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This article advances the discussion of treatment fidelity in social and behavioral intervention
research by analyzing fidelity in an intervention study conducted within participating long-
term care settings of the Collaborative Studies of Long-Term Care. The authors used the
Behavior Change Consortium’s (BCC) best practices for enhancing treatment fidelity rec-
ommendations in the areas of study design, provider training, treatment delivery, treatment
receipt, and treatment enactment to evaluate fidelity-related decisions. Modifications to the
original fidelity strategies were necessary in all areas. The authors revised their dose score and
compared it with two constructed alternative measures of fidelity. Testing alternative mea-
sures and selecting the best measure post hoc allowed them to observe chance differences in
relationship to outcomes. When the end result is to translate behavioral interventions into
real practice settings, it is clear that some degree of flexibility is needed to ensure optimal
delivery. Based on the relationship of program elements to the outcomes, a multicomponent
intervention dose measure was more appropriate than one related to individual elements
alone. By assessing the extent to which their strategies aligned with the BCC recommenda-
tions, the authors offer an opportunity for social work researchers to learn from their chal-
lenges and decision-making process to maximize fidelity.
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Asignificant problem with social and behav-
ioral intervention research is that treatment
fidelity, the extent to which an intervention

is delivered as intended (Glasgow, Vogt, & Boles,
1999), is often overlooked. Unfortunately, careful
observation offidelity continues to be amethodolog-
ical and pragmatic challenge for numerous reasons
(Fraser, 2004;Tucker & Blythe, 2008). Intervention
researchers have noted that observing, recording,
and evaluating intervention encounters is time con-
suming and expensive (Bellg et al., 2004; Planas,
2008). In addition, many social and behavioral
interventions are multifaceted, making it difficult
to assess the quantity, quality, and timing of the
intervention as a whole. Furthermore, when inter-
ventions consist of multiple components, it may not
be clear which components are important to mea-
sure, and if they are, how to operationalize them.
These and other reasons may explain why most
studies (39% to 55%) do not use any fidelity safe-
guards (Borelli et al., 2005; Moncher & Prinz,
1991; Naleppa & Cagle, 2010; Tucker & Blythe,

2008). This oversight is concerning, because if
treatment fidelity is not closely monitored, the
results of the intervention may be uninterpretable
(Dane & Schneider, 1998; Gearing et al., 2011).
Such a lack of clarity may impede research transla-
tion when the ultimate goal of the intervention is to
promote adoption.

To inform future social work intervention re-
search, this article describes the decision-making pro-
cess involved when implementing and evaluating a
multisite program to increase family involvement
and enhance staff communication in 12 long-term
care (LTC) settings. LTC settings encounter similar
implementation challenges as found in other social
services settings, such as staffing issues (for example,
high turnover), client or resident attrition, and fre-
quent regulatory changes (Buckwalter et al., 2009).
Furthermore, regardless of setting, outside interven-
tionists must also consider the existing resources and
space to conduct the program (Fletcher et al., 2010),
and how intervention delivery is affected by limited
staff time.
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The Behavior Change Consortium’s (BCC)
five-part treatment fidelity framework is useful to
conceptualize fidelity-related decisions, as it clearly
identifies the important components of study de-
sign, provider training, treatment delivery, treatment
receipt, and treatment enactment (Bellg et al., 2004;
Borrelli et al., 2005). In adhering to this framework,
our decision-making process was guided by two
assumptions. First, that some flexibility is necessary
in social and behavioral outcomes research because
modifications to the design and implementation
may be indicated when working in challenging en-
vironments and with diverse populations. Second,
although dosing may be easily conceptualized and
measured in pharmaceutical trials (Farmer, 1999;
Fraser, Galinsky, Richman, & Day, 2009; Friedman,
Furberg, & DeMets, 2010), social and behavioral
intervention research requires some creativity and
innovation to conceive of and measure dose, while
concomitantly ensuring the flexibility needed to
adapt to individual and site differences (Fraser et al.,
2009).

DESIGN AND METHOD

Program Description
Families Matter in Long-Term Care is an educa-
tional intervention designed to improve family
involvement and promote better resident, family,
and staff outcomes, and was adapted from two exist-
ing caregiver interventions, Partners in Caregiving
(Pillemer, Hegeman, Albright, & Henderson, 1998;
Pillemer et al., 2003) and the Family Partnership
Program (Murphy et al., 2000). It was implemented
in six nursing homes and 18 residential care/assisted-
living settings. Baseline and outcome data were
collected by research assistants from family members
and staff using measures including the Interpersonal
Conflict (Pillemer & Moore, 1989) and the Guilt
subscales of the Family Perception of Caregiving
Role (FPCR) instrument (Maas et al., 2004), the
22-item version of the Zarit Burden Interview
(ZBI) (Zarit, Reever, & Bach-Peterson, 1980), and
the Burden Subscale of the Lawton Caregiving
Appraisal measure (Lawton, Kleban, Moss, Rovine,
& Glicksman, 1989).

Program Components and Fidelity
Strategies
A three-hour educational in-person workshop was
presented to families and staff separately by a trained

interventionist. The workshop included both didac-
tic and interactive activities to increase knowledge
of effective communication and partnership tech-
niques and to begin to identify meaningful family
roles that staff could support so as to promote resi-
dent quality of life. Included in the workshop were
activities such as scaling (that is, assessing on a scale
from 1 to 10 their relationship with the staff and
their family member’s quality of life), and “I” state-
ments (that is, a communication activity that teaches
individuals how to express their feelings in a conflict
situation without blaming other parties involved).

Within one week after the workshops, families
were to meet individually with trained interven-
tionists and LTC staff to create a role for themselves
through an individualized service plan. Families
were prompted to develop plans tailored to the
unique needs and preferences of the resident
(so that, for example, a resident who previously
enjoyed tending a garden, but could no longer do
so, might be cognitively and physically supported
by family and staff to tend to plants in the setting
during family visits). To enhance resident quality
of life and promote ongoing, meaningful interac-
tions with the resident, service plans addressed
one or more of the following “miracle outcome”
domains (that is, an area in which they desired to
see their family member’s quality of life improved):
getting around (for example, walking), doing things
(for example, gardening), eating well (for example,
hosting a dinner party), looking good (for example,
getting a manicure), and helping the community
(for example, decorating a common area for a hol-
iday). For families who could not attend the work-
shop, staff were to carry out service plan creation
independently with the support (if desired) of a
trained, master’s-level social worker with a back-
ground in LTC. Each interventionist was assigned
to the same setting for the duration of the study,
to serve as a liaison as needed.

Several fidelity strategies were conceived at the
design phase. First, a participant would receive
a full dose of the intervention by attending the
entire workshop and implementing a service plan.
To encourage workshop attendance, letters were
mailed to families and an announcement about
the upcoming workshop was posted in the com-
munity newsletter. To track attendance, partici-
pants were asked to sign in. Also, all participants
received a certificate of completion, and staff mem-
bers who attended theworkshop received continuing
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education credits. During the workshop, partici-
pants practiced creating meaningful service plans.
A supply list was provided to families to aid in the
development of the service plans. These supplies
were made available to families to ensure that they
possessed the materials required to successfully per-
form the activities ( for example, watering pots,
pedometers, art supplies).

To track adherence to the service plans, families
were to have ongoing contact with the intervention-
ist by way of follow-up telephone calls at onemonth,
three months, and five months after service plan
development, and postcard reminders at months
two and four. During the calls, participants would
be asked whether a service plan was created; if not,
why not; and if so, to what extent it was being fol-
lowed as planned.

Analytic Strategies to Measure Fidelity
Our measure of exposure to the core intervention
components (that is, the dose score) was developed
to account for variations among participants’work-
shop attendance, service plan creation, and service
plan adherence (that is, of 231 family member par-
ticipants, 72% attended a workshop session, 70%
developed a service plan, and 65% did both; only
37% adhered to their service plan). The measure
was determined by the extent to which each com-
ponent of the intended intervention was completed
for individual participants. Dose was scaled on a
range from 0 to 1; workshop attendance received
a score of 0 (did not attend) or 1 (did attend); service
plan creation was scored as either 0 (did not create)
or 1 (created); and the extent of adherence to the
service plan assessed via the monthly telephone calls
was scored 0 (not at all), 0.5 (somewhat), or 1
(completely), with these scores averaged over the
occasions on which adherence was reported, result-
ing in a score covering the full range from 0 to
1. Having the measure’s value range from 0 to 1
results in the desirable property that the parameter
for the measure when it is used in a regression
model expresses the effect on the outcome measure
of a full dose of the intervention, or complete fidel-
ity. Not attending a workshop, no service plan, and
no adherence yielded a score of 0 on these compo-
nents. If no data were available regarding adher-
ence, but the individual had created a service plan
(and thus had the opportunity to be adherent), a
score equal to the mean score for participants
with the same attrition status was assigned. The

scores on the three components were then averaged
to produce one single score per participant. The
mean dose among all participants was .60. This was
the measure used in analyses to evaluate the effect of
the intervention (Zimmerman et al., 2013).

For comparison purposes, two conceptually rea-
sonable alternative measures of fidelity, which also
ranged from 0 to 1, were constructed and compared
by varying the elements and the weighting of the
program attributes. The first of these added a fourth
attribute, service plan reinforcement (that is, the
number of contacts made to inquire about adher-
ence), to the other three, weighting all of them
equally (because the act of contacting participants
about the extent of their adherence contributes in
itself to the intervention). The second alternative
used the same program attributes as the basic strat-
egy but changed the weighting for service plan
adherence, giving it a double weighting to equal
the workshop and service plan combined (because
adherence to the service plan was theoretically con-
sidered to be the most important component of the
intervention). The alternative composite measures,
and the individual attributes of the intervention,
were compared with the original composite mea-
sure on the basis of their basic descriptive statistics
and on the effect on the outcome measures.

RESULTS
To promote fidelity, several key modifications were
made to the research protocol. First, because not all
families or staff were available when the workshops
were provided, an abbreviated, one-on-one version
of the workshop, offered in-person or by tele-
phone, was created. For families who missed the
full three-hour workshop, the abbreviated version
was offered at the beginning of the service plan
meeting. Second, because the staff did not have suf-
ficient time to meet with families, the intervention-
ists, rather than LTC staff, assumed the full role of
implementation. Consequently, service plans were
not always created in the presence of a staff member
as originally intended. Third, follow-up telephone
calls and postcard reminders were reduced to one
call at month three, and to one mailing at month
one, respectively, to reduce participant burden.
Details of these and other modifications to the pro-
tocol are provided in Table 1.

In terms of the measurement of dose, we exam-
ined the relationship of the four individual elements
to outcomes and compared the effects of the
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original composite measure to the effects of alter-
native composite measures of dose (see Table 2).
Among the individual dose elements, workshop
attendance related to one of four outcomes (that
is, Lawton Burden subscale); service plan creation
and service plan reinforcement (not an original
item) related to two of four outcomes (that is,
ZBI and Lawton Burden subscale for service plan
creation, and Family Perceptions of Guilt and Law-
ton Burden subscale for service plan reinforcement);
and service plan adherence related to none. The p
values ranged from .02 (workshop attendance to
Lawton Burden subscale; effect size –2.2) to .048
(service plan reinforcement to the Family Percep-
tions of Guilt and Lawton Burden subscale; effect
sizes 0.28 and –2.1, respectively). Note that effect
sizes cannot be compared across measures because
they are not standardized.

The composite dose measures all had means
toward the middle of the 0 to 1 range (.5 to .6).
The distributions departed significantly from nor-
mality with negative kurtosis (–1.0 to –1.1, p < .001
for all) and negative skew (–.6 to –.8, p< .001 for
all), reflecting an excess of 0 values and some

flatness to the peak of the distribution. All the com-
posite measures yielded significant effects on all
outcomes (p values ranged from .013 to .047).

Intercorrelations among the composite dose mea-
sures were very high (.97 to .99), with the full width
of the 95% CI being ≤ .015 for all three intercorrela-
tions. For example, the correlation between the four-
element measure and the measure with adherence
double weighted was .967 (95% CI = .960 to .974).

These high intercorrelations are consistent with
their relationship to all of the outcome measures
being similar to that of the original measure, with
generally similar p values and estimates of effect.
For example, the effect of having a score of 1 (full
fidelity) on the four-element version of the fidelity
measure (alternate 1) compared with having a score
of 0 (no fidelity) was a relative decrease of 3.0 points
on the ZBI (p = .037), compared to a decrease of
2.5 points (p = .042) for the same amount of varia-
tion on the original measure (standardized effects
equaled 0.25 and 0.21, respectively).

All of the individual measures, which each express
only a single aspect of fidelity, showed effects in the
same direction as the estimates obtained using the

Table 1: Original Fidelity Strategies and Subsequent Modifications

BCC Fidelity Category Original Fidelity Strategy Modification

Study Design: Plan for implementation
setbacks; establish a fixed dose

• Participants to attend the full
version of the workshop

• Workshop and service plan
creation conducted in person

• Fixed dose based on workshop
attendance and service plan
creation

• A shortened version of the workshop was
created to accommodate schedules

• The shortened version of the workshop and
service plan creation may be conducted by
telephone to accommodate schedules

• Varied dose based on workshop attendance,
service plan creation, the extent of adherence
to the service plan, and service plan
reinforcement

Provider Training: Assess the training of
treatment providers

• Implementation by LTC staff

• Create individualized service plans
with the input of a staff member

• Interventionist assumed the full role of
implementation

• Individualized service plans may be created
with interventionist in the absence of a staff
person

Treatment Delivery: Deliver the intervention as
intended

• Staff to undergo rigid training

• Observe staff delivery

• Interventionists underwent rigid training
due to implementation change

• Observe interventionists’ delivery

Treatment Receipt: Establish a method to verify
participants understood and could perform
the behavioral skills prescribed in the
intervention

• Direct observation of behavioral
skills

• Follow-up telephone calls to address barriers
to treatment receipt

Treatment Enactment: Establish a method to
monitor and improve the ability of patients to
perform treatment-related behavioral skills in
real-life settings

• Follow-up telephone calls to assess
adherence to service plans at
months 1, 3, and 5

• Postcard reminders mailed at
months 2 and 4 to enforce
adherence

• Follow-up telephone calls reduced to months
1 and 3

• Postcards mailed at month 1

Note: BCC = Behavior Change Consortium.
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composite dose measures. Other features evident
in the comparison among measures are illustrated

in Figure 1, which presents comparisons of the esti-
mated effect sizes and 95% confidence intervals (CIs)
for the relationship of the various fidelity measures to
the FPCR Guilt subscale outcome. Similar patterns
could be shown with any of the other outcomes.
First, it is readily apparent that the size of the estimates
varies across alternate measures of fidelity, but the
95% CIs for the estimates overlap greatly (more
than 50% in all cases), indicating that the estimates
do not differ significantly from one another across
all the alternative measures. Second, the variation in
size among the estimates is greater among the indi-
vidual measures than among the composite measures.
In the case of the FPCR Guilt subscale, the variation
among the estimates from the individual measures is
over five times greater than the variation among the
estimates from the composite measures. Third, the
95%CIs were narrower for all of the composite mea-
sures than for the individual measures. This greater
precision of the composite estimates explains why
all of the relationships for the composite measures
are statistically significant, whereas only a minority

Table 2: Descriptive Statistics and Effects on Outcomes for Alternative Measures of
Fidelity (N = 231)

Comparison of p Values and Estimates of Effect on Outcome
Measuresb

Family
Perceptions
of Caregiving

Role
(Conflict)

Family
Perceptions
of Caregiving
Role (Guilt)

Zarit Burden
Inventory Lawton Burden

Intervention Element and
Composite Dose Measure

M
(SD)a

Effect
(SE) p

Effect
(SE) p

Effect
(SE) p

Effect
(SE) p

Individual elements

Workshop attendance
0.72
(0.45)

0.19
(0.102) .07

0.14
(0.115) .24 –1.5 (1.58) .35 –2.2 (0.94) .020*

Service plan creation
0.70
(0.46)

0.10
(0.100) .31

0.06
(0.113) .57 –3.5 (1.54) .024* –1.9 (0.93) .041*

Service plan adherence
0.37
(0.33)

0.14
(0.093) .13

0.16
(0.111) .15 –2.5 (1.6) .11 –1.5 (0.83) .07

Service plan reinforcement
0.26
(0.30)

0.17
(0.12) .15

0.28
(0.139) .048* –3.5 (1.94) .07 –2.1 (1.03) .048*

Constructed composites

Original dose measure—three elementsc
0.60
(0.36)

0.17
(0.075) .025*

0.20
(0.090) .027* –2.5 (1.24) .042* –1.6 (0.66) .014*

Alternate 1 dose measure—four elementsd
0.51
(0.32)

0.19
(0.86) .028*

0.23
(0.102) .024* –3.0 (1.42) .037* –1.9 (0.76) .013*

Alternate 2 dose with service plan
adherence double weightede

0.54
(0.34)

0.17
(0.080) .033*

0.20
(0.096) .038* –2.7 (1.33) .047* –1.7 (0.71) .018*

aTheoretical range is standardized at 0 to 1 for all measures, with a value of 1 equivalent to the full fidelity according to that measure. Actual range is 0 to 1 for all measures, except for
Alternate 1, which had an actual range of 0 to 0.96.
bAll effects are unstandardized, that is, in the original metric of the scale. Lower scores are better.
cOriginal three elements: workshop attendance, service plan creation, and service plan adherence.
dFirst alternative measure adds a fourth element to the original three dose measures.
eSecond alternative measure contains the same elements in the first alternative, but service plan adherence is double weighted.
*p < .05.

Figure 1: Estimates of the Effect on the FPCR
Guilt Subscale of Alternative Measures of

Fidelity (Point Estimates and 95%
Confidence Intervals)

Note: FPCR = Family Perception of Caregiving Role; W =workshop attendance,
C = service plan creation, A = service plan adherence, R = service plan reinforcement,
D = original dose measure, A1 = alternative composite measure 1, A2 = alternative
composite measure 2.

158 Social Work Research Volume 38, Number 3 September 2014



of the estimates for the effect of the individual mea-
sures are significant. The CIs for the individual mea-
sures extend further, and therefore include zero more
often, even though in general the estimates from the
individual measures are comparable to those from the
composites. This finding suggests that the composite
measures reflect more accurate (that is, complete and
reliable) information about the dose of the multi-
component intervention than the individual mea-
sures, as would be expected if each makes a
meaningful, distinct contribution to the intervention.

DISCUSSION
Throughout the development and implementation
of Families Matter, we were tasked with making
decisions about fidelity promotion, including the
optimal measurement of dose. Finding the balance
between fidelity and flexibility can be challenging.
In our case, most, but not all, decisions aligned with
BCC’s treatment fidelity strategy recommenda-
tions. For each of these domains, the considerations,
decisions, and results related to ensuring fidelity in
the Families Matter protocol are described in the
following sections.

Study Design, Provider Training, and
Treatment Delivery Fidelity
Treatment fidelity strategies related to the design of
the study ensure that the intervention’s main ingre-
dients are considered as the study is designed. This is
generally achieved by determining the fixed dose to
be given to each participant. However, in social and
behavioral research, achieving a fixed dose is often
beyond the ability of the interventionist, so it is
especially important to maximize and monitor
dose to inform the translation of research to practice
(Durlak & DuPre, 2008; Fletcher et al., 2010;
Mihalic, 2002) and allow for a better estimation of
effect size. Individual and provider-related factors
may affect dosing amount (the quantity of the inter-
vention delivered at one point in time), frequency
(the number of times the intervention is delivered
over time), and duration (the entire length of time
the intervention is delivered as a whole) (Reed
et al., 2007). For example, dosing can vary based on
provider knowledge, participant need (for exam-
ple, participants with greater need may require a
larger intervention dose), and participant ability to
enact the intended behavioral skills.

In a multicomponent intervention such as Fam-
ilies Matter, a determination must be made about

which components to measure in regard to fidelity,
and whether all components of the intervention are
weighted equally. For example, workshop atten-
dance was considered important to fidelity, because
in both the abbreviated and the full versions, partic-
ipants received useful information about improving
their relative’s quality of life. Adherence to the ser-
vice plan was assumed to be the most integral com-
ponent of the intervention, given that the project
intended to promote family involvement through
the enactment of service plans. We initially con-
ceived of the dose as fixed (that is, service plan cre-
ation and workshop attendance), but as the project
evolved, we recognized that dose needed to vary
based on the extent to which a service plan was
carried out. This variability was allowed because it
became clear that family availability and other factors
resulted in differences in service plan adherence.

Interpretations about what constitutes core
ingredients in social and behavioral interventions
vary widely (Gearing et al., 2011). Even with a
fidelity protocol, it is sometimes difficult to pin-
point the “active” ingredients of an intervention.
For example, we assumed service plan adherence
was the most important program element given
that our effort was to increase family involvement;
however, adherence did not do better than any
of the other individual measures in establishing
an intervention effect on selected outcome mea-
sures. Also, the combined strategy that gave double
weighting to service plan adherence did not yield
greater effect sizes than either the four-element
dose measure with equal weighting or the original
dose measure. Testing such alternative strategies in pre-
liminary work may help informwhich components of
a multicomponent intervention are integral. Of
course, running analyses repeatedly to test alternative
dose measures and then selecting the one with the
best results should be avoided, because it involves
taking advantage of chance (Harrell, 2001). Conse-
quently, decisions about the dose measure in res-
ponse to the realities of intervention implementation
should be made independently of the results of anal-
yses and tested in preliminary work.

The BCC recommends that researchers plan for
implementation setbacks at the design stage. Ulti-
mately, setbacks did occur. For instance, some fam-
ily members were unable to attend the full workshops
at the times they were offered. The shortened version
that was offered as an alternativemaintained the essen-
tial ingredients of the interventions (for example,
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scaling, “I” statements, and miracle outcome activi-
ties), but eliminated introductions, background infor-
mation about the development of the project, and
group activities. Eliminating these activities allowed
us to offer the shortened version by telephone if
family members were unable to meet in person. We
did not consider these activities integral to the inter-
vention, and sowere willing to modify it accordingly.

We decided which essential ingredients were
important to maintain in the shortened version
based on the theoretical assumptions guiding the
intervention. For example, families were asked a
miracle outcome question, “Considering what is
important to the resident, what is the miracle out-
come?” In answering this question, families were
able to identify how they could add to the resident’s
quality of life to aid in the development of a service
plan—a key objective of the intervention. The mir-
acle outcome question is a technique of solution-
focused therapy, a goal-setting therapeutic approach
based on social constructionism theory (Berg & De
Jong, 1996). Having a theoretical basis for an inter-
vention may help researchers make decisions related
to fidelity when flexibility is required.

We also encountered roadblocks related to pro-
vider training. We could not expect staff to be read-
ily available during the times the workshops were
offered (especially not all staff at once), nor could
we expect them to be available at the exact moment
a service plan was being created. Therefore, we
assumed the primary role of intervention imple-
mentation. Although therewas no tangible measure
of skill acquisition, as recommended by the BCC, it
was obvious early during implementation that staff
could not carry out the intervention as originally
planned. This example illustrates an instance wherein
actual capacity was not what was originally envi-
sioned, and so might be ascertained by pilot study
or more in-depth assessment of readiness for change.

To minimize differences in delivery, the inter-
ventionists underwent rigid training using scripted
presentations and standardized materials, and work-
shop sessions were observed to ensure uniformity.
Also, to reduce differences within treatment, each
interventionist was assigned to the same site for
the duration of the study.

Treatment Receipt and Treatment
Enactment Fidelity
The effectiveness of the intervention cannot be
determined without a method of verifying that

the participants understood and could perform
the behavioral skills prescribed in the intervention.
Making follow-up telephone calls (which we re-
ferred to as the fidelity interviews and were a mea-
sure of service plan reinforcement) was the method
we used for this purpose. These calls not only
allowed us to verify that the information was under-
stood, but also provided an opportunity to address
barriers to treatment receipt—a strategy recom-
mended by the BCC. For example, when partici-
pants were asked, “What barriers exist to making
your service plan as successful as you would like?”
the data collectors were instructed to refer the par-
ticipant to the social work consultant.

The gold standard for assessing treatment enact-
ment is direct observation; however, therewas noway
to predict exactly when the plan enactments would
occur and could be observed. During the follow-
up telephone calls, participants were asked whether
a service plan was created; if not, why not; and if so,
to what extent it was being followed as planned.
The frequency of calls was eventually reduced
because, as it turned out, some plans were created
to be carried out once, and others were ongoing.
Ascertainment of enactment therefore required
flexibility, because service plans were individualized
for each participant.

Implications
In any social or behavioral intervention, it is the hope
that participants actually perform the treatment-
related behaviors in real-world settings.When trans-
lating behavioral interventions into real practice
settings, it is clear that some degree of flexibility is
needed to ensure optimal delivery (Cohen et al.,
2008), although the question is to what degree.
Howmuch flexibility is needed to overcome imple-
mentation barriers (for example, limited resources)
while maintaining the active ingredients of the
intervention that are necessary to draw accurate
conclusions about its effectiveness? For example,
this project was originally intended to be more of
a partnership between family and staff, with staff
members fully involved in the development and
implementation of the service plans. However,
during implementation, staff availability varied, so
their role became less central to the intervention.
With the goal of assisting families to find ways to be
more meaningfully engaged in their relatives’ care,
the service plans remained a key intervention
component.
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The uptake and sustainability of interventions in
real-life settings is fraught with barriers that prevent
new programs from being incorporated into usual
practices ( for example, agency policies, informal
practices, organizational culture) (Fraser et al., 2009).
To identify unforeseen challenges, we encourage
researchers to consider the benefit of expert review
and pilot testing when developing program materi-
als. Fraser et al. (2009) offered an extended discus-
sion of these benefits and suggested that researchers
closely examine the organizational or contextual
constraints affecting implementation. Identification
of these factors may result in necessary revisions to a
program’s format to increase the likelihood of
adopting it into daily practices.

Although treatment fidelity strategies should be
outlined before intervention implementation, re-
searchers may not be able to fully predict potential
setbacks. For instance, some fidelity strategies were
developed from the onset (for example, follow-up
telephone calls), but even with these strategies in
place, additional measures ( for example, dosing
score) were developed to accommodate unforeseen
challenges and opportunities.

How much program exposure is necessary to
determine intervention efficacy? Efficacy cannot
be determined if feasibility cannot be established.
In a feasibility study, dosing decisions are deter-
mined by the essential ingredients of the interven-
tion. The essential ingredients are derived from a
clear theoretical model, which is critical to guiding
research (Taylor & Bagd, 2005).The delivery of the
intervention’s active ingredients in the context of
cost, fit, and ease of implementation in a real-life
setting will determine the dosing needs to achieve
a desired effect (Hohmann & Shear, 2002).

Limitations
A noteworthy limitation to our approach is that
family member report was used to determine if a
service plan was completed and adhered to, which
was used, in turn, to calculate dose scores. In the
absence of true adherence, it is nonetheless possible,
for example, that a family member may have
answered “somewhat adherent” if there was intent
to enact the service plan, or if there were barriers to
completing the service plan. It is also possible that
some service plans were too ambitious, so their rela-
tionship to outcomes might have been influenced
by special challenges. Furthermore, there could
have been other important reasons why service

plans were not implemented (for example, change
in family member’s health status), which themselves
could have related to outcomes. Understanding the
reason for the relationship of measures of fidelity to
outcomes is beyond this study, but would be an
important contribution to inform future research.

CONCLUSION
By reporting our fidelity strategies and assessing the
extent to which our strategies aligned with the
BCC recommendations, we offer an opportunity
for social work researchers to learn from the chal-
lenges we faced and the decisions we made to max-
imize fidelity throughout the development and
implementation of Families Matter. Our findings
have important ramifications for replicating studies
in clinical settings (Borrelli et al., 2005). Also, we
hope to encourage researchers to establish creative
ways to calculate dose scores based on implementa-
tion barriers that inevitably occur, and to help iden-
tify the operative components of the intervention
that relate to outcomes.
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