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Abstract
Aims: Social practitioners require evidence-based knowledge as a guide to the development of social policies and practices. This article aims to identify: (1) knowledge domains needed for the development and use of evidence-based knowledge in social practice; (2) promising research methods for such knowledge development; (3) a framework for linking evidence-based practice, systematic reviews, and practice guidelines, as well as standards for systematic reviews and guidelines; (4) issues influencing use of evidence-based knowledge in social practice. Methods: This analysis is based on examination of conceptualizations of social practice in a transdisciplinary, evidence-based practice context. Also examined are recent national level reports pertaining to comparative effectiveness research. Results: This review identifies key knowledge domains pertinent to a transdisciplinary, systems conceptualization of evidence-base practice and promising comparative effectiveness research methods pertaining to those domains. An integrative conceptualization of evidence-based practice is proposed including linkages to systematic reviews and practice guidelines. Conclusions: The development of evidence-based knowledge for social practice can benefit from the use of comparative effectiveness research strategies using a range of research methods tailored to specific questions and resource requirements, and which examine effectiveness and cost-effectiveness. An integrating conceptualization of evidence-based practice that includes a linked process including planned and targeted systematic reviews and guideline development for decision-making is needed to facilitate knowledge development and use. Evidence-based research regarding social intervention outcomes can benefit by using conceptual models that view intervention effects as contingent on sets of interacting domains including environmental, organizational, intervener, client-system, technology, and technique variables.
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Introduction
Social practitioners require, and are increasingly seeking, evidence-based knowledge as a guide to development of social policies and practices. This increased attention has been fueled by a remarkable growth in evidence-based knowledge as well as ease of access made possible by the development of internet based clearinghouses and other information sources.[1] In this article I examine various aspects of evidence-based knowledge in the context of social practice. I include in social practice social work and social welfare interventions, and when I refer to social work practice I mean to include social policy practice as well as direct practice with individuals, families, groups, communities and organizations. Social work encompasses all of these levels and types of interventions.

I will comment on four interrelated aspects of evidence-based knowledge development and use. First, I propose a way of conceptualizing knowledge domains required for a holistic and realistic view of social work practice. Second, building on this conceptualization of evidence-based knowledge domains, I comment on research methods needed for the development of evidence-based knowledge. Third, I propose a framework for linking evidence-based practice, systematic reviews, and practice guidelines, as well as comment on emerging standards for systematic reviews and guidelines. Lastly, I comment on issues which I think influence adoption and implementation of evidence-based knowledge in social work practice.

Knowledge domains
Social systems view of organization-based practice
I conceptualize social work intervention as a complex system, typically embodied as organization-based programs, often with services provided by a team of staff rather than a single social worker as shown in Figure 1.[2]


Figure 1. Variable domains affecting practice outcomes.
I suggest that outcomes or effects of such programs can be influenced by sets of:

environmental variables impacting the organization and its programs (e.g. resources available) as well as environmental variables impacting potential clients (e.g. environmental opportunities, access to resources);

organizational variables (e.g. organizational climate, agency size);

intervener variables (e.g. level of training, personal attributes, relationship skills, intervention team cohesion);

technologies and techniques available and used (e.g. assertive community treatment as a technology; outreach, psycho-education, cognitive-behavioral techniques);

intervention focus variables (e.g. prevention of hospitalization, substance use, domestic violence);

client system variables where in social work the client system can be an individual, family, group, community or combination (e.g. motivation, capacity, preferences, values, personal characteristics);

interactions among these variables (e.g. client’s experience of the intervener's empathy; alliance between intervener and client system ; matching of intervener and client personal characteristics as well as fit with various technologies and techniques).

Evidence-based knowledge for social work practice is needed in each of these sets of domains.

This conceptualization could also be represented using a Venn diagram visualizing total variance in outcomes explained by each of these sets of domains as shown in Figure 2. How big should each oval be? How much overlap should there be and among which domains? Empirical research is needed to answer these questions.


Figure 2. Variable domains explaining practice outcomes.
Trans-disciplinary conceptualization of evidence-based practice
Building on this social systems view of social work practice I next describe an evolving view of evidence-based practice (EBP) which further specifies the type of evidence needed for a fully developed evidence-based knowledge framework. The most well established and familiar EBP model is the one developed in medicine by David Sackett and associates.[3] Indeed, in the past decade, all of the major health professions have endorsed EBP based on this model, including medicine, nursing, public health, social work, and psychology, among others.[4-8] This suggests that EBP holds potential to serve as a shared conceptual framework as the social professions progress towards the likely inter-professional, team-based, practice of the future.  
However, even though the different health professions share an overall commitment to EBP, they apply different conceptual models which can contribute to miscommunication and confusion.
To address these concerns, in 2007 an interdisciplinary group of scholars from the disciplines of medicine, nursing, psychology, social work, and public health came together at Northwestern University in Chicago to form the Council on Evidence-Based Behavioral Practice supported by the U.S. National Institutes of Health. I serve as the social work representative on the Council. The Council worked for five years to develop a common trans-disciplinary conceptualization of EBP drawing on the strengths of thinking about EBP in each of the represented disciplines; and, to address criticisms of prevalent models such as: evidence is too narrowly defined; the role and value of practitioners and their expertise are unclear; resources and contextual factors are ignored or underappreciated; and not enough attention is paid to client preferences.
Figure 3 shows the Council’s working transdisciplinary model as published in the referenced Milbank Quarterly article, ‘Figure 5. Our Revised EBP Model”.[9p. 382]

Figure 3. Transdisciplinary conceptualization of evidence-based practice. ‘Our Revised EBP Model’. [9p. 382]
Source: reproduced with permission from Milbank Memorial Fund, 2013,[9] , Satterfield, et al (2009). © 2009 The Milbank Memorial Fund (co-author).
As shown in Figure 3 EBP is viewed as a collaborative decision-making process in which practitioners and clients together make choices among alternatives about interventions. With decision-making at the center, consideration is given to the best available research evidence about benefits, harms and costs of alternative interventions; client (population) characteristics, needs, state, preferences and values taken together; resources required and available including practitioner expertise and experience as well as team and organizational resources; and, relevant environmental and organizational variables.
This conceptualization is more complex than the framework originally proposed in evidence-based medicine with its added emphasis on shared decision-making as well as the importance of environmental and organizational variables that need to be included in such decision-making. Accordingly, the transdisciplinary model identifies a more complex and expansive view of relevant knowledge domains and interactions.[10]
As conceptualized in most current formulations of EBP in the health disciplines, in trans-disciplinary EBP decision-making is seen as a five-step process as shown in Figure 4.
[image: ]
Figure 4. ‘Five steps of evidence-based practice’. [11]
Source: reproduced with permission from EBBP.org. ‘Five steps of evidence-based practice’. 2013. http://www.ebbp.org/steps.html. (accessed 5 June, 2013.
Following assessment of the client system (e.g. individual, group, community, population), questions are formulated which specify and ask about alternative intervention options of importance to the client system; evidence is sought and acquired to address these questions; the resulting evidence is appraised for relevance, strength, and quality; through a collaborative process choices are made and interventions are undertaken; outcomes are monitored and analyzed with appropriate adjustments made based on the results.
Because the transdisciplinary EBP model was developed with the needs and contexts of all of the health professions represented on the Council in mind, this conceptualization of EBP can serve as a unifying framework for professionals across the social disciplines as well as serve as a guide to identify domains of knowledge needed for EBP.

An integrated conceptualization of the evidence-based practice process and evidence-based practices
There is much confusion about the distinctions among what are called evidence-based/ research-tested effective practices and the evidence-based practice decision-making process just described. The relationship between these two meanings of evidence-based practice is shown in ‘Informed Decision-Making’ reproduced from a report of the Institute for the Advancement of Social Work Research as shown in Figure 4. [12p. 11]
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Figure 5. Integrated Conceptualization of Evidence-based Practice Process and Evidence-based Practices as ‘Informed Decision-Making. [12p. 11]
Source: reproduced with permission from Institute for the Advancement of Social Work Research, 2013, [12], Institute for the Advancement of Social Work Research (2007).
As shown, using the five-step process described above the evidence-based practice process (left side of Figure 5) is used to make informed decisions about the selection of alternative evidence-based effective practices (right side of Figure 5). Thus, these two forms of evidence-based practice are both essential and complimentary.
What counts as evidence across disciplines?
The EBBP.org Council found important differences about what counts as evidence among the disciplines represented in the Council.[9]
Psychology has specified criteria for “evidence-based, research tested” practices as specified in Figure 5. Typically in psychology these are called “empirically supported treatments”. Psychology has been most successful in disseminating these treatments into training programs.[13-15]
Also, psychology, as well as social work, have highlighted the importance of client characteristics as potential moderators of outcome.
Nursing, social work and psychology have not only raised the importance of client system characteristics, but also client system preferences as factors influencing final decisions regarding care.
Public health has addressed the mostly ignored issue of how resource availability impacts decision making, especially in a community intervention context.[6]
Social work also made important adaptations to EBM that elevate attention to institutional and environmental contextual factors.[16]
All reiterated that many different practice questions are important and that the best study type, design and method depend upon the question asked and the context. 
Evidence-based knowledge research methods
I now turn to the question of how research information of relevance to this systems, trans-disciplinary view of practice can be acquired. Especially important now are questions of comparative effectiveness and related research strategies that make use of a variety of study types, designs and methods.
Comparative effectiveness research as a promising strategy
In the United States comparative effectiveness research (CER) has taken on new importance since  passage of  American Recovery & Reinvestment Act of 2009 & the Patient Protection & Affordable Care Act of 2010 [PPACA).[17-19] 
In the introductory editorial to a special JAMA issue on CER Golub & Fontanarosa provide a succinct description of the recent invigoration of CER in the United States:
Although the basic concept of comparing available therapies certainly is not new, until recently only a small fraction of US health-related expenditures had been devoted to CER. However, CER achieved prominence when the American Recovery & Reinvestment Act of 2009 allocated $1.1 billion to CER --- Other developments, such as  creation of the Patient-Centered Outcomes Research Institute (PCORI) as part of the Patient Protection and Affordable Care Act of 2010, also have contributed to highlighting the importance of patient involvement in clinical research and in the generation of evidence, thereby bringing CER to the forefront of health policy discussions [1643-1644].[20]
Notably, the American Psychological Association in its official statement recognizing the effectiveness of psychotherapy concludes that statement with a call for continued and further research on the comparative effectiveness and efficacy of psychotherapy.[21] 
Similarly, the U.S. National Association of Social Workers through its Social Work Policy Institute has been working to bring CER into social work research.[22]
The U.S. Institute of Medicine has published reports from two committees proposing standards for CER systematic reviews (SR’s) and practice guidelines (PG’s), respectively, which I return to below.
Clearly, with this recent flurry of activity and funding CER has captured the attention of practitioners, researchers, the public, policy makers, funding agencies and payers.
The hope is that CER will provide information to help policy makers and practitioners make evidence-based decisions; that CER will provide a mechanism for incorporating service users’ preferences & perspectives; and, that it will contribute to improved care quality while controlling costs. Indeed some have referred to CER as ‘evidence-based-medicine, version 2’.
While strongest impetus for CER in the United States has come from the health sector, human service professions in other sectors have turned attention to CER since passage of the Patient Protection and Affordable Care Act of 2009.[22]
Defining CER. CER has been defined with slight variations by the U.S. Federal Coordinating Council for Comparative Effectiveness Research; U.S. Institute of Medicine; and, the U.S. Agency for Health Care Research and Quality.[23-26] My composite of these definitions is described next.
CER includes both the conduct of individual primary CER research studies as well as the synthesis of such studies through the use of CER systematic reviews.
CER can be defined as research comparing the effect, including benefits and harms, of different intervention strategy options, to prevent, diagnose, treat and monitor conditions and improve care delivery in real-world settings. The purpose is to assist consumers, providers, purchasers, and policy makers to make informed decisions intended to improve care at either individual or population levels. CER is to be client-centered. CER can include cost-effectiveness questions. CER is to be designed with an eye to conducting studies and reviews in a timely and relevant fashion, disseminating results in quickly usable form for decision-making by providers, clients, policymakers, and payers.
CER designs, types and methods. There is broad recognition that traditional research methods are not well suited for CER without adaption to CER design requirements.[27]
The Brookings Institute hosted a CER forum to consider strategies to improve CER research methods and data infrastructure. In his paper prepared for that forum Sean Tunis noted that: ‘CER will require new research methods for reaching conclusions about the benefits, risks, and costs of actual medical practices, and a much better data infrastructure to provide the foundation for this evidence’. [p 180-184].[28]
The Brookings paper outlines five major categories of research methods that can contribute to comparative effectiveness research as listed below:
systematic reviews of existing CER studies;
decision modeling with or without cost information;
retrospective analysis of existing practice and administrative data sets including natural experiments;
prospective observational studies including use of registries, which observe patterns of care and outcomes;
experimental studies especially pragmatic and adaptive-Bayesian, controlled trials. 
Especially noteworthy methods are those relying on the analysis of large data sets collected now through a variety of sources from search engines such as Google to governmental agencies. The identification and analysis of patterns linking variables to outcomes with very large numbers is promising. Also of note, is the recommendation that pragmatic and adaptive designs oftentimes using Bayesian methods be considered for CER.
While a wide range of designs and methods are available for use in CER, as noted in the Brookings Institute report as well as in a report by Velengtas, Mohr, and Messner, work is needed linking study designs and methods to various contextualized CER questions.[27] Velengtas, Mohr, and Messner describe a list of potentially useful CER types and methods with comments on each regarding recommended uses, potential issues, strengths and limitations as shown in their ‘Figure 5. Experimental and nonexperimental study types and methods’. [27p. 3] The recommended research strategies are typical of what is now recommended in the CER literature. This figure is reproduced below as Figure 6. 
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Figure 6. CER study types and methods.
Source: reproduced with permission from National Pharmaceutical Council, 2012, [27], Velengtas, Mohr & Messner (2012).
The recommended types, designs and methods overlap with the Brookings Institute recommendations. Both experimental (randomized) and non-experimental (observational) approaches are recommended for consideration as appropriate. Note that traditional placebo controlled, double blinded randomized clinical trials (RCTs), which typically are used when possible in efficacy trials, are not included for CER. Rather, among experimental study types pragmatic controlled trials (PCTs) are listed as are cluster randomized trials, crossover studies, delayed start studies, and N of 1 controlled trials. Non-experimental, observational study types recommended for consideration are cohort and case-control studies.
The bottom half of the figure lists design and analytic methods which can be considered for CER applications. Under experimental approaches adaptive designs and Bayesian methods are recommended; under non-experimental approaches new-user designs, restriction, instrumental variable methods, subgroup analysis, propensity scores, sensitivity analyses, and the use of external information are recommended to control for confounders.
While the use of observational research methods using statistical controls holds promise, the complexity of the statistical methods which are needed to control for bias and possible confounders can present challenges to the unsophisticated (typical) user of such studies. Five examples of comparative effectiveness research investigations using observational research methods are included in a recent theme issue of JAMA, highlighting both the potential of CER using observational studies as well as the complexity of the analytic methods employed, such as instrumental variable and propensity score analyses.[29]
Another recommended research strategy is the use of pragmatic controlled trials that rely on existing high quality administrative data, thus reducing costs and time involved in collection of new data.  In such studies, following random assignment to conditions, existing high quality administrative data is used, rather than collecting new, study specific data on subject characteristics and outcomes. The Coalition for Evidence-Based Policy suggests that such a strategy increases the ability of social policy researchers to conduct RCTs at low cost and thus increase the influence of high quality evidence on performance-based government.  The Coalition suggests that costs are reduced by measuring study outcomes with administrative data already collected for other purposes (e.g. student test scores, criminal arrests, and health care expenditures). These developments make it possible now, more than ever before, for policy officials to use scientific evidence about “what works” to increase government effectiveness.[30] 
This review of promising research types, designs, and methods suggests that there is now a wide range of promising experimental and observational strategies available to researchers engaged in evidence-based knowledge development. Nevertheless, currently there is a need for new methods and for the adaptation of existing methods to the challenges of emerging strategies, such as CER.
Integrative conceptualization of evidence-based practice
I want to turn next to describe an integrated view of evidence-based practice. I think that we should broaden our view of evidence-based practice to include all six activities shown in Figure 7.
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Figure 7. Integrated conceptualization of the evidence-based process cycle.
 As shown in the left rectangle, formulation of important questions should drive the EBP process. The questions should be prioritized and stated in the widely used PICO-TS format. The PICO-TS format is a handy way to frame questions specifying the population, intervention, comparator, outcomes, timing, and study design or setting. With specific questions in mind, individual research studies should be located, or, where too few such studies exist, studies should be commissioned to address the knowledge gap. As shown in the third rectangle, the best evidence should be synthesized and made available to guideline developers so as to link the best evidence with other considerations needed for decision-making at the practice level as shown in the fourth rectangle. Finally, to complete the process provision should be made for assessing application of the guidelines in practice with the results fed back into the cycle of formulation of new or revised PICO-TS questions.
Contrast this view with how the business of knowledge development, dissemination, and decision-making is typically done. Generally, research studies are conducted without reference to broad policy or practice questions. Often, researchers conduct studies driven by theoretical interests or because of the availability of funding. Similarly, systematic reviews are conducted in an attempt to locate and synthesize these study fragments. These reviews are typically published in hopes that somebody will find them useful, but not conducted for, nor reported to guideline development groups. Similarly, guideline developers typically are left to search anew for relevant systematic reviews with their results published in clearinghouses with the hope that some policy-makers, funders, or invisible practitioners will find them useful. I am sure there are exceptions to this fragmented process (e.g., NICE), but such fragmented approaches to knowledge development are highly inefficient. How much better if these activities could be linked in the knowledge development and use business.
Of course, this process would need to be guided by a national or regional agency or other such umbrella organization since such an integrated process would require an overview of macro needs, some control of resources, and, an ability to bring together stakeholders, which is an idea that may sound too centralized to some, but stakeholder representation could mitigate such concerns. The process followed in development of the 2013 American College of Cardiology/American Heart Association Guideline on the Assessment of Cardiovascular Risk approximates this process demonstrating that such a process is feasible.[31]
CER systematic review and guideline standards
Thus far I have proposed a set of knowledge domains about which evidence-based practice knowledge is needed, and I have described a range of relevant research strategies that can be used to develop such knowledge. I have proposed that the results of such research needs to be synthesized through systematic reviews (SRs) which, in turn, should be used by guideline developers to form policy and practice recommendations. Key to evidence-based knowledge use by policy-makers, practitioners, service users, and other stakeholders is the availability of high quality systematic reviews and trustworthy guidelines which I comment on next.
There are a large number of groups currently conducting and distributing systematic reviews and practice guidelines. However, there are no universally accepted standards guiding these processes and products. This results in considerable variation in quality and trustworthiness. Tools for assessing and reporting systematic reviews and practice guidelines such as PRISMA and AGREE II have been available for some time but these tools are not designed to provide guidelines for those developing systematic reviews and guidelines.[32, 33]
In an effort to strengthen and standardize the process for developing systematic reviews and linking these into the process of guideline development, in 2008 the U.S. Congress mandated two studies to recommend standards for CER systematic reviews (SRs) and clinical practice guidelines (CPGs). The U.S. Institute of Medicine established two committees to undertake these studies: the Committee on Standards for Systematic Reviews of Comparative Effectiveness Research; and, the Committee on Standards for Developing Trustworthy Clinical Practice Guidelines. These committees have published reports detailing standards.[34, 35]
CER systematic review standards
The IOM CER SR committee developed its standards and elements of performance based on available research evidence and expert guidance from the U.S. Agency for Healthcare Research and Quality (AHRQ) Effective Health Care Program; the Centre for Reviews and Dissemination (CRD) at the University of York, U.K.; the international Cochrane Collaboration; the Grading of Recommendations Assessment, Development, Evaluation (GRADE) Working Group2; and the Preferred Reporting Items for Systematic Reviews and Meta-Analyses group (PRISMA).
The committee recommends 21 CER-SR standards with 82 elements of performance. Standards are proposed for each of the five systematic review phases: (1) formulation of a topic, building a review team, and establishing a protocol (establish expert & experienced team; manage bias and conflict of interest; ensure user and stakeholder input; formulate topic with explicit rationale; develop peer reviewed, public protocol; amend as needed); (2) finding and assessing studies (conduct a comprehensive systematic search; address biased reporting as needed; screen & select studies; document search procedure; manage data collection; critically appraise studies); (3) synthesizing data (use pre-specified methods; including qualitative synthesis describing studies included; use meta-analysis as indicated to address heterogeneity and sensitivity including estimates of statistical uncertainty); (4) preparing report (use a structured format; include documentation of the process and response to input; make report public).[34]
These standards and the accompanying elements of performance, if widely adopted, could go a long way in assuring the dissemination of high quality systematic reviews.
Guideline standards
A number of groups, such as the Institute of Medicine, World Health Organization, National Institute for Health and Clinical Excellence, Scottish Intercollegiate Guidelines Network, National Health and Medical Research Council, AGREE Research Trust, and others, have proposed standards for guideline developers. Building on these prior efforts the IOM Committee on Standards for Developing Trustworthy Clinical Practice Guidelines has proposed eight guidelines as follows: (1) guidelines should be informed by systematic reviews (following the standards recommended by the Committee on Standards for Systematic Reviews of Comparative Effectiveness Research); (2) guidelines should be developed by a knowledgeable, multidisciplinary panel of experts including representatives from key affected groups, with participants trained in critical assessment skills; (3) formulation of guidelines should specify subgroups of populations affected as well as their preferences; (4) guideline development should be based on explicit, transparent processes designed to minimize distortions, biases, and conflict of interests; (5) guideline reports should include logic models specifying how interventions are thought to work; (6) guideline reports should describe the quality of evidence considered and specify the strength of guideline recommendations; (7) draft guidelines should be subject to external review by affected stakeholders; and, (8) guidelines should be revised periodically as new evidence becomes available.[35]
Notably the IOM committee proposes a new definition of practice guidelines which specifies that they are recommendations for optimizing care and should be informed by systematic reviews, specify assessment of both benefits and harms, and assess alternate care options. The explicit provision that guidelines be informed by systematic reviews has been missing in prior definitions and is an important addition. 
The committee recommends that there be a public–private mechanism established to examine procedures used by groups developing PGs, and certify or report compliance with these standards. Further, the committee recommends that guideline clearinghouses provide assessment of the extent to which guidelines listed adhere to these standards. If adopted, these recommendations would add considerably to the transparency of guideline development.
A similar set of 11 guideline standards was subsequently published by the Guidelines International Network (G-I-N). [36] The G-I-N standards further specify that a guideline expiration date should be set, and that there should be disclosure of financial interests for both SRs used and development of the guideline.
These two sets of standards, combined, provide a comprehensive framework for organizations and groups engaged in guideline development.
GRADE
I have proposed that the conduct of systematic reviews and the development of practice guidelines should be integrated rather than undertaken in isolation from one another, as is largely now the case. The GRADE Working Group has recently proposed a framework for such integration.
GRADE is known for its international work in the area of grading research evidence. The GRADE framework is one of the most comprehensive systematic approaches for grading evidence.[37] The GRADE framework for evaluating evidence has been adopted by many national and international organizations including the Cochrane Collaboration, WHO, and NICE.
Recently, the GRADE Working Group has proposed a framework for use by organizations to integrate the grading of evidence with formulation of recommendations in guidelines.[38] The proposed framework incorporates many of the recommendations proposed by the IOM committee and the Guidelines International Network report. The GRADE Working Group’s proposed approach is depicted in Figure 8 which shows a process beginning with formulation of a PICO question through specification of recommendations.
[image: ]
Figure 8. Integrating GRADE with guidelines.
Source: reproduced with permission from GRADE Working Group, 2013, [38], GRADE Working Group (2013). Reproduced with permission of Holger Schünemann on behalf of the GRADE working group, email May 8, 2013.
As shown in Figure 8 the process begins with a well formed PICO question and “indirectness” of evidence is assessed against the originating PICO question. The PICO question specifies the population of interest, the intervention of interest, the comparison intervention, and the critical and important outcomes of interest, and may also specify time and setting.
All critical outcomes are included in the assessment even if little or no evidence from good quality studies is available.
Summary of findings tables are prepared for each important outcome across studies.
Quality of evidence is graded taking into account five threats to bias which may lower the quality of randomized controlled trials, and three ways in which observational studies can have quality strengthened. The overall grade is based on the lowest quality score for the set of critical outcomes.
Following establishment of an expert, stakeholder panel, recommendations are made “for or against” an intervention with these recommendations rated as “strong or conditional” after taking into account evidence quality, balance of harms and benefits, values and preferences, and resources. This approach fits nicely with the transdisciplinary EBP model since it addresses all of the dimensions represented in that model’s information requirements including resources, preferences, organizational and environmental considerations all considered in a decision-making process.
Summary and transition
By way of summary, I have identified domains needed for evidence-based-practice knowledge development. I have specified promising research strategies for the development of this knowledge. I have proposed a phased conceptualization of evidence-based practice incorporating systematic reviews and guideline development. I have described standards for the conduct of transparent, high quality systematic reviews and trustworthy guidelines. Finally, using the GRADE approach I have suggested how the grading of evidence and guideline development could be integrated in a decision-making process. For the most part what I have discussed are conceptual and methodological considerations that can further the development of evidence-based knowledge for social practice.
Beyond these conceptual and methodological considerations, there are a number of controversial issues that, if not resolved, can impede the development of evidence-based-knowledge in social practice. In conclusion I examine several of these issues.
Evidence-based practice controversies and issues
Question can be raised as to whether there is controversy or consensus regarding evidence-based knowledge and practice. Clearly, there are a number of well-known controversial issues raised by critics as well as supporters of evidence-based practice. Mullen, Shlonsky, Bledsoe, & Bellamy have reviewed the more common issues which are listed in Figure 9.[39]

Figure 9. EBP controversial areas.
I will not review all of these controversies here but refer those interested to the Mullen, et al. reference.[39] I comment briefly on the ‘efficacy versus effectiveness’ controversy; and then, on the related ‘common factors’ controversy.
Efficacy versus effectiveness controversy
The ‘efficacy versus effectiveness’ controversy revolves around the belief that most research that is conducted to examine the effects or outcomes of social practice are designed to identify causal explanations for those effects using ‘efficacy’ studies, sometimes called ‘explanatory clinical trials’ (ECTs).  In such studies internal validity is most important so methods are used to control threats to internal validity such as random assignment, limiting variation in sample characteristics, isolation of the study from external influences, and so forth.  As a consequence, findings from efficacy studies are difficult to use when wanting to generalize beyond the specific study conditions, such as when wanting to use the findings to generalize as to what the effects might be in real world policy and practice conditions. As contrasted with efficacy studies, ‘effectiveness’ studies are designed to maximize external validity so as to be useful in generalizing to real world policy and practice conditions.
The ‘efficacy versus effectiveness” controversy reflects the well-known tension in research design involving the tradeoff between controlling potential biases seen as threats to internal and external validity.
As described above, CER favors effectiveness studies, such as pragmatic controlled trials (PCTs) and observational studies with statistical controls. Nevertheless, this emphasis in CER while practical and responsive to the demands of CER, engages this controversy head-on.
Critics of EBP frequently take the position that insufficient evidence is available from effectiveness research and that evidence from efficacy studies is of little practical use to guide real world decision-making
Peter Nathan sees the efficacy versus effectiveness debate as an important issue, suggesting some consequences of failure to resolve this issue.[40] He suggests that:
‘If the efficacy/effectiveness controversy cannot be resolved, then: practices established as evidence based by efficacy studies may be discounted, and the legitimacy of the EBP movement may be questioned;
advocates for reliance on ‘‘practitioner judgment/expertise,’’ rather than on empirical data, in choosing practices may be listened to more seriously.’[40p. 246]
I do want to stress that this controversy is not about using experimental designs or RCT’s to examine outcomes but rather deals with how to examine outcomes under realistic conditions thus minimizing threats to external validity, favoring pragmatic considerations (PCTs) over explanatory considerations (ECTs) when tradeoffs are required.
Which contributes most to psychotherapy outcomes, common factors or specific methods? -are most equally effective?
EBP is based on the assumption that specific, identifiable intervention methods (e.g. technologies and techniques of intervention) have been or, at least, can be shown through research to be more or less effective than alternative methods such as through CER (or no intervention such as through use of no-intervention controls).[41, 42] This assumption has been criticized by some scholars who cite research suggesting that what explains most of the variance in social intervention outcomes are what is common to all bona fide interventions, rather than specific technologies or techniques.[43]
This controversy has been hotly debated for many years in the context of psychological interventions such as psychotherapy and behavioral therapy.[44, 45] This controversy has been renewed recently in social work especially in the context of EBP.[43, 46-49] 
A related, but somewhat distinct question pertains to the extent to which bona fide psychotherapeutic and social work interventions are equally effective.[40] Nathan also identifies these two questions as controversial, with implications if not resolved.
Nathan believes that if the continuing common factors–techniques controversy cannot be resolved:
‘programs that train practitioners may shift their training emphases from specific techniques to generic skills;
managed-care organizations may more aggressively seek the lowest-cost providers, especially those without extensive professional education and training who can nonetheless claim to have acquired the desired practitioner attributes that have been linked to positive outcomes.’[40p. 248]
Similarly, if the equivalence of outcomes controversy is not settled he suggests that:
‘the influence of practice guidelines, which depend largely on professionals’ agreeing that some interventions are more effective than others, may diminish;
programs that train professionals in psychosocial practices may decide to de-emphasize training in specific techniques in favor of training in common practitioner factors such as empathy, warmth, and unconditional positive regard.’ [40p. 249]
The usual explanation for equivalence of psychotherapy outcomes is that all bona fide psychotherapies include common factors which cause equivalent positive outcomes. The finding of equivalent outcomes is often referred to as the “dodo bird” verdict.[50] Those believing that specific technologies or techniques also contribute to positive outcomes take issue with the “dodo bird” verdict, and, may or may not attribute some portion of outcome variance as due to the influence of common factors.[42]
Because of the currency of the common factors versus specific methods controversy in social work as well as its importance for EBP, I examine that issue a bit more before concluding.
Mindful of the assertion in psychological research that all bona fide psychotherapies have approximately equal positive outcomes, Reid set out to examine the extent to which similar outcomes would be found among the broad range of social work interventions.[41] Accordingly, he conducted a review of meta-analyses which examined the outcomes of social work relevant interventions. Forty-two relevant meta-analyses were found and included in his analysis, which led him to conclude that 31 of the 41 had reported differential effects among alternative social work interventions. Accordingly, Reid concluded that ‘There proved to be little basis for extending the dodo's verdict to the range of problems and interventions of concern to social workers’.[41p. 5]
Subsequently, Reid, Kenaley, and Colvin conducted a review of comparison group studies that had examined the outcomes of social work relevant interventions using a design which contrasted two or more credible interventions (rather than using a control group contrast such as a placebo or treatment-as-usual condition).[42] Reid, Kenaley, and Colvin concluded that among comparison group studies the common factors effect diminished by departures of most social work programs from psychotherapy. Accordingly, they raised question about the extent to which common factors are influential in explaining social work intervention outcomes for other than those social work interventions using traditional psychotherapies.
Reid, Kenaley, and Colvin have made an important observation. While recognizing that oftentimes social workers do provide a form of psychotherapy, many other social work interventions are not designed as psychotherapies. Indeed it is well known that social workers provide a wide range of social interventions that are quite different from psychotherapies provided by psychologists and psychiatrists. As they note, the common factors effect may well diminish with departures of most social work programs from psychotherapy.
In a review published in the Journal of Social Work [51] and, subsequently published in expanded form by the Swedish National Board of Health and Welfare [46], Mullen and Shuluk, and Mullen, Shuluk, and Soyden echoed the Reid, Kenaley, and Colvin inference drawing attention to the need for CER to identify specific methods for specific problems.
Relatively few CER studies have been conducted examining social work interventions for specific populations, problems, or conditions. Typically, studies that have compared an active intervention with a control group are aggregated in meta-analyses with intervention type treated as a moderator variable. Findings from such meta-analyses are less convincing than would be findings from CER wherein comparisons are planned prospectively. This is the reason for stressing the importance now of CER pertaining to differential effectiveness of social work interventions.
I want to say a bit more about the common factors controversy within the context of psychotherapy drawing from accounts in psychology. Then, I conclude this topic by proposing an integrating framework for conceptualizing both common factors as well as specific methods which I think helps resolve the controversy.
An example of this integrated view in psychology, which I describe below for social work, is reflected in the report of the American Psychological Association (APA) Presidential Task Force On Evidence-based Practice. The report states:
Research has shown that the treatment method [Nathan & Gorman, 2002], the individual psychologist [Wampold, 2001], the treatment relationship [Norcross, 2002], and the patient [Bohart & Tallman, 1999] are all vital contributors to the success of psychological practice. Comprehensive evidence-based practice will consider all of these determinants and their optimal combinations. Psychological practice is a complex relational and technical enterprise that requires clinical and research attention to multiple, interacting sources of treatment effectiveness.” [52p. 275] (The referenced citations for Wampold [53]; Norcross[54]; Bohart and Tallman [55]).
The APA’s conclusions strongly endorse an inclusive approach to future research and practice concerning psychotherapy, rejecting the “dodo bird” verdict that all outcomes are equivalent and due solely to common factors, thus suggesting the importance of both common factors and specific methods.
However, while inclusive, I do want to again stress my view that social work practice, while at times using psychotherapy as a technology, is broader, including all of the domains I previously described in the systems, trans-disciplinary view of EBP. The focus of most social work practices is not limited to typical psychotherapeutic objectives (e.g. increasing an individual’s insight about their psychological state), but rather is typically focused on preventing, ameliorating, or restoring social functioning hampered by complex social problems.
Richard Barth and associates have proposed a framework for conceptualizing the role of various components of evidence-based practice in social work.[56] This framework presents a conceptualization of social work practice as composed of: policy and values directives such as derived from legal, professional and agency requirements; practice principles which are valued stances taken, not necessarily empirically based but rather value based; common factors and common elements; evidence-based practices such as manualized evidence-supported treatments; and specific practice knowledge such as derived from knowledge of a specific client’s culture. This framework makes room for common factors, common elements (specific techniques found in more than one evidence-based practice), and specific methods. Conceptualizations such as proposed by Barth, et al. which seek to accommodate multiple causes of outcomes and the complexity of social practice if used to guide future EBP research may help to resolve the common factors versus specific methods controversy in social practice. 
The controversy about common factors as the sole source of positive social work outcomes (“dodo bird” verdict) is resolved, at least at a conceptual level, with reference to the trans-disciplinary model. Why would we say that information about each of these domains is needed to make an intervention decision if each of these domains were not thought to contribute to outcomes? Indeed, we can say that outcomes are a function of variables within each of the model’s domains, rather than reducing outcomes to any one source such as common factors or a specific manualized intervention.
Summary and conclusion
I have presented a systems, trans-disciplinary conceptual framework which can serve to identify evidence-based knowledge domains; I have proposed that research which attempts to answer broad questions about whether or not social work intervention is effective should be replaced with comparative effectiveness research strategies that use a broad range of scientific research designs and methods tailored to particular question and resource requirements, and which examine effectiveness as well as cost-effectiveness questions; I have proposed an integrating conceptualization of evidence-based practice that includes a linked process of planned and targeted systematic reviews and guideline development for decision-making; and, I have commented on the need to replace debates about common factors versus specific methods with a more complex view of social work intervention outcomes, one that conceptualizes effects as contingent on  a set of interacting components including environmental, organizational, intervener, client-system, technology, and technique variables.
In the future failure to achieve intended outcomes should be viewed as system failure rather than simply technical failure or poor practitioner relationship skills. And, when good outcomes are found in social work practice, then we should be concluding that our social service systems are working for the benefit of clients.
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