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Abstract
A major thrust of policy and practice within human services in recent years has been the
implementation of evidence-based practices. However, despite the wide-spread use of such
evidence-based programs and strategies, we are not always getting the kind of results we would
expect when we try to apply these strategies in real world settings. In response to this situation,
we have seen the emergence of the implementation science movement, with its emphasis on
‘implementation fidelity’. The assumption behind the implementation agenda is that, to get better
results, we need to be much more thorough about ensuring that practitioners are able to deliver
evidence-based programs faithfully and consistently.
But what is evidence-based practice? It is usually interpreted as involving the use of
interventions that have been proven to be efficacious according to the most rigorous standards
of evidence. However, there is now a consensus that evidence-based practice is broader than
this, and involves the integration of three elements: best research evidence, clinical expertise
and patient values. The evidence regarding each of these elements and the relationship between
them is reviewed. In this light of this analysis, the overall multidimensional process and its
elements are defined and re-labelled as follows:
Evidence-informed practice refers to the multidimensional service delivery model that integrates
evidence from the three sources:
•

Evidence-based programs are interventions that have been experimentally evaluated and
deemed efficacious in meeting specified goals

•

Evidence-based processes are the skills, techniques, and strategies used by practitioners
when interacting with program participants

•

Client and professional values are the values and beliefs that parents and professionals
bring to service relationship

Evidence-informed decision-making is the process whereby the three sources of evidence are
blended when making decisions about the goals and strategies to be used in practice.
In keeping with this broader understanding of evidence-based practice, this paper proposes that
there are three types of implementation fidelity to be considered: program fidelity, process fidelity
and values fidelity. Program fidelity is concerned with what is delivered, and with ensuring the
faithful delivery of proven programs and strategies according to their original design. Process
fidelity is concerned with how services are delivered, and ensuring that services are delivered in
ways that are known to be effective in engaging parents and changing client behaviours. And
values fidelity is concerned with ensuring that the focus of service and method of service delivery
are consistent with client values. For interventions to be fully effective, all three forms of fidelity
need to be observed. Furthermore, each of these forms of fidelity can and should be measured
constantly to ensure that help provided is delivered in the most effective way.
Five implications of this framework for practice are explored. First, we need to align program
content and methodology with client values, addressing what the client sees as most important
for them. Second, we need to be attuned and responsive to the views and circumstances of the
parents, and engage them as partners. Third, we need to use a purposeful process of joint
decision-making in identifying goals to work on and strategies to use. Fourth, we need to be able
to offer parents the choice of a range of evidence-based strategies and program modules to
address the goals that have been agreed. Fifth, we need to monitor all three types of fidelity on
v

an ongoing basis and make immediate corrections when it is apparent that they are not being
met.
A nine-step evidence-based decision-making framework that addresses these needs is outlined.
This is based on building and maintaining a strong partnership relationship with parents, aligning
program content and methodology with client values, and offering parents the choice of a range
of evidence-based strategies and program modules to address the goals that have been agreed.
This service framework is generic, in that it can be used by an individual practitioner or team
working with a client or family, an agency working with groups of parents or families, a network of
services working with a community, or even a government department working with service
networks. Whatever the context, the use of the use of this framework should maximise parents’
‘take-up’ of the service.

vi

Introduction
In making decisions about policy and funding, governments seek answers to two questions:
What forms of intervention reliably produce positive outcomes, and can these interventions be
rolled out in real world settings with the same positive outcomes? 1
The first of these questions - what forms of intervention reliably produce positive outcomes? – is
a question of efficacy. According to Marley (2000), ‘Efficacy is the extent to which a (treatment)
has the ability to bring about its intended effect under ideal conditions such as a randomised
clinical trial.’ As this definition suggests, answering this question involves identifying particular
interventions, programs or forms of treatment that have been shown to be efficacious. This is the
focus of the evidence-based practice paradigm that has come to dominate policy thinking in
recent years (Cutspec, 2004; Hammersley, 2013; Satterfield et al., 2009; Thomas et al., 2010;
Wampold & Bhati, 2004). The acceptance of this paradigm has led to the proliferation of
collaborative efforts (such as the Cochrane and Campbell collaborations) and websites (such as
the What Works Clearinghouse in the US and the What Works Network in the UK) devoted to
documenting the most efficacious interventions.
However, despite all these efforts, we are not always getting the kind of results we would expect
when we try to apply these strategies in real world settings; there has not been a significant
improvement in health and wellbeing outcomes (Schorr & Farrow, 2011). One response to this
situation is to focus on whether the interventions are being implemented as intended by the
program designers. In the light of evidence that practitioners do not always deliver interventions
in ways that are faithful to the original protocols (Damschroder et al., 2009; Durlak & DuPre,
2008), an ‘implementation science’ movement has emerged (Eccles & Mittman, 2006; Fixsen et
al., 2005, 2009). The assumption behind the implementation science agenda is that, to get better
results, we need to be much more thorough about ensuring that practitioners deliver evidencebased programs faithfully and consistently – with what is known as program or implementation
fidelity (Carroll et al., 2007; Durlak & DuPre, 2008).
The second of the questions that governments want answered – can these interventions be
rolled out in real world settings with the same positive outcomes? – is a question of
effectiveness. According to Marley (2000), ‘Effectiveness is the extent to which a (treatment) is
effective if it works in real-life, non-ideal circumstances’. Answering this question involves
identifying the conditions under which programs need to be delivered as well as the manner in
which professionals engage with parents2 in order to produce positive outcomes. It is concerned
with the processes of effective service delivery rather than the programs or interventions
themselves.
This suggests that it is not sufficient to focus on identifying efficacious programs and ensuring
that they are delivered with program fidelity; we also need to consider their effectiveness in real
world settings and ensue that effective processes of service delivery are used. Ultimately, we
should be concerned with the extent of ‘take-up’ by those we seek to support – that is, the extent
1

Not addressed in this paper is a third question often asked by policy makers: Are these interventions cost-effective and
affordable? This is a question of efficiency. According to Marley (2000), ‘Efficiency is the extent to which a (treatment) is
worth its cost to individuals or society’.
2

The literature often refers to the people that professionals work with as clients. Throughout this paper they are
referred to as parents, except when directly quoting from other authors who prefer the term clients.

to which parents are able to access and engage with the support provided, and the extent to
which that leads to actual changes in their functioning (for example, in the nurturing and learning
opportunities they provide their children). The most efficacious programs are of little use if they
are not delivered in ways that make them both accessible and acceptable to parents, or if
parents cannot implement them in their daily lives.
This position is reflected in the latest thinking about evidence-based practice, which goes beyond
the previously relatively narrow focus on best research evidence. The field is beginning to
understand evidence-based practice as multidimensional – the integration of three elements:
best research evidence, clinical expertise and patient values. This paper proposes that, in
keeping with this broader understanding of evidence-based practice, there are three types of
implementation fidelity to be considered: program fidelity, process fidelity and values fidelity. It is
proposed further that, for interventions to be fully effective, all three forms of fidelity need to be
observed. Furthermore, each of these forms of fidelity can and should be measured constantly to
ensure that support is implemented in the most effective way.
To make this argument, this paper will begin by reviewing definitions of evidence-based practice,
before exploring the three elements that make up the broadened conceptualisation of evidencebased practice, and the evidence for each of them.

EvidenceEvidence-based practice
practice
Defining evidence-based practice
Evidence-based practice is usually understood as the use of programs and interventions that
have been proven to be efficacious through a particular research methodology – randomised
controlled trials with replications and longitudinal follow ups, and systematic reviews of such
trials. It is argued that interventions that have not been subjected to these tests and shown to be
efficacious should not be used. However, as the limitations of this form of evidence have become
increasingly apparent (eg. Green & Latchford, 2012; Greenhalgh, 2012a; Greenhalgh & Russell,
2009; Greenhalgh et al., 2014; Hammersley, 2013; Pawson et al., 2011; Petr & Walter, 2005,
2009; Rogers & Vismara, 2008; Rosenbaum, 2010), it has become necessary to revisit
definitions of evidence-based practice to reassess whether we have understood the concept
correctly.
The idea of evidence-based practice was originally derived from medicine, where the notion of
evidence-based medicine was being championed by David Sackett and colleagues among
others (Sackett et al., 1996, 2000). In what Greenhalgh (2012a) claims is the most widely quoted
sentence ever published in the British Medi¬cal Journal, Sackett and colleagues defined
evidence-based medicine thus:
‘Evidence-based medicine is the conscientious, explicit, and judicious use of current best
evidence in making decisions about the care of individual patients. (Sackett et al., 1996)
This notion of ‘current best evidence’ is how evidence-based practice is often conceptualised in
human services, although Sackett and colleagues note that, in practice, ‘evidence-based
medicine means integrating individual clinical expertise with the best available external clinical
evidence from systematic research.’ In a later definition, they broaden their conceptualisation
even further, adding a third component:
2

‘Evidence-based medicine is the integration of best research evidence with clinical
expertise and patient values’ (Sackett et al., 2000)
Sackett and colleagues (2000) defined these three elements as follows:
By best research evidence we mean clinically relevant research, often from the basic
sciences of medicine, but especially from patient-centred clinical research into the
accuracy and precision of diagnostic tests (including the clinical examination), the power
of prognostic markers, and the efficacy and safety of therapeutic, rehabilitative, and
preventive regimens.
By clinical expertise we mean the ability to use clinical skills and past experience to
rapidly identify each patient's unique health status and diagnosis, the individual risks and
benefits of potential interventions, and their personal values and expectations.
By patient values we mean the unique preferences, concerns and expectations each
patient brings to a clinical encounter and which must be integrated into clinical decisions if
they are to serve the patient. When these three elements are integrated, clinicians and
patients form a diagnostic and therapeutic alliance which optimises clinical outcomes and
quality of life. (Sackett et al., 2000)
In a similar vein, Sweeney (Sweeney et al., 1998; Sweeney, 2006) argues that, in medicine, the
value of knowledge (ie. what is true) should be assessed through a combination of statistical
significance (derived from evidence-based practice), clinical significance (derived from practicebased evidence), and personal significance (the patient’s understanding, beliefs and values).
When evidence-based medicine was adopted for use in human services and rebadged as
evidence-based practice (Littell, 2010), the three key elements described by Sackett and
colleagues were retained. For instance, the American Psychological Association (2006) defines
evidence-based practice as ‘the integration of the best available research with clinical expertise
in the context of patient characteristics, culture, and preferences’. And in the early childhood
intervention field, Buysse and Wesley (2006) define evidence-based practice as ‘a decisionmaking process that integrates the best available research evidence with family and professional
wisdom and values’. In other words, it involves a balance of scientific evidence, family and
professional wisdom, and family and professional values.
In this last definition, evidence-based practice is specifically described as a decision-making
process. Indeed, this was also how David Sackett and colleagues envisaged evidence-based
medicine – as a process that a clinician went through in choosing how best to help individual
parents (Littell, 2010; Sackett et al., 2000). In fact, in all of these definitions of evidence-based
medicine and evidence-based practice, there is the assumption that evidence-based practice
involves the use by practitioners and parents of many sources and types of evidence in making
decisions about how to address the challenges they face (Littell & Shlonsky, 2010; Petr, 2009).
One implication of this is that what counts as credible evidence depends on the question(s) we
are trying to answer, or the problem we are trying to solve (Hammersley, 2013; Littell, 2010).
Despite this consensus regarding the nature of evidence-based practice, much of the discussion
about evidence-based practice has focused on what is known about the efficacy and
effectiveness of interventions. As Littell (2010) points out, these topics are not inherently more
important than others, although intervention effects clearly do matter. Nevertheless, the
3

evidence-based treatment movement seized on the notion that clinicians need summaries of
evidence provided by expert reviews. This has led to the generation of lists of evidence-based
programs that practitioners were advised or even required to choose from. Fonagy et al. (2014)
decry this practice:
Historically, there has been a tendency to assume that a treatment can be 'branded' once
and for all as an evidence-based practice, so that no further reflection on how or for whom
it is to be implemented is necessary. This 'idealisation' evidence must be avoided at all
costs, as the existence of evidence increases the chances of a treatment being effective
but is by no means sufficient to ensure success. We now know that evidence-based
practice cannot be assured by 'choosing' a treatment from a list of approved options. This
is but a parody of evidence-based practice and tantamount to mistaking the cover of a
book for its contents.
This discussion raises the question of what terminology we should use for these concepts.
Although evidence-based practice involves three elements, the dominant use of the term is to
refer to the first element only (ie. the best research element). In order to encourage a more
widespread understanding of the multidimensional nature of evidence-based practice, should we
rename it? Some of the suggestions that have been made are shown in Box 1 below.

Box 1. Terminology
Metz et al. (2007) distinguish between evidence-based programs and evidence-based practices
or processes. Evidence-based programs refer to organized and typically multi-component
interventions with clearly identified linkages between core components and expected outcomes,
which have been experimentally evaluated and deemed efficacious in meeting specified goals.
Evidence-based processes refer to skills, techniques, and strategies used by practitioners when
interacting with program participants.
Littell (2010) reserves the term evidence-based practice to refer to a model of practice
incorporating the three key elements, and uses the term evidence-based treatments to refer to
programs that meet certain evidentiary criteria. These two approaches are fundamentally
different from one another. Evidence-based practice is a bottom-up process through which
clinicians integrate empirical evidence with clinical expertise and client preferences to make
informed judgements in individual cases. Evidence-based treatment is a largely top-down
process that seeks to identify treatments or programs that meet specific evidence conditions and
ensure the widespread availability of these treatments (Littell, 2010).
Petr and Walter (2005) suggest we refer to the best research evidence element as empiricallybased practice, and use evidence-based practice as the descriptor for the multidimensional
version.
Others (Bowen & Zwi, 2005; Littell & Schlonsky, 2010; Rogers et al., 2008) have suggested that
we retain evidence-based practice as the name for the best research evidence element, and use
the term evidence-informed practice for the multidimensional model that integrates ‘evidence’
from different sources and focuses on processes as well as programs.

4

For the purposes of this paper, the following terminology will be adopted:
•

Evidence-informed practice refers to the multidimensional model that integrates evidence
from different sources (i.e., research evidence, clinical expertise and client values and
beliefs)

•

Evidence-based programs refers to interventions that have been experimentally evaluated
and deemed efficacious in meeting specified goals

•

Evidence-based processes refer to skills, techniques, and strategies used by practitioners
when interacting with program participants

A more comprehensive definition of these terms, along with terms for other elements yet to be
discussed, can be found in Box 2 (p. 32).
We will now explore the three elements – evidence-based programs, evidence-based processes,
and client and professional values and beliefs – in more detail.

EvidenceEvidence-based programs
Defining evidence-based programs
The criteria for judging the quality of evidence for the efficacy of programs or interventions in the
health field are well established. The grading systems adopted in Australia (National Health and
Medical Research Council, 2000) and other countries (Leigh, 2009) all give precedence to
systematic reviews of randomised controlled trials (RCTs), considered the ‘gold standard’ for
identifying effective interventions. However, there is no reference in this hierarchy for the two
other elements considered to be part of the definition of evidence-informed practice, namely
clinical expertise and patient values. The evidence hierarchy for medical research adopted in the
US does include the first of these – in the form of opinions of respected authorities based on
clinical experience, and reports of expert committees – but only in the lowest rung of the
evidence hierarchy. None of the hierarchies address the question of how to incorporate client or
patient values.
Relying solely or principally on randomised controlled trials (RCTs) to identify effective
interventions is problematic, for a number of reasons:
•

RCTs are subject to errors and biases (Freedman, 2010; Ioannides, 2005a3, 2005b) and
many published research findings are false or exaggerated (Ioannides, 2014). Although
RCTs are designed to reduce or eliminate the impact of researchers’ beliefs and values,
these permeate all human endeavours and ultimately may be unavoidable (Dokecki, 1983;
Kelly et al., 2015). It is a myth that evidence-based practice is value neutral; values impinge
on judgements and the processes of interpretation of all steps in the evidence-based practice
process (Kelly et al., 2015).4

•

The strategy of focusing solely on programs tested through the RCT protocol does not
guarantee that the most effective programs will be identified. There may be many other

3

The research field has become much more aware of this problem as a result of this article – according to website of PLOS
Medicine where this article was published, as of April 2016 it had been accessed more than a million and a half times.
4
Ways in which some of these defects can be reduced have been identified (Ioannides, 2014; Ioannides & Khoury, 2013
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interventions that have not been subjected to such rigorous testing but which may be just as
(or even more) effective than those that have. As Ashton (2006) has noted, ‘No evidence of
proof is not evidence of no proof.’ The programs that are consistently identified through
systematic reviews to be the most effective are those whose developers have been most
assiduous in ensuring that the programs are repeatedly subjected to the most rigorous forms
of efficacy assessment. As a result, we can be much more confident that these are indeed
effective, whereas we cannot be sure that other programs that have not been so carefully
tested are effective, even if they are based on stronger program logic models or more up-todate research evidence.
•

Once proven to be efficacious through RCT trials, programs must be delivered in precisely
the same form as used in the trials. Fixsen et al. (2005) even recommend the use of
‘purveyors’, individuals or groups who work in a systematic way with local sites to ensure that
they implement the model faithfully and not vary it for local circumstances. However,
adherence to a treatment protocol, in psychotherapy at least, is not related to better
outcomes: therapists who stick to the treatment, regardless of how the client responds, have
poorer outcomes, and it is those who flexibly provide a treatment who achieve the best
outcomes (Wampold & Imel, 2015). As we shall see later, flexibility would seem to be one of
the key features of effective practice: unless programs incorporate some element of flexibility
as an essential feature (as some do), the requirement to implement programs in an unvarying
way can be problematic5.

•

RCTs are not well suited to answering questions about human services addressing complex
problems. They work well for simple questions about the efficacy of interventions where we
can control all the variables except the treatment variable. However, they are not well suited
to answering questions about the complex multifaceted problems that society is facing
nowadays (Fonagy, 2001; Greenhalgh, 2012b; Hickie, 2011; Rogers & Vismara, 2008;
Rosenbaum, 2010; Smyth & Schorr, 2009). As Fonagy (2001) puts it,
‘The RCT is the best tool we have for evaluating medical interventions for our patients.
The further upstream we go for our search for causes of disorder the less applicable is
the RCT. An RCT to improve the social capital is beyond our grasp. We must therefore
rely on observational evidence and judgment to formulate public health policies. This
should not take place in the absence of evidence but we must not be paralysed into
inaction while we wait for the evidence to be absolutely unimpeachable.’

•

The reason RCTs cannot help in such circumstances is that designing studies capable of
addressing complex social issues can be so challenging and expensive that the costs
become prohibitive. Referring to the field of developmental disabilities, Rosenbaum (2010)
argues that people tend to have unreal expectations of RCTs, stating that ‘the requirements
for an RCT are almost impossible to fulfil for the majority of big questions we need to
answer’. The barriers include the need for huge sample sizes, participant retention over time,
the necessarily long duration of the study, and the sheer expense of conducting such
complex studies.

5

Olds et al. (2013) describe some recent changes to the Nurse-Family Partnership home visiting programs that allow more
flexible collaboration between nurses and families to meet families’ needs regarding visit frequency, content, and location
of visits. However, the core content of the intervention remains unchanged from when the program was first developed in
the 1970s.
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•

RCTs are also not well suited to identifying effective strategies for dealing with the infinite
variety in people’s personal histories, circumstances and resources, all of which can affect
the implementation and efficacy of a program, no matter how strong its evidence base. In a
provocatively titled opinion piece in a recent issue of the British Journal of General Practice,
Trisha Greenhalgh (2012b) asks ‘Why are Cochrane reviews so boring?’ She notes that
Five thousand (mostly) high-quality Cochrane reviews notwithstanding, the troubling
aspect of this enterprise is not the few narrow questions that the reviews answer but the
many broad ones they leave unanswered. Lifestyle diseases require lifestyle
interventions, and these require attention to people's identities, values, families, and
communities.
The reason why Cochrane reviews are boring — and sometimes unimplementable in
practice — is that the technical process of stripping away all but the bare bones of a
focused experimental question removes what practitioners and policymakers most need
to engage with: the messy context in which people get ill, seek health care (or not),
receive and take treatment (or not), and change their behaviour (or not).

•

Interventions are often designed, trialed and deployed without the involvement of those for
whom they are designed. As a result, the broader issues faced by parents and carers may be
devalued. Greenhalgh et al. (2015) identify half a dozen such ‘biases’ in evidence-based
medicine, including the lack of patient input to the research process, and the low status given
to experience in the hierarchy of evidence. Greenhalgh and colleagues suggest ways in
which these biases can be reduced.

•

While RCTs can demonstrate that particular programs or interventions are efficacious, most
are unable to determine why it works or what key elements make it effective. This is because
of a failure to provide sufficient detail about the intervention and the functional relationships
between the components to allow replication or to reveal what elements of the program were
responsible for observed changes (Michie et al., 2009). Many RCTs ‘treat evaluation like a
“black box”, carefully monitoring what goes in and what comes out of an intervention, but
overlooking the active ingredients and processes that bring about change’ (Prevention
Action, 2012). To be effective, programs need to be based on a logic model or theory of
change that links the activities of the program to the outcomes it hopes to bring about (Michie
et al., 2009; Prevention Action, 2012).6 The more clearly the effective core components of an
intervention are known and defined, the more readily the program or practice can be
introduced successfully (Michie et al., 2009).

Further, relying solely or principally on findings based on systematic reviews or traditional
evidence hierarchies is problematic for the following reasons:
•

Just as RCTs are subject to errors and biases, so are systematic reviews (Gambrill, 2015;
Hammersley, 2013; Littell, 2008, 2010). Published reviews vary in terms of the transparency
of inclusion criteria, strategies for locating relevant published and unpublished data,
standards used to evaluate evidence, and methods used to synthesize results across studies
(Littell, 2008).

6

This is not a weakness of the RCT model itself, but of how the model is often applied. Techniques such as mediational
analysis (DeGarmo et al., 2009; Hayes & Preacher, 2014) can be used to overcome the problem.
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•

Systematic reviews are also subject to confirmation bias, the tendency to emphasise
evidence that supports a hypothesis or program, and ignore evidence to the contrary (Littell,
2008). As a result, when clinicians look for evidence of effectiveness and when policymakers
select services from the list of evidence-based treatments, the information they find is likely to
be incomplete and potentially misleading (Littell, 2010). This is not an argument against
conducting systematic reviews, since we need ‘comprehensive, reliable, and unbiased
syntheses of credible evidence to make well-informed choices’ (Littell and Shlonsky, 2010),
but does indicate that we need to scrutinize the quality of such reviews carefully before
accepting their conclusions.

•

Organisations compiling lists of evidence-based treatments vary in the procedures and
resulting evidence claims they use, with some organisations being strict and some being
permissive (Karlsson et al., 2014). Practitioners and policy makers should be aware of such
variation in order to make informed decisions regarding which programs to use.

•

As Littell (2010) notes, recent emphasis on evidence-based practice may have increased the
demand for scientific evidence of intervention effects, but it has done little to increase the
supply. There are hundreds of manualised treatment programs and the number continues to
grow. In fact, there are too many programs to be properly evaluated by anyone other than the
program designers. As such, we may never be in a position to be able to identify truly
evidence-based interventions to address every situation or need.

•

Once a particular program has proven to be efficacious, the program cannot evolve without
being subjected to the same rigorous and time-consuming testing. As a result, programs that
are likely to be regarded as the most effective are often programs designed decades ago,
based on the theories of the time and the needs and circumstances of the children and
families at the time. Theories, needs and circumstances have changed dramatically in recent
years and our interventions need to evolve with these changes. While it is possible to modify
elements of ‘proven’ programs – as Olds et al. (2013) have demonstrated – there are limits to
how much can be changed without requiring wholesale retesting (O’Connor et al., 2007).

•

There is evidence that the efficacy of evidence-based interventions can decline over time.
For instance, the efficacy of cognitive behavioural therapy as a treatment for depression has
declined since it was first shown to be effective in the 1970s (Johnsen & Friborg, 2015).
According to Lehrer (2010), this problem of declining efficacy is not confined to
psychotherapy but is wide-spread, including medicine and ecology. The cause of such
temporal declines is unclear, but may reflect the biases in the original studies, or difficulties in
conducting replication studies (Camfield and Palmer-Jones, 2013; Koricheva et al., 2013;
Yong, 2012). It may also be reflective of changes in populations and social conditions,
suggesting that treatments need to evolve, and the revised models subjected to ongoing
testing.

•

Obtaining definitive proof of intervention effects is difficult, and requires causal inferences
that are among the hardest to confirm scientifically (Littell, 2010). As a result, systematic
reviews of different forms of human services often fail to reach any conclusions about what
works and what does not. This problem is well illustrated by a recent Cochrane review of
postnatal parental education for optimizing infant general health and parent-infant
relationships (Bryanton & Beck, 2010). The authors looked for randomised control trials of
any structured postnatal education focusing on the care of an infant or parent-infant
relationships and provided by an educator to individual parents or groups of parents within
8

the first two months after birth. Although the review identified 25 trials, only 15 provided
useable data on outcomes of interest. The trials were small to moderate in size and of
uncertain methodological quality, and no meta-analyses could be performed. The authors
concluded that the benefits of educational programs to participants and their newborns were
unclear. Since there was insufficient evidence to determine the effects of postnatal parental
education for optimising infant general health and parent-infant relationships, they could not
make any recommendations for practice changes at that time. Unfortunately this conclusion
is not uncommon in systematic reviews of interventions in human services.
In commenting on this problem, Littell (2008) notes that reviewers sometimes lower the bar
(that is, deviate from their original standards) in order to be able to reach a conclusion or
support a hypothesis. However, as she observes, this is a slippery slope. The Cochrane
Collaboration has adopted the practice of publishing ‘empty’ reviews when no credible
evidence on a topic can be found. While this might not be very satisfying to reviewers or
policy makers, at least such reviews do not lead readers to the wrong conclusions, and are
useful in identifying important gaps in current knowledge (Littell, 2008).
•

Even when systematic reviews identify programs that have been subjected to high quality
trials and shown to be effective, these programs often account for only a small proportion of
the variance in outcomes, ie. they are only modestly effective at best (Embry & Biglan, 2008;
Fonagy et al., 2014; Shonkoff, 2012).

•

There is also a problem of treatment heterogeneity – averaging results may disguise
considerable variations in outcomes between sub-populations (Kent & Hayward, 2007; Kent
et al., 2010; Kravitz et al., 2004; Pawson, 2013). This means that ‘the benefit or harm of most
treatments in clinical trials can be misleading and fail to reveal the potentially complex
mixture of substantial benefits for some, little benefit for many, and harm for a few’ (Kravitz et
al., 2004). Kent and Hayward (2007) argue the fact that evidence-based medicine gives
greater weight to impersonal statistical data than clinical experience, resulting in
‘… a fundamental mismatch between the evidence provided by clinical trials and the
needs of practicing doctors treating individual patients. Because many factors other
than the treatment affect a patient's outcome, determining the best treatment for a
particular patient is fundamentally different from determining which treatment is best
on average.’ (p. 60).
Moreover, as Greenhalgh et al. (2014) point out, statistically significant benefits may be
marginal in clinical practice.

Taking all of these considerations into account, it is clear that, despite the RCT methodology’s
justifiable claim to be the most powerful way of establishing the efficacy of certain forms of
intervention, we cannot rely upon it totally, especially when seeking the most effective way of
dealing with complex social problems.7
•••••

7

Others who have concluded that we need to broaden the basis on which we make decisions about evidence include
Fonagy et al. (2014), Goodman et al. (2010), McCall & Green (2004), Schorr (2009, 2012) and Schorr & Farrow (2011).
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The discussion so far has focused on the first of the three elements of the broadened definition
of evidence-based practice: evidence-based programs or treatments. We will now consider the
second element: evidence-based practices.

EvidenceEvidence-based processes
Defining evidence-based processes
As outlined above, findings based on research are not sufficient. Instead, evidence-based
programs must be complemented by evidence-based processes (Barth et al., 2012; Barkham et
al., 2010; Charman & Barkham, 2005; Duncan & Miller, 2005; Lieberman et al, 2010; Miller et al.,
2004).
There are several ways in which evidence-based processes can be conceptualised:
•
•
•

as individual or collective clinical expertise or practice wisdom
as concurrent gathering of evidence during practice (‘practice-based evidence’)
as processes that have been proven to be effective across a wide range of interventions

Individual or collective clinical expertise and practice wisdom
In health settings, individual clinical expertise refers to the ability of individual practitioners to use
their clinical skills and accumulated experience to rapidly identify each patient's unique health
status and diagnosis, the individual risks and benefits of potential interventions, and their
personal values and expectations (Sackett et al., 2000). Collective practice wisdom involves the
development of clinical practice guidelines, which are formal advisory statements. Generally,
these are developed via consensus or expert opinion. Rather than determining their
effectiveness through research, clinical practice guidelines are 'validated' using a range of
methods, including peer review (Charman & Barkham, 2005)8.
In social work, clinical expertise is often referred to as practice wisdom (Chu & Tsui, 2008; Klein
& Bloom, 1995; O’Sullivan, 2005; Scott, 1990). Scott (1990) describes this as ‘a process of
incipient deduction’, while Klein and Bloom (1995) define it as ‘a personal and value-driven
system of knowledge that emerges out of the transaction between the phenomenological
experience of the client situation and the use of scientific information.’ The results of this process
are on-the-spot hypotheses that enable social workers to work effectively with parents in the
absence of fully tested methods. Similar strategies for use in psychological therapies are
described by Barkham et al. (2006, 2010).
It has been argued that this form of knowledge been devalued by the widespread tendency to
conflate the evidence-based paradigm with evidence-based programs. Hamersley (2013) states:
It is clear that, in some significant respects, the evidence-based practice movement is antiprofessional: it challenges the claims of professional practitioners – whether doctors, teachers,
social workers, police officers etc. – to be able to make expert judgements on the basis of their
experience and local knowledge. Instead, it is argued that what is good practice can only be
determined through research.

8

See the US National Guideline Clearinghouse – http://guideline.gov/ – for examples.
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Practice-based evidence
Another interpretation of practice-based evidence is that it involves evidence gathered in
practice. This notion of practice-based evidence has two elements: gathering evidence of the
effectiveness of one’s practice or service as it is delivered, and using this evidence to modify
one’s practice to achieve better results.
As defined by Scott Miller and colleagues from the Institute for the Study of Therapeutic Change
(http://scottdmiller.com), practice-based evidence focuses on the outcomes desired by parents,
gets regular feedback from parents as to whether these are being achieved, and adjusts the
method being used to achieve the outcomes that the parents want (Duncan et al., 2004; Miller,
2004; Miller et al., 2004). Reflecting on their exhaustive review of mental health interventions for
children and young people, Fonagy et al. (2014) also note the crucial importance of routine
observations of the impact of treatment of patient’s well-being.
Evidence to support the value of feedback comes from studies of what distinguishes the most
effective practitioners from those who are less effective (Ericcson et al., 2006; Miller et al., 2008).
On the basis of studies of top performers across a wide range of professions, Ericcson et al.
(2006) conclude that the best performers not only work harder at improving their performance,
but also seek and attend to feedback much more than others do. For instance, the most effective
psychotherapists consistently seek client feedback (especially negative feedback) about how the
client feels about them and their work together (Green & Latchford, 2012; Miller et al., 2008).
Similarly, the most effective teachers constantly monitor the results of their own teaching (Farr
and Teach for America, 2010; Hattie, 2008; Ripley, 2010).
Tools for obtaining feedback in clinical work have been developed (Miller et al., 2006; Miller &
Bargmann, 2012). Miller and colleagues at the International Center for Clinical Excellence
(http://www.centerforclinicalexcellence.com/store) have developed a model of Feedback
Informed Treatment backed by a series of manuals (International Center for Clinical Excellence
FIT Manuals Development Team, 2011a, 2011b). Evidence that the use of these tools leads to
improved outcomes has been found in parents receiving psychotherapy (Reese et al., 2009) and
in patients adhering to medication regimes (Pringle et al., 2011).

Common features of evidence-based processes
The third way of conceptualising evidence-based processes is to seek to identify the common
features shared by different efficacious programs – focusing on effective processes rather than
on efficacious programs. Thus, they represent a way of pooling findings across programs whose
efficacy has already been established through RCTs.
Several ways of identifying effective practices have been described:
•
•
•

practice-based syntheses (Dunst et al., 2002a, 2002b; Dunst, 2009),
evidence-based kernels (Embry, 2004; Embry & Biglan, 2008), and
core intervention components (Blasé & Fixsen, 2013).

Practice-based syntheses
Dunst and colleagues (Dunst, 2009; Dunst et al., 2002) are critical of most evidence-based
research syntheses because they are written for researchers rather than practitioners, and pay
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little attention to the direct implication for practice. In their definition, evidence-based practices
are informed by research findings and demonstrate a relationship between the characteristics
and consequences of an experience or opportunity that tell someone what they can do to
produce the desired outcome. A practice is evidence-based when findings from different studies
of the same practice replicate and show that the same practice characteristics are related to the
same outcomes. To make research syntheses more practical, Dunst and colleagues have
developed practice-based syntheses, an approach that seeks to identify the functional
relationship between particular features of interventions and the outcomes they produce.
A practice-centered research synthesis involves systematic analysis and integration of
small bodies of research that have investigated the same or similar practices and the
same or similar outcomes with an explicit eye on the characteristics of the practices that
are related to desired effects and therefore should be the focus of what practitioners and
parents “do” to produce positive benefits. (Dunst et al., 2002)
Examples of evidence-based practices identified through practice-based syntheses include the
characteristics of maternal responsiveness that promote infant attachment (Dunst & Kassow,
2007, 2008) and the key features of effective family help-giving practice (Dunst et al., 2007,
2008).
Evidence-based kernels
According to Embry and colleagues (Embry, 2004; Embry & Biglan, 2008), most of the best
practices involved in efficacious programs involve what they call evidence-based kernels. These
are not programs or curricula in the conventional sense, but fundamental units of behavioural
influence that appear to underlie effective prevention and treatment for children, adults, and
families (Biglan, 2004). Kernels involve one or more of the following mechanisms: reinforcement,
altering antecedents, changing verbal relational responding, or changing physiological states
directly. Embry and Biglan (2008) describe 52 of these kernels. For example, the practice of
timeout was one of the first developed kernels of behaviour-influence (Wolf, et al., 1964).
Demonstrated to reduce the frequency of a wide range of problem behaviors in children, timeout
has become central in many evidence-based prevention programs for parenting (Sanders and
Markie-Dadds, 1996; Forgatch et al. 2005) and has replaced harsher methods of child discipline
as a preferred and more effective option.9
Core intervention components
According to Blasé & Fixsen (2013), few programs are able to identify what they call core
intervention components – those features that are essential to the efficacy of the program – and
other features that can be adapted without jeopardizing outcomes. However, when an
intervention is to be replicated or scaled up, it is critical not only to know whether it is effective,
but also which program elements are essential in making the program successful (Blasé &
Fixsen, 2013; Michie et al., 2009). When a program fails to achieve its outcomes, an
understanding of the core intervention components and whether they were implemented
correctly is essential for diagnosing what was the cause of the failure. Blasé & Fixsen (2013)
outline an approach to identifying core intervention components that, among other strategies,

9

However, this practice is now being challenged by the new wave of ‘brain-based’ parenting experts (e.g. Hughes, 2009;
Hughes & Baylin, 2012; Siegel & Bryson, 2014).
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involves usability testing as a way of gaining the experience and information needed to better
operationalise a program and identify its core intervention components.
These three ways of identifying effective processes have much in common. In particular, they all
generate effective processes from analyses of evidence-based programs. However, as we have
seen, the methodology used to identify evidence-based programs has limitations, and analyses
based on the products of this methodology will necessarily reflect these limitations.
To gain a fuller picture of effective intervention processes, we need to draw on a different body of
evidence, relating to the process of service delivery, that is, the manner in which parents are
engaged and services delivered. This aspect of service delivery is often neglected in the
evidence-based paradigm – programs that are the subject of RCTs are typically described in
terms of their content rather than the nature of the relationship formed between service
deliverers and parents. The reasons for this neglect are unclear. It may be that researchers and
program deliverers take the process aspects of service delivery for granted, acknowledging their
importance but not seeing them as a unique feature of the particular intervention and therefore
not measuring them. However, it may also be that process features of service delivery are
regarded as unimportant, and as not having any impact on the efficacy of the program.
Whether or not the process features of service delivery are important is an empirical question.
We will now review the research to see what the evidence suggests regarding this question.
Different ways of identifying effective processes have been developed, including:
•

The common factors or common elements approach (Chorpita et al., 2005, 2007; Drisko,
2004; Duncan et al., 2010; Rosenszweig, 1936; Sprenkle et al., 2009)

•

Effective help-giving practices (Dunst & Trivette, 1996; Trivette & Dunst, 2007)

Common factors or common elements approach
The common factors approach was developed in the field of psychotherapy and is a way of
understanding how psychotherapy works. It is an excellent illustration of how effective processes
can be identified. There is a great deal of evidence to show that psychotherapy is effective (Carr,
2008; Miller et al., 2008; Wampold & Imel, 2015), but little evidence that any particular model of
therapy is more effective than another, or how therapy works (Sprenkle et al., 2009; Wmapold &
Imel, 2015).
First articulated by Saul Rosenzweig in 1936, the common factors approach suggests that there
are particular therapist attributes, relationship variables, and other factors that make therapy
effective (Ahn & Wampold, 2001; Drisko, 2004; Duncan et al., 2010; Johnsen & Friborg, 2015;
Moloney, 2016; Sprenkle et al., 2009; Wampold et al., 2009). In the words of Johnsen and
Friborg (2015), these common factors ‘represent the chassis that enables the motor to move the
vehicle forward.’
Summarising the evidence for this proposal, Sprenkle et al. (2009) suggest that psychotherapy
works predominantly not because of the unique contributions of any particular model of therapy
or unique set of interventions (known as the model-driven change paradigm) but rather because
of a set of common factors or mechanisms of change that cuts across all effective therapies
(known as the common-factors-driven change paradigm). These two paradigms are not
opposites: models do play an important role in common-factors-driven change. However, models
are not unique sources of change but more the vehicles through which common factors operate.
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Therapists need models to give their work coherence and direction, but the common-factorsdriven paradigm values them more for their capacity to activate common mechanisms of change
found in all successful psychotherapies (Sprenkle et al., 2009).
According to Wampold et al. (2009), the two main conjectures behind the common factors
approach are:
•

that all treatments based on cogent psychological bases, that use therapeutic techniques
consistent with the rationale of the treatment, and that are delivered by competent
therapists who believe in the treatment to patients seeking treatment, are equally
effective, and

•

the therapeutic alliance and therapists are both potent therapeutic ingredients.

The proposal that both the therapeutic alliance (that is, the joint working relationship between the
therapist and the client) and the personal qualities of the therapists themselves are both
significant contributors to the efficacy of psychotherapeutic interventions has empirical support.
In the field of psychotherapy, there is considerable evidence that therapist qualities matter (Blow
et al., 2007; Sprenkle et al., 2009) and that the therapeutic alliance also plays a significant, albeit
modest, role in determining therapy outcomes (Green, 2006; Horvath, 2001; Martin et al., 2000).
Similarly, in other fields, numerous researchers have concluded that the relationship between
parents and professionals is the key to effective practice (Barnes, 2003; Barnes and FreudeLagevardi, 2003; Berlin et al., 1998; Bruner, 2004; Daro, 2009; Davis & Day, 2010; Dunst, et al.,
1988; Dunst & Trivette, 1996; Scott et al., 2007).
An illustration of the importance of the service deliverer and their relationship with parents comes
from a study by McKay et al. (2006) that looked at the potential effect that psychiatrists have on
patient outcomes. This took the form of a randomised control study using data from a study of
the psychopharmacological treatment of depression. The study found that a particular drug
(imipramine hydrochloride) was significantly more beneficial than a placebo for people
undergoing treatment for depression. However, who the patient saw rather than what they
prescribed had a bigger effect: 7% to 9% of the variability in outcomes was due to the
psychiatrist and only 3.4% to the drug. Some psychiatrists were consistently more effective than
others, regardless of whether they were prescribing the drug or the placebo. In fact, the top third
performing psychiatrists in the study achieved better outcomes using the placebo than the
bottom third did using the drug. McKay et al. conclude that we should consider the psychiatrist
‘not only as a provider of treatment, but also as a means of treatment.’
Closely related to the common factors approach is the common elements approach (Chorpita et
al., 2005, 2007). As summarised by Barth et al. (2012), a common elements framework
conceptualizes clinical practice in terms of generic components that cut across many distinct
treatment protocols, and focuses heavily on identifying specific clinical procedures common to
multiple effective and evidence-based manualised treatments. Garland et al. (2008) have shown
how this approach can be used to identify the common elements of a number of different
effective treatment programs for children with behaviour problems (e.g., principles of positive
reinforcement, problem-solving skills training, role-playing, and assigning homework).
Both the common factors and common elements approaches incorporate flexibility within fidelity:
Flexibility in engaging clients is central to an outcome-informed approach. Treatment should be
adapted to meet a client’s characteristics and preferences, including the therapist’s own style or
methods. Fidelity here means assessing the client’s perspective of the treatment to insure that
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the client’s goals are being met and, if not, changing course. In this way, fidelity does not mean
staying true to a treatment manual, but staying true to the client’s goals in the treatment process.
(Barth et al., 2012)
Effective help-giving
Another way in which the processes of service delivery have been analysed is in terms of the
key features of effective helping (Dunst & Trivette, 2007, 2009). On the basis of their research
over 20 years, Dunst and Trivette (2009) identify twelve principles of effective help-giving. Helpgiving is more likely to be effective when:
•

It is both positive and proactive and conveys a sincere sense of help giver warmth, caring,
and encouragement.

•

It is offered in response to an indicated need for assistance.

•

It engages the help receiver in choice and decisions about the options best suited for
obtaining desired supports and resources.

•

It is normative and typical of the help receivers' culture and values and is similar to how
others would obtain assistance to meet similar needs.

•

It is congruent with how the help receiver views the appropriateness of the supports and
resources for meeting needs.

•

The response-costs for seeking and accepting help do not outweigh the benefits.

•

It includes opportunities for reciprocating and the ability to limit indebtedness.

•

It bolsters the self-esteem of the help receiver by making resource and support
procurement immediately successful.

•

It promotes, to the extent possible, the use of informal supports and resources for
meeting needs.

•

It is provided in the context of help giver-help receiver collaboration.

•

It promotes the acquisition of effective behaviour that decreases the need for the same
type of help for the same kind of supports and resources.

•

It actively involves the help receiver in obtaining desired resource supports in ways
bolstering his or her self-efficacy beliefs.

Translating these principles into practice, effective help-giving involves three components (Dunst
et al., 2007):
•

Technical quality includes the knowledge, skills, and competence one possesses as a
professional, and the expression of this expertise as part of practicing one’s craft.

•

Relational practices include behaviours typically associated with effective help-giving
(active listening, compassion, empathy, etc.), and positive practitioner attributions about
help-receiver capabilities. Relational practices also include help giver beliefs about
existing family member strengths and their capacity to become more competent.

•

Participatory practices include behaviours that involve help-receiver choice and decision
making, and which meaningfully involve participants in actively procuring or obtaining
desired resources or supports or achieving desired life goals. Participatory practices also
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include help giver responsiveness to a family’s situation and changing life circumstances,
and help giver flexibility to these situations and circumstances.
All three of these components need to be present for help-giving to be truly effective. Thus, there
is evidence that family-centred programs incorporating participatory help-giving practices are
more effective in empowering families (ie. in supporting and strengthening family competencies
and problem solving abilities) (Judge, 1997; King, et al., 1999; Thompson et al., 1997; Trivette et
al., 1996).
Culturally safe and competent service delivery
The concept of cultural safety is drawn from the work of Maori nurses in New Zealand and has
been defined by Williams (1999) as:
[A]n environment that is safe for people: where there is no assault, challenge or denial of
their identity, of who they are and what they need. It is about shared respect, shared
meaning, shared knowledge and experience of learning, living and working together with
dignity and truly listening.
There is increasing evidence that the blatant disparities between Indigenous and non-indigenous
health and social outcomes are linked to issues regarding accessibility (Downing et al., 2011).
Cultural competency is a key strategy for reducing inequalities in access to services and improve
the quality and effectiveness of care for Indigenous peoples (Cunningham, 2009). The need for
culturally competent services and workforces is described in the United Nations Declaration on
the Rights of Indigenous Peoples (2008) and by Walker et al. (2014), where the responsibilities
of the state is outlined as providing accessible, quality health care (and over services) to
Indigenous peoples and to respect and promote Indigenous health systems, both of which must
be satisfied in order to achieve improved health and social outcomes for Indigenous peoples
(Cunningham, 2009). Developing and embedding cultural competence in health and other
services requires a sustained focus on knowledge, awareness, behavior, and skills at all levels of
service delivery.

Conclusions regarding effective processes
Overall, the evidence considered indicates that how services are delivered is as important as
what is delivered (Davis & Day, 2010; Dunst et al., 1988; Moore, 2014; Pawl & St. John, 1998;
Small et al., 2009). Thus, as Davis and Day (2010) suggest, ‘Outcomes are not simply the result
of advice (e.g. take drug X or play with your child) but are determined also by the ways in which
advice is given’. And, as Dunst and Trivette (2009) have noted, the manner in which support is
provided, offered, or procured influences whether the support has positive, neutral, or negative
consequences.
The evidence also indicates that the quality of the relationships between practitioners and
parents are central to achieving the objectives of services (Bell & Smerdon, 2011; Braun et al.,
2006; Greenhalgh et al., 2014; Moloney, 2016; Scott et al., 2007). As Greenhalgh et al. (2014)
have argued of medical services, ‘Real evidence based medicine builds (ideally) on a strong
interpersonal relationship between patient and clinician.’ Barlow and Scott (2010) make the
same point of child protection service provision:
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‘[T]he answer to working effectively with families in which there is concern that a child is
being harmed, lies not in the whole-sale adoption or implementation of evidence-based
manualised programs; rather, such programs need to be implemented as part of a
broader approach that is underpinned by a recognition of the importance of a long-term
and supportive relationship.’ (p. 59)
Bell and Smerdon (2011) use the term Deep Value to convey the importance of the practitionerparent relationship:
Deep Value is a term … that captures the value created when the human relationships
between people delivering and people using public services are effective. We believe that
there are real benefits in delivering public services in ways that put the one-to-one human
relationship at the heart of service delivery. In these relationships, it is the practical
transfer of knowledge that creates the conditions for progress, but it is the deeper
qualities of the human bond that nourish confidence, inspire self-esteem, unlock potential,
erode inequality and so have the power to transform.
Another important aspect to consider when examining effective processes is whether the service
system can be more specific about the manner in which services are delivered? In a recent
literature review (Moore et al., 2012) conducted for ARACY, my colleagues and I looked at the
evidence regarding service delivery processes and strategies, and effective methods of
engaging with families experiencing vulnerabilities that are associated with better outcomes for
these families. This review complemented an earlier review (McDonald et al., 2012) that had
looked at the evidence regarding the most effective programs for working with families of young
children who are experiencing vulnerabilities.
The review of effective processes concluded that there is general support for the notion that
process aspects of service delivery matter for outcomes in human services. A number of key
elements of effective service delivery processes have been repeatedly identified in the research
literature: regardless of the focus or content of the intervention, effective programs
•

are relationship-based;

•

involve partnerships between professionals and parents;

•

target goals that parents see as important;

•

provide parents with choices regarding strategies;

•

build parental competencies;

•

are non-stigmatising;

•

demonstrate cultural awareness and sensitivity; and

•

maintain continuity of care.

These process variables appear to be of particular importance for the families experiencing the
most vulnerabilities, who are less likely to make use of professional services that do not possess
these qualities. Ways of effectively engaging and empowering vulnerable and marginalised
families have been identified. These include providing services
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•

that help them feel valued and understood, and that are non-judgmental and honest;

•

that have respect for their inherent human dignity, and are responsive to their needs,
rather than prescriptive;

•

that allow them to feel in control and help them feel capable, competent and empowered;

•

that are practical and help them meet their self-defined needs;

•

that take into account their cultural practices and have established respectful relationships
with the community;

•

that are timely, providing help when they feel they need it, not weeks, months or even
years later; and

•

that provide continuity of care – parents value the sense of security that comes from
having a long-term relationship with the same service provider.

The relationship between evidence-based processes and evidence-based programs
This discussion of the processes of effective service delivery raises an important question: what
is the relationship between the processes just outlined (how services are delivered) and the
actual interventions themselves (what is delivered)? A thorough review of the evidence regarding
interventions relevant to the prevention of mental health problems of infants and toddlers
(Barnes, 2003; Barnes & Freude-Lagevardi, 2003) provides answers to this question. This
review concluded that there appears to be a number of necessary, but not sufficient, factors
associated with enhanced early intervention outcomes. They can be divided into primary
(threshold) factors that function in an all-or-nothing manner and secondary factors (fine-tuning).
There are six primary factors:
•
•
•
•
•
•

shared decision-making between parent and therapist/intervenor;
quality of relationship between the parent and the intervenor;
non-stigmatising presentation of intervention;
cultural awareness/sensitivity;
flexible settings/hours; and
crisis help prior to other intervention aims.

The secondary factors include:
•
•
•
•

choice of theoretical model;
choice of timing of intervention;
choice of location to offer intervention—home, clinic, community location; and
choice of intervenor—professional, paraprofessional.

As Barnes and Freude-Lagevardi (2003) explain,
.... if a reasonably satisfying therapeutic relationship cannot be established between
intervenor and client, then the duration or intensity of an intervention program may be of
little consequence. The same applies if the intervention model fails to match the client’s
needs, when the client is not involved in the decision-making or disagrees with any
prescribed program goals/outcomes, when the program is experienced as
stigmatising/labelling, when the cultural background of the participant is ignored, when the
parent is so overwhelmed by urgent and basic needs that this crisis prevents any
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focus/engagement with the program content, or simply, when they are prevented from
participation due to time and/or location barriers. It appears that these primary factors are
predominantly factors of participant perceptions/beliefs, and it is these which may need to
be ascertained and addressed when planning or executing any early intervention
programs.
The primary or threshold factors identified by Barnes and Freude-Lagevardi are nearly all
process factors, whereas the secondary factors relate to the actual programs delivered. What
this suggests is that the process factors represent a necessary precondition for effective delivery
of actual interventions. However, this does not mean that such factors are more important than
the interventions or program.
A telling illustration of the importance of combining effective relational support with effective
programmatic intervention comes from a study by Hebbeler and Gerlach-Downie (2002). This
took the form of an in-depth analysis of a program that provided monthly home visits to mothers
over the first 3 years of the child’s life. The study looked at the content of the home visits and the
nature of the interaction between the home visitor and the mother in order to understand
precisely how the program improved developmental outcomes for children or, alternatively, to
explain why it did not. The program was found to be not very effective: there were small and
inconsistent effects of participation in the home visiting program on parent knowledge, attitude
and behaviour but no overall gains in child development or health. This is despite the fact that
the parents were overwhelmingly positive about the program and spoke highly of their
relationships with the home visitors. Analyses of the home visitors’ theories of change (ie. how
they understood the program produced results) showed that they saw their prime responsibility
as being the provision of social support, and, although they recognised the importance of parentchild relationships, they did little to model or teach the parents better ways of interacting with the
children. Even when they did so, the parents did not recognise what they were doing and thought
the home visitor was trying to teach the child something. Many parents did not see the
importance of replicating the types of home visitor-child interactions and activities they observed.
What this suggests is that providing effective relational support is a necessary but not sufficient
condition for producing changes in behaviour and hence desirable outcomes. Conversely,
providing effective interventions programs in the absence of effective relational support will
compromise the efficacy of the programs. Thus, the two elements – how services are delivered
and what is delivered – are essential for achieving positive outcomes.
•••••
The discussion so far has focused on the first two of the elements of evidence-informed practice:
evidence-based programs and evidence-based processes. The following sections consider the
third element: client and professional values and beliefs.

Client and professional values and beliefs
The third element of broadened definition of evidence-informed practice concerns the values and
beliefs of parents / clients as well as of service providers.

19

Client values
For services to be effective, they must not only be based on evidence-based programs and
evidence-based processes, but they must also reflect the values of parents and the outcomes
that are important to them. The relative neglect of the role of values has led to calls for valuesbased care or values-based practice (Fulford et al., 2012; McCarthy & Rose, 2010; Petrova et
al., 2006; Thistlethwaite, 2012). According to Thomas et al. (2010), ‘Values-based care is a
blending of the values of both the service user and the health and social care professional, thus
creating a true, as opposed to a tokenistic, partnership’ (p. 15). They argue for ‘more qualitative,
value-based evidence to be implemented within health and social care environments in an
attempt to balance the existing dominance of quantitative, evidence-based evidence and to
support the inclusion of stakeholders’ (p. 22). Similarly, Pengra (2000) advocates a values-based
approach to multicultural services in which services are based on the parent’s values, arguing
that such an approach supports pluralism and increases positive outcomes, including an
enhanced quality of life.
As defined by Sackett et al. (2000), patient values refer to the unique preferences, concerns and
expectations each patient brings to a clinical encounter and which must be integrated into clinical
decisions if they are to serve the patient. There is consistent evidence that services are less
effective if they do not address issues that parents see as important, do not address outcomes
they value, and do not use strategies that parents are happy to use (Affleck et al., 1989; Barnes
& Freude-Lagevardi, 2003; Moore et al., 2012; Sprenkle et al., 2009). One of the themes
repeatedly emerging from studies of effective processes is the importance of addressing the
needs that parents – rather than professionals – identify as important. For instance, in the
psychotherapy literature, there is consistent evidence that therapists need to adapt to client
preferences, expectations and characteristics if they are to be effective in helping people
(Sprenkle et al., 2009). Providing support to parents in response to an indicated need for help is
associated with positive consequences, whereas providing social support in the absence of an
indicated need for support has negative consequences (Affleck et al., 1989).
To ensure that the outcomes targeted are those that are important to parents, professionals
need to build genuine partnerships with parents. As noted earlier, the review of effective
processes of service delivery (Moore et al., 2012) found that two of the key elements of effective
service delivery processes were that they involve partnerships between professionals and
parents, and target goals that parents see as important. Similarly, the review by Barnes &
Freude-Lagevardi (2003) found that one of the six primary factors for effective service delivery
was shared decision-making between parent and therapist/intervenor.
Basing services on outcomes that are valued by parents is in contrast to the commonly used
approach of basing services on a pre-selected evidence-based program. The reason for focusing
first on outcomes valued by parents – rather than interventions chosen by professionals – is that
it is possible for a particular intervention to have been shown to be effective by the most rigorous
research standards yet not preferred because it does not lead to the family’s desired outcomes.
As our ideas about what we are trying to achieve evolve, some ‘proven’ strategies or
interventions may no longer be the best option because they do not achieve the ends
professionals and parents now have in mind.
Outcomes-based approaches ‘start with the end in mind’, that is, they begin by identifying the
outcomes parents want to achieve and work backwards from there (Anderson, 2005; Friedman,
2000, 2005; Moore, 2006, 2010). Outcomes-focused services or professionals define what they
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offer or provide in terms of the outcomes that they seek to achieve. In contrast to this approach,
service-based agencies or professional define what they offer in terms of the services they
provide. As Dunst (2012) has shown, agencies and professionals are more likely to describe
what they offer in terms of the services they provide rather than the outcomes they achieve when
federal legislation or funding for the particular service sector uses a service-based rather than an
outcomes-based definition of the service in question.
This may be a concern given that service-based definitions and descriptions encourage
providers and consumers alike to equate outcomes with services – that is, to think that the aim of
the service is to deliver certain programs or interventions, and that this aim is being achieved if
the services are delivered as planned. But that is to confuse the means with the ends: all the
technical expertise of professionals and the various forms of service are only a means to an end
– to improve outcomes in the child and family. The important questions are what kind of
outcomes are being sought, and how do professionals know if their services are producing these
outcomes? Unless the end is kept in mind at all times, there is a danger that practitioners will not
check if the services they are providing are having the desired effect, and may persist in using
strategies that are not working for the particular parents. There is also a danger that policy
makers and funders will frame accountability in terms of outputs rather than outcomes – that is,
they will require the services they fund to report whether they have provided the services they
are funded to provide rather than whether these services have actually made a positive
difference in the lives of parents.1010
There have been a number of models developed to help service systems adopt an outcomesbased approach (Centre for Community Child Health, 2009; Centre for the Study of Social
Policy, 2001; Chinman et al., 2004; Friedman, 2000, 2005; Wandersman et al., 2000; Wiseman
et al., 2007). The best known of these is Mark Friedman’s Results-Based Accountability model
(Friedman, 2005) which is widely used in Australia (eg. Results Leadership Group –
www.resultsleadrship.org). The Centre for Community Child Health (CCCH) has also developed
an outcomes-based approach for child and family services (CCCH, 2010). This involves five
phases: vision planning, action planning, translation and implementation, evaluation, and
analysis and review. The first three steps in using this outcomes-based approach are: ‘Starting
with the end in mind’ (being clear about the desired outcomes), identifying objectives and
indicators that will show when the outcome has been achieved, and identifying effective
strategies for achieving these outcomes.
It should be noted that the third of these steps – identifying effective strategies – also involves
value judgments. As Hammersley (2013) points out, there is an assumption underlying the
conventional model of evidence-based practice that as long as a strategy is evidence-based,
then it can be applied. But there are wider issues to be considered, such as what are and are not
acceptable means for policy-making and practice. Factual knowledge cannot determine good
practice:
One reason for this is that it cannot determine what the ends of good practice should be
or even, on its own, what are and are not appropriate means. These matters necessarily
rely upon judgements, in which value assumptions play as much of a role as factual ones.
Furthermore, the effectiveness of any practical action usually depends not just on what is

10

This is the current funding model system in many health, social and ECEC services, which is why there is still such a
noticeable disparity between outcomes for disadvantaged communities and others.
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done but also on how it is done and when. Skill and timing can be crucial (Hammersley,
2013).
Of all the philosophical frameworks for working with families that have been developed, the one
that best exemplifies a values and outcomes approach is what is known as family-centred
practice in early intervention and family support services, and family-centred care in medical
services. In this approach, services are not predetermined by professionals but based on family
outcomes and values.
Numerous statements of the key principles of family-centred practice and family-centred care
exist (e.g. Bailey et al., 2012; Dunst, 1997; Dunst et al., 2007, 2008; Kuo et al., 2012; Moore &
Larkin, 2006; Rosenbaum et al., 1998; Rouse, 2012; Trivette & Dunst, 2000). According to Dunst
et al. (2008),
Family-centred practices are characterized by beliefs and practices that treat families with
dignity and respect; practices that are individualized, flexible, and responsive to family
situations; information sharing so that families can make informed decisions; family
choice regarding any number of aspects of program practices and intervention options;
parent-professional collaboration and partnerships as a context for family-program
relations; and the active involvement of families in the mobilization of resources and
supports necessary for them to care for and rear their children in ways that produce
optimal child, parent, and family benefits.
Recent literature reviews and meta-analyses of research across a wide range of medical and
early intervention service sectors have consistently shown that family-centred practices have
positive effects in a diverse array of child and family domains, such as more efficient use of
services, decreased health care costs, family satisfaction with services, family well-being,
building child and family strengths, parenting practices, and improved health or developmental
outcomes for children (American Academy of Pediatrics, 2012; Bailey et al., 2012; Dempsey &
Keen, 2008; Dunst et al., 2007, 2008; Dunst & Trivette, 2009; Gooding et al., 2011; Kuhlthau et
al., 2011; McBroom & Enriquez, 2009; Piotrowski et al., 2009; Raspa et al., 2010; Rosenbaum et
al., 1998).

Professional values
Professional values play a role at three levels: the personal values of practitioners, the ethical
practices and guidelines of professions, and the way in which science and evidence are
conceptualised.
At the personal level, what needs to be acknowledged is that everyone has values, even if they
are not well articulated or consistent, and these guide our perceptions and responses to people
and events (Haidt, 2012). This is as true of professionals as it is of parents (McCarthy et al.,
2010). If professionals are not aware of their values (eg. values regarding ethnicity, cultural
differences, sexual orientation) and how these can affect their responses to particular parents,
then they may find themselves behaving in ways that undermine their ability to form a strong
relationship with the family. It is important that professionals are aware of their values and learn
to manage the responses they trigger so that they do not compromise their work and families’
best interests.
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Professionals are also guided by the general values and ethical guidelines of their disciplines
and services. For example, as Kaiser and Hemmeter (1989) note, professionals in early
childhood intervention services have an ethical responsibility to choose interventions that
strengthen families as well as address specific family needs. Therefore, they argue, interventions
that address identified needs without building family capacities should not be used. In the UK,
the National Institute for Health and Clinical Excellence (NICE, 2008) has developed a set of
social value principles to guide its work in developing evidence recommendations for the health
sector.
Another way in which values play a role, albeit often unacknowledged, is in shaping the way we
view the scientific enterprise itself, and evidence-informed practice in particular. As Dokecki
(1989) notes, ‘In the quest to produce usable knowledge, social scientists have typically
espoused a logical positivistic version of empiricism, with its separation of fact and value and its
aspiration to value-neutral inquiry.’ However, since values are unavoidable in all human
knowledge, this approach is unlikely to succeed (Dokecki, 1989); Kelly et al., 2015). While efforts
have been made to reduce bias in the evidence, the role of values has been almost completely
ignored (Kelly et al., 2015). All scientific practices and procedures are value-laden, and
evidence-based practice and evidence-based medicine are necessarily value-laden. Properly
understood, evidence-based practice acknowledges and embraces values (Greenhalgh et al.,
2014; Kelly et al., 2015).

Client and professional beliefs
People’s belief systems also play a major role in guiding their behavior. Recent analyses of
family-centred practice have highlighted the crucial role that both parental and professional
beliefs play in effective service delivery (Dunst et al., 2007, 2008). Parents’ beliefs play an
important mediating role in achieving positive outcomes. These beliefs take two forms: belief in
the intervention plan and belief in their personal ability to implement the intervention as planned
(parental efficacy beliefs). Family-centered practices are not directly related to child development
outcomes but rather indirectly mediated by these beliefs. This is thought to be the case because
family-centered practices strengthen parental beliefs about their own efficacy, and that parents
who feel empowered about their parenting capabilities are more likely to provide their children
development-enhancing learning opportunities (Dunst et al., 2007, 2008).
Professional beliefs also play an important role in the adoption and implementation of effective
practices (Trivette et al., 2012a, 2012b). These also take two forms: belief in the efficacy of the
intervention, and belief in the parent’s ability to implement the plan. Service delivery is more
effective when professionals not only believe in the power of the agreed intervention strategy to
achieve the desired goals, but also in the caregiver/parent’s ability to implement the strategy.

Conclusions regarding values and beliefs
The evidence just reviewed indicates that client and professional values and beliefs play an
important role in determining whether parents accept and use the services that professionals
offer.
The next section outlines what general conclusions can be drawn regarding evidence-informed
practice, based on the evidence considered in the previous sections.
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EvidenceEvidence-informed practice: Conclusions
This review of the evidence regarding the three elements of a broadly conceptualised
understanding of evidence-informed practice (i.e., evidence based programs, evidence based
processes and client values) has shown that there is evidence that all three play a significant role
in determining whether interventions in the human services are effective or otherwise. Relying
solely on evidence-based programs will lead to modest benefits at best and fail to benefit certain
cohorts altogether, particularly the most vulnerable. To support the most vulnerable in our
communities, we need services that engage them effectively and address issues of personal
significance to them. However, we should also note that basing services solely on effective
engagement practices or parent values will not produce significant change either: all three
elements of evidence-informed practice are needed if interventions are to be more effective.
While there is general agreement about what the key sources of evidence are, there is no
consensus on what they should be called. In this paper, we refer to the three sources of
evidence as evidence-based programs, evidence-based processes, and client and professional
values and beliefs, and to the overall process as evidence-informed practice, as shown in the
Figure 1.

Figure 1: EvidenceEvidence-informed practice and its components
We also need to find a way of blending these sources of evidence in practice (Barlow & Scott,
2010; Fonagy et al., 2014; Greenhalgh et al., 2014; Schorr & Farrow, 2011). Reflecting upon
their comprehensive review of mental health treatments for children and adolescents, Fonagy et
al. (2014) note that
… the mere availability of evidence-based therapy is unlikely to deliver good outcomes for
children and young people and their families, and that there are many more issues that
clinicians need to consider in relation to ensuring that clinical practice is scientific … (p. x)
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The field has … shifted away from a simple list of treatments that we can designate as
‘evidence-based’ to a recognition that evidence-based practice must be a process of
mental health care delivery comprising a range of components, only one of which directly
concerns research evidence. (p. 3)
Fonagy and colleagues argue that what is needed is a much more nuanced and
multidimensional conceptualistion of evidence-based practice and offer the following definition:
Evidence-based practice in mental health … may be described as practice that is
consistently science-informed, organised around client intentions, culturally sensitive, and
that continually monitors the effectiveness of interventions through reliable measures of
the child and family’s response, contextualised by the events and conditions that impact
on treatment. (Fonagy et al., 2014, p. 4)
Reflecting on their review of child protection evidence, Barlow and Scott (2010) conclude that
‘… the answer to working effectively with families in which there is concern that a child is
being harmed, lies not in the whole-sale adoption or implementation of evidence-based
manualised programs; rather, such programs need to be implemented as part of a
broader approach that is underpinned by a recognition of the importance of a long-term
and supportive relationship.’ (p. 59)
Similarly, reflecting on their review of evidence-based medicine and its discontents, Greenhalgh
and colleagues (2014) conclude that, despite much progress, evidence-based medicine has not
resolved the problems it set out to address, and they urge a return to its founding principles – ‘to
individualise evidence and share decisions through meaningful conversations in the context of a
humanistic and professional clinician-patient relationship.’
In the following section, we will address the question of how the three elements of evidenceinformed practice can be incorporated into practice, beginning with a consideration of three
forms of implementation fidelity.

Forms of fidelity
In considering ways of increasing the effectiveness of interventions, some prominent theorists
and advocates within the implementation science movement have stressed the importance of
program or implementation fidelity (Durlak & DuPre, 2008; Fixsen et al., 2005; Stith et al.,
2006).11 Also known as adherence, compliance, integrity, or faithful replication, program fidelity is
the extent to which the innovation corresponds to the originally intended program (Durlak &
DuPre, 2008). This form of fidelity is concerned with the faithful delivery of interventions that
have been demonstrated through rigorous research protocols to be efficacious and replicable,
and therefore only addresses the first of the three elements of the broadened conceptualisation
of evidence-informed practice, namely best research evidence.
This paper proposes that, in keeping with this broader understanding of evidence-informed
practice, there are three types of implementation fidelity to be considered: program fidelity,
process fidelity and values fidelity.
11

Other implementation theorists adopt a more flexible, participatory and localized approach (eg. Greenhalgh et al., 2004,
2005; Curran et al., 2008).
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•

Program fidelity is concerned with what is delivered, and with ensuring the faithful delivery
of ‘proven’ programs and strategies according to their original design.

•

Process fidelity is concerned with how services are delivered, and ensuring that services
are delivered in ways that are known to be effective in engaging and changing client
behaviours.

•

Values fidelity is concerned with ensuring that the focus of service and method of service
delivery are consistent with client values.

Each of these forms of fidelity can and should be measured constantly to ensure that help is
implemented in the most effective way, as follows:
•

The strategies or programs used should be evidence-based. Service providers should be
able to draw on a suite of evidence-based strategies to address the range of challenges
that parents face in caring for their children. To ensure that evidence-based strategies are
delivered consistently and rigorously, measures of program fidelity should be regularly
used.

•

The process variables identified as essential for effective service delivery represent the
threshold features of effective service delivery – the bedrock on which the service is
based. These service features are the starting point for all service delivery as well as the
core qualities that continue to infuse all subsequent service delivery. The key qualities
include relationship-based, partnership-based, capacity-building, provision of choices,
addressing immediate practical issues, and addressing background factors. To ensure
that service delivery is faithful to these core practices, measures of process fidelity should
be regularly used.

•

The identification of goals and of strategies to achieve these goals needs to be done in
partnership with parents. To help ensure that the process of selecting goals and
strategies is done systematically, decision-making algorithms and guidelines should be
developed. To ensure that the goals and strategies are compatible with parental values
and priorities, measures of values fidelity should be regularly used.

As noted, program fidelity is the form of fidelity that is usually meant when issues of
implementation are discussed (eg. Durlak & DuPre, 2008; Fixsen et al., 2005, 2009; Stith et al.,
2006). These discussions focus on the identification of evidence-based programs and what
happens when they are delivered in real world settings (Durlak and DuPre, 2008). Research on
this process indicates that the diffusion of effective interventions typically yields diminishing
returns as the process unfolds (Durlak & DuPre, 2008). The recommended solution is to put in
place procedures to ensure that practitioners stay faithful to the original model (Fixsen et al.,
2005; Wiggins et al., 2012).12
A second problem with the intervention science agenda is that it appears to be at odds with the
evidence that effective service delivery needs to be flexible and tailored to local needs and
values. The issue of adapting programs for local conditions is a contentious one, with some
arguing that it can (or should) be done (eg. Castro et al., 2004; Collins et al., 2004; Kendall et al.,
12

There are problems with this strategy, however (Greenhalgh et al., 2014; Hammersley, 2013). One concern is that the
overemphasis on following algorithmic rules in decision-making ‘can crowd out the local, individualised, and patient
initiated elements of the clinical consultation’ (Greenhalgh et al., 2014).
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2008), while others argue against it (eg. Elliott & Mihalic, 2004). In discussing the use of
evidence-based manualised programs in psychotherapy, Kendall et al. (2008) propose that
‘flexibility within fidelity’ is both possible and desirable, arguing that effective therapists value the
strengths and interests of individual parents when planning for treatment and are prepared to
adapt features of the treatment to match their needs and interests. Others are concerned that
evidence-based programs may not meet local needs. Littell and Shlonsky (2009) note that the
widespread adoption of ‘model’ programs can squelch innovation and adaptations necessary to
meet individual needs, respond to local conditions, and respect cultural traditions. Similarly,
McBeath et al. (2010) conclude that there is insufficient evidence to support the uniform
application of such programs in human services, particularly in contexts serving ethnic minority
parents.
In seeking to reconcile the competing demands for program fidelity and values fidelity, we need
to remember that our services cannot be effective if they are not acceptable to and used by
parents. Therefore, whatever process of service delivery we use must maximise the ‘take-up’ of
services by parents.

Maximising ‘take‘take-up’
The ultimate aim of effective implementation is helping parents find solutions to the challenges
that face them. Thus, implementation fidelity is not an end in itself, but a means to an end. The
real issue we should be concerned with is the extent of ‘take-up’ by those we seek to support –
that is, the extent to which parents are able to make use of the support provided, and the extent
to which that leads to actual changes in behaviour.
In considering how to maximise take-up of services, there are several points to note.
First, those we are trying to help are more powerful than we may give them credit for. As
psychotherapy researchers Sprenkle et al. (2008) point out, although we commonly assume that
what therapists do is the most important element of therapy, it is in fact the parents who are the
most important factor in the success or failure of therapy: ‘Clients are the ones who choose what
to pay attention to and how to make it work.’ Thus, although it may seem that the balance of
power in a professional-parent relationship lies with professionals, parents have one decisive
source of power: they can take no notice of what the professional says.
Second, evidence-based programs in isolation, no matter how faithfully they are implemented,
are not guaranteed to produce desirable changes in parents (Fonagy et al., 2014; Whitaker &
Cowley, 2012). They depend entirely upon their acceptability to parents and the extent to which
they can be implemented by parents in their (often messy) real world circumstances. On the
basis of a very thorough review of evidence-based interventions for mental health concerns in
children and young people, Fonagy et al. (2014) conclude that ‘the mere availability of evidencebased therapy is unlikely to deliver good outcomes for children and young people and their
families,’ and highlight two other key factors influencing outcomes: the involvement of families
and children in decision-making concerning their therapy, and the routine observation of the
impact of treatment on patient’s well-being. They suggest that ‘at least as much gain in outcome
can be attributed to shared decision-making and ongoing outcome monitoring as to choosing the
treatment that works for a specific disorder.’
Third, the more effective professionals are at engaging, communicating and forming partnerships
with parents, the better the child and family outcomes will be. In early childhood intervention
services, successful engagement with parents leads to greater use of agreed strategies between
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home visits (Peterson et al., 2007). In medicine, effective communication results in greater
adherence to recommended treatment plans and better health outcomes (Nobile & Drotar, 2003;
Stewart et al., 1999). Engaging parents as partners also leads to better outcomes. As Sweeney
et al. (1998) have observed,
Patients are not passive recipients waiting for doctors to make decisions about their
health: the evidence suggests that the more actively patients participate in consultations,
the better controlled are their chronic diseases.
Fourth, families experiencing the most vulnerabilities are the ones least likely to access and
engage with services (CCCH, 2010). This is partly because of the complex and co-occurring
problems these families face, such as lower family incomes, lower levels of parental education
and intergenerational trauma. These often undermine their efforts to care for their children as
they would wish, or to carry through a particular practice or program that has been
recommended. Additionally, vulnerable parents are less likely to access and engage in services
as they can be particularly sensitive to the manner in which services are delivered. Common
problems include not trusting services, misperceiving what services offer, lacking the social skills
and confidence to negotiate with professionals, and being easily intimidated or put off by
perceived attitudes of staff or other parents (Anning et al., 2007; Attride-Stirling et al, 2001;
Barlow et al., 2005; Carbone et al., 2004; Winkworth et al., 2009, 2010). For many Indigenous
families this may be due to their own negative experiences of institutionalised services (such as
schools and hospitals) characterised by racism and a lack of understanding and respect for their
people and culture. As a result, many Indigenous families are not empowered to support their
children's learning, given their lack of trust in, or understanding of, the system. In medicine, the
more vulnerable patients are - either psychosocially or because they are feeling particularly
unwell – the more they need their doctor to use patient-centred care practices (Little et al., 2001).
Fifth, there has been a tendency for professionals to view parents who do not make good use of
their support as ‘non-compliant’ or ‘resistant’. This kind of language locates the problem within
the client, rather than with the professional or the service system. Similarly, families experiencing
vulnerabilities have often been referred to as ‘hard to reach’, implying that the problem exists in
the families themselves, rather than in the services provided for them (Brackertz, 2007;
Brackertz & Meredyth, 2008; Slee, 2006). There is a growing consensus that, rather than
thinking about certain families as being hard to reach, it is more appropriate to think of them as
being people whom services find difficult to engage and retain in their services (Slee, 2006).
Thus, the onus is upon professionals and services to design and deliver services that will engage
and retain families experiencing vulnerabilities more effectively and ensure greater take-up of
services.

Towards an evidenceevidence-informed decisiondecision-making framework
It is clear from the above analysis of evidence-informed practice that selecting an effective
intervention strategy is not simply a matter of choosing an intervention from a list of ‘proven’
strategies. Instead, one must take account of all contributing factors, including the outcome that
is desired, the circumstances in which the intervention is to be implemented, and the values and
preferences of those involved.
Others who have come to similar conclusions include Littell and Shlonsky (2009), McCarthy and
Rose (2010), Mitchell (2011), and Petr and Walter (2005; 2009). Making the case for what they
call values-based care, McCarthy and Rose (2010) argue that evidence should be seen as part
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of a broader vision of practice which places equal value on a holistic vision of the needs of
patients and clients, professional knowledge and intuition, and seeing patients and clients as
partners in their care. Petr and Walter (2009) propose that the current reliance on evidencebased practice be replaced with an approach they call multidimensional evidence-based practice
that ‘validates consumer wisdom, professional experience, and qualitative research as equal
partners to quantitative research in determining current state-of-the art best practices’. Similarly,
Littell and Shlonsky (2009) note that, although rigorous evidence about the impacts of child
welfare programs and policies is needed to inform policy and practice, this evidence cannot tell
us how to move forward. Even the best evidence must be combined with other considerations to
formulate wise decisions. They call this evidence-informed decision-making, and this is the
usage we will adopt in this paper.
Combining all these factors in the decision-making process is not a simple matter. What would
be beneficial is a decision-making or service-delivery framework to guide practitioners’ work with
parents. Based on the analysis in this paper, such a framework should include the following
elements:
•

First, we need to align program content and methodology with client values, addressing
what the client sees as most important for them.

•

Second, we need to be attuned and responsive to the views and circumstances of the
parents, and engage them as partners.

•

Third, we need to use a purposeful process of joint decision-making in identifying goals to
work on and choosing strategies to use.

•

Fourth, we need to be able to offer parents the choice of a range of evidence-based
strategies and program modules to address the goals that have been agreed.

•

Finally, we need monitor all three types of fidelity on an ongoing basis and make
immediate corrections when it is apparent that they are not being met.

A framework that meets these criteria is described below.
•

Step 1. Begin to build a partnership relationship with the family. The key qualities of
effective relationships are engagement, attunement and responsiveness, and the key skill is
reflective listening. The process of building a sound relationship is ongoing, not something
that is done once, but is built over time through a process of repeated reconnections and
feedback.

•

Step 2. Explore what outcomes are important to the family. This involves an exploration
of family values and circumstances, and what achievable change would make the most
difference to their lives. Finding out what matters most to the family is critical, but it is also
important that, over time, the professionals also share what they see as important outcomes.
The final decision, however, always rests with the family.13

•

Step 3. Agree what outcome will be the focus of work with the family. Identify how the
family will know when the outcome has been achieved, and how this will be measured. The
outcomes chosen by families initially may not be what the professionals would have chosen,
but it is important to respect their first choices as a basis for building a sound partnership.

13

The only exception to this is when there are concerns about a child’s safety.
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With continued mutual sharing of information, the choices that the family makes should
become progressively better informed.
•

Step 4. Explore what strategies are available for addressing the outcomes chosen. This
involves exploring with the family what strategies they already know about or use, as well as
sharing with them information about what evidence-based strategies are available. The
emphasis here should be on identifying and building upon existing family strengths and
resources, as well as on building new competencies, and promoting the family’s capacity to
meet the needs of family members.

•

Step 5. Agree on what strategy or strategies will be used. The strategies should be
acceptable to the family and able to be implemented in their family circumstances. The result
should be an action plan that describes the outcomes and strategies chosen, how the
implementation will be monitored, and what roles the parents, professionals and any others
will play.

•

Step 6. Monitor the process of intervention implementation. During the actual
implementation phase, the role of the professional is to support the family as they implement
the strategy, and to help them make any necessary adjustments. The issues to be addressed
are whether the strategies chosen are able to be implemented as intended, and whether they
are being implemented with program fidelity. Any problems identified should be addressed
promptly and the plan modified as required. It is important not to persist with strategies that
are not working or are causing undue stress.

•

Step 7. Review the process of implementation. In addition to the ongoing support and
monitoring of the implementation, time should be made for a review of action plan. The key
questions are whether the strategy has been able to be implemented and everyone has been
able to contribute as planned. If not, then Steps 4 and 5 should be revisited. This is also a
time for reviewing the parent-professional partnership. The professionals should be seeking
feedback as to whether the parents feel their views are being heard and respected, and
whether they are being helped to develop new competencies.

•

Step 8. Monitor the intervention outcomes. In addition to monitoring the processes
involved in implementation, it is also important to monitor the actual outcomes. The role of
the professional is to help the family use measures identified earlier (Step 3) to check
whether the strategies produced the intended outcomes. Family capacities and
circumstances vary so much that it is impossible to be sure that any particular strategy, even
one that has been effective elsewhere, will work for a particular family. Any indication that a
strategy is not effective or is even causing harm in some way should be a signal for
immediate review.

•

Step 9. Review the outcomes. At an agreed point, a review of the whole intervention plan
should be undertaken by the professional and parents. The main questions to be addressed
are whether the desired outcomes were achieved, and, if not, then why not. This is also a
time for a general reflection on what has been learned – by the family (what new skills have
they developed?) as well as by the professional (what new strategies did they discover?).

Although the framework is presented as a series of steps, this is a schematic representation
only: in practice, the steps are not discrete, and the different processes flow into one another. In
addition, progress through the steps is not always sequential and may be iterative, as there will
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sometimes be a need to circle back and repeat some earlier steps as part of a process of
refocusing.
At the heart of this framework lies the partnership relationship. This is the medium through which
practical help is provided and positive changes made. The process described in the framework
begins with engagement and tuning into family values and priorities, rather than with
professionals deciding beforehand what the family needs and what strategies are most
appropriate for meeting those needs. Evidence-based programs and strategies have an
important role to play, but always in the context of family values and priorities. Information about
such programs is not introduced until a partnership has been established and the professional
has understood the family values and circumstances.
The process described allows for constant adjustments based upon feedback. It is not assumed
that the strategies will always work in the ways intended, and indeed assumes that there may
need to be modifications. This flexibility is a strength rather than a weakness, as the process of
constant adjustments makes it more likely that the interventions will be manageable for the
family and ultimately effective.
This service framework is generic, in that it can be used by an individual practitioner or team
working with a client or family, an agency working with groups of parents or families, a network of
services working with a community, or even a government department working with service
networks. Whatever the context, the use of this framework should maximise parents’ ‘take-up’ of
the service.

Conclusions
This paper began by noting that the assumption behind the push to promote greater
implementation fidelity is that, to get better results from our intervention efforts, we need to be
much more thorough about ensuring that practitioners are able to deliver evidence-based
programs faithfully and consistently. It has been argued that evidence-based practice in its
narrow form cannot provide us with all the information or practices we need to deliver effective
services in real world settings. Instead, we need to broaden our understanding of evidenceinformed practice to include three elements – research evidence (evidence-based programs),
practice evidence (evidence-based processes), and client and professional values (client and
professional values).
Implementation initiatives that are based on a narrow interpretation of evidence-based practice
and that focus principally on ensuring program fidelity are not likely to make a significant
difference to service efficacy. Instead, effective service delivery involves ensuring three forms of
fidelity, corresponding to the three elements of a broader conceptualisation of evidence-informed
decision-making.14
A key question to consider is whether this broader multidimensional concept of evidenceinformed practice represents a paradigm clash with the traditional conceptualization of evidencebased practice. The argument presented in this paper is appears to be at odds with the positivist
and empirical paradigm that is currently dominant in academia and that underpins both the
evidence-based practice and implementation science agendas (Pawson, 2006; Sweeney, 2006).
However, the two paradigms are not incompatible. As others have argued (eg. Mitchell, 2011),
14

See Box 2 for definitions of key terms.
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the two approaches can and should be blended to ensure fully effective services. The service
framework proposed here is one way in which this can be done.
A second key question to consider is whether ‘implementation science’ really is a science, as
Fixsen et al. (2005) suggest? Drawing on the work of Montgomery, Trisha Greenhalgh (2012a)
suggests that medicine – the discipline that spawned the evidence-based practice movement –
is neither a science nor an art, but a practice: ‘specifically, an uncertain, paradox-lad¬en,
judgment-dependent, science-using, technol¬ogy-supported practice’. Moreover, it is a practice
that depends upon skills in developing and sustaining positive partnerships with parents as much
as it does upon the use of evidence-based interventions. As de Boer & Coady (2006) have
stated,
‘… good helping relationships are more ways-of-being than they are about strategies and
techniques. If the effort a worker avails in establishing a positive relationship with clients
is prescriptive and technique driven, it is likely to fail. Workers’ relationship and
engagement skills can only blossom when they are rooted in genuine care and respect for
the clients they serve. Specific techniques can augment an empathic, supportive, and
collaborative approach, but they cannot substitute for this’ (p. 40).
As this paper argues, while it may not be a science in the sense envisaged by Fixsen et al.
(2005), implementation can and should involve practice rigour through the regular monitoring of
three forms of fidelity discussed in this paper.

Box 2. Definitions

Evidence-informed practice refers to the multidimensional service delivery model that integrates
evidence from different sources:
•

Evidence-based programs are interventions that have been experimentally evaluated and
deemed efficacious in meeting specified goals

•

Evidence-based processes are the skills, techniques, and strategies used by practitioners
when interacting with program participants

•

Client and professional values are the values and beliefs that parents and professionals bring
to working relationship

Evidence-informed decision-making is the process whereby the three sources of evidence are
blended when making decisions about the goals and strategies to be used in practice.

32

References
Ahn, H.-N. and Wampold, B.E. (2001). Where oh where are the specific ingredients? A meta-analysis
of component studies in counseling and psychotherapy. Journal of Counseling
Psychology, 48 (3), 251-257.
American Academy of Pediatrics’ Committee on Hospital Care and the Institute for Patient- and
Family-Centered Care (2012). Patient- and family-centered care and the pediatrician's role.
Pediatrics,129 (2), 394-404. Doi: 10.1542/peds.2011-3084
American Psychological Association Presidential Task Force on Evidence-Based Practice (2006).
Evidence-based practice in psychology. American Psychologist, 61 (4), 271-285.
Anderson, A. (2005). The community builder's approach to theory of change: A practical guide
to theory development. New York: The Aspen Institute Roundtable on Community Change.
http://www.aspeninstitute.org/sites/default/files/content/docs/roundtable%20on%20community
%20change/rcccommbuildersapproach.pdf
Anning, A., Stuart, J., Nicholls, M., Goldthorpe, J. & Morley, A. (2007). Understanding Variations in
Effectiveness Amongst Sure Start Local Programmes: National Evaluation Report.
Research Report NESS/2007/FR/024. London, UK: Department for Education and Skills.
http://www.dcsf.gov.uk/everychildmatters/_download/?id=4754
Ashton, J.R. (2006). No evidence of proof is not evidence of no proof. Journal of Epidemiology and
Community Health, 60 (1), 19.
Attride-Stirling, J., Davis, H., Markless, G., Sclare, I. and Day, C. (2001). “Someone to talk to who’ll
listen”: Addressing the psychosocial needs of children and families. Journal of Community
and Applied Social Psychology, 11 (3), 179-191.
Bailey, D.B., Raspa, M. and Fox, L.C. (2012). What is the future of family outcomes and familycentered services? Topics in Early Childhood Special Education, 31 (4), 216-223.
Barkham, M., Hardy, G. and Mellor-Clark, J. (Eds.)(2010). Developing and Delivering PracticeBased Evidence: A Guide for the Psychological Therapies. Chichester, UK: WylieBlackwell.
Barkham, M., Mellor-Clark, J., Connell, J. & Cahill, J. (2006). A core approach to practice-based
evidence: A brief history of the origins and applications of the CORE-OM and CORE System.
Counselling and Psychotherapy Research, 6 (1), 3-15. DOI: 10.1080/14733140600581218
Barlow, J., Kirkpatrick, S., Stewart-Brown, S. and Davis, H. (2005). Hard-to-reach or out-of-reach?
Reasons why women refuse to take part in early interventions. Children and Society, 19 (3),
199-210.
Barlow, J. and Scott, J. (2010). Safeguarding in the 21st Century: Where to now? Dartington,
Devon: Research in Practice.
Barnes, J. (2003). Interventions addressing infant mental health problems. Children & Society,
17(5), 386-395.
Barnes, J. & Freude-Lagevardi, A. (2003). From Pregnancy to Early Childhood: Early
Interventions to Enhance the Mental Health of Children and Families. Volume 1 Report.
London, UK: Mental Health Foundation.
http://www.mentalhealth.org.uk/EasySiteWeb/getresource.axd?AssetID=38638&type=full&ser
vicetype=Attachment
Barth, R.P., Lee, B.R., Lindsey, M.A., Collins, K.S., Strieder, F., Chorpita, B.F., Becker, K.D. and
Sparks, J.A. (2012). Evidence-based practice at a crossroads: The timely emergence of
33

common elements and common factors. Research on Social Work Practice, 22 (1), 108119.
Bell, K. and Smerdon, M. (2011). Deep Value: A literature review of the role of effective
relationships in public services. London, UK: Community Links. http://www.communitylinks.org/uploads/documents/Deep_Value.pdf
Berlin, L. J., Brooks-Gunn, J., McCarton, C., & McCormick, M. C. (1998). The effectiveness of early
intervention: Examining risk factors and pathways to enhanced development. Preventive
Medicine, 27, 238-245.
Blase, K. & Fixsen, D. (2013). Core intervention components: Identifying and operationalizing
what makes programs work. Research brief from the Office of the Assistant Secretary for
Planning and Evaluation, Office of Human Services Policy, U.S. Department of Health and
Human Services. Washington, DC: U.S. Department of Health and Human Services.
http://aspe.hhs.gov/hsp/13/KeyIssuesforChildrenYouth/CoreIntervention/rb_CoreIntervention.
pdf
Blow, A. J., Sprenkle, D. H. and Davis, S. D. (2007). Is who delivers the treatment more important
than the treatment itself? The role of the therapist in common factors. Journal of Marital and
Family Therapy, 33 (3), 298–317. doi: 10.1111/j.1752-0606.2007.00029.x
Bowen, S. and Zwi, A.B. (2005). Pathways to “evidence-informed” policy and practice: A framework
for action. PLoS Med 2 (7): e166
Brackertz, N. (2007). Who is hard to reach and why? ISR Working Paper, January 2007.
Melbourne, Victoria: Institute for Social Research, Swinburne University of Technology.
http://www.sisr.net/publications/0701brackertz.pdf
Brackertz, N. and Meredyth, D. (2008). Social Inclusion of the Hard to Reach: Local Government,
Social Profiling and Civic Infrastructure. Final Report of the Community Consultation and
the Hard to Reach Research Project. Hawthorn, Victoria: Swinburne Institute for Social
Research, Swinburne University of Technology. http://sisr.net/cag/docs/htr_final.pdf
Braun, D., Davis, H. and Mansfield, P. (2006). How Helping Works: towards a shared model of
process. London, UK: Parentline Plus.
http://www.parentlineplus.org.uk/index.php?id=81&backPID=80&policyreports=95
Bruner, C. (2004). Rethinking the evaluation of family strengthening strategies: Beyond traditional
program evaluation models. The Evaluation Exchange, 10(2).
Bryanton, J. and Beck, C.T. (2010). Postnatal parental education for optimizing infant general health
and parent-infant relationships (Review). Cochrane Database of Systematic Reviews,
2010, Jan. 20; (1):CD004068.
Buysse, V. & Wesley, P.W. (2006). Evidence-Based Practice in the Early Childhood Field.
Washington, DC: Zero to Three.
Camfield, L. and Palmer-Jones, R. (2013). Three ‘Rs’ of econometrics: repetition, reproduction and
replication. The Journal of Development Studies, 49 (12), 1607-1614. DOI:
10.1080/00220388.2013.807504
Carbone, S., Fraser, A., Ramburuth, R. and Nelms, L. (2004). Breaking Cycles, Building Futures.
Promoting inclusion of vulnerable families in antenatal and universal early childhood
services: A report on the first three stages of the project. Melbourne, Victoria: Victorian
Department of Human Services.
Carr, A. (2008). What Works with Children, Adolescents, and Adults? A Review of Research on
the Effectiveness of Psychotherapy. London, UK: Routledge.
34

Carroll, C., Patterson, M., Wood, S., Booth, A., Rick, J. & Balain, S. (2007). A conceptual framework
for implementation fidelity. Implementation Science, 2, 40 doi:10.1186/1748-5908-2-40
Castro, F.G., Barrera, M. & Martinez, C.R. (2004). The cultural adaptation of prevention interventions:
Resolving tensions between fidelity and fit. Prevention Science, 5 (1), 41–45.
Centre for Community Child Health (2009). Guide to Outcomes-based Planning and Evaluation.
Parkville, Victoria: Centre for Community Child Health, Royal Children’s Hospital.
Centre for Community Child Health (2010). Engaging marginalised and vulnerable families. CCCH
Policy Brief No. 18. Parkville, Victoria: Centre for Community Child Health, The Royal
Children’s Hospital. http://www.rch.org.au/emplibrary/ccch/PB18_Vulnerable_families.pdf
Centre for Community Child Health (2011). Evidence-based practice and practice-based evidence:
What does it all mean? CCCH Policy Brief No. 21. Parkville, Victoria: Centre for Community
Child Health, The Royal Children’s Hospital.
http://www.rch.org.au/emplibrary/ccch/Policy_Brief_21_Evidence_based_practice_final_web.pdf
Centre for the Study of Social Policy (2001). Using Data to Ensure Accountability. CSSP
Community Decision Making Learning Guides: Learning Guide 6. Washington, DC: Centre for
the Study of Social Policy. http://www.cssp.org/publications/constituents-co-invested-inchange/community-decision-making/using-data-to-ensure-accountability-learningguide-6.pdf
Charman, D. and Barkham, M. (2005). Psychological treatments: Evidence-based practice and
practice-based evidence. InPsych Bulletin, December.
http://www.psychology.org.au/publications/inpsych/treatments/
Chinman, M., Imm, P. and Wandersman, A. (2004). Getting To Outcomes 2004: Promoting
Accountability Through Methods and Tools for Planning, Implementation, and
Evaluation. Santa Monica, California: Rand Corporation.
http://www.rand.org/publications/TR/TR101/
Chorpita, B.F., Becker, K.D. and Daleiden, E.L. (2007). Understanding the common elements of
evidence-based practice: Misconceptions and clinical examples. Journal of the American
Academy of Child and Adolescent Psychiatry, 46 (5), 647- 652.
Chorpita, B. F., Daleiden, E., & Weisz, J. R. (2005). Identifying and selecting the common elements
of evidence based interventions: A distillation and matching model. Mental Health Services
Research, 7, 5-20.
Chu, W.C.K. and Tsui, M.-S. (2008). The nature of practice wisdom in social work revisited.
International Social Work, 51 (1), 47-54. doi: 10.1177/0020872807083915
Collins, L. M., Murphy, S. A. & Bierman, K. L. (2004). A conceptual framework for adaptive preventive
interventions. Prevention Science, 5 (3), 185–196.
Cunningham, M. (2009). Health. Ch. 5 in State of the World’s Indigenous Peoples. New York:
Department of Economic and Social Affairs, United Nations.
http://www.un.org/esa/socdev/unpfii/documents/SOWIP/en/SOWIP_web.pdf
Curran, G. M., Mukherjee, S., Allee, E., & Owen, R. R. (2008). A process for developing an
implementation intervention: QUERI Series. Implementation Science, 3 (1), 17.
doi:10.1186/1748-5908-3-17
Cutspec, P.A. (2004). Origins of evidence-based approaches to best practice: Evidence-based
medicine. Centerscope: Evidence-based Approaches to Early Childhood Development,
2 (1), 1-12.

35

Damschroder, L.J., Aron, D.C., Keith, R.E., Kirsh, S.R., Alexander, J.A. & Lowery, J.C. (2009).
Fostering implementation of health services research findings into practice: a consolidated
framework for advancing implementation science. Implementation Science, 4: 50
doi:10.1186/1748-5908-4-50
Daro, D. (2009a). Perspectives on Early Childhood Home Visitation Programs. Chicago, Illinois:
Chapin Hall, University of Chicago.
Davis, H. and Day, C. (2010). Working In Partnership: The Family Partnership Model. London,
UK: Pearson.
de Boer. C. and Coady, N. (2006). Good helping relationships in child welfare: Learning from stories
of success. Child and Family Social Work, 12, 32-42.
DeGarmo, D.S., Eddy, J.M., Reid, J.B., & Fetrow, R.A. (2009). Evaluating mediators of the impact of
the Linking the Interests of Families and Teachers (LIFT) multimodal preventive intervention
of substance use initiation and growth across adolescence. Prevention Science, 10 (3), 208220.
Dempsey, I. and Keen, D. (2008). A review of processes and outcomes in family-centered services
for children with a disability. Topics in Early Childhood Special Education, 28 (1), 42-52.
Dokecki, P.R. (1983). The place of values in the world of psychology and public policy. Peabody
Journal of Education, 60 (3), 108‐125.
Downing, R., Kowal, E. and Paradies, Y. (2011). Indigenous cultural training for health workers in
Australia. International Journal for Quality in Health Care, 23 (3), 247–57.
Drisko, J.W. (2004). Common factors in psychotherapy outcome: Meta-analytic findings and their
implications for practice and research. Families in Society, 85 (1), 81-90.
Duncan, B.L. and Miller, S.D. (2005). Does manualization improve therapy outcomes? In J. Norcross,
L. Beutler, and R. Levant (Eds.). Evidence-Based Practices in Mental Health: Debate and
Dialogue on the Fundamental Questions. Washington, D.C.: American Psychological
Association Press.
Duncan, B.L., Miller, S.D., Sparks, J.A., Claud, D.A., Reynolds, L.R., Brown, J. & Johnson, L.D.
(2003). The session rating scale: Preliminary psychometric properties of a “working” alliance
measure. Journal of Brief Therapy, 3 (1), 3-12.
Duncan, B. L., Miller, S. D., Wampold, B. E., & Hubble, M. A. (Eds.) (2010). The heart and soul of
change: Delivering what works (2nd Ed.). Washington, DC: American Psychological
Association.
Dunst, C.J. (1997). Conceptual and empirical foundations of family-centered practice. In R. Illback, C.
Cobb and H. Joseph (Eds.), Integrated Services for Children and Families: Opportunities
for Psychological Practice. Washington, D.C.: American Psychological Association.
Dunst, C.J. (2009). Implications of evidence-based practices for personnel preparation development
in early childhood intervention. Infants and Young Children, 22 (1), 44-53.
Dunst, C.J. (2012). Parapatric speciation in the evolution of early intervention for infants and toddlers
with disabilities and their families. Topics in Early Childhood Special Education, 31 (4),
208-215.
Dunst, C. J., & Kassow, D. Z. (2007). Characteristics of Interventions Promoting Parental Sensitivity
to Child Behavior. Winterberry Research Syntheses, 1 (23). Asheville, North Carolina:
Winterberry Press.

36

Dunst, C. J., & Kassow, D. Z. (2008). Caregiver sensitivity, contingent social responsiveness, and
secure infant attachment. Journal of Early and Intensive Behavior Intervention, 5 (1), 40–
56.
Dunst, C.J. & Trivette, C.M. (1996). Empowerment, effective helpgiving practices and family-centered
care. Pediatric Nursing, 22(4), 334-337.
Dunst, C.J. & Trivette, C.M. (2009). Capacity-building family-systems intervention practices. Journal
of Family Social Work, 12 (2), 119–143.
Dunst, C.J., Trivette, C.M. and Cutspec, P.A. (2002). Toward an operational definition of evidencebased practices. Centerscope: Evidence-based Approaches to Early Childhood
Development, 1 (1), 1-10.
Dunst, C.J., Trivette, C.M. & Deal, A.G. (1988). Enabling and Empowering Families: Principles
and Guidelines for Practice. Cambridge, Massachusetts: Brookline Books.
Dunst, C. J., Trivette, C. M., & Hamby, D. W. (2007). Meta-analysis of family centered helpgiving
practices research. Mental Retardation and Developmental Disabilities Research
Reviews, 13 (4), 370–378.
Dunst, C.J., Trivette, C.M. and Hamby, D.W. (2008). Research Synthesis and Meta-Analysis of
Studies of Family-Centered Practices. Asheville, North Carolina: Winterberry Press.
Durlak, J.A. and DuPre, E.P. (2008). Implementation matters: A review of research on the influence
of implementation on program outcomes and the factors affecting implementation. American
Journal of Community Psychology, 41 (3-4), 327-350.
Eccles, M.P. & Mittman, B.S. (2006). Welcome to Implementation Science. Implementation
Science, 1 (1). doi:10.1186/1748-5908-1-1
Elliott, D. S. & Mihalic, S. (2004). Issues in disseminating and replicating effective prevention
programs. Prevention Science, 5 (1), 47–53.
Elvins, R. and Green, J. (2008). The conceptualization and measurement of therapeutic alliance: An
empirical review. Clinical Psychology Review, 26 (7), 1167-1187.
Ericsson, K.A., Charness, N., Feltovich, P. and Hoffman, R. R. (Eds) (2006). Cambridge Handbook
of Expertise and Expert Performance. Cambridge, UK: Cambridge University Press.
Fixsen, D.L., Blase, K.A., Naoom, S.F. and Wallace, F. (2009). Core implementation components.
Research on Social Work Practice, 19 (5), 531-540.
Fixsen, D.L., Naoom, S.F., Blasé, K.A., Friedman, R.M. and Wallace, F. (2005). Implementation
Research: A Synthesis of the Literature. (FMHI Publication #231). Tampa, Florida: The
National Implementation Research Network, Louis de la Parte Florida Mental Health Institute,
University of South Florida.
http://www.fpg.unc.edu/~nirn/resources/publications/Monograph/pdf/Monograph_full.pdf
Fonagy, P. (2001). Early intervention and prevention: The implications for government and the wider
community. Paper presented at the Conference on Attachment and Development –
Implications for Clinical Practice, Sydney, Australia, August 2001.
Fonagy, P., Cottrell, D., Phillips, J., Bevington, D., Glaser, D. & Allison, E. (2014) (2nd Ed.). What
works for whom? A critical review of treatments for children and adolescents. New
York: Guilford Press
Forgatch, M. S., Patterson, G. R., & DeGarmo, D. S. (2005). Evaluating fidelity: Predictive validity for
a measure of competent adherence to the Oregon model of parent management training.
Behavior Therapy, 36 (1) 3–13.
37

Freedman, D.H. (2010). Lies, damned lies, and medical science. The Atlantic, 306 (4) (November).
http://www.theatlantic.com/magazine/archive/2010/11/lies-damned-lies-and-medicalscience/8269/
Friedman, M. (2000). Results Accountability for Proposition 10 Commissions: A Planning
Guide for Improving the Well-Being of Young Children and their Families. California, Los
Angeles: UCLA Center for Healthier Children, Families and Communities.
http://www.healthychild.ucla.edu/icecs/resource/materials/strategic/friedman.accountability.pdf
Friedman, M. (2005). Trying Hard Is Not Good Enough: How to Produce Measurable
Improvements for Customers and Communities. Victoria, British Columbia: Trafford
Publishing.
Fulford, K.W.M., Peile, E. & Carroll, H. (2012). Essential Values-Based Practice: Clinical Stories
Linking Science with People. Cambridge, UK: Cambridge University Press.
Garland, A.F., Hawley, K.M., Brookman-Frazee, L. & Hurlburt, M.S. (2008). Identifying common
elements of evidence-based psychosocial treatments for children’s disruptive behaviour
problems. Journal of the American Academy of Child and Adolescent Psychiatry, 47 (5),
505-514.
Gooding, J.S., Cooper, L.G., Blaine, A.I., Franck, L.S., Howse, J.L. and Berns, S.D. (2011). Family
support and family-centred care in the neonatal intensive care unit: Origins, advances, impact.
Seminars in Perinatology, 35 (1), 20–28. doi:10.1053/j.semperi.2010.10.004
Goodman, L.A., Smyth, K.F. and Banyard, V. (2010). Beyond the 50-minute hour: Increasing control,
choice, and connections in the lives of low-income women. American Journal of
Orthopsychiatry, 80 (1), 3-11.
Green, J. (2006). The therapeutic alliance – a significant but neglected variable in child mental health
treatment studies. Journal of Child Psychology and Psychiatry, 47 (5), 425-435.
Green, D. and Latchford, G. (2012). Maximising the Benefits of Psychotherapy: A Practicebased Evidence Approach. Chichester, UK: Wiley-Blackwell.
Greenhalgh, T. (2012a). Why do we always end up here? Evidence-based medicine's conceptual culde-sacs and some off-road alternative routes. Journal of Primary Health Care, 4 (2): 92-97.
Greenhalgh, T. (2012b). Outside the Box: Why are Cochrane reviews so boring? British Journal of
General Practice, 62 (600): 371. doi: 10.3399/bjgp12X652418
Greenhalgh, T., Howick, J. and Maskrey, N. for the Evidence Based Medicine Renaissance Group
(2014). Evidence based medicine: a movement in crisis? British Medical Journal, 348:
g3725. doi: http://dx.doi.org/10.1136/bmj.g3725
Greenhalgh, T., Robert, G., Bate, P., Kyriakidou, O., Macfarlane, F. and Peacock, R. (2004). How to
Spread Good Ideas: A systematic review of the literature on diffusion, dissemination
and sustainability of innovations in health service delivery and organization. Report for
the National Co-ordinating Centre for NHS Service Delivery and Organisation R & D
(NCCSDO). London, UK: NCCSDO. http://www.sdo.lshtm.ac.uk/files/project/38-finalreport.pdf
Greenhalgh, T., Robert, G., Macfarlane, F., Bate, P., Kyriakidou, O., & Peacock, R. (2005). Diffusion
of innovations in health service organizations: A systematic literature review. Oxford,
UK: Blackwell.
Greenhalgh, T. and Russell, J. (2009). Evidence-based policymaking: a critique. Perspectives in
Biology and Medicine, 52 (2): 304-18.

38

Greenhalgh, T., Snow, R., Ryan, S., Rees, S. and Salisbury, H. (2015). Six ‘biases’ against patients
and carers in evidence-based medicine. BMC Medicine, 13: 200. DOI: 10.1186/s12916-0150437-x
Haidt, J. (2012). The Righteous Mind: Why Good People Are Divided by Politics and Religion.
New York: Pantheon / Random House.
Hammersley, M. (2013). The Myth of Research-Based Policy and Practice. London, UK: Sage
Publications.
Hayes, A. F. and Preacher, K. J. (2014). Statistical mediation analysis with a multicategorical
independent variable. British Journal of Mathematical and Statistical Psychology, 67 (3),
451–470. doi: 10.1111/bmsp.12028
Hebbeler, K. & Gerlach-Downie, S. (2002). Inside the black box of home visiting: A qualitative
analysis of why intended outcomes were not achieved. Early Childhood Research
Quarterly, 17 (1), 28–51.
Hickie, I. B. (2011). Youth mental health: we know where we are and we can now say where we need
to go next. Early Intervention in Psychiatry, 5 (Supplement s1), 63–69. doi: 10.1111/j.17517893.2010.00243.x
Horvath, A.O. (2001). The alliance. Psychotherapy, 38, 365–372.
Hughes, D. (2009). Attachment-Focused Parenting. New York: W.W. Norton.
Hughes, D. and Baylin, J. (2012). Brain-Based Parenting: The Neuroscience of Caregiving for
Healthy Attachment. New York: W.W. Norton.
International Center for Clinical Excellence FIT Manuals Development Team (2011a). Manual 1:
What works in therapy: A primer. Chicago, IL: ICCE Press.
International Center for Clinical Excellence FIT Manuals Development Team (2011b). Manual 2:
Feedback Informed Clinical Work: The Basics. Chicago, IL: ICCE Press.
Ioannidis, J.P.A. (2005a). Why most published research findings are false. PLoS Medicine, 2 (8),
e124. doi:10.1371/journal.pmed.0020124
Ioannidis, J.P.A. (2005b). Contradicted and initially stronger effects in highly cited clinical research.
Journal of the American Medical Association, 294 (2), 218-228. doi:
10.1001/jama.294.2.218
Ioannidis, J.P.A. (2014). How to make more published research true. PLoS Medicine, 11 (10):
e1001747. doi:10.1371/journal.pmed.1001747
Ioannidis, J.P.A. and Khoury, M.J. (2013). Are randomized trials obsolete or more important than
ever in the genomic era? Genome Medicine, 5, 32. doi:10.1186/gm436
Johnsen, T. J., & Friborg, O. (2015). The effects of cognitive behavioral therapy as an antidepressive treatment is falling: A meta-analysis. Psychological Bulletin, 141 (4), 747-768.
http://dx.doi.org/10.1037/bul0000015
Judge, S. L. (1997). Parental perceptions of help-giving practices and control appraisals in early
intervention programs. Topics in Early Childhood Special Education, 17 (4), 457-476.
Kaiser, A.P. and Hemmeter, M.L. (1989). Value-based approaches to family intervention. Topics in
Early Childhood Special Education, 8 (4), 72-86. doi: 10.1177/027112148900800406
Karlsson, P., Bergmark, A., and Lundström, T. (2014). Procedures and claims among US evidence
producing organisations: The case of the Incredible Years programme. Evidence and Policy,
10 (1), 61-76. http://dx.doi.org/10.1332/174426513X672444
39

Kelly, M.P., Heath, I., Howick, J. and Greenhalgh, T. (2015). The importance of values in evidencebased medicine. BMC Medical Ethics, 16: 69. DOI: 10.1186/s12910-015-0063-3
Kendall, P. C., Gosch, E., Furr, J., & Sood, E. (2008). Flexibility within fidelity. Journal of the
American Academy of Child and Adolescent Psychiatry, 47 (9), 987-993.
Kent, D. and Hayward, R. (2007). When averages hide individual differences in clinical trials.
American Scientist, 95 (1), 60-68.
Kent, D. M., Rothwell, P. M., Ioannidis, J. P., Altman, D. G., & Hayward, R. A. (2010). Assessing and
reporting heterogeneity in treatment effects in clinical trials: a proposal. Trials, 11, 85.
http://doi.org/10.1186/1745-6215-11-85
King, G., King, S., Rosenbaum, P., & Goffin, R. (1999). Family-centered caregiving and well-being of
parents of children with disabilities: Linking process with outcome. Journal of Pediatric
Psychology, 24(1), 41-53.
Klein, W.C. and Bloom, M. (1995). Practice wisdom. Social Work, 40 (6), 799-807. doi:
10.1093/sw/40.6.799
Koricheva, J., Jennions, M.D. and Lau, J. (2013). Temporal trends in effect sizes: causes, detection,
and implications. In J. Koricheva, J. Gurevitch & K. Mengersen (Eds.), Handbook of Metaanalysis in Ecology and Evolution. Princeton, New Jersey: Princeton University Press.
Kravitz, R. L., Duan, N. and Braslow, J. (2004). Evidence-based medicine, heterogeneity of treatment
effects, and the trouble with averages. Milbank Quarterly, 82 (4), 661–687. doi:
10.1111/j.0887-378X.2004.00327.x
Kuhlthau, K. A., Bloom, S., Van Cleave, J., Knapp, A. A., Romm, D., Klatka, K., Homer, C.J.,
Newachek, P.W. and Perrin, J. M. (2011). Evidence for family-centered care for children with
special health care needs: A systematic review. Academic Pediatrics, 11 (2), 136–143.
Kuo, D. Z., Houtrow, A. J., Arango, P., Kuhlthau, K. A., Simmons, J. M., & Neff, J. M. (2012). Familycentered care: Current applications and future directions in pediatric health care. Maternal
and Child Health Journal, 16 (2), 297-305.
Landy, S. and Menna, R. (2006). Early Intervention with Multi-Risk Families: An Integrative
Approach. Baltimore, Maryland: Paul H. Brookes.
Lehrer, J. (2010). The truth wears off. New Yorker, December 13th.
http://www.newyorker.com/magazine/2010/12/13/the-truth-wears-off
Lieberman, R., Zubritsky, C., Martinez, K., Massey, O., Fisher, S., Kramer, T., Koch, R., & Obrochta,
C. (2010). Using practice-based evidence to complement evidence-based practice in
children's behavioral health. ORCF Issues Brief. Atlanta, Georgia: Outcomes Roundtable
for Children and Families.
http://cfs.cbcs.usf.edu/_docs/publications/OutcomesRoundtableBrief.pdf
Littell, J.H. (2008). Evidence-based or biased? The quality of published reviews of evidence-based
practices. Children and Youth Services Review, 30 (11), 1299-1317.
doi:10.1016/j.childyouth.2008.04.001
Littell, J.H. (2010). Evidence-based practice: Evidence or orthodoxy? Ch. 6 in B. Duncan, S. Miller, B.
Wampold, & M. Hubble (Eds.), The Heart and Soul of Change: Delivering What Works in
Therapy (2nd. Ed.). Washington, D.C.: APA Press.
Littell, J.H. and Shlonsky, A. (2010). Toward evidence-informed policy and practice in child welfare.
Research in Social Work Practice, 20 (6), 723-725. doi: 10.1177/1049731509347886

40

Little, P., Everitt, H., Williamson, I., Warner, G., Moore, M., Gould, C., Ferrier, K., Payne, S. (2001).
Preferences of patients for patient centred approach to consultation in primary care:
observational study. British Medical Journal, 322, 468-472.
McBeath, B., Briggs, H. E. & Aisenberg, E. (2010). Examining the premises supporting the
empirically supported intervention approach to social work practice. Social Work, 55 (4), 347357.
McBroom, L.A. and Enriquez, M. (2009). Review of family-centred interventions to enhance the
health outcomes of children with type 1 diabetes. The Diabetes Educator, 35 (May/June),
428-438. doi:10.1177/0145721709332814
McCall, R. B., & Green, B. L. (2004). Beyond the methodological gold standards of behavioral
research: Considerations for practice and policy. Social Policy Report, 18 (2), 3–19.
McCarthy, J., Alexander, P., Baldwin, M. and Woodhouse, J. (2010). Valuing professional judgment.
In McCarthy, J. and Rose, P. (Eds.). Values-Based Health & Social Care: Beyond
Evidence-Based Practice. London, UK: Sage Publications.
McCarthy, J. and Rose, P. (Eds.) (2010). Values-Based Health & Social Care: Beyond EvidenceBased Practice. London, UK: Sage Publications.
McDonald, M., Moore, T.G. and Goldfeld (2012). Sustained home visiting for vulnerable families
and children: A literature review of effective programs. Parkville, Victoria: The Royal
Children’s Hospital Centre for Community Child Health and the Murdoch Childrens Research
Institute.
http://www.rch.org.au/uploadedFiles/Main/Content/ccch/resources_and_publications/Home_vi
siting_lit_review_RAH_programs_final.pdf
McKay, K.M., Imel, Z.E. and Wampold, B.E. (2006). Psychiatrist effects in the
psychopharmacological treatment of depression. Journal of Affective Disorders, 92 (2-3),
287-290.
Marley, J. (2000). Editorial: Efficacy, effectiveness, efficiency. Australian Prescriber, 23, 114-115.
Martin, D.J., Garske, J.P. and Davis, M. K. (2000). Relation of the therapeutic alliance with outcome
and other variables: A meta-analytic review. Journal of Consulting & Clinical Psychology,
68 (3), 438-450.
Metz, A.J.R., Espiritu, R. and Moore, K.A. (2007). What Is Evidence-Based Practice? Child Trends
Research-to-Results Brief. Washington, DC: Child Trends.
http://www.childtrends.org/Files//Child_Trends-2007_06_04_RB_EBP1.pdf
Michie, S., Fixsen, D., Grimshaw, J., & Eccles, M. (2009). Specifying and reporting complex
behaviour change interventions: the need for a scientific method. Implementation Science, 4
(1), 40. doi:10.1186/1748-5908-4-40
Miller, S.D. (2004). Losing faith: Arguing for a new way of thinking about therapy. Psychotherapy in
Australia, 10 (2), 44-51.
Miller, S.D. & Bargmann, S. (2012). The Outcome Rating Scale (ORS) and the Session Rating Scale
(SRS). Integrating Science and Practice, 2 (2), 28-31.
www.ordrepsy.qc.ca/scienceandpractice
Miller, S.D., Duncan, B.L., Brown, J., Sorrell, R. and Chalk, M.B. (2006). Improve retention and
outcome: Making ongoing, real-time assessment feasible. Journal of Brief Therapy, 5 (1), 522.
Miller, S.D., Duncan, B.L. & Hubble, M.A. (2004). Beyond integration: The triumph of outcome over
process in clinical practice. Psychotherapy in Australia, 10 (2), 2-19.
41

Miller, S.D., Hubble, M. & Duncan, B. (2008). Supershrinks: What is the secret of their success?
Psychotherapy in Australia, 14 (4), 14-22.
Mitchell, P. F. (2011). Evidence-based practice in real-world services for young people with complex
needs: new opportunities suggested by recent implementation science. Children and Youth
Services Review, 33 (2), 207-216.
Moloney, L. (2016). Defining and delivering effective counselling and psychotherapy. CFCA
Paper No. 38. Melbourne, Victoria: Child Family Community Australia information exchange,
Australian Institute of Family Studies. https://aifs.gov.au/cfca/publications/defining-anddelivering-effective-counselling-and-psychotherapy
Moore, T.G. (2006). Parallel processes: Common features of effective parenting, human
services, management and government. Invited address to 7th National Conference of
Early Childhood Intervention Australia, Adelaide, 5-7th March.
http://www.rch.org.au/emplibrary/ccch/TM_ECIAConf06_Parallel_process.pdf
Moore, T.G. (2007). The nature and role of relationships in early childhood intervention
services. Paper presented at 2nd International Conference of the International Society on
Early Intervention, Zagreb, Croatia, 14-16th June.
http://www.rch.org.au/emplibrary/ccch/TM_ISEIConf07_Nature_role_rships.pdf
Moore, T.G. (2011). Wicked problems, rotten outcomes and clumsy solutions: Children and
families in a changing world. Paper presented at NIFTeY / Centre for Community Child
Health Conference 2011 - Children's place on the agenda... past, present and future –
Sydney, 29th July. http://www.rch.org.au/emplibrary/ccch/NIFTeY_CCCH_Conference_11__paper.pdf
Moore, T.G. and Fry, R. (2011). Place-based approaches to child and family services: A
literature review. Parkville, Victoria: Murdoch Childrens Research Institute and The Royal
Children’s Hospital Centre for Community Child Health.
http://www.rch.org.au/uploadedFiles/Main/Content/ccch/Place_based_services_literature_revi
ew.pdf
Moore, T.G. with Larkin, H. (2006). ‘More Than My Child’s Disability’: A Comprehensive Review
of Family-Centred Practice and Family Experiences of Early Childhood Intervention
Services. Melbourne, Victoria: Scope (Vic) Inc.
http://www.rch.org.au/emplibrary/ccch/EY_Mod2_Reading.pdf
Moore, T.G, McDonald, M., Sanjeevan, S. and Price, A. (2012). Sustained home visiting for
vulnerable families and children: A literature review of effective processes and
strategies. Parkville Victoria: The Royal Children’s Hospital Centre for Community Child
Health and the Murdoch Childrens Research Institute.
http://www.rch.org.au/uploadedFiles/Main/Content/ccch/resources_and_publications/Home_vi
siting_lit_review_RAH_processes_final.pdf
Montgomery, K. (2006). How Doctors Think: Clinical Judgment and the Practice of Medicine.
Oxford, UK: Oxford University Press.
National Health and Medical Research Council (2000). How to use the evidence: assessment and
application of scientific evidence. Canberra, ACT: National Health and Medical Research
Council.
NICE (2008). Social value judgements. Principles for the development of NICE guidance (2nd.
Ed.). London, UK: National Institute for Health and Clinical Excellence.
https://www.nice.org.uk/Media/Default/About/what-we-do/Research-and-development/SocialValue-Judgements-principles-for-the-development-of-NICE-guidance.pdf
42

Nobile, C. and Drotar, D. (2003). Research on the quality of parent-provider communication in
pediatric care: Implications and recommendations. Journal of Developmental and
Behavioral Pediatrics, 24 (4), 279-290.
O’Connor, C., Small, S.A. & Cooney, S.M. (2007). Program fidelity and adaptation: Meeting local
needs without compromising program effectiveness. What Works, Wisconsin – Research
to Practice Series Issue #4. Madison, Wisconsin: University of Wisconsin–Madison, School of
Human Ecology, and Cooperative Extension, University of Wisconsin–Extension.
http://whatworks.uwex.edu/attachment/whatworks_04.pdf
O’Sullivan, T. (2005). Some theoretical propositions on the nature of practice wisdom. Journal of
Social Work, 5 (2), 221-242. doi: 10.1177/1468017305054977
Pawl, J.H. & St. John, M. (1998). How You Are Is As Important As What You Do. Washington, DC:
Zero to Three Press.
Pawson, R. (2013). The Science of Evaluation: A Realist Manifesto. London, UK: Sage
Publications.
Pawson, R., Wong, G. and Owen, L. (2011). Known knowns, known unknowns, unknown unknowns:
The predicament of evidence-based policy. American Journal of Evaluation, 32 (4), 518546.
Pengra, L.M. (2000), Your Values, My Values: Multicultural Services in Developmental
Disabilities. Baltimore, Maryland: Paul H. Brookes.
Peterson, C. A., Luze, G. L., Eshbaugh, E. M., Hyun-Joo, J. and Kantz, K. R. (2007). Enhancing
parent-child interactions through home visiting: Promising practice or unfulfilled promise?
Journal of Early Intervention, 29 (2), 119-135.
Petr, C.G. (2009). Multidimensional evidence-based practice. In C.G. Petr (Ed.), Multidimensional
Evidence-Based Practice: Synthesizing Knowledge, Research, and Values. New York:
Routledge.
Petr, C.G. and Walter, U.M. (2009). Evidence-based practice: a critical reflection. European Journal
of Social Work, 12 (2), 221-232.
Petrova, M., Dale, J. & Bill (K.W.M.) Fulford (2006). Values-based practice in primary care: easing
the tensions between individual values, ethical principles and best evidence. British Journal
of General Practice, 56 (530): 703–709
Piotrowski, C.C., Talavera, G.A. and Mayer, J.A. (2009). Healthy Steps: A systematic review of a
preventive practice-based model of pediatric care. Journal of Developmental & Behavioral
Pediatrics, 30 (1), 91-103. doi: 10.1097/DBP.0b013e3181976a95
Prevention Action (2012). Shining light into the black box, Prevention Action Newsletter, 10
August. http://www.preventionaction.org/what-works/shining-light-black-box/5863
Pringle, J., Melczak, M., Aldridge, A., Snyder, M. and Smith, R. (2011). Medication adherence and its
relationship to the therapeutic alliance: Results from an innovative pilot study within a
community pharmacy MTM practice. Innovations in Pharmacy, 2 (1), Article 33, 1-16.
Raspa, M., Bailey, D.B., Olmsted, M.G., Nelson, R., Robinson, N., Simpson, M.E., Guillen, C. and
Houts, R. (2010). Measuring family outcomes in early intervention: findings from a large-scale
assessment. Exceptional Children, 76 (4), 496-510.
Reese, R.J., Norsworthy, L.A., Rowlands, S.R. (2009). Does a continuous feedback system improve
therapy outcome? Psychotherapy: Theory, Research, Practice, Training, 46 (4), 418-431.
Rogers, S.J. and Vismara, L.A. (2008). Evidence-based comprehensive treatments for early autism.
Journal of Clinical Child & Adolescent Psychology, 37(1), 8–38
43

Rogers, P., Williams, B. and Stevens, K. (2008). Evaluation of the Stronger Families and
Communities Strategy 2000-2004. Issues Paper: Evidence-based policy and practice.
Melbourne, Victoria: Centre for Applied Social Research, RMIT University.
http://mams.rmit.edu.au/2taw7vrtfd76.pdf
Rosenbaum, P. (2010). The randomized controlled trial: an excellent design, but can it address the
big questions in neurodisability? Developmental Medicine & Child Neurology, 52 (2), 111.
Rosenbaum, P., King, S., Law, M., King, G. and Evans, J. (1998). Family-centred service: A
conceptual framework and research review. Physical and Occupational Therapy in
Pediatrics, 18 (1), 1-20.
Rouse, L. (2012). Family-Centred Practice: empowerment, self-efficacy, and challenges for
practitioners in early childhood education and care. Contemporary Issues in Early
Childhood, 13 (1), 17-26. http://dx.doi.org/10.2304/ciec.2012.13.1.17
Sackett, D.I., Rosenberg, W.M.C., Gray, J.A.M., Haynes, R.B. and Richardson, W.S. (1996).
Evidence based medicine: what it is and what it isn't. British Medical Journal, 312, 71-72.
Sackett, D.L., Straus, S.E., Richardson, W.S., Rosenberg, W. & Haynes, R.B. (2000). Evidence
Based Medicine: How to practice and teach EBM (2nd Edition). Edinburgh, UK: Churchill
Livingstone.
Sanders, M.R. and Markie-Dadds, C. (1996) Triple P: A multi-level intervention programs for children
with disruptive behavior disorders. In P. Cotton and H. Jackson (Eds.), Early Intervention
and Prevention in Mental Health. Melbourne, Victoria: Australian Psychological Society
Satterfield, J.M., Spring, B., Brownson, R.C., Mullen, E.J., Newhouse, R.P., Walker, G.G. and
Whitlock, E.P. (2009). Toward a transdisciplinary model of evidence-based practice. The
Milbank Quarterly, 87 (2), 368-390.
Schore, A.N. (2012). The Science of the Art of Psychotherapy. New York: W.W. Norton.
Schorr, L.B. (2012). Broader evidence for bigger impact. Stanford Social Innovation Review, 10
(4), 50-55.
Schorr, L.B. and Farrow, F. (2011). Expanding the evidence universe: Doing better by knowing
more. Washington, DC: Center for the Study of Social Policy.
http://lisbethschorr.org/doc/ExpandingtheEvidenceUniverseRichmanSymposiumPaper.pdf
Scott, D., Salvaron, M., Reimer, E., Nichols, S., Sivak, L. & Arney, F. (2007). Positive Partnerships
with Parents of Young Children. West Perth, Western Australia: Australian Research
Alliance for Children and Youth.
http://www.aracy.org.au/publicationDocuments/TOP_Positive_Partnerships_with_Parents_of_
Young_Children_2007.pdf
Scott, D. (1990). Practice wisdom: The neglected source of practice research. Social Work, 35 (6),
564-568.
Shonkoff, J. P. (2012). Leveraging the biology of adversity to address the roots of disparities in health
and development. Proceedings of the National Academy of Sciences USA, 109 (Suppl. 2),
17302-7. doi: 10.1073/pnas.1121259109.
Siegel, D.J. and Bryson, T.P. (2014). No-Drama Discipline: The Whole-Brain Way to Calm the
Chaos and Nurture Your Child's Developing Mind. Brunswick, Victoria: Scribe.
Slee, P. (2006). Families at Risk: Their Strengths, Resources, Access to Services, and
Barriers. Adelaide, South Australia: Shannon Research Press.
http://ehlt.flinders.edu.au/education/FamilyNeeds/families%20at%20risk%20online.pdf

44

Small, S.A., Cooney, S.M. & O’Connor, C. (2009) Evidence-informed program improvement: using
principles of effectiveness to enhance the quality and impact of family-based prevention
programs. Family Relations, 58 11–13.
Smyth, K. F., & Schorr, L. B. (2009). A lot to lose: A call to rethink what constitutes evidence in
finding social interventions that work. Malcolm Wiener Center for Social Policy Working Paper
Series. Cambridge, Massachusetts: Malcolm Wiener Center for Social Policy at Harvard
Kennedy School of Government.
http://www.hks.harvard.edu/ocpa/pdf/A%20Lot%20to%20Lose%20final.pdf
Sobo, E.J., Seid, M. and Gelhard, L.R. (2006). Parent-identified barriers to pediatric health care: A
process-oriented model. Health Services Research, 41 (1), 148-172.
Sprenkle, D. H., Davis, S. D. and Lebow, J. L. (2009). Common factors in couple and family
therapy: The overlooked foundation for effective practice. New York, NY: Guilford Press.
Stewart, M., Brown, J.B., Boon, H., Galajda, J., Meredith, L. and Sangster, M. (1999). Evidence on
patient-doctor communication. Cancer Prevention and Control, 3 (1), 25-30.
Stith, S., Pruitt, I., Dees, J., Fronce, M., Green, N., Som, A. & Linkh, D. (2006). Implementing
community-based prevention programming: A review of the literature. Journal of Primary
Prevention, 27 (6), 599–617.
Straus, E., Richardson, S. W., Glasziou, P., & Haynes, R. B. (2005). Evidence-based medicine:
How to practice and teach EBM. New York, NY: Elsevier.
Sweeney, K. (2006). Complexity in Primary Care: Understanding Its Value. Oxford, UK: Radcliffe
Publishing.
Sweeney, K.G., MacAuley, D. and Gray, D.P. (1998). Personal significance: the third dimension. The
Lancet, 351 (9096), 134-136. doi:10.1016/S0140-6736(97)06316-2
Thistlethwaite, J. (2012). Values-Based Interprofessional Collaborative Practice: Working
Together in Health Care. Cambridge, UK: Cambridge University Press.
Thomas, M., Burt, M. and Parkes, J. (2010). The emergence of evidence-based practice. In
McCarthy, J. and Rose, P. (Eds.). Values-Based Health & Social Care: Beyond EvidenceBased Practice. London, UK: Sage Publications.
Thompson, L., Lobb, C., Elling, R., Herman, S., Jurkiewicz, T., & Hulleza, C. (1997). Pathways to
family empowerment: Effects of family-centered delivery of early intervention services.
Exceptional Children, 64(1), 99-113.
Trivette, C.M. and Dunst, C.J. (2000). Recommended practices in family-based practices. In S.
Sandall, M.E. McLean and B.J. Smith (Eds.). DEC Recommended Practices in Early
Intervention / Early Childhood Special Education. Longmont, Colorado: Sopris West.
Trivette, C.M. & Dunst, C.J. (2007). Capacity-building family-centered help-giving practices.
Winterberry Research Reports, 1 (1), 1-9.
Trivette, C. M., Dunst, C. J., & Hamby, D. (1996). Characteristics and consequences of helpgiving
practices in contrasting human services programs. American Journal of Community
Psychology, 24(2), 273-293.
Trivette, C.M., Dunst, C.J., Hamby, D.W. & Meter, D. (2012a). Relationship between early childhood
practitioner beliefs and the adoption of innovative and recommended practices. Research
Brief, Volume 6, Number 1. Tots-n-Tech Institute:
http://tnt.asu.edu/files/TotsNTech_ResearchBrief_v6_n1_2012.pdf
Trivette, C. M., Dunst, C. J., Hamby, D. W., & Meter, D. (2012b). Research synthesis of studies
investigating the relationships between practitioner beliefs and adoption of early childhood
45

intervention practices. Practical Evaluation Reports, 4 (1), 1-19. Asheville, North Carolina:
Centre.
United Nations (2008). Declaration on the Rights of Indigenous Peoples. New York: United
Nations.
Walker R, Cromarty H, Kelly L & St Pierre-Hansen N 2009. Achieving cultural safety in Aboriginal
health services: implementation of a cross-cultural safety model in a hospital setting.
Diversity in Health and Care 6 (1), 11–22.
Wampold, B.E. and Bhati, K.S. (2004). Attending to the omissions: A historical examination of
evidence-based practice movements. Professional Psychology: Research and Practice, 35
(6), 563-570.
Wampold, B.E. and Imel, Z.E. (2015). The Great Psychotherapy Debate: The Evidence for What
Makes Psychotherapy Work (2nd Ed.). London and New York: Routledge.
Wampold, B.E., Imel, Z.E. and Miller, S.D. (2009). Barriers to the dissemination of empirically
supported treatments: Matching messages to the evidence. The Behaviour Therapist, 32
(7), 144-155.
Wandersman A., Imm P., Chinman M., Kaftarian S. (2000). Getting to outcomes: A results-based
approach to accountability. Evaluation and program planning, 23, 389–395.
Whittaker, K. A. and Cowley, S. (2012). An effective programme is not enough: a review of factors
associated with poor attendance and engagement with parenting support programmes.
Children & Society, 26 (2), 138–149. doi: 10.1111/j.1099-0860.2010.00333.x
Wiggins, M., Austerberry, H. & Ward, H. (2012). Implementing evidence-based programmes in
children's services: key issues for success. DfE Research Report DfE-RR245. London,
UK: Department of Education.
https://www.education.gov.uk/publications/eOrderingDownload/DFE-RR245.pdf
Williams, R. (1999), Cultural safety — what does it mean for our work practice? Australian and New
Zealand Journal of Public Health, 23 (2), 213–214.
Winkworth, G., Layton, M., McArthur, M., Thomson, L. and Wilson, F. (2009). Working in the Grey –
Increasing Collaboration Between Services in Inner North Canberra: A Communities
For Children Project. Dickson, ACT: Institute of Child Protection Studies, Australian Catholic
University. http://apo.org.au/sites/default/files/In_the_Grey.pdf
Winkworth, G., McArthur, M., Layton, M. and Thompson, L. (2010). Someone to check in on me:
social capital, social support and vulnerable parents with very young children in the Australian
Capital Territory. Child & Family Social Work, 15 (2), 206-215.
Wiseman, S., Chinman, M., Ebener, P.A., Hunter, S., Imm, P.S. and Wandersman, A. (2007).
Getting to Outcomes: 10 Steps for Achieving Results-Based Accountability. RAND
Health Technical Report. Santa Monica, California: RAND Corporation.
http://www.rand.org/pubs/technical_reports/TR101.2/
Wolf, M. M., Risley, T., & Mees, H. (1964). Application of operant conditioning procedures to the
behavior problems of an autistic child. Behaviour Research and Therapy, 1 (2-4), 305–312.
Yong. E. (2012). Replication studies: Bad copy. Nature, 485, 298–300. doi: 10.1038/

46

