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Abstract

The wraparound process has increasingly been used as a mechanism to plan and coordinate
services for children with behavioral health needs and their families. This has led to growing interest
in assessing wraparound implementation against standards for quality. However, there has been little
consideration of how best to establish such benchmarks or guidelines. Using both a norm-referenced
and criterion-referenced approach, this study established preliminary criteria for assessing the
adequacy of wraparound implementation using the Wraparound Fidelity Index, version 3, a multi-
informant interview that assesses conformance to wraparound principles. The evaluation system was
then applied to ten wraparound programs and 11 different study samples assessed via the
Wraparound Fidelity Index version 3 in research studies. The system was constructed to discriminate
different wraparound conditions assessed in research studies while still being attainable by the ten
established wraparound programs. Implications for evaluating wraparound programs and for setting
fidelity benchmarks in behavioral health services research are discussed.

As interest grows in implementing effective behavioral health interventions, so does interest
in assessing implementation against established standards of quality. However, the need for
instruments that can provide such information has tended to outstrip the science of creating,
validating, and applying them.1

Once fidelity instruments are created, a particular challenge is presented by the practical question of
knowing when adherence scores are “good enough.” Such challenges are especially vexing for service
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delivery models that are individualized, not strictly manualized, and/or represent service processes
rather than regimented treatment procedures.2 When a treatment process is complex or individualized
or does not have a protocol for what exactly is supposed to happen in treatment, establishing
benchmarks for use in quality assurance and policy decisions will be more difficult than assessing
whether the clinician(s) did the prescribed activities. Instead, assessment of the adequacy of
adherence may require an empirical process based on available data from multiple sites or programs.

Salyers and colleagues tackled this difficult issue in attempting to “bootstrap” standards for
Assertive Community Treatment (ACT), a team treatment approach characterized by frequent team
meetings and the development of plans of care for adults with severe mental illness that emphasize
community-based services and daily living skills.1,3 Their method was guided by two relevant
options for interpreting a site or community’s fidelity assessment results. The first was a norm-
referenced approach, whereby mean scores for one program site were compared to a large group of
program sites. The second method followed a criterion-referenced approach, in which a score was
compared to an external standard, such as one related to prediction of performance (e.g., a score
that has been found to be associated with positive client outcomes or better service delivery). In the
current paper, a similar process is described for the wraparound process for children, youth, and
families.

The Wraparound Process

Like ACT, wraparound is a treatment process rather than a single intervention for a specific
problem area. Also like ACT, its goal is to ensure that the individual is adequately supported to be
maintained in the community. However, in the case of wraparound, the focus of the effort is
typically children with serious emotional and behavioral problems and their families.4 The
wraparound research base is still “on the weak side” with respect to utilization of rigorous designs.5

Nonetheless, results of evaluation studies,4,6,7 success stories from individual communities,8–10 and
clear popularity with communities and families11,12 have led to wraparound’s inclusion in two
Surgeon General’s reports,13,14 the recommendation for its use in federal grant programs,15 and the
discussion in the research literature of its integration with evidence-based practices.12,16,17

Similar to ACT, increased visibility and implementation in an era of greater use of data in
decision making has led to questions about how state authorities and local collaborative bodies can
best make policy and funding decisions around adequacy of wraparound implementation. Though
many wraparound trainers and local service systems have established their own approaches to
measuring wraparound quality and fidelity,2 to date, the most commonly used instrument for
assessing wraparound implementation is the Wraparound Fidelity Index (WFI).

The Wraparound Fidelity Index The WFI assesses adherence to the established principles of
wraparound for an individual youth and his or her family through interviews with multiple
respondents. The measure has demonstrated test–retest and interrater reliability and validity in the
form of association with external expert ratings.2 The WFI has also demonstrated discriminant
validity in the form of significant differences for wraparound vs. non-wraparound comparison sites
and sites with different levels of implementation support.18 WFI scores have also been found to
associate with child and family outcomes.10,19 However, data from these national studies have not
yet addressed the question of what fidelity scores show that wraparound is “good enough.”

The Current Study

Given the goal of assisting jurisdictions that are implementing wraparound to better interpret
results of their fidelity assessments, a process was undertaken similar to that completed by Salyers
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and colleagues around fidelity standards for ACT.1 In the current study, a combination of norm
referencing and criterion referencing was employed to develop fidelity benchmarks for the WFI-3
using available data from a national multi-site dataset, as well as evaluation studies that used the
WFI-3. Our goal was to make preliminary recommendations about thresholds for fidelity to the
wraparound principles as assessed by the WFI-3. At the same time, communities and programs who
are truly implementing wraparound should reasonably be expected to achieve any such benchmarks.

To accomplish the above goals, a three-step approach was employed. First, the national WFI-3
dataset was examined to determine typical scores for a sample of wraparound programs. Second,
studies were compiled and reviewed that collected WFI-3 data as well as data for one or more
external criteria variables. Two types of external criteria were sought: child and family outcomes
(which should be predicted by fidelity scores) or degree of implementation supports for wraparound
(which should predict fidelity scores). Third, results of steps one and two were used to propose
preliminary fidelity standards and assess the number of sites in the national sample that attained these
standards. The overall goal was to use the results of these three exercises together to identify
reasonable and attainable wraparound fidelity benchmarks for a community or program.

Method

Measure

Wraparound adherence The WFI is a structured interview that assesses adherence to 11 core
principles of wraparound (family voice and choice, team-driven, individualized, natural supports,
community-based, culturally competent, strengths-based, unconditional care, collaboration, flexible
resources, outcomes-based). Four items serve as indicators for each principle, with responses
ranging from 0 (low fidelity) to 2 (high fidelity). The Resource Facilitator (RF) form (usually
completed by a service provider and/or care coordinator) and Caregiver (CG) form are parallel to
one another, each containing 44 similar items (with differences in wording that is specific to each
respondent). There is also a Youth (Y) form that includes 32 items. Examples of items (taken from
the Caregiver form) are presented below:

– As the parent or primary caregiver, are you given highest priority when making major decisions?
(Principle 1: Family Voice and Choice)

– Is there a friend or advocate of your family who actively participates on the team? (Principle 2:
Youth and Family Team)

– Does the team help your child get involved with activities in your community? (Principle 3:
Community-Based Services and Supports)

– Does the team help you receive support from your friends and family? (Principle 7: Natural
Supports)

Scores are summed to create total scores, which in turn are converted to percentages (0% to
100%) to ensure consistency of scale scores across respondents and for ease of interpretation. For
the present study, a single overall score for each family was calculated by averaging the separate
respondent scores (resource facilitator, caregiver, youth).

Using data from a national WFI-3 sample (employed in the current study) of N=667 youth
served by ten wraparound initiatives in nine states, internal consistency for all items of the WFI-3
(i.e., total fidelity scores) has been found to be strong, with Cronbach alpha coefficients equaling
0.82 for the Wraparound Facilitator form, 0.91 for the Caregiver form, and 0.84 for the Youth form.
Using the same national sample, interrespondent agreement for the WFI-3 was assessed by
calculating the intraclass correlation coefficient (ICC) for agreement between sets of respondents.
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Results found ICCs of 0.58 for all three respondents, 0.44 for RF–CG agreement, 0.49 for CG–Y
agreement, and 0.45 for RF–Y agreement. These ICCs indicate moderate to strong interrespondent
agreement for a scale of this nature.

Two-week test–retest reliability of the WFI was established in a study involving two wraparound
programs in two states. Results found reliability to be moderate to strong, with Pearson r
correlations found to be r=0.84 for the RF form, r=0.88 for the CG form, and r=0.64 for the
Youth form.2 Finally, as described above, evidence for construct validity is found in studies
demonstrating significantly different total WFI scores for samples of wraparound vs. non-
wraparound-enrolled youth.19,20 Evidence for criterion-related validity is provided by studies that
have found significant associations between total WFI scores and child and family outcomes.10,21

For the current study, the overall fidelity score, determined by averaging scores from the three
respondents, was used because of its utility as an overall measure of fidelity, strong reliability in the
above psychometric studies, and ability to discriminate sites in past validity studies.2,22

National WFI sample

This sample was derived from a validation trial of the WFI.2 Agencies or sites providing
wraparound were recruited though conference presentations and formal and informal networking.
Those that were interested in using the WFI completed a formal request, which was reviewed by
the research team and accepted if proposals showed evidence that the site was (1) implementing
wraparound, (2) planned to recruit a representative sample of participating families, and (3) agreed
to administer the WFI as stated in the manual, by trained interviewers who were not involved in
service delivery with the families being assessed.

Once approved, sites in the national sample recruited families to participate. Specific guidelines
were provided to participating sites about sample construction. For example, sites were directed to
recruit families of youth who had been enrolled in wraparound for an adequate duration (e.g., at
least 3 months) to allow enough experience with the service process to be able to respond to
fidelity items. Participating sites differed in their sampling methods and approaches to recruiting
youth and families but were provided with guidance by the research team. For example, larger sites
were encouraged to conduct random stratified sampling, while smaller sites often attempted to
conduct WFI interviews with families and providers of all enrolled youth.

Local evaluation teams obtained informed consent using a local adaptation of a boilerplate
consent form provided by the research team. A lead local evaluator (who met criteria for leading
local implementation of the WFI protocol and who maintained contact with the WFI research team)
trained interviewers based on the WFI user’s manual.22 The local evaluators then administered
interviews, entered data into a database provided by the research team, and forwarded data (with
identifying information deleted) to the research team. Response rate or rate of completion of
interviews for participating sites is not known.

National WFI sample sites The current study included WFI-3 data for ten sites with data across the
three WFI-3 respondents for at least n=20 enrolled youth. The ten sites were located in nine US
states, had been in operation from 2.5 to 7 years (M=3.9, SD=1.45), and had served between 41
and 497 families during their existence (M=223, SD=164). Such wide variation in numbers of
youth and families served is typical of wraparound projects nationally, which may be administered
by small service agencies or across large jurisdictions.23

Two sites in the national sample were primarily aimed at youths in state custody, six programs
explicitly served youth “eligible for/at risk of placement in high-level residential care,” and two
programs were specifically tailored to serve youths transitioning from group homes or residential
treatment facilities. The number of families on which WFI-3 data were available ranged from
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20–370 across sites (M=66.7, SD=107.6; the wide range and large SD in the number of families is
primarily accounted for by one large county-based initiative that had been collecting data for
several years). For sites that assessed fidelity for individual youth at multiple points over time, only
the first assessment was included in the national sample used in this study.

Characteristics of national WFI sample Fidelity assessment data for a total of N=667 youths were
included in the national sample across the ten sites. At the time of the WFI administration, youths/
families had been receiving wraparound for a mean of 13.4 months (SD=9.04), with a range of 1 to
88 months. The relatively large mean and SD reflected in these data is somewhat accounted for by
the presence of two wraparound sites that served youth in state custody, many of whom received
support through the wraparound process during long stays in foster care.

The majority of the youths were male (68%), and ages ranged from 2 to 21 years (M=13.8, SD=
3.27). Three hundred ninety-three (59%) of the youth were identified as Caucasian, 65 (10%) as
African American, four as Native American, four as Asian/Pacific Islander, 14 as biracial, and 34
(5%) as “other race” (race was not identified for the remaining 157 youths or 23%). Nineteen youth
(3%) were identified as Hispanic or Latino. At the time of the WFI interviews, the majority of
youth (51%) resided with one or more biological (48%), adoptive (2%), or stepparents (1%); 10%
resided with other relatives (7% grandparents); 15% resided with foster parents; and 15% were in
other types of residential settings, including group homes, residential treatment, and psychiatric
hospitals (residential placement was not reported for 9% of the sample). Three hundred four (46%)
of the youths in the sample were in state custody at the time of WFI interviews.

Procedure

Norm referencing Mean WFI-3 overall fidelity scores were examined at the site level for the ten
programs included in the study (total N=667 families; see Table 1). Analyses of variance (ANOVA)
with Tukey’s post hoc analyses were conducted to determine significant differences across these sites.

Criterion referencing A review was conducted of studies published, in press, or presented at a
major conference that presented WFI-3 data for two or more groups that differed with respect to

Table 1
Overall mean WFI-3 scores for the ten national study sites

Site Number of participants M (SD)

1 74 72.2 (11.0)
2 22 72.4 (9.4)
3 31 73.5 (7.2)
4 21 75.1 (8.9)
5 27 75.3 (11.7)
6 26 79.4 (8.9)
7 20 79.5 (10.0)
8 370 79.7 (10.8)
9 34 80.0 (6.6)
10 49 80.1 (8.9)
Site-level mean 76.7 (2.3)

WFI-3 Wraparound Fidelity Index, version 3
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one or more external criteria. “External criteria” could include (1) data on outcomes for two or
more independent groups, (2) specific information describing differences in the state of
development of or supports for the wraparound program (e.g., just starting services vs. many
years of implementation, greater resources for implementation vs. fewer resources, presence of
training vs. no training), or (3) specific information describing differences in the nature of services
delivered (e.g., a study of wraparound vs. a comparison or treatment as usual condition).

Eligible studies for this review were identified through electronic and manually based searches of
literature published through January 31, 2006. Electronic searches were conducted via the Web of
Science, PsycINFO, and ERIC electronic databases using the keywords:wraparound and Wraparound
Fidelity Index. In addition, a manual search was conducted of the annual research conference
proceedings of A System of Care for Children’s Mental Health: Expanding the Research Base hosted
by the University of South Florida, Louis de la Parte Florida Mental Health Institute, Research and
Training Center for Children’s Mental Health. This source was chosen because it has been a primary
outlet for research on wraparound. The review included some unpublished and non-peer-reviewed
sources (e.g., conference proceedings) due to the small total number of studies. However, data from
annual reports, newsletters, or other non-research outlets were not included in this review.

Five studies were included. Two were evaluation studies that included WFI-3 scores for a
wraparound service delivery condition vs. a non-wraparound comparison or control condition.20,24

One study presented WFI-3 data for a sample of programs for which the system and organizational
supports for wraparound had been measured by a separate instrument, and for which each program
had been characterized as having relatively higher vs. lower scores on this measure (by median
split).25 A fourth study presented WFI-3 data for a group of wraparound facilitators who served
youth that demonstrated significant improvement in functioning as assessed by the Child and
Adolescent Functional Assessment Scale (CAFAS)26 vs. a group of facilitators who served youth
that did not show improvements in functioning.10,27 The fifth study presented WFI-3 data for three
stages of a program, across which wraparound implementation support increased at each stage.
Specifically, in this study, wraparound implementation was assessed via the WFI-3 before the
initiation of provider training on wraparound implementation, after provider training but before
initiation of provider coaching and after provider training and coaching.28 A summary of the five
studies included in the criterion-referencing exercise is presented in Table 2.

Fidelity benchmarks and attainability analysis Based on the distribution of WFI-3 overall scores
from sites in the national sample and observed differences in mean scores for groups with different
external criteria, the authors proposed preliminary fidelity benchmarks. These preliminary
benchmarks were then tested against WFI-3 Overall Fidelity scores from the sites in the national
sample as well as the different conditions included in the studies reviewed. The number and
percent of the ten national sites and of the 11 cohorts from the studies reviewed were identified that
achieved each of the different proposed benchmarks for wraparound fidelity. The authors then
adjusted the proposed benchmarks to improve interpretability (more details on this process and its
challenges are presented in “Results” and “Discussion” below.)

Results

Norm referencing

Table 1 presents overall fidelity scores for the ten sites included in the norm-referencing exercise
in ascending order of mean scores obtained by each site. As shown, the mean overall fidelity scores
for the ten sites ranged from 72.2% to 80.1%, with a site-level mean of 76.7% (SD=2.3). Results
of one-way ANOVA found significant differences across all sites [F(9, 656)=5.951; pG0.0001],
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with results of Tukey post hoc analyses indicating that sites 1, 2, and 3 (overall fidelity≤73.5%)
were significantly different from sites 8, 9, and 10 (≥79.7%). Site 8 was also found to be significantly
different from sites 4 and 5 likely due to its much larger sample size.

Criterion referencing

Table 2 presents a summary of the review of studies employing the WFI-3 that included different
treatment conditions or that were found to differ on some type of external criteria. With respect to
different treatment conditions, two studies were found that assessed fidelity for both wraparound
and non-wraparound comparison groups.20,24 These studies found significant between-group
differences in WFI-3 scores, with WFI-3 overall fidelity scores of 60% and 64% for non-
wraparound groups compared to 75% and 76% for wraparound groups, respectively.

Two studies were found that presented WFI-3 scores for samples or sites with differing char-
acteristics. A study ofWFI-3 scores for sites with measurably fewer versus greater organizational and
system supports for wraparound (as assessed by a structured interview) found that sites with fewer
supports achieved mean WFI-3 scores of 72% compared with 84% for sites with more documented
supports for wraparound.18 A second study examined WFI-3 scores for individual wraparound
facilitators whose clients demonstrated greater improvements on the CAFAS vs. facilitators whose
clients showed less improvement in functioning. Facilitators with clients who experienced greater

Table 2
Results of studies employing the WFI-3 included in criterion-referencing exercise

Study Study groups, n youth, type of study
WFI-3 scores from
study results

Studies of different treatment conditions
Peterson et al.24 Wraparound (n=33) vs. treatment as usual

(n=32); matched comparison study
75% for wraparound group;
60% for comparison
group

Ferguson20 Wraparound (n=49) vs. treatment as usual
(n=30); randomized control study

75% for wraparound group;
63% for control group

Studies of different external criteria
Rast et al.27 Youth who exhibited more positive (n=8) vs.

less positive (n=24) outcomes;
cross-sectional study

87% for more positive
outcomes; 72% for
less positive outcomes

Bruns et al.18 Wraparound with higher organizational and
system support scores for implementing
wraparound (2 sites; total n=44) versus
lower support scores (2 sites; total n=67);
cross-sectional study

84% for two programs with
greater support; 72% for
programs with lesser
support

Studies of changing training conditions over time
Rast and
VanDenBerg28

Wraparound implementation pre-training
(n=21), post-training (n=32), and
post-training + coaching (n=30);
single-site longitudinal study

64% pre-training, 72%
post-training, 86%
post-training and
coaching

WFI-3 Wraparound Fidelity Index, version 3
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improvements in functioning were found to have mean WFI-3 scores of 87%, compared to 72% for
facilitators whose clients experienced less improvement.27

Finally, a longitudinal study was found of one site in which providers received different levels of
training and coaching over time. Results from this study found that meanWFI-3 scores increased from
64% pre-training to 72% post-training, to 86% after implementation of both training and coaching.28

Determination of Benchmarks

In a final stage of analysis, a straightforward and useful system for assigning guidance to
communities and programs in interpreting overall WFI-3 fidelity scores was attempted. Criteria
used to evaluate the proposed grading system were that, first, it clearly differentiate between the
different study samples (e.g., wraparound and non-wraparound programs; more-positive vs. less-
positive outcomes; greater vs. fewer implementation supports); and second, attainability (i.e., that
the wraparound programs in the national sample would be able to attain “passing” scores).

After reviewing the results of studies reviewed and the range of site-level WFI scores found
from the national dataset, we aimed to construct a system of benchmarks that would assign
“failing” grades to non-wraparound sites, high marks to those achieving superior outcomes or with
greater supports for wraparound, and a range of grades in between. After some trial and error, a
system was chosen that characterized sites or programs scoring at 85% or higher as “high fidelity,”
based on the observation that facilitators whose clients experienced the most positive outcomes,
and sites with the greatest level of organizational and system supports for wraparound
implementation scored above 85%. Additionally, it was clear that overall WFI-3 scores above
90% were very difficult to obtain, as such a score was not found for any sites or study cohorts.

Below 85%, five-point increments were used for ease of use and interpretation. In this system,
scores of 80–84% were characterized as above average, 75–79% as average (reflecting that the
mean site-level score from the national dataset was 77%), and 70–74% as below average. Sites or
programs below 70% were characterized as “non-wraparound or in need of substantial
improvement,” based on the observation that scores below 70% were only found for non-
wraparound comparison sites and sites just beginning implementation of wraparound, before
provider training.

Table 3 presents the results of applying this system to all the sites included in the norm-referencing
and criteria-referencing exercises. As shown, this system discriminated sites that represented
different conditions. All non-wraparound conditions fell in the lowest category (non-wraparound/
needing substantial improvement). All conditions representing more-positive outcomes or higher
system support scores were characterized as “high fidelity” or “above average.” The five sites and
conditions representing “standard wraparound conditions” (i.e., wraparound cohorts in program
evaluations, wraparound facilitators achieving less positive outcomes, or sites with fewer supports)
fell into the “average” or “below-average” range. This system also ensured attainability for sites in
the national WFI-3 sample, with 100% of sites “passing.” At the same time, there was a range of
grades achieved across the sites in the national sample: Two of the ten sites fell in the “above-
average” range, 50% in the “average” range, and 30% in the “below-average” range.

Discussion

The wraparound process is increasingly being adopted as a mechanism for communities to achieve
more-positive outcomes for youth with behavioral and emotional challenges, with the model being
written into lawsuit settlement implementation plans, state legislation, and other state and local policy
documents.29,30 As this has occurred, our research team has received increasing inquiries about how
the WFI can be used to evaluate the achievement of “high-fidelity” wraparound that has been found
to be associated with improved outcomes for youth in many evaluations.8–10 In this study, a
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preliminary system for interpreting WFI-3 overall fidelity scores based on norm and criterion
referenced standards was developed. Central to this exercise was the presence of a number (albeit
small) of control and comparison studies, and studies that link fidelity scores to external criteria.

Based on data from a national sample and a review of studies that have used the WFI-3,
representing 21 sites or study conditions overall, WFI-3 scores were found to range from 60% to
87% of the total possible score. A pattern was identified whereby non-wraparound groups scored in
the low 60s and wraparound with greater system supports for implementation or association with
more-positive outcomes scored in the mid- to high 80s. Setting descriptive benchmarks based on
these findings yielded “grades” for sites in the national sample that fell into a bell curve across
grades of “below average” to “above average” with all sites achieving “passing” grades but no sites
achieving a score over 80%. Thus, none of the sites in the national sample achieved a grade of
“high fidelity,” which would require a site-level score of 85% or higher.

This seemed reasonable with respect to both attainability and our goal of setting high standards
for sites based on evidence for what levels of fidelity represent potential for greater positive impact.
This grading system and its rationale has been included in an updated version of the WFI-3 user’s
manual22 and in guidance to researchers and program administrators using the WFI-3. It is worth
pointing out that, initially, the set of ranges in the system described above were described using
traditional academic letter grades from A (for sites scoring ≥85%) to F (for sites scoring G70%).
However, because most academic scoring systems would not assign an “A” for a score of 87% (the
highest score obtained among groups in our set of reviewed studies), it was decided to abandon
academic letter grades in favor of the one described above, which is based more straightforwardly
on the distribution of scores found in this study.

Unlike the exercise in developing standards for ACT conducted by Salyers and colleagues,1 the
current study did not conduct an item-level analysis to determine which items best discriminated
sites or conditions on different criteria. This is because previous studies have shown the Overall

Table 3
Percent of study sites and study conditions achieving wraparound fidelity report card cutoff scores

Program/study
condition

n (%)

High
fidelity
(85–100%)

Above
average
(80–84%)

Average
fidelity
(75–79%)

Below
average
(70–74%)

Non-wraparound/
needing substantial
improvement
(0–69%)

National sample sites
(N=10)

0 2 (20%) 5 (50%) 3 (30%) 0

Non-wraparound and
“pre-training”
wraparound
conditions (N=3)

0 0 0 0 3 (100%)

Standard wraparound
conditions (N=5)

0 0 2 (40%) 3 (60%) 0

More supports/more
positive outcome
wraparound
conditions (N=3)

2 (67%) 1 (33%) 0 0 0

WFI-3 Wraparound Fidelity Index, version 3
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Fidelity score to have the best criterion and construct validity22 and also because the WFI’s
construction as a set of linked interviews has led to a convention of using overall fidelity scores to
evaluate overall fidelity. Nonetheless, this may represent a shortcoming of the proposed approach
to setting standards. First, certain items are clearly more useful in evaluating areas of particular
challenge for sites. Previous research using the WFI has shown that programs often have difficulty
achieving diverse wraparound teams, balancing formal and informal strategies in wraparound
plans, having adequate flexible funds to implement creative strategies, and achieving other criteria
for high-quality implementation.25 Items that assess these areas may provide information that is
more useful and discriminatory than others for which there is less variability.

This problem is also demonstrated by data presented in Tables 1 and 2, whereby ten national
programs differ only by eight percentage points, and non-wraparound sites still achieve total scores
of over 60%. This restricted range of scores is likely an artifact of the interview method employed
by the WFI-3, whereby social desirability demands on the part of family members and concerns
about performance reviews on the part of staff may result in more positive scores on the more
subjective items. Overall, the use of interviews is viewed as a positive component of wraparound
fidelity measurement because it involves participants and providers in a quality improvement
process that helps educate about and reinforce the principles of wraparound. Nonetheless, future
versions of the WFI are now being piloted that include data from additional sources, such as team
meeting observation and document reviews.

In addition to the restricted range of scores, it is notable that no sites were found to score over
87%. This is due to several WFI items consistently scoring very low, such as whether the team
relies primarily on professional services rather than a mix of natural and formal supports, whether
school or other key agency representatives had a role on the team, and whether the wraparound
team succeeded in getting the youth involved in community activities. Though inclusion of items
that are consistently “difficult” may further restrict the variance of scores, the principles and
specified activities of the wraparound model promote such implementation components as ideals
for communities and care management organizations to strive for. It is expected that continuing to
include such items will help promote development of supports to achieve fidelity in these areas in
service systems implementing services via the wraparound model.

Study limitations

In addition to limitations of the WFI-3, limitations of the current study need to be acknowledged.
First, the number of useful studies found in the review was small. If discernable patterns were not so
clearly observable across the 11 conditions presented in this set of studies, results of the criteria-
related exercise would likely have been inconclusive. Moreover, several assumptions are being made
about the rigor of the research employed in the studies used in the criteria-referencing exercise. Three
of the studies reviewed were presented at conferences rather than published in peer-reviewed
journals, and data collection methods varied across these sites. For these reasons, we employed the
norm-referencing exercise sites from our national sample in addition to the criterion-referencing
exercise. Nonetheless, the conclusions drawn and grading system derived from this combination of
approaches should be considered preliminary guidance more than a strict set of standards.

Finally, we are making an additional assumption about the nature of the wraparound programs in
our national WFI-3 sample. Although programs included in this sample were screened before being
accepted and agreed to adhere to data collection standards, it should be recognized that this was an
opportunity sample, and WFI-3 data collection methods varied across these sites. Differences in the
sites or programs themselves are also not well understood and may be a result of many confounds
(e.g., geographic characteristics, client samples, state regulations). Continuing development of
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wraparound fidelity scales and standards will necessarily depend on similar “real-world”
opportunities but will ideally also be based on more systematic studies that include consistent data
collection and links to well-understood external criteria. Several such studies are now underway.

Implications for Behavioral Health

The WFI has become a widely used instrument for several reasons, including the widespread im-
plementation of wraparound and related models, the measure’s ease of use, and its direct involvement
of family members and providers, potentially increasing opportunities for reinforcing practice
principles. Results can also be applied to quality improvement activities, supervision, and policy
development. At the same time, these practical utilities have not aided interpretation of WFI results.

To aid in this application of the WFI, a benchmarking exercise was undertaken, and a
preliminary guide to interpreting WFI scores was developed. Study and scale limitations prevent
assertions that the resulting guidance should be used for purposes such as certification or
accreditation. Nonetheless, the results should be useful to those aiming to interpret their local WFI-
3 overall fidelity and respondent total scores. Results also present another example of methods that
may be used by services researchers to set criteria for quality using fidelity scale scores.

Results of the exercise will also prove useful in interpreting research results. For example, a
recent study31 compared outcomes for a large group of youth with serious emotional disturbance
whose services were coordinated via the wraparound process to a small cohort of youth in the same
system of care who were selected to receive multisystemic therapy (MST), an intensive, evidence-
based intervention for youth with serious behavior problems.32 Both groups showed significant
improvements in functioning as assessed by the CAFAS and behavior as assessed by the Child
Behavior Checklist, and similar downward trajectories in scores for each of these measures.33

Rates of improvement in child functioning over time were not significantly different for the two
groups; however, improvement in behavior problems was significantly better for the MST group.

The study reported mean overall adherence scores from the WFI-3 of 82–83% over the course of
the study (MST adherence data were not available). Using the guidelines developed in the current
study, such WFI scores would be characterized as “above average.” In addition, it is clear that
model adherence in this system of care was quite high compared to sites nationally. Such
information helps us interpret the level of wraparound fidelity that may be necessary for a program
or community to demonstrate functional and behavioral outcomes comparable to those achieved in
this system of care.

Future research

The current study and other activities involving wraparound fidelity measurement have raised
awareness of the potential utility and interpretability of instruments such as the WFI while also
pointing to directions for future research and development. For example, future iterations of the
WFI should include methods to train interviewers to criteria. Fidelity measurement systems should
also incorporate sources of data beyond interviews, as well as better measures of the organizational
and system context within which wraparound implementation is occurring. Efforts to better specify
wraparound as a care management model are aiding this process.29,30

In the short term, however, there is an immediate need for practical methods for measuring the
quality of implementation of the wraparound process and benchmarks for interpreting scores. Both
research2,10,21 and theory4,12,17,34 have generated the expectation that high-quality wraparound
practice will improve outcomes for children and youth. At the same time, collection and use of
fidelity and outcomes data is considered fundamental to successful implementation of any service

250 The Journal of Behavioral Health Services & Research 35:3 July 2008



delivery model.35,36 Within children’s behavioral health services, robust adherence to the principles
of wraparound is likely to represent a fundamental level of quality to which all communities should
strive as it supports these youth and their families.
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