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Abstract

Policymakers shape implementation and sustainment of evidence-based practices (EBPs), whether 

they are developing or responding to legislation and policies or negotiating public sector resource 

constraints. As part of a large mixed-method study, we conducted qualitative interviews with 24 

policymakers involved in delivery of the same EBP in two U.S. states. We analyzed transcripts via 

open and focused coding techniques to identify the commonality, diversity, and complexity of 

implementation challenges; approaches to overcoming those challenges; and the importance of 

system-level contextual factors in ensuring successful implementation. Key findings centered on 

building support and leadership for EBPs; funding and contractual strategies; partnering with 

stakeholders; tackling challenges via proactive planning and problem solving; and the political, 

legal, and systemic pressures affecting EBP longevity. The policymaker perspectives offer 

guidance on nurturing system and organizational practice environments to achieve positive 

outcomes and for optimally addressing macro-level influences that bear upon the instantiation of 

EBPs in public sector child welfare systems.

Keywords
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There is an increasing demand to implement and sustain evidence-based practices (EBPs) 

within public service sectors with less systematic understanding of the factors that facilitate 
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these processes. Without effective implementation and sustainment, initial investments in 

EBPs are wasted and the subsequent impact of otherwise beneficial public health 

interventions is limited. Moving EBPs from research settings into service systems with 

fidelity involves far more than simply making efficacious practice models available (Novins, 

Green, Legha, & Aarons, 2013). Decisions made in the outer service context (e.g., the 

system level) can directly affect the inner context of service provision (e.g., provider 

organizations) and thus are crucial to the implementation process (Aarons, Hurlburt, & 

Horwitz, 2011). We draw upon qualitative data gathered through in-depth, semistructured 

interviews with policymakers who were involved in 11 implementations occurring in 1 

statewide system and 10 countywide systems of the same EBP (SafeCare1). These data were 

collected as part of a larger, mixed-method investigation of SafeCare sustainment in diverse 

service systems (Green, Aarons, Willging, & Gunderson, 2013).

System-Level Implementation

A number of internal and external initiatives have suggested an increased focus on EBPs in 

child welfare systems. First, like most other service sectors, child welfare agencies tend to 

favor EBPs because they can more effectively deliver the outcomes valued by practitioners, 

their own leadership, and constituents (Palinkas & Aarons, 2009). There also are external 

initiatives pushing adoption. For example, the Adoption and Safe Families Act of 1997 (PL 

105-89) mandates Child and Family Service Reviews, which, in turn, require child welfare 

agencies to monitor the outcome indicators of safety, permanence, and child well-being. To 

address deficit areas identified in the reviews, states must develop state program 

improvement plans (PIPs) that detail rectification methods (National Conference of State 

Legislatures, 2005). The PIPs encourage system reform through incorporation of best 

practices into service delivery. As such, EBPs may be included in PIPs to bolster the 

chances of obtaining positive client outcomes.

Pressure from state legislatures or legal actions may demand change and accountability in 

child welfare service delivery in response to public concerns over deleterious events, such as 

child deaths (Oklahoma Department of Human Services, 2012; Waddell, 2013). Such 

changes may include the adoption of practices proven to produce successful outcomes 

(Feldman, 2009). Legislation or policy decisions can also set the para- meters for service 

delivery (Cooper & Aratani, 2009) and allocate funding specifically for EBPs to promote 

implementation (42 U.S.C. § 711, 2010). Additionally, the push to integrate EBPs into 

public sector service systems may be related to an increased focus on return on investment 

for systems reliant on public funds. For example, the Washington State Legislature has 

utilized the Washington State Institute for Public Pol- icy to provide cost–benefit analyses of 

evidence-based policies and EBPs, including child welfare services (Lee, 2013). Such 

initiatives are thus intended to ensure both better outcomes, that is, reduced child deaths, and 

more efficient use of taxpayer dollars through the use of EBPs.

Addressing Child Abuse and Neglect

More than 3.4 million cases of suspected child maltreatment were reported to state child 

protective service systems in the United States in 2012 (U.S. Department of Health and 
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Human Services, 2013). Neglect accounted for 78.5% of substantiated cases (Children’s 

Bureau, 2013). Although physical and sexual abuse rates have declined over the past 16 

years, neglect rates remain high with 31.9% of child maltreatment deaths due to neglect only 

(U.S. Department of Health and Human Services, 2010). Neglected children have 

difficulties in social, emotional, and language development (Tyler, Allison, & Winsler, 

2006); are at risk for cognitive difficulties (Mills et al., 2011; Twardosz & Lutzker, 2010); 

and present the least positive and the most negative affect of all maltreated children 

(Egeland, Sroufe, & Erickson, 1983).

SafeCare is an EBP implemented across a number of child welfare service systems to reduce 

child maltreatment through home-based parent behavioral skills training and education 

(Gershater-Molko, Lutzker, & Wesch, 2003). The model, studied in over 60 scientific 

publications, is designed for families with children aged 0 to 5 (Chaffin, Bard, Bigfoot, & 

Maher, 2012; Gershater-Molko et al., 2003; Lutzker, 1998). The purpose of this manualized, 

highly structured EBP is to improve parenting for caregivers who have been reported or are 

at risk for child maltreatment as part of family reunification and preservation service 

delivery in child welfare systems (Chaffin, Hecht et al., 2012).

Home visitors are trained and certified to deliver SafeCare with fidelity to its curriculum-

based model. SafeCare focuses on specific problems (neglect behaviors related to child 

safety, child health, and parent/child interactions) and how parenting and caregiving are 

behaviorally delivered rather than simply conceptualized. Multiple studies support its 

efficacy and effectiveness (Chaffin et al., 2012; Chaffin, Hecht et al., 2012; Gavin, Ross, & 

Skinner, 1989; Silovsky et al., 2011). The curriculum consists of three modules that are 

implemented in the home: health, home safety, and parent–child interaction/parent–infant 

interaction. Modules may be administered by the home visitor in any order according to the 

primary needs of the family. Each module consists of six ordinal sessions that include role-

playing, hands-on demonstrations, and assigned homework. All modules begin with baseline 

assessment sessions, followed by intervention (training), and finally follow- up assessment 

to monitor progress toward the goals of the module.

Three types of individuals are involved in implementing SafeCare: (1) as noted earlier, 

home visitors WHO deliver the SafeCare services to caregivers; (2) coaches, whose role is 

advisory rather than supervisory, conduct monthly monitoring of the home visitors’ 

interactions with caregivers to ensure high levels of fidelity to the curriculum and to provide 

targeted men torship in SafeCare practice; and (3) certified trainers who educate and coach 

new home visitors in the SafeCare model. Ideally, this three-part structure facilitates self-

sustainment of Safecare implementation by localizing training and quality control within the 

service system, thereby creating resilience to local workforce turnover at a relatively modest 

cost. The National SafeCare Training and Research Center (NSTRC) sets training and 

certification standards.

Numerous studies examine SafeCare implementation issues. The majority center on 

provider- and organizational-level factors, including the impact of SafeCare with or without 

its associated coaching function on provider turnover (Aarons, Sommerfeld, Hecht, 

Silovsky, & Chaffin, 2009) and provider perspectives on implementation (Aarons, Fettes, 
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Sommerfeld, & Palinkas, 2012). Studies also clarify the role of provider agency leadership 

and its relationship with organizational culture and climate and practitioner attitudes toward 

EBPs (Aarons & Sommerfeld, 2012). However, as SafeCare is often funded and 

implemented through complex government systems, it is also important to study how 

policymakers at the system level pave the path for EBP implementation and influence 

ongoing utilization within public sector services.

Inner and Outer Contexts

Several frameworks have been developed to illustrate the complexities of EBP 

implementation, with most defining implementation as a complicated process involving a 

series of stages and factors at multiple levels, that is, system, organization, provider, and 

client (Aarons et al., 2011; Damschroder et al., 2009; Meyers, Durlak, & Wandersman, 

2012). One framework developed for both public mental health and social service settings is 

the Exploration Preparation Implementation Sustainment (EPIS) model (see Figure 1), 

which emphasizes outer- and inner-context factors and segments the process of scaling up an 

intervention into four phases: exploration, pre- paration, implementation, and sustainment 

(Aarons et al., 2011). The model underscores the importance of inner- context factors 

associated with organizations and service providers and the outer-system level of the 

broader environment in which provider agencies operate. Key outer-context variables 

include leadership, policies, regulations and procedures, inter- organizational networks, 

contracts, and funding processes.

Although most conceptual models emphasize the outer-context factors that influence the 

capacity of systems and organizations to successfully implement and sustain EBPs (Aarons 

et al., 2011; Greenhalgh, Robert, MacFarlane, Bate, & Kyriakidou, 2004; Proctor et al., 

2011), few studies have systematically examined them (Novins et al., 2013). Government 

actions can be crucial to implementation and sustainment (Bruns et al., 2008). Policymakers, 

for example, can structure contracts to reflect priorities of public agencies and to influence 

organizational and provider behaviors regarding EBPs. Legislatures can also earmark funds 

for certain services, specify particular funding arrangements, and set requirements for 

contracts and contractors, such as community-based organizations (CBOs) enlisted to 

deliver services that may be beyond a public system’s expertise and available workforce 

(Aarons et al., 2011).

Research rarely focuses on how these types of decision making and actions at the policy 

level shape implementation, dissemination, and sustainment of EBPs. Qualitative 

interviewing is particularly useful for assessing how social actors positioned on the policy 

level conceptualize, understand, and engage in efforts to promote the use of EBPs in public 

sectors as well as how these actors conceptualize and experience outer- context factors and 

processes that shape the sustainment of an EBP after active implementation is complete. Our 

qualitative approach is informed by key constructs of the EPIS model yet is also designed to 

encourage policymakers to identify and explain the significance of outer-context factors and 

processes that they view as pivotal to EBP sustainment. The scope of this qualitative 

investigation is unique in that it includes policymakers at both state and county levels who 

are involved in implementing the same EBP. Placing the spotlight on a single intervention 
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allows for an assessment of variability across service systems that affords insight into both 

the commonality and the diversity of implementation challenges, approaches to overcoming 

those challenges, and the importance of outer-level factors in ensuring successful 

implementation independent of the EBP itself.

Method

Study Context

We examine the use of SafeCare in the child welfare systems of two U.S. states referred to 

here as State A and State B. According to the 2010 U.S. Census Bureau, State A has a 

population of approximately 3.7 million residents, almost 42% of whom live in rural areas. 

In State A, SafeCare is implemented through a state-operated child welfare system with all 

services guided and contracted by the state government. State B includes a mix of 10 urban 

and rural counties involved in implementing Safe- Care. These counties range in population 

from approximately 3.2 million residents to just over 150,000. In State B, each county is 

accountable to the state government via the use of system improvement plans (SIPs); the 

state is then accountable to the federal government through PIPs. However, there is 

considerable discretion exerted by county policymakers regarding the development of SIPs 

and in the selection of and support for child welfare services to be provided to children and 

families.

The main advantage of including State A and B in this study is that they together provide 

ample opportunity to assess, at different levels of government, a range of service systems in 

which SafeCare has been provided for varying lengths of time. Indeed, we consider a total of 

11 separate implementation sites: 1 statewide site in State A and 10 countywide sites in State 

B. Training in the EBP began between 2 and 10 years prior to this study. Three sustainment 

levels existed across sites. We define SafeCare “sustainment sites” as ones where certified 

providers were currently implementing SafeCare services with active caseloads, convening 

regularly as SafeCare teams, and receiv- ing coaching in accordance with NSTRC policies. 

We define “partial sustainment sites” as ones where certified providers were currently 

implementing SafeCare with active caseloads but without regular team meetings or 

coaching. We define “nonsustainment sites” as ones where there were no longer certified 

providers implementing SafeCare with fidelity. Three sites were nonsustainment sites (total 

time implementing ranged from 1.5 to 2.3 years), one was categorized as a “partial 

sustainment site” (total time implementing was 4 years) and seven were “sustainment sites” 

(total time implementing ranged from 2 to 10 years).

Participants

We recruited and then interviewed 24 child welfare policy- makers at state and county levels 

about EBPs and SafeCare. The participants were purposefully selected based on their roles, 

knowledge of, and direct involvement in SafeCare implementation within their respective 

service systems. We defined policymaker as an employee of a state or county government 

who was instrumental in championing, developing, monitoring, or strongly influencing the 

course of events related to the pro- vision of an EBP. The policymakers in our sample were 

widely recognized by the leadership of CBOs and other stakeholders as playing pivotal roles 
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in implementation. Categories of state- and county-level social service stakeholders included 

directors (n = 3), deputy directors (n = 6), division directors (n = 5), program managers and 

administrators (n = 7), and analysts (n = 3). We invited policymakers via both phone and e-

mail; all agreed to participate, resulting in a 100% response rate. The sample included 22 

females and 2 males. The sampling method, research design, and consent procedures were 

approved by the Human Research Protections Program of the University of California, San 

Diego. All participants also read and signed an official written informed consent document 

that clearly specified that pertinent identifying features (e.g., names and locations of 

employment) would not be included in publications to protect their anonymity. Thus, to 

maintain the confidentiality of participants, the specific names of states and service systems 

were withheld in the research reported subsequently.

Data Collection

Two anthropologists (first and third authors) undertook 1-hr, semistructured interviews to 

elucidate policymaker experiences. The interviews occurred between 1.5 and 10 years post- 

initial EBP training and implementation of the SafeCare model. The interviews took place in 

the 11 service systems and at two state capitals between 2012 and 2013. At the outset of the 

interviews, policymakers were asked to describe their particular involvement in SafeCare. 

The remaining questions were informed by the EPIS model and covered several topics: 

positive and negative influences on SafeCare implementation and sustainment (e.g., How 

are things working out with SafeCare at this point in time? What is working well? What is 

not working well?); leadership (e.g., How have “leaders” at all levels, including the state, 

county, and CBO, influenced the initial implementation of SafeCare? How are they 

influencing the ongoing use of SafeCare?); decision-making and policy mak- ing, and 

contracting processes (e.g., Who are the most important decision makers, or stakeholders, to 

influence whether SafeCare continues [in this system]? Can you explain to me how the 

current SafeCare contract works? What policies are in place to support the use of 

SafeCare?); and the prospects for SafeCare within each implementation milieu (e.g., What 

might prevent SafeCare from being delivered in the future?)

Data Preparation and Analysis—All interviews were digitally recorded, professionally 

transcribed, and checked for accuracy by at least one of the authors. We employed an 

iterative process to review the textual data from interviews and utilized NVivo 10 qualitative 

data analysis software to facilitate this work (QSR International, 2012). Data analysis 

proceeded first by engaging in open coding to locate the themes and issues that emerged 

from the interview transcripts (Corbin & Strauss, 2008). The transcripts were independently 

coded by the first three authors to condense the data into analyzable units. Segments of text 

ranging from a phrase to several paragraphs were assigned codes based a priori on the 

particular topic areas and questions that made up the interview guides (Patton, 2002). These 

codes thus centered on key constructs of the EPIS framework (e.g., “leadership,” “policy,” 

and “collaboration”). The use of such constructs enabled us to examine both the salience and 

the meaning of these constructs for policymakers through the provision of descriptive data 

based on the actual words of participants; the resulting narratives directly reflected their 

perceptions and experiences related to SafeCare sustainment issues. We employed these 

constructs to help make sense of the qualitative data but not “to dominate, strain, or force the 
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analysis” (Patton 2002, p. 457). During our review of the transcripts, new codes were 

subsequently identified and defined to capture information on emer- gent themes (e.g., 

“cultural issues related to SafeCare” and “SafeCare referral processes”). Focused coding 

was then used to determine which of these themes surfaced frequently and which 

represented unusual or particular concerns to the research participants.

In the staged approach to analysis, each author coded sets of transcripts, created detailed 

memos that both described and linked codes to each theme and issue, and shared their work 

with one another for review. Through the process of constantly comparing and contrasting 

codes with one another (Corbin & Strauss, 2008; Glaser & Strauss, 1967), we grouped 

together those with similar content or meaning into broad themes linked to segments of text. 

The final set of codes, constructed through a consensus of the authors, consisted of a 

numbered list of themes which, for this analysis, placed SafeCare in a frame- work for 

understanding how policymakers identify and describe outer-context characteristics that 

shape implementation and sustainment.

Results

We derived eight major but interrelated themes from the data analysis process: (1) EBP 

adoption decision, (2) leadership, (3) funding variability, (4) policies and contracts, (5) 

partner- ships, (6) SafeCare staffing, (7) system challenges, and (8) political and legal 

pressures on the outer context. We provide quotations exemplifying the views and 

experiences of policy- makers to illuminate each theme. Some quotations were edited to 

enhance readability, that is, expressions such as “um” and “you know” and redundant 

wording were eliminated.

EBP Adoption Decision

Policymakers identified several factors influencing their decisions to support 

implementation of EBPs in child welfare systems. In particular, they linked such decisions 

to national trends that prioritize federal funds for EBP implementation. Yet, funding 

opportunism was not the driving force, with 71% of policymakers expressing interest in 

EBPs since these interventions include methods for systematically measuring and 

demonstrating success. Because they had been “tested,” policymakers believed that EBPs 

provided them with some assurance that the attainment of positive outcomes was possible. 

Outcomes of particular interest to policymakers included reduced out-of-home placement 

for children impacted by neglect and recidivism or reentry into the child welfare system. 

Echoing a commonly held sentiment, one policymaker stated, “We don’t have to look at it as 

‘Will it work or will it not?”’ The proscriptive structure and emphasis on “accountability” 

also bolstered their support for SafeCare. In the seven systems in which SafeCare had 

entered into the sustainment phase, policymakers clarified that this emphasis increased their 

confidence in knowing that public dollars were being spent responsibly and to support 

evidence-based initiatives at the sys- tem level.

Twenty-five percent of policymakers were “attracted” to SafeCare because of its “train-the-

trainer” model that encouraged development of both local “experts” and “infrastructure” to 

educate and monitor home visitors. They noted that this feature limited the need for 
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expensive or ongoing involvement of intervention developers, whom they commonly 

characterized as contractors “from the outside” of their respective service systems. These 

policymakers considered the presence of local experts and infrastructure as critical to 

addressing home visitor turnover and the training needs of new staff hires. They also 

reported that the cultivation of local capacity for coaching home visitors facilitated 

appropriate quality control of Safe- Care and afforded greater oversight of services 

delivered.

Leadership

Across the spectrum of implementation sites, policymakers referred to the presence of strong 

leaders who recognized the benefits of EBPs and advocated for them as a requirement for 

successful implementation and eventual sustainment. Twenty- five percent of policymakers 

explicitly stated that state and county leadership must be willing to “champion” 

interventions. As articulated by one policymaker, these champions also needed to “maintain 

a steadfast valuing of evidence-based practices.” Policymakers in systems where SafeCare 

had been sustained described themselves as “networkers” who participated in committees 

and sought out interactions with individuals outside their respective counties and states to 

gain knowledge about EBPs and to learn about strategies for sup- porting both 

implementation and sustainment. More locally, these policymakers had also committed 

themselves to participating actively in planning meetings and early training activities related 

to SafeCare specifically and continued to attend relevant events so that those charged with 

implementation remained aware of system-level support for the program. Across the board, 

policymakers argued that successful implementation was not only dependent on their “buy-

in” for Safe- Care but also on the buy-in of provider agency administrators and home 

visitation staff. They saw it as their responsibility to foster both buy-in and collaboration 

among all persons involved in each phase of the implementation process.

In the four partial sustainment and nonsustaining sites, policymakers reportedly lacked 

strong preferences for EBPs. They also admitted to being preoccupied with other competing 

priorities and child welfare projects. Thus, implementation of Safe- Care fell short. One such 

policymaker disclosed, “As important as initiatives [like SafeCare] are, the bottom line is we 

have to get our mandates done.” In contrast to their peers in the sustaining sites, these 

policymakers also indicated that they had invested little effort into developing contracts to 

ensure sustain- ment of the Safecare model, that is, building in provisions for appropriate 

resources to maintain the quality of the intervention model or systematizing a referral 

process for SafeCare.

More than half of policymakers (58%) reported that changes in leadership in key 

administrative positions at either the county or the state levels could compromise 

implementation and possible sustainment of Safecare. A policymaker in a ser- vice system 

where SafeCare had been discontinued lamented, “Having someone inherit this 

[responsibility for SafeCare] and then try to shepherd it through was problematic. It seemed 

to be a struggle.” This policymaker also commented on the lack of sustainment of SafeCare 

within her or his system, “It was that perfect storm where several elements came together at 

the same time, and initial investments, initial people who were involved, changed, in terms 
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of leadership. And you lost that vision and the investment piece at the start.” Another 

policymaker in a different service system worried about leadership changes at the highest 

level of government, because new appointees lacked knowledge of and commitment to 

SafeCare. In yet another system, policymakers explained that once a key champion of 

SafeCare implementation had departed from her or his position, funding diminished and 

child welfare social workers stopped referring clients to the SafeCare program.

In contrast, however, two systems that had experienced turn- over in top leadership had very 

viable SafeCare programs, partly owing to their efforts to build support for the EBP within 

their own government ranks and in the broader service systems. In one system, the key 

champion started to “groom” support for the EBP among colleagues and her or his successor 

1 year in advance of her or his retirement. This individual was quite confident of ongoing 

support from leadership. In the other system, a policymaker described her or his predecessor 

as a “visionary” who was “very much a proponent of extending EBPs” through- out the 

public sector and envisioned her or his job as helping to start up and ensure the continuation 

of the program.

Variability in Funding

Policymakers recollected that implementation of SafeCare in State A began over a decade 

before, with initial evaluation work supported in part by a National Institute of Mental 

Health (NIMH)-funded efficacy trial led by academic partners. After- ward, SafeCare was 

implemented system wide by the state through contracted CBOs. Initiated between 2008 and 

2011, funds for the county-operated implementations in State B were supported by blended 

funding streams that varied across locations, usually including county funding streams 

combined with philanthropic foundation funds and federal research grants from the NIMH, 

Centers for Disease Control and Prevention, and Administration for Children and Families 

However, as commonly observed by policymakers, service delivery was supported by 

customary state and county sources.

Over the years, funding for SafeCare took multiple forms. Service systems depended on 

various state and federal sources, each with different stipulations tied to how monies were to 

be spent. Policymakers in State A, for example, depended on long- term funding streams 

from state general revenue dedicated to child welfare services to fund SafeCare provision. 

Six counties in State B took advantage of “one-shot” funding opportunities to pay for the 

training or other specific components of SafeCare (e.g., supplies). For example, in one 

county, SafeCare adoption and implementation processes were initiated and catalyzed by a 

philanthropic foundation initiative that brought new but nonrecurring funds into the system 

specifically for training.

In the five systems in State B where funding for the intervention was diversified, 

policymakers emphasized creative use of seemingly disparate sources of capital. 

Policymakers in one of these systems tapped into the Corporation of National and 

Community Service (AmeriCorps) to hire home visitors at reduced costs to the county. 

Policymakers in a second county obtained local health council funds designated for child 

abuse prevention, whereas another used federal public health and state mental health 

monies. Policymakers in these five systems commonly observed that such funding sources 
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were subject to the changing priorities of councils and gubernatorial administrations or had 

to be utilized in a very proscriptive way.

In State B, policymakers in systems where SafeCare had entered the sustainment phase 

underscored the need to be for- ward thinking about optimally integrating different funding 

sources to support implementation, institutionalization, and sustainment. Yet, these 

policymakers still worried about budget cuts at both the state and the county levels possibly 

threatening the viability of SafeCare in spite of their strategic thinking. Policymakers 

described funding woes in the four systems where the EBP was said to be “on life support” 

(partially sustaining) or “dead” (nonsustaining). In one system in which there was a lapse in 

funds soon after policymakers committed resources to train providers in SafeCare, 

implementation lagged by several months. This lag reportedly led to dilution of staff skills in 

SafeCare, a low level of buy-in among stakeholders at all levels, and the discontinuation of 

the EBP.

Policies and Contracts

Policymakers in the sustaining systems stated that well- specified requests for proposals 

(RFPs) and contracts facilitated implementation and sustainment of SafeCare. Yet, official 

policies regarding SafeCare were lacking generally in both States A and B. Only 1 of the 11 

systems had official policies concerning SafeCare. For the most part, policymakers in all of 

State B’s 10 implementation sites suggested that there was no need for policies. Instead, 

county governments relied on RFPs and contracts that explicated the roles, responsibilities, 

statements of work, and expected outcomes for service delivery. All policymakers 

emphasized that the structure of SafeCare was well formulated in the curriculum that 

providers were contracted to follow. When built into contract requirements, ongoing fidelity 

monitoring and coaching also augmented quality assurance. In State A, the child welfare 

system forged contractual relationships with both academic partners and CBOs, whereby the 

former engaged in evaluation and quality control and delivered training and technical 

assistance to the CBO-based SafeCare coaches. This formal relationship with the academic 

partners was written into the contracts between the state government and the CBOs.

A minority (12.5%) of policymakers said it might be useful to create policies around 

SafeCare to buffer it against threats after key administrators leave their current role or other 

leadership changes. A policymaker transitioning to a new job stated, “One thing that we did 

is to [make] SafeCare one of our strategies for a 5-year system improvement plan or SIP. It’s 

been institutionalized in that way and it’s been highlighted as one of the ways we’re going to 

improve child welfare outcomes. It doesn’t matter who sits in my position.” Another retiring 

policymaker in a different system also said that county administrators created de facto policy 

by including SafeCare into an SIP to ensure that the EBP would continue, despite leadership 

changes.

Partnerships

SafeCare was sustained in systems where policymakers described their partnerships with 

local stakeholders (e.g., CBO administrators and staff and academic partners) as already 

strong. Policymakers in these systems reported that preestablished partnerships eased 
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implementation challenges. One policymaker said simply, “We also contract with the same 

providers for [another program]. We have a relationship.” Those involved in selecting CBO 

contractors described robust, productive working relations, yet they also cited resentment 

among CBO directors of other agencies regarding a perceived lack of competitive 

advantage. Policymakers in one system who utilized a closed bidding process observed that 

the directors of CBOs who had never been awarded contracts for Safe- Care services were 

looking forward to the conversion to a new contracting process that would potentially level 

the playing field for potential bidders.

Close to 63% of policymakers commented on how academic partners help facilitate 

implementation. Through formal presentations, conference calls, and participation in 

planning and implementation meetings, academic partners educated policy- makers about 

EBPs in general and SafeCare in particular. Policymakers characterized the academic 

partners as conduits for information exchange, as they shared feedback on program 

processes and outcomes on a regular basis, helped to ensure EBP “fit” with local context, 

and facilitated dissemination of SafeCare across both states. The academic partners also 

brought financial resources to the table through their grant writ- ing activities that facilitated 

initial implementation and dissemination as well as fidelity monitoring and evaluation at less 

cost to county and state child welfare systems.

Although policymakers touched on the utility of having the EBP developers involved in 

setting up SafeCare in their systems, very few sustained their relationships with the 

developers over time, partly owing to the costs involved in relying upon their expertise. 

Instead, they reportedly depended on the academic partners based on in States A and B. 

Policymakers explained that they had ongoing relationships with these academic partners 

and depended on them to provide both input and information related to SafeCare 

implementation. The academic partners, however, maintained their relationships with the 

model developers and contributed to the design, integration, and evaluation of SafeCare 

innovations and adaptations within local systems.

SafeCare Staffing

Staffing for SafeCare has varied as policymakers utilized multiple funding sources with 

different stipulations and limitations. Across States A and B, SafeCare was delivered by a 

broad workforce with diverse professional backgrounds and credentials. For example, 

policymakers in 7 of the 11 systems explained that they relied on CBOs to implement 

SafeCare with case managers or other workers (some Master’s level and others Bachelor’s 

level) already doing in-home services. In the remaining systems, policymakers decided to 

use public health nurses, AmeriCorps volunteers, child welfare social workers, or a 

combination of staff, for SafeCare provision. However, 8% of policymakers raised concerns 

about the use of certain staff, claiming that reliance on highly educated nurses to deliver the 

intervention was expensive and unsustainable (despite the federal government reimbursing 

up to 75% of their salary) and citing the temporariness of the volunteer workforce and the 

competing demands placed on child welfare workers who were easily sidetracked from 

administering SafeCare with fidelity. Although the train-the-trainer model reduced the costs 
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of educating new staff, policymakers identified the expense associated with turnover as a 

pervasive problem.

Policymakers also emphasized the need to ensure access to quality training, coaching and 

supervision, and project coordination to support the home visitation staff and the broader 

goals of SafeCare implementation. Almost 67% of policymakers, for example, emphasized 

that quality training and supervision were imperative to program success. Policymakers 

working in a sustaining site where SafeCare had reportedly floundered when it was first 

introduced had spearheaded a change in supervisory staff, incorporating an individual 

recognized locally as an opinion leader into the service delivery team. Once the change 

occurred, “Everything started to go better.” According to policymakers, SafeCare languished 

during the early implementation stage in the nonsustaining sites because staff mem- bers 

able to fulfill training, coaching, and supervision functions were not consistently available to 

the home visitors.

System Challenges

More than 83% of policymakers suggested that effective Safe- Care implementation 

required the use of careful planning processes that encouraged stakeholders at all levels in a 

system to be problem solvers, anticipate system challenges in advance, and design and enact 

solutions. One policymaker stressed all the networking he or she does at state and national 

meetings to learn from others involved in SafeCare to enhance implementation planning 

locally. He or she also said his or her job responsibilities entailed listening to CBO 

contractors and ensuring they had the resources needed to implement SafeCare (e.g., copies 

of the curriculum to distribute to families).

In general, policymakers emphasized a proactive approach to overcoming barriers to 

SafeCare in complex service systems. Sixty-two percent, for example, characterized timely 

referrals as a key to successful implementation, as home visitors needed to practice skills 

soon after training for effective learning and to enhance their confidence in their ability to 

deliver SafeCare. Yet, generating referrals to SafeCare providers was a common problem in 

States A and B, particularly during early implementation phases. Policymakers attributed 

such problems to a lack of knowledge about SafeCare among the child welfare social 

workers responsible for submitting referrals. Their insufficient awareness of the program 

caused them to not refer parents to SafeCare or to refer parents of older children who were 

not well suited to SafeCare. Policymaker-initiated efforts to rectify referral problems 

included classes and presentations for child welfare service workers that focused on making 

appropriate referrals and specifying the SafeCare option on referral forms. Policymakers in 

one system also colocated home visitation staff in the same office as child welfare social 

workers to faci itate communication, familiarity with the EBP, and “handoffs” of SafeCare 

clients. These efforts to adjust referral procedures reportedly helped enhance both awareness 

and use of SafeCare. In systems where adjustments were made and social workers were 

provided with needed education and supports, policy- makers claimed that appropriate 

referrals were now the norm, which allowed the EBP to flourish. Policymakers cited a 

continued lack of referrals as a contributor to the demise of Safe- Care in systems where the 

EBP was no longer practiced.
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The policymakers associated with the three systems where SafeCare was no longer practiced 

indicated that they and their colleagues had not prioritized careful planning for the EBP. 

Although they reported placing high expectations on frontline workers to administer the 

EBP with fidelity, they identified themselves as responsible for not sufficiently attending to 

how these workers could be best supported in intervention practices to meet expectations at 

the outset. These policymakers were also the most likely to criticize the intervention. They 

were among the 8% of policymakers who expressed concerns about cultural insensitivity 

and 20% who discussed limiting system- level support for implementation due to the 

restricted child age range served by SafeCare. One policymaker, for instance, suggested that 

because SafeCare specified only a set number of strategies for influencing parenting 

behavior, it was not necessarily conducive for effecting change across different cultural 

groups. Others argued that families in the child welfare system represented a larger 

demographic than SafeCare allowed. These families also faced multiple challenges that 

frontline workers needed to address but which fell outside the purview of SafeCare (e.g., 

securing shelter and food). In the sustaining systems, policymakers characterized such issues 

as less of a problem for delivering SafeCare, possibly because the EBP was part of a broader 

home-based service array that included case management and discretionary funds for 

providers to assist families in addressing their basic needs.

The limited age range and potential for cultural insensitivity were acknowledged as 

challenges but were not considered insurmountable in sites where SafeCare was in the 

sustainment phase. In these sites, policymakers claimed to have worked with intervention 

developers to incorporate families with older children and collaborated with their academic 

partners to create modules to tailor SafeCare to clients with diverse needs. Even in these 

sites, however, policymakers kept their eyes out for “something better [than SafeCare] to 

come along,” including the possibility of “more effective” and/or “cheaper” home visitation 

models.

Legal, Legislative, and Political Pressures

Policymakers described multiple political and legal pressures emanating from the outer 

context that had implications for SafeCare and its sustainment. For example, policymakers 

suggested that a new contracting process recently introduced by the gubernatorial 

administration in State A had prevented them from releasing an RFP focused explicitly on 

the requirements of SafeCare. Sustainment had been predicated on the ability of the old 

contracting structure and its accompanying language to institutionalize SafeCare and its 

cross-CBO quality control system. The new contract bid system reduced the authority of 

child welfare policymakers to specify a desired target EBP, mandate collaboration with 

academic partners, or establish more than a few basic service parameters. It additionally 

diminished the role of child welfare staff in reviewing bids, thus opening the door for low-

price bidders proposing to deliver different and less well-supported services. Ultimately, the 

new leadership of the child welfare system opted to sustain Safe- Care implementation but 

not before this single and ostensibly minor change to state policy (a new contract bid 

process) threatened to disrupt, if not eliminate, a decade of EBP implementation and 

sustainment effort within a few months’ time.
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Although legal actions affecting service delivery were underway in both states, 

policymakers in State A explained that a recent lawsuit and the negative press surrounding it 

had led to a major restructuring of the child welfare service system that had shifted power 

away from a commission that previously oversaw operations to the executive branch of the 

government. The lawsuit resulted in the 5-year enforcement of a single state- wide child 

welfare plan (akin to a PIP) that focused more on children in the foster care system than on 

families receiving home visitation services. Policymakers in State A observed that the new 

leadership appointed by the gubernatorial administration lacked the institutional memory 

concerning previous investments in the start-up of SafeCare. Within this evolving context, 

policymakers expressed concern regarding ongoing state-level leadership support for 

SafeCare sustainment in the child welfare system.

Policymakers also underscored that although regional and state-level service system 

dynamics affected SafeCare, so did outer-context factors arising from the federal 

government. For example, policymakers in State B were disappointed when SafeCare was 

not initially selected by a key federal funder as an “approved” home visitation model to 

reduce child neglect. They explained that the federally selected EBPs were not as “flexible” 

as SafeCare regarding eligible clientele, nor were they as cost effective. Despite the fact that 

SafeCare has since been endorsed by a national evidence-based clearinghouse for child 

welfare services and added to the approved list (U.S. Department of Health and Human 

Services, 2013), it was too late for policymakers in State B to apply for financing from this 

source to support SafeCare sustainment.

Discussion

Great variability has existed across the state and the county- operated implementations of 

SafeCare. Both funding and staffing arrangements differed considerably across the range of 

sites. Of the 10 counties in State B, policymakers indicated that 7 are currently still 

implementing SafeCare services. In places where SafeCare is in the sustainment phase and 

leadership sup- port among policymakers appears to be in place, our other published 

research provides evidence of positive outcome associated with both the outer context (e.g., 

service system level) and the inner context (e.g., organizational and client level). At the 

organizational level, for example, SafeCare implementation has resulted in higher home 

visitor workforce retention and reduced burnout, in addition to reduced client recidivism and 

high client ratings of satisfaction and service quality (Chaffin et al., 2012; Chaffin, Hecht et 

al., 2012; Damashek, Bard, & Hecht, 2012). Additionally, despite policymaker concerns 

regarding the perceived cultural relevance of Safe- Care services, research increasingly 

supports the effectiveness of SafeCare across ethnic groups, including some American 

Indian and Latino populations. Clients themselves have rated SafeCare as more culturally 

sensitive than other child welfare programs, and reduced recidivism is in evidence (Chaffin 

et al., 2012; Chaffin, Bard, et al., 2012; Finno-Velasquez, Fettes, Aarons, & Hurlburt, 2014).

The actions of policymakers in the outer context appeared to exert a strong influence on 

inner-context factors throughout the four phases of the EPIS model. In the exploration and 

preparation phases, policymakers in systems with reportedly vibrant SafeCare programs 

claimed to have forged a foundation for intervention adoption, implementation, and 
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sustainment through networking and by allowing themselves to be identified locally as 

intervention champions. These policymakers asserted that it was essential to have 

champions in place at the state and county levels to build “buy in” for EBPs in public sector 

systems. Champions not only focused on influencing opinions about EBPs in state and 

county governments, but their support was also evident to and appreciated by those situated 

at the front lines of service delivery. Policymakers had to remain in the role of champion in 

order to institutionalize SafeCare during these later phases and plan ahead for transitions 

when stepping down from their positions. Policymakers also advocated for explicit reference 

to SafeCare in 5-year SIPs to safeguard its ongoing use.

All policymakers emphasized proactive planning to ensure successful implementation, even 

if they themselves lagged behind in this regard. For instance, planning for basic referral 

processes during the preparation and implementation phases needed consideration of 

strategies that targeted “service brokers,” such as social workers who generated referrals for 

Safe- Care clients but were inundated by competing demands. Planning also needed to 

concentrate on ensuring the availability of necessary training, coaching, and supervision 

expertise over the long haul. In addition, proactive planning was essential to ensuring that 

the RFPs and contracts that the policy- makers developed contained language regarding 

appropriate implementation.

Policymakers in systems with stable SafeCare funding said that they had major roles to play 

in ensuring that resources were in place to support implementation. They warned against 

allowing funding opportunism to drive the decision to adopt an EBP, such as SafeCare. 

Rather, a broader vision for what the intervention is able to accomplish, if sufficiently 

resourced, should drive the decision. They described the cultivation of a culture that valued 

“evidence,” “data,” and “outcomes” as a precursor to successful implementation, rather than 

funding per se. In contemplating the costs and benefits associated with its delivery (cf. Lee, 

2013), policymakers consistently argued that if another EBP with a stronger evidence base 

and enhanced outcomes was available, then SafeCare might be replaced. To bolster 

possibilities for positive outcomes, some policymakers supported partnerships with 

researchers to craft SafeCare adaptations, augmentations, and expansions. Based on our 

analysis, a strong commitment to data concerns and outcomes among policymakers 

portended favorably for SafeCare in these particular systems. In short, policymakers in the 

sustaining systems appeared to recognize that EBP implementation does not involve the 

fixed adoption of a static model but rather entails a process in which data on outcomes can 

guide practice, innovation, and improvement well into the future.

Policymakers identified the ability to integrate funds and partner with collaborators as keys 

to success. The quest for funding and resources did not end during the exploration and 

preparation phases but rather continued throughout all four EPIS phases. Most policymakers 

expressed concern over changes at the federal level that might diminish resources for 

SafeCare sustainment. Systems in which policymakers evinced a laissez faire funding 

approach were typically dependent upon academic partners to secure the monies to 

implement and evaluate SafeCare. This type of nonleadership may be ineffective in regard 

to management and organizational functioning (Bass & Avolio, 1994). Because of grant 
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dependence, funding was typi- cally of 3 to 5 years’ duration and unable to support EBP 

sustainment over the long term.

Despite the time, resources, and efforts expended to scale-up an EBP, policymakers 

questioned the stability of SafeCare or any intervention if a system is subject to major outer-

context changes. New legislation or shifts in gubernatorial administrations could lead to 

sweeping changes in human services departments with leadership at the highest levels 

possessing minimal knowledge of the implications of newly formulated laws or policies on 

services, providers, and clients. Policymakers at the state versus the autonomous county 

levels reportedly had less opportunity to directly shape implementation and sustainment of 

an EBP, or any program they valued, when such outer- context transitions in administration 

took place. Changes in administration could also compromise established processes for 

SafeCare delivery and relationships with academic partners, as when State A adopted its 

new approach to contracting.

Policymakers expressed some concern regarding the fit or relevance of SafeCare in some 

service systems. Often stake- holders ask whether a particular EBP will “work here” and 

request data to support EBP outcomes in their setting. This is a concern because service 

systems are accountable for the ser- vices provided, and policymakers must offer evidence 

of impact to local boards or legislatures. We advocate use of comprehensive conceptual 

models, such as the EPIS framework, to guide stakeholder assessments of existing research 

pertinent to particular EBPs and to assess both fit and potential for effectiveness. 

Policymakers in this study suggest that academic partners have a role to play in offering 

technical assistance for this assessment process.

A growing body of research evidence also suggests that interventions proven in a “typical” 

service system are likely to be effective in similar systems (Thomas & Zimmer- Gembeck, 

2007) and to have some generalizability across set- tings or populations (McCabe, Yeh, 

Garland, Lau, & Chavez, 2005) if appropriate adaptations occur (e.g., cultural tailoring of 

materials and language translation). This research supports the notion that, if an intervention 

can be delivered with quality, expected outcomes will then follow. However, consistent with 

recommendations for continuous feedback to monitor and sup- port adaptation to ensure fit 

(Aarons et al., 2012), it is critical for systems to adopt continuous evaluation and data 

monitoring plans so that important processes and outcomes (e.g., safety, permanency, and 

wellbeing) can be tracked. Such an approach could facilitate academic collaborations to 

integrate administrative data into future research designs (Israel, Schulz, Parker, & Becker, 

1998). Although small pilot studies could be con- ducted in new settings to determine the 

direction of effects and if an EBP holds promise in that setting, there is debate as to the 

assumptions and conclusions that can be drawn from such studies (Leon, Davis, & Kraemer, 

2011). A more strategic and pragmatic approach may be to have a combined focus on 

implementation and effectiveness during scale-up (Curran, Bauer, Mittman, Pyne, & Stetler, 

2012) so that service system stakeholders and researchers can assess both implementation 

process and system- and client-level outcomes in tandem and then initiate mid-course 

corrections and adaptations when needed.
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Limitations

This work occurred in two states experienced with SafeCare, which constrains 

generalizability. We also did not interview the highest level of policymakers with influence 

over child welfare systems, such as cabinet secretaries, state agency directors, legislators, or 

governors. We instead interviewed a diversity of policymakers playing key roles in the two 

most dominant outer-context environments, namely state- and county-run systems. This 

adds to our ability to document similarities and differences in system-level strategies 

affecting delivery of the same EBP. We also interviewed policymakers in systems with 

long-term sustainment, partial sustainment, and failed sustainment and still achieved 

relatively high levels of saturation, or consistency of data, with regard to the findings 

presented here. Importantly, we only interviewed policymakers acknowledged by others for 

their role in SafeCare implementation, hence the sample was likely more supportive than 

others may have been. Nevertheless, the policymakers were generally forthcoming in their 

characterizations of what did and did not go well in terms of implementation. Although 

some relied on recall for retrospective accounts of these processes, their accounts were 

corroborated with qualitative and quantitative data collected for two larger studies (Aarons 

et al., 2009; Hurlburt et al., 2014). We examine the perspectives of policy- makers, a 

population whose views are often absent from research related to EBP delivery, while other 

articles by our research team delve into the perceptions of other key stake- holders (e.g., 

home visitors, coaches, and CBO directors) involved in SafeCare implementation (Aarons & 

Palinkas, 2007; Palinkas et al., 2009; Palinkas & Aarons, 2009). Findings from this research 

pertaining to strong leadership, proactive planning that considers implementation into the 

future, and the utility of data, well-specified RFPs, and contracts may enhance EBP 

sustainment elsewhere and would benefit from additional investigation in different public 

service systems.

Other research suggests that communication is vital to implementation and sustainment of 

EBPs in the outer and inner contexts (Aarons et al., 2014; Hurlburt et al., 2014). However, it 

is notable that the topic of “communication” did not present as a major theme in 

policymakers’ discussions of EBP sustainment except in one system, although it had 

emerged as a pro- minent theme in discussions with inner-context stakeholders involved in 

SafeCare implementation (Aarons & Palinkas, 2007). In our research, those positioned in 

mid-management in CBOs and at the front line repeatedly called attention to how problems 

of communication at the top of system hierarchies affect EBP delivery. Although the 

absence of such discussions could be an artifact of how we structured our semistructured 

interview questions, we suspect that having positions as high- level administrators enables 

policymakers to become accustomed to setting rules, creating contracts, and having their 

directives followed and less dependent on reciprocal communication. Future studies will 

examine how these challenges sur- face and are addressed by policymakers in the outer 

context.

Conclusion

Much implementation research centers on the mechanics of implementing an EBP in a 

particular organizational setting, rather than larger service delivery systems. Future studies 

should examine the development of strategies to promote congruence of leadership, mission, 
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and vision across the outer and inner context of service systems throughout the 

implementation process. For example, borrowing from organization and management 

approaches, there are strategies that leaders can use to develop congruence within and across 

systems and organizations to support EBP implementation and sustainment (Aarons, 

Ehrhart, Farahnak, & Sklar, 2014). Developing strong implementation leadership at all 

levels, including policy, can be a first step in developing a strategic climate for 

implementation (Aarons, Ehrhart, & Farahnak, 2014). As suggested by the policymakers in 

this study, the next steps would entail leaders working to develop structures and processes to 

support the perceived value of EBPs and a positive and strategic implementation climate 

(Schein, 2010). This can be combined with improving overall climates to maximize the 

impact of strategic leader and organizational improvement approaches to support EBPs 

(Ehrhart, Schneider, & Macey, 2014). Other promising approaches focus on interagency 

collaborations that can facilitate the instantiation of EBPs in service systems and 

organizations and the linking of systems and organizations with academic researchers 

(Hurlburt et al., 2014; Rycroft-Malone et al., 2011). As indicated in this study, policymakers 

may be poised to incentivize such collaboration through both RFP and contracting 

processes. Such strategies could promote more efficient and effective uptake, 

implementation, and sustainment of EBPs to improve outcomes and reduce suffering among 

children and families.
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Figure 1. 
The EPIS Framework

Note: Adapted from Aarons, Hurlburt, & Horwitz, 2011. This figure depicts some examples 

of factors in the outer and inner contexts to be considered in each phase of the EPIS 

framework
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