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Abstract

There are many psychosocial interventions for children and adolescents. The effects of these interventions in day-to-day practice are
nevertheless often unclear. Researchers typically take the randomized controlled trial (RCT) as the “gold standard” for the supply of
evidence regarding the effectiveness of an intervention. However, such trials are rarely performed in youth care practice because they are
difficult to conduct and sometimes meet with ethical objections. RCTs may also be prematurely and thus unnecessarily conducted on
interventions that are not yet fully developed or interventions that have yet to be accepted into actual practice. In this article, a four-stage
model for the classification and development of effective interventions carried out in actual youth care practice is presented. Stage 1
(potential interventions) requires specification of the core elements of an intervention (e.g., objectives, target groups, activities) and may
involve both descriptive and implementation studies. Stage 2 (plausible interventions) requires the explication of an underlying
intervention theory (e.g., what works with whom and why) and may involve both literature reviews and techniques to elicit the
knowledge of experts. Stage 3 (functional interventions) requires preliminary evidence that the intervention works in actual practice and
may involve client satisfaction studies, goal attainment studies, pre-post test studies, quality control studies, benchmark studies,
correlational studies, and quasi-experimental studies. Stage 4 (efficacious interventions) requires clear evidence that the intervention is

responsible for the observed effects and may involve RCTs and well-designed repeated case studies.
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1. Introduction

There is growing consensus that interventions carried
out in youth care practice should be evidence-based. Both
the standards of good practice and professional ethics call
for such interventions. In addition, policy makers and
financiers should demand interventions that are clearly
evidence-based in order to attain maximum value for
taxpayers’ money.

While few will argue against the need for evidence-based
practices, different perspectives on the question of what
constitutes evidence can be detected. In the preview of their
book on evidence-based psychotherapies for children and
adolescents, Kazdin and Weisz (2003) maintain that to be
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considered evidence-based *...treatments must use replic-
able procedures (e.g. treatments codified in manuals), must
be evaluated in well-controlled experiments, and must
show replications of the effects so there are assurances that
any seemingly wonderful effect or outcome in fact can be
reproduced, ideally by others” (p. xiii). In other words, to
be qualified as evidence-based, interventions should have
clear empirical support and the randomized controlled trial
(RCT) is typically taken to provide such support (e.g.
Bower, 2003; Chorpita, 2003). In the fiecld of mental health
for children and adolescents this position can be found to
be particularly the case (Bickman, 2002; Chambless &
Ollendick, 2001; Chorpita et al., 2002).

Alternative perspectives on what constitutes evidence
require and allow different types of support. In reviewing
opinions within the field of social work, for example, both
Woody, D’Souza, and Dartman (2006) and Chaffin and
Friedrichs (2004) note that evidence can also include
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information from qualitative research studies, coherent and
plausible theories, and even information from interactions
with the clients themselves. From such a perspective,
interventions can thus be qualified as evidence-based when
they receive, qualitative, theoretical, and/or clinical sup-
port. Chaffin and Friedrichs (2004) nevertheless maintain
that the latter types of support constitute indirect evidence,
at best, and should therefore be referred to as “‘evidence-
informed” practices as opposed to ‘‘evidence-based”
practices. Evidence-informed practices clearly differ from
evidence-based practices as they are ““...far more subjective
and more driven by personal values, ever-changing practice
fashions, popular theories, charismatic opinion leaders,
and political and social contexts” (p. 1099). Chaffin and
Friedrichs further note that, traditionally, these factors,
rather than outcome evidence, have driven intervention
approaches in child maltreatment and related fields.

While we agree that more stringent evidence of
effectiveness should be gathered, we also think that the
standard may be set too high. In the practice of youth care,
practitioners deal with a great variety of children, families
and problems, on the one hand, while less than 5% of the
interventions available can be judged to be evidence-based
in the sense of empirically supported (see the next section),
on the other hand. In other words, practitioners try to
deliver the best interventions that they know of but very
little empirical support for their decisions is in stock.
Practitioners are thus forced to fall back on other types of
knowledge, which indeed may include clinical or theore-
tical support. In fact, youth care practice today is largely
evidence-informed and the requirement of evidence-based
practice may simply frustrate practitioners and lead them
to believe that their services are not good enough.

The challenge is to forge a bridge between the worlds of
evidence-informed practice and evidence-based practice,
This is the aim of the present article. We will first review the
state of the art with regard to the effects of youth care,
including the effects of mental health services for children
and adolescents, child welfare services, and juvenile justice
services. We will then present a four-stage model to
determine the effectiveness of a particular service (i.e.,
intervention). The different stages in the model entail
increasing degrees of certainty about the effectiveness of an
intervention and decreasing degrees of freedom to choose a
research design. At the same time, the sequencing of the
stages in the model with initially many degrees of design
freedom and less causal certainty implies that one should
proceed to the highest stage possible in order to establish
evidence-based practice.

2. A brief review of the effectiveness of youth care
interventions

More than 1500 controlled investigations of the effects of
interventions aimed at children or adolescents with
psychosocial problems and their families have now been
published (Kazdin, 2000a). The average effect size (ES)

indicates the extent to which an experimental group has
improved on an outcome measure relative to a control
group after intervention and is reported in meta-analyses of
the results of these studies to be anywhere from 0.40 to
0.80, with a mean of about 0.70, which indicates moderate
to large effects (Kazdin, 2000a, 2000b; Weisz & Weiss,
1993). These figures are roughly comparable to the figures
for interventions aimed at adults with psychosocial
problems and thus show the interventions aimed at
children and adolescents to be equally effective. Examples
of psychosocial interventions with such substantial empiri-
cal evidence are: systematic desensitization, modeling,
cognitive behavior therapy, parent management training,
and the training of problem-solving skills (see reviews by
Carr, 2000; Chambless & Ollendick, 2001; Kazdin, 2000a;
Konijn, 2003). Examples of community interventions with
considerable empirical evidence are: multisystemic therapy,
wrap around services, intervention foster care (see review
by Burns & Hoagwood, 2002), and intensive family
preservation (see review by Fraser, Nelson, & Rivard,
1997).

This positive picture of the effectiveness of youth care
interventions dramatically changes when four critical issues
are taken into account. To start with, the number of youth
care interventions that have been evaluated with an RCT is
low. In the aforementioned literature, not more than 40 or
50 of the interventions have been rigorously evaluated.
Estimates of the number of different interventions em-
ployed during daily youth care practice, however, range
from 550 (in the USA) to 1500 (in the Netherlands) (see
Kazdin, 2000b; and Loeffen, Ooms, & Wijgergangs, 2004).
This means that the number of empirically supported
youth care interventions definitely encompasses less than
10% of the interventions most commonly used in youth
care practice and may encompass less than 5%. In other
words, most of the interventions used in daily practice have
no empirical evidence on their behalf.

Second, the results of a famous and widely cited study by
Weisz, Weiss, and Donenberg (1992) suggest that the
positive picture of the effects of youth care may be inflated
by the over-inclusion of well-controlled studies conducted
in specialized settings specifically created for the studies.
The types of interventions included in these studies are
usually of a short duration (i.e., commonly involve 10
sessions or less), often address a single problem, have
clearly stipulated intervention guidelines (i.e. an interven-
tion manual), and typically involve therapists who are well-
trained and provided maximum support and supervision.
This is in contrast to the complexity of daily practice where
interventions often take more than 10 sessions, frequently
involve multi-problem cases, do not have detailed manuals,
and are carried out by a therapist with minimum support
or supervision. In other words, the few interventions
rigorously evaluated to date are not representative of daily
youth care practice.

Third, on the basis of a review of 10 (quasi-)
experimental studies performed in actual practice between
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1942 and 1993, Weisz and his co-workers estimated the
effect sizes to be no more than 0.01, with a range of —0.40
to 0.29 (see Weisz, Donenberg, Han, & Kauneckis, 1995).
Very little empirical support is thus found for those
interventions used in actual practice. In a more recent
publication with four additional studies included in the
sample, the results were the same (Weisz & Jensen, 2001).
Furthermore, in a benchmark study of RCTs used to
evaluate the effects of community psychotherapy for
depressed youth versus a research standard of care for
depressed youth, Weersing and Weisz (2002) again found
no evidence of effectiveness. Although the 1995 meta-
analysis performed by Weisz et al. can be criticized for
including too few studies and some outdated studies (see
van Yperen, 2005), the conclusion that interventions in
actual practice do not show very favorable outcomes
still holds.

Finally, it is possible that the majority of interventions
used with children and adolescents may never meet the
standards for inclusion in an RCT. As Patton (1994,
p- 313) has observed, practitioners ““...don’t value tradi-
tional characteristics of [...] excellence such as standardi-
zation of inputs, consistency of intervention, uniformity of
outcomes, and clarity of causal linkages. They assume a
world of multiple causes, diversity of outcomes, incon-
sistency of interventions, interactive effects at every level—
and they find such a world exciting and desirable”. Youth
care interventions are constantly adapted during the course
of everyday practice to meet the needs of special cases and
therefore do not have the fixed features needed for rigorous
empirical evaluation.

In sum, the state of the art for research on youth care
practice shows that: (1) only a few interventions have been
sufficiently evaluated; (2) those effect studies conducted to
date are not representative of youth care practice; (3) those
studies of interventions in actual practice do not show very
favorable outcomes; and (4) it is doubtful if the interven-
tions utilized in actual practice will ever lend themselves to
carefully controlled study.

3. How to proceed?

At this juncture, alternative roads can be followed to
establish more evidence-based youth care. The first
alternative is to implement the approximately 40 interven-
tions that have been clearly shown to be effective in a
controlled research environment into actual practice to see
if the interventions flourish outside the walls of the
laboratory or not. While such a top-down approach
should certainly be pursued, the assumption that the
implementation of well-studied interventions will lead to
more effective care is still being hotly debated (Addis &
Waltz, 2002; Bickman, 2002; Van Yperen, 2003a).
Choosing this road means that we have a long way to go
before fully evidence-based youth care is established.
Moreover, it is unlikely that the aforementioned 40
interventions alone can meet the needs of the majority of

children and adolescents with psychosocial problems or
their families.

The second alternative is to evaluate the effectiveness of
those interventions already being carried out in actual
practice. In our view, such a bottom-up approach should
be adopted in conjunction with the aforementioned top-
down approach. More specifically, the conduct of RCTs in
actual practice may lead to disappointing results at times
and thereby constitute a waste of resources that could have
been prevented with the initial use of much simpler
research designs. If preliminary studies show, for example,
an intervention to fail in the majority of cases, not lend
itself to clear stipulation, have little or no logical relation to
the goals of treatment, or result in dissatisfied clients and
practitioners, then no one will be willing to study the
intervention as part of an RCT. Before the spending of
precious time and money on expensive and intensive RCT
studies, thus, the relevant interventions should be pre-
tested (cf. Friedman, 1997; Jacobs, 1988; Rossi, Lipsey, &
Freeman, 2004). Such studies are often considered ‘“‘un-
scientific” or, as Hollister and Hill (1995, p. 134) state
things: ““...random assignment designs are a bit like the
nectar of gods: once you’ve had a taste of the pure stuff it is
hard to settle for the flawed alternatives”. Nevertheless,
along the second road, the “flawed alternatives” can be
seen to clearly have their own scientific value. Given the
major lack of empirical evidence regarding the effectiveness
of various youth care interventions, preliminary evaluation
is sorely needed. The hesitance of researchers to employ
research designs other than the RCT, however, means that
the potential of a bottom-up approach to the evaluation of
youth care interventions has been largely underestimated
and widely neglected. In the remainder of this article, the
use of a bottom-up approach to evaluate the effectiveness
of various youth care interventions will therefore be
outlined.

4. Studying the effects of youth care interventions in actual
practice

In order to pursue the bottom-up road to more evidence-
based youth care, four requirements must be met. First, the
kind of research needed to study the effects of interventions
carried out in actual practice must be clearly conceptua-
lized. To meet this requirement, it is essential that studies
take interventions in day-to-day practice as the starting
point. We call this practice-driven evaluation, and define it
as a research enterprise in which researchers and service
providers meet with each other in order to gather
information about the effects of an intervention at the
level of the individual practitioner, the service agency, or a
group of agencies and subsequently discuss the evaluation
results to identify how the intervention can further be
improved (adjusted from Hermanns, 1993).

A second requirement is that a variety of research
designs should be available. Practice-driven evaluation
stands in contrast to method-driven evaluation, which
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takes the method as its starting point and thus treats the
RCT as the gold standard. In practice-driven evaluation, in
contrast, the relevant intervention is often not ready for
thorough evaluation in an RCT and the golden evaluation
standard is therefore simply a study design that matches
the current level of development for the intervention in
question. This developmental level depends on the extent
to which the intervention constitutes a discernible entity, is
based on a sound rationale, and is supported by
preliminary evidence showing that the intervention indeed
leads to the desired outcomes. Different research designs
are suitable for evaluating interventions on a low and on a
high level of development, which gives researchers many
degrees of freedom to design a study. Most of the relevant
designs to study interventions on lower developmental
levels do not allow strong causal conclusions, and therefore
yield less certainty that interventions are effective. How-
ever, they will allow some conclusions, which might be the
maximum that can be achieved at a given moment.

The third requirement is a classification scheme to
characterize the nature of the evidence available to date.
To meet this requirement, we must go beyond a simple
distinction between ‘“‘evidence” versus “no evidence.” In
keeping with current classification systems, for example,
the number of RCTs reporting substantial effects may be
counted (see the criteria of the American Psychological
Association outlined by Blueprints model programs selec-
tion criteria, 2002-2004; Chambless & Ollendick, 2001;
Task Force on Promotion and Dissemination of Psycho-
logical Procedures, Division of Clinical Psychology, &
American Psychological Association, 1995; and the What
Works Clearinghouse Evidence Standards for Reviewing
Studies, 2006). One can also consider efficacy trials
conducted under optimal research conditions followed by
effectiveness trials conducted under real-world circum-
stances (Kellam & Langevin, 2003). The problem with
these classification systems, however, is that the evaluation
standard is set too high to include the hundreds of
interventions being conducted in actual practice. As
already argued, less than 5% of the interventions currently
carried out in actual youth care practice probably meet the
RCT requirement and can thus be classified as empirically
supported evidence-based interventions. We need a classi-
fication system that takes the real-world intervention as its
starting point and encompasses different levels of evidence
ranging from a bare minimum to the maximum of an RCT.
Such a classification scheme is far more realistic, can help
us clearly determine the level of evidence for an interven-
tion, set the stage for further development of the
intervention, and help us identify those interventions that
merit further study.

The fourth and final requirement for the bottom-up
evaluation of youth care interventions is involvement of the
practitioners themselves in effect studies. Practice-driven
evaluation should encourage practitioners to participate in
research activities by learning them that the research
activities link up with their own interests, for example,

setting clear intervention goals, using standardized instru-
ments to monitor the course and outcome of interventions,
and building a sound theoretical rationale. Practitioners
can also be motivated via the provision of feedback of
empirical data to improve their day-to-day practices. The
direct involvement of practitioners in research activities
and integration of research and care activities can also
promote a sense of shared ownership for the research in
question (Barkham & Mellor-Clark, 2003).

Drawing on some suggestions by Kazdin (1997), we have
created a model to characterize the effectiveness of youth
care interventions that meet all of the above mentioned
requirements. In this model, four levels of evidence
regarding the effectiveness of an intervention are distin-
guished along with the types of research needed to establish
the relevant evidence, and a classification of the effective-
ness of an intervention which has a certain level of evidence
on its behalf. The model is depicted in Fig. 1. The four
levels of evidence constitute a continuum with the lower
levels allowing a greater freedom to choose a study design
but less certainty about the effectiveness of a particular
intervention and the higher levels exactly the opposite: less
freedom to choose but more certainty about the effective-
ness of a particular intervention. The levels in the proposed
model lead us from evidence-informed practice to evidence-
based practice and thus provide not only a classification
scheme but also a developmental trajectory that leads to an
empirically supported evidence-based youth care practice.

The different levels of evidence to evaluate the effective-
ness of youth care practices will be considered separately in
the following. The relevant parameters for the evidence will
be stipulated along with the most suitable research designs.

4.1. Descriptive evidence, potentially effective interventions

Descriptive evidence involves of a clear specification of
the essential elements of an intervention: the goals, target
group, techniques, activities, and requirements should all
be made explicit (Van Yperen, 2003a). Various types of
research can contribute to the specification and clarifica-
tion of the essential elements: the conduct of interviews,
analysis of documents, observational studies, and descrip-
tive studies. Interventions with this level of evidence can be
characterized as potentially effective.

The research activities can be of major relevance for
practitioners because they produce: (1) an overview of the
types of interventions provided by the practitioner and/or
the care organization and (2) an inventory of intervention
elements that can subsequently be communicated more
easily to clients, students, colleagues, managers, and
administrators. For the researcher, this stage of evaluation
is critical as it provides a clear definition and description of
the intervention and the core elements of the intervention,
which forms the foundation for any subsequent effect
studies.

An unknown number of interventions may only be in the
minds of practitioners and thus fail to reach even the first



216 J.W. Veerman, T.A. van Yperen | Evaluation and Program Planning 30 (2007) 212-221
Levels of . Effectiveness of
; Parameters of evidence Types of research . X
evidence interventions
4. Causal Asin 1, 2, and 3, but there is e Randomized Control Trial Efficacious
now sound and substantial o Repeated case studies
evidence that the outcome is (N=1 designs)
caused by the intervention
and/or clear evidence
showing which ingredients of
the intervention are
responsible for the outcome.
3. Indicative Asin 1 and 2, but it has now e Quasi-experimental Functional
been demonstrated that the studies
intervention clearly leads to e Theory of Change studies
the desired outcomes (e.g., e Norm referenced
goals are attained, target approaches
problems decrease, e Benchmark studies
competencies increase,
clients are satisfied).
o Client satisfaction studies
e Goal attainment studies
Monitoring studies
e Quality assurance studies
2. Theoretical As in 1, but the intervention e Reviews Plausible
now has a plausible rationale e Meta-analyses
(i.e., a program theory) to e Expert knowledge studies
explain why it should work
with whom.
1. Descriptive The essential elements of the ® Descriptive studies Potential
intervention (e.g., goals, ® Observational studies
target group, methods and ® Analysis of documents
activities, requirements) have e Conduct of interviews
been made explicit.

Fig. 1. Levels of evidence, parameters of evidence, types of research, and effectiveness of interventions.

level of evidence. In recent years, almost every provider of
youth care in the Netherlands has made an effort to
achieve at least the first level of evidence for effectiveness.
Most care providers have now described their products in
terms of so-called care modules or the smallest possible
units of care. When considered all together, Dutch care
providers have outlined some 1500 modules (i.e. interven-
tions) (Loeffen et al., 2004). Unfortunately, these have
not been sufficiently specified by all care providers
(Van Yperen, Boendermaker, & Hellema, 2004). As a
result, there may be considerable overlap in the interven-
tions that have been put forward. The actual number of
discernible interventions may therefore be somewhat less
than the 1500 suggested above.

4.2. Theoretical evidence, plausible interventions

Theoretical evidence goes beyond descriptive evidence in
that a sound rationale or theory (e.g., program theory,
change theory) is specified along with why and how
intervention activities with a particular target group will
lead to the intended outcomes (Kazdin, 1997; Rossi et al.,
2004; Van Yperen, 2003b; Veerman, 2005). The underlying
rationale may be an already existing or well-known

“public” theory, or a “private” theory that exists in only
the minds of experienced field workers and other experts.
Examples of the former are knowledge with regard to the
onset of conduct disorders or depression and the principles
of cognitive-behavior therapy for the treatment of such
disorders. The latter type of knowledge (i.e., expert
knowledge) is sometimes called “tacit knowledge” (see
Freidson, 2001; Van Yperen, 2003a). Specific strategies,
such as reviews of the research literature or expert studies,
can help make public knowledge that underlies an
intervention more explicit or disclose tacit knowledge,
and thereby contribute to the building of a theory and
construction of an intervention rationale (Leeuw, 2003).
Ideally, such theory should also encompass the best of both
worlds: the practice-based knowledge of practitioners, as
well as the evidence-based knowledge of scientists (Veer-
man, 2005). Interventions with theoretical evidence are
considered plausible.

Level 2 research is essential for going to the next stage of
the developmental model. The fact that Dutch care
modules generally lack a well-articulated program theory
(Delicat, Pijnenburg, & Veerman, 2003)l, for example,
represents a serious drawback for researchers in moving
further. A good theory indicates where to look for effects
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and how to adjust interventions to elicit better effects.
Well-articulated theory can also help the practitioner
explain why a particular course of treatment may be good
for a particular client. Similarly, a well-articulated inter-
vention rationale or theory may help convince managers
and policy makers to devote resources to an intervention.
Moreover, in cases where there is no evidence that an
intervention really works, it should be possible to provide
at least arguments for why the intervention might work. As
Kurt Lewin stated more than 50 years ago: “Nothing as
practical as a good theory.”

4.3. Indicative evidence, functional interventions

The evidence regarding the effectiveness of an interven-
tion is judged to be indicative when systematic evaluation
shows the desired changes to occur. As a rule, this means
that the goals of the intervention are attained, problems are
reduced, and clients are satisfied. A wide variety of study
designs can be used at this level. Client satisfaction studies,
which are now routinely performed in Dutch youth care,
indicate the degree to which parents and children are
satisfied with the results of services. Pre-post studies that
monitor the outcomes of treatment are also used to gather
evidence of effectiveness at this level. Goal attainment data
provide essential information for empirically establishing
the effectiveness of interventions (see e.g. Bravo, Dubois, &
Roy, 2005). Data on this third level can be used to improve
the quality of services provided—not only when the
services are found to be unsatisfactory but also when they
are found to be satisfactory but with room for improve-
ment. Interventions with this level of evidence regarding
their effectiveness are considered functional.

Quality standards can be added to the design to yield
signs of causality. These signs may not permit to draw any
firm conclusions. Nevertheless, they may provide impor-
tant indications for the effectiveness. The dashed line in
Fig. 1 separate these designs from the other ones. The
aforementioned study by Weersing and Weisz (2002) is an
example of a benchmark study. The authors compared the
symptom trajectories of depressed youth treated in com-
munity mental health centers (CMHCs) with the symptom
trajectories of depressed youth treated with cognitive-
behavior therapy in several RCTs. The outcomes of these
RCTs were used to construct a statistical benchmark for
the treatment in the CMHCs. Overall, the outcomes for the
CMHC youth more closely resembled the outcomes for the
control group in the RCTs than the outcomes for the youth
who were given cognitive-behavior therapy. The results of
an intervention can similarly be compared to the successes
achieved elsewhere (e.g. Gaston, Abbott, Rapee, & Neary,
2006). In norm referenced studies a treatment is considered
successful when it meets a standard that need not be
derived from previous research; as they can also be dictated
by the principles of good practice or governmental guide-
lines. A treatment can be considered successful, for
example, when 95% of the clients are satisfied, all

treatment goals are attained in 90% of the cases, and
80% of the clients show behavior that is now within the
normal range according to a standardized assessment
instrument. In theory of change studies; the effectiveness
of particular treatment elements can be explored using
correlational techniques. In dose-response studies, for
example, the outcome level is correlated with the number
of treatment sessions in an attempt to determine the
minimum number of treatment sessions needed to attain
success (see e.g. Barkham et al., 2006). In the quasi-
experimental study, the results of the relevant intervention
are compared to the results of a placebo, alternative
interventions, or no intervention. In this design the
assignment of cases to the different conditions is not
random.

Many of the aforementioned research designs can be
further used to build a monitoring system for treatment
planning and evaluation purposes. The resulting data
provide the practitioner with systematic feedback on the
effectiveness of an intervention in both the individual case
and a group of cases. For researchers, the evidence
generated at this level of study can show the intervention
to lead to the predicted outcome (or not), demonstrate the
validity of the theory underlying the intervention, and help
refine hypotheses for more rigorous level 4 testing. The
results may also lead to adaptation of the intervention in
an attempt to maximize the outcomes before more rigorous
testing.

At this level, just which elements of the intervention
“cause” the outcome(s) is still unclear. Alternative
explanations for the effectiveness of an intervention may
thus exist. For instance, time (e.g. maturation, spontaneous
remission) or life events (e.g. move to another neighbor-
hood, mother has new boyfriend) can trigger changes
rather than or in addition to the intervention itself.
Methodologically speaking, this is a problem of internal
validity. Claims of causality are only valid when alternative
explanations have been ruled out. Nevertheless, research at
this level can provide powerful preliminary evidence,
particularly when the data has been gathered on a large
scale, across multiple sites, and replicated on a number of
occasions (e.g., Dunst, Snyder, & Maniken, 1989; Rey-
nolds, 2004). The research on the effectiveness of the
Families First program in the Netherlands provides a good
example. Families First is an intensive family preservation
service based on the American Homebuilders Model
adapted to the Dutch situation (Veerman, Kemp, de
Brink, ten Slot, & Scholte, 2003). The program is meant
for families in crisis and explicitly aims to prevent out-of-
home placement of children. The focus is on enhancement
of child and family competence and reduction of child
behavior problems, and the program calls upon treatment
techniques that are based upon social learning theory, crisis
intervention theory, and systems theory. Over the past 10
years, the Families First program was initially implemented
in four sites and has now been implemented in a total of 20
sites. Pre-post effect studies have been performed at seven
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sites, and some of these sites had 5-year cohort data. In a
recent paper, the data on 651 cases has been summarized
(Veerman & Van Yperen, 2005). Pre-post test differences
on a standardized measure of externalizing behavior
problems showed a reduction with effect sizes ranging
from 0.20 (small effect) to 0.98 (large effect), with a mean
of 0.59. Given that externalizing behavior disorders are
known to be quite stable over time (Hofstra, van der Ende,
& Verhulst, 2002; Lavigne et al., 2001) and that the effect
sizes all point in the same direction, this is strong evidence
in favor of the Families First intervention program.
However, the program and degree to which the actual
intervention accounts for the observed results must still be
tested more rigorously with level 4 studies to conclude that
the program caused the outcomes.

4.4. Causal evidence, efficacious interventions

For a particular intervention to be judged efficacious,
level 4 causal evidence is required. The question to be
answered here is whether the intervention itself has caused
the outcome. Ideally, a study at this level also reveals the
elements are responsible for attainment of the desired
outcome with a particular population of clients should.
There are two research designs that can produce this level
of evidence. The RCT is usually considered the most
powerful design, as the internal validity of the results is
maximized (i.e., the results lead to a high degree of
certainty that the intervention is responsible for the
observed effects). When the RCT is carried out in day-to-
day practice, the external validity of the results is similarly
increased, and thereby the degree of certainty about the
causal role of the intervention in practice (see e.g. the
studies of Van de Wiel, Matthys, Cohen-Kettenis, and Van
Engeland (2003), and Van Manen, Prins, and Emmelkamp
(2004), both involving programs for aggressive youth
carried out in the practice of the Dutch youth care).

The single case study is the other design that can produce
causal evidence regarding the effectiveness of an interven-
tion. In such a study, the client is carefully observed before
treatment and from the moment that treatment starts. The
course of the problem behavior, emotions, skills, or
cognitions is then registered. When the results of a large
series of single case studies consistently show change in the
same direction following the initiation of treatment, this is
a strong evidence that the treatment is responsible for the
observed changes. When carefully designed, repeated single
case studies can provide evidence that is just as convincing
as the evidence from RCTs (Chambless & Ollendick, 2001;
Chorpita et al., 2002; Task Force on Promotion and
Dissemination of Psychological Procedures, Division of
Clinical Psychology, & American Psychological Associa-
tion, 1995).

The practitioner may be interested in level 4 evaluation
of an intervention when the results provide a clearer picture
of those clements that are responsible or critical for
intervention success. Conversely, practitioners may also

be interested in level 4 evaluations of an intervention when
the results provide a clearer picture of the those elements
that may not be essential and are therefore free to vary
from client to client or even omissible for cost-reduction
and/or time-saving purposes. For the researcher, level 4
evidence is often the ultimate goal. The RCT is crucial for
validation of program theory. And such causal evidence
can clearly contribute to our more general knowledge of
the mechanisms of therapeutic change.

5. Discussion

Youth care research has been increasingly successful at
demonstrating the effectiveness of certain interventions for
children and adolescents by investigating the interventions
in research settings where sufficient control can be
achieved. It is nevertheless overly optimistic to assume
that this success will automatically transfer to actual
practice and thereby contribute to the establishment of
the so badly wanted evidence-based youth care. The
number of evidence-based youth care interventions is still
very limited; those effect studies that have been conducted
to date are not representative of actual youth care
practices; and those effect studies conducted in actual
practice have not revealed very favorable outcomes.
Furthermore, the issue of whether all the interventions
conducted in actual youth care will ever lend themselves to
carefully controlled study is very much the question.

Many researchers take the RCT as the golden standard
for evaluation purposes and, when viewed from such a
perspective, other research designs are often deemed to
have a lesser value or even to be unscientific. Many
practitioners, in contrast, often view the RCT as an overly
stringent standard because most of the interventions that
they provide do not have descriptive, theoretical, indica-
tive, or causal evidence on their behalf. In other words, a
major gap between the vicissitudes of evidence-informed
practice and the requirements of evidence-based practice
exists and may obstruct the establishment of empirically
supported youth care.

In the present article, we have tried to bridge the gap
between evidence-informed and evidence-based practice. In
doing this, we have argued that the gathering of evidence
for the effectiveness of a particular intervention is not
simply a matter of saying “yes” or “no” but, rather, a
matter of gathering successive levels of evidence. A four-
stage model of the necessary evidence, parameters of
evidence, and types of research needed to progress from
evidence-informed practice to evidence-based practice was
presented and shown to initially give the researcher many
degrees of freedom to design a study at the cost of causal
certainty, but later provide causal certainty at the cost of
less design freedom. A critical feature of the present model
is that it must be recognized that the demonstrated
effectiveness of a particular intervention cannot be pushed
to a higher level than the level of development of the
intervention permits. We argued, for example, that the
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conduct of an RCT with an intervention that has not yet
been sufficiently developed is unwise and often a waste of
valuable resources. One also cannot withhold interventions
that have yet to be shown fully effective when no other or
better researched alternatives are available. In such a
situation, practitioners need not wait until researchers have
conducted their RCTs. Practitioners should, rather, parti-
cipate in practice-driven evaluations and thereby gain
greater insight into the effectiveness of their interventions.
Such bottom-up evaluation of interventions may lead to
improved daily practice and better accountability to clients,
policy makers, and financiers. The conduct of practice-
driven studies can also help establish an evaluation cycle
in which practitioners do not just adopt already establi-
shed evidence-based practices but also help generate
practice-based evidence for the effectiveness of their
own services (Barkham & Mellor-Clark, 2003). Not only
the effectiveness of existing interventions can be empi-
rically demonstrated in such a cycle but also the effective-
ness of promising new interventions. This can gradually
bring the intervention to a higher level of demonstrated
effectiveness.

The question of whether all interventions must ulti-
mately have level 4 causal evidence to justify their use in
actual practice can now be raised. Given the hundreds of
interventions used in actual youth care practice today, such
a mission appears to be not only impossible but also
unnecessary. Closer inspection of the broad variety of
activities undertaken on a day-to-day basis may show
many of the associated interventions to be only variants on
a more limited set of core interventions. A core interven-
tion may constitute the therapeutic nucleus or prototype
for a particular problem or set of problems (e.g. cognitive
behavioral therapy for depression), that is practiced in
different variants depending on the specific needs and
characteristics of the client. When these prototypes have
been thoroughly examined and shown to have maximum
effectiveness (i.e., level 4 causal evidence), all of the
variants within a given range around the prototype need
not be studied to the same extent as the prototype itself.
The demonstrated effectiveness of the prototype can be
adopted as a benchmark for evaluation of the practitioner’s
work in level 3, functional studies. In keeping with the
model presented here, moreover, practitioners should be
explicitly invited to participate in evaluation research in
order to: reveal the treatment variants that they use and
thereby identify potentially effective interventions for level
1 descriptive research; evaluate just how these intervention
variants match the theoretical principles and success
factors that are characteristic for relevant prototypes in
level 2 research; and undertake specific evaluation studies,
monitoring studies, and benchmark studies on the effec-
tiveness of a particular intervention at level 3. Only when
an intervention is found to differ markedly from the
existing prototype(s) should the intervention be tested
more rigorously to establish level 4 causal evidence for the
effectiveness of a new prototype.

6. Lessons learned

The present model calls for closer collaboration between
practitioners and researchers in efforts to improve the
quality of youth care. Practitioners cannot optimize the
quality of their work without clear specification of what
they are doing and theoretical explanation of why and how
their activities produce the desired changes. Furthermore,
practitioners must learn to more systematically assess the
outcomes of their efforts and incorporate this information
into their daily activities in order to improve the quality of
the care provided. Researchers should be willing to help
practitioners move along the effectiveness ladder and not
view such assistance as nonscientific or a simple prerequi-
site for the conduct of an RCT but, rather, as a scientific
enterprise in and of itself. We are convinced that only a
collective effort between practitioners and researchers will
generate the practice-based evidence needed to establish
solid evidence-based practices. Or, in the words of Chaffin
and Friedrich (2004, p. 1111), ““...practice must become
more like research and research must become more like
practice.”
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