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EXECUTIVE SUMMARY 

Building on knowledge mobilization (KM) models from the health sector, the Evidence-

Based Management in Child Welfare initiative (EBM) aimed to implement a focused KM 

strategy that would bring together managers, researchers and clinicians to integrate the best 

available evidence at all levels of policy and service delivery decision-making. The project was 

initiated following a request from Batshaw Youth and Family Centres (BYFC), Montréal’s 

Anglophone child welfare agency, for assistance from McGill in helping them make better use of 

evidence-based practices and develop mechanisms to determine the impact of their services. The 

four-year EBM demonstration project was funded through a Social Sciences and Humanities 

Research Council (SSHRC) Knowledge Impact in Society grant, with financial and in-kind 

contributions from McGill University, BYFC, and the Association des Centres Jeunesse du 

Québec (ACJQ).  The Process and Outcome Evaluation report completed in 2011 by the 

project’s evaluation team summarizes the relevant literature on KM, describes the EBM model 

and activities, and evaluates the process and impact of this initiative. 

What Previous Studies Found 

A review of the literature on KM identified a rich literature on KM in health and social 

services that consistently found that the use research to inform policy and practice decisions 

depends on the extent to which the research is perceived by decision-makers as being relevant 

and credible.  Relevance and credibility, in turn, depend on the extent to which research emerges 

from a partnership between researchers and decision-makers. Effective partnerships require that 

researchers be prepared to let service-providers and policy-makers participate and shape the 

research agenda, and also make use of a broader range of sources of evidence. KM requires 

organizations that have the capacity to use research, make time and resources available to 

support accessing research and that demonstrate this commitment by integrating research within 

core management structures.   In this context, partnerships between researchers, service 

providers and policy makers must move beyond shared research projects to develop mechanisms 
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for universities and related research centres to make their skills and resources available to service 

organizations as they move first to evidence-based management providing the organizational 

infrastructure and culture to support evidence-based practice. 

The EBM Model 

The EBM initiative was designed as a child welfare KM model that places the question of 

evidence at the forefront of management and service delivery decisions in a child welfare 

agency.  As described below, three sets of principles drove the project 

Mobilizing Knowledge to Support Management Level Decisions 

The overall objective of the EBM initiative was to develop and support a management 

culture where the question of evidence was at the forefront of key management decisions. While 

at first glance this may seem to be a fairly trite objective, in practice decisions about child 

welfare policies and programs have generally not been evidence based but have relied on legal 

statutes and regulations, tradition and opinion based on personal experience. EBM seeks to 

support managers’ capacities to evaluate the evidence that a program has been shown to be 

effective in the past, and, once implemented, to monitor the extent to which the program is in 

fact meeting its objectives.   

The first phase of the project focused on developing a KM program in a single mid-sized 

child welfare agency. The decision to focus on a single agency was based on several 

considerations. Given the developmental nature of the project, it was important to operate in an 

environment where different strategies could be explored and evaluated. Furthermore, we 

anticipated that this type of culture change exercise would require a high level of engagement 

from the partnering agency, as well as from the university. Experience from similar exercises in 

the health sector indicated that without full engagement of the management structure this type of 

initiative could drift into becoming a satellite research project (Lomas, 2003; Sharp, 2005).   

Managers rather than clinicians were targeted given that studies evaluating the 

effectiveness of knowledge mobilization initiatives in the health and education sectors show that 

shifting to an evidence-based organizational culture hinges on the extent to which managers 

value and use research (Hemsley-Brown & Sharp, 2003). The term evidence based management 
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(EBM) was used rather than evidence based practice (EBP) because the types of decisions and 

evidence primarily targeted focused on broader policy and service-delivery questions rather than 

client-specific decisions.  This focus on management-level decisions was driven both by our 

organizational culture-change objective as well as by some of the challenges that had been 

previously identified in implementing EBP at the clinical level in child welfare (Briggs & 

McBeath, 2009; Pfeffer & Sutton, 2006b; Fixsen, Naoom, Blase, Friedman, & Wallace, 2005). 

Including Multiple Forms of Evidence 

While the principle of basing management decisions on the best available evidence 

naturally met with strong support, careful thought needed to be given to what types of 

information should count as “evidence”. In 

order to respond effectively to the types of 

management decisions that need to be made 

on a day to day basis in a child welfare 

organization, the concept of evidence used 

for this project could not be limited to 

published research; rather it was preferable 

to include systematic reviews. In addition to 

published research, evidence was broadly 

defined for this project to also include 

statistics derived from the agency’s client 

and service information systems, as well as clinical and client expertise. This inclusive definition 

of evidence was illustrated in the form of a triangle of evidence that was referred to in presenting 

the project to agency staff.  

RATL: Relevant, Accurate, Timely and Local 

Building on the NHSS experience and the work of the CHSRF (Lomas, 2003; Sharp, 

2005) the EBM initiative was based on the assumption that to develop a strong agency culture 

where research is valued, KM must be driven by: (1) relevant questions that decision-makers are 

faced with in their day to day activities; (2) accurate responses to these questions; (3) responses 

to these questions that are provided in a timely fashion (weeks or months, not years); and (4) 

responses that make as much use as possible of local expertise and information, avoiding 

Published 
Research 

Service 
Statistics 

Evidence 

Clinical & 
CLient 

Expertise 
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wherever possible time consuming and resource intensive supplementary data collection 

procedures. In other words, the research to practice loop must be relevant, accurate, timely, and 

local (RATL). Along with the Evidence Triangle the RATL principles helped shape the activities 

that were developed to support the EBM project.  

EBM Activities 

A range of strategies for supporting access to and integrating evidence into management 

decisions were initiated, eventually leading to five types of activities: (1) using service statistics 

to track client outcomes; (2) supporting the use of published research through “clinical 

integration groups”; (3) using surveys methods to systematically gather information from 

clinicians or clients; (4) developing an in-house research publication; and (5) giving managers 

access to knowledge brokers (KBs).  

Service Statistics Integration Groups 
BYFC has a comprehensive computerized client information system based on a common 

platform shared by all Youth Centres across Québec. While the information system was being 

used extensively as an individual client clinical information recording system and was used for 

management purposes to generate a range of reports, primarily in the form of month-end or year-

end case-counts, it did not provide managers with the kind of information they needed to 

understand client service trajectories.  Making better use of the information system was in fact 

one of the primary reasons that BYFC originally approached the CRCF for assistance. The 

Service Statistics Interpretation Group (SSIG) was designed to bring the CRCF data analysis 

team together with agency managers in an iterative group process that moves from 

conceptualizing data requests to interpreting the data to reporting it (Trocmé, Esposito, 

Laurendeau et al, 2009). Over a period of three years the SSIG met on a regular basis (every 6 to 

8 weeks) to select indicators, develop operational definitions, interpret and contextualize results, 

identify additional avenues for analysis, and guide the development of dissemination materials. 

Between meetings, the research team and the agency’s IT specialist developed definitional and 

analytic options that are then brought back to the SSIG for discussion.   
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The SSIG operationalized and analyzed seven outcome indicators, including developing 

an innovative method for tracking service cohorts. Additional indicators have been analyzed for 

exploratory purposes and supplementary analyses have been used to identify client profiles 

requiring closer attention.  By its third year, the SSIG was in a position to report on the outcome 

indicators internally and publicly. Within BYFC, results were shared with the senior 

management committee, the Board of Directors, and a range of management and staff groups.  

Findings regarding the indicator on recurrence of maltreatment, court rates, school delay, 

placement rate and moves in care were highlighted in issues of In-the-Know.  Externally, data 

have been presented to other Québec youth protection agencies, to the Québec Ministry of 

Health and Social Services, to officials in Ontario, Alberta, France and Belgium, and at national 

and international academic conferences.  The indicators developed at BYFC are being adopted as 

core set of indicators by youth protection agencies across Québec, and several First Nations 

organizations have expressed interest in piloting them in their agencies. 

Clinical Integration Groups 

 “Keeping up with the literature” is a challenge for professionals in any field, especially 

in areas like child welfare where the urgency of the work always seems to trump reading books 

and journal articles. Clinical Integration Groups (CIGs) were developed as a forum that would 

allow for the integration of the three forms of evidence targeted by EBM, including reviewing 

agency-generated data, drawing on the experience and knowledge of clinicians, and accessing 

relevant published research and literature. The group meets approximately every 6 weeks. CIGs 

are comprised of approximately 15-20 members, including managers and clinicians representing 

various points of service in BYFC. Members can also include community experts, facilitating an 

information-sharing process. The CIGs are led by two agency co-chairs and supported by a 

knowledge brokering team including a university-affiliated researcher who has expertise in the 

clinical area, as well as a research assistant who provides support for the group’s activities. This 

team model provides an opportunity for the researcher to engage with clinical experts at the 

agency, and for the research assistant, a student interested in the area, to support the researcher 

and the group by conducting literature searches, obtaining articles and keeping minutes. BYFC 

Library Services also provides ongoing support to the group. To maximize the impact of the 

CIGs, the most salient material covered is summarized annually in the agency’s research 
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newsletter.  Two CIGs were developed through EBM and continue to operate, one on sexual 

abuse and one on conjugal violence.    

Clinical Service Surveys 

Clinical expertise and client experiences can be difficult to capture in a systematic 

fashion, yet provide information that is not available from administrative information systems. 

Although a number of case review procedures are standard practice, there is no mechanism to 

draw out and aggregate this information at an agency-wide level. Likewise there are a number of 

mechanisms for addressing client complaints, but these experiences are not necessarily 

representative of all clients. Surveys can provide a low cost method to systematically tap into 

clinical expertise and client experiences to assist managers in monitoring services and 

developing new programs. With access CRCF expertise in designing questionnaires, and 

collecting and analyzing data, surveys were seen as a management tool that could feasibly be 

deployed within the context of the EBM initiative. A first survey was used to consult with the 

agency Reviewers who regularly oversee the intervention plans for all cases open for ongoing 

services. Using an online survey form developed in consultation with the reviewers, information 

was collected on assessment and planning procedures used for 348 consecutive cases. A second 

survey was conducted to support the development of an agency wide neglect program.  Focus 

groups were first held with 40 clinicians to identify service needs specific to situations involving 

child neglect, and then clinicians completed a survey to systematically track case information 

regarding 929 children. A third survey examined client satisfaction using telephone administered 

questionnaires with 100 parents whose children were involved with the agency. 

 “In-The-Know” Research Newsletter 

In-the-Know (ITK, or Branché in French) was developed as a BYFC research newsletter 

supported by CRCF to highlight research activities at BYFC, particularly results from the SSIG 

analyses of the client outcome indicators.  The publication targets BYFC clinical personnel and 

the agency’s partners. The tone and style of the newsletter attempts to strike a balance between 

establishing a professional look while maintaining an approachable tone that encourages 

comments from readers.  ITK is a quarterly 4-page colour printed newsletter.  In the spirit of 

recognizing the existence of a variety of knowledge and evidence forms, the newsletter includes 

analyses of child welfare outcome indicators; summaries of student theses and Independent 
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Study Projects related to child welfare, many of which are completed by BYFC staff returning to 

study at McGill; summaries of other BYFC research activities; and announcements regarding 

upcoming research-related activities.  Editorial responsibility is shared between BYFC and 

CRCF.  

Knowledge Brokers 

One of the challenges inherent in a university-community partnership like EBM is to 

develop an efficient process for providing research support.  Providing evidence in a timely 

fashion to support management decisions can be particularly challenging in a traditional 

academic culture where the cost and timelines of thorough and systematic reviews of the 

literature can be prohibitive (see RATL). The challenge is to find mechanisms whereby 

academics can provide technical support without having to provide a fully researched academic 

opinion. A knowledge brokering model provides an interactive approach that tailors research and 

best practice reviews to the needs and timeframe of the users (Clark & Kelly, 2005; Kramer & 

Wells, 2005; Sharp, 2005; Kramer & Cole, 2003).  Academics with relevant research expertise, 

usually assisted by graduate student, were recruited as Knowledge Brokers teams (KBs) to work 

in tandem with BYFC managers. KBs help formulate research related questions, access and 

interpret service statistics from information systems, access and interpret research literature, help 

design and analyze surveys and evaluations, and link decision-makers to experts who can 

provide more specialized consultation. While KBs provide technical assistance, the leadership 

for the projects rests with a manager. In addition to supporting SSIGs, CIGs and the three 

surveys, KBs have supported a number of policy and program activities, such as assisting in 

extending and monitoring permanency planning policies, analyzing client complaints, and 

interpreting data on the disproportionate representation of Black children and youth. 

Impact of EBM on Participants 

An evaluation of participants experience with EBM was undertaken through a pre-test 

post-test questionnaire (N=54) and interviews with participants, focus groups with managers (N= 

76) at the beginning of the project as well as individual interviews with a selection of managers 

and researchers at the end of the project (N=26). An external research team from the University 
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of Québec at Montréal conducted and analyzed the post-test interviews in order to provide an 

independent perspective. Over 80 BYFC staff and close to 20 students and academics were 

directly involved in EBM activities over the course of four years.  At the outset of the project 

managers had identified a number of barriers to accessing service statistics and research, 

including difficulties generating consistent aggregated statistics using the agency’s client 

information system, limited access to published research, poor match between research and the 

management related questions they need to make decisions about, and lack of protected time to 

relevant read studies and reports.  Results from the pre-test post-test surveys showed that self-

reported use of evidence had increased significantly in terms of accessing and using agency 

statistics, published research and clinical expertise.  Participants who were interviewed at the end 

of the project identified a range of outcomes as well as some challenges, these included (1) 

increased capacity to engage in research, better coordination of research related activities and 

better access to research products; (2) use of information systems and survey results to support 

program and policy development; and (3) increased ability to engage in research and policy 

development activities with other agencies and government departments.   

The EBM process was however challenging: (1) it required more resources from all 

partners than had been anticipated, (2) differences in the academic and social service agency 

cultures required that objectives and roles of participants be explicitly negotiated, and (3) the 

developmental nature of the initiative was the source of some frustration for participants who felt 

some activities lacked clarity and focus.  Nevertheless, participants appreciated the creation of 

new structures and opportunities for exchange within the organization and highlighted the 

importance of the collaborative relationship established between BYFC and the CRCF.  

Participants also appreciated the value placed on tacit and clinical knowledge in the evidence 

production process and the inclusion and recognition of agency staff at all levels of the project.  

Next Steps 

The BYFC-McGill EBM collaboration has been a successful partnership that has 

supported the development of a stronger research culture at BYFC, that has helped the McGill 

CRCF develop a research support and collaboration model that it is applying to new initiatives 
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with other community agencies, and that has generated a province-wide data sharing and 

utilization initiative.  The EBM initiative has started to generate interest from child welfare 

organizations in other provinces and even from several European organizations.  The 

collaboration required a significant investment of time and resources on the part of the researcher 

and the agency.  Leadership from a “hands on” Coordinating Team was essential, but required an 

engaged and motivated group of clinicians and managers who were prepared to commit to the 

EBM activities and a research team that was able to produce evidence that was “relevant, local, 

accurate and timely”.  

The EBM project demonstrated the potential for significant development in research and 

evaluation partnerships between child and family service agencies and universities.  Both sectors 

must continue to invest resources to rise to this challenge, in order to better meet the needs of the 

children and families receiving these services 
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I. INTRODUCTION 
Child protection is one of the fastest growing service sectors in Canada yet we know 

surprisingly little about the effectiveness of services for maltreated children. While conducting 

more intervention outcome research is clearly part of the solution, experiences from the health 

services sector demonstrate that the challenge is not simply do more research; rather, it is to 

develop an organizational culture where evidence of intervention effectiveness ultimately 

becomes a central component of clinical orientations, program development and activities, and 

overall decision-making.   

Building on knowledge mobilization (KM) models from the health sector, the Evidence-

Based Management in Child Welfare initiative (EBM) aimed to implement a focused KM 

strategy that would bring together managers, researchers and clinicians to integrate the best 

available evidence at all levels of policy and service delivery decision-making. The project was 

initiated following a request from Batshaw Youth and Family Centres (BYFC), Montréal’s 

Anglophone child welfare agency, for assistance from McGill in helping them make better use of 

evidence-based practices and develop mechanisms to determine the impact of their services. The 

four-year EBM demonstration project was funded through a Social Sciences and Humanities 

Research Council (SSHRC) Knowledge Impact in Society grant, with financial and in-kind 

contributions from McGill University, BYFC, and the Association des Centres Jeunesse du 

Québec (ACJQ).   

The purpose of this report is to summarize the relevant literature on KM, describe the 

EBM model and activities, and evaluate the process and impact of this initiative. This document 

builds on a number of prior reports and publications related to the EBM initiative, including:  

Trocmé, N., Thomson, W., & Laurendeau, C. (2011) Evidence-based management in child 
welfare: Researchers and decision-makers working hand in hand. In S. Léveillé, N. Trocmé, I. 
Brown & C. Chamberland (Eds.), Research-community partnership in child welfare, Toronto, 
ON: Centre of Excellence for Child Welfare (http://www.cwrp.ca). 

Gervais, M-J. & Chagnon, F. (2010). Evidence-based management in child welfare: A process 
evaluation, 78 pgs.  

Milne, L. & Trocmé, N. (2010). Premières leçons tirées de trois initiatives de mobilisation des 
connaissances en protection de l'enfance. In D. Lafortune, M. Cousineau, & C. Tremblay 
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(Eds.), Ouvrage collectif: Pratiques innovantes auprès des jeunes en difficulté. Montreal, 
Quebec: Les Presses de l’Université de Montréal, 525-537. 

Laurendeau, C. & Trocmé, N. (2009). Evidence-Based Management: An initiative of Batshaw 
Youth and Family Centres and McGill University Centre for Research on Children and 
Families. In-The-Know, 1(1), 1-2. 

Trocmé, N., Esposito, T., Laurendeau, C., Thomson, W. & Milne, L. (2009). Knowledge 
mobilization in child welfare. Criminologie, 42, 33-59. 
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II. LITERATURE REVIEW 

Following a comprehensive review in 1976 of research on the effectiveness of child 

welfare policies and services, Sheila Kammerman and Alfred Kahn concluded that “most 

policies and practice decisions are still based primarily on value judgments and assumptions”. 

Thirty-five years later, despite repeated calls for a systematic evaluation (Magura & Moses, 

1986; Pecora, Whittaker, Maluccio, Barth, & Plotnick, 1992; National Research Council, 1993; 

Gelles, 2001), services to maltreated children and their families continue to be driven by 

perceptions about need irrespective of evidence of service effectiveness. A review of all 

Canadian studies published between 1995 and 2005 using comparison group designs to measure 

the impact of child welfare services was able to identify ten studies, only four of which used 

randomized designs (Flynn & Bouchard, 2005). Yet child welfare services are one of the fastest 

growing social service delivery sectors in Canada: the number of maltreatment investigations 

conducted by child protection authorities has doubled since 1998 with over 235,000 children per 

year being investigated due to suspected child maltreatment (Trocmé et al., 2010). In addition, 

Canada spends three to four billion dollars per year on direct child welfare services, and the 

annual indirect costs are estimated to be over fifteen billion dollars (Bowlus, McKenna, Day, & 

Wright, 2003).  

Why do we know so little about services to the most vulnerable children in Canada and 

how can we justify interventions such as those mandated by the court on the basis of such limited 

evidence of intervention effectiveness? Conducting more intervention outcome research is 

clearly part of the answer; less than one million dollars a year is spent in Canada to evaluate a 

multi-billion dollar service delivery system. However, experience from sectors that have invested 

heavily in research point to the critical importance of developing research agendas within 

broader KM strategies (Huberman, 1993; Davis & Chapman, 1996; Dash, Gowman &Traynor, 

2003; Lomas, 2003). From this perspective, the challenge is not to do more research per se; 

rather it is to develop an organizational culture where the question of intervention effectiveness 

becomes a central component of decision-making.  
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From Dissemination to Knowledge Mobilization  

Despite ever increasing availability and demand for validated interventions, 

approximately 90% of public systems do not provide evidence-based services (Rones & 

Hoagwood, 2000).  Further, despite increases in references to evidence-based policy and 

practice, the challenge of moving evidence into policy and practice requires multi-level and long-

term strategies that go far beyond knowledge dissemination. Collecting evidence through 

systematic reviews and translating it into terms that can be understood by policy makers and 

practitioners does not ensure that the evidence will be acted upon. There is growing evidence that 

traditional dissemination strategies are having only limited impact on policies and practices (Bate 

& Robert, 2002; Waddell, Lavis, Abelson, et al., 2005).  

KM moves beyond a unidirectional dissemination model by embedding knowledge 

utilization and knowledge generation within the core structure of organizations (Clark & Kelly, 

2005). Jonathan Lomas, director of the Canadian Health Services Research Foundation 

(CHSRF), argues that the most successful examples of health services research affecting practice 

emerge from organizations that have invested significantly in research and have integrated 

research at all levels of their organizational structure (Lomas, 2003).   

The CHSRF defines knowledge exchange to be the: 

collaborative problem-solving between researchers and decision makers that happens 
through linkage and exchange. Effective KM involves interaction between decision makers 
and researchers and results in mutual learning through the process of planning, 
producing, disseminating, and applying existing or new research in decision-making1  

Context-Specific Knowledge 

In its efforts to move KM beyond improving dissemination, the National Health Service 

Scotland (NHSS) has been exploring the use of action research methods to foster closer ties 

                                                 

1 (http://www.chsrf.ca/keys/glossary_e.php)  
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between the production and use of research. Building on the KM work emerging from the 

CHSRF, the NHSS completed a series of case studies to examine KM through action research 

(Sharp, 2005). Key elements in developing effective partnerships between researchers, service 

providers and policy makers included: (1) putting greater emphasis on local context specific 

research; (2) integrating tacit knowledge; and (3) building capacity to use research evidence 

through knowledge brokering (Sharp, 2005; see also Argys, 1985). The first two elements speak 

to the importance of broadening the concept of knowledge production beyond traditional 

university paradigms. Whereas researchers usually focus on trying to generalize knowledge 

beyond local instances, policy makers and service providers tend to put more value on local 

knowledge, concerned that material appearing in international journals may not apply to their 

context. 

Policy makers and service providers also value a broader array of types of evidence than 

researchers do. Rycroft-Malone et al. (2004) point to four types of evidence used by health 

service practitioners: research, clinical experience, patient experience and information relative to 

the local context. While research evidence is most likely to be used when it is supported by other 

sources of evidence, the authors nevertheless note when different sources of evidence point to 

opposite conclusions, decision-makers consider the relative credibility of each, and in particular 

the strength of the methodological designs underlying research evidence.  

The importance of moving beyond traditional research paradigms is particularly pertinent 

in social services where the shortage of evidence poses significant challenges (Mullen et al., 

2005). In fields where controlled studies are rare and replication research is virtually non-

existent, there are few questions that lend themselves to meta-analyses or meaningful systematic 

reviews (Flynn, 2005; Dufour, 2003).  Mullen et al. (2005) argue that in such situations one can 

nevertheless adopt an evidence-based position by: (1) proceeding with the caution warranted by 

the lack of decisive evidence; and (2) by addressing research gaps in an incremental fashion that 

builds on the analysis of readily available data. While the question of intervention effectiveness 

may be addressed through well designed controlled studies, an evidence-based approach is one 

that makes best use of the available evidence (Davis & Chapman, 1996). This does not mean 

compromising standards, but being explicit about the level of available evidence being used.  
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In summary, the use of research to inform policy and practice decisions depends on the 

extent to which the research is perceived by decision-makers as being relevant and credible. 

Relevance and credibility, in turn, depend on the extent to which research emerges from a 

partnership between researchers and decision-makers. Effective partnerships require that 

researchers be prepared to let service providers and policy-makers participate and shape the 

research agenda, and also make use of a broader range of sources of evidence.  

Knowledge Mobilization Strategy Typology 

A review of articles that examine strategies and determinants associated with KM was 

conducted in order to develop a framework for preliminary analysis. Conceptual frameworks 

used in the health or social fields to measure the outcome of KM process were also examined. 

Searches were conducted within key databases in the medical and psychosocial fields (e.g. Eric; 

KU-UC; Medline; PsychInfo; Social Services Abstracts; Science Communication; Web of 

Science) targeting KM literature. A combination of keywords describing the concepts of 

“knowledge mobilization”, “strategies”, “determinants” and “outcomes” was used.  

According to the literature five strategy types can be implemented in order to increase 

KM within an organization: (1) dissemination strategies; (2) incentives/reinforcement of 

behavior strategies; (3) educational interventions; (4) collaboration between researchers and 

users strategies; and (5) organizational strategies. 

Dissemination Strategies 

Dissemination strategies stress the importance of synthesizing and disseminating research 

evidence in order to make it accessible and easy to use in clinical practice by students, clinicians, 

managers, and researchers. The research evidence is usually presented in oral and written format 

in either a passive or active way. 

Passive dissemination strategies  

Passive dissemination activities aim to make research results available by publication in 

scientific newspapers, internet sites or conferences intended for a large audience. This type of 
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strategy implies that users have the responsibility to inform themselves of the latest research and 

to use these results in their daily practice. Moreover, when they face a problem, they would 

ideally seek answers in the literature, critically evaluate the evidence collected and integrate it in 

their daily interventions. However, there is little empirical evidence to support the effectiveness 

of passive strategies due to important barriers preventing users from accessing, understanding, 

interpreting and integrating the acquired evidence into daily practice (Lomas, 1993). Several 

studies demonstrate that such strategies, mainly developed in the health field, are insufficient to 

ensure the use of scientific evidence in the social services field (Barratt, 2003; Brekke, Ell, & 

Palinkas, 2007; Hoagwood & Johnson, 2003; Tribble et al., 2008). Passive dissemination 

strategies generally do not facilitate the participation of users in the development of evidence 

(Chagnon, Daigle, Gervais, Houle, & Béguet, 2009).  In the social services field it is recognized 

that clinicians and managers must understand, enrich and contextualize the research evidence 

they acquire in order to support its use (Palinkas et al., 2008; Proctor, 2007; Trocmé et al., 2009). 

Active dissemination strategies 

Contrary to passive dissemination strategies, active dissemination strategies acknowledge 

the importance of researchers’ efforts to adapt and disseminate produced scientific evidence. 

Several studies conducted in the medical field show that the use of evidence is influenced not 

only by its quality but by the format in which it is presented (Grilli & Lomas, 1994; Lomas, 

2000; Smith, 2000).  However, the presentation of research evidence even in an adapted format 

is considered insufficient on its own (Grimshaw et al., 2004; Lomas, 1991; Smith, 2000). In 

order to increase the use of the scientific knowledge, other strategies that allow exchanges 

between researchers and users must be jointly set up (Bogenschneider, Olson, Linney & Mills, 

2000; Freemantle et al., 2002; Shanley et al., 1996; Wikeley, 1998).   

Incentives/Reinforcement of Behavior Strategies 

Incentives strategies aim to encourage the adoption of clinical or managerial evidence-

based practices by using incentives and/or punishments. These strategies are grounded in 

learning theories which propose that behavior can be influenced by controlling motivation 

through internal and external stimuli. The probability of behaving in a particular way tends to 

increase when it is followed by positive consequences and to decrease when followed by 
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negative consequences (Walter, Nutley & Davies, 2003). The effectiveness of the strategies 

based on a reward system has been partially demonstrated in the medical field (Armour et al., 

2001; Smith, 2000) especially when the incentives are financial (e.g. monetary bonuses or 

penalties).Nevertheless, Palmer and Fenner (1999) conclude that financial incentives would have 

a mitigating effect on the adoption of some longer term practices. Indeed, the effectiveness of 

these incentives is largely dependent on the type of task that users must achieve (the monetary 

bonuses or penalties must be associated with the execution of a specific clinical act such as a 

clinical diagnosis). However, it is difficult to conclude on the effectiveness of these types of 

strategies in order to support the long-term use of research evidence, especially in social services 

where clinical acts are not as clearly defined as they are in the medical field, and where there are 

rarely financial incentives. 

With respect to strategies that aim to reinforce behavior, three techniques are mainly 

employed:  audits, feedback mechanisms and reminders. Audit and feedback mechanisms rely on 

the presentation of information about behavior to individuals or groups, whether before, during 

or after that behavior (Walter et al., 2003). The performance of users is then evaluated according 

to performance criteria. These criteria can be connected to the practice context (e.g. work hours), 

procedures (e.g. types of regulation, quality of the interventions), short-term impacts on clients 

(e.g. satisfaction, adherence to the treatments) or to long-term impacts on clients (e.g. rate of 

recurrence, quality of life). 

The effectiveness of audit, feedback and reminders has been supported by two systematic 

reviews (Balas et al., 1996; Wensing & Grol, 1994); however, factors that influence the success 

of these strategies (e.g. users’ skills and motivation to change their behavior; organizational 

factors) are mostly unknown (Grimshaw et al., 2004; Mugford et al. 1991). Grimshaw et al. 

(2004) conducted a systematic review (n=235 interventions) and concluded that strategies aimed 

at reinforcing behavior have only modest impacts on behavior change. Because of the 

considerable variation in the observed effects both within and across interventions, the authors 

highlight the importance of estimating the efficiency of behavior change interventions in the 

presence of different barriers and effect modifiers. Mugford et al. (1991) also found that the 

effectiveness of feedback was mixed regardless of whether this involved passive feedback such 
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as statistical information or more active feedback that might be accompanied by a discussion of 

practice or professional audit activities. 

Educational Interventions 

Educational interventions aim to offer tools to increase the capacity of users to acquire, 

understand, interpret and use research evidence. Approaches vary from the reading of scientific 

articles to interactive training sessions. 

Group sessions are one of the most current forms of educational interventions (Davis & 

Davis, 2009). Studies show that three elements can increase the effectiveness of group sessions 

on behavioral change and the use of research evidence: (1) the fit between the type of training 

offered and users’ needs; (2) the use of several educational methods; and (3) the use of 

interactive processes and exchanges between participants.  The fit between the type of training 

offered and users’ needs makes it possible to ensure that the contents of the group sessions 

answer the concerns of the users. The evaluation of needs by way of focus groups or interviews 

is an effective method to guide the implementation of the training objectives for the group 

sessions (Davis & Davis, 2009). The use of several educational methods also increases the 

impact of the group sessions on behavioral change. Several types of media can be used in 

addition to formal presentations (e.g. audio recordings, interviews with clients, discussion panels, 

etc). Clinical scenarios and vignettes can also be presented in order to enable users to better 

understand the relevance and clinical applicability of the evidence put forth in the training (Davis 

& Davis, 2009). 

Finally, research shows that the effectiveness of educational interventions to change 

practice improves when users engage in small group discussions or supervised practice sessions 

with colleagues or researchers (Davis, 1998; Thomson et al., 2001). The use of interactive 

processes allows for exchanges between all of the actors in the group. For example, a “Question 

and Answer” exercise or a plenary session will give the opportunity for users to participate 

actively in the construction and the progress of the educational intervention. The effectiveness of 

these strategies on behavioral change, however, is shown mainly within the medical field. 

Moreover, there are no empirical studies that conclude that these types of strategies are effective 

in changing awareness, knowledge or attitudes (Walter et al., 2003).  
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Researcher and User Collaboration Strategies 

Collaboration strategies aim to increase the use of research evidence by reinforcing the 

links between researchers, clinicians and managers. They rely on continuous exchanges that 

permit the sharing of knowledge between actors (Landry, Amara & Lamari, 2001). Collaborative 

strategies are grounded in constructivist theories of learning. These theories assume that new 

knowledge is filtered and shaped by pre-existing understandings that individuals constantly 

construct meaning and explanations based on their experience (Walter et al., 2003). 

Collaboration between researchers, clinicians and managers can be increased using two 

strategies: structuring networks of formal and informal exchanges and using a knowledge broker. 

Networks of formal and informal exchanges  

Formal and informal exchange mechanisms between researchers, clinicians and managers 

contribute to bringing producers and users of research evidence closer and thus increasing 

receptivity toward evidence-based practices (Amara, Ouimet, & Landry, 2004; Landry et al., 

2001). Studies show that active participation of users in the research process supports 

instrumental and conceptual use of evidence (Cousin & Simon, 1996; Huberman, 1993). 

Similarly, recent research shows that relational capital (i.e. the quality and frequency of 

exchanges between researchers and users) is crucial in supporting the use of evidence (Amara et 

al., 2004; Baumbusch et al., 2008; Kothari, Birch, & Charles, 2005). The importance of 

establishing networks of formal and informal exchanges between researchers, clinicians and 

managers in order to increase evidence-based practices is now recognized within the field of 

child and family services (Tribble et al., 2008; Nutley, Walter, & Davies, 2009). 

Structuring networks of formal and informal exchanges also relies on the influence of 

social actors such as opinion leaders to inform and persuade their colleagues of the usefulness of 

evidence-based practices. Opinion leaders represent individuals such as colleagues, researchers 

and managers who have a strong capacity to influence the beliefs and actions of their peers 

(Locock et al., 2001). These leaders generally are perceived as qualified in their field of practice, 

have well developed social skills, conform to the organizational values and have high social 

status (Rogers, 1995). They are seen as key actors to facilitate the adoption of new evidence-

based practices within an organization (Eccles & Foy, 2009; Nutley & Davies, 2001). 
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Knowledge Brokering 

A knowledge broker’s role is to facilitate the process of transfer, sharing and use of 

research evidence. The CHSRF defines knowledge brokering as activities that link decision-

makers with researchers by facilitating their interactions in order to understand their respective 

goals and professional cultures, influence their work, create new partnerships and promote the 

use of research-based evidence in decision making (2003). However, due to its recent adoption in 

the health and social services fields, the effectiveness of knowledge brokering has not yet been 

evaluated in a systematic way. Nonetheless, qualitative and non-randomized studies suggest that 

knowledge brokering seems to be effective in supporting use of research-based evidence 

(Kramer & Cole, 2003; Kramer & Wells, 2005; Sharp, 2005).  

Organizational Strategies   

Organizational strategies aim to create the structural and organizational conditions 

necessary to improve evidence-based decision making, and can be compared to the 

organizational excellence model proposed by Walter et al. (2003). In this model the key to 

developing research informed practice lies not with individual users or policy makers, but with 

the leadership, management and organization of social care organizations. The model focuses on 

adapting and learning from research at the organizational level to reflect local circumstances and 

priorities. Practitioner knowledge becomes integrated with research knowledge in a much more 

dynamic and interactive process, through testing out research findings and shaping them to local 

contexts and experience. 

However, creating change at the organizational level is often difficult, expensive and 

lengthy. A literature review carried out by Heller and Arozullah (2001) highlights the importance 

of four key elements in order to set up effective and efficient organizational strategies: (1) clear 

and strong leadership on behalf of the management teams; (2) well-defined change 

goals/objectives; (3) a facilitative infrastructure and adequate resources (monetary, material, 

human); and (4) a formal engagement to integrate change into everyday practices. Several 

authors stress the importance of the commitment of senior managers (Rogers, 1995; VanDeusan, 

Lukas et al., 2007; Zohar, 2002), the establishment of a common and shared vision of the desired 

impacts (Greenhalgh, Knight, Hind, Beverley & Walters, 2005), adequate organizational 
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resources (Grol, 2002) and receptivity to acquire new knowledge (VanDeusen et al., 2007) in 

order to support evidence-based decision making at the organizational level.  

Knowledge Production Partnerships 

Most KM initiatives have evolved through attempts to extend the impact of research, 

initially through greater focus on dissemination and, more recently, through the development of 

research partnerships designed to better integrate research with the needs of policy makers and 

service providers (Gollop, Ketley, Buchanan, et al., 2006).  Denis and Lomas (as cited in Gollop 

et al., 2006) describe collaborative research as “an evolving research program based on 

cumulative discovery” between researchers and decision-makers. They argue that collaboration 

goes far beyond developing research agreements in order to achieve pre-determined objectives. 

In their experience full collaboration occurs when: (1) the investment of time and other resources 

required of collaborative research is identified as worthwhile by both researchers and 

practitioners; (2) trust is predicated on informal interactions that are essential to the success of 

collaborative research; (3) in combination with the above, the involvement of people may be 

more important to the success of collaborative research than the processes put in place; and (4) 

researchers and practitioners are on a mutual journey towards collaborative research that does 

not have a clear destination  This process-intensive collaboration is seen as a necessary condition 

to developing research that will be trusted and used by decision-makers (Lomas, 2000; Bate & 

Robert, 2002).   

Successful research partnerships are built on trust between the researchers and the 

decision-makers and practitioners (CHRSF, nd; Hemsley-Brown, 2004).  All invested parties 

benefit when they “learn about each other’s working culture and establish personal relationships” 

(CHSRF, nd). The development of communication networks between researchers and 

practitioners/decision-makers and their involvement in the research process has been found to 

improve research use (Hemsley-Brown, 2004). Trust is developed and nurtured over time and via 

positive experiences between the partners.  Both unstructured and structured interactions and 

formal and informal interactions are important for building trust in the relationship and for 

assessing the progress and planning the next steps (CHSRF, nd).   
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The relationship between researchers, decision-makers and policy-makers is one of the 

fundamental factors for promoting research utilization within an agency. Consistent contact (e.g., 

face-to-face, email, phone), formal and informal exchanges, mutual respect and trust, and open 

dialogue are imperative qualities of the partnership. The fact that researchers, decision-makers 

and policy-makers have different career trajectories and skills and are part of different 

occupational cultures that rarely intersect without a concerted effort underscores the difficulties 

of establishing a collaborative relationship with a mutual understanding and mutual goals (Dash, 

Gowman, & Traynor, 2003). For these reasons, consistent efforts must be made to link interested 

parties on a regular basis and to clearly identify mutual objectives and goals, processes and 

resources required, and they must co-construct a dialogue of mutual understanding given that 

they may speak different professional languages in their respective sectors (Dash, Gowman, & 

Traynor, 2003). 

Relevance and Timeliness 

 Studies examining the use of health research in the United Kingdom show that use 

depends on the extent to which research is seen as being relevant to the National Health Services 

agenda (Hemsley-Brown & Sharp, 2003). Research evidence is less likely to be used if it is not 

perceived as relevant to the issues that decision-makers are grappling with, and if it is not readily 

available in a timely manner (Hemsley-Brown, 2004). Topics that are of interest to decision-

makers, clear delineation of policy and practice implications of the research findings, and a 

realistic appraisal of the research findings are critical for addressing this barrier (Hemsley-

Brown, 2004; CHSRF, nd). The relevance and utilization of research depends in part on the 

extent to which policy makers and service providers participate in setting the research agenda. 

Evidence-Based Services for Children and Families 

There is an increasing need to improve the quality of the psychosocial services intended 

for children and families in difficulty (Hoagwood & Johnson, 2003; Walter, Nutley, Percy-

Smith, McNeish, & Frost, 2004; Webb, 2002). Recent research also supports the importance of 

the application of evidence-based practices in regards to treatments in order to improve the 

services offered within youth centres (Goyette & Charest, 2007; Trocmé, Esposito, Laurendeau, 

Thomson, & Milne, 2009; Turcotte, Lamonde & Beaudoin, 2009).  
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In order to develop practices in conformity with research evidence in youth centres, 

managers must be able to support their strategic choices and management decisions with 

research-based evidence. Although desirable, the task of bringing research and practice together 

within youth centres must overcome important obstacles that may lead to inadequate use of 

research-based evidence (Aarons & Palinkas, 2007; Proctor et al., 2009). Researchers have 

examined the use of research-based evidence and have shown that in spite of the investment of 

effort, a gap persists between the development of empirical knowledge and its use by the 

clinicians and the managers working within the field of child and family services. A recent 

investigation carried out in a large Québec youth centre with nearly 450 clinicians and managers 

concluded that only 22% of the managers and 18% of the clinicians often use research-based 

evidence in order to guide their practices (Chagnon, Pouliot, Malo, Gervais, & Pigeon, 2010). 

These results are similar to those from an Ontario Department of Mental Health for Youth 

investigation carried out with a similar sample of managers and clinicians which showed that 

more than half of the participants estimate that their organization does not adequately apply 

research-based evidence in order to improve clinical practices (Barwick et al., 2008). These 

results point to the importance of examining and understanding the conditions that ensure that 

research-based evidence is adequately used in practice by youth centre managers and clinicians.  

Determinants of Knowledge Mobilization 

The main determinants of KM retrieved from literature in the medical and psychosocial 

fields can be classified into seven categories: (1) political and social context; (2) researchers; (3) 

organizational context; (4) managers and clinicians; (5) exchanges between researchers and 

users; (6) attributes of evidence; and (7) clients.  

Political and Social Context Determinants 

Political context determinants refer to broader social and political contextual factors that 

must be taken into account in order to support the process of KM (Rycroft-Malone, 2008). The 

decision by users and organizations to use scientific evidence is a function of diverse variables 

affected by political climate and interests, economic conditions, as well as the technology 
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available to support the dissemination of scientific evidence into practice (Dobrow, Goel, & 

Upshur, 2004; Greenhalgh et al., 2005; Lomas, 1993). Thus, a favourable economic context and 

policy will facilitate the establishment of structures to support the process of KM. Technology 

available to disseminate produced evidence and facilitate the communication between various 

actors is also an important component in implementing strategies to support KM. 

Researcher Determinants 

Researcher determinants refer to the attitudes, personal characteristics, as well as efforts 

and available resources deployed to adapt and disseminate produced knowledge. The attitude of 

researchers towards collaboration and their ability to adapt the produced evidence to the needs of 

users are two important components to increase evidence-based decision making (Baumbusch et 

al., 2008; Landry et al., 2001). Personal characteristics of researchers such as their credibility and 

capacity to engage with others positively influence the receptivity of the users towards the 

produced evidence (Baumbusch et al, 2008; Rogers, 2003; Rycroft-Malone et al., 2002).  Finally, 

when supported by resource investment, evidence produced by researchers will result in greater 

application by users (Orlandi, 1996; Jonhson & Austin, 2006; Rogers, 2003).  

Organizational Context Determinants 

While producing relevant, timely and context-specific evidence is a necessary condition 

for KM, building capacity to use this information and an organizational culture that values it are 

equally important factors. Absorptive capacity is seen in an organization’s capacity to assimilate 

and reproduce new knowledge acquired from external sources (Cohen & Levinthal, 1990). This 

capacity is dynamic and allows organizations to better create, absorb, and use knowledge. 

Organizational structures, tasks, roles, procedures, and routines are essential elements in 

understanding the acquisition, dissemination, and utilization of information, in particular 

knowledge (Belkhodja et al., 2007).  

The culture, structure and leadership of an organization are all determinants that increase 

the use of scientific evidence. Establishing a positive culture appears to be a key variable for 

improving the process of KM: numerous studies have found that an organization’s receptiveness 
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to change, a climate that favors professional development, a history of valuing the use of 

evidence, as well as the presence of a culture that values research are all factors that promote the 

use of evidence (Dobrow et al., 2004; 2006; Grimshaw et al., 2004; Hemsley-Brown & Sharp, 

2003).  In addition, the receptiveness of an organization has an important influence on efforts 

taken by users to acquire, understand and participate in the development of research (Barratt, 

2003; Belkhodja, Amara, Landry & Ouimet, 2007; Dobrow et al., 2004). This receptiveness 

requires both technical competency and organizational will to change the content or mode of 

service delivery in response to evidence of the effectiveness of interventions (Johnston & Austin, 

2006; Walter et al., 2003). Moreover, the organizational structure, such as the size and stability 

of work teams, the organizational hierarchy and the complexity of the tasks influences the degree 

to which the organization will be able to acquire and use new research-based evidence 

(Belkhodja, et al., 2007; Estabrooks, Kenny, Adewale, Cummings & Mallidou, 2007; Kramer & 

Cole, 2003). 

Beyond receptiveness and structure, Rycroft-Malone et al. (2004) and Harvey, Loftus-

Hills, Rycroft-Malone et al. (2002) point to the critical importance of leadership in setting a 

culture where evidence-based practice is valued. Other researchers establish the importance of 

engaging directors in the process of KM (Rogers 1995; Zohar 2002), offering incentives to 

encourage the use of evidence (Belkhodja et al. 2007), as well as establishing a common vision 

of the objectives to be achieved (Greenhalgh et al., 2005; VanDeusen Lukas et al., 2007). 

Finally, KM can be improved by implementing mechanisms that allow for continuous training, 

establishing consensus regarding identified needs as well as by investing in financial, material 

and human resources (Greenhalgh et al., 2005; Titler, Steelman, Vudreau, Buckwalter & Goode, 

2001; Werr & Stjernberg, 2003).   

Manager and Clinician Determinants 

Determinants at the individual level may also strongly influence the use of research 

evidence, including the attitudes, characteristics and abilities of users. At the attitudinal level, the 

receptiveness of potential users to employ scientific evidence has been identified as an important 

factor in using evidence (Champion & Leach, 1989; Estabrooks & Chong, 2003), impacted by 

the amount of effort necessary to acquire and use this evidence (Amara et al., 2004). It can also 
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be influenced by the perceived risks in taking steps towards using research evidence in practice 

(Dobblins et al., 2002; Rogers, 2003). With respect to user characteristics, the power of 

individuals to change their practice, their level of self-confidence and educational level will also 

impact their use of evidence (Orme & Powell, 2007; Meijers et al., 2006; Suter, Vanderheyden, 

Trojan, Verhoef & Armitage, 2007).   

Finally, the application of empirical evidence requires that users have the necessary 

ability to acquire and use knowledge. Hemsley-Brown’s 2004 review of research on barriers and 

facilitators to research utilization found that the ability to critically appraise research articles and 

to be comfortable with research terminology was one of the frequently cited barriers to research 

utilization. In this sense, the capacity to judge the validity of practices (Barratt, 2003), to 

evaluate the pertinence of the acquired knowledge (Dobblins et al., 2002; Rycroft-Malone et al., 

2002) and the capacity to identify needs in terms of knowledge (Dufault, 2004; Huberman, 1987) 

are some important abilities that users need to develop. Thus, training for staff in skill 

development for acquiring, understanding, critically appraising, adapting and applying research 

is vital to increase the likelihood of implementing research findings. 

Determinants related to Exchanges between Researchers and Users 

Determinants related to exchanges include relational capital and partnerships 

consolidation between researchers and users. Relational capital, which represents exchange 

mechanisms and trust between researchers and users, is crucial to supporting KM (Amara et al., 

2004; Landry et al., 2001; Belkhodja et al. 2007). Two elements contribute to the development of 

good relational capacity: formal and informal mechanisms allowing the exchanges between 

researchers and users, as well as the establishment of a common language and a climate of trust 

(Belkhodja et al. 2007; Dash, Gowman, & Traynor, 2003; Hemsley-Brown, 2004).  

With respect to partnerships consolidation it has been shown that profitable collaboration 

experiences with researchers improve receptivity of users toward research-based evidence, and 

increase the possibility that they engage again in a process of KM (Hemsley-Brown & Sharp, 

2003; Huberman & Gather-Thurler, 1991; Orlandi, 1996). These collaborative experiences 

generally occur inside more or less complex exchange mechanisms, ranging from simple 

exchanges of written documentation to personal contacts.  
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Determinants related to Attributes of Evidence 

Determinants related to attributes of evidence represent the characteristics of evidence 

that will be produced and used by managers and clinicians. First, fit between the type of evidence 

available and the need for this type of new evidence in the field is shown as being an important 

element to ensure KM (Kramer & Cole, 2003). Increased use of research evidence has been 

demonstrated when it corresponds to users’ needs, when it is easily applicable, and when it fits 

with the values, clinical experiences and common practices of users (Estabrooks & Chong, 2003; 

Hancock & Easen, 2004). Finally, the presentation of the research evidence using an easily 

understandable language, its methodological quality, timing and accessibility may also be 

important components to increase evidence-based decision making (Lomas, 2000).  

Thus, research evidence is less likely to be used if it is not perceived as relevant to the 

issues that decision-makers are grappling with, and if it is not readily available in a timely 

manner (Hemsley-Brown, 2004). For this purpose, the active participation of the users in the 

development of evidence and their contribution would support its use (Hancock & Easen, 2004). 

This active participation implies the importance of broadening the concept of knowledge 

production beyond traditional university paradigm by recognizing the value of tacit and clinical 

knowledge (Sharp, 2005; Chagnon et al., 2009).  

Rycroft-Malone et al. (2004) acknowledge that research evidence has assumed priority 

over other sources of evidence in the delivery of evidence-based health care. However, the 

authors point out the importance of considering many types of evidence (research, professional 

knowledge, local data, patient experiences) as well as the context within which the care is 

provided in order to ensure evidence-based care. They also note that the ways in which research 

evidence interacts with clinical experience, contextual factors and patients’ experiences and 

preferences have been largely neglected.  

Client Determinants  

Determinants related to clients, who are the beneficiaries of services, have been mainly 

studied in the health field by examining the values, attitudes and behaviors of the patients. Thus, 

the attitudes of clients towards research evidence, as well as their expectations relating to the 
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effectiveness of evidence-based practices, can influence the attitudes of physicians towards 

evidence-based decision making (Beaulieu et al., 2004; Britten & Ukoumunne, 1997; Kumar, 

Paul, & Britten, 2003; Pathman, Konrad, Freed, Freeman & Koch, 1996). Thus, several authors 

postulate that clients’ attitudes and knowledge must be taken into account in the process of KM 

(Kitson et al., 1998; Sackett, Rosenberg, Gray, Haynes & Richardson, 1996). For example, 

according to the Kitson model developed in the health field (Kitson, Harvey & McCormack, 

1998), the patients’ knowledge and values occupy a role as important as the experiential and 

scientific knowledge held by users and researchers in the production of evidence. 

Evaluating the Impact of Knowledge Mobilization 

The outcomes of KM include both the predicted or unexpected outcomes directly or 

indirectly resulting from new evidence produced by researchers and applied by users (Berthelette 

et al. 2008). Although it is necessary to know and measure these outcomes in order to optimize 

the invested resources (Jacobson, Butterill, & Goering, 2003), the variety of outcome forms can 

complicate the development of valid indicators. The consideration of two parameters are 

necessary for the measurement of KM outcomes: the type of outcomes (direct or indirect) and 

the measurement time of the outcomes (short, medium or long term).  

Direct and Indirect outcomes 

Two types of outcomes have to been taken into account in order to evaluate a KM 

strategy: direct and indirect outcomes (Berthelette et al. 2008; Davies, Nutley & Walter, 2005; 

Nutley, Walter, & Davies, 2007). Direct outcomes are fairly easy to observe as they are directly 

connected to the production and application of research-based evidence by users. For example, 

direct outcomes can be measured using indicators of changes in practices, increase in the quality 

of the services given to clients, reduction of waiting lists or cost of the services. Indirect 

outcomes represent an indirect product of the activities and processes set up to increase KM 

within an organization. These outcomes often occur later on, such as changes in government 

policies, in the attitudes, conceptions or values of the population or an increase of the clients’ 
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empowerment. Because these outcomes are connected to processes of long term changes, they 

can be difficult to measure.  

Short, Medium and Long-term Outcomes 

The outcomes obtained to increase KM within an organization can differ according to the 

time at which they occur (i.e. short, medium or long term). Research highlights that the 

production of outcomes is incremental, which means they will occur according to a causal series 

of events (Lavis, Robertson, Woodside, McLeod & Abelson, 2003; Rich, 1997). Thus, the more 

distal an outcome, the more indirect and complex it will tend to be. Consequently, long term 

outcomes will be harder to observe or measure due to their complexity (Davies et al., 2005; 

Nutley et al., 2007).  

Measuring Outcomes 

Two conceptual frameworks used in the health field to measure outcomes of KM are the 

Canadian Academy of Health Sciences (CAHS, 2009) framework and a framework proposed by 

Kuruvilla et al. (2006).  

CAHS Framework 

The CAHS (2009) conceptual framework is an analysis framework based on the Hanney, 

Packwood and Buxton model (2003). It was developed in order to systematize outcomes 

measurement of research production in the health field at multiple levels and is the official 

framework adopted by the Canadian Institute of health Research (CIHR). According to the 

CAHS approach the effects of the activities of production and application of research in the 

health field are divided into five main categories: (1) advancing knowledge; (2) capacity 

building; (3) informing decision-making; (4) health benefits; and (5) broad economic and social 

benefits. The CAHS model includes the relationships between the main categories, the causal 

series of events leading to outcomes (from knowledge production to wider economic 

advantages), as well as subcategories of sixty-six indicators that are designed to measure a 

number of potential outcomes. This facilitates the evaluation of the effects of research and its 



Evidence-Based Management in Child Welfare 

 

CRCF / December 2011 Page 21 

contributing factors. These indicators have all been validated and meet internationally accepted 

standards of attractiveness and feasibility.  

In terms of advancing knowledge, the contributions to knowledge that result from a 

research project are usually measured by scientific publications. They also include knowledge 

transmitted more directly to the users by means of reports as well as the development of new 

research methods which target the capacity building of research. This category represents the 

optimization and quality improvement of the future research activities. It includes the 

development of research networks and new fields of expertise, as well as the reinforcement of 

the capacity of the coordinating teams to use research by increasing their resources. The 

informing of decision-making category targets the development of enlightened information and 

guidelines users can rely on to make decisions. It also includes the application of research results 

in order to increase the political influence as well as the quality of clinical and management 

practices. The health benefits category represents the improvement of the well-being of a 

population due to progress made in prevention, diagnosis or treatment sectors. This category also 

represents changes in attitudes and behaviors within the population. Finally, the broad economic 

and social benefits category results from research in the health field. When a population is active 

and healthy, they will contribute more to the economy.   

Because the CAHS framework (2009) presents the causal chain through which outcomes 

occur, it constitutes a very good starting point to explain the outcomes that would be expected 

and obtained after the implementation of a KM strategy. However, the CAHS framework does 

not make any distinction between direct outcomes such as those directly related to the use of 

scientific knowledge, and the more indirect outcomes. It is also more specific to the health field. 

Research Impact Framework (Kuruvilla et al., 2006) 

The Research Impact Framework proposed by Kuruvilla, Mays, Pleasant and Walt (2006) 

measures outcomes related to the production and use of research in the health field. The 

framework describes categories that prompt researchers to systematically think through and 

describe the impact of their work. The framework was also designed: (1) to develop a 

standardized framework to help describe outcomes across research topics and methods and 

facilitate comparison across time and cases; (2) to guide researchers in planning research 

implementation and evaluation strategies; (3) to facilitate researchers in looking at the broader 
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societal influences and outcomes of their work; and (4) to promote research accountability in 

relation to the use of resources and the consequences of research.  

To develop the framework, the authors first mapped out potential areas of research 

outcomes based on a review of the main health impact assessment approaches in research. The 

authors also drew on a number of existing frameworks. The Research Impact Framework 

proposes four categories of outcomes: (1) research-based outcomes directly related to the 

production of new scientific knowledge or creation of research networks; (2) services-related 

outcomes representing an increase in the quality of care and the efficiency of organizational 

systems; (3) policy influence outcomes, such as the application of research evidence in order to 

inform and influence the policies at the local, regional or international level; and (4) socio-

political outcomes, such as changes in attitudes and behaviors within the population, 

improvement in quality of life or environmental and cultural impacts.  

Due to its capacity to describe direct and indirect (process) outcomes and its larger 

applicability, the Research Impact Framework will be used to evaluate the EBM initiative. In 

comparison to the CAHS (2009) framework, the Research Impact Framework focuses more on 

the process of KM, i.e. indirect outcomes.  It also covers a larger field and thus is less specific to 

the health field than the CAHS framework. Figure 1 describes in detail the indicators that will 

guide the analysis of the outcomes at an organizational level.  

 

Figure 1: Research Impact Framework - Description of Indicators Kuruvilla et al. (2006) 

Categories Description 

Research-related 
outcomes 

 

Acquiring new 
evidence/ developing 
new methods 

Data about a problem/phenomenon; new definitions and concepts; new 
research methods; targeting gaps in current evidence 

Producing publications Publications in scientific journals, technical reports; citations of research 
publications  

Producing products, 
increasing translatability 
potential 

New research products; changing/improving  an existing research product; 
increasing “translatability potential” of research products to other fields or 
for clinical applications 

Increasing Increasing number/importance of target audiences; increasing type of 
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communication of  
evidence-based results  

modes of research dissemination and implementation strategies  

Developing research 
system management  

Changing research priority setting, investment strategies, resource 
allocation; developing capacities to conduct research; providing 
opportunities for training of researchers 

Developing research 
networks and user 
involvement 

Partnerships involving researchers, research groups and institutes; clients 
and users’ involvement at various stages of the research 

Increasing research 
leadership 

Setting the agenda/a vision for a field of research; leadership in 
coordinating projects; membership of regional, national or international 
research group, etc. 

Services outcomes  

Increasing  use of 
evidence-based practice  

Adoption of research findings and technologies by providers; adherence to 
research-informed policies and guidelines 

Increasing quality of 
care 

Increasing efficacy, availability, accessibility of services especially for 
disadvantaged and vulnerable groups; acceptability of services in terms of 
quality and cultural appropriateness;  

Improving  information 
systems 

Improving quality and efficiency of monitoring, reporting and evaluation 
of services; accuracy, completeness, efficiency, relevance and timeliness of 
monitoring and reporting systems 

Increasing cost-
effectiveness 

Making changes in systems that minimize costs and maximize 
effectiveness 

Policy outcomes  

Increasing policy 
influence 

Instrumental use where evidence directly drive policy; symbolic use where 
evidence are use to support a new policy; conceptual use where evidence 
lead to new ideas that influence policy 

Increasing policy 
influence 

Increasing number/importance of impact on policy-making at different 
levels  

Creation of policy 
networks 

Increasing researchers’ collaborations with new policy networks  

Societal outcomes  

Changing attitudes and 
behaviors of population 

As a result of research dissemination and implementation strategies, 
increasing impacts on attitudes and behaviors of population 

Increasing research 
literacy of population 

Improving skills/competencies to find, understand, evaluate and use 
evidence to make informed choices, reduce risks and increase quality of 
life 

Improving health status Reducing morbidity, mortality and disability; developing methods to 
monitor health status 
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Improving equity and 
human rights 

Focusing on  needs of disadvantaged and vulnerable populations; 
application of research to facilitate more equitable access to health/social 
care 

Increasing economic 
outcomes 

Increasing  investments in product development; value of health gain in 
monetary terms 

Increasing social capital 
and empowerment of 
population 

Increasing  civic engagement and social cohesion; Self-efficacy of 
vulnerable population and collective efficacy 

Influencing culture and 
art 

Increasing the ability to influence conceptions and behavior through 
culture and art  

Increasing sustainable 
development outcomes 

Ensuring a strong, healthy and just society; achieving a sustainable 
economy; using science responsibly 

 

Research in social and health fields highlight that the more outcomes touch complex 

levels, the more long-term and indirect they are (Nutley et al., 2007; Rich, 1997). A classification 

of the indicators proposed by Kuruvilla et al. (2006) according to the type of outcomes 

(direct/indirect) and time effect (short, middle and long term) are illustrated in Appendix 2.  

Evidence-Based Practice and Evidence-Based Management   

While evidence based practice (EBP) is accepted as a fundamental concept in the health 

services sector, EBP remains controversial in the social services. A growing literature addresses 

the difficulties social service agencies have in identifying and implementing suitable EBPs 

(Briggs & McBeath, 2009; Pfeffer & Sutton, 2006b; see Fixsen, Naoom, Blase, Friedman, & 

Wallace, 2005 for a review of the literature on implementing EBP).  

In recent years increasing attention is being paid to the concept of EBM (Newhouse, 

2006; Pfeffer & Sutton, 2006a, 2006b; Walshe & Rundall, 2001; Woolston, 2005). Persistent 

efforts have been made to apply the major components of EBP to management practice in health, 

medical and business sectors. While there are no known comprehensive studies on the extent to 

which EBM is actually used in these sectors, anecdotal evidence suggests that EBM has the 

potential to improve organizational leadership while stimulating new research that addresses 

practical, relevant, and important questions (Williams, 2006).  
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Social service managers play a key role in organizing the way in which questions are 

researched, evidence is obtained and reviewed, and in selecting and implementing interventions 

most appropriate for their client base (Briggs & McBeath, 2009). In principle, EBM should offer 

social service managers some methods for using evidence to make strategic decisions, and thus 

improve the quality of managerial decision making and problem solving. Because of the novelty 

of EBM, however, no empirical studies have examined its benefits and challenges for social 

service agencies and managers. As a result there exists little guidance for managers looking to 

use various evidence-based programs within their organizations (Briggs & McBeath, 2009). 

Knowledge Mobilization Initiatives in Child and Family Services 

Most KM initiatives have been developed in the health services field; therefore, 

transposing these initiatives in the social services field raises a number of issues. First and 

foremost there is substantially less research available in social services compared to the health 

services field (see for example Bouchard & Flynn 2005). The magnitude of this difference is 

readily apparent if one compares systematic reviews available from the health field-focused 

Cochrane Collaboration, to the social service-focused reviews available through the Campbell 

Collaboration: a difference in magnitude ranging from 10:1 to 100:1. Similarly, social service 

providers rarely have access to the same research support infrastructures that are available in the 

health fields, such as specialized librarians, biostatisticians and research summarizing services.  

Notwithstanding some challenges, several KM initiatives have started to develop in the 

social services geared towards practitioners and managers, six of which will be discussed here:  

In the U.S., the Bringing Evidence for Social Work Training (BEST) Project involved 

participants from three social service agencies who received experiential training from two 

doctoral students focusing on a team-identified clinical practice issue using an EBP process. 

Results suggest that University researchers based in schools of social work can successfully 

collaborate with agencies to support the identification, evaluation and discussion of the 

application of research evidence into practice. The study concluded that University–agency 

training partnerships should be considered as one potential strategy for advancing EBP in social 

work (Bellamy, Bledsoe, MullenFang & Manuel, 2008). 
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In Ireland, Canavan, Gillen, and Shaw (2009) used their University research centre 

experience to present a number of propositions for the cost-effective and practical measurement 

of research impact for a case study involving individuals with learning disabilities. 

In Australia, Arney, Bromfield, Lewig and Holzer (2009) profiled the strategies 

employed at five child and family services organizations that were currently undertaking 

research-into-practice activities. The authors used the Cultures in Context Model of Research 

Use (Holzer et al., 2008) as a framework to capture the complex array of factors that influence 

use of research in child welfare policy making and practice. 

In the UK the University of York and a Family Services Directorate entered into a two-

year Knowledge Transfer Partnership project to develop a way to embed research as part of the 

Family Services Directorate’s performance management framework to ensure effective and 

efficient service delivery. The project also sought to implement the Research Governance 

Framework (RGF) that requires all health and social service providers to register, approve and 

monitor all relevant research under a structure of five principles, with an assessment of the 

quality and ethics of all proposed research required before staff could access and use it in their 

interventions. The project adopted an outcomes-based accountability framework to evaluate the 

project that included the use of process, quality and outcomes as ‘commonsense’ performance 

measures (McEwen, Crawshaw, Liversedge & Bradley, 2008). 

In terms of a more concrete application of KM strategies, Research in Practice (RIP) is a 

UK model that employs a grassroots approach in supporting evidence-informed practice with 

children and families by engaging member agencies to be actively involved in promoting, 

condensing and delivering evidence-informed practice within a larger child and family system 

(Dill & Shera, 2009). RiP has a website portal that is accessible to members and non-members 

that includes a number of different sections including research evidence, tools, e-learning 

activities, “change kits” (linking professionals to a research process), and concrete information 

regarding effective strategies for dealing with a variety of issues affecting children and families 

in difficulty (www.rip.org.uk). 

Building on RiP, Practice and Research Together (PART) is an Ontario-based child 

welfare research utilization initiative that “seeks to create linkages between research and practice 

in child welfare by promoting organisational and systemic change that increases research 

http://www.rip.org.uk/
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utilisation” (Dill & Shera, 2009, p.155). PART sees research utilization as a vital component in 

the everyday practice of child welfare practitioners. Working in partnership with the majority of 

Ontario Children’s Aid Societies agencies, the PART program includes: (1) concise literature 

reviews related to child welfare related issues that provide clinicians with an overarching critical 

analysis of the literature and three key learning points that can be linked to practice; (2) 

newsletters; (3) evidence-informed practice tool kits; and (4) various e-learning and other 

activities (e.g. webinars, conferences, trainings, etc.). Members of the EBM McGill Coordinating 

Team have worked with PART by presenting at conferences and webinars. 

The above KM initiatives as well as other findings from the KM literature were 

fundamental in developing the Evidence-Based Management in Child Welfare research proposal, 

the design of the activities of the project, as well as the evaluation of the overall project.  

Summary 

The use of research to inform policy and practice decisions depends on the extent to 

which the research is perceived by decision-makers as being relevant and credible.  Relevance 

and credibility, in turn, depend on the extent to which research emerges from a partnership 

between researchers and decision-makers. Effective partnerships require that researchers be 

prepared to let service-providers and policy-makers participate and shape the research agenda, 

and also make use of a broader range of sources of evidence. KM requires organizations that 

have the capacity to use research, make time and resources available to support accessing 

research and that demonstrate this commitment by integrating research within core management 

structures.   In this context, partnerships between researchers, service providers and policy 

makers must move beyond shared research projects to develop mechanisms for universities and 

related research centres to make their skills and resources available to service organizations as 

they move first to evidence-based management providing the organizational infrastructure and 

culture to support evidence-based practice. 
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III. EVIDENCE-BASED MANAGEMENT IN CHILD WELFARE (EBM) 

Background 

The Evidence-Based Management in Child Welfare (EBM) project was launched in 2005 

in response to three parallel initiatives: (1) the Montréal child welfare agency serving the English 

speaking and Jewish communities, Batshaw Youth and Family Centres (BYFC), was seeking to 

develop a research affiliation with a university in order to help the agency make better use of its 

administrative data, support access to published research, monitor the impact of its services, 

support the development of the agency’s research agenda; (2) the newly redeveloped McGill 

Centre for Research on Children and Families (CRCF), mandated to “conduct and disseminate 

research for effective programs and policies for vulnerable children and youth and their families” 

(http://www.mcgill.ca/crcf/about/), was seeking to establish partnerships with community 

agencies; and (3) the Social Sciences and Humanities Research Council (SSHRC) had 

announced a new Knowledge Impact in Society (KIS) funding program designed to support KM 

university-community partnerships.  

EBM Partnership 

Batshaw Youth and Family Centres (BYFC) 

BYFC is a provincially mandated child protection agency providing services primarily in 

accordance with the Youth Protection Act, the Youth Criminal Justice Act and An Act 

Respecting Health and Social Services (the latter regarding the placement of children and 

adolescents). BYFC services are provided to the residents of the island of Montréal who wish to 

receive services in English and to the Jewish community of Montréal, in either English or 

French. Rehabilitation placement services are offered in English to youth from all regions of 

Québec who require them. The organization is divided into six sectors: Youth Protection, Child 

and Family Services, Residential Treatment Services for Adolescents, Professional Services, and 

Human Resources and Administrative and Finance (see Appendix 1 for chart of Organizational 

http://www.mcgill.ca/crcf/about/
http://www2.publicationsduquebec.gouv.qc.ca/dynamicSearch/telecharge.php?type=2&file=/P_34_1/P34_1_A.html
http://laws.justice.gc.ca/en/ShowFullDoc/cs/Y-1.5/en
http://www2.publicationsduquebec.gouv.qc.ca/dynamicSearch/telecharge.php?type=2&file=/S_4_2/S4_2_A.html
http://www2.publicationsduquebec.gouv.qc.ca/dynamicSearch/telecharge.php?type=2&file=/S_4_2/S4_2_A.html
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Structure). More than 1,100 employees of diverse educational and professional backgrounds 

work at BYFC, including approximately 100 clinical managers (see glossary for description of 

job titles). In 2008-2009 BYFC received 3,115 reports, of which approximately half went on to 

be investigated (BYFC Annual Management Report, 2008-2009). To provide a sense of case 

volume, over the course of one year the agency provides services to over 5,500 children.  

McGill Centre for Research on Children and Families (CRCF) 

The Centre for Research on Children and Families (CRCF) is affiliated with the McGill 

School of Social Work and is host to both the Canadian Child Welfare Research Portal and the 

Royal Bank of Canada-funded Children's Services Data Laboratory. The CRCF brings together a 

group of approximately 50 faculty, students, community-based researchers and community 

professionals engaged in a range of national, provincial and local research and evaluation 

projects. The primary mandate of the CRCF is to conduct research on effective prevention and 

intervention programs for vulnerable children and their families, including: (1) research to 

understand risk and protective factors; (2) efficacy and cost-effectiveness of prevention and 

intervention programs; (3) analysis of administrative datasets to describe services and track 

outcomes; and (4) in-depth studies to explore process and contextual factors that affect program 

implementation. The CRCF is also mandated to develop partnerships between researchers, 

service providers and policy makers, with a specific focus on promoting research in partnership 

with BYFC among other child and youth health and social service agencies in Montreal and 

across Québec. The CRCF is mandated to provide a bridge between Anglophone organizations 

and Québec's network of francophone community-university child and family research groups. 

Other mandates include researcher training offered to graduate and post-graduate students; the 

development of research capacity in child and family service agencies; and ensuring the timely 

dissemination of research in a manner that is accessible and relevant to policy makers and 

service providers (http://www.mcgill.ca/crcf/about/). 

Co-Investigators 

The academic team was led by the Principal Investigator (PI) Nico Trocmé, CRCF 

Director. Co-investigators included Wendy Thomson and Jo Ann Lévesque, also from McGill 

University, CRCF, Aron Shlonsky, University of Toronto, Bruce MacLaurin, University of 

Calgary, Sonia Hélie, Centre Jeuness de Montréal-Institut Universitaire, and John McDermott, 

http://www.mcgill.ca/crcf/about/
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Government of Alberta. Two additional researchers joined the team as external evaluators: 

François Chagnon, Chair in Knowledge Transfer, Université de Québec à Montréal (UQAM), 

and Marie-Joelle Gervais, PhD student, UQAM. 

Association des Centres Jeunesse du Québec (ACJQ) 

The Association des Centres Jeunesse du Québec (ACJQ), representing the 16 Québec 

youth centres, was involved as a community partner for the expansion phase of the EBM project.  

The ACJQ identified components of the EBM initiative felt to be most appropriate to pilot in 

other youth centres (see Sustaining and Expanding EBM section for more details). 

Funding 

In 2005, the Social Sciences and Humanities Research Council (SSHRC) launched a new 

KM initiative: Knowledge Impact in Society (KIS).  The program was designed to support 

“university-based strategic knowledge mobilization initiatives that systematically enable non-

university stakeholder communities to benefit from existing academic research knowledge in the 

social sciences and humanities” (SSHRC-KIS Transformation Program description, nd).  The 

KIS program provided up to three-years of funding through a contribution program with 

matching funds from universities and community partners (see Table 1). McGill University 

provided support through funds from the VP Research office and the Faculty of Arts. BYFC 

provided designated in-kind funds through release time for two management level staff. To 

support an expansion phase for the initiative, the Association des Centres Jeunesse du Québec 

(ACJQ) provided additional matching funds.  Additional infrastructure support and sustainability 

funds were provided by the CRCF and the RBC Data Lab (not included in Table 1).   

Table 1: Funds allocated to EBM 

SOURCE OF FUNDING  AMOUNT 
Social Sciences and Humanities Research Council (SSHRC) $298,872 
McGill VP Research and Internal Relations $100,000 
McGill Faculty of Arts $  20,000 
Association des Centres Jeunesse du Québec $  20,000 
Batshaw Youth and Family Centres (staff release time) $  70,000 (in kind) 
 
TOTAL CONTRIBUTIONS 

 
$508,872 
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The initiative was designed to develop and evaluate a child welfare knowledge 

mobilization model for child welfare agencies. The project included two overlapping phases: the 

first phase focused on developing a KM program in a specific child welfare agency and 

evaluating the implementation and short-term impacts of the initiative; the second phase 

involved expanding selected components of the initiative by linking to KM initiatives in other 

child welfare agencies in Québec as well as in other provinces.   

Project Management 

Although the EBM team brought together an experienced group of researchers and 

managers, including national and international experience with KM programs, and the EBM 

model was inspired by initiatives that had had success in the health services sector, none had 

been involved with such an intensive initiative at the scale of a single agency. Operationalizing 

the original proposal proved to be a resource intensive exercise requiring active involvement 

from the agency and the university team. All activities were directed by a Coordinating Team 

involving the PI, a senior agency manager, Claude Laurendeau, Director of the Division of 

Professional Services (DPS), and Lise Milne, the project manager2.  Using a Plan, Do, Study, 

Act (PDSA) iterative planning structure (Shewart, 1939, as cited in Sharp, 2005), the 

Coordinating Team met frequently throughout all phases of the project, in order to coordinate, 

monitor, evaluate and adjust the EBM initiatives as they unfolded. Furthermore, all major 

initiatives were approved through the agency’s senior management committee (BMC) to ensure 

that the activities were as well integrated as possible in the agency’s management structure. This 

was particularly important given that the EBM initiative was launched at the tail end of an 

intense 18-month accreditation self-study and was coming to completion while the agency was in 

the process of completing a re-accreditation review. 

Involvement of the co-investigators varied along different phases of the project. Several 

co-investigator meetings were held during the first year of the project to help develop the initial 

model; however, as the EBM activities unfolded it became less feasible to involve the co-

                                                 

2 The project was originally managed by Stephanie Belanger, who was then replaced by Catherine Roy, followed 
eventually by Lise Milne.  
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investigators as a group. Dr. Hélie collaborated on the operationalization of child welfare 

outcome indicators, Dr. Thomson led several of the baseline focus group interviews and Dr. 

Levesque led the first clinical survey.  

Evidence-Based Management (EBM)  

The EBM initiative was designed as a child welfare KM model that places the question of 

evidence at the forefront of management and service delivery decisions in a child welfare 

agency. As specified in the original EBM proposal to SSHRC, the specific KM objectives for the 

project included: 

1. improve service providers’ capacity to access and analyze service and client information 
data to inform service and policy decisions; 

2. develop systematic mechanisms to integrate clinical expertise in service and policy 
decisions; 

3. assist service providers in accessing and appraising research findings to inform service 
and policy decisions;  

4. develop a joint research agenda that addresses high-priority knowledge gaps;  

5. support the development of a national knowledge mobilization network of child welfare 
service providers, policy makers and researchers. 

  

Building on KM initiatives that had been developed in the health services, the first phase 

of the project focused on developing and operationalizing a KM model through the CRCF-BYFC 

partnership. The following section starts by presenting the key principles of this EBM model and 

then describes the key components of the model. Given the developmental nature of this 

initiative, several elements of the model were adjusted as the project evolved. In this section of 

the report we describe the model as it was operating at the end of the initiative, changes and 

adjustments that took place during the development phase are discussed in the evaluation section 

of the report. 
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EBM Principles  

Mobilizing Knowledge to Support Management Level Decisions 

The overall objective of the EBM initiative was to develop and support a management 

culture where the question of evidence was at the forefront of key management decisions. While 

at first glance this may seem to be a fairly trite objective, in practice decisions about child 

welfare policies and programs have generally not been evidence based but have relied on legal 

statutes and regulations, tradition and opinion based on personal experience. EBM seeks to 

support managers’ capacities to evaluate the evidence that a program has been shown to be 

effective in the past, and, once implemented, to monitor the extent to which the program is in 

fact meeting its objectives.   

The first phase of the project focused on developing a KM program in a single mid-sized 

child welfare agency. The decision to focus on a single agency was based on several 

considerations. Given the developmental nature of the project, it was important to operate in an 

environment where different strategies could be explored and evaluated. Furthermore, we 

anticipated that this type of culture change exercise would require a high level of engagement 

from the partnering agency, as well as from the university. Experience from similar exercises in 

the health sector indicated that without full engagement of the management structure this type of 

initiative could drift into becoming a satellite research project (Lomas, 2003; Sharp, 2005).   

  Managers rather than clinicians were targeted given that studies evaluating the 

effectiveness of knowledge mobilization initiatives in the health and education sectors show that 

shifting to an evidence-based organizational culture hinges on the extent to which managers 

value and use research (Hemsley-Brown & Sharp, 2003). The term evidence based management 

(EBM) was used rather than evidence based practice (EBP) because the types of decisions and 

evidence primarily targeted focused on broader policy and service-delivery questions rather than 

client-specific decisions.  This focus on management-level decisions was driven both by our 

organizational culture-change objective as well as by some of the challenges that had been 

previously identified in implementing EBP at the clinical level in child welfare (Briggs & 

McBeath, 2009; Pfeffer & Sutton, 2006b; Fixsen, Naoom, Blase, Friedman, & Wallace, 2005). 



Evidence-Based Management in Child Welfare 

 

CRCF / December 2011 Page 34 

Including Multiple Forms of Evidence 

While the principle of basing management decisions on the best available evidence 

naturally met with strong support, careful thought needed to be given to what types of 

information should count as “evidence”. In 

order to respond effectively to the types of 

management decisions that need to be made 

on a day to day basis in a child welfare 

organization, the concept of evidence used 

for this project could not be limited to 

published research; rather it was preferable 

to include systematic reviews. In addition to 

published research, evidence was broadly 

defined for this project to also include 

statistics derived from the agency’s client 

and service information systems, as well as clinical and client expertise. This inclusive definition 

of evidence was illustrated in the form of a triangle of evidence that was referred to in presenting 

the project to agency staff.  

Relevant, Accurate, Timely and Local 

Building on the NHSS experience and the work of the CHSRF (Lomas, 2003; Sharp, 

2005) the EBM initiative was based on the assumption that to develop a strong agency culture 

where research is valued, KM must be driven by: (1) relevant questions that decision-makers are 

faced with in their day to day activities; (2) accurate responses to these questions; (3) responses 

to these questions that are provided in a timely fashion (weeks or months, not years); and (4) 

responses that make as much use as possible of local expertise and information, avoiding 

wherever possible time consuming and resource intensive supplementary data collection 

procedures. In other words, the research to practice loop must be relevant, accurate, timely, and 

local (RATL). Along with the Evidence Triangle the RATL principles helped shape the activities 

that were developed to support the EBM project.  

Published 
Research 

Service 
Statistics 

Evidence 

Clinical & 
CLient 

Expertise 
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EBM Activities 

A range of strategies for supporting access to and integrating evidence into management 

decisions were initiated, eventually leading to five types of activities: (1) using service statistics 

to track client outcomes; (2) supporting the use of published research by “clinical integration 

groups”; (3) using surveys methods to systematically gather information from clinicians or 

clients; (4) developing an in-house research publication; and (5) giving managers access to 

knowledge brokers.  

Child Welfare Outcome Indicators 
Client and service information is tracked at BYFC in a fully computerized client 

information system, the Système Clientèle Jeunesse (SCJ), which is part of the province-wide 

Projet Intégration Jeunesse (PIJ). PIJ is one of the most comprehensive child and adolescent 

services information systems in North America, but to date its full capacity has been 

underutilized. PIJ is primarily used by agency social workers to track individual client 

information. Managers have made limited use of its capacity as a management tool beyond case 

volume and case processing statistics. In addition, the agency uses Système d’information sur les 

ressources intermédiaires et de type familial (SIRTF) to track children coming into and out of 

care. While these information systems were being used to generate many different types of 

reports, these reports, primarily in the form of month-end or year-end case-counts, did not appear 

to provide managers with the kind of information they needed to understand the service 

trajectories of clients.  For example, while the number of children placed in out-of-home-care 

could be calculated at any point in time, there was no true sense of the flow of children coming 

into and out of care nor of their experiences as they moved within the system. Making better use 

of these information systems was in fact one of the primary reasons that BYFC originally 

approached the CRCF for assistance.  

Capitalizing on information that was already available in the agency’s client information 

systems was an effective strategy for launching the EBM project by providing results early on.  

Staff members often feel that they spend inordinate amounts of time entering information into 

these systems while getting little back. Furthermore, their experience of participating in research 

projects usually starts with additional requests for information. Using the information system to 
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generate information about service trajectories and outcomes helped to shift these perceptions 

and demonstrate the utility of EBM.   

The task of developing client outcome indicators was assigned to a Service Statistics 

Interpretation Group (SSIG)3 supported by a core technical group involving a doctoral student, 

the PI, the BYFC Clinical Information Systems manager and a CRCF analyst. Chaired by the 

DPS, the SSIG involved a dozen members including the BYFC Executive Director, senior 

managers, clinical managers from various sectors of service delivery and a clinical staff 

representative. To accelerate the process, the group decided to use an existing outcomes tracking 

framework: the National Outcomes Matrix (NOM) (Trocmé, Nutter, MacLaurin & Fallon, 1999; 

Trocmé, MacLaurin, Fallon, Shlonsky, Mulcahy & Esposito, 2009)4 . Developed through a series 

of consultations initiated by the provincial and territorial directors of child welfare and Human 

Resources Development Canada, NOM provides a framework for tracking outcomes for children 

and families receiving child protection services that can be used as a common set of indicators 

across Canadian jurisdictions. NOM focuses on four nested domains: child safety, child well-

being, permanence, and family and community support and includes 10 child welfare outcome 

indicators. Following a preliminary analysis of the data fields stored in PIJ, a number of 

indicators of child well-being were identified, such as rates of recurrence of maltreatment, rates 

of placement change and educational level.  

The SSIG met approximately every six weeks for a period of 3 years to select indicators, 

develop operational definitions, interpret and contextualize results and identify additional 

avenues for analysis. Between meetings, the core technical group developed definitional and 

analytic options to bring to the SSIG for discussion. The group also provided input on reporting 

and dissemination and selected two approaches: presentations of findings to staff allowing for 

discussion of interpretation, and short articles presenting one indicator at a time using the 

research newsletter as described further in this section of the report. To allow sufficient time to 

develop, interpret and appropriate the indicators, their full integration as a dashboard for setting 

and monitoring measurable goals was not feasible within first phase of the of the project.  

                                                 

3 The SSIG was known at BYFC as the “Reference Group”  
4 http://www.mcgill.ca/crcf/projects/outcomes/nom/ 

http://www.mcgill.ca/crcf/projects/outcomes/nom/
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Clinical Integration Groups 

 “Keeping up with the literature” is a challenge for professionals in any field, especially 

in areas like child welfare where the urgency of the work always seems to trump reading books 

and journal articles. Prior to launching EBM, several BYFC managers and clinicians had formed 

a journal club moderated by Dr. Trocmé. During monthly meetings the group reviewed and 

critiqued salient research articles that had been selected by the moderator. While this experience 

helped to further spark interest in research, the meetings were more like a university seminar 

than a forum for integrating research and practice. Reflecting on this experience, the EBM 

coordinating group sought to develop groups that would allow for this integration. A popular 

sexual abuse consultation group that had been running for several years in the intake-

investigation department was identified as a potential model. The group had been meeting on a 

regular basis to address gaps in knowledge and expertise regarding child sexual abuse. Over the 

years they had succeeded in not only reviewing relevant published research, but in developing a 

comprehensive intervention training for front-line workers and identifying improved methods of 

intervention for sexual abuse cases. The Clinical Integration Group (CIG) concept was 

developed using a combination of the journal club and the sexual abuse group.  

CIGs were developed as a forum that would allow for the integration of the three forms 

of evidence targeted by EBM, including reviewing agency-generated data, drawing on the 

experience and knowledge of clinicians, and accessing relevant published research and literature. 

A proposal for forming agency-wider CIGs was by the Batshaw Management Committee (BMC) 

in October 2007.  The CIG mandate, developed by the DPS, was described as follows:  

A Clinical Integration Group (CIG) is made up of individuals who share a particular 
interest in a specific clinical issue which affects the well-being of the children, youth and 
families we serve. Its overall purpose is to promote within BYFC the development and the 
integration of knowledge into clinical practice. Sources of knowledge include the 
literature, research findings, clinical experience as well as administrative data (DPS, 
2007).   

Members are expected to be self-motivated, clinically driven and interested in furthering 

their own professional development and connecting knowledge to practice with respect to a 

particular clinical area. The group meets approximately every 6 weeks. CIGs are comprised of 

approximately 15-20 members, including managers and clinicians representing various points of 

service in BYFC. Members can also include community experts, facilitating an information-
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sharing process. The CIGs are led by two co-chairs and overseen by a coordinator who is the 

liaison with other managers and is responsible for the identification and selection of participants 

as well as the overall operations of the group. The coordinators are supported by the DPS. 

Each CIG is supported by a knowledge brokering team including a university-affiliated 

researcher who has expertise in the clinical area, as well as a research assistant who provides 

support for the group’s activities. This team model provides an opportunity for the researcher to 

engage with clinical experts at the agency, and for the research assistant, a student interested in 

the area, to support the researcher and the group by conducting literature searches,  obtaining 

articles, and keeping minutes. BYFC Library Services also provides ongoing support to the 

group. To maximize the impact of the CIGs, the most salient material covered is summarized 

annually in the agency’s research newsletter.  

Clinical Service Surveys 

Clinical expertise and client experiences are difficult sources of information to capture in 

a systematic fashion, yet provide a quality of information that is not available from 

administrative information systems. Clinical review procedures are in place across the agency to 

provide case-specific consultation to social workers, but there is no mechanism to draw out and 

aggregate this information at an agency-wide level. Likewise there are a number of mechanisms 

for addressing client complaints, but these experiences are not necessarily representative of all 

clients. Surveys provide a relatively low cost method to systematically tap into clinical expertise 

and client experiences to assist managers in monitoring services and developing new programs. 

With access CRCF expertise in designing questionnaires, and collecting and analyzing data, 

surveys were seen as a management tool that could feasibly be deployed within the context of the 

EBM initiative. Three surveys were completed within this framework:   

(1) The Clinical Voices survey (2007-2008) stemmed from a desire to capture views 

about emerging clinical issues and to identify trends in practice that would be of interest to 

BYFC management. Reviewers were chosen as the first group of professionals to be involved in 

the project given their role of overseeing in the range of 1600 cases per year. A McGill 

researcher was brought in to formulate the research question and a knowledge broker and 

research assistant carried out the survey and subsequent analysis of the findings with respect to 

348 children. Reviewers were involved in four months of consultation through focus groups and 
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over two months of participation in the pilot testing and data collection period via an online 

survey. The final report was prepared by McGill staff in conjunction with the DPS and 

Reviewers and included the results of a year-long process to identify clinical concerns. 

 (2) The Neglect survey (2008-2010) was conducted to support the development of a 

neglect program at BYFC. The survey built on a literature review that had been undertaken by 

the CPS program development manager assigned to developing this new program, with 

consultation support with an EBM knowledge broker. In 2009 focus groups comprised of 

approximately 40 clinicians were carried out to develop a profile of BYFC clientele followed for 

neglect concerns. A survey was then developed and administered to clinicians from several 

points of service. Information was received regarding 929 children, 545 primary caregivers and 

325 secondary caregivers. The response rate was 95%. The knowledge brokers provided research 

and methodological expertise and technical assistance throughout the process.   

(3) The Client Satisfaction survey (2009-2010) was developed in 2009 in response to an 

agency accreditation process that took place a few years earlier that resulted in a clear goal of 

carrying out a client satisfaction survey tied to the concept of intervention planning. The survey 

supported the agency`s improvement plan of promoting intervention planning as a clinical 

process as opposed to an administrative requirement. At the outset a knowledge broker was 

consulted who suggested an exploratory means of looking at the level of satisfaction on the part 

of clients. A DPS manager coordinated the survey activities. First, a questionnaire developed by 

another Québec agency was reviewed in consultation with McGill knowledge brokers but was 

not deemed to fit the reality of BYFC clients; thus a decision was made to create a new survey. 

Parents were selected as participants given the difficulty reaching children. A questionnaire was 

developed in consultation with a knowledge broker and McGill students were hired to administer 

the questionnaires by telephone to nearly 100 parents whose children were involved with BYFC. 

Results were disseminated to staff in 2010. 

Dissemination: The “In-The-Know” Research Newsletter 

While a relatively large number of clinical managers and some clinical staff were 

involved in EBM related activities, it was important to develop an agency-wide research 

dissemination strategy that would further support awareness of EBM and other research activities 

taking place at BYFC. In-the-Know (ITK) was launched in early 2009 as a BYFC research 
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newsletter supported by CRCF. ITK is designed to highlight research activities at BYFC, 

particularly analyses of the client outcome indicators.   

The publication targets BYFC clinical personnel and the agency’s partners. The tone and 

style of the newsletter attempts to strike a balance between establishing a professional look while 

maintaining an approachable tone that encourages comments from readers. Consideration had 

been given to using a professional writer, however, this option was dropped because of concerns 

that the publication remain financially sustainable after the original EBM funding ran out and 

because an external writer would be less able to understand the youth protection context. 

Moreover, using BYFC and CRCF staff (some of whom are former BYFC employees) as authors 

who would incorporate the use of local language would hopefully lead to more accessible and 

interesting material for staff. 

The process of developing ITK took one year from inception to implementation. Given 

that the journal would be disseminated primarily to BYFC staff and would need to be sustainable 

past the involvement of McGill, it was decided that ITK would be a BYFC publication supported 

by McGill. After much discussion and creative input, the title chosen was In-the-Know, or 

Branché (“connected”) in French. Once the general format was decided upon, the DPS prepared 

a proposal for the management committee and upon approval presented it to the BMC. The idea 

was well-received by all and the process of informing the rest of the stakeholders and staff 

began, beginning with senior managers and followed by the rest of the management group.   

ITK is a 4-page (one sheet folded) journal printed in color on glossy paper. In the spirit of 

recognizing the existence of a variety of knowledge and evidence forms, the journal includes 

analyses of child welfare outcome indicators; MSW Thesis and Independent Study Project 

summaries, many of which are completed by BYFC staff returning to study at McGill; other 

BYFC research activities undertaken directly by staff or in conjunction with a researcher; and 

announcements regarding upcoming research-related activities.  

In view of the early stage of research culture development within BYFC as well as the 

need for staff to digest and integrate the information, the publication frequency was initially 

planned to be bi-monthly, and later cut back to a more realistic quarterly schedule. Editing is 

carried out by both McGill and BYFC, with final edits approved by BYFC. From the outset, 

careful consideration was given to the format and style as well as the overall presentation of the 
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data that would be included in the publication. In choosing a format, other professional journals 

from comparable agencies were looked at and decisions were made regarding the elements that 

would work best for BYFC readers. Collaborators wanted the look and feel to be simple with 

clean lines, without dense text. Colors were chosen based on the BYFC/Centres Jeunesse 

insignia color (turquoise) and the McGill color (red). A third color (light gray) was added for 

contrast. Details such as what to label each issue were also important to consider, and to 

insinuate continuity, it was decided that each issue would show a volume and issue number. 

Four individuals were primarily involved with each ITK issue, including the DPS 

(editing, content, final approval), EBM project manager (editing, content), the PI (content) and a 

graphic designer. Other BYFC and CRCF staff members as well as six McGill students have 

been engaged depending on the nature of the content for the issue.  

Knowledge Brokers 

One of the challenges inherent in a university-community partnership like EBM is to 

develop an efficient process for providing research support.  Providing evidence in a timely 

fashion to support management decisions can be particularly challenging in a traditional 

academic culture where the cost and timelines of thorough and systematic reviews of the 

literature can be prohibitive (see RATL in previous EBM Principles section). The challenge is to 

find mechanisms whereby academics can provide technical support without having to provide a 

fully researched academic opinion. In a similar fashion to the helpful analogy about a backyard 

deck construction given by an engineer neighbor (as opposed to a costly written professional 

opinion), knowledge brokering appeared to be a timely and cost effective model for providing 

research support. Academics or graduate students with relevant research expertise were recruited 

as Knowledge Brokers (KBs) to work in tandem with BYFC managers. The knowledge 

brokering model provides an interactive approach that tailors research and best practice reviews 

to the needs and timeframe of the users (Clark & Kelly, 2005; Kramer & Wells, 2005; Sharp, 

2005; Kramer & Cole, 2003).   

KBs at BYFC are generally university academics/researchers and research assistants with 

content, clinical, and/or methodological expertise who help formulate policy and practice 

questions, access relevant client service statistics from information systems, access and interpret 

relevant research, identify best practice models, and link decision-makers to experts who can 
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provide more specialized consultation. While in most instances KBs become involved in task-

specific time-limited activities, such as methodological assistance in designing a survey or a 

rapid summary of key research, in some instances KBs also become involved in longer-term 

activities like CIGs or standing committees.  

Within the timeframe of the EBM initiative, 13 KBs have been engaged in 15 BYFC 

committees or teams to develop or review agency policies, practices and programs, and to assist 

with literature review requests, databases, survey development, program development, and 

program evaluation. Requests for KBs were processed by the EBM Coordinating Team: requests 

and prioritization were handled internally by the DPS, and the PI and project manager identified 

and recruited the KBs. KB requests include rapid literature reviews, assistance with databases, 

assistance with survey development, program development, and program evaluation. 

Sustaining and Expanding EBM 

The first phase of the EBM initiative focused most of the project’s resources on 

developing a KM model at the level of a single child welfare agency. The SSHRC-KIS funding 

program for EBM was not renewable and was intended to generate self-sustaining KM 

partnerships. The second phase of the initiative focused therefore on identifying elements of the 

initiative that could be sustained through the CRCF-BYFC collaboration, as well as elements that 

could be adapted for use in other child welfare agencies.  

Sustainability was contingent on fine tuning EBM activities to minimize the costs of 

maintaining them and demonstrating that they warranted long-term investment of resources from 

the agency and university partners. In addition to the funds that CRCF and BYFC had provided 

to support the original initiative (see Funding Table), both organizations have committed to 

continuing to track and report on outcome indicators, publish ITK, support CIGs and conduct 

surveys. BYFC has hired a manager whose responsibilities include the coordination of research 

projects and transfer of knowledge activities. Using funds from a Royal Bank of Canada (RBC) 

gift to support the CRCF mandate, CRCF will continue to update and analyze the outcome 

indicators, provide research assistants to support the CIGs and to contribute material to ITK.  

The costs for maintaining these activities are relatively low in comparison to the front end costs 
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of developing them, and both organizations have integrated these costs into their on-going 

budgets. 

Expansion of the EBM initiative has focused primarily on the outcome indicators.  In 

partnership with the ACJQ, the Québec association of youth protection agencies, the outcome 

indicators that were operationalized at BYFC are being considered for province-wide adoption.  

With funds from the ACJQ-EBM component of the project, three additional youth centeres 

participated in a one year pilot test using the indicators. Fourteen of the province’s 16 youth 

centres have funded a one-year expansion of the initiative and the provincial government is 

considering funding full expansion of the initiative. The operational definitions developed at 

BYFC have also been integrated in the Federal-Provincial-Territorial NOM initiative and are 

being used as well by the department of Aboriginal and Northern Affairs.  

Although the outcome indicators, in particular as they are presented in ITK, have been 

the most visible component of EBM to be implemented in other child welfare agencies, other 

elements of EBM, in particular knowledge brokering, CIGs and ITK have garnered some interest 

as well. KM has been identified as a growing priority in several jurisdictions. In addition to other 

Québec youth centres, the Alberta Ministry of Child and Family Services, the ministry of family 

services for francophone Belgium, and social service representatives from France have all made 

site visits to learn more about the BYFC-CRCF EBM initiative, and have also invited the PI to 

present the EBM model to their staff. In partnership with the First Nations Commission for 

Health and Social Services of Québec and Labrador, BYFC and three additional the youth 

centres, the CRCF is applying for a SSHRC Partnership Grant to expand the EBM initiative to 

First Nations child welfare service providers in Québec. 
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IV. EVALUATION METHODOLOGY 

Evaluation of the EBM project included: (1) a process and product review; (2) 

documentation of managers’ self-reported use of evidence with questionnaires completed at the 

beginning and at the end of the project (N=54); and (3) interviews through focus groups with 

managers at the beginning of the project (N =76) as well as individual interviews with managers 

and researchers (N=26) at the end of the project. An external research team from the University 

of Québec at Montréal conducted and analyzed the post-test interviews in order to provide an 

independent perspective.  

Process & Product Review 

Over 80 BYFC staff and close to 20 students and academics were directly involved in a 

broad range of EBM activities over the course of four years. All EBM activities, including 

planning, coordination and the products associated with them were tracked by the EBM project 

manager and reviewed by the EBM Coordinating Team. A calculation was made for the total 

costs of the EBM project based on the individuals involved in the project, their approximate 

salaries and the number of days invested in the project. A selection of products was also 

reviewed by an external evaluator. Process and products were analyzed by reviewing minutes 

and notes relative to the various meetings and all written products. The review included tracking 

the number of agency managers, staff, researchers and students involved in different facets of the 

project as well as estimating time dedicated to the project. In addition, the EBM Coordinating 

Team held a series of six half-day de-briefing meetings with the external evaluator where all of 

the activities were reviewed in detail. Finally, attempts were made to capture any other relevant 

sources of information, including use of the agency’s library, research activity at the agency, and 

comments about research in two accreditation reports that were filed near the beginning and near 

the end of the project.  
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Pre-test / Post-test Evidence Usage Questionnaires  

Questionnaires 

BYFC managers from various sectors of the agency were asked to complete a 

questionnaire about their use of evidence at the beginning and the end of the EBM initiative (see 

Appendix 3). In addition to a series of background questions about current position, education 

and experience, the questionnaire assessed the three types of evidence targeted by the EBM 

project: agency statistics (use, access, importance, and relevance of agency statistics); published 

research (use, access, barriers, importance, agency support); and clinical expertise (use of 

internal and external clinical consultations, agency support for clinical consultations, and 

professionals consulted).  

Access and use was rated using Likert-type 7-point scales ranging from 1= “not at all” or 

“strongly disagree” or “easy” to 7 = “completely” or “strongly agree” or “difficult”, with 4 = 

“neutral” or “average”. Items were adapted from the General Decision-Making Style Inventory 

(GDMS) (Funk, Champagne, Wiese & Tornquist, 1991) and the Barriers to Research Utilization 

Scale (Scott & Bruce, 1995). Items proven to lack clarity were modified or dropped from the 

post-test version of the questionnaire.    

Procedures 

The pre-test questionnaire was completed in June 2007 at the beginning of a series of 

needs-assessment focus groups. Seventy-six managers responded to the pre-test questionnaire. 

The post-test questionnaire was distributed in July 2010 by internal mail to all managers who had 

completed pre-test questionnaires and were still on staff. Fifty-four managers completed the 

post-test questionnaire. Analyses were carried out based on their particular roles within the 

agency: groups of intake/on-going service mangers; senior managers (directors and 

coordinators); residential managers; case review managers; and a group of “other” managers 

composed of adoption, foster care, human resources, and professional services managers (refer to 

glossary for specific job descriptions). 
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Analysis  

In 2007, the pre-test questionnaire responses were analyzed in conjunction with the 

findings from the focus groups (n=76). In order to facilitate comparisons, the pre-test 

questionnaire responses were re-analyzed in 2010 to include a smaller group of managers who 

were able to respond to both the pre- and post-test questionnaires (N=54). Only those items that 

were included in both versions of the questionnaire were analyzed. Mean ratings on all scale 

responses were compared to test for significant change in self-reported use of evidence. 

Responses to open-ended questions were reviewed as well to identify any noteworthy themes 

that the closed response questions had not captured. 

Focus Group and Follow-up Interviews 

Focus group interviews were held with managers at the beginning of the project to 

discuss their use of evidence. A follow-up series of focus groups had initially been planned; 

however, because the agency was in the midst of an accreditation review a smaller number of 

managers participated in individual semi-structured interviews. 

Pre-Test Focus Group Interviews 

Focus groups were held in June of 2007 with 76 managers assigned to nine groups on the 

basis of their roles and responsibilities in the agency as described above. At the beginning of 

each group participants were asked to complete the four-page pre-test survey. The focus groups 

were audio-taped and notes were taken by two research assistants. A list of specific questions 

regarding the three types of evidence were posed during the focus group discussions which 

followed the same sequence as the questionnaire (brief review of participants’ roles in the 

agency, followed by questions about the use of statistics, research and clinical expertise).  

Post-Test Interviews 

Semi-structured interviews were conducted to capture detailed descriptions of the EBM 

activities and to understand how these activities were interpreted (Weiss, 1995).  Potential 
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interview participants were identified by the Coordinating Team on the basis of their degree of 

involvement in EBM activities and their role within BYFC and the McGill research group. Out 

of a total of 26 selected respondents, 81% were able to participate (17 clinical managers and 4 

researchers). The interviews were conducted by the external consultant and the EBM project 

manager between April and July, 2010 (see Appendix 5). The interviews took between 45 

minutes and one hour each. For this particular aspect of the research, ethics approval was 

obtained from the Ethics in Human Experimentation Committee of Université du Québec à 

Montréal. Results were analyzed by the external consultant according to the main categories of 

determinants retrieved from the literature review. In particular, the expected and obtained 

outcomes as perceived by the participants were classified according to the categorization 

suggested by Kuruvilla et al. (2006).  All of the interviews were audio-recorded. 

A semi-structured interview guide (Appendix5) as well as a preliminary coding grid 

(Appendix 6) were developed jointly by the external consultant and the Coordinating Team 

based on the literature review to collect information regarding: (1) the type of EBM activities in 

which the participants took part; (2) strengths and challenges of these activities; and (3) expected 

and obtained outcomes following the participant’s involvement in the activities.  
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V. FINDINGS 

Process and Product Evaluation 

The following is an evaluation of the five EBM activities according to their strengths, 

challenges and outcomes. The section will close with a more general analysis of the impact of 

the EBM project on both BYFC and McGill. 

Child Welfare Outcome Indicators 

Strengths 

The indicators activity was an “early victory”: building on a rich information system (PIJ 

and SIRTF) and an established framework (NOM: Trocmé et al. 1999), the Service Statistics 

Interpretation Group (SSIG)5 generated outcome data that provided managers with a new 

perspective on client service trajectories and outcomes.  Following children from the point of 

first contact provided managers with caseflow dynamic information that in many instances was 

very different from the cross-sectional month-end or year-end counts that they were accustomed 

to. For instance, while on any one day over half of the children served might be in out of home 

care, tracking children from the first point of contact shows that 80% of children investigated by 

the agency do not come into care (Coughlin, Esposito & Trocmé, 2010). In a similar fashion, 

while chronic cases are overrepresented at intake, over 85% of closed cases are not re-open for 

investigation within 12 months of closing (Esposito, Chabot, Coughlin & Trocmé, 2009). 

The Service Statistics Interpretation Group (SSIG) was the cornerstone of the indicators 

project.  Success of the SSIG was in part due to its task oriented approach, focusing on 

operational definitions and data interpretation using the available data rather than getting 

potentially bogged down in designing a new set of indicators or requesting additional 

information from staff. Meetings were frequent enough to provide continuity, and between 

                                                 

5 The SSIG was known at BYFC as the “Reference Group”  
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meetings the core technical group produced enough new data to ensure a sense of progression.  

One of the important contributions emerging from the iterative definitional process with the 

SSIG has been to identify optimal timeframes for tracking service cohorts: 36 months for service 

activities, and 12 months post-service for monitoring rates.  Within a period of two years, the 

SSIG developed and analyzed seven of the ten NOM indicators. Additional indicators have been 

analyzed for exploratory purposes and supplementary analyses have been used to identify client 

profiles requiring closer attention.  By its third year, the SSIG was in a position to report on the 

outcome indicators internally and publicly. 

The agency’s commitment to disseminating the findings from the SSIG was a critical 

component of the success of the SSIG’s work.  Within BYFC, presentations were made to the 

Board of Directors, to the BMC, and to various management and staff groups.  Findings 

regarding the indicator on recurrence of maltreatment, court rates, school delay, placement rate 

and moves in care were highlighted in issues of In-the-Know. True to the initial purpose of the 

journal, the remaining indicators will be featured in future issues.  Externally, data have been 

presented to other Québec youth protection agencies, to the Québec Ministry of Health and 

Social Services, to officials in Ontario, Alberta, France and Belgium, and at national and 

international academic conferences.   

The external interest in the outcome indicators developed at BYFC has proven to be a 

major additional advantage. Pilot testing of the BYFC indicators has provided a good 

opportunity for introducing the framework in Québec and substantial interest has been expressed 

by a number of agencies, most importantly the Association of Québec Youth Centres (ACJQ). 

Youth centres across the province have expressed interest in using the same outcome indicators, 

and the Coordinating Team has joined in a provincial data sharing initiative that can support this 

type of expansion. This has and will continue to facilitate comparability inter-jurisdictionally and 

with other agencies. Interest has also been expressed at an international level. While the National 

Outcomes Matrix (NOM) originally informed the EBM indicators (see Indicators description), 

the EBM indicators have in turn informed NOM, several of which have been redefined as a 

result of EBM findings. There has also been interest expressed by First Nations agencies in 

Québec and Alberta who would like assistance in analyzing their data.  
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Challenges 

One of the major challenges inherent in the SSIG process is that it proved to be more 

resource intensive than expected. Data extraction, cleaning and programming required significant 

personnel time for both BYFC and CRCF.  While some of this was due to the developmental 

nature of the project, the iterative process of consultation, discussion, and review involving the 

SSIG requires that sufficient resources be assigned to support this process.  

The agency’s early commitment to reporting on the outcome indicators involved a certain 

degree of potential risk, given that the indicators may not have reflected positively on BYFC.  

This commitment to public reporting was a critical component, since it meant that the agency 

had to be fully prepared to endorse the indicators.  From the outset the outcome indicators 

project was clearly situated as a senior management driven initiative and not an external research 

project that the agency could have distanced itself from.  In the end the indicators generally 

provided a more positive picture of client outcomes than expected.  

The relative speed of development of the indicators and the interest that they have 

generated outside of BYFC have posed a challenge with respect to their full integration as 

management tools.  Despite the explicit effort to ensure that the indicator development project 

was fully endorsed by the senior management, including the involvement of many senior 

managers in the SSIG, the initiative ended up taking on a life of its own, independently of the 

evaluation and planning needs of the agency.  The need to better integrate the indicators at the 

level of service planning has been recognized and the senior management team is working with 

the PI to ensure better integration of the outcome indicators as management tools. 

Outcomes 

BYFC has reported internally and publicly on seven indicators:  out-of-home placement, 

moves in care, time in temporary care, recurrence rate of maltreatment, court rates, school delay, 

and youth involvement with the Youth Criminal Justice system.  The indicators developed at 

BYFC have become the basis for a province-wide initiative that all Youth Centres are currently 

reporting to on a trial basis.  Integration of the indicators in day to day management planning 

remains, however, a challenge. Recognizing the importance of the indicators, the agency is 

redesigning its information management systems to support easier access to key indicators.  
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Additional analyses of the indicators has also been identified as a priority and several proposals 

have been submitted for funding further analyses in partnership with McGill’s CRCF . 

Clinical Integration Groups  

Strengths 

The CIGs have been evaluated as having numerous strengths. The groups have facilitated 

the critique and analysis of research as it evolves with the aim of impacting clinical practice. To 

assist members in reading research articles, the PI provided tutorials to all CIG members on 

effective research reviewing techniques. Clinical summaries of the readings have been produced 

that facilitate the transfer of knowledge within the CIG and from the group to the BYFC clinical 

community. In addition, two annual reports have been produced that provide a description of the 

group and summarize its activities, and a recent issue of In-the-Know included a description of 

the CIG on sexual abuse as well as the case consultation process.  

The CIG has also contributed to the development of a sound knowledge base of relevant 

resources (within and external to BYFC) which can help meet the needs of the clients and/or 

support clinical staff. Through an official case consultation process, clinicians have had the 

opportunity to engage in discussion of specific cases with group members, thus applying 

knowledge to practice. CIGs have been also been able to provide input for staff development 

activities and curricula.   

CIGs are also seen as providing a mutually beneficial arrangement with KBs, who 

provide research expertise and in return have the opportunity to be informed as to the realities of 

current practice issues, thus decreasing the practitioner-researcher divide, as well as in providing 

opportunities for future potential research.  

Finally, early adopters of the CIG concept have been crucial at every stage in the process:  

The initial support and championing of the CIGs by the DPS, the Executive Director and the PI 

have been fundamental in the eventual approval of the initiative.  In addition, while there is 

fragility to CIGs, such as when workers are busy and service waiting lists are high, the ongoing 

engagement and commitment of resources has been essential in keeping the groups running. 
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Challenges 

CIG members have found that the number and type of readings should be limited to what 

is reasonable to review and integrate in a given period of time. A clinical summary form, rotating 

list of designated readings and tutorials on reading articles have all made the process less 

demanding for members.   

From the perspective of CIG support, a lesson learned along the way is that KBs should 

have at least content or clinical expertise: in the case of one CIG the methodological expertise of 

the first KB was not sufficient to optimally contribute to the group, nor did it contribute to 

learning in her area of expertise. In addition, while the research assistant’s role is primarily 

administrative, having knowledge in the clinical topic is helpful in assisting with literature 

reviews and understanding relevant points to include in the minutes. Further, organizational 

requirements of the CIGs should not be underestimated: duties such as photocopying and making 

binders, and keeping new members up to date can be very time-consuming and expensive. 

Providing a folder of pdf versions of readings for each member has assisted in this process, 

increasing the ease at which the readings can be shared and contributing to less consumption of 

paper. In addition, secretarial support was provided by the DPS.  

Stability of the CIG on conjugal violence has been a challenge. Although the chairs and 

KBs have changed for both groups, the CIG on sexual abuse has remained fairly stable while the 

CIG on conjugal violence has had more difficulty. This is likely due to a number of factors: the 

KB changed three times; two of the three KBs were rarely present at the meetings and thus were 

less engaged in the group; both chairs changed; and group member attendance at meetings was 

on occasion low, with several members working shifts that did not facilitate their regular 

attendance.  In addition, as the CIG on conjugal violence did not grow out of another initiative, 

its roots are less established than the CIG on sexual abuse.  

Perhaps one of the greatest challenges identified for the CIGs has been to remove them 

from their “bubble” by ensuring that knowledge, experience and findings are generated to the 

rest of the agency. For example, in the case of the CIG on sexual abuse, efforts have been made 

to make case consultations available to all clinical staff members and managers, many of whom 

speak openly about the high level of complexity and difficulty in these cases. Despite efforts 

made to advertise the service, few consultations have been requested; thus new ways of making 
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staff aware needed to be implemented. In response to this problem, the CIGs have been asked to 

highlight their activities in ITK.  

Finally, the sustainability of the CIGs presents several challenges: whether CIG members 

and leaders can continue to be liberated to attend monthly meetings; whether the case 

consultation process will continue not only to be useful but to be utilized; whether the groups can 

develop a format to ensure accessibility to all staff, in particular educators; whether funding will 

be available to pay research assistants; and whether research assistants might be willing to 

volunteer their time in order to gain experience and knowledge, or to carry out their role as part 

of an internship where an honorarium could be provided to the teaching institution. 

Outcomes 

The following are a list of products/outcomes of the CIGs: 

x The review and critiquing to date of 75 journal articles or book chapters; 
particularly salient articles have been summarized in In-the-Know and/or passed 
on to clinical managers and staff; 

x The availability of hardcopy and/or pdf formats for all readings at the BYFC 
library; 

x A comprehensive sexual abuse resource manual, updated annually;  
x Clinical summary forms that highlight key elements of research articles and 

clinical implications for practice, making them more accessible to those outside 
the group; 

x Workshops for both CIGs to assist in more effectively reading research articles;   
x A description of the CIGs and the case consultation process published in In-the 

Know; 
x A temporary CIG site on the McGill EBM website; there is ongoing development 

of a BYFC intranet site to describe the CIGs and their various activities, a 
bibliography of readings, as well as to provide links to partners, resources and the 
BYFC librarian;  

x Monthly agency-wide sexual abuse case consultations by an experienced group of 
CIG members (twelve to date) for which feedback has been extremely positive; 
case consultations are available for conjugal violence cases on an as-needed basis; 

x A panel presentation of a mock sexual abuse case consultation at the 2009 BYFC 
Multi-Disciplinary Committee professional day, the evaluations of which were 
very positive;  
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x A yearly 2-day training on sexual abuse intervention and treatment planning for 
front-line staff given by two CIG members, updated using recent research 
stemming from the CIG; 

x A group for female victims of sexual abuse placed in residential care will 
commence in the fall of 2011, resulting in large part from the initiatives of CIG 
members and the support of the McGill CRCF; 

x BYFC Department of Professional Services Guidelines for the Sharing of 
Information with Caregivers in Cases of Sexual Abuse, stemming from 
discussions at the sexual abuse CIG; 

x Annual reports summarizing the activities, goals and objectives met for each year; 
x Interviews of CIG chairs and coordinators as part of the EBM evaluation to gather 

feedback on their experiences in the CIGs and to recommend any changes. 

Other less tangible outcomes were reported, such as discussions regarding evidence-

based and/or best practices between colleagues; changing clinical processes; increased levels of 

confidence for clinicians dealing with cases; and ultimately the provision of more effective 

services to children and families. 

Surveys  

Three surveys were conducted within the EBM initiative.  Since the process involved in 

conducting the surveys changed, the evaluation of each survey is presented separately. 

Clinical Voices 

The first survey, coined “Clinical Voices” was developed to capture issues identified by 

the group of managers who are responsible for conducting regular case reviews to determine the 

extent to which intervention plans are on track or need to be adjusted.  This review process is 

mandated under the Youth Protection Act; at BYFCs Reviewers are management level senior 

clinicians.  Reviewers were identified as a priority because they were seen to provide an efficient 

avenue for getting an overview of clinical issues across all cases receiving ongoing services at 

BYFC. 

Strengths: The Clinical Voices survey was approved by the BMC senior management 

group, and was very positively received by the Reviewers who were keen to share their 

observations about emerging clinical issues. The Reviewers demonstrated their engagement in 
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the project by offering helpful input and feedback in designing the survey tool, completing the 

data collection promptly, attending all meetings and in general having a very keen attitude 

toward the project.  The survey tool was developed by a member of the McGill research team 

who worked closely with the Reviewers through a series of focus group meetings. Data 

collection and preliminary analysis proceeded efficiently, thanks both to the enthusiasm of the 

reviewers and the effectiveness of the web-based survey tool developed by the McGill researcher 

and research assistant. Over a three month period data were collected on 348 children.  

Challenges: The role of the McGill researcher proved to a challenge in implementing this 

first survey initiative.  Finding the balance between being a lead researcher and providing 

methodological advice or support proved to be more difficult than anticipated.  In order to help 

us pilot this role an outside researcher was recruited to support the survey.  We initially held a 

first series of meetings with a planning group involving the PI, a McGill researcher with 

extensive program evaluation experience and several BYFC managers including the manager 

responsible for the Reviewers.  However, the process started to look more and more like a 

university driven research project than a survey designed to respond to senior management 

questions.  This drift was further  accentuated by the departure (retirement) of the Director of 

Youth Protection who had helped to champion the survey from the outset.  We re-focused the 

survey development process by bringing in researcher with participatory research experience 

who ended up using a focus group method to engage the full group of reviewers (see above).  

While the design and data collection phases went well, the “research lead vs. methodologist” 

confusion arose again during the analysis and report production phase.  As a result finalizing the 

report ended up taking far more time (one year) and far more resources than had been initially 

allocated, shifting the process from being a rapid survey to becoming a research project.  The 

coordinating committee realized that given that the EBM collaboration was novel, roles and 

expectations needed to be well specified from the outset.  This proved to be very useful learning 

experience for the EBM coordination team, and helped structure further surveys as well as shape 

the concept of Knowledge Brokers. 

Outcomes: The Clinical Voices survey produced useful practice information and 

identification of areas of improvement. A power point presentation summarizing the key findings 
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was prepared by the Director of Professional Services for the senior management committee. As 

an internal report, the survey results were included in a review of clinical management roles. 

Neglect  Survey  
Strengths: The lessons learned from the Clinical Voices survey helped to steamline the 

approach taken for the Neglect survey.  Firstly, addressing the issue of neglect had already begun 

as part of the Batshaw Improvement Plan. From the outset ownership was taken by the DPS and 

program development manager and was maintained throughout the process. There was a shared 

commitment by the executive stemming from the agency’s improvement plan and it was “kept 

alive” by the Executive Director`s support of the survey as an instrument to assist in overall 

program development. Throughout the process there was careful research and planning, input 

from experts, participation and feedback of clinicians, and direct involvement by the DPS 

program manager. Overall the study has lent credibility to BYFC. In addition, the goal of the 

DPS manager to keep the momentum going resulted in a very expedient process of data cleaning 

and the ability to report results back to staff quickly. These results were incorporated into the 

Neglect program description. 

Challenges: While relatively few challenges were experienced, some arose with respect 

to the training of research assistants; this was undertaken by the program development manager 

who initially felt ill-prepared to carry it out. In this case it would have been more helpful to have 

the McGill KB to assist more actively with this step. In addition, the technology used to enter the 

data was not as user friendly as web-based tool used for voices. Generally, while the Mcgill KB 

was perceived as having played an important consulting role, more engagement, for instance 

during the writing process, would have been helpful. Arguably, in response to the perception that 

the researchers had been given too much responsibility for the Voices project, the KB role may 

have been curtailed more than required for the Neglect survey. 

Outcomes: Very rich data from the Neglect survey has been gathered which informs not 

only the issue of neglect overall, but holds enormous potential for further analyses. The final 

report was drafted through an integration of the literature and findings from the survey. 

Throughout the process a committee of experts has been engaged to verify the steps of the 

neglect program development process. The results were presented to the BYFC management 

committee, Board of Directors service managers and clinicians in 2009/2010. The report was 
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presented at the ACJQ Congrés in 2010, thereby sharing knowledge with other jurisdictions. It 

was also featured in a double issue of In-the-Know and is currently available to all staff through 

the agency library and the BYFC intraner. In addition, the report is being used towards 

developing first and second-line neglect programming as mandated by the Ministry of Health 

and Social Service. 

Client Satisfaction  

Strengths: In the process of reviewing the intervention planning process at BYFC, a KB 

was engaged early on to produce a fairly formal document and to propose recommendation to the 

BYFC Senior Management Committee. A second KB was employed to develop a framework and 

provide consultation regarding the questionnaire. From the outset it was clear that BYFC was 

going to use the information that resulted from the Client Satisfaction survey: a framework had 

already been developed from which the research process and survey could be based. The 

questionnaire was adapted to clients in consultation with representatives from a council for 

Clients and Community, a Multidisciplinary council as well as caseworkers and managers who 

validated the questionnaire. Both the DPS manager and a knowledge broker worked in tandem 

throughout the process, fusing clinical knowledge and research and methodological expertise.   

Challenges: While the McGill student research assistants worked well, it was still 

necessary for the DPS program manager to spend a good deal of time training the research 

assistants and to be present while they were undertaking the surveys. 

Outcomes: The Client Satisfaction survey report was completed in early 2010 and 

included interesting and helpful data regarding the strengths and challenges of BYFC services 

from the perspective of clients. The entire process took approximately 3½ years and included the 

following crucial stages: review of literature/policies already in place; development of capacity 

within the organization with BMC patronage; development of a framework and questionnaire; 

and the production of a final report. The report is now in the stage of being disseminated, and a 

summary of the findings was included in the summer 2010 issue of In-the-Know. It has been 

presented to the Service Quality Vigilance committee of the Board of Directors, as well as to all 

“Application des Mesures” managers and clinicians. 
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In-the-Know 

Strengths 

A strength of this activity was that prior to the release of the first issue in March, 2009 

ITK was presented to managers and several staff groups in order to involve everyone in its 

introduction and render the publication a “living document”. Although more costly than 

electronic versions, printed copies have been made accessible at all points of service to ensure 

greater readership. The first issue included a summary of all EBM activities in order to provide a 

framework for future issues.   

In fulfillment of the initial purpose of ITK, the journal has facilitated the dissemination of 

important findings regarding the child welfare outcome indicators and other research to the entire 

agency as well as externally. Academic staff, researchers and stakeholders receive copies of ITK, 

which is also available through the McGill CRCF EBM internet site. Copies have been made 

available in English and French and in both paper and pdf format. Furthermore, presentations 

including ITK have been made both internally and externally and include copies of the issues. 

Access to this information has led to interest by other Québec youth centres and Québec and 

Alberta First Nations agencies to have assistance in analyzing their child welfare outcomes data 

(see child welfare outcome indicators above).  

A major strength of ITK has been its facilitation of the involvement of a number of 

individuals from various clinically and academic backgrounds. Close to 20 clinicians, managers 

and directors from BYFC have been involved in the writing of articles, thereby involving “users” 

in the production of research.  Seven McGill MSW and PHD students, academics and 

researchers have also been involved, furthering their training in the production and dissemination 

of research.    

While the majority of the thesis and Independent Student Project summaries have been 

completed by CRCF staff, a recent thesis summary was completed by a student using a template 

as a guide. The expectation will be for future student authors to prepare summaries themselves in 

exchange for the opportunity to disseminate their research. This is considered a strength in that it 

will further enhance sustainability when editing support becomes less available. Throughout the 
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process the Executive Director has championed ITK.  As “early adopters” of the project, several 

senior managers lent crucial support and credibility to the publication.  

Challenges   

A significant challenge was the considerable amount of time dedicated to choosing the 

name, format and presentation of ITK. In addition, the work towards finalizing the template took 

longer than was anticipated and in retrospect should have involved all collaborators in order to 

facilitate and expedite the process and avoid unnecessary back and forth between the parties. For 

example, the specification of word counts per article and overall formatting were more difficult 

to define than was expected; however, once the first template was developed the turnaround for 

subsequent issues was quite rapid. The graphic artist hired to develop the template was known to 

BYFC for her work on several other on-going projects. 

While the process of production of the journal has been very inclusive and democratic, it 

is also time-consuming. Upon completion of the initial draft, a period of 2-3 weeks to 

finalization needs to be anticipated for the two featured articles.   

One of the greater challenges has been getting a sense of ITK’s readership. The 

development team is hopeful that a journal such as this will become much more widely known 

and read within a few years. 

Outcomes 

In the first year of production (Volume 1) five issues of ITK were generated covering the 

following topic areas: 1) Evidence-Based Management in Child Welfare, Neglect; 2) National 

Child Welfare Outcomes Matrix, Attachment; 3) Recurrence of Maltreatment, Sexual Abuse; 4) 

Court Use, Family Group Conferencing; 5) School Delay, School Board Partnership.  Volume 2 

issues have included: 1) Attachment, Regulation, Competency Study, Client Satisfaction Survey; 

and 2) Placement Rate, Clinical Integration Groups.  All issues are available in pdf format on the 

McGill CRCF-EBM website and will be accessible in the future on the BYFC website. 

While it is difficult to assess the level of readership of the publication, the hope is that 

over time ITK will become more familiar to staff.  McGill and BYFC are presently working 

towards a plan for sustainability of the publication once the EBM project comes to an end, 

including the streamlining of editing responsibilities. 
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Knowledge Brokers 

Given the complexity of describing the strengths and challenges of the numerous KB 

activities, the following section includes a brief description of what has and has not worked well, 

broken down by the type of KB request. 

Literature review requests   

Accessing and interpreting published research can be a significant challenge for 

managers who do not have the time, the tools, or the training to wade through increasingly 

complex bodies of research. In a number of instances KBs were able to provide rapid research 

synopses to support BYFC managers. When literature review parameters were clear and fairly 

narrow, the reviews could be undertaken in a timely and cost effective manner to produce a list 

of relevant abstracts and a brief summary of the existing literature (see in the Appendix reviews 

prepared on Kinship Care, Client Satisfaction, and Concurrent Planning tools.  In two instances 

where the parameters of the review were not as narrowly and clearly defined, initial reviews did 

not prove to be as useful and the brokering process was terminated. 

Assistance with databases 

In the majority of cases where KB assistance was requested to make better use of data 

from information systems, the results were very positive. In these cases methodological expertise 

was essential and content/clinical expertise helpful. For one such request a KB with 

methodological and content expertise was enlisted to assist in retrieving, analyzing and making 

sense of data from an information system for the Client Complaints Commissioner. There was 

not only a clear question that was generated by the Commissioner, but a commitment to the 

answer. The feedback provided by the KB was verbal and therefore expedient. The result was a 

report prepared by the Commissioner highlighting data that was both clearer and more 

meaningful than it had been in the past. The experience was thus positive in all respects. 

In the case of child welfare outcomes indicators, three KBs were engaged to assist with 

various levels of activities: the PI provided overall KB leadership by providing information 

regarding similar activities already undertaken and by helping in the formulation of questions; in 

this case the combination of content, clinical and methodological expertise was essential. Two 

other KBs worked with the BYFC Clinical Information Systems manager to assist in accessing, 
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interpreting and analyzing data for a number of different variables. Although the overall 

direction of the committee was clear, the initial question was broad enough to allow for 

specificity as the research/analyses progressed, thus leading to a more inductive research process. 

The activity has engaged management at all levels, has had clear leadership by the DPS, support 

by the Executive Director, and has led to findings that provide the first true picture of how 

BYFC-involved youth are doing. The results have led to further, deeper analyses in order to 

assist with program and policy decision-making. Agencies external to BYFC in both Québec and 

Alberta have taken a keen interest in using McGill’s KBs to assist in the analysis of their data. 

Assistance with surveys 

Through experience it has been learned that as long as a clear management question 

drives the research question, assistance in the development of surveys can be very effective. The 

KBs employed had methodological expertise and/or a reasonable level of clinical expertise, and 

the overall processes were iterative. In cases where the research question was not driven by 

management, the outcomes were less clear and effective. In the case of Clinical Voices the 

management question was less clear and the role of the researcher as a KB had not been as well 

defined. While the survey findings were interesting and informative, the question was not tied to 

a specific set of decisions and there was no process for ensuring that the findings would inform 

management decisions. For the Client Satisfaction survey the KBs were successful in gathering 

information regarding client satisfaction in a specific enough way to enable decision-making at 

the management level. It is anticipated that this activity will result in the reinforcement of a more 

collaborative approach with clients, leading to a higher standard of service delivery that will be 

reflected in client feedback and ultimately the provincial accreditation board. The Neglect survey 

was developed in order to assist with program development (see below). 

Assistance with program development  

In some instances KBs became involved in broader program development activities. One 

area of program development has been Therapeutic Activities, the mandate of which resulted 

from the agency’s improvement plan and the 2006-2007 accreditation process. The initial request 

for a KB came directly from Residential Treatment and Services for Adolescents (DRTSA) 

Director. The KB’s content, clinical and methodological expertise in the area led to an emphasis 

on ensuring therapeutic components would be applied in therapeutic activities for youth. The 
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Therapeutic Activities process was iterative, with initial verbal interactions and several meetings 

between the KB and BYFC, a literature review, identification of gaps in programming, and the 

close involvement at all stages with the DRTSA Director. The process has led to the 

development of a program built upon the recommendations, the hiring of a designated 

Therapeutic/Recreational Activities worker, as well as a research project currently underway by 

the KB focusing on the trauma experiences of youth in order to determine the appropriateness of 

a specific framework program. The DRTSA director has made links between the Therapeutic 

Activities program to similar programs which has led to the development of a number of 

activities for youth. 

An attempt was also made to involve KBs with the agency’s permanency planning policy 

and programming committee. Initially the KBs were able to assist in examining the resource 

implications of a possible expansion of the policy to four and five year olds. Analysis of service 

statistics showed that the cost of expanding the program was manageable. However, the 

involvement of KBs in less task-specific activities proved to be confusing to the committee and a 

poor use of KB resources. The difficulty appeared to stem in part from some lack of clarity with 

respect to the committee’s mandate at the time, but also highlighted the importance of role clarity 

for KBs.  As external consultants KBs are well suited to provide as methodological support, but 

in participating too closely with committees there is a risk that they become overly engaged in 

the committee process itself. 

KB provided several types of support for the development on the agency’s neglect 

program. A KB with expertise in the area of child neglect was engaged early on to assist in the 

formulation of research questions and the general direction of the program. A second KB with 

survey methodology expertise assisted with the development and analysis of a survey of 

clinicians.  Building on experiences with Clinical Voices and Client Satisfaction surveys, the 

survey tool was developed with input from clinicians.  Response rate from clinicians was very 

high (95%) and results included rich clinical information that provided a more detailed and 

nuanced portrait of clients than available through PIJ. The final report was prepared by BYFC 

with contributions from the KB and has gone on the form the basis for the agency’s new Neglect 

Program.   
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In summary, our evaluation of KB activities has led to the following key considerations, 

many of which were reflected in the KB activities: 

x The research question should be set by the agency and address a specific agency 
issue;  

x Each project should have an identified agency leader, preferably at the senior 
management level; 

x The type and level of KB expertise must be specified; 
x Reports should be viewed as agency documents, with primary leadership for 

producing the report resting with agency staff  with input from the KB on the 
basis of his or her expertise;  

x The agency should have access to a pool of KBs with diverse expertise; 
x KB requests, deployment and activities should be coordinated by a senior 

manager (the DPS played this role for the EBM project).  

In addition, an important question has been raised as to the extent of the role of the KB: 

while some KBs may have been able to contribute ideas regarding the needs or direction of the 

organization and/or the development of certain activities, there is a question as to whether it is 

their role to offer these ideas when not specifically invited to do so.  

Generalized Impacts of EBM on BYFC and McGill 

Some of the outcomes of the EBM project were more general in that they encompassed 

all of the activities. These research, service and policy-related outcomes are in line with the 

CAHS (2006) Research Impact Framework (see Figure 1) and are reported as strengths and 

challenges. 

Strengths 

Numerous products have resulted from the EBM activities over the past three years. 

While difficult to accurately count, they include such products as the release of 7 child welfare 

outcome indicators through presentations and ITK, and the pilot testing of the BYFC indicators 

at outside agencies; 8 issues of ITK that directly involved at least 28 BYFC and McGill staff and 

students; 3 surveys; 2 program evaluations; 3 literature review requests, 2 database assistant 

requests (leading to improvements in annual reports); several related research projects; 2 CIGs 

including 75 article reviews, 25 clinical summaries, a library of readings, a resource manual, 2 
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research workshops, 20 case consultations, DPS guidelines for sharing confidential information, 

a group for female adolescent victims slated to begin in the fall of 2011; access to the McGill 

database by the BYFC librarian; and a McGill website dedicated to all EBM activities. Further, 

dissemination of the evidence produced took place through dozens of presentations and several 

publications (including papers and chapters in peer-reviewed publications) written by members 

of the EBM Coordinating Team that have led to interest in EBM activities from external 

agencies provincially and nationally. Finally, in 2009 the DPS hired a manager responsible for 

research activities, clearly demonstrating research culture enhancement as a priority. 

Perhaps one of the most important strengths of the EBM project was the opportunities 

that were provided for a number of clinicians and managers to access and interpret research. 

Students and researchers were also given opportunities to learn about child protection. From the 

perspective of carrying out the planned activities EBM was a success in view of this extensive 

staff and student involvement.  

Table 2: Estimated direct and Indirect costs associated with EBM project 

Direct EBM Participants6 Number of 
participants 

Days spent 
on EBM 
activities 

Estimated in 
kind 
contribution 

Estimated 
direct costs 

BYFC Managers   22   390 $179,000 $  46,600 

BYFC Clinicians   27   180 $  54,000  

BYFC Librarian     1     78  $  23,400 

Graduate Students7   10 1100 $  40,000 $245,000 

McGill Faculty / Researchers8   10   195 $  97,500  

McGill Technical Support     2   368  $  92,000 

Travel & Other Expenses   n/a   n/a  $100,000 

TOTAL   72 2311 $330,500 $507,000 
 

                                                 

6 While nearly 80 BYFC staff were involved in EBM activities, this is an estimate of those directly involved. 
7 Includes one UQAM PhD student. 
8 Includes approximately four external faculty/researchers. 
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As shown in Table 2, approximately 72 individuals were directly involved in the five 

EBM activities, including 50 BYFC managers and clinicians (up to 30 BYFC staff were also 

peripherally involved) and 22 McGill and other academic staff and students. In total, over 2100 

days were dedicated to the project. While the total funding for the initiative was $508,872 (see 

Table 1, page 30), we estimate that an additional $200,000 were provided in direct in kind 

support. When broken down by approximate salary rates per day, BYFC spent approximately 

$233,000 on salaries, tripling the “in kind” contribution that had been originally pledged to the 

EBM project. This reflects a true commitment on the part of the agency to invest in the project 

and to allow their staff the opportunity to partake in research-related activities. Beyond the time 

commitment to EBM, BYFC has also invested additional staff resources to support research, 

filling the equivalent of a full time position. This consisted of the hiring of someone to fill in for 

the Information Systems manager while he was engaging in EBM-related work as well as an 

additional half-day per week for the agency librarian.  

EBM project funding was initially designed to cover expenses for a period of three years. 

During the beginning of the third year permission was received by SSHRC and the other funding 

agencies to extend the period of time over which the money could be spent in order to ensure 

greater sustainability of the activities. As a result of this additional time investment, several 

facets of the EBM activities increased their long-term cost-effectiveness. For example, 

improving the mechanisms for retrieving information from PIJ and other information systems 

will have long-term impacts on the agency; BYFC has already begun revising its organization of 

data. The process of developing and implementing surveys, producing annual reports, producing 

ITK, as well as other important evidence has become more streamlined. SSIG activities have a 

much clearer focus, and CIGs are implementing strategies to systematically share their 

knowledge for the benefit of the rest of the agency. All of these activities will likely reduce man 

hours dedicated to these tasks in the future. In addition, several activities are being sustained 

internally with minor support from McGill, including the CIGs, ITK, and rapid surveys. Child 

welfare outcome indicators have moved to the provincial level, a testament to the quality of work 

carried out between BYFC and McGill throughout the project. The process of developing 

operational definitions and interpreting statistics with the SSIGs has been adopted by other 
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provincial and national agencies, and McGill knowledge brokers have been used with other 

community agencies. 

Since the implementation of EBM, increasing references are made to research in the 

agency’s yearly Multidisciplinary Committee (MDC) journal; there was an average of 3 

references per article a year after the start of the project in 2008, and nearly 5 references per 

article in 2010. While not related directly to EBM, this is another indicator of the growth of a 

culture of research at the agency. Further, the BYFC librarian’s access to McGill’s multi-million 

dollar database has dramatically improved the availability of important research for all staff: an 

increase in requests for books, articles, loans, and subject searches have increased 20% over the 

course of the project (presently averaging 50 requests per month).  

While difficult to measure precisely, there is some evidence of clinical decisions being 

made differently as a result of evidence generated through the EBM activities (e.g. permanency 

planning assessments expanded to include 5 year olds; the Neglect survey informing program 

development; CIG members providing case consultations; the development of therapeutic 

activities; DPS guidelines for practice). The changing practices that reflect a research base will 

hopefully result in a more efficient and effective system, with reduced long-term financial costs. 

More importantly, the families serve will hopefully benefit from these evidence-based changes in 

practice. 

Finally, there is some evidence of a culture shift at BYFC, where it has developed a 

strong reputation as a research intensive youth centre. Members of the provincial Accreditation 

board reported that despite the fact that that BYFC is not a University Institute, the focus on 

research activities is one of its major strengths. The relationship between McGill and BYFC has 

also grown from one where McGill faculty were rarely involved in research projects to one 

where faculty and students are engaged in multiple research projects, some initiated by BYFC 

others by McGill and several supported by external research funds.  

Challenges 

Notwithstanding the numerous strengths, some challenges were encountered and many 

lessons have been learned along the way. Firstly, for optimal success the overall coordination of 

the activities required a high level of organization, priority-setting, and time investment which 
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was not always possible due to other obligations. The numerous funding agencies involved in the 

project and changing needs of the activities made handling the budget a challenge at times. A 

related challenge was the lack of structured system for keeping track of human and other 

resources required for the activities, for accountability purposes and to be able to project future 

expenses (for both BYFC and McGill staff).  

In addition, the numerous individuals involved in the activities from a variety of settings 

made the clarity of roles and responsibilities difficult to establish. While it would have been 

useful to have all participants involved in all related activities, it was not possible and thus 

confusion at times resulted for individuals “left out of the loop”. The many dissemination efforts 

made were at times uncoordinated. 

While the child welfare outcome indicators have been widely recognized as one of the 

early successes of the EBM project, their use as management tools, for example to set 

performance targets, has proven to be a challenge. The agency is now taking steps to integrate 

the indicators in management processes. As a first step the agency is reviewing all of the data 

production procedures that have developed across BYFC in order to develop a more coherent 

approach and eliminate redundant reports. The outcome indicators are being integrated in this 

process to ensure their use as planning tools in the future. 
A main obstacle to overcome in the process of enhancing a culture of research at BYFC 

was in providing access to a comprehensive database for the BYFC librarian, the gate keeper 

through which staff have access to literature. The process was much more complicated and 

longer than had been anticipated (six months); there was understandable reticence on the part of 

McGill to share their multi-million dollar database and both McGill and BYFC firewalls needed 

to be contended with. Access to the database must be renewed on a yearly basis and is permitted 

for the duration of the EBM project, leading to questions as to how information will be accessed 

for staff in the future. As mentioned, library requests increased over the course of the project; 

however, a formal process to follow up with users would have been helpful in more accurately 

assessing this outcome. Moreover, because the EBM funds committed to a portion of the 

librarian’s salary are no longer available, her position was recently cut by a half day. 
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Finally, as with most social-services related research projects, increased resources would 

have improved the process and outcomes of the project, and would have allowed for greater 

sustainability of the activities. 

While not considered a challenge, the EBM project reinforced the importance of 

maintaining close relationship between leaders from McGill and BYFC. Although the PI took on 

an overall leadership role, it was essential to work in continual, close partnership with the BYFC 

DPS as well as the Executive Director to ensure that the research agenda and vision for the 

agency was clear and the activities focused on the needs of the agency. 

Impact on CRCF 

The EBM project has had several direct and indirect impacts on the CRCF. 

Approximately 22 faculty members and students were involved in a variety of projects, creating 

opportunities that had not existed before. In addition, several new research projects grew out of 

researchers’ involvement in the EBM activities. For example, one researcher’s role as a 

knowledge broker for therapeutic activity program development led to an opportunity to carry 

out related research with the BYFC adolescent residential population. In addition, participation 

in CIGs, writing for and having access to ITK, and having access to published agency statistics 

has also provided training and dissemination opportunities for several students. 

Use of Evidence (Pre-test / Post-test Questionnaires)  

Questionnaires were completed by managers about their use of evidence in 2007 early on 

in the EBM initiative (pre-test, see Appendix 3)9 and then again in August 2010 at the end of the 

initiative (post-test, see Appendix 4) (for details of procedure and instruments please see 

Methodology section). In addition to basic information about management positions and 

background, the questionnaires asked about their access to and use of agency statistics, published 

research and clinical expertise used by staff.   

                                                 

9 Findings from the pre-test survey are described in Trocmé, N., Thomson, W., & Roy, C. (2011) Evidence-Based 
Management in Child Welfare: researchers and decision-makers working hand in hand. 
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Overall, on a scale from 1 to 7, managers reported easier access and improved use of all 

three types of evidence from the pre-test to the post-test (see findings below). 

Background of managers 

Of the 54 managers in the sample, 30% were intake/ongoing services managers; 26% 

were residential managers, 22% were senior managers (directors or coordinators), 15% were 

“other” managers as described above, and 7% were case review managers. The average number 

of years of experience in child welfare was 26 while the average number of years in their current 

position was 9. 

More than half described their position as primarily including the direct supervision of 

clinical staff (57%), while 15% directly supervise clinical managers or supervisors. Just over 9% 

of managers are responsible for the development of programs/policies, 7% are involved in the 

case review process, and 6% have other primary responsibilities. All of the managers felt that 

they had at least some degree of influence over decisions related to policies and programs at 

BYFC, ranging from slight influence to complete influence; exactly half felt they had very, 

extreme or complete influence, double the number from the baseline survey. Not surprisingly, 

senior managers felt they had the most influence, while intake/ongoing services managers felt 

they had the least.   

Use of Agency Statistics 

At post-test, all but 5 managers reported using PIJ in their work (91%).  When broken 

down by frequency of use, 26% of managers reported accessing PIJ less than 20 times per 

month; 42% accessed PIJ 20-30 times per month; and 32% accessed PIJ more than 30 times per 

month. In addition, 28% of managers referred to statistical reports in their work.  When asked 

whether other information systems were accessed, 39% of managers reported in the affirmative; 

however, only 5% of the responses would be considered actual information systems (such as 

Logibec, GESTRED, SIRTF, etc.). Intake/ongoing services and case review managers were by 

far the most likely to directly access PIJ and residential managers and senior managers the least. 
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At the time of the post-test residential managers had limited access to the PIJ system and senior 

managers relied primarily of summary reports10.   

The mostly common use for PIJ was for individual cases: all but five managers, four of 

which were senior managers, used agency statistics to track individual clients or cases (n=45, 

90%); PIJ was also used by nearly half of all managers to track trends over time, with the highest 

proportion among case reviewers (4/4), other managers (4/4) and senior managers (8/10). The 

third most common use for PIJ was to make comparisons within teams: nearly three quarters of 

intake/ongoing service managers reported using statistics to compare staff performance within 

their team. Directors were the mostly likely to use agency statistics in PIJ to make comparisons 

with other Quebec agencies (6/10). The least common use for PIJ was to compare performance 

with other BYFC teams: while the majority of intake/ongoing service managers used statistics 

for this purpose, the overall proportion among managers was only 14%. 

More than half of all managers (57%) report having an easy time accessing statistics in 

their daily work (quite easy to average ease of access); none reported finding it “very easy”. It is 

important to note the 9 managers indicated “don’t know/not applicable”, 6 of which were 

residential managers. Residential managers had the most difficulty accessing agency statistics, 

with 7/17 reporting some level of difficulty and 6/17 reporting they did not know/did not apply.   

Agency statistics accessed by managers were considered relevant to decisions made by 

only about a quarter of all managers: almost half felt that statistics were not relevant, while just 

over a quarter had neutral responses. Similar patterns were found regarding the extent to which 

statistics accessed provided the information needed. Less than half of the managers felt that 

statistics provided the information they needed while approximately 30% were neutral. 

Intake/ongoing services and “other” managers were most likely to feel the information from 

statistics provided the necessary information while 9/17 residential managers reported they did 

not know/did not apply. Other than the access difficulties noted by residential managers, there 

were few significant differences in responses to questions about ease of access and relevance of 

statistics. The highest levels of satisfaction on these questions were reported by intake/ongoing 

                                                 

10 Residential managers will soon have better access to PIJ and interactive report generating tools are being 
developed for senior managers.  
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services managers followed by directors/ coordinators, although overall these two groups 

reported only moderate satisfaction. 

On average, the mean Likert scale responses for questions relating to agency statistics 

was 4.7/7.0, placing it above the neutral/average portion of the scale. 

A question posed in the post-test survey that was not posed in the pre-test survey related 

to whether managers were aware of the child welfare outcome indicators. Eighty percent of 

managers reported being aware of the indicators, with 51% finding them very, extremely or 

completely useful, just under a quarter finding them slightly or somewhat useful, and just under a 

quarter finding them of average usefulness. 

Accessing Published Research 

On average BYFC managers accessed, read or used between 3-4 published research 

articles per month, although there was considerable variation with some managers accessing 

none while others accessed up to 25 articles a month. Just over three quarters of the managers 

attended 3 or fewer conferences or staff development/trainings in the past year, while 24% 

attended 4 or more. 

Just over a quarter of managers felt they were very or extremely up to date on the latest 

published child welfare research (13/51), while 29% were neutral and 45% felt that were not up 

to date. Exactly half of all managers did not feel that they can easily access research in their daily 

work. Thirty-nine percent found doing so easy (21/54); senior managers were the most likely to 

find accessing published research easy, while residential managers were the least likely. Thirty-

five percent of managers felt that that accessing, interpreting and implementing research in their 

daily work was a limitation or barrier, while half of all managers did not feel it was. 

Interestingly, while senior managers were the most likely to find accessing published research 

easy, they were the most likely to find accessing, interpreting and implementing research in their 

daily work was a limitation or barrier. Residential managers were the least likely. 

With respect to specific barriers to accessing published research, time constraints was 

clearly the most important barrier for managers (49/53, 93%). The second most commonly cited 

barrier was locating the research (57%). Others included the lack of clarity regarding 

implications for practice (38%), agency support for implementing research (28%), difficulty 



Evidence-Based Management in Child Welfare 

 

CRCF / December 2011 Page 72 

interpreting the rigor/methodology of the research (19%), and difficulty interpreting findings 

(13%).   

Managers described their use of published research in their work most often as making 

use of new ideas (67%) and of constantly searching for new ideas to use (48%). The most 

common ways to access published research was via the internet (74%) and the BYFC library 

(72%), consistent with the findings from the focus groups. Managers also accessed research at 

conferences (63%) and through staff development and training activities (57%). Interestingly, 

there appears to be very limited access to research through other libraries, with only 13% of 

respondents identifying them as a source of information.  Managers also noted several “other” 

ways of accessing research, the most common of which was from other colleagues/professionals 

(9%). 

With respect to whether research evidence is consistently used in the decision-making 

process at BYFC, just under half of the managers disagreed (20/41). Twenty-nine percent of 

respondents were neutral and 22% agreed.  

On average, the mean Likert scale responses for questions relating to research was 

4.44/7.0, placing it above the neutral/average portion of the scale.  

Integrating Clinical Expertise 

When asked whether managers agreed that references to clinical issues are frequently 

made in program/policy discussions at BYFC, 71% somewhat, very much or strongly agreed 

(35/49). Case reviewers, “other” managers, senior managers and intake/ongoing service 

managers had high rates of agreement and residential managers had the least. Eight managers 

remained neutral and only 2 managers disagreed. Similarly, 72% of managers (36/50) felt that 

the agency highly values clinical expertise in decision making for program planning. All of the 

case reviewers and “other” mangers, and the majority of intake/ongoing service and senior 

managers were in agreement; residential managers were in the least agreement. Managers were 

asked to what extent they would agree that clinical expertise is accessed for individual cases; 

more than three-quarters (39/51) agreed that they accessed clinical experts for consultation. This 

expertise was mainly accessed through experienced colleagues (42/52, 81%), in supervision 

(37/52, 71%), through external expertise (33/52, 62%), and with case reviewers (23/52, 44%). 
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Due to a change in the wording of this question from the pre-test survey (Likert scale as opposed 

to yes/no response), direct comparisons could not be made.   

On average respondents reported making greater use of clinical expertise than other types 

of evidence, with responses averaging 5.14 on a scale of 1 to 7 

Table 3: Pre-test (2007) and Post-test (2010) Survey Results of Use of Evidence at BYFC* 

N=54 Pre-test Post Test Difference / p 
value 

Agency Statistics    

Ease of access to stats in daily work 4.43 3.35 -1.08 / .001* 

Stats relevant to decisions made 4.34 5.11 +0.77 / .015* 

Stats provide info needed 4.36 4.97 +0.61 / .015* 

Easy access for stats interpretation 4.76 5.20 +0.44 / .107 

Culture highly values agency data 3.80 4.88 +1.08 / .000* 

Overall  4.34 4.70 +0.36 / .010* 

Published Research    

Kept informed of latest research 3.73 4.23 +.50 / .013* 

Easy access to research 3.92 4.56 +.64 /.006* 

Access/interpret research not a barrier 4.21 5.07 +.86 / .008* 

Research used in decision-making 3.49 3.92 +.43 / .104 

Overall  3.84 4.44 +0.6 / .012* 

Clinical Expertise    

Frequent reference to clinical issues 4.41 5.15 +.74 / .001* 

Culture values clinical expertise 4.66 5.12 +.46 / .052* 

Overall  4.54 5.14 +.6 / .003* 
� �VLJQLILFDQW�GLIIHUHQFH���S������ 

 

While the pre- and post-test questionnaires were helpful in identifying areas in which 

evidence was most easily and commonly accessed and used, focus groups with managers who 

completed the questionnaires as well as interviews with managers who took part in the EBM 

activities were undertaken to provide a more in-depth portrait of evidence use at BYFC. 
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Interviews with Managers  

Pre-Test Focus Group Interviews 

Needs assessment Focus Groups were held in June of 2007. Seventy-six managers were 

assigned to nine groups on the basis of their roles and responsibilities in the agency as described 

earlier. The groups were facilitated by the PI and a Co-Investigator of the project. The focus 

groups were audio-taped and notes were taken by two CRCF staff. A list of specific questions 

regarding the three types of evidence were posed during the focus group discussions which 

followed the same sequence as the questionnaire (brief review of participants’ roles in the 

agency, followed by questions about the use of statistics, published research and clinical 

expertise).  

Use of Agency Statistics 

Some managers reported that they would like more comprehensive tracking information 

in PIJ regarding their clients such as what happens to them as they go through different points of 

service. This was indicated as a problem within the agency due to the lack of continuity once 

clients leave a service (e.g. they do not have ongoing cross-team consultations once they change 

to another point of service nor do they receive information about client progress or status). 

Managers use agency statistics primarily at the level of individual clients and their own teams, 

while focusing less on comparative analyses to other teams or agencies. The low level of 

comparative analysis may be reflective of what some managers report is a culture of “working in 

silos” and interacting minimally with other staff within the agency.   

According to the BYFC manager of clinical information systems, managers have varying 

levels of access to PIJ. Intake and case review managers have complete access to client files; 

ongoing services managers have no search capabilities and can only view their files and the files 

of other members on their team; directors have broad access to view only; coordinators have 

access to all clients in their services; and Residential unit managers only have access to clients in 

their units.  Managers also identified differential access as a limitation to knowing what PIJ can 

provide regarding agency statistics, and reported that they do not all get the same PIJ training 

which limits their knowledge regarding what PIJ data can be retrieved. Some managers reported 
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that they would like to know what kind of agency statistics PIJ can produce. Finally, Residential 

managers reported that access to PIJ is a problem because, as one manager stated, “the system is 

often down, computers take a half hour to boot and we don’t know if they are going to work.” 

Managers also reported that while data is important and valuable, available data is largely 

descriptive and not analytical in that it “doesn’t provide the why”.  There is a concern that even if 

data were available, “do we know whether we’ll be using it properly?” 

Managers indicated a variety of data requests that would be of interest to them, many of 

which could be considered management indicators. These data request were coded into the 

following themes:  (1) more comprehensive client profiles (e.g., intervention plans, permanency 

planning information, needs assessments, parental capacity assessments, trends over time, 

clinical treatment recommendations, complete demographics, history of violence, adoption 

statistics, reasons for recurrence of maltreatment; (2) placement statistics (e.g., time in care, 

after-hours placement decisions, number of youth coming into care each year, number of 16 year 

olds in placement); (3) data on program evaluations and impact of interventions; (4) agency-

specific data (e.g., annual number of signalements, admissions and readmissions, average length 

of court orders, amount of time it takes to implement recommendations); (5) provincial statistics 

and comparisons with other youth centres; (6) linking data systems with other 

agencies/organizations working with BYFC clients; (7) nurses’ reports and caseloads; (8) 

practitioner-related data (e.g., extra tasks performed by workers that are not seen by the agency, 

statistics on relationship between workers and clients); (9) more detailed Human Resources 

planning and management information (e.g., staffing trends, number of workers, staff 

effectiveness, staff hiring criteria, time spent in training); (10) orientation of youth after reaching 

age of majority; (11) standard data requests that are produced regularly and disseminated; and 

(13) data regarding services so that allocation of resources can be better managed.  Some 

managers requested PIJ training with a particular focus on the kind of data that can be retrieved 

from the system and how it should be interpreted.  

Accessing Research 

The most commonly reported barrier to using research was with respect to time. 

Managers felt that without protected time built into their schedules, accessing research was not 

“high on the priority list – there are too many other things to do.” Some managers reported that 
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having a knowledge broker on a committee is very helpful because they can do the research and 

present the agency with options. A few managers coordinate monthly team meetings where 

research is discussed, in some cases with research articles distributed with a cover letter for 

workers to sign after having read them. One manager reported that there used to be a research 

and development committee at the agency that evaluated what they and other child welfare 

organizations do. 

The second barrier most cited by managers was locating research. Individual managers 

do not have access to university library databases and thus do not have broad access to library 

journals. However, the agency library has a number of journals with the most recent editions. In 

addition, the EBM Project has facilitated access to McGill’s library and databases for the 

agency’s librarian which has greatly expanded the accessibility of journals. 

The third barrier relates to the implications for practice as unclear. One manager stated, 

“the impact of research on daily practice is minimal – reading articles is interesting, but it 

doesn’t impact”. Another manager stated that “timing and immediacy of research implications 

for practice are not clear.” An additional comment by some managers was that research, although 

perhaps applicable, does not provide affordable solutions. Furthermore, some felt that clients 

sometimes required more specialized services that are not thoroughly researched. 

A fourth barrier cited by managers was with respect to agency support for implementing 

research. Many managers stated that there is “no protected time” reserved for them to access 

research. “It’s a personal thing to look at research – you have to find or make the time.” In 

addition, some managers commented that “literature gives ideals, but you don’t have the 

resources to implement them.” On a positive note, a number of managers reported that the 

agency librarian provides invaluable support and responds to their research requests in ways that 

are very helpful and useful, with one manager stating “we should not complain about accessing 

research because we have (her)”. The librarian sends out emails to all staff regarding newly 

arrived resources. Also, agency support for research was being addressed by a Journal Club that 

met monthly and was comprised of staff at all levels within the agency; however, one manager 

noted that participation in the Journal Club was a “personal investment” that one makes on their 

lunch hour and this is problematic. The agency also has two working groups that are examining 

evidence-based research: the CIGs on Sexual Abuse and Conjugal Violence. Some managers 



Evidence-Based Management in Child Welfare 

 

CRCF / December 2011 Page 77 

will also work on special projects and will have the opportunity to access research. Finally, some 

managers felt that agency protocols and procedures will not allow for changes suggested in 

research. 

The fifth barrier cited was relevance of research to their work. According to one manager, 

“Research may be helpful to increasing understanding, but it is not helpful in terms of how it can 

be applied to interventions.” Another stated that “reading research and living it are two different 

realities” while yet another felt that “research is not strong on practical issues.” Other managers 

wanted access to research that provides “good, accurate reviews”. Some managers reported that 

consistency of research relevance is not possible across the agency because they feel as though 

they “work in silos”; putting research into practice would be complex given that the “different 

divisions do not communicate with each other.” One manager reported that “most decisions are 

experientially-based, not research-based.” 

With respect to how research is accessed, one manager reported that while staff 

development and training is important to the agency, there is no mechanism to evaluate whether 

the information is applied subsequent to the training.   

Integrating Clinical Expertise 

Although there are a number of well-developed clinical review procedures in place at the 

agency that provide case-specific consultation to social workers, there is no mechanism to 

aggregate this information at an agency-wide level. Thus, the determination of how clinical 

expertise is identified, accessed and used is important. 

Most managers reported that there is no formal network of internal or external 

consultants.  Managers often consult people they know, depend or rely upon (e.g., other team 

managers and professionals within the agency). Some managers felt that unlike external 

consultants, their own expertise is not always acknowledged by senior management, who often 

consult only when there is a problem and rarely follow-up on managers’ suggestions. The focus 

groups identified CIGs and nurses as sources for consultation on individual cases.   

External consultations are favored by some managers who report that they at times 

receive contradictory information when consulting internally. External consultations are carried 

out with a variety of professionals; however, some professionals have difficulty collaborating 
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with the agency and consultants are not always available to provide expertise on certain topics.  

Furthermore, managers reported that there is no budget for external consulting. Overall, 

managers would like to improve relationships with external consultants and in particular, would 

like to forge new relationships with multicultural communities.   

More general comments emerged from the focus groups. Some managers felt that there is 

currently no specified mechanism for getting research-related information on the agency agenda, 

and that only managers who consistently pursue an idea will get the attention of senior managers.  

One Manager added that it will be interesting to see whether the improvement plan stemming 

from the agency’s recent accreditation process will include flexibility towards achieving certain 

outcomes.  Some managers would like to see the research-practitioner gap become smaller. 

Post-Test Interviews 

Seventeen managers and four researchers were interviewed between April and July 2010 

about their experiences with EBM (see Methodology section for details). Information was 

gathered regarding: (1) the type of EBM activities in which they took part; (2) strengths and 

challenges of these activities; and (3) expected and obtained outcomes following the participant’s 

involvement in the activities.  

Description of the sample 

Fourteen of the 21 respondents were female and 7 were male (67%; 33%). The majority 

of participants (n=15) had been involved in another research project prior to their participation in 

the EBM activities, most commonly a project within BYFC (n=11). Nine of these participants 

indicated their involvement in a research project related to their Masters thesis. For 6 

participants, the EBM project was their first experience in a research project.  

The majority of respondents (N=14) were involved in more than one EBM activity. The 

activities were listed as: (1) Clinical Integration Groups (sexual abuse and conjugal violence); (2) 

child welfare outcome indicators (SSIG); (3) research dissemination publication, In-the-Know; 

(4) surveys designed to capture client and clinical expertise; and (5) embedding university 

knowledge brokers throughout the activities.  
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To ensure that each EBM activity was represented within the sample, the respondents 

were asked to describe the main role they played within the project in terms of leadership and 

time investment. The most highly represented group in the sample were those involved in the 

SSIG (n=6) followed by the CIGs (n=3). 

The following section contains the results and the analysis of the interviews broken down 

into two sections: (1) strengths and challenges of the EBM activities (using the framework of 

KM determinants) and (2) expected and obtained outcomes (using the framework of Kuruvilla et 

al. (2006)). 

Strengths and challenges of the EBM activities 

Strengths and challenges of the EBM activities as perceived by interview participants are 

divided up by: (1) political and social context; (2) characteristics of researchers; (3) 

organizational context; (4) managers’ and clinicians’ characteristics; (5) exchanges between 

researchers and users; and (6) attributes of evidence. 

Political and Social Context  

Strengths: Political and social context factors are the broader contextual factors that must 

be taken into account in order to support the process of KM. Few respondents reported strengths 

in these areas. This might be explained by the fact that managers and researchers were more 

focused on proximate elements related to the implementation of the EBM activities.   

One of the strengths identified was that activities such as the CIG on conjugal violence 

were in line with modifications to the law. 

The CIG on conjugal violence emerged because the law changed and put more emphasis 
on conjugal violence. 

Other strengths mentioned, which were also considered outcomes of the project, related 

to the indicators. Respondents felt that the activity led to recognition of BYFC at a provincial 

level, and saw that the project was rooted in a Federal initiative already in place. 

One of the successes of the project is the Reference Group [SSIG] because the project is 
grounded in something that already exists...we took some of the indicators from the 
national indicator matrix, a national level initiative, and contextualized...them to BYFC, an 
agency specific level initiative. 
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Challenges: Challenges were identified with respect to political and social variables 

(n=5). Key challenges related to the social services culture and the funding provided by the 

government to support the KM process.  

I think we have done everything possible: we had the right size of organization, and we 
didn’t go too fast. But the cultural change within the organization and the profession, 
making and being comfortable with the use of administrative research, is a big challenge 
and takes a long time. 

I can plan all I want but I must have the resources. The government gives us our 
budget...We have to cut on activities that are not in direct contact with the clients because 
the service intensity we have to provide is high. So, if we can’t impose on the clinicians to 
read articles then we have to find creative way to bring them to use research and be 
interested in it. 

We don’t have the funds, we are not paid for doing research, we don’t have a full-time 
researcher on staff, we don’t have a full-time librarian, and we can’t afford to have too 
many knowledge brokers. 

Finally, several participants would have preferred to have more time to move through the 

different steps related to the implementation of the project. For some respondents, three years of 

funding wasn’t enough.  

The indicators by themselves can say a lot of things and we could not go further and dig 
deeper because we didn’t have the time.  

Because people knew that the EBM funding was only for four years, they were not sure 
that it would be a long-term process. 

Characteristics of Researchers 

Strengths: The majority of respondents (n=15) consider that certain characteristics of the 

Coordinating Team played a central role in supporting the EBM activities. First, many 

respondents mentioned McGill’s role in providing important structuring conditions for the 

implementation of the EBM activities and their clear commitment to the project.  

I think [EBM] shows there is support available from McGill and it sends out a message 
that those kinds of initiatives are now more likely to come to fruition. McGill gave us the 
money, staff and expertise we needed to run this project and achieve our goals. 

A strength was using data we had already collected to find out important things. This 
process targeted the [PI] and his team’s commitment to provide us with the tools to look at 
data and find meaning in it. 

Another strength is the work of McGill: If we hadn’t had their commitment and input, we 
wouldn’t have been able to start this kind of project. 
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The Coordinating Team’s openness toward collaboration and the needs of clinicians and 

managers was also reported as an important strength.   

One strength is that [the Coordinating Team] is not afraid to change and try things out 
and we could think “how can we improve the group process?” and we had open 
discussions with the group to be able to look at the process and propose improvement. 

The support provided by the Coordinating Team to increase the use of produced evidence 

and play an active role in transforming and adapting the evidence to the needs of clinicians and 

managers was indicated as a major strength.   

The [PI] was focused and saved a lot of time because he gave us confidence to choose 
which data we needed to use and those that weren’t relevant to our services. 

We have changed the way we think about some indicators; we changed the sample method 
we use to make the data easier to understand and relevant to managers’ needs.  

ITK became a valuable tool to support the managers’ and clinicians’ decisions.  

I received great support from the knowledge broker...the survey [was made] into a more 
neutral tool (framing questions in positive and negative ways). The tool turned out very 
well which led to gathering good information. 

One manager felt that EBM researchers were more connected to BYFC than previous 

researchers. 

Previously all of our experiences with researchers were that they were not visible, that 
they came, they got information and left with it… 

Participants also recognized the efforts by the McGill team to ensure that the activities 

were functioning well on both short and long-terms.   

The research assistant was there to organize the meetings, to remind people to read the 
articles and to send reviews of the articles. 

We had great support from researchers to help us develop surveys...The tool turned out 
very well which led us to gathering good information. 

It was good because there was a big teaching component to the way the SSIG was 
structured. Now we have a group of managers who have acquired the necessary skills to 
go forward and develop other indicators even if the official EBM project is finished. A 
second group led by managers and coming from the managers’ initiative will be formed. 
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Challenges: In spite of the strengths mentioned above, about half of participants 

mentioned challenges in regard to the way that the EBM activities were designed and 

implemented.   

In particular, the need for a better structure to ensure that the information was 

disseminated and mobilized was identified.  

[Staff] must feel personally involved in the process and I think the key is to use the staff 
and get them more involved and not just as a passive role in receiving the information. 

There were many projects going on at the same time for a three-year period. I would try to 
spread those activities over a longer period of time...We need to slow down, to be sure that 
front-line workers and managers are aware of the project and they know the importance 
and the usefulness of it.  

Five respondents also mentioned that the dissemination efforts seemed to rest too heavily 

on the managers and clinicians directly involved in the activities.  

A challenge was to make sure that the information was better disseminated because the 
dissemination process was mostly on the shoulders of those who participate in the different 
activities. 

Sometimes, I thought people would feel “dumped on” and had the impression that there is 
always something new to learn on top of their daily workload. 

The lack of clarity in the roles and responsibilities of each actor in regard to the 

dissemination process was mentioned by some respondents.  

The problem is that, in some way, it was our mandate to spread the information around but 
it was also the role of the people responsible for [EBM]...we don’t know who is 
responsible for what part and as a result the information that has been spread around 
relied on some motivated individuals and was not systematic. It shouldn’t be so difficult; it 
shouldn’t require that kind of effort by individuals. 

This difficulty could also be the result of a lack of knowledge regarding how to 

effectively transfer the evidence produced and to expand the project. 

Effective dissemination strategies continue to be a challenge for the Coordinating Team, 
how we bring across results. If we had clearer knowledge of how to effectively transfer 
knowledge it would have helped and made it easier. We were excited about what we were 
learning and then we try to tell other people and we didn’t really have a way to do so. We 
could not just throw statistics at them because they were not able or ready to understand 
that kind of data. We really have to think about what kind of group we wanted to influence 
and how we can translate the results. 
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Some participants commented on the lack of stability of the knowledge brokers for one 

CIG.  

People move, change positions both from a Batshaw staff perspective but also from a 
McGill perspective if we think about the knowledge broker and the research assistant.  

I am hoping for stability either from managers or researchers...because sometimes I feel 
that I am always starting over and over. 

Second, some respondents (N=4) focused on the lack of clarity in regards to the mandate 

of some of the EBM activities. 

Another challenge...was to be able to help the group, to understand how I could 
contribute...My role [as a knowledge broker] wasn’t clear...I think it would have been 
easier if my role was better defined because I took the role that I thought that was 
relevant...we don’t have any feedback mechanisms that can let me know if my role 
corresponds to the...expectations. 

At the beginning, I didn’t quite understand what we were trying to achieve and what our 
purpose was. 

Lastly, one of the researchers involved in the project was considered difficult to work with, 

which had an impact on the final research product. 

The researcher who was working in this project was a little bit challenging for the team to 
work with...(and) was not collaborative with Batshaw. 

Organizational Context 

Strengths: The variables related to organizational context refer to the culture, structure 

and leadership of an organization. According to many respondents (N=11/21), a major strength 

was the creation of new structures and opportunities for exchange within the organization.  

We managed to put in place a new consultation process where workers can consult for clinical 

cases and we built a very good resources manual that is comprehensive and helpful. 

The CIGs are a beginning point to spread valid knowledge within the agency – it brings 
many people from many departments around the table. It gets managers to go back and 
influence their environment. 

The chosen articles were relevant and met the group’s needs. We also had the opportunity 
to look at the articles, to criticize and discuss them and to bring this information back to 
our team.  

The commitment of the organization to the EBM project and the stability of the 

development team was also a big strength as reported by participants (N=8/21).  
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McGill and Batshaw provided strong leadership to make this project a success story.  

Top-down process with manager support really helped keep the survey a priority. 

A strength was the commitment around the table, particularly the senior management. 

EBM in general was well supported by the organization...From the Executive Director all 
the way down, everybody believed in the project.  

Challenges: In spite of the strengths mentioned above, some participants felt that the 

material (staffing, time), financial and human resources provided by the organization weren’t 

enough to ensure sustainability of the project.  

...one of the major problems is that the infrastructure is not there in the agency. 

It’s very time consuming – it takes extra time – and it can be a challenge to manage this 
kind of activity on top of our regular role as a clinician or a manager.  

The process has been time consuming, way over what we expected. The challenge is to 
keep those activities alive. People are starting to expect the next activity, they are 
beginning to be committed to the project and the worst thing to do would be to stop the 
activities. We can’t create expectation and not follow through. But we must have the 
money, the resources. 

The challenge is managing the next step. My concern is if we have to leave the project 
tomorrow, I don’t know if the organization would have the capacity and the drive to 
continue using evidence-based indicators.  

Many respondents (N= 11/21) felt the lack of time and resources and the difficulty 

changing practices was because of the bureaucracy of the organization.  

Because of the bureaucracy, even if there are very passionate people around the table, 
because of the multiple levels of management within the organization and the competing 
priorities, sometimes it is hard to make changes. It is a challenge to implement some of the 
ideas that come out of the CIG because of the structure of the organization. 

It is very hard to change things within the agency because of the bureaucracy and that can 
be frustrating. 

Another challenge mentioned was regarding the lack of organizational structure 

supporting the dissemination of information from the activities. 

We need to find a way to support the workers to read articles in their day-to-day routine, 
to go to the consultation group and the CIG. When we presented [projects] to them, they 
were interested and saw the usefulness of the activities but after a while they got caught in 
their day-to-day work. I think the line supervisors and managers have a role to play in the 
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dissemination and the support and we have to find a way to target our supervisors so they 
can encourage this process more. 

A challenge was to disseminate the information to the team, it takes time and it is hard – 
the problem is that the participants of the CIG don’t really have formal opportunities or 
mechanisms within their daily tasks to talk and disseminate the information they have 
learned within the CIG. 

Finally, a few participants (N=3) would have preferred to have more time to move 

through the different steps related to the implementation of the project. For some respondents, 

four years of funding wasn’t enough.  

The indicators by themselves can say a lot of things and we could not go further and dig 
deeper because we didn’t have the time. We haven’t come up with a structure to do 
secondary analysis inside Batshaw and McGill.  

Because people knew that the EBM funding was only for four years, they were not sure 
that it would be a long-term process. 

There were many projects going on at the same time for a three-year period. I would try to 
spread those activities over a longer period of time. Sometimes, I thought people would 
feel “dumped on” and had the impression that there is always something new to learn on 
top of their daily workload. We need to slow down, to be sure that front-line workers and 
managers are aware of [EBM] and know the importance and the usefulness of it.  

Three respondents also reported the difficulty that BYFC had to prioritize the type of 

evidence needed in order to ensure evidence-based decision making by clinicians and managers.  

The main challenge was to identify which topic we would work on in priority and to 
identify the people who, internally, would be committed to work on those topics. We have 
these little initiatives here and there, but we have to find a way to recognize these 
initiatives, to structure them and give people resources and a voice within the 
organization. We also have to structure [the initiatives] to give a general sense of what we 
want as an organization.”    

I think sometimes we are too focused on tools... I don’t think implementing new tools will 
increase the quality and effectiveness of our practices; we really have to find a common 
ground because tools [only] become useful when workers understand their usefulness. 

Managers’ and Clinicians’ Characteristics 

Strengths: In addition to the organizational strengths and challenges, some variables 

specific to managers and clinicians characteristics seemed to have played a major role in the 

implementation of EBM activities. 
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Nearly half of the respondents (N=10/21) mentioned as major strengths the 

characteristics of managers and clinicians chosen to be involved within the EBM activities, who 

seemed to come in with a positive attitude toward research and the ability to retrieve and use 

scientific evidence.  

The people who we recruited to be part of the CIG already had a personal interest in 
sexual abuse and were open to collaborate on this kind of project. 

The people who were in the Reference Group [SSIG] were dedicated. They could see what 
their input produced and that was a constant motivation. They brought some clinical 
experience and got it translated in a different way to look at their work and that was 
always stimulating. 

At the beginning, you had people who were already convinced of the importance of a 
subject and wanted to make things change. EBM gave them the necessary structures to 
make those changes happen and develop and do research on a topic. 

Eight respondents also reported two other strengths that many managers and clinicians 

involved in the EBM activities generally had prior training in research and enough power to 

change actual clinical practices.  

When I [became involved] I had previous experience in research and a positive bias 
toward utilization of research knowledge. 

I already had a positive attitude towards research before [I became involved] and I have 
always shown an interest in research. To be part of [EBM], the DPS mostly chose people 
who already had experience in research, were interested in research and had a strategic 
position within the organization. It is a major strength because that way you have key 
players who are able to influence other managers and clinicians but also make sure that 
evidence produced will fit the needs of different services. 

In order to get known and make sure that people perceived [IT] as a credible process, the 
people involved in the CIG are all respected individuals in their division.  

Challenges: Three respondents mentioned a challenge with respect to the lack of 

receptivity of some BYFC clinicians and managers who were not directly involved in EBM 

activities.  

People didn’t respond en masse to ITK; I would expect [it] to create more interesting 
discussions around the subjects that were targeted.  

The main challenge is to bring staff outside EBM to read. We distribute a lot of 
documentation within the agency and the question is always to know if they are interested 
in those documents. 
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The challenge is always getting clinicians to think empirically, to adapt their thinking with 
the numbers, evidence and proof. It is a challenge for people like me to do that kind of 
work; it’s not necessarily where my strengths and my interest are. 

Exchanges between Researchers and Users 

Strengths: The most important strengths reported related to the exchanges between 

researchers and users. These include the establishment of a strong relationship (relational capital) 

as well as partnership consolidation. Eleven managers and researchers stressed the importance of 

exchanges between researchers and users in order to support the implementation and 

sustainability of the EBM activities. Relational capital, described as the quality, frequency and 

intensity of the relationships between the Coordinating Teams and users, was mentioned as a 

major strength by eight respondents. 

A strength was that we understood each other’s roles very clearly; numerous discussions 
took place ahead of time to consider potential problems...we both had own strengths and 
respected one another.  

Even the situations that presented themselves as challenging became positive because of 
the nature of the collaboration that we had. 

According to four participants, a major strength of the EBM activities was also the 

consolidation and diversification of the partnership between the Coordinating Teams and users 

that led to increases in discussions, support and use of evidence.  

Now managers and researchers feel equal when they bring clinical and scientific 
information or share information and it is uncommon in the agency to have a place that 
enables us to have these kinds of discussions. 

Because of this continuous relationship we had with McGill, I am sure this had an impact 
on the increase of evidence-based practices in Batshaw. It helps us to have a more direct 
access to research evidence and acquire new skills to apply evidence to our work.  

Challenges: Two participants mentioned a challenge related to understanding and 

agreeing on the needs and expectations of each actor (researchers, managers and clinicians) when 

implementing some of the EBM activities.  

Did the CIG give something to the university? I don’t know because we didn’t have a 
chance to discuss each other’s expectations. 

Even if they had the best intentions in mind...they didn’t ask the group if they wanted to 
expand the CIG because they assumed that it was the best thing for the group to grow. For 
the little groups, at first, it felt like it was an outsider coming and saying: ‘we will make 
this group bigger’.  
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The lack of feedback mechanisms to measure whether the expected changes or outcomes 

were achieved was also noted as a challenge by some (N= 5/21).  

It would have been great to have a mechanism for me to get some feedback, to know if I 
meet the expectations or not as a knowledge broker. For example, someone could ask the 
group how we could improve the knowledge broker’s role. 

I don’t know how ITK is perceived and used within managers’ practices. When a manager 
reads ITK and leads a discussion group with his staff...we don’t have any feedback loop to 
know if the clinical staff found ITK useful and how this information is really used by them. 

I don’t know how useful my interventions were. Even if I got positive responses from 
people, I don’t know if my intervention had a real impact. 

Attributes of Evidence 

Strengths: A majority of respondent (N=15/21) consider that certain characteristics of the 

evidence produced during the EBM activities have had a major role in the support for evidence-

based decision-making. First, many respondents mentioned that the fit between the evidence 

produced, the clinicians’ and managers’ needs (N=7/21) and the clinical expertise (N=5/21) were 

one of major strengths of EBM activities.  

It [helps] to see how many signalements we receive [where children] end up being placed. 
It’s a new way to look at the way we provide our services and it is very useful to dispel 
some myths around youth centres (for example that our mandate is to place kids), and this 
big picture let us know that we place maybe 10% of the kids that have been 
signalled…That was the most interesting strength from a management point of view but 
also from a communications point of view. Sometimes, we have to communicate to a 
partner or to the public the reality of youth protection, and this kind of evidence is useful 
for dispelling myths outside the organization. 

We were able to produce indicators that spoke to the managers and these indicators were 
perceived as being useful for daily practice. 

Because of the way the activity was structured, it helped us produce valid and useful 
knowledge, evidence that is related to real clinical cases and contextualized so we could 
understand the ramifications for practice. 

The adapted presentation tools, the timing and the methodological quality of produced 

evidence within the activities were also important strengths reported by respondents.  

A strength was the timing and the quality of the indicators produced. Two or three weeks 
after the moment when a question was asked by the managers, the details of the indicators 
were available and, at the end, we came up with valid indicators. 
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Because we have been able to produce valid and contextualized data, it increased the buy-
in value of those indicators. Also, the workers spent a lot of time entering data in PIJ and, 
with these indicators, they can see that this job wasn’t done for nothing. 

Finally, some respondents (N=8/21) felt a major strength was the importance placed on 

tacit and clinical knowledge in the evidence production process. The integration of three types of 

evidence (administrative data, clinical expertise, scientific evidence) seemed to be a focus in all 

aspects of the activities. 

People see Batshaw staff names in the articles that are published in ITK. It is rewarding 
and helps the appropriation and the commitment; it is not something coming from another 
planet.  

All of the EBM activities brought together two sets of skills, academic and clinical, that are 
complementary. 

 When clinicians saw the survey with their own suggested words, questions and changes 
incorporated, they felt they had more ownership of the survey. 

EBM allows us to have activities where a professional can, regularly, look at the interplay 
between research and practice. We looked at what areas were important to look at and 
then gathered credible information from different sources. 

Challenges: Although the majority of participants expressed satisfaction with the type of 

evidence produced, some managers (n=4) questioned the applicability of some of the evidence.  

It was time consuming and we had higher hopes concerning what it brought...I don’t know 
how much the Clinical Voices survey was useful and [whether it] brought something more. 

Even if the managers were able to contextualize and analyze the indicators, they had 
difficulty knowing how they could use them concretely in their daily practice. This is not a 
question of resistance from their part, it is more a question of doing other analyses to be 
able to have more specific indicators for one subpopulation and one practice and 
understand more closely the interaction between the variables. That is part of the work 
that we started doing but we have to continue.  

Expected and Obtained Outcomes 

This last section presents the expected and obtained outcomes as indicated by managers 

and researchers during the interviews. These outcomes have been coded according to the 

conceptual framework suggested by Kuruvilla et al. (2006)11.  

                                                 

11 For a more detailed analysis of these findings please see Gervais, M-J. & Chagnon, F. (2010) 
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Expected Outcomes 

Respondents were asked to indicate the outcomes they expected before their participation 

in the EBM activities. These expected outcomes have been classified into three categories: (1) 

outcomes related to research; (2) outcomes related to organizational services; and (3) outcomes 

related to the political level.  

Research-related expected outcomes. 

Five types of research-related expected outcomes were mentioned by the participants. 

First, four managers reported that they wanted to acquire new knowledge about specific clinical 

problems by having access to research-based evidence.  

I wanted to increase my knowledge base, to have access to current research.  

Having the opportunity to learn about sexual abuse and looking at the more current 
research. 

My expectations were that the results we found could be the basis for concrete discussions 
about specific issues, for example school delay or placement rate. Thus, I expected to get 
meaningful info from the indicators. 

Second, two respondents mentioned that they were expecting an increase in research 

dissemination strategies because of the EBM activities.  

I expected that this project would give us the opportunity to spread more valid knowledge 
around that would help people feel more competent to work with sexual abuse. 

The group was hoping to produce something concrete related to the subjects that were 
discussed; a document that was synthesized, easy to read and to understand, targeting key 
points that summarized the main actions a worker has to take relating to conjugal violence 
when [they] encounter a client. 

A third expectation was to develop a research network that creates a stronger partnership 

between BYFC clinicians and managers and McGill researchers. This expectation was reported 

by both managers (n=4/17) and researchers (n=2/4).  

Because of the relationship already established with [the PI] I expected some sustained 
follow-through from this point on - that Batshaw wasn’t just an object of convenience and 
that he was committed and we had the right person. 

Being able to develop a long-term working relationship with BYFC. 

I was expecting to create a new collaboration. When I began to be involved in the CIG, I 
had collaborated with other (youth centres) but not with Batshaw. I expected to learn more 
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about the organization, the workers and what types of services they were offering. I was 
hoping I would share the research with other workers. Also, that it could help me, as a 
researcher, to be aware of the clients and the practices and stay in line and connected with 
the areas of practice considering that I am doing research that has to be connected. 

Finally, a manager mentioned that she was expecting to increase BYFC research 

leadership in coordinating research projects. 

I expected that Batshaw would be approached more often for research projects by 
researchers of other organizations. 

The desire to increase BYFC research leadership was also mentioned by two researchers, 

in particular to develop a system of research management inside BYFC. Thus, the expectations 

were that BYFC would increase the allocation of resources for research projects and develop 

more capacity to conduct research inside the organization.  

...ultimately to be able to have more resources allocated to research to ensure that 
knowledge-focused practice is carried out and is here to stay. 

I expected that the organization could develop the capacity and the drive to continue to use 
research-based data. 

Services-related expected outcomes. 

Three types of services-related expected outcomes were mentioned by several 

respondents (n=13/21). First, outcomes related to the increased use of research-based evidence 

were reported. Research-based evidence was expected to be used in an instrumental way, i.e. the 

direct contribution of evidence to the decisions of clinicians and managers.  

I guess I was hoping for a better systematic use of information. Coming out of my thesis, I 
realized that basic information coming out of PIJ wasn’t used and the clinicians didn’t 
even understand the type of kids and families they were serving. 

To build a more evidence-based response to sexual abuse in foster care - that the practices 
would be based on research and not on what we usually do. 

The research-based evidence produced was also expected to be used in a conceptual way 

where evidence provides new ideas, theories and hypotheses leading to new interpretations 

without necessarily inducing changes in decisions. 

I expected to get more people in the research vein and bring them to look further into what 
they were doing in their practice based on the evidence produced.  
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I expected to help the workers to make the connection between ‘here is research’, ‘here is 
the work’ and ‘how can the research help you, specifically, in your daily practice?’ These 
connections have to be clear to the clinicians and managers. 

A second type of services-related expected outcome reported by four managers was the 

increased quality of care provided by BYFC because of the use of research-based evidence or by 

bringing together expertise from different departments.  

I hoped that, in the long term, the practices will change because of the increased use of 
research and evaluation of the efficacy and the relevance of the actual clinical practice.  

From a long term perspective, I expected that EBM would ultimately improve the practices 
and make sure that the interventions get corrected by research knowledge. 

...that we would improve practices: we would have opportunities to improve practices on a 
larger scale by having an activity that brings all the departments together. 

Finally, six managers mentioned an expectation in regards to the improvement of BYFC 

information systems such as increasing the efficacy of monitoring systems (e.g. PIJ and other 

administrative databases) and the quality of the training provided to staff.  

...we have been gathering data for years and it all ends up in an annual report at the end of 
the year that just reflects volume when you have so much richness of data that we don’t 
use. It was the first time that we tried to make better use of the data...It helps us to say to 
the staff: ‘do it, it is important, we will be using it and you will be able to see what your 
input will give for your own practice’ and not only for the stakeholders. 

[I expected] to be able to understand and interpret the information from the administrative 
system and be able to work with it. We had many different reports with different numbers 
that didn’t match and we didn’t understand why we were always trying to explain why. 

I expected more training and more access to training opportunities within the agency. 

I wanted to have a formal base for training. I had a dream that the CIG would be able to 
produce that in collaboration with [the training department]. 

One respondent expected an outcome related to the improvement of BYFC information 

systems to increase the number and quality of feedback mechanisms that would enable them to 

evaluate the effectiveness of clinician and managerial practices.  

I expected that we would have a more formal way to verify that our practices have 
beneficial results for the clients we serve. 

I expected that EBM would assist us in our questioning of what works and what has 
impacts instead of just continuing with programming and not being sure. 



Evidence-Based Management in Child Welfare 

 

CRCF / December 2011 Page 93 

Policy-related expected outcomes. 

Only one researcher mentioned policy-related expected outcomes: this was regarding the 

influence that the use of indicators could have on a provincial and a national level.  

...one of the impacts we must achieve in the future is to be able to use the indicators that 
have been developed in the SSIG, to direct the services we provide to the kids and families 
across the province. I would like all the agencies to use the indicators. 

One manager summed up the expectations regarding the overall project. 

From a long term perspective, I expected the agency to demonstrate more concretely a 
determination, a commitment and an ability to systemize the interventions and change the 
culture of intervention. In our agency people have great ideas but it’s not integrated and I 
expected that EBM would organize the various pockets of knowledge we had all over the 
agency in a way that makes sense to people and ultimately, to improve the practices, to 
make sure that the good ideas are spread around, and the interventions get corrected by 
research knowledge. 

Obtained outcomes. 

Respondents reported many outcomes associated with the implementation of the EBM 

activities. These obtained outcomes have been classified into three categories: (1) outcomes 

related to researchers; (2) outcomes related to organizational services; and (3) policy-related 

outcomes.  

Research-related outcomes obtained. 

All the participants (n=21/21) mentioned research-related outcomes. These outcomes can 

be classified in six categories: (1) acquisition of new knowledge and research methods; (2) 

production of new research products; (3) increased number of channels of communication of 

research-based evidence; (4) development of research capacities; (5) development of researchers-

users networks; and (6) increase of leadership in coordinating research projects.  

The first category of research-related outcomes mentioned by both managers (n=14/17) 

and researchers (n=4/4) was the acquisition of new knowledge about specific clinical problems 

or the development of new research skills.  

It helps us gain a broader perspective on the subject and understand the complexity of 
conjugal violence and the relationship between this issue and others issues, for example 
substance abuse. 
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One of the good things is that we were provided with articles that described what 
happened in foster care...and that helps me to have a broader view of all the steps through 
which the child goes in our system. 

It helps us organize our readings around conjugal violence and helps us argue in a better 
way based on research data. 

People are more confident to express themselves on conjugal violence – people are now 
confident to present the articles, to provide examples. Also people are now able to read 
articles and present summaries that are valid and simple to understand. 

[The PI] helped me structure my report format and this report is now much easier to 
understand than before. For example, he taught me how to make a table. I was very 
confident when I presented it and it wasn’t the case in the past because I had too many 
things in the report and too many things that were not coherent. 

As a researcher, I became more aware of how much planning has to be done when you do 
collaborative research. There are a lot of considerations, especially political issues and 
the way the relationship is installed. I realized that, in collaborative research, the process 
and the results are less in the researcher’s hand and that you have to be comfortable with 
that. You have to, as a researcher, be open to collaboration with the partners. And when I 
choose the type of career and the type of research I am going to do in the future, I will 
always have that in the back of my head. Also, this experience increased my research skills 
in terms of doing focus groups, designing surveys, making sure that the research I produce 
is relevant to the needs of the managers, also how to guide the managers so that they could 
read and interpret research data. 

Some respondents reported acquiring new knowledge and skills directly related to the 

activities. 

I educated myself to know what knowledge transfer is about. What is this process, how can 
we do this? How can we inform people with the Internet? What is the message we want to 
transmit and who is the audience? There is a lot that I learned in those areas. 

Personally, I acquired the capacity to...develop the expertise to be able to analyze and 
disseminate the indicators.  

Eight participants mentioned a second research-related outcome which is the production of new 

research products, usually referring to In-the-Know and/or the indicators within the SSIG. 

I read every ITK and some data helps me understand. It is probably the thing I use the 
most from an administrative perspective and a budget perspective to know what demands 
are relevant and what demands are less relevant. It is good because it’s really a picture of 
the actual situation at Batshaw, with statistics, and it clarifies why some decisions are 
made.  

Within a certain limited context, we are able to understand the ecological factors of child 
and family outcomes. With seven indicators we can have a good idea of the types of 
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services that are offered to the kids and families, what the outcomes for some of those kids 
are.  

A third research-related outcome was reported by 12 managers and 2 researchers 

regarding the increased number of channels of communication of research-based evidence within 

BYFC. They mostly referred to In-the-Know and to the presentations that researchers have given 

within and external to BYFC.  

ITK helps to inform people about the different projects that are going on. We had 18 
different projects going on within the agency and people didn’t know anything about them. 
We are now able to give people constant feedback on what kind of project is going on and 
the data that are generated from the projects. 

Whether [ITK] was read or not, just the fact that it’s there – it helped us to become a little 
more proud of who we are and what we do and to create that culture where interventions 
are not only based on intuition, they are also based on research data.  

With the help of a researcher, I presented the indicators to Batshaw staff. When we 
presented the percentage of clients who don’t come back, it was sort of a different way of 
looking at our clientele and I think people are starting to have a more positive outlook on 
our service. 

Five participants also mentioned that the increased number of channels of communication 

of research-based evidence can be seen as a positive effect of the CIGs and the SSIG.  

The CIGs are a beginning point to spread valid knowledge within the agency. It brings 
many people from many departments around the table, it gets messengers to go back and 
influence their environment. 

We have a consultation group and in the long term, we want to increase the number of 
consultations. Any worker who has a sexual abuse case can go to a consultation to talk 
about some research that can apply to this situation and try to look at best practices that 
can be useful. All the people we meet find the consultation very useful and it is a good way 
to share the knowledge and also to promote the evidence-based thinking because our 
advice is based on research. 

The Reference Group [SSIG] improved communication between workers because they 
knew they could contact other people who were resource persons. You have people that 
are known, acknowledged and seen as experts in what they do. 

Building upon the research-related outcomes mentioned above, 16 respondents also 

reported that EBM activities helped to increase BYFC’s capacity and receptivity in regards to 

research. The increased capacity is due to an availability of resources and expertise and a change 

in priority setting inside the organization.  
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There was one worker who asked for several years to implement a new program to help 
children in residential care who were abused...So when I took part in the CIG, I was able 
to provide him information about evidence-based therapeutic programs for sexual abuse. 
Then, he re-thought his program...and now that he talks about the program as a 
collaboration [with McGill]. [He is taken] more seriously and I know that it is moving 
forward now. I was also able to provide him some staff, a Ph.D. student who helps him to 
make it fit in Batshaw. 

I am now responsible for a new group of managers who are responsible for developing 
indicators – key management indicators that will help us give ourselves feedback about the 
clients’ reality and to improve our services. Some researchers are consultants that help us 
in this group. It is a way of using the EBM experience and expertise to continue to develop 
key indicators in the future and that is very interesting. 

We spend more on research activities than we ever have before. For example, I 
reorganized my service to be able to support research activities. Also, a manager is now 
responsible for knowledge transfer activities. 

The organization has become much more familiar and comfortable with research and what 
it can do. In the past, people didn’t have the reflex to base their interventions on research 
data and to evaluate them. We are now more rigorous in developing protocols and we 
change the way we look at the development of services. For example, we adapted an 
intervention called Circle of Courage and, before, we looked at the different approaches, 
how they were validated, if they were applicable in our context and developed this 
intervention collaboratively with key experts…also, we will have the reflex to evaluate the 
outcomes after the implementation of the intervention. In that way, our experience in the 
SSIG taught us how to do this kind of rigorous process.  

A fifth important research-related outcome mentioned by nine respondents was the 

development of researcher-user networks. The creation of a stronger partnership between BYFC 

clinicians and managers and McGill researchers seems to be important for the managers but also 

for the researchers who participated in the EBM activities.  

EBM helped to achieve and formalize the structure that can make the connection between 
clinicians and managers from Batshaw and researchers frorm McGill. 

One of the most important outcomes is the partnership with McGill that is now there and it 
wasn’t there at all four years ago.  

One of the main impacts…has been the development of a strong partnership with BYFC 
agency.  

As a researcher, I built a positive relationship with Batshaw through this project. This can 
help me, in the future, with the projects I am going to do because we establish credibility 
within Batshaw but also within other organizations that know that we did good quality 
work, that we are reliable and discreet so we are building our reputation and credibility. 
At first, I spent a big amount of time and energy without immediate results but I believe 
that, in the future, it will help us and you have to see this process as a long term benefit. 
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Lastly, an important outcome indicated by managers (n=4/17) and researchers (n=3/4) is 

the recognition of research expertise and increased leadership in coordinating research projects 

both for BYFC and for the McGill Coordinating Team.  

Because of the work that has been done around the indicators, Batshaw now has 
credibility and the organization is recognized at a provincial level.  

One of the main outcomes is the impact that the EBM project had on the sister 
organizations that are other youth centres. It is very gratifying to see their interest. This 
project really put Batshaw in a positive light. 

The McGill CRCF developed itself over the past four years, we recruited students and 
researchers. Also, the mission of the centre is in line and relies on the EBM project and 
this project helped us to get funds.  

Service-related outcomes obtained 

Almost all the participants (n=18/21) mentioned service-related outcomes, which are: (1) 

use of research-based evidence; (2) increased quality of care; and (3) improvement of 

information systems within BYFC. First, 13 managers reported an increased use of research-

based evidence. Evidence was used either in an instrumental or a conceptual way.  

We are frequently referring to the Neglect survey results and we are beginning to refer to 
the Client Satisfaction results to guide our decisions. 

…my involvement in EBM guides my work when I make decisions about organizational 
policy. 

Because of the CIG, we now know the co-morbidity between conjugal violence and 
physical abuse. We told the worker to assess for one if they see the other and this message 
is beginning to get through the organization. 

…when we talk about an article, someone will always come with a real case to illustrate 
the article. This discussion helps the workers to get back to their desks and say, ‘next time, 
I’m going to do my job differently’. So the evidence we gather in the CIG helps workers to 
make better decisions. 

The research-based evidence produced also provided new ideas, new theories and new 

hypotheses leading to new interpretations without inducing changes in decisions (conceptual 

use). 

The [PI] helped us on how to read articles and the way I approach practice changed. It 
also helped me argue in a better way based on research data. 

The way conjugal violence is approached and understood has changed. We began to have 
a consensus on what conjugal violence is. For example, at the beginning, some workers 
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thought that mothers were responsible for conjugal violence and some thought that 
mothers were not responsible. Because we now conceptualize and understand conjugal 
violence in a common way, it helps us to provide clearer guidelines about how to work 
with the victims and the perpetrators.  

Eleven respondents saw outcomes related to an increase in the quality of care offered by 

BYFC. Participants reported an increase in the efficacy of interventions related to the use of 

research-based evidence.  

It encourages me to be more structured in how I respond to things, to be more systematic 
when I look at training and services that are provided in foster care. 

We are integrating the results of the Client Satisfaction survey to [develop] some clinical 
guides for the intervention planning process, to think about some issues…I gave those 
results to improve practice. 

Managers also mentioned an increase in the accessibility of services due to the 

consolidation of relations between different departments in BYFC. Because clinicians and 

managers from different departments had opportunities to exchange about service continuity and 

consistency, some changes have been proposed to ensure that services respond to clients’ needs.  

It is bringing people together; people of different departments who were not normally 
together to discuss clinical issues. It gave the opportunity the create linkages between the 
different services provided within Batshaw because of the CIG and the SSIG. People from 
different services had the chance to talk together about a common issue or case. We get a 
better overall perspective of the system. 

One of the major outcomes is the opportunity to come together and have a larger picture of 
how the kids are served and how best to work with them and their families. We also had 
the chance to exchange with outside organizations, for example Centre Marie-Vincent, so 
we could have better access to resources to respond to the clients’ needs. 

Before EBM each department, team and clinician had its own way of intervening, its own 
approaches and tools and we didn’t have good continuity and consistency in the services 
that we offered to children and families. EBM helped us to go in that direction and now 
people are more aware that we need to have common conceptual framework and 
approaches and that they have to be validated. 

…we had different points of view and it gave us the opportunity to exchange and deliberate 
on how the problems must be approached within the agency according to the clients’ 
needs. 

Finally, 10 managers mentioned outcomes in regard to the improvement of BYFC 

information systems. 
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…it helps the workers understand why PIJ is important. They now understand that we can 
have important data from this system that will guide our practice. 

We had a lot of information that has been collected on clients and my wish was that we 
could use that information in a much more constructive way than generating a report for 
the ministry. I said to my boss: ‘We have to do something with the data’ and EBM showed 
that it was possible to use the data. Before EBM, we didn’t have the time or the resources 
to analyze and gather data from PIJ and by doing this project, people can see that it is 
doable and it can be done easily. 

The challenge was with the government system [client complaints] because it was 
supposed to work but we didn’t know how to make it work and nobody could help us with 
it. The [PI] helped us to adapt the system to the specific needs of a youth centre, to use the 
system and enter information in such a way that we are able to have the statistics we 
wanted to have. 

Another outcome related to the improvement of BYFC information systems was an 

increase in feedback mechanisms that allowed for the evaluation of the effectiveness of clinician 

and managerial practices.  

When the data say that most of the youth don’t get placed, that three-quarters of the clients 
don’t come back, it helps us to refine the clinical responses, to develop programming to 
rework the programs so they can be more efficient. For example, we know the importance 
of ensuring continuity of service for young children and now we are able to document and 
calculate specifically the cases in which we have been able to do it and those that we 
haven’t been able to do it in. The SSIG gave us a tool that helped us to be more critical 
about our daily work. 

[EBM was helpful in] pointing to areas of improvement and really seeing areas that are 
problematic. To know how we can compare, etc. We can identify those important areas 
and then the clinicians are aware of them and make the clients aware of them. It can help 
them to see the impact of the interventions they make. 

The Reference Group [SSIG] raised a lot of questions and helped people to see where we 
stand on certain issues compared to others. 

Policy-related outcomes obtained 

The last type of outcome obtained from the EBM activities was related to policy. This 

category of outcomes was mentioned mainly by managers and researchers who participated in 

the SSIG (n = 18). First, two respondents mentioned the influence the SSIG has had in changing 

the Ministry of Health and Social Services’ policies and discourse about  performance indicators. 

When the Ministry asks us about feedback, they are always looking at volume. The job that 
has been done in the Reference Group [SSIG] is a way to inform them and change their 
mentality about which indicator is more useful to use. We can also educate the Ministry 
[about]…indicators that don’t mean anything…that the indicators they require are not the 
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right ones to look at if they want to know if our services are effective. We can show them 
what came out of the Reference Group [SSIG] as good indicators and those indicators 
were not about volume. 

The Ministry wants to develop a reference indicator based on our definition.  

Five respondents also reported that the SSIG enabled them to increase collaboration with other 

policy networks at a provincial and national level.  

The infrastructure has been developed to measure child welfare outcome indicators so that 
other agencies in Québec serving comparable clientele, as well as in other provinces, can 
learn from them and use them. There are presently four other agencies in Québec piloting 
many of the child welfare outcome indicators. 

As time goes by, there are more and more requests from other agencies to do the same 
process as we did with the indicators.  

You have a snowball effect, more and more [youth centres] want to be included in the 
process because they realize that with a little amount of money they could have access to 
all this information and compare themselves to other [youth centres]. The comparison data 
is a big part of the project.  

Summary  

The most short term and direct outcomes that were obtained are research-related, which 

represent (1) the development of new evidence, methods and research products; (2) the increased 

number of channels of communication of evidence-based results; and (3) the development of a 

system of research management, which represents an increase in BYFC’s capacity and 

receptivity in regards to research due to availability of resources and expertise.  

The middle term outcomes, which are more indirect, relate to three categories: (1) the 

development of research networks and the creation of a stronger partnership between BYFC 

clinicians and managers and McGill researchers; (2) the recognition of research expertise and 

leadership in coordinating the research project; and (3) the use of evidence-based practices either 

in an instrumental or a conceptual way.  

Two long term and indirect outcomes are associated with changes in services such as the 

increased quality of care provided to clients and the improvement of the information systems 

within BYFC. Two other long term outcomes are related to policy influence and the creation of 

policy networks to increase collaboration with other policy networks at the provincial and 

national levels. 
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This qualitative analysis found that most of the expected outcomes were also obtained. 

The three exceptions were for the development of new research products, the increase in the 

quality of formal training provided to the staff at BYFC, and the increase in collaboration with 

other policy networks at a provincial level. This latter finding may be due to the fact that some of 

these outcomes are actually in progress and have yet to be obtained. For example, intense work 

has been carried out by the EBM PI and the Coordinating Team to move pilot testing of the child 

welfare outcome indicators developed at BYFC to other provincial and national agencies, and 

significant interest has been expressed internationally. In addition, respondents were not always 

aware of research emerging from other activities. Finally, no societal-related outcomes were 

expected or obtained.  

Research highlights that the production of outcomes is incremental, which means they 

will occur according to a causal series of events (Lavis et al., 2003; Rich, 1997). Because the 

EBM project was implemented only four years ago, it is logical that no societal-level outcomes 

were obtained. The literature confirms that long term outcomes take more than three or four 

years to be achieved (Barratt, 2003; Gardner & Nunan, 2007; Whipple, Solomon-Jozwiak, 

Williams-Hecksel, Abrams & Bates, 2006). The absence of societal-related outcomes might also 

be due to the fact that long term outcomes are harder to observe or measure due to their 

complexity (Davies et al., 2005; Nutley et al., 2007) and thus may be underreported by 

participants.  
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VI. DISCUSSION 

There has been a growing interest in improving the quality of the psychosocial services 

intended for children and families in difficulty by referring to practices rooted in a strong 

evidence base (Hoagwood & Johnson, 2003; Walter et al., 2004; Webb, 2002). In line with this 

interest, the Evidence-Based Management project began in 2006 in response to a request from 

BYFC. The overall objective of the project was to develop a management culture at the agency 

where the question of evidence was at the forefront of all decision-making. This included making 

better use of BYFC’s sophisticated computerized client information system, as well as 

developing their overall capacity to move towards an evidence-based approach in the provision 

of services to the children and families they serve.  

The EBM initiative was based on the assumption that to develop a strong agency based 

research culture, KM must be driven by questions about relevant issues, accurate and timely 

responses to these questions, and the use of local expertise and information. Focusing on a single 

agency was required to ensure that the KM model was fully implemented throughout the 

management structure of the organization and did not develop as a satellite project (Lomas, 

2003; Sharp, 2005). The decision to focus primarily on the management of the organization was 

based on research showing that the key to developing research informed practice lies not with 

individual users or policy makers, but with the leadership, management and organization of 

social care organizations (Walter et al., 2003). 

The main goal of this study was to evaluate both the process of implementation and the 

outcomes of the EBM project. This was carried out by describing the three main areas of 

evidence: administrative data, published research, and clinical and client expertise, represented in 

a “triangle of evidence (see image 1, p.35). The five main EBM activities that grew out of the 

three main areas of evidence (Clinical Integration Groups, the child welfare outcome indicators, 

surveys, knowledge brokering and In-the-Know) were analyzed by reporting on their strengths 

and weaknesses, and by documenting their outcomes. The results of pre- and post-test surveys to 

capture managers’ use of evidence were analyzed and compared. Feedback that managers 

provided in focus groups at the beginning of the project was summarized, and the results of 
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interviews with key managers and researchers involved in the EBM activities were summarized 

and analyzed (the latter completed primarily by an external consultant). From an evaluative 

perspective, we: (1) examined to what extent the objectives of the project have been achieved; 

(2) proposed a theoretical model that describes the implementation process of the activities and 

the short-term outcomes; (3) analyzed from a theoretical perspective the relevance of the strategy 

by comparing it to other KM models in the literature; and (4) proposed recommendations that 

might ensure sustainability of the initiative. 

Importantly, the study found that over the course of the project between 2007 and 2010, 

there was indeed a change in the way that managers use evidence in their daily work in the areas 

of agency statistics, research, and clinical expertise. The results on all but one of the questions 

from the post-test study show movement in a positive direction with respect to attitudes towards 

and use of evidence; all but two of the findings were statistically significant. There was also a 

slight increase the amount of research accessed by managers; this was corroborated by a 20% 

increase in requests to the BYFC library for research between 2007 and 2010. Interestingly, 

results showed that the use of PIJ and other information systems was fairly stable over the course 

of the project. 

The main type of KM strategies used in the EBM project aimed at increasing evidence-

based decision making by reinforcing the links between researchers, clinicians and managers. 

Four of the five activities (CIGs, SSIG, surveys, and knowledge brokering) relied on an 

interactive process between the Coordinating Team, researchers, clinicians and managers. An 

interactive process involves “developing stronger links and collaborations between the research 

and practice communities. This mechanism assumes that two-way flows of information are 

required so that researchers are better able to orient their work to users’ needs and research users 

are enabled to adapt and negotiate research findings in the context of the use.” (Nutley et al., 

2009, p.554).  

The literature shows that exchanges between researchers and users and the active 

implication of users in the production of evidence are both crucial factors in the support of 

instrumental and conceptual use of evidence (Amara et al., 2004; Baumbusch et al., 2008; 

Cousin & Simon, 1996; Huberman, 1993; Kothari et al., 2005). Major strengths of the project 

were the importance given to the way that the activities were structured to facilitate continuous 
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exchanges between researchers, clinicians and managers as well as the active implication of 

clinicians and managers in the development of evidence. The identification of several leaders in 

the EBM project who were not only interested but passionate about research contributed to these 

successful exchanges.  

Another type of strategy that was used in the project relied on active dissemination. In 

order to disseminate research findings to numerous stakeholders such as BYFC Board members, 

other child welfare agencies, academic staff, students, and funding agencies, In-the-Know was 

created. The publication is a dynamic method of reporting on research-related findings and 

activities that is accessible to clinicians, managers and stakeholders not directly involved in the 

EBM activities. For those involved in the project, it supported and legitimized the activities.  

According to various studies, evidence that is presented using understandable language, 

has methodological quality, appropriate timing, and high accessibility are also important 

components to increase evidence-based decision making (Hancock & Easen, 2004; Hemsley-

Brown, 2004; Kramer & Cole, 2003; Lomas, 2000). However, other research suggests that in 

order to increase the use of research-based evidence, the accessibility and presentation of 

research evidence is insufficient on its own (Grimshaw et al., 2004; Lomas, 1991; Smith, 2000). 

Research highlights that activities that rely on the use of workshops or presentations to facilitate 

exchanges between researchers and users, would be more effective for changes in attitudes and 

practices (Bogenschneider et al., 2000; Freemantle et al., 2002; Shanley et al., 1996; Wikeley, 

1998). These dissemination activities took place on several dozen occasions over the course of 

the project. 

The strengths and challenges of the EBM activities that emerged in the study can be 

summarized within the frameworks used in the study (Kuruvilla et al., 2006), and in reference to 

the KM literature reviewed earlier. 

Strengths of the EBM Activities 

One of the critical features of the EBM project was the leadership provided by the joint 

BYFC-McGill Coordinating Team.  Active engagement by the PI, a senior child welfare 

researcher, and the DPS ensured that the Coordinating Team had high visibility and credibility.  
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Support to the coordinating committee from a full-time manager ensured that issues were dealt 

with rapidly and decisions implemented in a timely manner. BYFC managers and clinicians 

involved in EBM activities perceived the coordinating committee as competent and committed. 

This confidence toward the Coordinating Team lent credibility and increased the initial 

commitment by BYFC toward the EBM project.  Part of the success of the project relied also 

receptiveness to change, a key feature highlighted in previous evaluations of KM initiatives 

(Dobrow et al., 2004; Dubrow et al., 2006 ; Grinshaw et al., 2004 ; Hemsley-Brown & Sharp, 

2003). The coordinating committee approached the EBM project from a critically constructive 

perspective, adjusting the EBM activities on the basis of feedback and constant evaluation of the 

emerging processes.  The strength of the relationship between McGill and BYFC intensified 

greatly over the course of the project. 

A second strength has been the efforts made by the EBM Coordinating Team to provide 

relevant support and informal training opportunities for BYFC staff and numerous researchers 

and students (nearly two dozen). This is in line with many studies that highlight the importance 

of training in skill development for acquiring, understanding, critically appraising, adapting and 

applying research in order to increase the likelihood of implementing evidence-based decision 

making within a agency (Barratt, 2003; Dobblins et al., 2002; Dufault, 2004; Hemsley-Brown, 

2004; Huberman, 1987; Rycroft-Malone et al., 2002). More than 70 individuals were directly 

involved in the EBM project with several more indirectly involved. This included approximately 

50 BYFC staff (22 managers; 27 clinicians; a librarian) and 22 McGill and other academic staff 

(10 students; 10 faculty; 2 technical staff). For staff and many students some of the learning 

experiences included becoming aware of emerging research, applying research elements to case 

discussions, learning to read and understand research, streamlining the development and 

implementation of surveys, collecting data, reorganizing information systems, improving 

information databases, and developing clinical services. For researchers and students some of the 

learning experiences included carrying out literature reviews, refining data extraction and 

collection techniques, refining survey development and program evaluation techniques, learning 

to present data, and enhancing knowledge about the practical application of research to a clinical 

youth protection setting. In the case of 3 researchers, involvement with EBM activities led to 

separate research projects. 
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A third strength has been the ability and motivation of the clinicians and managers 

directly involved in the EBM activities to acquire and use research-based evidence through 

administrative data, clinical and client expertise as well as traditional research literature. The 

receptiveness of potential users to employ scientific evidence has been identified as an important 

factor in the use of evidence (Amara et al., 2004; Champion & Leach, 1989; Estabrooks & 

Chong, 2003). Most of the clinicians and managers involved in the project were already 

convinced of the importance of research-based decision making and had the basic ability to 

retrieve and use scientific evidence. The power of some staff to change practice due to their 

strategic position within the organization was also identified as important. This power is 

recognized as an enabling factor to increase changes in daily practices based on the use of 

research-evidence at the individual level (Orme & Powell, 2007; Meijers et al., 2006; Suter et al., 

2007).  

Further, the commitment of BYFC, especially the Director of Professional Services, was 

a major strength. The organization was committed to providing the time and resources in order to 

facilitate the implementation of the EBM activities. The estimated BYFC salary costs for the 

EBM project are more than triple what was committed as in kind funding for the project, 

demonstrating a true investment in the project by BYFC.  

A fourth strength was the continuous exchanges between the Coordinating Team and 

clinicians and managers that facilitated the access to research evidence and the acquisition of 

new skills to apply this research evidence. The EBM activities allowed for the creation of new 

platforms which contributed to supporting exchanges between BYFC clinicians and managers 

and the McGill research group. These platforms included the In-the-Know research 

dissemination publication and numerous informal and formal presentations and conferences 

internally and externally. These were important elements in bringing together those involved in 

the project and in consolidating the activities. The importance of these dimensions in supporting 

the use of research evidence has been noted in several studies (Amara et al., 2004; Bedell, Ward, 

Archer & Stokes, 1985; Belkhodja et al. 2007; Hemsley-Brown & Sharp, 2003; Landry et al., 

2001; Orlandi, 1996; Ross et al., 2003). 

The recognition of clinical expertise and the active participation of BYFC clinicians and 

managers in the development of evidence were also considered a part of this fourth major 
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strength. As noted by several authors (Hemsley-Brown & Sharp, 2003; Huberman & Gather-

Thurler, 1991; Orlandi, 1996), collaboration experiences with researchers improve receptivity 

and perceive value toward research-based evidence and increase the possibility that users engage 

again in a process of KM. The continuous, often informal exchanges that took place between the 

McGill research team and BYFC not only increased learning but built a high level of trust. These 

exchanges were essential in order to improve evidence-based decision making; such active 

participation implies the importance of broadening the concept of knowledge production beyond 

the traditional university paradigm by recognizing the value of tacit and clinical knowledge 

(Hancock & Easen, 2004; Sharp, 2005; Chagnon et al., 2009).   

Finally, the fact that the evidence produced in the EBM activities fit with the needs of 

clinicians and managers at BYFC constituted a fifth major strength of the project. It has been 

demonstrated that the use of research evidence is increased when it corresponds to the needs of 

users, when it is easily applicable, and when it fits with the values, clinical experiences and usual 

practices of the users (Estabrooks & Chong, 2003; Hancock & Easen, 2004). Products such as 

the analysis and release of 7 child welfare outcome indicators, 7 issues of ITK, numerous 

literature reviews and summaries, 3 surveys,  2 program evaluations, 20 clinical case 

consultations, an average of approximately 15 research projects per year, and access to a 

comprehensive McGill database are among the many that emerged from the project. While some 

participants were critical about the applicability of some of the evidence produced, the majority 

expressed satisfaction with the type of evidence produced in the EBM activities. 

In keeping with the original objective of the EBM project, BYFC has significantly 

strengthened is research culture.  While the agency has always had a reputation for innovation, 

the EBM project has highlighted the importance of research within the agency as well as 

established the agency in a research leadership position in Quebec and across Canada, a 

particularly remarkable development in Quebec given that BYFC is not one of the two 

provincially child welfare funded research institutes. In its most recent accreditation report, the 

provincial Accreditation Board noted that the focus on research activities at BYFC is one of its 

major strengths.  
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Challenges 

The challenges encountered and lessons learned along the way were described by the 

EBM interview participants and the Coordinating Team. The major challenge was that the 

project was very resource intensive in an environment where resources for research related 

activities remains scarce.  While the project was most resource intensive during the first three 

years as activities were being developed, participants remained concerned over time McGill and 

BYFC would not be able to maintain support for KBs, CIGs, and ongoing analyses of clinical 

data with a SSIG. Unlike the University Institutes housed in the two largest Youth Centres 

(Québec and Montréal), BYFC has limited access to funding to support research initiatives and 

KM.  Limited access to research infrastructure funds has also been found to be a barrier to KM in 

the healthcare field where research and KM activities can be difficult to justify (Dobrow and al, 

2004; Greenhalgh et al., 2005; Lomas, 1993; Rycroft-Malone, 2008).  Because KM is not seen in 

child welfare to be a core clinical activity, funds to support KM fall into the non-essential 

category that can be cut in times of fiscal restraint. In fact all YC have been asked by the 

Ministry of Health and Social Services to make significant cuts in 2011 to their “administrative 

budgets”, which include funds that would support KM.  

A second challenge was related to the efforts made by the Coordinating Team to structure 

the dissemination of the research and evidence. Participants mentioned that the dissemination 

efforts rested too heavily on the shoulders of the managers and clinicians involved in the 

activities. Some were unsure what their role was in regard to the dissemination process, and there 

was an absence of tools or guidelines to support the dissemination activities. Given that 

structuring the dissemination of evidence requires important investments in time and resources 

(Orlandi, 1996; Jonhson & Austin, 2006; Rogers, 2003), increased access to infrastructures and 

resources may have helped the Coordinating Team improve the impact of the EBM project and 

make it more ‘alive’ for all BYFC staff.  

Some participants found the developmental structure of the EBM initiative to be a 

challenge, perceiving some activities as lacking sufficient clarity in regards to their goals and 

mandates. This may have resulted from the overall complexity of the project in terms of the 

involvement of numerous participants at different levels and from different organizations. 
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According to some study participants, there was at times a feeling of uncertainty regarding the 

roles and responsibilities that each actor was to take.  

A fourth challenge was the difficulty in maintaining the project infrastructure over the 

course of three changes in project managers due to circumstances that were not related to the 

EBM initiative. Manager turnover was particularly challenging given the process intensive and 

developmental nature of the initiative.  The project manager played a critical role in coordinating 

and guiding KBs who were engaging with the agency using a collaborative model that they 

generally were not familiar with.  Adequate project infrastructure conditions, already highlighted 

in research in other fields, is particularly important in the psychosocial field (Hemmelgarn, 

Glisson & James, 2006; Proctor et al, 2007). While relevant, timely and context-specific 

evidence was produced throughout the project, and is a necessary condition for KM, having an 

organizational structure to build the capacity to use this information and an organizational 

culture that values it are equally important factors (Sharp, 2005). For example, while the EBM 

child welfare outcome indicators were considered a major success of the project, more time and 

additional analyses are required before they can be fully integrated as standard management tools 

in the agency.   

Finally, tracking and measuring the impact of the EBM proved to be a methodological 

challenge for at least three reasons: (1) the EBM model was not static: some of the planned 

activities were dropped, others were adapted to better address managers information needs, and 

some unplanned activities were added; (2) the full impact of the EBM project is more likely to be 

detected over a longer-period of time than allowed within the present evaluation timeframe; and 

(3) unlike academia where research outputs are systematically tracked,  measuring KM in a 

social service context is far more challenging both with respect to finding indicators of KM as 

well as ensuring these are systematically documented: while most participants were found EBM 

related activities interesting, they had more difficulty describing the impact of these activities. 

Now that the model has been operationalized (see Greenhalgh et al., 2005; Titler et al., 2001; and 

Werr & Stjernberg, 2003, for strategies to operationalize and track change in the use of evidence 

over time). 



Evidence-Based Management in Child Welfare 

 

CRCF / December 2011 Page 110 

Limitations of the evaluation 

In interpreting the results from this evaluation, a number of limitations in the design of 

the study must be taken into consideration, including (1) the necessity of evaluating the activities 

as they were in progress: while an evaluation of process may be just as important as an 

evaluation of outcomes, it has not been possible to capture all of the details or outcomes of the 

activities; (2) the relatively small sample of participants in the study, with high morbidity from 

the pre to post-test phases of the research; (3) flaws in the design of the survey instruments; (4) 

data collected from a sample of managers and researchers directly involved in the EBM activities 

that may not represent the points of view of all BYFC clinical and management staff or McGill 

research staff; and, perhaps most importantly, (5) as culture change is a slow, continuous and 

long-term process, the outcomes of the EBM project may not be fully evident for several years. 

Future research with the same population to determine potential changes in the research culture, 

and research that focuses on a larger sample of managers and clinicians would assist in providing 

a more comprehensive assessment of the impact of research on youth protection practice.  

Even as the results of this evaluative study may not necessarily be generalizable to all 

youth centres, they may be considered a first step towards a more comprehensive empirical 

understanding of the strengths and challenges associated with the implementation process and 

outcomes of a KM strategy. The study made it possible to clarify the relative contributions of a 

variety of factors ranging from the broader political/social contexts to the more focused attributes 

of the evidence produced.  

The main purpose of the EBM project and one of the key ways to ensure sustainability of 

evidence-informed practice is to make certain that change occurs at the organizational level. 

Notwithstanding this important principle, measuring such change is not always easy. 

Nevertheless, members of the EBM Coordinating Team remain confident that the momentum 

generated by the project is sustainable and will manifest itself more and more clearly over time at 

the organizational level.    
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VII. CONCLUSIONS 

The BYFC-McGill EBM collaboration has been a successful partnership that has 

supported the development of a stronger research culture at BYFC, that has helped the McGill 

CRCF develop a research support and collaboration model that it is applying to new initiatives 

with other community agencies, and that has generated a province-wide data sharing and 

utilization initiative.  The EBM initiative has started to generate interest from child welfare 

organizations in other provinces and even from several European organizations.  The evaluation 

has demonstrated the importance of establishing strategies that rely on interactive processes 

between researchers and users in order to ensure effective KM. Denis and Lomas (2003) argue 

that such processes should include: (1) the investment of time and other resources identified as 

worthwhile by both researchers and users; (2) trust predicated on informal interactions; (3) in 

combination with the above, the involvement of people as more important to the success of 

collaborative research than the processes put in place, and; (4) collaborative research as a mutual 

journey between researchers and users that does not have a clear destination. The study found 

that the EBM project succeeded in all four of these areas of collaboration, the end result of which 

was the development of a sustainable knowledge sharing relationship between BYFC and 

McGill. 

The collaboration required a significant investment of time and resources on the part of 

the researcher and the agency.  Leadership from a “hands on” Coordinating Team was essential, 

but required an engaged and motivated group of clinicians and managers who were prepared to 

commit to the EBM activities and a research team that was able to produce evidence that was 

“relevant, local, accurate and timely”. Numerous staff, students and researchers were involved in 

the project, resulting in enriched learning experiences and the opportunity to engage in a 

mutually beneficial process. These mutual benefits were not always easily achieved in light of 

the differences in the cultures of the two organizations. The fact that these paths rarely intersect 

without a concerted effort underscores the difficulties of establishing a collaborative relationship 

with a mutual understanding and mutual goals (Dash, Gowman, & Traynor, 2003). For these 

reasons, consistent efforts were made to link McGill and BYFC staff on a regular basis and to 
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clearly identify mutual objectives and goals, processes and resources required, and to co-

construct a dialogue of mutual understanding (Dash, Gowman, & Traynor, 2003). 

As is often the case with developmental projects, lessons learned from initiatives that ran 

into difficulties were as useful as successes in refining the model.  The difference in cultures and 

approaches between an agency with a structured service mandate and a university with a 

teaching and research mandate proved to be a recurrent challenge that required frequent 

adjustment and clarification of roles and expectations.  While BYFC dedicated significant 

additional resources to support EBM activities, the agency does not have sufficient access to the 

kinds of resources that would allow it to optimize some of the opportunities that have emerged 

from the project.  Care had to be taken in generating expectations for new research and learning 

initiatives that could not be sustained.  Despite strong and sustained senior management support 

for the EBM initiative, the capacity of the organization to fully realize the potential of some of 

the tools developed through the project remains limited by the resources available.  As with most 

social service organizations, moving to a results driven management model continues to be a 

challenge.  

The EBM project has brought to the forefront larger issues of funding and management 

cultures that go beyond the specific organizations involved in the initiative.  There is a weak 

tradition of integrating research and evidence into social service management in Canada.  Unlike 

the health sector where there are well established teaching and research hospitals and public 

health agencies with health surveillance and research mandates, the social service sector remains 

needs and regulation driven rather than outcomes driven.  Ironically, BYFC’s limited access to 

research and evaluation resources may have concealed equally concerning capacity limitations at 

the level of McGill’s CRCF, and more broadly limited research and evaluation capacity in 

schools of social work across Canada.  Had the agency made additional requests for 

methodological support, it is unlikely that the CRCF would have had the capacity to respond.  

With funds from the Royal Bank of Canada and its endowed research centre funds, the CRCF is 

expanding research and evaluation training opportunities, and will continue to seek grant funding 

to address this important gap.    

The EBM project demonstrated the potential for significant development in research and 

evaluation partnerships between child and family service agencies and universities.  Both sectors 
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must continue to invest resources to rise to this challenge, in order to better meet the needs of the 

children and families receiving these services.  
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IX. GLOSSARY  

Throughout the report, certain acronyms will be used. They are as follows: 

KM:  Knowledge Mobilization  

EBP:  Evidence-Based Practice 

EBM:  Evidence-Based Management 

BYFC:  Batshaw Youth & Family Centres 

CRCF: Centre for Research on Children and Families 

DPS:  Division of Professional Services / sometimes referred to as Director of 

Professional Services 

KB:  Knowledge Broker 

ITK:  In-the-Know 

SSIG:  Service Statistics Interpretation Group 

CIG:  Clinical Integration Group (CV-Conjugal Violence / SA-Sexual Abuse) 

 
In addition, numerous terms will be used to describe the various individuals involved in 

the project. General definitions for the terms are as follows: 

Clinicians: Those who work directly with children, youth and families, including social 

workers (in Québec, also known as Human Relations Agents); child and youth workers (also 

known as educators); psychologists; nurses; and any other staff who perform clinical duties and 

work directly with families. 

Clinical managers: Those who supervise and/or manage the work of clinicians. 

Senior managers: Those who are responsible for the overall operations of the various 

divisions at Batshaw Youth and Family Centres (BYFC) (also known as Directors). 



Evidence-Based Management in Child Welfare 

 

123 
 

Batshaw Management Committee (BMC): A committee comprised of the BYFC 

Executive Director of BYFC, the Assistant Executive Director and the senior managers. 

EBM Coordinating Team: The team responsible for the overall EBM project, including 

from McGill University the principal investigator of the project (PI) and the project manager, 

and from BYFC, the Division of Professional Services (DPS) director (BYFC). 

BYFC is also divided up into different service divisions for the delivery of services: 

Intake: Otherwise known as RTS/SES (Reception et Traitement des Signalements (day) / 

Social emergency Services (evening)  

Investigation: Otherwise known as Evaluation/Orientation, where investigations of 

suspected maltreatment are carried out and voluntary and court measures are proposed. 

Ongoing services: Otherwise known as Application de Mesures, where measures are 

carried out. 
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X. LIST OF APPENDICES 
 

1. BYFC Organizational Structure 
2. Kuruvilla et al. (2006) Figure 
3. Pre-test Use of Evidence survey 
4. Post-test Use of Evidence survey 
5. Follow-up Interview Guide 
6. Follow-up Interview Coding Grid  
7. Framework: Strengths and Challenges 
8. Framework: Expected and Obtained Outcomes  
9. CIG Conjugal Violence annual report (2008-2009) 
10. CIG Sexual Abuse annual report (2008-2009; 2009-2010) 
11. In-the-Know (Vol.1, issues 1-5 and Vol.2, issues 1-4) 
12. Clinical Voices Survey Report 
13. Client Satisfaction Survey Report 
14. Neglect Survey Report 
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