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Executive Summary 

Over the past twenty years, progress in the identification 

of effective treatment interventions has raised service 

standards in the child, youth, and family mental health 

sector. The emerging benchmark is the delivery of evi-

dence-based, empirically supported (see glossary) ser-

vice delivery models that result in positive clinical out-

comes for participants. As a leader in the field, Children’s 

Mental Health Ontario (CMHO) plans to take a proactive 

role in this transformation through its Accreditation Pro-

gram and the development of the CMHO Evidence-Based 

Practice Technical Assistance Centre. This consultation 

paper is intended to frame this vision and to engage our 

stakeholders in the process of moving forward together 

toward its realization. 
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Introduction 

Children’s Mental Health Ontario (CMHO) is committed 

to promoting, supporting, and strengthening a sustain-

able system of mental health services for children, 

youth, and their families. A core feature of this system 

is the delivery of evidence-based services that produce 

the positive outcomes they were designed to achieve. 

Our objective is that children, youth, and families re-

ceiving services from CMHO-affiliated organizations 

achieve an improved quality of life. And, for that rea-

son, our ultimate goal is that all services deliv-

ered by children’s mental health providers be-

come evidence-based, empirically supported, and 

result in positive clinical outcomes for partici-

pants. 

While this sector has always focussed on service excel-

lence, CMHO recognizes that formal supports and re-

sources are needed to ensure continuous learning and 

reflective practice. We recognise that delivering effec-

tive front-line clinical services is itself an outcome of a 

productive service system. Therefore, CMHO is proac-

tively supporting policy makers, funders, boards of di-

rectors, managers, and front-line mental health practi-

tioners to bridge the gap from “science to service” in 

the implementation of evidence-based practice.  

CMHO is embarking on this change process because 

advances in clinical research over the past twenty 

years have demonstrated that some types of treatment 

work, while others can be harmful or ineffective. To 

date, a number of evidence-based practices (EBP) have 

been shown to be both effective and replicable.  

While there are up-front costs to implementation, EBPs 

are cost effective. They provide a good return on in-

vestment by maximizing the delivery of positive clinical 

outcomes. Cost/benefit analyses and identifying the 

 
 
“In a climate of ill-
funded mental health 
programs for children 
and youth, it is diffi-
cult for many agencies 
to buy into a program 
like MST (Multi-
systemic Therapy) at 
the outset. However, 
MST has resulted in 
true long-term cost-
savings as a result of 
positive outcomes for 
youth and families.” 
 
Susan Meyers, Child and 
Youth Wellness Centre of 
Leeds & Grenville and 
Anne Edmondson, East 
Metro Youth Services 
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cost of lost opportunity (e.g., economic productivity, so-

cial well-being) are regularly used to gauge the effi-

ciency of EBPs relative to the status quo (treatment-as-

usual) (Aos, Lieb, Mayfield, Miller, & Pennucci, 2004; 

Browne, Byrne, Roberts, Gafni, & Whittaker, 2001; 

Browne, Roberts, et al., 2001; Browne, Roulston, et al., 

2000; Schweinhart et al., 2005). 

Over the past ten years, a number of accredited CMHO 

agencies have successfully replicated EBPs in their or-

ganizations. However, the move toward EBP implemen-

tation has not been consistent across the service sys-

tem. CMHO appreciates the importance of building on 

successes in the field. In addition, it is important to build 

capacity to evaluate promising practices and build 

knowledge regarding what works. 

CMHO recognizes that the identification and delivery of 

EBP is an emerging science, and that EBPs must be con-

sidered within the ecological context in which services 

are delivered.  

As Figure 1 illustrates, socio-historic, economic, and po-

litical contexts influence client circumstances. In addi-

tion, it should be noted that culture, gender, race, and 

class cut across all aspects of evidence-based policy and 

practice—and thus the diagram. For instance, an EBP de-

veloped to address youth gang violence in Philadelphia 

may need to be adapted to address the needs and gang 

issues facing refugee youth and their families in Toronto. 

Or, parenting education strategies may require modifica-

tion to respect the cultural needs of Aboriginal communi-

ties and the residual intergenerational trauma from the 

residential schools experience. 

 
 
“Many people using 
our services have se-
rious health, literacy, 
and other intergen-
erational problems 
directly related to 
poverty….The basic 
needs of this popula-
tion must be ad-
dressed long before 
C B T  ( c o g n i t i v e -
behavioural therapy) 
can even be consid-
ered.” 
 
Mark Totten, Youth Ser-
vices Bureau of Ottawa 
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Figure 1 
Elements of Evidence-Based Policy and Practice 
Source: Regehr, Stern, & Shlonsky, 2007 
 
difficult for many agencies   

 
“We must be wary of 
a ‘one size fits all’ 
model with the chil-
dren, youth, and 
families engaged in 
our services. Three 
key social factors in-
form the selection 
and implementation 
of  qual ity  bio-
psychosocial ap-
proaches: gender, 
ethno-racial factors, 
and social class.” 
 
Mark Totten, Youth Ser-
vices Bureau of Ottawa 
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Another challenge to implementation involves differences 

in staffing capacity between the research settings and 

the staffing realities of most Ontario service providers. 

Research settings often employ child psychiatrists/

psychologists and graduate level therapists who carry 

small caseloads and receive intensive supervi-

sion.  Whereas, community-based clinical settings house 

a variety of professionals with differing levels of aca-

demic training ranging from college to graduate level. 

These professionals manage heavy and complex 

caseloads and are often too time-constrained to receive 

supervision. Due to these factors, clinical settings may 

not have sufficient resources or the capacity to effec-

tively implement evidence-based treatments that are 

training and supervision intensive.   

Time and careful evaluation will be required to establish 

which EBPs work, with whom, and in what settings. 

Hands-on technical assistance, which bridges the 

gap between academics and service providers, is 

required to facilitate the iterative cycle of program 

design, service delivery, evaluation/research, 

knowledge development, and implementation. 

As well, a relatively small number of interventions have 

undergone rigorous effectiveness trials. Such research is 

complex and expensive to undertake—and outside the 

scope of practice for most community-based agencies. 

Therefore, program evaluation will continue to play an 

important role in monitoring program outcomes and effi-

cacy. This is the case for both home-grown service inno-

vations, and for overseeing EBP programming implemen-

tation in the local setting.  

CMHO recognizes that experience thus far, as well as re-

search regarding the implementation of EBPs, have iden-

tified common objections that must be addressed as part 

 
“Service providers 
must consider the in-
terests of community 
partners like boards of 
education and child 
welfare services…
Fostering a clear un-
derstanding of the 
treatment protocol is 
vital to moving for-
ward. Without atten-
tion to those necessary 
conversations, ITTM 
( I n t e r ge ne ra t i on a l 
Trauma Treatment 
Model), with its re-
quirement for commit-
ted caregiver involve-
ment and its ambitious 
outcome aspirations, 
would not likely have 
taken root in our com-
munity.” 
 
Amber McCart and Lorena 
Crosbie , Child and Youth 
Wellness Centre of Leeds 
& Grenville  
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of a system/service transformation (Fixsen, Naoom, 

Blase, Friedman, & Wallace, 2005; Gambrill, 2006; 

Geddes & Carney, 2001; Gibbs & Gambrill, 2002). 

These can be summarized as follows:  
 

 

Common Perceptions Transformation 

1. Evidence-based practice 
research is not convincing. 

The research methodology exists to develop 
new clinical knowledge. A cultural shift is 
required in which mental health practitioners 
recognize the role of standardized measures, 
program evaluation, research, and quality 
improvement as essential components of their 
clinical practice. 

2. Evidence-based practices 
constrict the work of skilled 
mental health practitioners. 

Clinical expertise is required in the delivery 
of EBPs. This includes clinical supervision 
that supports adaptation of services to address 
each client’s individual context and needs, 
while maintaining fidelity to essential ele-
ments of the EBP. 

3. Evidence-based practices are 
too expensive to deliver. 

The delivery of EBPs often requires shifting 
resources. However, more effective clinical 
practice results in better clinical outcomes for 
clients, and thus provides a good return on 
investment. 

4. Evidence-based practices are 
too difficult to implement. 

The implementation of EBPs requires organ-
izational and systems change. By taking a 
systemic view of implementation, supports 
can be put in place that address barriers, fa-
cilitate implementation, and support ongoing 
program integrity. 

5. Evidence-based practices are 
introduced in communities 
that are not ready. 

Educating community partners and maintain-
ing a focus on demonstrated positive clinical 
outcomes for clients can garner community 
support for the shift to EBPs. 
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Experience has demonstrated that addressing objections 

through education, the sharing of “on the ground” ex-

perience (e.g., communities of practice), along with 

knowledgeable technical assistance, can expedite the 

transition to EBPs across the sector. 

The delivery of EBPs involves not only the interaction be-

tween the mental health practitioner and client, but also 

the processes of training and supervision, agency ad-

ministration and management, community readiness, 

the policy and funding environment, and all other as-

pects of the service system. For this reason, CMHO rec-

ognizes that the implementation of EBPs requires 

education and expert consultation for policy mak-

ers, funders, boards of directors, and managers to 

put knowledge into practice. Without this attention to 

implementation, research and experience has shown 

that EBPs will not transfer to the field, and outcomes for 

service participants will not improve (Fixsen, et al., 

2005).  

 

 
 
“A core value for chil-
dren’s mental health 
practitioners is their 
capacity to reflect and 
respond to unique 
needs—and in many 
ways it is their greatest 
asset. This capacity 
continues to inform 
everything that hap-
pens both within and 
outside of our imple-
mentation of ITTM, and 
ensures that any evi-
dence-based model 
that integrates itself 
into our practice does 
not diminish, but rather 
enriches this capacity.”  
 
 
Amber McCart and Lorena 
Crosbie, Child and Youth 
Wellness Centre of Leeds 
& Grenville  

 
 
“Without buy-in from 
our organizations’ lead-
ership, MST would not 
have survived in On-
tario due to the real 
challenges of imple-
menting an EBP. Lead-
ers must champion MST 
both within and outside 
their organizations to 
maintain buy-in from 
stakeholders and staff, 
commit resources, and 
ensure ongoing fidelity 
to the model. ”  
 
Susan Meyers, Child and 
Youth Wellness Centre of 
Leeds & Grenville and 
Anne Edmondson, East 
Metro Youth Services 
  

Evidence-based practice is an 

evolving body of knowledge. 

The delivery of EBPs requires 

that mental health practitio-

ners, agencies, and the service 

system operate from a para-

digm of continuous learning 

and improvement (e.g., Dem-

ing, 1986; Senge, 1994; 

Drucker, 1999). An EBP is not 

considered to be implemented 

until it can be demonstrated, 

on an ongoing basis, that prac-

titioners are delivering the 

clinical practice with fidelity,  
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and that consumers are achieving and sustaining posi-

tive outcomes. Considerations regarding when and how 

adaptations are made to particular EBPs require careful 

reflection. Sometimes modifications are necessary and 

possible, and in other instances they may be problematic 

and counter-indicated. Thus, clinical supervision and 

program evaluation are key aspects of EBP implementa-

tion and management. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
“Research has shown 
that fidelity to a given 
evidenced-based inter-
vention  will translate 
into positive outcomes 
for families. Continuous 
quality improvement is 
integral to the delivery 
of all evidenced-based 
practices. ”  
 
Susan Meyers, Child and 
Youth Wellness Centre of 
Leeds & Grenville and 
Anne Edmondson, East 
Metro Youth Services 
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Background 

Ontario is poised to boldly move forward with the imple-

mentation of EBPs across the child, youth, and family 

mental health service system. A number of significant 

catalysts and supports are already in place. Organiza-

tions that support leading-edge research in child, youth, 

and family mental health, such as the Provincial Centre 

of Excellence for Child and Youth Mental Health, are now 

accessible to the field. In addition, a new collaboration, 

the Network for Mental Health Information, has been ini-

tiated between the Centre of Excellence, Offord Centre, 

eMentalHealth, and CMHO. This network has been cre-

ated to ensure that high-quality information about men-

tal health problems is available to children, youth, and 

families, in a format that they can understand and use.  

Even when the right information about EBPs is accessi-

ble, we know from the US experience that the intended 

end result—better outcomes for children, youth, and 

families—does not always occur. According to Fixsen et 

al., (2005) the missing link between science and 

service is effective implementation: the art and sci-

ence of incorporating innovations into typical human ser-

vice settings to benefit children, families, adults, and 

communities.  

CMHO, building on its experience and expertise, plans to 

take a leadership role by providing hands-on technical 

assistance to policy makers, funders, managers, and 

front-line service providers to implement evidence-based 

practices. CMHO’s work will complement that of the Cen-

tre of Excellence for Child and Youth Mental Health, 

much as a general contractor, working with an architect 

and client, facilitates the transformation of blueprints 

into reality.  

Technical assistance (TA) to support the implementation 

of EBP is cost effective. Early investment in TA for   
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 service providers and policy makers results in later cost 

savings. Fixsen & Blase (2006) depict the investment/

savings process as follows: 

 

 

 

 

 

 
 
 
 

 Figure 2 
 Source: Fixsen & Blase, 2006 
 
 

 

 

In the US, billions of dollars have been spent funding 

organizations to provide EBPs. Most funding has been 

granted without attention to implementation. Without 

sufficient attention to fidelity, the outcomes for service 

participants did not improve (Fixsen, et al., 2005). 

However, it has also been demonstrated that, with 

comprehensive support, effective implementation 

reaches 95% (Fixsen, et al., 2005). 
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Assumptions 

The achievement of positive clinical outcomes requires a 

systems approach to service quality (Fixsen, et al., 

2005). A significant body of research indicates common-

alities between effective implementation processes that 

cut across business, industry, health, and social services. 

This evolving knowledge can inform and support suc-

cessful EBP implementation. Key factors include: 

• Establishing standards and benchmark out-

comes 

• Providing ongoing auditing, evaluation, and re-

search 

• Developing and disseminating knowledge  

• Incorporating organizational and systems 

learning 

• Providing workforce development 

• Ensuring multi-system transformation (i.e., 

changes in practice at all levels: clinical, super-

visory, management, community, policy, politi-

cal) 

• Securing adequate funds to ensure sufficient 

and ongoing implementation 

 

Partners  

CMHO takes a multi-systemic view of EBP. Successful 

incorporation of EBPs throughout the child, youth, 

and family mental health service system, and the 

demonstration of positive clinical outcomes, will 

require input from and collaboration with stake-

holders at every level. These stakeholders include: 

consumers; frontline mental health practitioners; clinical 

supervisors; program and agency management; boards 
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of directors; collateral service providers (e.g., health, 

education); researchers and evaluators; collateral or-

ganizations (e.g., the Provincial Centre of Excellence 

for Child and Youth Mental Health, universities, Hospi-

tal for Sick Children, the Sparrow Lake Alliance, the Of-

ford Centre, National Implementation Network, Louis 

de la Parte Florida Mental Health Institute, University of 

South Florida); the Ministry of Children and Youth Ser-

vices; city, provincial and federal governments; and 

other funding sources (e.g., foundations, corporations, 

United Way).  

 

CMHO Activities 

The goal for all services delivered by children’s mental 

health (CMH) providers is that they be evidence-based 

and empirically supported. Successfully demonstrating 

positive clinical outcomes for participants will take a 

number of years to achieve. Service providers in On-

tario are at different starting points with respect to 

EBPs. Progress toward realization of this vision will 

take place along a continuum. The objective is for all 

agencies to move ahead on the continuum; it is 

not an expectation that all will end up at the 

same place. Agencies have differing capacities to se-

lect, learn, implement, and evaluate EBPs. In addition, 

the needs of local communities and populations vary 

across the province. 

CMHO plans to develop a technical assistance centre to 

meet the needs of the field. The CMHO EBP Techni-

cal Assistance Centre will provide hands-on tech-

nical assistance to managers and front-line ser-

vice providers in terms of the multifaceted as-

pects of successful EBP implementation, and con-

sultation/education for policy makers and fun-

ders.  
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Research regarding effective implementation strategies, 

and the associated methods needed to make better use 

of science in human service settings, has progressed sig-

nificantly over the past five years. The CMHO EBP Tech-

nical Assistance Centre will provide technical assistance 

to support the service system’s capacity to act on identi-

fied key implementation “drivers” (Fixsen, et al., 2005):  

• recruitment and selection of clinical staff 

• pre-service training of clinical staff 

• consultation and coaching of clinical staff 

• ongoing education 

• performance evaluation 

• development of a learning organization culture 

through the use of data supported decision-

making/applied research/evaluation 

• alignment of administrative process to support 

service delivery 

• program evaluation 

• systems interventions (e.g., policy changes, 

funding shifts (Broner, Franczak, Dye, & 

McAllister, 2001; Lomas, 2000)) 

• systems management (i.e., infrastructure, data 

collection and analysis, leadership, incentives, 

etc. that move the system forward as a whole) 

• research and knowledge exchange (e.g., con-

sultation and joint planning with the Centre of 

Excellence regarding priorities in the field) 
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Figure 3 
Implementation Drivers 
Source: Fixsen, Naoom, Blase, Friedman, & Wallace, 

2005 

 

 

To support the move to EBPs, the CMHO EBP Technical 

Assistance Centre will provide leadership to the child, 

youth, and family mental health services field in On-

tario and Canada through a variety of activities, includ-

ing: 

Technical Assistance: Provide assistance to 

organizations across the stages of EBP imple-

mentation—selection of EBPs, contracting with 

EBP purveyors, pre-implementation planning, 

staff recruitment/selection, performance/ fidelity 

monitoring, EBP adaptation/innovation, planning 

for sustainability 

Training: Facilitate and broker training opportu-

nities; assist organizations in managing training 

costs through collaboration; ensure that training 

outcomes are maximized through the inclusion 

of demonstration, practice, feedback, and coach-

ing as components of all training coordinated by 
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the Technical Assistance Centre 

Consultation: Provide organizational leaders, 

funders, and the government with consultation, 

education, and coaching in all aspects of the EBP 

implementation process; anticipate likely chal-

lenges; assist with problem solving  

Linkages: Create linkages between stakeholders 

throughout the child, youth, and family mental 

health services sector to facilitate EBP implemen-

tation (e.g., funders with organizations capable of 

delivering EBPs, policy makers with subject matter 

experts, boards of directors with experienced con-

sultants/evaluators, managers with EBP purvey-

ors, front-line mental health practitioners with 

communities of practice, researchers with agen-

cies willing to be involved in EBP studies) 

Data Collection and Analysis: Provide technical 

assistance with the development of quality im-

provement and decision support systems; assist 

with software selection and the development of 

data architecture; undertake data management 

and analysis projects on behalf of the system 

(e.g., Brief Child and Family Phone Interview, cen-

sus data, survey projects); provide technical as-

sistance with data analysis and interpretation 

System Development: Provide technical assis-

tance to funders, policy makers, and government 

regarding their role in the shift to EBP; facilitate 

dialogue and consultation with experts in the field; 

provide leadership in creating a shared vision; 

provide educational and skill development oppor-

tunities for system leaders to support their role in 

the system’s transformation to EBP; provide tech-

nical assistance (e.g., needs analysis, planning, 

logistics management) 
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Culture Development: Facilitate development 

of a reflective, iterative, learning culture at all 

levels of the service system, which supports ser-

vice excellence and the EBP process 

Advocacy: Advocate with funders, policy mak-

ers, and government to support the shift to EBP 

by investing not only in direct service delivery, 

but also in the organizational and system infra-

structure required to support EBP implementa-

tion and sustained performance 

 

CMHO will lead by example in the development of the 

CHMO EBP Technical Assistance Centre. The available 

research will be reviewed in terms of approaches to 

supporting successful EBP implementation and the pro-

vision of technical assistance. The National Implemen-

tation Research Network and other technical assistance 

centres will be consulted regarding their experiences 

and successes. The CMHO EBP Technical Assistance 

Centre’s technical assistance model will be developed 

based on this research. In addition, CMHO will engage 

with and be a recipient of technical assistance and 

coaching during the EBP Technical Assistance Centre’s 

development. 

CMHO will also continue to develop its Accreditation 

Program, which defines standards for high quality ser-

vices and performance and verifies that those stan-

dards have been attained. The accreditation process is 

seen as a key component of quality improvement and 

organizational learning. The move toward integrating 

the values and methodology of evidence-based practice 

into the CMHO Accreditation Standards has already be-

gun. 

 
 
“A few years ago, 
Vanier Children’s Ser-
vices in London began 
to change how we 
think about staff devel-
opment. Up to that 
time, it was difficult to 
schedule staff to pre-
sent to the agency on 
training that they had 
attended outside of the 
agency, and day-to-day 
practice rarely changed 
as a result of these 
presentations. Instead, 
we started talking 
about Knowledge Cen-
tres, Communities of 
Practice, and Working 
Groups.”  
 
Jeff Carter, Vanier Chil-
dren’s Services  
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While CMHO will provide leadership in this effort, trans-

formation of the field and insurance of sustainability can 

only be achieved by building competency within agencies 

and across systems. As such, the active involvement and 

support of member centres and key partners throughout 

the service system will be critical. 

Outcomes 

CMHO will track and measure the following outcomes in 

relation to this initiative: 

• All services provided by CMHO-accredited agen-

cies will be evidence-based (ideal) or empirically-

supported (minimum) 

• CMHO-accredited service providers will demon-

strate, or be in the process of demonstrating, suc-

cess in achieving positive clinical outcomes for 

service participants and for agency services/

programs 

• Mental health practitioners, agencies, and the On-

tario CMH service system will have increased ca-

pacity for continuous improvement/knowledge de-

velopment and use 

• A significant government and private sector in-

vestment in supporting EBP implementation 

across the province will be initiated; this invest-

ment will correspondingly improve clinical out-

comes for children, youth, and families receiving 

services from the CMH system 

 
“…cl inicians were 
trained and certified in 
a labour-intensive evi-
dence-based observa-
tional assessment, 
which could then be 
used pre- and post-
program, alongside 
other instruments, to 
measure changes in 
parent–infant interac-
tion. The findings were 
instrumental in inform-
ing specific changes in 
subsequent program 
design to better serve 
the centre's clients, 
and substantially im-
proved outcomes.” 
 
Yvonne Bohr, Aisling Dis-
coveries Child and Family 
Centre 
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and those treated in a community-based service clinic. They 
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tings demonstrated more co-morbid externalizing diagnoses 

and externalizing problems, and were more likely to come 

from low-income and single-parent families. The children did 

not differ on measures of internalizing symptomatology and 

diagnosis. The findings suggest that research carried out in 

university-based clinics may lack external validity and raises 

questions about the transportability of evidence-based treat-
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ventions are rarely adopted widely in clinical settings. One 

reason may be the use of top-down approaches when exam-



28 

 

ining interventions, whereby knowledge is developed and gen-

erated by researchers with little input from front-line clini-

cians. This article describes a bottom-up approach in which 

clinicians participate in the design and testing of interventions. 

The authors recommend the use of a combination of both of 

these approaches.  

 

Ollendick, T. H., & King, N. J. (2004). Empirically supported 

treatments for children: Advances toward evidence-based 

practice. In P. Barrett & T. H. Ollendick (Eds.) Handbook of 

interventions that work with children and adolescents: 

From prevention to treatment. Lon-don: John Wiley & 

Sons, Inc. 
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The authors stress the importance of linking prevention and 

treatment programs to improve youth mental health. A num-

ber of such programs are reviewed to illustrate effective in-

tervention outcomes. The strengths, gaps, and future direc-

tions of this model are identified.  
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EBP Logic Model* 

 
 

Impact 

Children, youth and 
families who receive 
services from CMHO-
affiliated organizations 
will enjoy an improved 
quality of life. 

 

 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 

Assumptions 

The achievement of 
positive clinical 
outcomes requires a 
systems approach to 
service quality. 
 
The delivery of 
evidence-based services 
is based on a 
comprehensive 
commitment to:  
a) the establishment of 
standards and 
benchmark outcomes,  
b) ongoing auditing, 
evaluation, and 
research, 
c) the development and 
dissemination of 
knowledge, and  
d) organizational and 
systems learning. 

 

Outputs 

CMHO-affiliated organizations and 
CMHO develop a learning 
organization culture**. This culture is 
complemented by quality assurance 
practices and outcome/data driven 
accountability. 
 
Reflective practice is integrated 
throughout the CMHO-affiliated 
organizations’ management and 
service delivery processes.  
 
A learning systems culture is 
developed in our working relationship 
with collateral service providers, 
cross-sector collaterals, and MCYS. 

Informed decision making, based on 
evidence, permeates the CMH 
system—while taking into account 
client preferences, as appropriate. 

CMHO-affiliated organizations deliver 
quality EBP clinical services. These 
services are evaluated regularly to 
monitor their effectiveness. 
 
Program and service innovation/EBP 
adaptation is undertaken in keeping 
with CMHO standards, and is carefully 
evaluated to establish efficacy and 
facilitate later replication. 
 
All programs and services provided by 
CMHO-affiliated organizations are 
closely supervised and there is 
ongoing scrutiny at the clinical, 
supervisory, and management levels. 

 

Activities 

Movement to EBP 
within a  

learning environment 

Training 

Funding 

Informed  
decision making 

Leading by example 

 

Inputs 

Consumers 
 
Frontline clinicians 
 
Clinical supervisors 
 
Program and agency 
management 
 
Agency boards of 
directors 
 
Collateral service 
providers, such as 
health and education 
  
CMHO 
 
Collateral organizations, 
such as the Centre of 
Excellence, universities, 
Hospital for Sick Kids 
 
MCYS 
 
City, provincial, and 
federal governments 
 
Other funding sources, 
such as the United Way, 
foundations, 
corporations, etc. 
 
Technical experts from 
outside the CMH system 

 

Outcomes 

All services delivered by 
CMHO-accredited 
organizations will be 
evidence-based. 

All services delivered by 
CMHO-accredited 
organizations will be 
empirically supported. 

All services delivered by 
CMHO-accredited 
organizations will 
demonstrate, or  
be in the process of 
demonstrating, 
success in achieving 
positive clinical 
outcomes for 
participants. 

 

see  
Activities on 

page 32 
for specifics 

 
Appendix A 

 

*EBP Logic Model v 2.2. All rights reserved by CMHO 
**See Glossary in Appendix C for definitions of underlined text. 
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 Activities  
M
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o 
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Le
ar

ni
ng

 E
nv

iro
nm

en
t 

The new CMHO Knowledge and Learning Accreditation Standards serve as templates to help move the 
field forward by guiding and supporting CMHO-affiliated organizations in all stages of EBP 
implementation. This process includes adopting broader systems changes in the areas of reflective 
practice, learning organization development, and quality assurance practices. 
 
CMHO markets and packages the movement to EBP to engage participation at all levels of the system, 
promote the necessary shift in organizational culture, support implementation, and address issues of 
resistance. 
 
CMHO facilitates and/or provides access to instrumental supports, such as:  
• grant/proposal writers 
• transition funds  
• a consortium of evaluators/researchers 
• sharing of expertise across organizations 
• a common language and data dictionary that provides a framework for comparative program 

evaluation 
 
CMHO sets standards of practice for evaluation and research. 
 
CMHO campaigns to increase public awareness of EBP and the standards of practice adhered to by 
CMHO-affiliated organizations. 

 T
ra

in
in

g 

CMHO identifies the training needs of CMHO-affiliated organizations. 
 
CMHO establishes standards regarding trainers and educational programs—recognizing that changes 
in practice and skill development require knowledge transfer opportunities, practice, feedback, 
mentoring, and support. 
 
CMHO identifies the best quality training available and facilitates cost-effective delivery through the 
development of training networks and economies of scale. In the process, CMHO clarifies its 
relationship with Safeguards. 
 
CMHO supports the development of communities of practice across the province. 

Fu
nd

in
g 

CMHO identifies and develops an inventory of alternative funding sources to support the transition to 
EBP and provides these to CMHO-affiliated organizations.  
 
CMHO advocates with the government to support EBP through funding provisions. 
 
CMHO collaborates with a broad range of funders (government, foundations, corporations, etc.) and the 
major research councils in the CMHO-led CMH EBP movement. 
 
CMHO hosts an annual symposium to link funders and EBP projects. 

In
fo

rm
ed

 
D

ec
is

io
n 

M
ak

in
g CMHO provides and/or facilitates access to technical assistance and training to increase the capacity of 

CMHO-affiliated organizations to collect and analyze data and produce user-friendly reports. 
 
CMHO provides and/or facilitates access to instrumental supports, such as:  
• key data (e.g., Census) and assistance with data analysis  
• criteria for decision making regarding EBP 
• standardized measurement tools (e.g., SPSS, testing materials), including discounts for purchase 

and technical assistance  

Le
ad

in
g 

by
 

Ex
am

pl
e CMHO establishes clear timelines for the achievement of identified outcomes. 

 
CMHO designs and carries out a formal evaluation of this transformation process, with regular progress 
updates provided to CMHO-affiliated organizations and the CMHO board. CMHO will also produce 
articles for publication regarding the process and outcomes. 
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Case Studies 
 

Positive Clinical Outcomes through Implementation of 

an Evidence-Based Intervention 

 

Aisling Discoveries Child and Family Services had been pro-

viding parenting for infants groups for several years. Though 

the program was deemed to be an evidence-based interven-

tion and was well received, clinicians and administrators at 

the agency did not have any information on the effective-

ness of the program (i.e., whether or not the program in-

creased parental sensitivity and decreased parenting stress). 

Program effectiveness was especially important as the group 

curriculum had to be creatively modified to accommodate 

the diverse needs of the parents who participated.  

 

With the help of a grant, clinicians were trained and certified 

in a labour-intensive evidence-based observational assess-

ment, which could then be used pre- and post-program, 

alongside other instruments, to measure changes in parent–

infant interaction. The findings were instrumental in inform-

ing specific changes in subsequent program design to better 

serve the centre's clients, and substantially improve out-

comes. However, this kind of improvement in effectiveness 

is only feasible if it is supported with adequate funding (e.g., 

the cost of training, certification, and annual re-certification 

(in EB measures); collaboration with researchers; and, most 

importantly, clinician time for reflection, analysis, ongoing 

discussion, training, certification, and data collection. 

 

 

Contributed by: Yvonne Bohr, Aisling Discoveries Child and 

Family Services 

 

 

 

 

Appendix B 
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Evidence-Based Practices with Youth: The Importance 

of Incorporating Gender, Ethno-Racial and Social Class 

into Daily Interventions 

 

What evidence-based practices work for which client popula-

tions? At the Youth Services Bureau of Ottawa (YSB), the an-

swer to this question is contextualized within the specific risks 

and attributes of unique clients. We must be wary of a ‘one 

size fits all’ model with the children, youth, and families en-

gaged in our services. Three key social factors inform the se-

lection and implementation of quality bio-psychosocial ap-

proaches: gender, ethno-racial factors, and social class. Each 

of these issues can be explored using a cognitive-behavioural 

therapy (CBT) model.  

 

Research evidence tells us that what works with girls and 

young women does not work with boys and young men. This is 

related to the fact that girls see their world in terms of rela-

tionships with others (a ‘relational’ approach), whereas boys 

are socialized to see themselves as individuals, separated from 

their families. Trauma, in particular sexual abuse, defines the 

lives of many young women using our services. CBT must 

therefore address young women’s anger and violence in the 

context of the social relationships in which they occur. With 

young men, anger and violence are most often expressed in 

an instrumental and utilitarian fashion. Traditional approaches 

to CBT are therefore likely to work, without basing wounded 

patterns of thinking upon trauma and maltreatment. 

 

At YSB, the ethno-racial origin of young people is a second key 

ingredient in selecting and implementing appropriate services. 

Quality CBT with new Canadian, Aboriginal, African and Carib-

bean, Asian, and other ethnic and racial minority clients is 

very different compared to CBT interventions with mainstream 

young people. Many new Canadians come from war-torn coun-

tries and have witnessed and suffered atrocities. In many cul-

tures, identifying personal problems and/or seeking counsel-

ling is cause for marginalization. Aboriginal peoples have suf-

fered profound loss of culture and identity due to forced as-

similation, colonization, and criminalization. Their rates of sui-
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cide and accidental deaths are estimated to be among the 

highest in the world. These examples illustrate the fact that 

CBT must be grounded in these lived experiences, and can-

not be effectively delivered in a ‘manualized’ method.   

 

Finally, social class is the third key ingredient that should 

inform the selection and implementation of quality ap-

proaches. The clients served by YSB are all low-income, and 

the depth of poverty experienced by some families is much 

more profound than others. Many people using our services 

have serious health, literacy, and other intergenerational 

problems directly related to poverty. These include: learning 

disabilities and other cognitive impairments; emotional and 

behavioural disorders; dropping out of or being excluded 

from school; living on the street, in shelters, and in substan-

dard housing; substance abuse; unemployment; and lack of 

access to community services. The basic needs of this popu-

lation must be addressed long before CBT can even be con-

sidered. 

 

 

Contributed by: Mark Totten, Youth Services Bureau of Ot-

tawa 
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Implementation of Multisystemic Therapy (MST) in On-

tario 

 

Research has shown that fidelity to a given evidenced-based 

intervention will translate into positive outcomes for families. 

Continuous quality improvement is integral to the delivery of 

all evidence-based practices. Here are some things we found 

helpful with the implementation of Multisystemic Therapy 

(MST) in Ontario. 

 

• Recognize that implementation is a process that needs on-

going monitoring, fine-tuning, and course correction. If we 

had concluded that “MST doesn’t work in Ontario,” as 

some had suggested based on the initial research from our 

Ontario clinical trials, we would have missed an opportu-

nity to learn how to implement the model with fidelity 

within an Ontario context. We made mistakes in imple-

mentation that taught us how to implement better. 

 

• Make sure the evidence-based practice is implemented 

with the populations for whom it was designed. EBP is not 

designed to be used with all groups of clients. If you want 

to stretch the limits of the EBP for populations you are 

serving, incorporate a clear evaluation process as you 

“drift” from the model to test the effectiveness with other 

groups. Numerous trials using MST with various popula-

tions have been performed; in all cases, adaptations to the 

model had to be incorporated to ensure positive outcomes. 

 

• Get commitment to EBP from the organization’s leadership. 

Without buy-in from our organizations’ leadership, MST 

would not have survived in Ontario due to the real chal-

lenges of implementing an EBP. Leaders must champion 

MST both within and outside their organizations to main-

tain buy-in from stakeholders and staff, commit resources, 

and ensure ongoing fidelity to the model. 

 

• Commit resources for the ongoing implementation. Imple-

menting an EBP is often more costly up-front. In a climate 

of ill-funded mental health programs for children and 
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youth, it is difficult for many agencies to buy into a pro-

gram like MST at the outset. However, MST has resulted 

in true long-term cost-savings as a result of positive out-

comes for youth and families. 

 

• Support staff as the EBP is implemented. Ensure that 

staff have the necessary time and resources to complete 

all components of the EBP. We were fortunate that MST 

has a very clear model for this support in its design. 

 

• Ensure fidelity to all components of the EBP model. Key 

program requirements of the EBP are there for a reason. 

Even if it is not clear today, it will be evident at a later 

date. As we implemented MST, we have experienced in-

stances of “drift” and have been able to trace our resul-

tant poorer outcomes back to our lack of fidelity to the 

model. 

 

• Constantly and consistently monitor outcomes. Evalua-

tion tools that are incorporated into the EBP are there for 

a reason. If we do not reach the target for any of these 

measurements, we need to tackle this with organiza-

tional support so that we are able to evaluate ongoing 

barriers to positive outcomes. We need to commit re-

sources to this task as much as we need to commit staff 

resources to carry out the EBP. MST has been helpful in 

its incorporation of Continuous Quality Improvement 

(CQI) throughout the model and creation of a web-based 

database to help track this information. 

 

• Include key stakeholders in the continuous review of im-

plementation. In order for EBP to be effective, those in-

volved with it need to be on board. A good way to ensure 

this is to include stakeholders in the ongoing review of 

the implementation. We have found it key to have our 

clients, referral sources, staff, supervisors, organizational 

leaders, and others all provide information on how well 

we are doing—and on the effectiveness of our program. 

 

Contributed by: Susan Meyers, Child and Youth Wellness 

Centre of Leeds & Grenville and Anne Edmondson, East 

Metro Youth Services 
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Transition to a Learning Organization Culture 

 

A few years ago, Vanier Children’s Services in London began 

to change how we think about staff development. Up to that 

time, it was difficult to schedule staff to present to the agency 

on training that they had attended outside of the agency, and 

day-to-day practice rarely changed as a result of these pres-

entations. Instead, we started talking about Knowledge Cen-

tres, Communities of Practice, and Working Groups. The 

theme that emerged was to identify people with interest in a 

specific area and give them opportunities to learn about and 

develop skills in that area. Groups have identified leaders who 

are facilitators or champions rather than experts. The groups 

are open to anyone from any discipline and from any clinical 

team who shares that interest. Now, when we see a notice for 

an interesting training opportunity, we forward it to the people 

who are most interested and who can put the training in the 

context of ongoing work.  

 

The format of each working group is specific to the needs and 

goals of the group. Vanier has had several working groups 

dealing with particular clinical areas, including collaborative 

problem solving therapy, emotionally-focused family therapy, 

cultural diversity, reducing physical restraints, children under 

age 12 years with police involvement, sexually intrusive be-

haviours, fire involvement, and woman abuse. Most recently, 

we began putting together a group for cognitive-behavioural 

approaches, especially addressing how they are applied in a 

residential setting.  

 

Some working groups meet occasionally to gather information 

and develop resource materials. Other groups have led to spe-

cialized training for a few staff who then support each others’ 

learning and consult to the rest of the agency. A few working 

groups meet every month to talk about ongoing issues and 

changes in practice.  

 

The working groups have led the agency in bringing in training 

and community resources and in providing clinical case consul-

tation related to their interest. Each group reports quarterly to 
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the agency-wide quality assurance committee (Value Team) 

and provides an annual written report. The working groups 

take the lead in reviewing service data (such as number of 

clients referred who have specific issues and time on waiting 

lists), and their findings help with overall agency planning.  

 

 

Contributed by: Jeff Carter, Vanier Children’s Services, Lon-

don 
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Adherence in Action: Issues in Implementing a Promis-

ing Practice in our Rural Community 

 

How do we honour both the intention and integrity of a treat-

ment model as it transitions from one community and clinic to 

another?  

 

We kept that question at the front of our thinking as we grap-

pled with introducing the Intergenerational Trauma Treatment 

Model (ITTM) into our practice at Child and Youth Wellness 

Centre of Leeds and Grenville, a rural, de-centralized chil-

dren’s mental health agency. 

 

Urban thinkers may have a hard time anticipating rural reali-

ties and their impact on service planning. Broad geographic 

spread, sparse populations, a dearth of service alternatives, 

and lack of public transit and accessible childcare are some of 

the factors that rural communities need to account for in mak-

ing a fit between treatment model and possible barriers to im-

plementation.  

 

The interests of community partners like boards of education 

and child welfare services entwine themselves around mental 

health treatment agendas like a robust flowering vine—tended 

properly, they harmonize and support child and family treat-

ment; neglected, they will choke the promise out of it. Foster-

ing a clear understanding of the treatment protocol is vital to 

moving forward. Without attention to those necessary conver-

sations, ITTM, with its requirement for committed caregiver 

involvement and its ambitious outcome aspirations, would not 

likely have taken root in our community. Our job is to till that 

terrain between promise and practice, and to do so in a way 

that makes it understandable for our partners and clients.  

 

When we moved into implementation, we were at risk of un-

derestimating the amount of internal resources and commit-

ment required. These were needed to accommodate the in-

tense learning and reflection required at implementation out-

set, and for developing the infrastructure to appropriately di-

rect and track referrals and participate in required research. 
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As the rosy glow of newness waned, staff anxiety in deliver-

ing the model increased, as did our struggle to manage re-

ferrals. We were forced to step back and respond to those 

issues, and in doing so we noticed that we had treated the 

program as an add-on to an already full clinical load for our 

practitioners. We then began to carve out specific time for 

practitioners to dedicate themselves to building clinical effec-

tiveness and to delivering ITTM, recognizing that this might 

limit their contribution to other areas of our centre’s work. 

 

As mental health service providers, our most important con-

sideration has to be: does this treatment model meet the 

unique needs of the children and families it is meant to sup-

port? ITTM has the means to respond to particularities in 

each family story, but it cannot meet the needs of all fami-

lies. We would be doing a disservice to those children and 

families if we did not respond to their treatment needs be-

cause they failed to succeed in our prescribed treatment 

model. A core value for children’s mental health practitioners 

is their capacity to reflect and respond to unique needs—and 

in many ways it is their greatest asset. This capacity contin-

ues to inform everything that happens both within and out-

side of our implementation of ITTM, and ensures that any 

evidence-based model that integrates itself into our practice 

does not diminish, but rather enriches this capacity. At the 

end of the day, any model, practice, or program is best 

managed as a tool in the well-equipped tool box of a sea-

soned and caring practitioner. And that is what we want to 

protect. 

 

 

Contributed by: Amber McCart and Lorena Crosbie, Child and 

Youth Wellness Centre of Leeds & Grenville  
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Glossary 

 

These terms are included for your reference and may not be 

necessarily found within the body of the text. 

 

Current knowledge includes, but is not limited to, evidence-

based practices in children’s mental health. Current knowledge 

requires ongoing learning that involves: continually posing 

specific questions of direct practical importance to children, 

youth, and families; searching objectively and efficiently for 

the current available evidence relative to each question; and 

taking appropriate action guided by evidence.  

 

Data-driven decisionmaking process also falls under the 

broad category of evidence-based practice. It is a comprehen-

sive management information system that collects clinical, fis-

cal, and outcome data at the client level. Collected data are 

used to effectively make individual, program, organizational, 

and system decisions. This ongoing process applies both to 

innovative practices and to adopting an existing empirically-

supported treatment in practice settings. Data is collected in 

actual practice settings. The focus is on effectiveness rather 

than efficacy (Kazdin, 2003). 

 

Empirically-supported treatments fall under the broader 

category of evidence-based practice. Empirically-supported 

treatments are often disseminated for implementation as en-

tire interventions, usually through training and manuals, and 

with quality assurance protocols. A number of different hierar-

chies of evidence have been published (e.g., Task Force on 

Promotion and Dissemination of Psychological Procedures, 

1995) to establish criteria for determining the strength of the 

research base for a given treatment model, usually based on 

study design and replications.  

The APA criteria for empirically-supported treatments address 

efficacy (i.e., whether change can be attributed to the inter-

 

Appendix C 
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vention), whereas effectiveness studies provide evidence of 

whether or not change occurs in community-based settings 

(Nathan, Stuart, & Donlan, 2000). 

Evidence of either efficacy or effectiveness provides a good 

research base for decision making, but they best inform 

community-based practice when there is evidence of both. 

 

Evidence-based practice is an approach or philosophy that 

permeates and influences practice. It is a process of 

thoughtfully searching the literature and considering the best 

available evidence in light of client values, preferences, clini-

cal status, circumstances, and practitioner expertise, and 

basing decisions on this evidence. Possible issues include 

general principles about practice (e.g., Beutler, 2000). As 

developed in medicine, evidence-based practice was defined 

as “the conscientious, explicit and judicious use of current 

evidence in making decisions about the care of individual 

[clients]” (Sackett, Rosenberg, Gray, Haynes, & Richardson, 

1997, p.2). Evidence-based practice as a process includes 

clients as informed participants about the evidentiary base of 

proposed services, including uncertainty (Gambrill, 2006). 

Practice parameters typically review the current state of 

knowledge in a particular area. They present guidelines that 

fall into one of the following categories of endorsement: 

• Minimal standards are recommendations based on 

substantial empirical evidence, overwhelming clinical 

consensus, or both. 

• Clinical guidelines are recommendations based on 

empirical evidence, strong clinical consensus, or both. 

• Options are practices that are acceptable, but not re-

quired. 

Not endorsed are practices that are known to be ineffective 

or to cause harm. 

 

Implementation of evidence-based practices – An ever-

evolving body of research evidence has begun to develop in 
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the field of children’s mental health, providing knowledge 

about which treatments and interventions are efficacious and/

or effective. The CMHO Accreditation Standards regarding Im-

plementation of Evidence-Based Practices address important 

considerations organizations should attend to for successful 

implementation.  

Implementation is “a specified set of activities designed to put 

into practice an activity or program of known dimen-

sions” (Fixsen et. al., 2005). 

 

Innovation is described as the act of introducing something 

new. This term is used in reference to evidence-based prac-

tices (EBPs) and evidence-based treatments (EBTs). Innova-

tion is also an important feature of the evolving children’s 

mental health field.  

 

Knowledge exchange refers to the two-way dialogue and 

exchange of information between those who generate and 

those who receive and use knowledge. Knowledge uptake and 

knowledge exchange are ongoing processes. 

 

Knowledge transfer is a process whereby relevant informa-

tion is made available and accessible to decision-makers for 

application in practice, planning, and policy making. It occurs 

not only at the end of a process, project, or research study, 

but is also ongoing. Knowledge exchange refers to the two-

way dialogue and exchange of information between those who 

generate knowledge and those who receive and use it. It is 

operational throughout the project or research study. To-

gether, these two elements serve to facilitate the use of re-

search in practice. 

 

Knowledge uptake is a process whereby relevant informa-

tion is made available and used by decision-makers for appli-

cation in practice, planning, and policy making. Knowledge up-

take is an active, participatory process that takes into consid-
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eration individual preferences and needs.  

 

Learning culture focuses on enhancing an organization’s 

ability to learn and its commitment to learning. It provides 

an environment where continuous learning is supported 

through knowledge accessibility and on-going professional 

development.  

 

Program/service evaluation is a form of applied research 

that is distinguished by its purpose, approaches, and out-

puts. Research design principles are applied, as appropriate. 

Evaluation often takes place in settings or under conditions 

where there may be fewer controls than might be present 

for a formal research study. Evaluation facilitates judgments 

about a program’s merit or worth, and addresses practical 

questions that help to inform decision-making. Evaluation is 

an in-depth process that not only studies program outcomes, 

but also seeks explanations for why things work and whether 

the program or service produced the outcomes. 

 

Quality improvement is a set of structured activities in a 

children’s mental health centre that provide information 

about quality, leading to the continuous improvement of the 

overall quality of services. Quality improvement can be ap-

plied to various aspects of centre operation (e.g., human re-

source and financial procedures), in addition to programs 

and services to clients. With respect to services, quality im-

provement seeks to meet the needs of children, youth, and 

families with maximum effectiveness and efficiency, and to 

maximize outcomes.  

 

Reflective practice is the habit, structure, or routine of ex-

amining experience and learning from it. 

 

Research is a systematic investigation, including develop-

ment, testing, and evaluation, designed to develop or con-
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tribute to generalizable knowledge. In its broadest sense, re-

search can apply to many different types of systematic investi-

gation. For the purpose of CMHO accreditation, the term ap-

plies to formal research where the scientific method is used to 

address one or more specific research questions. The research 

design and methodology are carefully selected to ensure suffi-

cient scientific rigour, with due attention to standard ethical 

practices and with special consideration for the potential vul-

nerability of research subjects. A primary purpose of research 

is to develop or contribute to generalizable knowledge, in or-

der to advance knowledge in the field. As such, the dissemina-

tion of research findings includes staff, clients, community 

partners, and other local stakeholders, but also strives to 

reach beyond these audiences to the broader scientific com-

munity. 

 

Safeguards is a training program designed to meet the highly 

specialized training needs of staff serving vulnerable children, 

youth, adults and families in Ontario.  It began in 1995 as a 

joint training project of five provincial associations; CMHO is 

one of the five partner associations.  As a partner association, 

CMHO member centre staff can participate in evidence-based 

practice training sessions free of charge or for a nominal fee.  
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