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Abstract
In recent years, implementation researchers have focused on associations among organizational characteristics (inner set-
tings), policy and funding drivers (outer setting), and implementation outcomes. The current study evaluated the influence 
of outer setting drivers on implementation of Wraparound care coordination for youth with complex behavioral health needs. 
Data were drawn from two sources. First, we examined the impact of outer setting drivers on Wraparound implementation 
by comparing Wraparound implementation in states that used Community Mental Health Centers (CMHCs) versus Care 
Management Entities (CMEs). Wraparound fidelity data were compiled for a sample of 1174 direct service providers within 
9 states. Second, we compared workforce development efforts across CMHCs and CMEs within a separate sample of 813 
administrators and practitioners. Results of multilevel models found that CMEs were associated with higher overall fidelity 
scores than CMHCs [b = .219, t(5.47) = 3.26, p = .020] even after accounting for state-level covariates and the clustering of 
individual practitioners within organizations. Furthermore, compared with CMHC staff, those employed by CMEs reported 
higher competence with the Wraparound model and attended more Wraparound-related trainings. Staff employed by CMHCs 
were more likely to change practices than their CME counterparts. These findings suggest possible influences of outer set-
tings on Wraparound implementation. The unique policies and procedures associated with CMEs may have helped facilitate 
practice fidelity among staff, promoted competence, and required fewer practice changes to implement Wraparound. Such 
findings underscore the importance of policy and fiscal factors in implementation of Wraparound and other evidence-based 
strategies.
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Introduction

Despite the proliferation of evidence-based practices (EBPs), 
few children and adults with complex behavioral health 
needs receive evidence-based psychosocial treatment (EBT; 
Bond, 2018; Bruns et al., 2016; Rieckmann et al., 2011; So 
et al., 2019). In recent years, state and federal intermediar-
ies, policymakers, and researchers have sought to identify 

ways to promote the use of EBT (Bruns et al., 2016; Powell 
et al., 2013). Recent research has shown, however, that the 
majority of implementation strategies (Powell et al., 2017), 
measures (Lewis et al., 2015), and funded research studies 
(Purtle et al., 2016) focus on the individual practitioner level 
(typically training and workforce development), with very 
little attention focused on the policy and funding drivers, 
or the “outer setting” of the implementation ecology. This 
is problematic, given the growing literature indicating that 
solely devoting effort to individuals, e.g., via training, is 
inadequate to promote EBT at scale (Aarons et al., 2014; 
Bruns et al., 2019; Fixsen et al., 2005; Joyce & Showers, 
2002; Locke et al., 2019; Lyon et al., 2019).

The current paper capitalizes on a wealth of data col-
lected across multiple states and children’s behavioral 
health provider organizations by a national intermedi-
ary purveyor organization (IPO; see Proctor et al., 2019) 
focused on promoting high-quality deployment of intensive 
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care coordination for children and adolescents with seri-
ous emotional and behavioral disorders (SEBD) utilizing a 
research-based Wraparound model (Coldiron et al., 2017). 
The purpose of this research was to explore the associa-
tion between Wraparound practice fidelity at the practitioner 
level and specific systems-level funding and policy factors. 
The primary aim was to evaluate whether outer setting driv-
ers hypothesized to promote model-adherent implementa-
tion of care coordination using a research-based Wraparound 
model (and promoted by this IPO) were associated with 
some implementation advantages. A secondary aim was to 
determine if the outer setting influences select workforce 
development outcomes.

Background: Organizational and System 
Determinants of EBT Adoption

Both theory and research from implementation science pro-
vide insights into factors associated with adoption of inno-
vations and EBT uptake. In health care, theoretical frame-
works underscore the importance of contextual influences 
that occur both within (inner setting) and outside (outer set-
ting) individual provider organizations (Aarons et al., 2011; 
Damschroder et al., 2009). Commonly cited inner setting 
predictors include, but are not limited to, a skilled work-
force, an organizational climate that is open to change, effec-
tive leadership, and access to adequate resources (Ehrhart 
et al., 2014; Fixsen et al., 2005, 2009; Glisson & Williams, 
2015). Outer setting variables, such as political support, gov-
ernmental policies and regulations, financing or reimburse-
ment arrangements, economic policies, eligibility criteria, 
and systems-level administrative structures, all interact with 
organization-level factors to influence implementation suc-
cess (Aarons et al., 2014; Bruns et al., 2019; Damschroder 
et al., 2009; 2011; So et al., 2019; Rieckmann et al., 2011).

The relative influence of inner and outer settings has 
been explicated in recent literature. For example, the Con-
solidated Framework for Implementation Research (CFIR) 
assumes an ecological approach whereby inner and outer set-
tings interact with a variety of individual- and intervention-
level characteristics and processes to influence the effective-
ness of implementation efforts (Damschroeder et al., 2009, 
2011). Recent research shows that certain policy levers have 
demonstrated at least some success in promoting the uptake 
of particular service models (Rieckmann et al., 2011; So 
et al., 2019). For example, Bond (2018) proposed a variety 
of policy strategies designed to promote EBT uptake, most 
of which center on financial incentives and regulatory man-
dates to fund the selection, technical support, and implemen-
tation of established EBT strategies.

Recent research also provides evidence that general char-
acteristics of outer settings at the state level, including Med-
icaid expansion, state per capita income, and political party 

in control of state government, are associated with greater 
fiscal support for EBT adoption (Bruns et al., 2019). Medic-
aid provides health coverage for low-income individuals and 
families in the USA (see https:// www. medic aid. gov/), and 
many states have expanded coverage to increase the num-
ber of people who qualify for benefits, which has increased 
access to mental health services within those states (McMor-
row et al., 2017). The relation between income and EBT 
adoption is noteworthy in light of large income disparities 
in the USA—even at the state level, median household 
income varies widely across individual states, with recent 
5-year estimates ranging from averages of about $45,000 
to $85,000 (United States Census Bureau, 2020). Finally, 
political party control is significant in that the two dominant 
political parties in the USA are guided by different priorities 
in allocating resources for mental health services: Republi-
can policymakers tend to be more fiscally conservative than 
their Democratic party peers, and thus have been less likely 
to invest in EBTs, but more likely to consider budget impact 
and cost-effectiveness of behavioral health research (Bruns 
et al., 2019; Purtle et al., 2018).

Finally, research using other widely cited frameworks, 
such as the Exploration, Preparation, Implementation, and 
Sustainment (EPIS) framework (Aarons et al., 2011) have 
emphasized the importance of “bridging” entities, such 
as IPOs and centers of excellence. These structures can 
translate across individuals working at the various levels 
of the implementation ecology (Moullin et al., 2019). In 
the case of Wraparound, such support has come from IPOs 
such as the National Wraparound Implementation Center 
(NWIC), which supported the states included in the current 
investigation.

Despite these recent movements towards increased under-
standing of the influence of the outer, inner, and bridging 
factors, such research is in its infancy. Watson et al. (2018) 
have argued that the significant attention afforded the inner 
setting overshadows that afforded outer settings despite the 
fact that external factors are often drivers of and antecedents 
to implementation readiness at the organization level. The 
relative lack of research likely stems from outer setting vari-
ables being less readily observed, measured, and assigned 
to experimental conditions. On a pragmatic level, they also 
tend to be resistant to change (Aarons et al., 2014). Thus, 
efforts to improve implementation outcomes often focus on 
malleable inner setting characteristics, and efforts to study 
initiatives aimed at the seemingly immutable outer setting 
remain scarce (Bond, 2018; Purtle et al., 2016, 2020; So 
et al., 2019; Watson et al., 2018; Williams et al., 2018).

The Current Studies

Given the relative lack of focus on outer settings by imple-
mentation researchers, there is significant room for growth 

https://www.medicaid.gov/
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in our understanding of which types of system-level factors 
influence implementation outcomes. To help fill this gap in 
the literature, we conducted two separate but related studies 
that examined the impact of a select number of outer setting 
variables on the implementation of Wraparound care coor-
dination for children with SEBD in the USA. In addition, 
we examined the influence of a single outer setting construct 
(administrative structure) on outcomes associated with par-
ticipation in workforce development trainings.

Wraparound is a research-based strategy that provides a 
unique lens through which to apply concepts from imple-
mentation frameworks in that Wraparound is considered as 
much a systems-level intervention as a child and family level 
intervention (Bruns et al., 2015; Coldiron et al., 2017). As 
a result, installing high-fidelity Wraparound care coordina-
tion as an element of a system or state’s service array for 
implementation requires explicit efforts directed at system 
and organizational levels of the implementation ecology, 
as well as attention to fidelity to the practice model. This 
requires purveyors such as the NWIC to not only train and 
coach care coordinators and other Wraparound practitioners, 
but to also focus on providing technical assistance (TA) to 
state- and organizational-leadership to transform systems, 
policies, financing strategies, and organizational structures, 
with data collected on all these efforts to guide continuous 
quality improvement (CQI; Aarons, & Sommerfeld, 2012). 
In this way, Wraparound is similar to frameworks such as 
school-based Positive Behavioral Interventions and Sup-
ports (PBIS; Sugai & Horner, 2002) or integrated care for 
co-occurring health and mental health conditions (Ratzliff, 
Unutzer, Katon, & Stephens, 2016), which focus largely on 
the structures needed to assure effective delivery of specific 
services or treatments.

In the current studies, we specifically focused on the 
degree to which administrative, policy, and financing struc-
tures in the outer setting influenced conditions at the Wrapa-
round provider organization (inner setting) level, including 
practitioner perceptions of training relevance and impact, 
practitioner skill development, and Wraparound fidelity, in 
nine states between 2013 and 2018. In the rest of this intro-
duction, we provide an overview of Wraparound care coor-
dination, discuss how inner and outer settings are proposed 
to influence Wraparound implementation, and present the 
aims of the current research.

The Wraparound Model

Wraparound Practice

Among intensive, evidence-based community strategies 
for youth, Wraparound is relatively unique in that it is 
not a treatment per se, but rather a defined individualized 
team-based process aimed at developing and implementing 

multi-component plans of care for youth with complex 
behavioral health needs (Bruns et al., 2010). The process 
extends from the system of care (SOC) philosophy, which 
proposes that outcomes for youth with SEBD and their fami-
lies will be improved via increased access to care and better 
coordination of the multiple youth- and family serving sys-
tems that serve them, such as mental health, child welfare, 
education, and juvenile justice (Stroul & Blau, 2008; Stroul 
& Friedman, 1994). In Wraparound, a young person, their 
family, and a Wraparound team composed of formal and 
natural supports are supported by a trained Wraparound care 
coordinator to create a strengths-based and individualized 
plan designed to facilitate positive change through a combi-
nation of formal evidence-based treatment strategies as well 
as informal and community supports (Bruns et al., 2010; 
Coldiron et al., 2017).

Necessary Program and System Supports for Wraparound

Because Wraparound is defined by a high degree of flexibil-
ity and involves engaging multiple systems, implementation 
tends to be complex and requires significant organization-, 
and system-level support. As with other EBTs, at the organi-
zation level, staff must be hired selectively, acquire skills, 
and reach an adequate level of competency to facilitate the 
Wraparound process (Fixsen et al., 2005, 2009; Lyon et al., 
2011). Organizations must also deploy transparent manage-
ment practices, monitor staffing ratios, examine practice 
quality, and track youth- and family level outcomes (Bruns 
et al., 2006; Coldiron et al., 2017; Miles et al., 2011).

At the system level, Wraparound administrators must 
coordinate efforts across multiple child- and family serving 
agencies to identify the appropriate population and provide 
access to an array of services and supports to ensure access. 
To do this well, systems must facilitate collaborative rela-
tionships across sectors and providers, develop unique fiscal 
strategies, and focus on continuous quality improvement, 
among other things (Bruns et al., 2006, 2019; Magnabosco, 
2006; Powell et al., 2015).

Wraparound Administrative Structures

In the USA, system-level Wraparound implementation is 
often attempted via networks of traditional Community 
Mental Health Centers (CMHC). CMHCs are designed 
to provide an array of mental health services (National 
Council for Behavioral Health, 2013), including outpa-
tient and day treatment, crisis care, consultation and edu-
cation. Although these organizations and their structures 
can encourage community collaboration and integration 
with other services (Mitchell & Eisendrath, 2002), the 
traditional “fee for service” approach requires CMHCs 
to provide a wide array of services with increased focus 
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on productivity thereby limiting their ability to func-
tion within a coordinated system and provide individu-
alized, flexible, model-adherent care coordination via 
Wraparound.

To achieve greater flexibility and coordination on behalf 
of youth with SEBD and their families, some states have 
established funding and management structures to pro-
mote better coordinated systems and more integrated care 
for children. One innovation has been the introduction of 
Care Management Entities (CMEs), organizational entities 
that serve as the hub for coordinating care for youth with 
complex behavioral health needs by engaging multiple sys-
tems (Pires, 2010). States that establish CMEs to implement 
Wraparound provide these organizations with a more flex-
ible case rate, allowing them to procure formal services and 
informal supports (e.g., after-school clubs, recreation) for 
all members of the family (including parents and siblings). 
Ideally, CMEs develop contracts with these providers and 
community partners, aiding quality monitoring and account-
ability. CMEs also employ care coordinators who are trained 
and supervised to provide this care exclusively (rather than 
as one service type among many). All the above allow CMEs 
to engage a range of outer and inner setting drivers that can 
be mobilized to provide holistic, individualized, and tailored 
care for the entire family (Anglin et al., 2014; Pires, 2010).

Although research on CME-related outcomes is lim-
ited, studies suggest that installing features of CMEs in 
child-serving systems is feasible (Ireys et al., 2018), and 
that CMEs may promote positive outcomes among youth 
on measures of concomitant use of anti-psychotic medica-
tions, psychiatry-related emergency department (ED) vis-
its, and psychiatric hospitalizations. Despite the potential 
importance to service systems and implementation science, 
however, no previous study has examined differences in care 
coordination implementation outcomes across states that use 
different “outer context” strategies.

The remainder of this article describes two related stud-
ies that sought to address this research gap by investigating 
whether a state’s decision to use CMEs at the outer setting 
impacts outcomes related to Wraparound implementation. In 
the first study, we used multilevel modeling to determine if 
administrative structure (CME versus CMHC) is associated 
with Wraparound practice fidelity while accounting for the 
clustering of Wraparound practitioners within multiple pro-
vider organizations that are in turn nested within states. We 
also controlled for additional state-level variables that have 
been found to be associated with state investment in EBPs, 
including Medicaid expansion status, median state house-
hold income, and political party in control (Bruns et al., 
2019). The second study was more exploratory in nature, 
with a goal of assessing relations among outer and inner 
settings by measuring the degree to which administrative 
structure (CME versus CMHC) is associated with workforce 

development training outcomes among Wraparound practi-
tioners. Specific research questions were as follows:

Question 1: Compared to states employing traditional 
CMHC structures, do states using CMEs demonstrate higher 
levels of Wraparound fidelity?

Hypothesis 1 Fidelity scores as measured by national Wrap-
around coaches will be higher within CMEs as compared 
to CMHCs.

Hypothesis 2 CME staff will demonstrate practice fidelity 
in fewer years than CMHC staff.

Question 2: Compared to states using CMHC structures, 
do CME staff report inner setting conditions that are more 
consistent with Wraparound-specific innovations?

Hypothesis 3 Compared to those from CMHCs, workforce 
members within CME structures will report higher levels of:

• perceived importance of attending Wraparound-specific 
trainings;

• pre-training competence on Wraparound key elements;
• attendance at Wraparound-related trainings;
• implementation support from administrators following 

trainings;
• impact on practice following Wraparound-specific train-

ings.

Hypothesis 4 Compared to those from CMHCs, work-
force members from CMEs will report fewer barriers to daily 
practice.

Method

Study 1

Sample

Data related to the first research question were drawn from a 
sample of 1174 Wraparound care coordinators between 2013 
and 2018. Practitioners were from nine of the 11 states that 
received technical assistance (TA) and workforce trainings 
from NWIC during the study period. The remaining two 
states received only partial support and were thus excluded 
from this set of analyses. Five of the NWIC-supported 
states in this sample employed a CME structure, and four 
employed a CMHC structure. In general, initiation of NWIC 
support for these five states coincided with adoption of CME 
structures, as states pursued training, coaching, and techni-
cal assistance from external experts as part of their systems 
change efforts. The number of participants per state ranged 
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from 20 to 475, with most states including between 37 and 
154 individuals. Note that because data were focused on 
provision of ongoing professional coaching, demographic 
data were not collected. Furthermore, since these data were 
collected for quality improvement efforts related to ongoing 
coaching provided by NWIC, the project has been classified 
as non-research and has been deemed exempt from review 
by the Institutional Review Board (IRB) of the lead author’s 
institution.

Measures

Wraparound Fidelity National NWIC coaches observed 
and rated Wraparound practitioners on their adherence to 
Wraparound practice elements. Observers used the Coach-
ing Observation Measure for Effective Teams (COMET) 
to record and score their observations (Estep, Matarese, & 
Hensley, 2014). The COMET is a 46-item instrument that 
provides an overall fidelity score and individual scores on 
the following subscales: (1) Grounded in a strengths per-
spective (e.g., “ability to reframe the family’s story from 
a strengths perspective”); (2) Driven by underlying needs 
(e.g., “ability to elicit and blend all team member perspec-
tives to develop a needs statement”); (3) Supported by an 
effective team process (e.g., “ability to help the team brain-
storm and select effective strategies focused on underlying 
needs”); and (4) Determined by families (e.g., “ability to 
support the family in taking a lead in the planning process”).

Based on a combination of practice observation and 
review of plans of care and other documentation, NWIC 
coaches scored COMET items 0 for “not demonstrated,” 
and 1 for “demonstrated,” using detailed scoring criteria. 
A total composite score was calculated by dividing the 
total number of demonstrated items by the total num-
ber of demonstrated and not demonstrated items. Unob-
served/unscored items were excluded from the calcula-
tion. When used by trained NWIC coaches, the COMET 
has been found to demonstrate good inter-rater reliabil-
ity and discriminant validity using a method of known 
groups (Estep et al., 2014), and internal consistency was 
high in the current sample (α = .941). Using the COMET 
as an indicator of implementation fidelity rather than other 
widely used adherence measures, such as the Wraparound 
Fidelity Index (WFI) offered specific advantages. First, 
since COMET assessments are part of NWIC coaching 
activities, the scores reflect ongoing progress towards 
meeting implementation criteria that closely match the 
skills promoted through ongoing NWIC trainings. As 
such, the COMET is a formative tool that is tied to ongo-
ing coaching, whereas indices such as the WFI are more 
summative in nature. COMET assessments also might be 
more objective than WFI assessments since the former are 

based on expert observations, whereas the latter are based 
on self-report. Finally, because these ratings were made 
by professional coaches, there were virtually no missing 
COMET data (ratings were unavailable for only one ser-
vice provider).

Administrative Structure To confirm each state’s assign-
ment to an administrative structure category (CME or 
CMHC), the NWIC director and assistant director (third/
fourth authors) and evaluation and research director (last 
author) rated each state on three policy and fiscal char-
acteristics expected of CMEs: (1) If the organization 
employing Wraparound care coordinators engages mul-
tiple systems to coordinate care for youth with complex 
behavioral health needs; (2) If the state uses a per member 
per month “case rate” rather than a fee-for-service reim-
bursement mechanism for Wraparound care coordination 
(to facilitate the procurement of an individualized set of 
formal services and informal supports for the youth/fam-
ily); and (3) If care coordinators’ sole job is Wraparound, 
rather than serving other functions. Systems meeting 
each of these criteria were coded as CME structures. All 
three co-authors reached consensus on which states were 
assigned to each the two administrative structures. In the 
current sample, five states employed a CME structure, and 
the remaining four states employed a CMHC structure.

Medicaid Expansion Medicaid expansion data were gath-
ered from the Kaiser Family Foundation (KFF, 2020). 
States that have not adopted Medicaid expansion (N = 4) 
were coded as a ‘0’ and those that have adopted expansion 
(N = 5) were coded as a ‘1.’

Median Household Income Each state’s median house-
hold income was gathered from U.S. Census data for the 
2014 to 2018 time period (United States Census Bureau, 
2020).

State Political Party Control Data on state political par-
ties were drawn from the National Conference of State 
Legislatures (NCSL, 2020). Political control was coded 
as ‘0’ for full Republican control (Governor and legisla-
ture), and ‘1’ for divided control (Governor and/or at least 
one chamber of the state legislature controlled by different 
political parties). None of the states included in this study 
were characterized by full Democratic Party control of the 
executive and legislative branches of state government.

Time Time was operationalized as number of years each 
state has been receiving training and coaching from NWIC 
at the time of the fidelity assessment. In this study, values 
ranged from 1 to 10 years.
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Analyses

To examine differences in Wraparound fidelity across CME 
and CMHC structures (Hypothesis 1), we first examined 
simple mean differences in composite COMET scores 
across the two structures. Given that the providers assessed 
in this study were nested within provider organizations, 
which in turn were nested within the state-level administra-
tive structures, we next tested the fit of multilevel models 
to assess the influence of state-level predictors of fidelity 
scores while accounting for clustering that may occur at the 
provider organization level (Field, 2018; Luke, 2004). As 
such, we began with a null model with state and provider 
organization to determine if we needed to account for the 
nested structure of the data. Given the relatively large size 
of the intraclass correlation coefficients (ICCs, reported in 
the “Results” section), we built a random intercepts model 
with administrative structure as our primary state-level inde-
pendent variable, the three state-level covariates (Medicaid 
expansion, median state income, and political party control), 
and time (number of years of NWIC support) entered as 
additional covariate. Next, we repeated this analysis with 
a random slopes term for administrative structure to see if 
this improved the model. Finally, once we identified the 
best-fitting model, we assessed Hypothesis 2 by adding an 
interaction term between time and administrative structure 
to determine if the degree to which fidelity scores changed 
across years of support varied across CME and CMHC 
administrative structures. All of these analyses were con-
ducted using SPSS version 27.

Study 2

Data related to the second research question were drawn 
from a sample of 813 administrators and Wraparound prac-
titioners from 8 of the 9 states referenced above. Four of 
these states employed a CME structure, while the other 
four relied on CMHCs to implement Wraparound. All the 
administrators and Wraparound staff for Study 2 participated 
in at least one NWIC practitioner training. NWIC train-
ings focus on topics such as introduction to Wraparound 
practice, advanced skills-based trainings, and achieving 
necessary organizational and system supports for Wrapa-
round (see https:// www. nwic. org/ workf orce- devel opment). 
All participants in this subsample completed at least one 
NWIC training between 2014 and 2018. The majority of 
participants identified as female (88%) and served as Wrapa-
round care coordinators (73%) or Wraparound supervisors 
(27%). 59% had a Bachelor’s degree and 37% had a Mas-
ter’s degree (see Table 1 for a summary of demographics 
by administrative structure). A higher percentage of staff 
from CMHCs attended introductory trainings (20.7% CME, 
31.1% CMHC); and a higher percentage of CME staff 

attended intermediate, advanced, or specialized trainings 
(79.3% CME, 68.9% CMHC). Again, data collection pro-
cesses were exempt from IRB review and did not require 
informed consent.

Measures

Administrative Structure CME versus CMHC structure was 
assessed using the same procedures outlined for Study 1. In 
this sample, data for one of the CME states were not avail-
able, thus there were four CME and four CMHC states in 
these analyses.

Training Variables Data related to workforce development 
trainings were gathered via the Impact of Training and 
Technical Assistance (IOTTA) measure, which is a self-
report survey designed to assess satisfaction with train-
ings, perceptions of training effectiveness, and intended and 
actual use of training content in practice situations (Coldi-
ron, Walker, & Hensley, 2015; Walker and Bruns, n.d.). 
Separate versions of the IOTTA were administered at two 
time points: a post-event IOTTA administered immediately 
following the conclusion of an NWIC-sponsored training 
event, and a follow-up IOTTA administered 8 weeks after 
the event. In addition to a second rating of satisfaction and 
perceptions of training effectiveness, the follow-up IOTTA 
also included questions related to actual use of training 
material in Wraparound practice. The following items and 
subscales were used in the current analyses:

Perceived importance of training A single item from the 
post-event IOTTA asked, “In your current role, how impor-
tant is it for you to master the information, tools, and/or 
skills described in the training goals?” Response categories 

Table 1  Demographic data for Study 2

CME (%) CMHC (%) Total (%)

Gender
 Male 12.7 11.7 11.9
 Female 87.3 88.3 88.1

Education
 Associate’s or less 4.5 0.9 1.7
 Undergrad degree 54.7 60.3 59.0
 Graduate degree 39.8 38.3 38.7
 Other 1.0 0.5 0.6

Role
 Direct provider 64.2 75.3 72.8
 Supervisor 35.8 24.7 27.2

Training type
 Introductory 20.7 31.1 28.7
 Intermediate/advanced 79.3 68.9 71.3

https://www.nwic.org/workforce-development
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ranged from 0 (“not at all important”) to 10 (“utmost 
importance”).

Existing competence At post-event, participants were 
asked, “Before today’s training, what level of mastery 
or competence did you have with the skills and informa-
tion, tools, and/or skills described in the training goals?” 
Response categories ranged from 0 (“complete beginner”) 
to 10 (“fully expert”).

Number of trainings NWIC tracks the number of trainings 
each participant attended and matches initial and follow-up 
survey responses using unique identifiers on IOTTA surveys.

Degree of follow-up from administrators Two follow-
up IOTTA items evaluated the extent to which participants 
received follow-up support for Wraparound practice, includ-
ing (1) whether their supervisors met with them for coach-
ing related to training content, and (2) the extent to which 
they received further training. Response categories ranged 
from − 2 (“strongly disagree”) to 2 (“strongly agree”). Scores 
on the individual items were averaged to form a single com-
posite score (r = 541).

Organizational barriers to implementation Two follow-up 
IOTTA items focused on organizational barriers to imple-
mentation. One focused on administrative and technologi-
cal barriers and the other focused on negative opinions of 
the training content among colleagues. Response catego-
ries ranged from − 2 (“strongly disagree”) to 2 (“strongly 
agree”). Scores on the individual items were averaged to 
form a single composite score (r = .438).

Training impact Training impact was assessed using 8 
items from the follow-up IOTTA. Each item begins with the 
stem, “Since the training, how have the following aspects 
of your work changed?” Example items include “How you 
understand families/ problems/needs;” and “How you collab-
orate with other organizations in the community.” Response 
categories range from − 3 for “large negative impact” to 3 
for “large positive impact.” Scores on the individual items 
were averaged to form a single composite score (α = .943).

Missing data were limited for most measures, with only 
one participant failing to provide data on existing compe-
tence and 11 failing to provide data on perceived importance 
of the training. However, 157 participants failed to provide 
data on degree of follow-up, and 163 failed to provide data 
on organizational barriers, which results in a 20% missing 
data rate for those two variables.

Analysis Plan

The data available to assess the second research question 
were largely focused on training outcomes, which resulted 
in limited demographic data and few contextual variables 
other than participants’ state. Since organization-level data 
were not collected, we were unable to follow the same 
analytic plan that we used for Study 1. Indeed, the lack 

of demographic and contextual covariates suggest a more 
exploratory analytic approach for Study 2 as compared to 
Study 1. Given the availability of data on participants’ home 
state, we began by calculating ICCs to examine the pos-
sibility that clustering of training participants within states 
influenced their perceptions of training impact. Results 
indicated very small ICCs for each training outcome, rang-
ing from less than .01 to .078. Thus, for these analyses, we 
ignored data structure and assessed differences in outcomes 
across participants from CMEs versus CMHCs using a series 
of independent samples t-tests. Specifically, we compared 
perceived importance of training, pre-training competence, 
number of trainings, organizational support, organizational 
barriers, and self-reported training impact for participants in 
CME versus CMHC states.

Results

Study 1: Impact of Administrative Structure 
on Fidelity Scores

COMET composite total scores were higher for practition-
ers working within states that employed CME structures ( 

−

x

CME = .458; SD = .254) than those employed by CMHCs ( 
−

x

CMHC = .273; SD = .196). Although such findings are consist-
ent with Hypothesis 1, simple comparisons of mean scores 
failed to account for the clustering of study participants 
within provider organizations and states. As such, we tested 
an unconstrained multilevel model with organization and 
state to assess the potential influence of such clustering. 
Results indicated that multilevel models were appropriate 
for the current study as ICCs were relatively high for both 
organization (ICC = .131) and state (ICC = .209).

Our first model was a three-level model that included 
random intercepts for organization and state. Administra-
tive structure, time, and the three state-level covariates were 
entered as fixed effects, and COMET scores were entered 
as the dependent variable (see Table 2 for a descriptive 
summary of mean COMET scores across the independ-
ent variables). Results of the multilevel model suggest that 
only administrative structure was statistically significantly 
associated with COMET scores [b = .219, t(5.47) = 3.26, 
p = .020], with CMEs associated with higher fidelity scores 
than CMHCs. We next tested a model in which we entered 
an additional random term for administrative structure. 
However, results suggested that including random slopes 
for administrative structure did not improve the fit of the 
model given the small and non-significant change in the log-
likelihood (− 2LL) value [X2

change(1) = 0.88, p = .348], thus 
rendering the random intercepts/fixed slopes model the best 
fit for these data (see Table 3).
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Fidelity Scores by Years of Support

Descriptive data in Table 2 suggest that fidelity scores 
decreased across years of NWIC support for both CME 
and CMHC states. However, the multilevel models suggest 
that this trend was not statistically significant [b =  − .005, 
t(384.32) =  − 1.26, p = .210]. To investigate possible dif-
ferences in relations between years of support and COMET 

scores across administrative structures, we ran an addi-
tional model that added a time by administrative structure 
interaction term to the random intercepts model described 
above. Results suggest that adding the interaction term did 
not improve model fit [X2

change(1) = 3.55, p = .060], as the 
interaction between time and structure was not statisti-
cally significant [b = .021, t(175.5) = 1.92, p = .056; see 
Table 3].

Table 2  Fidelity scores across 
levels of independent variables 
by administrative structure

CME 
−

x (SD, n) CMHC 
−

x (SD, n) Total 
−

x (SD, n)

Time (years of support)
 1 .478 (.251, 69) .408 (.209, 24) .460 (.242, 93)
 2 .554 (.253, 70) .214 (.169, 36) .438 (.279, 106)
 3 .472 (.261, 49) .310 (.209, 62) .382 (.246, 111)
 4 .514 (.123, 3) .297 (.228, 106) .303 (.229, 109)
 5 .323 (.268, 18) .275 (.198, 137) .280 (.207, 155)
 6 .276 (.192, 18) .281 (.195, 113) .280 (.194, 131)
 7 .332 (.178, 25) .245 (.170, 103) .262 (.174, 128)
 8 .319 (.265, 9) .247 (.191, 150) .251 (.196, 159)
 9 .472 (.247, 49) .269 (.172, 93) .339 (.222, 142)
 10 .459 (.239, 39) – .459 (.239, 39)

Medicaid expansion
 Yes .383 (.244, 159) .356 (.228, 174) .369 (.236, 333)
 No .519 (.247, 191) .251 (.181, 650) .312 (.227, 841)

Median state income (dollars)
 Less than $45,000 – .263 (.185, 475) .263 (.185, 475)
 $45,000 to $55,000 .509 (.253, 190) .356 (.228, 174) .436 (.253, 364)
 More than $55,000 .396 (.243, 160) .219 (.166, 175) .304 (.224, 335)

Political party control
 Republican .519 (.247, 191) .273 (.197, 824) .319 (.228, 1015)
 Divided .383 (.244, 159) – .383 (.244, 159)

Table 3  Results from random intercept multilevel models assessing main and interaction effects of time and state-level predictors on Wrapa-
round fidelity

Estimate SE t p

Fixed effects
 Intercept .098 .144 .680 .520
 Time (number of years)  − .005 .004  − 1.257 .210
 Medicaid expansion (yes/no) .009 .072 .129 .901
 Median income (dollars)  < .001  < .001 1.159 .286
 Political party control (Republican/Divided)  − .181 .106  − 1.715 .122
 Administrative structure (CME/CMHC) .219 .067 3.257 .020
 Time by administrative structure .021 .011 1.921 .056

Estimate SE Z p

Random effects
 Individuals .034 .001 23.695  < .001
 Organizations .007 .002 3.496  < .001
 States .003 .003 .968 .333
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Study 2: Impact of Administrative Structure 
on Training Outcomes

As shown in Table 4, Wraparound staff receiving training 
from NWIC and working within CME structures were more 
likely than those from CMHC structures to report exist-
ing competence on training-related topics ( 

−

x CME = 5.22, 
−

x 
CMHC = 4.79; t =  − 2.08; p = .038); and they attended more 
trainings than their CMHC counterparts ( 

−

xCME = 1.73, 
−

x

CMHC = 1.57; t =  − 2.12; p = .035). However, participants 
from CMHC structures were more likely than those from 
CME structures to report successfully making positive 
changes to their practices following participation in NWIC 
trainings ( 

−

xCME = 1.35, 
−

xCMHC = 1.56; t = 2.81; p = .005). 
Mean scores on perceived importance of training did not 
differ for practitioners working within CME versus CMHC 
systems ( 

−

xCME = 8.94, 
−

xCMHC = 8.90; t =  − .275; p = .784). 
Participants also reported similar scores on degree of fol-
low-up from administrators ( 

−

xCME = 0.596, 
−

xCMHC = 0.687; 
t = 1.12; p = .265) and organizational barriers associated with 
implementation ( 

−

xCME =  − .460, 
−

xCMHC =  − .361; t = .960; 
p = .337). Together, these findings suggest partial support 
for Hypothesis 3, and they fail to support Hypothesis 4.

Discussion

The current findings provide preliminary evidence that outer 
setting conditions influence Wraparound implementation 
processes. Consistent with Hypothesis 1, the state-level 
policy and funding context, as promoted by use of CME 
structures, was associated with adherence to prescribed 
Wraparound practice. Furthermore, the relation between 
administrative structure and fidelity was maintained even 
after accounting for the nested structure of the data and 
controlling for several known state-level predictors of EBP 
support in the multilevel models. These trends were evident 
immediately, with CME states demonstrating higher practice 
fidelity than CMHC states within the first year of receiving 
support from the IPO; and the differences across systems 
were maintained through multiple years of IPO support. 

These findings provide partial support for Hypothesis 2, as 
we expected CMEs to reach higher levels of fidelity more 
quickly than CMHCs; although we expected such discrepan-
cies to emerge over time rather than shortly after the onset 
of technical support.

Findings related to workforce development trainings were 
mixed. Consistent with Hypothesis 3, staff affiliated with 
CMEs attended more trainings than those from CMHCs, and 
they also reported higher levels of competence on training 
content. However, there were no differences in perceptions 
of the importance of trainings, or the amount of follow-up 
support received after training sessions. Furthermore, staff 
from CMHCs were more rather than less likely than their 
CME peers to report changes in their practices following 
training. Finally, contrary to Hypothesis 4, there were no 
perceived differences across administrative structures in 
organizational barriers to implementation. These mixed 
findings have implications for how we might interpret the 
reasons behind the observed differences in COMET fidel-
ity scores across CMEs and CMHCs. We turn to this topic 
below.

Mechanisms Underlying Differences Across 
Administrative Structures

Workforce Development

Together, the findings of the current set of studies provide 
evidence that the outer setting has an influence on Wrapa-
round implementation. However, these analyses provide less 
information about the mechanisms driving the observed dif-
ferences across CMEs and CMHCs. Consistent with current 
models of implementation (Damschroder et al., 2009, 2011), 
we might expect professional development activities, such 
as trainings, to explain at least some of the differences in 
implementation outcomes across administrative structures. 
Indeed, virtually all major implementation frameworks 
underscore the important role that competent and skillful 
staff play in implementation (Bond, 2018; Chambers et al., 
2013; Fixsen et al., 2005, 2009). However, the structure 
of our current data files did not allow us to fully explore 
this hypothesis since the training data and the fidelity data 
were gathered from two different samples. That said, two 
sets of findings from the current analyses suggest that while 
workforce development may play a role in implementation 
fidelity, other factors are probably more responsible for the 
observed differences in COMET fidelity scores across CMEs 
and CMHCs.

First, if workforce development trainings were driving 
the observed differences across structures, we would expect 
CMEs and CMHCs to start with similar fidelity scores, but 
for CMEs to reach acceptable levels of fidelity faster than 
CMHCs. In the current study, however, Wraparound care 

Table 4  Mean scores on training outcomes across CME and CMHC 
structures

xCME xCMHC t p

Competence 5.22 4.79  − 2.08 .038
Number of trainings 1.73 1.57  − 2.12 .035
Positive practice changes 1.35 1.56 2.81 .005
Perceived importance of training 8.94 8.90  − .274 .784
Follow-up from administrators .596 .687 1.12 .265
Organizational barriers  − .460  − .361 .960 .337
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coordinators affiliated with CMEs obtained higher COMET 
scores than those from CMHCs shortly after technical sup-
port from NWIC began, and these advantages persisted 
over time. Second, our findings related to workforce devel-
opment training were mixed, with few outcomes favoring 
CME structures. While the two factors favoring CMEs 
(reported competence and number of trainings attended) 
might explain some of the variance in fidelity scores, it is 
likely that other characteristics of CMEs are more responsi-
ble for the observed outcomes.

Structural Factors

Looking beyond the effects of workforce development train-
ings, an alternative explanation for the current findings is 
that CMEs are more conducive to Wraparound implementa-
tion than CMHCs because they are structured in a way that 
facilitates care coordination. As described by Pires (2010), 
CMEs benefit children and adolescents with complex behav-
ioral health conditions by reducing the fragmentation of care 
that is often experienced when multiple service systems are 
involved. By providing a “centralized vehicle for coordinat-
ing the full array of [supports] for children and adolescents 
with complex behavioral health issues” (Pires, et al., p.1), 
CMEs can promote efficiency in implementation processes, 
particularly by defining specific roles of the workforce and 
providing care coordinators with greater flexibility to do 
their jobs well. These benefits, in turn, may be associated 
with increased fidelity to the Wraparound model.

Alternate Explanations

Clearly, additional research is necessary to determine the 
degree to which the above-mentioned characteristics of 
CMEs are related to fidelity outcomes. Furthermore, future 
studies could explore a number of alternate explanations 
for the current findings. As evidenced by the large amount 
of unexplained variance in the multilevel models, there are 
clearly additional variables that are related to the differ-
ences in COMET scores across administrative structures. 
For example, the immediate relative success of CMEs may 
have resulted from pre-existing competencies among staff. 
Results from Study 2 hinted at this possibility as CME par-
ticipants reported higher levels of existing competence than 
CMHC participants (see Table 4), and they also were more 
likely to attend intermediate or advanced trainings (see 
Table 1). This may have resulted from the fact that CMEs 
have more targeted hiring practices through which they can 
specifically hire professionals with skills that will help them 
succeed as care coordinators. Alternately, these administra-
tive structures may have different levels of internal training 
quality or organization-level supervision practices. Finally, it 
is possible that specific pre-existing structures that were not 

assessed in the current study promoted different outcomes 
across CMEs and CMHCs.

Limitations

The current study was exploratory and took advantage of 
training and coaching data that were collected for purposes 
other than research. As such, it has a number of limitations, 
which we discuss below.

Representativeness of the Sample

First, only a small number of states was included in the anal-
yses for both Study 1 and 2, and we were unable to match 
respondents on the measures of training and the measure of 
fidelity. Furthermore, whereas the Study 1 sample included 
only providers, the Study 2 sample included providers and 
administrators. At the state level, the majority of states 
included in both studies were led by Republican statehouses 
and Governors. As noted earlier in this article, Republican 
policymakers tend to be less likely than their Democratic 
party peers to invest in EBTs, and more likely to consider 
budget impact and cost-effectiveness of behavioral health 
research (Bruns et al., 2019; Purtle et al., 2018). As such, 
inclusion of more states with Democratic leadership may 
have resulted in different outcomes.

Mixed Quality of the Measures

Another limitation is that although most of the measures 
in these studies have been widely used and appear to have 
sound psychometric properties, several of our measures 
related to NWIC trainings were based on participants’ 
responses to single items. It is clear that these simple meas-
ures cannot adequately capture the complexity of constructs 
such as pre-training competence. Similarly, although the lack 
of differences in training-related outcomes across CME and 
CMHC states suggest that workforce development is not a 
primary driver of differences in implementation outcomes, it 
is possible that more comprehensive workforce development 
measures would have revealed different findings.

Endogeneity

Since the data that were analyzed in this set of studies were 
gleaned from a practice setting, our ability to control for con-
founding factors, as well as our ability to identify explana-
tory variables, was limited. Indeed, as noted throughout the 
discussion section of this article, the current study provides 
preliminary evidence that outer setting structures influence 
implementation fidelity among Wraparound service provid-
ers. However, the study is limited by the fact that we were 
unable to fully explore the mechanisms through which the 
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impact of administrative structure operates. This resulted 
in an endogeneity problem in our statistical models as we 
were unable to include many of the variables that would 
explain the variance in fidelity scores across CME and 
CMHC structures. Thus, as noted above, alternate expla-
nations for the differences across structures are possible—
for example, CMEs may have been more successful than 
CMHCs in recruiting experienced staff, or they may have 
had better systems in place to facilitate staff supervision. 
While a limitation in the current analysis, this problem can 
facilitate future research based on a more structured design 
that can specifically examine the mechanisms underlying the 
differences in fidelity outcomes observed across CME and 
CMHC structures.

Implications and Future Directions

One implication of this study is that states interested in 
implementing Wraparound with fidelity might be well-
served to use CMEs, and enact the requisite policy and 
fiscal changes that must accompany them. However, as 
noted in the introduction of this article, outer settings are 
typically difficult to change. States that currently rely on 
CMHCs to deliver intensive care coordination may be chal-
lenged to abandon current administrative structures in favor 
of a CME-based system. Thus, it seems essential to learn 
more about the mechanisms through which CME structures 
encourage and support Wraparound implementation with 
the goal of promoting such innovations across provider con-
texts as a way to encourage high-quality, model-adherent 
implementation.

Given the same training and coaching efforts yielded 
inconsistent results across CME and CMHC states, along 
with the immediate differences in fidelity scores across 
administrative structures, a second implication is that work-
force development efforts alone are unlikely to be sufficient 
to support EBT uptake. This is not surprising, as recent theo-
retical models of implementation have proposed numerous 
inner and outer setting variables that are thought to either 
promote or inhibit successful implementation efforts (Aar-
ons et al., 2014; Damschroder et al., 2009, 2011; Fixsen 
et al., 2005, 2009). As suggested by Bond (2018) and oth-
ers (Rieckmann et al., 2011), specific policy levers, such 
as funding incentives and establishment of state and local 
technical assistance entities, may help achieve and maintain 
successful implementation. Within organizations, leaders 
can introduce new management strategies, such as quality 
monitoring, increased use of data systems, and an inten-
tional focus on continuous quality improvement (Powell 
et al., 2012).

At the highest level, the current study reinforces the need 
to not only consider installation of evidence-based practices 
but also to focus on evidence-based policies. It has now been 

empirically documented that the research base on the outer 
context is miniscule compared to studies of organizations 
and individuals (Lewis et al., 2015; Purtle et al., 2016). Con-
tinuation of this trend will only preserve the status quo, in 
which research-based practice represents a fraction of all 
services delivered in behavioral healthcare (Bruns et al., 
2015). As implementation researchers continue to broaden 
their focus to examine the unique interactions across inner 
and outer settings, we will become better positioned to 
implement comprehensive, coordinated systems capable of 
supporting youth and families with complex needs.
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