HUMBOLDT COUNTY 

INTRODUCTION TO APPLYING EVIDENCE-BASED PRACTICES

ABBREVIATED VERSION

TRAINERS GUIDE

Using The Trainers Guide: 

The Trainers Guide is provided to support the provision of the Humboldt County training, Introduction to Applying Evidence-based Practices.  The purpose of the training is:  
1) To provide information about the Humboldt County Health and Human Services Evidence-based Practices Initiative. 

2) To provide information about Evidence-based Practices. 

3) To promote positive attitudes regarding Evidence-based Practices and the Humboldt County Health and Human Services Evidence-based Practices Initiative. 

The guide format offers information for each slide in the introductory power point presentation.  The wording from each slide is written in BOLD UNDERLINE throughout the guide.  When information is self explanatory, no guidance is offered.  When explanation is necessary it is offered in different forms.   
1) Notes:  Notes are provided in parentheses ().  They are designed to explain the rationale or purpose of a presentation section or slide.  They offer direction such as, the amount of time and attention to spend on particular sections. 

2) Key Points:  Key Points identify important messages, not evident from the language in the power point, to be delivered with particular slides.  Make these Key Points as you present the material. 
3) Scripted Sections: Scripted sections are marked with quotation marks (“”), and offer language for identified sections requiring more detail and direction. Trainers will ultimately develop their own way of delivering this material. 
Slide #1: 
Introduction to Applying Evidence-based Practices 
(Notes: Begin by introducing yourself, outlining the schedule and reviewing logistics:

· Restrooms
· Refreshments, 

· breaks, 
· end time
· other
It is helpful to have an Ice Breaker activity, that encourages the audience to participate and respond to you sets the tone for an interactive training.  There are many different Ice Breakers and you should choose one that fits your style and with which you are comfortable.
A simple and straight forward Ice Breaker is introduction and questions.  If it is a small enough group (8-10) you can ask each person to identify him/herself – name, title, etc.
With larger audiences, it may not be feasible to do individual introductions.  In this case ask the audience, by show of hands, who is there, what their level of understanding of EBP is, and what their attitude toward EBP is.   

“It will be helpful to me to know more about who you are and what your interests may be.  I’m going to ask you for a show of hands.  How many people are from Mental Health? Alcohol and Drug?  Probation? Health? Education? Consumers? Family Members? Anyone else I’ve forgotten? How many people work with Adults? Children? Older Adults?”

“How many are aware of Humboldt County’s Evidence-based Practices Initiative?”  

“How many are familiar with the term Evidence-based Practices?  I’ll ask you to let me know if you are enthusiastic about EBPs, critical of EBPs or suspicious of EBPs.  Who is enthusiastic?  Who doesn’t like them – extra credit for honesty?  Who is suspicious – not sure yet?” 
“Humboldt County is supportive of Evidence-based Practices, but is taking a very thoughtful and balanced approach. . . “  

Key Points:  Review Humboldt County’s Initiative – 

· Humboldt County is committed to transforming its health and human services system to offer services grounded in research. 

· Humboldt County is evaluating outcomes across services systems – MH, SS, Health, AOD, Probation – and identifying key areas in which to adopt more effective practices to improve outcomes.  Where current practice results in strong outcomes, there may be no need to adopt new practices.    
· Some of the evidence-based practices Humboldt County is currently implementing are: 
· Multidimensional Treatment Foster Care (MTFC) 

· Incredible Years
· Parent and Child Interaction Training (PCIT)

· Functional Family Therapy (FFT)

· Family to Family
· CalMAP – Medication Algorithm
· A part of this effort is offer the introductory training they are attending. 
Slide #2: 
Main Points
· Section 1:  Defining evidence based practices (EBP)

· Section 2:  Illustrative Examples

· Section 3:  Challenges for Evidence-based Practices 

· Section 4: Selecting and Implementing Evidence-based Practices 

Slide #3: 
Section 1: Defining Evidence-based Practices
Slide #4: The Movement Toward EBP
· Defining Evidence-Based Practices

…the integration of the best research evidence with clinical expertise and patient values (Institute of Medicine)
Key points:

· There is no single agreed upon definition of Evidence-based Practices.  

· The term, “evidence-based practices,” is used to mean many different things.

· This training is designed to provide trainees with information that will allow them to investigate the term when presented with it and determine how it is being used. 

· Humboldt has chosen an approach that relies upon the definition of by the Institute of Medicine.  It’s recognition that the strongest use of “Evidence-based Practices” must include consideration of the SCIENCE of a practice, CLINICAL EXPERTISE and PATIENT VALUES 

· Why a movement toward “evidence-based practices”--What were we doing before?
Key point:  While the idea of choosing a practice that has scientific support for its effectiveness may seem obvious, very few practices offered in the social service, mental health, and other human service fields are evidence-based.  

(Note:  This is supported by the Surgeon General’s Report on Mental Health, the President’s New Freedom Commission Report and other authorities.) 

· Split between research and practice

· History of practice design by professional consensus rather than controlled research

· Tradition of thinking in terms of access to programs not achievement of outcomes

Slide #5: 
The Movement Toward EBP
(Note: This section reviews four reasons why evidence-based practices has emerged as a priority.)

· What’s different now?

· Science base is larger and more specific
Key Point:  Many of the practices with the strongest evidence have been developed over the last 20 years. 

· Increase in fiscal accountability
· Focus on being able to deliver consistent treatment outcomes 
Key Point: Different populations are not well represented in the health and social service systems.  For example, people of color have less access to services, and receive lower quality care when they do (Surgeon General’s Report – Race, Ethnicity and Culture).  And certain ethnic communities are overrepresented in services that are negative outcomes, for ex. Corrections and Foster Care.  Careful implementation of evidence-based practices may have a positive impact upon these problems. 
· New level of awareness of accountability to stakeholders
Key Point: Consumer and Family advocates are indicative of this. 
Slide #6:  
Merits of Evidence-based Practice

· Achieves outcomes sooner that last longer

· Avoids the adverse consequences of under or over serving

· Ethical

· Cost effective

Slide#7: 
Over and Under Serving
Key Point:  In this diagram the oval in the middle represents NEEDS of an individual or family.  Squares represent SERVICES.  Spaces between the oval and squares represent NEEDS unmet by poor quality &/or poorly tailored services. 

Key Point: We have a tradition in health, social, mental health, alcohol and other drug, probation and other public services of offering someone in need, a minimal amount of services we have offer.  As their predicament does not improve we offer a little more . . . and so on.  Thus we begin by UNDERSERVING.  
Key Point:  In addition to services being too little early on, they are not individualized or properly tailored – there is not a “good fit.”  
Key Point: Eventually, we may add services to the point of OVERSERVING – offering services that are overkill, not meeting key needs, perhaps overwhelming a consumer or family. 

Slide #8: 
Consequences of Over and Under Serving

UNDERSERVING

· Outcomes are not achieved

· Wasted expenditure of time and resources

· Unrealized hopes 
Key Point:  People may initially believe that the services can help them, and that their lives will improve.  When UNDERSERVING we increase services only after failure.  Each failure erodes hope in the system’s ability to help and their own ability to get better. 

· Loss of confidence in effectiveness of future interventions 
Key point: Individuals continue to participate in services, but don’t believe in the process; therefore, they often do not participate actively – miss meetings, do not follow through on agreements, etc. 

OVERSERVING

· Exposes consumer and family to overly intrusive and restrictive interventions

· Unnecessary costs

· Fosters dependence and undermines child/family autonomy
Key point:  Individuals and families come to expect services.  They depend on others to solve their problems. 
Key Point:  A consequence of UNDERSERVING and OVERSERVING is that people do not participate actively in services; their experience is that it will do no good.  However, they are dependent, feel entitled and demand large amounts of services. 

Key Point:  EBPs offer some level of solution to this problem.  They are clearly targeted to specific problems with specific populations, so they are:

1) More likely to fit the participants and their needs. 

2) Dosage is clearly defined, so there is no process of offering too little or too much. If most EBPs are not effective, they do not encourage “more” of the practice.  It is time to try something else. 

3) More likely to be successful, encouraging hope and autonomy. 
(Note: This is a good point in the presentation to engage the audience.  

1) “Any questions about material so far?” 

2) “Does this cycle of underserving and overserving parallel their observations and experience?”  
3) Other questions.) 

Slide #9:  
Levels of Evidence 
(Note: This is perhaps the most important section of the presentation.  It merits a focus of the presenter’s time and energy.) 
Key Point:  Introducing this concept – 
1) Because EBP is receiving so much attention, many call their practices “evidence-based” when they do not have strong scientific research to support the practice.  Calling something “evidence-based” makes it more attractive and marketable.  
2) This confusion is supported by the lack of agreed upon criteria for evidence-based practices.  
3) There are a number authorities and organizations cataloging evidence-based practices and each uses different terms and sets of criteria.  
4) Every model however, has some common components.  Knowing these common components allows us to investigate and understand how others are classifying evidence-based practices. 

· Effective-achieves child/family outcomes, based on controlled research (random assignment), with independent replication in usual care settings.  
Key Point: This is the highest level of scientific support.  It combines: 

1) The strongest research methods – Often called experimental design. 
2) It is done in situations that represent actual service settings. 
This means that an intervention is effective in the “real world” with:
1) the types of clients we serve
2) in the type of environments we serve them
3) with the resources we have
· Efficacious-achieves child/family outcomes, based on controlled research (random assignment), independent replication in controlled settings  

Key Point: This has the strongest research methods; often called experimental design.  But it is NOT done in situations that represent actual service settings. 
Key Point:  Studies supporting Efficacious Practices are often University or Hospital based studies.  The study design is strong, so we have confidence the intervention will do what it promises; however, we don’t know if it will work in real service settings, with consumer and clients with complicated needs. 
Key Point: Support for Effective and Efficacious Practices is much stronger when multiple studies support their outcomes, and studies are carried out by independent researchers not associated with the development of the practice. 

· Not effective- significant evidence of a null, negative, or harmful effect

Key Point:  The growing research base highlights the reality that our service systems continue to invest heavily in practices we know don’t work, and in some cases cause harm.  Examples include: Bootcamps, group interventions with adolescent boys who have conduct disorder. 

· Promising-some positive research evidence, quasi-experimental, of success and/or expert consensus

Key Point:  Studies with strong research designs are very expensive and time intensive.  We don’t want to invest in them, until we have some reason to believe a practice will fare well in this level of research.  Research establishing Promising Practices does this. 

· Emerging practice-recognizable as a distinct practice with “face” validity or common sense test 

Key Point:  All practices start here – they are a good idea.  Most practices take up to 20 years to move from Emerging to Effective or Efficacious. 
(Note: It is helpful to have an answer prepared for questions you may get about stronger and weaker experimental design.)
“Promising Practices, have weaker research designs meaning we have less confidence that the intervention provided caused the outcome.  For example, if a person comes for treatment of depression, you provide an intervention, and the person is less depressed after the intervention.  This is a Pretest – Posttest study design.  The person may be less depressed because of the treatment or for some other reason – for example, because the economy improved and she got a job.  

Effective or Efficacious Practices have stronger research designs that CONTROL for outside variables, so we have more confidence that the outcome is a result of the intervention.  For example, RANDOMIZED ASSIGNMENT TO TREATMENT OR A CONTROL GROUP, establishes two study groups of individuals that are similar in every way, and compares outcomes for those receiving the treatment being studied to those who are not.  In the depression example, if there is random assignment to a control group, we can assume that individuals in both groups will benefit equally from an improved economy.  Treatment is the only variable that distinguishes the two groups. 

Therefore if the treatment group has better outcomes, we can have more confidence that the treatment caused them.”
Slide # 10:  
Section 2:  Illustrative Examples of EBPs 
Slide #11:  Illustrative Examples 

(Note: This section is designed to offer concrete examples of three of the levels of science.  Go through these slides quickly.  Do not present each practice in depth.)  

Key Point:  Two of these three practices  -- IY and Family to Family – are being implemented in Humboldt.  

· Effective 

· Incredible Years
· Promising

· Dialectical Behavior Therapy

· Emerging practice

· Family-to-Family

Slide #12:  
Incredible Years – 

Key Point: This is a mental health, child development, health, social service practice for children 8 years old and younger.  Children with untreated conduct problems at this age often go on to require juvenile justice services as they enter late childhood and adolescence.  It has some of the strongest scientific evidence supporting it, and you will find it in the highest rating on most evidence-based practices web sites. 

· Targets children, ages 2 – 8 yrs, at risk of or presenting conduct problems (aggression, defiance, oppositional, impulsive) 
· A prevention & treatment program
Key Point:  Evaluation and research has demonstrated that this practice is effective preventing conduct problems in children at risk for this, and it is an effective treatment for those exhibiting conduct and behavior problems. 

· Delivered by Clinicians, Teachers & other Practitioners w/Group Therapy Skills & Experience

Key Point:  One characteristic important to EBPs is the qualifications of individuals who can deliver them.  IY can be done by a wide variety of professionals and paraprofessionals across service systems. 

Slide #13:  
Incredible Years  Overview
· Three Separate IY Components:

· Parent Training (Early Childhood & School Age) 

· BASIC Parent Training- (12-14 wks)*
· SCHOOL (Supporting Your Child’s Education)

· ADVANCE Parent Training (10-12 wks)
· Teacher Training – 
· Classroom Management (42 hr teacher training) 

· Classroom Dina Dinosaur (small group pull out 2x wk)

· Child Training –  

· Dina Dinosaur – Social Skills/Problem Solving – 




Small Group Training. 

Key Point:  *BASIC Parenting is the only component that is required to do IY in the manner in which it is designed.  Other components can be added to meet the needs of children and families served, take advantage of opportunities and resources that are available, etc.  The breadth and depth of outcomes for children and families improve as more components are offered.

Key Point:  The different IY components are an excellent illustration of the manner in which practices evolve with each new level of research.  IY began with the BASIC Parent Training.  It was successful with a significant group of children and families; however, the developers looked at families and children who did not do as well – such as parents overwhelmed with personal challenges- and areas in which children did not do as well – such as classroom behavior and school performance, and gradually created new components to address these needs.

Slide 14: 

Incredible Years - Overview

· All Components use Group Format. 

Key Point:  There are a number of effective parenting programs.  Some work with individual families, some are self-administered (CD self-study) and some are group format. As the body of research grows we have greater choice in the types of services to offer, and can tailor our choices to the consumers we serve. For example, in one survey Latino families expressed a preference for group format parenting courses over individual family training.  
· All groups include use of:

· Video Vignettes to encourage group discussion, problem solve, & share ideas

· Modeling 

· Role Play

· Homework/Class Assignments

Key Point:  This strategy for teaching new skills – based in social learning theory -  is common to many evidence-based practices.  The interventionist describes the desired behavior, allows consumers to observe the behavior, encourages the consumer to practice or role play the behavior, and reinforces and teaches the consumer with feedback regarding performance in the role play. 
Slide #15: 
Incredible Years Overview
· BASIC Parent Training – 

· Improved Parental Attitude & Parent/Child Interaction

· Reduced Parental use of violent forms of discipline

· Decreased Child Conduct Problems

Key Point:  IY was developed in response to research demonstrating that children whose parents had inconsistent parenting responses, used violent forms of discipline, and had poor interactions are at greater risk for conduct problems. 

· ADVANCE Parent Training 

· Improved Parental problem solving & communication

· Increased Child social & problem solving skills 

· Reduced Maternal Depression

Key Point:  ADVANCE Parent Training was developed when research demonstrated that parents overwhelmed by their own personal problems and skill deficits did not get outcomes as strong as others. 

Slide # 16:

IY Outcomes
· Teacher Training – 

· Teachers are less critical, harsh & inconsistent

· Students are less aggressive & more cooperative

· Improved student academics and school readiness

· Dina Dinosaur – 

· Improved social skills & conflict management 

· Less classroom aggression

(Note:  As of the writing of this guide, March 22, 2005, Humboldt County is implementing the BASIC Parent Training, and is tentatively planning to add the Dina Dinosaur component and the children’s small groups, in the Fall 2005.)

(Note:  The Teacher Training includes classroom management training, as well as training to deliver social skills and problem solving class curriculum to students [15-20 min modules].  The Dina Dinosaur Classroom curriculum is a separate component in which small groups of children are pulled out of class 2x weekly 1 hour each session for more intensive social skills and problem solving training.  There is a Dina Dinosaur small group component independent of the classroom curriculum as well.) 

Slide # 17:  
Dialectical Behavior Therapy (DBT) 
Key Point:  This practice is not currently being implemented in Humboldt County.  This is a mental health practice.  It treats individuals, usually women – perhaps adolescent girls – diagnosed with Borderline Personality Disorder. 

Key Point:  DBT is a promising practice, that has growing support for its effectiveness, but it doesn’t have studies with the strongest research design supporting it. 

· Developed by Linehan to treat Borderline Personality Disorder

· Demonstrated positive outcomes in two quasi-experimental studies with adult female clients, showing decreased suicide/self-injury behavior and decreased hospitalization 

Key Point:  This practice was chosen as an illustrative example of a Promising Practice and the reason we would consider a practice with a lower level of scientific support.  Individuals with Borderline Personality Disorder (BPD) are a relatively small percentage of mental health clients; however, the risks and costs associated with this population is high.  They are at risk for suicide and suicidal behavior.  People with BPD use large amounts of mental health services and expensive services such as hospitalization.  However, there are no practices for this disorder reaching the level of effective or efficacious. 

Slide #18: 
DBT Therapist Characteristics

· Working assumptions

· The client wants to change

· Their behavior is understandable given her background

· The client needs to try harder to improve; they are not to be blamed, but they are responsible for change

· Clients cannot fail; if goals are not achieved then it is the treatment that is failing

· Therapists need to avoid viewing or talking about the client negatively

· Therapists use a combination of “reciprocal” and “irreverent” communication

· Accepting the client as they are but encourage change

· Centered and firm yet flexible when the circumstances require 

· Nurturing but benevolently demanding

Key Point:  DBT clearly outlines the characteristics one must have to deliver the intervention successfully.  Like other EBPs, DBT places much responsibility upon the therapist.  EBPs do not appear to support the notion of a “resistant client.” 

Slide #19: 

DBT Components

Key Point:  One of the challenges of implementing EBPs is that they are different from traditional services that many of us chose to study.  For example, many mental health professionals trained to be office based therapists offering 50 minute sessions, but many EBPs are not designed to be delivered in this manner.  DBT, however, is and resembles traditional psychodynamic therapy in many ways:  

· Individual therapy

· Weekly

· Assumes relationship with therapist is central

· Telephone contact with individual therapist 

· To assist with managing emotions and applying new skills

· Group skills training

· Core mindfulness skills

· Interpersonal effectiveness skills

· Emotion modulation skills

· Distress tolerance skills

· Therapist consultation

· Therapists receive DBT consultation from DBT colleagues
Slide #20:

DBT Stages 
· Pre-treatment—focus on assessment, commitment and orientation to therapy

· To work in therapy for a specified duration (typically one year) and, within reason, to attend scheduled sessions

· Agree to reduce any suicidal or parasuicidal behavior

· To work on behaviors that interfere with therapy

· To attend skills training group

· Stage 1—focus on decreasing suicidal behavior, therapy interfering behaviors, and behaviors that interfere with the quality of life; develop skills to resolve these problems 

· Stage 2—focus on post-traumatic stress related problems

· Stage 3—focus on self-esteem and individual treatment goals
Key Point:  Treatment in phases is a common characteristic in many EBPs.  Phases guide the interventions, and each must be successfully completed before going to the next. 

Key Point:  Engagement is a phase common to many EBPs. Most find that interventions do not work without engagement, and focus the first phase upon this activity – building hope and investment, encouraging participation.

Key Point:  DBT like FFT and others begins with Engagement.  In this case the DBT client must agree to work first on suicidal behaviors, behaviors that interfere with therapy, & behaviors that interfere with quality of life.  Once progress has been made the client can proceed toward other personal goals.  A focus upon skill building, is another common characteristic of most EBPs. 

Slide # 21:

DBT Targets

· Decreasing suicidal behaviors

· Decreasing therapy interfering behaviors

· Decreasing behaviors that interfere with the quality of life

· Increasing behavioral skills

· Decreasing behaviors related to post-traumatic stress

· Improving self-esteem

· Individual targets negotiated with the client

Slide #22:  Family to Family 
Key Point:  Family to Family is a child welfare practice.  It is a system intervention designed to improve the foster care system.  It is an emerging practice being implemented in Humboldt County. 

· An Annie E. Casey Foundation Initiative

· www.aecf.org/initiatives/familytofamily/
· Number of children in the child welfare system is growing

· Due to system overload, the child welfare system is unable to safely return children to their families or to find permanent homes

· Number of foster families is decreasing

· Urban counties are placing large numbers of children in group care or with relatives who have great difficulty caring for them

· Children of color are vastly over-represented in this group of disadvantaged children

Key Point: Research established the existence of problems outlined in bullets.  With absence of any practice with strong research addressing these problems, the Annie E Casey Foundation developed the Family to Family Model, and is beginning to evaluate outcomes.  It is an emerging practice. 
Slide #23:  Family to Family

· The new system is envisioned to:

· Better screen children being considered for removal from home, determine what services might be provided to safely preserve the family and/or what the needs of the children are

· Be targeted to bring children in congregate or institutional care back to their neighborhoods

· Involve foster families as team members in family reunification efforts

· Become a neighborhood resource for children and families and invest in the capacity of communities from which the foster care population come

· Provide permanent families for children in a timely manner

Slide #24:  
Family to Family Outcomes
· Good foster families can be recruited and supported in the communities from which children are coming into placement

· Dramatic increases in number of foster families

· Child welfare agencies are successfully partnering with disadvantaged communities to provide better care for children

Key Point:  Evaluation is beginning to suggest that Family to Family can bring about these positive outcomes.  As stronger evaluation, and quasi-experimental studies are completed, and confirm these and other positive findings, Family to Family may work its way up the levels of science to a Promising and then Effective Practice. 

Slide #25: 
Family to Family Tools 

· Strategies to recruit, train and retain foster families

· Decision-making model for placement in child protection

· Tracking and analyzing data

· Self-evaluation tool

· Building partnership with neighborhoods and local communities

· Engaging large organizations in change
Slide #26: 
Family to Family Tools. 

· Approaches for engaging and serving drug-affected families

· Promote resilience among front line workers and to promote worker safety

· Models to move children home or to other permanent families in a timely manner

· Communications planning

· Building partnership between public and private child welfare agencies

(Note:  Ask the audience for questions about Levels of Science.  Ask the audience if they are participating in any other Humboldt County EBP Implementation Projects.  If so, what is the practice?  What is it designed to do? What is the level of science for that practice?) 

Slide #27:  
Section 3:  Challenges for Evidence-based Practices
Key Point:  EBP does not have universal support.  Every stakeholder group has concerns about or objections to evidence-based practices.  These stakeholder groups include Agency Administrators and Managers, Direct Service Staff, Consumers, Family Members and others.  It is important to address these objections and concerns to successfully engage stakeholders and implement evidence-based practices.  

Slide #28:  
Challenges for Evidence-based Practices  
(Note:  The amount of attention you give to this section, or each slide in this section should be modified to fit the audience.  Audiences who are not familiar with evidence-based practices – often young direct service staff -  may not be aware of the concerns about evidence-based practices.  You may not want to focus upon this section for them as close attention to this section may cause confusion.  Audiences who may be skeptical about EBPs will require more attention to this section.  Audiences who represent one of the areas of questioning – professionals, consumers, family members, particular ethnic constituencies - may require more time on a particular area of concern.)
· Limits Family/Youth/ Practitioner Choice 

· Devalues Professional Expertise

· Inconsistent with Child Centered, Consumer-Driven, Recovery Oriented, Family- Driven Services

· Are Not Culturally Competent

Slide #29:  
Staff Challenges to EBP 
Key Point:  Many agency staff who have seen fads come and go, and are satisfied with 
the services they are providing will have these responses to EBPs.  It will be important to work through these disagreements to effectively implement EBPs. 

· Evidence-based practices will not apply to our setting—That may work for them but not us.
· There are too few practices that have been researched—There is nothing better out there.
· Many good practices have not been rigorously studied—How do you know that what we are doing isn’t working?
· Many current practices are the same or similar to evidence-based practices—We already do that.
· Evidence based practices are too prescribed limiting consumer and clinician choices—Social work/therapy is more art than science.
Slide #30:  
Limits Family/Youth/Practitioner Choice – Devalues Professional Expertise

· Do evidence-based practices limit consumer and family choice?

· Do evidence-based practices limit practitioner choice?

· Do evidence-based practices devalue professional expertise

Key Point:  Consumers fear EBPs will limit their choice of services.  Practitioners have concern that EBPs will limit their choice re: services they provide, and that they will be forced to provide prescribed or “cook book” interventions that don’t require strong skills. 

Slide #31:  
Points for Consideration 

What is our experience in other health care fields, when evidence-based practices are implemented well?  

“Let’s consider an example of evidence-based practices delivered well in the field of medicine.  How many have had personal experience or have knowledge of someone who has suffered from cancer?  If they had a good experience, what was the first step?  The doctor reviewed their condition, and outlined a series of options – different levels of surgery, different levels of chemotherapy, and different combinations of the two.  It is likely that the doctor was able to cite the research statistics related to each treatment.  Next, if this was a positive process the individual probably asked the doctor for his or her opinion.  What would he or she do? And finally, the individual made a personal decision. 
Medicine does not always offer evidence-based practices, but in this case do you feel the process limited consumer choice?  Limited physician choice?  Did it devalue the physicians expertise? 

How might this process look in our fields?  For example, if you sat down with a young man who has been arrested again, and his family.  You could explain that there are options.  The young man can be placed in a Boot Camp.  Research tells us that he will likely increase his criminal behavior by 11% once released.  He can be placed in a group home.  Research tells us that it is likely his behavior will improve while in placement, but that he will resume his previous criminal behavior when he returns home.  Or we can offer FFT, and expect a 25  - 60% reduction in his criminal behavior.  

Would this evidence-based process – based on the definition we reviewed at the beginning – Science, Clinical Expertise and Client Values - be an improvement to the way in which we do business?” 

Key Point:  Evidence-based Practices will not necessarily be implemented in the positive manner described.  It, like anything, can be implemented well – bringing improvements – or poorly – causing harm.  Many of the concerns we have are related to poor implementation of EBP, not necessarily EBPs themselves.  We must guard against poor implementation of EBP. 

Slide #32:  
Inconsistent with Child Centered, Family-Driven Services or Recovery? 
Key Point:  Some are concerned that EBPs may disprove beliefs we hold dear – Recovery, Family Partnership, Cultural Competency, and others.

· What if Evidence-based Practices. . . 

· Shame and Blame?

· Separate Families?

· Are punitive?

· Promote Hopelessness/Helplessness? 

· Are incompatible with what Consumers, Families and Youth want?

Slide #33:  
Points for Consideration 

Key Point:  Our reviews of EBPs find that they confirm our belief in such things as Cultural Competence, Family Partnership, Consumer Driven Services and Recovery.  

· EBPs for Children/Youth:

· Are Family and Community Based

· Identify Engagement as a Critical Phase

· Create Hope

· Identify Engagement as the responsibility of the Interventionist, not the Family

· Focus upon Skills Building

· Structured Flexibility / Individually Tailored
Key Point:  If we believe Recovery, Family Partnership, Cultural Competency are necessary for success, we should expect to find them practices that are demonstrating effectiveness. 

Key Point:   While there is fairly consistent agreement about principles related to Recovery, Family Partnership, Cultural Competency we are less clear about how to operationalize or measure practices consistent with these values.  EBPs appear to offer information about how to measure and operationalize practices consistent with these values. 

Slide #34:  
Are Not Culturally Competent

· “Ethnic minority” populations have been abused in scientific experiments 
Key Point:  Many communities harmed in scientific research do not trust the scientific community
· Most research includes the limited cultural, ethnic, gender populations
Key Point: Most research is done on majority population, often men, and often college 
students.
· There is concern that practices researched only with the majority population, will be forced upon diverse communities to their detriment
Key Point: There is concern that practices established with the majority population will actually harm individuals in other ethnic communities. 
Slide #35: 
Points for Consideration

· Continue to advocate for a Culturally Competent Research Agenda
Key Point:  EBP must be implemented well to address concerns.  We must advocate for improvements in the manner in which research is done.  We must advocate for a more culturally competent research agenda.
· Examine research supporting an EBP carefully re: culture/ethnicity/etc.
Key Point:  We must look for and analyze the evidence for practice for information about culture, race and ethnicity.  This information or lack of it should be factored into decisions about adopting particular practices. 
· Evidence-based practices should be available, as an option, for all individuals regardless of ethnicity or culture, unless there is evidence to the contrary.  (CIMH Draft Recommendation)

Slide #36:  
Selecting and Implementing EBPs 
(Note – This section transitions to the areas that must be considered with selecting EBPs to Implement.  Several points have already been covered: Levels of Science and Alignment with Values.  Two are self-explanatory: Cost and Safety / Ethical Considerations.  Transport Burden will only be of interest to administrators and managers directly responsible for decision making.  Fidelity is the focus of this section for all audiences.)

· Levels of science

· Alignment with values 

· Cost

· Requirements for Fidelity 

· Transport burden and system capacity for change

· Safety and ethical considerations

Slide #37:  
Fidelity 
(Note: This is a key point that deserves time and attention.) 

Key Point:  Implemented properly, evidence-based practices will be offered with high fidelity.  Delivered with fidelity an EBP is implemented as it was designed and researched.
· Adopting-Implementing with fidelity to the program principles and practices
Key Point:  When an EBP is Adopted, it is implemented as it was designed and researched.  Adopting a practice increases the chances it will achieve the outcomes cited by research.
· Adapting-Applying the practice with adjustments from the prescribed program 
Key Point:  When an EBP is Adapted, it is implemented with changes to its basic design.  When a practice is adapted, it is less likely it will achieve the outcomes cited by research

· Adoption is most likely to result in similar outcomes

· Implementing an EBP requires planning, training, supervision, infrastructure supports, and agency commitment

Key Point:  EBP cannot be implemented with fidelity, by offering only training.  Strong implementation of EBP requires planning, on going training, monitoring fidelity, active supervision – and the infrastructure and commitment required to do this.
· Adopt—Validate—Adapt—Evaluate
Key Point:  Humboldt County will ADOPT new practices with fidelity, VALIDATE that it is delivering the practice with fidelity – achieving expected outcomes – and identifying groups who are not experiencing success, ADAPT the practice to better meet the needs of those who have not had success, and EVALUATE the outcomes for those who receive the adapted practice.  
Slide #38: 
Fidelity 
(Note: This slide is designed for administrators and decision makers.  It is not necessary for most staff)
· The level of training varies but typically involves:

· Intensive training (2-3 days)

· Booster training (1 day quarterly for the first year)

· Daily/every contact data & Weekly supervision

· Evaluation of fidelity & Evaluation of outcomes
Key Point:  When adopting a new practice we traditionally send staff to a 2-3 day training and we are done.  Staff usually start out enthusiastic about the new practice but eventually drift back to what they have done.  Successful implementation of EBP typically involves the four steps outlined in this first bullet.
· Transport strategies may be pre-packaged by developers, based on expert trainers, or locally developed which will impact the cost and transport burden

· Training does not necessarily result in high fidelity implementation, need to measure adherence to the program and achievement of consumer outcomes

Slide #39:  
Finding EBPs 

Key Point:  There is an increasing amount of rich, easy to find and easy to digest information about Evidence-based Practices.
· Office of the Surgeon General 
· http://www.surgeongeneral.gov/sgoffice.htm
Key Point:  Good general scientific information.  See three reports about Mental Health; Race, Culture and Ethnicity; and Youth Violence

· Strengthening America’s Families 

· http://www.strengtheningfamilies.org
Key Point:  The next two sites have lists of child and family practices sorted by the type of intervention.  You can drill down for more detail.
· SAMHSA Model Programs

· http://www.modelprograms.samhsa.gov
· Promising Practices Network on Children, Families and Communities 

· http://www.promisingpractices.net
Key Point:  This site organizes practices by a variety social service, health, education and mental health outcomes.  Be cautious, practices without strong scientific evidence are included in this site.  
Slide #40: 

Finding EBPs 

· Evidence-Based Practices in Mental Health Services for Foster Youth – California Institute for Mental Health

· http://www.cimh.org/downloads/Fostercaremanual.pdf
· SAMHSA’s National Mental Health Information Center 

· http://www.mentalhealth.org/cmhs/communitysupport/t

 HYPERLINK "http://www.mentalhealth.org/cmhs/communitysupport/toolkits/" \t "_blank" oolkits/
Key Point: This site has information about adult mental health practices.  Humboldt county is implementing two of the toolkit projects – Medication Algorithm and Integrated Dual Diagnosis Treatment

· National Institute of Mental Health 

· http://www.nimh.nih.gov/publicat
Key Point: this site has science based material developed for consumers, families and non mental health professionals. 
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