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Introductions

• Brief introductions:
– Why did you select this workshop?
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INTERVENTION RESEARCH INVOLVES
THE USE OF SCIENTIFIC METHODS TO
EVALUATE WHETHER AN INTENTIONAL
CHANGE STRATEGY IS BOTH
EFFICACIOUS AND EFFECTIVE (FRASER, RICHMAN,

GALINSKY, & DAY, 2009).

What is intervention research?

Purpose of workshop
• To introduce participants to the five phases* of
intervention design, implementation, and evaluation
(in the context of child safety intervention examples):

– Phase 1: Specify the problem and develop a problem theory
and a program theory (theory of change)
– Phase 2: Create & revise program materials & develop an
implementation plan.
– Phase 3: Assess fidelity and efficacy and refine and confirm
program components
– Phase 4: Assess fidelity and effectiveness in a variety of
settings and circumstances
– Phase 5: Disseminate findings & program materials

*Emphasis in this workshop is on the first three phases. Phases are adapted from
Fraser, M. W., Richman, J. M.., Galinsky, M. J., & Day, S. H. (2009). Text in italics is added
to Fraser’s framework. NOTE: some slides in this presentation are provided as a handout .and cannot be presented in an 1 ½ hour workshop.

Workshop Objectives
• As a result of this session, participants will
advance knowledge related to the following
concepts:
–
–
–
–
–
–
–

problem theory
prevention science
theory of change
logic model
intervention manual development
fidelity criteria and assessment and
implementation science

Why is this important?
Methods for designing
interventions that have the
best chance of achieving
successful outcomes must
involve the
implementation of
deliberate steps for
targeting a specific social
problem and specifying
intervention strategies that
match the specific
problem.

SPECIFY THE PROBLEM AND
DEVELOP A PROBLEM THEORY, A
THEORY OF CHANGE, AND A
LOGIC MODEL
Phase 1

Purpose of Problem Theory*

• To design and develop an effective intervention, we
must clearly specify the problem and the mechanisms
that produce or suppress it.
• Problem theory is a portrayal of the individual and
environmental factors – both risk inducing and risk
suppressing (i.e., protective factors) – that give rise to a
problem or that sustain a problem over time.
• We use problem theory to identify leverage points for
intervention.
• Defining the problem is the first step in building the
causal logic of an intervention. (*Fraser, 2009, p. 48)

Questions to guide problem analysis
What is the specific problem?
What is the extent of the problem?
What is the nature of the problem
How does it affect children and families?
What are your assumptions about the risk factors that
increase the likelihood of the problem and protective
factors that may decrease the likelihood of the
problem? (prevention science framework)
• What organizational & system variables impact the
current response to the problem?
•
•
•
•
•

Definition: Risk factor

• A measurable characteristic of individuals that
heightens the probability of a worse outcome
in the future for groups of individuals who
share the risk factor or who have more of the
risk variable than a comparison group who do
not have the risk factor or have less of the risk
variable (Masten & Wright, 1998, p. 10).
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Definition: Protective Factor

• A correlate of resilience that may reflect
preventive or ameliorative influences: a
positive moderator of risk or adversity (Masten &
Wright, 1998, p. 10).
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Example – documenting the extent of the problem - Baltimore City:
Comparison of recurrences over 5 years between neglect and physical abuse
cases - n = 1167
Figure 17. Survival (Without Recurrence)
Over Five Years
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DePanfilis, D. (1995). Epidemiology of Child Maltreatment Recurrences.
Doctoral Dissertation. University of Maryland at Baltimore.
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Example – Documenting the Effects of Neglect
• Child neglect can have severe, deleterious shortand long-term effects on children’s*
– cognitive,
– socio-emotional, and
– behavioral development.

• Relative to physically abused children, neglected
children have more severe cognitive and
academic deficits, social withdrawal and limited
peer interactions, and internalizing (as opposed
to externalizing) problems.

*NOTE: Particularly relevant to treatment programs that target the effects of this social problem

Example - Risk & Protective Factors (child neglect)

• Risk Factors
–
–
–
–
–

• Protective Factors

Everyday stress
Parental stress
Mental health problems
Alcohol & drug problems
Family conflict

NOTE: particularly relevant for preventive interventions

– Parenting attitudes
– Parenting
competence
– Family functioning
– Social support
– Safe neighborhoods
– Family friendly
community
resources
16

Problem Model Example 1: Traumatic Context of
Urban Poverty (child maltreatment risk)
•
•
•
•
•
•
•
•

High stress +
Daily hassles and incivilities+
Adverse life events +
Financial instability +
Inadequate resources +
Lack of opportunity +
Impact of discrimination +
Multiple traumas =

Trauma

SOCIAL & SYSTEMS DEMANDS

Trauma
RESIDENTIAL
INSTABILITY
SOCIAL AND PUBLIC
INCIVILITIES

ECONOMIC STATUS

Trauma
DAILY HASSLES

Traumatic Context :

Heightened safety concerns and stress
reactions and fewer resources needed for recovery (FITT Center, 2007)

Adapted from Collins, et al., (2011) – Trauma Adapted Family Connections

IMPACT OF
TRAUMA
1874-First “documented”
child abuse case-Mary
Ellen Wilson
1976 Chowchilla, CA-26
children kidnapped and
buried alive in a bus
25% of all children will
experience at least 1
traumatic event prior to
age 16
USA has the highest level
of homicide of any
developed country in the
world

Effective Treatments are NEEDED!

1. Effective treatments are needed for
children/parents who have already
developed difficulties
 PTSD, Fear, Anxiety
 Depression
 Behavioral Difficulties
 Guilt, shame, stigmatization, difficulty with
trust/attachment

2. Effective treatments are needed to prevent
future problems children may develop that
result from proximate difficulties
 Substance use/abuse/dependence
 Physically or sexually aggressive behavior
 Delinquency, criminal behavior
(Saunders, 2006)

Example 1 continued (Collins, et al., 2011).

Moving from problem theory to program theory
(Theory of Change)

• Prior research on pathways to the problem may
be targeted as part of your intervention
• By specifying the mediating influences on your
social problem, you further delineate potential
intervention elements and your theory of how
those components will alter your mediating
factors.
• A program theory (theory of change) identifies
what must be done to bring about the social
benefits of your conceptualized intervention.

What is a Theory of change?

• Underlying assumptions about why your
proposed strategies will respond to your
statement of the problem and achieve your
intended outcomes
– Depict causal chain of activities intended to
produce positive intervention outcomes.

Link between problems, assumptions, programs, & outcomes

• The assumptions about what causes the
problem should lead to the purpose of the
program and the services that are provided.
• The assumptions about the purpose of the
program should lead to the selection of
program outcomes.
• The format for developing a theory of change
links the above either sequentially or more
dynamically (e.g., circles, or other non-linear model).
Revised from Martin & Kettner, 2009

Theory of Change Example: Melissa Bellin

TA-FC Strategies
and Modules
Trauma Informed
Family Assessment

Helping Families
Meet Their
Basic Needs

Building the
Helping Alliance
Through
Trauma Informed
Family Engagement
Enhancing Family
Meaning through
Narratives

Theory of Change Example:
Kathryn Collins

Family
Cohesion and
Strengthening
Relationships

Moving from Theory to Logic Models

• Reflecting on the theory of change, move to
the development of a logic model to depict
how your proposed intervention will address
the social problem and your assumptions.

Logic Model

• A picture of how your program works – the theory
and assumptions underlying the program. It links
outcomes with program activities/processes and the
theoretical assumptions/principles of the program.
• Provides a roadmap of your program and how
desired outcomes are achieved.
(W.K. Kellogg Foundation, 2004).

Logic Model
A graphic representation that shows logical relationships
between inputs, outputs, and outcomes relative to a situation
or problem
S
I
T
U
A
T
I
O
N

INPUTS

OUTPUTS

OUTCOMES

Sample Logic Model - Family Connections
Inputs

Intermediate Outputs

Final
Outputs

Diverse
Funding

Eligibility
Criteria and
Referral
Procedures

Short-Term/
Intermediate
Outcomes

Long-Term
Outcomes

Emergency Assistance
Increase Protective Factors
Comprehensive Family
Assessment

Service Plan Development

Number of
families
who complete
services

Increase child
safety

• Parenting Attitudes
• Parenting Competence
• Social Support
• Family Functioning

Increase child
well-being
Trained
Staff

Program
Objectives

Direct Counseling
Services

Advocacy
Adapted from Alison Metz, JBA Associates

Decrease Risk Factors
•
•
•
•
•

Everyday Stress
Parental Stress
Mental Health problems
Alcohol and Drug abuse
Family Conflict

Increase child
permanency/
stability
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Conceptual Framework for the Cross-Site Evaluation of Family Connections Replication Projects (JBA Associates)
Original FC
Model

Site-Specific
Model

Replication Objectives
Projects develop,
implement, and evaluate
replications of Family
Connections (demonstrated
effective program).

FC Guiding Principles
• Community outreach
• Family assessment
• Individualized, tailored
intervention
• Helping alliance
• Empowerment approaches
• Strengths perspective
• Cultural competence
• Developmental
appropriateness
• Outcome driven service plans

FC Core Intervention
Components
• Emergency Assistance
• Home Based Family
Interventions
• Advocacy/Community Collaboration.

Identified
Target
Populations

Planning of Implementation
Projects develop
Implementation Plans
to replicate the FC Program.
Sites develop plans for:
• Adhering to original FC model
• Modifying original FC model
• Assessing fidelity to the
original FC model
• Implementing FC program
• Evaluating FC program
through process and
outcome studies
• Disseminating findings

Identified
Target
Communities

Agency or
University
Culture

Project Description

Participant Issues
Intervention Activities
• Emergency assistance
• Comprehensive
family assessment
• Direct services: homebased individual,
conjoint, family and
group treatment
• Case management
• Advocacy/Community
collaboration/ linkages
FC Guiding Principles

Front-Line Staff Issues

Role of UMB Mentor Site
• Mentoring Support
• Group T/TA to all projects
• Individualized TA based on
need/request

Role of OCAN
• Approval of Implementation
Plans
• Continuation of funding
• Monitoring/compliance with
program design and principles

Outcomes

Operations
Model

Admin. and Professional
Development Activities
• Safety procedures
• Assess quality assurance
• Risk management
• Track unit and cost of
services
• Professional workforce
• Staff training and
orientation
• Weekly clinical
supervision

Short-Term

Long-Term

Increase in
Protective
Factors
• Social support
• Parenting attitudes
• Family functioning
(common outcomes)

Decrease in
Risk Factors
• Parent stress
• Caregiver MH
functioning
(common outcomes)

Increase in
Child Safety

Increase in
Child WellBeing

Cost analysis
• Cost of interventions
• Unit cost per
client/family
served

Feedback loop

Fidelity

Planning Phase

Implementation Phase

Outcomes
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Target Families

Inputs

Outputs
(Interventions)

Factors
↑Protective

Outcomes
↓ Risk

Family Connections

Families residing in Baltimore
City that have challenges
meeting their basic needs.

MD DHR
UMB IV E
Private &
Community
Funds

1. Family Assessment
(including trauma informed
measures)
2. Home-based, outcomes
driven intervention
3. Emergency Assistance
4. Service Planning
5. Advocacy & Referrals
6. Individual and Family
Counseling

1, Parenting
attitudes &
competence
2. Social
Support
3. Spirituality
4. Family
Functioning

1. Everyday stress
2. Parental stress
3. Caregiver mental
health
4. Caregiver drug
and alcohol use

Child/Family
Safety

Trauma-Adapted Family Connections
AND
One or more family members
have suffered a traumatic
event or situation and meets at
least partial criteria for PTSD
(one symptom from each
criteria).

Logic Model Example:
Kathryn Collins

AND
SAMHSA
NCTSN
FITT
Center

1-5 AND
A. Trauma-focused Family
Assessment and Engagement
B. Psycho-education
D. Build Safety Capacity
within the Community /
Environment
E. Trauma informed parenting
practice and communication
F. Trauma informed family
work

AND
A. Knowledge and
normalization of trauma
reactions
B. Family organization,
cohesion, and adaptation
to acute and chronic
stress.
C. Coping
Strategies/Resilience
Enhancement/Emotion
Regulation
C. Family Shared
Meaning of Trauma and
Environment
D. Social support
expanded to include
sibling support

AND
A. Trauma
Symptoms
B. Negative
attributions
C. Child &
caregiver
trauma
related
mental
health
problems

Child/Family
Wellbeing
Permanency/
Stability

Pause for Reflection

(Before moving to Phase 2)
• On your own or with the person next to you,
take a few minutes and think about/discuss a
Theory of Change or Logic Model for an
intervention that you intend to test.
– Reflections on your target problem, your
assumptions about what contributes to it, your
theory of change, and your logic model?
– Questions before we move on?

Create & Revise Program
Materials

Phase 2

Phase 2: Create & revise program materials
• Develop practice protocols and/or
intervention manuals
• Pilot test or use experts to review and refine
the practice
• Develop fidelity criteria
• Develop implementation plans and/or
implementation manuals

The intervention manual documents a program
model based on the best available evidence
and planning
• A well defined set of
prescribed
interventions and
procedures.*
– More complex to define
these procedures when the
intervention is home based
and depends on skills of the
practitioner and when
multiple methods are
employed.
Camacho-Gonsalves, T., Leff, H. S., & Torrey, W. C. (2002).

Defining the Essential Elements of an Intervention Manual

• Consider outlines provided by CamachoGonsalves et al (2003) & Fraser, et al., (2009).
• This should include everything a practitioner
needs to know to deliver the intervention.

Background section

• May include information about:
– Statement of the problem and problem theory
– Theories of change
– Theories underlying intervention methods
– Synthesis of prior intervention research
– Practice principles
– Overview of the intervention

Description of Administration & Operations
• Credentials & Training of Providers - depending
on the target audience, the manual may specify
information about:
– Staffing descriptions, duties and responsibilities
– Training requirements and certification
– Supervision requirements and plans

• Description of organizational structure, facility
design, provider to consumer ratios or total
caseloads required to provide this intervention.
• Describe the overall costs for providing the
program and managing the implementation

Intake

• Description of outreach and recruitment
strategies (brief or long depending on target
audience)
• Inclusion and exclusion criteria
• Practice protocol for screening relevant to
admission criteria
• Include information related to information
and referral to other services if a referred
participant does not meet inclusion criteria

Session Content
• If the intervention follows a standardized approach
(e.g., specific number of sessions that follow certain
themes):
– Include information about each session to guide the
implementation of each session. This section will include
activities, worksheets, case examples.

• If the intervention follows an individualized approach
(e.g., a comprehensive assessment leads the
implementation of tailored intervention strategies):
– Provide a detailed practice protocol for assessment, and a
description of practice standards, intervention planning
and evaluation, and the selection of intervention strategies

Case record-keeping

• Include a chapter on the record-keeping
requirements including sample forms,
checklists, and information about entering
data into electronic format if available
• Consider how this case level record-keeping
may be linked to your evaluation.

Supporting elements - possible appendix:

•
•
•
•
•

Definitions/glossary
Logic model
Intervention handouts
Fidelity criteria
Other?

For example: FC Intervention Manual
• Specifies
–
–
–
–

Introduction
Theory
Practice Principles
Process (outreach,
engagement, assessment,
planning, tailored outcome
driven case plans,
intervention strategies,
methods for evaluating
change and closing).

– Record-keeping
– Appendix

Considerations for Adaptations
• If a manual or practice protocol exists which
contains the essential elements of your proposed
intervention and this intervention has already
established some degree of evidence for its
effectiveness, it is usually better to adapt, rather
than starting from scratch.
• Whether you should adapt or not, depends on
the relevance of the established intervention to
your target population.
– NOTE: it is not possible to adapt all interventions and
will require permission from the model developers
before assuming this will be possible.

Importance of understanding the unique needs of the target
population & adapting intervention to meet their needs

• Values about accepting help (issues of
privacy, decision-making)
• Experience with other help giving systems
• Issues of acceptance of someone in the role
of helper
• Need to modify or tailor efforts for engaging,
motivating and supporting the target
recipients.
Wu, et. al, 2009

Adapting Intervention Structure
• Based on your statement of the problem and theory of
change, you may decide to add intervention
components or adapt planned intervention schedules.
For example:

– You may decide you need a motivational interviewing
component to focus on engagement
– You may need extra rapport building sessions at the
beginning of intervention and in some group models, you
may need extra time to address participant issues prior to
the structured intervention
– You may decide that the tempo of sessions is too fast for
your target and decide to split up the themes over a longer
duration.
Connor-Smith & Weisz, (2003).

Evolution of Trauma Adapted-Family Connections (TA-FC)
• Team development
• Literature review and Expert Consultation
• Identifying core conceptual components
– “Starting Where the Model Is”
– Trauma Informed Care
– Establishing Target Risk and Protective Factors
– Synthesis of Trauma Informed Practice Strategies with
Families
•
•
•
•

Narrative Approach with Families who have multiple stress
Eco-Structural Family Work
Attachment Parenting Practice
Adaptation example: Kathryn
Collins
Cognitive Behavioral Strategies

Adapting Session Content
• To address your view of the needs and likely
participation involvement of your target
population, you may decide you need to change:
–
–
–
–

Worksheets
Activities
Role-Plays
Practice Assignments

• Content may need to be modified to be culturally
congruent with your target population, and to
address other nuances related to age, language,
and context.
Connor-Smith & Weisz, (2003).

Example: Using Experts (Families) to inform adaptations: TA-FC
Family Partnership

June 2008

September 2008

December 2008

• Introduction to staff and TA-FC
concept
• Experiences seeking services after
trauma

• Review of model components and
feedback
• Brainstorming on implementation
of intervention

• Review of materials suggested
• Feedback on experience &
challenges of implementation

April 2009

October 2009

April 2010

• Stress management & effects on
the body
• ‘Anchoring’ & ‘grounding’
• Mindfulness/meditation/Chi Gong
exercise led by guest speaker
• Nurse practitioner led discussion
on nutrition, exercise, &sleep

• Explored concept of ‘meaning
making’ re: family shared meaning
and meaning of this group

• Developing trust & affiliation
• Exploring ‘safety’ & ‘self
exploration book’
• how past traumatic experiences
contribute to caregiver’s capacity
to attend to their children

Adaptation example: Kathryn Collins
47

Adaptation example: Kathryn Collins

• Trauma Informed
• Culturally Centered
• Projective
Identification
• Empathic Ruptures

PHASE ONE

• Basic Needs
• Trauma Focused
• Incorporate
Measures
• Process and Product

Engagement

Assessment

Enhancing
and Building
Safety

Service Plan
and Mutual
Goals
•
•
•
•

SMART
Client’s priorities
Individualized
Guide intervention

Developing fidelity criteria &
methods for measuring fidelity

Developing fidelity criteria:
What is Fidelity*

• Fidelity is defined as the extent to which
delivery of an intervention adheres to the
protocol or program model originally
developed.
• Fidelity criteria are necessary to ensure that
the services being studied are the same
across sites or that significant differences
are documented.
*Mowbray, Holter, Teague,, & Bybee (2003).

Why is this important?
• Before we can measure
outcomes of intervention, we
need to know what
intervention has been
provided.

Fidelity Criteria*

• Often include:
– Specification of the length, intensity, and duration
of the service (or dosage)
– Content, procedures, and activities over the
length of the service
– Roles, qualifications, and activities of staff
– Inclusion/exclusion characteristics of the target
service population.
*Kelley, Heckman, Stevenson, & Williams, 2000.

Steps for developing fidelity criteria*

• Step 1: Identify and specify fidelity criteria
– Fidelity criteria should include aspects of
structure: the framework for service delivery.
– Fidelity criteria should include aspects of
process: the way in which services are
delivered.
*Mowbray, et. al., 2003.

Process for Developing
Fidelity Criteria for Family Connections

• Reviewed literature about best approaches
for developing fidelity criteria
• Reviewed models for replicating other
intervention programs
• Reviewed the FC Intervention Manual and
brainstormed core FC elements
• Developed draft criteria and discussed with
all programs replicating FC, revised criteria,
finalized criteria

What are fidelity measures?*

• Tools to assess the adequacy of
implementation of program models.
• Methods for quantifying the degree to
which elements of the program have been
adequately implemented.

*Bond, et., al., (2000).

Example 1: FC Cross-Site Fidelity Assessment
(JBA Associates)

Philosophical Principles

Program Structure

• Community outreach
• Individualized, tailored intervention
• Helping alliance
• Strengths perspective
• Empowerment approach
• Developmental appropriateness
• Cultural Competence
• Advocacy

• Services in home/community
• Utilize community advisory panel
• Implement marketing/recruitment proc.
• Manage referrals
• Comprehensive Family Assessment**
• Develop and match SMART goals to assmt.
• Face-to-face contact w/in 1 business day
• One hour face-to-face contact per week
• Provide emergency services as needed

Professional Development

Administrative Activities

• Provide initial and ongoing training
• Provide weekly clinical supervision
• Provide professional devel. opportunities
• Foster an organizational culture

• Establish safety policies
• Implement risk management procedures
• Implement methods for assuring quality

Development of FC Cross-Site Fidelity Assessment
(JBA Associates)

• Archival data abstraction

– Implementation Plan
– Semi-Annual Report Narrative
– Semi-Annual Fidelity Database
– Final Report

• Case record review
• Semi-structured interviews
• Focus groups

Development of FC Cross-Site Fidelity
Assessment (JBA Associates)
•

Fidelity Assessment Framework

– 33 items
– 5-point likert scale

0 = Not implemented/concerning
1 = Below Standard
2 = Standard Met
3 = Above standard
4 = Exceptional

– Scored at site- and staff-levels (when applicable)

Example 2: Safety Assessment Management System
(SAMS) in West Virginia Fidelity Criteria

• Intake Assessment
Criteria
– Sufficiency of
information collection
– Sufficiency of danger
identification
– Quality of screening
decision-making
DePanfilis, Richardson, Haidi, (2011)

• Family Functioning
Assessment Criteria
– Sufficiency of information
collection
– Sufficiency of present
danger identification/
temporary protection
– Quality of safety
decision-making
– Quality of safety planning

Developing an Implementation
Plan

What do we mean by implementation?
• A specified set of activities designed to
put into practice a policy, activity, or
program of known dimensions
• Implementation processes are
purposeful and defined in sufficient
detail such that independent observers
can detect the presence and strength of
these “specified activities”

The Science and Practice of
Implementation
Implementation
Research:
A Synthesis of the
Literature

Fixsen, D. L., Naoom, S. F., Blase, K. A., Friedman, R. M. & Wallace, F. (2005). Implementation
Research: A Synthesis of the Literature. Tampa, FL: University of South Florida, Louis de la Parte
Florida Mental Health Institute, The National Implementation Research Network (FMHI Publication
#231).

Download all or part of the monograph at:
http://www.fpg.unc.edu/~nirn/resources/detail.cfm?resourceID=31

Improved outcomes for children and
families

Implementation
Drivers

Performance Assessment

Systems
Intervention

Coaching

Training

Selection

Adaptive

Integrated &
Compensatory
Technical

Leadership
Graphics by Steve Goodman,2009

Facilitative
Administration
Decision Support
Data System
© Fixsen & Blase, 2008

Develop an implementation plan that addresses key
implementation “drivers”

• Leadership driver
– e.g., leadership vision,
teams, communication
planning

• Organization drivers
– decision-support data
systems, facilitative
administration, systems
intervention

• Competency drivers
– staff selection, training,
coaching & supervision

• Performance
assessment
– performance to practice
standards, competency
exams, fidelity
assessments

For example, WV’s SAMS implementation plan supported by the
Atlantic Coast Child Welfare Implementation Center (ACCWIC) addressed all drivers .

ACCWIC Stages of Implementation & Evaluation Core Activities

Exploration

Design/Installation

• Conduct
organizational
assessment
• Garner leadership and
stakeholder support
• Review literature
• Analysis of problem or
target population
• Solicit multiple
perspectives on needs
and opportunities
• Establish baseline
performance
• Analysis of fit &
feasibility of model
• Develop/adapt
intervention model

Initial Implementation

• Develop plans:
• Implementation
• Communication
• Change
management
• Define goals and
benchmarks
• Engage stakeholders
• Conduct readiness
assessment
• Align organization
systems/supports
• Conduct preimplementation
competency exams

• Build staff
competency
• Communicate project
status
• Monitor fidelity of
implementation
• Monitor
implementation
climate
• Identify and address
barriers to
implementation
• Provide performance
feedback to staff,
management, and
stakeholders
• Create evaluation
reports to guide
implementation

Evaluation activities in white
Adapted from Implementation Research: A Synthesis of the Literature (2008)
The National Implementation Research Network

ACCWIC Stages of Implementation & Evaluation Core Activities

Full Implementation

Innovation

• Apply Lessons
learned
• Track fidelity
through quality
assurance systems
• Solicit feedback
from stakeholders &
consumers
• Evaluate impact on
child/family
outcomes

Sustainability

• Adapt intervention
based on
evaluation data
• Communicate
changes &
rationale
• Build competency
to modified model
• Evaluate fidelity &
outcomes over
time

• Translate
evaluation findings
for multiple
audiences
• Establish longterm funding
• Align quality
assurance systems
to track fidelity
and outcomes as
routine practice
• Maintain visibility
of practice &
outcomes

Evaluation activities in white
Adapted from Implementation Research: A Synthesis of the Literature (2008)
The National Implementation Research Network

Assess fidelity & efficacy
and refine and confirm
program components and
implementation plan
Phase 3

Phase 3: Refine and confirm program components

• Use experts to refine program materials
• Pilot test components with different groups
(i.e., usability tests)
• Implement assessments to evaluate the
feasibility of the implementation plan
• Make adjustments based on fidelity
assessments and tests of efficacy (e.g., pacing
of the intervention, length of intervention)

Example: West Virginia Evaluation Framework
First 3 evaluation components implemented in Phase 3 (snapshots from 2 & 3) are provided

Readiness for
Implementation

Are implementation
sites ready for
SAMS?

Effectiveness of
Implementation
Strategies

Which strategies are
most effective in
supporting SAMS?

Are there barriers
that need to be
addressed?

Implementation
of SAMS with
Fidelity

Are staff
implementing SAMS
as designed?

How long does it
take to achieve a
fidelity threshold?

Outcomes for
Children and
Families

Are children and
families better off as
a result of practice
changes under the
SAMS model?

Have West Virginia’s
child welfare
outcomes improved?

Example – WV Statewide Implementation Survey
Performance Assessment
(Fidelity) 3.75
Coaching
4.41
Training
4.77
Selection
4.23

Systems Intervention
3.96
Facilitative Administration
4.51
Decision Support
Data System 4.43
Drivers for targeted focus in red

LEADERSHIP 4.62
Shared Vision, Values & Mission 4.64

Based on a Likert Scale of
1-7, N=432

How is fidelity to the WV SAMS Model being monitored?

•

A statewide team of master practitioners (Special Forces) uses detailed
review instruments to measure fidelity to each area of the model
Key fidelity criteria for the intervention:

•

Instruments or processes created:

•

Frequency of fidelity data collection:

•

– Quality of interview (information from all key informants)
– Quality of decisions (imminent danger, present danger)
– Quality of plans (temporary protection plan, safety plan, protective caregiver
capacity)

– Customized fidelity review instruments, data analysis strategy, coding for
software
– Collaborative processes: presentations and workshops with implementers
and policy makers, evaluation sub-committee
– Baseline data collected daily for 2 months after implementation
– Ongoing fidelity review

• Fidelity lessons learned:

– Daily fidelity reviews by master practitioners were not sustainable
– Using the statewide fidelity review process to assess worker fidelity was not
possible
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WV Fidelity Data Collection Methodology
• Special Forces review cases against SAMS fidelity
criteria
• Data are entered into Qualtrics online software and
scored at the University of Maryland
– There is one link for IA and one link for FFA
– No cases are thrown out for incomplete data

• ACCWIC produces reports used by project teams to
target ongoing coaching and technical assistance
• GOAL:

– Monitor practice at the worker, supervisor, district level
– Identify areas of practice that need additional support to
achieve fidelity

The Feedback Process
ACCWIC
measures
fidelity
Field staff
improve
practice
through
coaching,
supervision, &
training

ACCWIC
shares results
with
leadership

Leadership
presents
results to field
staff
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Reliability Study*
1. Are Special Forces reviewers consistent with one
another (i.e. rating the same case in the same way)?

– Yes. Inter-rater reliability coefficients ranged
from α=.887-.996 for IA, and α=.803-.995 for
FFA
2. Are Special Forces consistent with experts at
ACTION?

– Yes. Item-level chi square statistics reveal no
significant differences between reviewers in IA
or FFA
*Kaye & Osteen (2011).

Fidelity to the SAMS Model
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WV - Lessons Learned Using Data to Support Implementation

• Data supports implementation planning

– Changed statewide PCFA rollout from 3 phases to 4 phases

• Data informs communication with the field and
stakeholders
– Implementation Survey
– Added External Stakeholder Survey

• Data keeps management focused on better outcomes for
children and families
– Mountain Force

• additional outcome data
• positive discussion

– Cadence Calls – consistent integration & institutionalization
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Assess fidelity &
effectiveness in a variety
of settings &
circumstances
Phase 4

Phase 4: Assess fidelity & effectiveness in a range of
settings

• Implement multi-site effectiveness trials
– Experimental or quasi-experimental designs

• Evaluate and compare fidelity between sites
• Evaluate differences in fidelity and outcomes
between sites
• Examine the link between higher fidelity and
outcomes

Example - Objectives: Family Connections Cross-Site
Evaluation

• To what extent are the projects able to
implement FC with fidelity?
• To what extent are the projects able to
demonstrate positive outcomes in reducing
the risk factors and increasing protective
factors for child neglect that were found in the
original FC Demonstration Project?
• To what extent are projects able to prevent
child maltreatment?

Additional Objectives: FC Cross-Site Evaluation

• To what extent have the projects made
adaptations to FC and what is the impact of
those changes?
• What are the costs associated with
implementing FC?
NOTE: Final report of the JBA cross-site evaluation of Family Connections is still in clearance.
Preliminary data have been presented at national and international conferences.
(e.g., DePanfilis, Filene, and Smith, 2010; Filene, Smith & DePanfilis, 2010;
Filene, DePanfilis, & Smith, 2010).

Disseminate findings &
program materials

Phase 5

Phase 5: Disseminate findings & program materials
• Incrementally disseminate information about the
intervention (theory of change, practice
principles, description of intervention
components)
• Publish results as they are available about the
process of implementation as well as outcomes
that may be attributed to the intervention
(depending on research design).
• Examine variations in outcomes that may be
attributed to variations in fidelity as well as
differences in target populations.

Example: Family Connections Dissemination
• Numerous papers
published about the first
demonstration to answer
questions about:
–
–
–
–

Dose of intervention
Cost effectiveness
Retention & outcomes
Variations in potential
impact on specific
outcomes (e.g., child
behavior)

• Special issue of Protecting
Children with papers by
replication sites to answer
questions about:
– Use of clinical assessment
measures to guide
intervention\
– Role of the helping
relationship as a core
practice principle
– Adaptations needed to
respond to different
cultures
– Methods for tracking costs
of delivering intervention

?

Questions?

Go to http://www.family.umaryland.edu and http://www.accwic.org
for further information
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