 

Wesley 
Spectrum In 

Home 

$14,996 per 
participant 

69 or 78% 
of all served 
(six months 

2011)9  

48.16 
hrs/client10 

$51.94/hr  $1,936.78  6.74 

 
Each dollar invested into MST programs paid for by Allegheny County Department of Human Services 
sees a $0.76 return on their investment. This means for every dollar invested, the investor receives their 
dollar back and an additional $0.76. However, for every dollar invested in the Wesley In‐Home Program, 
investors see a $6.74 return on their investment. This return on investment is attributable to two main 

                                                       
7 These numbers come from the Allegheny County Department of Human Services and are how much they pay an 
organization to provide MST and how many clients completed treatment during FY 2010. 
8 This cost includes the cost per client as well as the $18,000/year that an organization must pay for a license to 
use the MST program. This information is found at Duncan, Melanie. (2007). “Multisystemic Therapy (MST) for 
Juvenile Offenders”. SAMHSA’s National Registry of Evidence Based Program’s Practices. Even without this cost, 
the return on investment is still much less than the Wesley Spectrum program (1:0.94). In addition, there are other 
fees that an organization might have to pay (start‐up fees, trainings, etc), but were not included in this analysis 
given the limits of time and scope. 
9 This number was calculated by multiplying the number of closed cases (89) by the percentage of those who 
completed treatment (78%). 
10 This number was calculated using the average paid hours for juvenile court clients, which includes both service 
hours and travel time since both are included in the costs of the program. 
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factors – three times as many young people (and their families) completed the Wesley program than the 
MST programs administered in Allegheny County and the rate per hour is over two and half times more 
for MST programs than for the Wesley program.  
 
This  analysis  uses  a  conservative  estimate  for  the  benefits  of  these  juvenile  intervention  programs, 
though other reports have valued the benefits at a much higher rate. The value of staying in school and 
staying in their home is not quantified, though an extremely important outcome and may be quantified 
in the future. 

 

Conclusion 

Our work in building evidence‐based, locally‐developed youth service models convinces us that 
many programs can achieve a higher level of “evidence supported practice” using our 
methodology, Fidelity Management. In so doing, we think there are benefits at various levels: 

 

Benefits to the community/state/funder: 

o Services could be purchased with continued guarantees of positive outcomes at a lower 
cost than the current, limited portfolio of brand‐named models or practices; 

o Increased assurance that those needing services would be able to access the service.  
Criteria for accessing evidence‐based programs based on randomized‐clinical trails 
restrict access); 

o Fidelity metrics (measuring what practitioners do) would be available to understand the 
use of evidence‐based interventions and could be used to increase the scaling up of 
such practices within many more community‐based programs; 

o Caseworkers/Probation Officers would have improved information for making referrals 
to effective programs – ones they already know and with which they have relationships. 
They would have access to simple metrics showing the degree to which a program or 
service is adhering to evidence‐based practices and the outcomes it is achieving. They 
would have a way of “trusting” the promised outcomes. 

o Increased return‐on‐investment in social service programs could be realized. 

Benefits to youths and consumers: 

o Access to services that are more likely to produce positive results would increase; 
o Exactly what services, practices, dosages, and costs that are needed to produce positive 

results would be more understandable; 
o Advocacy for research supported practices and results would be more available. 

 

Benefits to service providers: 
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Service providers need to innovate through austerity.  Becoming a home‐grown evidence‐based 
model has a number of advantages in such an environment including: 

o Increased confidence that what the program does in fact influences (or contributes 
substantially to) positive outcomes (increased evidence for cause‐effect relationship); 

o Increased confidence that program costs for the produced outcomes are competitive 
with others in the industry and most likely substantially less than the proprietary brand‐
name models; 

o Increased ability to negotiate with funders on VALUE not just on mission and outputs 
alone; 

o Increased ability to preserve program/organizational heritage, seasoned staff, 
investment in organization/program identity and reputation.  Build on it instead of 
doing away with it; 

o Increased ability to adapt to new populations of consumers and new needs; 
o Increased ability to use the fidelity tools and outcome measures to incorporate newly 

emerging evidence‐based practices; 
o Increased sustainability of positive practices, even with changing funding scenarios; 
o Increased stakeholders’ wisdom and abilities to support existing programs. 
 
It all comes down to this:  
 
o There are hundreds of studies showing “what works” in youth services.  What we need 

are the steps practitioners can use to implement these findings (and future ones) well. 
o Brand‐name evidence‐based models may be useful for launching a program in a system 

that lacks existing program services, but they need not be used to replace existing 
programs or to maintain a program to achieve high levels of practitioner fidelity to 
researched interventions. 

o The only way to know if these researched practices (and the ones that will be generated 
in the future) are used is to train and supervise/monitor, and provide feedback to 
practitioners to assure that they are consistently using researched based practices.  
Program‐specific tools for tracking fidelity to researched practices are essential for this 
next evolution of evidence‐based practice. 

o Client outcomes will be more positive the degree to which a program achieves high 
fidelity to the evidence‐based practices most relevant to its service population and 
community. 
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Attachment:  NCFAS in Detail 

Lower vs. Higher 
Fidelity 

Lower Fidelity Only  Higher Fidelity Only 
NCFAS‐G Scales and Sub‐scales 

Larger Change‐scores 
Pre vs. Post 
Significance 

Pre vs. Post 
Significance 

Overall Environment  High  p<.01  p<.05 

Environmental Risks  Low     

Learning Environment  High     

Overall Parent Capabilities  Same     

Supervision of Children  High     

Disciplinary Practices  High    p<.05 

Promotes Child’s Education  Low     

Controls Access to Media  High    p<.05 

Overall Family Interactions  High    p<.01 

Bonding with Child  Low  p<.05   

Expectations of Child  Low  p<.05   

Overall Child Well‐Being   High    p<.001 

Child’s Behavior  High    p<.001 

School Performance  High  p<.01  p<.01 

Child’s Relationship with Parents  High  p<.05  p<.05 

Motivation to Maintain Family  High    p<.05 

Overall Family Safety  High  p<.05  p<.05 

Overall Social/Community Life  Same     

Overall Self‐Sufficiency  High     

Financial Management  Low     

Overall Family Health  Same     

 

NCFAS‐G Scales and Sub‐scales 
Percent All Cases with 75% 
improvement in NCFAS‐G 

Scores 

Percent Higher Fidelity Cases with 
75% improvement in NCFAS‐G 

Scores 

Overall Environment   22.9  26.4 

Environmental Risks  13.4  12.5 

Learning Environment  12.9  15.8 

Overall Parent Capabilities   21.7  21.3 

Supervision of Children  18.7  18.9 

Disciplinary Practices  20.4  21.6 

Promotes Child’s Education  9.6  8.3 

Controls Access to Media  15.2  22.7 

Overall Family Interactions   20.2  25.7 

Bonding with Child  22.8  17.5 

Expectations of Child  17.6  17.5 

Overall Child Well‐Being   39.4  48.6 

Child’s Behavior  35.1  52.6 

School Performance  37.6  50 

Child’s Relationship with Parents  29.1  32.5 

Motivation to Maintain Family  22.3  30 

Overall Family Safety  23.1  25.1 

Overall Social/Community Life  20.8  23.1 

Overall Self‐Sufficiency  14.9  16 

Financial Management  16.7  13.8 

Overall Family Health  15.4  16 
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Attachment: Additional Data Useful for Continuous Quality Improvement 

 

NCFAS  intake  profile:    The  cases  that  resulted  in  higher model  fidelity  and more  positive 
outcomes also  showed  significantly higher  “bonding” among  family members  (NCFAS) at  the 
start of services; in other words, NCFAS low‐bonding scores at intake were predictive of lower 
model  fidelity  (and  subsequently poorer outcomes).   Therefore, WSIH may want  to  focus on 
identifying new cases  in which there  is lower attachments among family members at the start 
of services for additional intervention work. 

 

85% of the clients/families active in the In‐Home program will participate in at least 4 family 
sessions per month until discharge. Based on  these  completed  cases,  this benchmark  is not 
being met at this time. For all completed Therapist Checklists, the percentage of cases that had 
four or more family session of therapy per any given month ranged from 29% of cases during 
their second month to 88% of the cases during their seventh month of treatment. The overall 
average percent of cases meeting this benchmark of family visits across the 9 months of data is 
51%. 

85% of clients/families who have successfully completed the program will demonstrate 75% 
improvement  overall  on  the NCFAS‐G  assessment  at  discharge.  Based  on  these  completed 
cases, this outcome is not currently being met. For all cases, the NCFAS‐G scale that showed the 
highest  percentage  of  cases with  a  75%  improvement  is Overall  Child Well‐Being  scale with 
39.4% of the cases meeting this outcome. For those cases that were identified as having higher 
fidelity to the model this outcome  is being met  for 48.6% of cases  for the Overall Child Well‐
Being Scale and for 52.6% of the cases for the Child’s Behavior Sub‐Scale.  
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Overview  
 

During the summer of 2009, public and private agency staff from the SOC Services committee 
formed a separate workgroup to complete the following deliverable:  

 
 “Identify and recommend evidence-based and other best practices for 
implementation in calendar year 2009 in order to prevent or reduce length of stay 
in residential/group home care, along with suggested implementation strategies.” 

 
The charge to the workgroup recognizes the movement in juvenile justice, child welfare, 
behavioral health care and public school systems across the nation towards adoption of 
“Evidence-based Practices,” a movement that has gained considerable momentum this past 
decade.  The term itself has been defined, redefined, and debated in the literature with 
alternatives and variations proposed.  The workgroup, by necessity, has used the term broadly 
and focused on services, supports, and interventions (i.e., evidence-based treatments or EBTs) 
that are meaningful within the context of the immediate System of Care reform initiative.    
 
Members of the Evidence-based Practice workgroup reviewed types of services and supports 
commonly provided in systems of care and identified gaps in our current array of services.   
Next, the workgroup reviewed numerous models and topics related to advances in mental health 
treatment targeted to the profiles of youth who are at-risk for residential and group home 
placements in our system of care.  The topics and treatments are summarized in Attachment A of 
this report.  
 
The workgroup developed recommendations in three areas aimed at transforming our service 
delivery process:  Practice – characteristics of effective treatment services; Services and Supports 
– a continuum of non-treatment supports that are often necessary to complete community-based 
care plans; and Evidence-based Treatments and promising practices – specific interventions to 
address target populations with defined treatment needs.  The workgroup offers several options 
for implementation of EBTs that would increase the availability of these treatments within our 
provider community and suggests a process by which training across stakeholders could be 
performed.   
 
Conclusions 
 
The field itself of evidence-based treatment (EBT) is growing and evolving, becoming 
increasingly sophisticated as more communities initiate moving “science” into “service.”  As 
other systems have found, even when implemented with fidelity, the current array of EBTs 
cannot always meet the complex needs of all children and families.  Implementation of EBTs can 
be costly and requires significant, dedicated resources over time to sustain the program and 
maintain fidelity to the treatment model. Given these considerations, workgroup members 
determined it was premature to finalize a shorter list of preferred or prioritized interventions 
without additional stakeholder input and deeper analysis of our system needs and capacity.   
 
While there is broad agreement that our system of care needs to focus on increasing the use of 
evidence-based practices and treatments whenever appropriate, there also needs to be a 



commitment from all stakeholders to take a systematic, disciplined approach to treatment using 
proven interventions, promising practices, measureable goals, and analysis of outcomes for 
youth.  The commitment to continuous quality improvement and evaluation is critical to 
improving our service delivery process – whether those interventions use evidence-based 
practice or practice-based evidence.   
 
Finally, workgroup members emphasized that treatment is more likely to be effective when 
fundamental conditions for change1 are present.  Regardless of technique or model, effective 
treatment is grounded in essential elements of quality care.  Services and treatment in our system 
should be developmentally-appropriate, gender responsive, strengths-based, family-involved, 
relationship–based, culturally and linguistically competent, and trauma-informed.  These 
characteristics describe core competencies that can be part of an evaluation process for reviewing 
care in our service delivery system.  Of these characteristics, the workgroup identified the 
endorsement of principles of Trauma-informed Care as needing particular focus in our future 
work along with our long-recognized need for culturally and linguistically competent care.  The 
workgroup concluded that it is the combination of the conditions for change, evidence-based 
interventions with community-based services and supports, and on-going program evaluation 
that are necessary to transform service delivery.  
 
Recommendations:  
 
Effective Treatment/Conditions for Change 
 
1) Infuse principles of Trauma-informed Care2,3 across stakeholder agencies by: 

a) Identifying trauma-informed care as a core competency  
b) Requiring system of care interagency training to include all stakeholders and invite 

private provider community 
c) Promoting expanded system-wide capacity for Screening/ Early identification, 

Assessment, and evidence-based Trauma-specific treatment services 
 

2) Promote Cultural and Linguistic Competence across stakeholder agencies by: 
a) Identifying as a core competency  
b) Requiring system of care interagency training to include all stakeholders and invite 

private provider community 
 
Services and Supports 
 
3) Provide critical supports to youth at-risk of residential care and their families 

a) Increase case management capacity – need appropriate, high quality case management for 
youth with emotional, behavioral and developmental needs who don’t qualify for ICC 

b) Increase capacity/access to child and adolescent psychiatrists (expertise with 
developmental disabilities, trauma, and co-occurring MH/SA needed) 

                                                 
1 CARE Practice Model, Cornell University, http://rccp.cornell.edu/caremainpage.html 
2 The National Child Traumatic Stress Network, www.nctsnet.org; Trauma-informed Care 
http://mentalhealth.samhsa.gov/nctic/trauma.asp   
3 Organization model www.sanctuarynet.com 



c) Offer supervised activities and customized programming for special populations of at-risk 
youth 

d) Provide transportation so that families may access existing community services and 
supports 

e) Offer caregiver supports to meet basic needs through coordinated charitable giving and 
flexible public funds 

f) Provide an array of in-community crisis supports – mobile crisis response specifically 
designed for youth and crisis residential settings for young children are needed 

g) Provide respite for caregivers with capacity for special populations of youth 
h) Develop in-community home settings for special populations of youth to include 

treatment foster care, supervised apartments and possible small group homes within our 
community 

 
Promote Evidence-based Treatment 
 
4) Explore methods for implementing and increasing the use of evidence-based interventions 

within public and private providers of services.  Possible options include:  
a) Establish list of prioritized interventions and distribute across public and private provider 

community 
i) Make training widely available to provider partners to promote use of prioritized 

EBTs (i.e., Learning Collaborative) 
ii) Explore differential reimbursement for use of prioritized EBTs 
iii) Explore use of RFP process for specific population of youth with specific EBT model 
 

b) Explore common practice elements approach to EBTs – see work of Bruce Chorpita 
(Hawai’i) 4 and Michael Southam-Gerow (VCU) 

 
c) Explore implementation of models like Family Integrated Transitions (FIT) for youth in 

juvenile justice system5 or Maryland’s Restorative Healing Model6 that combine a set of 
EBTs into a package for particular populations of youth 

 
5) Support Workforce Development 

a) Develop a process for on-going interagency review and dissemination of EBTs to remain 
current with the latest developments in treatment services 

 
Evaluation and Outcomes Assessment 
6) Centralize data/data collection for evaluation of treatment outcomes 

a) Develop methods for maximizing the utility of the CSA uniform assessment tool (CANS) 
for youth outcomes 

b) Review public and private agency stakeholder’s current processes for evaluation and 
outcomes assessment to determine benefit across the system 

 
 

                                                 
4 http://www.ssw.umaryland.edu/commonelements/index.htm 
5 http://www.depts.washtington.edu/pbhjp/projects/fit.php 
6 http://www.woodbourne.org/restorativehealing 



Next steps: 
 
1) Establish an on-going EBT workgroup of stakeholders to complete the following short-term 

tasks and continue working on the longer-term recommendations:  
a) Develop survey tool for providers to assess EBTs,  promising practices, cultural and 

language capacity currently offered by providers in the region 
i) Survey experts within our region (e.g., Kennedy Krieger) as possible sources for 

enhancing service capacity and for consultation/technical assistance 
ii) Consider adding information about specific EBTs offered by providers in our CSA 

provider directory 
b) Evaluate treatment and service needs of youth in system compared to current array of 

services and treatments offered by contracted service providers 
c) Analyze gap between what treatment youth need and what treatment services we have 

under contract to further refine list of prioritized interventions  
d) Develop our system’s capacity to appropriately screen, assess and treat youth with 

significant trauma exposure 
i) Explore using the CANS as our screening tool for trauma;  
ii) Gather additional information about other screening and assessment tools for trauma; 
iii) Explore trauma-specific treatment options within our provider community and region 

e) Provide recommendations for training topics to the interagency training coordination 
group listed below. 

 
2) Establish system of care interagency training committee to coordinate and sponsor regular 

training for new and experienced workers in core competencies across stakeholder agencies 
including provider partners 

i) Establish System of Care distribution list for notification about training and for online 
registration  

ii) Establish a central location or method for accessing videotapes from county trainings 
by stakeholders 

iii) Add information and links regarding EBTs to the CSA Infoweb site and other central 
information sites 

 
3) Establish a stakeholder workgroup to develop and implement a comprehensive Evaluation 

and Quality Assurance plan with reporting to stakeholders on: 
a) Youth and family clinical outcomes 
b) Youth and family satisfaction with services 
c) Fidelity/adherence to EBT models 

 



Evidence-Based Treatments and Promising Practices 
 

The following list of Evidence-based Treatments, Promising Practices, and topic areas were 
selected based on a review of the literature7,8 and the treatment needs identified from the profiles 
of youth from our community who are commonly served in residential and group home settings 
in our current system.  Federal and state entities as well as national organizations have 
undertaken the task of reviewing research and summarizing the level of scientific support for 
interventions by population, problem type, clinical diagnosis and field.  These sources were 
utilized extensively by committee members. 
 
Juvenile Justice/ CHINS - Delinquent 
Multi-systemic Family Therapy (MST) 
Functional Family Therapy (FFT) 
Multi-dimensional Treatment Foster Care (MDT) 
Aggression Replacement Training (ART) 
 
Child Welfare /Trauma/MH 
Trauma-focused Cognitive Behavioral Therapy (TF-CBT) 
Abuse-focused Cognitive Behavioral Therapy (AF-CBT) 
Trauma-informed Care 
Eye Movement Desensitization and Reprogramming (EMDR) 
Neurosequential Model of Therapeutics (NMT)  
Dialectical Behavior Therapy (DBT)  
 
Child Welfare/ Parenting 
Parent-Child Interaction Therapy (PCIT) 
Child-Parent Psychotherapy for Family Violence 
Brief Strategic Family Therapy 
Triple P – Positive Parenting Program 
Strengthening Families 
Incredible Years 
 
Topics/Models 
Interventions for co-occurring substance abuse, trauma, and mental health disorders 
Program for Assertive Community Treatment (PACT) 
Mobile crisis response and stabilization services 
CARE Model: Creating Conditions for Change 
Positive Behavior Intervention and Support (PBIS) 
 
 

                                                 
7 http://www.chadwickcenter.org/Documents/Kaufman%20Report/ChildHosp-NCTAbrochure.pdf   The Findings of the Kauffman Best Practices 
Project to Help Children Heal from Child Abuse. olp Children Heal From Child Abuse 
8 http://www.cachildwelfareclearinghouse.org   California Evidence-based Clearinghouse for Child Welfare 



A Community Conversation: Evidence-Based 
Programs in Family & Youth Services 
 
October 21, 2011 
        
                                                                           
 
Expert Panel: 
 
Pamela Meadowcroft, Ph.D. - Moderator 
Dr. Meadowcroft is founder/President of Meadowcroft & Associates, Inc., a firm 
that has earned the reputation as the Southwestern PA region’s premier 
consulting group for practical program evaluation.  Her firm’s high-use, practical 
approaches to all aspects of organizational development was shaped by her 25 
years as a nationally recognized research psychologist, program developer, and 
senior executive of nonprofit programs for services to children, youth and their 
families.  Her consulting group has recently partnered with nonprofit youth-
services organizations, Wesley Spectrum Services in western PA and PHILLIPS 
Programs for Children & Families in northern VA, to provide evidence-based 
guidance to existing youth services so that many more programs have the tools 
to demonstrate 1) adherence to researched practices, 2) positive outcomes for 
consumers, 3) at costs that are lower than the brand-name evidence-based 
models.   
 
Dr. Meadowcroft is also faculty associate at the University Of Pittsburgh Graduate 
School Of Public Health Center for Evaluation Science and served as adjunct 
Professor of Program Evaluation for the Graduate School of Public and 
International Affairs.  She serves as a reviewer for the US Substance Abuse and 
Mental Health Administration's Science and Service Leadership Awards Program 
(non-monetary awards designed to recognize community-based organizations 
and coalitions that successfully implemented recognized evidence-based 
interventions).  In April 2011 she served as moderator at the Federal Forum on 
Evidence-based Programs for Children and Youth in Washington DC which 
brought together experts in the field of evidence-based practice with leaders 
from the US Department of Health and Human Services to define evidence-based 
programs and practices and develop information for increasing successful 
implementation.   
 
She volunteers much of her time to many nonprofits in the Pittsburgh region, 
serving on their boards and providing many with pro-bono program evaluation 
assistance.  Finally, she believes the best work is done when fun is part of it all – 
she is a member of the InterPlay Pittsburgh improvisation performers that help 
adults rediscover how to play even in their work.  pmeadowcroft@aol.com 



Janet Bessmer, Ph.D. 
Dr. Bessmer has been the Utilization Review (UR) Manager for the Fairfax-Falls 
Church Comprehensive Services Act (CSA) program for the past seven years. She 
served as the CSA Coordinator for the City of Alexandria for four years 
previously.  Dr. Bessmer has served on and led key advisory panels and 
commissions tasked with reforming systems of care so as to provide services 
more effectively and efficiently to those in need. She chaired the Evidence-Based 
Practices Committee for Fairfax County’s system of care reform. She is sought as 
an expert presenter for conferences and meetings dealing with the topic of 
quality services and outcomes in the Virginia community.  
 
Dr. Bessmer is a licensed clinical psychologist who has had a private practice 
serving children and families in Fairfax and was an outpatient mental health 
therapist for a Community Service Board (CSB) in rural Virginia. She brings a 
local government perspective to our discussion today and shares with other 
panelists a commitment to offering quality, effective treatment services to 
children, youth and families in our community.  
Janet.Bessmer@fairfaxcounty.gov 
 
 
 
Doug Muetzel 
Doug Muetzel is currently CEO of Wesley Spectrum Services in southwestern 
Pennsylvania serving over 3,000 children and families.  Wesley Spectrum’s 800 
staff passionately integrates autism, education, behavioral health, family 
preservation, foster and adoption services. 
 
At the heart of Wesley Spectrum’s culture is the uncompromised commitment to 
do what is in the best interest of each child and family.  We believe: 

 Evidenced based practices filled a void created by program clutter 
confusion, lack of consistency in outcomes and pressure to do more with 
less dollars 

 There is always a “better way” and that includes Evidenced Based 
 Random Clinical Trial elevated confidence and infatuation with EBP as a 

solution 
 Smart marketers seized a financial opportunity 
 The needle moved but real world experience clearly shows EBP is not a 

financially sustainable solution 
 There is another generation of solutions in the works at Wesley Spectrum 

 
dmuetzel@WesleySpectrum.org 
 
 
 



 
 
 
Ira S. Lourie, M.D. 
Dr. Lourie is a child psychiatrist, who currently is a partner in the Human Service 
Collaborative, an organization that provides consultation, technical assistance 
and training in areas of human service policy and service system development.  
He is a psychiatric consultant for three community-based agencies for troubled 
children, Pressley Ridge Maryland and The Children’s Guild in Maryland, as well 
as AWARE of Anaconda, Montana.   
 
From 1973 to 1991, Dr. Lourie worked at the National Institute of Mental Health 
(NIMH) where he was instrumental in the development and administration of the 
Child and Adolescent Service System Program (CASSP).  Prior to his work on 
CASSP, he focused on the development of services for abused and neglected 
adolescents. From 1981 to 1983, he was on loan from the NIMH to the State of 
Maryland where he served as Medical Director of RICA-Rockville a state-run 
residential treatment center for children and adolescents with severe emotional 
disturbance.   
 
Dr. Lourie is assistant clinical professor of child psychiatry at the Georgetown 
University School of Medicine and a past member of the Task Force on Systems 
of Care for Seriously Emotionally Disturbed Children of the American Academy of 
Child and Adolescent Psychiatry.  He is a Past-President of the American 
Orthopsychiatric Association.  He is a former member of the Board of Directors of 
the Federation of Families for Child Mental Health and of the Board of Trustees 
for the Council on Accreditation.   
 
Among the many honors he has received are the: 

 Lifetime Achievement Award from the International Conference on 
WrapAround Services, 

 Outstanding Service Medal from the U.S. Public Health Service for his 
pioneering work on behalf of abused and neglected adolescents,  

 Gwen Iding Lectureship from the Research and Training Center for 
Children’s Mental Health at the University of South Florida, 

 Making a Difference Award from the Federation of Families for Child 
Mental Health, and 

 Tipper Gore “Remember the Children Award” from the National Mental 
Health Association 

 
Dr. Lourie’s book written with Karl Dennis, Everything is Normal until Proven 
Otherwise: a Book about Wraparound, has recently been published by the Child 
Welfare League of America.  lslourie@gmail.com 
 


