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1 Introduction  

1.1 Background 

Cordis Bright was commissioned by the SSIA to undertake a review of models 
and frameworks for interventions with children and families. It is designed to help 
stakeholders working with children, young people and families understand a 
range of models and frameworks that exist that can help guide effective practice, 
management and organisational design. It also examines the effectiveness of, 
and evidence base for, a number of these models.  

The first part of the research was designed to help understand the range of 
models and frameworks that exist across the full spectrum of support. This is 
presented in the Phase 1 report which includes brief reviews of over 100 models 
which have a formative evidence base or stronger. 

This is the Phase 2 report which builds upon the findings of Phase 1 of the 
research. This report presents a ‘deep dive’ review of the following six models 
and frameworks: 

 Signs of Safety  

 Hackney Reclaiming Social Work.  

 Brief Solution Focused Therapy (SFBT) (which is a feature of Signs of Safety)  

 Multi-systemic Therapy (MST) (which is related to the systemic approach 
embedded in Hackney Reclaiming Social Work) 

 Motivational Interviewing (MI) 

 Triple P  

Signs of Safety and Reclaiming Social Work were chosen as two whole-system, 
transformative models which are being widely taken up by practitioners in the UK 
and elsewhere. It was felt that a deeper review of these models would be useful 
to assess the extent of the evidence base for their effectiveness, as well as 
identifying the mechanisms of change and transformation that these models may 
offer. 

SFBT is reviewed here because many of its core principles underpin Signs of 
Safety and an understanding of one can help to inform an understanding of the 
other. Similarly, MST was chosen as it shares a systemic approach with 
Reclaiming Social Work. Motivational Interviewing and Triple P were chosen as 
they are commonly practised approaches which are widely perceived as having 
an established evidence base. 

Together, it was believed that these six models and frameworks represent a 
broad array of approaches to working with children and families in terms of: 
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 The tier(s) at which the model operates and the level(s) of need that it is 
appropriate for 

 Target audience 

 Intended outcomes 

 Evidence base for effectiveness 

 Inputs 

1.2 Overview 

The ‘deep dive’ reviews presented in this Phase 2 report build upon Phase 1 by 
examining, where available: 

 Information regarding what the model or framework is e.g. its background, 
core principles, core practices or strategies used, target audience, intended 
outcomes etc.  

 Evidence regarding the effectiveness of the approach  

 Evidence regarding what characteristics and aspects of the model have been 
found to be most effective in leading to positive outcomes 

 Evidence regarding how best to implement the model to ensure its 
effectiveness and potential barriers that have been identified 

 Information regarding cost, value for money (VFM) and resources needed to 
implement the model or framework 

 The extent to which there are common elements across the models which 
might be central to effectiveness  

1.3 Common elements 

The reviews below show that there are some principles, components, 
approaches and/or techniques which appear to be common features across all or 
some of the frameworks reviewed in this report. For example, key common 
elements include: 

 Constructive relationship between practitioner and client: All of the 
models (except Triple P) attempt to build a collaborative relationship with 
clients based on partnership and a non-paternalistic attitude.  

 A focus on strengths: All of the models (except Motivational Interviewing) 
focus on the strengths of the family and child in assessment and planning, but 
also to varying extents, seek to balance this with the identification of risks and 
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dangers. One common rationale for focusing on strengths across the models 
is also as a source of rapport and relationship-building with families.   

 Setting goals and identifying solutions: Signs of Safety, SFBT, RSW, MST 
and Triple P all share as a key feature the importance of identifying and 
setting goals with families or clients as part of a plan for change and 
development and which can be returned to in order to monitor progress.  

 Using client-friendly language: Professionals rendering all statements in 
straight-forward rather than professionalised language that can be readily 
understood by clients is a feature of both Signs of Safety and Motivational 
Interviewing.  

 Identifying wider safety networks: Signs of Safety, SFBT and MST all share 
the common practice element of identifying wider safety networks, such as 
friends, families, teachers, neighbours etc. who do or could play a role in 
improving outcomes for children and families. 

 Systemic practice and theory: Reclaiming Social Work, MST and Triple P 
are all, to varying extents, based on systemic practice and social learning 
theory which place any issues or difficulties encountered by children and 
families in a social and relational context.  

 Reduced case-loads: Reclaiming Social Work and Multi-systemic Therapy 
both ensure that practitioners have reduced case-loads so that they are able 
to work more intensively and flexibly with families they are working with.  

 Post-qualifying training and Continuous Professional Development: 
Signs of Safety, Triple P and MST, all specify that practitioners should be 
given the opportunity of ongoing training in the model. This helps to ensure 
professional development as well as sustained fidelity to the model’s 
approach. 

 High quality and regular supervision: All of the models include some 
provision for regular and high quality supervision from practitioners who are 
more skilled or experienced in the model. The Reclaiming Social Work unit 
model incorporates this as an integral feature of the approach as child 
practitioners work alongside and in collaboration with a social worker, 
consultant social worker and clinician on each case.  

Furthermore, the evidence presented in this report highlights two key features of 
the relationship between models and frameworks for interventions with children 
and families and whole-system change: 

 First, specific interventions and their principles can be used as a source of 
whole-system change and cultural transformation in which a shared approach 
to working with families and children is embedded across an organisation. 
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 Secondly, that models and frameworks, or at least their principles, are likely to 
be most effective when used and applied in this way, i.e. across the whole 
organisation and as a source of organisational culture change.  

1.4 Approach 

A desk-based methodology was used to carry out these ‘deep dive’ reviews in 
which the most robust and up-to-date available evidence was gathered from: 

 The Early Intervention Foundation (EIF) and Californian Evidence-Based 
Clearing House (CEBC). These clearing houses review thousands of 
interventions and assess the strength of evidence for their effectiveness 
against a set of internationally recognised standards, as shown in Figure 1. 

 Systematic and meta-analytic reviews of existing studies on models and 
frameworks. These combine and synthesise existing evidence to provide an 
overall impression of the evidence base for a particular model or framework. 

 Searching Google and Google Scholar with terms such as ‘Signs of Safety’ + 
‘Evaluation’ or ‘Signs of Safety’ + ‘Randomised Controlled Trial’. 

A ‘snow-balling’ strategy was also employed whereby seemingly useful studies 
referenced in found studies were pursued and included where relevant. The 
studies which were used to inform this review can be found in the bibliography in 
Appendix One and are organised by the model or framework which they relate to. 

1.5 A note on evidence-based policy and practice 

The term ‘evidence-based policy’ is generally understood to mean policy based 
on rigorously established objective research and evidence for the effectiveness of 
particular policy approaches. An important common aspect of ‘evidence-based 
policy’ is the use of randomised controlled trials (RCTs) and quasi-experimental 
design studies (QEDs) to research the effectiveness of a particular intervention or 
policy.  

As can be seen in Figure 1, RCTs have gained the reputation (e.g. from 
organisations such as the Early Intervention Foundation) as the ‘gold standard’ 
for measuring effectiveness because they provide the best method for attributing 
causality to an intervention. In RCTs eligible participants are randomly assigned 
to either the treatment group (who receive the intervention) or the control group 
(who usually receive treatment-as-normal). If conducted well, any measurable 
differences between the outcomes in the treatment group compared to those 
among the control group can then be attributed to the intervention itself, rather 
than to any other differences between the groups. This is therefore the best way 
to ascertain if an intervention ‘works’ or not. 
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Figure 1 Summary of evidence standards and associated ratings awarded by the EIF 

EIF description of 
evidence 

Evidence base 

Established Multiple high-quality evaluations 
(RCT/QED) with consistently positive 
impact across populations and 
environments 

Initial Single high-quality evaluation (RCT/QED) 
with positive impact 

Formative Lower-quality evaluation (not RCT/QED) 
showing better outcomes for programme 
participants 

 

It should, however, be recognised that many potentially effective interventions 
have not yet been tested through an RCT and in some cases, an RCT may not 
be practical or feasible because, for example: 

 Randomisation of participants to treatment or control group may not be 
possible, ethical or preferable e.g. it may be felt that participants should be 
referred according to need rather than randomisation.  In such instances a 
QED is sometimes conducted instead. These are ‘experimental’ in that they 
compare the outcomes of the ‘treatment’ group with a ‘control’ group, however 
the participants are not randomly assigned between these groups. As such, 
differences in outcomes between groups cannot necessarily be attributed to 
the intervention or ‘treatment’. 

 Interventions are often not delivered in isolation from other approaches or 
service characteristics (e.g. a practitioner may incorporate elements of MST 
and MI in their work). Therefore treatment effects cannot be easily attributed to 
one particular intervention.  

Figure 1 shows that the Early Intervention Foundation classifies the evidence 
base for those programmes with multiple, high quality RCTs or QEDs in place as 
‘established’. Those with just one RCT or QED in place are judged to have an 
‘initial’ evidence base, whilst those with lower quality evaluations that do not meet 
the criteria of an RCT or QED are judged to have a ‘formative’ evidence base. 

In relation to applying the findings of research and evidence, Munro argues that 
due to the complexity of working with children and families in terms of both their 
problems and needs and the ways in which they can be intervened with, that: 

‘It is not simply a case of taking an intervention off the shelf and 
applying it to a child and family’. 

The Munro Review of Child Protection: Final Report, A child-centred system, p. 92 
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Therefore, Munro suggests that in the context of social work, ‘evidence-based 
practice’ is best understood in a broad sense as  

‘…drawing on the best available evidence to inform practice at all 
stages of the work and of integrating that evidence with the social 
worker’s own understanding of the child and family’s circumstances 
and their values and preferences’. 

Ibid. 

1.6 Structure of report 

This remainder of this report is structured in the following way: 

 Section 2 presents a ‘deep-dive’ review of Signs of Safety 

 Section 3 presents a ‘deep-dive’ review of Solution-Focused Brief Therapy 

 Section 4 presents a ‘deep-dive’ review of Hackney Reclaiming Social Work 

 Section 5 presents a ‘deep-dive’ review of Multi-systemic Therapy 

 Section 6 presents a ‘deep-dive’ review of Motivational Interviewing 

 Section 7 presents a ‘deep-dive’ review of Triple P 

 Section 8 presents some concluding remarks and identified common elements 
across models. 

Appendices one, two and three present the bibliography, summary of evidence 
for Signs of Safety and summary of evidence base for SFBT, respectively. 
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2 Signs of Safety 

2.1 What is it? 

The Signs of Safety approach describes itself as a relationship-grounded, safety-
organised child protection framework designed to help families build safety for 
children by allowing those families to demonstrate their strengths over time. 
Signs of Safety was developed in the 1990s in Western Australia by Andrew 
Turnell and Steve Edwards, in collaboration with almost 120 West Australian 
child protection workers (Bunn, 2013). Signs of Safety is owned and operated by 
the Resolutions Consultancy, based in Perth, Australia.  

Signs of Safety is based on the use of strength-based interview techniques, and 
in particular draws upon techniques from Solution Focused Brief Therapy (SFBT). 
It aims to support practitioners to work collaboratively and in partnership with 
children, families and their wider networks to secure the child’s safety and 
wellbeing. As part of this, Signs of Safety provides a framework for conducting 
comprehensive risk assessments, in which both dangers and strengths/safety are 
identified, and to produce action plans for increasing safety and reducing risk and 
danger by focusing on strengths, resources and networks that the family have 
(Bunn, 2013). The approach is designed to be used from commencement 
through to case closure and to assist professionals at all stages of the child 
protection process (CEBC). The model has also been used widely in early 
intervention work and its application in practice extends beyond child protection 
(Bunn, 2013). 

Proponents of Signs of Safety suggest that it is most effective when used as a 
source of ‘whole system’ change and transformation in which: 

 Organisational culture moves from one of compliance to a learning culture 
focused on how well they are serving children and young people (Munro, 
Turnell and Murphy, 2014), as advocated in the Munro Review (DfE, 2011). 

 Organisational culture moves from one of paternalism to one of constructivism 
in which professionals and family members can engage with each other in 
partnership to address situations of child abuse and maltreatment (Munro, 
Turnell and Murphy, 2014).  

Overall, Signs of Safety has a formative evidence base for effectiveness. 

2.1.1 Core principles 

Turnell (2012) summarises three core principles which underpin the Signs of 
Safety approach: 

 Working relationships are paramount: Establishing constructive working 
relationships and partnerships between professionals and family members, 
and between professionals themselves.  
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 Thinking critically: Engaging in critical thinking and maintaining a position of 
inquiry in which shared reflective practice and a willingness to admit error is 
embedded.  

 Based on everyday experiences: Staying grounded in the everyday work of 
child protection practitioners in which assessment and safety planning is 
grounded in the everyday lived experience of the child. 

2.1.2 Core practice elements 

The six core practice elements of Signs of Safety approach which are described 
by Turnell and Edwards (1999) are:  

 Understand the position of each family member 

 Find exceptions to the maltreatment* 

 Discover family strengths and resources* 

 Focus on goals* 

 Scale safety and progress by using scaling questions (e.g. on a scale of 1-10, 
how likely do you think it is that this kind of incident will happen again?)* 

 Assess willingness, confidence, and capacity 

Several of the core practice elements (identified above with an asterisk) of Signs 
of Safety are based upon principles of SFBT, which is explored in more detail in 
its own right in section 3. However, Signs of Safety as designed by Turnell and 
Edwards is not simply applying SFBT to a child protection field. Signs of Safety 
has a number of key methods, tools, assessments and guidelines that 
differentiate it as a specific model, such as the Risk Assessment Framework 
(Bunn, 2013). 
 

2.1.3 The Risk Assessment Framework (Mapping) and safety planning 

The Signs of Safety systematic approach to gathering information and carrying 
out assessments is one of the key components of the approach and one of the 
main ways it differs from simply using SFBT in a child protection field. The 
assessment approach is designed to measure risk and danger but also to fit with 
the solution focused model in which strengths and signs of safety are recognised 
and built upon. The assessment protocol maps harm, danger, complicating 
factors, strengths, existing and required safety and a safety judgement where 
children have been maltreated or are vulnerable. It is intended to be the action 
plan and central case record for organising interventions right from the beginning 
of a case through to closure (Bunn, 2013). 

Using the (one page) Signs of Safety Assessment Protocol, four key questions 
are asked: 
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 What are we worried about?  

 What’s working well? 

 What needs to happen? 

 Judgement, typically on a scale of 0-10, considering how serious do the 
professionals, the family and key people believe the situation is for the child? 

An example of the basic Signs of Safety Assessment protocol can be seen in 
Appendix two. Alongside the application of the core principles, the following 
‘disciplines’ underpin the effective use of the assessment and planning protocol 
and tools to help guide how the practitioner works with the family (DCP 2012): 

 A clear and rigorous understanding of the distinction between, past harm, 
future danger and complicating factors. 

 A clear and rigorous distinction made between strengths and protection, 
based on the working definition that ‘safety’ is regarded as strengths and 
demonstrated as protection (in relation to danger) over time. 

 Rendering all statements in straight-forward rather than professionalised 
language that can be readily understood by clients. 

 As much as possible all statements focus on specific, observable behaviours 
(e.g. ‘Mary is not taking prescribed medicine) and avoid meaning laden, 
judgement-loaded terms (e.g. ‘she is untrustworthy’ or ‘she is difficult’). 

 Skilful use of authority. 

 An underlying assumption that the assessment is a work in progress rather 
than a definitive set piece. 

During the risk assessment process and case work, safety planning is usually 
carried out to plan how change can be achieved to increase the safety of the 
child(ren) concerned. The main steps that Turnell (2012) outlines to create a 
safety plan are: 

 Preparation involving all multi-agency partners 

 Establishing a working relationships with the family 

 A straightforward, understandable description of the child protection concerns 
in everyday language 

 Safety goals 

 Bottom line requirements 

 Involve an extensive, informed friend and family safety network 
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 Negotiating the ‘how’, i.e. details of the plan 

 Successive reunification and monitoring progress 

 Involving children in safety planning 

Specific tools that can be used to involve children in risk assessment and safety 
planning include: Three Houses, Safety House, Wizards and Fairies, Words and 
Pictures (method for explaining child protection concerns to children), and Family 
Life Safety Planning, including age-appropriate safety plans in Words and 
Pictures for children. 

Several of the key features of Signs of Safety were influenced by the Bristol-
based Resolutions approach to working with ‘denied’ child abuse. In particular, 
Signs of Safety drew inspiration and rigour in detailed safety planning and ideas 
for involving and informing children, such as the Words and Pictures process1. 

2.2 Target audience  

Signs of Safety is designed to be used by child protection practitioners when 
working with families, young people and children (0-18) where there has been 
suspected or substantiated child abuse or neglect. However, it can be applied 
beyond the child protection field. 

2.3 Inputs 

Provider qualifications and training 

For on-the-ground practitioners, it is recommended that they have at least a 
Bachelor’s degree in social work or a related field. For supervisors it is 
recommended they have a Master’s degree in social work or a related field 
(CEBC). 

Typically, complete training in the Signs of Safety model involves five days of 
training over four weeks. The first two days tend to focus on fundamentals and 
principles, and an outline of solution focused therapy. The second two days of 
training tend to occur two weeks later and focus on the Signs of Safety approach. 
The final day focuses on experiences of the model in practice.  

Currently two day introductory training is being provided by a number of 
consultants and trainers in the UK to provide an introduction to the model and in 
authorities who are implementing the approach across their organisation. An 
additional day on involving children is also offered (Bunn, 2013). 

                                                 

1 http://www.vivhogg.com/signs-of-safety/  
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Recommended parameters 

The recommended intensity of Signs of Safety being used with any one family is 
dependent on each individual family that child protection is partnering with and it 
is dependent on where the case is within the child protection agency 
(investigations/on-going services, etc.). In general, contacts would range from 1-2 
hours and would happen at least monthly, if not more. 

In terms of duration, the approach is designed to be used from the time the first 
call comes into the agency through to case closure. The length of time working 
with the family would be dependent on each family and circumstance. In this 
respect Signs of Safety differs from SFBT which only provides short-term 
interventions.  

Delivery settings 

Signs of Safety is typically conducted in one of the following settings: 

 Adoptive Home 

 Birth Family Home 

 Community Agency 

 Foster/Kinship Care 

 Hospital 

 Outpatient Clinic 

 Residential Care Facility 

 School 

2.4 Intended outcomes  

The intended outcomes of Signs of Safety are to (CEBC): 

 Reduce rates of child abuse. 

 Reduce the rates of repeat maltreatment. 

 Reduce family disruptions and the number of foster care placements. 

The model also intends to bring about the following process-related outcomes: 

 Increase children and family engagement and direct participation in child 
protection work and decision-making. 

 Increase child welfare practitioners job satisfaction and worker retention. 
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 Increase practitioner ‘practice depth’ and to grow child protection systems and 
structures that develop such practitioners. ‘Practice depth’ is defined as the 
practitioner’s capacity to think rigorously, make judgments transparently and 
hold them with humility, act compassionately and bring all others involved in 
the matter, lay and professional, with them on this complex journey. 

 Create a shared language around risk assessment and practice framework 
and culture across all child protection responses both statutory and non-
statutory, government and non-government, that is also understandable and 
accessible to families and children. Signs of Safety argues that this is critical 
since good outcomes for vulnerable children above all depend on good 
working relationships between families and professionals and between 
professionals themselves. 

2.5 Effectiveness and evidence 

2.5.1 Overall evidence base 

Overall there is not an ‘established’ or ‘initial’2 evidence base for the effectiveness 
of Signs of Safety; it cannot confidently be claimed that it ‘works’ in achieving its 
intended outcomes. According to the CEBC and our own research, there are no 
published, peer-reviewed evaluations of Signs of Safety which use an RCT or 
QED design. For this reason, it has either not been reviewed by the main 
clearing-houses or has, in the case of the CEBC, been defined as ‘Not able to be 
Rated’. 

However, there is emerging evidence for the effectiveness of Signs of Safety. 
Evidence ranges from internally produced qualitative work from practitioners of 
the model, which tend to cover practitioner and parent/child experiences, to a few 
externally commissioned evaluation reports and local-level before-and-after data 
analyses. Although this emerging evidence does suggest that positive change 
occurs with the Signs of Safety model, the fact that most studies are based on 
self-reports, small samples and/or are carried out or analysed by practitioners 
themselves, means that they are of limited value in ascertaining the effectiveness 
of the model (Bunn, 2013). Turnell and Edwards and others in the field 
acknowledge the obvious limitations of internally produced work with the 
possibilities of bias (Bunn, 2013).  

The available emerging evidence base for Signs of Safety is reviewed here, firstly 
in terms of practitioner and parent/child experiences and secondly in terms of 
case outcomes. 

2.5.2 Practitioner and parent/child experiences of Signs of Safety 

                                                 

2 The terms ‘established’ and ‘initial’ here are used in the sense outlined by the Early Intervention Foundation in 
Figure 1. 
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Positive experiences 

Much of the research on Signs of Safety is based on and about practitioner and 
parent/child experiences of the model in practice. This is important in helping to 
establish how families and professionals might respond to an intervention.  

A review of evidence relating to Signs of Safety found that the following key 
benefits of the approach in relation to practitioner and parent/child experiences 
consistently emerged: 

 Improvements in the practitioners experiences, skills and job 
satisfaction – with studies reporting increases in practitioners’ self-evaluation 
of expertise and skilfulness, more time to reflect on cases, increases in staff 
recruitment/retention and improved morale/ satisfaction. Staff also identified 
tools as helping to organise practice, focus on safety/risk and measure 
change, providing more useful tools than previously available. 

 Improvements in relationships between parents and practitioners – with 
studies reporting relationships becoming more open, transparent and of better 
quality, parents/carers’ feeling more ‘understood’ and respected by workers 
and not feeling blamed for issues with more positive perceptions of the caring 
skills of workers. 

 Greater involvement of families in the process – with studies reporting 
greater involvement of families in generating outcomes, increased 
participation if resolving difficulties, higher belief in change (both workers and 
parents) and more reported recognition of change (from professionals to 
parents). 

A more detailed breakdown of the studies from which these themes emerge can 
be seen in Appendix three, along with methodological notes, as summarised in 
Bunn (2013). 

More recently, an independent evaluation of the implementation of Signs of 
Safety in two jurisdictions in Minnesota was carried out (Skrypek, 2013). This 
evaluation interviewed 15 stakeholders who identified the following changes 
observed by professionals over the past ten years with regard to their county’s 
child protection system: 

 Increased or improved collaboration with their county’s Child Protection 
department 

 Increased family involvement in identifying solutions to improve safety for 
children 

 Greater transparency with and respect for families 

 Implementation of safety networks (family, friends, and neighbours) to provide 
a support system for families 

 More organization, efficiency, and standardization in child welfare practices 
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 Increased use of evidence-based or research-driven practices 

 Better outcomes for families: lower recidivism, increased safety and 
permanency 

However, as well as the fact that these findings were based on the observations 
of a small number of practitioners, they were asked about general changes to the 
child protection system in which they worked, rather than specifically changes 
brought about by Signs of Safety.  

In terms of overall satisfaction with Signs of Safety, one of the largest scale 
(n=251) consultations of practitioner experiences specifically of Signs of Safety 
(DCP, 2010) found that: 

 35% of staff stated that Signs of Safety had made a ‘very positive difference’ 
and 45% of staff stated that it had made a ‘somewhat positive difference’ to 
their practice’. 

 88% of staff felt that Signs of Safety is ‘very useful’ or ‘somewhat useful’ in 
their decision making regarding the safety and well-being of children. 

 26% of staff felt positive that the Signs of Safety provides a clear 
picture/direction/record. 

Concerning experiences  

Studies of Signs of Safety based on practitioner and parent/child experiences 
also highlight some areas of concern regarding the efficacy and successful 
implementation of Signs of Safety. These include: 

 Overemphasis on keeping children with their families, sometimes at the 
expense of their safety (Skrypek, 2013). 

 Ineffectiveness in addressing chronic neglect cases (Ibid). 

 Unknown or unclear consequences for children or families who do not follow 
through on plans (Ibid). 

 Difficulty in maintaining rigour and discipline to the model among workers 
(Ibid). 

 Uncertainty about the stability of safety networks after case closure (Ibid). 

 Inability for workers to maintain objectivity in identifying concerns about 
parents (Ibid). 

 Difficulty in making agreements and build consensus with parents when goals 
are conflicting, and especially when parents or carers are experiencing mental 
health problems or when immediate removal of a child is unnecessary 
(Sundman 2002). 
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 Difficulty of children and young people (as well as adults) in understanding 
Signs of Safety (Alcock, 2009).  

 

2.5.3 Case outcomes 

Some evaluations of Signs of Safety do assess case outcomes in terms of child 
protection objectives (such as reduction in maltreatment incidents or repeats) or 
changes in children/families (such as clinically assessed child wellbeing). 
Although these are clearly more useful than practitioner and parent/child 
experience-based studies in ascertaining the impact and effectiveness of Signs of 
Safety, they still do not constitute ‘robust’ evidence of effectiveness because the 
case outcomes of the families involved with Signs of Safety are not compared in 
any of these studies with the case outcomes of similar families who are not 
involved with Signs of Safety. It is therefore not possible to ascertain whether or 
not Signs of Safety is the ‘cause’ of any particular case outcomes.  

In their review of Signs of Safety and its evidence base, Wheeler and Hogg 
(2012) identify two main data sets that can be used to examine the impact and 
outcomes of cases where Signs of Safety has been applied across large 
jurisdictions.  

The first involves Olmsted County Child and Family Services in Minnesota, USA. 
Here they began using the Signs of Safety model with all casework since 2000 
and all casework is focused around specific family-enacted safety plans. Here it 
has been found that in the 12 years since they have been running, the agency 
has (Turnell 2008, cited in Wheeler and Hogg 2012): 

 Halved the number of children taken into care  

 Halved the number of families taken to court  

 Recorded a recidivism rate of 2% (measured through state/federal audit), 
compared to an expected federal standard in the US of 6.7%.  

However at the same time as implementing Signs of Safety, other radical 
changes to structuring the teams, case conferencing and court proceedings have 
occurred, so it is difficult to ascertain what change is attributable to (Bunn, 2013). 

The second key example comes from Carver County Community Social Services 
(CCCSS), also in Minnesota, USA. Here they began implementing Signs of 
Safety in late 2004 (Turnell 2008, cited by Wheeler and Hogg 2012). They have 
since observed: 

 The number of out of home placements and children in long term care 
decreasing over the past two years.  

 The number of families experiencing termination of parental rights decrease, 
with 21 families in 2004 and 2005 going through this process compared to just 
4 in 2006/7.  
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Koziolek (2009 personal communication, cited by Wheeler and Hogg 2012) also 
recorded a reduction in the number of children being placed as a result of a 
maltreatment report (half what it was before Signs of Safety was introduced) and 
a decrease in the number involved in a new placement within 60 days of a child 
protection assessment. In 2006 this involved 57 children, by 2007 it down to 35 
and by 2008 it was 26.  

Based on interviews with child protection practitioners and analysis of 
administrative data for Carver County and Olmstead County, Skrypek et al. 
(2013) conclude that:  

‘there may be some evidence to suggest that Signs of Safety may be 
related to a reduction of out-of-home placements for new cases, 
fewer children re-entering placements after being reunified in their 
homes, and fewer cases re-opening for services within 6 months of 
case closure’.  

2.6 Cost and value for money 

This review has not been able to uncover any evidence or information about the 
value for money or cost benefits offered by the approach. 

Nevertheless, on the basis of emerging evidence for benefits which may derive 
from Signs of Safety, proponents of the model have suggested that the model 
shows ‘good potential for cost savings’ (Munro, Turnell, and Murphy, 2014).  

Many UK-based practitioners of Signs of Safety surveyed by Bunn (2013) did 
emphasise the need to consider funding and resources when introducing Signs 
of Safety as it often involves a number of practitioners or managers training over 
an extended period of time. For example, one of the practitioners interviewed by 
Bunn suggested that a five year Signs of Safety implementation strategy across a 
whole local authority would require a large investment in time and resources. This 
is supported by the fact that Munro, Turnell and Murphy have recently been 
awarded £4.37 million from the DfE Social Care Innovation Fund to implement 
Signs of Safety across ten English local authorities, which helps to give a sense 
of the potential cost of implementation in one local authority. 

2.7 Implementation of Signs of Safety 

This section reviews the available evidence regarding how best to implement 
Signs of Safety in terms of the following areas:  

 Implementation benchmarks that indicate early levels of success in 
implementation 

 Continuing professional development (CPD), supervision and management 

 Implementation issues  

2.7.1 Implementation benchmarks 
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One of the most in-depth externally commissioned evaluations of process factors 
that are important in implementation of the Signs of Safety model was carried out 
in Minnesota, USA by Wilder Research (Skrypek 2010). 

A number of benchmarks were constructed that indicate early levels of success in 
implementation. These included: 

 Evolution of child protection philosophy from “professional as expert” to 
“professional as partner” 

 Worker confidence in Signs of Safety 

 Worker buy-in 

 Supervisor buy-in 

 Administrative leadership buy-in 

 Practice sharing 

 Parallel process in supervision 

 Involving and educating other partners 

They suggest that longer term benchmarks should only be considered when the 
model has been implemented for three to five years (such as family satisfaction, 
reduction placements etc.) i.e. they suggest that in the short- to medium-term 
process and activity characteristics should be used to monitor success, rather 
than outcomes per se. 

2.7.2 Key processes 

Keddell (2011) in their research publication conclude from analysis of interviews 
(with practitioners, parents, carers and young people), that a number of 
processes are perceived to be vital to the success of the Signs of Safety model in 
helping to achieve successful reunification. These elements centre on the 
relationship between client and worker, such as: 

 Lack of culpability in the construction of original problems (i.e. not blaming the 
parent but understanding why something has occurred) 

 Resisting ‘risk’ reactivity while monitoring safety (constantly carrying out 
regular safety plans to evaluate any change and risk, preventing a knee jerk 
risk reaction by worker) 

 Workers having a belief and understanding of ‘good enough’ parenting (being 
realistic and negotiating criteria for return) 

 Workers having a belief in change (in parents and noticing when things do 
change/go well). 
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2.7.3 CPD, supervision and management 

Process evaluations of Signs of Safety suggest that a key part of implementation 
of the approach in an organisation involves, as well as initial training and 
induction, trying to set up support from supervision and organisational processes. 
As Turnell (2012) comments: 

 ‘For training to make a difference, the ideas and practices must be 
supported by supervision and ongoing organisational processes that 
support and embed the new training and practices’. 

Therefore, many implementing authorities surveyed by Bunn (2013) procure 
additional days of more advanced training to develop practice leaders who are 
then able to support the staff who have completed the introductory training. Some 
counties suggested having a ‘local practice coach’; a practitioner with a high level 
of skill in the model who could serve as a case consultant. In Western Australia, 
practice leaders (PLs) have extra training in order to lead with appreciative 
inquiry consultations, have a good understanding of all issues and are able to 
effectively map cases. A regular process then occurs every fortnight or monthly 
whereby PLs will map a case with other staff and carry out at least one 
appreciative inquiry. The next step is to install a process whereby practice 
leaders meet every couple of months to review work. These groups are led by a 
Practice Leader Facilitator (PLFs). Three times a year PLs gather in a large 
group of up to 60 to receive training and review and plan for the future (Bunn, 
2013). 

Evidence suggests that workers will develop and sustain strength based 
approaches with confidence and creativity if their supervisors and managers are 
also trained in solution focused supervision and implement this as a parallel 
process (Wheeler and Hogg, 2012). Turnell (2012, 1999) emphasises the 
importance of supervision and management post-training in order to lead to 
successful implementation of the model: 

‘Child protection organisations have a tendency to equate the 
provision of staff training as the beginning and end of implementation, 
when in fact training staff in new ideas and practices is simply the first 
step of organisational learning and implementation’. 

The importance of ensuring that supervisors and managers are trained in the 
Signs of Safety approach is reflective of the suggestion by proponents of the 
approach that is most effective when implemented as a source of whole system 
change. For example, the creator of the approach stated that: 

‘… the approach delivers most benefits when it is used as the 
foundation for a whole of agency learning journey to create increasing 
depth in its child protection organization and practice’.  

(Turnell 2012, p50) 

Bunn (2013) and Munro, Turnell and Murphy (2014) also argue that the 
development and implementation of the model is thought to be most successful if 



   SSIA  
Review of models and frameworks – Phase 2, deep dives 

  
 

 

 

© | March 2015 21 
FINAL CONFIDENTIAL  

the whole organisation is involved, including service managers, in changing the 
shared ‘way of doing things’ and bringing about organisational culture change. 

 
2.7.4 Implementation issues 

Some of the process evaluations of Signs of Safety also highlight potential issues 
which can arise when implementing the model. The following potential issues, 
implications and concerns have been identified from the literature on Signs of 
Safety: 

 Whole system change: Evidence suggested that if the ‘whole system’ is not 
trained and inducted in Signs of Safety it may be less effective as decisions 
made within the framework may not be supported by other professionals. It 
has been suggested that this education and training could extend to partners 
in other systems (e.g., courts, schools, public health) to ensure consistency 
across systems for families (Idzelis et al., 2013). 

 Signs of Safety and Risk: The main concern discussed by some authors in 
the literature is a fear that a solution focused approach may not deal with risk 
or child protection issues as it focuses on the positive side and solutions, 
especially when a positive relationship has been built with a parent or carer 
(Bunn, 2013). For example, studies have highlighted the following concerns 
amongst practitioners of the model: 

o The reliance on Safety networks and Safety Plans3 as an alternative to 
out-of-home placement and doubts about the stability of safety networks 
after case closure (Bunn, 2013; Idzelis et al., 2013). 

o Overemphasis on keeping children with their families, sometimes at the 
expense of their safety (Idzelis et al., 2013) 

o Ineffectiveness in addressing chronic neglect cases (Idzelis et al., 2013) 
o Unknown or unclear consequences for children or families who do not 

follow through on plans (Idzelis et al., 2013) 

 Integration with existing frameworks and cultures: Early implementation 
challenges sometimes occur around how to integrate the model with existing 
practices where there may already be tools to assess risk, safety and well-
being of families. Furthermore, Munro, Turnell and Murphy (2014) have found 
that implementation of Signs of Safety (child/family centred) alongside existing 
process-oriented approaches leads to ineffective and inefficient working. 

 Discipline, rigour and consistency. Some practitioners, supervisors and 
managers shared concern about the degree to which the model can be 
applied with discipline, rigour and consistency (Skrypek, 2013). A ‘Systematic 
Review of Models of Analysing Significant Harm’ (Barlow, et al, 2012) found 
that Signs of Safety does not have a manual in terms of operationalization of 

                                                 

3 Safety networks refers to the Signs of Safety practice whereby family members or other appropriate adults are 
considered as helping to select and negotiate a safe environment for the child  
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domains or behavioural descriptors (e.g. it does not prompt specific 
assessment of domains except ‘risk’ and ‘safety’). This means that 
assessment of other domains is left to the discretion of the practitioner. 
However, other studies suggest that this flexible approach is a strength of the 
model and that it is important that the approach is moulded to particular 
contexts and organisations (Skrypek, 2013). 
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3 Solution-Focused Brief Therapy 

3.1 What is it? 

SFBT is a strengths-based approach, emphasising the resources that people 
possess and how these can be applied to a positive change process. SFBT 
developed from clinical practice at the Brief Family Therapy Centre in Wisconsin 
during the early 1980s. It was developed by Steve de Shazer and Insoo Kim 
Berg, who emphasized the importance of enabling clients to do more of what 
works well for them (Woods and Green, 2011). 

In essence, SFBT works by exploring a client’s preferred future and instead of 
focusing on and fixing a problem, it aims to identify resources, strengths and 
goals to attain the preferred future (and in doing so change the problem). Careful 
questioning is carried out by the solution focused practitioner to establish 
preferred futures and to make them concrete, observable, realistic and noticeable 
to the client as steps are achieved towards them (Bunn, 2013). 

As a flexible approach, SFBT has been applied across a range of contexts and 
client groups, including school and family settings, with professionals and 
community members, both in groups and as individuals. 
 
Overall, SFBT has an initial evidence base for effectiveness. 
 

3.1.1 Core principles 

BRIEF (a training organisation in the UK - https://www.brief.org.uk/) identifies the 
following core principles at the heart of SFBT: 

 To see a person as being more than their problem 

 To look for resources rather than only deficits 

 To explore possible and preferred futures 

 To explore what is already contributing to those futures 

 And to treat clients as the experts in their lives and the source of the solution 
to their own problem 

3.1.2 Core practice elements 

Bunn (2013) identifies the following core practice elements that appear frequently 
in the literature on SFBT:  

 Using a ‘miracle’ question to ascertain what a client’s preferred future might be 
and look at what is already contributing to this future to help establish actions 
and steps. E.g. “imagine that tonight, while you are asleep, a miracle happens 
and your hopes from coming here are realised (or the problems that bring you 
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here are resolved), but because you are asleep you don’t realise this miracle 
has happened. What are you going to notice different about your life when you 
wake up that begins to tell you that this miracle has happened?”  

 Using scaling questions e.g. “where 10 means that you are certain this sort of 
incident won’t happen again and your son is safe, and 0 means that you think 
there is every likelihood this will happen again, how would you rate the 
situation at the moment?” 

 Scheduling (an optional) consulting break during which time the therapist can 
‘check in’ with colleagues, who have possibly been observing the session from 
behind a two-way mirror, to discuss progress and decide on a homework task 

 Giving the client a(n optional) set of compliments which reflect on strengths 
and resources, as this can increase co-operation 

 Assigning homework tasks between sessions (where applicable) 

 Looking for strengths or solutions, noticing and naming them 

 Setting goals  

 Looking for exceptions to the problem 

 A respectful and cooperative stance towards clients and to see the client as 
having the solutions and potential for change. 

3.2 Inputs 

Parameters  

Sessions usually last about an hour and interventions are usually very short-term, 
sometimes only a single session (Corcoran and Pillai, 2007). However, according 
to Macdonald (2014), between 3 and 6.5 SFBT sessions are usually provided.  

Professional qualifications 

SFBT is practised by a wide variety of practitioners from differing professional 
backgrounds which may have a bearing upon the form and process of its 
delivery.  

In a meta-analysis of studies of SFBT (Kim, 2008), it was suggested that 
professional competence in SFBT requires more than 20 hours of training. 

Delivery settings 

SFBT is and can be delivered in a wide variety of settings, and does not have to 
be restricted to a therapy or counselling room. It has, for example, been delivered 
in school, family, professional and community settings. 
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3.3 Target audience  

SFBT is applied to a wide range of client groups, including children and families, 
and across the full spectrum of need. 

However, Woods and Green (2012) suggest that as a short term approach SFBT 
may be most appropriate to be used with voluntary client groups to address 
single issue problems, rather than mandated client groups who are likely to be 
facing complex and multiple challenges, or where children are considered to be 
suffering, or likely to suffer, significant harm. In these cases, where the level of 
need is considered complex or acute, the professional is, in effect, the problem 
holder and may be required to provide a longer term intervention than SFBT. 
Woods and Green (2012) suggest that this disparity of stance between longer-
term statutory and shorter-term client-centred approaches must be reconciled 
before a practitioner and case manager employs SFBT with a family where there 
are child protection concerns. 

3.4 Intended outcomes 

As SFBT is used across a wide range of client groups and by a wide range of 
professionals, and broadly aims to bring about the attainment of the client’s 
preferred future and resolution of problems, the intended outcomes of SFBT will 
be dependent on the preferred future and goals of the service user (Bunn, 2013). 
As such, this review has not uncovered specific intended outcomes which SFBT 
attempts to or is designed to result in (Ibid).  
 
Nevertheless, evaluations of SFBT, as reviewed by Woods and Green 2012, 
seek to assess the impact of the approach on the following outcomes, which give 
an indication of potential intended outcomes of the model: 
 
 Improving child behaviour (internalised and externalised) 

 Improving mental health 

 Improving school attendance and achievement  

 Reducing family problems including reducing out-of-home and days spent in 
care 

 Reductions in child abuse 

 Improved care placements and foster placement stability  

 Improved physical health 

3.5 Effectiveness and evidence 

3.5.1 Overall evidence base 
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In their systematic review of evidence for the effectiveness of SFBT, Woods and 
Green (2012) included 38 studies in the pool of ‘best evidence’ from 1990-2010, 
which they define as having those with a ‘medium level of methodological 
appropriateness’ or better. However, several limitations are apparent within this 
evidence base which include: 

 The absence of control or comparison groups 

 Limited use of reliable and valid outcome measures  

 Limited information about how different elements of therapy may be utilised 
and combined with different problem areas, client types and complementary 
interventions. 

Woods and Green (2011) also highlight the following gaps in research: 

 The known effectiveness of SFBT in relation to specific groups such as older 
children or those with Attention Deficit Hyperactivity Disorder (ADHD). 

 The role of core SFBT therapeutic elements in relation to outcomes is also 
unclear: some apparently successful studies only used two core therapeutic 
components but in some less successful studies more elements were used. 

Overall it appears that there is an ‘initial’ evidence base for the efficacy of SFBT 
in relation to particular audiences and desired outcomes.  

 
3.5.2 Practitioner and parent/child experiences  

Practitioner experiences  

Skidmore (1993) surveyed graduates from three SFBT training programmes to 
assess their views of some of the core practice elements of SFBT: scaling 
questions, exception questions, miracle questions, and pre-treatment change 
questions.  

Of these four SFBT questions, therapists rated the miracle question as the most 
therapeutic. Scaling questions were the most frequently used and therapists 
rated these questions as the best way to evaluate a client's progress. Therapists 
described exception questions as typically leading a client to report exceptions 
and improvements in his/her problems and to describe what he/she did to 
achieve the change. Therapists rated questions about pre-treatment changes as 
the least effective of the questions and the most difficult to use successfully use 
(Skidmore, 1993). 

Parent/child experiences  

McKeel (1996) presents evidence to suggest that clients of SFBT appreciate the 
focus on strengths, noticing differences, focusing on what works, and the positive 
atmosphere of their therapy to be useful. McKeel also suggests that clients 
benefit most from SFBT when they develop a close relationship with their 
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therapist and are most critical when they do not develop a close relationship or 
do not feel heard or understood.   

3.5.3 Outcomes 

Within the pool of 38 best evidence studies reviewed by Woods and Green 
(2011), 34 studies indicate at least some positive outcomes for the therapeutic 
target group and eight studies found that SFBT intervention yielded some 
outcomes that were better than treatment-as-usual or a control condition. 

‘Best evidence’ included in Woods and Green’s systematic review (2011) 
provides at least reasonable evidence of SFBT’s effectiveness in the following 
areas: 

 Children’s externalising behaviour problems (e.g. aggression, co-operation, 
truancy)* 

 Children’s internalising problems (e.g. depression, self-esteem)* 

 Improving children’s listening comprehension and reading fluency 

 Improving coping of families undergoing divorce 

 Improving functioning of young people with developmental impairments 

 Reducing recurrence of maltreatment 

 Providing an efficient supportive structure for parents and children with 
learning disabilities 

 Goal setting for families of children with behaviour problems 

The asterisked outcomes have the most robust evidence base. Bond et al. (2013) 
also found that SFBT appears to be particularly effective as an early intervention 
when presenting problems are not severe. Reviews by Gingerich and Einsengart 
(2000) and Corcoran and Pillai (2007) have identified research studies, deemed 
to be good quality, which suggest SFBT effectiveness for areas such as 
parenting skills (Zimmerman, Jacobsen, MacIntyre & Watson, 1996), anti-social 
adolescent offenders (Seagram, 1997) and child behaviour problems (Corcoran, 
2006). 

3.6 Cost and value for money 

On the basis of five high quality studies which provided specific time costs, 
Woods and Green (2011) were able to calculate estimated direct financial costs 
of the positive benefits obtained by providing SFBT. Their estimated notional 
costs of SFBT intervention are presented in Figure 2. 
 

Figure 2 Notional costs for SFBT intervention, as calculated by Woods and Green (2011) 
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Notional costs for SFBT intervention 

Costs for trainer or bought-in therapist £40 per hour or £300 per day 

Costs for externally attended three 
day training course 

£450 (£150 per day) + £250 expenses 
per therapist 

Costs for in-house therapist £22 per hour or £165 per day 

Supervision costs (one hour 
supervision time for hours of therapy) 

£22 per hour 

 
Woods and Green (2011) also calculated the mean estimate unit cost of 
providing a successful SFBT intervention to be approximately £248 per client 
(parent/child) per intervention, with the mean estimate for individually-based 
SFBT (£319) being higher than estimates for group-based SFBT (£144) or one-
session SFBT (£138). Gingerich and Peterson (2013) suggest that SFBT is likely 
to be cheaper than alternative approaches because of its brevity. 
 
However, only two studies identified by Woods and Green (2011) attempt to 
calculate the benefits of SFBT. Seagram (1997), for example, calculates a 
$50,000 benefit for each young offender successfully remediated using SFBT 
intervention. However, the resulting benefits valued at $50,000 did not include 
decreased recidivism, for which no impact from SFBT was found. Furthermore, 
this study is unpublished and not peer-reviewed, so does not provide robust 
evidence.  
 
Wake et al. (2009) carried out an evaluation of GP’s use of SFBT to reduce the 
Body Mass Index of obese 5-9 year olds. However, despite significant costs of 
delivering the SFBT intervention, no health benefits were derived by the 
participants. Wake et al. (2009) therefore concluded that the SFBT intervention in 
this context represented ‘a marked increase in costs for no real improvement in 
[outcomes]’.  
 
It is important to note however that this conclusion only applies to the value for 
money offered by SFBT in a very particular context.  
 
Overall, there is insufficient evidence to draw conclusions about the cost 
effectiveness of SFBT.  

3.7 Implementation  

On the basis of their systematic review of evaluations of SFBT, Woods and 
Green (2011) identify the factors which are necessary for the effective 
implementation of SFBT, especially in the context of child protection work: 

Local authority governance: Where children are considered to be suffering or 
likely to suffer significant harm, local authority governance should guide social 
care practitioners’ choice and integration of SFBT intervention methods. Such 
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governance should include the provisions for training, supervision and 
management of SFBT practice within children’s social care. 

Training: Where SFBT is being used, local authority governance arrangements 
are advised to stipulate that SFBT practice within children’s social care services 
be undertaken by staff whose training provides them, at minimum, with:  

 A primary professional qualification  

 Generic competences in psychological therapies  

 Specific competences in SFBT  

 Meta-competences, including:  

o An understanding of why SFBT may be useful in a particular case and how 
SFBT may be safely integrated to other necessary elements of 
comprehensive and longer term assessment and intervention for the child 
and family  

o The ability to evaluate the research base on the effectiveness of SFBT  
o The ability to evaluate the effectiveness of SFBT as part of the intervention 

with an individual child and family. 

Specialist training: Applications of SFBT when undertaking statutory 
interventions with children suffering, or likely to suffer, significant harm will require 
additional in-service specialist training/development from experienced specialist 
practitioners with a track-record of success in safely implementing SFBT 
interventions within the field of child protection.  

Supervision: Practitioners using SFBT intervention within child protection work 
should have appropriate levels of professional SFBT practice supervision by 
another experienced and trained practitioner.  

Use of Records: All SFBT practitioners should keep comprehensive and 
appropriate records of all therapeutic sessions. In child protection cases, such 
records should be available to the child’s allocated social worker and the line 
manager who should regularly review the case and evaluate the relevance of 
information from therapeutic sessions to the assessment of the child’s needs and 
the subsequent plan.  

Management: As part of regular case review where the model is being used, line 
managers should consult with SFBT case practitioners and their SFBT practice 
supervisors to evaluate the effectiveness and appropriateness of the SFBT 
intervention.  

Competence to practise: Any practitioner’s SFBT intervention during the 
statutory phases of child protection work should follow a period of competent 
SFBT practice with a voluntary client group.  
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3.8 Criticisms of SFBT 

There is some evidence to suggest, as aforementioned with regard to SFBT 
target audience, that SFBT may not be effective with all client groups or levels of 
need. In particular, the Serious Case Review into the death of Peter Connelly 
suggested that: 

‘Whilst emphasising the strengths of parents is important, SFBT is not 
compatible with the authoritative approach to parents in the protective 
phase of enquiries, assessment and child protection conference’.  

Haringey Local Safeguarding Children Board, 2009 

Similarly, Stalker, Levene and Coady (1999) argue that the brief nature of SFBT 
may makes it less effective with more severe problems; also, its tendency to 
neglect broad based contextual assessment may obscure the analysis of 
significant problems, such as the parenting and care that children are receiving. 
In short, Woods and Green (2011) suggest that SFBT is an approach that may 
allow a client-centred intervention with parents, with little or no objective 
assessment of the problem for the child. 
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4 Hackney Reclaiming Social Work  

4.1 What is it? 

Reclaiming Social Work (RSW) is a programme developed in the London 
Borough of Hackney aimed at improving services for children and families. 
According to an independent evaluation by Cross et al. (2010), the model stems 
from a recognition that social work is an especially challenging profession 
requiring a range of complex skills, a sound grounding in professional knowledge 
and an understanding of its evidence base. The programme has also emerged 
from a sense that the professional skill and autonomy of social workers has 
become degraded by managerial structures designed to improve accountability 
and risk management but which have materially changed the way social workers 
interact with service users. The approach is based on a systemic approach and 
social learning theory. 

Reclaiming Social Work also seeks to bring about cultural change and the re-
establishment of the focus of social work on the family, as opposed to on the 
administration and bureaucracy in which the work is embedded. In Reclaiming 
Social Work, administration can become more of a legitimate supporting function 
rather than a burden to practice.  

Morning Lane Associates, a consultancy established by Steve Goodman and 
Isabelle Trowler who developed the model, report they are currently working with 
30 of the 152 local authorities in England4.  

Overall, in terms of effectiveness, Reclaiming Social Work has a formative 
evidence base. 

4.1.1 Organisational factors 

System unit model 

A central feature of the Reclaiming Social Work model is the introduction of social 
work ‘units’ comprising of five professionals, each with a distinct role and skill set. 
The family (or child) are worked with jointly within this team, with the involvement 
of different individuals as considered appropriate. The social work ‘units’ consist 
of: 

 A consultant social worker (CSW) – who leads the unit, has ultimate 
responsibility for case decision-making and provides expertise and leadership 

 A qualified social worker (SW) – whose role is similar to that in other 
authorities  

                                                 

4 http://www.communitycare.co.uk/2013/07/16/stress-busting-hackney-model-under-threat-from-cherry-picking-
councils/  
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 A child practitioner (CP) – who may not be qualified, though is often a newly 
qualified social worker 

 A unit coordinator (UC) – who provides enhanced administrative support, 
rather like a PA for the unit   

 A 0.5 Clinician (C) who is a qualified systemic therapist, able to provide 
therapeutic input for families or children who require it.  

In effect, this staffing structure means that Reclaiming Social Work is based on a 
ratio of one supervisor (the CSW) to two practitioners (the SW and CP), with 
additional clinical supervision and input available from the Clinician. 

The unit models are known as ‘systemic unit models’ as they use a systemic 
approach to working with children and families, as is explored further below. 
Systemic unit models were pioneered in Hackney from 2007 (Durr, 2011; 
Hackney 2008), with several other local authorities implementing the whole 
model or elements of it more recently (see for instance, Cambridgeshire, 2012, 
Isle of Wight, 2011). 

First response service 

The second key organisational feature of Reclaiming Social Work is a 
reorganisation of the way that incoming referrals are dealt with. Referrals within 
Reclaiming Social Work are dealt with by a First Response service, which is the 
first point of contact. The staff take the referral, decide whether it meets the 
threshold for tier 3 service, provide immediate help where necessary and, if 
required, pass to access and assessment where it is taken on by a unit. The 
introduction of a First Response section effectively triages cases prior to passing 
them to Access and Assessment (Cross et al., 2010). 

The Access and Assessment units then complete an initial and, if necessary, a 
core assessment. They work within the regulatory guidance and timescales to 
develop and set out safeguarding arrangements (Cross et al. 2010). 
 

4.1.2 Systemic practice 

In addition to the structural changes to the way the service is organised, Hackney 
advocates and provides training in using a systemic approach and social learning 
theory with families. These theories also underpin MST (explored in section 5)5. 
Each consultant social work unit is expected to become familiar with systemic 
practice, with a range of behavioural interventions and their application to work 
with families. The intention here is to achieve a balance of mitigating risks to the 
child and improving the quality of supportive intervention to: 
 

                                                 

5 Although a systemic approach and social learning theory underpin Reclaiming Social Work, MST as a licensed 
therapeutic model is not a feature of Reclaiming Social Work.  
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 Enable child-centred practice 

 Provide the ability to use a reflective approach to help in understanding, 
assessing and planning 

 To achieve a balance between identifying the risks to the child and the 
strengths of the family 

 Use systemic practice in direct work with families 

 Provide early clinical intervention where appropriate. 

The local authority training and skills development is focussed on these 
approaches rather than more general post-qualifying or other awards (Cross et 
al., 2010). Systemic approaches see families as systems rather than individuals, 
with the family system interacting with wider systems such as the broader family, 
the neighbourhood or professional systems. Problems in the family are therefore 
seen to arise from systemic difficulties and to require interventions that help the 
family system change or that alter its interaction with wider systems (Forrester et 
al., 2013b). Systemic theory has a long history within social work, and there is 
some evidence for it being an effective way of helping families with serious 
problems (Ibid).  
 

4.1.3 Core features 

In their comparative evaluation of Reclaiming Social Work, Forrester et al. 
(2013a) identified six core features of the systemic unit model and the observed 
or hypothesised advantages of the approach: 

 Shared work: Cases are allocated to the consultant and held within units. 
This means families and children receive input from multiple workers as 
appropriate. It allowed a higher level of input for complex families or during a 
crisis. It moves social work from being primarily a private activity between 
worker and parents or children to being a shared activity.  

 Quantity and quality of case discussion: Shared working necessitates far 
more discussion of cases. As the unit holds case responsibility, there is 
informal debriefing after almost every visit and there is structured in-depth 
discussion of every child and family on a regular basis. This can also help to 
contribute to emotional support and containment for workers.  

 Shared systemic approach: Systemic ways of thinking inform the discussion 
and decision-making for children and families. These approaches are well 
suited for encouraging the exploration of alternative viewpoints and 
explanations and for mobilising family resources. It helps to provide a common 
language for creatively thinking about cases.  

 Role of the Unit Coordinator: UCs are more than administrators: they 
coordinate the work of the team. They are more like a “Personal Assistant” or 
PA for the unit than a conventional administrator as they cover a wide range of 
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tasks. They should have a good understanding of is going on in every case 
and deal with many practical arrangements. UCs are often well known to 
children and parents involved with units. They deal with emergencies, 
providing back-up and support for workers and families from minor issues 
such as problems with transport through to staying late supporting workers in 
emergency proceedings. UCs provide in some senses the “glue” that kept 
units together. 

 Other Roles: The consultant had a key role to play. They were similar to a 
deputy team managers in traditional models, but the fact that they both worked 
with families and managed cases meant that they had more direct insight into 
families. 

 Skills development: The model specifies the methods it wants workers to 
use, namely systemic and social learning approaches. It invests heavily in 
these approaches, expecting workers to undertake externally provided 
courses, rather than conventional post-qualifying social work training. 

A theory of change for how these organisational, theoretical and practical 
features of Reclaiming Social Work function to bring about change, at the local 
authority, unit/team, practice and outcomes level is shown in Figure 3. 

Figure 3 A summary of the Reclaiming Social Work model 

 

4.2 Target audience 

Reclaiming Social Work is designed to be used by child protection practitioners 
when working with vulnerable children and families. In the systemic unit approach 
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there is an attempt to focus on more serious cases and work more intensively 
with them (Forrester et al., 2013a). 

4.3 Inputs 

In each unit, staff delivering the Reclaiming Social Work model are required to 
have the following qualifications: 

 Consultant social workers must hold a Health and Care Professions Council 
recognised social work qualification (i.e. Level 7 or above), be HCPC 
registered and have evidence of CPD and a specialist level of knowledge. 

 Social workers must hold a Health and Care Professions Council recognised 
social worker qualification (i.e. Level 7 or above). 

 Child practitioners must have a degree (i.e. Level 6 or above). 

 Clinicians 

 A unit coordinator (UC) – who provides enhanced administrative support, 
rather like a PA for the unit   

 Clinicians must have a level 7 or 8 qualification.  

Furthermore, when moving to the systemic unit model in Hackney, all staff had to 
reapply for their positions and a high proportion were not –re-employed in the 
new model. Hackney recruited new, enthusiastic and (perhaps) highly skilled staff 
(Forrester et al., 2013a). 

As well as effectively providing a supervisor to practitioner ratio of 1:2, the 
systemic unit model requires reduced case-loads per worker, of between 25%-
50% less than in traditional units (Ibid.). This suggests that a high level of 
investment is needed to deliver Reclaiming Social Work.  

4.4 Intended outcomes 

Reclaiming Social Work aims to mitigate risk and improve quality of service for 
children and families (Cross et al., 2010). The intended outcomes of Reclaiming 
Social Work, as identified by Forrester et al. (2013a) include: 

 Fewer serious incidents 

 Cases closed more quickly 

 Reduced entry to care 

 Better engagement of families  

 Reduced aggression  
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 Parental approval 

 Increased agreement between professionals and families 

4.5 Effectiveness and evidence 

4.5.1 Overall evidence base 

Reclaiming Social Work was highlighted by Munro as an example of good 
practice in her final Review of Child Protection (DfE, 2011) and, in the Cross et al. 
(2010) evaluation of Reclaiming Social Work they conclude that it is possible to 
identify ‘significant positive changes’ as a result of RSW. However, the evidence 
base for the effectiveness can at best be described as ‘formative’. Only two 
independent evaluations of RSW have been identified by this review: 

 Reclaiming Social Work: London Borough of Hackney Children and 
Young People’s Services (Cross, Hubbard and Munro evaluation, 2010). 
This used a ‘realistic evaluation’ approach which assesses context, 
mechanisms and outcomes. They used a mixed-methods research design. 
Their assessment of outcomes is based on interviews with eleven families as 
well as an analysis of key performance indicators from Hackney before and 
after RSW was introduced, and also in comparison with key performance 
indicators from a ‘statistical neighbour’ and the national average.  

 Reclaiming social work? An Evaluation of Systemic Units as an 
Approach to Delivering Children’s Services (Forrester et al., 2013). This 
study uses a ‘theory oriented’ approach which seeks to provide a detailed 
description of the nature of the service, the way different elements are linked 
and the types of outcomes being produced. It conducted simultaneous 
evaluations of social work practice in two other local authorities to compare 
with the findings from Hackney, although these LAs were quite different. It also 
used a mixed-methods research design. Only a limited amount of data was 
collected on the views of parents or children, and none directly looked at 
outcomes. 

As the authors of these studies themselves acknowledge, the research designs 
used for these evaluations mean that the impact of RSW on outcomes for 
children and families cannot be confidently identified. However, this section 
reviews the available evidence on the efficacy of RSW on the basis of emerging 
evidence related to observed practice and practitioner and parent/child 
experience and key performance indicators.  

4.5.2 Observed practice 

There is evidence to associate RSW with the following positive impacts in terms 
of social work practice: 

 Amount of work with children and families – The model is associated with 
practitioners spending more time with children and families than in traditional 
approaches to social work. For example, in the three local authorities 
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observed by Forrester et al. (2013), workers spent on average over two hours 
with families per day in Hackney compared with 1.5-1.75 hours in the other 
two local authorities. However, RSW practitioners also have considerably 
fewer cases per worker (between 50% and 25% fewer than in the two 
comparator local authorities). As a result, children and families were seeing 
their worker more frequently too. Cross et al. (2010) also found that:  

‘Units feel able to spend more time in direct work with the family and 
are confident that if a service user calls they are very likely to reach 
someone who is informed about their case’.  

They suggested that this sharing of caseloads between unit members enables 
trust to be maintained with families during difficult times and makes 
communications between the family and children’s social care professionals 
easier. Partly as a result of this increased time spent with families, Cross et al. 
(2013) argue that RSW has brought about organisational culture change, the 
most important part of which has been the re-establishment of the primary 
focus of social work on the family. 

 Quality of work with children and families. In particular, Forrester et al. 
(2013) identified the following advantages in the LA implementing RSW: 

o Consistency of relationships with parents, children and young people 
o Warmer relationships, less administrative or confrontational, especially 

with children in or post care 
o Relationships with children, young people and families were more positive, 

rarely as challenging or fraught 
o Greater consistency in good practice across practitioners 

 Quality of decision making – Both evaluations found that RSW facilitates 
high level institutionalised debate, reflective practice, creative disagreement, 
different understandings of the issues in a case and new approaches or ways 
of working, which is partly facilitated by the coming together or professionals 
with different skill-sets. This helps to bring about informed and well thought-
through decision making. 

Forrester et al. (2013) observed that effective decision-making was facilitated by 
the consistent use of a “systemic” way of working that focussed on generating 
hypotheses about what was going on in families and what could be done about it. 
Most discussions observed started with a “genogram” (a type of family tree) 
which was elaborated on during the discussion. This ensured that members of 
the wider family and other networks were actively considered in assessment and 
work with families.  

Both Cross et al. (2011) and Forrester et al. (2013) found that RSW is 
appreciated more by workers than the more traditional approach that preceded it. 
In particular, the Unit Coordinator was appreciated as reduced the burden of 
administration on practicing professionals (Forrester et al, 2013).  
 

4.5.3 Practitioner experience 
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There is evidence to suggest that RSW is associated with the following positive 
benefits in terms of practitioner experience: 

 Improved relationships with parents 

 Less likely to be treated aggressively by parents 

 Less likely to be threatened physically by parents 

 Workers reported higher levels of job satisfaction 

 Lower levels of practitioner stress 

 Increased ease of partnership working and access to information 

 
4.5.4 Family and child experiences 

Forrester et al. (2013) surveyed families accessing practitioners based in a RSW 
unit and families accessing services from traditional social work teams. There 
was a statistically significant and positive difference in the degree to which 
parents rated the following aspects of their experience: 

 Our worker understands my family and our situation 

 Our worker talks to us respectfully 

 Social services are professional 

 Our worker turns up on time 

 Our worker and I agree on the reasons for social work involvement 

 I can talk to my social worker about my problems 

 I would recommend social services to a friend   

In their interviews with families, respondents described communications with 
social work units as good in 8 out of 11 cases and relationships as good in 8 out 
of the 10 cases (Cross et al, 2010).  

4.5.5 Key performance indicators  

The primary data that Cross et al. (2010) present as evidence of positive 
outcomes resulting from RSW is national key performance indicators for Hackney 
compared with previous performance, as well as national averages and a 
‘statistical neighbour’ for Hackney. However, Cross et al. themselves 
acknowledge that most of these indicators may best be considered output 
measures. The results are summarised in Figure 4.  
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Figure 4 Summary of Hackney RSW key performance indicators in comparison with ‘statistical 
neighbours’ and national average, 2008-09 

Key indicator Results Summary of RSW’s 
performance compared to:

Statistical 
neighbour 

National 
average

Emotional and 
behavioural health of 
looked after children 
(SDQ survey) 

Hackney’s score is 
higher than the 
statistical neighbour 
measure and in line 
with national average  

✓6 07

Percentage of initial 
assessments for 
children’s social care 
that were carried out 
within 7 working days 
of referral 

This has risen from 
63% to 78% over three 
years and is now 
slightly higher than 
both statistical 
neighbours and 
national average8.  

✓ ✓

Percentage of core 
assessments for 
children's social care 
that were carried out 
within 35 working 
days of their 
commencement 

At 79.4%, Hackney is 
very close to the 
statistical neighbour 
measure (80%) and 
slightly higher than the 
national average 
(78%). 

0 0

Timeliness of 
placements of looked 
after children for 
adoption following an 
agency decision that 
the child should be 
placed for adoption 

Hackney scores 
45.5% compared to 
75.8% for the national 
average and 78.8% for 
neighbours. 
  

X9 X

Stability of 
placements of looked 
after children: 

In Hackney the 
proportion of placed 
children experiencing 

✓ ✓

                                                 

6 ‘✓’ This symbol has been used to indicate that Hackney scored significantly higher than either comparator. 

7 ‘0’ This symbol has been used to indicate that Hackney scored around the same as eight comparator. 

8 This may reflect the impact of structural change through the introduction of a First Response team in screening 
out cases below key thresholds. 

9 ‘X’ This symbol has been used to indicate that Hackney scored significantly lower than either comparator. 
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Key indicator Results Summary of RSW’s 
performance compared to:

Statistical 
neighbour 

National 
average

number of 
placements 

three or more 
placements was 8.3% 
compared with the 
national average of 
10.7% and neighbour 
measures of 12.2%. 

Stability of 
placements of looked 
after children: length 
of placement 

Stability is measured 
as no change in 
placement in a two-
year period. Hackney 
at 72.2% is above both 
neighbours and 
national average, at 
67.9% and 67% 
respectively. 

✓ ✓10

Child protection plans 
lasting two years or 
more 

9.9% child protection 
plans last two years or 
more in Hackney 
compared to statistical 
neighbours at 8% and 
a national average of 
6%. 

✓ ✓11

Percentage of 
children becoming 
the subject of child 
protection plan for a 
second or 
subsequent time 

Hackney measures 
are currently low at 
8.4% compared to 
11% and 13% for 
statistical neighbours 
and national average 

✓ ✓

Looked after children 
cases which were 
reviewed within 
required timescales 

Hackney 85% 
SN – 95% 
England – 91% 
 
But Hackney has 
improved from 48% in 
2005/6 

X X

                                                 

10 Both of these represent just a 5% advantage of Hackney compared to SN or national average. 

11 Small benefit 
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Key indicator Results Summary of RSW’s 
performance compared to:

Statistical 
neighbour 

National 
average

Percentage of child 
protection cases 
which were reviewed 
within required 
timescales 

Few differences are 
found nationally for 
this measure, the 
national average being 
99% and both 
Hackney and 
statistical neighbours 
achieving 100%. 

0 0

Care leavers in 
suitable 
accommodation 

Hackney compares 
well to both statistical 
neighbours and the 
national average. 

✓ ✓

Care leavers in 
employment, 
education and 
training 

Hackney shows no 
real difference 
compared with 
statistical neighbours 
and the national 
average. 
Hackney: 65% 
SN: 66% 
England: 63% 

0 0

 

Furthermore, in Hackney, the number of looked after children fell by 30% during 
the period 2005/6 to 2008/9. This change is often cited as evidence the efficacy 
of the RSW model (e.g. Cross et al, 2010). However, as Forrester et al. (2013) 
point out, the bulk of the reduction in children in care occurred between 2005 and 
2007, and it therefore preceded the implementation of the systemic unit model.  

Furthermore, the number of looked after children (LAC) in Hackney did not 
decrease drastically between 2008/9 (around 325 children according to Cross et 
al) and 2010 (when there were 302 LAC children12). 

4.6 Cost and value for money 

In the absence of robust outcomes data, no cost benefit analysis of RSW has 
been carried out. However, there is emerging evidence of the potential cost 
benefits which may result from RSW. In particular, the overall cost of children’s 

                                                 

12 http://www.eastlondon.nhs.uk/About-Us/Our-Board/Trust-Performance/Hackney-Safeguarding-Inspection-
Ofsted-Report-10-July-2012.pdf  
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social care in Hackney has fallen by 4.97% during the course of Reclaiming 
Social Work. This fall is directly affected by the fall in numbers of looked after 
children, increased placement stability and reduced residential care costs. 

Residential care is costly and Hackney’s 2010 Ofsted data indicates that less 
than 11% of looked after children were in residential placements, compared to 
17% children in statistical neighbours and a national average of 15%. For 
2007/08, before the introduction of RSW, residential care expenditure was £4.3 
million. The reduction in the residential care expenditure fell by over 14% to 
below £3.7 million in 2008/09 and subsequently to £3.2 million in 2009/10 (a 
further drop of 14%) (Cross et al., 2010). The reduction in costs were also 
facilitated by a marked 55% fall in staff days lost to sickness (Cross et al, 2010). 
In terms of costs, this translated to a reduction in the expenditure on agency staff 
to cover for staff sickness days from over £6m to less than £4m. 

Furthermore, the fact that the DfE Social Care Innovation Fund have awarded 
£4.2 million to Morning Lane Associates to implement Reclaiming Social Work in 
five local authorities is indicative of costs13.  

4.7 Implementation   

4.7.1 Systems change 

Reclaiming Social Work was implemented in Hackney in the belief that 
improvements within child and family safeguarding services are best brought 
about through whole system change and Morning Lane consultants continue to 
advocate the roll-out of the model as a source of whole system change.  

Hackney used the McKinsey 7S framework to drive service change and 
improvement which recognises that for a whole systems change to be most 
successful, seven key areas need to change simultaneously and be aligned with 
the central goal of the organisation: 

 Shared values: Staff in the organisation share a similar outlook and approach 
to the work undertaken with families, including a fundamental commitment to 
keeping children safely together with their families wherever possible. 

 Structure: All cases are held within multi-disciplinary Social Work Units, as 
discussed above. All cases are discussed at weekly unit meetings.  

 Systems: Systems have been redesigned to ensure that they enhance 
professional practice e.g. reducing local procedures, family-focused recording 
systems, qualitative case review etc.  

                                                 

13 http://springconsortium.com/4-2m-to-reclaim-social-work-across-the-country/  
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 Style: All staff are encouraged to work collaboratively and respectfully, inviting 
family and others to join in findings solutions. It is clear that the interests of 
children are the driver for decisions. 

 Skills: The service is prescriptive about methodology (adopting systemic 
practice and social learning theory) and promotes a systemic approach to 
practice. Hackney introduced the systemic unit model by asking all staff to 
reapply for their posts. This resulted in a significantly changed workforce, 
which was maintained through an ongoing selection process. 

 Strategy: The organisation needs professionals who have a high level of skill, 
who are interested and able to design and deliver interventions that work, as 
well as properly manage social work casework. Risk management is the 
highest context for all practitioners. A skilled and stable workforce, with 
capacity and motivation to help families, will reduce the numbers of children 
needing to come or remain in care. This significantly reduces commissioning 
costs, which can then be reinvested back into preventative services or 
released as year-on-year efficiency savings. Swift action is taken to 
permanently remove children where necessary, with practitioners working 
hard to ensure alternative permanent arrangements are secured.  

Forrester et al. (2013) also highlight, on the basis of their findings, the crucial 
importance of effective leadership and commitment from the whole organisation 
to make units work. They suggest that the systemic unit model is about far more 
than systemic units; and that it is more fundamentally about whole-system reform 
aimed at delivering a vision of excellent social work. They conclude that: 

‘Ultimately, perhaps, what is most important about the systemic unit 
model is not the model itself. Rather, it is that it can help open up a 
different way of delivering Children’s Services. In doing so, it can 
allow us to question some of the fundamental assumptions that have 
tended to pervade the way services are organised and run in the UK 
and many other countries, such as the almost universal tendency to 
allocate families to individual workers and the rarity with which 
Children’s Services specify and then support the intervention 
methods they think workers should be using’. 

4.7.2 General lessons for children’s services 

General lessons/features which were all present in Hackney Reclaiming model 
but could be present in more conventional teams, as highlighted by Forrester et 
al. (2013) include: 

 Wider practical organisational support for children’s services: providing 
adequate space, good IT systems and other practical support for practice was 
crucial. 

 Strong administrative support: social workers require good administrative 
support, and administrative support that is closer to a PA than a bureaucratic 
filer of forms is most helpful in carrying out the social work role. 
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 Small teams: one of the key insights underlying the systemic unit model was 
that smaller teams work better, and we found this in conventional teams too. 

 High ratio of supervisors to staff: with the complexity of the families that 
workers deal with, supervisors can only effectively manage a limited number 
of social workers. An adequate ratio of supervisors to staff was crucial for the 
organisation to work. 

 Recruitment of high quality staff: it is undoubtedly true that the quality of staff 
recruited and retained shapes the ability of Children’s Services to deliver 
services effectively. 

 Limited workload: given the complexity of the work, social workers can only 
work effectively with a relatively small number of families. Allocating more than 
they can manage means that workers and managers formally or informally 
decide to prioritise some and give limited attention to others. Controlling 
caseloads – even if that involves making difficult decisions about only working 
with high priority families – is necessary to allow effective service delivery.  

4.7.3 Criticisms of RSW 

Ray Jones, Professor of Social Work at Kingston University and a former director 
of social services, has shared the following concerns about the roll-out and 
implementation of RSW14: 

 The consultant social worker as case holder has both the direct case 
responsibility for a large number of children and families and also for the 
management and supervision for the other workers in their unit. This means 
the consultant social worker in some areas may be the named case holder for 
60-80 children. 

 Secondly, the small units of five to seven workers, with only one or two of 
each type, are not resilient. Someone leaves or is absent and the unit is not 
sustainable or viable in its own right. Work has to be shared with other units or 
backlogs will quickly build up. 

 Thirdly, this is a costly structure across a large authority with relatively large 
numbers of higher paid consultant social workers to be recruited. There’s also 
the issue of identifying enough consultant social workers able and willing to 
take responsibility for many cases, while managing and supervising their other 
unit workers. Some have found this impossible and unsustainable. 

 

                                                 

14 http://www.communitycare.co.uk/2013/10/24/i-am-now-anxious-about-how-the-hackney-model-is-being-
interpreted-and-rolled-out/  
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5 Multi-systemic Therapy 

5.1 What is it? 

Multi-systemic Therapy (MST) is an intensive family and community based 
intervention15 for children and young people aged 11-17, where young people are 
at risk of out of home placement in either care or custody due to their offending or 
having severe behaviour problems. 

MST teams focus on the whole world of the young person, or ‘system’/’ecology’ in 
which they are situated - their homes and families, schools and teachers, 
neighbourhoods and friends. Therapists visit the family in their home and 
community at times convenient to them in the belief that this increases the 
likelihood that they will successfully engage in MST. MST staff work with families 
for three to five months, including being on call to families 24 hours a day, seven 
days a week. Such an intensive service is possible because therapists work with 
a limited number of families at any given time. 

The goal of MST is to break the cycle of anti-social behaviours by keeping young 
people safely at home, in school, and out of trouble. It works to increase the skills 
and resources of the parents and carers to manage their young person’s 
behaviours more effectively. Therapists receive a high level of training and 
supervision and use approaches, such as behavioural therapy, cognitive 
behavioural therapy and structured family therapy to work with young people and 
their families. 

Family members collaborate with MST therapists in designing a treatment plan 
over three to five months. The plan make sense to the family and builds on the 
strengths in their lives in order to engage parents and children.  

MST appears on the vast majority of relevant lists of evidence-based practices for 
children, youth and families, is a blueprints model programme16, and is widely 
recognised and disseminated (Littell, n.d). Overall, in terms of effectiveness, it 
has an established evidence base. However, this evidence base has been 
convincingly critiqued.  

5.1.1 Theoretical foundations 

The model draws primarily on ecological theory and family systems theory. It 
assumes that the young person’s behavioural problems are determined by 
multiple factors existing at the level of the young person, his or her family, peers, 
school, neighbourhood and community. MST therefore helps family members 

                                                 

15Although MST is generally described in clinical, mental health terms (e.g. ‘therapist’), it is often used in non-
clinical settings. 

16 Blueprints for Healthy Youth Development provides a registry of evidence-based positive youth development 
programs designed to promote the health and well-being of children and teens. For more information please 
visit: http://www.blueprintsprograms.com/about.php  
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identify strengths within each of these ‘systems’ and to address system-specific 
risks and difficulties.  

In particular, the MST model assumes that the child’s caregiver is the primary 
agent of change. For this reason, the MST therapist works closely with the young 
person’s parents/carers to give them strategies to improve their relationship with 
their child, limit their child’s contact with deviant peers, improve their child’s 
school performance and reduce their child’s criminal activities in the 
neighbourhood and community (DfE, n.d.). 

The theory of change underlying MST, as summarised by the DfE, is presented in 
Figure 5.  

Figure 5 Summary of the theory of change underpinning MST 

 

5.1.2 Nine core principles 

The nine core principles underpinning MST are (DfE, n.d.):  
 
 Finding the fit: An assessment is made to understand the "fit" between 

identified problems and how they play out and make sense in the entire 
context of the young person's environment. Assessing the “fit” of the young 
person's successes also helps guide the treatment process.  

 Focusing on positives and strengths: MST therapists and team members 
emphasise the positives they find and use strengths in the young person's 
world as levers for positive change. Focusing on family strengths has 
numerous advantages, such as building on strategies the family already 
knows how to use, building feelings of hope, identifying protective factors, 
decreasing frustration by emphasising problem solving and enhancing parents 
or carers’ confidence. 

 Increasing responsibility: Interventions are designed to promote responsible 
behaviour and decrease irresponsible actions by family members. 

 Present-focused, action-oriented and well-defined: Interventions deal with 
what’s happening now in the young person's life. Therapists look for action 
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that can be taken immediately, targeting specific and well-defined problems. 
Such interventions enable participants to track the progress of the treatment 
and provide clear criteria to measure success. Family members are expected 
to work actively toward goals by focusing on present-oriented solutions, 
versus gaining insight or focusing on the past. When the clear goals are met, 
the treatment can end. 

 Targeting sequences: Interventions target sequences of behaviour within 
and between the various interacting elements of the adolescent’s life—family, 
teachers, friends, home, school and community—that sustain the identified 
problems. 

 Developmentally appropriate: Interventions are set up to be appropriate to 
the young person's age and fit his or her developmental needs. A 
developmental emphasis stresses building the young person's ability to get 
along well with peers and acquire academic and vocational skills that will 
promote a successful transition to adulthood. 

 Continuous effort: Interventions require daily or weekly effort by family 
members so that the young person and family have frequent opportunities to 
demonstrate their commitment. Advantages of intensive and multifaceted 
efforts to change include more rapid problem resolution, earlier identification of 
when interventions need fine-tuning, continuous evaluation of outcomes, more 
frequent corrective interventions, more opportunities for family members to 
experience success and giving the family power to orchestrate their own 
changes. 

 Evaluation and accountability: Intervention effectiveness is evaluated 
continuously from multiple perspectives with MST team members being held 
accountable for overcoming barriers to successful outcomes. MST does not 
label families as “resistant, not ready for change or unmotivated.” This 
approach avoids blaming the family and places the responsibility for positive 
treatment outcomes on the MST team. 

 Generalisation: Interventions are designed to invest the parents/carers with 
the ability to address the family’s needs after the intervention is over. The 
parent/carer is viewed as the key to long-term success. Family members drive 
the change process in collaboration with the MST therapist. 

5.1.3 MST in practice 

MST therapists begin assessing the family’s needs during their first meeting 
with the family. At this time, the therapist solicits the views of each family 
member about their primary problems, their causes and their goals for 
treatment. During this process, the therapist will often use a genogram to 
capture important information about the quality of the relationships between 
family members and their external family supports. After this initial meeting, 
the therapist consults with the young person’s school and other individuals 
from the community involved in the young person’s case. The therapist then 
uses this information, as well as his or her own clinical judgment, to generate 
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a hypothesis about the main problems the family is facing and the best 
strategies for treating these problems.  
 
The therapist shares his or her hypothesis with the MST supervisor to determine 
the best treatment ‘fit’ for the family. The MST therapist also works collaboratively 
with the family to determine the treatment plan. The therapist and family 
members then review this plan on an ongoing basis to determine the extent to 
which it is meeting the family’s needs. The appropriateness of the plan is also 
reviewed during the therapist’s ongoing supervision (DfE, n.d.). 

Parent/carer engagement is at the core of MST’s work with each family. For the 
programme to progress, all family members must work closely with the therapist 
to define the problems, set goals and carry out interventions. Delivering the 
sessions within the family home removes common barriers to accessing the 
programme, and therapists take on low caseloads so that they have the time to 
be available to families 24 hours a day. The therapist is also taught to adopt a 
strengths-based approach and recognise the importance of the family’s cultural 
context. They are required to have skills which enable them to foster and 
maintain parental engagement. Families are also helped with practical needs that 
may be a barrier to interventions; for instance, a common strategy used to 
engage all family members and create a strong therapeutic alliance is for the 
MST therapist to bring food to the sessions. 

5.1.4 MST adaptations 

MST has been adapted and tailored to various target audiences and particular 
needs. Such adaptations include MST for young people between the ages of 10 
to 17 who present the following needs or issues: 

 Child abuse and neglect 

 Problem sexual behaviour 

 Substance misuse 

 Reintegration following care 

MST Child Abuse & Neglect (CAN)  

Multi-systemic Therapy for Child Abuse and Neglect (MST-CAN) is an adaptation 
of MST that was developed to treat families who have come to the attention of 
Children’s Services due to physical abuse and/or neglect and who have one or 
more children aged 10 to 17 years who are subject to a child protection plan.   

MST-CAN works with families to keep children at home with increased safety. 
The focus is providing treatment to the whole family with special attention given 
to parents to overcome some of the challenges they face in parenting. It is very 
common for parents in MST-CAN programmes to have experienced a traumatic 
event and treatment is provided to help overcome the impact of trauma.     



   SSIA  
Review of models and frameworks – Phase 2, deep dives 

  
 

 

 

© | March 2015 49 
FINAL CONFIDENTIAL  

In MST-CAN programmes a great deal of safety planning is included in addition 
to treatment for anger management difficulties, parental or youth substance 
abuse, and family problem solving and communication problems.      

The team delivers treatment in the family’s home at flexible times, with a 24/7 on 
call service to help the family manage crises after hours. Treatment is intensive 
and lasts for six to nine months.      

There are currently MST-CAN teams in Cambridgeshire, Greenwich and Leeds. 
More information about the programme can be found here: www.mstcan.com  

MST Problem Sexual Behaviour (PSB) 

Multi-systemic Therapy for young people with problem sexual behaviour (MST-
PSB) targets young people aged 10 to 18 years who have committed a sexual 
offence or a sexual assault on a family member which has come to the attention 
of children's social care. MST-PSB is built on the foundation of standard MST, 
and therefore seeks to address the many factors that influence problem sexual 
behaviour.     

MST-PSB therapists only work with a few families at a time and see the young 
person and family in their home setting. During the treatment therapists seek to: 

 Address denial among the family and young person that there is a problem  

 Focus on the aspects of the young person’s environment that contribute to the 
sexual delinquency  

 Help the parents or carers to build support networks 

 Show the parents/carers how to provide unambiguous guidance and support 
so that the young person can develop social skills that will allow him or her to 
establish healthy relationships with friends  

There is currently a MST-PSB team based at the Brandon Centre in London, a 
team covering Bedford Borough, Central Bedfordshire, Cambridgeshire and 
Peterborough Councils and a team in Sheffield. 

For more information about MST-PSB, please visit: www.mstpsb.com   

MST Substance Abuse (SA) 

MST Substance Abuse (MST-SA), also known as MST-CM for MST enhanced 
with Contingency Management protocols, treats young people who are abusing 
drugs and alcohol. In addition to standard MST, MST-SA is the only other 
adaptation that has proven to be effective with this population.  

While its foundation is MST in which therapists work with only a few families at a 
time to give parents and caregivers guidance, MST-SA is highly focused on drug 
and alcohol use. At every session, the therapist determines whether the 
adolescent is currently using drugs and drinking alcohol. If the answer is yes, the 
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underlying reasons for the substance abuse (peer pressure and boredom, for 
example) are sought, and an intervention is built. If the answer is no, the factors 
that led to the young person stopping are leveraged to influence future behaviour.  

MST-SA teams develop, with the caregivers, a specific written plan for the young 
person that the caregivers enforce. The plan is designed to keep the youth from 
doing drugs and consuming alcohol excessively. 

Every young person must take specialised training in drug-refusal skills, which 
includes extensive role-playing so that the youth can see effective ways of ‘just 
saying no’. The young person is also schooled in how to exit from a situation 
where drugs or alcohol are being offered. 

An important part of the programme is random drug testing at a frequency 
depending on the drug of choice. For instance, cannabis stays in the system, so 
weekly testing is sufficient. Cocaine, on the other hand, is fast acting, 
necessitating daily testing. Caregivers are taught how to spot and track drug and 
alcohol consumption. Consequences are linked to the negative results and 
rewarding positive behaviour is an integral part of MST-SA. These incentives 
(and consequences) are specified in a written contract.   

There are currently MST-SA teams at the Brandon Centre and in 
Cambridgeshire. For more information please visit: www.mstservices.com    

MST-Family Integrated Transitions (MST-FIT) 

The MST Family Integrated Transitions (FIT) model uses standard MST 
principles with additional components to address the specific issues and contexts 
of young people returning home from care. In the US where it has been 
developed it provides individual and family services to young offenders with 
mental health and substance misuse during the period of transition from 
residential settings back to the community. The goals of the FIT programme 
include strengthening family relationships, reducing the young person’s 
substance misuse, improving his or her mental health, increasing pro-social 
behaviour and lowering the risk of offending where this is part of the presenting 
problem. Also, connecting the family with appropriate community supports and 
supporting the young person in reintegrating into school and to develop positive 
peer relationships. 

The overarching framework of the intervention is derived from Multi-systemic 
Therapy (MST) and this is combined with Dialectical Behaviour Therapy17 to 
target young people’s individual mental health needs and support those caring for 
them more effectively. 

The model works for 3 to 4 months with young people and their carers while they 
are placed away from home, thus improving skill level of the current residential or 
                                                 

17 Dialectical behaviour therapy is a type of talking therapy which is based on cognitive behavioural therapy, but 
which has been adapted to meet the particular needs of people who experience emotions very intensely. It is 
mainly used to treat people with borderline personality disorder. 
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foster carers and  also with the young person’s family to identify the issues which 
may present difficulties in order to plan a successful  return home. Once the 
young person has returned home, work continues with the family for a further four 
months and with other key agencies, such as social care and schools and also to 
support the family members to develop community based supports and reduce 
their longer term reliance on statutory services. 

5.2 Target audience 

The target audience of MST, as it is practised generally rather than in any of its 
adapted formats, is families with a young person between the ages of 12 and 17 
years who is at risk of going into care due to serious anti-social behaviour and/or 
juvenile offending. (DfE, n.d.). Young people who are at risk of care but not 
showing anti-social behaviour would not be suitable for standard MST (Fox and 
Ashmore, 2014). It is a targeted programme which is appropriate for young 
people with a moderate, complex or high level of need. 
 
The target audiences of the adaptations of MST are described in section 5.1.4. 

5.3 Inputs 

Provider qualifications and training 

MST therapists are recommended to have a QCF Level 7/8 qualification, with 
a minimum of a QCF Level 6 qualification. Therapists can be from a variety of 
professional backgrounds such as social work, probation, clinical psychology 
and systemic family therapy. Ideally they should have previous experience of 
working with challenging families and also should be willing to work very 
flexible hours to ensure that families have access to a therapist at any time.  
 
Each MST team typically involves two to four therapists and a supervisor. Within 
the UK, the minimum team size is three to ensure 24/7 cover for families and the 
practitioner’s ability to take annual leave. 

Recommended parameters 

Therapists see families for an average of three to five months and commonly 
see families around three times a week, but this will vary according to the 
level of need.  
 
They are available 24/7 to the family and carry a caseload of four to five families. 
On average, MST therapists provide 60 hours of face-to-face contact to each 
family (DfE, n.d.). 

Delivery settings 

MST is delivered by a single practitioner to families in their home. The 
therapist may meet the young person or parent alone, with the whole family 
or with other relevant people in the extended family, including peers and 
teachers – depending on the treatment plan and the family’s needs. Sessions 
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are delivered to families at times which are convenient for them so that, 
coupled with sessions in the family’s home or community, they can more 
easily engage with MST.  

5.4 Intended outcomes 

Generally, MST therapists aim to:  
 
 empower  parents with the tools and resources to manage the young person’s 

behaviours 

 increase young people’s engagement with and success in education and 
training 

 promote positive activities for parents and the young person 

 reduce young people’s offending and/or anti-social behaviour 

 improve family relationships 

 tackle underlying problems in the young person or parent, including substance 
misuse 

 create a support network of extended family, neighbours and friends to help 
the parents and carers maintain the changes 

In terms of outcomes more specifically, in the short-term MST intends to result in 
the following outcomes: 

 Caregivers will have improved parenting skills  

 Family relationships will improve  

 The family will have improved their network of informal supports  

 The young person will do better in school or vocational activities  

 The young person will be more involved with prosocial peers  

 The young person will be less involved with deviant peers  

 The young person’s behaviour will improve.  

In the longer-term MST intends to result in the following outcomes for the young 
person: 
  
 Be able to remain at home  

 Remain in school or work  
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 Not be involved in any (further) arrests. 

5.5 Effectiveness and evidence 

Overall there is disagreement in the academic literature regarding the known 
effectiveness of MST. Many reputable sources, such as the DfE, the CEBC18 and 
the EIF19, claim that MST has strong evidence of improving child and parent 
outcomes in the short and long term. For instance, over 20 Randomised 
Controlled Trials of MST interventions have been conducted in the USA, New 
Zealand, the UK and Norway, and over 86 reviews of research on the effects of 
MST have been published since 1996 (Littell, n.d.). Most of these reviews 
conclude that MST ‘works’ (i.e. is more effective than alternatives) and MST 
developers claim that it has consistent positive effects across populations, 
problems and settings (Ibid.). 

However, one of the most prolific researchers and evaluators of MST, Littell, who 
is an expert in systematic reviews and meta-analysis, and who has conducted 
multiple reviews of the evidence for MST on behalf of the Cochrane Collaboration 
(e.g. Littell, 2005) has concluded that  MST has: 

 Inconsistent effects across studies 

 No significant effects in most rigorous studies 

 Few effects in weaker studies, but none are significant on average 

 Is not consistently better or worse than other services 

5.5.1 Outcomes 

According to the EIF there is established evidence for the effectiveness of MST in 
resulting in the following outcomes: 

 Reduced offending and anti-social behaviour (parent and young person 
reported) 

 Reduction in nonviolent offenses (police reported) 

 Reduced criminal activity (parent report) 

 Reduced out-of-home placement (parent report) 

 Reduced externalizing and internalizing symptoms (adolescent self-report) 

                                                 

18 The CEBC has awarded MST the top ‘scientific evidence’ rating of 1 

19 The EIF has awarded MST the top evidence rating of ‘4’ i.e. established 
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 Improved family functioning (parent report) 

 Improved mental wellbeing (adolescent self-report) 

 Reductions in felonies (re-offending rates) 

 Reductions in misdemeanours (re-offending rates) 

 Reductions in family civil suits (court records). 

The CEBC also presents robust evidence to suggest that MST can result in: 

 Reduced incarceration 

 Reduced arrests for violence crime 

 Improved peer relations 

 Reduced use of drugs 

 Decreased days in out-of-home placements 

 Improved behaviour 

 Reduced sexual problem behaviours 

5.5.2 Limitations of MST 

In assessing the appropriateness of MST as an intervention with young people 
on the edge of care, Fox and Ashmore (2014) have highlighted the following 
possible limitations and/or barriers associated with MST: 

 MST does not target all young people at risk of care; only those displaying 
anti-social or delinquent behaviour 

 MST sites need to be licensed and teams trained in the model 

 Intervention is limited to three to five months even if family outcomes have not 
been met 

 Case needs to close if young person has gone into care for over four weeks 

 Each team has low annual capacity due to low caseloads 

 

 

 



   SSIA  
Review of models and frameworks – Phase 2, deep dives 

  
 

 

 

© | March 2015 55 
FINAL CONFIDENTIAL  

5.6 Cost and value for money 

There is evidence to suggest that MST offers good value for money. For 
example, Figure 6 summarises the costs and benefits of MST, as presented by 
Investing in Children20. This shows that based on this calculation, for every £1 
spent on MST providers can expect to gain £2.04 on average in benefits overall 
in the lifetime of the participant, including those to the taxpayer, participant and 
others (such as potential victims). 

Figure 6 Summary of value for money offered by MST   

Dimension of cost-benefit Amount 

Cost £9,732

Benefits to taxpayers £4,396

Benefits to participants £1,963

Benefits to others £13,534

Total benefits £19,893

Benefits minus costs £10,161

Benefit-cost ratio 2.04

 

5.7 Implementation 

There is considerable information available regarding how the MST should be 
implemented to ensure programme fidelity, much of which is made available the 
developers and proponents of MST (http://mstuk.org/) rather than through the 
findings of independent implementation evaluations. One of the main purposes of 
implementation advice and support from the developers of MST is to help ensure 
programme fidelity. There is a lack of evidence about which aspects of the model 
are most or least effective and how it can be best implemented, in part because 
most studies of MST focus on evaluating effectiveness. 

5.7.1 Accreditation 

In order to ensure programme fidelity, providers of MST must be licensed and 
accredited as MST sites. Accreditation indicates an agreement to implement the 
MST model with full fidelity in order to achieve positive outcomes for young 
people and families. This is accomplished by complying with all of the policies 
and procedures in the MST Manuals in connection with the training of staff in 
licensed MST programs. It also indicates an agreement to ensure that all of its 

                                                 

20 http://investinginchildren.eu/interventions/multisystemic-therapy-mst-juvenile-offenders  
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employees involved with the MST System are competent and fully trained in the 
use of the MST System. 

5.7.2 Implementation support 

Ongoing programme support and training is available from MST Network 
Partner organisations. Each of the Network Partner organisations operates 
under a licensing agreement with MST Services and is fully qualified to 
implement all of the programmes support and training services.  
 
The MST programme development process begins with a community’s initial 
expression of interest and continues throughout the day that a new MST 
programme first treats a young person and family. The process typically 
unfolds in multiple stages over the period of a year and sometimes longer. 
These stages include:  
 
 Initial information collection  

 The MST needs assessment:  

o identify the community need for MST   
o develop a financial plan and assess sufficiency of funding to sustain the 

programme through start-up and as fully operational  
o cultivate the commitment of pertinent agencies (i.e. service provider 

organisation and the agencies providing referral and funding) to 
implementing MST with fidelity, using the quality assurance and 
improvement protocols associated with the model  

o cultivate commitment from key community stakeholders  

 MST critical issues sessions  

 Site readiness review meeting  

 Staff recruitment and five-day MST Orientation training  

 Ongoing programme implementation support: Quarterly onsite booster training  

 Weekly onsite supervision  

 Weekly MST Expert consultation (via conference call 

 Standardised use of fidelity measures  

 Bi-annual Programme Implementation Reviews. 

Additionally, MST provides several mechanisms to support the 
implementation process:  
 
 Programme Implementation Review. This semi-annual review is designed to 

enable the host agency, key stakeholders (referral and funding sources) and 
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the MST Network consultant to examine together: a) the extent to which the 
programme goals regarding the target population, referral process, fidelity of 
MST implementation, and youth outcomes are being met b) barriers to 
meeting expectations in a particular domain (e.g. inadequate number of 
referrals, lower than expected therapist adherence) c) specific intervention 
strategies to overcome those barriers before the next semi-annual review 
takes place. The domains assessed in this review are based on the checklist 
used to guide the development of the Goals and Guidelines document for the 
MST programme. 

 Ongoing problem solving of organisational and stakeholder barriers to 
implementation. When treatment is not progressing as a result of issues 
involving the host agency or service system, MST consultants work with the 
therapists, onsite supervisor and other host agency personnel to address the 
issues.  

 Support for programme directors. In organisations operating several MST 
teams, it is recommended that a programme director position be established 
to: a) facilitate consistency of implementation by teams across the 
organisation b) advocate collectively for MST teams within the organisation 
and with external stakeholders c) keep an eye on the sustainability of the 
programme given the ever-changing financial and political contingencies 
affecting services for youth in the programme. MST Services provides 
orientation materials and training for programme directors and hosts a monthly 
voluntary peer networking conference call in which directors from different 
organisations can learn from one another about opportunities and challenges 
they face.  

 Organisational Manual. The MST organisational manual is a resource for 
administrators of organisations establishing MST programmes. 

5.7.3 Practitioner training 

According to the DfE Commissioning Toolkit, all of those involved in the 
delivery of MST must attend the programme’s initial five-day orientation 
training. During this training, the MST team is familiarised with:  
 
 The theoretical basis of the MST model  

 The risks associated with the serious behaviour problems addressed by MST  

 The common family, peer, school, individual, and social support assessment 
and intervention strategies used in MST  

 Methods for conceptualising cases and interventions in terms of the MST 
principles  

 How to use the MST Assessment and Intervention Process for designing and 
implementing family interventions  



   SSIA  
Review of models and frameworks – Phase 2, deep dives 

  
 

 

 

© | March 2015 58 
FINAL CONFIDENTIAL  

 Strategies for building strong, collaborative relationships with stakeholder 
agencies in the community  

 The MST therapists’ role in continuous quality improvement.  

The training also provides therapists with many opportunities to practise the 
MST assessment strategies and interventions through role-play and other 
exercises.  Therapists also receive a detailed manual covering all of the 
information provided in the five-day training.  
 
The training continues once they start to work with families. This includes 
weekly telephone consultations with the MST consultant and quarterly one-
and-a-half-day booster training sessions.  
 

5.7.4 Supervision requirements 

MST teams meet weekly with the onsite MST supervisor, who follows a specified 
protocol for reviewing and addressing the issues in each case with the team. The 
main objective of the supervision is to help therapists learn and use the clinical 
skills needed to effectively implement MST with each and every youth and family 
served. 

Site supervisors are expected to attend two additional days of MST training 
and Advisor Supervisor workshops as required. In addition to the onsite group 
supervision, the entire team, in turn, discuss their cases with an MST expert 
consultant once a week over the phone to obtain additional feedback and 
direction as needed. The overriding purpose of these supervision and 
consultation sessions is to provide the therapist with the support needed to 
facilitate attainment of targeted treatment goals and to enhance therapist 
fidelity to MST treatment protocols.  
 

5.7.5 Programme fidelity and quality assurance 

Programme fidelity is maintained through MST’s quality assurance and 
improvement system, which supports the implementation at multiple levels of 
practice, including the therapist, clinical supervisor, expert consultant, 
programme management and host agency. The core components of the MST 
Quality Assurance/Quality Improvement (QA/AI) system are:  
 
 Manuals for therapists, supervisors, consultants and organisations  

 Training and quarterly booster training for therapists and supervisors  

 Weekly consultation (via phone) with the trainer/MST Expert assigned to the 
team/ programme  

 Onsite clinical supervision for therapists  

 Expert consultation for therapists and supervisors  
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 Programme development and support for the organisation operating the MST 
programme  

 Validated measures of implementation adherence for therapists, supervisors 
and consultants  

 A web-based implementation tracking and feedback system provided through 
the MST Institute  

 Bi-annual Programme Implementation reviews to assess programme fidelity 
and drift across a number of clinical, operational, organisational and system-
level processes.  

These are not stand-alone components but are integrated into a feedback loop. 
Consistent with a Continuous Quality Improvement philosophy, the system 
engages all individuals involved in the MST programme to continually enhance 
‘the processes associated with providing a good service that meets or exceeds 
the family’s expectations’. The feedback loop integrates data and qualitative 
feedback about MST implementation at the level of the family, therapist, 
supervisor, expert consultant, and organisation operating the MST programme. 
The QA/QI system aims to increase the odds that problems with implementation 
fidelity and youth outcomes will be detected and addressed at all levels of the 
clinical context on an ongoing basis (DfE, n.d.). 
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6 Motivational interviewing 

6.1 What is it? 

Motivational Interviewing (MI) is a form of collaborative conversation for 
strengthening a person's own motivation and commitment to change. It is a 
person-centred counselling style for addressing the common problem of 
ambivalence about change by paying particular attention to the language of 
change. It is designed to strengthen an individual's motivation for and movement 
toward a specific goal by eliciting and exploring the person's own reasons for 
change within an atmosphere of acceptance and compassion. It was first 
developed by William Miller and Stephen Rollnick in the 1980s and 1990s to deal 
with substance misuse issues. However, it is now used to bring about change in 
relation to a broader array of lifestyle and health issues, including parenting 
practice (Lundahl et al., 2010).  

The overarching goals of MI are to: 

 Enhance internal motivation to change. 

 Reinforce this motivation. 

 Develop a plan to achieve change.  

MI has been used as additive to other interventions, as a prelude to another 
treatment where the assumption is that MI will serve a preparatory role, and as a 
stand-alone intervention. It has been found to be particularly effective in pre-
treatment work to engage and motivate clients for other treatment modalities 
(CEBC). Overall, in terms of effectiveness, MI has an established evidence base. 

6.1.1 Core principles 

Miller and Rollnick (1991) outline four core principles of MI which motivational 
interviewers should seek to adhere to. These are to: 

 Express empathy through reflective listening. This serves many goals such as 
increasing rapport, helping clients feel understood, reducing the likelihood of 
resistance to change, and allowing clients to explore their inner thoughts and 
motivations. 

 Develop discrepancy between clients' goals or values and their current 
behaviour. This essentially means that clients argue, to themselves, reasons 
why they should change by seeing the gap between their values and their 
current problematic behaviours. 

 Adjust to client resistance rather than opposing it directly i.e. ‘roll with 
resistance’. This means that clients’ reluctance to make changes is respected, 
viewed as normal rather than pathological, and not furthered by defensive or 
aggressive counselling techniques. 
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 Support self-efficacy and optimism. This means that clients’ confidence in their 
ability to change is acknowledged as critical to successful change efforts. 

Miller et al. (1992) also identify the following closely related characteristics of MI 
to describe the ‘spirit’ of the intervention and the desired relationship between the 
client and the therapist:  

 Motivation to change is elicited from the client, and is not imposed from 
outside forces 

 It is the client's task, not the counsellor’s, to articulate and resolve his or her 
ambivalence 

 Direct persuasion is not an effective method for resolving ambivalence 

 The counselling style is generally quiet and elicits information from the client 

 The counsellor is directive, in that they help the client to examine and resolve 
ambivalence 

 Readiness to change is not a trait of the client, but a fluctuating result of 
interpersonal interaction 

 The therapeutic relationship resembles a partnership or companionship 

Motivational interviewing builds on Carl Rogers' optimistic and humanistic 
theories about people's capabilities for exercising free choice and changing 
through a process of self-actualization. The therapeutic relationship for both 
Rogerian and motivational interviewers is a democratic partnership (Rockville, 
1999). 

6.1.2 Essential components 

The essential components of MI are (CEBC): 

 Emphasis of two essential dimensions related to an individual's ambivalence 
to change: 

o the importance of the change. 
o the confidence that the change can be accomplished.  

 Inclusion of open-ended questions encouraging the client to talk about 
circumstances surrounding his or her referral for evaluation, as opposed to the 
standard substance abuse evaluation that includes administering a number of 
structured interviews asking closed-ended questions. Examples of the types of 
open-ended questions that might be used are as follows: 

o What worries you about your substance use? 
o How has your use of substances presented problems for you in the past? 
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o What kinds of things would need to happen to make you consider 
changing your substance use?  

o What are the things that would prevent you from changing your substance 
use? 

o What are your concerns about entering substance abuse treatment at this 
time? 

 Utilisation of reflecting listening statements that focus on the client’s language 
around change. The goal is to evoke from clients their own reasons, needs, 
desire, and abilities to change. 

A depiction of ‘how motivational therapy works’, as summarised by Treasure 
(2004), can be seen in Figure 7. 

Figure 7 ‘How motivational therapy works’, as summarised by Treasure (2004) 

 

6.1.3 Strategies and techniques 

The following strategies and techniques are used as part of MI, according to 
Sobell and Sobell, 2008: 

 Asking permission 

 Eliciting/evoking change talk 

 Exploring importance and confidence – scaling questions 

 Open ended questions 

 Reflective listening 

 Normalising 

 Decision balancing 

 Columbo approach – highlighting discrepancies 
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 Statements supporting self-efficacy 

 Assessing readiness to change 

 Affirmations 

 Advice and feedback 

 Summaries 

 Therapeutic paradox 

6.2 Target audience 

Motivational interviewing is used with adults and adolescents/young people. MI 
requires some degree of abstract reasoning by the client that should be present 
after the age of 12 years and thus may not be as helpful for pre-teen children 
(Lundahl et al., 2010). 

It has most commonly been used as a source of change for health-related 
behaviours, such as substance misuse. However, MI appears broadly capable of 
helping across many problem domains ranging from addictive to health-
promoting behaviours (Lundahl et al., 2010). Lundahl et al. (2010) also found that 
MI is effective for individuals with high levels of distress as well as for individuals 
with relatively low levels of distress. 

6.3 Inputs 

6.3.1 Provider qualifications 

This review has uncovered no evidence that providers must have a minimum 
level of qualifications to deliver MI. The CEBC states that efficacy does not 
appear to be related to the level of practitioner degree, a notion which Lundahl et 
al. (2010) ‘tentatively’ confirm.  
 
According to William Miller what is most important is a helping professional’s 
ability to empathise with clients and not their training background (e.g., nursing, 
social work, psychology) (Lundahl et al, 2010). A study by Moyers et al. (2005) 
shows that therapists’ interpersonal skills, as measured by the Motivational 
Interviewing Skills Code, were positively associated with client involvement.  
 

6.3.2 Recommended Parameters  

Lundahl et al. (2010) found that more treatment time was related to better 
outcomes for MI. They suggest that it cannot hurt to provide more MI and that it is 
unreasonable to assume that a very short MI intervention will lead to lasting 
change. 
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The CEBC states that usually 1-3 individual sessions are delivered, but that there 
is some evidence that 2-3 sessions are more effective than a single session. 
Each session tends to last for 30-50 minutes. 

However, many MI practitioners anecdotally report that MI becomes integrated 
within much of their treatment, such that it cannot be separated from other 
interventions, which thereby makes the question of ‘dosage’ less pertinent 
(Lundahl et al., 2010). Such integration into broader treatment approaches 
however does clearly raises questions about the extent to which programme 
fidelity can be maintained.  
 

6.3.3 Delivery settings 

This programme is typically conducted in a(n): 

 Community Agency 

 Hospital 

 Outpatient Clinic 

 Residential Care Facility 

6.4 Intended outcomes 

The overarching goals of Motivational Interviewing (MI) are to (CEBC): 

 Enhance internal motivation to change. 

 Reinforce this motivation. 

 Develop a plan to achieve change.  

Thus, MI is predicated on the idea that motivation to change will lead to 
behavioural change. The specific kind of change sought will be specific to the 
individual client. 

6.5 Effectiveness and evidence 

6.5.1 Overall evidence base 

Motivational Interviewing has been evaluated numerous times and there is 
established evidence for the effectiveness of MI in positively affecting healthy 
behaviour change (CEBC; Lundahl et al., 2010). For example, there have been at 
least four meta-analyses conducted on the effects of MI and the most recent of 
these (Lundahl et al, 2010) included 119 studies in their meta-analysis, showing 
the breadth of research that has been conducted on the impact of this model.  

In terms of effectiveness, Lundahl et al. conclude that:  
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MI does exert small though significant positive effects across a wide 
range of problem domains, although it is more potent in some 
situations compared to others, and it does not work in all cases.  

They found that across health behaviour problem domains, MI was either 
ineffective or less effective when compared to other interventions or groups about 
a quarter of the time. Conversely, a full 75% of participants gained some 
improvement, with 50% gaining a small but meaningful effect and 25% gaining to 
a moderate or strong level. They also found that these benefits are sustained up 
to one year after treatment.  

6.5.2 Outcomes 

There is ‘established’ or ‘initial’ evidence regarding the efficacy of MI in bringing 
about the following outcomes (CEBC): 

 Reduced alcohol consumption among young adults 

 Reduced quantity of alcohol consumption (college students) 

 Reduced negative consequences from drinking (college students) 

 Service and treatment engagement (although not sustained beyond 
intervention) 

 Reduced alcohol, tobacco and marijuana consumption across age ranges 
(Lundahl et al., 2010) 

 Reduced gambling (Ibid) 

 Enhanced well-being, lower stress and depression (Ibid) 

 Increased engagement in treatment (Ibid) 

 Increase motivation to change (Ibid) 

Lundahl et al. (2010) suggest that as MI attempts to motivate clients to make 
some form of change in their lives and directly targets clients’ engagement in the 
change process, that it may enhance clients’ wellbeing indirectly. 

There is some emerging evidence and also developing theory regarding the use 
and efficacy of MI in improving parenting, and as an approach in child and family 
social work. For example, Lundahl et al. (2010) identified robust evidence to 
suggest that MI can help to increase participation in parent management training 
and that itcan help to motivate parents to prevent tooth decay in their children. 
There is also currently a Randomised Controlled Trial of MI in child protection 
work in the UK taking place which explores whether training and supervision in 
MI helps social workers to engage parents, and whether this is related to 
improved outcomes for children (Forrester, forthcoming). However, much of the 
‘evidence’ related to MI and child and family social work remains largely 
theoretical or is not directly focused on outcomes for children. 
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6.5.3 MI and child and family social work 

According to a review of strategies to bring about parental capacity to change 
when children are on the edge of care (DfE, 2014), a number of authors argue 
that motivational interviewing can reduce unnecessary confrontation and help 
parents move on from a position where they deny that a problem exists and are 
unwilling to change or engage with services (see Bowen and Gilchrist, 2004; 
Forrester et al., 2012; Zalmanowitz et al., 2013). As Morrison (2010) states: 
‘change does not start when parents enter the action stage; it starts when we 
enable an anxious, fearful, or angry parent to make the first steps along the 
pathway of [contemplating the need for change]’ (p.321). 

Individuals who respond to MI may have more discrete and less entrenched 
difficulties than the multi-layered problems that can overwhelm parents whose 
children are on the edge of care. Di Clemente and colleagues (2008) argue that 
motivational interviewing may not be so effective in a child welfare context 
because: ‘brief motivational interventions prior to treatment have not always 
improved treatment engagement and outcomes in populations of drug-abusing 
individuals who are poor, minority and less educated with multiple problems’ 
(p.27). Nevertheless, parallels have been drawn between the values of MI and 
child and family social work (Forrester et al., 2008). Forrester and colleagues 
(2012) argue that in child welfare cases, MI can be used to increase parental 
engagement and to address the factors underlying parental resistance to 
involvement with child and family social workers. The authors discuss five 
principal causes of parental resistance: social factors; individual and family 
factors; shame; ambivalence; and lack of confidence. They propose MI as a 
useful skill for reducing social worker contribution to resistance as well as other 
causes, and suggest that MI may be particularly effective in bringing about a:  
 
 a focus on engaging the parent 

 a focus on eliciting ‘change talk’ to resolve ambivalence about behaviour 
change 

However, they also identify adaptations to the strategic aims of MI if it is to be 
used in child protection work, the most important of which is maintaining a focus 
on the child’s welfare and safety.  

6.6 Cost and value for money 

Washington State Institute for Public Policy presents a cost-benefit analysis of MI 
for alcohol abuse and MI for smoking. Their analysis is shown in Figure 8 and in 
Figure 921. These show that both MI for alcohol abuse and MI for smoking offer 
excellent cost-benefit ratios. For example, for each £1 spent on MI for alcohol 
abuse or MI for smoking, £43.59 or £37.69 result as benefits, respectively. 

                                                 

21 The figures presented here were converted from US Dollars to British Pounds on 16/03/2015. 
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Figure 8 Cost benefit analysis of MI for alcohol abuse 

Dimension of cost-benefit Amount  

Cost £139

Benefits to taxpayers £1,302

Benefits to participant and others £4,896

Total benefits £6,199

Benefits minus costs £6,060

Benefit-cost ratio £43.59

 

Figure 9 Cost benefit analysis of MI for smoking 

Dimension of cost-benefit Amount  

Cost £139

Benefits to taxpayers £200

Benefits to participant and others £5,176

Total benefits £5,376

Benefits minus costs £5,240

Benefit-cost ratio £37.69

 

Lundahl et al. (2010) also found that when compared to other active treatments 
such as 12-step and cognitive behavioural therapy, the MI interventions took over 
100 fewer minutes of treatment on average yet produced equal effects. The fact 
that MI does not appear to require highly qualified therapists also helps to explain 
why this model may offer good value-for-money.  

6.7 Implementation 

The Motivational Interviewing Network of Trainers (MINT) offers a wide range of 
resources which can be used in training practitioners in MI, including a manual for 
implementing the programme. These can be found on the MINT website 
(http://motivationalinterviewing.org).  

6.7.1 Mechanisms of change 

The following MI within-session mechanisms of change have been identified as 
related to positive outcomes: 

 Client change talk/intention 
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 Client experience of discrepancy 

 Therapist use of a decisional balance exercise 

Therapist display of behaviour, techniques or attitudes inconsistent with MI was 
found to be related to worse outcomes (Apodaca, T. R. and Longabaugh, R., 
2009). 

Miller also highlights the following as key mechanisms of change: 

 Therapist style of interaction as ‘patient-centred’ rather than confrontational 

 Therapist expectation of change 

6.7.2 Training 

Miller et al (2004) compared proficiency levels of MI practitioners who had been 
trained versus those who had taught themselves. They found that those who had 
been trained demonstrated higher levels of proficiency than those who had 
taught themselves. Coaching and/or feedback further improved proficiency levels.  

Training courses in motivational interviewing have mostly been relatively short 
(2–3 days). Miller and colleagues evaluated the effectiveness of a 2–3 day 
training workshop in motivational interviewing for counsellors by studying 
samples of practice before and after the course (Miller and Mount, 2001). They 
found statistically significant changes in the behaviour of the counsellors 
consistent with the principles of motivational interviewing, but these changes 
were not large enough to make a difference for patients. Thus, continued 
practice, supervision and monitoring are needed in addition to 3-day training to 
attain and maintain standards. 

6.7.3 Model fidelity 

There are a range of tools that have been developed by MINT to help providers 
ensure and monitor fidelity to the MI model. These resources include: 

 Motivational Interviewing Treatment Integrity (MITI)  

 The Motivational Interviewing Skill Code (MISC)  

 Motivational Interviewing Treatment Integrity (MITI) code  

These can be found on the MINT website (http://motivationalinterviewing.org).  

However, in their meta-analysis of MI, Hettema et al. (2005) found that 
manualised interventions (i.e. where therapists followed and regularly consulted a 
manual above and beyond basic training) yielded weaker effects. This finding 
was also confirmed by Lundahl et al. (2010) who also found that fidelity to MI did 
not significantly moderate outcomes.  
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Lundahl et al. (2010) suggest that as MI by definition strives toward a humanistic, 
client-centred approach, a manual may interfere with truly focusing on the client 
by causing practitioners to focus unduly on the manual.  

6.7.4 The format or role of MI 

Lundahl et al. (2010) also found that overall the role of MI as, for example, an 
additive to other interventions or as a prelude to another treatment, does not 
significantly alter outcomes. They suggest that this finding fits with its basic 
philosophy. MI aims to improve the working alliance with a client, to manage 
resistance, to express empathy, and to build motivation to change while 
addressing ambivalence about change. These targeted goals seem broadly 
acceptable to most change efforts and are likely useful at any stage of an 
intervention process. Thus, it appears that one of the strengths of MI lies in its 
portability across many different treatment formats or roles.  

6.7.5 The delivery mode 

Lundahl et al. (2010) also found that delivery mode (whether MI is delivered in 
groups or individually) did not significantly moderate outcomes. However, they 
did identify non-statistically robust evidence to suggest that delivering MI through 
a group format only may dilute effects compared to when MI is delivered 
individually. They therefore discourage group-only delivery of MI. 

6.7.6 Culture change 

The Case Western Reserve University Centre for Evidence-Based Practices 
Motivational Interviewing (http://www.centerforebp.case.edu/practices/mi) 
suggests that MI could be used as a source of organisational culture change to 
bring about: 

 Increased positive treatment outcomes 

 Increased consumer quality-of-life 

 Increased consumer engagement and retention 

 Increased staff recruitment, satisfaction, and retention 

 Reduced staff burn-out and attrition 

 Reduced confrontations with consumers 

 Reduced consumer no-show and drop-out 

However, the use of MI to bring about organisational transformation and culture 
change does not appear to have been widely practised or assessed. 
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7 Triple P 

7.1 What is it? 

Triple P is a multi-level parenting and family support system designed to prevent 
– as well as ‘treat’ – behavioural and emotional problems in children and 
teenagers. It aims to prevent problems in the family, school and community 
before they arise and to create family environments that encourage children to 
realise their potential. Triple P draws primarily on social learning theory, as well 
as research into risk factors associated with the development of social and 
behavioural problems in children. It aims to equip parents with the skills and 
confidence they need to be self-sufficient and to be able to manage family issues 
without ongoing support. It offers multiple levels of intervention of varying 
degrees of intensity and has been adapted for various target audiences and 
issues. 

As a prevention program, System Triple P helps parents learn strategies that 
promote social competence and self-regulation in children. Parents become 
better equipped to handle the stress of everyday child rearing and children 
become better able to respond positively to their individual developmental 
challenges. As an early intervention, System Triple P can assist families in 
greater distress by working with parents of children who are experiencing 
moderate to severe behaviour problems. Throughout the program, parents are 
encouraged to develop a parenting plan that makes use of a variety of System 
Triple P strategies and tools. System Triple P practitioners are trained, therefore, 
to work with parents’ strengths and to provide a supportive, non-judgmental 
environment where a parent can continually improve their parenting skills. 

The Triple P Positive Parenting Program was designed at the University of 
Queensland, Australia, by Mathew R Sanders as a behavioural family 
intervention aiming at inducing changes in children’s problem behaviour by 
modifying family environments that maintain and reinforce the child’s problem 
behaviour (Sanders 1999). 
 
Overall, in terms of effectiveness, Triple P has an established evidence base, 
although this does vary according to the level of Triple P in question and has 
been critiqued convincingly by independent authors.  
 

7.1.1 Core principles 

Triple P is underpinned by five core principles of positive parenting:  

 Ensuring a safe, engaging environment 

 Promoting a positive learning environment 

 Using assertive discipline 

 Maintaining reasonable expectations 
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 Taking care of oneself as a parent 

The emphasis is on parents learning how to apply these skills to different 
behavioural, emotional and developmental issues in children, ranging from 
common child-rearing challenges (e.g., toileting, mealtime behaviour, bedtime, 
behaviour in public) to more intense challenges (e.g., child aggressive behaviour, 
fears and anxiety, ADHD difficulties (Prinz et al., 2009)). 

7.1.2 Key strategies 

The five positive parenting principles translate into 35 specific strategies and 
parenting skills that cluster into several major categories: 
 
 Parent–child relationship enhancement 

 Encouraging desirable behaviour 

 Teaching new skills and behaviours 

 Managing misbehaviours 

 Preventing problems in high-risk situations 

 Self-regulation skills 

 Parental mood management and coping skills  

 Partner support and communication skills 

Triple P provides developmentally tailored menu options that facilitate parental 
goal setting and self-regulation. Parents learn how to apply those techniques and 
strategies that are relevant to their child, the parent’s goals, and the family 
situation. 
 

7.1.3 Levels of Triple P 

Triple P consists of a multi-level system of interventions, which are: 

 Level 1 is a comprehensive media campaign and distribution strategy for 
delivering positive parenting information to all families within a given 
community. 

 Level 2 interventions are delivered to parents through low-intensity seminars 
or single-session meetings. Level 1 uses a Parent Tip paper, brochures, 
posters, newspaper columns, radio/TV/text messages, and parent, 
practitioner, and agency websites. Level 2 uses parent tip sheets, practitioner 
group presentations, and a DVD for parent viewing. 

 Level 3 interventions are brief in duration (1-4 sessions) and focus on 
identifying and resolving commonly encountered behaviour problems in 
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childhood. Level 3 interventions may be offered in a variety of settings where 
parents naturally visit. In terms of resources, Level 3 uses parent tip sheets, 
parent discussion booklets, a DVD for parent viewing, and a practitioner flip 
chart. 

 Level 4 interventions are delivered in 8-10 sessions and offer parents a more 
comprehensive set of strategies for improving family functioning and parent-
child relationships in any situation. The interventions have sufficient impact to 
address moderate to severe behaviour problems in children. This level is 
commonly known as Standard Triple P. In terms of resources, Level 4 uses 
parent workbooks, parent DVD collections, practitioner presentations, a self-
directed workbook, and an online application.  

 Level 5 interventions offer further support for parents with specific risk factors 
(e.g., families at high risk for child maltreatment, families going through a 
divorce or separation, or families with overweight or obese children) or for 
parents with continuing needs following a Level 4 intervention. This is 
commonly known as Enhanced Triple P. In terms of resources, Level 5 uses 
parent workbooks, parent DVD collections, and practitioner presentations. 

The following assessments are made to gauge which level of Triple P a family 
may be suitable for: 

 Practitioners assess the level of risk the family faces via an intake interview, 
questionnaires, monitoring, and observation of parent-child interaction. 

 Practitioners tailor the level of intensity based on the level of risk and difficulty 
the family faces (i.e., the higher the risk, the higher the intensity). 

 Practitioners administer assessments after completion of an intervention level 
to determine if a family needs additional levels of intervention. 

Triple P can also be offered in group, individual or self-directed formats. Figure 
10 summarises the various levels of Triple P and the formats in which it could be 
offered in terms of ‘breadth of reach’ and ‘intensity of provision’.  

Figure 10 A visual summary of System Triple P 
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7.1.4 Theory of change 

According to the DfE’s Commissioning Toolkit, Standard Triple P (i.e. Level 4) 
works from the assumption that some parenting practices unintentionally 
reinforce children’s behavioural and emotional problems. Standard Triple P aims 
to change ineffective parenting practices by identifying specific actions that might 
encourage negative child behaviours and replacing them with strategies that 
promote good behaviour and positive family interaction. Once parents master 
these strategies, their children’s behaviour should improve at home and at 
school. These skills should support children’s development as they grow older. 
 

Figure 11 Theory of change underpinning Standard Triple P 

 

 
 
 

7.1.5 Specialist Triple P adaptations  

Triple P is delivered to parents of children up to 12 years, with Teen Triple P for 
parents of 12 to 16 year olds. There are also specialist programs of Triple P for 
particular groups and types of need which include: 

 Stepping Stones Triple P – For parents of pre-adolescent children who have 
a disability. Stepping Stones has been shown to work with children with 
intellectual and physical disabilities who have disruptive behaviour. It can 
delivered in any of four ways – Selected Seminars, Primary Care, Group and 
Standard Triple P. 

 Family Transitions – Individual or group sessions for parents whose 
separation or divorce is complicating their parenting. It uses the Family 
Transitions DVD and parent workbook. 

 Lifestyle Triple P – A ten-session group programme with four telephone 
support calls for parents of overweight children aged from 5 to 10 years. It 
uses positive parenting principles and Every Parent's Survival Guide DVD to 
help parents promote healthier family eating and encourage physical activity. 
Group workbook, recipe booklet and activity games booklet are provided to 
parents. 
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 Indigenous Triple P – Indigenous Triple P allows providers accredited in 
Primary Care, Group and/or Standard Triple P programs to tailor their delivery 
of the programs to suit Indigenous families.  Materials and content for 
Indigenous Triple P were created in consultation with elders from remote and 
urban Indigenous communities in Australia. It has been used with both 
Indigenous Australian families and aboriginal Canadian families.   

7.2 Target audience 

Broadly, Triple P is intended for parents of children aged 0-16 with mild to serious 
concerns about their child’s behaviour. However, as shown in section 7.1, the 
target audience is dependent on the Programme Level in question, with more 
severe levels of need being served by higher Levels. Particular groups with 
complex or specific needs may also be targeted the specialist adaptations of 
Triple P. 

7.3 Inputs 

7.3.1 Provider qualifications 

The developers recommend that practitioners have a QCF Level 6 and an 
appropriate professional background and experience. This should include 
knowledge of child and adolescent development psychopathology, and some 
experience of working with families. As a minimum, practitioners should have a 
QCF Level 4/5 (DfE, Commissioning Toolkit).  
 

7.3.2 Recommended parameters 

Standard Triple P may be delivered to families individually or to groups of 
parents. The individual version involves 10 weekly sessions, typically lasting two 
hours each. The group course is delivered to eight to 10 parents over a period of 
seven weeks. Four sessions involve the entire group of parents and three 
sessions are conducted with parents individually over the telephone. A single 
practitioner delivers both the individual and group versions of the programme 
(DfE, Commissioning Toolkit). 
 

7.3.3 Provider capacity 

Where Triple P is adopted within organisations as part of core business it is 
expected that each practitioner could conduct (on average) 250 consultations per 
year equating to 25 parents or carers per year (given 10 sessions per Standard  
Triple P delivery per family). 

7.4 Intended outcomes 

In the short term, it is expected that parents will (DfE Commissioning Toolkit): 

 Experience less parental stress 
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 Be less likely to use harsh discipline 

 Be more effective in discouraging unwanted child behaviour 

 Feel more competent as parents 

 Be better able to communicate with each other about parenting issues. 

In the long-term, it is expected that children will be able to: 

 Get along better with their friends and family 

 Effectively communicate their feelings and thoughts 

 Effectively manage their anger and mood 

 Act independently 

 Solve problems on their own. 

It is also expected that parents will: 
 
 Parent more effectively 

 Feel more competent and confident as parents 

 Experience less parenting stress 

7.5 Effectiveness and evidence 

7.5.1 Overall evidence base 

The providers of Triple P claim that it is ‘one of the most effective evidence-based 
parenting programs in the world’ (http://triplep.net). However, there is varied 
evidence for the effectiveness of Triple P across the different levels at which it is 
delivered and adaptations of the programme, as is summarised in Figure 12. This 
review focuses on Standard Triple P (Level 4) – for parents of children aged 0-12 
who need intensive support – the most commonly implemented and evaluated 
version of Triple P. 

Figure 12 Summary of the evidence base for various levels and versions of Triple P 

Type of Triple P Evidence rating 

System Triple P22 (0-16) Initial (according to the CEBC) 

                                                 

22 More information about the CEBC’s review of System Triple P and its evidence base can be found here: 
http://www.cebc4cw.org/program/triple-p-positive-parenting-program-system/detailed  
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Type of Triple P Evidence rating 

Standard (Group) Triple P (Level 4)23 
(0-12) 

Established (EIF) 

Stepping Stones Triple P24 (0-12) Established (EIF) 

Lifestyle Triple P (Level 5 – Group)25 
(5-10) 

Initial (EIF) 

Pathways Triple P (Level 5)26 (0-16) Initial  

Primary Care and Discussion Groups 
Triple P (Level 3)27 (0-12) 

Initial  

Standard Teen and Group Teen Triple 
P (Level 4)28 (12-16) 

Formative evidence 

  

It is important to note that two independent meta-analyses of Triple P have cast 
doubt on the robustness of the evidence base and therefore the efficacy of the 
programme. In particular, Wilson et al. (2012) found that of the 33 eligible 
studies29 of Triple P which they identified, 32 were authored by Triple P affiliated 
personnel. No trials were registered and only two papers contained conflict of 
interest statements. On this basis, Wilson et al. (2012) conclude that there is ‘no 
convincing evidence that Triple P interventions work across the whole population 
or that any benefits are long-term’.  

In addition to this, Coyne and Kwakkenbos (2013) found that most trials of Triple 
P interventions are based on sample sizes of less than 35 participants in the 
control or intervention groups and that they are therefore particularly susceptible 

                                                 

23 More information about this version of Triple P and its evidence base can be found here: 
http://guidebook.eif.org.uk/programmes-library/standard-teen-and-group-teen-triple-p-level-4  

24 More information about this specialist adaptation of Triple P and its evidence base can be found here: 
http://guidebook.eif.org.uk/programmes-library/stepping-stones-triple-p  

25 More information about this specialist adaptation of Triple P and its evidence base can be found here: 
http://guidebook.eif.org.uk/programmes-library/lifestyle-triple-p-level-5-group  

26 More information about this specialist adaptation of Triple P and its evidence base can be found here: 
http://guidebook.eif.org.uk/programmes-library/pathways-triple-p-level-5  

27 More information about this specialist adaptation of Triple P and its evidence base can be found here: 
http://guidebook.eif.org.uk/programmes-library/primary-care-and-discussion-groups-triple-p-level-3  

28 More information about this version of Triple P can be found here: http://guidebook.eif.org.uk/programmes-
library/standard-teen-and-group-teen-triple-p-level-4  

29 Published articles in which any level of Triple P (or a precursor behavioural family intervention from the same 
group of authors) was used, in which any (non-Triple-P) comparison condition was employed, and in which a 
quantitative child-based outcome was reported, were eligible for inclusion in the systematic review. 
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to risks of bias and investigator manipulation. The ‘evidenced’ outcomes 
identified below should therefore be treated with some caution. 

7.5.2 Outcomes 

There is evidence to suggest that Standard Triple P (i.e. Level 4) can result in the 
following outcomes (Nowak and Heinrichs, 2008; Sanders et al., 2000; 
Bodenmann et al., 2008): 

 Improved children’s behaviour 

 Improved parenting practices 

 Improved parent wellbeing and reduced parental stress 

 Reduced couple conflict over parenting 

In their meta-analysis, Nowak and Heinrichs (2008) conclude that the effects of 
Triple P in bringing about improved parenting skills, child problem behaviour and 
parental well-being are in the small to moderate range. They argue that these 
positive effects are found across all settings, initial levels of problems and 
countries. 

7.5.3 Moderating factors 

In their meta-analysis of studies of Triple P, Nowak and Heinrichs (2008) also 
identify several ‘moderating factors’ which can affect the effectiveness of Triple P. 
These include: 

 Fathers reported consistently lower improvements across studies compared to 
mothers on parenting, parental well-being and child problems. 

 Evidence of greater intervention effects on all measures for younger children. 
Figure 12 also shows that there is a stronger evidence base for the efficacy of 
Triple P in bringing about positive outcomes for children than for teenagers, as 
Standard Teen Triple P only has a formative evidence base, whereas various 
adaptations of Triple P for parents up to the age of 12 have an initial or 
established evidence base (according to the EIF and CEBC). The DfE 
Commissioning Toolkit has evaluated the evidence base of Triple P similarly; it 
suggests that Teen Triple P has a ‘preliminary’ evidence base and that 
Standard Triple P has a ‘strong’ evidence base.  

 There is a tendency for stronger effects in terms of improving child behaviour 
among children whose ‘child status’ was classified as clinically elevated prior 
to intervention.  

 Nowak and Henrichs (2008) found that families participating in group sessions 
experience less pronounced positive changes than parents receiving 
individual formats. Self-directed Triple P tended to yield smaller short term 
effect sizes compared to all other delivery formats. 
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7.6 Cost and value for money 

According to the developers of Triple P, it is a cost-effective approach because it 
uses the principle of minimal sufficiency whereby tailoring of intervention intensity 
to meet individual family needs. 

The Washington State Institute for Public Policy has conducted a cost-benefit 
analysis of Standard Triple P, which is presented in Figure 13, and Standard 
Triple P (Group), which is presented in  

Figure 14. This analysis suggests that Standard Triple P is cost-effective when 
delivered on an individual basis. In this context, for every £1 spent, providers can 
expect to reap around £1.98 in benefits. However, when delivered in groups, this 
analysis suggests that Standard Triple P is not cost-effective; for every £1 spent, 
commissioners can only expect to benefit by around £0.91. 

Figure 13 Cost-benefit analysis of Standard Triple P 

Dimension of cost-benefit Amount  

Cost £1,243 

Benefits to taxpayers £810 

Benefits to participants £488 

Benefits to others £1,157 

Total benefits £2,455 

Benefits minus costs £1,212 

Benefit-cost ratio £1.98 

 

Figure 14 Cost-benefit analysis of Standard Triple P (Group) 

Dimension of cost-benefit Amount  

Cost £1,129 

Benefits to taxpayers £759 

Benefits to participants £261 

Benefits to others £11 

Total benefits £1,031 

Benefits minus costs £-98 
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Dimension of cost-benefit Amount  

Benefit-cost ratio £0.91 

 

7.7 Implementation 

As a registered company, Triple P provides a wide range of standardised 
resources and training packages to support organisations and individuals to 
implement Triple P. More information on these resources can be found in the 
Triple P Course Summaries.30  

7.7.1 Training 

For Standard Triple P, practitioners should attend three days of training before 
they deliver the programme. The training covers the following learning outcomes: 
 
 Early detection and effective management of child behaviour problems 

 Risk and protective factors operating within families 

 Core principles of positive parenting and behaviour change 

 Advanced assessment of child and family functioning 

 Application of key parenting strategies to a broad range of target behaviours 

 Strategies for promoting generalisation and maintenance of behaviour change 

 Identification of indicators suggesting more intervention is required 

 Appropriate referral procedures 

A two-day training course is also available for practitioners with previous training 
in one of the other Triple P group models. 
 

7.7.2 Accreditation 

After the practitioners have delivered the programme for two to three months, 
they return to a half day accreditation workshop. At this time, they must 
demonstrate a set of core competencies and pass a multiple-choice exam. Peer 
support groups and pre-accreditation workshops give practitioners opportunities 
to practice new skills before the final accreditation workshop. The accreditation 
workshops are included in the Standard Triple P Training Course. 
 

                                                 

30 http://www.triplep.net/files/3814/0591/5850/2014_Triple_P_Course_Summaries_US.pdf  
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7.7.3 Supervision 

The programme developers recommend that practitioners partake in peer 
supervision every two weeks. This supervision should be led by a supervisor with 
a minimum of a QCF Level 7/8 qualification and previous experience of delivering 
the Triple P programme. The aim of supervision is to promote reflective practice 
and adopt the programme content to the needs of individual parents in a way that 
is faithful to the original model (DfE, Commissioning Toolkit). 
 

7.7.4 Programme fidelity 

Programme fidelity is maintained through the following processes: 

 Fidelity checklists that are completed by the practitioner at the end of each 
session. These can be used as instruments as self-assessments or in more 
formal quality assurance procedures.  

 Highly detailed training resources that provide step-by-step instructions on 
how to conduct each session. 

 Ongoing in-house and peer supervision. A crucial element in implementation 
sites involves the adoption of a self-regulatory framework and the use of the 
Peer Assisted Support and Supervision (PASS) model of quality assurance. 
During PASS sessions, practitioners are expected to present cases, obtain 
feedback from other qualified practitioners, and continue to supplement their 
skills with continuing education. The PASS manual and checklist are available 
to trained practitioners through the Triple P Provider Network. 

 Practitioner accreditation. The accreditation process has two steps: obtaining 
a passing score on a written exam and displaying competence in parent 
consultation skills as scored by an accredited Triple P trainer through direct 
observation or DVD submission. 

7.7.5 Facilitators and barriers to implementation 

Several Triple P implementation and process evaluations have been conducted. 
The following factors facilitating or hindering implementation and sustained 
programme use (Shapiro et al., 2011): 

 Provider self-confidence after training 

 Fit of the programme with ongoing duties 

 Availability of post-training support 

 Perceived benefit of intervention for children and families 

 Workplace and organisational support 



   SSIA  
Review of models and frameworks – Phase 2, deep dives 

  
 

 

 

© | March 2015 81 
FINAL CONFIDENTIAL  

The authors suggest that these findings highlight the importance of considering 
the broader post-training work environment of service providers as a determinant 
of subsequent program use. 
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8 Conclusions  

This report has presented ‘deep dive’ reviews on six models and frameworks for 
interventions with children and families: 

 Signs of Safety – a whole-system child protection framework 

 Solution-Focused Brief Therapy – a therapeutic intervention  

 Reclaiming Social Work – a whole-system child protection framework 

 Multi-systemic Therapy – an intervention for young people on the edge of care 
who are presenting anti-social behaviour 

 Motivational Interviewing –  a counselling intervention  

 Triple P – a parenting intervention  

These six models or frameworks, therefore, represent a fairly broad range of 
approaches to interventions with children and families, from specific time-bound 
interventions with particular groups, to broader whole-system approaches to 
social work and child protection. 

8.1.1 Known effectiveness of models 

Figure 15 provides a summary of the evidence base for each of the programmes 
using the Early Intervention Foundation’s categories of ‘established’ (highest 
rating), ‘initial’ (one RCT/QED in place) and ‘formative’ (evidence of impact but 
not RCT/QED). This suggests that there is strong evidence of impact for Multi-
systemic therapy, motivational interviewing and Triple P (although for Triple P 
and MST there is some questioning of this evidence base). SFBT has an initial 
evidence base, while Reclaiming Social Work and Signs of Safety have a 
‘formative’ evidence base. 

As the reviews of Signs of Safety, Reclaiming Social Work, Mutli-systemic 
Therapy, and Triple P have shown, although these well-known models and 
frameworks for interventions with children and families are frequently referred to 
as evidence-based approaches, a deeper interrogation of their evidence bases 
reveals a less robust impression of their known effectiveness. 

Figure 15 Summary of the evidence base for the effectiveness of models reviewed in this report 

Model Evidence base 

Signs of Safety Formative 

SFBT Initial 

Reclaiming Social Work Formative 
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Model Evidence base 

Multi-systemic Therapy Established (although questioned) 

Motivational Interviewing Established 

Triple P Established (although variable and 
questioned) 

 

8.1.2 Common elements 

As these reviews have shown, there are some principles, components, 
approaches or techniques which appear to be common features across all or 
some of the frameworks reviewed in this report. For example: 

 Constructive relationship between practitioner and client: All of the 
models (except Triple P) attempt to build a collaborative relationship with 
clients based on partnership and a non-paternalistic attitude.  

 A focus on strengths: All of the models (except Motivational Interviewing) 
focus on the strengths of the family and child in assessment and planning, but 
also to varying extents, seek to balance this with the identification of risks and 
dangers. One common rationale for focusing on strengths across the models 
is also as a source of rapport and relationship-building with families.   

 Setting goals and identifying solutions: Signs of Safety, SFBT, RSW, MST 
and Triple P all share as a key feature the importance of identifying and 
setting goals with families or clients as part of a plan for change and 
development and which can be returned to in order to monitor progress.  

 Using client-friendly language: Rendering all statements in straight-forward 
rather than professionalised language that can be readily understood by 
clients is a feature of both Signs of Safety and Motivational Interviewing.  

 Identifying wider safety networks: Signs of Safety, SFBT and MST all share 
the common practice element of identifying wider safety networks, such as 
friends, families, teachers, neighbours etc. who do or could play a role in 
improving outcomes for children and families. 

 Systemic practice and theory: Reclaiming Social Work, MST and Triple P 
are all, to varying extents, based on systemic practice and social learning 
theory which place any issues or difficulties encountered by children and 
families in a social and relational context.  

 Reduced case-loads: Reclaiming Social Work and Multi-systemic Therapy 
both ensure that practitioners have reduced case-loads so that they are able 
to work more intensively and flexibly with families they are working with.  

 Post-qualifying training and CPD: Signs of Safety, Triple P and MST, all 
specify that practitioners should be given the opportunity of ongoing training in 
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the model. This helps to ensure professional development as well as 
sustained fidelity to the model’s approach. 

 High quality and regular supervision: All of the models include some 
provision for regular and high quality supervision from practitioners who are 
more skilled or experienced in the model. The Reclaiming Social Work unit 
model incorporates this as an integral feature of the approach as child 
practitioners work alongside and in collaboration with a social worker, 
consultant social worker and clinician on each case.  

Furthermore, the evidence presented in this report highlights two key features of 
the relationship between models and frameworks for interventions with children 
and families and whole-system change: 

 Firstly, specific interventions and their principles can be used as a source of 
whole-system change and cultural transformation in which a shared approach 
to working with families and children is embedded across an organisation. 

 And secondly that models and frameworks, or at least their principles, are 
likely to be most effective when used and applied in this way i.e. across the 
whole organisation and as a source of organisational culture change.  
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10 Appendix two: Signs of Safety Assessment 
Protocol 
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11 Appendix three: Evidence base for Signs of 
Safety 

Figure 16 Summary of evidence base for Signs of Safety, as summarised by Bunn 2013 
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12 Appendix four: Evidence base for SFBT 

Figure 17 Summary of evidence base for SFBT, as summarised by Woods and Green (2011) 
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