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Abstract
Background
Cross-system interventions that integrate health, behavioral health, and social services can improve client outcomes and expand community impact. Successful implementation of these interventions depends on the extent to which service partners can align frontline services and organizational operations. However, collaboration strategies linking multiple implementation contexts have received limited empirical attention. This study identifies, describes, and specifies multi-level collaboration strategies used during the implementation of Ohio Sobriety Treatment and Reducing Trauma (Ohio START), a cross-system intervention that integrates services across two systems (child welfare and evidence-based behavioral health services) for families that are affected by co-occurring child maltreatment and parental substance use disorders.

Methods
In phase 1, we used a multi-site qualitative design with 17 counties that implemented Ohio START. Qualitative data were gathered from 104 staff from child welfare agencies, behavioral health treatment organizations, and regional behavioral health boards involved in implementation via 48 small group interviews about collaborative approaches to implementation. To examine cross-system collaboration strategies, qualitative data were analyzed using an iterative template approach and content analysis. In phase 2, a 16-member expert panel met to validate and specify the cross-system collaboration strategies identified in the interviews. The panel was comprised of key child welfare and behavioral health partners and scholars.

Results
In phase 1, we identified seven cross-system collaboration strategies used for implementation. Three strategies were used to staff the program: (1) contract for expertise, (2) provide joint supervision, and (3) co-locate staff. Two strategies were used to promote service access: (4) referral protocols and (5) expedited access agreements. Two strategies were used to align case plans: (6) shared decision-making meetings, and (7) sharing data. In phase 2, expert panelists specified operational details of the cross-system collaboration strategies, and explained the processes by which strategies were perceived to improve implementation and service system outcomes.

Conclusions
We identified a range of cross-system collaboration strategies that show promise for improving staffing, service access, and case planning. Leaders, supervisors, and frontline staff used these strategies during all phases of implementation. These findings lay the foundation for future experimental and quasi-experimental studies that test the effectiveness of cross-system collaboration strategies.

Supplementary Information
The online version contains supplementary material available at https://​doi.​org/​10.​1186/​s13012-024-01335-1.
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	Ohio Sobriety Treatment and Reducing Trauma
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	Shared decision-making meeting
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	Sobriety Treatment and Recovery Teams
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Contributions to the literature

	Successful implementation of cross-system interventions requires cross-system collaboration strategies to improve implementation, service delivery, and client outcomes.

	We identified and specified seven cross-system collaboration strategies. Contracting out, joint supervision, and co-location were used to staff the program. Referral protocols and expedited access agreements were used to promote service access. Shared decision-making meetings and data sharing were used to align case planning.

	Cross-system collaboration strategies were used at the individual- and organizational-levels throughout the preparation, implementation, and sustainment phases.

	Our work on cross-system collaboration strategies advances the specification of functions and forms of bridging factors in implementation.





Background
Individuals and families affected by substance use disorders (SUDs) and trauma have complex service needs that span health, behavioral health, and social service systems. Cross-system interventions that integrate services can improve client outcomes and expand community impact. These interventions include service cascades and clinical pathways that identify service needs in one system (e.g., child welfare) and link to specialized treatment in another (e.g., SUD treatment) to create a continuum of care [1, 2]. Cross-system interventions are challenging to implement because they involve multiple stakeholders and intervention components that must be aligned across different systems [3, 4]. Differences in the values, priorities, regulations, funding, staffing, and capacity in two systems can undermine collaboration [5] and delay or threaten the implementation and sustainment of cross-system interventions [6, 7].
Cross-system collaboration strategies address these contextual barriers by aligning operations and services across systems for implementation [8]. These strategies are essential for effective cross-system implementation and service delivery [9, 10]. However, like many strategies used for addressing system and organizational complexity, collaboration strategies have received insufficient empirical attention [11], which limits the scale-up, and public health impact of cross-system interventions. This study identified, described, and specified cross-system collaboration strategies used to implement Sobriety Treatment and Recovery Teams (START) in Ohio (USA) as Sobriety Treatment and Reducing Trauma (Ohio START). START is an evidence-based cross-system intervention linking child welfare and SUD treatment for parents.
Cross-system collaboration strategies for implementation
Strong interorganizational collaboration is critical for implementing cross-system interventions [2, 10, 12–14]. For example, collaboration difficulties limited implementation in prior studies of cross-system interventions focused on screening, assessing, and referring children served by the child welfare system to community-based behavioral health services [7, 15–19]. Collaboration problems included contract disruptions, poor communication, limited familiarity with external providers and their services, unclear referral protocols, and disagreements about data sharing [7, 15–19]. Addressing these challenges is critical [20], but can be difficult and time-consuming [21–23] especially during early phases of preparation and implementation [24]. Relational implementation strategies that build or leverage relationships (e.g., network weaving, obtaining formal commitments, building a coalition) could guide collaborations for implementation [25, 26]. However, these strategies are limited in their specificity and few studies have examined how these strategies are used during implementation.
Cross-system collaboration strategies align operations and services across systems for implementation [8]. These strategies fall into a larger category of “bridging factors” linking the outer and inner contexts identified in the Exploration, Preparation, Implementation, Sustainment (EPIS) framework [27] and serve as the “connective tissue” [11] of organizations and systems. Drawing on theories on interorganizational relationships, cross-system collaboration strategies can serve several functions (purposes or goals). From an economic perspective, organizations may collaborate to access new and complementary resources to support their operations (resource dependence theory) [28] or create efficiencies (transaction cost economics) [29]. From an institutional theory perspective, organizations collaborate to respond to external pressures, coordinate services for their clients, or pool influence for policy and system planning [30, 31]. Additionally, the specific forms of collaboration (ways or methods) for accomplishing these functions can vary. Prior literature distinguishes between administrative and frontline collaboration [32]. Administrative forms of collaboration align organizational operations and include formal or informal agreements to contract for services, joint budgeting, co-locate or cross-train staff, share data, or develop joint programming [32–38]. Administrative-level partnerships support collaboration on the frontline where practitioners engage in a different set of collaboration strategies including making referrals or activities to align case plans [36, 39]. Yet, little is known about how these collaboration strategies are used, how they support implementation, or the conditions under which they are effective.

Study purpose and context
The purpose of this study is to identify, describe, and specify cross-system collaboration strategies used to implement START, an evidence-based cross-system intervention linking child welfare and behavioral health systems in Ohio. Ohio START requires that county child welfare agencies develop formal partnerships with at least one local behavioral health organization. However, the specific forms and functions (ways and reasons why) of strategies that child welfare agencies use to collaborate with behavioral health providers during START implementation can differ. These distinctions may explain differences in implementation and effectiveness while informing implementation practice. This study offers a foundation for future trials that examine the effectiveness of collaboration strategies for improving the implementation, reach, and effectiveness of cross-system interventions.


Methods
Intervention and setting
Ohio START is an affiliate of the national Sobriety Treatment and Recovery Teams (START) model. The national START model has demonstrated evidence of effectiveness for improving parental SUD treatment access, sobriety, and family reunification [35, 40–45] based on prior quasi-experimental studies (using propensity score matched comparisons) and is listed in several best practice registries [46, 47]. Ohio START includes several sequenced practice components including SUD screening completed by child welfare workers (required in Ohio, but not the national model), shared decision-making meetings (SDMM) that bring child welfare, behavioral health, and other service professionals together with families to plan services; wraparound support from a family peer mentor (FPM) who has lived experience with recovery and child welfare involvement; and expedited access to SUD treatment within 38 days of the child welfare case opening. The parent study protocol provides more intervention details [8]. To date, Ohio START has been implemented in 53 Ohio counties; counties began implementing in cohorts beginning in 2017.
The state of Ohio provides an ideal setting for identifying a wide range of local collaboration strategies. With a strong home-rule tradition, public services are administered by local county governments—for example, across the 88 counties in the state, there are 85 county public child welfare agencies (3 counties consolidated), and 49 regional behavioral health boards that conduct local planning efforts. These counties range in population size from 1.3 million (Franklin County) to 12,565 (Vinton County) and span diverse geographic contexts (urban, suburban, rural, and Appalachian). This context is important because the SUD treatment availability, community needs, and collaborative histories that shape decisions about the functions and forms of collaboration vary across different county settings [30].

Design
We used a two-phased approach as follows: phase 1 used a multi-site qualitative design [48] (n = 17 counties) that drew on qualitative data to identify and define specific cross-system collaboration strategies used to implement Ohio START. Phase 2 included an expert panel of community partners and scholars to validate, explain, and specify the cross-system collaboration strategies according to strategy specification guidelines [49].

Phase 1: qualitative multi-site study
Site selection
Sites were defined as Ohio counties implementing Ohio START (which included the county child welfare agency and their behavioral health partners). We included all 32 county child welfare agencies that had implemented Ohio START for at least 1 year as of November 2019. Eligible agencies included 17 that began implementing in 2017 with cohort 1 and 15 that began implementing in 2018 with cohort 2. Directors from 17 county agencies (cohort 1, n = 9; cohort 2, n = 8) agreed to participate. Most counties (n = 11; 64.7%) were rural (no urban core), 6 were in the Appalachian region of the USA. Fewer counties were suburban (n = 2, 11.8%) or urban (n = 4, 23.5%). In our original protocol [8], we planned to recruit only cohort 1 counties since they had the most implementation experience, but expanded to counties from cohort 2 to increase the number and geographic diversity of sites.

Data collection
Participants and recruitment
We conducted 48 small group interviews [50] with 104 unique staff involved in Ohio START implementation across the 17 counties. Our objective was to conduct at least 2 small group interviews in each county (1 with child welfare staff and at least one with behavioral health staff). This amounted to 17 interviews with 52 child welfare staff (leaders, supervisors, and frontline workers) and 25 interviews with 44 behavioral health staff (supervisors and clinicians) (from 15 counties; behavioral health providers from two counties declined to participate) (Table 1). Small group interviews included both administrative and frontline key informants to identify cross-system collaboration strategies at multiple levels. Given the emerging role of regional behavioral health boards in supporting cross-system alignment during the cohort 2 roll-out, we also conducted interviews in 6 counties with eight board representatives. The research team sent an initial recruitment email to the main contact at each child welfare agency and asked them to identify other Ohio START staff for recruitment. During the interviews with child welfare agency team members, we identified the main behavioral health partners; afterwards, the research team sent recruitment emails to those individuals. Behavioral health board directors in cohort 2 counties were emailed recruitment invitations.
Table 1Phase 1—site and participant characteristics (n = 17 counties)


	 	Site/counties (n = 17)
	Participants
(n = 104)

	Organizational representation

	 Child welfare
	17
	52

	 Substance use treatment
	15
	44

	 Behavioral health boards
	6
	8

	Cohort

	 1
	9
	55

	 2
	8
	9

	County type

	 Urban
	4
	23

	 Suburban
	2
	14

	 Rural
	5
	37

	 Appalachian
	6
	30

	County population size (based on all counties in state)

	 0–25th percentile (< 36,980)
	3
	14

	 26–50th percentile (36,981–58,552)
	5
	33

	 51–75th percentile (58,553–126,764)
	3
	19

	 76–100th percentile (+ 126,765)
	6
	38





Procedures
Prior to the interviews, all participants received the consent script and questions. Consent was obtained verbally at the beginning of each interview. Interviews were 60 min long and conducted via video conference and facilitated by at least two research team members. Research team members included master- or doctoral-level investigators with training in qualitative methods and familiarity with the Ohio START program. The semi-structured interview guide prompted for general impressions about collaboration and implementation of the Ohio START program in each county, partnerships between child welfare and SUD treatment organizations, and working relationships between behavioral health boards (Supplementary file 1). For interviews conducted after COVID-19 mitigation closures began, participants were also asked about pandemic effects on collaboration and implementation of Ohio START. Interviews were recorded and professionally transcribed; team members also completed debrief summaries after interviews to guide initial codebook development. Participants were offered a $30 gift card.

Analysis
We used a template approach drawing on constructs from our conceptual model (published elsewhere [51]) and themes that emerged from our interview debrief notes to develop an initial codebook. A focal set of codes was generated to reflect cross-system collaboration strategies reported in interviews. Two team members independently applied the codebook to each transcript and refined the codebook iteratively (Supplementary file 2). We validated our 7 cross-system collaboration strategies with our expert panel. The research team discussed discrepancies to reach a shared understanding and consistent application. We extracted the content of the strategy codes to determine the strategies used in each county and generate general descriptions consistent with strategy reporting guidelines [49]. With these descriptions, we organized the 7 strategies into 3 categories based on their function (staff the program, promote service access, align case plans).



Phase 2: expert panel
We used a participatory process to further specify each cross-system collaboration strategy consistent with system-strategy development methods [52–54]. We convened a 16-member expert panel that was purposely selected to reflect diverse salient experiences and expertise. The panel included 6 community partners (3 child welfare representatives, the START purveyor, 2 behavioral health leaders) who had firsthand experience implementing START in Ohio, 3 experts in implementation science with experience operationalizing implementation strategies in child welfare systems outside of Ohio, and 7 research team members (doctoral-level scholars and trainees) who collected and analyzed the phase I qualitative data. All of our panelists collaborated together on the study design via virtual meetings, document review, and asynchronous communication. The expert panel was convened to integrate panelists’ experience and knowledge to (1) check and validate initial phase 1 findings about the 7 collaboration strategies with community partners and (2) specify the strategies of each strategy by building on phase 1 findings about collaboration strategies used in START implementation and (3) refine our specification of each collaboration strategy (i.e., definitions, mechanisms for action, and outcomes).
Originally, we planned in-person meetings for our collaborative design process; however, due to the COVID-19 pandemic, we instead met during five 1–2 h virtual sessions to specify strategies. To prepare, we developed a strategy specification spreadsheet that outlined operational details for each of the identified cross-system collaboration strategies based on available interview data which was shared with panelists ahead of time. During our meetings, we focused on one strategy at a time, clarified definitions, and refined specification details. Panelists were prompted to specify the causal logic for how each strategy supported START implementation and the specific implementation and service system outcomes targeted. Afterwards, the research team refined and finalized our cross-system collaboration strategies (Supplementary file 3). We also shared these strategies and their definitions with a group of Ohio START implementation technical assistance providers (implementation support professionals) to verify face validity and to identify other collaboration strategies they observed but were not reflected in our interview data, or expert panel discussions.


Results
We identified seven collaboration strategies that collectively accomplished three functions in relation to Ohio START implementation: staffing the program, promoting service access, and aligning case plans. These strategies were used at different levels of the organization (e.g., administrative, frontline) and were intended to improve implementation and service system outcomes (Table 2, Fig. 1). Below, we define and describe each strategy and provide an example application within Ohio START based on case study results. Then, we draw on expert panel discussions to describe hypothesized mechanisms of action and targeted outcomes; mechanisms are also diagrammed using a casual pathway diagramming approach (Figs. 2, 3, and 4) [55, 56].
Table 2Cross-system collaboration strategies—definitions, mechanisms, and outcomes as specified by the expert panel


	 	Strategy/form & definition
	Mechanisms
	Determinants addressed
	Implementation outcomes
	Service outcomes

	Function: staff the program (administrative collaboration)
Actors: agency leaders (including human resource, procurement professionals), supervisors

	1
	Contract out: Contracting out for expertise involves outsourcing a staff role needed to implement a particular program/model to another organization. This entails an agreement that the staff person in this position is employed by another organization for purposes of supporting the EBP/program in the focal organization
	Improve flexibility
Access new resources
	Staff recruitment/retention
Staff capacity
	Feasibility
Speed (launch)
Fidelity (overall)
Sustainability
	–

	2
	Joint supervision: Supervision for a staff person is delivered by individuals from more than one organization. This supervision might be delivered at the same time or separately; specific types of supervision might be split across organizational supervisors
	Supportive environment
Clarify roles

	3
	Co-location: Employees from a partner organization work within another organization and are provided the same organizational resources/supports as other employees (e.g., desk, building access) to facilitate intentional interaction, and communication among staff within and across organizations. Co-location is considered the foundation that helps move toward more seamless coordination and integration
	Promote interactions
	Service coordination
	Fidelity (overall)
	–

	Function: promote service access (administrative collaboration)
Actors: agency leaders, supervisors

	4
	Referral protocols: Supervisors and other agency leaders develop and carry out agreed-upon procedures for referring clients for services at another external organization. There may or may not be a formal written agreement between the two organizations
	Clarify workflows
	Referrals
Compatibility
	Fidelity (access)
Appropriateness
	Timeliness (access)
Engagement

	5
	Expedited access agreements: An explicit and formal agreement between two organizations to provide services to one another’s' clients to implement a new model/program in a particular way, for a specified price/term, and/or other conditions

	Function: align case plans (frontline collaboration)
Actors: supervisors, front-line clinicians, and caseworkers (with support from agency leaders)

	6
	Shared decision-making meetings: Joint meetings of all caseworkers, clinicians, staff, peer specialists, family members, and family supporters to discuss the case goals, progress, and plans for a family consistent with a new program/model. These meetings are intended to set objectives and align services for a family
	Shared expectations
Promote interactions
	Service coordination
Family engagement
	Fidelity (overall)
Acceptability
	Patient centeredness

	7
	Data sharing: Exchanging information about client case plans, service needs, progress, and completion to implement the new program/model. This can take multiple forms including formal reports shared regularly with partners, inputting data and using a shared data system intended for sharing case files, or more ad hoc information sharing about cases
	Promote interactions



[image: ]
Fig. 1Cross-system collaboration strategies for implementation


Strategies for staffing the program
Three collaboration strategies were focused on staffing: contract out for expertise, co-location, and co-supervision (Fig. 2). Staffing strategies were typically used by top-level administrators (including human resource and contract procurement professionals) and supervisors.
Contract out for expertise
Interview participants described how agencies often contracted out specific staff roles. This often involved a formal agreement (contract or memorandum of understanding [MOU]) with a partnering organization to hire or designate an existing employee to staff the program in the focal agency. Fourteen Ohio START counties contracted with a behavioral health partner to staff the FPM role, an essential intervention component but not a typical position in public child welfare agencies. Agency leaders and procurement professionals negotiated and executed these agreements during early planning and preparation but revisited and adjusted during active implementation.It worked out really well when we were recruiting a FPM … [the behavioral health organization] provides peer mentoring services across multiple counties, and it was helpful … because they already knew who was engaged in the recovery community and who wasn’t. -Child welfare agency representative


Child welfare representatives explained that contracting with a partner organization supported implementation in two ways. First, interview participants described how contracting out was perceived as a more flexible approach to staffing than hiring in-house. Contracting out allowed county agencies to work around hiring restrictions and lengthy recruitment processes associated with hiring public employees, which could delay program launch. Second, expert panel participants explained that contracting out also allowed child welfare agencies to access behavioral health organizations’ connections with peer support communities and expertise around hiring, supervising, and supporting FPMs. This specialized expertise and connection were anticipated to improve the recruitment and retention of strong FPMs who implement the model with fidelity. Expert panelists also noted that behavioral health providers can bill the state Medicaid program for peer recovery support services while public child welfare agencies rarely do, thus accessing new financial resources to sustain the program. Together, these benefits were perceived to improve feasibility.

Joint supervision
Interview participants described joint supervision, which is delivered by individuals from more than one organization to staff to ensure that staff have access to appropriate institutional knowledge and skills needed to effectively perform their work. Supervisors from different organizations might overlap or differ in specific types of supervision provided (administrative, clinical, supportive), and this might occur simultaneously or at different stages during implementation. In Ohio START, 13 counties reported using (n = 10) or an intention to use (n = 3) joint supervision of FPMs by staff from each partnering organization. Joint supervision typically entailed administrative and clinical supervision of co-located FPMs by child welfare agency representatives and supportive supervision by behavioral health supervisors (focusing on self-care, recovery, peer ethics, etc.). The assignment of multiple supervisors allowed for a more extensive support system to help FPMs navigate child welfare and behavioral health systems during implementation. Participants described the potential for conflicting supervisory objectives and priorities and the need for supervisors to coordinate.The point and purpose of having the co-supervision is so the peer mentors and the staff members working closely with the agencies have a better understanding of the standards and procedures and the practice of child welfare, [which] works very differently than [behavioral health partner] and vice versa. So, it’s again, just to bring everybody up to a common understanding. -Behavioral health provider


Expert panelists described how joint supervision can lead to strong implementation by providing a supportive environment for FPMs and clarifying their roles which might be important for FPMs in boundary-spanning roles. By improving the job support available to FPMs, panelists expected that joint supervision would increase FPM capacity, and retention, which would support implementation and sustainment with fidelity.

Co-locate staff
Interviewees reported on staff co-location, where employees from a partner organization were physically co-located within another agency and provided designated workspace, equipment, and resources. In 12 Ohio START counties, FPMs hired by partnering behavioral health organizations were physically co-located with child welfare agency staff. Participants described how co-location brings FPMs and child welfare workers into physical proximity and facilitates communication and service coordination compared to other counties where child welfare workers and FPMs worked in different settings. Notably, representatives from several counties noted that space limitations and remote work during the first year of the COVID-19 pandemic prevented co-location which required FPMs and caseworkers to be more planful about their communications.Our FPMs are co-located in our offices with the child welfare team. They spend more time here than they do in their technical employer’s office. … We do a lot of joint meetings and supervision. I think that has gone very well. -Child welfare agency representative


Expert panelists posited that co-location influences implementation by facilitating more frequent interactions and streamlining communication among staff from different organizations. Through interactions, panelists expected that staff would build trust, skills for resolving conflicts, and strong working relationships needed for effective service coordination. Because well-coordinated services are essential for Ohio START, co-location was expected to support overall fidelity (Fig. 2).[image: ]
Fig. 2Cross-system collaboration strategies to staff the program




Strategies for promoting service access
Two collaboration strategies emerged for promoting service access: referral protocols and expedited access agreements (Fig. 3). Agency leaders and supervisors used these strategies.
Referral protocols
Interviewees described developing and using referral protocols which are agreed-upon procedures for referring clients for services. Some of these agreements were formalized in contracts or MOUs, while others were informal. In Ohio START, six counties reported how representatives from child welfare agencies and substance use treatment provider partners developed referral protocols. These protocols specified criteria for referring parents for particular types of treatment (e.g., mothers with custody of young children who need inpatient treatment), information shared by the child welfare worker regarding the parent and their case, the SUD treatment agency point of contact who should receive the referral/information, and procedures for following up with the original referring caseworker to confirm that the referral has been received. Referral protocols were often developed during preparation and revisited during active implementation.The referral process is more streamlined with START. It’s really helped to improve coordination in terms of this is somebody who’s being sent as part of the START program, the understanding is there that the weekly reports will be sent out at that point, and it just makes the process much more streamlined.
-Behavioral health provider


Expert panelists explained that referral protocols influenced implementation by clarifying workflows across systems because they reflect a solidified and shared understanding of how organizations will share and receive referrals. Developing referral protocols was intended to provide a clear workflow for frontline workers making and accepting referrals that can improve the likelihood of treatment delivery (fidelity) and expedite service access (timeliness). Panelists also noted how clarifying the nature of services available and eligibility criteria also enhances the likelihood of linking parents to the most appropriate services for their needs, thereby improving engagement in care.

Expedited access agreements
Participants reported developing expedited access agreements which were typically codified in a contract or MOU and specified how each partner would provide services to a client group within a given time frame. Expedited service access agreements were negotiated and executed among agency leadership during implementation preparation but were described as playing an important role in facilitating implementation. In Ohio START, four counties had expedited access agreements. Interviewees described how these agreements were used to ensure that START-enrolled families received behavioral health services within the recommended timeline (four treatment sessions within 38 days of case opening to child welfare). When present, expedited access agreements allowed parents in Ohio START to “skip the line” in communities with long waitlists for SUD treatment, therefore improving the speed of treatment delivery. Service timeliness is a critical component of the START model because parents’ ability to demonstrate progress toward sobriety within 12 months of their children entering foster care affects reunification outcomes. Behavioral health providers also described expedited access agreements as benefitting their agencies due to reduced client no-shows.We signed the contract … in which we would prioritize [child welfare] referrals and get assessments done within a certain timeframe. They were struggling with some of their current providers in the area having long waiting lists. And so, they reached out to us.
-Behavioral health provider


Expert panelists explained how formal expedited access agreements influenced implementation. Institutionalizing shared understanding of how partnering organizations will work together and on what time frame was expected to lead to timely service delivery. Having timely treatment available “on demand” at the time when a parent was ready to engage in treatment was also perceived to enhance the compatibility and appropriateness of the model. Formal agreements were described as more robust in the event of staff or other institutional change, therefore enhancing sustainment.[image: ]
Fig. 3Cross-system collaboration strategies to promote service access




Strategies for aligning case plans
Two cross-system collaboration strategies aligned case plans: shared decision-making meetings (SDMMs) and data sharing (Fig. 4). Caseworkers, clinicians, and other frontline professionals used these strategies with support from supervisors and top-level administrators.
Shared decision-making meetings (SDMMs)
According to interviewees, SDMMs included all frontline providers and family members involved in a case coming together to collectively set goals, review progress, and align service plans across organizations. SDMMs took place during active implementation and sustainment, and ideally with top-level leader support. In this study, all counties reported using SDMMs to align case plans every 90 days and upon significant case events (e.g., reunification, treatment transitions, case closure). Meetings included caseworkers, behavioral health clinicians, staff, peer specialists, family members, and family supporters. Most meetings occurred in person, and behavioral health clinician attendance was challenging in some counties because productivity expectations and service demand precluded them from using their time for non-billable activities. Interviewees noted the potential for phone or virtual participation, and seeking alternative funding to ensure behavioral health clinicians are engaged.I feel like SDMMs help bring everybody that’s involved with the family together and make sure that they’re all on the same page. If they have any questions, they can be answered… it also gives them the chance to have a voice and say what they feel and need to say. … So far, it’s been going great. I think it’s super helpful in helping the case move forward. -Child welfare agency representative


Expert panel participants explained that SDMMs supported implementation by promoting interactions among frontline professionals and family members, which facilitated information sharing, shared understanding of the situation, and clear expectations to improve service coordination and fidelity to the model. Because SDMMs were intended to center the family in service decisions, expert panelists anticipated that SDMMs empowered families, potentially enhancing model acceptability and patient-centeredness.

Sharing data/case-level information
Interview participants, particularly frontline caseworkers and clinicians described data sharing as the exchange of information about individual clients’ case plans, service needs, progress, and completion. Data sharing occurred during active implementation and sustainment in multiple ways including formal reports shared with partners, inputting data and using a shared data system, or more ad hoc information sharing about cases (e.g., phone calls). In Ohio START, all counties shared case information. Most child welfare agencies (n = 14, 82%) specified the expected data type or format in a contract or MOU and expected weekly communication. Child welfare and behavioral health professionals described tension and barriers to case-level information sharing due to different preferences and needs in relation to their roles in working with children and their families. For example, behavioral health providers preferred receiving information that would help them individualize treatment for their client, the parent(s) (e.g., concerns that motivated the referral, screening results). Child welfare workers preferred information that indicated a safety risk for children so that they could make appropriate recommendations about parental reunification or custody arrangements (e.g., parent attendance at treatment sessions, results of drug testing). Child welfare staff from several counties felt frustrated that behavioral health providers did not provide adequate or timely information about parents and their progress in treatment. Behavioral health providers in these counties reported that child welfare partners often probed for more details about families than they felt comfortable sharing and therefore “guarded” information to preserve confidentiality and trust with their client. This “guarding” of information often led parents to perceive that behavioral health workers were “on their side” and child welfare workers were not, which is inconsistent with the START model’s team approach. In counties that reported satisfactory information sharing, participants noted the importance of early and honest discussion among frontline partners during preparatory phases and arriving at a mutually satisfactory agreement about the type of information that will be shared, frequency, data protections, and purpose.I keep open contact and communication with my providers even if I’m having a face-to-face during the week and something’s just not normal with my family. I would send an email directly to the provider so that the provider could talk to that family regarding that type of behavior. I also send assessment tools that I use in my interviews with Ohio START to my providers so that they can also look out the same lens that I’m looking out of, so that we can all stay on the same page. -Child welfare agency representative


Expert panelists described how sharing case-level information leads to strong implementation because case workers and clinicians align their knowledge about a family through their interactions. This information should trigger a response by child welfare and behavioral health providers to coordinate and adjust services rapidly (and between SDMMs) based on evolving family needs so that the family can remain intact. Regularly shared information was expected to lead to more coordinated services for families, which could potentially enhance acceptability and fidelity.[image: ]
Fig. 4Cross-system collaboration strategies to algin case plans





Discussion
Implementing cross-system interventions like Ohio START requires strong inter-organizational collaboration. However, research on collaboration has not kept pace with practice with limited empirical attention to describing, specifying, and testing collaboration strategies. Through our 17-county multi-site qualitative study and expert panel, participants identified and specified seven collaboration strategies that facilitated implementation. Consistent with earlier thinking on interorganizational relationships, these collaboration strategies were used to align organizational operations, programming, and frontline service delivery [36, 57]. The expert panel identified plausible mechanisms through which each strategy could improve implementation and service system outcomes. This study responds to calls for more thorough reporting of bridging factors like collaboration strategies by specifying functions and forms [11]. Our results also generated new insights about hypothesized mechanisms of action that could be tested in future studies examining the impact of cross-system collaboration strategies for implementing cross-system interventions that bridge siloed health and human service delivery systems.
Staffing strategies align administrative resources to improve feasibility and fidelity
Administrative cross-system collaboration strategies to staff the program (contracting out for expertise, joint supervision, co-location) aligned child welfare and behavioral health human resources for implementation. These strategies were used by top-level administrators to address key barriers to implementation related to specialized staffing capacity and service coordination. Participants noted that in public agencies, contracting out often allowed for swifter program implementation than hiring in-house and allowed for more flexible expansion of agency capacity; in Ohio START, contracting also allowed staffing costs to be shifted to the behavioral health system (who could seek reimbursement from public and private health payers), which made the program more feasible and sustainable. Notably, agencies that contracted out for staff also tended to use co-location and joint supervision, suggesting that these three strategies might be bundled especially when implementing at the intersection of public and private systems. A transaction cost economics perspective might be useful for framing further studies examining how leaders evaluate the costs of contracting out versus hiring in-house and the conditions under which these staffing options enhance feasibility [58, 59]. Although participants in this study suggest that contracting out for staff at private organizations might be more flexible and quicker than hiring within public organizations, we still do not know if one strategy is better than the other for implementing interventions with fidelity or sustaining interventions long-term. It might be the case that job demands and resources for a position differ across public and private organizations which has implications for staff turnover and implementation success. It is also possible that agencies change their staffing approach in later implementation phases (e.g., an agency might contract-out for a family peer mentor initially to launch a program, but later create an in-house position to sustain it). These collaborative staffing decisions and impacts on implementation fidelity, feasibility, and sustainment are an important avenue for future research.

Service access strategies align referral pathways for fidelity and timeliness
Cross-system collaboration strategies to promote service access (referral protocols and expedited access agreements) aligned organizational procedures across systems reflecting a blend of administrative and frontline functions. Supervisors and leaders used these collaboration strategies to align referral pathways, but frontline professionals (caseworkers and clinicians) were ultimately responsible for executing referrals. This suggests that formal agreements alone are insufficient for collaborative implementation and the importance of communicating the contents of formal agreements with frontline professionals [37].
Expedited access agreements and referral protocols were perceived to clarify workflows across organizations and treatment timelines in response to referral barriers, and concerns about service timeliness. These service access strategies were perceived to improve fidelity, appropriateness, and timeliness of service delivery—therefore, they might be especially important when implementing interventions that address time-sensitive needs, when there is limited time for intervention (e.g., emergencies, brief hospitalization), or to leverage client motivation to change [60]. Future studies are needed to test these and other potential strategies to determine their impact on implementation speed and service timeliness [61] considering the inconsistent evidence about whether referral protocols lead to quicker treatment [62]. Additional research is needed to investigate the ethics and potential unintended consequences [63] of expedited access agreements. Although these agreements can facilitate quick treatment access [60], they might also privilege clients based on their case status (e.g., status as a parent/guardian) or those referred from one type of agency over another regardless of treatment needs (e.g., [64]) which has potential to create or widen inequities in child welfare outcomes. Expedited or priority agreements could also preference providers that can accommodate new clients immediately, which tend to be private and for-profit [65], or overemphasize timely access at the expense of the client’s choice of provider [66].

Case planning strategies align frontline services for fidelity and acceptability
Finally, cross-system collaboration strategies to align case plans (through SDMMs and data sharing) reflected frontline collaboration. These strategies fostered interactions, information sharing, and shared expectations among frontline professionals to improve service coordination and family engagement. To promote case plan alignment across systems, frontline professionals engaged in extensive information and data sharing in meetings; expectations were specified in formal partnership agreements. While clear protocols and expectations are important, effective case alignment probably also depends on strong communication and interpersonal skills [67]. As our findings about the tensions that arise around sharing information about families suggest, clear and direct conversations that set shared goals, address different expectations across systems (e.g., the nature of information that can be shared), and resolve conflicts are likely to be important during preparation, implementation, and sustainment phases. It should also be noted that front-line staff might be reluctant to share information because of governmental rules and regulations designed to protect client privacy and confidentiality [67]. It might be useful for regulatory agencies to provide clear guidance to staff in both systems about how to comply with these rules without compromising collaboration.
Case alignment strategies focused on improving frontline service coordination for individual families by promoting interactions and information sharing among frontline professionals so that the model can be implemented with fidelity. SDMMs were expected to enhance intervention acceptability, client-centeredness, and parent satisfaction. Our findings that SDMMS were expected to generate shared goals and expectations with families, promote full engagement, and clinical success align with prior literature on shared decision-making practices [68, 69]. Strategies to align services likely require intensive coordination, adjustment, and frequent calibration of services [70]. Future studies are needed to examine the forms, frequency, and types of participants needed for effective case-planning collaboration during implementation, as well as strategies for addressing common barriers (e.g., different goals or policies that impede information sharing).

Combining cross-system collaboration strategies at multiple levels
Our results highlight the many ways that organizations collaborate across systems throughout implementation. These strategies were used to initially launch the intervention and continue operations. In all 17 counties, participants described combining administrative and frontline cross-system collaboration strategies. These intensive partnerships based on multiple forms of collaboration are considered multiplex and have been linked to better performance and outcomes [71, 72]. As suggested in our expert panel discussions, administrative forms of collaboration (strategies for staffing and promoting service access) during preparation lay the foundation for strong frontline collaboration (strategies for aligning cases) during active implementation (continued operation) and sustainment. Our panelists’ hypotheses are supported by prior studies—for instance, co-location and MOUs are associated with greater service coordination and referrals to treatment [60, 73, 74]. In other sites where START has been implemented, organizations used administrative collaboration strategies to problem-solve, which provided the support and infrastructure frontline clinicians needed later to collaborate and implement START with fidelity [75, 76]. When considered along with evidence about the importance of early preparation activities for later implementation success [77], our findings imply that implementers should plan for collaboration strategies and potential collaboration challenges with their partners before program launch to support later implementation and sustainment of cross-system interventions. Future studies are needed to test hypotheses about the sequencing or additive effects of multiplex collaborative relationships on implementation, service delivery, and client outcomes.
While participants reported using similar forms of frontline collaboration, there was variation in administrative-level collaboration. Administrative-level collaboration involves sharing critical organizational resources (e.g., funding, physical space, staff expertise) for which organizations might also be competing with one another [32, 38, 78]. As a result, administrative-level collaboration strategies might be riskier and used less frequently than frontline collaboration (e.g., referrals, case planning, data sharing) [38, 57, 79, 80]. Considering how collaboration at multiple levels seems to be common for implementing cross-system interventions in our study, and important for effective service delivery [57, 72], attention to supporting administrative collaboration might be needed. This has implications for implementation facilitators, technical assistance providers, and other implementation support professionals who might focus on building trust and communication among organizational leaders as they negotiate and execute their partnerships [81, 82]. Given the use of formal agreements like contracts and MOUs, engaging procurement professionals and the frontline professionals who enact them is also critical for implementation [37].

Limitations and future directions
Although our study drew from diverse county contexts and participants, it is likely that we did not identify all cross-system collaboration strategies for implementing cross-system interventions. For instance, our community partners acknowledged how other strategies like steering/planning committees and staff cross-training might also support implementation. Given the study timing (during COVID-19), our findings might overemphasize collaboration forms that do not require in-person contact. Future studies that examine the costs, time, and effectiveness of different collaboration formats (virtual, in-person, mediated by technology, etc.) have the potential to identify efficient approaches to cross-system collaboration and implementation. Similarly, continued research is needed to examine and specify functions and forms of collaboration strategies for implementation in different settings. The majority of our sites were smaller rural counties where there is a history of collaboration among systems and organizational leaders; therefore, our findings might overemphasize the frequency and intensity of collaboration. It bears noting that Ohio’s strong county-administered structure provides for local rule, which might make it easier for government agencies to collaborate intensively with other local organizations (compared to agencies at the state or national level with larger bureaucracies). Also, there was strong external support for Ohio START from state government which might have led to more local collaboration for implementation in this study than in settings where governmental enthusiasm for implementation is more limited.
Notably, our study does not evaluate the effectiveness of cross-system collaboration strategies although our expert panel results offer hypotheses for future trials. Consistent with a contingency theory approach that posits that the most effective organizational structures and processes depend on the context [59], we expect that collaboration strategies that work well in one county might not be similarly effective in another. Therefore, additional research is necessary to examine the conditions under which cross-system collaboration strategies are most effective to uncover moderators.
The rich description and specification of cross-system collaboration strategies identified here lay the foundation for future studies that test their effectiveness for implementing cross-system interventions with the potential to improve service access and outcomes. For instance, these strategies are also likely to be applicable to implementing other types of cross-system interventions such as multisystemic therapy [83], intensive wrap-around care [84], and clinical pathways [85]. The contributions of the expert panel increased the robustness of our research findings and improved the usability/applicability of the cross-system collaboration strategies for practitioners and scholars. The hypothesized mechanisms of action generated from our expert panel explained how different cross-system collaboration strategies might be targeted to specific implementation challenges that affect implementation and service system outcomes, and respond to calls for more theory-building work in implementation [86].


Conclusion
This study identified and specified seven collaboration strategies. These strategies were used to align administrative operations and frontline services across systems during implementation. Future studies are needed to test the effectiveness of these strategies for implementing cross-system interventions and improving families’ service access. Our work has the potential to support cross-system intervention implementation by helping leaders identify collaboration strategies that address implementation challenges.

Acknowledgements
Thank you to Logan Knight, Erica Magier, and the dedicated leaders and staff who took time to talk with us. We are also grateful for our partnerships with the Public Children Service Association of Ohio, Cheri Walter, from the Ohio Association of County Behavioral Health Authorities, Teresa Lampl from The Ohio Council of Behavioral Health and Family Service Providers, and Children and Family Futures.

Authors’ contributions
AB: conceptualization, formal analysis, funding acquisition, investigation, project administration, supervision, writing—original draft, and writing—review and editing. EC: conceptualization, formal analysis, investigation, methodology, and writing—review and editing. AG: conceptualization, formal analysis, investigation, and writing—review & editing. KL: conceptualization and writing—review & editing. RS: formal analysis, writing—original draft, and writing—review & editing. RP: formal analysis, investigation, writing—original draft, and writing–review & editing. JM: formal analysis, investigation, and writing—review & editing. FG: conceptualization and writing—review & editing. TW: writing—review & editing. MH: writing—review & editing. JM: writing—review & editing. JMcM: writing—review & editing. BP: conceptualization and writing—review & editing. LS: conceptualization and writing—review & editing. GA: conceptualization and writing—review & editing.

Funding
Research reported in this publication was supported by the National Institute on Drug Abuse of the National Institutes of Health under award number R34DA046913 (Bunger, PI) and the Systems For Action program through the Robert Wood Johnson Foundation under award number ID 76434 (Bunger, PI). KEL was also supported by the National Institute on Drug Abuse through K01DA048174 (Lancaster, PI). BJP was supported by the National Institutes of Health through K01MH113806, R01CA262325, and R25MH080916. LS was supported by the National Institutes of Health through the NIH HEAL Initiative under award number UH3DA050193. GAA was supported in part by the National Institute on Drug Abuse R01DA049891 (Aarons, PI), National Institute of Mental Health P50MH126231 (Brookman-Frazee & Aarons, MPIs), Fogarty International Center (Aarons & Ezeanolue, MPIs), and National Cancer Institute U01CA275118 (Aarons & Ezeanolue, MPIs). The content is solely the responsibility of the authors and does not necessarily represent the official views of the National Institutes of Health or its NIH HEAL Initiative.

Availability of data and materials
De-identified data will be made available from the first author upon reasonable request.

Declarations
Ethics approval and consent to participate
All procedures were approved by the Ohio State University Institutional Review Board.

Consent for publication
Not applicable.

Competing interests
Dr. Aarons is a co-Editor-in-Chief of the Implementation Science and on the Editorial Board of Implementation Science Communications. All decisions on this manuscript were made by another editor.


References
	1.
Mugavero MJ, Amico KR, Horn T, Thompson MA. The state of engagement in HIV care in the United States: from cascade to continuum to control. Clin Infect Dis. 2013;57:1164–71.PubMed


	2.
Belenko S, Knight D, Wasserman GA, Dennis ML, Wiley T, Taxman FS, et al. The Juvenile Justice Behavioral Health Services Cascade: a new framework for measuring unmet substance use treatment services needs among adolescent offenders. J Subst Abuse Treat. 2017;74:80–91.PubMed


	3.
Dusenbury L, Brannigan R, Falco M, Hansen WB. A review of research on fidelity of implementation: implications for drug abuse prevention in school settings. Health Educ Res. 2003;18:237–56.PubMed


	4.
Seys D, Panella M, VanZelm R, Sermeus W, Aeyels D, Bruyneel L, et al. Care pathways are complex interventions in complex systems: New European Pathway Association framework: https://​doi.​org/​10.​1177/​2053434519839195​. 2019;22:5–9.


	5.
Drabble L. Pathways to collaboration: exploring values and collaborative practice between child welfare and substance abuse treatment fields. Child Maltreat. 2007;12:31–42.PubMed


	6.
Bunger AC, Maguire-Jack K, Yoon S, Mooney D, West KY, Hammond GC, et al. Does mental health screening and assessment in child welfare improve mental health service receipt, child safety, and permanence for children in out-of-home care? An evaluation of the Gateway CALL demonstration. Child Abuse Negl. 2021;122:105351.PubMed


	7.
Bunger AC, Yoon S, Maguire-Jack K, Phillips R, West KY, Clark-Hammond G, et al. Implementation and mental health outcomes of a service cascade linking child welfare and children’s mental health systems: a case study of the Gateway CALL Demonstration. Adm Policy Ment Health Ment Health Serv Res. 2023;50:327–41.


	8.
Bunger AC, Chuang E, Girth A, Lancaster KE, Gadel F, Himmeger M, et al. Establishing cross-systems collaborations for implementation: protocol for a longitudinal mixed methods study. Implement Sci. 2020;15:55.PubMedPubMedCentral


	9.
Juckett LA, Bunger AC, Jarrott SE, Dabelko-Schoeny HI, Krok-Schoen J, Poling RM, et al. Determinants of fall prevention guideline implementation in the home- and community-based service setting. Gerontologist. 2021;61:942–53.PubMed


	10.
Van Deinse TB, Bunger A, Burgin S, Wilson AB, Cuddeback GS. Using the Consolidated Framework for Implementation Research to examine implementation determinants of specialty mental health probation. Health Justice. 2019;7:17.PubMedPubMedCentral


	11.
Lengnick-Hall R, Stadnick NA, Dickson KS, Moullin JC, Aarons GA. Forms and functions of bridging factors: specifying the dynamic links between outer and inner contexts during implementation and sustainment. Implement Sci. 2021;16:34.PubMedPubMedCentral


	12.
Juckett LA, Bunger AC, Jarrott SE, Dabelko-Schoeny HI, Krok-Schoen J, Poling RM, et al. Determinants of fall prevention guideline implementation in the home- and community-based service setting. In: Bowers BJ, editor., et al., The Gerontologist. 2020.


	13.
Palinkas LA, Fuentes D, Finno M, Garcia AR, Holloway IW, Chamberlain P. Inter-organizational collaboration in the implementation of evidence-based practices among public agencies serving abused and neglected youth. Adm Policy Ment Health Ment Health Serv Res. 2014;41:74–85.


	14.
Gopalan G, Kerns SEU, Horen MJ, Lowe J. Partnering for success: factors impacting implementation of a cross-systems collaborative model between behavioral health and child welfare. Adm Policy Ment Health Ment Health Serv Res. 2021;48:839–56.


	15.
Barnett ER, Jankowski MK, Butcher RL, Meister C, Parton RR, Drake RE. Foster and adoptive parent perspectives on needs and services: a mixed methods study. J Behav Health Serv Res. 2018;45:74–89.PubMed


	16.
Lang JM, Ake G, Barto B, Caringi J, Little C, Baldwin MJ, et al. Trauma screening in child welfare: lessons learned from five states. J Child Adolesc Trauma. 2017;10:405–16.


	17.
Barnett ER, Butcher RL, Neubacher K, Jankowski MK, Daviss WB, Carluzzo KL, et al. Psychotropic medications in child welfare: from federal mandate to direct care. Child Youth Serv Rev. 2016;66:9–17.


	18.
Tullberg E, Kerker B, Muradwij N, Saxe G. The Atlas project: integrating trauma-informed practice into child welfare and mental health settings. Child Welfare. 2017;95:107.


	19.
Akin BA, Dunkerley S, Brook J, Bruns K. Driving organization and systems change toward trauma-responsive services in child welfare: supervisor and administrator perspectives on initial implementation. J Public Child Welf. 2021;15(2):133–53. https://​doi.​org/​10.​1080/​15548732.​2019.​1652720.


	20.
Green AE, Trott E, Willging CE, Finn NK, Ehrhart MG, Aarons GA. The role of collaborations in sustaining an evidence-based intervention to reduce child neglect. Child Abuse Negl. 2016;53:4–16.PubMed


	21.
Winters AM, Collins-Camargo C, Antle BF, Verbist AN. Implementation of system-wide change in child welfare and behavioral health: the role of capacity, collaboration, and readiness for change. Child Youth Serv Rev. 2020;108:104580.


	22.
Connell CM, Lang JM, Zorba B, Stevens K. Enhancing capacity for trauma-informed care in child welfare: impact of a statewide systems change initiative. Am J Community Psychol. 2019;64:467–80.PubMedPubMedCentral


	23.
Jankowski MK, Schifferdecker KE, Butcher RL, Foster-Johnson L, Barnett ER. Effectiveness of a trauma-informed care initiative in a state child welfare system: a randomized study. Child Maltreat. 2019;24:86–97.PubMed


	24.
Aarons GA, Fettes DL, Hurlburt MS, Palinkas LA, Gunderson L, Willging CE, et al. Collaboration, negotiation, and coalescence for interagency-collaborative teams to scale-up evidence-based practice. J Clin Child Adolesc Psychol. 2014;43:915–28.PubMedPubMedCentral


	25.
Powell BJ, Waltz TJ, Chinman MJ, Damschroder LJ, Smith JL, Matthieu MM, et al. A refined compilation of implementation strategies: results from the Expert Recommendations for Implementing Change (ERIC) project. Implement Sci. 2015;10:21.PubMedPubMedCentral


	26.
Bartley L, Metz A, Fleming WO. What implementation strategies are relational? Using Relational Theory to explore the ERIC implementation strategies. Front Health Serv [Internet]. 2022;2. Available from: https://​www.​frontiersin.​org/​articles/​10.​3389/​frhs.​2022.​913585. [Cited 2022 Oct 18].


	27.
Moullin JC, Dickson KS, Stadnick NA, Rabin B, Aarons GA. Systematic review of the Exploration, Preparation, Implementation, Sustainment (EPIS) framework. Implement Sci. 2019;14:1.PubMedPubMedCentral


	28.
Pfeffer J, Salancik GR. The external control of organizations: a resource dependence perspective. Stanford, Calif: Stanford Business Books; 2003.


	29.
Williamson OE. The economics of organization: the transaction cost approach. Am J Sociol. 1981;87:548–77.


	30.
Bunger AC, McBeath B, Chuang E, Collins-Camargo C. Institutional and market pressures on interorganizational collaboration and competition among private human service organizations. Hum Serv Organ Manag Leadersh Gov. 2017;41:13–29.


	31.
Guo C, Acar M. Understanding collaboration among nonprofit organizations: combining resource dependency, institutional, and network perspectives. Nonprofit Volunt Sect Q. 2005;34:340–61.


	32.
Bunger AC. Administrative coordination in nonprofit human service delivery networks: the role of competition and trust. Nonprofit Volunt Sect Q. 2013;42:1155–75.PubMedPubMedCentral


	33.
Lengnick-Hall R, Willging C, Hurlburt M, Fenwick K, Aarons GA. Contracting as a bridging factor linking outer and inner contexts during EBP implementation and sustainment: a prospective study across multiple U.S. public sector service systems. Implement Sci. 2020;15:1–16.


	34.
Willging CE, Aarons GA, Trott EM, Green AE, Finn N, Ehrhart MG, et al. Contracting and procurement for evidence-based interventions in public-sector human services: a case study. Adm Policy Ment Health Ment Health Serv Res. 2016;43:675–92.


	35.
Huebner RA, Young NK, Hall MT, Posze L, Willauer T. Serving families with child maltreatment and substance use disorders: a decade of learning. J Fam Soc Work [Internet]. 2017. Available from: https://​www.​tandfonline.​com/​doi/​full/​10.​1080/​10522158.​2017.​1348110. [Cited 2021 Oct 28].


	36.
Bolland JM, Wilson JV. Three faces of integrative coordination: a model of interorganizational relations in community-based health and human services. Health Serv Res. 1994;29:341–66.PubMedPubMedCentral


	37.
Bunger AC, Cao Y, Girth AM, Hoffman J, Robertson HA. Constraints and benefits of child welfare contracts with behavioral health providers: conditions that shape service access. Adm Policy Ment Health Ment Health Serv Res. 2016;43:728–39.


	38.
Bunger AC, Collins-Camargo C, McBeath B, Chuang E, Pérez-Jolles M, Wells R. Collaboration, competition, and co-opetition: interorganizational dynamics between private child welfare agencies and child serving sectors. Child Youth Serv Rev. 2014;38:113–22.PubMedPubMedCentral


	39.
Moulton S, Sandfort JR. The strategic action field framework for policy implementation research: the strategic action field framework. Policy Stud J. 2017;45:144–69.


	40.
Huebner RA, Hall MT, Smead E, Willauer T, Posze L. Peer mentoring services, opportunities, and outcomes for child welfare families with substance use disorders. Child Youth Serv Rev. 2018;84:239–46.


	41.
Huebner RA, Willauer T, Hall MT, Smead E, Poole V, Posze L, et al. Comparative outcomes for Black children served by the Sobriety Treatment and Recovery Teams program for families with parental substance abuse and child maltreatment. J Subst Abuse Treat. 2021;131:108563.PubMed


	42.
Huebner RA, Hall MT, Walton MT, Smead E, Willauer T, Posze L. The Sobriety Treatment and Recovery Teams program for families with parental substance use: comparison of child welfare outcomes through 12 months post-intervention. Child Abuse Negl. 2021;120:105260.PubMed


	43.
Hall MT, Wilfong J, Huebner RA, Posze L, Willauer T. Medication-assisted treatment improves child permanency outcomes for opioid-using families in the child welfare system. J Subst Abuse Treat. 2016;71:63–7.PubMed


	44.
Hall MT, Walton MT, Huebner RA, Higgins GE, Kelmel AB, Lorenz D. Sobriety treatment and recovery teams for families with co-occurring substance use and child maltreatment: a propensity score-matched evaluation. Child Youth Serv Rev. 2021;131:106256.


	45.
Hall MT, Kelmel AB, Huebner RA, Walton MT, Barbee AP. Sobriety treatment and recovery teams for families with co-occurring substance use and child maltreatment: a randomized controlled trial. Child Abuse Negl. 2021;114:104963.PubMed


	46.
CEBC. CEBC » Program › Sobriety treatment and recovery teams. 2016. Available from: http://​www.​cebc4cw.​org/​program/​sobriety-treatment-and-recovery-teams/​. [Cited 2017 Sep 3].


	47.
Title IV-E prevention services clearinghouse. Sobriety Treatment and Recovery Teams (START). Available from: https://​preventionservic​es.​acf.​hhs.​gov/​programs/​456/​show. [Cited 2023 Aug 21].


	48.
Yin RK. Case study research and applications: design and methods. 6th ed. New York: SAGE Publications; 2017. Available from: https://​books.​google.​com/​books?​id=​uX1ZDwAAQBAJ.


	49.
Proctor EK, Powell BJ, McMillen JC. Implementation strategies: recommendations for specifying and reporting. Implement Sci. 2013;8:139.PubMedPubMedCentral


	50.
Derose KP, Beatty A, Jackson CA. Evaluation of community voices Miami: affecting health policy for the uninsured. RAND Corporation; 2004 Oct. Available from: https://​www.​rand.​org/​pubs/​technical_​reports/​TR177.​html.


	51.
King N. Template analysis. Qual Methods Anal Organ Res Pract Guide. Thousand Oaks, CA: Sage Publications Ltd; 1998. p. 118–34.


	52.
Curran GM, Mukherjee S, Allee E, Owen RR. A process for developing an implementation intervention: QUERI Series. Implement Sci. 2008;3:17.PubMedPubMedCentral


	53.
Colquhoun HL, Squires JE, Kolehmainen N, Fraser C, Grimshaw JM. Methods for designing interventions to change healthcare professionals’ behaviour: a systematic review. Implement Sci. 2017;12:30.PubMedPubMedCentral


	54.
Waltz TJ, Powell BJ, Matthieu MM, Chinman MJ, Smith JL, Proctor EK, et al. Innovative methods for using expert panels in identifying implementation strategies and obtaining recommendations for their use. Implement Sci. 2015;10:A44.PubMedCentral


	55.
Lewis CC, Klasnja P, Lyon AR, Powell BJ, Lengnick-Hall R, Buchanan G, et al. The mechanics of implementation strategies and measures: advancing the study of implementation mechanisms. Implement Sci Commun. 2022;3:114.PubMedPubMedCentral


	56.
Lewis CC, Klasnja P, Powell BJ, Lyon AR, Tuzzio L, Jones S, et al. From classification to causality: advancing understanding of mechanisms of change in implementation science. Front Public Health. 2018;6. Available from: https://​www.​frontiersin.​org/​articles/​10.​3389/​fpubh.​2018.​00136. [Cited 2022 Dec 29].


	57.
Provan KG, Milward HB. A preliminary theory of interorganizational network effectiveness: a comparative study of four community mental health systems. Adm Sci Q. 1995;40:1–33.


	58.
Williamson OE. Transaction-cost economics: the governance of contractual relations. J Law Econ. 1979;22:233–61.


	59.
Birken SA, Bunger AC, Powell BJ, Turner K, Clary AS, Klaman SL, et al. Organizational theory for dissemination and implementation research. Implement Sci. 2017;12:62.PubMedPubMedCentral


	60.
He AS. Interagency collaboration and receipt of substance abuse treatment services for child welfare-involved caregivers. J Subst Abuse Treat. 2017;79:20–8.PubMed


	61.
Proctor E, Ramsey AT, Saldana L, Maddox TM, Chambers DA, Brownson RC. FAST: a framework to assess speed of translation of health innovations to practice and policy. Glob Implement Res Appl. 2022;2:107–19.PubMedPubMedCentral


	62.
Friedmann PD, D’Aunno TA, Jin L, Alexander JA. Medical and psychosocial services in drug abuse treatment: do stronger linkages promote client utilization? Health Serv Res. 2000;35:443–65.PubMedPubMedCentral


	63.
Pullmann MD, Dorsey S, Duong MT, Lyon AR, Muse I, Corbin CM, et al. Expect the unexpected: a qualitative study of the ripple effects of children’s mental health services implementation efforts. Implement Res Pract. 2022;3:263348952211207.


	64.
Baldwin JM, Brooke EJ. Pausing in the wake of rapid adoption: a call to critically examine the veterans treatment court concept. J Offender Rehabil. 2019;58:1–29.


	65.
Friedmann PD, Lemon SC, Stein MD, D’Aunno TA. Accessibility of addiction treatment: results from a national survey of outpatient substance abuse treatment organizations. Health Serv Res. 2003;38:887–903.PubMedPubMedCentral


	66.
Salisbury C, Goodall S, Montgomery AA, Pickin DM, Edwards S, Sampson F, et al. Does advanced access improve access to primary health care? Questionnaire survey of patients. Br J Gen Pract. 2007;57:615–21.PubMedPubMedCentral


	67.
Hwang SHJ, Mollen CJ, Kellom KS, Dougherty SL, Noonan KG. Information sharing between the child welfare and behavioral health systems: perspectives from four stakeholder groups. Soc Work Ment Health. 2017;15:500–23.


	68.
Légaré F, Witteman HO. Shared decision making: examining key elements and barriers to adoption into routine clinical practice. Health Aff (Millwood). 2013;32:276–84.PubMed


	69.
Frosch DL, Kaplan RM. Shared decision making in clinical medicine: past research and future directions. Am J Prev Med. 1999;17:285–94.PubMed


	70.
Hall WA, Long B, Bermbach N, Jordan S, Patterson K. Qualitative teamwork issues and strategies: coordination through mutual adjustment. Qual Health Res. 2005;15:394–410.PubMed


	71.
Provan KG, Sebastian JG. Networks within networks: service link overlap, organizational cliques, and network effectiveness. Acad Manage J. 1998;41:453–63.


	72.
Selden SC, Sowa JE, Sandfort J. The impact of nonprofit collaboration in early child care and education on management and program outcomes. Public Adm Rev. 2006;66:412–25.


	73.
Lalani M, Marshall M. Co-location, an enabler for service integration? Lessons from an evaluation of integrated community care teams in East London. Health Soc Care Community. 2022;30:e388–96.PubMed


	74.
He AS, Phillips J. Interagency collaboration: strengthening substance abuse resources in child welfare. Child Abuse Negl. 2017;64:101–8.PubMed


	75.
Hall MT, Huebner RA, Sears JS, Posze L, Willauer T, Oliver J. Sobriety treatment and recovery teams in rural Appalachia: implementation and outcomes. Child Welfare. 2015;94:119–38.PubMed


	76.
Sears JS, Hall MT, Harris LM, Mount S, Willauer T, Posze L, et al. “Like a marriage”: partnering with peer mentors in child welfare. Child Youth Serv Rev. 2017;74:80–6.


	77.
Alley ZM, Chapman JE, Schaper H, Saldana L. The relative value of pre-implementation stages for successful implementation of evidence-informed programs. Implement Sci. 2023;18:30.PubMedPubMedCentral


	78.
Bunger AC, Choi MS, MacDowell H, Gregoire T. Competition among mental health organizations: environmental drivers and strategic responses. Adm Policy Ment Health Ment Health Serv Res. 2021;48:393–407.


	79.
Bunger AC, Doogan NJ, Cao Y. Building service delivery networks: partnership evolution among children’s behavioral health agencies in response to new funding. J Soc Soc Work Res. 2014;5:513–38.


	80.
Fried BJ, Johnsen MC, Starrett BE, Calloway MO, Morrissey JP. An empirical assessment of rural community support networks for individuals with severe mental disorders. Community Ment Health J. 1998;34:39–56.PubMed


	81.
Albers B, Metz A, Burke K. Implementation support practitioners – a proposal for consolidating a diverse evidence base. BMC Health Serv Res. 2020;20:368.PubMedPubMedCentral


	82.
Albers B, Metz A, Burke K, Bührmann L, Bartley L, Driessen P, et al. Implementation support skills: findings from a systematic integrative review. Res Soc Work Pract. 2021;31:147–70.


	83.
Letourneau EJ, Henggeler SW, Borduin CM, Schewe PA, McCart MR, Chapman JE, et al. Multisystemic therapy for juvenile sexual offenders: 1-year results from a randomized effectiveness trial. J Fam Psychol. 2009;23:89–102.PubMedPubMedCentral


	84.
SchurerColdiron J, Bruns EJ, Quick H. A comprehensive review of wraparound care coordination research, 1986–2014. J Child Fam Stud. 2017;26:1245–65.


	85.
Lawal AK, Rotter T, Kinsman L, Machotta A, Ronellenfitsch U, Scott SD, et al. What is a clinical pathway? Refinement of an operational definition to identify clinical pathway studies for a Cochrane systematic review. BMC Med. 2016;14:35.PubMedPubMedCentral


	86.
Proctor EK, Bunger AC, Lengnick-Hall R, Gerke DR, Martin JK, Phillips RJ, et al. Ten years of implementation outcomes research: a scoping review. Implement Sci. 2023;18:31.PubMedPubMedCentral




Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/navigation.xhtml

    
      Contents


      
        		Specifying cross-system collaboration strategies for implementation: a multi-site qualitative study with child welfare and behavioral health organizations


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/images/13012_2024_1335_Fig3_HTML.png
Increase
Referral
Sharing

Clarify
Workflows

Referral
Acceptance

Diagram Key

@ strategy

_ Mechanism Compatibility
Determinant with Client

() Outcome Needs






OEBPS/css/envelope.png





OEBPS/images/13012_2024_1335_Fig4_HTML.png
Generate
Shared
Expectations

Interactions
Information
Sharing

Family
Empowerment/
Engagement

Service
Coordination

Diagram Key
() strategy
[/ Mechanism
. Determinant
() Outcome





OEBPS/images/13012_2024_1335_Fig1_HTML.png
Cross-System Collaboration Strategies

« Shared Decision -
Making Meetings
« Data Sharing

« Expedited j Staff the
Senice Access (Adpnﬁ?rgsrt?a'{}\e)
* Referral
Liciccals « Contract Out
* | « Co-Location
« Joint Supenvision






OEBPS/css/sidebar.gif





OEBPS/images/13012_2024_1335_Fig2_HTML.png
Improve
Flexibillity

Access Staff
F c Recrui /

Create
Supportive
Environment

Clarify Roles

Interaction:
Information
Sharing

Staff Capacity

Service
Coordination

Diagram Key

. Strategy

Mechanism

Determinant

. Outcome






