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ABSTRACT

IDEAL PARTNERSHIPS: SELF-ORGANIZING CAPACITY AS A FACILITATING
FACTOR OF INTER-PROFESSIONAL COLLABORATION

By
Erin R. Watson

Over the last three decades there has been a growing concern regarding the poor
outcomes for the large number of children and youth with serious emotional disturbances (SED)
in the United States. The System of Care model has been adopted as a central strategy to address
the fragmented, costly, and inaccessible nature of the mental health service delivery systems that
has been attributed to these poor outcomes. Yet despite years of research and millions of dollars
in federal support, many system of care efforts struggle in transforming their systems to
adequately meet the needs of SED youth. One strategy to improve these efforts is the promotion
of inter-professional collaboration. While research suggests that inter-professional collaboration
is associated with positive outcomes for SED youth, front-line service providers often lack the
capacity to engage in these collaborative processes (Fraser & Greenhalgh, 2001; Walker &
Shutte, 2005) and there is little research available to guide communities in how to facilitate the
process of inter-professional collaboration in their own systems.

Drawing upon theories from complexity science, this study aimed to address this gap by
introducing the IDeAL Partnerships Framework, an integrated model describing how inter-
professional collaboration comes about through the development of four self-organizing
capacities (knowledge of the service delivery system, knowledge of provider differences,
reflective dialogue skills, and beliefs about collaboration) and the initiation of transformative
learning exchanges. The IDeAL Partnerships Framework was used to develop an intervention to

increase service providers’ self-organizing capacity, transformative exchanges, and collaborative



behavior. The IDeAL Partnerships Intervention was implemented with front-line service
providers and was evaluated using a longitudinal experimental design. Two waves of data were
collected from a total of 33 providers (17 in the intervention, and 16 in a control group).

Results found some support for the overall conceptual model within the IDeAL
Partnerships Framework: all four self-organizing capacities were predictive of transformative
learning exchanges, and transformative learning exchanges were predictive of collaborative
behaviors. However, transformative learning exchanges did not fully mediate the relationship
between capacity and collaboration as proposed in the framework, and analyses suggested
additional relationships between variables in the model. Results also provided some support for
the intervention’s efficacy. Quantitative results suggested a trend indicating that intervention
participants experienced increases in two of the four self-organizing capacities (knowledge of the
service delivery system and knowledge of provider differences) and their case-related
transformative learning exchanges compared to control group participants. While intervention
participants’ collaborative behaviors also increased compared to the control group in these
analyses, the interaction was driven by a decrease in the control group’s behaviors over time.

These findings were triangulated by focus groups and follow-up interviews with
intervention participants. In addition, these qualitative findings expanded upon the quantitative
findings by suggesting that at least some intervention participants also gained reflective dialogue
skills and shifted their beliefs about collaboration as a result of the intervention. Follow-up
interviews also suggested that many intervention participants were still using many of the self-
organizing capacities they gained from the intervention to improve their collaborative exchanges
4 months after the intervention ended. The quantitative and qualitative findings from the study

are discussed, as well as their implications for future research.
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Overview

Over the last three decades there has been a growing concern among communities,
government agencies, and researchers regarding the poor outcomes for children and youth with
serious emotional disturbances (SED) in the United States (National Advisory Mental Health
Council, 2001; Power, 2009; U.S. Department of Health and Human Services, 2003). SED is a
diagnosable disorder that substantially interferes with or limits a youth’s functioning in family,
school or the community (National Dissemination Center for Children with Disabilities, 2010).
An estimated 4.5-6.3 million youth in the United States experience SED (Friedman, Katz-Leavy,
Manderscheid, & Sondheimer, 1999). Not only do these young people experience severe
outcomes such as school drop-out and delinquency, but some reports indicate that less than 1/3
of these youth receive needed mental health services (Zahner, Pawelkiewicz, Di-Francesco, &
Adnopoz, 1992). This disconnect has been in part attributed to the fragmented, costly, and
inaccessible nature of most service delivery systems for SED youth and their families (Hodges,
Nesman, & Hernandez, 1999; Mankiam, 2002; Power, 2009). In response, increasing pressure
has been put on local systems to transform their traditional mode of operation in order to better
meet the needs of this population.

The System of Care model has been adopted as a central strategy by local, state, and
federal entities for enacting these system reforms (Hodges, Ferreira, Israel, & Mazza, 2006). A
system of care is a comprehensive approach to transform the service delivery system for youth
and families by improving, among other critical factors, collaborative relationships between
organizations and system stakeholders (Hernandez & Hodges, 2003). Systems of care often
engage multiple public service agencies such as child welfare, community mental health,

schools, and juvenile justice (Rossen, Bartlett, & Herrick, 2008); however, recent calls have been



made for increased involvement by informal forms of support in the community (Cook &
Kilmer, 2010a). One key strategy within the system of care model is to promote collaboration
between service agencies, a goal that has taken on greater relevance with the growing realization
that the complex problems faced by youth with SED cannot be solved by agencies working in
isolation (Hodges et al., 2006; Odegard, 2007).

While collaboration is meant to operate at all levels of the system of care, to date the
central focus in the system of care literature has been on organization-level collaboration;
collaboration among front-line providers, referred to as inter-professional collaboration, has
received far less attention (Hernandez & Hodges, 2003; Stelk & Slaton, 2010). A bias for
examining collaboration at the organizational level of analysis is also seen in other literatures
outside of the system of care field (Clancy, 2009; Nelson, Batalden, Huber, Mohr, Godfrey,
Headrick, Wasson, 2002; Smith & Mogro-Wilson, 2008). Despite this lack of attention,
empirical evidence suggests that inter-professional collaboration can serve as an important
strategy for improving consumer outcomes across a variety of settings (Lemieux-Charles &
McGuire, 2006; Suter & Bruns, 2009). However, wide-spread implementation of practices like
inter-professional collaboration rarely succeed through simply the adoption of policies or
practices at the organization-level of analysis (Lipsky, 1980; Sandfort, 1999; Smith & Mogro-
Wilson, 2008) and often requires attention to process issues like the readiness and capacity of all
stakeholder (Durlak, & DuPre, 2008; Klein & Knight, 2005). As a result of this disconnect, there
have been numerous calls for more research on the adoption and implementation of inter-
professional collaboration (Clancy, 2009; Nelson et al., 2002; Okamato, 2001). The current study
addressed this gap by examining processes to promote the implementation of inter-professional

collaboration within a system of care.



Inter-professional Collaboration within the System of Care Model

The literature has struggled to put forth a clear and consistent definition of inter-
professional collaboration, most likely due to the variation in the practice across different
contexts (Eason, Atkins, & Dyson, 2000). One simple yet effective definition describes it as the
structuring of collective action towards consumer needs among diverse service providers
(Martin-Rodrigues, Beaulieu, D’ Amour, & Ferrada-Videla, 2005). Systems of care efforts place
great emphasis on engaging youth and families within the process of inter-professional
collaboration (Burns & Goldman, 1999). As a result, many efforts have attempted to adopt the
wraparound approach, a formalized model of inter-professional collaboration that is centered
around youth and family voice (Winters & Metz, 2009). Despite its growing popularity, many
communities struggle to implement collaborative approaches like wraparound, often due to
barriers such as limited provider capacity and unsupportive system or organizational contexts
(Bruns, Suter, Burchard, Leverentz-Brady, 2004; Walker & Shutte, 2005). In addition, there
remains a gap in understanding regarding the process through which these complex collaborative
behaviors develop and function (Butt, Markle-Reid, Browne, 2008; D’ Amour, Ferrada-Videla,
Rodriguez, & Beaulieu, 2005; Polivka, Dresbach, Heimlick, & Elliot, 2001), leaving
communities with little guidance as how to facilitate the implementation of inter-professional
collaboration. This study aimed to address this gap by examining the process through which
inter-professional collaboration develops, specifically by: 1) using complexity theories to
propose a set of self-organizing capacities and exchange behaviors underlying the practice; and
2) evaluating the effects of an intervention designed to build these capacities and behaviors
among front-line providers and to address system-level barriers to inter-professional

collaboration.



Self-organizing Capacity as a Means of Promoting Inter-professional Collaboration

One useful theory for conceptualizing the process of inter-professional collaboration is
self-organizing (Allred, Burns, & Phillips, 2005; Butt et al., 2008). Self-organizing is an
emergent process through which agents establish new patterns of behavior that are adaptive to
shifting conditions within the system (Anderson, 1999). Inter-professional collaboration is
similar to self-organizing because it involves providers adapting their behaviors and services to
the shifting needs of a youth with SED and their family. Eoyang (2001) and Eoyang and Olson
(2001) proposed a theoretical model self-organizing that can be used to guide the promotion of
inter-professional collaboration in a system of care. This model suggests that inter-professional
collaboration can be maximized through a self-organizing process where service providers
engage with one another in transformative learning exchanges that take advantage of their
important differences. These transformative learning exchanges can eventually lead to the
emergence of collaborative behavior patterns between providers that are adaptive to addressing
the needs of SED youth (i.e., inter-professional collaboration). The concept of transformative
exchange is supported by similar models in the organizational learning literature that define
learning as a process where individuals align their practices in response to information about
changing environmental conditions and to the socially constructed differences (in perspective,
practice, skills) between collaborating individuals.

By drawing upon Eoyang’s (2001) model and the inter-professional collaboration and
organizational learning literature, this study proposed four self-organizing capacities that
facilitate transformative exchanges and in turn promote effective inter-professional collaboration
between stakeholders. The first self-organizing capacity relates to providers’ knowledge of

which stakeholders across the service delivery system are, or could be, relevant to their work



with SED youth and their families. This capacity is important to define the boundaries within
which the self-organizing behaviors can take place (Eoyang, 2001). The second self-organizing
capacity relates to providers’ knowledge of the relevant differences between themselves and
other stakeholders who are collaborating around the needs of SED youth. This knowledge allows
providers to take advantage of their relevant difference whereby encouraging the emergence of
unique and adaptive solutions to address the dynamic needs of SED youth (Olson & Eoyang,
2001). The third self-organizing capacity relates to providers’ skills in reflective dialogue.
Reflective dialogue allows for the effective exchange of relevant information and learning
between collaborating providers that can lead to adaptive practices (Butt et al., 2008). The fourth
self-organizing capacity relates to providers’ beliefs about the practice of collaboration itself.
Positive beliefs about collaboration are important because they can increase stakeholders’
readiness to engage in new practices like inter-professional collaboration (Armanakis, Bernerth,
Pitts, & Walker, 2009), and facilitate a shared purpose to guide the collaboration between diverse
stakeholders (Van den Vegt & Bunderson, 2005).

The current study introduced the Integrating Differences to Amplify Learning (IDeAL)
Partnerships Framework, an integrated model describing how the emergence of collaborative
behavior patterns among stakeholders comes about through the development of self-organizing
capacities and the initiation of transformative learning exchanges. Specifically, the framework
proposes that four self-organizing capacities predict the initiation of transformative learning
exchanges, and that the initiation of transformative learning exchanges plays a mediating role
between self-organizing capacity and collaborative behaviors. This study conducted a series of
analyses to investigate the relationships within the IDeAL Partnerships Framework.

The IDeAL Partnerships Intervention



The IDeAL Partnerships Framework provided the foundation for an intervention to
develop self-organizing capacities among front-line service providers in a system of care. There
were three main elements of the intervention. First, the intervention utilized various strategies to
build participants’ self-organizing capacities, such as facilitated discussions, role playing, and
skill-building exercises. Second, the intervention involved an action research process to support
participants in identifying organizational barriers to inter-professional collaboration and in
diffusing self-organizing capacities to their direct colleagues. Third, the intervention included
capacity-building activities related to the use of simple rules. Simple rules are based on the idea
that an individual’s behavior is guided by a set of simple rules or, in social psychology terms,
simple schemata (Anderson, 1999; Bonabeau & Meyer, 2001). These simple rules can be
intentionally developed and promoted across groups of individuals to shape and guide system
behavior (Olson & Eoyang, 2001). Drawing from the self-organizing literature, the intervention
developed the following set of simple rules to guide stakeholders’ collaborative behaviors: 1)
connect with critical partners; 2) integrate relevant differences; 3) adapt to change.

The study piloted and evaluated the IDeAL Partnerships Intervention using a longitudinal
experimental design. The intervention involved 17 front-line service providers addressing the
needs of SED youth from four different public service agencies within a system of care in
Saginaw, Michigan. These participants engaged in a series of 6 meetings (approximately twice a
month) that lasted approximately 2 hours each. The intervention participants were compared
with a control group of 16 service providers from the same 4 service agencies.

Summary
In summary, the purpose of this study is to contribute to our current understanding of the

process through which inter-professional collaboration develops in a system of care context.



Specifically, the study investigated the relationships between self-organizing capacities, the
initiation of transformative learning exchanges, and collaborative behaviors as defined by the
IDeAL Partnerships Framework. The study also examined whether an intervention based on the
framework successfully increased self-organizing capacity, transformative exchanges, and
collaborative behaviors for participating service providers. The study answered the following

research questions to assess these areas:

1. To what extent are self-organizing capacities related to the initiation of transformative
learning exchanges?

2. To what extent does the initiation of transformative learning exchanges mediate the
relationship between self-organizing capacities and collaborative behaviors?

3. Does the IDeAL Partnerships Intervention have a significant influence on participants’ self-
organizing capacities?

4. Does the IDeAL Partnerships Intervention have a significant influence on participants’
initiation of transformative learning exchanges?

5. Does the IDeAL Partnerships Intervention have a significant influence on participants’

engagement in collaborative behaviors?



Introduction

The following literature review begins by providing a historical context for understanding
the need for inter-professional collaboration within the system of care model. This is followed by
an overview of the research on inter-professional collaboration, and a theoretical framing of
inter-professional collaboration as a self-organizing phenomenon. Finally, the review discusses a
series of self-organizing capacities hypothesized to promote inter-professional collaboration as
well as an intervention to foster this capacity among front-line service providers in a system of
care.
History of the System of Care Approach

A series of reports came out beginning in the late 1980°s that documented the large gap
between the mental health needs of youth, particularly those with severe emotional disturbances
(SED), and the service delivery system’s ability to meet those needs (Knitzer, 1982; Stroul &
Friedman, 1986). For example, some estimates reported that less than one-third of the youth who
need mental health services receive them (Zahner et al., 1992). Considering that an estimated
4.5-6.3 million youth experience SED in our country (Friedman et al., 1999), comprising up to
50% of the children in child welfare and 80% of the children in juvenile justice (National
Advisory Mental Health Council, 2001), these low rates of service utilization are incredibly
concerning. Years after these initial reports came out there is still widespread recognition that the
needs of SED youth and their families are not adequately addressed by mental health
organizations and professionals (Annie E. Casey Foundation, 1999; Institute of Medicine, 2001;
U.S. Department of Health and Human Services, 2003). This failure is due in part to the fact that
the service delivery system for youth with SED continues to remain fragmented, costly, and

difficult to access for those who need it (Hodges et al., 1999; Mankiam, 2002; New Freedom



Commission on Mental Health, 2003; Power, 2009). As a result, in many communities the
available services for youth with SED are ineffective, overly restrictive, insufficient in quantity
or quality, or simply inappropriate (U.S. Department of Health and Human Services, 1999). This
situation is compounded by the fact that many youth with SED and their families require services
or support from multiple systems, including mental health, special education, child welfare, and
juvenile justice (Stroul & Friedman, 1986; Rossen et al., 2008). The inability of the service
delivery system to meet the needs of SED youth has been associated with such negative
outcomes as school drop-out and involvement in the juvenile justice or child welfare systems
(Institute of Medicine, 2005).

The system of care approach was developed in response to this research as a means to
improve outcomes for youth with SED and their families. The Child Mental Health Initiative
under the Substance Abuse and Mental Health Services Administration (SAMHSA) was created
in 1993 to facilitate the development of system of care efforts around the county (Center for
Mental Health Services, 2008) and over the years has invested over $1.5 billion into this
endeavor. The original definition of a system of care proposed in the 1980’s referred to the
model as:

a comprehensive spectrum of mental health and other necessary services which are

organized into a coordinated network to meet the multiple and changing needs of

children and adolescents with severe emotional disturbances and their families” (Stroul

& Friedman, 1986, p. 3).

This definition has evolved over the years to focus more on systems change, with a more recent
definition stating:

A system of care is an adaptive network of structures, processes, and relationships

grounded in system of care values and principles that provides children and youth with

serious emotional disturbances and their families with access and availability of

necessary services and supports across administrative and funding jurisdictions (Hodges
et al., 2006).



Overall, the goal of the system of care approach is to replace the traditionally fragmented,
restrictive, and professionally-driven service delivery system with one that is coordinated,
flexible, family-driven, community-based, and better able to meet the complex needs of the
community (Hodges et al., 2006; Stroul & Friedman, 1986).

The key organizations typically involved in a system of care include schools, community
mental health centers, child welfare agencies, and the juvenile justice system (Hodges et al.,
2010). While this representation has grown over the years, Cook & Kilmer (2010a) recently
critiqued system of care efforts for their lack of engagement of informal and natural sources of
support in the community, such as faith-based organizations and extended family. Taking an
ecological approach, these authors argue that without integrating these natural community
supports into a child’s care, any positive service outcomes will likely be short lived after services
end (Cook & Kilmer, 2010a). Thus, one goal for a system of care is to intentionally extend the
boundary around which stakeholders are to be involved in the care of SED youth to include more
community-based supports (Foster-Fishman & Droege, 2010).The current study will take place
in a system of care initiative in Saginaw, Michigan, that has to date engaged four public sectors
related to education, community mental health, juvenile justice, and social services.

Despite the enthusiasm and funding focused on developing system of cares, many
communities struggle to implement and embed the system of care practices into their systems.
(Bruns et al., 2005; Cook & Kilmer, 2010b; Epstein, Nordness, Kutash, Duchnowski, Shrepf,
Benner, & Nelson, 2003). Research suggests that one of the reasons underlying this struggle is
that many communities adopt particular changes to their service delivery systems without fully
considering or attending to the dynamic processes needed to actually implement those changes

(Klein & Knight, 2005; Wandersman et al., 2008; Smith & Mogro-Wilson, 2008). These
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processes often relate to issues of readiness, capacity, diffusion, and sustainability as they unfold
over the course of a change effort (Foster-Fishman & Watson, 2010b). Thus, change agents can
potentially play an important role in helping communities move from “principles to practice”
(Kilmer, Cook, & Palamaro Munsell, 2010) by working to embed key system changes into the
daily practice of service delivery stakeholders.

Importance of Inter-Professional Collaboration within the System of Care Model

One of the major change targets in a system of care is interagency collaboration, a
concept that has taken on greater relevance with the growing realization that the complex and
multidisciplinary problems faced by children with SED require the coordination and
collaboration of services between a diverse array of agencies and providers (Stroul & Friedman,
1986; Hodges et al., 1999; Hodges et al. 2006; Odegard, 2007). This is because children and
youth with SED often require a range of diverse services including special education, social
services, health and mental health, vocational training (Rossen et al., 2008). Interagency
collaboration has be defined as “a process in which organizations exchange information, alter
activities, share resources, and enhance each other’s capacity for mutual benefit and a common
purpose by sharing risks, responsibilities, and rewards” (Himmelman, 2004, p. 3).

While interagency collaboration implies coherent patterns of collaborative behavior at all
levels of analysis (Barr, Koppel, Reeves, Hammick, & Freeth, 2005) the majority of existing
studies and corresponding measures examining the promotion of interagency collaboration
within service delivery systems focus solely on the organizational-level of analysis (Dedrick &
Greenbaum, 2010; Friedman, Reynolds, Quan, Call, Crusto, & Kaufman, 2007; Smith & Mogro-
Wilson, 2008). There is an assumption in much of the interagency collaboration literature that

the adoption of collaboration at the organizational level implies the adoption of collaboration

11



among individual providers within those organizations (Smith & Mogro-Wilson, 2008).
However, research shows that the adoption of a policy or practice (e.g., collaboration) at the
organizational level of analysis is often insufficient for ensuring the implementation of that same
practice at the frontline staff level (Lipsky, 1980; Sandfort, 1999; Smith & Mogro-Wilson,
2008). In response, there have been numerous calls for more research on the development and
implementation of collaboration at the individual level of analysis (referred to as inter-
professional collaboration) across a variety of settings (Clancy, 2009; Lemieux-Charles &
McGuire, 2006; Nelson et al., 2002; Okamato, 2001). This is reinforced by a growing
recognition that inter-professional collaboration plays a central role to improving patient care and
outcomes (Institute of Medicine, 2001; Miller, Freeman, & Ross, 2001).

The literature does not contain a clear or consistent definition of what behaviors
specifically constitute collaboration at the inter-professional level of analysis, most likely
because this collaboration is extremely context specific and can vary dramatically in terms of its
focus, diversity, depth of involvement and time scale (Easen et al., 2000; Robinson, 2005). For
example, inter-professional collaboration can take place in the context of a formalized team of
providers who consistently work together over a period of years (Drinka & Clarke, 2000;
Lemieux-Charles & McGuire, 2006) or in the context of a loosely structured group that is created
to serve the temporary needs of a client (Robinson, 2005). In broad terms, Martin-Rodrigues et
al. (2005) describes it as the structuring of collective action towards consumer needs and
Darlington et al. (2005, p. 1086) defined it as “shared work in relation to a client”. In their
review of the literature D’ Amour et al. (2005) identified several common keywords that cut
across the numerous definitions of the concept which included: a) sharing (i.e., shared

responsibilities, shared decision-making, shared data, shared planning and intervention); b)
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partnering (i.e., collegial-like relationship, open and honest communication, mutual trust and
respect, pursuing set of common goals or outcomes); c) interdependency (i.e., mutual
dependence, accept and capitalize on disciplinary differences to problem-solve around complex
issues); and d) shared power (i.e., power is shared and based on knowledge and experience
versus title). In the context of a system of care addressing youth with SED and their families, this
type of collaboration could occur between providers who directly share cases, whose agencies
share cases, or who have a shared interest in improving the care provided to consumers in the
service delivery system. Inter-professional collaboration could also occur throughout the
multiple stages of a case, from helping a family gain access to families, to jointly planning
services, to problem-solving around the developing needs of the case, to helping the youth and
family transition out of services.

The inclusion of youth and family consumers within the inter-professional collaborative
process is also addressed in the literature, although there are differing opinions on what form this
involvement should take and how this participation should come about (D’ Amour et al., 2005).
Within the system of care literature, in contrast, youth and family engagement is highlighted as a
central goal and guiding principle, particularly within the wraparound model of service planning
utilized within many of these efforts (Burns & Goldman, 1999; Van den Berg & Grealish, 1996;
Winters & Metz, 2009). While it is recognized that the ultimate goal in a system of care effort is
to fully involve families as equal partners within inter-professional collaboration (Stroul &
Friedman, 1986), there is evidence suggesting that systems may proceed slowly towards this goal
through a series of developmental steps as opposed to immediately through the adoption of a
new policy. For example, Hodges, Hernandez, & Nesman (2003) conducted in-depth case studies

of separate system of care efforts across the United States and found that before these systems
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could establish genuine family-professional partnerships they first needed to take actions to
establish effective collaborative relationships between professionals. More specifically, the study
found that as providers within these efforts learned how to collaborate with each other they
began viewing children and their families more “holistically in the context of their families and
communities rather than categorically from the perspective of the agency providing services”
(Hodges et al., 2003, p 301). In turn, this recognition of the need to see children and families
more holistically opened these providers up to the idea of more fully integrating families within
this collaborative process (Hodges et al., 2003). Attempts to engage families prior to this
realization were generally unsuccessful in these systems (Hodges et al., 2003). This
developmental process is supported by research suggesting that the implementation of any
change, such as collaborative behaviors, is dynamic and requires different types of readiness and
capacity over time (Foster-Fishman & Watson, 2010b). The current study will focus exclusively
on the inter-professional phase of this developmental process as a means of building the system’s
capacity to eventually implement genuine family-professional partnerships.

One of the ways in which inter-professional collaboration takes place within a system of
care is through the wraparound approach, a collaborative model endorsed by most system of care
efforts (Burns & Goldman, 1998; Van den Berg & Grealish, 1996; Winters & Metz, 2009).
Wraparound is a family-centered, team-driven planning process where youth, family members,
service providers, and natural supports collaboratively problem-solve around the dynamic needs
of the youth and family’s case (Burns & Goldman, 1998; Hyde, Burchard, & Woodworth, 1996).
While inter-professional collaboration can occur in many different forms within a system of care
(e.g., through multidisciplinary teams, informal partnerships, case management), within the

wraparound process these collaborative behavior patterns are formalized and managed by a
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trained wraparound coordinator (Burchard, Bruns, Burchard, 2002). The engagement of youth
and family members in the planning process is central within the wraparound model (Burns &
Goldman, 1998), more so than in other forms of inter-professional collaboration described in the
literature. However, there remains a focus on promoting effective collaboration between
professionals in the wraparound approach as evidenced by the inclusion of an inter-professional
collaboration construct in the Wraparound Observation Form (Nordness & Epstein, 2003), a
widely used wraparound fidelity assessment tool.

While the research base for wraparound has lagged behind other mental health
interventions (Suter & Bruns, 2009), there is growing empirical evidence suggesting that when
implemented effectively the wraparound approach can lead to better outcomes for SED youth
and their families (Bruns, Suter, Force, & Burchard, 2005; Farmer, Dorsey, & Mustillo, 2004;
Myaard, Crawford, Jackson, & Alessi, 2000; Suter & Bruns, 2008). Suter and Bruns (2009)
recently conducted a meta-analysis of wraparound studies that utilized control group designs,
including both experimental and quasi-experimental. While a previous review by Suter and
Bruns (2008) identified 36 wraparound outcomes studies conducted to date, only seven of these
studies fit the experimental or quasi-experimental criteria utilized within the meta-analysis.
Collectively the seven studies examined the effects of wraparound for a total of 802 children and
adolescents (mean age of 13.43). The mean effect size of wraparound across the seven studies
was 0.33, and the average youth receiving wraparound had better outcomes than 63% of
comparison youth receiving conventional services. Within specific domains, there were
significant effect sizes found for wraparound’s effect on mental health outcomes (0.31) and
school and juvenile-justice related functioning (0.25), and a marginally significant effect size for

living situation (.44). While still limited in the number of included studies, the results of this
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meta-analysis suggest the collaborative processes within wraparound can serve as an effective
strategy for improving youth outcomes.

Additional empirical research outside of the wraparound context has found evidence that
other forms of inter-professional collaboration are also associated with perceived effectiveness of
services and objective ratings of consumer outcomes in a variety of primary health care settings,
most often focused on adult consumers. For example, Simmons, Coid, Joseph, Marriot, & Tyrer
(2001) reviewed the experimental and quasi-experimental research between 1966 and 1998 on
multidisciplinary community mental health teams (involving professionals only) treating adults
aged 18-65 with severe mental illness. The review found that consumers receiving services from
the collaborative teams had fewer subsequent hospital admissions, fewer cases of dropping out of
services, and fewer deaths by suicide and suspicious circumstances compared to standard care
(Simmons et al., 2001). The Simmons et al. (2001) review also found evidence that inter-
professional teams reduced the costs associated with services compared to standard care.
Lemieux-Charles and McGuire (2006) conducted a review of studies conducted on a wider range
of inter-professional teams within health care settings between 1985 and 2006 and found
evidence that this type of collaborative practice was associated with better patient outcomes (e.qg.,
lower rates of depression symptoms, mortality, and readmission) and higher staff satisfaction
compared to uncoordinated sequential care.

Despite these optimistic findings, many communities struggle to effectively implement
collaborative approaches like wraparound, particularly in terms of utilizing creative problem-
solving processes and engaging families and natural supports as partners (Bruns et al., 2004;
Burchard et al., 2002; Farmer, 2000; McGinty, McCammon, & Koeppen, 2001; Walker,

Koroloff, & Schutte, 2003; Walker & Shutte, 2004, 2005). Two key barriers to the successful
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implementation of these collaborative approaches that have been identified in the literature
include: 1) a lack of provider capacity; and 2) an unsupportive system or organizational context.
First, there is a growing recognition that the vast majority of front-line service providers are not
properly trained to operate within highly collaborative contexts like wraparound and as a result
have difficulty delivering services in this manner (Fraser & Greenhalgh, 2001; Hanley and
Wright, 1995; McGinty, McCammon, & Koeppen, 2001). As suggested by Hodges et al. (2003),
efforts may need to be taken to build providers’ capacity to effectively collaborate with each
other (e.g., engage in inter-professional collaboration) before they can begin engaging youth and
families in different types of collaborative processes. In terms of these former capacities, Martin-
Rodrigues et al. (2005) and Xyrichis and Lowton (2008) reviewed the empirical research (both
qualitative and quantitative) and identified several factors that have been associated with
effective inter-professional collaboration including communication skills (e.g., active listening,
open communication), a willingness to collaborate, and an understanding of and respect for the
expertise and perspectives of diverse professionals. The current study will build on this research
to identify and evaluate capacities that can facilitate inter-professional collaboration.

Second, the successful implementation of wraparound and other inter-professional
collaboration approaches has been challenged by system and organizational contexts that are
unsupportive of the practice (Walker & Koroloff, 2007; Clark, Lee, Prange, & McDonal, 1996;
Malekoff, 2000; McGinty et al., 2001; Glisson, 2002). These barriers can take the form of
obstructive policies, a lack of administrative support, entrenched organizational routines for
providing services, rigid bureaucratic cultures that resist innovation, organizational climates
leading to depersonalization and emotional exhaustion, professional and educational

socialization that promotes isolationism, and normative beliefs or skepticism toward
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collaboration (D’ Amour, Sicotte, & Levy, 1999; Glisson & James, 2002; Martin-Rodrigues et
al., 2008; Walker & Koroloff, 2007). For example, a number of researchers have argued that
features of the organizational context such as organizational culture and climate not only
influence rates of staff turnover, work attitudes, service quality, and service outcomes (Glisson,
2007; Glisson & Hemmelgarn, 1998; Glisson & James, 2002), but also influence whether new
service innovations (e.g., new approaches to inter-professional collaboration) are adopted,
implemented, and sustained within an organization or system (Hoagwood, Burns, Kiser,
Ringeisen, & Schoenwald, 2001; Hohmann & Shear, 2002; Jensen, 2003; Schoenwald &
Hoagwood, 2001). Fortunately, there is evidence that organizational contexts within mental
health service agencies can become more supportive of innovation through intentional
interventions involving stakeholders within the organizational setting (Glisson, Dukes, and
Green; 2006). This study will explore whether engagement in an action research process focused
on addressing organizational barriers can shift providers’ ability to initiate behaviors that
facilitate inter-professional collaboration.

As of 1998 there were an estimated 200,000 wraparound teams operating in this country,
making it a primary strategy for addressing the needs of SED youth (Faw, 1999). This number
continues to grow as wraparound has become identified as a promising best practice (Burchard et
al., 2002). However, while some exemplary system of care efforts have been able to provide
wraparound for essentially every SED child within the service delivery system (e.g., Wraparound
Milwaukee), there is great variation in the degree to which communities have the resources to
comprehensively offer wraparound (Burns & Goldman, 1998). Considering that there are
approximately 4.5-6.3 million youth with SED in our country (Friedman et al., 1999), in most

communities the majority of SED youth continue to be served through more traditional forms of
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service delivery that are often fragmented across system sectors (Power, 2009). In fact, outside
of formal wraparound teams, there is extremely limited understanding of the extent to which
inter-professional collaboration occurs within children’s mental health settings (Odegard, 2007).
Outside of children’s mental health systems, research conducted in primary health and hospital
settings (e.g., general internal medicine, nursing) in the United States has found rates of inter-
professional collaboration and communication to be very low (Reeves, Rice, Gotlib, Lee-Miller,
Kenaszchuk, & Zwarenstein, 2009a; Rice, Zwarenstein, Conn, Kenaszchuk, Russell, & Reeves,
2010). In addition, Darlington et al. (2005) found that even if professionals from different
agencies are in contact with each other, this does not necessarily imply collaboration.

A number of education-based interventions have been developed to increase inter-
professional collaboration, the majority of which occur within primary health settings. These
interventions often bring together professionals from more than one discipline to learn about
improving inter-professional collaboration and client outcomes within service delivery systems
(Goldman, Zwarenstein, Bhattacharyya, & Reeves, 2009). Most of these interventions are
extremely short, such as a single day-long workshop or a series of short sessions over several
weeks or months (Holman and Jackson, 2001; Carr, Brockbank, & Barrett, 2003; Kilminster et
al., 2004; Goldman et al., 2009). Inter-professional collaboration interventions have provided
training on variety of topics including collaborative practices, continuous quality improvement,
goal-setting, the development of action plans, and communication skills (Lemieux-Charles &
McGuire, 2006; Reeves, Zwarenstein, Goldman, Barr, Freeth, Hammick, & Koppel, 2009b).
While the research on these interventions is limited, there is evidence that within primary health
settings they can improve team processes and patient outcomes (Barr et al., 2005; Lemieux-

Charles & McGuire, 2006; Zwarenstein & Reeves, 2006). For example, Zwarenstein, Reeves,
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and Perrier (2004) reviewed 14 experimental studies examining whether interventions to
promote inter-professional collaboration affected the quality of care and patient outcomes. The
review found that in 11 of these studies the interventions were associated with improved client
outcomes (e.g., lower mortality rates, improved healthy functioning) or more effectively
delivered care in a variety of health settings (e.g., geriatric, neonatal, emergency room, sexually
transmitted infections screening). However, research has found that interventions are less likely
to make lasting impacts on participants’ practice when there is a lack of support from senior
management (Reeves, Freeth, Glen, Leiba, Berridge, & Herzberg, 2006) or when the intervention
is too brief or subtle to counteract the daily routines of participants (Rice et al., 2010).

Despite the increasing popularity of interventions promoting inter-professional
collaboration, there remains a gap in understanding regarding the process through which these
complex collaborative relationships and behaviors develop and function (Butt et al., 2008;
D’Amour et al., 2005; Polivka et al., 2001). This suggests that the literature must go beyond
simply identifying factors that are associated with inter-professional collaboration and begin
exploring the mechanisms underlying the practice. Unfortunately, research on collaboration at
the front-line service provider level has mainly focused on the process through which
professionals develop their relationships with consumers instead of the process through which
collaboration develops among groups of providers delivering care (Nelson et al., 2002;
Robinson, 2005). Existing research on inter-professional collaboration has also primarily focused
on how the practice takes place in the context of formal meetings (Cott, 1997); as a result, there
is a dearth of research investigating inter-professional collaboration taking place outside of this
context (Butt et al., 2008). Thus while the literature contains varying conceptual descriptions of

the characteristics and associated factors of inter-professional collaboration, there is a lack of
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“broadly applicable, pragmatic information” guiding systems of care in how inter-professional
collaboration, in all its diverse forms, is implemented in the real world (Robinson, 2005, p 115).
The current study aims to address this gap in the literature by exploring practical processes for
promoting inter-professional collaboration within a system of care.

Relation between Self Organizing and Inter-Professional Collaboration

One way to conceptualize inter-professional collaboration is as a process through which
service providers collectively learn how to organize and adjust their behaviors to best meet the
dynamic needs of SED youth and their families. One useful framework for conceptualizing the
process of inter-professional collaboration is self-organizing (Allred et al., 2005; Butt et al.,
2008). The following section will first introduce the concept of self-organizing and then describe
its relation to the process of inter-professional collaboration.

Conceptualizing self-organizing. The concept of self-organizing comes out of the
burgeoning, multidisciplinary field of complexity science and complex adaptive systems (CAS)
(Edgren, 2008). A “complex” system is an arbitrarily defined group of independently acting
agents (individuals, organizations, sub-systems) who are densely entangled and interrelated with
one another (Eoyang, 2001). A system can contain numerous subsystems operating within it that
can be large (e.g., a network of organizations) or very small (e.g., a team of collaborating
professionals). As agents interact with one another in a complex system, the accumulated effect
of their behaviors can generate system-wide patterns that are often non-linear and unpredictable
(Holbrook, 2003). Contemporary service delivery systems can be seen as examples of complex
systems as they are made up of many diverse agents (e.g., agencies, providers, consumers) who
are interrelated based on their efforts to serve overlapping populations of consumers (Hodges et

al., 2006; Nelson et al., 2002). Similarly, individuals collaborating around the needs of a case can
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also be considered a complex adaptive system as the group is made up of diverse individuals
(therapists, parents, social workers, etc) who are interrelated based on their efforts to serve the
dynamic needs of the case (Allred et al., 2005). Interactions between agents in complex adaptive
systems can cause reactions that lead to dramatic outcomes. For example, the formation of a new
collaborative relationship between several different professionals serving the same family could
lead to synergistic thinking and the development of a broad range of ideas that would not have
emerged from each professional working in isolation.

Self-organizing is a process in which complex systems adapt to shifting environmental
conditions that render previous patterns of behavior obsolete (Comfort, 1994; Anderson, 1999).
These adaptations can result from shifts in internal conditions (new leadership within a coalition,
consolidated departments, increased capacity of staff within a team of collaborating
professionals, county-wide hiring freeze), or external conditions (reduction of government
funding for services, formation of coalition, new needs of a youth receiving services from an
interdisciplinary team of professionals) within the system’s environment (Comfort 1994). Self-
organizing promotes local patterns of behavior that allow agents to adapt to the environment;
these local patterns eventually evolve to form coherent and adaptive system-wide patterns (Olson
& Eoyang, 2001).

The foundation of self-organizing is formed by the interactions among interdependent
agents who are each trying to adapt to their own perceived opportunities and demands in the
local environment (Anderson, 1999; McDaniel & Driebe, 2001). These interactions are guided
by each agent’s internalized schema or mental model regarding how he or she understands the
best way to succeed in the world (Anderson, 1999; Senge, 2006). Out of these interactions

emerge distinct local patterns of behavior among groups of agents across the system. For
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example, in response to increased financial strain a group of providers in a service delivery
system may develop a pattern of collaborating with one another as a means to reduce duplication
of services. Over time, system-wide communication allows for local patterns all over the system
to “compete” with each other for the most stable and successful pattern given the context
(Comfort, 1994). Through this process system-wide patterns emerge (e.g., normative practices)
which in turn influence local behavior patterns in an ongoing feedback cycle (Eoyang, 2001). A
key characteristic of self-organizing is that the restructuring of the system is not imposed by an
outside force or agent; rather, it emerges from an internal process of competition between a
variety of potentially adaptive behavior patterns (Comfort, 1994; Edgren, 2008).

Self-organizing is considered a neutral process according to complexity theory
(Anderson, 1999), yet when applied to the real world certain outcomes of this process are usually
more desired than others. For example, an outcome of collaboration would be more desired in
the system of care context than an outcome of fragmentation. Change agents often attempt to
influence (versus control) the emerging patterns of behavior in a system to better align with
particular goals, for example by facilitating communication between key actors across the system
or by highlighting different perspectives for how to do the work (Eoyang, 2001). One explicit
goal for a system of care is the emergence of collaboration between agents at all levels of the
system. System theorists refer to this state as system coherence where local behavior patterns are
consistent at all levels (both vertically and horizontally) across a system, and local patterns are
reinforcing and no longer competing (Eoyang, 2001). In order to generate coherence, change
agents can attempt to identify and influence interfering patterns throughout the system. For
example, coherent system-wide collaboration may be disrupted by an internal conflicting pattern

of service providers avoiding to work with stakeholders from outside agencies because they
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distrust the quality of care in other systems. Nelson et al. (2002) suggest that many efforts like
systems of care struggle to promote coherent systems change because they focus exclusively on
higher levels of analysis and do not give sufficient attention to supporting effective and
interconnected groups or “microsystems” of collaborating providers. This study will evaluate an
intervention targeted at promoting collaborative behavior among providers in various
microsystems with the hope that these behavior patterns would eventually diffuse and lead to
coherent system-wide patterns.

Conceptualizing inter-professional collaboration as a self-organizing process. While
it is recognized that a system of care is indeed an approach to promote systems change, there are
few examples in the literature where specific theories and research from the systems field have
been used to inform system of care efforts (Foster-Fishman & Droege, 2009). While many
authors have compared complex adaptive systems with health care organizations (Anderson,
Issel, & McDaniel, 2003; Crabtree, 2003; McDaniel & Driebe, 2001; Plsek &Wilson, 2001,
Zimmerman, Lindberg, & Plsek, 1998) and specifically with systems of care (Friedman, 2010;
Hodges et al., 2006), to date no system of care efforts have adopted an explicit self-organizing
framework to guide system of care implementation. A self-organizing framework could be
particularly relevant for supporting the implementation of inter-professional collaboration
because inter-professional collaboration can itself be thought of as a self-organizing process
(Allred et al., 2005; Butt et al., 2008). For example, inter-professional collaboration involves a
group of service providers (interdependent agents) who collectively engage in problem-solving
efforts (interact) in order to continually respond (adapt) to the unique and changing conditions of

a particular case (local environment).
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In a system of care context, the complexity of providing services to youth with serious
emotional disturbances necessitates a collaborative approach that is responsive and adaptive to
unpredictable changes in the youth’s situation and service delivery context (Hodges et al., 1999).
For example, when a youth with SED enters the service delivery system, the professionals
working with the youth and his or her family form a new subsystem that is defined by the unique
needs of that youth and family. The boundary of this subsystem has the potential to include many
different types of interacting actors (service providers, family members, natural community
supports) at different points in time who could have a role in improving outcomes for that case,
thus giving it the potential for complexity. To add to this complexity, each actor will have a
unique perspective of the case that will influence his or her behavior and interactions within the
system (Williams & Hummelbrunner, 2010). As a youth’s circumstances change over time, the
opportunities and demands within their subsystem, perhaps even the subsystem boundaries
themselves, also change requiring the actors to adapt (self-organize) their strategies in order to
remain relevant and effective. Unfortunately, service providers from different agencies who are
included together within the boundary of a youth’s subsystem (by virtue of their current or
potential role in the case) are often unaware of each other or isolated in their work (Hodges et al.,
1999), preventing the systems from adequately adapting to the needs of youth in a coordinated
and effective manner. This study will seek to discover processes for integrating the actors within
these youth systems and building their capacity to adapt their strategies and services to better
meet the needs of youth and their families.

The connection between self-organizing and inter-professional collaboration is clearly
demonstrated in the wraparound approach as described above (Burns & Goldman, 1998; Van den

Berg & Grealish, 1996; Winters & Metz, 2009). Wraparound creates a subsystem around a youth
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where the youth and family can work with a group of service providers and natural supports to
collaboratively problem-solve around the dynamic needs of their case. Members are invited to
the team based on their relevance to the child and are inherently connected to one another based
on their shared goal of improving the child’s outcomes. Once convened, members of the
wraparound team combine their expertise (i.e., self-organize) to create unique and flexible
patterns of care that are adaptive to the specific opportunities and needs associated with the
family’s dynamic circumstances. These collaborative interactions continue until the family is no
longer in need of them. It is important to note that the emergence of the self-organizing process
in these types of collaborative settings ultimately depends on the quality of communication and
diverse interactions among agents, not on the control or management of one central manager or
agency (Allred et al., 2005; Edgren, 2008).

A system of care effort could draw upon different theoretical concepts from complexity
science to identify and foster conditions that encourage this type of constructive, self-organizing
behavior among professionals inside or outside of the wraparound context. The literature
suggests that self-organizing occurs naturally as interdependent agents who share the same goals
interact with each other in an attempt to adapt to their environment (Olson & Eoyang, 2001).
Unfortunately, these conditions can be hard to come by within many service delivery systems
(Hodges et al., 1999). Several reasons can be found for this disconnect. First, as mentioned
above, providers are often unaware of who is or should be included within the subsystems of the
youth with SED on their caseload (Hodges et al., 1999). Second, even when providers are aware
of each other, they often continue to focus their efforts around the goals within their specific
agency instead of developing a collective identity across agency partners (Peck, Sheinberg, &

Akamatsu, 1995). Fragmented infrastructure and norms of independence and competition —
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common characteristics of service delivery systems — can add to this isolationism and reduce the
communication and interactions between providers (Lippitt & Van Til, 1981). Third, the
literature suggests that even if professionals manage to overcome these barriers and engage in
collaboration, self-organizing is unlikely to occur unless they can engage in dialogue and
“sensemaking” to effectively integrate their diverse perspectives in pursuit of shared goals
(Allred et al., 2005). Unfortunately, providers in health and social service delivery systems are
rarely given adequate training in how to engage in dialogue with colleagues from outside
agencies (Fraser & Greenhalgh, 2001). These descriptions suggest that if inter-professional
collaboration is to occur between providers in a system of care, intentional efforts must be made
to facilitate this self-organizing behavior.

The literature suggests that fostering the conditions that support self-organizing — such as
a system awareness, collective identity, and integrative communication across agencies - may be
a more effective strategy for promoting inter-professional collaboration than attempting to force
or control behavior change through mandates or policies (Allred et al., 2005; Brown &
Crawford, 2003; Cilliers, 2001; Edgren, 2008; Uhl-Bien, Marion & McKelvey, 2007). This is
because collaboration’s emergent and dynamic characteristics are poorly matched with a reliance
on rigid management practices (Nelson et al., 2002; Olson & Eoyang, 2001). Instead of
controlling emerging processes like collaboration, change agents should articulate goals for the
system (e.g., coordinated and integrated services) and then foster conditions that will support
agents in self-organizing ways to achieve that goal (e.g., through inter-professional
collaboration). The current study will develop an intervention based on self-organizing principles

to build providers’ capacity to engage in collaborative behavior patterns that are adaptive to the
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goals of a system of care. The next sections will describe the framework that will guide this
intervention.
Eoyang’s Theoretical Model of Self-Organizing

A useful model of self-organizing was proposed by Eoyang (2001) and later expanded
upon by Olson and Eoyang (2001). While the model has primarily been applied to organizational
settings, it can easily be translated to the self-organizing process of inter-professional
collaboration in a system of care. Eoyang’s (2001) model proposes three interacting elements
that affect the self-organizing process: containers, differences, and exchanges (CDE). The
following will introduce Eoyang’s (2001) CDE model of self-organizing and describe its
relevance to inter-professional collaboration.

Containers. The first element with Eoyang’s (2001) model relates to the diverse set of
boundaries around particular groups of agents within a system. Eoyang refers to these boundaries
as containers because they define which agents are likely to interact with one another. As
individuals are brought together through different types of containers, their interactions have the
potential to give rise to new adaptive patterns of behavior (Olson & Eoyang, 2001). For example,
containers pertinent to service providers in a system of care could take the form of a shared
vision, collective identity, agency affiliation, location, a shared case, participation in the same
phase of a case (e.g., assisting a family gain access to services), a social network, shared
language, or trust. An individual agent can be included in multiple containers at the same time
(Eoyang, 2001). For example, a parole officer could participate in a container with other staff at
the court by virtue of their shared agency affiliation, as well as containers with groups of
providers from outside agencies or community stakeholders who are connected to his or her

cases. The literature suggests that a shared vision and collective identity may serve as
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particularly effective containers to promote self-organizing processes (Butt et al., 2008; Easen,
2000; Salmon, 2004).

The main function of the container within the self-organizing process is to determine the
intensity and frequency of interactions in which an agent will engage; it also serves to hold
agents together as they undergo a process of change and self-organizing (Olson & Eoyang,
2001). Agents in small containers (e.g., several providers problem-solving around a case, staff
working within a small service unit in an agency) are more likely to engage in concentrated
interactions, a condition that would encourage the development of new behavior patterns among
agents (Eoyang, 2001). Large containers (e.g., all providers working within a service delivery
system), on the other hand, are likely to encourage a wide range of less intense interaction and as
a result are less likely to support the development of stable behavior patterns (Eoyang, 2001). To
promote self-organizing, service providers can interact with individuals in currently identified
containers (e.g., individuals who have previously helped families on their caseload gain access to
services) or they can develop new containers in which to engage with stakeholders (e.g., seek out
individuals who could eventually assist them in helping families transition out of services).

Differences. Agents in a container can differ from one another in many ways including
knowledge, background, skills, expertise, perspective, resources, social connections, and energy
(Eoyang, 2001). Differences can provide agents with multiple perspectives for how to understand
needs and opportunities in the environment, as well as multiple options for how to best adapt to
these conditions (Olson & Eoyang, 2001). As a result, differences create a “potentially
generative tension” that can promote new types of interactions and can eventually lead agents to
adopt new patterns of adaptive behavior (Eoyang, 2001 p.36). For example, differences in ideas

for how best to address the needs of a youth or family could influence the adaptive behavior
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patterns among collaborating providers related to a case. Support for the importance of
differences can be seen across the literature. For example, the literature on multidisciplinary
teams suggests that “diversity creates an atmosphere for enhancing group performance” (Mannix
& Neal, 2005, p 1) and there is evidence from the teamwork literature that a team’s diversity in
expertise and knowledge is related to the emergence of innovative and adaptive solutions (i.e.,
self-organizing; Ancona & Caldwell, 1992; O’Connor, 1998; Tsui, Egan, & Xin, 1995; West,
Borrill, & Unsworth, 1998; Wiersema & Bantel, 1992). The organizational learning literature
also suggests that cognitive diversity and differences in perspective can be important facilitators
of learning across individuals within an organization (Bapuji & Crossan, 2004; Bogenrieder,
2002). The idea of focusing on significant differences is echoed in the inter-professional
collaboration literature, for example Edgren (2008) suggested that:

If health and social service providers are to meet changing demands and expectations

from patients or users, they must be able to move quickly to find mutually acceptable,

locally developed forms of integration at their points of intersection, that is, where their

separate services should be coming together (p 2).
Yet differences can have their limits. For example, while containers with agents who do not
differ from one another will be less likely to provide the necessary tension to promote new forms
of interaction and exchange, containers that focus on too many differences between agents —
regardless of how many agents are included within that container - will also be less likely to
promote new forms of behavior because actors will be unable to converge on a unified pattern
(Olson & Eoyang, 2001; Milliken & Martins, 1996).

To overcome this potential for overload, agents within a container must focus on the
differences that are most relevant and significant to the adaptive needs of the group, or in other

words the “differences that make a difference” (Olson & Eoyang, 2001, p89). For example, the

self-organizing process among a group of providers would probably lead to more adaptive
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solutions for a youth with SED if they were able to identify and focus on their differences that
were most relevant to a case, such as their previous experiences with the youth, unique service
ideas, different professional backgrounds, or community connections - as well as focusing on
how these different perspectives could inform a diverse array of solutions for the case - rather
than focusing on their less relevant differences in gender, age, authority, or historical agency
conflicts. This idea is supported by research on diverse multidisciplinary teams that has found
differences in skills, knowledge, and ability to be more positively related to creativity and group
problem-solving than demographic differences in race, gender, or age (Mannix & Neale, 2005).
While less relevant differences in demographics, authority, or agency politics should not
become the focus of the self-organizing process, they cannot be ignored either because they
shape the ongoing interactions between actors in a container (e.g., long-standing conflict
between the directors of two agencies could hinder the interactions between providers
representing these agencies; Olson & Eoyang, 2001). Instead of avoiding them, Olson and
Eoyang (2001) suggest that actors must be able to acknowledge and work within these
differences in order to open up space to concentrate on more relevant differences for self-
organizing. This resembles the call within the organizational learning literature for a greater
acknowledgement of organizational politics and power within the social learning process
(Coopey, 1995). Unfortunately, working through these differences is often difficult to achieve in
practice (Bunderson & Sutcliffe, 2002), as will be described below. In order to constructively
take advantage of their relevant “points of intersection,” and work through their less relevant and
potentially distracting differences, collaborating providers must engage with each other in the

final element within the CDE model: transformative exchanges.
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Exchanges. The exchange element within Eoyang’s (2001) model relates to information,
energy (e.g., enthusiasm), or materials that are exchanged between agents as they interact in a
container. Exchanges occur through many mediums (e.g., face-to-face conversations, emails,
phone calls, memos, or the delivery of goods) and can occur naturally or can be intentionally
structured (Olson & Eoyang, 2001). It is important to note that this definition moves beyond the
literature’s predominant focus on the exchanges occurring between stakeholders within formal
meeting settings. Exchanges are considered “transforming” when they promote learning and new
behaviors within an individual agent (Eoyang, 2001). For example, provider A initiates an
exchange of information with provider B about ideas for how to better address the needs of a
youth on their shared caseload. This exchange would become transformative if provider B
responded to the exchange of ideas by shifting his own beliefs or behaviors related to the case.
Transformative exchanges form feedback loops where new behavior patterns are amplified or
dampened through the ongoing exchange of information or materials between agents (Olson &
Eoyang, 2001). A potential outcome of transformative exchanges is the emergence of new
collaborative behavior patterns (i.e., inter-professional collaboration) that are adaptive and
beneficial for SED youth.

For the purposes of this study, a transformative exchange will be defined as an interaction
that has the potential to promote learning (including shifted ideas, beliefs, and perspectives)
and/or new behaviors within agents. Research suggests that transformative exchanges are
important to self-organizing because they improve actors’ ability to collectively learn and adapt
their behaviors, beliefs, and plans to the changing demands of the environment (Butt et al., 2008;
Edmondson, 1999). There is great emphasis in the literature on how the quality of interaction and

information flow between agents influences their learning or adaptive behavior (Anderson,
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Crabtree, Steele, McDaniel, 2005; Bapuji & Crossan, 2004; Dasgupta & Gupta, 2009; Easterby-
Smith & Araujo, 1999; Liebeskind, 1996; Nelson et al., 2002; Yeo, 2006).

The concept of transformative exchange overlaps with some of the conceptualizations of
learning within the organizational learning literature as well. For example, the role of
transformative exchanges within self-organizing resembles the technical perspective of learning
within the organizational learning literature, for example theories from Argyris and Schon
(1978) and Levitt and March (1988). This perspective describes learning as a process where
individuals detect and correct errors within their practice to better align with reality (in the
system of care context, this would be within professional’s practice with youth and families). On
the other hand, the role of transformative exchanges also overlaps with the social learning
perspective within the organizational learning literature, for example theories from Lave and
Wenger (1991) and Strauss (1993). This perspective describes learning as a socially constructed
process that is “situated” in social practice where individuals develop their practice through their
interactions with others within the organizational setting (in the system of care context, this
social practice would involve interactions with stakeholders in pertinent containers). There are
aspects from both the technical and social perspectives that are relevant for understanding how
providers collaboratively adapt around their shared cases. The idea of transformative exchanges
within self-organizing practice incorporates elements from both the technical and social
perspectives of organizational learning by describing a process where providers align their
practices in response to: 1) technical information about the changing conditions within the case;
and 2) the socially constructed differences (in perspective, practice, skills) between providers

within the container.
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What factors influence whether an interaction or exchange between providers has the
potential to promote adaptive learning and behavior change related to improving outcomes for
youth and families (i.e., whether the exchange is transformative)? As described above, bringing
together partners with differences in perspective has been suggested in multiple literatures as
serving a facilitating role within adaptive learning. In addition to differences, two other key
elements are salient across the self-organizing, inter-professional collaboration, and
organizational learning literatures: 1) collective identity; and 2) reflective dialogue. The first
factor fosters opportunities for transformative exchanges, while the second facilitates the quality
of the exchange itself.

Collective Identity. A collective identity facilitates transformative exchanges by helping
stakeholders to work within or around their less relevant (but perhaps not less salient) differences
that can hamper learning. Some of the key agency differences that the inter-professional
literature has found to be most associated with this misunderstanding and conflict include agency
policies, procedures, cultures, roles, specific language and jargon, limitations, educational
socialization and professional paradigm, and commonly perceived stereotypes associated with
each other’s agency (Alter & Hage, 1993; Bullock & Little, 1999; Caplan & Caplan, 1993; Easen
et al., 2000; Hallett & Birchall, 1992; Miller & Ahmad, 2000; Renade, 1998; Rivard, Johnsen,
Morrissey, & Starrett, 1999; Waxman et al., 1999). Histories of previous working relationships
between agencies can also become a distracting difference to collaborating (Challis, Fuller,
Henwood, Klein, Plowden, Webb, Whittingham, & Wistow, 1988; Salmon, 2004). Research
suggests that the process of working within or around differences can be quite difficult (Drinka
& Clarke, 2000). For example, people tend to form homogenous groups due to their preference

to interact with individual who share their social categories (termed homophily; McPherson,
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Smith-Lovin, & Cook, 2001). According to social categorization theory, individuals utilize
homophily to bolster their self-esteem by attributing positive characteristics to their own groups
and less favorable characteristics to other social categories (Bunderson & Sutcliffe, 2002; Tajfel
& Turner, 1979; Williams & O’Reilly, 1998). This social comparison makes it easier for
individuals to avoid interactions (i.e., transformative exchanges) with members of different
groups and to assume that these members “just don’t understand” (Van Der Vegt, 2005, p.535).
To counter these effects, and create potential opportunities for transformative exchange
and learning, research suggests that diverse stakeholders must reduce their intergroup bias and
increases their emotional attachment to the partnership by establishing a collective identity — a
view or belief that utilizing the diverse qualities (i.e., relevant differences) across stakeholders
within a container are essential for meeting shared goals (Butt et al., 2008; Easen, 2000; Salmon,
2004; Hallet & Birchall, 1992; Huo, 2003; Johnson, 1992; Mariano, 1989; Wenger, 2000). In
other words, collective identity allows stakeholders to bridge their differences without
eradicating the distinct value each member’s difference brings to helping the group reach their
goal (Brewer, 1995; Thomas & Ely, 1996), providing stakeholders with a sense of “feeling
different yet similar” (Mannix & Neal, 2005, p 47). For example, Van der Vegt and Bunderson
(2005) found that collective identity significantly moderated learning in industry related
multidisciplinary teams. Specifically, the research found that in teams with low collective
identity, expertise diversity across stakeholders was negatively related to group learning; in
contrast, in teams with high collective identity, expertise diversity across stakeholders was
positively related to group learning. It is likely that these findings could transfer to the system of

care context. While collective identity opens the opportunity for many types of exchanges to
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occur, stakeholders must engage in reflective dialogue to ensure that these exchanges become
transformative.

Reflective dialogue. Reflective dialogue involves sharing and actively exploring
stakeholders’ perspectives (e.g., their ideas, experiences, knowledge, opinions), and integrating
these perspectives into coherent and adaptive solutions. Reflective dialogue can increase the
likelihood that an exchange will result in learning or behavior change and involves three steps.
First, exchanges are more likely to promote learning when stakeholders share a range of unique
ideas or perspectives that are relevant to a common goal, for example meeting the needs of youth
and families (Bunderson & Sutcliffe, 2002; Drach-Zahavy & Somech, 2001; Van der Vegt &
Bunderson, 2005). These ideas or perspectives should tap into the diverse expertise of
collaborating partners, instead of focusing solely on information that is commonly held by all
stakeholders, to avoid what is termed the “collective information sampling bias” (Wittenbaum,
Hubbell, & Zuckerman, 1999). This exchange of perspectives is important for learning because it
creates a “cross-fertilization” of ideas (Van der Vegt & Bunderson, 2005). This research suggests
that focusing on relevant differences is positively related to engaging in effective transformative
learning exchanges. The literature suggests that not only should these exchanges be diverse, but
they should also be non-critical (Sessa & London, 2007; Senge, 2006) and transparent in terms
of disclosing the assumptions and reasoning underlying one’s perspectives (Friedman, 2003).
Transparency is important because it is common for collaborating stakeholders to assume they
understand each others’ reasoning and assumptions when in actuality they do not (Basadur,
2004; Bullock & Little, 1999; Kutash & Duchnowski, 1997).

Second, exchanges are more likely to promote transformative learning when they involve

honest dialogue about the differences between and accuracy of stakeholders’ shared ideas and
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perspectives (Basadur, 2004; Edmondson, Bohmer, and Pisano 2001). The organizational
learning literature suggests that learning is promoted when stakeholders ask open questions and
are able to challenge each others’ underlying assumptions, confront their differences
straightforwardly, identify gaps and contradictions in their reasoning, evaluate alternatives for
action, and avoid trying to “win” an argument (Argyris & Schon, 1996; Edmondson, 1999, 2002;
Fraser & Greenhalgh, 2001; Gibson & Vermeulen, 2003; Preskill & Torres, 1999). These types
of exchanges often do not come naturally to stakeholders and require capacity building (Argris,
1991; Basadur, 2004), an issue that will be discussed again in later sections.

Third, exchanges are more likely to lead to learning and behavior change when they
include dialogue that integrates stakeholders’ diverse ideas into a coherent, shared understanding
(Argote, Gruenfeld, & Naquin, 2000; Burke, Salas, & Diaz, 2007; Clark, 1994; Gruenfeld, &
Hollingshead, 1993; Krauss & Morsella, 2000; Shon, 1983). Specifically, this involves
stakeholders using dialogue to “reframe” and integrate their initial perceptions of group
members’ perspectives and examine their own perceptions or mental models in light of this
integrated whole (Burke, Salas, & Diaz, 2007). Reframing is facilitated by group level reflection
and metacognition where stakeholders reconsider how they are approaching a problem and
processing information (Burke, Salas, & Diaz, 2007; Edmondson, 1999). Research suggests that
integrating stakeholders’ perspectives promotes collective action (Crossan, Lane, & While,
1999) and fosters the creation of effective solutions to complex problems (Allred et al., 2005;
Paul & Peterson, 2001; Weick, 1995). Reflective dialogue is thought to form a positive feedback
loop with collective identity as it promotes mutual respect, sharing, and mutual trust (Henneman,

Lee, & Cohen, 1995).
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As agents engage in transformative exchanges and mutually adjust or learn from each
other in a container over time, they can collectively develop patterns of behavior (i.e., self-
organize) that are adaptive to the environment. As mentioned above, this study will focus on how
transformative exchanges could lead to learning and in turn promote collaborative behavior
patterns among professionals that are adaptive to the evolving needs of the youth and families
with whom they work. In particular, the study will focus on two types of transformative
exchanges that are related to: 1) addressing the needs of a specific case; or 2) embedding inter-
professional collaboration across the service delivery system. In relation to a specific case,
transformative exchanges might include sharing ideas about how to problem solve around the
needs of a youth, discussing ways to integrate services for the case, or exchanging information
about helping a family access community resources. In relation to embedding inter-professional
collaboration within the service delivery system, a transformative exchange might include
sharing ideas or strategies with colleagues about how to better initiate or engage in collaborative
behaviors, discussing how to problem solve barriers to collaborating (i.e., incompatible policies
or practices across agencies), and diffusing self-organizing capacities to their colleagues.

As mentioned above, the specific behavior patterns that result from transformative
exchanges are influenced by the unique combination of differences and containers related to the
exchanges. For example, exchanges between agents who do not differ from one another can
become redundant and will be less likely to lead to new adaptive behavior patterns, where as
exchanges between agents who differ from one another in relevant ways are likely to lead to
more adaptive, innovative behavior patterns (Eoyang, 2001). As suggested above, exchanges are
also influenced by the type of container in which the exchanges occur. Containers that have too

few actors will limit the degree of diversity among actors and stifle the emergence of adaptive
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behavior patterns. Containers that have too many actors, on the other hand, will make it difficult
for actors to focus on their relevant differences and drown out the emergence of adaptive
behavior patterns (Eoyang, 2001). Morgan (2003) suggests that the optimal number of actors
within an interdisciplinary community mental health team (i.e., container) is 6-8.

Resulting Behavior Patterns. According to Eoyang’s (2001) CDE model, collaborative
behavior patterns that are adaptive to the needs of youth and families can emerge through a self-
organizing process where providers in the same container (e.g., connected in some way to a case,
working for the benefit of SED youth) engage with one another in ongoing transformative
learning exchanges (e.g., discussing ways to improve outcomes for a youth, sharing ideas for
overcoming barriers to collaboration) that are based on relevant differences (e.g., different
perspectives on effective strategies for youth, different ideas about how to embed collaborative
practices across the system). The resulting collaborative behavior patterns that could emerge
from this self-organizing process might include collectively developing and revising service
plans for shared cases or using each other’s ideas or suggestions more broadly in their work with
youth and families. These resulting behavior patterns could prompt the emergence of additional
transformative exchanges. For example organizing a joint planning meeting could lead to future
exchanges of ideas and information between providers, creating an ongoing feedback loop. The
next section will describe a framework that can be used to build stakeholders’ capacity to embed
Eoyang’s (2001) three self-organizing elements of containers, differences, and exchanges into
their daily practice.

IDeAL Partnerships Framework
Front-line service providers could develop the capacity to integrate the CDE model

elements into their daily practice, whereby fostering their initiation of learning exchanges that
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could eventually lead to self-organizing behaviors related to addressing the complex needs of
youth and families (i.e., inter-professional collaboration). Specifically, this capacity could

promote transformative exchanges that are based on relevant differences within pertinent

containers, hereon referred to as optimized transformative exchanges (OTEs). As mentioned
above, OTEs can be focused on developing ideas and solutions to better meet the needs of a
specific case, or on embedding inter-professional collaboration across the system by addressing
contextual barriers and diffusing self-organizing capacities to colleagues. OTEs are important
because they serve as an antecedent to the emergence of self-organizing collaborative behavior
patterns among providers. Capacity building efforts around the CDE model elements is
important because service providers are often woefully unprepared to initiate or engage in OTEs
due to the fact that most training approaches do not teach providers how to work and
communicate with individuals from other disciplines (Fraser & Greenhalgh, 2001; Institute of
Medicine, 2003).

While Eoyang’s (2001) CDE model describes the processes related to self-organizing, it
does not explicitly define the capacities required for stakeholders to initiate OTESs. This study
aimed to address this gap by introducing the IDeAL (Integrating Differences to Amplify
Learning) Partnerships Framework. The IDeAL Partnerships Framework incorporates key
capacities suggested in the literature on self-organizing, inter-professional collaboration,
implementation, and group learning as necessary to initiate OTESs. These capacities include: 1)
the ability to locate stakeholders in pertinent containers within a service system; 2) knowledge of
the differences between partnering stakeholders that are most relevant to meeting the needs of
youth and families, as well as the differences that are potentially distracting toward this goal; 3)

the ability to promote reflective dialogue between stakeholders in relevant containers; and 4)
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beliefs about collaboration as an appropriate practice for serving youth and families and as it
relates to a collective identity.

The IDeAL Partnerships Framework suggests that the four self-organizing capacities
promote the initiation of transformative exchanges, and that the initiation of transformative
exchanges mediates the relationship between capacity and collaborative behaviors. This
framework could be used to guide efforts to promote new patterns of inter-professional
collaboration between service providers in a system of care. In addition to improving providers’
ability to collaborate with other professionals, the IDeAL Partnerships Framework could also be
used to help providers eventually transition from engaging solely in professional partnerships to
partnering with more fully with youth and families in the developmental process described by
Hodges et al.’s (2003) research. The following sections will describe each of the four capacities
within the IDeAL Partnerships Framework and how they relate to the initiation of OTEs and
collaborative behaviors (see Figure 1).

Capacity 1: knowledge of pertinent containers. In order to initiate OTEs, providers
must gain the capacity to identify stakeholders who are - or could be - included in pertinent
system containers that can facilitate their work with youth with SED and their families. This
could include providers who directly share cases with participants, or individuals who intersect
in other ways within their work, such as staff who could assist a family in gaining access to an
agency’s services Or connecting with community supports. Being able to identify stakeholders in
pertinent containers involves an understanding of who knows what, who does what, and with
whom in the service delivery system or broader community. It also involves acknowledging that
who is included in the specific pertinent containers may shift over time as youth and family

circumstances or needs change. The literature refers to this knowledge as network cognition and
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suggests that it provides agents with a roadmap to identify and navigate potentially beneficial
relationships (Kilduff, 2006; Krackardt, 1987). Research suggests that individuals within an
organization or system often vary in the accuracy of their perceptions of the network (Krackardt,
1987). Thus, it is essential that providers have a realistic understanding of the service delivery
system in order to navigate pertinent containers and initiate OTEs related to their work with
youth and families. The study investigated whether having knowledge of which stakeholders are
or could be included in pertinent containers was related to the initiation of OTEs using the
following hypothesis:

H1: higher levels of knowledge about pertinent containers will be related to more

frequent initiations of OTEs.

Capacity 2: knowledge of differences. Initiating OTEs also requires providers to have
an understanding of the differences between system stakeholders that are most relevant for
developing adaptive solutions to address the complex needs of youth and families (Olson &
Eoyang, 2001). Learning about relevant differences could create an overlapping knowledge base
across providers that encourage the process of self-organizing (Allred et al., 2005). The literature
suggests that inter-professional collaboration is facilitated when providers understand each
others’ differences in roles, competencies, and scope of practice (Sargeant, Loney, & Murphy,
2008). In terms of a system of care for youth with SED and their families, specific relevant
differences could include: access to information about a case; social connections within the
service delivery system; skills or expertise related to serving youth and families; specific services
offered; ideas and strategies for addressing the needs of a case; or ideas for embedding
collaborative practices across the system. By identifying relevant differences between

stakeholders in each of their pertinent containers, providers will be able to use transformative
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exchanges to take advantage of how their differences can lead to more adaptive behavior
(Bunderson & Sutcliffe, 2002; Olson & Eoyang, 2001; Van der Vegt & Bunderson, 2005).

In addition to differences that are relevant for developing adaptive solutions, stakeholders
must also identify and understand those differences that could potentially distract them from
engaging together in collaborative self-organizing (Olson & Eoyang, 2001). In the system of care
context, these distracting differences could include a range of specific agency policies, legal
mandates, service procedures, technical terms, and resource limitations that affect the way
stakeholders carry out their jobs and delivery services to youth and families. By learning about
the different conditions that affect and limit the way providers delivery services in their
respective agencies, stakeholders could be more capable of using transformative exchanges to
work through their distracting differences and focus instead on the relevant differences they
bring to adaptively solve problems (Olson & Eoyang, 2001; Milliken & Martins, 1996). This
study investigated whether knowledge of the relevant and distracting differences between
providers in the service delivery system was related to the initiation of OTEs as defined by the
IDeAL Partnerships Framework using the following hypothesis:

H2: higher levels of knowledge about the differences between providers in the system

will be related to more frequent initiations of OTEs.

Capacity 3: skills in reflective dialogue. The empirical and conceptual literature on
inter-professional collaboration suggests that communication skills and a knowledge of the
language, terms, and jargon used in different agencies are key factors in facilitating exchanges
between service providers (Akhavain, Amaral, Murphy, & Uehlinger, 1999; Braithwait et al.
2007; Easen et al., 2000; Felker et al., 2004; Haley et al., 2004; Henneman, Lee and Cohen,

1995; Miller & Ahmad, 2000; Nichols, DeFriese, & Malone, 2002; Quinn & Cumblad, 1994).
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While these skills are important, the inter-professional collaboration literature has for the most
part ignored the skills in reflective dialogue suggested by the group learning, organizational
learning, and self-organizing literatures. Reflective dialogue requires participants to: 1) engage in
non-critical and transparent exchanges of different ideas; 2) use dialogue to actively explore
perspectives; and 3) integrate ideas into a cohesive whole. The following sections will
summarize some of the capacities the literature suggests support each of these actions.
Capacities to foster non-critical and transparent exchange of different ideas. To
communicate new ideas transparently and non-critically, the literature suggests that providers
need several types of capacity. First, providers must learn how to encourage each other to share
new and different ideas to avoid the collective information sampling bias described above
(Wittenbaum et al., 1999). Edmondson (2003) suggests that this can be accomplished by learning
how to communicate to others , both verbally and non-verbally, that their input is “explicitly
needed and desired” (p 1424). Second, providers must learn how to articulate their ideas and
perspectives clearly and simply in order to reduce the “fuzziness” that plagues many exchanges
(Basadur, 2004). This requires providers to learn how to effectively explain their terms,
definitions, and technical language so that all collaborating stakeholders have a consensus on
what this language means in relation to their shared goals (Kutash & Duchnowski, 1997; Miller
& Ahmad 2000; Ranade, 1998). Third, providers need to gain the capacity to openly and
respectfully communicate the reasoning and assumptions behind their opinions, beliefs, and
actions to diverse stakeholders (Friedman et al., 2003; Sargeant et al., 2008). Transparently
communicating one’s ideas is important because it increases the likelihood that others will also
provide honest disclosure of their reasoning (Friedman et al., 2003). This skill can be difficult for

most people because, as Argyris (1991) describes, most people have developed “defensive
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reasoning” that encourages them to “keep private the premises, inferences, and conclusions that
shape their behavior” (p. 103). However, Argyris (1991) argues that people can be taught how to
identify the reasoning behind their beliefs and actions, recognize the contradictions within their
“espoused and actual theories of action” (p. 106), and communicate this effectively to others
through intentional capacity-building efforts. Fourth, exchanging ideas in a non-critical manner
requires providers to gain the capacity to genuinely listen, maintain an open mind, and separate
the process of idea generation from the process of evaluating those ideas (Basadur, 1994;
Sargeant et al., 2008; Senge, 2006). This prevents providers from jumping to solutions too
quickly and facilitates the exchange of a broad array of diverse ideas and perspectives (Basadur,
2004).

Capacities to actively explore perspectives through dialogue. To engage in explorative
dialogue, providers must be able to inquire into others’ perspectives without trying to win an
argument (Burke et al. 2007; Senge, 2006). Specifically, providers need to learn how to ask
genuine, probing questions in order to clarify assumptions and honestly evaluate the different
perspectives offered by all stakeholders, including themselves (Edmondson, 2002; Gibson &
Vermeulen, 2003; Sterman, 2006; Zweben, 1993). Senge (2006, p 186) offers several examples
of these types of probing questions. For example, how did you arrive at your conclusion? Are
there gaps or inconsistencies in any of our perspectives? Are you using information to inform
your perspective that is different than what I have considered? What additional information
might we need to inform our perspectives?

Actively exploring perspective through dialogue also requires providers to have the
capacity to speak openly to diverse stakeholders during meetings or other interactions, to bring

up conflict directly (instead of letting it fester), and to keep an open mind (Basadur, 2004;
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Edmonson, 1999). Because these conversations have a high potential of generating conflict,
providers also need skills in negotiation in order for all members to adequately express their
opinions and retain mutual influence (Drach-Zachavy & Somech, 2001; Van Offenbeek &
Koopman, 1996)

Capacities to integrate ideas into cohesive whole. Once their ideas are clarified,
providers must have the capacity to integrate their different perspectives in the service of shared
goals (Burke et al., 2007). Unfortunately, providers in health and social service delivery systems
are rarely trained with these types of skills (Fraser & Greenhalgh, 2001). Specifically, providers
must learn how to identify ways in which their diverse perspectives are related to each other
(Clark, 1994; Shon, 1983), connect and situate these perspectives in “a larger context in which
they make sense together” (e.g., their work with youth and families; Arrow & Henry, 2010, p
864), and dialogue about how these perspectives could be integrated in order to derive solutions
that better meet the shared goals of the collaborating stakeholders (Madhavan & Grover, 1998;
Shon, 1983; Van der Vegt & Bunderson, 2005). According to Swan, Newell, Scarbrough, and
Hislop (1999), this takes place through a dynamic and interactive cycle of continuously re-
creating and re-constituting the knowledge of the group. The application of these capacities is
reliant upon the ability to develop a collective identity across stakeholders, a topic to be
discussed next. The current study investigated whether various skills in reflective dialogue were
related to the initiation of OTEs as defined by the IDeAL Partnerships Framework using the
following hypothesis:

H3: higher levels of reflective dialogue skills will be related to more frequent initiations

of OTEs.
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Capacity 4: beliefs about collaboration. The literature suggests that an individual’s
decision to implement a behavior, such as the initiation of OTEs, is influenced by their beliefs
about the behavior itself (Armanekis et al., 2007; Bandura, 1986; Klein & Sorra, 1996; Oetting,
Donnermeyer, Plested, Edwards, Kelly, & Beauvais, 1995; Rogers, 2003). The literature has
highlighted several types of beliefs that could play a key role in a providers’ decision to initiate
OTEs. For example, research suggests that providers will be more likely to initiate OTEs if they
believe: there is a need to change current practices (Bartunek, Rousseau, Rudolph, & DePalma,
2006; Kotter, 1995); inter-professional collaboration is appropriate to meet this need (Butt et al.,
2008; Lin, 2000; Miller & Ahmad, 2000); and that implementing inter-professional collaboration
will lead to anticipated benefits (van Dam, 2005; Bartunek et al., 2006).

Beliefs about collaboration are also important as they relate to developing a collective
identity with stakeholders who share similar goals. Again, a collective identity helps providers to
work within their distracting differences in order to engage in reflective dialogue focused on the
differences that are relevant to addressing the needs of youth and families. Developing collective
identity beliefs require providers to recognize the “complementarity” and interdependence of
diverse stakeholders in addressing the needs of SED youth (Bushnell & Dean, 1993; Evans,
1994; Gage, 1998; Mariano, 1989; Pike, McHugh, Canney, Miller, Reiley, & Seibert, 1993;
Satin, 1994; Siegler & Whitney, 1994, Stichler, 1995; Way & Jones, 1994; Way, et al., 2000).
For example, the literature suggests that stakeholders must see themselves as sharing mutual
goals with other stakeholders (Salmon, 2004) and believe that they have more to gain than lose
through this interdependent relationship (Bronstein, 2003) in order to engage in learning
exchanges. Davidson & White (2007) suggest this identify is facilitated by a shared “conceptual

organizing principle”— such as the goal of client recovery - that defines the commonality of
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purpose across diverse stakeholders and provides justification and motivation for inter-
professional collaboration. This can be thought of as the development of shared mental models
between collaborating stakeholders (Senge, 2006). In addition, research suggests that providers
must not only learn to respect each others’ roles and contributions, but they must learn how to
demonstrate that respect through their interpersonal interactions with collaborating partners
(Sargeant, et al., 2008). The current study investigated whether beliefs about collaboration were
related to the initiation of OTEs as defined by the IDeAL Partnerships Framework using the
following hypothesis:

H4: increased beliefs in support of collaboration will be related to more frequent

initiations of OTEs.

Mediation role of Transformative Exchanges. The IDeAL Partnerships Framework
suggests that OTEs mediate the relationship between self-organizing capacities and collaborative
behaviors. The literature suggests that engaging in OTE-like behaviors can lead to collaborative
behaviors by influencing stakeholders’ understanding of the opportunities and demands within
their environment and their plans for how to adapt to these conditions (Butt et al., 2008;
Easterby-Smith & Araujo, 1999; Edmondson, 1999; Nelson et al., 2002; Yeo, 2006). Through
this process, front-line service providers who engage together in OTEs could develop a shared
understanding of what behaviors are necessary to successfully adapt to the shifting demands and
opportunities related to their SED cases. These behaviors could include collaborative behaviors,
such as jointly developing new service strategies that better address the multiple demands and
opportunities within the case, co-designing services to reduce conflicts between the family’s
multiple service plans, and working together to provide follow-up to a case in order to

immediately identify changes in family circumstances. In other words, engaging in OTEs could
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illuminate the types of self-organizing, collaborative behaviors that could help stakeholders
succeed as service providers, and foster the alignment of providers’ actions as a result of this
shared understanding. The four self-organizing capacities could foster the initiation of OTEs and
as a result activate the potential for these learning exchanges to lead to collaborative behaviors.
The current study investigated whether the initiation of OTEs mediated the relationship between
self-organizing capacities and collaborative behaviors as defined by the IDeAL Partnerships
Framework using the following hypothesis:

H5: the initiation of OTEs will significantly mediate the relationship between self-

organizing capacities and collaborative behaviors

Figure 1. IDeAL partnerships framework.
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IDeAL Partnerships Intervention

The current study implemented and evaluated a three-month intervention based on the
IDeAL Partnerships Framework. The purpose of the intervention was to build service providers’
self-organizing capacity to initiate OTEs and collaborative behaviors related to their work with
youth with SED and their families. Figure 2 illustrates the proposed role of the intervention

(shown in bold lines) on these outcomes.
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Figure 2. Proposed influences of the IDeAL Partnerships Intervention.
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The current study investigated whether participating in the IDeAL Partnerships Intervention

increased participants’: 1) knowledge of pertinent containers; 2) knowledge of differences; 3)

skills in reflective dialogue; 4) beliefs toward collaboration; 5) initiation of transformative

learning exchanges; and 6) initiation of collaborative behaviors. To investigate these influences,

the study tested the following hypotheses:

H6: Participants in the intervention will have greater knowledge of pertinent containers

after the intervention compared to participants in the control group.

H7: Participants in the intervention will have greater knowledge of provider differences

after the intervention compared to participants in the control group.

H8: Participants in the intervention will have greater reflective dialogue skills after the

intervention compared to participants in the control group.

H9: Participants in the intervention will have stronger ratings of positive beliefs toward

collaboration after the intervention compared to participants in the control group.
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H10: Participants in the intervention will initiate OTEs more frequently after the
intervention compared to participants in the control group.
H11: Participants in the intervention will engage in more collaborative behaviors after the
intervention compared to participants in the control group.
Research Questions and Hypotheses
The current study attempted to answer the following research questions:
1. To what extent are self-organizing capacities related to the initiation of transformative
learning exchanges?
2. To what extent does the initiation of transformative learning exchanges mediate the
relationship between self-organizing capacities and collaborative behaviors?
3. Does the IDeAL Partnerships Intervention have a significant influence on participants’ self-
organizing capacities?
4. Does the IDeAL Partnerships Intervention have a significant influence on participants’
initiation of transformative learning exchanges?
5. Does the IDeAL Partnerships Intervention have a significant influence on participants’
collaborative behaviors?
The following hypotheses were also explored in this study:
H1: Higher levels of knowledge about pertinent containers will be related to more frequent
initiations of OTEs.
H2: Higher levels of knowledge about the differences between providers in the system will be
related to more frequent initiations of OTEs.
H3: Higher levels of reflective dialogue skills will be related to more frequent initiations of

OTEs.

51



H4: Increased beliefs in support of collaboration will be related to more frequent initiations of
OTEs.
H5: Initiations of OTEs will mediate the relationship between self-organizing capacities and
collaborative behavior.
H6: Participants in the intervention will have greater knowledge of pertinent containers after the
intervention compared to participants in the control group.
H7: Participants in the intervention will have greater knowledge of provider differences after the
intervention compared to participants in the control group.
H8: Participants in the intervention will have greater reflective dialogue skills after the
intervention compared to participants in the control group.
H9: Participants in the intervention will have stronger ratings of positive beliefs toward
collaboration after the intervention compared to participants in the control group.
H10: Participants in the intervention will initiate OTEs more frequently after the intervention
compared to participants in the control group.
H11: Participants in the intervention will engage in more collaborative behaviors after the
intervention compared to participants in the control group.
Summary

Despite years of research and millions of dollars in federal support, there continues to be
an urgent need to facilitate the success of the system of care movement for youth with SED and
their families. One strategy to improve the service delivery system’s ability to meet the needs of
these youth is the promotion of inter-professional collaboration. Unfortunately, many providers
lack the capacity to engage in collaborative processes (Walker & Shutte, 2005), and there is little

research available to guide communities in how to facilitate the process of inter-professional
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collaboration in their own systems (Butt et al., 2008; D’ Amour et al., 2005). Drawing upon
theories from complexity science, this study aimed to address this gap by testing the processes
defined within the IDeAL Partnerships Framework and by evaluating an intervention based on
the framework to increase front-line service providers’ capacity to self-organize around the needs
of SED youth and their families. The evaluation of both the IDeAL Partnerships Framework and
the intervention aimed to contribute to the system of care field by informing future capacity-

building efforts related to collaboration.
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Research Design and Methods

Overview

In order to investigate the proposed research questions and hypotheses, the study used a
longitudinal experimental design to examine the relationships within the IDeAL Partnerships
Framework and the effects of participating in the IDeAL Partnerships Intervention over time.
The first section will describe the design and implementation plans for the IDeAL Partnerships
Intervention. Following sections will describe the study setting, sample, research design,
procedures, and measures.
Intervention Design and Implementation

The IDeAL Partnerships Intervention was carried out over a series of six meetings that
were held approximately every other week for 3 months. The intervention incorporated the same
self-organizing principles underlying inter-professional collaboration described above. For
example, the intervention brought together providers from different agencies within a small
container setting with the purpose of exchanging ideas and collectively gaining capacity to
initiate both types of OTEs with colleagues (whereby facilitating the eventual emergence of
inter-professional, self-organizing collaborative behaviors). Several of the intervention’s
capacity-building processes were also designed to self-organize. For example, although the
author acted as facilitator, participants were able to influence which types of information
exchanges were most critical to include in the intervention in order to help them learn how to
initiate OTEs within the current conditions of the service delivery system. Research suggests that
capacity-building processes that utilize these types of non-linear learning styles can stimulate
learning (Elwyn, Greenhalgh, & Macfarlane, 2000) and build providers’ capacity to address

“messy, fuzzy, unique, and context embedded problems” that are common within their work
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(Fraser & Greenhalgh, 2001, p 801). In addition, the intervention provided participants with the
opportunity to help diffuse the practice of inter-professional collaboration to other stakeholders
in the system. This took place through an action learning process where participants worked with
their peers to develop strategies to facilitate inter-professional collaboration across the system.

The following sections will first introduce several strategies from the transfer of training
literature that were incorporated into the intervention, and then describe how the intervention
built each of the four self-organizing capacities described in the introduction (see Figure 2). A
summary of the specific intervention strategies employed to build the four self-organizing
capacities is described in Table 1. A full description of the meeting agendas is also included in
Appendix A.

Transfer of learning considerations. Despite considerable investment by organizations
in staff training or learning opportunities, the literature suggests that typically only about 10% of
training content is transferred by participants back to their work practice (Karl & Ungsrithong,
1992). Many intervention strategies have been shown to increase this transfer (Baldwin, Ford, &
Blume, 2009; Taylor, Russ-Eft, & Chan, 2005). Three of these strategies were utilized within the
IDeAL Partnerships Intervention including: 1) trainee generated scenarios; 2) negative and
positive behavior models; and 3) goal setting and behavioral intentions. First, the intervention
provided opportunities for participants to practice their self-organizing capacity by engaging in
practice scenarios that they generated, as opposed to practice scenarios generated by the author.
A practice scenario refers to a hypothetical situation that approximates the conditions
participants encounter in their every day work experience; these situations can be used to
practice or model new behaviors through discussions or role plays (Baldwin et al., 2009). Taylor

et al. (2005) conducted a meta-analysis on transfer of training strategies and found evidence that
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Table 1. Summary of self-organizing capacities and strategies within the IDeAL Partnerships
intervention.

Capacity Specific Strategies within IDeAL Partnerships Intervention
Knowledge of Pertinent e Participant-led presentations describing agency structure
System Containers and functioning.

e Facilitated discussion about connecting with providers in
pertinent containers and sharing this learning with
colleagues.

e Development of cross-agency resource guide.

Knowledge of Differences o Participant-led presentations describing typical range of
relevant differences across providers from each agency.

e Facilitated discussion about identifying and utilizing
relevant differences between providers, and sharing this
learning with colleagues.

e Participant-led presentations describing potentially
distracting differences affecting the way providers carry
out their work in each agency.

e Development of cross-agency resource guide.

Reflective Dialogue Skills

Non-critical and e Facilitated discussion and documentation of agency-
transparent exchange specific jargon.
of ideas e Establishment of group norms to promote non-critical

dialogue, and discussion of strategies for establishing
similar norms with other collaborating partners outside of
Active exploration of intervention.
perspectives e Training on use of probing questions relevant to exchanges
with collaborating partners.
e Role playing exercise to practice using questions in
Integration of ideas participant generated scenarios.
into cohesive whole o Card sorting exercise to practice integrating ideas.
e Opportunities for participants to practice skills during
facilitated discussions, modeled behavior of integration
skills.

Facilitated discussion on benefits of integrating providers’

strengths and perspectives.

e Activity to reflect upon and define common purpose across
collaborating providers.

e Facilitated discussion on working through distracting

differences with collaborating partners.

Beliefs about Collaboration
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trainings utilizing trainee-generated scenarios are associated with higher training transfer,
theoretically because the scenarios are more relevant to the realistic work environments in which
participants work. Second, the intervention exposed participants to both positive and negative
models of collaborative behavior, a strategy that has been found to increase participants’ ability
to retain and generalize what they learn during training (Baldwin, 1992). For example, when
learning about ways to engage in reflective dialogue participants discussed both effective and
ineffective ways to actively explore each others’ perspectives. Finally, the intervention helped
participants set goals and develop behavioral intention strategies to overcome anticipated
challenges as they attempted to meet those goals. The combination of setting goals and
behavioral intentions has been found to be more effective than either strategy in isolation (Gist,
Bavetta & Stevens, 1990). These three strategies are highlighted in the following section as they
apply to the specific training components.

Building knowledge about pertinent system containers. The IDeAL Partnerships
Intervention aimed to increase participants’ knowledge of which stakeholders are or could be
involved in pertinent system containers by developing their “network cognition” or roadmap of
the system. Participants had the opportunity to exchange information about the structure of their
respective agencies at intervention meeting two (see Appendix A). Specifically, participants
prepared brief presentations about their agency and gave them to their colleagues using a
prepared template (see Appendix B). These exchanges focused on describing characteristics
related to each agency including the following: the roles of providers within various
departments; the range of services offered by providers; different staff who are involved with
youth and families as they receive services, including during any agency-specific processes (e.g.,

intake, service planning, behavioral safety planning, discharge, etc); and staff who
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information about accessing services and resources in the community. These exchanges also
included the distribution of contact information for these individuals (e.g., handing out
directories). In addition, there was time set aside to share information about how to identify and
connect with stakeholders outside the system of care partner agencies (e.g., department of health,
faith-based communities, non-profit or private organizations) who might be relevant to their
work with SED youth and families.

Throughout these exchanges the author facilitated discussions about how providers could
determine which stakeholders are or could be involved in pertinent containers to their work,
strategies for how to effectively connect with these stakeholders, and ideas on how to share this
learning (i.e., initiate OTES related to embedding self-organizing capacities across the service
delivery system) with their colleagues outside the intervention. Summaries of the presentations
and group discussion were created and distributed to participants through email after each
meeting. In addition, the information on system containers (agency services, staff listings,
organizational charts, and service flow charts) was developed into a resource guide. Specifically,
the author compiled agency information shared by participants during each meeting and
organized it into an integrated document. A draft version of this document was given to each
participant in the intervention group by the third meeting, and the document continued to be
edited throughout the duration of the intervention. In an attempt to reduce any intervention
contamination effects on the control group, participants were explicitly asked not to share the
guide with any of their colleagues outside of the intervention group until the end of the study in
order to provide their agency leadership time to approve the guide for general distribution;

everyone agreed to this request.
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Building knowledge about stakeholder differences. The IDeAL Partnerships
Intervention used a process similar to that just described to increase participants’ knowledge of
relevant and potentially distracting differences between providers in each agency. In terms of
relevant differences, during meeting two the participants shared information as a means to
expose each other to the typical range of relevant differences across providers from each agency,
and worked together to develop strategies for learning about relevant differences with new
stakeholders they meet in pertinent containers. The information brought up in these discussions
was based on the differences participants viewed as most relevant for developing adaptive
solutions to better meet the evolving needs of youth and families. For example, participants
exchanged information about the following characteristics typically associated with providers in
each agency: access to certain types of information (e.g., related to services or a particular case),
skills, perspectives, expertise related to serving youth with SED and their families; and aspects of
their jobs that contributed to their work with SED youth. To help participants put this knowledge
into action, the author facilitated a discussion about how participants can: identify relevant
differences between stakeholders in the pertinent containers related to their own work; utilize
relevant differences to address the needs of youth and families (this will also be discussed in
relation to reflective dialogue skills described below); and spread this learning to their colleagues
outside the intervention (i.e., initiate OTEs related to embedding self-organizing capacities
across the service delivery system). See Appendix A for a full description of this process.

In addition to relevant differences, participants also engaged in a discussion during
meeting three to identify some of the distracting differences they had previously encountered in
their work (e.g., the legal, financial, or policy limitations affecting how providers can deliver

services, conflicting elements within providers’ approach to delivering services). For example,
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participants exchanged information about the following conditions that affect the way they
deliver services in their respective agencies: state and federal legal mandates determining when
and how providers delivery services, agency specific policies that determine the way services are
delivered, the time and resource limitations providers encounter in their work, and the specific
procedures affecting the way services are delivered in each agency. During this discussion the
author ensured that participants described these differences in enough detail so as to clarify any
misconceptions and provide explanation for why the differences exist. A summary of the
presentations and group discussion during meetings two and three was created and distributed to
participants through email after each meeting. This information was also incorporated into the
resource guide described above.

Building reflective dialogue skills. The IDeAL Partnerships Intervention attempted to
increase participants’ capacity to engage in reflective dialogue with professionals outside of their
agency in several ways. The following sections describe the intervention strategies used to
promote the three capacities related to reflective dialogue.

Non-critical and transparent exchange of ideas. The intervention built participants’
capacity to exchange ideas in non-critical and transparent ways using two strategies. First,
research suggests that gaining knowledge of agencies’ terms and jargon and creating a form of
shared language can help providers’ engage with each other in dialogue (Kutash & Duchnowski,
1997; Miller and Ahmad 2000; Ranade, 1998). The intervention helped familiarize participants
with these terms by creating opportunities to discuss and document unfamiliar language. When
confronted with unfamiliar language during each meeting, participants were able to write any
critical terms or jargon on large sheets that were taped to the wall for the group to access. These

terms were also included in the meeting minutes. Second, to encourage participants to practice
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using transparent and non-critical dialogue, the author helped participants establish norms during
the first meeting to foster a setting that encouraged non-critical communication. Research
suggests that by establishing this type of psychologically safe environment facilitators can
increase the likelihood that group members will exchange information and engage in non-critical
dialogue (Burke et al., 2007; Edmondson, 1999). In addition to setting norms within the group
during meeting one, the author facilitated a discussion during meeting three about how
participants can establish similar norms that promote non-critical dialogue with collaborating
partners related to their work with SED youth.

Actively exploring perspectives through dialogue. The intervention aimed to build
participants’ capacity to actively explore outside perspectives using a role playing exercise. First,
the author trained participants in how to use a set of probing questions to explore each others’
perspectives and ideas during meeting three. Specifically, a list of explorative, probing questions
was developed by adapting questions suggested in the literature for facilitating open dialogue
(Senge, 2006; see Appendix A). These questions related to advocating a view, inquiring into
others’ views, and overcoming conflict. These sample questions were written on handouts and
described to the group; participants were also provided an opportunity to add their own
suggestions to the list. After finalizing the list, the author led participants through a role playing
exercise to practice the questions in real dialogue with a partner. The activity involved both
positive and negative models of probing questions (a transfer of training strategy), and was
followed by a brief discussion to summarize the training and brainstorm how to transfer this skill
to other situations. The handout of questions was brought to each subsequent meeting to provide
participants with a reference, and participants were encouraged to practice the questions during

these meetings.
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Capacities to integrate ideas into cohesive whole. The intervention aimed to build
participants’ capacity to integrate perspectives using two strategies. First, participants engaged in
an activity during meeting one where they had an opportunity to practice integrating ideas across
group members. This activity proceeded in several phases. First, participants individually wrote
answers to the following question on note cards: what are some words you would use to describe
your past experiences collaborating with providers from outside your agency? After finishing
their answers, participants collectively taped their cards up on a wall and grouped them within
categories they felt were most relevant. After this process, the group examined the data for
themes related to the experiences that led to either positive or negative outcomes for a case. After
this discussion, participants repeated this cycle with a new question: what needs to happen in
order for providers to collaborate in ways that lead to positive outcome for youth and families?
After grouping this set of cards on the wall, the group discussed their opinions for how providers
might address the ideas listed on the cards. This exercise not only gave participants an
opportunity to practice skills in integrative discourse, but it also provided them with guidance
and feedback as they developed these skills. Second, the intervention helped participants develop
their capacity to initiate integrative discourse by giving them opportunities to practice these skills
during meeting discussions. Every meeting had at least one planned group discussion that
engaged participants in integrating ideas across group members. The author facilitated this
process, modeling how to identify links between participants’ different ideas and perspectives,
and guiding group reflection.

Shifting beliefs about collaboration. The intervention aimed to promote participants’
positive beliefs toward collaboration in two ways. First, the intervention encouraged participants

to develop a collective identity across agency affiliation. Research suggests that dialogue about
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mutuality, specifically how the process of integrating different strengths and perspectives is
beneficial for achieving shared goals, can encourage individuals to arrive at a collective identity
that supports collaboration (Bronstein, 2003; Espevik, Johnson, Eid, & Thayer, 2006; Gage,
1998; Hallet & Birchall, 1992; Herzog & Hertwig, 2009; Kerr & Tindale 2004; Salmon, 2004;
Way, et al., 2000). This type of dialogue was facilitated in meeting two as participants explored
the potential benefits of integrating their relevant differences in relation to their work with SED
youth and their families. Meeting three provided an opportunity for further reflection by
engaging participants in collectively defining a shared purpose or goal to guide their work.
Davidson and White (2007) suggest that this process of defining common purpose can support
the development of shared mental models between collaborating stakeholders and encourage a
motivation for inter-professional collaboration. Participants developed the following common
purpose to guide their work: empower families to be healthy and self-sufficient. This purpose
was referred to during discussions at subsequent meetings, and was included in the meeting
minutes.

Second, the intervention attempted to shift participants’ beliefs by providing a chance for
them to work through some of the potentially distracting differences meeting in meeting three.
Using the list of distracting differences identified in the first part of meeting three (see section
above on differences), participants shared strategies they have developed to work around these
distractions. After this discussion, participants engaged in the “left-hand column exercise”
developed by Agryis (1991) in order to become more aware of how their own mental models and
assumptions can interfere with the collaborative process. This activity provided an opportunity
for participants to reflect upon the assumptions underlying their beliefs and actions within a

hypothetical collaborative conversation. Participants filled in a worksheet individually and then
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discussed their reactions to the exercise with a partner. After the paired sharing time, participants
engaged in a group conversation to share some of their unique hypothetical scenarios (a transfer
of training strategy) and to talk about what they learned from the activity.

Facilitating OTEs and collaborative behaviors. In addition to building participants’
self-organizing capacity, the IDeAL Partnerships intervention also aimed to directly facilitate
their initiation of OTEs and collaborative behavior through a process modeled after action
research. Action research is a method of promoting change that engages ordinary people in
iterative problem-solving cycles to address problems in their local context (Stringer, 2007).
Participants in action research cycles collectively analyze the conditions related to a shared
problem (e.g., a lack of OTEs or collaborative behaviors related to their work with youth and
families), plan and carry out actions to address the problem (e.g., attempt to initiate OTEs or
collaborative behaviors with relevant providers), assess the efficacy of these actions (e.g., were
these initiated attempts successful?), and if needed explore ideas to adjust future actions to
address remaining problem conditions (e.g., how can we overcome barriers to initiating OTES or
collaborative behaviors?; Foster-Fishman & Watson, 2010). These action research cycles
continue until the presenting problem is solved (e.g., there are adequate OTESs or collaborative
behaviors) or, more commonly, until a new problem develops (e.g., need to diffuse a new
practice throughout the system).

Action research was embedded into the intervention to achieve two main purposes. First,
as described above, the process was included to help participants problem solve around their
attempts to initiate transformative exchanges and collaborative behaviors. At times this problem
solving process was related to specific inter-personal barriers, such as strategizing ways to deal

with resistant collaborative partners. At other times, the action research process highlighted

64



contextual barriers to initiating new behaviors, such as the existence of wide-spread stereotypes
about each agency and engrained practices related to communication and referrals. While some
of the contextual barriers (e.g., agency policies) were outside the scope of the group, participants
were able to develop strategies for addressing many of the barriers among their colleagues (e.qg.,
encouraging new practices among colleagues around leaving specific information in voicemails
to other agencies). Second, the action research process was included in the intervention in order
to influence participants’ beliefs about collaboration by allowing them to hear first-hand how
other participants had integrated collaboration into their mental model of service delivery.
Cutcher-Gershenfeld and Ford (2005) suggest that gaining an accurate awareness of the degree
to which others have integrated a new practice can facilitate learning and influence the
development of new mental models.

Meetings four through six provided participants with opportunities to discuss their
successful and unsuccessful attempts to initiate OTEs and collaborative behaviors related to
improving their cases and to facilitating collaboration across the system (see Appendix A).
During these meetings, participants had opportunities to share their successful and unsuccessful
attempts to initiate these behaviors during the previous weeks. Throughout this sharing, the
author facilitated a discussion to help participants reflect on their experiences and problem solve
around barriers to initiating OTEs and collaborative behaviors (including ways to support the
enactment of any solutions to these barriers). To facilitate action learning, participants were
given weekly reflection forms to fill out between meetings to make sense of their collaborating
experiences (see Appendix C). These forms provided space for participants to keep track of their
attempts to initiate OTEs or collaborative behaviors and to reflect upon the success of those

attempts. In addition to these conversations, the intervention facilitated the initiation of OTES
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and collaborative behaviors by providing an opportunity for participants in meeting four to
identify goals related to these new behaviors and to create behavioral intention plans for
achieving those goals (a transfer of training strategy).

To further facilitate OTEs, the IDeAL Partnerships intervention introduced participants to
the concept of simple rules. Simple rules are based on the idea that coherent behavior can emerge
from the interactions of independently acting individuals when these individuals follow a shared
set of simple rules or, in social psychology terms, simple schemata (Anderson, 1999; Bonabeau,
2001; Olson & Eoyang, 2001). This phenomenon can be seen in many types of systems, from a
flock of birds [simple rules: 1) match your speed to others in flock; 2) avoid running into others;
3) fly toward the center] to a highway of traffic [simple rules: 1) match speed to others; 2) stay in
my lane; 3) leave enough space between cars] (Olson & Eoyang, 2001). In applied contexts,
simple rules can be intentionally developed and explicitly used to shape and guide system
behavior (Olson & Eoyang, 2001). Based on the factors associated with self-organizing
identified in the literature reviewed above, participants were introduced to the following set of
simple rules to guide their initiation of OTEs: 1) connect with critical partners; 2) integrate
relevant differences; 3) adapt to change. These three rules were presented to participants during
meeting 1 (see Appendix A), and the rules were written on a large piece of paper that was taped
to the wall at each subsequent meeting. The simple rules were also written on the top of
participants’ weekly reflection forms, and participants’ received a small magnet with a picture of
the simple rules to hang as a reminder at their desk. In addition to these strategies, the simple
rules were embedded into the facilitated discussion questions during meeting 2, 4, 5, and 6. This
encouraged participants to keep the rules salient in their minds and to integrate the rules with

other material in the intervention.
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Setting

The setting for the study was a service delivery system in Saginaw County, Michigan.
Saginaw County has a population of 200,745, of whom 72% are Caucasian, 18.5% are African
American, 7.4% are Hispanic, and 1% is Asian (US Census Bureau, 2008). While Saginaw
includes rural and suburban sections, the majority of its population (70%) lives in the county’s
densely populated urban areas. The community context in which the Saginaw service delivery
system operates is defined by high rates of poverty (22.2% of families with children under 18,
and 24% of families living in the urban city of Saginaw; US Census Bureau, 2009; Michigan

State Police-Criminal Justice Information Center, 2009), unemployment, and violence (due to its

high violent crime rate, Saginaw was recently considered the 6th most dangerous city in the
United States; CQ Press, 2008). Since 2007 the county’s service delivery system has suffered
from massive funding cuts due to Michigan’s economic crisis. The county currently provides
services to less than 1/3 of youth aged 0-18 who are estimated to have an SED.

The Saginaw System of Care effort was started in 2007 with funding from a state block
grant as an attempt to develop local infrastructure to better meet the needs of youth with SED
and their families in the county. The author served in a collaborative partner role with the
organizations participating in the system of care (co-facilitating meetings, supporting the
development of cross-agency relationships, promoting system-wide learning) from the beginning
of the effort. Over the years the effort developed several action learning teams at different levels
of the service delivery system to promote systems change. One of these teams was made up of
approximately 30 key middle managers, supervisors, and front-line staff (i.e., social workers,
probation officers, therapists, early childhood workers, foster care coordinators, and child

protective services staff) from the relevant units within each of the key public sector
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organizations. The main purpose of this team was to learn about service delivery challenges and
promote care coordination across partner organizations. Through an ongoing process of learning,
action, and reflection, this team made great progress in fostering systems change. The experience
also affected the capacities and behaviors of the staff on this team, including increasing their
knowledge of the system (Foster-Fishman & Watson, In Press). While staff directly involved in
this team gained capacity related to collaboration, the majority of front-line staff in the system
did not have the opportunity to participate in these teams. If the Saginaw community hopes to
attain a coherent and effective system of care, this front-line level of the system must also be
addressed. This study tested whether the IDeAL Partnership Intervention could serve as a
promising strategy to promote inter-professional collaboration among additional front-line
service providers within this system.
Sample

This study involved 33 front-line service providers (e.g., social workers, child and
adolescent mental health therapists, parole officers, foster care coordinators, child protective
services staff) within four key public service agencies involved in the Saginaw System of Care.

These agencies include the Saginaw County Community Mental Health Administration (CMH),

Department of Human Services (DHS), 10th Circuit Family Court, and the Saginaw Independent

School District (SISD).
Research Design

The study used a longitudinal experimental design to evaluate the IDeAL Partnerships
Intervention and test the relationships within the IDeAL Partnerships Framework. Front-line
providers from the system of care were recruited as participants and randomly assigned to an

intervention and control group. These groups were compared before and after the intervention for
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differences in participants’ levels of capacity and frequency of OTEs and collaborative
behaviors. The control group did not participate in any part of the intervention except for the data
collection.

Procedures

The current study involved two waves that required separate recruitment and data
collection procedures. The recruitment and data collection procedures for each of these waves
are described below.

Wave one recruitment. The baseline data for the study was drawn from a survey given
to service providers in four key public service agencies involved in the Saginaw System of Care.
One additional agency was invited to participate in the survey, but ultimately declined due to
time constraints affecting their providers’ availability to engage in the study. To recruit
participants for the baseline survey, agency leaders from the four key public agencies were asked
to provide lists (including name and contact information) of all front-line staff in their agency
who worked with youth with SED and their families (e.g., therapists, social workers, probation
officers, foster care workers, child protective services workers). From these requests, 111 service
provider staff were nominated for the survey. Leadership staff sent an email to all front-line staff
nominated for the study notifying them that the author would be visiting their agency in the next
week to administer a voluntary survey as part of the Saginaw System of Care. The email also
notified staff that as incentive for participating in the survey, all participants would receive a $15
gift card to a local grocery store.

Wave one data collection. On the date of the data collection, interested staff were
directed to a conference room and given a packet containing a consent form (see Appendix D)

and a survey (see Appendix E). Each of these documents was labeled with a random ID number
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and recorded on a master tracking list. Once all staff received a packet, a consenting process was
carried out where the author described what the project entailed, the risks and benefits of
participation, and the right to refuse to participate at any time. Consenting participants signed the
consent form, and all forms were collected and stored in a separate envelope. Duplicate copies of
the consent forms were provided to participants. Consent forms and the master tracking list were
kept in locked file cabinets.

After the consenting process, staff who consented to participate completed the paper-and-
pencil survey contained in their packet. Across the 4 agencies, 87 staff filled out the survey in
person. To minimize risk to participants and encourage honest responses, all data were kept
confidential. Participants did not put their names on the surveys; rather the surveys were labeled
with an ID number that corresponds to the ID on their consent form. The author was on hand
during the survey to answer any questions and assist participants as needed. The survey took
approximately 25 minutes to complete.

The author mailed a packet containing two copies of the consent form and survey (each
of these documents were labeled with a random ID number) to the 24 staff who missed the in-
person survey administration in order to give them the opportunity to participate. A cover letter
in the packet directed respondents to read the consent form prior to beginning the survey. In
order to preserve the confidentiality of the data, a postage-paid envelope was included for
participants to return their survey and a signed copy of their consent form. All participants were
notified that they would receive a gift certificate for $15 as an incentive for returning their
completed mail survey. To increase response rates, an email was sent to all staff who received a
mail survey within one week to remind them of the survey; the author called any staff who had

not responded to this email to remind them of the survey and to answer any questions. In total,
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13 out of 24 staff returned the mail survey across the four agencies (a 54% return rate for mail
surveys). Overall, across in person and mail methods, 100 out of 111 front-line providers filled
out the wave 1 survey (a 90% response rate).

Wave two recruitment. The intervention project was described to staff during the survey
administration, specifically the intervention’s purpose, duration (approximately 3 months),
conditions (control and intervention), obligations (intervention would attend bi-monthly
meetings and fill out a survey, the control group would just fill out a survey), and incentive for
participating (free lunch at each meeting, including the meetings at which they would fill out the
surveys). A copy of the slide that was used to describe the study is included in Appendix F. As
participants handed in their completed surveys, they were asked if they were interested in
participating in the project. Participants who received a survey in the mail were sent an email
describing the intervention project and inviting their participation; if a response was not received
within three business days, these staff were given a follow-up phone call to discuss their interest
in the intervention. Through these two recruitment efforts, 48 providers from across the four
agencies signed up to participate in the intervention project, representing 48% of the total
number of providers (n=100) who filled out the wave 1 survey. Table 2 summarizes the
proportion of staff from each agency who signed up to participate in the project.

Table 2. Staff who signed up to participate in the study.

Staff recruited Staff who Staff who % of staff who signed up
Agency for survey completed signed up to to participate in project
survey participate in out of staff who
project completed survey

CMH 24 24 11 46%

DHS 67 57 26 46%

Courts 7 7 5 71%

SISD 13 12 6 50%

Total 111 100 48
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The 48 providers who signed up to participate were randomly assigned to an intervention
group (n=27) and control group (n=21). The intervention group was assigned five more
participants than the control group in order to protect the study’s power in the event that
participants decided to withdraw from the intervention. The sample was stratified so
approximately equal numbers of participants from each agency were randomly assigned to each
group. A t-test was used to compare the wave 1 survey results for each group to ensure that
intervention and control participants were approximately equivalent in terms of their initial
capacity levels. Levene’s test showed that the variances between the groups were not
significantly different, therefore the t-test results were examined under the assumption of equal
variances. Results showed that the two randomly assigned groups did not differ significantly in
their knowledge of containers (t(44)=-.09, p=n.s.), knowledge of differences (t(44)= -.29,
p=n.s.), skills in reflective dialogue (t(44)=-.17, p=n.s.), beliefs about collaboration (t(44)=.27,
p=n.s.), transformative exchanges t(44)= -.55, p=n.s.), or collaborative behaviors t(44)=-1.15,
p=n.s.). Once the intervention and control groups had been assigned, the 27 intervention
participants were again randomly assigned to three groups with nine participants in each group;
this process was also stratified so approximately equal numbers of participants from each agency
were randomly assigned to each intervention group. Each intervention group was scheduled to
meet on separate days; however, all three intervention meetings were scheduled during the same
week.

Subject participation and retention rates. Over the duration of the study, 10 participants
dropped out of the intervention group and 5 participants dropped out of the control group. This
created a final sample size of 17 intervention and 16 control group participants. Table 3 describes

the staff who left the study from each agency and the reason for discontinuing their participation.
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The primary reason participants gave for withdrawing from the intervention group was that their
workload had become too overwhelming for them to continue attending the bi-monthly meetings
(n=6). Other reasons for leaving the intervention group included being appointed to a new
position that no longer involved youth with SED (n=2), and never attending a meeting or
responding to the author’s contact attempts (n=2). All ten of these participants had withdrawn
from the study by the third intervention meeting. The primary reason for withdrawing from the
control group was never attending a meeting or responding to the author’s contact attempts
(n=3); other reasons included being appointed to a new position that no longer involved youth
with SED (n=1) and leaving their job due to an illness (n=1).

Table 3. Participants who withdrew from the study.

Participants Reason for withdrawing from study
Intervention Group
CMH:1 Never attended a meeting, no response (1)
DHS: 6 Appointed to new position (2)

Workload became too overwhelming (3)
Never attended a meeting, no response (1)

Courts: 2 Workload became too overwhelming (2)
Schools: 1 Workload became too overwhelming (1)
Control
DHS: 4 No response (3)
Moved out of town (1)
Courts: 1 Left position shortly after study began due to illness (1)

A t-test was also run on this final sample to ensure that the 17 intervention participants
and 16 control participants were approximately equivalent in terms of their initial capacity levels.
Again, Levene’s test showed that the variances between the groups were not significantly
different so the t-test results were examined under the assumption of equal variances. Results
showed that the two groups did not differ significantly in their knowledge of containers (t(31)= -

.39, p=n.s.), knowledge of differences (t(31)= -.61, p=n.s.), skills in reflective dialogue
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(t(31)=.30, p=n.s.), beliefs about collaboration (t(31)=.40, p=n.s.), transformative exchanges
t(31)= .08, p=n.s.), or collaborative behaviors t(31)=-.95, p=n.s.). Table 4 describes the
demographics of the final sample of participants in the intervention and control groups.

Table 4. Final intervention and control group demographics.

Intervention Control

Demographic Characteristics  (n=17) (n=16)
Agency
CMH 5 5
DHS 9 7
Courts 1 1
Schools 2 3
Gender
Female 13 12
Male 4 4
Age
Range 28-57 26-64
Mean, SD 42.75, 8.86 44,94, 11.59

Race/Ethnicity

Black or African American 4 2
White 10 8
Hispanic or Latino 2 2
Multiracial 0 4

Years worked in Agency
Range 2-20 5-25
Mean, SD 9.7,5.8 8.7,8.17

Three strategies were used to increase the dosage of intervention exposure that each
participant received. Previous research has suggested that dosage can play a significant role in
the efficacy of an intervention (Nation, Crusto, Wandersman, Kumpfer, Seybolt, Morrissey-
Kane, & Davino, 2003). First, intervention group participants were sent 3 reminder emails
between intervention meetings (one 4 days after the prior meeting, one 4-5 days before the next
meeting, and one the day before the meeting) in order to ensure participants remembered the
meeting date. Any participant who had not given notice of their availability for the next meeting

was also contacted by phone. Second, while participants were asked to attend the meeting dates
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for their assigned group, they were also given the option to attend another group’s meeting for
that week if they had a scheduling conflict. Most of the intervention participants’ schedules were
wildly unpredictable due to the crisis-oriented nature of their work, making it difficult for them
to consistently attend their assigned group’s meeting date. Personal follow-up emails were sent
to any participants who unexpectedly did not attend a meeting in order to remind them that they
could attend another group’s meeting for that week. While the alternative meeting option was
essential to maintain a high intervention dosage for all participants, it may have influenced
participants’ experience of the intervention as they were exposed to different group members at
each meeting. This consideration will be covered in the discussion section. Third, any participant
who was unable to attend either their assigned group meeting or another group’s meeting for a
particular week was contacted and given an overview of the meeting content during a one on one
meeting.

Over the course of the study, intervention participants attended on average of 5 out of 6
meetings (SD=.85). Figure 3 shows a distribution of the number of meetings each participant
attended. The average number of participants attending each intervention meeting was 5.64.

Figure 3. Distribution of intervention participants’ meeting attendance.
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Wave two data collection. Four forms of data collection occurred during wave two of
the study: surveys, structured validation interviews, focus groups, and 4-month follow-up
interviews. First, survey data were collected from study participants within two weeks of the
final meeting date using the same survey measures given at baseline. Participants who were
present at the sixth meeting had an opportunity to complete the survey during the meeting. A
separate meeting was scheduled for control group participants to take the survey. All participants
were given a free lunch at the meeting for completing the survey. Participants who were unable
to attend either of these meetings were sent a survey in the mail. The survey took approximately
15 minutes to complete. All participants in the intervention group (n=17) and control group
(n=16) who had not previously withdrawn from the study completed the wave 2 survey (100%
response rate for both groups).

Second, validation interviews were conducted with selected study participants to provide
a check for the survey measures. Specifically, 50% of the participants who had signed up for the
study were randomly selected to receive an invitation for a structured validation interview (n=23)
within one month of the wave 1 survey. These participants were stratified across agency and
intervention group, and all 23 agreed to participate. The interview protocol was adapted from the
survey questions and asked participants to answer questions about their capacity and behavior in
relation to a recently completed case involving a youth receiving services from at least 2
agencies in the system of care (see Appendix G for interview protocol). The interview took
approximately 15-20 minutes and participants were offered a $5 gift card as incentive for
participating. These same participants were invited to participate in another interview within one
month of the end of the intervention. Of those still participating in the study (n=16), 14 agreed to

participate in this second round of interviews (88% response rate); the 14 participants
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interviewed in this second round represent approximately 42% of the final study sample of 33.
Table 5 summarizes the demographic information for these participants.

Table 5. Participants participating in validation interviews.

Intervention Control

Demographic Characteristics ~ (n=7) (n=7)
Agency
CMH 2 2
DHS 5 3
Courts 1 0
Schools 0 1
Gender
Female 5 6
Male 2 1
Age
Range 28-57 26-62
Mean, SD 39.50,10.03  43.71,11.00

Race/Ethnicity
Black or African American 1
White 4
Hispanic or Latino 2
Multiracial 0
Years worked in Agency
Range 2-11 2-16
Mean, SD 6.14, 4.30 6.29, 6.04

N EFE NN

Third, focus group sessions were carried out in order to triangulate participants’
responses to the survey. The focus group sessions took place at the end of the final intervention
meeting; all 17 intervention participants took part in one of three focus group discussions.
Participants were asked the follow questions during the focus group session: 1) what were the
most significant things you gained from the intervention experience?; 2) what about the
intervention experience facilitated these gains?; and 3) have these gains influenced your
practice? These three questions were supplemented by probe questions to facilitate dialogue

during the discussion.
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Finally, as an additional form of triangulation, all intervention participants were invited to
take part in a follow-up interview approximately 4 months after the intervention had finished.
The purpose of these interviews was to assess participants’ transfer of the self-organizing
capacities they had gained from the intervention to their work in order to triangulate the survey
and focus group results. These semi-structured interviews asked participants two primary
questions: 1) what, if anything, are you actually using from the project in your day to day work;
and 2) how, if at all, has the project shifted the way you work with other providers to meet the
needs of youth and families in Saginaw. The interviews took approximately 15-20 minutes to
complete. Overall, 16 out of 17 participants participated in the follow-up interviews; the
participant who did not participate declined due to feeling overwhelmed with her workload.

Confidentiality. To protect respondents' confidentiality, all identifying information was
removed from raw data and participants were coded with ID numbers only. The electronic
master list of ID numbers and corresponding names were kept in a locked filing cabinet and/or
electronic file stored separately from raw data. All physical information gathered from
respondents (e.g. paper surveys) were kept in locked filing cabinets within a locked room where
only senior staff members had access. All electronic information (e.g. entered data, interview
transcripts) were kept in password protected electronic folders and computers with access given
to project staff only. Only trained and IRB certified staff had access to any identifying
information. After completion of the data collection phase, master files were permanently stored
in a locked filing cabinet and electronic file in spaces separate from the data files.

Measures
Measure development. Several scales were developed for this study due to the lack of

existing measures related to the self-organizing processes within the CDE model. The new
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measurement scales were developed through a collaborative process with stakeholders within the
Saginaw System of Care. Specifically, staff and supervisors from each of the represented system
of care agencies were invited to provide ideas and commentary during three Saginaw System of
Care meetings. During the first meeting, stakeholders were asked to identify factors related to the
successful implementation of inter-professional collaboration. Three distinct factors were
identified including: an awareness of the service delivery system, an attitude of problem-solving
versus agency blaming, and the skills to work and communicate with other professionals. The
second meeting allowed stakeholders to refine these ideas and give more specific examples that
could be used to directly inform the creation of survey items. At the third meeting, stakeholders
were provided with drafts of the developed measures and asked to give their feedback. This
feedback was integrated into the final version of the survey measures used in the survey.

Finalized survey measures

Knowledge of system containers. Participants’ knowledge of relevant system containers
was measured by a 7-item scale developed for this study. Items in this scale were developed for
this study based on the theory within Eoyang’s CDE model, as well as the suggestions from
system of care stakeholders. The scale included two subscales. The first subscale was composed
of four items measuring participants’ ability to locate and initiate contact with staff from outside
agencies who were relevant to their work with youth and families (i.e., relevant staff who could
generally assist me in coordinating services for the youth and families on my case load; see
question 3 a-d in Appendix E). The second subscale was composed of three items measuring
participants’ familiarity with the services available and typical procedures affecting youth with

SED and their families at each agency (i.e., service eligibility requirements; see question 4 a-c in
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Appendix E). The scale assessed the comprehensiveness of participants’ knowledge using a 6-
point Likert scale ranging from 0="“not at all” to 5="a great deal”.

The literature suggests that the first step in determining the strength of a measure is to
examine the intercorrelations between the items in each subscale (Churchill, 1979; DeVellis,
2012; Field, 2005). Some researchers suggest that any item that correlates less than .40 with all
other items in a scale or subscale should be removed prior to a factor analysis to ensure that the
items are theoretically tied to a common domain (Armenakis et al., 2007; Hinkin, 1998; Kim &
Mueller, 1978). Table 6 and 7 show the intercorrelation matrices for the two subscales for both
wave 1 and wave 2 surveys. The matrices revealed that all items except 3c (“I have the ability to
locate and initiate contact with various providers who work with youth and families at different
points in the time from when they first enter services to when they finish services”) had
significant correlations above .40 for both wave 1 and 2. Thus, item 3c was removed from the
measure.

Table 6. Item descriptives for knowledge of containers measure wave 1.

Item Mean SD 1 2 3 4
Subscale 1: Knowledge of Providers

3a 3.18 1.24 -

3b 3.42 0.87 66** -

3c 2.97 1.26 B7** H53** -

ad 2.88 1.02 H4** H55** 63** -
Subscale 2: Knowledge of Services

4a 2.18 1.24 -

4b 191 1.16 82** -

4c 1.94 1.25 84** .88* -

Note: * p<.05, **p<.01
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Table 7. Item descriptives for knowledge of containers measure wave 2.

Item Mean SD 1 2 3 4
Subscale 1: Knowledge of Providers

3a 3.58 1.03 -

3b 3.64 1.17 8% -

3c 3.27 1.23 .36* 38** -

ad 3.61 1.00 83** 81** 42* -
Subscale 2: Knowledge of Services

4a 2.58 1.17 -

4b 2.33 1.22 80** -

4c 2.60 1.25 82** .89** -

Note: * p<.05, **p<.01

A principle components factor analysis using a varimax rotation was conducted on the remaining
6 items (conducted separately for both waves) to determine factor structure. All items for each
wave loaded cleanly onto two factors corresponding with the subscales defined above (item
loadings were all above .70 on their primary factor and below .38 on the secondary factor).
Based on the factor analysis results, a mean score was calculated for the two subscales; these
subscales were then averaged to create an overall scale of the participants’ knowledge of relevant
system containers. The alpha for the two subscales in wave 1 were .79 and .94; in wave 2 the
subscale alphas were .92 and .94. The alpha for the overall scale was .84 for the wave 1 survey,
and .88 for the wave 2 survey.

Knowledge of differences. Participants’ knowledge of relevant and distracting
differences was measured by a 9-item scale developed for this study. Items in this scale were
developed based on the theory within Eoyang’s CDE model, as well as the suggestions from
system of care stakeholders. Items assessed the participants’ knowledge of the relevant
differences related to the providers they work with from outside agencies (i.e., “I am familiar
with the full range of their skills and expertise related to serving youth and families”; see

question 9 a-e and i in Appendix E), as well as the distracting differences affecting providers in
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each agency (i.e., “I am familiar with the limitations (legal, financial, policy) affecting their
ability to deliver services”; see questions 9 f-h in Appendix E). Items were measured using a 6-
point Likert scale ranging from 0="“not at all” to 5="a great deal”.

The intercorrelations between the items were examined to assess the internal consistency
of the measure. Tables 8 and 9 show the intercorrelation matrix for these items. All of the items
were correlated with all the other items at or above the .40 cutoff level for both waves 1 and 2,
except for item 9f. Specifically, item 9f (“I am familiar with the technical language or jargon
outside providers use related to serving youth and families) was correlated below .40 with items
in wave 2. Thus, based on the recommendations from the literature (Armenakis et al., 2007;
Hinkin, 1998; Kim & Mueller, 1978), item 9f was removed from the scale.

Following the correlation analysis, a principle components factor analysis using a
varimax rotation was conducted on the remaining 8 items to determine factor structure. All 8 of
the items loaded cleanly on to one factor for each wave (item loadings were all above .75 for
wave 1 and above .63 for wave 2). Based on the factor structure, a mean score was calculated
across the 8 items to indicate the participants’ knowledge of relevant differences of providers
from outside agencies. The alpha for the wave 1 survey was .93, and .92 for the wave 2 survey.

Table 8. Item descriptives for knowledge of differences measure wave 1.

Item Mean SD 1 2 3 4 5 6 7 8 9
9a 238 131 -

9b 2.06 1.03 .73** -

9c 194 114 .61** .69** -

9d 1.88 1.02 .63** .69**  71** -

%e 2.27 1.18 .57** .60** 57** .62** -

of 242 1.06 .50** .69** 59*  5l** | 75** -

99 221 1.22 .46** .69** .66** .60** .78** 85** -

9h 2.15 148 .54* 67** .69** 47** 58** 59*  5O** -

9i 155 1.30 .45* 70** . 74** 61* 51* 71** .65** .62*

Note: * p<.05, **p<.01
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Table 9. Item descriptives for knowledge of differences measure wave 2.

Item Mean SD 1 2 3 4 5 6 7 8 9

9a 236 1.03 -

9b 233 0.99 .71** -

9c 236 1.08 .66** .76** -

9d 239 0.93 .66** .70** .72** -

9e 270 102 .59** .70** .61** .76** -

of 239 097 .23 41> 37*  52**  57** -

99 242 090 .61** .71** .64** 72** 76** .48** -

9h 227 123 41*  .67** 70** .64** .62** .40*  .62**

9i 1.67 124 42*  55** .60** .41* 40* 53** A7+  A41* -

Note: * p<.05, **p<.0i

Skills in reflective dialogue. Participants’ communication skills were measured by an 8-
item scale. Four items were adapted from a scale by Drach-Zahavy (2001) and four items were
developed for this study based on the strategies proposed by Senge (2006) and Argyris (1991)
for promoting reflective dialogue. ltems assessed participants’ perceived ability to communicate
in ways that balanced inquiry with advocacy (i.e., integrate and utilize diverse perspectives and
expertise when problem-solving around a case; see question 5 a-h in Appendix E) using a 6-point
Likert scale ranging from 0="not at all” to 5="a great deal”.
The internal consistency of the items within the shared construct domain was examined using the
items’ intercorrelation matrix (see Tables 10 and 11). For both waves 1 and 2, all of the items
were correlated with each other above the .40 cutoff level suggested in the literature (Armenakis
et al., 2007; Hinkin, 1998; Kim & Mueller, 1978).

A principle components factor analysis using a varimax rotation was conducted on the 8
items and produced a single factor (item loadings were all above .70 for both waves). Given
these results, a mean score was calculated across the 8 items to indicate the participants’ skills in

reflective dialogue. The alpha for this scale in wave 1 was .95, and .92 for the wave 2 survey.
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Table 10. Item descriptives for reflective dialogue skills measure wave 1.

Item Mean SD 1 2 3 4 5 6 7 8

5a 2.73 1.46 -

5b 352 120 .81** -

5C 330 1.29 .61** .72** -

5d 312 124 .67** .65** .76** -

oe 3.70 119 .67** .68** .76** .75** -

5f 322 118 .67** 73** 73** 83** |74** -

59 294 134 70** .67** 73** 71**  67**  74** -
5h 3.09 140 .61** 57** 77** 78** .66** .69* .78**

Note: * p<.05, **p<.01

Table 11. Item descriptives for reflective dialogue skills measure wave 2.

Item Mean SD 1 2 3 4 5 6 7 8

5a 273 133 -

5b 348 1.09 .59** -

5C 345 1.06 .49** .53** -

5d 339 1.03 .56** .58** 49** -

oe 3.76 115 .59** .50** .56** .80** -

5f 3.52 112 .64** 48** .66** .71** .81** -

59 291 1.28 .57** 55** 51** 76** 83 71** -
5h 312 122 56** 45** 46** 71** .60** 73** 75**

Note: * p<.05, **p<.01

Beliefs about collaboration. Participants’ beliefs about collaboration were measured by a
13-item scale adapted from scales by Armenakis et al., (2007), Thompson, Perry, & Miller
(2007), and Flaspohler, Anderson-Butcher, Bean, Burke, & Paternite (2008). Items assessed the
extent to which participants agreed with the belief statements using a six-point Likert scale
ranging from 0="not at all” to 5="a great deal”. This scale contained three subscales. The first
subscale included 4 items related to participants’ beliefs about the appropriateness of inter-
professional collaboration (e.g., | believe collaborating with service providers from other
agencies will have a favorable effect on my practice; see question 2 a-d in Appendix E). The
second subscale included 4 items measuring whether participants believed inter-professional

collaboration would benefit them personally (e.g., increasing my collaboration with providers in
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other agencies will benefit me in my job; see question 2 f-h in Appendix E). The third subscale
included 5 items measuring whether participants believed they have a common shared goal or
mutuality with other providers in Saginaw (e.g., | will better meet the needs of youth and
families on my caseload by working with other service providers in Saginaw than working alone;
see question 2 i-m in Appendix E).

The items in each subscale were examined for their intercorrelations. Table 12 and 13
show the intercorrelation matrices for both wave 1 and wave 2 surveys. Using the .40 cutoff
criterion (Armenakis et al., 2007; Hinkin, 1998; Kim & Mueller, 1978), the matrices revealed
that all items within the first subscale (appropriateness of collaboration) for both wave 1 and 2
had significant correlations above .40. However, the items within the other two subscales
(benefits of collaboration and mutuality) did not all correlate above .40 with all the other
subscale items for the two waves; the inter-item correlations for these two subscales were
particularly low in wave 2, and even negative in some cases. Thus, the items within the second
and third subscales (2e-3m) were removed from the measure.

The items within the first subscale (2a-d) were entered into a principle components factor
analysis using a varimax rotation to determine factor structure. All items for each wave loaded
cleanly onto one factor (item loadings were all above .70). A mean score was calculated on the
four items within the appropriateness subscale to represent the final beliefs about collaboration

scale which had an alpha of .89 for the wave 1 survey, and .86 for the wave 2 survey.
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Table 12. Item descriptives for beliefs about collaboration measure wave 1.

Item Mean SD 1 2 3 4 5)
Subscale 1: Appropriateness
2a 4.21 1.14 -
2b 4.18 1.01 .86** -
2C 3.85 1.25 J0** A4** -
2d 3.91 .98 H55** 55* .68** -
Subscale 2: Benefits
2e 4.00 1.15 -
2f 4.16 .92 39* -
29 4.09 .95 78** 39* -
2h 3.72 1.55 01 A49** .08 -
Subscale 1: Mutuality
2i 3.91 1.21 -
2 3.24 1.41 -21 -
2k 3.48 1.28 -.07 67* -
2l 2.79 .96 17 .29 24 -
2m 4.09 1.18 A44* -.29 -.15 .18 -

Note: * p<.05, **p<.01

Table 13. Item descriptives for beliefs about collaboration measure wave 2.

Item Mean SD 1 2 3 4 5
Subscale 1: Appropriateness
2a 4.24 .83 -
2b 4.06 .90 52** -
2C 4.09 .95 65** T6%* -
2d 4.09 91 A42* 2% H53** -
Subscale 2: Benefits
2e 4.00 1.09 -
2f 4.15 1.03 .00 -
29 3.97 .88 .68** -.10 -
2h 4.09 1.26 .02 64** -.138 -
Subscale 1: Mutuality
2i 3.88 1.17 -
2j 3.82 .88 -.30 -
2k 3.82 1.24 -.10 66** -
2 2.91 .95 .36* -.02 -.04 -
2m 4.20 81 .29 12 -.06 29 -

Note: * p<.05, **p<.01
Optimized transformative exchanges. Participants’ initiation of optimized transformative

exchanges was measured by a 10-item scale. Four of these items were adapted from scales by
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Drach-Zahavy et al. (2001) and Mellin, Bronstein, Anderson-Butcher, Amorose, Ball, & Green
(2010), and 6 items were developed for this study based on the theory within Eoyang’s CDE
model as well as the suggestions from system of care stakeholders. These items were combined
into 2 subscales. The first subscale included six items measuring OTEs related to specific cases
(e.g., suggest ways to integrate your different perspectives or expertise for the sake of problem-
solving around a case; see question 6 a-f in Appendix E). The second subscale included four
items measuring OTEs related to encouraging (diffusing) system-wide collaboration (e.g.,
discuss ways to overcome barriers to collaborating with providers from different agencies; see
question 7 a-d in Appendix E). Items assessed how frequently providers initiated various types of
exchanges with individuals from outside agencies using a six-point Likert scale ranging from
0="less than quarterly” to 5=“daily”.

An intercorrelation matrix was calculated for each subscale to assess the internal
consistency of each domain. Table 14 and 15 show the intercorrelation matrices for both wave 1
and wave 2 surveys. The matrices revealed that all items for both wave 1 and 2 had significant
correlations above the .40 cutoff point.

Table 14. Item descriptives for OTE measure wave 1.

Item Mean SD 1 2 3 4 5 6
6a 3.24 1.09 -
6b 3.09 1.33 .82** -
6¢c 2.91 1.53 T3** .84** -
6d 2.92 1.45 .80** J0** JT** -
6e 2.06 1.97 55** 54** 42* 53** -
6f 2.30 1.78 .63** 54** Bb5** .69** .82** -
7a 2.55 1.75 -
7b 2.68 1.61 J1** -
7c 2.39 1.68 JT7** 82** -
7d 2.14 1.95 .81** JT4%* .83** -

Note: * p<.05, **p<.01
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Table 15. Item descriptives for OTE measure wave 2.

Item Mean SD 1 2 3 4 5 6
6a 3.30 1.26 -
6b 3.24 1.25 .89** -
6¢C 3.03 1.45 79** .86** -
6d 3.18 1.31 J1** .18* .90** -
6e 2.03 1.69 S7** .65** A2%* J0** -
6f 2.33 1.49 .64** JA2** 78** J4%* JT4%* -
7a 2.58 1.62 -
7b 3.00 1.32 J1** -
7c 2.64 1.39 62** .85** -
7d 2.55 1.52 .68** 18** .84** -

Note: * p<.05, **p<.01

All 10 items were entered into a principle components factor analysis using a varimax

rotation. All items for each wave items except items 6e (“When interacting with outside

providers, how often do you evaluate each others’ ideas in order to improve effectiveness?”’) and

6f (“When interacting with outside providers, how often do you share reflections on the way

services are being delivered to a case?”) loaded cleanly on two factors associated with each

subscale (item loadings were all above .70). Table 16 summarizes the factor loadings for the two

subscales across wave 1 and 2.

Table 16. Factor analysis results for OTE scale.

Item Wave 1 Components

Wave 2 Components

6a
6b
6C
6d
6e
6f
Ta
7b
7C
7d

0.90
0.90
0.87
0.78
0.55
0.65
0.48
0.35
0.24
0.26

0.19
0.31
0.39
0.48
0.62
0.57
0.75
0.82
0.90
0.92

0.88
0.93
0.91
0.85
0.55
0.65
-0.02
0.09
0.34
0.24

0.23
0.04
0.02
0.30
0.59
0.54
0.86
0.92
0.85
0.88
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Based on the factor analysis results, a mean score was calculated for the two subscales; these
subscales were then averaged to create an overall scale of participants’ OTEs. The alpha for this
scale was .95 for the wave 1 survey, and .93 for the wave 2 survey.

Collaborative behaviors. Participants’ collaboration was measured by a 7-item scale.
Four of these items were taken from Mellin et al.’s (2010) collaboration scale, and three items
were developed for this study based on the theory within Eoyang’s CDE model as well as the
suggestions from system of care stakeholders. Items assessed the extent to which collaborative
behaviors resulted from their interactions with individuals from outside agencies (e.g., As a
result of working together, services/supports for youth are delivered in new ways; see question 8
a-g in Appendix E) using a six-point Likert scale ranging from 0="“not at all”’ to 5="a great deal”.

The internal consistency of the items within the collaborative behaviors domain was
examined using the item’s intercorrelation matrix (see Tables 17 and 18). Across waves 1 and 2,
all of the items except 8a (“New practices related to working with youth occur as a result of the
diversity of ideas among collaborating providers”), 8¢ (“Service plans are jointly created by
providers who share cases”), and 8g (”” Providers work together to provide ongoing follow-up to
a shared case”) were correlated with each other above the .40 cutoff level. Thus, these three
items were removed from the scale.

Table 17. Item descriptives for collaborative behaviors measure wave 1.

Item Mean SD 1 2 3 4 5 6 7

8a 1.97 1.19 -

8b 2.30 126 .70** -

8c 2.03 1.31 .66** .71** -

8d 2.18 1.47 .56** 75%*  79** -

8e 1.94 132 .62** 57**  .63** .60** -

8f 1.70 1.31 .68** 42**  66** .61** .69** -
89 2.41 119 .62** .32 A2%*  38**  46** . 70**

Note: * p<.05, **p<.01
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Table 18. Item descriptives for collaborative behaviors measure wave 2.

Item Mean SD 1 2 3 4 5 6 7

8a 1.91 1.16 -

8b 2.18 0.98 .73** -

8c 2.03 1.29 .32 A44* -

8d 2.24 1.03 .62** .60**  .60** -

8e 1.58 1.03 31 42* 58**  .36* -

8f 1.39 1.06 .36* S3**F  .68**  43* 87** -

89 2.27 1.01 .18 .20 A5** 24 .30 A8** -

Note: * p<.05, **p<.01

The remaining four items were entered into a principle components factor analysis to
determine factor structure. Using a varimax rotation, the analysis showed that all items for each
wave loaded cleanly onto one factor (item loadings were all above .70). Given this factor
structure, a mean score was calculated across these items to indicate the participants’ overall
frequency of collaboration. The alpha for this scale was .89 for the wave 1 survey, and .82 for the
wave 2 survey.

Validation measures. To validate the self-reported survey responses, two sets of
structured interviews were conducted with a randomly selected subset of intervention and control
group participants (n= 14) one month prior to the intervention started and one month after the
intervention finished. When applicable, the response options given to participants during the
interviews corresponded with the response options included in the survey. See Appendix G for a
copy of the structured interview protocol. Four validation measures were created based on these
interviews that assessed participates’ knowledge of containers, knowledge of differences,
transformative exchanges, and collaborative behaviors related to a recently completed case
involving a youth receiving services from at least one additional system of care partner agency.
Specifically, participants’ responses to the structured interview questions were assigned values

(either rank values to illustrate increasing levels of capacity and behaviors, or dichotomous
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values to illustrate the presence or absence of a particular capacity or behavior) based on the
response options from the survey. These values were then entered into a data base. One
categorical and three continuous measures were developed from this process that were used to
validate the survey responses related to knowledge of containers, knowledge of differences,
exchanges, and collaborative behavior. The four measures are described below.

Knowledge of system containers. One categorical measure was created to validate
participants’ knowledge of containers based on the following interview question: Did you ever
contact another agency for assistance with the case, and if so, who did you first contact for this
assistance? This question was assessed using a 0-1 scale were 0 indicated the participant did not
attempt to contact a provider within an external agency container and 1 indicated the participant
did attempt to make contact with an external container.

Knowledge of differences. Another measure was created to validate participants’
knowledge of outside providers’ differences. The measure was based on the following 3
interview questions asking participants about each outside provider connected to the case: 1) did
this person have any information (e.g., about the case, available services, etc.) you did not have
that was useful for improving outcomes for the case?; 2) did this person have any connections in
Saginaw you did not have that were useful for improving outcomes for the case?; and 3) did this
person suggest any service ideas you alone did not come up with that were useful for improving
outcomes for the case? These questions were assessed using a 0-1 scale. Participants’ answered
the questions for each of the providers connected to the case (on average there were 1.75 outside
providers connected to participants’ cases in wave 1, and 1.64 outside providers connected to

their cases in wave 2). Responses were averaged across providers within each response category
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to create three separate information, connection, and idea subscales. These three subscales were
summed to create an overall differences measure (ranging from 0-3).

Transformative Exchanges: One measure was created to validate participants’ initiation
of exchanges with the outside providers connected to the case based on the following interview
question: How often did you talk with this provider about the case? Participants’ answers were
quantified on a scale from 1-8 where 1=never, 2= less than every 4 months, 3=every 2-3 months,
4= monthly, 5= every other week, 6=once a week, 7= a few times a week, and 8=daily.
Participants’ answered this question for each of the providers connected to the case, and these
responses were averaged to create an overall exchange measure based on a 1-8 scale.

Collaborative behaviors. One measure was developed to validate participants’
collaborative behaviors based on the following interview questions: 1) Did you come up with
new approaches for the case through working with the other providers connected to the case?;
and 2) did you and the other providers connected to the case come up with new ways of working
together? These two questions were assessed using a 0-1 scale, and participants’ responses were

summed to create an overall collaboration measure based on a 0-2 scale.
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Results
General Analysis Strategy

A series of quantitative and qualitative analyses were used to examine the research
questions and hypothesis posed in this study, as well as to examine the validity of participants’
responses. Research question 1 was answered using regression to examine the extent to which
the four self-organizing capacities were related to participants’ initiation of OTES. The study
used a mediation analysis with bootstrapping (Preacher & Hayes, 2004) to answer research
question 2 by examining the mediating effect of OTEs between self-organizing capacity and
collaboration. Several additional regression analyses were conducted to supplement the
mediation findings. Mixed-design repeated measures analysis of variance (ANOVA) was used to
answer research questions 3-5 by testing the differences in self-organizing capacities, OTEs, and
collaborative behaviors between wave 1 and wave 2 for participants in the intervention and
control groups. The structured case study interviews from both control and intervention
participants were correlated with the survey measures as a form of validation. Finally, the focus
group sessions and follow-up interviews were content analyzed to triangulate the survey
findings. The results of these analyses are described below.

Based on the final sample size that resulted from the drop in participation over the course
of wave 1 and wave 2 data collection, the estimated power of the study was .10 for a small effect
size of the intervention, .30 for a medium effect size, and .65 for a large effect size. Given that
the anticipated effect size of the intervention was most likely to be small to moderate, and that all
hypotheses were one-directional, the repeated measures ANOVA and regression analyses
described below were conducted using a one-tailed significance test in order to maximize the

power of the study.
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Data Entry

Data collected through surveys were entered into SPSS manually by research assistants.
Several steps were taken to protect against human error in this process. First, a survey codebook
was created that included detailed instructions for how data were to be entered for each scale.
Assistants were trained in how to use this codebook. Second, research assistants demonstrated
their data entry ability in a practice task and one-on-one meetings were held with each assistant
to discuss mistakes. Third, all surveys were entered independently into two separate databases by
two separate assistants. These databases were then merged and cross-referenced for errors. Any
inconsistencies or errors were investigated and resolved.
Descriptive and Diagnostic Information

Prior to conducting the primary study analyses, descriptive information on all variables
was analyzed to examine distributions of the data, homogeneity of variance, and outliers. A
summary of descriptive information for all variables is presented in Tables 19-21. Table 22
includes a correlation matrix of all the study variables for the full sample. Again, all variables
were measured on a 0-5 scale. First, the Kolmogorov-Smirnov test was used to examine the
distributions of the 6 study variables at both time points for the intervention and control groups.
Analysis showed that the following variables were not normally distributed: control participants’
knowledge of containers variable for wave 2 had a bi-modal distribution (D(16)=.22, p=.05);
control participants’ knowledge of differences variable for wave 1 was positively skewed
(D(16)=.22, p<.05); and control group participants reflective dialogue skills variable for wave 1
was negatively skewed (D(16)=.22, p<.05). To further examine these distributions, the skewness
and kurtosis statistics were transformed into z scores and examined for significant values (an

absolute value greater than 1.96 is considered significant at the p<.05 level). Two variables
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Table 19. Variable descriptives for intervention group participants.

Knowledge of Knowledge of Reflective Beliefs about Initiation  Collaborative
Statistics Containers Differences  Dialogue Skills  Collaboration of OTEs Behavior
Wave 1
N 17 17 17 17 17 17
Mean 2.53 1.95 3.25 4.10 2.76 1.87
Std. Dev. .82 91 1.18 94 1.30 1.05
Range 2.67 3.13 3.88 3.50 4.63 3.75
Min. 1.33 .50 1.13 1.50 .38 .25
Max. 4.00 3.63 5.00 5.00 5.00 4.00
Skewness 27 .20 -.50 -1.44 .20 .38
Kurtosis -1.10 -1.11 -.61 2.50 -.66 -.13
Wave 2
N 17 17 17 17 17 17
Mean 3.17 2.50 3.40 4.32 3.14 2.06
Std. Dev. 81 75 .98 .65 99 .83
Range 2.67 2.88 3.00 2.25 3.63 3.00
Min. 1.83 .88 1.63 2.75 1.38 .50
Max. 4.50 3.75 4.63 5.00 5.00 3.50
Skewness .08 -41 -44 -1.10 -.36 A3
Kurtosis -.96 -.08 -.79 .75 -.37 -.70
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Table 20. Variable descriptives for control group participants.

Knowledge of Knowledge of Reflective Beliefs about Initiation Collaborative
Statistics Containers Differences  Dialogue Skills  Collaboration of OTEs Behavior
Wave 1
N 16 16 16 16 16 16
Mean 2.65 2.16 3.13 3.97 2.72 2.25
Std. Dev. .89 1.08 1.08 1.00 1.36 1.26
Range 3.83 4.50 3.25 3.00 4.50 4.00
Min. 50 .50 1.25 2.0 .00 .00
Max. 4.33 5.00 4.50 5.00 4.50 4.00
Skewness -.56 1.10 -.44 -71 -.40 -.59
Kurtosis 1.31 2.30 -1.14 -.93 -.64 -71
Wave 2
N 16 16 16 16 16 16
Mean 2.94 2.12 3.19 3.91 2.73 1.86
Std. Dev. 1.00 .92 91 81 1.07 .95
Range 3.33 2.75 3.13 2.50 3.25 3.25
Min. 1.00 .88 1.50 2.50 1.25 50
Max. 4.33 3.63 4.63 5.00 4.50 3.75
Skewness -42 .30 -.16 10 -.16 75
Kurtosis -.93 -1.50 -.95 -1.08 -1.26 -.09
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Table 21. Variable descriptives for entire study sample.

Knowledge of Knowledge of Reflective Beliefs about  Initiation of  Collaborative
Statistics Containers Differences Dialogue Skills  Collaboration OTEs Behavior
Wave 1
N 33 33 33 33 33 33
Mean 2.60 2.05 3.19 4.04 2.74 2.05
Std. Dev. .84 99 1.12 .95 1.31 1.15
Range 3.83 4.50 3.88 3.50 5.00 4.00
Min. 50 50 1.13 1.50 .00 .00
Max. 4.33 5.00 5.00 5.00 5.00 4.00
Skewness -15 .76 -43 -1.01 -.10 -11
Kurtosis -.09 1.10 -.88 27 -72 -.86
Wave 2
N 33 33 33 33 33 33
Mean 3.06 2.31 3.30 4.12 2.94 1.96
Std. Dev. 90 .85 94 75 1.03 .88
Range 3.50 2.88 3.13 2.50 3.75 3.25
Min. 1.00 .88 1.50 2.50 1.25 .50
Max. 4.50 3.75 4.63 5.00 5.00 3.75
Skewness -31 -.10 =27 -.46 =27 41
Kurtosis -.68 -1.17 -.95 -.89 -.88 -.59
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Table 22. Correlation matrix between study variables for full sample of 33.

Variable 1 2 3 4 5 6 7 8 9 10 11 12
Study Condition -
Knowledge of Containers Wave 1 -.07

Knowledge of Differences Wave 1  -.11 .65** -

Reflective Dialogue Skills Wave1 .06  .49** 22 -

Beliefs about Collaboration Wave 1 .07 .03 -14 16 -

OTEs Wave 1 01 .12 29 .18 -.23 -

Collaborative Behaviors Wave 1 -17 .23 37 .29 18 .23 -

Knowledge of Containers Wave 2 A3 68** 32 .33 02 21 .03 -

Knowledge of Differences Wave2 .23 .38* .30 .58** .15 .12 34 AT* -

Reflective Dialogue Skills Wave2 .11 .36* .24 .75** .02 .23 .28 39%  .64** -

Beliefs about Collaboration Wave 2 .28 .11 A5 .17 44* .08 38* .25 41 21 -

OTEs Wave 2 40*  .40* A41* 38 -12  50** .40*  .48** 57** 50** 35* -
Collaborative Behaviors Wave 2 A1 .17 09 52 10 .01 58** 20 b54**  b5** 18  .39*

Note: * p<.05, **p<.01
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showed significant values from this analysis: beliefs about collaboration and knowledge of
differences. Specifically, the intervention group’s wave 1 beliefs scale had significant negative
skewness and positive kurtosis; their wave 2 beliefs scale also had significant negative skewness.
The control group’s knowledge of differences variable had significant positive skewness and
positive kurtosis. These distributions are most likely the result of a small sample size and limited
variability in item responses (e.g., the beliefs about collaboration scale showed a ceiling effect
for both groups).

Three separate transformations were conducted on the variables in an attempt to address
the non-normal distributions described above including the square root, log, and inverse
transformations. A constant of 1 was added to all variables prior to the transformation to account
for values of zero. The Kolmogorov-Smirnov, skewness, and kurtosis tests described above were
used to assess the distributions for the transformed variables. These analyses showed that all
transformations were unsuccessful at normalizing the distributions of the effected variables,
except for the square root transformation of the knowledge of differences variable. However, the
transformed knowledge of differences variable did not produce significantly different results in
the subsequent analyses than the non-transformed variable. Thus, in light of these findings, none
of the study variables were transformed.

While the transformations proved unsuccessful, several other tests suggested that the data was
still appropriate for the planned regression and repeated measures analyses. For example,
Levene’s test produced non-significant coefficients for all the variables in all waves, implying
that despite the evidence of non-normality the variance of scores was not significantly different
across the intervention and control groups in each wave. The data were also examined for

possible outliers by transforming all variables into z scores and identifying any occurrences of
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absolute values above 3.29 (greater than 2 standard deviations above the mean). No outliers
appeared in the in any of the variables for wave 1 or wave 2. Given the results of these two tests,
and the fact that both repeated measures ANOVA and multiple regression analyses are robust to
non-normal samples, the decision was made to move forward with the planned analyses.
Relation between Self-Organizing Capacities and Initiation of OTESs

Regression was used to answer research question 1 (to what extent are self-organizing
capacities related to the initiation of transformative learning exchanges?) and hypotheses 1-4.
Specifically, four separate regression models were defined where knowledge of containers,
knowledge of differences, skills in reflective dialogue, and beliefs about collaboration each
individually predicted the OTE variable at time 2. Study condition (control versus intervention)
was also entered into each of these models as a way of controlling for group assignment.

Prior to examining the models, a series of diagnostics were run on the data to examine
evidence for the violation of assumptions including: cases with unreasonable influence on the
model, multicolinearity, the independence of errors, and the normal distribution of errors. First, a
leverage statistic was calculated to assess any unreasonable influence of certain cases on the
models. Hoaglin and Welsch (1978) suggest an unreasonable leverage cut-off point as above the
value of 2(k+1)/n where k=predictors and n=sample; upon examining the data, all cases were
below this value for the regression models indicating no case had unreasonable influence on the
model. To further test for influence of particular cases on the model, Cook’s distance was
estimated. None of the cases had a Cook’s distance value above 1, indicating there was no
abnormal affect of a single case on each of the models (Cook & Weisberg, 1982). Second, two
tests were used to examine collinearity between predictors in the regression models: the Variance

Inflation Factor (VIF) and Tolerance. The VIF statistic was below the threshold of 10 (Myers,
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1990) and Tolerance statistic was above the threshold of .2 (Menard, 1995) for the models,
indicating no significant collinearity between the predictors. Third, the Durbin-Watson test was
used to assess independence of error across variables and produced statistics that were within the
reasonable limit (above 1 and below 3) for all the models indicating the assumption of
independent errors was met. Finally, the Kolmogorov-Smirnov, skewness, and kurtosis tests
were applied to the standardized residuals in each of the regression models; none of the three
tests showed significant coefficients indicating that the errors were normally distributed. Because
the data met these key assumptions, the decision was made to move forward with the planned
analysis.

Four separate regression analyses were run on the full 33 participant sample where each
self-organizing capacity variable at time 2 independently predicted the OTE variable at time 2. In
order to control for participants’ group assignment (control or intervention), study condition was
also entered as an independent variable into each of these regression models. Each of these

analyses used a one-tailed significance test. The model including knowledge of containers and

study condition was significant (F(2,30)=5.11, p<.01, r2:.25) with knowledge of containers

significantly predicted OTEs (t(30)=2.93, b=.53, p<.01, ES=.47); study condition was not
significant in this model (t(30)=.90, b=.029, p=n.s.). When knowledge of differences and study

condition were entered as predictors of OTEs, the overall model was also significant

(F(2,30)=7.21, p<.001, r2:.33) with knowledge of differences significantly predicting

transformative exchanges (t(30)=3.55, b=.66, p<.001, ES=.54); again, study condition was not

significant in this model (t(30)=.51, b=.16, p=n.s.). The regression model with skills in reflective

dialogue and study condition as predictors was significant (F(2,30)=5.46, p<.01, r2:.27), and
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skills in reflective dialogue significantly predicted transformative exchanges (t(30)=3.04, b=.52,
p<.01, ES=.49); study condition was not significant in this model (t(30)=.95, b=.30, p=n.s.). The

model with study condition and beliefs about collaboration as predictors was also significant

(F(2,30)=2.31, p=.05, r2:.13), and beliefs about collaboration significantly predicted OTESs

(t(30)=1.79, b=.44, p<.05, ES=.31) while study condition was not significant in the model
(t(30)=.64, b=.23, p=n.s.). Overall, the results of these analyses supported hypothesis 1-4.
The Mediating Role of OTESs on Collaborative Behaviors

A series of mediation tests with percentile bootstrapping was used to answer research
question 2 (To what extent does the initiation of transformative learning exchanges mediate the
relationship between self-organizing capacities and collaborative behaviors?) and hypotheses 5.
Prior to conducting this analysis, the degree to which wave 2 OTEs predicted wave 2
collaborative behaviors after controlling for group assignment was assessed using regression

with a one-tailed significance test. This overall regression model was significant (F(2,30)=2.77,

p<.05, r2:.17) with OTEs significantly predicting collaborative behaviors (t(30)=2.25, b=.33,

p<.05, ES=.38); study condition was not significant in this model (t(30)=.21, b=.06, p=n.s.).
Given that the regression analyses described in previous sections suggested that each of the four
wave 2 self-organizing capacity variables significantly predicted the wave 2 OTE variable, there
was evidence for a possible mediated relationship in the IDeAL Partnerships framework.

Four separate bootstrapped mediation analyses were conducted on the full sample where
the OTE variable mediated the path between each of the four capacity variables (independent
variables) and collaborative behaviors (the dependent variable). Bootstrapping is a non-
parametric approach that estimates the mediation effect on a series (e.g., 10,000) of random

samples from the overall sample and computes the indirect effect for each sample; these effects
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are then compiled into a bootstrapped distribution which is used to develop a 95% confidence
intervals (Preacher & Hayes, 2004). If the 95% confidence interval does not contain zero, it can
be concluded that the indirect mediated effect is significant at p<.05 (Preacher & Hayes, 2004).
This approach is preferred over other traditional mediation tests because it does not assume that
the distribution of mediated values are normally distributed and as a result has increased power
with small samples (Preacher & Hayes, 2004). The four bootstrapped mediation tests found that
OTEs did not significantly mediate any of the relationships between the capacity variables and
collaborative behaviors because the 95% confidence intervals for each test included zero.
Specifically, the 95% confidence interval for the mediation tests related to knowledge of
containers (B=.17, bias-corrected 95% ClI: -.02 to .37), knowledge of differences (B=.09, bias-
corrected 95% ClI: -.01 to .27), reflective dialogue skills (B=.09, bias-corrected 95% ClI: -.08 to
.26), and beliefs about collaboration (B=.15, bias-corrected 95% CI: -.06 to .35) suggest that
hypothesis 5 was not supported by the data.

Given that none of the mediation analyses were significant, several additional regression
analyses were conducted to explore the relationships between the self-organizing capacity
variables and collaborative behaviors in the IDeAL Partnerships Framework. The four capacity
variables were each entered into separate regression models predicting collaboration, with study
condition entered as a control variable for group assignment. Results indicated that only

knowledge of differences and reflective dialogue skills had significant overall regression models
(F(2,30)=6.27, p<.01, r2:.30 and F(2,30)=6.70, p<.01, r2:.31, respectively). Knowledge of

differences significantly predicted collaborative behaviors in its individual model (t(30)=3.46,

b=.57, p<.01, ES=.53), as did reflective dialogue skills (t(30)=3.60, b=.51, p<.001, ES=.55).

103



Study condition was not significant in either of these models (t(30)=-.06, b=-.17, p=n.s., and

t(30)= .35, b=.09, p=n.s., respectively). In contrast, the regression models with knowledge of
containers (F(2,30)=.74, p=n.s., r2:.05) and beliefs about collaboration (F(2,30)=.59, p=n.s.,

r2:.04) as predictors had very poor fit and were not significant; these two variables did not
significantly predict collaboration in the models (t(30)= 1.03, b= .18, p=n.s., and t(30)= .88, b=
.19, p=n.s., respectively), nor did the study condition variable (t(30)= .50, b= .16, p=n.s., and
t(30)= .37, b=.12, p=n.s., respectively). Figure 4 summarizes the 7 significant linear regression
relationships within the IDeAL Partnerships Framework.

Figure 4. Significant regression relationships within the IDeAL Partnerships Framework.
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A multiple regression model was defined with the four wave 2 self-organizing capacity
variables, OTEs, and study condition all entered as predictors of wave 2 collaborative behaviors;
this model was created in order to assess the relative strength of each predictor variable when all

the other variables were held constant. The overall multiple regression model was significant

(F(6,26)=2.70, p<.05, r2:.38), although reflective dialogue skills was the only variable that
significantly predicted collaboration (t(26)=1.65, b=.32, p=.05, ES=.31). However, there was a

trend toward knowledge of differences also significantly predicting collaborative behaviors in
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this model (t(26)=1.47, b=.35, p=.08, ES=.28). In contrast, knowledge of containers (t(26)=-.79,
b=-.14, p=n.s.), beliefs about collaboration (t(26)= -.19, b= -.04, p=n.s.), OTEs (t(26)= .56, b=
.10, p=n.s.), and study condition (t(26)= .02, b= .01, p=n.s.) did not significantly predict
collaboration in this model.

Overall the bootstrapped mediation analyses suggest that OTEs did not fully mediate the
path between the self-organizing capacities and collaborative behaviors. The fact that reflective
dialogue skills and knowledge of differences had meaningful relationships with collaborative
behaviors even when OTEs were held constant further supports the lack of a fully mediated
model within the IDeAL Partnerships Framework. However, the linear regression findings
suggest that OTEs may still play a partial mediation role in the model. This potential area for
future research will be explored in the discussion section.

The Intervention’s Influence on Participants’ Self-Organizing Capacity

Four mixed-design repeated measures ANOVA tests were used to answer research
question 3 (does the IDeAL Partnerships Intervention have a significant influence on
participants’ self-organizing capacities?) and hypotheses 6-9. As mentioned above, all of these
tests used a one-tailed significance test. Figures 5-8 display graphs for each of the four tests
described below.

Knowledge of containers. The first model was defined with knowledge about pertinent
containers over the two time points as the within-subjects variables and group assignment as the
between-subjects factor. Results show that participants’ knowledge of containers significantly
increased across the two time points for the overall sample, F(1,31)=14.88, p<.001). There was a

trend toward a significant interaction effect where intervention participants increased their
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knowledge of containers more over time than control participants (F(1,31)=2.06, p=.08). This
trend provided some support for hypothesis 6.

Figure 5. Average response to knowledge of containers measure for each group over time.
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Knowledge of differences. The second model was defined with knowledge about
differences over the two time points as the within-subjects variables and group assignment as the
between-subjects factor. Results showed that participants’ knowledge of differences did not
significantly increase across the two time points for the overall sample, F(1,31)=1.50, n.s.).

Figure 6. Average response to knowledge of differences measure for each group over time.

4.5

3.5

2.5
2 _—74

1.5

Intervention

= Control

Survey Response

0.5

Wave 1 Wave 2

106



However, there was a strong trend toward a significant interaction effect where intervention
participants increased their knowledge of differences more than control participants over the
study duration (F(1,31)=2.58, p=.06). This strong trend supported hypothesis 7.

Skills in reflective dialogue. The third model was defined with skills in reflective
dialogue over the two time points as the within-subjects variables and group assignment as the
between-subjects factor. Results show that participants’ reflective dialogue skills did not
significantly increased across the two time points for the overall sample, F(1,31)=.563, p=n.s.).
There was no significant interaction effect between condition and time for reflective dialogue
skills (F(1,31)=.114, p=n.s.), meaning the groups did not differ on their growth in this area. Thus,
there was no support in the data for hypothesis 8.

Figure 7. Average response to reflective dialogue skills measure for each group over time.
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Beliefs about collaboration. The fourth model was defined with beliefs about
collaboration over the two time points as the within-subjects variables and group assignment as
the between-subjects factor. Results show that belief in collective identity did not significantly
increase across the two time points for the overall sample, F(1, 31)=.24, n.s.). Results showed no

significant interaction effect between condition and time (F(1,31)=.77, n.s.), indicating there was
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no difference in how the groups increased over time. Thus, hypothesis 9 was not supported by
the data. However, it should be noted that the intervention and control groups both had high
scores on the beliefs measure at time 1, suggesting there may have been a ceiling effect to their
growth over time. This ceiling effect will be explored more in the discussion section.

Figure 8. Average response to beliefs about collaboration measure for each group over time.
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The Intervention’s Influence on Participants’ Initiation of OTEs

To assess research question 4 (does the IDeAL Partnerships Intervention have a
significant influence on participants’ initiation of transformative learning exchanges?) and
hypothesis 10, a mixed-design repeated measures ANOVA was used to test the differences in
OTEs between participants in the intervention and the control groups. Specifically, this analysis
defined OTESs over two time points as the within-subjects variables and group assignment as the
between-subjects factor. Results show that participants’ OTES did not significantly increase
across the two time points for the overall sample, F(1, 31)=.87, p=n.s.). There was no significant
interaction between condition and time for this variable (F(1,31)=.80, p=n.s.), indicating the two
groups did not differ in their growth over time. See Figure 9 for a graph of this change over time.

According to this analysis, there was no support in the data for hypothesis 10.
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Figure 9. Average response to OTE measure for each group over time.
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To further examine this research question, the OTE subscales related to cases and
diffusion were each examined separately in order to understand whether the intervention had a
different effect on these two categories of OTESs. The alpha for the case-related subscale was .95
for the wave 1 survey and .93 for the wave 2 survey; the alpha for the diffusion subscale was .93
for the wave 1 survey and .92 for the wave 2 survey. The two subscales were each entered into a
mixed-design repeated measures ANOVA where OTEs over two time points were defined as the
within-subjects variables and group assignment was defined as the between-subjects factor. For
the OTE subscale related to cases, results showed that participants’ case related transformative
exchanges did not significantly increase across the two time points for the overall sample
(F(1,31)=.44, p=n.s.), however there was a trend toward a significant interaction between
condition and time where intervention participants increased their case-related transformative
exchanges more than control group participants (F(1,31)=1.93, p=.09, ES=.24). This finding

provided some support for hypothesis 10. See Figure 8 for a graph of these changes over time.
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Figure 10. Average response to case-related OTE subscale measure for each group over time.
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Results for the OTE subscale related to diffusion showed that the overall sample of
participants did not significantly increase their diffusion of collaboration across the system over
the study period (F(1,31)=.70, p=n.s.). There was also no significant interaction between
condition and time (F(1,31)=.07, p=n.s.) indicating the two groups did not differ in their growth
over the course of the study. See Figure 9 for a graph of these changes.

Figure 11. Average response to diffusion OTE subscale measure for each group over time.
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Overall the repeated measures ANOVA findings implied that the intervention had
somewhat of an effect on participants’ exchange behavior related to discussing their personal
cases, while no effect on their behavior related to spreading collaboration across the system. This
effect will be further explored in the discussion section.

The Intervention’s Influence on Participants’ Collaborative Behavior

To assess research question 5 (does the IDeAL Partnerships Intervention have a
significant influence on participants’ engagement in collaborative behavior?) and hypothesis 11,
a mixed-design repeated measures ANOVA was used to test the differences in collaborative
behavior between participants in the intervention and the control groups. Results show that
participants’ collaborative behaviors did not significantly increase across the two time points for
the overall sample, F(1, 31)=.37, p=n.s.). There was a significant interaction between condition
and time for collaborative behaviors (F(1,31)=3.21, p<.05), however this was because

Figure 12. Average response to collaborative behaviors measure for each group over time.
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intervention participants maintained a constant level of collaborative behaviors over the study
period while the control group decreased their collaborative behaviors over time. Thus, while
this interaction finding supports hypothesis 11, it is due to the control group’s decrease in
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behavior instead of an increase in behavior by the intervention participants. Figure 10 displays a
graph of this analysis.
Validation Analyses

Case Study Validation. As described in the methods section, four measures were
developed from the structured interviews that were conducted with a subset (n=14) of the overall
sample at time 1 and time 2. During the interviews participants were asked to select a recent case
where the youth was receiving services from at least one additional public agency (CMH, Courts,
Schools, DHS) outside of their own agency; participants answered the structured interview
questions based on their selected case. These measures were used to validate the survey
measures by correlating participants’ interview responses to their responses on the survey. The
correlation results for each of the four measures are summarized below. A summary of the means
for these measures are included in Table 23.

Knowledge of containers. As described above in the methods section, the validation
measure for knowledge of containers was based on the structured interview question asking
participants whether they had attempted to contact anyone within an outside public agency that
had provided services to the youth (i.e., within a relevant container) for assistance with the case.
Ten out of the 14 participants in the wave 1 interviews attempted to contact a provider in a
relevant container, while 8 out of 14 attempted to make this contact in the wave 2 interviews.
The resulting dichotomous measure (attempted contact = 1, did not attempt contact = 0) was
correlated with the knowledge of containers survey measure for this subset of 14 participants.
The point-biserial correlation results showed that the validation interview measure was not

significantly related with the overall knowledge of containers survey measure for wave 1

rop=-22, p=n.s.) or wave 2 (rpp=-.34, p=n.s.). The validation measure was also not significantly
pb pb
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correlated with the knowledge of containers case-related subscale for either wave 1 (rpp=.26,
p=n.s.) or wave 2 (rpp=.16, p=n.s.), or the service-related subscale for wave 1 (rpp=.30, p=n.s.) or

wave 2 (rpp=-01, p=n.s.). Thus, the survey measure was not validated by the structured interview
results. However, it is possible that participants’ actual attempts to contact an individual in a
relevant container — as captured by the structured interview protocol - may have been distinct
from their knowledge of relevant containers — as captured by the survey measure - given the
specific needs of the targeted case. These implications will be further described in the discussion.

Knowledge of differences. The knowledge of differences validation measure was based
on three questions asking interview participants about their knowledge of the information,
connections, or service ideas held by outside providers connected to the targeted case. Fourteen
out of 14 interview participants answered these questions, and the resulting continuous measure
(0-3 scale) was correlated with the knowledge of differences survey measure. Results showed
that the validation interview measure was not significantly related to the survey measure for
wave 1 (r=.26, p=n.s.) or for wave 2 (r=.27, p=n.s.). Thus, the structured interview results did not
validate the knowledge of differences survey measure. However, participants’ responses to the
structured interview guestions about knowledge of differences may have been contingent on the
actual range of ideas, connections, or service ideas held (or willingly shared) by the targeted
outside providers connected with the cases. It may have also been impacted by the degree to
which the targeted case required participants to tap into these specific differences. Both of these
issues will be further described in the discussion section.

Transformative exchanges. The validation measure for transformative exchanges was
developed from a structured interview question asking participants about how often they spoke

with the other providers connected with their targeted case. All 14 interview participants
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answered this question. The relation between this measure and the survey measure on OTES was
examined using a correlation. Results showed that the validation measure was not significantly
related to the overall OTE survey measure for wave 1 (r=.31, p=n.s.) or for wave 2 (r=.11,
p=n.s.), nor was it related to the OTE case-related subscale for wave 1 (r=.24, p=n.s.) or wave 2
(r=.21, p=n.s.). The case study measure was significantly related to the OTE diffusion subscale
for wave 1 (r=.48, p<.05), but not for wave 2 (r=-.09, p=n.s.). Thus, despite the one significant
correlation, overall the OTE survey measure was not validated by the structured interview
results.

Collaborative behaviors. The validation measure for collaborative behaviors was
developed from the structured interview question about whether participants came up with new
approaches to the case or new ways of working together as a result of their interactions. All 14
interview participants answered this question. The resulting measure was dichotomous where
1=developed new approaches or ways of working together and 0=did not develop these
approaches or ways of working together. A point-biserial correlation examined the relation
between the validation measure and the survey measure for collaborative behaviors. Results

showed the validation measure was not significantly related to the survey measure for wave 1

(rpb=-03, p=n.s.) or for wave 2 (rpp=.13, p=n.s.). Thus, the collaborative behaviors survey
measure was not validated by the structured interview results. However, here again participants’
answers to this question may have been contingent on the collaboration needs of their specific

case targeted within the structured interview. This issue will be further addressed in the

discussion section.
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Table 23. Summary of mean differences between intervention and control groups on validation

measures.
Validation Measure Intervention Control
Knowledge of Container
N included in analysis 7 7
Wave 1 Mean, SD 71, .49 71, .49
Wave 2 Mean, SD 71, .49 43, .53
Knowledge of Differences
N included in analysis 7 7
Wave 1 Mean, SD 1.55, 1.07 1.33,.76
Wave 2 Mean, SD 2.79*, .27 1.71*% 81
Exchanges
N included in analysis 7 7
Wave 1 Mean, SD 3.02,1.98 4.29,1.98
Wave 2 Mean, SD 550,141 4.21,1.89
Collaborative Behaviors
N included in analysis 7 7
Wave 1 Mean, SD 1.20, .84 .50, .84
Wave 2 Mean, SD 2.00%, .00 1.17* .75

Note: *=significant differences between means at p<.05 level

Contamination Effects

Contamination effects between the intervention and control groups over the duration of
the study were examined using the repeated measures analysis of the OTE diffusion subscale
related to sharing ideas or information about collaboration with colleagues (e.g., share
information as a means to promote collaboration between providers from different agencies;
exchange ideas about how to better tap into the unique expertise of providers from different
agencies; items 7a-d). At time 1, participants in both the control and intervention groups on
average indicated that they shared ideas and information about collaboration with colleagues on
roughly a quarterly basis; as described above in the repeated measures ANOVA results, there
was no significant change in this rate for either group at time 2. Seeing that the intervention only

lasted 3 months, this analysis suggests that the diffusion between intervention and control groups
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was most likely to be low during the study. However, it is still possible that intervention
participants may have influenced members of the control group by talking generally about their
experiences in the intervention — interactions that may not have been captured by the survey
items on diffusion. Participants may have also influenced their colleagues by simply modeling
new forms of collaborative behavior, another aspect that was not captured in the measure. The
possible effects of contamination will be further described in the discussion section.
Triangulation Analyses

The focus group sessions and follow-up interviews conducted with intervention
participants were analyzed to triangulate the survey findings. Recordings of the focus groups and
interviews were transcribed by research assistants and the author verified the quality of the
transcriptions by listening to each recording and making appropriate corrections where
necessary. Participants’ comments were coded using deductive content analysis, an approach that
involves using an existing theory or framework to code data for similar patterns and themes
(Patton, 2002). Specifically, codes were developed based on the theoretical descriptions of the
four self-organizing capacities and transformative exchanges, and the key intervention strategies
(see Table 1). These codes were applied to the focus group and interview transcripts in order to
analyze the data for themes. To aid in managing and displaying the data, coded sections were
organized using a coding matrix (Miles & Huberman, 1994).

Focus groups. The focus groups captured comments from all 17 participants about their
experiences during the intervention. Participants spoke about through the intervention experience
they had gained new forms of knowledge about the service delivery system and about each other,
as well as new dialogue skills and beliefs about collaboration. They also discussed ways in which

the intervention encouraged them to begin shifting some of their exchange behaviors with other
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providers. The comments provided triangulation support to the survey findings, and confirmed
some of the key design elements of the intervention process. The following is a summary of the
key themes within the focus group data.

Knowledge of containers. When asked about the most significant things they gained
from the intervention experience, participants said the intervention had played an important role
in improving their ability to find stakeholders in the system who were relevant to their cases.
Participants said they gained this knowledge through the process of talking in-depth about how
each of their agencies were structured, and compiling this information into a resource guide. As
described above in the methods section, the resource guide was co-created throughout the study
by the participants (who contributed information and agency documents at each meeting) and the
author (who compiled this information into an integrated document between meetings). By the
end of the intervention, the resource guide was a 26 page document that included information
about each agency’s staff listings, organizational charts, service flow charts (to help participants
identify the relevant providers who were working with youth at a particular stage in the service
process), key contacts, available services, and relevant programs and agencies in the community.
Participants said this document was a “very useful tool” that improved their ability to find the
right people to meet their clients’ needs and made their understanding of how the service
delivery system functioned more “clear.” For example, one participant from DHS recognized
that while she still had much to learn about CMH, she could now locate the appropriate contacts
to gain the information she needed:

CMH does offer a lot, a variety of programs. I'm sure I only tapped into the surface of it,

of understanding what’s available. But at least I know who to go to if I have questions.
(Participant 51)
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The participants’ value for this guide — and their new ability to navigate the system — was also
demonstrated in their agreement to meet together every six months to update the guide after the
intervention ended.

Overall, the focus group discussions suggest that the intervention helped participants gain
the knowledge and information they needed to effectively navigate and locate relevant
stakeholders within the service delivery system. This finding is aligned with the repeated
measures ANOVA results that showed a trend toward a significant interaction where intervention
participants increased their knowledge of containers over the study period. However, the focus
group data does not explain why the control group participants also significantly increased their
knowledge of containers over the two time points (albeit less than the intervention group).
Participants were explicitly asked not to share the guide until the end of the intervention to
provide their agency leadership time to approve the guide for general distribution; everyone
agreed to this request. Despite this agreement, contamination could still have occurred as
participants modeled new behaviors or spoke to their colleagues about their experiences in the
intervention. These considerations will be further discussed in later sections.

Knowledge of differences. In addition to finding relevant stakeholders, participants said
the intervention also gave them a better understanding of “what exactly each agency does” in the
service delivery system, the different roles and responsibilities providers have in each agency,
and how agency policies, timelines, caseloads, and legal mandates affect the way providers can
delivery services. For some, the intervention provided participants with “clarification” around
their “vague ideas” about how each agency functioned, challenged their assumptions, and gave

them a better and more “nuanced” understanding of how other providers carry out their work:
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My biggest thing for years is people not returning my phone calls. But now | have a
better understanding of what your caseloads are, and how much work you guys actually
do. (Participant 31)
[The project helped us with] understanding each other’s jobs. Not everybody understood
that about each other and their agencies. That was for me anyway. [It helped] when we
sat and listened to what everyone brought in and the frustration at not knowing what
other people were doing. | think a lot of it was just a lack of communication and
understanding. (Participant 117)
One participant believed that this knowledge brought about a new respect for “other agencies and
the work that they do” in the group which allowed members to “become more connected.”
Similarly, the intervention provided some participants with a better understanding of the
common misconceptions about their own agencies and jobs. For example:
Because I thought it was common knowledge that we [at DHS] aren’t sitting at our desk
all day, you know. We're in and out all day, and some days we 're not even in maybe 20-
30 minutes because we have so many families to see. So, | thought that they knew, but
they didn’t. (Participant 56)
One thing that really surprised me as we were going over all the different programs that
we [at CMH] run is you guys were like ‘you 're doing this?’ I was like “how can you guys

not know this!?” It’s just assumed by our administration that we talk to each other...1
was just kind of surprised that that [information] wasn 't out there. (Participant 31)

As with their knowledge of containers, the focus group comments suggest that the intervention
significantly influenced many participants’ knowledge of the relevant and potentially distracting
differences between providers. This data validates the repeated measures ANOVA findings that
indicated there was a strong trend toward the intervention group significantly increasing their
knowledge in this area compared to the control group.

Not only did the focus group comments suggest that participants had gained a better
understanding of provider differences in the intervention, but also that this knowledge was
beginning to influence participants’ work behavior. For example, participants spoke about how

their knowledge of provider differences was encouraging them to be more “respectful,” to “work
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together and help each other,” and to intentionally address potential misconceptions of each
other’s agencies. The following dialogue illustrates this shift:

Participant 34: Yeah, but that was really helpful to me [in the group] to actually hear the
worker say, ‘well, we [at DHS] really can’t do it.” Cuz I hear them on the phone and
then personally I'm like, yeah, you 're just sitting there, feet on the desk doing god knows
whatever, shopping for shoes on the internet. [Group: laughing] ...But actually coming
here and hearing it, it’s like, alright, | got it.

Participant 39: | think knowing everybody’s perspectives, where they 're coming from
helps because you know, like Participant 34 said, we [at DHS] said we can’t do it...but
that’s all. We could have said well we re not able to because of this and this and this, you
know, maybe actually explain a little more to maybe reach out to where other people are,
to help where they re coming from, to better fill in the gaps...After this, I feel a little more
accepted and accept a little bit more, like I’'m more open to what everybody’s coming to
the table with. Instead of, ‘oh well, you're CMH, we re CPS, we’ll stay over here and
hang out in our own corners.’

Participant 34: Mm-hm, more accommodating, and more respectful toward each other, I
agree.

One participant said that being able to take other providers “timeframes and duties and
frustrations into consideration” allowed her to establish a new “flow” in her dealings with
outside providers. Another participant noted that gaining knowledge about what services outside
providers could offer shifted the way she advised and referred families in her practice:
1 enjoyed hearing some of the services that CMH offered. I felt like I didn’t have a full
understanding of what was available. Even to tell my clients, oh you have a CMH
worker? You might want to ask about respite. That kind of thing. And other things I could
advise them to ask about. (Participant 51)
These behavior shifts could represent the preconditions leading providers to engage in
transformative exchanges and collaborative behaviors. These comments also give support to the
regression analysis findings that participants’ knowledge of differences significantly predicted
their engagement in transformative exchanges.
Overall, the focus group data suggests that the intervention successfully shifted many

participants’ knowledge of each other’s differences, and as a result influenced their interactions

with each other and with their clients. This finding supports the repeated measures ANOVA
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trend toward a significant interaction where the intervention participants increased their
knowledge of differences more than the control group participants. It also supports the regression
findings that participants’ knowledge of differences survey scores significantly predicted
transformative exchanges.

Reflective dialogue skills. Several participants in the focus groups talked about how the
intervention had increased their confidence to engage in reflective dialogue with other providers.
This primarily dealt with learning new ways to gather necessary information and to explore
different perspectives. For example, participants said that learning more about each other’s
organizations “opened a door to a new way to communication” and gave them a better idea about
“what questions we should be asking” to get the information they needed for their cases.
Learning these key questions was important because it allowed participants to better navigate
through unfamiliar agency jargon and service access procedures. In addition to learning better
questions, some participants also spoke about using specific strategies from the intervention to
improve communication and reflective dialogue with other providers:

One of the things that I liked was that exercise we did about how to talk about

differences...where you might say, ‘maybe you can help me explain the gaps in my logic,

I’'m not coming to the same conclusion you are.” You know, little techniques like that

where it diffuses it and brings it out a little. Yeah, like, “hey, I'm confused, I don’t want

to fight, you know, I want you to have a say and you can maybe lead me around to see
how you 're thinking. (Participant 36)

Through learning these new questions and skills, some participants spoke about becoming more
comfortable dialoging with providers from outside agencies about how to effectively and
efficiently address the needs of a case. For example, one participant spoke about how her
experiences in the intervention — primarily the experience of gaining accurate knowledge about
other providers’ jobs - had made her more comfortable talking with workers from DHS about

their shared cases:
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| feel more comfortable now when | call the CPS workers and say,... ‘'what exactly do you

want to know and what do you think I could do to help?... | feel more comfortable now

saying that, knowing that they 're not shopping for shoes and they really are working, that
they re also as frustrated as I am... | feel more comfortable doing that now. And I have

done it with new workers. (Participant 34)

As with knowledge of differences, the last part of this comment suggests that some participants
had started using these skills in their actual practice.

Overall, the focus group data suggests that the intervention had a positive effect on some
participants’ reflective dialogue skills. Because the repeated measures ANOVA results showed
no significant growth in these skills over time for the intervention (or control) participants, the
focus group comments suggest that some of the shifts in reflective dialogue skills may not have
been captured by the survey. It may also suggest that the intervention had different effects on
different individuals. These issues will be further described in the discussion. On the other hand,
the focus group finding that some participants had started using their skills to promote
transformative exchanges in their work supports the regression findings that participants’ skills
in reflective dialogue significantly predicted their engagement in transformative exchanges.

Beliefs about collaboration. Participants talked about two main things they gained from
the intervention related to beliefs about collaboration: beliefs about the benefits of collaboration,
and beliefs about the similarities between providers. First, the focus group comments describe
how the intervention shifted some participants’ beliefs about the benefits of collaboration. For
example, the intervention helped one participant think differently about the ways in which
collaboration can increase productivity through encouraging providers to “respect each other’s

time” and “get back to each other a whole lot faster.” Others discussed how the intervention had

influenced their beliefs about the importance of collaboration in preventing job burnout. The
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following comments come from two participants discussing this shift; the first comment was
verbally confirmed by other members of the focus group:

Participant 21: | think for me personally [the project has] given me the ability to...maybe

chill out a little bit. Working together is much easier and less stressful on me. I have the

shortcoming of taking a lot on myself, and [the project has] given me the opportunity to
share the pain...It s definitely a work in progress - it’s gonna take a lot of being mindful
of what | need to do and not repeating some of my own habits which is leading down that
road of burnout. You know what | mean?

Group: Yeah. Absolutely.

It’s almost like letting go a little...the biggest thing for me I think, having done this for so

long, is | have this idea of how things go. And then to hear from other workers different

ideas and different approaches, for me to take a step back and say, okay, I don’t have to
make those decisions. | can get everybody involved and we can make a decision. I don’t

need to make my job harder than it is. So that’s been helpful. (Participant 54)

In addition to recognizing the importance of collaboration, some participants also talked
about how the intervention had shifted their beliefs about the existence of a collective identity
among providers. For some participants the idea of collective identity was related to a new
perspective about the commonality of goals and motivations across different agencies:

Participant 90: [l gained] the idea that there are common goals between the different

programs - even with our different perspectives.

Participant 56. That’s a good one. We all want the same thing, what’s best for the family.

You know, I think part of it is just like seeing like they 're real people. And I don’t mean

that in a derogatory way, but knowing that...you have an interest in what’s going on and

how to make things better, and we do too. So it’s like we 're on the same page, we do
different jobs but we 're on the same page. (Participant 34)

For others, the intervention influenced their beliefs about collective identity by showing them
that most providers in the service delivery system share similar work frustrations — regardless of
their agency affiliation. This was particularly important for some participants because it gave
them more patience when working with outside providers. This shift is captured in the following

comments; both comments include a response from the group:
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Participant 54: | think to give a sense too that everyone experiences the same frustrations

Group: mm-hm.

Participant 54: It’s not just us. So that was helpful.

Participant 40: | just thought it was really interesting from the get-go to know that we 're

all kind of on the same boat, same level, you know. We have our different ideas of the

agencies, but coming together were all very similar with [our] frustrations

Group: yeah.

Facilitator: More similar than you thought?

Participant 40: Yeah, a lot more similar than what I thought.

Overall, the focus group data suggested that the intervention shifted at least some of the
participants’ beliefs about the benefits of collaboration and the commonalities across providers
by the end of the experience. While the repeated measures ANOVA results indicated that
participants did not significantly increase their beliefs over the two time points, the focus group
comments support the slight positive shift in the intervention group’s mean scores. It is important
to note that the final survey measure for beliefs about collaboration used in the quantitative
analyses did not include items about collective identity (these items were removed due to low
inter-item correlations), beliefs about similarities between providers’ frustrations experienced in
their work, or beliefs about the importance of collaboration for preventing burnout. The fact that
focus groups participants talked about experiencing shifts in all three of these areas indicates that
the final survey measure did not capture some of the shifts in beliefs experienced by the group.
These considerations will be elaborated on in the discussion section.

Transformative exchanges. Several participants spoke in the focus group discussion
about how the intervention had influenced their exchanges with other providers related to shared
cases and diffusing collaboration across the system. For example, several participants discussed
how the intervention had encouraged them to engage in more “timely communication” in

response to providers’ requests for information about shared cases; this shift in behavior

occurred as a result of participants gaining a better understanding of how timely exchanges of
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information — even if just to say there is no new information — can drastically improve external
perceptions of their agency. The following comment illustrates how one provider shifted her
exchanges with other providers connected to her case as a result of the intervention:
Trying to get back with the person within 24 hours, even if it’s just a quick email saying
‘hey I got it, [ haven't had time to address it, but I'’ll get with you as soon as I'm free’.... |

was trying to do it [before the project], but | 'm making a more concerted effort to do it
now. (Participant 56)

This participant also talked about how she had developed a new information tracking system for
her clients that included all the involved providers and family members, and used the system to
quickly update contacts when she learned of any changes to the case. It should be noted that the
OTE subscale measure related to case-related exchanges did not include items about initiating
more timely exchanges as described by focus group participants. Despite this gap, the
participants’ focus group comments are at least consistent with their growth in the other case-
related OTE exchange behaviors over time as found in the repeated measures ANOVA.

In addition to shifting exchange behaviors related to their cases, two providers also talked
about how the intervention had encouraged them to facilitate collaboration in the system more
generally by connecting providers with colleagues and correcting false assumptions in their
agency:

The last couple weeks ...I've gotten calls on my line here from different agencies who

were trying to get through to the main number or were trying to get a hold of a worker

and couldn’t. And I'm like, ‘well, our main line is working, but how can | help you? Let
me find out who the assigned worker is.” And anything else I could give them | would give
them. So | kind of noticed myself wanting to be a little more helpful and open and saying,

“ok, I'm gonna help you with this too.” So that’s really helped. (Participant 40)

Since that time, I've been able to go back [to my colleagues at CMH] and say, you know

[providers at DHS] really can’t do it. And they 're like, ‘really? ’And I'm like, ‘no, they

can’t.” And they say ‘wow, I thought they could’. [And | say,] ‘Yeah, me too.’ (Participant
34)
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While suggesting a positive change for these two participants, the above two comments were the
only ones given in the focus group sessions related to diffusion; the isolated nature of these
reports supports the repeated measures ANOVA findings that as a whole the intervention
participants did not significantly increase their OTEs related to diffusing collaboration across the
system over time. This also lends support to the low contamination between control and
intervention groups during the course of the study.

Overall, the focus group data suggests that the intervention influenced both the frequency
and nature of some providers’ transformative exchanges. While the repeated measures ANOVA
findings for the overall OTE measure (including both subscales) found no significant growth
over time for the intervention group compared to the control group, the comments support the
increase in the intervention group’s average OTE rating over time (2.76 in wave 1 and 3.14 in
wave 2). As described above, the focus group participants’ comments about increasing the
timeliness of their exchanges also supported the trend toward a significant increase in the
intervention group’s case-related exchange behaviors over time, despite the fact that the survey
measure did not include items about more timely exchanges. The lack of overlap between the
focus group comment and survey items will be discussed in more detail in later sections.

Facilitating processes. Participants talked about three particular intervention processes
that influenced their gains in capacity: 1) participant-led presentations; 2) facilitated discussions
that promoted interpersonal engagement; and 3) setting norms and characteristics. First,
participants talked about ways in which the participant-led presentations aided their learning
experience. For example, participants said that compiling and sharing information about their
agencies — especially when everyone could participate in writing it on the white board - was

helpful for their learning because it allowed them to “visualize” the information, support each
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other in the sharing process, get feedback, and ensure that the agency information was complete
and accurate. Second, participants said that the facilitated group discussions throughout the
intervention improved their learning by giving them opportunities to engage in deep
interpersonal dialogue with outside providers — sometimes for the first time in their careers.
Participants said the discussions were especially important because they gave them first-hand
accounts from actual front-line staff about how things worked in each other’s agencies (as
opposed to getting information from an agency representative) which made the information more
believable, meaningful, and personal.

We have staff meetings here where people from outside agencies come and say what they

do. But I think with yours [the intervention] it was a little more...personal level where

instead of just having a speech it was seeing first-hand the front-line stuff. (Participant

40)

For me it was really beneficial to hear from the actual workers who do the work about

what exactly they do, because our perceptions are different. But hearing it from the

horse’s mouth so to speak was enlightening for me. It helped me understand, and now |

can go back and go like, ‘yeah they don’t do that, you know?’ (Participant 34)

I£’s always been different people from different agencies [at the meetings]. Getting that

perspective first-hand. Not just you [the author] saying, ‘well, CMH is saying that
according to this, or the schools are saying’ - no, it’s that person directly. (Participant

54)

Third, participants spoke about how the characteristics of the setting itself facilitated their
learning. For example, participants talked about how important it was that the setting felt
“casual”, “informal”, and “respectful” for them to be able to engage in deep conversations. Each
of these elements was included on the list of group norms developed during meeting one,
suggesting that the process of co-creating these norms played a role in determining the positive
climate of the setting. Participants also described the intervention meetings as a type of
alternative setting within the service delivery system where they were able to separate

themselves from the stress of their work for two hours and spend some time “just being with
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other agencies.” For some, this alternative setting was one of the few places they felt comfortable
letting their “guard down” with outside providers. The following comments illustrate this point:

Participant 77: I'm going to miss it [the intervention] because it was a couple hours
during the day when you 're away from clients, away from the phone, and you can discuss
things that are going to help you with dealing with them. It’s a little different thing to do
for that day. And I'm really going to miss it.

Participant 54: yeah, definitely.

Participant 77: So you get a star. It’s been very interesting and very informative and I
really enjoyed it.

It’s more about getting together with these players. So for me, it’s the casual contact
where you 're just kind of, you re not dealing with all the stresses of the moment in the
case, just kind of letting the guard down. (Participant 36)

In addition, participants’ comments suggested that the prolonged duration of the setting was
important because it provided an ongoing space for participants to work through some of the
distracting differences they had experienced interacting with outside providers in the past. Many
participants had never attempted to discuss distracting differences with outside providers in such
an intimate space before, and it took them several meetings to learn how to process their
frustrations in more respectful and constructive ways. The following comments illustrate this
aspect of the setting:
Participant 51: In that first meeting | almost felt personally attacked, and you know it was
just the agency name. At least for me | felt on the defensive...1 did feel like it started out
that way, like a gripe session.
Facilitator: Do you feel like people became less on the attack the farther we went?
Participant 51: Yeah. I think some people just need to get it out of their systems. And then
we could put it aside and look at the bigger goal [of serving youth and families].
Participant 31: We re good now though.
Participant 51: [laughing] Hugs.
These comments suggest that future interventions to promote inter-professional collaboration
should provide enough time (e.g., meetings) for individuals to work through their frustrations

and develop new ways of engaging constructively with other providers. Overall, the focus group

comments provided support for the effectiveness of some of the key processes within the
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intervention. Specifically the comments indicated that participants’ learning was aided by the
creation of a safe and casual setting that allowed members to separate themselves from the stress
of their work and take time to work through their differences.

Follow-up interviews

Approximately 4 months after the end of the intervention, brief follow-up interviews
were conducted with 16 of the 17 intervention participants to ask them what if anything they
were still using from the project at that point in time. The primary purpose of these interviews
was to provide an additional source of triangulation to the survey data, as well as to assess
evidence for the transfer of the intervention to their everyday jobs. One of the 16 interviews was
not included in the final analysis because the participant said she had been forced to take a leave
of absence within weeks of the intervention ending due to a family health emergency and was
thus unable to comment on her job-related behaviors since the intervention. The remaining 15
interviews were transcribed and content analyzed for key themes using the same deductive
approach used in the focus group analysis. Specifically, the analysis focused on how participants
were using the capacities they had gained from the intervention to influence their transformative
exchanges and collaborative behaviors with other providers.

Interview participants described many ways in which they were still using the capacities
they gained from the intervention to influence their practice. For example, the majority of
participants were still using their knowledge of containers — specifically the resource guide — to
assist them in navigating the service delivery system. Roughly half of the participants were using
their knowledge about relevant and distracting provider differences to guide their interactions
with outside providers, and approximately three-quarters of the participants were using their

skills in reflective dialogue in their exchanges. In contrast, very few participants were applying
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the new beliefs they gained from the intervention in their work. The following sections provide a
summary of these themes as well as a description of several of the providers’ job situations
changed since the end of the intervention.

Changes in providers’ job situations after the intervention. Some participants described
several key changes that had affected their job situations in the follow-up interviews, and thus
influenced their ability to apply the intervention content to their work. For example, 4 out of the
16 participants interviewed had actually shifted positions since the end of the intervention. While
these participants were still engaging with other providers in their work, two of them had begun
working in medical clinics and were no longer collaborating with agencies within the system of
care. Other participants spoke about shifts in agency morale that had influenced their job
satisfaction, and the introduction of new programs to support inter-professional collaboration
(e.g., a training around team-problem solving). These changes illustrate the complexity of
designing interventions within dynamic systems and will be touched upon in the discussion
section.

Knowledge of containers. Twelve out of the 15 (80%) participants included in this
analysis said they were still actively using their knowledge of relevant containers from the
intervention — particularly the resource guide - to help them navigate the service delivery system
and initiate contact with relevant stakeholders in outside agencies four months after the
intervention. Participants said the resource guide had “opened up a lot of resources” they hadn’t
known about before and as a result had better equipped them to “redirect” families to new
agencies and services in response to changes in family circumstances. The following comments
illustrate well how some providers used this knowledge to better adapt (self organize) to meet

their clients’ needs:
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Since the project...I’'m able to respond a little more effectively [to changes in a case]
because | know who the service providers are, who can meet he need when a change
arises. And if I don’t know I can go to my resource directory and look up, okay who can
meet this need? (Participant 56)

So being aware of what'’s out there, of who can help you, give a name, a number, that
made it easier to change with the clients [when their situations changed] because | knew.
It wasn'’t like boom, there’s a change, what are we going to do! | felt like 1 had
somewhere | could direct them to better help them. (Participant 39)

Five intervention participants said they had also shared the final version of the guide with
colleagues after the intervention finished, and were assisting them in using the resource.

Three participants decided not to use the resource guide after the intervention. For
example, two participants thought the guide was a good resource, but had not “transitioned” from
using the collection of information they had been using prior to the intervention due to old habit.
Another participant said she was not using the guide because it no longer applied to her new
position working exclusively with medical clinics; however, while the guide was no longer
relevant to her work, she said she was instead using the ideas she learned in the intervention
about connecting to relevant stakeholders to help her navigate her new system.

Overall, the follow-up interview comments suggest that the intervention successfully
built the majority of participants’ knowledge of containers and provide triangulation support for
the survey analyses (particularly the trend toward a significant interaction effect in the repeated
measures ANOVA and the significant regression results) and the focus group findings. Given the
high rates of use after the intervention, the comments also suggest that if participants had been
given the knowledge of conditions measure at this later point in time, results may have shown a
significant increase in the intervention group’s knowledge of containers compared to the control
group (versus just a trend).

Knowledge of differences. Eight out of the 15 participants interviewed (53%) said that

they were using their knowledge of provider differences to help them in their transformative
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exchanges 4 months after the intervention. For example, five participants said that gaining an
understanding of the relevant provider differences in the intervention - “how people do their
jobs,” “what each agency can and cannot do,” where providers are “coming from,” and “agency
goals” — was helping them to work more effectively with outside providers. One of these
participants said that his new understanding of each agency’s goals had influenced his
motivation and ability to align service plans to satisfy the goals of all providers involved. For
others, this knowledge influenced the way they gathered information from outside providers
sharing cases because it made it easier to “know what to ask about” and what information was
available. For one provider in particular, this knowledge fundamentally shifted the way he
approached his work, encouraging him to seek out multiple perspectives and resources to address
the needs of his cases and avoid a state of burnout:

| think being part of the project kind of opened my eyes to look at things a little bit

differently, and it happened to be at a time when | was very overwhelmed with my job.

Getting the perspective of looking at each case from different viewpoints - other than the

one | had been stuck in - provided me with feedback on how to include other agencies,

other departments, other resources that | may not have previously tried to encounter.

(Participant 90)

Seven providers also spoke about gaining a new understanding of potentially distracting
provider differences from the intervention — such as different agency policies, requirements, and
assumptions — and using this knowledge in their work. For example, for some participants this
knowledge helped them to give others “more benefit of the doubt” and be more patient when
working with outside providers:

More patience with other providers. If they couldn’t give me information for this or that,

I had a better understanding of why they couldn’t, and where they were coming from. So

I wasn’t automatically like ‘well, they just don’t want to give me the information”.
(Participant 39)

[The intervention helped me to] understand how people do their jobs that I didn’t know
that much about...| think it makes me stop a little bit and not be so quick to judge or
become so upset. | stop and will think first before | react to a situation. (Participant 117)
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One of the participant from the school said that her new knowledge of distracting differences
was not only aiding her in her exchanges with outside providers, but was also helping her to
confidently promote inter-professional collaboration among her colleagues:

I’'m aware of the guidelines and procedures from being in the meeting with those specific
agencies...now | understand why they operate the way they do, and what they can and
cannot do when I'm contacting them... By having that information it makes me feel a
little bit more secure in my decision-making because I'm giving them [my colleagues]
information that I know is solid information from the agencies. Some of the teachers will
say, ‘well, why didn’t they do anything in regards to a specific student?’ And | can tell
them, ‘they have to go through this specific procedure in order to report that child to the

family.” Now I can kind of give them the information that I've learned from the
partnership. (Participant 4)

In contrast, 7 out of the 15 providers said that they were not using their new knowledge
of provider differences in their jobs 4 months after the intervention. There were three reasons
cited for this lack of usage. First, four participants said that since the intervention they only had
opportunities to work with a limited pool of outside providers who they had known for a long
time; the information about differences was not as relevant in these situations because they said
they were already very familiar with these providers. Second, the two participants who switched
positions to work in medical clinics said that the knowledge they gained in the intervention was
no longer applicable to this “new set of system players.” Finally, one participant said that while
at first this knowledge of relevant differences had shifted her outlook, over time this affect went
away as the intervention was “out of sight out of mind” and she became distracted by other
aspects within her job. This provider said she was particularly influenced by the low morale
occurring within her organization since the intervention, and this may have also affected the
transfer of this knowledge to her work.

Overall, just over half of the 15 participants interviewed four months after the
intervention were using their knowledge of relevant and distracting provider differences in their

work. While the interview comments provide triangulation support to the survey and focus group
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findings, the comments also suggest that the transfer of this knowledge to participants’ work was
less consistent due to a lack of opportunities for application. The implications of this lack of
opportunity will be explored in the discussion section.

Reflective dialogue skills. Eleven out of the 15 participants interviewed (73%) said that
they had gained reflective dialogue skills through the intervention and were using these new
skills in their transformative exchanges with other providers 4 months after the intervention.
Participants were using these skills in a variety of ways, such as to ask better questions, tap into
other providers’ perspectives, test assumptions, and better articulate themselves. Three
participants gave specific examples of how they had utilized materials from the intervention in
their practice. For example, one of these participants said that he actually keeps the
“communication cheat sheet” that was developed in the intervention at his desk and, to the
amusement of his colleagues, references it every time he talks with an outside provider about a
case. The following comments illustrate how two other participants used specific strategies from
the intervention in their transformative exchanges:

| listened to her input and used the cheat sheet that we had. | asked her what do you

think, how can we best service these kids. Ever since then it’s been a better working

relationship. (Participant 56)

Before the project I would just bitch, loudly, everyday...[Now] | can articulate much

better what | want to say. | look for other ways to make the change rather than just being

adamant about it... I've tried to use the simple rules. In calling, I make the connection,
this is my take on the case, they tell me their take on the case, and then we go from

there...l1 know this much, what can you fill in that I don’t have here. And that’s helped.
(Participant 34)

Several other participants said they were using more general reflective dialogue skills from the
intervention in their exchanges with outside providers; in a few cases, participants’ knowledge
about provider differences and beliefs about common goals had a synergistic effect on their use

of these skills. For example, one participant was using the general reflective dialogue skills in
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combination with her knowledge of provider differences to be more “aware” and “cognizant” of
how she presented information to outside providers, and to ask better questions to get access to
the information she needed. For others, the reflective dialogue skills helped them to tap into the
opinions of other stakeholders (aided by an understanding of their relevant differences) and to
check their assumptions as a way to find what is best for the case (aided by beliefs about a
common goal among providers) as illustrated in the following comment:

| feel like I ask more clarification questions now. | want to know how they think things

are going. And in specific how they think things are going - not just in general. | really

want their opinion... Not assuming what they 're saying - or how I’'m taking what they 're

saying - is what they are actually meaning to say... [ want to give them my perspective
and then check their perception to see if they are seeing the same thing. (Participant 78)

Similarly, one participant said that the general reflective dialogue skills she gained from the
intervention had influenced her reporting practices, specifically by helping her to gather outside
perspectives and including them in the service plans she creates for the youth on her caseload.
Asking for an opinion, or what do you think in this situation we should be doing. Many
times I haven't put that in [to the service plans]. But many times now /’m putting that in.
(Participant 77)
One participant spoke about more subtle changes in her practice as a result of gaining these
skills. Specifically, she said her reflective dialogue skills in combination with her knowledge of
distracting differences were helping her to “take a step back” when outside providers fail to
respond to her requests for information and to courteously make a second phone call - instead of
becoming defensive and “firing off a response that might be inappropriate.”
In contrast, four participants said that they had not applied skills in reflective dialogue to
their work since the intervention. Three reasons were cited for this lack of transfer. First, one
participant said that she had not come across a situation that required the skills she learned in the

intervention. While it is difficult to verify whether this assessment is accurate, the participant

said she was willing to use the skills if a relevant situation presented itself in her work. Second,
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one participant said that he had used the strategies at first but over time had fallen away from
using them because he had become disconnected with his work due to feelings of burnout and
low morale. Third, two participants said they hadn’t applied any new reflective dialogue skills
from the intervention in their work because they felt they already had these skills prior to the
intervention.

Overall, well over half of the 15 participants interviewed were using the reflective
dialogue skills they had gained through the intervention in their transformative exchanges four
months after the intervention. Like the focus group results, this finding is on contrast to the
survey analyses showing the intervention group did not significantly increase their skills over
time. This contrast is intriguing seeing that most of the participants’ interview comments are
closely aligned with the survey questions about reflective dialogue skills. A discussion of the
difference in these findings will be described in later sections.

Beliefs about collaboration. Only three of the 15 participants interviewed (20%)
discussed how the beliefs about collaboration they had gained from the intervention were still
influencing their transformative exchanges after the intervention. One of these participants talked
about how he was using his new beliefs about collaboration that he had gained from the
intervention to take a new, less stressful approach in his work:

Before I always thought that it’s on me, mental health is kind of the catalyst for

everything else to work. And now | feel there’s some shared responsibility - share the

workload if you will...change is something inherent in what we do... I don’t get so
worked up and personalize and internalize it as I once did... before I would take it all on
myself to solve everything. Now it’s more of a systems collaborative approach. That is

certainly something | did get out of the project that was great for me and my own sanity
and mental health, you know - that we 're not in this alone. (Participant 21)

Two other participants spoke about how their new beliefs about their common “commitment to
the population that we serve” had motivated them to continue engaging in collaboration — despite

the barriers and frustrations. This sentiment is captured in the following comment:
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Hearing that everybody pretty much had a common goal ... I think it kind of just
refreshed us. It was a new perspective. You know, well everybody does have the same
ideas or the same goal. And in my opinion | think everyone just had a new perspective on

it, and was ready to work again. (Participant 39)

The fact that so few participants talked about their beliefs in relation to their collaborative
exchanges after the intervention may help explain why there was very limited growth in this
variable on the survey. These issues will be further addressed in the discussion section.

Overall, the follow-up interviews provided triangulation for the quantitative and
qualitative findings and confirmed that at least some participants were using the capacity they
gained from the intervention 4 months after the intervention ended. Specifically, the follow up
interviews supported the repeated measures findings related to knowledge of containers,
knowledge of differences, and transformative exchanges, as well as the focus group data around
reflective dialogue skills. The interviews also gave support to the linear regression findings that
self-organizing capacity is positively related to transformative exchanges. These findings, along

with the results from the other quantitative and qualitative analyses described above, will all be

explored further in the discussion section.

137



Discussion

The literature suggests that inter-professional collaboration can serve as an important
strategy for improving consumer outcomes across a variety of settings (Lemieux-Charles &
McGuire, 2006; Suter & Bruns, 2009). However, there remains a gap in the literature regarding
the process through which these complex collaborative behaviors develop and function (Butt et
al., 2008; D’ Amour et al., 2005; Polivka et al., 2001), leaving communities with little guidance
as how to facilitate the implementation of inter-professional collaboration. This study sought to
address this gap by examining the effectiveness of an intervention designed to increase inter-
professional collaboration among front-line service providers in a service delivery system. The
results of this study have contributed to the current literature by highlighting strategies for
building key self-organizing capacities for promoting collaboration, as well as providing
evidence for the process through which these capacities influence providers’ initiation of
collaborative exchanges and behaviors.
Integrity of IDeAL Partnerships Framework

This study examined the relationship between four self-organizing capacities —
knowledge of containers, knowledge of differences, skills in reflective dialogue, and beliefs
about collaboration — and the initiation of transformative exchanges. It also examined the
relationship between transformative exchanges and collaborative behaviors, as well as the
mediating role of transformative exchanges between self-organizing capacity and collaborative
behaviors. In regards to the first set of relationships, study results suggested that the four self-
organizing capacities within the IDeAL Partnerships were positively related to the initiation of
transformative exchanges. Specifically, regression results found that each of the four capacity

variable significantly predicted the initiation of transformative exchanges even when controlling
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for group assignment. The focus group and follow-up interview findings also strongly supported
relationships between three of the capacity variables (knowledge of containers, knowledge of
differences, and reflective dialogue skills) and transformative exchanges and served as a form of
qualitative triangulation for the regression results. In contrast, only a few participants spoke
about the relationship between beliefs about collaboration and transformative exchanges in the
focus groups and follow-up interviews, providing less robust support for the regression findings.
These findings are supported by the inter-professional collaboration literature. For
example, knowledge of relevant system containers (e.g., network cognition) has been found to
help individuals to identify and navigate potentially beneficial exchange relationships (Kilduff,
2006; Krackardt, 1987). There is prior evidence that understanding each others’ differences in
roles, competencies, and scope of practice allows stakeholders to initiate productive exchanges

(Sargeant, Loney, & Murphy, 2008). Skills in reflective dialogue have been found to encourage

stakeholder engagement in learning exchanges including encouraging others to share their
perspectives (Wittenbaum et al., 1999), articulating ideas clearly (Basadur, 2004), clarify
assumptions (Friedman et al., 2003; Sargeant et al., 2008), and integrating different perspectives
(Burke et al., 2007). Research has also suggested that engaging in behaviors such as

transformative exchanges requires stakeholders to hold beliefs that inter-professional

collaboration is appropriate for their situation (Butt et al., 2008; Lin, 2000; Miller & Ahmad,
2000) and that implementing inter-professional collaboration will lead to benefits (van Dam,
2005; Bartunek et al., 2006). The survey measures and qualitative data included direct references
to each of these concepts.

In addition to providing strong support for the relationships between the four self-

organizing capacities and transformative exchanges, the study also provided evidence that
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transformative exchanges significantly predicted collaborative behaviors (even when controlling
for group assignment) as suggested in the IDeAL Partnerships Framework and supported by
Eoyang’s (2001) CDE model of self organizing. However, despite these five predictive
relationships, the results of the bootstrapped mediation test did not support the full mediation
role of transformative exchanges between capacity and collaboration as hypothesized within the
framework. This finding was reinforced by the multiple regression analysis showing that
reflective dialogue skills (and to a modest extent knowledge of differences) significantly
predicted collaboration even when transformative exchanges were held constant. Thus, results
suggest that the relationships within the IDeAL Partnerships Framework may be better captured
by a partial mediation role for transformative exchanges instead of a fully mediated model.
Findings also indicate the existence of additional direct relationships between self-organizing
capacity and collaborative behaviors. Implications for future research in this area will be
discussed below.
Effectiveness and Viability of the IDeAL Partnerships Intervention

Effectiveness at building self-organizing capacity. This study examined the effects of
the IDeAL Partnerships Intervention on participants’ self-organizing capacity. The results from
the repeated measures ANOVA revealed a strong trend supporting a significant increase over the
study duration in intervention participants’ knowledge of containers and knowledge of
differences compared to the control group. These findings were triangulated by the focus group
and interview comments. In fact, the 4-month follow up interviews suggest that participants
actually continued to increase their knowledge of system containers after the intervention
finished. This indicates a potential reinforcing feedback loop where the more information

participants gained about the system, the better they became at continuing to learn about relevant
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containers within their work. On average, participants came into the intervention with only
“somewhat” of an awareness of system containers and provider differences according to the
survey results (approximately 63% and 88% endorsed knowledge scores below the “mostly
aware” level for containers and differences, respectively). This lack of awareness was
documented in the intervention meeting discussions, focus groups, and interviews as participants
commented on their lack of system awareness and misconceptions about each other prior to the
intervention. This lack of knowledge is consistent with accounts in the inter-professional
collaboration and system of care literature documenting how front-line staff are typically
unaware of who is or should be connected with the youth on their caseload (Hodges et al., 1999).
Thus, the intervention successfully targeted a critical gap in these providers’ capacity prior to
participating in the intervention.

On the other hand, the repeated measures ANOVA analyses suggested that the
intervention participants did not significantly increase their skills in reflective dialogue or beliefs
about collaboration over the study period compared to the control group. In contrast to their
initially low levels of knowledge about system containers and provider differences, participants
came into the intervention with relatively high levels of reflective dialogue skills and beliefs
about collaboration. For example, on average participants came into the intervention at least
“mostly” confident in the quality of their reflective dialogue skills (only about 30% endorsed
scores below the “mostly” response option). Similarly, upon starting the intervention participants
on average held positive beliefs about collaboration at least “quite a bit” according to the survey
results (only about 12% of participants endorsed scores below the “mostly” response option).
These levels are somewhat higher than normal according to the literature on inter-professional

collaboration (Peck et al., 1995; Fraser & Greenhalgh, 2001). One explanation is that some of the
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providers in the intervention — particularly social workers and therapists — had received pre-
existing training around dialogue and collaborative practice models which may have inflated
their scores in these areas. The participants’ scores may have also been influenced by prior
system of care capacity-building efforts in the community.

While the repeated measures ANOVA results showed no significant change over time in
beliefs about collaboration for the intervention group compared to the control group, the focus
group findings suggested that at least some participants shifted their beliefs as a result of the
intervention. This disconnect can be explained by the fact that the survey captured beliefs about
the appropriateness of collaboration, where the focus group comments described shifts in beliefs
related to collective identity, similarities between providers’ work frustrations, and the
importance of collaboration for preventing burnout. Thus, it is likely that some shifts in
participants’ beliefs may have gone undetected by the repeated measures results. However, in
contrast to the focus group comments, very few participants spoke about these beliefs impacting
their work 4 months after the intervention. This may be because these beliefs gradually became
less salient over time as participants were removed from the intervention setting (the “out of
sight out of mind” phenomenon mentioned by some participants), or because the application of
new beliefs is less straightforward than applying new knowledge or skills. Future research could
examine strategies to assist providers in sustaining their new beliefs over time and in applying
these beliefs within their work context.

As with beliefs about collaboration, the focus groups and interviews also suggested that
some of the intervention participants increased their reflective dialogue skills over the course of
the study. This finding is in contrast to the repeated measures ANOVA results showing no

significant growth in this area. This disconnect is surprising considering many of the focus group
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and interview comments closely overlapped with the survey items measuring reflective dialogue
skills. One reason for this may have to do with measurement issues within the survey instrument
(as will be described below). Another reason may be that participants filled out the wave 2
survey prior to engaging in the focus groups and follow-up interviews. It could be possible that
participants became more aware of their reflective dialogue skills as they took part in (and
potentially used their skills in) the focus group and interviews conversations.

As suggested in the literature, the extent to which participants increased their capacity
during the intervention may have also been influenced by their initial views about the necessity
of this capacity for their job, and their motivation to gain these skills (Mathieu and Martineau,
1997; Yelon, Sheppard, Sleight, and Ford, 2009). It became clear through the meeting
discussions, focus groups, and follow-up interviews that participants definitely came to the
intervention with different perceptions of their own initial capacities, and with different ideas
about what capacities were required for their specific jobs. For example, some interview
participants specifically said that they had not increased their reflective dialogue skills through
their participation in the intervention because they already possessed those skills prior to the
study. While these assessments may have been accurate, other interview participants made
comments suggesting that the individuals claiming to have skills prior to the intervention
actually had quite poor reflective dialogue skills in practice. This disconnect resembles what
Argyris and Schon (1996) refer to as “espoused theory” and “theory in practice”. Espoused
theory refers to individuals’ internalized beliefs and attitudes about how they should behave in
practice, while theory in practice refers to the theory individuals actually use in their practice.
Not only is there often an inconsistency between these two theories, but individuals are rarely

conscious of the disconnect (Argris, 1993). This tension may have been compounded by

143



cognitive dissonance related to the fact that reflective dialogue skills were central to many of the
participants’ self-identity of themselves as successful service providers. Thus, these findings
support the idea within the literature that in order to increase their capacity participants must first
gain the readiness to identify the issues within their true practice and see new skills as necessary
and appropriate to address that need (Armanekis et al., 2007). In response, future efforts could be
designed to target participants’ readiness prior to engaging in the intervention in order to
promote more gains in capacity.

In addition to targeting participants’ readiness prior to the intervention, the follow-up
interviews also illuminated several transfer of training strategies to consider after the
intervention to sustain participants’ capacity over the long term. For example, the follow-up
interviews suggested that more participants were successful at transferring their knowledge of
system containers than any of the other self-organizing capacities targeted within the
intervention. Participants’ ability to transfer this knowledge to their work context may have been
supported by the co-creation of the resource guide based on the information shared in the
intervention meetings. This guide provided a tangible reference that, according to participants’
comments, was credible, easy to use, and relevant to their work with SED youth. Each of these
perceived qualities (credible, accessible, and necessary) have been found to promote successful
training transfer according to Yelon et al. (2009). In contrast to knowledge of containers, there
was less robust transfer of the other 3 self-organizing capacities to participants’ work after the
intervention. For example, 5 out of 15 participants had not transferred their knowledge of
differences or reflective dialogue skills to their jobs because they lacked opportunities to use
these capacities. This lack of opportunity barrier to transfer has also been cited in the transfer of

training literature (Ford, quinines, Sego, & Sorra, 1992). Other participants said that they were
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unable to transfer their knowledge of differences and reflective dialogue skills because they had
switched into positions that no longer required this information, or had fallen away from using
their new skills because they were overwhelmed with their work and the training was “out of
sight out of mind.” Both of these situations illustrate the challenges of intervening within this
public service organization context where providers frequently shift jobs and are under constant
levels of high work-related stress. Future intervention efforts could attempt to increase transfer of
training by creating tangible reference materials for participants related to the self-organizing
capacities, providing follow-up trainings to prevent the material from going “out of sight out of
mind”, and addressing system barriers (e.g., high rate of staff shifting job positions, lack of
opportunities to use skills) with organizational leadership.

Effectiveness at promoting transformative exchanges and collaborative behaviors.
This study also investigated the intervention’s effectiveness at increasing participants’
transformative exchanges and collaborative behaviors. Repeated measures ANOVA results
showed a trend (p=.09) toward a significant increase in intervention participants’ case-related
transformative exchanges compared to the control group. These findings were supported by the
qualitative analyses showing intervention participants had started shifting some of their exchange
behaviors related to their cases by the end of the intervention. Given the relatively short duration
between wave 1 and wave 2 data collection and the small sample size, case-related OTEs (along
with the self-organizing capacities) can be considered as a successful intermediate outcome of
the intervention.

In contrast, there was no evidence for significant growth in intervention participants’
diffusion-related transformative exchanges according to the repeated measures ANOVA results,

and only limited evidence in the focus groups that these behaviors had increased (only two
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participants mentioned engaging in these behaviors). However, the lack of exchanges related to
spreading collaborative practice across the system (diffusion) may be due in part to the fact that
the participants were still in the process of gaining their capacities and were not ready to begin
diffusing them by the second wave of data collection. Overall, both the quantitative and
qualitative findings imply that the intervention had somewhat of an effect on participants’
exchange behavior related to discussing their personal cases, while no effect on their behavior
related to spreading collaboration across the system.

It is interesting to note that, according to the qualitative findings, the intervention may
have influenced participants’ transformative exchanges in different ways depending on the
individual. The focus group and interview results suggested that the intervention not only
affected the frequency of participants’ exchanges (as measured by the survey) but also the actual
nature of their exchanges. For example, gaining knowledge about provider differences made
some providers more patient and gentle in their exchanges, while it made others more confident
and forward in their interactions. Gaining skills in reflective dialogue also had differential effects
on participants’ exchange behavior, leading some to use specific strategies to promote dialogue
within their exchanges while leading others to shift their behaviors more generally by helping
them “take a step back” and become more “cognizant” in their interactions. The different ways in
which the intervention influenced participants’ behaviors may be related to the diversity of job
experiences and personalities represented across participants. This diversity even extended to
participants from within the same organization, as some individuals worked more frequently
with certain types of outside agencies or service issues than others. Given this diversity, the
construct of transformative exchanges may be better understood and measured along a

qualitative continuum that more accurately captures the wide range of unique expressions of the
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behavior instead of by a frequency count. This finding could inform future studies examining the
role of transformative exchanges within service providers’ practice.

In contrast to the transformative exchange results, the repeated measure ANOVA
findings related to collaborative behaviors were more complex. While the results indicated a
significant interaction between time and condition for collaborative behaviors, this effect was
driven primarily by a decrease in the control group’s frequency of behaviors. The intervention
group’s collaborative behaviors increased only slightly across the two time points according to
the survey measure (from 1.87 to 2.06). However, while the quantitative survey results indicated
little growth in collaborative behaviors, the qualitative findings suggest that at least some
intervention participants started to shift their collaborative behaviors as result of their experience
in the intervention. For example, some participants said that the intervention had shifted the way
they developed service plans with outside agencies, helping them take more perspectives into
account and better address the needs of multiple agencies. Participants linked these behavior
shifts back to their improved exchanges with outside providers, due in part from their gains in
reflective dialogue skills and knowledge of differences. Other participants talked about behaving
more adaptively with other providers as a result of the intervention. Specifically, they said that
gaining the capacity to locate relevant providers (e.g., in relevant containers) and initiate
exchanges more quickly had equipped them to “respond more effectively” and better “redirect”
families in response to changes in family circumstances. These comments align closely with the
self-organizing concepts presented in Eoyang’s (2001) CDE model.

The study findings overall suggest that some participants increased their transformative
exchanges and collaborative behaviors over the course of the intervention. However, both

quantitative and qualitative findings also suggest that other participants simply did not increase
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these behaviors. There may be several reasons for this lack of growth in addition to an
ineffective intervention design. First, the second wave of data collection may have occurred too
early to detect the changes in participants’ transformative exchanges and collaborative behavior.
Given that some intervention participants said they continued to develop their self-organizing
capacities after the intervention finished, they also may have continued to increase their
transformative exchanges and collaborative behaviors based on the regression findings. Future
studies could attempt to capture these developing behavioral shifts by collecting additional
waves of data from study participants.

Second, participants may have had difficulties increasing their transformative exchanges
or collaborative behaviors because the system context in which those behaviors were to be
carried may have been unsupportive of the new practice. The influence of contextual barriers —
such as obstructive policies, a lack of administrative support, entrenched organizational routines
for providing services, or rigid bureaucratic cultures that resist innovation - on the
implementation of new behaviors has been well documented in the inter-professional
collaboration literature (Walker & Koroloff, 2007; Clark et al., 1996; Malekoff, 2000; McGinty
et al., 2001; Glisson, 2002). While the intervention attempted to identify and begin addressing
some of these barriers, the three-month time frame and limited scope of the effort prevented the
intervention from totally removing these contextual barriers. Thus, the remaining contextual
barriers may have influenced participants’ ability to carry out new exchange and collaborative
behaviors. Future intervention efforts could attend to this issue by testing alternative methods for
addressing contextual barriers before, during, and after the intervention.

Finally, some participants may not have increased their transformative exchanges or

collaborative behaviors if the particular stakeholders connected to their cases lacked the
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readiness and capacity to engage with them in these behaviors. As suggested in the
organizational learning literature, learning occurs through a socially constructed process where
individuals develop their behaviors through their interactions with others in the organizational
setting (Lave & Wenger, 1991, Strauss, 1993). Given the importance of these interactions, prior
research has also demonstrated that system-wide skepticism toward collaboration can obstruct
stakeholders from initiating new forms of behavior (Glisson & James, 2002). If the low to
moderate levels of transformative exchanges (roughly a 2.7 on a scale of 0-5) and collaborative
behaviors (roughly a 2 on a scale of 0-5) endorsed by study participants prior to the intervention
were representative of the system as a whole, it is likely that participants may have encountered
some resistance when attempting to implement these new behaviors in their daily jobs. Future
interventions could be designed to better equip participants to diffuse collaboration among their
colleagues in order to promote this readiness. Future efforts could also attempt to influence the
readiness of non-participant stakeholders through system-wide social marketing efforts as
suggested in the literature (Hastings & Saren, 2003).

Intervention implementation. There are two aspects of the intervention’s
implementation process that may have affected its influence on participants’ capacities and
behaviors. First, each intervention meeting was for the most part focused on a separate
component of the IDeAL Partnerships Framework instead of focusing on all of the components
during each session. For example, meetings one and two were focused on participants’
knowledge of containers and differences while meeting three was focused on reflective dialogue
skills. While there was certainly some overlap and reference to multiple components across
meetings, the meetings were implemented in a fairly structured manner due to time limitations.

While this implementation design ensured participants experienced each component of the
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framework by the end of the intervention, it may have decreased their ability to integrate the four
capacities together. Future efforts could test the effects of different implementation designs on
participants’ outcomes.

Second, the intervention’s implementation allowed participants to deviate from their
assigned group meeting and attend a different group’s meeting in order to accommodate to their
wildly unpredictable work schedules. While this implementation design definitely increased the
training dosage for each participant, it also affected the group of individuals each participant was
exposed to in each meeting. This in turn may have affected their intervention experience — such
as the degree to which they could develop trust with other participants — and as a result may have
influenced their learning outcomes. However, it is likely that the variation in group composition
from week to week was more representative of the variable conditions typical within
participants’ collaborative interactions and may have actually provided a more realistic
intervention experience. This may have had a positive influence on the participants’ learning as
the literature suggests the degree to which participants can generalize or apply aspects of a
training to their actual job scenario can influence their transfer of that training (Yelon and Ford,
1999). Again, future implementation efforts could test different variations of group composition
on participant outcomes.

Viability of the intervention within real word settings. According to Bronfenbrenner’s
(1979) Ecological Systems Theory, settings and processes are influenced by external factors
within the broader environment. There were four main factors within the messy context of the
service delivery system that influenced the intervention’s influence on participants’ capacity and
behaviors. First, the intervention’s influence was impacted by the intense workloads typically

assigned to providers in the system. These intense workloads not only impacted who could
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participate in the intervention (several providers declined to participate or dropped out of the
study due to feeling overwhelmed by their work), but according to the qualitative findings it also
influenced the energy and motivation participants had to apply the intervention content to their
work between intervention meetings and after the intervention finished. While participants
commented that the intervention setting itself served as a form of refuge from their stressful
work days and was important for their learning process, their attempts to implement their new
capacities and behaviors were definitely affected by the intense nature of their work.

Second, the intervention’s influence on participants’ outcomes was affected by the issue
of participants’ variable work schedules. This had the most impact on the scheduling of
intervention meetings. For example, while school social workers were only able to meet in the
middle of the day due to the school day schedule, probation officers often found this time
difficult to attend due to the scheduling of court hearings. In addition, the extreme fluctuations —
often last minute and unanticipated — in participants’ schedules made it difficult for them to
attend all six of the intervention meetings. While efforts were made to respond to this variability
(the flexible attendance policy described above, conducting one-on-one following up meetings
with participants who were unable to attend a meeting) it was an ongoing challenge that
influenced the effects of the intervention.

Third, the intervention’s influence on participants was impacted by the variability of
participants’ cases. It became clear through the meeting discussions and other qualitative
methods that participants encountered very different types of cases in their work. For example,
while some participants dealt a large range of outside providers in their cases, others dealt with a
very small and consistent pool of external agencies. Similarly, while some of the participants’

cases involved youth who were experiencing incredible amounts stress and behavioral issues,
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other cases involved children who were experiencing less severe risk factors. This variability was
seen both across agencies and colleagues, but also within each provider’s own practice. For
example several participants said that it was not uncommon for the nature of their cases to shift
drastically over time, sometimes even within a 6 month period. As a result of this variability,
there were not always uniform or consistent opportunities for participants’ to apply what they
had learned in the intervention to their immediate work environment. This was seen clearly in the
follow-up interviews when some participants said they had not transferred their knowledge of
differences or reflective dialogue skills because their current cases did not require these
capacities. This is a key limitation to the viability of the intervention within this context.

Finally, the viability of the intervention in the service delivery system was affected by the
agency practice of frequently reassigning staff to new job positions, sometimes without much
advance warning or preparation. On one hand, this practice affected the retention of participants
within the intervention (two participants dropped from the intervention group because they had
been reassigned to new departments that no longer dealt with direct service provision). On the
other hand, this practice also influenced the sustainability of the intervention’s effects. For
example, 4 out of the 16 participants in the follow-up interviews had shifted positions since the
end of the intervention and had begun working with new types of outside providers (e.g.,
doctors). As a result, these participants said they had struggled to apply some of the intervention
content to their new contexts. This suggests that the capacities targeted within the intervention
may be specific to particular range of settings and interactions instead of a generalizable set of
capacities and behaviors. Future research could explore ways to increase the generalizability of
the intervention content to attend to this system context.

Study Limitations
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Interpretations of the study findings must take into consideration several limitations.
First, the study included a small sample size which affected the power within the quantitative
analyses. Despite multiple efforts to increase and maintain the sample size in the study, only 33
participants were included in final sample. The drop in participation was in part influenced by a
myriad of factors within the service delivery system, such as high workloads and frequent job
reassignments. In response to the small sample size, analyses adopted a one-tailed significance
test and were triangulated by two forms of qualitative data (focus groups and follow-up
interviews).

Second, there were several limitations to the primary survey measures used within the
study. For example, some of the measures did not include elements brought up in the focus group
and follow-up interviews which may have influenced the sensitivity of the survey to detect
changes in participants’ capacity and behaviors. This disconnect occurred because the survey
instrument was developed prior to when the qualitative data was collected, and also because
some of the survey items were not included in the final scales due to low intercorrelations and
factor loadings. While these issues are natural consequences of using quantitative measures and
adopting a positive epistemological orientation, they suggest the need for additional measure
development. In addition, some of the measures used in the study were limited by the relatively
low degree of variability in participants’ item responses, and by the existence of ceiling effects
(particularly in the beliefs about collaboration measure). This may have influenced the survey’s
ability to distinguish between participants in terms of their capacity and behavior levels.

Third, findings were limited by the fact that the survey measures related to knowledge of
containers, knowledge of differences, transformative exchanges, and collaborative behaviors

were not correlated with the validation measures based on the structured interview conducted
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with a subset of participants before and after the intervention. However, this lack of correlation
may have been influenced by several issues within the validation measures themselves. For
example, the validation measure related to knowledge of differences was based on questions
about whether participants were aware of any information, connections, or service ideas outside
providers brought to the exchange. In addition to their actual knowledge of these factors,
participants’ ability to answer this question may have been influenced by whether or not the
outside providers they were working with possessed these assets or were able to activate them in
their exchanges with participants. Similarly, participants’ answers to the validation measures
related to knowledge of containers, transformative exchanges, and collaborative behaviors may
have also been influenced by the characteristics of the particular case they had selected to review
for the structured interview. As mentioned above, qualitative findings revealed that participants
typically dealt with a diverse range of cases in their work, often requiring very different types of
actions and services. For example, some of the participants’ cases involved several outside
agencies and required them to initiate contact and interact frequently with providers in relevant
containers, where other cases involved only one outside agency that was not heavily involved in
the service process. It may have been that while participants’ survey scores accurately
represented their knowledge and behaviors on average, these qualities may not have been
activated consistently across all of their cases. Because the structured interviews only focused on
one case due to time limitations, the validity measures may have provided an inaccurate
summary of participants’ overall case-related behaviors. Thus, while the survey measures were
not validated by the structured validity interviews, this lack of support should be considered in

light of the limitations within the validity measures themselves.
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Fourth, there were limitations to the study’s research design in terms of preventing any
contamination of the control group by intervention participants. While efforts were taken to
diminish this contamination, for example by preventing the dissemination of the resource guide
until after the last intervention meeting, it is inevitable that some contamination could have
occurred due to the close interactions of staff within these agencies. However, the repeated
measures ANOVA results for the diffusion-related OTE scale suggest that participants’ exchange
of information related to promoting collaboration occurred infrequently (roughly quarterly
according to results) both before and after the intervention. While this suggests that the
intervention was not successful at shifting this behavior, it does provide support to the
conclusion that the contamination between groups was likely low. Yet even if participants didn’t
intentionally share information from the intervention with colleagues, their modeling of new
behaviors related to exchange and collaboration could have affected the diffusion of new
practices to their peers in the control group. The risk of contamination is a natural consequence
of conducting research in real world settings where it is impossible to control all aspects of
participants’ interactions.

Future Research Directions

The findings from this study suggest several future directions for research related to both
the IDeAL Partnerships Framework and IDeAL Partnerships Intervention. First, future research
could explore additional relationships between the variables in the IDeAL Partnerships
Framework. For example, the focus group and interview data suggest that in some cases the self-
organizing capacities may actually build on each other to create a synergy, such as when
participants talked about blending their knowledge of differences with their reflective dialogue

skills to better promote transformative exchanges. Future research could begin to capture these
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combined effects and explore the interactions between the constructs over time using
multivariate autoregressive models. The study also suggested that some of the self-organizing
capacities were directly related to collaborative behaviors — as opposed to being fully mediated
by transformative exchanges. Future research could assess these direct relationships in larger
service provider samples in order to inform intervention efforts related to building self-
organizing capacity. In addition, future research could explore whether a non-linear relationships
exists between transformative exchanges and collaborative behaviors, specifically whether the
relationship between the two variables becomes stronger over time as participants increase the
frequency of their transformative exchanges.

Second, future research could continue to refine the quantitative survey measures used
within the study. For example, the qualitative data suggested that the constructs included in the
IDeAL Partnerships Framework are multidimensional. This was captured in the intervention
group’s meeting discussions (and documented in the 36 page resource guide) as well as
participants’ focus group and interview comments. While it was beyond the scope of current
study to capture the full range of these multidimensional constructs within the survey, future
research could explore additional dimensions to include within survey measures to better capture
how the constructs play out in the everyday work of service providers.

Third, future research could examine more fully how the relationships within the
framework may play out differently for different individuals. The focus group and follow-up
interviews indicated that many participants experienced the intervention in slightly different
ways which in turn uniquely influenced how the intervention affected their capacity and
behaviors. Future research could examine how the constructs defined within the IDeAL

Partnerships Framework manifest themselves differently depending on individuals’ job-related

156



tasks, social contexts, stage of development, and personal characteristics. This inquiry would be
especially tailored to the use of qualitative research methods.

Finally, future research could continue to explore questions related to the effects of the
IDeAL Partnerships Intervention. For example, future studies could follow participants of the
intervention over longer periods of time to assess whether they continue to develop their self-
organizing capacities, OTEs, and collaborative behaviors after the end of the intervention. The
follow-up interviews suggested that this phenomenon may have occurred with participants as
they continued to develop their knowledge of containers after the intervention was finished. In
addition, future research could explore questions related to sustaining the impact of the
intervention over time, particularly in contexts such as service delivery systems. This research
could draw upon literature on sustainability and transfer of training to explore strategies to
support participants in successfully applying and adapting the self-organizing capacities and

collaborative behaviors within their real world work environments.
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Conclusion

There is an urgent need to improve the life outcomes for millions of children with SED in
the United States (Power, 2009). Inter-professional collaboration could play a key role in
promoting these outcomes by helping front-line service providers effectively adapt services to
better meet the shifting needs of youth with SED and their families. While research suggests that
inter-professional collaboration is associated with positive outcomes for SED youth, front-line
service providers typically lack the capacity to engage in these collaborative processes (Fraser &
Greenhalgh, 2001; Walker & Shutte, 2005). Despite the millions of federal dollars that have been
invested into systems of care efforts, little research is available to guide communities in how to
build these capacities to facilitate the process of inter-professional collaboration in their own
systems.

This study introduced the IDeAL Partnerships Framework as a means of addressing this
gap. The framework defines how inter-professional collaboration comes about through the
development of four self-organizing capacities (knowledge of the service delivery system,
knowledge of provider differences, reflective communication skills, and beliefs about
collaboration) which foster the initiation of transformative learning exchanges. The study
provides preliminary evidence for some of the key relationships within the framework.
Specifically, service providers with high levels of self-organizing capacity were more likely to
initiate transformative exchanges which in turn lead to higher initiations of collaborative
behaviors. While these core relationships were supported by the findings, the study found that
transformative exchanges did not fully mediate the relationship between self-organizing capacity
and collaborative behaviors as suggested by the framework. Instead, findings suggested the

existence of additional direct relationships between some of the self-organizing capacity
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variables and collaborative behaviors. Taken together, these findings offer initial guidance on
potential areas for service delivery systems to target through capacity-building interventions.

The study also conducted an initial experimental assessment of the effectiveness of the
IDeAL Partnerships Intervention. The intervention was based on the key relationships within the
IDeAL Partnerships Framework and was carried out over the course of three months with front-
line service providers from a system of care effort. Quantitative findings revealed a strong trend
suggesting that intervention participants increased their knowledge of the service delivery system
and their knowledge of the differences between service providers over the course of the study
compared to a control group of service provider peers. Qualitative findings confirmed these
shifts and also suggested that participants experienced gains in reflective dialogue skills and
shifted their beliefs about collaboration as a result of the intervention. Follow-up interviews
indicated that many intervention participants were still using their self-organizing capacities 4
months after the intervention ended.

Quantitative results also showed a trend suggesting that intervention participants
increased their case-related transformative learning exchanges over the three month study period
compared to control group participants, a finding that again was confirmed by qualitative results.
In contrast, intervention participants did not increase their collaborative behaviors over the
course of the intervention but instead held them at roughly a steady rate while the control group
participants decreased their collaborative behaviors over time. It is possible, however, that due to
the short duration of the study the findings did not capture shifts in intervention participants’
capacity and behaviors occurring after the intervention finished. Future research could follow

participants for longer periods of time in order to capture these potential long-term changes.
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In summary, the primary goal of a system of care effort is to improve outcomes for youth
with SED and their families. Self-organizing capacity provides a promising mechanism for
communities to activate self-organizing, inter-professional collaboration as a means of achieving
this goal. The findings of this study — regarding both the IDeAL Partnerships Framework and
Intervention - can serve as a guide for communities as they attempt to promote these capacities

and collaborative behaviors among front-line service providers.

160



APPENDICES

161



Appendix A: Intervention Meeting Agendas

Meeting 1 Agenda

. Introductions/ice breaker (10 minutes)

Have everyone introduce themselves and briefly talk about a recent win in their work
with SED youth and families. (5 minutes)

Thumb Wrestling Exercise

Purpose:

To expose and explore our implicit assumptions about competition and
collaboration.

Process:

Have participants pair up. Ask everyone if they have ever thumb wrestled
before. Demonstrate to those who are unfamiliar.

Say that the goal of this activity is to collect as many points as you can in one
minute. To get a point, one partner pins the thumb of the other partner. Offer
a bag of candy to the first and second placing teams.

Have participants tap their thumbs three times and then begin.

After one minute stop the game.

Debriefing Questions:

Ask each team how many points they’ve gained. If you have a pair that scored
extremely high — ask them how they did it (will probably be through
collaboration)

What are our typical assumptions about thumb wrestling? (one person wins)
How do these assumptions relate to collaborating around the needs of SED
youth?

What was an unintended consequence of competition in this game? (both lose)
How can we shift our focus to see these types of interdependencies in our
work — in other words to see opportunities for collaboration?

1. Establishing Group Norms & Jargon Sheet (10 minutes)

Example Norms

Begin on time — end on time
Practice being open-minded
Monitor your own airtime

Listen first

Probe ideas, don’t criticize people
Show respect for views of others
Avoid side conversations

162



e Challenge by Choice: people can participate at their own comfort level.
Silence or passing is always acceptable. No one should feel pressed to
disclose more than they feel comfortable.

Introduce the jargon sheet, a large piece of paper that will be taped to the wall during
each meeting. It will be a space to write up any jargon brought up in meetings that is
unfamiliar to participants.

Overview of the project (15 minutes)

Briefly introduce concept of a system of care.

Talk about why research and leaders see collaboration as important.

Get their reactions.

Talk about idea of youth as a small system, and how the system must adapt to the
dynamic complexity within this system.

Talk about what capacities the research says can support this type of collaboration.
How project is structured to build these things

Simple Rules (15 minutes)

People are driven by an internalized belief system or set of “simple rules”. Often
these are unconscious. This can be seen in many examples.

Simple Rules for Flock of birds:

1) match your speed to others in flock
2) avoid running into others

3) fly toward the center

Simple Rules for Highway of Traffic:
1) match speed to others

2) stay in my lane

3) leave enough space between cars

It is often useful to reflect on the current simple rules driving your behavior, what
patterns are coming out of our current simple rules, and think about which rules might
lead to more effective patterns for addressing the needs of SED youth and families.

What are current simple rules?
What behavior patterns result from those rules? To what extent are these patterns the
most effective for addressing the needs of SED youth and their families?

Suggested Simple Rules for Addressing Needs of SED Youth
1) connect with critical partners

2) integrate relevant differences

3) adapt to change.
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VI.

I will write the simple rules on a large piece that will be taped to the wall at each
subsequent meeting.

Activity (40 minutes)

This activity will allow providers to reflect upon their previous experiences
collaborating with other providers, as well as how these interactions can lead to better
outcomes for youth and families. The activity will involve two cycles related to two
separate questions. Each cycle will allow group members to brainstorm ideas on their
own, theme them into categories, and discuss the resulting data.

Question 1: what are some words you would use to describe your past experiences
collaborating with providers from outside your agency?
e Group members write their words on index cards (5 minutes)
e Group members use tape to group their cards into categories on the wall (5
minutes)
e The group will engage in a discussion about the themed data using the
following discussion questions (10 minutes):
o As you think back, which of these experiences led to positive
outcomes for a youth or family — why?
o Which experiences did not lead to more positive outcomes — why?
o What types of things determine whether a collaborative experience
leads to positive outcomes?
o Overall, what are some of the benefits to collaborating? What are some
of the risks or challenges?

Question 2: what needs to happen in order for providers to collaborate in ways that
lead to positive outcome for youth and families?
e Group members write their words on index cards (5 minutes)
e Group members use tape to group their cards into categories on the wall (5
minutes)
e The group will engage in a discussion about the themed data using the
following discussion gquestions (10 minutes):
o What are some of the overall messages we see across these ideas?
o How might these needs be addressed?

Note that they have just learned skills related to integrating perspectives.

Wrap-up and Next Steps (15 minutes)
Introduce weekly reflection forms
Introduction of presentation homework: participants from the same sector will be

given the assignment of creating a brief 10-minute presentation on their organization
based on a provided template (see Appendix B).
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Meeting 2 Agenda

. Welcome and Ice breaker (5 minutes)

Pen perspective exercise (5 minutes; taken from Systems Playbook)

Purpose: to get people thinking about how their perspective depends on where
they “sit”. How our perspective colors how we see the system and events, and
how different people can have different perspectives of the same case, event,
etc — both of which can be useful for understanding and problem-solving.
Process:

@)
©)

o

Ask everyone pick up a pen and hold it straight up in the air.

Have everyone pretend to draw a circle with the pen on the ceiling in a
clock-wise direction.

Ask them to continue drawing the circle clock-wise, slowly bringing it
down a few inches at a time until it is in front of their faces, and then
continue down until they are looking at the top of it.

Ask the group what direction the pen is moving (it will be counter-
clockwise).

Debrief Questions:

@)
©)

o

So what happened?

What was your initial reaction - what are the first thoughts that came
to mind?

Do your immediate reactions provide any insights into your own
process of forming assumptions?

If we imagine the pen to be a case involving a youth with SED, what
might the consequences be if we based all of our solutions on only the
initial view?

What does this tell us about seeking out alternative perspectives when
looking at the complex circumstances of SED youth?

1. Agency Presentations (70 minutes)

Introduction to presentations:

Each agency team will give their presentation following the presentation template. | will
write key points from these presentations on large pieces of paper that will be taped to the
wall. 1 will interject two questions half-way through as shown in italics.
1.What is the range of services that staff at your agency provides for SED youth and
their families at your agency? What are the eligibility criteria for these different
services?
2.Describe the different staff members who are involved with SED youth and their
families as they receive services at your agency — at each stage from access to
discharge.
a. Are there any specific procedures (e.g., intake, IEP, behavioral safety
planning, etc) that these staff are involved with during this process?
3.Who at your agency has access to information that could be useful for:
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a. coordinating services for specific cases involving SED youth and their
families?

b. helping SED youth and their families access services or community
resources?

Who else within your agency might be relevant for outside providers to collaborate with
related to their cases?

How can outside providers identify and connect with staff in your agency who might be
relevant to their cases?

4. What skills, perspectives, or expertise do providers in your agency typically have

that could be useful in problem-solving for SED youth and their families?

Are there any other types of differences that might be important to utilize in this problem-
solving?

Summary Discussion Questions (35 minutes)

1.

2.

3.

How can you figure out which stakeholders might be important to engage — at
different points in time - related to your work with your SED cases?
Any ideas for how to identify the relevant skills, perspectives, or expertise of new
colleagues?
How might you utilize these different skills, perspectives, and expertise across
providers to create better and more adaptive solutions for SED youth and their
families?
a. Any specific ideas on how to integrate these differences for the purpose of
addressing the needs of SED youth?
What community stakeholders outside all of your agencies might be relevant for
providers to collaborate with related to their cases (e.g., faith-based communities,
non-profit community organizations, natural supports)?
a. What characteristics might make them relevant?
b. How can providers identify and connect with these community
stakeholders?
How can help colleagues outside of our group learn about these things —
specifically how to identify and connect with critical system partners and how to
integrate relevant differences to arrive at better solutions?

Summary Discussion Questions (5 minutes)
Who would like to share any summarizing thoughts or conclusions about what we’ve
discussed today.

Has today’s conversation shifted the way you approach the simple rules we talked
about at our last meeting?

Wrap-up and Next Steps
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Meeting 3 Agenda

Welcome and Icebreaker (5 minutes)

Folded Arms Exercise
e Purpose: get participants to think about how recognizing and altering habitual
ways of thinking can lead to great insights and learning — but is often
uncomfortable and awkward feeling. Get them to reflect on the self-imposed
challenges to changing the way they think. Give them a physical analogy of
stepping out of their mental ruts and comfort zone.
e Process:

o Have everyone fold their arms the way they would if they were bored,
with one arm naturally falling on top of the other. Have them look at
their arms and notice which one is on top. Have them reflect on how
this feels — is it comfortable, does it feel normal?

o Then have them uncross their arms and fold them again the other way,
with the other arm on top. Ask: how does that feel? What do you
notice?

e Debrief Questions:

o How does our need to be comfortable and secure and avoid feeling

awkward potentially get in the way of our learning?

Balancing Inquiry and Advocacy (30 minutes; Sense, 2006)

Last meeting we talked about some benefits to integrating differences across
providers in the work with SED youth. I’'m going to show you some communication
strategies to help utilize these differences.

We are all good at advocating for our own position. We do this on our jobs and in our
personal life. Problem is, in situations where we need to tap into the insights of other
—when we need to learn from others — we often don’t know how to balance
advocating for our points while genuinely inquiring into the points of others.

I’'m sure you’ve experienced this in decision-making situations. It’s like an arms race
where each side continues to advocate their point more and more strongly. Imagine a
therapist and a social worker who are stuck in this cycle as they try to come up with a
plan for a youth. The more a therapist argues her point, the more the social worker
feels threatened. The social worker counters by arguing his point even more fiercely.
Neither asks each other questions, rather they just continue arguing their points. What
usually happens is both sides become so exacerbated that they abandon the
partnership because it’s just too much trouble.

What’s the remedy? Learning is more likely when everyone can make his or her
thinking clear and open for public examination. It creates an environment of “genuine
vulnerability”. No one advocates a view without making the reasoning behind that
view open for public scrutiny.
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When partners are just advocating, the goal is to win the argument. When partners
balance advocacy with inquiry, the goal is to find the best argument. The point isn’t
to convince others — it is to work together to objectively evaluate the potential value
or weaknesses of everyone’s reasoning. This involves being transparent and exposing
all of the underlying reasoning behind a point — not just those parts that make our
case, but also those areas where we think our points might be weak.

Some things to consider:

e Only ask genuine questions — if you are not really interested in the answer,
you will only make things worse.

e Keep an open mind — listen first, then evaluate.

e Collaboration is about finding effective solutions — not winning an argument.

e When you don’t agree with someone — instead of arguing against their point,
inquire into it.

e You have to be willing to expose the limitations of your own thinking — be
willing to be wrong. Only this will make it safe for others to do the same.

e It may help to emphasize that your partners’ input is desired and needed to
come up with effective solutions.

Sample Questions:
e Positive Models:
o Hereis how I arrived at my view (state reasoning and information
view is based on) —
= Do you see any gaps in my reasoning?
= Do you have any different information that might inform this
conclusion?
= Do you make any different conclusions from this information
o What are your views?
=  What information did you use to you arrive at your view?
= Are you using information to inform your perspective that is
different than what | have considered?
= Here are some of the assumptions I’m making based on what
you’ve told me — are they accurate?
o What additional information might we need to inform our
perspectives?
e Negative Models:
o [l appreciate your point, but let me tell you why your idea won’t work.
o This is just the way things are (as opposed to this is the way | see
things)
o You wouldn’t understand.

Other suggestions for positive or negative examples of probing questions:

168



Practice 10 minutes
e Have participants break up into groups of 2 or three and discuss how to
address a hypothetical problem related to a case involving a SED youth. Have
them practice using these types of questions in their conversations.

Group Discussion Questions (10 minutes)

e What are your reactions to these strategies?

e Do you think this would work in a real world conversation? If yes, how and
when could you see yourself using these strategies?

e How can providers establish norms that promote this type of non-critical
dialogue with collaborating partners? (refer to norms we established in first
meeting)

e What are some obstacles or challenges to using these strategies? How can
these be managed?

Common purpose (10 minutes)
We’ve talked a lot about the importance of integrating different viewpoints to arrive
at better solutions. Some providers in other communities have found it helpful to

come up with a shared vision or common purpose to unify their work.

For example, in a service delivery system around substance abuse, providers choose
the common purpose of “recovery” to help unify their separate efforts.

Another system working with survivors of domestic violence chose the purpose of
“empowerment” to guide their efforts.

What are some words to describe our common purpose serving SED youth?
e.g., positive development, growth,

We can draw upon this common purpose throughout the rest of today’s meeting and
as we continue meeting.

Discussion of Potentially Distracting Differences (20 minutes)

While the relevant differences we talked about during our last meeting are the most
useful in terms of serving SED youth and their families, let’s be honest — these aren’t
the only differences that we have between us. There are many other types of
differences, some of which can distract from our common purpose

What are some of these differences?

Differences in service approach or philosophy they take in addressing the needs of
youth and families.
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Differences in the limitations (legal, financial, policy, service capacity) affecting
how providers within your agency are able to deliver services.

Differences in agency procedures for delivering services to youth and families.

How have these differences influenced your past interactions with stakeholders from
outside agencies?

Key is not to ignore these distracting differences — but find ways to work around them
so we can put more focus on the differences that can make a difference.

Any strategies people have used to work around or through these differences to open
up space to focus on more relevant differences?

How could you draw upon the common purpose we talked about to help partners
focus on larger goals instead of distracting differences?

Left-Hand Column Exercise (35 minutes)

Purpose:
e Have participants reflect upon how their hidden assumptions can drive their
communications; practice questioning hidden assumptions.
Process
5 introduction
8-10 minutes individual reflection
8-10 minutes pair discussion
10 minutes group discussion

Here is an exercise to help reflect on some of the personal biases that may make it
hard to focus on more relevant differences. This is an exercise that was created by an
action researcher named Chris Argyris and has been widely used by many
organizations.

Pick a specific situation where you are interacting with another providers in a way
that isn’t working — that isn’t producing any learning and isn’t moving ahead.

Take a piece of paper and divide it into two columns. On the right side write “what is
said” and list out the dialogue between the two of you. On the left side write “what I
am thinking” and list out everything you are thinking during this conversation — but
not saying. This left hand column is a good way to bring out some of your hidden
assumptions that influence your behavior.

I’ll give you an example of a hypothetical conversation between two colleagues from
different agencies in the system of care regarding a case.
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What Provider A is Thinking, but not Saying

I noticed you never returned my phone call
about Jimmy’s case. You really left me hanging
on this one. I can’t believe how inconsiderate
you can be.

| wonder if you have even noticed how bad
Jimmy’s situation has gotten over the last
month.

Are you trying to go behind my back in this? |
thought we were collaborating on this case? I'm
not sure I trust you to get this information since

you can’t even get your act together to call me
back.

What is Actually Said

Provider A: How is work going, pretty
busy lately?

Provider B: Ah, as busy as usual | guess.

Provider A: So how do you think we
should respond to Jimmy’s situation? It’s
getting pretty intense for him and his
family lately.

Provider B: I’ve been talking with some
people from the mentoring program at
Jimmy’s school. I think that might be a
really good source of support for him right
now.

Provider A: Well, I guess we will have to
see. [ don’t know anything about that
mentoring program, and I wouldn’t want to
make things worse for Jimmy by
connecting him with an ineffective
organization.

Pair Discussion Questions

e Why didn't I say what was in the left-hand column? What prevented me from

acting differently?

e What assumptions was | making about the person? What are my beliefs about

them/the situation?

e How might these assumptions be incorrect? What else may be contributing to

provider B’s behavior?

e How might my comments have contributed to the difficulties/outcomes?

Group Discussion:

e What are some costs of hiding behind your assumptions?
e How can | use the left-hand column insights to improve this situation and/or

my communication?

e How can all of us work on speaking openly & bringing up conflict directly?

VI.  Wrap-up and Next Steps
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Meeting 4 Agenda
VIl.  Welcome and Recap from last meeting (5 minutes)

Frames
Purpose:

e Reflect upon how their perspective depends on where they “sit”. How our
perspective colors how we see the system and events, importance of
expanding our perspective to aid problem-solving.

Process:

e Have participants create a small aperture with their thumb and finger. Have
everyone hold their viewing hole at arm’s length and focus on a pen | am
holding.

e Ask the following questions, allowing 10 seconds after each for participants to
ponder their answers:

o What do you see within this frame?

o What questions could you answer with the information available to
you through your frame?

o What actions could you take to influence the objects or the processes
that you see?

e Have participants bring their viewing hole halfway toward their eye and
repeat this process.

e Have participants bring their viewing hole as close as they can to their eye
while keeping the object centered in the whole.

Debriefing Questions:

e We often fail to consider what frame we are using and skip straight to problem
solving. How do you usually frame problems related to your work serving SED
youth?

e What is the link between the questions you ask and the framing you choose?

e What framing best captures the problem of collaboration?

VIII. Sharing of Recent Attempts to Initiate OTEs

Participants will collectively discuss their successful and unsuccessful attempts to
initiate collaborative learning exchanges related to improving outcomes for youth and
families with colleagues during the previous month.

Specific discussion/probing questions:

e Have you been able to identify or connect with any stakeholders who are or
could be relevant to your work?
e Has anyone attempted to share information, brainstorm, or problem solve with
other providers around your work with SED youth?
o Have you been able to integrate your relevant differences in these
situations to help problem solve around the needs of SED youth and
their families?

172



e Has anyone tried using the strategies we discussed at our last meeting — the
left-hand-column or balancing inquiry and advocacy? How did it go?

e Have you come across any barriers (e.g., lack of capacity, agency policies) as
you’ve tried to collaborate with stakeholders during the last month?

o Can you describe these barriers in detail? For example, how do they
occur, when do they occur, do they always occur, etc.

o What might be causing these barriers? For example, what conditions
within the service delivery system might be contributing to these
barriers? What gets in the way of you overcoming these barriers? Do
you perceive the source of these barriers differently than others you
work with?

o What are the consequences of these barriers?

o Using this understanding, are there any ideas for potential solutions to
address these barriers?

o Any ideas to support the enactment of these solutions?

e What have been your experiences using the simple rules?**
e Has anyone tried to share any of the learning from our group with your
colleagues?

o What were their reactions to this sharing?

o Did you encounter any barriers or challenges to sharing?

o Any ideas for overcoming those barriers?

o What are some additional ideas to help promote learning among your
colleagues?

Goal setting and behavioral intentions (30 minutes)

Selecting Goals

Has anyone ever set goals before?

Goals have been used in many different contexts — from athletes setting goals for their
performance to Kids setting goals for their academics.

Setting goals is a popular process in many organizations because like the exercise —
goals influence action. Goals help keep ideas salient in your mind instead of getting
lost in the chaos of daily work.

Relate to simple rules ideas.

Research has found that goals are especially effective when they are specific and
challenging.

What are some specific and challenging goals related to collaboration in your work?

But just setting goals alone isn’t always enough. Many people fail to meet their goals
because they run into obstacles along the way.
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People have studied ways to help people meet their goals and have found one good
way is to problem-solve around obstacles before they happen.

Based on our conversation today, what are some of the obstacles you anticipate
possibly encountering as you attempt to collaborate or share information with
colleagues?

What are some ideas for how to overcome those obstacles? Specifically, what will
you do to overcome these obstacles?

How will you ensure that you follow-through with these intentions?

X. Wrap-up and Next Steps

Meeting 5 Agenda
. Welcome and Recap from last meeting (5 minutes)
1. Sharing of Recent Attempts to Initiate OTES

Participants will collectively discuss their successful and unsuccessful attempts to
initiate collaborative learning exchanges related to improving outcomes for youth and
families with colleagues during the previous month.

Specific discussion/probing guestions:

e What are your experiences with the goals we set at last month’s meeting?

e Have you been able to identify or connect with any stakeholders who are or
could be relevant to your work?

e Has anyone attempted to share information, brainstorm, or problem solve with
other providers around your work with SED youth?

o Have you been able to integrate your relevant differences in these
situations to help problem solve around the needs of SED youth and
their families?

e Has anyone tried using the strategies we discussed at our last meeting — the
left-hand-column or balancing inquiry and advocacy? How did it go?

e Have you come across any new or additional barriers (e.g., lack of capacity,
agency policies) as you’ve tried to collaborate with stakeholders during the
last month?

o Can you describe these barriers in detail? For example, how do they
occur, when do they occur, do they always occur, etc.

o What might be causing these barriers? For example, what conditions
within the service delivery system might be contributing to these
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barriers? What gets in the way of you overcoming these barriers? Do
you perceive the source of these barriers differently than others you
work with?
o What are the consequences of these barriers?
o Using this understanding, are there any ideas for potential solutions to
address these barriers?
o Any ideas to support the enactment of these solutions?
e Anyone try to enact the solutions we proposed from the last meeting?
o How did it go?
o Do you need additional ideas for moving forward?
e What have been your experiences using the simple rules?**
e Has anyone tried to share any of the learning from our group with your
colleagues?
o What were their reactions to this sharing?
o Did you encounter any barriers or challenges to sharing?
o Any ideas for overcoming those barriers?
o What are some additional ideas to help promote learning among your
colleagues?

XI.  Wrap-up and Next Steps
Next month is our last meeting. | want you to start thinking about some ideas for how
to continue this type of learning we’ve done so far after next month’s meeting. We
will have a discussion on this next time.

Meeting 6 Agenda
. Welcome and Recap from last meeting (5 minutes)
I11.  Touching base about actions over previous month (50 minutes)

e How did it go during the last month — anyone have any collaborating
successes?

e Have you come across any barriers (e.g., lack of capacity, agency policies) as
you’ve tried to collaborate with stakeholders during the last month?

o Can you describe these barriers in detail? For example, how do they
occur, when do they occur, do they always occur, etc.

o What might be causing these barriers? For example, what conditions
within the service delivery system might be contributing to these
barriers? What gets in the way of you overcoming these barriers? Do
you perceive the source of these barriers differently than others you
work with?

o What are the consequences of these barriers?

o Using this understanding, are there any ideas for potential solutions to
address these barriers?

o Any ideas to support the enactment of these solutions?
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VI.

Fill out survey (20 minutes)

Focus Group (30 minutes)

| will facilitate a focus group with each of the intervention groups that will allow
them to reflect on the intervention’s influence on their self-organizing capacity and/or
their initiation of transformative exchanges related to improving outcomes for youth
and families.

Final Debrief and Wrap-up (30 minutes)

What are some ideas for how to formally or informally continue learning after today’s
meeting?

[1' will have already spoken with the system of care leaders about options for

continuing support for learning opportunities. This conversation will build on this
information.]
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Appendix B: Presentation Template for Meeting 2

. What is the range of services that staff at your agency provides for SED youth and their
families at your agency? What are the eligibility criteria for these different services?

Describe the different staff members who are involved with SED youth and their families
as they receive services at your agency — at each stage from access to discharge.
a. Are there any specific procedures (e.g., intake, IEP, behavioral safety planning,
etc) that these staff are involved with during this process?

. Who at your agency has access to information that could be useful for:
a. coordinating services for specific cases involving SED youth and their families?
b. helping SED youth and their families access services or community resources?

. What skills, perspectives, and expertise do providers in your agency typically have that
could be useful in problem-solving for SED youth and their families?
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Appendix C: Weekly Reflection Forms

Name:

Collaboration Log
Use this log to record your collaboration with outside providers or stakeholders related to your work with youth and their families. We
will use this log for the discussion at our next meeting.

What So What Now What
Date With whom? Regarding what? What resulted from the Lessons learned for future
Barriers encountered? interaction? Successful? collaborations?

Adapted from Eoyang, G.H. (2006, January). What? So what? Now what? Attractors, Info-letter of the Human Systems Dynamics
Institute, 3(1). www.hsdinstitute.org/lear-more/read-the-latest/attractors/archive/18-ATTRACTORS-Jan-2006.pdf
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Appendix D: Wave 1 Survey Consent Form

Consent Form for Saginaw System of Care Survey

The Saginaw System of Care effort has been working since 2007 to strengthen and improve the
service delivery system in Saginaw for children with severe emotional disturbances (SED) and
their families. The Saginaw System of Care’s main goal is to help youth and families be safe,
healthy, at home, and fully involved and included in their community. This fall we are sending
out a survey to learn more about the current state of the service delivery system in Saginaw. The
survey is also part of a research study to learn more about what types of knowledge, skills, and
relationships could help providers meet the System of Care’s goals. You were selected to receive
this survey because your agency is currently a partner in the Saginaw System of Care effort.

We are hoping that you will complete this survey and provide us with a description of the work
you do with youth and families. Your responses are important. They will help guide the effort’s
decisions about how to improve our county’s ability to meet the needs of youth and families. The
survey should take about 30 minutes to complete. You may also be contacted at a later date to
provide additional feedback about your work in Saginaw through a brief interview. There are no
known risks associated with participating in this study, and completing the survey may allow you
to reflect on the work you do with youth and families as well as contribute to the understanding
of how to improve system of care efforts.

As a way of thanking you for your participation, if you choose to complete this survey you will
receive a $15 gift certificate.

All of your answers will be kept confidential and will be seen only by the research team at
Michigan State University (MSU). Information you provide in the survey will be kept on the
campus of MSU in a locked file cabinet and/or password protected computer for 5 years after the
study, and only the MSU research team and the Institutional Review Board at MSU will have
access to the research data. Participation in this survey is voluntary. You may choose not to
participate at all, or you may refuse to answer certain questions or discontinue your participation
at any time without consequence. We appreciate your efforts in filling out the survey as
completely and accurately as possible.

Your confidentiality will be protected to the maximum extent allowable by law. Your name will
never be associated with the information you provide in this study, and no identifying
information will ever be released to anyone. If you have any concerns or questions about this
study, or would like assistance completing this survey, please contact Erin Watson (email:
droegeer@msu.edu, toll free number: 517-355-3825, address: 238 Psychology Building, East
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Lansing, M1 48824) or the survey project director, Dr. Pennie Foster-Fishman, (phone: 517-353-
5015) at Michigan State University.

If you have any questions regarding your role and rights as a study participant, or would like to
register a complaint about this study, you may contact, anonymously, if you wish, the Michigan
State University Human Research Protection at (517) 355-2180, FAX: (517) 432-4503, email:
irb@msu.edu, or regular mail: HRPP, 207 Olds Hall, East Lansing, M1 48824.

We hope you will share your thoughts and experiences about your important work with Saginaw
youth and families. Thank you for your help!

Consent: By signing this form | indicate that | voluntarily agree to participate in this survey.

Printed name Signature Date
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Appendix E: Survey Measures

Saginaw System of Care Survey

The Saginaw System of Care effort has been working since 2007 to strengthen and improve the service delivery system in Saginaw for
children with severe emotional disturbances (SED) and their families. (For a definition of SED see last page of survey). The Saginaw
System of Care’s main goal is to help youth and families be safe, healthy, at home, and fully involved and included in their
community. Two of the key strategies for reaching this goal are:

1) Coordinating services through interagency collaboration: working across agencies to provide families with integrated
and accessible support

2) Engaging youth and family members as valued system partners: providing youth and families opportunities to fully
participate in planning and developing their services, and to engage in leadership roles within the system of care effort.

This survey is designed to learn more about the service delivery system in Saginaw. Your answers can help guide the effort’s
decisions about how to make our service delivery system better at meeting the needs of youth and families. Your name will never be
associated with the information you provide in this survey. Findings will be shared with your agency as well as other key stakeholders
in the county.

The survey contains a variety of items and questions and will take about 20 minutes to complete.

Throughout the survey you will see that some questions offer a “Don’t Know” response. Please ONLY choose this option if you
do not have enough information to accurately answer the question. Overuse of the “Don’t Know” response will reduce our
ability to provide Saginaw county with useful feedback

We thank you for completing this survey.

181



1. Which of the following agencies do you work for?

Q Saginaw Community Mental Health Authority
Q Family Division of the Circuit Court

Q Department of Human Services

Q Saginaw Intermediate School District

Q Saginaw Public School District

Q Birchrun Area School District

Q Buena Vista School District

PERCEPTIONS OF YOUR WORK WITHIN THE SERVICE DELIVERY SYSTEM

We would like to know about some of your perceptions of your work within the service delivery system in Saginaw.

L . . . A
b Thidngdbout e practios f Eragn OO0 por  pSome quie et
' At All Little what Mostly ABit Deal
a. | belle_ve co_llaboratlng with service providers fror_n other o o o o o o
agencies will have a favorable effect on my practice.
b. When | thln_k about c_olla_bc_)ratmg WI'Fh service prc_)wdgrs from o o o o o o
other agencies, | realize it is appropriate for my situation.
c. Utilizing the unique expertise of providers from different
agencies through collaboration will improve my ability to meet o Q Q Q Q Q
the unique needs of youth and families.
d. Idesireto increase my collaboration with service providers in o o o o o o
other agencies.
e. Increa_smg my coIIa_boratl_on W|t_h service providers in other o o o o o o
agencies will benefit me in my job.
f. Isee increasing my collaboration with service providers in other o o o o o o

agencies as making my work harder.
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A
Not A  Some- Quite Great
At All Little what Mostly ABit Deal

2. Thinking about the practice of interagency collaboration, to
what extent do you agree with the following?

g. | feel it is worth it to increase my collaboration with service

providers in other agencies around the needs of youth and Q Q Q Q Q Q
families.

h. Increasing my collaboration with service providers in other
agencies would make it difficult for me to meet my agency’s o o o o o O

expectations for my job performance.

i. | can better meet the needs of youth and families on my caseload
by working with other service providers in Saginaw than o o o o O O
working alone.

j. Differences in attitudes and philosophies between myself and
service providers from outside agencies make it difficult for us to o o O o O O
work together.

k. My understanding of the needs of SED youth in our community
differs from that of service providers from outside agencies

I.  The goals and activities related to my work with youth and
families are similar to the goals and activities of service o Q Q Q Q Q
providers from outside agencies.

m. | am willing to work through differences with service providers

. : : o ; O O O o Q o
from outside agencies to arrive at win-win solutions.

KNOWLEDGE AND SKILLS

The following questions will ask about your current knowledge and skills related to collaborating with individuals from outside
agencies. These outside agencies could be public (e.g., Saginaw County Community Mental Health Authority, Family Division of the
Circuit Court, Department of Human Services, Saginaw Intermediate School District, Saginaw Public School District, Birchrun Area
School District, Buena Vista School District) or private/non-profit. Several questions will also ask about your current knowledge and
skills related to partnering with youth and families
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for youth and families.

If needed, | have the ability to locate and initiate contact with A
the following individuals from outside agencies: Not A Some- Quite Great
At All Little what Mostly ABit Deal
Rele_vant staff who could gene_ra}lly assist me in coordinating o o o o o o
services for the youth and families on my case load.
. Specific providers who are_c_urrently providing services to some o o o o o o
of the same youth and families on my case load.
. Various providers who work with youth and families at different
points in the time from when they first enter services to whenthey O o o o O O
finish services.
Providers in different departments who could assist me in
addressing the needs of the youth and families on my caseload. Q Q Q Q Q Q
To what degree are you aware of the following related to A
outside agencies: Not A Some- Quite Great
At All Little what Mostly ABit Deal
The full range of services offered. O O o O ) Q
. The services eligibility requirements for youth and families. o Q Q Q Q Q
The process families must go through to access services o O o O O O
To what extent do you feel confident in your ability to
effectively carry out the following with providers from . A
outside agencies? Not A Some- Quite - Great
d ' AtAll Little what Mostly ABit Deal
Communicate suggestions or ideas on how to improve services o o o o o o
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5. To what extent do you feel confident in your ability to

zsz:ig;/izecna::rig?out the following with providers from Not A Some- Qui te Gft\eat

At All Little what Mostly ABit Deal
b. Articulate the reasoning behind your ideas or views. o o o O o o
c. Directly work through differences in opinion. o o o o o o
d. Lr;’it\a/gigrr]ztg rdoil\J/r?(rjs: E:Sr(se?ectives and expertise when problem- o o o o o o
e. Facilitate open and honest communication. ©) ©) ©) ©) Q Q
f. Elicit others’ ideas about service delivery. o o o o o o
g. Evaluate other’ ideas in order to improve effectiveness. ©) ©) ©) O ) )
h. Communicate in ways that encourage others to critique your o o o o o o

ideas on service delivery.

COLLABORATION

The following questions will ask about your collaboration with individuals from outside agencies. These outside agencies could be
public (e.g., Saginaw County Community Mental Health Authority, Family Division of the Circuit Court, Department of Human
Services, Saginaw Intermediate School District, Saginaw Public School District, Birchrun Area School District, Buena Vista School
District) or private/non-profit.

6. How often do you initiate the following with providers

from outside agencies who are relevant to your work Less than Bi-

with youth and families? quarterly Quarterly Monthly weekly Weekly Daily
a. Exchange information (when possible) related to a

specific youth/family to guide decision-making about the Q Q o Q Q ©)

case.
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How often do you initiate the following with providers

from outside agencies who are relevant to your work Less than Bi-

with youth and families? quarterly Quarterly Monthly weekly Weekly Daily
. Share ideas on how to improve outcomes for specific

case. O O O o o O

Suggest ways to integrate your different perspectives or

ideas for the sake of problem-solving around a case. < < < < < <
. Talk about how to collaborate in delivering service to a

youth or family. Q Q Q Q Q Q

Evaluate each others’ ideas in order to improve

effectiveness. < < < < < <

Share reflections on the way services are being delivered

to a case. Q Q Q Q Q Q
. How often do you initiate the following with providers Less than Bi-

from any agency, including your own? quarterly Quarterly Monthly weekly Weekly Daily

Discuss ways to overcome barriers to collaboration. ) Q Q Q Q Q
. Share information as a means to promote collaboration

between providers from different agencies. Q Q Q Q Q Q

Introduce them to providers who are relevant to their work

with youth and families. < < < < < <

Exchange ideas about how to better tap into the unique o o o o o o

expertise of providers from different agencies.
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youth and families.

To what extent do the following occur as a result of your Not A Some- Quite A Great
collaboration with providers from outside agencies? AtAll Little what Mostly A Bit Deal
New practices related to working with youth occur as a
result of the diversity of ideas among collaborating o o o o O O
providers.

. Working with providers who have multiple perspectives
results in new strategies for helping youth and families. Q Q Q Q Q Q
The roles and/or responsibilities of providers change as a
result of collaboration. < < < < < <

. As aresult of working together, services/supports for youth
are delivered in new ways. Q Q Q Q Q Q
Service plans are jointly created by providers who share
cases. = = © © © ©
Joint service plans are collectively revised by providers who
share cases in order to respond to the changing needs of a o Q Q Q Q Q
case.
Providers work together to provide ongoing follow-up to a o o o o o o
shared case.
To what extent are you familiar with the following A
characteristics related to the providers you collaborate Not At Some- Quite  Great
with from gutside agencies? All  AlLittle what Mostly ABit Deal
The types of information (related to available services, o o o o o o
specific cases, etc.) they have access to in their agency.

. The full range of their skills and expertise related to serving o o o o o o
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. To what extent are you familiar with the following A
characteristics related to the providers you collaborate Not At Some- Quite  Great
with from gutside agencies? All  AlLittle what Mostly ABit Deal

. Their connections to other providers or organizations in the o o o o o o
service delivery system.

. Their unique ideas or perspectives for addressing the needs o o o o o o
of youth and families.

. Their general experiences with the youth and families on o o o o o o
their caseload.

The technical language or jargon they use related to serving o o o o o o
youth and families.

. The service approach or philosophy they take in addressing o o o o o o
the needs of youth and families.

. The limitations (legal, financial, policy) affecting their o o o o o o
ability to deliver services.

Their educational background or previous work experiences. Q ) Q ©) Q Q
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Appendix F: Description of Study Used During Recruitment Presentation.

Saginaw Partnerships Project

e Purpose is to provide opportunities for providers to:
o Learn how our different agencies work
o Explore ways to utilize our collective resources and strengths to improve
outcomes for youth
o Problem-solve barriers to working together in the real world
e Project involves 2 different groups of diverse providers:
o First group will attend 6 bi-monthly discussion meetings, 2 hours each — lunch
provided at each meeting
o Second group will provide feedback in the spring on how collaboration is working
in Saginaw and ideas for moving forward — lunch also provided at this feedback

session
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Appendix G: Protocol for Validation Case Study Interviews

Introduction:

This is Erin Watson from Michigan State University. | am calling to see if you would be willing to do a 10 minute interview with me
today as a follow-up to the system of care survey. As a way of thanking you for your time, 1 will send you a $5 gift certificate for
doing the interview with me. If you have time, we can do the interview right now — or at a later time today or this week. This will be a
very brief interview today, probably about 10-15 minutes. I’m going to ask you a few questions about your experiences working with
other service providers in the Saginaw, as well as your ideas for making it easier for providers in Saginaw to work together.

CONSENTING I’'m going to be taking notes as we talk today. To make sure I get everything you say, would it be alright if I record
our conversation? | will destroy the recording after | fill in my notes. You can also ask me to turn off the recorder at any time.

To start out with, | want you to think about your most recent SED case that was successfully completed or closed (as opposed to
the youth dropping out of services) where the youth was involved with at least one additional public service agency outside your
own. By public I mean agencies like Saginaw County Community Mental Health Authority, Family Division of the Circuit Court,
Department of Human Services, or the schools. Great. Now I’m going to ask you a few questions and I would like you to answer
based on this case.

1. Did you ever contact another agency within the system of care for assistance with the case (e.g., to help coordinate services,
access services, or address a problem for the case)?

YES NO
IF YES
Which agencies did you contact? (mark below).

Great. Let’s take each of these agencies one at a time.
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CMH

a. Who did you first contact
for assistance with the case
at CMH?

O Agency’s general number.

O General number for a
particular department
within the agency.

O Someone | knew in the
agency who could refer
me to the right person.

O Someone | knew in the
agency who could directly
assist me with the case.

O other: (please describe
below)

b. Did you eventually reach
someone who could assist
you with the case?

YES NO (BOLD one)

If NO, describe what you
did next?

DHS

a. Who did you first contact
for assistance with the case

at DHS?

O Agency’s general number.

O General number for a
particular department
within the agency.

O Someone | knew in the
agency who could refer
me to the right person.

O Someone | knew in the
agency who could directly
assist me with the case.

O other: (please describe
below)

b. Did you eventually reach
someone who could assist
you with the case?

YES NO (BOLD one)

If NO, describe what you
did next?

Courts

a. Who did you first contact
for assistance with the
case at the courts?

O Agency’s general

number.

O General number for a
particular department
within the agency.

O Someone | knew in the
agency who could refer
me to the right person.

O Someone | knew in the
agency who could
directly assist me with
the case.

O other: (please describe
below)

b. Did you eventually reach
someone who could assist
you with the case?

YES NO (BOLD one)

If NO, describe what you
did next?

Schools

a. Who did you first contact
for assistance with the
case at the schools?

O Agency’s general

number.

O General number for a
particular department
within the agency.

O Someone I knew in the
agency who could refer
me to the right person.

O Someone I knew in the
agency who could
directly assist me with
the case.

O other: (please describe
below)

b. Did you eventually reach
someone who could assist
you with the case?

YES NO (BOLD one)

If NO, describe what you
did next?
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2. Do you know of any outside providers who were assigned to the case (e.g., probation officers, school social workers, child
protective services workers, therapists, foster care workers, etc)?

YES NO (BOLD one)

If YES:

What are the names of these providers? What agencies did they come from? (write below).
Great. Let’s take each of these individuals one at a time.

Name:

Agency:

a. how did you find out this
person was on the case?

b. In general, how often did
you talk with this
provider?

Daily

A few times a week
Once a week

About every other week
Monthly

About every 2-3 months
Less than every 4
months

Never

Name:

Agency:

a. how did you find out this
person was on the case?

b. In general, how often did
you talk with this
provider?

Daily

A few times a week
Once a week

About every other week
Monthly

About every 2-3 months
Less than every 4
months

Never

Name:

Agency:

a. how did you find out this
person was on the case?

b. In general, how often did
you talk with this
provider?

Daily

A few times a week
Once a week

About every other week
Monthly

About every 2-3 months
Less than every 4
months

Never

Name:

Agency:

a. how did you find out this
person was on the case?

b. In general, how often did
you talk with this
provider?

Daily

A few times a week
Once a week

About every other week
Monthly

About every 2-3 months
Less than every 4
months

Never
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IF MORE THAN
NEVER:

What did you two
typically discussed related
to the case?

c. Did this person have any
information (for instance
about the case or about
available services in
Saginaw) you did not have
that was useful for
improving outcomes for
the case?

YES NO

If YES, describe this
information.

d. Did this person have any
connections in Saginaw
you did not have that were
useful for improving
outcomes for the case?

YES NO

IF MORE THAN
NEVER:

What did you two
typically discussed related
to the case?

c. Did this person have any
information (for instance
about the case or about
available services in
Saginaw) you did not have
that was useful for
improving outcomes for
the case?

YES NO

If YES, describe this
information.

d. Did this person have any
connections in Saginaw
you did not have that were
useful for improving
outcomes for the case?

YES NO

IF MORE THAN
NEVER:

What did you two
typically discussed related
to the case?

c. Did this person have any
information (for instance
about the case or about
available services in
Saginaw) you did not have
that was useful for
improving outcomes for
the case?

YES NO

If YES, describe this
information.

d. Did this person have any
connections in Saginaw
you did not have that were
useful for improving
outcomes for the case?

YES NO

IF MORE THAN
NEVER:

What did you two
typically discussed related
to the case?

c. Did this person have any
information (for instance
about the case or about
available services in
Saginaw) you did not have
that was useful for
improving outcomes for
the case?

YES NO

If YES, describe this
information.

d. Did this person have any
connections in Saginaw
you did not have that were
useful for improving
outcomes for the case?

YES NO
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If YES, describe these
connections.

e. Did this person suggest
any service ideas you
alone did not come up
with that were useful for
improving outcomes for
the case?

YES NO

If YES, describe these
service ideas.

If YES, describe these
connections.

e. Did this person suggest
any service ideas you
alone did not come up
with that were useful for
improving outcomes for
the case?

YES NO

If YES, describe these
service ideas.

If YES, describe these
connections.

e. Did this person suggest
any service ideas you
alone did not come up
with that were useful for
improving outcomes for
the case?

YES NO

If YES, describe these
service ideas.

If YES, describe these
connections.

e. Did this person suggest
any service ideas you
alone did not come up
with that were useful for
improving outcomes for
the case?

YES NO

If YES, describe these
service ideas.

IF EVER COMMUNICATED WITH ANY OF THE ABOVE PROVIDERS:

3. Did you and this/these other provider(s) implement any new strategies or approaches for improving outcomes for the case

as a result of your interactions? For example a specific new approach for how to help a youth with an issue in their life.

YES NO

If YES:

a. Can you describe these new service strategies or approaches?
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b. How did these new strategies or approaches come about? In other words, what about your interactions led to these
strategies/approaches?

4. Did you and the other provider(s) develop new ways of working together to improve outcomes for the case? For example,
following up with a case together instead of doing it separately.

YES NO

If YES:

a. Can you describe these new ways of working together?

b. How did these new ways of working together come about? What about your interactions led to these new ways of
working together?
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