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Abstract
Embedding evidence-informed practices for children with mental health needs into “real-world”
community settings has proven challenging. In this paper, we discuss how the Practical, Robust,
Implementation, and Sustainability Model (PRISM) guided statewide implementation of an
evidence-informed intervention targeting families and youth with oppositional defiant and conduct
disorders, collectively referred to as disruptive behavior disorders. Additionally, we present
qualitative findings based upon provider reports of integrating a novel, evidence-informed
intervention within their respective community mental health setting. Finally, we discuss a process
of modifying the intervention to address agency-level factors, as well as inform more widespread
implementation efforts.

Introduction
Over the past two decades, significant advancements have been made in the development of
effective practices for children with mental health needs. However, many have failed during
implementation efforts in “real-world” community settings. As a result, the majority of
children receiving their care in “real world” clinics are not offered or will not receive
treatments with established evidence of effectiveness. Implementing any new innovation
including evidence-informed practices requires attention to systemic, as well as agency- and
consumer-level factors. In this paper, we discuss the utility of the Practical, Robust,
Implementation, and Sustainability Model (PRISM; Feldstein & Gow, 2008) as a guide for
widespread implementation of an evidence-informed practice, the 4 Rs and 2 Ss for
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Strengthening Families Program (4 Rs Program) (Franco et al., 2008; Gopalan & Franco,
2009; McKay, Gonzales, Quintana, Kim, & Abdul-Adil, 1999; McKay, Gonzales, Stone,
Ryland, & Kohner,1995; McKay, Harrison, Gonzales, Kim, & Quintana, 2002; McKay et
al., 2010; 2011), which targets youth and their families with disruptive behavior disorders
across community-based child mental health clinics in New York State.

Based on public health constructs from quality improvement, PRISM considers how
program design, external environment, implementation infrastructure, and program
beneficiaries influence whether an evidence-informed practice will ultimately be adopted
and sustained by community-based agencies. This paper explores how PRISM could inform
the state-wide implementation of the 4 Rs Program. In addition, we present qualitative
findings based upon provider and administrator reports regarding the benefits and challenges
of integrating the 4 Rs Program within their respective community mental health clinic.
Finally, we describe a process whereby the intervention was subsequently modified to
address agency-level (i.e., clinic and providers) resources and constraints in order to prepare
for more widespread implementation.

Background
Two decades of research have yielded a number of efficacious interventions for children's
mental health treatment (Kazdin & Weisz, 2003). Evidence-informed practices in children's
mental health include psychosocial interventions for childhood autism (Rogers & Vismara,
2008); mood and anxiety disorders (David-Ferdon & Kaslow, 2008; Silverman, Pina, &
Viswesvaran, 2008; Weisz, Hawley, & Doss, 2004), as well as children's behavioral
difficulties (Eyberg, Nelson, & Boggs, 2008; Pelham & Fabiano, 2008; Weisz et al., 2004).
Psychotropic medications have also demonstrated effectiveness in treating Attention Deficit
Hyperactivity Disorder (ADHD), mood, and anxiety disorders in children and adolescents
(McClellan & Werry, 2003; Hoagwood, Burns, Kiser, Ringeisen, & Schoenwald, 2001).
Finally, successful strategies have been developed to support service delivery, including
interventions to promote consumer engagement, diagnostic screening, clinical assessment
protocols, and measurement feedback systems (Bickman, 2008; Kazdin & Weisz, 2003;
Meyer et al., 2001; SAMHSA, 2010).

However, it has been humbling to note that few practices supported by evidence have been
able to penetrate community-based child mental health clinics, with widespread adoption
and sustainability of evidence-informed practices proving elusive (New Freedom
Commission on Mental Health, 2003). In fact, some estimates indicate that translating an
efficacious intervention from the research setting to the “real world” can take up to 17 years
(IOM, 2001; USPHS, 2000). Within the field of children's mental health, sustained supports
for implementing evidence-informed practices remain scarce (Kazak et al., 2010). This is
particularly problematic as accumulated evidence suggests that care offered in typical
community-based child mental health settings may not be associated with the positive
outcomes so frequently associated with evidence-informed care (Bickman, 1996; Weisz &
Jensen, 2001; Weisz, Jensen-Doss, & Hawley, 2006).

Further, service delivery exists within a context where shrinking resources may affect care
in general and implementation of evidence-informed practices in particular. Unfortunately,
increasing state budget shortfalls are resulting in severe fiscal constraints across the mental
health service spectrum (NRI, 2010). Given that the treatment of children's mental health
disorders ranks among the top 5 most costly medical conditions (AHRQ, 2009; Soni, 2006),
implementing evidence-informed practices may be economically sound, where one state
reports a 56% return on investment (Aos, Mayfield, Miller, & Yen, 2006). However, when
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viewed by “real world” providers and administrators, evidence-informed practices often
require too much investment in an atmosphere of change and scarce resources.

It is within this somewhat confused, often stressful, context that public systems across the
country are proceeding with efforts to have community-based clinics provide evidence-
informed care. In fact, over 20 states are actively attempting to integrate effective
psychosocial therapies and medication practices into their systems (Bruns & Hoagwood,
2008; Ganju, 2003). Efforts to support system transformation include statewide reform
efforts, such as the National Association of State Mental Health Program Directors
(NASMHPD) consortium (Ganju, 2003; NASMHPD, 2005; Yannacci, Rivard, & Ganju,
2005), redirection of national funding priorities to incentivize the adoption of evidence-
informed practices (Kazak et al., 2010), consortiums focused on sharing evaluation and
implementation lessons (Bruns & Hoagwood, 2008; Bruns et al., 2008), as well as toolkits to
promote uptake (Burns et al., in press; Torrey et al., 2001).

New York State, in particular, has invested $33 million to implement three quality
improvement activities focusing on implementing practices supported with evidence through
the “Achieving the Promise” initiative (Cavaleri, Hoagwood, & McKay, 2009). These
include the (1) Evidence-Based Treatment Dissemination Center (EBTDC), which provided
training in Cognitive Behavioral Therapy (CBT) to clinicians and supervisors across 186
clinics (Gleacher et al., 2010); (2) Family and Child Clinic Plus, which provided 36,065
early detection screenings across 108 clinics (Essock et al., 2009); and (3) PSYCKES, a
medication management system to reduce polypharmacy in 234 clinics (Essock et al., 2009;
Finnerty et al., 2002).

Despite the momentum to support evidence-informed practices within “real-world” settings,
clinic staff and families themselves often have difficulty accepting new and tested practices.
At the agency level, tensions emerge related to the effect that adopting novel practices will
have on caseloads and supervisory practices, how to integrate evidence-informed practices
into existing management and organizational configurations, how to monitor outcomes and
provide feedback, and whether the costs of training and skill-building are prohibitive within
a context of underfunded public mental health programs (Kazak et al., 2010).
Implementation efforts must also contend with low “absorptive capacity”, which can entail
barriers for providers to learn new skills, as well as limited infrastructure to utilize new
knowledge and practices (Aarons et al., 2011). As a consequence, difficulties often arise
when engaging agency providers to utilize new practices supported with evidence. Recent
quality improvement initiatives in New York State demonstrated significant challenges to
scaling-up across the state, manifested in uneven agency uptake which has hampered the
efficiency of roll-outs in New York (Gleacher et al., 2011) as well as other states (NRI,
2010). For example, challenges to uptake in New York included issues of balance in
providing enough support for supervisors and staff without adding burden, differences in
consultation quality, uneven clinic-level support for staff, and differences in clinician skill
set (Gleacher et al., 2011).

Children's Technical Assistance Center (CTAC)
In response to significant implementation challenges, the Children's Technical Assistance
Center (CTAC) at Columbia University and the New York State Psychiatric Institute was
established to provide training and support on quality improvement (QI) strategies,
including clinical and organizational skills, to all New York State child-serving mental
health clinics, with the overall goal of improving mental health outcomes for children and
their families. QI supports were offered to over 300 clinics, specifically designed to directly
impact clinic operations, improve efficiency, effectiveness, and value of services provided at
every level of the clinic system. To accomplish this goal, a set of evidence-informed
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trainings targeting the enhancement of clinical skills, family support practices, and
organizational business practices are in the process of being developed and deployed.

In consideration of the practice exigencies of multi-level state evidence-informed practice
implementation, CTAC staff drew upon the PRISM model to drive implementation efforts.
PRISM is based on public health constructs drawn from quality improvement, chronic care,
and diffusion of innovations (Feldstein & Glasgow, 2008). An adapted version of the
PRISM model (see Figure 1) emphasizes how quality improvement efforts to support the
integration and adoption of evidence-informed practices are influenced by: (1) the State
system context (e.g. implementation supports and constraints; financing; implementation
and sustainability infrastructure), (2) consumers, and (3) agencies (i.e., clinics and
providers).

As indicated by PRISM, the state context is a powerful predictor of success in
implementation and sustainability, with attention to be paid to market forces, such as payor
satisfaction of initiatives which can help to accelerate change (Feldstein & Glasgow, 2008).
In addition, evidence-informed practice initiatives must meet requirements of regulatory,
accreditation, and reporting authorities, fit within existing reimbursement and coverage
factors, and have available community resources to assist with interventions. Finally, an
infrastructure for implementation and sustainability must be available which includes a
dedicated implementation team, routine performance measurement and data sharing,
protocols and procedures which can be adapted at the local level, and forums for sharing
best implementation, training, and support practices (Feldstein & Glasgow, 2008).
Consequently, CTAC has created an infrastructure to (1) develop and disseminate a range of
trainings via regional learning opportunities; (2) reinforce and support skill acquisition for
providers, and (3) provide personalized technical assistance to facilitate implementation of
those specific practices meeting New York State requirements for regulatory, financing, and
overall healthcare reform.

PRISM indicates that intervention implementation is maximized when it is able to reach
important consumer subgroups, with attention paid to how local and individual barriers
affect program participation (Feldstein & Glasgow, 2008). For instance, it is not uncommon
for most low-income, minority families to attend 2 or 3 treatment sessions before
prematurely dropping out of community-based child mental health services (McKay &
Bannon, 2004). Typical barriers to engagement include parent stress, lack of social support,
insufficient concrete resources (e.g., lack of childcare, transportation), as well as
motivational barriers (e.g., stigma, prior negative experiences with service providers;
Alvidrez, 1999; Kazdin & Whitley, 2003; Wahler & Dumas, 1989). Therefore, it is
important that innovations for child mental health service delivery can overcome these
service utilization barriers.

In response to these issues, CTAC sought to help clinics increase parental engagement and
empowerment within a service delivery strategy addressing the most common reason for
referral to child mental health services: child oppositional defiant and conduct difficulties
evidenced either at home or at school (Angold & Costello, 2001; Frick, 1998; Loeber et al.,
2000). In this way, consumer-level (i.e., families and children) factors of the PRISM model
could be addressed. Consequently, CTAC chose the 4 Rs Program to implement across New
York State. Previously called the Multiple Family Group (MFG) Service Delivery Model to
Reduce Child Disruptive Behaviors (Franco et al., 2008; Gopalan & Franco, 2009; Gopalan
et al., in press; McKay et al., 1995; 1999; 2002; 2010; 2011), the 4 Rs Program is a protocol-
driven approach specifically designed to improve service use and mental health outcomes
for urban, low-income children of color. As its primary service delivery modality, weekly
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sessions of multiple family groups (involving 6–8 families) are convened to foster within
family and between family learning.

Using a common elements approach (Chorpita, Becker, & Daleiden, 2007), the core
treatment components of the 4 Rs Program are based on empirically supported family-level
influences on disruptive behavior disorders (Dishion et al., 1995; Egeland et al., 1990;
Keiley, 2002; Kilgore et al., 2000; Kumpfer & Alvarado, 2003; Loeber & Farrington, 1998;
Loeber & Stouthamer-Loeber, 1987; Patterson et al., 1992; Reid et al., 1999; Sampson &
Laub, 1994; Tremblay et al., 1991; Tolan et al., 1996), incorporating treatment strategies
from behavioral parent training and family therapy. Developed in collaboration with
families of youth with disruptive behavior disorders and mental health providers, the
resulting curriculum involves sessions which are co-facilitated by clinicians and parent
advocates (parents who have previously navigated through the child mental health service
system). To date, effectiveness outcome studies indicate benefits in terms of reduced child
behavioral difficulties and parent stress, as well as increased rates of overall retention
compared to usual care (McKay et al., 2010; 2011).

As the 4 Rs Program addresses consumer-level issues, CTAC focused remaining efforts to
address agency (i.e., clinic and providers) level contexts, which are crucial components for
successful implementation of evidence-informed practices. According to the PRISM model,
innovations should be able to meet local clinic needs, require minimal burden on agency
staff, be adaptable/modifiable to improve its usability, can be embedded within work flow,
can be easily stopped if needed, and allow for staff to observe results (Feldstein & Glasgow,
2008). Next, we present feedback data from clinic providers and directors regarding the
benefits and challenges of integrating the 4 Rs Program within community mental health
clinics. Based on this feedback, modifications to the intervention are described in order to
facilitate agency fit and overall statewide implementation.

Methods
This study presents provider and director qualitative data gathered as part of a large scale
test of the 4Rs Program involving families with children (aged 7–11 years old) meeting
diagnostic criteria for oppositional defiant disorder or conduct disorder. Families were
recruited from 13 community child mental health clinics within the New York City
metropolitan area between October 2006 and October 2010.

Participants
Following implementation of the 4 Rs Program at each child mental health clinic sites, the
research team asked intervention facilitators and directors to provide systematic feedback
via a brief structured survey tool. Survey tools were sent out to both intervention facilitators
(n = 67) and clinic directors (n = 13) in early 2010. At least one survey was collected from
12 of the 13 sites. In all, data was collected from a total of n = 39 respondents (30 facilitators
and 9 directors).

Measures
The survey tool was developed by the research team to collect structured feedback from
facilitators and directors about their experiences with the implementation of the program.
Individual items were created based on key areas identified in the existing literature as being
important influences on uptake, adoption and sustainability of practice innovations (Fixsen,
Naoom, Blasé, Friedman, & Wallace, 2005). Separate forms were developed for facilitators
and directors. The facilitators' form included five main questions focusing on: (1)
perspectives on collaboration, (2) experiences working with the 4 Rs Program, (3)
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challenges experienced, (4) issues related to diversity among facilitators, and (5) thoughts
about the model of pairing clinicians and parent advocates as intervention co-facilitators.
The first three questions of the directors' form were similar to the first three questions on the
facilitators' form, while the fourth question focused on recommendations for improvement.

Data Analysis
Data from the structured survey tools were analyzed via a multi-phase, iterative process.
Each survey was read in-depth by one of the co-authors of this paper with a preliminary
code identified. Then, the same staff member re-read each survey and re-coded as necessary
to more fully capture prevalent themes across respondents. Next, definitions of each
thematic code were created by consensus among research staff raters. Each survey tool was
re-coded by two raters separately using the same code definitions as a guide. Each
respondent's answer to each question was labeled with as many codes as appropriate. Based
upon the complete set of coded surveys, interrater reliability was determined by calculating
the percentage of accurate, concurrent identification of codes from 2 raters out of the total
number of codes present. Ten randomly selected feedback forms coded by both raters were
compared with interrater reliability determined to be 84%. Major themes were then
subsequently collapsed and summarized in terms of Benefits, as well as Recommendations
for Improvement and Modifications.

Following a participatory collaborative model used to develop the original 4 Rs Program
(Hoagwood, Jenson, McKay, & Olin, 2010), a group of facilitators (parent advocates and
clinicians), and research staff reviewed the original intervention, addressed concerns and
made modifications to the intervention guided by key PRISM-based areas of agency-level
factors (Organizational Readiness, Attitudes/Expectations, Workforce Capacity, Resources;
see Figure 1). Common themes from qualitative data are underlined below.

Results and Modifications
Benefits

Facilitators and directors reported an overall positive experience in implementing the 4 Rs
Program. Many facilitators and several directors described the programs as beneficial for
clients. Several facilitators commented on collaboration being useful in working with
families, mentioning benefits of collaboration related to working with, relating to, or
understanding clients or families.

“Working with entire families was extremely effective because all members were
part of the process.”

Many also reported that the intervention was helpful and relevant to clients' needs.

“Difficult to engage families received treatment they may not have gotten …
Families experienced support from other families”

Some specifically mentioned the usefulness of the parent advocates' inclusion in the model,
with particular emphasis on the parent advocates' unique relationship to parent clients.

“Helpful to have parent advocate who could work with families in a different way.”

Other positive feedback focused on building of facilitator skills (e.g., group process,
parenting, teamwork, engagement) through the use of the model.

“I learned a lot about the group process and how to work with co-facilitators. I was
also surprised by how much I learned about parenting …”
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Lastly, eight of the facilitators specifically mentioned the strength of the model, including
references to the strengths of the materials, trainers, support, or overall curriculum.

“I think the curriculum was great, and interactive, and gave the families lots to
collaborate on with each other and their own families.”

Recommendations for Improvement and Modifications
Readiness and Expectations—Facilitators highlighted specific challenges related to
collaboration, such as lack of role clarity between co-facilitators or between the agency and
the research team, communication problems, and organizational climate issues.

“It has been a challenge to work with people of different backgrounds and
education levels, but I believe the personalities played more of a role in running the
group.”

Each of these concerns stressed the need for supporting agency readiness. As a result, CTAC
organized Learning Collaboratives (LCs) to support the next phase of more widespread
implementation. LCs are organized around a 9-month period, involving groups of interested
agencies working regularly together with a leader to problem-solve agency-level barriers to
implementation as well as foster idea exchange across members (IHI, 2003; Kilo, 1998).
LCs have been used successfully to implement evidence-based engagement strategies within
child mental health clinics (Cavaleri et al., 2006; 2010). At this next phase, each agency was
asked to organize a 3-person Quality Improvement Team (QIT; agency director, clinical
supervisor, and data manager) to build support from within the agency. In doing so, the QIT
managed agency-level barriers to facilitation while intervention facilitators can focus solely
on clinical delivery of the model.

Further, several facilitators commented on the need for more support or training, including
wanting or expecting more or different support, training, or supervision than was provided.
Many facilitators also noted challenges with clients, such as difficulty engaging families,
staying on time, and managing members' behaviors within the group.

“Feeling frustration at times with a parent's seeming unmotivation to participate &
make any changes.”

In order to better prepare clinic facilitators to implement the 4R's and 2S's model
successfully, training was expanded from 3 to 5 hours to provide greater support to staff, and
focused on orienting staff to the model and materials, and enhancing experiential activities.
Modeling of appropriate group management and facilitation were completed by the trainers
who are past clinician and parent advocate facilitators. An important focus also included
addressing clinician anxiety in facilitating the groups, problem-solving common areas of
concern, building co-facilitation skills, and clarifying expectations. Specific questions
around group management were integrated throughout the training along with practice of
these skills through mock role-plays. Clinical supervisors were also invited to attend the
training to understand the model better and support their staff. In this way, less time would
be spent with supervision of the 4 Rs program outside of providers' existing work tasks, and
instead, be integrated within the existing organizational and supervision structure.

Workforce capacity—Many facilitators and several directors also noted concerns about
time, scheduling, productivity pressures, or the amount of work or energy required. As a
result, despite strong enthusiasm for the 4R's and 2S's, clinical practice exigencies hindered
full actualization of the model.

“It was challenging to maintain the energy level of the early sessions and commit
an evening to the group every week for 16 weeks”
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Concerns around time and materials indicated a deterring complexity of the original model,
and therefore, became a primary focus of the collaborative revisions committee. Separate
facilitator and client materials were streamlined and repackaged into one manual used by
both clients and facilitators, modeled after materials used in a successful dissemination
project for adult mental health (Salerno et al., 2011), with an additional small facilitator
guidebook available for review of key core competencies. Based on the typical client
population characteristics, the main manual was revised to simplify structure, language, and
activities. As a result, less preparation time outside of the group would be necessary.
Reducing session length from 90 minutes to 60 minutes allowed for better fit into current
insurance billing models. To reduce the burden of time spent due to intervention-specific
supervision, existing clinic supervisors were concurrently instructed in the 4 Rs Program
along with facilitators, and were given recommendations for incorporating support for
facilitators in regular clinic supervision. Finally, co-facilitators were encouraged to split
weekly between-session calls. Additionally, parent advocates were encouraged to make calls
as they were often better able to engage families and did not have the same productivity
demands as clinicians. Facilitators were instructed that calls should be quick check-ins to
encourage completion of the homework and participation in the next session.

Resources and Flexibility: Other areas of improvement included providing ongoing
support and increasing flexibility through the development of 4 Rs Program resources.
Although not specifically addressed through the respondent surveys, anecdotal experiences
by research staff through their interactions with clinic facilitators and directors indicated the
need for additional modifications. A number of web-based resources were developed for
facilitators to download, including a video of past facilitators describing their experiences in
addressing a number of frequently asked questions. Further, personalizable materials to
promote the 4 Rs Program for clients were developed along with guidance on client
treatment planning and progress notes specific to the model. The facilitators were also
provided additional opportunities to talk with the model trainers about half way through
their first round of groups through a series of conference calls. A significant concern in
today's climate is the changing regulatory guidelines for clinics leaving many unsure how to
adapt to them. Specific to this model, a number of online resources are available, including
online documents, webinars, and the LC process to address how best to integrate the model
in the current fiscal climate.

Given that every clinic functions somewhat differently, flexibility in the implementation of
the 4 Rs Program is vital. Consequently, additional resources include guidance on areas for
further adaptation, such that facilitators maintain the key, evidence-informed treatment
components (Rs and Ss), but can be flexible in how components are presented. The manual
is unscripted, focusing on key talking points, discussion questions, and activities in order to
allow facilitators the flexibility in presenting the information to best meet their clients'
needs. Moreover, flexibility has been introduced in the targeted population with “minimum
requirement” of an age range and broad behavioral issues, with encouragement to use
clinician judgment. Lastly, although we recommended an ideal pairing of a clinician and
parent advocate as co-facilitators, clinics are allowed to determine which makes the most
fiscal and clinical sense.

Current status
The current implementation of the 4 Rs Program is underway, with 28 agencies across New
York State participating in five Learning Collaboratives beginning the first round of
intervention groups. Through the LC process, two more core areas based on the PRISM
model have been introduced. First, a focus on observable results has led to the development
of an online portal system allowing the tracking of performance indicators which helps
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clinics determine whether the model adds value to their programs. These are straightforward
indicators of client involvement and outcomes (e.g., attendance, discontinuation, client
outcomes, facilitator feedback, and fidelity). Through the portal system, LC participating
clinics will input and track their performance indicators, as well as instantly produce
downloadable reports and graphs to facilitate ongoing service monitoring. For example,
seeing attendance patterns over time while the 4 Rs Program is implemented can help
facilitators determine whether or not they need to increase engagement efforts.

Second, each of the above mentioned modifications helps to integrate the model into regular
clinic practice allowing for sustainability. During the LC meetings, discussion of barriers to
sustaining the model will be addressed with clinics creating plans for future implementation.
The practice of integrating as many components as possible within regular agency contexts
helps to eliminate the need for outside implementation supports. Moreover, the development
of simple standalone materials will greatly influence future use of the model.

Conclusion
To advance the first statewide implementation of the 4 Rs Program, CTAC staff utilized the
PRISM conceptual framework to guide model modifications serving to enhance agency-
level uptake. A collaborative approach (Hoawood, Jenson, McKay, & Olin, 2010) guided
model revisions such that the resulting program manual was co-created by family members,
providers, and research staff to promote the existing evidence base in “user friendly”
language. While the main components of the model based on the evidence-base remain the
same, the revised version is streamlined to cut down on complexity, reduce the number of
materials, better fit into current clinic structures, and is supported through a learning
collaborative process.

As a potential limitation to current efforts, the larger effectiveness study of the original
intervention did not collect client feedback on their experience of the 4 Rs Program.
However, a main component of the 4 Rs Program has always been to enhance engagement
of families in child mental health service use, from the utilization of parent advocates in
development and facilitation through to language of the intervention materials. Of particular
importance is the model's focus on key concepts of engagement from past research, such as
addressing motivational (e.g., assessing stigma in services) and concrete barriers (e.g.,
transportation issues) to care, as well as making mid-week calls to families (McKay &
Bannon, 2004; McKay, Stoewe, McCadam, & Gonzales, 1998; McKay et al., 2004).
Consequently, consumer factors related to service use barriers and intervention acceptability
are unlikely to impede implementation efforts.

It is anticipated that the collective experience, feedback, and resources resulting from this
statewide implementation process will serve as an example for future efforts within the child
mental health field. Additionally, the inclusion of brief performance indicators will also
provide data on the extent to which modifications made to the 4 Rs Program result in
attenuated outcomes relative to the original clinical trial. If successful, the PRISM model
could further serve as a guide in the development phase of evidence-informed practices to
pre-empt many of these common agency, provider, and consumer level challenges of
implementation.
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