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EVIDENCE FOR MANAGEMENT
PRACTICE

Evidence-Based Practice
in the Social Services:

Implications for Organizational Change

Michelle Johnson, PhD
Michael J. Austin, PhD

SUMMARY. Evidence-based practice integrates individual practitio-
ner expertise with the best available evidence while also considering the
values and expectations of clients. Research can be categorized into two
broad areas: primary (experiments, clinical trials, and surveys) and sec-
ondary research (overviews of major studies, practice guidelines, and
decision and economic analyses). One of the major challenges to incor-
porating research evidence into organizational life is the absence of an
evidence-based organizational culture within human service agencies.
This article identifies multiple strategies and case examples for creating
such an organizational culture. Three major implications emerge from
this analysis: (a) agency- university partnerships to identify the data to
support evidence-based practice, (b) staff training (in the agencies and
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on campuses) that features problem-based learning approaches to sup-
port the introduction and utilization of evidence-based practice, and
(c) the modification of agency cultures to support and sustain evi-
dence-based practice. doi:10.1300/J394v05n01_09 [Article copies available
for a fee from The Haworth Document Delivery Service: 1-800-HAWORTH.
E-mail address: <docdelivery@haworthpress.com> Website: <http://www.
HaworthPress.com> © 2006 by The Haworth Press. All rights reserved.]

KEYWORDS. Evidence-based practice, social services, organizational
change

INTRODUCTION

The use of research evidence to guide practice and develop policies
in the human services has become increasingly important given the lim-
ited resources and the pressures to document service outcomes. These
pressures have emerged from increased scrutiny of public expenditures
and the call for information about the impact of interventions on the re-
duction or elimination of social problems. The most significant progress
in the testing and evaluation of interventions has been made in the field
of health care. For example, in the United Kingdom (U.K.) National
Health Service, all doctors, nurses, pharmacists, and other health pro-
fessionals now have a contractual duty to provide clinical care based on
the best available research evidence. The establishment of the Cochrane
Collaboration, a worldwide network designed to prepare, maintain, and
disseminate high-quality systematic reviews of research on the out-
comes and the effects of health care interventions began in the early
1990s (Bero & Rennie, 1995). In 1999, the Cochrane model was repli-
cated in the fields of social science, social welfare and education with
the launch of the Campbell Collaboration. Meanwhile, empirically-
based governmental initiatives such as the Child and Family Service
(CFS) Reviews have emerged in the U.S. to ensure that state child wel-
fare agency practice is in conformity with federal child welfare
requirements and national standards through the use of qualitative and
quantitative information sources.

What has become clear, however, is that the reliance on the random
diffusion of a growing volume of research information to health and hu-
man service professionals is unlikely to adequately inform staff or im-
prove client services. For example, Kirk and Penska (1992) found that
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of 276 randomly selected U.S. MSW-trained social workers, 92 percent
reported reading at least one professional article a month. However, the
extent to which practitioners implement research findings in practice is
unclear. Conventional continuing education activities, such as confer-
ences and courses that focus largely on the transfer of knowledge, ap-
pear to have little impact on the behavior of health professionals. The
circulation of guidelines without an implementation strategy is also un-
likely to result in changes in practice (Bero et al., 1998; Gira, Kessler, &
Poertner, 2003).

For research evidence to impact practice and policy, scholars have
identified at least five requirements: (a) agreement on the nature of evi-
dence, (b) a strategic approach to the creation of evidence and the devel-
opment of a cumulative knowledge base, (c) effective research
dissemination approaches combined with effective strategies for ac-
cessing knowledge, (d) initiatives to increase the use of evidence in both
policy and practice, and (e) a variety of action steps at the organizational
level (Davies & Nutley, 2001; Kitson, Harvey, & McCormack, 1998).
The purpose of this analysis is to consider evidence-based practice in
the context of complex human service organizations. We begin by ex-
ploring the nature of the evidence base and issues related to the transla-
tion of research findings into agency practice. We then review key
findings from studies that have examined issues related to the integra-
tion of evidence at the organizational level and provide recommendations
for future work in this area.

WHAT IS EVIDENCE-BASED PRACTICE?

The concept of evidence-based practice (EBP) was first developed
by a Canadian medical group at McMaster University. The group de-
fined EBP as a process that includes “the conscientious, explicit, and ju-
dicious use of current best evidence in making decisions about the care
of individuals” (Sackett, Richardson, Rosenberg, & Haynes, 1997). The
process itself involves the following steps: (a) becoming motivated to
apply evidence-based practice, (b) converting information needs into a
well-formulated answerable question, (c) achieving maximum effi-
ciency by tracking down the best evidence with which to answer the
question (which may come from the clinical examination, the diagnos-
tic laboratory, the published literature or other sources), (d) critically
appraising the evidence for its validity and applicability to clinical prac-
tice, (e) applying the results of this evidence appraisal to policy/prac-
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tice, (f), evaluating performance, and (g) teaching others to do the same
(Sackett et al., 1997; Greenhalgh, 2001). According to Gambrill (1999),
a notable feature of EBP process is the attention that is given to the val-
ues and expectations of clients and to their active involvement in deci-
sion-making processes. Evidence-based social work practice involves
clients as informed participants by searching for practice-related re-
search findings related to important decisions and sharing the results of
such a search with clients. If no evidence can be found to support a
service decision, the client needs to be informed and practitioners need
to describe their rationale for making recommendations to clients.

Sackett and his colleagues (1997) suggest that the problem-based
EBP approach to learning can increase the ability of practitioners to
help clients by providing opportunities to access newly generated evi-
dence, update practitioner knowledge to improve performance (which
is often subject to deterioration), and overcome some of the deficiencies
that are present in traditional continuing education programs.

WHAT IS THE BEST EVIDENCE?

There are differing opinions about what information is considered
appropriate for implementing evidence-based practice. In general, re-
search evidence can be divided into two broad categories: primary and
secondary research. Primary research includes: (a) experiments, where
an intervention is tested in artificial and controlled surroundings, (b)
clinical trials, where an intervention is offered to a group of participants
that are then followed up to see what happens to them, and (c) surveys,
where something is measured in a group of participants. Secondary re-
search includes: (a) overviews or summaries of primary studies, which
may be conducted systematically according to rigorous and predefined
methods (such as procedures used in the Cochrane Collaboration) or
may integrate numerical data from more than one study as in the case of
meta-analyses; (b) guidelines that are used to draw conclusions from
primary studies about how practitioners should behave; (c) decision
analyses that use the results of primary studies to generate probability
trees for use in making choices about clinical management or resource
allocation, and (d) economic analyses that use the results of primary
studies to find out whether a particular course of action is a good use of
resources. Traditionally, the import and relevance of evidence has been
arrayed hierarchically with systematic reviews considered to be the best
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evidence and case reviews considered to be the least rigorous as noted in
Figure 1.

The hallmark of EBP is the systematic and rigorous appraisals of re-
search related to relevant practice questions. The primary focus is on the
validity of assessment measures and the effectiveness of interventions.
For example, systematic reviews prepared for the Cochrane Collabora-
tion require reviewers to clearly state decision-making rules for each
stage of the process with respect to how studies were identified and the
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FIGURE 1. Hierarchy of Evidence from a Research Perspective*
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criteria they used to assess the methodology used, the quality of the
findings and the ways in which the data were extracted, combined and
analyzed (Oxman & Guyatt, 1993).

The development of systematic reviews for the human services is still
in its infancy but is growing largely due to the efforts of the Campbell
Collaboration, a sibling of the Cochrane organization for research re-
views in the social and behavioral sectors, criminology, and education.
The inaugural meeting of the Campbell Collaboration was held in Feb-
ruary 2000 at the University of Pennsylvania and attended by 85 partici-
pants representing thirteen countries that reflected the international
interest and momentum. Today the Campbell Collaboration houses
over 12,000 randomized and possibly randomized trials in education,
social work and welfare, and criminal justice. It provides free access to
reviews and review-related documents in these content areas.

However, in considering the traditional hierarchy of evidence, some
scholars note that evaluating the potential contribution of a particular
study requires considerably more effort than simply examining its basic
design. For example, a methodologically flawed meta-analysis would
rarely be placed above a large, well-designed cohort study. Further,
many important secondary types of research, such as guidelines, eco-
nomic and decision analyses, qualitative studies, and evaluations of risk
assessment, which are of particular salience for child and family ser-
vices are not included in this hierarchy of research methodologies. As a
general rule, the type of evidence needed will depend, to a large extent,
on the type of questions asked. Figure 2 illustrates the broad topic cate-
gories and preferred study designs for addressing questions that emerge
in child and family services. For example, the randomized controlled
trial is preferred for the determination of treatment effectiveness,
whereas a cross-sectional survey may be sufficient to demonstrate the
validity and reliability of an assessment instrument.

Up to this point, the focus has been on the hierarchy of research meth-
ods used to generate evidence. However, there is another way of view-
ing evidence; namely, the multiple sources of knowledge that are
available to practitioners who seek to engage in evidence-based prac-
tice. Based on the work of the Social Care Institute for Excellence in
London, Pawson et al. (2003) have identified five types of knowledge
that could relate to evidence-based practice. As defined in Figure 3, the
first domain includes evidence supplied by users or consumers of social
services as well as the family members, volunteers, and others who assist
service users and are considered to be paraprofessionals (e.g., foster par-
ents, home health aides, volunteers, etc.). This domain of knowledge is
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rarely captured and reported in the practice literature but represents an-
other perspective on Gambrill’s (1999) notion of client involvement. If
this domain is placed on a hierarchy of knowledge, some would suggest
that this represents the highest level in assessing the outcomes of services.

The next domain in Figure 3 refers to practitioner knowledge, often
poorly researched except in the form of practice guidelines. Practitioner
knowledge can be viewed from the perspectives of both line staff and
management staff. The next level in the hierarchy involves organiza-
tional knowledge, sometimes codified in policy and procedure manuals
and often reflected in administrative data. Similar to organizational
knowledge, policy knowledge is captured in both the policy develop-
ment stage (white papers and legislative testimony) and the policy im-
plementation stage (outcome and process studies). And finally, research
as noted earlier in Figure 1 comprises the generally accepted method of
compiling knowledge related to service users and providers as well as
organizational and policy specialists. Based on these research and prac-
tice hierarchies, it is instructive to consider how the translation of other
empirically-based materials might improve social services.
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FIGURE 2. Topic Categories and Preferred Study Designs*
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Best Practices and Guidelines

The mushrooming guidelines industry owes its success, in part, to the
growing “accountability culture” that is now being set in statute in many
countries and within many fields. Officially produced or sanctioned
guidelines, defined as “systematically developed statements to assist
practitioner decisions about appropriate care for specific clinical cir-
cumstances” (Greenhalgh, 2001, p. 140) are used to achieve several ob-
jectives in the provision of clinical care. Practice guidelines are
designed to make standards explicit and accessible, simplify clinical de-
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FIGURE 3. Hierarchy of Knowledge from a Practice Perspective*
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cision making, and improve cost effectiveness. Practice guidelines are
also used to assess professional performance, to externally control prac-
titioners, to delineate divisions of labor, and to educate patients and pro-
fessionals about best practices. Despite these benefits, there are
drawbacks to the use of guidelines and best practice statements when
they reflect “expert opinion” that may have, in fact, formalized unsound
practices. For example, Bartels et al. (2002) cautioned that in interdisci-
plinary fields, the consensus of experts may inadvertently incorporate
disciplinary biases. Similarly, practice guidelines developed at national
or regional levels may not reflect local needs, ownership by local practi-
tioners, or differences in demographic or clinical factors. The wholesale
implementation of practice guidelines may have the effect of inhibiting
innovation and preventing individualized approaches to treatment. Fur-
thermore, by reducing practice variation, guidelines may standardize
“average” rather than best practice. The drawbacks include legal and
political dimensions. For example, judicial decisions could use practice
guidelines to determine competent practice or shift the balance of power
between different professional groups (e.g., between clinicians and
administrators or purchasers and providers).

Gibbs (2003) recommends the use of guidelines that can be easily in-
terpreted as disconfirming and confirming evidence based on thorough
search procedures and objective standards for evaluating evidence. For
example, Saunders, Berliner, and Hanson (2003) note that recently re-
leased guidelines for the mental health assessment and treatment of
child abuse victims and their families were developed by an advisory
committee of clinicians, researchers, educators, and administrators for
the U.S. Office for Victims of Crime. They evaluated the treatment pro-
tocols based on their theoretical grounding, anecdotal clinical evidence,
acceptance among practitioners in the child abuse field, potential for
causing harm, and empirical support for utility with victims of abuse.
The manual advises readers that treatment protocols with the highest
levels of empirical and clinical support should be considered “first
choice” interventions. Appendix A provides an example of a guideline
considered “well-supported and efficacious.”

Groups that have researched the effectiveness of guidelines conclude
that the most effective guidelines have been: (a) developed locally by
the people who are going to use them, (b) introduced as part of a specific
educational intervention, and (c) implemented via a client specific
prompt that appears at the time of the consultation (Greenhalgh, 2001).
While local adoption and ownership is crucial to the success of a guide-
line or best practice program, local practitioners also need to draw upon
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the range of resources available from national and international
databases related to evidence-based practice.

While there are many approaches to the development and imple-
mentation of practice guidelines, the research partnership between
the Children and Family Research Center of the University of Illinois
at Urbana-Champaign and the Illinois Department of Children and
Family Services demonstrates an important collaborative effort. Through
this partnership, the Department of Children and Family Services
(Research Practice Integration Committee) selects and prioritizes
Center-funded research projects for use in agency practice. The Cen-
ter develops the research questions, methodology, and findings; this
is followed by a joint agency-university effort to identify the impli-
cations for practice. Members of the partnership draft clinical proce-
dures linked to caseworker behaviors. After a process of discussion
and refinement among the partners, the clinical procedures and case-
worker behaviors are reviewed and approved by the Department’s
Best Practices Committee before they are integrated into departmen-
tal policies and training programs. The resulting practice guides are
shared with staff and illustrated in Appendix B. Emerging and Prom-
ising Practices

The documentation of emerging and promising practices related
to innovative programs and interventions can provide practitio-
ners and policy makers with ideas that may be transferable to
other settings. For example, in 2001 the Office on Child Abuse
and Neglect (OCAN) initiated a project on the Emerging Prac-
tices in the Prevention of Child Abuse and Neglect to feature and
share the designs and outcomes of effective and innovative pro-
grams for the prevention of child maltreatment. For example, new
or creative ideas and strategies for preventing child abuse and ne-
glect are illustrated in a program called “Hui Makuakane” (Ap-
pendix C). As a first-time effort, OCAN recommended the
development of a more precise definition of the universe of pre-
vention programs and the specification of standards to maximize
objectivity, standardization, and interrater reliability. In another
example of federal leadership, the U.S. Children’s Bureau has be-
gan publishing promising child welfare approaches identified
during their reviews of statewide Child and Family Services, such
as Delaware’s Child Welfare Staff Training and Retention Initia-
tives (Appendix D).
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TRANSLATING THE EVIDENCE TO POLICY AND PRACTICE

Despite advances in research and dissemination efforts, a substantial
body of literature documents the failure of conventional educational ap-
proaches to promote the transfer of various types of research evidence
into practice and policy. Rosenheck (2001) notes that the recent evalua-
tions of new mental health treatments is a sequential two-part process
that begins with: (a) efficacy research conducted in highly controlled re-
search settings, and (b) followed by effectiveness research in which in-
terventions are evaluated in settings that more closely approximate the
“real world.” However, the fit between the intervention or guideline and
the context of service delivery is not always taken into consideration
(Hoagwood et al., 2001). This dimension of “fit” is referred to as “trans-
portability” or “translational” research that focuses on whether vali-
dated interventions produce desired outcomes under different conditions
(Schoenwald & Hoagwood, 2001). For example, a randomized con-
trolled trial of an intervention that has been validated in an efficacy
study may not be effective when implemented with a different popula-
tion or in a different agency setting. Therefore, some aspects of the in-
tervention, the population, and the setting may need to be modified for
use in “real world” service settings.

Researchers in the field of child mental health have made an impor-
tant contribution to transportability research by developing frameworks
for validating interventions in different settings (Schoenwald & Hoagwood,
2001). The questions that they have applied to transportability research
include: “What is the intervention?”, “Who can and will conduct the in-
tervention in question, under what circumstances, and to what effect?”,
and “Which aspects of the protocols, practice guidelines, and practice
settings require modification?”. At each step in the research and inter-
vention development process, decisions are made about the variables
that are considered the most relevant. The following dimensions and
variables have been used to compare conditions in research and practice
settings (adapted from Schoenwald & Hoagwood, 2001):

1. Intervention characteristics (focus of treatment, model complex-
ity, implementation specifications)

2. Practitioner characteristics (training, clinical supervision, types of
practitioner such as social worker, physician, parent, etc.)

3. Client characteristics (age, gender, ethnicity and cultural identifi-
cation, family context, referral source)
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4. Service delivery characteristics (frequency, duration, source of
payment)

5. Organizational characteristics (structure, hierarchy, procedures,
organizational culture and climate, size, mission and mandates)

6. Service system characteristics (financing methods, legal man-
dates, interagency working relationships)

Given that organizational factors can be the most significant obsta-
cles or enhancers of evidenced-based practices, there has been call for
“dissemination research” that would bring more attention to the role of
organizational life (Rosenheck, 2001). For example, in an implementa-
tion study of family psycho-education programs in Maine and Illinois,
Rosenheck (2001) found that the external organizational factors (e.g.,
statewide advocacy and coalition building) were the most important
predictor of successful implementation. While developing best prac-
tices guidelines, disseminating evidence, and sponsoring research-ori-
ented workshops and conferences are important, one of the major
challenges to implementing EBP involves the building of an evidence-
based organizational culture inside and outside social service agencies.

ORGANIZATIONAL ISSUES

Several studies have documented the barriers to the implementation
of research findings at the individual practice level, particularly in the
field of health care (see Bero et al., 1998; Gira et al., 2003). However,
less is known about the experiences of organizations that have at-
tempted to develop an organizational culture that supports evidence-
based practice and policy. The barriers identified by Hampshire Social
Services (1999) in Appendix E include the organizational culture, prac-
tice environment, and educational environment. The solutions that they
identified are noted in Figure 4 According to Hodson (2003), EBP is an
innovation that requires: (a) ideological and cultural change (by win-
ning over the hearts and minds of practitioners to the value of evidence
and the importance of using it when making decisions), (b) technical
change (changing the content or mode of service delivery in response to
evidence about the effectiveness of interventions), and (c) organizational
change (changing the organization and management to support EBP).

Based on interviews with staff responsible for promoting the devel-
opment of EBP in the U.K., Hodson (2003) found that a combination of
“micro” and “macro” approaches is more likely to achieve lasting

250 EVIDENCE FOR CHILD WELFARE PRACTICE

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 o

f 
C

al
if

or
ni

a,
 B

er
ke

le
y]

 a
t 1

2:
15

 2
5 

A
pr

il 
20

16
 



change; “micro” approaches refer to altering the attitudes, ways of
working and behaviors of individual practitioners and “macro” ap-
proaches relate to the “top-down” strategy to redesign key systems
(such as the system for dissemination of evidence or the system for de-
veloping policy). Organizational approaches, which may include micro
and macro strategies, focus on the context within which practitioners
and systems operate. This approach removes impediments to new ways
of working by redesigning embedded routines and practices as well as
established cultures and behaviors. It also supplies the supportive
structures that are necessary to sustain EBP processes (Hodson, 2003).

Evidence for Micro Approaches

Research reviews on micro approaches have focused on the effec-
tiveness of various dissemination and implementation strategies in the
field of health care (see Figure 5). In their review of twelve meta-analy-
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FIGURE 4. Organizational Barriers and Solutions*
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ses of multiple strategies, Gira et al. (2004) found that certain types of
continuing education and computer utilization demonstrated moderate
to strong effects, whereas educational outreach visits and audits showed
weaker outcomes. For example, the use of printed educational materi-
als, local opinion leaders, and continuous quality improvement were
found to be among the weakest interventions. However, a combination
of approaches for changing practitioner behaviors was found to be ef-
fective and consistent with other studies. Bero et al.(1998) categorized
efforts to promote changes in the behaviors of practitioners as either
consistently effective, having mixed effects, or having little or no effect.
While their review of eighteen systematic analyses found that passive
dissemination of information was generally ineffective, interactive ap-
proaches such as educational outreach visits and educational meetings
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FIGURE 5. Micro Strategies to Promote Professional Behavioral Change
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were found to be more effective. More intensive efforts to alter practice
are more successful when coordinated with active dissemination and
implementation strategies to enhance the utilization of research find-
ings. The central issues for dissemination strategies appear to be the
characteristics of the message, the recognition of external barriers to
change, and the practitioner’s level of preparedness for engaging in
change.

Evidence for Macro Approaches

In contrast to the large number of studies on efforts to change individ-
ual behaviors, the research on macro approaches to changing organiza-
tional cultures related to EBP is limited by the small number qualitative
studies (Barratt, 2003; Hodson, 2003). For example, Barratt (2003)
found that few individuals within organizations in the United Kingdom
held common views about the nature of evidence along and little con-
sensus on how evidence could be effectively utilized. In addition, there
was little clarity about the types of mechanisms needed to promote and
sustain an evidence-based organizational culture. However, Barratt
(2003) found considerable consensus on the need for organizations to
share a common understanding of what constitutes “best evidence” by
fostering continuous dialogue about the nature and relevance of evi-
dence. Such dialogue was needed before practitioners could be ex-
pected to effectively manage the dissemination, implementation and
adoption processes at either the management or line levels. In addition,
there was a high level of agreement that responsibility and accountabil-
ity for EBP should be devolved down through an agency. The active
leadership of top management using coordinated strategy groups is
needed to support the continuous use of evidence-base practice
throughout the organization. At the same time, there was equally strong
agreement that accessing evidence and reflecting upon its relevance
should be an integral part of everyone’s job with time allocated during
the work week to read and reflect.

Hodson’s (2003) found that the major barriers to the implementation
of EBP were: (a) lack of time to fulfill the EBP role, (b) isolation within
their agencies in terms of driving EBP initiatives, (c) lack of resources,
and (d) a lack of a sound knowledge base of relevant evidence. The ma-
jor strategies to address these barriers included a willingness to address
organizational issues, specific EBP leadership competencies, and lead-
ership support in the form of regional meetings and seminars to main-
tain momentum. Some of these strategies can be handled internally in
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the agency while others (e.g., developing or enhancing EBP competen-
cies, discussion facilitation, and accessing networking opportunities)
may require external assistance or training.

In addition, Hodson (2003) identified the following competencies re-
lated for introducting EBP into an agency: (a) setting agency directions
and expectations for staff, (b) increasing staff competence, supporting
and enabling critical thinking about practice, (c) using evidence to im-
prove services, (d) generating and sharing evidence, and (e) creating
strategic partnerships through networking and personal skills. In addi-
tion, the modeling of appropriate EBP behaviors included: (a) a demon-
strated commitment to one’s own personal development (i.e., “still
learning” rather than “burnt out”), (b) demonstrating a belief that re-
search evidence can be used to advance practice, (c) seeing the connec-
tion between research and practice whereby EBP is part of everyday
work, and (d) demonstrating awareness of key issues and being
sufficiently well-read to identify research evidence relevant to key
issues.

EVIDENCE ON ORGANIZATIONAL APPROACHES

Based on work with more than 900 Veteran’s Affairs programs,
Rosenheck (2001) identified four major organizational factors for con-
sideration in the implementation of evidence-based intervention. The
first is the development of decision-making coalitions at the top and/or
bottom of the organization. He noted that if the impetus comes from the
higher ranks of the organization, the initiative has a higher potential for
widespread impact. At the same time, if the impetus comes from line
staff, it is more likely to succeed because consensus is easier to achieve
with fewer stakeholders. His second factor is the degree to which the
new initiative is consistent with current organizational goals and objec-
tives. The third factor is the verification and dissemination of imple-
mentation results and the fourth factor involves the development of
“learning subcultures.”

In a similar manner, Sheldon and Chilvers (2000) identified the fol-
lowing organizational strategies for supporting the provision of evi-
dence-based social services: (a) regularly scheduled staff training
programs that make reference to research (on the nature and develop-
ment of social problems as well as what is known about the effective-
ness of different approaches designed to address them, (b) staff
supervision that regularly draws upon research to inform decisions

254 EVIDENCE FOR CHILD WELFARE PRACTICE

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 o

f 
C

al
if

or
ni

a,
 B

er
ke

le
y]

 a
t 1

2:
15

 2
5 

A
pr

il 
20

16
 



about cases and projects, (c) staff meetings that regularly include refer-
ences to research on what has been tried elsewhere, regionally, nation-
ally and internationally, (d) support facilities to assist staff in efforts to
keep abreast of relevant research, (e) a workforce that would take per-
sonal responsibility for acquainting itself with the empirical evidence
on service effectiveness, and (f) a range of collaborative arrangements
between social services departments and local and regional research
institutes and universities. Both top-down and bottom-up strategies are
noted in Figure 6.

FUTURE DIRECTIONS

In the context of limited resources and accountability pressures,
agencies need innovative strategies to harness information for the bene-
fit of the individuals and communities that they serve. Based on the lit-
erature reviewed, evidence-based practice appears to operate best
within an organizational context that supports practitioners at each
stage of the EBP process, which is noted in Figure 7. Future directions
suggest that agency-university partnerships, staff training, and the mod-
ification of agency cultures may be an effective place for organizations
to begin considering EBP.

Agency-university partnerships can be used to identify the data that
will support evidence-based practice. Key questions that need to be ad-
dressed are: (a) how will human service agencies develop the research
questions needed to guide the systematic search of the literature? (b)
how will research questions be addressed by researchers?, and (c) how
will results be shared and incorporated into practice?.

Staff training, within human service agencies and on university cam-
puses, that feature problem-based learning approaches are in the best
position to support the introduction and utilization of evidence-based
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FIGURE 6. Creating and Sustaining an Evidence-Based Organizational Cul-
ture in Social Service Agencies*
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FIGURE 6 (continued)
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FIGURE 7. Steps Involved in Implementing Evidence-Based Practice (Sackett
et al., 1997)
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practice. Major questions might include the following: To what extent
are practice guidelines needed and how can they be incorporated in staff
training programs? How can training become more “problem-based” in
order to apply evidence-based research? How can the transfer of learn-
ing be efficiently/effectively assessed?

Finally, the modification of agency cultures may be necessary to
support and sustain evidence-based practice. The modification of an agency’s
culture needs to include strategies that address the reality that practitio-
ners generally do not consult the research literature to guide practice de-
cision-making due to an overwhelming volume of information, lack
knowledge about searching techniques, lack of time, and lack access to
information and libraries (Bunyan & Lutz, 1991). In essence, what does
management need to do to build and sustain the supports for evi-
dence-based practice? What do supervisors need to do to assist line staff
in the process of adopting evidence-based practice? And what adjust-
ments do line staff members need to make to incorporate evidence-
based practice into their daily routines?

CONCLUSION

Evidence-based practice seeks to integrate the expertise of individual
practitioners with the best available evidence within the context of the
values and expectations of clients. While the development of evidence
that is based on randomized controlled trials in the human services is
still in its infancy, other types of knowledge hold promise for improving
practice. This knowledge is increasingly available within agencies as
well as at state, regional, and federal levels. The strategies related to
agency-university partnerships, problem-based learning in training pro-
grams, and the transformation of agencies into learning organizations
hold much promise for building evidence-based organizational cultures
within the human services.
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APPENDIX A. Trauma-focused Cognitive-Behavioral Therapy (CBT) (Adapted
from a summary by Judy Cohen, M.D. and Esther Deblinger, PhD)

Brief Description:

Trauma-focused cognitive behavioral therapy, an intervention based
on learning and cognitive theories, is designed to reduce children’s
negative emotional and behavioral responses and correct maladap-
tive beliefs and attributions related to the abusive experiences. It
also aims to provide support and skills to help non-offending par-
ents cope effectively with their own emotional distress and opti-
mally respond to their children. See references for theory and
rationale.

Treatment Components (12-18 sessions):

1. Psychoeducation about child abuse, typical reactions, safety skills
and healthy sexuality

2. Gradual exposure techniques including verbal, written and/or sym-
bolic recounting (i.e., utilizing dolls, puppets, etc.) of abusive
event(s).

3. Cognitive reframing consisting of exploration and correction of
inaccurate attributions about the cause of, responsibility for, and
results of the abusive experience(s).

4. Stress management techniques such as focused breathing and
muscle relaxation exercise, thought stopping, though replace-
ment, and cognitive therapy interventions.

5. Parental participation in parallel or conjoint treatment including
psychoeducation, gradual exposure, anxiety management and
correction of cognitive distortions.

6. Parental instruction in child behavior management strategies.
7. Family work to enhance communication and create opportunities

for therapeutic discussion regarding the abuse.

Treatment Manuals or Protocol Descriptions:

Deblinger, E., & Heflin, A.H. (1996). Treatment for sexually abused
children and their non-offending parents: A cognitive-behavioral
approach. Thousand Oaks, CA: Sage.

Cohen, J.A., Mannarino, A.P. (1993). A treatment model for sexually
abused preschoolers. Journal of Interpersonal Violence, 8, 115-131.
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APPENDIX A (continued)

Treatment Outcome Study References:

Berliner, L. & Saunders, B.E. (1996). Treating fear and anxiety in sexu-
ally abused children: Results of a controlled 2-year follow-up study.
Child Maltreatment, 1(4), 294-309.

Celano, M., Hazzard, A., Webb, C., McCall, C. (1996). Treatment of
traumagenic beliefs among sexually abused girls and their mothers:
An evaluation study. Journal of Abnormal Child Psychology, 24, 1-16.

Cohen, J.A., & Mannarino, A.P. (1996). A treatment outcome study for
sexually abused pre-school children: Initial findings. Journal of the
American Academy of Child and Adolescent Psychiatry, 35, 42-50.

Cohen, J.A., & Mannarino, A.P. (1997). A treatment study of sexually
abused preschool children: Outcome during a one year follow-up.
Journal of the Academy of Child and Adolescent Psychiatry, 36(9),
1228-1235.

Cohen, J.A., & Mannarino, A.P. (1998). Interventions for sexually
abused children: Initial treatment findings. Child Maltreatment, 3,
17-26.

Deblinger, E., McLeer, S. V. & Henry, D. (1990). Cognitive behavioral
treatment for sexually abused children suffering post-traumatic stress:
Preliminary findings. Journal of the American Academy of Child and
Adolescent Psychiatry, 19, 747- 752.

Deblinger, E., Lippmann, J., & Steer, R. (1996) Sexually abused chil-
dren suffering posttraumatic stress symptoms: Initial treatment out-
come findings. Child Maltreatment, 1, 310- 321.

Stauffer, L. & Deblinger, E. (1996). Cognitive behavioral groups for
nonoffending mothers and their young sexually abused children: a
preliminary treatment outcome study. Child Maltreatment, 1(1), 65-76.

Deblinger, E., Steer, R.A., & Lippmann, J. (1999). Two year follow-up
study of cognitive behavioral therapy for sexually abused children
suffering post-traumatic stress symptoms. Child Abuse & Neglect,
23(12), 1371-1378.

APPENDIX B
To bridge research and practice, the Children and Family Research
Center and the Illinois Department of Family Services have designed a
client satisfaction inventory to highlight 24 caseworker behaviors iden-
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tified as important to parents, describe the clinical implications of the
behaviors, and identify specific casework interventions that can be im-
plemented to address each issue. An example of Caseworker Behavior 1
is presented here.

Caseworker Behavior 1: My caseworker encourages me to discuss
times when things were better in my family.

Clinical Implications: Encouraging clients to discuss times when things
were better in their family offers them the opportunity to identify and
acknowledge family strengths and resources. Through recognition of
sequences of positive patterns, families can begin to make conscious
use of their strengths and resources to work toward a desired future.

Casework Interventions:
1. Ask the clients to discuss the positive patterns they observe in

themselves and their families.
2. Tell clients about the positive patterns observed in the clients and/

or their families.
3. Ask the clients how they will know when things are better.
4. Discuss with the clients what changes DCFS is wanting to see to

ensure their child’s safety.

These activities can be done periodically throughout the life of the case.

Source: Parents’ Expectations of Caseworkers: An Abbreviated Sum-
mary (Adapted from John Poertner, Dennette M. Derezotes, Ellyce
Roitman, Casandra Woolfolk, Jo Anne Smith, Children and Family Re-
search Center, School Social Work, University of Illinois at Urbana-
Champaign)

APPENDIX C
The Hui Makuakane Program developed a program to engage fathers
in home visitation programs and increased the involvement and partici-
pation of fathers in family home visits. The program description, as it
appeared in OCAN’s Emerging Practices in the Prevention of Child
Abuse and Neglect, is presented here.

Hui Makuakane aims to recognize and support the role of fathers in the
family through the following services goals:
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APPENDIX C (continued)

1. Increase fathers’ understanding of how their babies grow and
what to expect as they grow

2. Increase fathers’ knowledge of the kinds of activities they can do
with their children to help them grow and develop

3. Increase the amount of time fathers spend with their children in
play and in fulfilling their day-to-day needs (e.g., changing dia-
pers, feeding)

4. Teach fathers how to set limits and enforce them using positive
disciplinary techniques

5. Help fathers feel good about themselves as parents and to have
loving, nurturing relationships with their children

6. Help fathers set personal goals and make progress toward those
goals

The program engages fathers in the following activities in order to in-
crease their participation in the services for the entire family: group ac-
tivities, home visits, career development, job help, support in crisis,
referral to other community resources, and outreach to fathers in correc-
tional facilities. Home visits by Father Facilitators for all fathers enrolled
in the program are the primary service provided by Hui Makuakane. Fa-
ther Facilitators provide personal help with answering fathers’ ques-
tions about their children and learning new and fun activities to do with
their children including:

1. Infant massage instruction is provided during home visits as a way
to increase positive parent-child interaction

2. Help fathers establish and reach vocational and educational goals
3. Making referrals to other community resources to help fathers

meet their goals
4. Providing fathers with 24-hour access to Father Facilitators via

cell phones in case of a crisis
5. Group outings are available for the entire family, for just fathers in

the program, for just fathers and children, or for just fathers and
their partners

APPENDIX D
Promising Approach: Delaware’s Child Welfare Staff Training and Re-
tention Initiatives
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I. Identifying Information

Agency Sponsor: Delaware Department of Services to Children, Youth
and Families

Target Population: Child welfare caseworkers and supervisors

Required/Funding Source: personnel budget.

Length of Operation: 1997 to present

Personnel procedures: Educational requirements for prospective child
welfare caseworkers include a bachelor’s degree in a field closely re-
lated to child welfare.

II. Description of Promising Approach

Staff retention is one of the challenges facing child welfare agencies,
which typically experience significant staff turnover in short periods of
time. The Delaware Department of Services to Children, Youth, and
Their Families has put in place procedures for stabilizing their workforce,
building on a legislative initiative enacted in response to several child
fatalities.

The Child Abuse Prevention Act of 1997 established systems de-
signed to improve the training and retention of State child welfare
caseworkers, using an “overhire” process that supports new staff de-
velopment. Through these changes and other new procedures, the de-
partment is hiring faster, providing more staff training, and improving
staff management.

APPENDIX E

The barriers identified by Hampshire Social Services (1999) in the U.K.
(organizational culture, practice environment, and educational envi-
ronment) represent common challenges and some of the solutions are
noted in Figure 4.
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APPENDIX E (continued)

Introduction

The requirement for Social Services Departments to use empirical
evidence in developing policy and practice is becoming
increasingly important with the growing focus on best va1ue and
performance results in terms of effectiveness. Evidence-based
practice is defined as “ the conscientious, explicit and judicious
use of current best evidence in making decisions about the welfare
of service users.” (adapted from Sackett et al., BMJ 1996; 312;
71-72)

Evidence is based on the results of soundly based effectiveness re-
search published in refereed journals. However, evidence can also
include unpublished work by practitioners if it is methodologically
sound and transferable. Professional experience about “what
works” built up over many years of practice may also constitute ev-
idence and must not be ignored. The key imperative is for “judi-
cious use” of the “best evidence” available from the full range of
sources.

Reliance only on “practice wisdom” means that we do not challenge
what we are doing. When we intervene in the lives of others, we should
do so with the best evidence available about the likely outcomes of that
intervention. The goal is to get the Social Service organization into a
position where:

• there is both an expectation and a desire to know what evidence says
about how best to approach interventions,

• there is ready access to and awareness of best available evidence,
• where evidence is not available, steps are taken to plug this gap,
• staff are able to understand and interpret evidence in order to inform pol-

icy development, training and practice decisions,
• service delivery reflects what the evidence is saying about best practice,
• the results of policy and practice decisions are routinely evaluated to

gauge outcomes,
• evaluation results are disseminated in order to add to the body of avail-

able evidence.
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APPENDIX E (continued)

There are multiple barriers to implementing evidence-based practice
in the social services and they include some of the following:

• little history, culture or expectation that evidence is routinely and sys-
tematically used to underpin practice,

• a belief that achieving evidence-based ways of working is entirely a de-
partmental (central) responsibility, rather than a joint responsibility with
individuals locally,

• workload and time pressures of staff mitigate against discovering rele-
vant evidence (or generating it through evaluating initiatives/practice),

• evidence is not available in easily digestable formats which allow simple
translation into policy and practice,

• poor systems to establish and share best practice across the department,
• skepticism about how transferable or generalizable evidence is (this is

likely to be a combination of a “not invented here” syndrome, concerns
about the validity of “old” research and a lack of skills to appraise evi-
dential material) which together mitigate against adoption of new ideas,

• risk aversion also mitigates against taking" action in response to new
ideas.

Any strategy to promote evidence-based practice across the department
needs to explicitly and directly address these factors.

The organizational resources and opportunities available to promote ev-
idence-based practice include the achievement of evidence-based prac-
tice within the department requires that a very broad range of issues are
effectively addressed, including: departmental culture, processes (and
responsibilities) for the development and improvement of practice, staff
skills, information systems and workload management.

The ultimate aim is to ensure the practice of front-1ine staff in every cli-
ent group and area is evidence-based and therefore maximizes positive
outcomes for our service users. The key groups of staff that the strategy
will need to impact are therefore:

• front-line practitioners: who will need to routinely challenge and review
their practice in the light of best evidence, and if required, amend their
ways of working,
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APPENDIX E (continued)
• operational managers: who will need to set the expectation of routine

review of practice, facilitate and encourage this process, allowing inno-
vative or new ways of working to be adopted, and play a key role in shar-
ing best practice with colleagues,

• HQ commissioning staff: who will need to ensure that current and future
strategies, policies and procedures to which practitioners turn for guid-
ance and direction, are founded on available evidence about what works
and what is best practice in service delivery,

• trainers: who will need to ensure that current and future training mate-
rial reflects available evidence about effective practices and best ap-
proaches, and that the training agenda material focuses on the
development of appropriate skills in the staff to understand, use and gen-
erate evidence.

In addition, existing frameworks will need to be harnessed to explore
more evidence-based ways of working such as the following:

• meetings of individual teams, of unit / team managers, and of service
managers to discuss research and its application in each client group,

• performance development (appraisal) and supervision could be used to
set specific staff practice objectives related to the explicit use of evi-
dence,

• the care management process could be used more explicitly to review
current practice, plan evidence-based interventions for individual users
and record the outcomes,

• technology (such as Hantsnet, WWW) is a readily available resource
which could also be exploited further.

Creating the right organizational culture

The challenge is to create a culture that promotes the basics of perfor-
mance management (assessing how well we currently do things, ques-
tioning practice in an attempt to continuously improve, and measuring
our achievements in so doing). The routine use of evidence to underpin
practice then becomes a natural corollary.

This requires a strong commitment to this way of working (rather than
“practice wisdom”) because this change might be seen as threatening by
some staff. Managers clearly have a crucial role to play in setting clear
expectations about the use of evidence in underpinning interventions or
strategies. Managers need to use the practices mentioned above (team
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meetings, performance development and supervision of care manage-
ment practice, performance agreements) to (a) reinforce these expecta-
tions, (b) set specific objectives for individuals and (b) value,
acknowledge and encourage achievements.

The notion of “champions” is also a useful way of promoting culture
change. This will be achieved by creating a network of staff (through
workshops, training events and projects) who are interested in develop-
ing evidence-based ways of working. The primary implementation
components include:

• providing mechanisms to help staff access “digestible” evidence-based
literature,

• developing skills of all staff to generate and exploit evidence through
training programs

• reflecting evidence in operational practice (supporting the risk-taking of
trying out new ways of working through individual supervision and care
management processes,

• reflecting evidence in training, strategy and policy (the training calendar
needs to reflect the topics on which there is clear evidence that suggest
future changes in practice),

• developing a research agenda (directing more of the available research
towards systematic reviews of current evidence so available resources
can then be targeted to meet these needs).

Source: Evidence-based practice in Hampshire Social Services (Eng-
land): An abbreviation of the 1999 organizational strategy.
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